
  
 

  

 

 

 

Pathways to Employment Application 

PTE FORM 001 

  

DELAWARE HEALTH  

AND SOCIAL SERVICES 
DIVISION OF DEVELOPMENTAL                        

DISABILITIES SERVICES          

 

 

 
 

 
Date:     Referred By:                                
 
School and year expected to exit: _______________________                              ______________         
 
First Name, Middle Name, Last Name, Suffix: _________________________________   _______   
 
Parent/Legal Guardian (if applicable):_____                              _____________________________ 
 
Home Address: _______________________________________________                                 ___                                     
 
__                                                                                                                                                                   __ 
  
Home Phone: ______________________________ Cell Phone: _______________     _________ 
 
Date of Birth: ________________________________________________                     _________ 
 
Race:          Caucasian/White □        Native/American Indian □     African American/Black □       
                                

    Hawaiian   □                        Pacific Islander □      Asian □            Alaskan   □    
 
Ethnicity:     Hispanic/Latino □              Non-Hispanic/Latino □ 
 
Would you like to apply for the Pathways to Employment Program? Yes □ No □ 
 
Are you currently receiving Medicaid?           Yes □          No □ 
 
Medicaid number:             
 
Applicant Signature:   ________________________________________ Date: _______________ 

Parent/Legal Guardian  
Signature (if applicable): _______________________________________ Date: ____              ___    

****************************************************************************** 
Office Use Only: 

Employment Navigator: __________________________ Division:  DDDS □    DVI □    DSAAPD □ 


