O&M SERVICES REFERRAL FORM
Consumer Name: _____________________________________________

Date of Birth: ______________
Social Security #: _________________
Cause of vision loss:___________________
Visual Acuity: ________ OD
________ OS

Date of onset of vision loss: ________________
Dog guide user: _____ Yes
_____ No
Reason for referral: ____________________________________________________________

Additional health/mobility considerations (i.e. MS, diabetes, CP, PTSD, etc.): ______________________________________________________________________________
______________________________________________________________________________
Has this participant had prior O&M evaluation/instruction? _____ Yes *
_____ No   (* If ‘Yes”, please attach report(s).

****************************************************************************

Referring Counselor: ____________________________________________________________

Phone: ______________
E-mail: _______________________________________________

Address: ______________________________________________________________________

Date of Referral: ______________________

Authorization number: ______________
Additional information: __________________________________________________________

