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Mission:To create a better future for Vermonters affected by brain injury through brain injury prevention,education,
advocacy and support.

THE VOICE OF BRAIN INJURY

Dear Applicant,

Thank you for your interest in The Brain Injury Alliance of Vermont (BIAVT) Skill Builder Program.
This program aims to assist Vermonters who have experienced a brain injury work on building

valuable life skills. The Brain Injury Alliance of Vermont (BIAVT) is offering a unique program for
Vermonters who are survivors of brain injury. This program is designed for Vermonter Bl survivors
who are motivated to improve specific skills that may have become challenging after their injury.

A dedicated BIAVT Skill Builder provider will work one-on-one with each participant to assess their
strengths, identify challenges, and develop personalized strategies for building key skills, ultimately
aiming for greater independence and self-sufficiency.

This six-month program will provide participants with an average of 3-4 hours of individual
guidance each month, with the goal of expanding to serve all eligible individuals statewide.

Participants will also complete homework assignments outside of their meetings, which will be
reviewed during each session.

Eligibility:

e Aged 18 or older with a diagnosed Brain Injury
e Residents of Vermont
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Areas of focus for Self-management*:

*Participants can identify up to 3 specific tasks listed below which they would like to work on
during the six months.

Personal Skills:
e Self-Advocacy
e Social/Emotional Skills
e Decision Making
e Community Social and Support building
e Recreational Opportunities/Exploration

Home Skills:
e Filing Paperwork
e Creating & Prioritizing To-Do Lists
e Meal Planning
e Using a Calendar system
e Home Organization skills

Vocational Skills:

Job Search

Resumes and Applications
Preparing for the Workplace

Self-Advocacy in the workplace

At times, participants may be referred to collaborate with other Vermont agencies to ensure access
to additional resources and strategies within the state.

This program represents a step toward empowering Vermonters with brain injuries and enhancing
their independence in everyday life.

Brain Injury Alliance of Vermont Application (Intake
Form) Release of Information Enc.
Program Resource Sheet
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Mission: To create a better future for Vermonters affected by brain injury through brain injury prevention, education,

advocacy and support.

1 Derby Lane, Suite 2| Waterbury, VT 05676
Help line: 802-244-6850
email: support@biavt.org

Fax: 802-244-4005
www.biavt.org

THE VOICE OF BRAIN INJURY

SKILL BUILDER INTAKE FORM

Name: Email :

Address: Date of Birth:
SS#:

Phone Number: Application completion date:

How did you receive your injury?

Date of your injury:
How old were you at the time of your injury?

=2

Are you receiving Area Agency Services? Y
Have you ever served in the Military or National Guard? Y

=2

Doctors/Facilities Attended:
NAME ADDRESS PHONE#
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Benefits you are receiving:

SSI Y N Medicaid Y N (If Yes, Medicaid #
SSDI Y N Medicare Y N
APTD Y N PrivateIns. Y N

Skills Interested in working on: (circle all that apply):

Home Organization

Bill Paying

Executive Function

Sensory awareness

Social Skill Building
Completing paperwork

Phone Skills

Learning how to self-advocate

Other:




How did you hear about this program (please circle one)?

« Called the office

+ Training/workshop

* Flyer

» Social Worker/Case Manager
» Someone else

Is someone filling out this form on your behalf? Y N

If yes, who?

I understand that a referral has been sent to the Brain Injury Alliance of VT for the
Behavioral Skill Program. I understand that signing this form does not mean that we need to
participate in or will be approved for, the program.

Individual/Guardian Signature:

Referral Signature:

Is there anything you would like us to know?
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SKILL BUILDER PROGRAM

PROFESSIONAL AUTHORIZATION FOR RELEASE OF INFORMATION

I authorize the Brain Injury Alliance of VT

(Individual’s Name/Guardian) to review and obtain copies of all medical, hospital or other pertinent
records or information in order to assist in providing services and in developing a service plan for

(Individual’s Name) SS#
DOB)

I authorize the Brain Injury Alliance of VT to share information received with any institution that through a
private or public funded program is a consideration for or is actually paying for all or part of my program.

I also give permission to discuss any medical, hospital or other pertinent records or information with any contact
you provide to us to assist in seeking services and payments for such services.

I have had this form read and explained to me and understand its contents. I agree that a photocopy of this
authorization be accepted with the same authority as the original.

I permit the use of facsimile or other electronic devices in transferring my records as needed. Sender assures all
due care to protect confidentiality of records in using electronic devices.

This consent shall expire on

Signed Date:

Self or Guardian — please circle one



PROVIDER INFORMATION FORM

This form is to be completed by anyone making the referral that is NOT the
Survivor, or a friend/family member of the Survivor.

Your cooperation in filling out this form is appreciated. The information used will
be for grant and data reporting only.

1. What organization do you work for/with?
2. What is your title/job role?
3. What county/counties do you serve? (If all of Vermont, you can simply put

(“Al")

4. Have you provided or are you currently providing any type of case
management, social services, options counseling, or resource facilitation
to the Survivor or their family? (This includes short- or long-term services)

a. If“NO”, please state, “NO”:

b. If “YES” and you are going to end supports, please indicate why:

c. If“YES” and you are going to continue supporting, would you be
willing to attend meetings with BIAVT?
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