OVR-14A  (3/12)
[image: ]Kentucky Office of Vocational Rehabilitation
DRIVER REHABILITATION TECHNOLOGY PROGRAM
EVALUATION REFERRAL FORM

CONSUMER INFORMATION
	[bookmark: Text117][bookmark: _GoBack]Referral Date:       	
	[bookmark: Text5]Name:      	
	[bookmark: Text123]Case Number:       

	[bookmark: Text118]Date of Birth:      	
	[bookmark: Text9]Parent/Guardian:      

	[bookmark: Text10]Address:      
	[bookmark: Text11]City:     

	[bookmark: Text12]State: KY	
	[bookmark: Text13]ZIP:      		
	[bookmark: Text14]E-mail:      

	[bookmark: Text15]Phone:       		
	[bookmark: Text16]Work:       	
	[bookmark: Text17]Cell:      

	[bookmark: Text18]Case Status:       	
	[bookmark: Text119]  Anticipated Employment Date:      

	[bookmark: Text122]Employment Objective:       
	[bookmark: Text124]Disability:       



MOBILITY (check one)
[bookmark: Check12][bookmark: Check13][bookmark: Check14][bookmark: Check15][bookmark: Text24]|_|Independent	  	|_|Manual Wheelchair	  |_|Power Wheelchair	|_|Scooter 	|_|Other:      

VEHICLE STATUS: (check one)
[bookmark: Check19]|_|Owns Car    				|_|Anticipate Car Purchase
[bookmark: Check20]|_|Owns Van    				|_|Anticipate Van/Truck/SUV Purchase
|_|Owns Truck/SUV    
[bookmark: Text25][bookmark: Text26][bookmark: Text27][bookmark: Text28]If vehicle is owned, please indicate:    Make:       	Model:      	Year:      	Mileage:      

SERVICE REQUESTED (check one box in each column, as applicable)
Type of Service:	Type of Modification:
[bookmark: Check26]|_|Training Evaluation	|_|Car Modification for Driving
[bookmark: Check27]|_|Evaluation for IPE Planning Purposes	|_|Van/Truck/SUV Modification for Driving
[bookmark: Check28]|_|First Time Evaluation for Equipment	|_|Repair/Upgrade of Previous Modification     
[bookmark: Check29]|_|Repeat Services with Equipment	|_|Transport Vehicle Modification  		
[bookmark: Text29]Comments:      

DRIVERS LICENSE/PERMIT INFORMATION
	[bookmark: Check43]|_|Valid KY Driver’s License              |_|Valid KY Driver’s Permit
[bookmark: Text120][bookmark: Text121]License/Permit #                          Expiration Date      
|_|Currently Driving
Restrictions (Check all that apply) 
[bookmark: Check45][bookmark: Check46][bookmark: Check47]|_|0-Valid KY Only                        |_|1-Corrective Lenses    |_|2-Power Brakes                       |_|3-Automatic Transmission    
[bookmark: Check49][bookmark: Check50][bookmark: Check51]|_|4-Daylight Only                        |_|5-Power Steering        |_|6-Hand Accelerator                |_|7-Hand Brake              
[bookmark: Check53]|_|8-Other                                     |_|9-Ignition Interlock
***Please attach a copy (front & back) of Driver’s License/Permit***



COUNSELOR INFORMATION
[bookmark: Text30][bookmark: Text31]Name:       	District:      
[bookmark: Text32][bookmark: Text33][bookmark: Text35]Address:       	City:      			State: KY	Zip:      
[bookmark: Text36][bookmark: Text37][bookmark: Text38]Email:      	Phone:       		Fax:      
[bookmark: Text39]Preferred CDRS:      
	

KENTUCKY OFFICE OF VOCATIONAL REHABILITATION
DRIVER REHABILITATION TECHNOLOGY PROGRAM
CONSENT FORM FOR SERVICES

Your Office of Vocational Rehabilitation (OVR) Counselor has referred you to the OVR Driver Rehabilitation Technology Program.  

This referral is to assist you in determining your needs for personal transportation.  

Personal transportation may be a vehicle for you to drive with special adaptations, a vehicle with special adaptations for you to be transported and/or an evaluation of your driving skills with or without special adaptations to obtain or maintain a driver license.

I understand that these services are being provided for me by my OVR Counselor since personal transportation is needed for me to secure employment.  I agree that I am participating in these services to enhance my ability to obtain or maintain employment.

I understand that the OVR Driver Rehabilitation Technology Program is a Program within OVR.  I also understand that my referral may be sent to an OVR-approved Certified Driver Rehabilitation Specialist (CDRS) to provide these services for me.

I agree that any information provided by my OVR Counselor necessary for driver rehabilitation technology services can also be sent to the OVR approved CDRS contractor.  This information may be sent by email, postal mail and/or fax.  Every possible precaution will be used to secure your privacy and confidential information.

Therefore, I release any medical, psychological, cognitive and/or any other pertinent information that would assist a CDRS in determining my ability to operate a personal motor vehicle (if I am to be a driver of a personal vehicle).

