
Skills Training Referral Form 
2305 SE 82nd Ave  MTH 128, Portland OR 97216 

Fax (971) 722-6124  Phone (971) 722-6127 
 

PLEASE ATTACH CURRICULUM AND THE ATP PROPOSAL TO THE BILLING AGENCY.  FOR ON-THE-JOB 
EVALUATION ALSO INCLUDE JOB ANALYSIS WITH DOCTOR’S APPROVAL. 
 
PCC Coordinator _____________________________  Date __________________  

STUDENT INFORMATION 
Name ___________________________________  Claim #_______________ PCC ID _____________  

Address _________________________________________________ Phone _____________________  

City _____________________________________________ State _____________ Zip _____________  

Email ________________________________________ Date of Birth ___________________________  

 
REFERRAL INFORMATION 
Agency _____________________________________ Counselor ______________________________  

Address ____________________________________ Phone _______________ Fax _______________  

City _____________________________________________ State _____________ Zip _____________  

Email _____________________________________  Reports to be  Faxed  Emailed 

 
TRAINING SITE 
Name __________________________________________ Instructor __________________________  

Address ____________________________________ Phone _______________ Fax _______________  

City _____________________________________________ State _____________ Zip _____________  

PO Box ______________________________________ Email ________________________________  

 
PLAN INFORMATION 
Vocational Goal _________________________________________ Training Fee to Site?   Yes  No 

Length of Training __________________ Starting Date _______________ Ending Date ______________  

Will the student be training full time? ___________  Part time? ________  Hours per week? _________  

 
TIMESHEET TYPE   Weekly    Monthly  
 
BILLING INFORMATION 
Agency ____________________________________________________________________________  

Contact Person ____________________________  Phone ________________  Fax ______________  

Address ___________________________________  City _____________ State ________ Zip ________  

Remarks ___________________________________________________________________________  

 __________________________________________________________________________________ 

 __________________________________________________________________________________  
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