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OUTREACH SERVICES REFERRAL FORM (child)
REFERRAL FROM:   ____parent/guardian	____professional (with parental consent)
NAME (of child/young person being referred): __________________________________________
DOB: ______/_______/_________ PARENT PHONE NUMBER:  __________________________
PARENT(S) EMAIL(S)*: ___________________________________________________________
HOME ADDRESS__________________________________________________________________
__________________________________________________EIRCODE_______________________
IF REFERRAL FROM PROFESSONAL:
REFERRAL FROM: _______________________________ROLE: __________________________
OF______________________________________________________________ (ORGANISATION)
PHONE: _________________________________________________________________________
EMAIL: _________________________________________________________________________
*If there are other persons involved, please feel free to provide other email addresses: 
_________________________________________________________________________________
SCHOOL: ________________________________________________________________________
BACKGROUND INFORMATION
RELEVANT MEDICAL HISTORY/DIAGNOSIS _____________________________________
 ________________________________________________________________________________
VISION (Acuities, eye health, surgeries) _______________________________________________
[bookmark: _Int_jvuKCdjH]_______________________________________________________Wear glasses? Yes ___   No___
Last eye exam: _____/______ done by __________________________________________________
HEARING (type, level) _____________________________________________________________
[bookmark: _Int_csak8xSF] ___________________________________Wear hearing aids or Cochlear Implant? Yes ___   No___
Last hearing test: ______/________ by/location ___________________________________________
(Please submit most recent vision and hearing reports with this form if they are available)
CONCERNS/REASON(S) FOR REFERRAL: __________________________________________
_________________________________________________________________________________
[bookmark: _Int_LnuSAuq6]_____________________________________ Is the person aware of this referral?  Yes ___   No___
If No, why not? ____________________________________________________________________



Is there any other information you would like us to know prior to setting up a visit? ____________
________________________________________________________________________________

All individuals with any degree of combined hearing and vision loss are eligible for a consultation. The Deafblind Consultant covering your area will make contact, set up an initial visit to gather information, make recommendations and set up follow up visits and training as necessary.
All information provided will be treated confidentially, stored securely, and processed in accordance with GDPR and relevant data protection legislation.
We send updates on our service, training and events throughout the year. If you would like these updates, please tick to consent  ☐
If you have family members or other support people who would like to also receive these updates, please add their email address(es) here: ___________________________________
__________________________________________________________________________
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 FOUNDATION OUTREACH SERVICES
BREWERY RD, STILLORGAN, DUBLIN  A94Y763     
01 289 8339 			WWW.ANNESULLIVAN.IE		  outreach@annesullivan.ie			         
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