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FLORIDA DIVISION OF VOCATIONAL REHABILITATION
WBLE MODIFICATION REQUEST FORM 


	The table below contains sections for; student name, student VR id number, WBLE (Work Based Learning Experience) start date, anticipated WBLE end date, anticipated hours per week, total anticipated hours for WBLE, anticipated number of weeks, anticipated work schedule, WBLE position, worksite, supervisor’s name, and telephone number 

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

	WBLE Start Date: Click or tap to enter a date.
	Anticipated WBLE End Date: Click or tap to enter a date.

	Anticipated Hours per Week: Click or tap here to enter text.
	Total Anticipated Hours for WBLE: Click or tap here to enter text.

	Anticipated Number of Weeks: Click or tap here to enter text.
	Anticipated Work Schedule: Click or tap here to enter text.

	WBLE Position: Click or tap here to enter text.

	Worksite: Click or tap here to enter text.

	Supervisor’s Name & Telephone Number: Click or tap here to enter text.



Request to Modify Active WBLE Agreement
Please provide a specific explanation of the modification requested, including a justification:
Click or tap here to enter text.

WBLE Extension Request 
Extension Requests must be completed at least 10 days (about 1 and a half weeks) prior the end of the WBLE Agreement

Justification for Extension Request:
Click or tap here to enter text.

Additional Number of Days or Weeks Requested for WBLE: Click or tap here to enter text. 

New Anticipated End Date for WBLE: Click or tap to enter a date.












VR Counselor approval and signature is required prior to any WBLE modifications.
VR Counselor must be the last signature obtained on this request.


REQUIRED SIGNATURES:

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

PARTICIPANT PRINTED NAME: Click or tap here to enter text.

PARENT/GUARDIAN SIGNATURE: ________________________	DATE:  Click or tap here to enter text.

PARENT/GUARDIAN PRINTED NAME: ________________________

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

WORKSITE REPRESENTATIVE PRINTED NAME: ________________________	TITLE: ________________________

EMPLOYER OF RECORD SIGNATURE: ________________________	DATE:  Click or tap here to enter text.

EMPLOYER OF RECORD 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. 

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

PROVIDER PRINTED NAME: ________________________

For Official VR Use Only
Please explain what modification was approved, including any key dates. 
Click or tap here to enter text.	

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

VR STAFF 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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