California School for the Blind

UC Berkeley School of Optometry
LOW VISION CLINIC
Date of referral___________________________________________________
Student:____________________________Birthdate:____________________
Parent(s) or Caregiver(s)___________________________________________
Address:________________________________________________________


      (Street)                                                                 (City)                        (State)        (Zip)

Home Phone: (    )_____________Work Phone: (    )________________

Cell Phone: (    )_______________ email_______________________________
Is the student visually impaired?___    blind? ____    deaf-blind? ____
Cause of vision impairment or blindness:  ____________________________
Please list and describe any additional or suspected disabilities:


________________________________________________________________
Student’s Primary Language:  School? ____________Home?  ______________
Student’s School:  _____________________   Phone:  (     )________________
District of Residence:___________________  Phone:   (     )________________
SELPA:  ______________________________  County:  ___________________
Name of TVI or O&M specialist making referral:___________________________
Address:_________________________________________________________

Phone (        )__________________ Email______________________________
Cell phone (         )_________________________________________________
