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DEAFBLIND SERVICES REFERRAL FORM (adult)
NAME: _____________________________________________________ M/F: _______________
DOB: _________/_________/_______________			ASC FILE #__________
HOME ADDRESS_________________________________________________________________
REFERRAL FROM: ___________________________OF________________________ (AGENCY)
PARENT/SPOUSE/CAREGIVER:____________________________________________________
LANDLINE__________________________________MOBILE______________________________
EMAIL ADDRESS _________________________________________________________________
ADULT SERVICES: ________________________________________________________________
ADDRESS:________________________________________________________________________
KEY WORKER/CONTACT:___________________________#______________________________
(PLEASE INDICATE THE PREFERRED PERSON AND METHOD OF CONTACT)
OTHER SERVICES
Is your client currently registered or receiving services from the following organisations? Please provide name and contact details so our consultant can
· Chime (DeafHear) / CDA ____________________________________________________
· NCBI_____________________________________________________________________
· Other _____________________________________________________________________
BACKGROUND INFORMATION
MEDICAL HISTORY/DIAGNOSIS (IF KNOWN)_______________________________________
 ________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
VISION (Acuities, eye health, surgeries)_________________________________________________
_____________________________________________________________________  Glasses? Y/N
Last eye exam:_____/______ done by __________________________________________________


HEARING (type of h. loss)__________________________________________________________
__________________________________________________________________ Hearing aids? Y/N
Last hearing test: ______/________ done by _____________________________________________
(Please submit most recent vision and hearing reports with this form if they are available)
DAILY ACTIVITIES: _____________________________________________________________
_________________________________________________________________________________
LIKES: __________________________________________________________________________ 
DISLIKES:_______________________________________________________________________
CONCERNS
HOME____________________________________________________________________________
_________________________________________________________________________________
ADULT SERVICES:_______________________________________________________________
_________________________________________________________________________________
REASONS FOR REFERRAL: ______________________________________________________
__________________________________________________________________________________
_____________________________ Is the CLIENT aware of this referral?  Yes _____     No_______
If No, why not? ____________________________________________________________________

All individuals with combined hearing and vision loss are eligible for an assessment. The Deafblind Consultant will make recommendations and set up follow up visits and training as necessary.

PLEASE COMPLETE THIS FORM AND RETURN TO ADDRESS BELOW:
THE DEABLIND CONSULTANT WILL CONTACT YOU TO SET UP AN APPOINTMENT FOR AN INITIAL VISIT TO HOME, SCHOOL, OR ADULT SERVICES. 
THE ANNE SULLIVAN CENTRE
OUTREACH SERVICES, BREWERY RD, STILLORGAN, DUBLIN          
01 289 8339 			WWW.ANNESULLIVAN.IE		       info@annesullivan.ie			         
image1.jpeg
‘THE

Anne Sullivan

CENTRE FOR DEAFBLIND




