
 

 
 
 

Children’s Department 

New referral 

 
 

Date Received: ___________________ 

 

Referred By: ____________________________ Phone: _____________ 

 

 

 

Parent(s) Name: ____________________________________________ 

 

Address: __________________________________________________ 

 

Telephone #: ____________________ Cell: ______________________ 

 

Childs Name: ______________________ Age: _______ DOB: _______ 

 

Visual Diagnosis: ____________________________________________ 

 

Health Issues: _______________________________________________ 

 

 

Services Receiving: __________________________________________ 

 

First Contact: _______________________ 

 

Visit Scheduled: _____________________ 

 

 

Staff: _________________________________ Date: _______________ 

 

Children’s Department phone # (951) 715-2656      Fax: (951) 341-6335 
Lolita Barnard   lbarnard@blindnesssupport.com 

BLINDNESS SUPPORT SERVICES 

3696 BEATTY DRIVE RIVERSIDE, CA. 92506 
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