LIGHTHOUSE OF THE BIG BEND 
CLIENT REFERRAL FORM (Revised 10/11)

Referral Date: 
 
 Referred By: 

 Referral ph #:  


Client Name: 

 Age: 

 DOB:  


County: 

 Street Address:  

City:  

 
State: 

 Zipcode:  

SS#: 
 

Ph: 

 Email: 


___Male, ___ Female             Veteran: __Yes, __ No (If yes, refer to VA) Branch of Service: 

Living Arrangements: ___alone, ___ with spouse, ___ with personal care assist, ___ group home, ___ assisted living facility,  ___dependent with family or friend, ___ institution (jail, hospital, etc.)
Visual Disability: ___Totally Blind,  ____Legally Blind,   ___Severe Visual Impairment (progressive)
Date of Onset of Vision Loss:  
 Etiology: 

Non-Visual Disabilities: 

Eye Doctor Name & Phone #: 

Medical Doctor Name & Phone #: 

Directions to Client’s Home: 

Contact Person, Relationship & Phone: 

Other Agencies Serving Client: 

Services Requested: 


Check: _Mobility, _Daily Living, _Technology, _Vocational, _Early Intervention (age 0-5), _Transition 
Preferred Document Format: ___regular print,   ___large print,    ___Braille,   ___electronic,   ___ tape
* Demographic info for statistical purposes only and will not affect Lighthouse services:

* Race/Ethnicity: ___African Amer,  ___ Am Indian/Ak Nat , ___ Asian/Pacific Island,  ___ Caucasian

* Hispanic: ___Yes, ___ No             Number people in family: __________ 

* Marital status: ___ divorced, ___ married, ___ never married, ___ separated, ___ widowed
* Citizen? ___ US citizen, ___non-documented, ___permanent resident, ___ refugee, ___ work permit

* Highest level of education: _________                      *Crime Victim? ____ (If yes, refer to Ability 1st)

* Income: Under $12,000: ___    $12,000-19,999: ___    $20,000-32,000: ___    $32,001 & higher:___

Please return to the Lighthouse of the Big Bend, 3071 Highland Oaks Terrace, Tallahassee, FL 32301
Or Fax to (850) 942-4518; Or Email to; info@lighthousebigbend.org         THANK YOU!
