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KENTUCKY OFFICE OF VOCATIONAL REHABILITATION

REHABILITATION TECHNOLOGY PROGRAM

REFERRAL FORM

CONSUMER INFORMATION

REFERRAL DATE:  _


SSN: 
NAME: 
DATE OF BIRTH: _PARENT/GUARDIAN:  _______________________________ 


ADDRESS:
CITY: __ _

STATE: _Ky.___ ZIP:       E-MAIL: ______________________________

PHONE: _ WORK: _______________ CELL: _________________

CASE STATUS: _____ ANTICIPATED EMPLOYMENT DATE: __

EMPLOYMENT OBJECTIVE: _____________________________________________

DISABILITY: ___________________________________________________________

MOBILITY (check one)

 ( (Independent)  (Manual Wheelchair  (Power Wheelchair  (Scooter   (Other: _____

COUNSELOR INFORMATION

NAME: _______________ DISTRICT: ____________________________________
ADDRESS: _______________ _____________CITY: __________________________         STATE: __________              ZIP:  ___________
EMAIL: ______________________________________________________

PHONE: ______________________ FAX: ______________________
SERVICE REQUESTED
OTHER CONTACT INFORMATION 

NAME: _______________________________________________________________

ORGANIZATION: ______________________________________________________

ADDRESS: ___________________________________________________________

CITY: ________________________ STATE: _______ ZIP: ____________ 

EMAIL: ______________________________________________________

PHONE: ______________________ FAX: _________________________

REHAB TECH USE ONLY

Service:�
Description:  �
�
(Home Accessibility�
�
�
(Work from Home�
�
�
(Computer/Software�
�
�
(School Accommodations�
�
�
(Work Accommodations�
�
�
(Work Accessibility�
�
�
(Farm Modification�
�
�
(Mobility�
�
�
(Communication�
�
�
(Hard of Hearing/Deaf�
�
�
(Other:__________________________�
�
�






Contact Date:	Result:					Contact Date:	Result:


__________________________________________________________________________________________________________________________________________________________________________________________________________








