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	Texas Workforce Commission
Vocational Rehabilitation Services
Assistive Technology Services for Sight-Related Disabilities Referral  

	[bookmark: _GoBack]Customer Information (required)   

	Service Requested: 
[bookmark: Text1381]     

	[bookmark: Text1]VR Counselor Name:
[bookmark: Text41]     
	Caseload Number: 
[bookmark: Text42]     
	Office Number:
(   )      

	Trainer Name and Contractor Agency:
[bookmark: Text4]     
	[bookmark: Text3]Date of Referral:
     

	Customer’s Name:
[bookmark: Text7]     
	[bookmark: Text8]Customer’s date of birth:      
	Customer’s Primary Language:
     

	Customer’s street address:
     
	City:
     
	[bookmark: Text14]State:
[bookmark: Text38]     
	[bookmark: Text15]ZIP Code:
     

	Phone Number:
[bookmark: Text21][bookmark: Text39](   )      
	Alternate Contact Number (Mobile Number):
(   )      

	Best Day(s) to Contact (if known):
[bookmark: Text44]     

	Customer’s Educational and/or Vocational Goal(s): 
     

	Visual Diagnosis: 
     

	Visual Acuity:
[bookmark: Text23]     
	O D (right eye):
     
	O S (left eye):
     
	Visual Fields:
[bookmark: Text26]     

	Other Additional Information: 
     

	Customer’s Hardware and Software (required)  

	List the hardware the customer currently has:
     

	List the software the customer currently has:
     

	Keyboarding and Braille Speeds (required)  

	Typing Speed:      
	Braille Reading Speed:      

	Baseline Assessment (required)  

	Has a baseline assessment for this customer already been completed?   |_| Yes |_| No

	If yes, the previous baseline assessment, unless it is older than one year, must be attached to this referral. Was it attached? Comments:      

	If no, or the previous baseline assessment is older than one year, then a service authorization for a baseline assessment must be issued before training can begin.        

	Customer’s Preferred Training Location (if known)  

	Select the check box(s) below that apply   

	|_| Customer’s own home/family home
|_| Customer’s work site
|_| Customer’s educational site (school)
	|_| Contractor’s facility
|_| Community center
|_| Other: Specify:      	

	Projected Training Modules (required)  

	[bookmark: Text45]Check box(s) below that apply   

	|_| Keyboarding Skills Training
|_| Setting Up the Workstation 
|_| Operation System Features and Functions
|_| Screen Readers
|_| Word Processor
	|_| Scanning and Embossing
|_| Notetakers
|_| The Internet
|_| Other, Specify:      

	Circumstances that May Impact Services (required)   

	Secondary Disability:
     

	If secondary disability is deaf blindness, what is the customer’s primary form of communication?
[bookmark: Text28]     

	Level of Education:
[bookmark: Text29]     
	Known Health Issues/ Safety Concerns:
     

	Additional Information: 
     

	Required Attachments  

	|_| Assistive Technology Evaluation Report, if applicable
|_| Baseline Assessment, if applicable
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