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Kentucky Office of Vocational Rehabilitation 
Specialized Services Referral Form 

Name: Case Number: 

Referring Counselor: Date of Referral: 

Services Required (select all that apply) 

Bioptic Driving 

Independent Living / OIB 

Assistive Technology 

Deaf-Blind 

Orientation and Mobility Vocational Rehabilitation 

Service Location (select all that apply)

Field Services McDowell Center Remote Services 

Contact Information 
Address: 

City: State: Zip: 

Phone: Email: 

County: 

Preferred Communication Method: 

Preferred Contact Method: Consumer Type: 

If other, please specify:
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Other Professional 
Please provide contact information for other professionals who should be involved 
in the services requested (i.e. supported employment providers, placement 
specialist, job coach, employer, etc.). 

Professional 1: Role 1: 

Organization 1: Phone 1: Email 1: 

Professional 2: Role 2: 

Organization 2: Phone 2: Email 2: 

Disability Information 
Disability: 

Prognosis: If other, please specify: 

Has Student Had a Low Vision Evaluation? 

List any low vision devices Student is using: 

Medications: 
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Mobility Information 
If other, please specify: Mobility: 

For wheelchair or scooter: 

Make/ Model: Year Obtained: Funding Source: 

Transportation Information 
Current Transportation Method: 

Does Consumer own or have plans to purchase a vehicle? 

Make: Model: Year: 

Education Information 
Student: School:

Anticipated Start Date: Anticipated Completion Date: Major: 

Has the Student Contacted Disability Services? 

List all approved accommodations: 
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Vocational Information 
Current Working Status: If other, please specify: 

Employer: 

Job Title: 

Essential Job Functions: 

Current Accommodations at Work: 

Previous Assessments 
Note: Reports should be available in CMS. (select all that apply)

Assistive Technology Audiology Bioptic 

CDPVTC Services Independent Living IPE / 504 Plan 

Orientation & Mobility McDowell Center Services Neuropsych 

Post-Secondary Vision – Acuity Vision – Visual Fields 

Other

If other, please specify: 
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Assistive Technology Services 
Type of Assistive Technology Services Requested: (select all that apply) 

Adaptive Computer Access Communication 

Computer Hardware Software Farm Modification 

Home Modification Independent Living 

Low Vision Mobility (Wheelchair) 

School Accommodation Work Accommodation 

Work from Home Other 

If other, please specify: 

Narrative Description of Requested Services: 

Expectations: 

Training areas: 

Previous AT Assessment: Date of Last Assessment: Previous AT Provider: 

Assistive Technology Consumer currently has: 

Computer Equipment Consumer currently has:
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Brand: Operating System: Year Purchased: 

Computer Experience Level: Typing Skills: 

Smart Phone Equipment: Brand / Model: Year Purchased: 

Smart Phone Experience Level: 

Independent Living Services 
Does the Consumer have an Open VR Case? 

Previous Independent Living (IL) Services: Most recent date of IL services: (mm/yyyy) 

Description of previous IL Services recieved: 

iPad/ Tablet: Year Purchased: 

iPad/ Tablet Experience Level: 

Brand / Model:

Bioptic Driving
Previous Bioptic Driving Services: Most recent date of services: 

Tint Evaluation Only? 

Expectations: 
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Previous O&M Services: Most recent date of O&M services: 

Expectations: 

Training Areas: 

Orientation & Mobility Services 

Current Independent Living Technology: 

Current Independent Living Needs: 

Previous Deaf-Blind Services? Most recent date of Deaf-Blind services: 

Expectations: 

Deaf-Blind Services 


	Specialized Services Referral Form
	Consumer Information
	Services Required
	Service Location
	Contact Information
	Other Professional
	Disability Information
	Mobility Information
	Transportation Information
	Education Information
	Vocational Information
	Previous Assessments
	Assistive Technology Services
	Bioptic Driving Services
	Independent Living Services
	Orientation & Mobility Services
	Deaf-Blind Services




Accessibility Report


		Filename: 

		KY OVR Specialized Services Referral Form (Revised 04-01-2022).pdf




		Report created by: 

		James A. Brown - OVR, Program Coordinator, JamesA.Brown@ky.gov

		Organization: 

		Office of Vocational Rehabilitation, KATS Network




 [Personal and organization information from the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.


		Needs manual check: 0

		Passed manually: 2

		Failed manually: 0

		Skipped: 0

		Passed: 30

		Failed: 0




Detailed Report


		Document



		Rule Name		Status		Description

		Accessibility permission flag		Passed		Accessibility permission flag must be set

		Image-only PDF		Passed		Document is not image-only PDF

		Tagged PDF		Passed		Document is tagged PDF

		Logical Reading Order		Passed manually		Document structure provides a logical reading order

