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DBS CODE: ________________



CIVI: _______________________



AWARE: _______________________



LEAD SPECIALIST: _______________________



PROCESSOR INITIALS: ___________________
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CLIENT REFERRAL FORM
(Revised 10/19)
Referral Date:  



Referred By:
Agency Name:  
Program (Choose One)
· Early Intervention Program (age 0-5)

· Children’s Program (age 5-13)

· Emergence Program (age 14-22)

· Independent Living Program (18+)
· General Skills Training 
· Vocational Rehabilitation Services (Employment Services)

I am interested in the following services (Choose All That Apply)
· Orientation & Mobility

· Assistive Technology Services
· Home and Personal Management Services 
· Supported Employment Services 
· Braille Instruction and Communication Services
· Group sessions 

· One-on-One Training
· I am not sure

Applicant’s Basic Information 
Last Name:



First Name:




Middle Initial:

DOB:






Street Address:







Apt. Number:



County:



City:




State:


Zip:

Email:




Cell Phone:

Home Phone:



Work Phone:

Directions to Client’s Home (Optional):
Applicant’s Personal Information

Race:

· American Indian or Alaskan Native

· Asian

· Black or African American

· Caucasian or White

· Native Hawaiian or Pacific Islander

· Not Available 
· Other
Ethnicity:

· Hispanic or Latino

· No
Gender:
· Female

· Male

· Non-binary/ third gender

· Prefer to self-describe 

· Prefer not to say

Marital Status:
· Single

· Separated

· Married

· Divorced

· Widow
Preferred Language:
· English

· Spanish

· American Sign Language

· Other: ______________
Are you a registered voter?
· Yes

· No

Are you a Veteran?
· Yes

· No
Highest level of education: 

· No schooling completed

· Nursery school to 8th grade

· Some high school, no diploma

· High school graduate, diploma or the equivalent (for example: GED)

· Some college credit, no degree

· Trade/technical/vocational training

· Associate degree

· Bachelor’s degree

· Master’s degree

· Professional degree

· Doctorate degree

Employed?
· Yes

· No

Citizenship:

· US Citizen

· Permanent Resident

· Undocumented

· Refugee/Asylee

· Student


· Work Permit
· Other: _______________
Applicant’s Medical Information:

Etiology (Eye Condition):





Secondary Disabilities:


Visually Impaired in Both Eyes:





· Yes

· No

Eye Physician:

Address:


City:




State:




Zip code:
Phone:




Fax:





Primary Care Doctor:





Primary Care Phone:

Categorize your Visual Disability: 

· Totally Blind

· Legally Blind

· Severe Visual Impairment (progressive)

· Low Vision
Date of Onset of Vision Loss (Month/Year):

Other Agencies Serving Client: 

Preferred Document Format:

· Regular print

· Large print
· Braille

· Electronic

· Tape
Have you ever received services from this Agency?
· Yes
· No

Have you ever received services from Division of Blind Services?

· Yes

When (month/year):

· No
Emergency Information 

Contact Person:    





Relationship to client: 

Contact Email: 





Contact Cell Phone:    

Contact Home Phone: 




Contact Work Phone:
Additional Applicant Information:
This information is for statistical purposes only and will not be used to determine eligibility for services. This information is required because it helps us receive grants that support the services we offer. 
Applicant’s living arrangements:
· Assisted Living Facility

· Homeless/Shelter

· Nursing Home or Long-Term Care Facility 

· Private Residence

· Senior Living/Retirement Community 
Resides with: 

· Lives alone
· Lives with other (family, spouse, caretaker) 

Female Head of Household:

· Yes

· No



Number of Persons in Household: 
Monthly Gross Income: 

Income Bracket: 

· 15,500 or lower
· 15,500 - 25,000
· 25,000 – 41,000
· Over 41,000
Do you consider yourself a member of the Lesbian, Gay, Bisexual, Transgender (LGBT) Community?

· Yes

· No

· No, but I am an Ally

· Prefer not to say
Medical Insurance Types Options

· Medicaid




· Medicare

· None





· Not yet eligible for Private Insurance w/ employer
· Private insurance through other means

· Private insurance through own employment

· Public Insurance from Other Sources

· State or Federal Affordable Care Act Exchange
Please return to:

Lighthouse of the Big Bend
3071 Highland Oaks Terrace, Tallahassee, FL 32301
Or Fax to (850) 942-4518 Or Email to; info@lighthousebigbend.org
THANK YOU!
