O P- P.O. Box 45857, Madison, Wl 53744
ﬁ CCULN g*W'S | phone: 608-772-3787  Fax: 866-854-3291

Guide D()g Association

Email: barb@occupaws.org

Applicant: This form must be completed by your Ophthalmologist or Optometrist.

Physician: Your patient has applied for a guide dog to enhance his'her mobility and independence. Although our training sessions are
conducted in the patients’ home environment envircnment, we may travel to different locations within Seuthern Wiscensin. Your information will help
us provide your patient with the training and instruction most suited te their needs. Thank you for your assistance.

Applicant’'s name: Date:
Address:
City: State: Zip Code:
Telephone: { ) Date of Birth: Height: Weight:
Details of Blindness: Is Applicant legally blind? [] Yes [] No Date of last examination:
Caunse of vision loss: Primary Secondary

cD

CsS
Is Applicant’s vision loss considered to be:

Progressive Stable Likely to improve Uncertain
In what year did blindness occur? How long have you attended this patient?
Visual Aclity

With correction: oD 0S8 ou

Uncorrected: oD 0S8 ou
Visual Fields

Central: cD oS ou

Peripheral: oD 0s ou
Please describe residual vision:

No light perception Some light perception Gross movement Count fingers Read with lens
oD
cs

Please list any ocular medications:

Comments:

Date of exam on which report Is bazed:

Physlclan’s Signature

Doctor's name:

Please print

Telephone: { )| Hospital / Clinic Stamp

13



