Name of Agency/Service Provider
Contact Information
Personal Information
Name of OIB Applicant:
Phone:
Email:
Address:

Type of residence
· 1. Private residence (house or apartment)
· 2. Senior independent living facility
· 3. Assisted living facility
· 4. Nursing home/long-term care facility
· 5. Homeless
Source of referral
· 1. Eye care provider (ophthalmologist, optometrist) 
· 2. Physician/medical provider 
· 3. State Vocational Rehabilitation agency 
· 4. Government/public or private social service agency not listed elsewhere
· 5. Veterans Administration
· 6. Senior program
· 7. Assisted living facility
· 8. Nursing home/long-term care facility
· 9. Independent living center
· 10. Family member or friend
· 11. Self-referral
· 12. Other sources

New Client (Federal fiscal year)? Yes     No

Is the person a veteran? Yes   No 
VIST referral accepted?  Yes   No    

Returning?  Yes     No
If yes:
What OIB services have been accessed in the past (as stated by individual)?

What is the reason for the current request for services (as stated by the individual)?


What other agencies or services have been accessed in the past? (blind rehab, aging network, other).  List and include dates of service.

What agencies is the person currently receiving services from?
Demographic Information: 
Age at application
· 1. 55-64 
· 2. 65-74
· 3. 75-84
· 4. 85 & over
Age verified with state ID card or other government-issued identification? Yes   No

Gender Self-identification:
· female
· male
· did not self-identify gender
· other _________________
Race:	
· 1. American Indian or Alaska Native
· 2. Asian
· 3. Black or African American
· 4. Native Hawaiian or Other Pacific Islander
· 5. White 
· 6. Individual did not self-identify race
Ethnicity 
· Hispanic or Latino

Vision

Eye report requested. Yes   No
Eye report received. Yes   No

Name and contact of eye care professional:

What is the major cause of vision impairment? (If no eye report, check as stated by individual)
· 1. Macular degeneration
· 2. Diabetic retinopathy
· 3. Glaucoma
· 4. Cataracts
· 5. Other cause of visual impairment ________________________
Date of Onset?

History of vision impairment:

What is the degree of visual impairment?  (If no eye report, check as stated by individual)
· 1. Totally blind (light perception only or no light perception)
· 2. Legally blind (excluding totally blind) 
· 3. Severe visual impairment

Eye Report:
O.S. _______
O.D. _______
Field _______

Are there any other age-related impairments?
· 1. Hearing impairment
· 2. Mobility impairment
· 3. Communication impairment
· 4. Cognitive or intellectual impairment
· 5. Mental health impairments
· 6. Other impairment

Are there any concerns for safety or urgent health and wellness concerns?

Is this case a priority for services?  Yes   No
Supervisor notified (Name and Date): _____________

Intake Closure Checklist:

____ Request eye report.  Date Completed: 
____ Referral for low vision exam.  Date completed:
____ Refer to VIST/V.A.  Date Completed:
____ Talking Books application completed.  Date:
____ Hadley (provide information)
____ Refer to vision loss peer support group (Name of Group Leader, contact info)

____ Other referrals made (List):


____ Leave agency brochure/business card
____ Informed of opportunity to work/Voc Rehab options.
____ Informed approximate window for next contact/assessment visit 
Dates Stated: ___________

Case Assigned to:

Recommended Assessments:
____ functional vision assessment
____ VRT
____ O&M
____ AT

Individual reports difficulty with the following tasks:
