TAMPA LIGHTHOUSE CLIENT REFERRAL FORM
procram:Lse[vr (v Ll [el

PARTICIPANT’'S NAME: SS#:

PHONE(S): DOB:

STREET ADDRESS:

CITY: STATE: ZIP:

COUNTY:
RACE ETHNICITY [JH INH

VISUAL DISABILITY: [] TOTALLY BLIND [_]LEGALLY BLIND [] SEVERE V |

ETIOLOGY:

NON-VISUAL DISABILITY:

REFERRAL DATE: REFERRED BY:

SERVICES REQUESTED: Please Circle!

[lindependent Living Assessment (Assessment)
[|Early Intervention

[]Orientation and Mobility Assessment (Assessment)

[]Assistive Technology Assessment (Assessment)
[ IVocational Evaluation (Assessment)
[lindependent Living Class (Other Training, Counseling and Information and Referral)
[ ]Orientation and Mobility Training (Other Training)
[]Assistive Technology Training (Assistive Technology Training)
Transition (Assessment —TCFA, Other Training, Assistive Technology Training,

Counseling, Information and Referral, Job Readiness, Job Coaching,
Job Development, Rehabilitation Engineering)

[ISupported Employment (Other Training, Counseling, Information and Referral, Job Readiness,
Job Coaching, Job Development, Job Placement)
[1Job Placement (Other Training, Counseling, Information and Referral, Job Readiness,

Job Coaching, Job Development, Assistive Technology Training and
Rehabilitation Engineering)
[IRehabilitation Engineering (Rehabilitation Engineering)

Enclosed: [JDBS Application, [_|Eye Report, [Initial Interview, [_1Signed Plan, [_]Other

Agency Receipt of Referral

Referral Received Date: Received by:

Status of Participant and Service:

Anticipated Services Start Date: [INot Interested

Comments

Note: Please Fax or Mail
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