DBVI New Referral Intake Form

Date of referral: __________ Referred by: _______________________________
Name: ____________________________________________________________
Mailing address: ____________________________________________________
City, State, Zip______________________________________________________

Physical address: ___________________________________________________
Phone: _________________________ Phone#2: __________________________
Date of birth: _____________  SSI or SSDI: ___________  Employed:( yes  ( no

 
Employer: ________________________________________________________

Occupation:





hours/wages:




Most likely goal:

( VR Employment     ( IL Program   (  Chapter 2 
Eye/Medical condition(s): ____________________________________________

_________________________________________________________________

_________________________________________________________________

Eye docs: ________________________________________________________ 
_________________________________________________________________
Medical docs:______________________________________________________











Heath insurance:  ___________________________________________________
Additional information:________________________________________________

__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
(  Consumer contacted_____________________

(  Unable to Contact   
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