Computer Access Referral Form

North Carolina Assistive Technology Program

DATE:      
REFERRAL SOURCE:     
Organization:      
Contact Person:      
Phone #:                           Fax #:       

Email:      
Specific Issues and Questions Related to this Referral:      
	Client Name: 
	

	Address:
	

	County:
	
	Home #:
	Work #:

	Fax #:
	
	Email:
	SS #:

	Gender:
	
	DOB:
	

	Education:
	
	Employment status: 
	

	Vocational and training Goals:  




DIAGNOSIS (Mark all that apply):

	
	Aging
	
	Cerebral Palsy
	
	Learning Disability
	
	Traumatic Brain Injury

	
	Amputation
	
	CVA
	
	Mental illness
	
	Visual Impairment

	
	Autism
	
	DD
	
	Mental Retardation
	
	Other (Specify): 

	
	Atypical Development
	
	Deaf
	
	Neurological Disease
	Repetitive or Cumulative Stress Injury:

 Type ____________

	
	At Risk
	
	Deaf-Blind
	
	Orthopedic Disorder
	

	
	Blind 
	
	Hard of Hearing
	
	Spinal Cord Injury
	

	
	
	
	
	
	
	


FUNCTIONAL LIMITATIONS (Please check the items that apply & describe briefly):

 FORMCHECKBOX 
Primary method of  mobility    FORMDROPDOWN 
  If other, Please specify      
 FORMCHECKBOX 
Gross motor limitations   Specify ______________

 FORMCHECKBOX 
Fine motor limitations      Specify ______________

 FORMCHECKBOX 
Visual problems    Acuity:  left eye         right eye      
 FORMCHECKBOX 
Hearing Loss       FORMDROPDOWN 
      

 FORMCHECKBOX 
Cognitive issues related to:
 FORMCHECKBOX 
Orientation  FORMCHECKBOX 
 Attention    FORMCHECKBOX 
 Memory 

 FORMCHECKBOX 
 Problem Solving   FORMCHECKBOX 
 Following commands

 FORMCHECKBOX 
Verbal Communication (Check all that apply)

 FORMCHECKBOX 
Communication aid       FORMCHECKBOX 
 Gestures                  FORMCHECKBOX 
 Eye Pointing      

            FORMCHECKBOX 
 Eye blinks                    FORMCHECKBOX 
Manual signing         FORMCHECKBOX 
Facial expression   

            FORMCHECKBOX 
 Vocalization*                FORMCHECKBOX 
Writing                      FORMCHECKBOX 
 Typing                          

            FORMCHECKBOX 
Other (specify)________________________________

* Can the client articulate clearly?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

 FORMCHECKBOX 
 Literacy Issues 

  Reading Level      Math Level        Written Language Level      
  Indicate grade level or standard score 

 FORMCHECKBOX 
Written Communication

 FORMCHECKBOX 
 Handwriting         FORMCHECKBOX 
Typing   

  
 FORMCHECKBOX 
Other (specify) ____________________

 FORMCHECKBOX 
Endurance

 FORMCHECKBOX 
Strength

 FORMCHECKBOX 
Postural control

Further detail on limitations:       
Written, detailed documentation of disability is required. This may include vocational evaluations, Physician reports, and reports from various therapists involved in working with this client.  Please attach to this referral.  The referring party is responsible for obtaining the appropriate releases required. 
CURRENT SERVICES (Mark all that apply):

	
	TYPES OF SERVICES
	FREQUENCY


	SOURCE(Agency/Therapist/Contact info)

	
	Occupational Therapy
	
	

	
	Speech Therapy
	
	

	
	Physical Therapy
	
	

	
	Psychological Services
	
	

	
	Vocational Rehabilitation
	
	

	
	Others (Specify):
	
	

	
	
	
	


CURRENTLY USED ASSISTIVE TECHNOLOGY : 

** Please bring all currently used assistive devices to the appointment.

	AT CATEGORY 
	LIST EQUIPMENT CURRENTLY USED

	Augmentative 

Communication
	

	Mobility


	

	Environmental Controls
	

	Recreation


	

	Hearing


	

	Vision 


	

	Aids of Daily Living


	

	Computer 


	

	Vehicle


	

	Job Accommodation


	


COMPUTER EXPERIENCE: 

Type of computer used at home/school/work?   FORMCHECKBOX 
 Macintosh         FORMCHECKBOX 
 PC 

                                                                                  FORMCHECKBOX 
   Desktop          FORMCHECKBOX 
 Laptop

Previous computer experience/training:     