I understand that driver rehabilitation services, which includes a behind-the-wheel driver evaluation and/or driver training services may present special risks to me.  I voluntarily agree to assume such risks that I may participate in these services.  I hold harmless the Commonwealth of Kentucky, Office of Vocational Rehabilitation and any determined contractors (CDRS and/or Driver Trainer).

I also understand that participation in OVR driver rehabilitation technology program depends on the consent of my physician (if I am to be a driver of a personal vehicle).  I understand the final decision of my eligibility to hold the privilege of a Kentucky driver license belongs to the Kentucky Department of Transportation.  I understand that the results of my driver evaluation will be sent to the Kentucky Department of Transportation and my Physician.  I understand the driver evaluation may determine that certain driver license restrictions will be added to my driver license.  I also understand that if the driver evaluation determines that I should not drive at this time, I agree to follow the recommendations and the recommendations will be sent to my Physician.

                                                                     		

Consumer								Date






OVR-3b
(Revised 1/91)
COMMONWEALTH OF KENTUCKY
DEPARTMENT FOR WORKFORCE INVESTMENT
OFFICE OF VOCATIONAL REHABILITATION

MEDICAL REPORT
Visual Disability

[bookmark: Text66]To Examiner:  Please send completed report to:       


[bookmark: Text67][bookmark: Text68]Name of patient:       	Address:       


SECTION I – REPORT OF EXAMINATION
VISUAL ACUITY – Snellen notations (20 feet for distance; 14 inches for reading).

  1. Distance: (a) Without glasses:	(b) With best correction:	(c) Percentage loss – with best correction

[bookmark: Text69][bookmark: Text71][bookmark: Text73]	R           	R          	R          	%

[bookmark: Text70][bookmark: Text72][bookmark: Text74]	L           	L          	L          	%

  2. Reading: (a) Without glasses:	(b) With best correction:	(c) Percentage loss – with best correction

[bookmark: Text75][bookmark: Text77][bookmark: Text79]	R          	R          	R          	%

[bookmark: Text76][bookmark: Text78][bookmark: Text80]	L          	L          	L          	%

  3. Refraction record: (a) Sphere:	(b) Cylinder:	(c) Axis

[bookmark: Text81][bookmark: Text83][bookmark: Text85]	R          	R          	R          	%

[bookmark: Text82][bookmark: Text84][bookmark: Text86] 	L          	L          	L          	%

[bookmark: Text87]	(d) Is difference in spherical correction of the two eyes more than 3 diopters?       

[bookmark: Text88][bookmark: Text89]VISUAL FIELD: (Do not make detailed test unless indicated by preliminary test)   	Normal      	Restricted      
	If restricted, or if scotomata are present, chart on back of form and describe under pathology.

[bookmark: Text90][bookmark: Text91]MUSCLE FUNCTION: (Do not make detailed test unless indicated by preliminary test.) 	Normal      	Restricted      
	If restricted, chart the motor field on back of form and describe under pathology.

BINOCULAR FUNCTION:
1. Does patient have useful binocular vision in all directions – with glasses?
[bookmark: Text92][bookmark: Text93]	For distance      	For near      

2. [bookmark: Text94]If patient does not have useful binocular vision, give reason and explain any handicap arising there from      
	
	
[bookmark: Text95]	Is depth perception present?      


SECTION I – REPORT OF EXAMINATION - Continued
[bookmark: Text96][bookmark: Text97]COLOR PERCEPTION: 	Normal      	Color Blind      
[bookmark: Text98]If color blind, for what colors?       
[bookmark: Text99]WASSERMAN REPORT – Results, if secured       

SECTION II – DIAGNOSIS

1. [bookmark: Text100]Eye Pathology (Primary and Secondary conditions)       





2. [bookmark: Text101]Primary and contributory causes of condition       





[bookmark: Check37][bookmark: Check38]3.	Characteristics of condition (check):	Stable|_| Progressive	Improving |_|
[bookmark: Check39][bookmark: Check40][bookmark: Check41]		Recurrent |_|	Permanent |_|	Communicable |_|


SECTION III – PROGNOSIS AND RECOMMENDATIONS

1. [bookmark: Text102]Prognosis as to future developments of condition       


2. [bookmark: Text103]Treatment recommended – medical or other therapy      


[bookmark: Text104]3.	Are glasses recommended?      	If so, please attach prescription. 

3. [bookmark: Text105]Precautions that should be taken in training or placement of patient in employment:      

[bookmark: Text106]	(a) As to types of activity to be avoided       


[bookmark: Text107](b) As to working conditions to be avoided      


[bookmark: Text108]Remarks:      








[bookmark: Text109]	Place      
	(Signature of examiner)
[bookmark: Text110]	Date      

TABLES AND CHARTS

NOTE -	The tables below are on the basis of examination at 20 feet for distant and 14 inches for near vision.  If the patient’s eye condition is such that examination cannot be made at these distances, the distance at which it is made should be shown with the distance at which a person having normal vision would be able to see the same test letters or characters, and the percentage loss should be calculated therefrom.

