CSB Low Vision Services

Request for Consultation

Student name___________________________________  DOB _____________

Name of teacher making request______________________________________

Teacher address___________________________________________________




Street




City

State    Zip

Teacher email_________________________ Teacher phone(___)___________

Date student was last seen at a CSB Low Vision Clinic ____________________
Is the student using the devices dispensed by the CSB Low Vision Clinic? _____
Please list the names of the devices and describe how they are being used.

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Please describe the concerns that you would like to have address through observation and consultation from CSB Low Vision Services.

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________
________________________________________________________________

