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SELF EMPLOYMENT VERIFICATION FORM
Purchaser Instructions
The individual named below is applying for the CDMS exam.  The applicant has indicated that he or she provided disability management services to you, your clients or your organization.  An applicant’s eligibility can only be evaluated if this verification form is completed.
1. Please complete the section of this form titled “Information Supplied by Purchaser.”
2. Include a signed copy of the applicant’s job description or a letter on company letterhead specifying type of services provided by the applicant.
3. Sign and mail form along with the job description or letter to the applicant at the address shown below.
4. Your original signature is required.  Please do not fax or electronically submit this form.
5. Note that timely return of this document is necessary to meet processing deadlines for the CDMS exam.
1. Applicant Information

	NAME

	 FORMCHECKBOX 
 Mr.    FORMCHECKBOX 
 Ms.    FORMCHECKBOX 
  Dr.
	      
	     
	     
	      

	
	First
	Middle Initial
	Last
	Maiden Name
(if applicable)


	ADDRESS 

	     
	     
	  
	     

	Street
	City
	State
	Zip Code


	TELEPHONE
	EMAIL ADDRESS

	Preferred Phone Number
	     
	     
	     
	     

	
	Area Code
	Number
	Extension
	


	Release Statement: I,      , am applying for certification as a certified Disability Management Specialist and am required to provide verification of my professional employment experience.  Please complete this form and return to the above address.  My application cannot be processed until this information is received.


	Signature
Date


2. Information Supplied by Purchaser

	NAME
	First
	Middle Initial 
	Last
	Maiden Name
(if  applicable)

	 FORMCHECKBOX 
 Mr.    FORMCHECKBOX 
 Ms.    FORMCHECKBOX 
  Dr.
	      
	 
	     
	      


	Company Name
	     


	Dates of Service
	     
	     

	
	From (mm/dd/yyyy)
	To (mm/dd/yyyy)

	Hours worked per week
	  

	Applicant’s official job title 
	     


	Did applicant provide direct disability services to individuals?
	 FORMCHECKBOX 

Yes
	 FORMCHECKBOX 

No

	Average number of cases served by applicant on an ongoing based (i.e. caseload)
	    

	Average number of hours applicant spent delivering direct services
	   


	CLIENT POPULATION:  (Please check the types of conditions seen by this individual)

	 FORMCHECKBOX 

Alcohol & Substance Abuse
	 FORMCHECKBOX 

Mental/Behavioral Health
	 FORMCHECKBOX 

None

	 FORMCHECKBOX 

Cardiac Conditions
	 FORMCHECKBOX 

Musculoskeletal Disabilities
	 FORMCHECKBOX 

Other
Specify:       

	 FORMCHECKBOX 

Developmental Disabilities
	 FORMCHECKBOX 

Neurological Disabilities
	

	 FORMCHECKBOX 

Learning Disabilities
	 FORMCHECKBOX 

Sensory Disabilities
	


	JOB ACTIVITIES GROUPED BY JOB FUNCTION (Please check ALL activities performed by this applicant for a client population receiving benefits from a disability compensation system.  For work experience to be considered, activities must be documented in a minimum of two of the three job function areas.  Please also indicate percent of workweek spent on activities within each functional area.)

	JOB FUNCTION AREA 1: DISABILITY CASE MANAGEMENT 
	Yes
	No
	N/A

	Gathering relevant case information including medical and vocational information and data
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Synthesizing information
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Interpreting case-specific local, state and federal regulations
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Developing a case management plan
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Adhering to standards of quality care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	JOB FUNCTION AREA 1: DISABILITY CASE MANAGEMENT 
	Yes
	No
	N/A

	Maximizing community resources
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Documenting case activities and results
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Developing partnerships with stakeholders
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using negotiation and conflict resolution techniques
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using return-to-work principles
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Collecting job-function data through observations, assessments and interviews
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Analyzing job-function data
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Documenting job analysis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Developing transition work plans
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Providing career and vocational counseling
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Disseminating on reports and data effectively
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Making referrals
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Employing cost-containment strategies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Providing benefit counseling
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using computer technology
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Preparing documentation for testimony and testifying when necessary
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	PERCENTAGE of workweek applicant spends in these activities.
	   


	JOB FUNCTION 2: DISABILITY PREVENTION & WORKPLACE INTERVENTION
	Yes
	No
	N/A

	Conducting organizational assessments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Evaluating policies and procedures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Presenting the business rationale for disability management programs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Managing human resources
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Implementing data-collection strategies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Applying occupational information in worksite intervention
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Conducting job analyses
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Applying job-modification strategies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Using assistive technologies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Coordinating resources and services
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Applying health and wellness strategies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	PERCENTAGE of workweek applicant spends in these activities
	   


	JOB FUNCTION 3:  
PROGRAM DEVELOPMENT, MANAGEMENT AND EVALUATION
	Yes
	No
	N/A

	Organizing and planning disability management programs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Applying qualitative and quantitative measurements
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Integrating business and financial knowledge
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Complying with federal/state legal and regulatory requirements
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Designing programs with rewards and incentives
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Researching community and business resources
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Tracking cost, operational, and outcomes data
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Integrating metrics to assess outcomes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Negotiating with multiple stakeholders in the development/management of programs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Comparing program data to best practices and evidence-based research and benchmarks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Defining commonly understood metrics that reflect changes in disability management and business practice
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	PERCENTAGE of workweek applicant spends in these activities
	   


	Has the attached job description been signed with an original signature? (Photocopied signatures are not accepted)
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 



	I hereby certify that the applicant named in this verification form received periodic evaluations of the quality of his/her delivery of disability management services to individuals with disabilities receiving benefits from a disability compensation system while under my supervision/employment, and I further certify that the information I have provided is accurate.  I understand that any discrepancies in the facts given here will prevent the applicant from being permitted to take the CDMS exam.

	
	     

	Signature
	Title 

	     
	     

	Printed Name
	Date (mm/dd/yyyy)
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