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Physician Referral - Low Vision Rehabilitation  

Patient Information:  

Patient Name: ___________________________________________    DOB: ______________ 

Patient Phone #: ______________________________________________________________ 

Caregiver Phone # (if applicable): _______________________________________________ 

Patient Address: ______________________________________________________________ 

Primary Insurance and Number: ________________________________________________ 

Secondary Insurance and Number: _____________________________________________ 

Medical Diagnosis: _____________________________________Onset Date: ___________ 

Physician Order:  

☐ Occupational Therapy - Evaluate and treat as indicated.  

Comments/Recommendations (refer to page 2 to indicate functional needs): 
______________________________________________________________________________ 

→Physician Signature: ___________________________________   Date: ______________ 

Physician Information: 

Physician Name (print): ________________________________________________________ 

Physician NPI #: ______________________________________________________________ 

Office Address: _______________________________________________________________ 

Office Phone #: _________________________ Office Fax#: _________________________ 

Please complete the above information and FAX to Carolina Low Vision Rehab 
at 336-450-1931.  

*Please include a copy of the patient's last exam.* 
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Indications for Low Vision Occupational Therapy 

Does your patient have difficulty with… 
☐Reading and/or Writing 
 
☐Using Prescribed Optical Devices 
 
☐Medication Management 
 
☐Chronic Disease Management 
 
☐Driving/Community Mobility 
 
☐Exploration/Use of Adaptive Equipment/Assistive Technology 
 
☐Safety/Emergency Response 
 
☐Frequent Falls  
 
☐Self-care/Personal Hygiene 
 
☐Self-feeding 
 
☐Meal Prep/Clean Up 
 
☐Shopping 
 
☐Housekeeping 
 
☐Leisure Exploration/Participation 
 
☐Social Participation 
 
☐Navigating the Home Environment 
 

Please check all that apply. Contact us at 336-414-8265 with questions. 


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	CheckBox1: Off
	CheckBox2: Off
	CheckBox3: Off
	CheckBox4: Off
	CheckBox5: Off
	CheckBox6: Off
	CheckBox7: Off
	CheckBox8: Off
	CheckBox9: Off
	CheckBox10: Off
	CheckBox11: Off
	CheckBox12: Off
	CheckBox13: Off
	CheckBox14: Off
	CheckBox15: Off
	CheckBox16: Off
	CheckBox17: Off


