
 
 

  
 

 
 

 

 

 

 

   

 

 

   


 

 

Referral Form 
All information you provide is secure and confidential. 

Instructions 
•  Email  – fill out the PDF form online, save 

it, and attach it in an email  
E-mail: information@blind.state.ia.us  
put “REFERRAL” in the e-mail subject  

•  U.S. Mail  – use the paper form or fill out 
the PDF form online and print it
  

Iowa Department for the Blind
  
524 Fourth Street
  
Des Moines, IA 50309-2364 
 

•  Fax  – use the paper form or fill out the PDF 
form online and print it 
 

Fax: 515-281-1263 
 
•  Phone  

Local Phone: 515-281-1333 
 
Toll free (in Iowa): 800-362-2587 
 
TTY: 515-281-1355 
 

•  Online  
Web: www.idbonline.org/referral  

Refer  Yourself  or  Someone  Else  
*First Name: 
 
Middle Initial: 
 
*Last Name: 
 

*Address
 
Street:  

City:  

Zip: 
 
County:  


*Phone:  
*Email:  

Referral  Source  
If you are completing this form to refer 

someone other than yourself:
  

Your Name: 
 
Date Referral Taken: 
 
Relationship to Person being Referred: 
 

Organization: 
 
Phone: 
 
Email: 
 

Additional Information (optional) 
Date of Birth:  
Cause of Blindness:  

Acuity with Correction  
Right Eye   Field  
Left Eye   Field  

Onset of Vision Loss (date): 
 
Other Disabilities: 
 


 

Living Situation: 
 

Marital Status: 
 
Spouse’s Name: 
 

Employed (Yes or No): 
 
If no, when last employed: 
Occupation: 
 

Interested In (mark  all that apply): 
 Employment Services 
 Independent Living Services  

   Library Services  
Other  
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