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	STATE OF WISCONSIN

Office for the Blind and Visually Impaired

	CONSUMER REPORT

	Name - Consumer (Last, First, Middle Initial)
     
	RS Office
     

	Mailing Address
     
	City
     
	Zip Code
     

	County
     
	Telephone Number
     

	Birthdate  (mm/dd/yyyy)
	Gender
	Date of Onset of Significant Loss (mm/yyyy)

	     
	 FORMCHECKBOX 
 Female
	 FORMCHECKBOX 
 Male
	     

	Select from drop down lists or checkboxes:

	 Race / Ethnicity

 FORMDROPDOWN 

	 Source of Referral

 FORMDROPDOWN 

	 Degree of Visual Impairment
 FORMDROPDOWN 


	 Primary Visual Disability

 FORMDROPDOWN 

	Other visual disabilities if applicable 

	
	 FORMCHECKBOX 
 1 Cataracts
	 FORMCHECKBOX 
 2 Diabetic Retinopathy
	 FORMCHECKBOX 
 3 Glaucoma

	
	 FORMCHECKBOX 
 4 Macular Degeneration
	 FORMCHECKBOX 
 5 Other
	

	Other disabilities

	 FORMCHECKBOX 
 1 Alzheimer’s Disease / Cognitive Impairment
	 FORMCHECKBOX 
 2 Bone, Muscle, Skin, Joint, Movement Disorder

	 FORMCHECKBOX 
 3 Cancer
	 FORMCHECKBOX 
 4 Cardiovascular Disease and Strokes

	 FORMCHECKBOX 
 5 Depression / Mood Disorder
	 FORMCHECKBOX 
 6 Diabetes

	 FORMCHECKBOX 
 7 Hearing Impairment
	 FORMCHECKBOX 
 8 Other Major Geriatric Concerns

	 Highest level of education completed

 FORMDROPDOWN 

	 Type of living arrangement at time of intake

 FORMDROPDOWN 


	 Type of residence at time of intake

 FORMDROPDOWN 


	Adaptive Aids, Devices or Equipment Provided

	 FORMCHECKBOX 
 Assistive Technology Devices and Aids
	 FORMCHECKBOX 
 Assistive Technology Training

	
	
	
	

	Types of Training / Services Provided

	 FORMCHECKBOX 
 Advocacy Training & Support Networks
	 FORMCHECKBOX 
 Orientation and Mobility Training

	 FORMCHECKBOX 
 Communication Skills
	 FORMCHECKBOX 
 Other IL Services—Specify:      

	 FORMCHECKBOX 
 Counseling (peer, individual and group)
	

	 FORMCHECKBOX 
 Daily Living Skills
	 FORMCHECKBOX 
 Supportive Services (reader, transportation, interpreter, 

attendant, support service provider, etc.)

	 FORMCHECKBOX 
 Information, Referral and Community Integration
	

	 FORMCHECKBOX 
 Low Vision Exams / Screening
	 FORMCHECKBOX 
 Referral to Rehab Specialist—Date (mm/dd/yyyy):
	

	 FORMCHECKBOX 
 Low Vision Training
	
	     
	

	
	
	
	

	Service Start Date (mm/dd/yyyy)

     
	SIGNATURE – Agency Representative

     

	Service End Date (mm/dd/yyyy)

     
	SIGNATURE – Agency Representative

     


Distribution:
Service Provider



OBVI Central Office



Rehabilitation Specialist
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	 CONSUMER EXIT SURVEY

	Name - Consumer (Last, First, Middle Initial)
     

	 Survey Status

 FORMDROPDOWN 

	Date of Exit Survey (mm/dd/yyyy)
     
	SIGNATURE – Agency Representative
     

	Instructions to Interviewer: Please read the following to the consumer regarding the exit survey questions. 

	The Office for the Blind and Visually Impaired collects information from our consumers to improve services. We would appreciate your help by completing a short survey about the services you received. 

Most questions require a simple Yes or No response.  All of your answers will be kept confidential. 

Remember, if you wear glasses, contact lenses or use an optical aid like a magnifier for a particular activity, please answer as though you were using it. 



	Question
	Yes
	No

	 Did you receive help to select or training to use any device, such as a magnifier, telephone, adaptive cooking item, talking device, keyboard, adaptive software, etc.?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 As a result of training to use any device, are you able to maintain or improve your ability to do tasks that were difficult as a result of vision loss?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 Did you receive any orientation and mobility services or training; for example, learning to access transportation, or travel safely with or without the use of mobility aids?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 If you received orientation and mobility services, are you now able to travel more safely and independently in your residence or community as a result of services?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 Did you receive any communication skills training; for example, using the telephone, writing guides, telling time, using readers, Braille, computer skills, etc.?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 Did communication skills training restore or maintain your ability to engage in typical life activities?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 Did you receive any training in daily living or personal management skills, such as use of appliances, food preparation, medication management, clothing care, grooming, etc.?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 As a result of training in daily living or personal management skills, are you able to maintain customary life activities?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 As a result of receiving services from (RS, RSA or Vendor), do you feel you have greater control and confidence, less control and confidence, or no change in your ability to maintain your current living situation?

	 FORMCHECKBOX 

	I have greater control and confidence

	 FORMCHECKBOX 

	I have less control and confidence

	 FORMCHECKBOX 

	No change

	

	 Did you experience changes in lifestyle for reasons unrelated to vision loss?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Thank you for your time and willingness to participate in this survey. 

Your answers will remain confidential, but the overall results will help us improve the services we provide in the future. 

Additional comments, if any: 

	     


1

