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Ohio Rehabilitation Services Commission

	Referral for Services


	To refer a person to the Ohio Rehabilitation Services Commission (Bureau of Vocational Rehabilitation 

	or Bureau of Services for the Visually Impaired), complete this form about the referral.
	
	


	Name 
	     
	Sex
	     
	Date
	     


	Address 
	     
	Social Security #
	     


	City  
	     
	State
	     
	ZIP Code  
	     
	County
	     


	Birth Date 
	     
	Email
	     


	Home Phone
	(   )      
	Work Phone
	(   )      
	Cell/Alt Phone
	(   )      


	Please list the disability (disabilities):
	     


	     


	How does the disability interfere with you working?
	       


	     


	How can RSC help you?
	     


	     


	Do you have any vision impairment or loss of your vision? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

	· Even if you don’t wear glasses, could the problem be corrected with glasses? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	· Do you have vision in both eyes?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	· Do you have a vision diagnosis like glaucoma, cataracts, retinopathy, diabetes, albinism or retinitis that has affected your vision? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 


	Are you currently employed?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  

	· If No, when and where were you last employed? 
	     

	· If Yes, do you need services to keep this job?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  


	Do you receive services from any other agency (agencies)?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	· If Yes, which agency (agencies)? 
	     

	· Contact person’s name/number?
	     


	Are you still in high school?  
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	· If yes, what school?
	     


	Do you have a legal guardian?      
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	· If yes, name and phone number
	     


	Do you or your guardian/representative prefer any alternative means of communication (sign language, alternative language, large print, Braille, interpreter, verbal, written, tape)?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  

	· If Yes, please explain:
	     


	To be completed by referring agency/person:

	Referred by 
	     
	Agency Phone #
	     

	Address
	     


	Please return this form to:
	Enter local BVR/BSVI address/phone/fax


	RSC does not discriminate on the basis of age, color, national origin, race, sex or type of disability.


	To be completed by RSC:


	Referral taken by:
	     
	Date Received:
	     
	


	File: 
	Open
	     
	Closed
	     
	None
	     


	Assigned: 
	Counselor
	     
	RST
	     
	Date
	     


	Specialized Caseload:   FORMCHECKBOX 
 BSVI     FORMCHECKBOX 
 IL/Homemaker     FORMCHECKBOX 
 Deaf/Hard of Hearing    FORMCHECKBOX 
 Transition


	                       FORMCHECKBOX 
 MRDD     FORMCHECKBOX 
 Spanish Speaking     FORMCHECKBOX 
 Job Save     FORMCHECKBOX 
 Other:
	     

	


	Date
	Additional Information:

	     
	     

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


RSC-0367 /  April 2008






























Referral for Services



2

