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FLORIDA DIVISION OF VOCATIONAL REHABILITATION
ON THE JOB TRAINING FINAL REPORT 

	Name of Participant: Click or tap here to enter text.
	Case ID Number: Click or tap here to enter text.

	Authorization Issue Date: Click or tap to enter a date.
	

	Begin Date of OJT: Click or tap here to enter text.
	End Date of OJT: Click or tap here to enter text.

	IPE Job Goal: Click or tap here to enter text.

	Type of OJT Completed: Click or tap here to enter text.

	Total number of anticipated OJT hours (from the OJT Agreement):
	Click or tap here to enter text.
	Total number of actual OJT hours worked:
	Click or tap here to enter text.
	If total number of actual OJT hours worked differs from anticipated hours, provide justification of discrepancy:
Click or tap here to enter text.

	Was a Request for Modification or Extension submitted during this OJT? If so, please explain the modification or extension that was approved. Also, you must attach the approved Request for Modification Form to the Approval Notice for the Final Report.
Click or tap here to enter text.

	A comprehensive description of the initial targeted skills: (This section should include a detailed response of the targeted skills the Participant was expected to obtain from this OJT experience.)
Click or tap here to enter text.

	A comprehensive description of the actual skills acquired: (This section should include a detailed response of the skills the Participant obtained from this OJT experience.)
Click or tap here to enter text.

	A detailed description of the challenges that occurred and how each was addressed. How will these challenges be addressed in future job development? 
Click or tap here to enter text.

	A detailed description of how the acquired skills will be utilized in further job development.
Click or tap here to enter text.


		
PARTICIPANT SIGNATURE: ________________________	DATE:  Click or tap here to enter text.

PARTICIPANT PRINTED NAME: ________________________

I hereby attest, to the best of my knowledge, the above information is correct.  VR reserves the right to suspend Provider registration if VR suspects the Provider has knowingly falsified this document, or otherwise engaged in fraudulent activity. 

For paid experiences, I also attest that ALL wage reimbursements for this client have been submitted for payment, before submitting this report. 


PROVIDER SIGNATURE: ________________________	DATE:  Click or tap here to enter text.

PROVIDER PRINTED NAME: ________________________

If you have any difficulty regarding accessibility of this form or any data fields, contact Vocational Rehabilitation:  Vremploymentserviceproviders@vr.fldoe.org	
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