		Primary language		Passed		Text language is specified

		Title		Passed		Document title is showing in title bar

		Bookmarks		Passed		Bookmarks are present in large documents

		Color contrast		Passed manually		Document has appropriate color contrast

		Page Content



		Rule Name		Status		Description

		Tagged content		Passed		All page content is tagged

		Tagged annotations		Passed		All annotations are tagged

		Tab order		Passed		Tab order is consistent with structure order

		Character encoding		Passed		Reliable character encoding is provided

		Tagged multimedia		Passed		All multimedia objects are tagged

		Screen flicker		Passed		Page will not cause screen flicker

		Scripts		Passed		No inaccessible scripts

		Timed responses		Passed		Page does not require timed responses

		Navigation links		Passed		Navigation links are not repetitive

		Forms



		Rule Name		Status		Description

		Tagged form fields		Passed		All form fields are tagged

		Field descriptions		Passed		All form fields have description

		Alternate Text



		Rule Name		Status		Description

		Figures alternate text		Passed		Figures require alternate text

		Nested alternate text		Passed		Alternate text that will never be read

		Associated with content		Passed		Alternate text must be associated with some content

		Hides annotation		Passed		Alternate text should not hide annotation

		Other elements alternate text		Passed		Other elements that require alternate text

		Tables



		Rule Name		Status		Description

		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot

		TH and TD		Passed		TH and TD must be children of TR

		Headers		Passed		Tables should have headers

		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column

		Summary		Passed		Tables must have a summary

		Lists



		Rule Name		Status		Description

		List items		Passed		LI must be a child of L

		Lbl and LBody		Passed		Lbl and LBody must be children of LI

		Headings



		Rule Name		Status		Description

		Appropriate nesting		Passed		Appropriate nesting






Back to Top

[image: ]Kentucky Office of Vocational Rehabilitation 

Division of Blind Services

Specialized Services Referral Form



KY OVR (Rev. 02/2022)		Specialized Services Referral Form | Page 1 of 1

Name:

Case Number:



Referring Counselor:

Date of Referral:



Services Required (select all that apply)



Assistive Technology

Bioptic Driving



Deaf / Blind

Independent Living / OIB



Orientation and Mobility

Vocational Rehabilitation



Service Location (select all that apply)



Field Services

McDowell Center

Remote Services



Contact Information



Address:



City:

State:

Zip Code:



Phone:

Email:

County:



Preferred Communication Method:

Preferred Communication Style:



Consumer Type:


Other Professional

Please provide contact information for other professionals who should be involved in the services requested (i.e. supported employment providers, placement specialist, job coach, employer, etc.).



Professional 1:

Role 1:



Organization 1:

Phone 1:

Email 1:



Professional 2:

Role 2:



Organization 2:

Phone 2:

Email 2:



Disability Information

Disability:



Prognosis:

If other, please specify:



Has Student Had a Low Vision Evaluation?

List any low vision devices Student is using:

Medications:

Mobility Information



Mobility:

If other, please specify:



For wheelchair or scooter:



Model:

Year Obtained:

Funding Source:



Transportation Information

Current Transportation Method:



Does Consumer own a vehicle?

Will vehicle be purchased?



Make:

Model:

Year:



Education Information



Student:

School:

Anticipated Start Date:

Anticipated Completion Date:

Major:



Has the Student Contacted Disability Services?

List all approved accommodations:



Vocational Information

Current Working Status:

If other, please specify:

Employer:

Job Title:

Essential Job Functions:

Current Accommodations at Work:

Previous Assessments

Note: Reports should be available in CMS. (select all that apply)

Assistive Technology

Audiology

Bioptic



CDPVTC Services

Independent Living

IPE / 504 Plan



Orientation & Mobility

McDowell Center Services

Neuropsych



Post-Secondary

Vision – Acuity

Vision – Visual Fields



Other

If other, please specify:

Assistive Technology Services

Type of Assistive Technology Services Requested: (select all that apply)



Adaptive Computer Access

Communication



Computer Hardware Software

Farm Modification



Home Modification

Independent Living



Low Vision

Mobility (Wheelchair)



School Accommodation

Work Accommodation



Work from Home

Other



If other, please specify:

Narrative Description of Requested Services:

Expectations: (Full services, assessment only, training only)

Training areas:



Previous AT Assessment:

Date of Last Assessment:

Previous AT Provider:



Current AT:

Current Computer Equipment:



Brand:

Operating System:

Year Purchased:



Computer Experience Level:

Typing Skills:



Smart Phone Equipment:

Brand / Model:

Year Purchased:



Smart Phone Experience Level:

Independent Living Services

Does the Consumer have an Open VR Case?



Previous IL services:

Most recent date of IL services:



Description:

Current Independent Living Technology:

Current Independent Living Needs:



Orientation and Mobility Services



Previous O&M Services:

Most recent date of services:



Expectations:

Training Areas:
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Kentucky Office of Vocational Rehabilitation  


Division of Blind Services 


Specialized Services Referral Form 


Name: Case Number: 


Referring Counselor: Date of Referral: 


Services Required (select all that apply) 


Assistive Technology Bioptic Driving 


Deaf / Blind Independent Living / OIB 


Orientation and Mobility Vocational Rehabilitation 


Service Location (select all that apply) 


Field Services McDowell Center Remote Services 


Contact Information 


Address: 


City: State: Zip Code: 


Phone: Email: County: 


Preferred Communication Method: Preferred Communication Style: 


Consumer Type:  
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