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DEPARTMENT OF HUMAN SERVICES




Mobility Training & Independent Living Program, Inc. 
Intake/Referral

____________________________________________________________________________________________________
Joan Fischer, OTR








        101 Nob Hill Rd., Ste. 202
Cathi Smith Wiedel, COTA







        Madison, WI  53713
               Kate Matson, COTA







        Phone: (608) 237-7525











        Fax:  (608) 237-2030


This referral form needs to be completed at least two weeks before sessions with the applicant can be scheduled.   


Please complete this form in full and return along with a Release of Information form.   We recommend that the applicant 

	GENERAL INFORMATION                                       Dane County Client #     

	Name:      Date of Referral:     
Address:      

Phone:     
Times Available for Training:     
Current Means of Transportation:     

	REFERRAL AGENT

	Referral Agent’s Name:     
 Agency Affiliation:     
Address:      
Phone:     Fax:     
Is this person also the contact person?   Yes FORMCHECKBOX 
    No FORMCHECKBOX 
                  E-mail:     
If no, who will be the contact?     
MEDICAL INFORMATION
Diagnosis:      Date of Birth:     
SS #:      
Medications (please note if self-administered or supervised, side effects, etc.):     
Other pertinent Medical Info.(precautions, physical limitations, use of mobility/adaptive aids, etc.):     
Physician:     
Address:      Phone:     
Emergency Contact in case of illness or injury:

Name:       Phone:     


	OTHER AGENCY CONTACTS
Please indicate whether residential, vocational, broker, etc.

Name:       Phone:     
Name:       Phone:     
Name:       Phone:     


                  assist in completing this referral.  Mail or Fax completed referral to:  MTILP, Inc.  ATTN:  Joan Fischer
	TRAINING




	MOBILITY   

 FORMCHECKBOX 
Evaluation  (Describe reason for request of mobility evaluation):      
Please check the most appropriate objective(s):

 FORMCHECKBOX 
 Learn to use Metro to get to and from competitive job, volunteer job, educational program, or

       vocational program. (please circle)

 FORMCHECKBOX 
 Learn to use Metro to get to and from recreation or medical service.  (please circle)

 FORMCHECKBOX 
 Learn to use specialized transportation
 FORMCHECKBOX 
 Orient to work, educational, or residential environment.  (please circle)

 FORMCHECKBOX 
 Pedestrian skills
 FORMCHECKBOX 
 Other:     
Comments or further specifics on Training Objective:      


	ACTIVITIES OF DAILY LIVING (ADL’s)  
 FORMCHECKBOX 
 Evaluation (Describe reason for request of ADL evaluation):     
Please check most appropriate objective(s):

 FORMCHECKBOX 
  Dressing                                 FORMCHECKBOX 
  Grooming/Hygiene                          FORMCHECKBOX 
  Telephone Skills

 FORMCHECKBOX 
  Time-Telling                          FORMCHECKBOX 
  Functional Money                            FORMCHECKBOX 
  Budgeting

 FORMCHECKBOX 
  Nutrition/Meal Planning        FORMCHECKBOX 
  Meal Preparation                              FORMCHECKBOX 
  Laundry

 FORMCHECKBOX 
  Grocery Shopping                  FORMCHECKBOX 
  Home Maintenance                          FORMCHECKBOX 
  Leisure Skills 

 FORMCHECKBOX 
  Home Safety                          FORMCHECKBOX 
  Assistive/Adaptive Equipment         FORMCHECKBOX 
  Environmental Adaptation

 FORMCHECKBOX 
  Other:     
Comments or further specifics on Training Objective:      
**RELEASE OF INFORMATION  (Required)

    Please attach a Release of  Information for:

1. The applicant to participate in the Mobility Training and Independent Living Program, and
2. The MTILP, Inc. therapists/trainers to receive and share information pertaining to the applicant’s

Evaluation and/or Training. 