1. Table of Percentage LOSS of Visual Efficiency Corresponding to Snellen Notations for Distance and for Reading (American Medical Association Standard s) and to Jaeger Reading Test Card

	FOR DISTANCE
	FOR READING
	
	FOR DISTANCE
	FOR READING
	

	At 20 Feet Snellen Notations AMA Chart
	At 14 Feet Snellen Notations AMA Chart
	

By Test on Jaeger Card
	

Percentage Loss
	At 20 Feet Snellen Notations AMA Chart
	At 14 Feet Snellen Notations AMA Chart
	

By Test on Jaeger Card
	

Percentage Loss

	20/20
	14/14
	No. 1
	No Loss
	20/90
	14/63
	
	46.6

	20/25
	14/17.5
	
	4.3
	20/100
	14/70
	No. 11
	51.1

	20/30
	14/21
	No. 2
	3.5
	20/110
	
	
	55.0

	20/35
	14/24.5
	No. 3
	12.5
	20/120
	14/84
	No. 12
	60.1

	20/40
	14/26
	No. 4
	16.4
	20/140
	14/96
	No. 14
	65.8

	20/45
	14/31.5
	No. 5
	20.0
	20/160
	14/112
	No. 16
	71.4

	20/50
	14/35
	No. 6
	23.5
	20/200
	14/140
	No. 17
	80.0

	20/60
	14/42
	No. 8
	30.0
	20/240
	14/168
	No. 18
	87.0

	20/70
	14/49
	No. 9
	35.0
	20/320
	14/224
	No. 19
	92.8

	20/80
	14/56
	No. 10
	41.5
	20/480
	14/336
	No. 20
	98.0






2.	Table of LOSS in Binocular Vision (Motor-Field Efficiency)

	
EXTENT OF LOSS
	
MOTOR-FIELD EFFICIENCY
	
EXTENT OF LOSS
	
MOTOR-FIELD EFFICIENCY

	
	Percent
	
	Percent

	No loss
	100
	11/20
	67

	1/20
	98
	12/20
	63

	2/25
	95
	13/20
	59

	3/30
	92
	14/20
	55

	4/35
	89
	15/20
	50

	5/40
	87
	16/20
	45

	6/45
	84
	17/20
	39

	7/50
	81
	18/20
	32

	8/60
	77
	19/20
	22

	9/70
	74
	20/20
	0

	10/80
	71
	
	






KENTUCKY OFFICE OF VOCATIONAL REHABILITATION
DRIVER REHABILITATION TECHNOLOGY PROGRAM
PHYSICIAN’S CONSENT FORM

[bookmark: Text50][bookmark: Text51]NAME:       				SS#:       

[bookmark: Text52][bookmark: Text53]STREET:        				DATE OF BIRTH:       

[bookmark: Text54][bookmark: Text55]CITY/STATE:        			OCCUPATION:       

PATIENT’S MEDICAL HISTORY
1.) [bookmark: Text56]If hospitalized in the past two years, give reasons, dates and discharge diagnosis;      

2.) [bookmark: Text57]Referring Diagnosis:      

3.) Has the patient ever had? (If yes explain)				YES             NO
Alcohol or Drug Abuse Problems				 		 |_|              |_|
Cerebrovascular Disorder						  	 |_|              |_|
Musculoskeletal Disorder							 |_|              |_|
Peripheral Vascular Disorder						 |_|              |_|
Respiratory Disorder							 |_|              |_|
Cardiovascular Disorder							 |_|              |_|
Diabetes or other Endocrine Disorder				 	 |_|              |_|
Neurological or Neuromuscular Disorder				   	 |_|              |_|
Psychosocial, Emotional, or Mental Disorder					 |_|              |_|
Visual or Hearing Impairment						 |_|              |_|
[bookmark: Text58]Other (list)     								 |_|              |_|

[bookmark: Text59]4.) Medications;      

5.) Has the patient ever had a seizure?   |_| Yes   |_|  No
[bookmark: Text60]      If “Yes” date of last seizure     

[bookmark: Text61]NAME OF PHYSICIAN       
[bookmark: Text62]ADDRESS       
[bookmark: Text63][bookmark: Text64]CITY/STATE      	 ZIP      
Based on my examination, this person is in an appropriate medical status to participate in a driver rehabilitation Program assessment.

[bookmark: Check9][bookmark: Check10]	YES  |_|	NO  |_|
[bookmark: Text65]COMMENTS       


Physician’s Signature	Date

*****The above named person has requested to participate in a driver evaluation, driver training and/or vehicle modification program.  The evaluation will be conducted by a Certified Driver Rehabilitation Specialist (CDRS).  The Physician’s Consent is NOT the final determining factor for the person to have a driver’s license.  The final decision will be made from the recommendation of the Certified Driver Rehabilitation Specialist (CDRS) and by the Division of Driver License.


image1.jpeg




