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These changes to your Individualized Plan for Employment are consistent with your informed choice.
By signing below, I understand that this Plan Amendment is effective on the date upon which both the Rehabilitation Counselor and I sign the document. If the two signatures bear different dates, the later date will be the effective date of the Plan Amendment.
For more information, see CCR, title 9, section 7131(a)(6) at http://oal.ca.gov.
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	Date Signed:
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
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