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Section 4 

Vocational Evaluation Adult Referral 
 
Items preferred prior to assessment: 
 • Part 1 of VR booklet completed 
 • Medical/Psychological/School records for review 

 
 
Client Name:  ___________________________________________________________  
 
Phone number/email or best way to contact: __________________________________  
 
Primary Impairment:  _____________________________________________________  
 
Additional Impairments:  
 
  

  

  

 
Reason for Referral:  
 
  

  

  

  

 
List any accommodations needed: 
 
  

  

 

 
Referring Specialist: ___________________________Date: _____________________ 
 
 

To be completed by Evaluator:   
 
             Client Scheduled  __________________________________  
________________________
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