

OVR 14

Rehabilitation Technology Evaluation Referral Form
Instructions

	PURPOSE 


 The Rehabilitation Technology Evaluation Referral Form is used to refer a consumer to the Rehabilitation Technology Program.  This form is NOT used to make a referral to the Driver Rehabilitation Technology Program or when a Home Modification is requested.  The Driver Rehabilitation Technology Packet (OVR 14A) should be used to make a referral to that program.  When referring a consumer for a Home Modification Evaluation, you should complete the Home Modification Referral Packet (OVR 14B).
	REFERRAL FORM 


	CONSUMER INFORMATION


Referral Date:
Enter the date of your referral to rehabilitation technology.

SSN:


Enter the consumer’s Social Security Number.

Name:

Enter the consumer’s first and last name.

Date of Birth:
Enter the consumer’s birth date (month/day/year).

Parent/Guardian:
Enter the consumer’s parent or guardian, if applicable.

Address:

Enter the consumer’s home street address.

City:


Enter the city in which the consumer lives.

State:


Enter KY for the consumer’s state.

Zip:


Enter the consumer’s zip code.

Phone:

Enter the consumer’s home phone number.

Work:


Enter the consumer’s work phone number.

Cell:


Enter the consumer’s cell phone number.

Case Status:
Enter the consumer’s current case status.

Anticipated Employment Date:
Enter the date the consumer will begin employment.  If already working, enter employed.
Employment Objective:

Enter the consumer’s employment objective.

Disability:

Enter the consumer’s primary disability.

	MOBILITY


Place a checkmark in the box next to the selection that best describes the type of mobility the consumer uses at work, or anticipates using at work.  

Independent:  Place a checkmark in this box if the consumer ambulates independently without the use of any type of mobility aid.

Manual Wheelchair:  Place a checkmark in this box if the consumer uses a manual wheelchair for mobility or plans to use a manual wheelchair while at work.

Power Wheelchair:  Place a checkmark in this box if the consumer uses a power wheelchair for mobility or plans to use a power wheelchair while at work.

Scooter:  Place a checkmark in this box if the consumer uses a scooter for mobility or plans to use a scooter while at work.

Other: Place a checkmark in this box if the consumer uses other mobility aids, such as a cane, crutches, or walker.
	COUNSELOR INFORMATION


Enter the counselor’s name, district, full mailing address, email address, phone, and fax numbers.  .

	SECTION 3 – SERVICE REQUESTED


Please describe the rehabilitation technology services you are requesting for your consumer. Place a checkmark in the appropriate box that most closely matches the type of service and write a short description with any additional details in the remaining area.  If you need more than one service, place a mark in multiple boxes.
Home Accessibility: Place a checkmark in this box when you are referring a consumer for an evaluation to identify architectural changes and equipment required in a consumer’s home to allow the person to prepare for work and enter/exit the home.

Work from Home:  Place a checkmark in this box when you are referring a consumer for an evaluation to identify equipment needed to allow them to work from home.  This would include if the person needs special accommodations to complete schoolwork at home as well.
Computer Hardware/Software:  Place a checkmark in this box if you want computer hardware and software recommendations.  Typically when you check this box, the equipment recommended will not come from the rehabilitation technology budget.  This is the box to mark when you are requesting a Microsoft Office Student license.

School Accommodations:  Place a checkmark in this box if the consumer you are referring for rehabilitation technology services is in school and is requesting assistive technology to aid in completing schoolwork.  This is not checked if the only equipment needed will be a computer and office software.  In that case, use the “Computer Hardware/Software” box.

Work Accommodations:  Place a checkmark in this box if the consumer you are referring for rehabilitation technology services is working and is requesting accommodations to aid in completing job duties.  This does not include modifications to farms or farm machinery.  If the consumer is working on a farm, please check the “Farm Modification” box instead.
Work Accessibilities:  Place a checkmark in this box if the consumer you are referring for rehabilitation technology services is working and you are requesting that the worksite be evaluated for accessibility.  This does not include modifications for performing job duties.  In that case, use the “Work Accommodations” box.

Farm Modification:  Place a checkmark in this box if the consumer you are referring for rehabilitation technology services works on a farm or owns a farm.  The Rehabilitation Technology Coordinator will contact Agrability to aid in this evaluation.  If only the home needs to be modified, you should mark the “Home Accessibility” box.

Mobility:  Place a checkmark in this box if you are referring a consumer for recommendations for mobility.  This would include wheelchairs, scooters, walkers, or other mobility aids.  Please note, that not all purchases in this area will be paid for out of the rehabilitation technology budget.  The Rehabilitation Technology Coordinator will assist you in determining which portion may come from the rehabilitation technology budget.

Communication:  Place a checkmark in this box if you are referring a consumer for assistance with communication.  This would include, but is not limited to, such augmentative communication devices, voice amplifiers, and SpeechEasy’s.  This should not be used when the consumer’s primary disability is deafness or hard or hearing.  In that case use the “Hard of Hearing/Deaf” box.
Hard of Hearing/Deaf:  Place a checkmark in this box if the consumer you are referring has assistive technology needs relating to being hard of hearing or deaf.  
	OTHER CONTACT INFORMATION


This section should be completed when there are other professionals or individuals that should be contacted in conjunction with the rehabilitation technology evaluation.  For example, an employer contact, school contact, or supported employment provider may be listed.
	REHAB TECH USE ONLY


This section should be left blank.  It will be completed by Rehabilitation Technology staff to record contact dates when scheduling the initial evaluation.

	DISTRIBUTION


Please send a completed form to the Rehabilitation Technology Coordinator that serves the county where the consumer lives and/or is employed.  A listing of contact numbers for rehabilitation technology staff and counties served is included.

You may also contact the Rehabilitation Technology Branch Manager if you have additional questions about the referral.

A copy of the form should also be placed in the consumer's file.

