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www.biavt.org

Referral Form 

Survivor Contact Information 
First Name 

Last Name 

Mobile Phone 

Landline Phone 

Email Address (required) 

Street Address 

City 

State 

Zip/Postal Code 

Phone Call Email Mail 

County 

Preferred Method of Contact 
 

https://biavt.org/
https://biavt.org/
https://biavt.org/


Please Select 

Please Select 

Please Select 

Please Select 

--- 

 

--- 

Survivor Demographic Information 
Date of Birth 

Gender 

Race/Ethnicity 

Preferred Language 

Annual Income Range 
Note: This information has no impact on an individual's access to services. We serve all people regardless of income. The reason we ask this question is 
because many foundations and grant funders request this information for funding purposes 

Military Status (required) 

Current Health Insurance 
Please be descriptive as possible. If you do not know, please write "unknown". 

Survivor Injury Information 
Please provide information about all injuries. To add multiple injuries, simply click "Add Injury" again after each new injury. If 
you do not know specific injury information, please enter "Unknown" when adding an injury history. 

Date of Injury 

Cause of Injury 

Actions 

Have you ever sustained a brain injury in the workplace? 

Yes No 

Individual Making Referral If you are a survivor filling out this form, you may skip to the next section.

**PLEASE NOTE: IF INTERESTED IN APPLYING FOR NEURO-RESOURCE FACILITATION (NRF),  A NRF APPLICATION  WILL ALSO NEED 
TO BE COMPLETED PRIOR TO ACCEPTANCE INTO THAT PROGRAM. PLEASE SEE THE REFERRAL PAGE ON OUR 
WEBSITE TO DOWNLOAD AND COMPLETE THAT FORM.** 

First Name 

 

 

 



Last Name 

Mobile Phone 

Landline Phone 

Email Address 

Relationship to Survivor 

If we cannot get in touch with the survivor, may we contact you? 

Yes  No 

Business/Organization 

City of Business/Organization 

Areas of Need Select all that apply 

Education about how brain injury can affect me 

Help with paperwork 

Leisure & Recreation Activities List of nearby Shelters by County 

Benefits/Insurance Navigation- for example: SSI, SSDI, Health Insurance, Food Assistance 

Education support for children/youth in school (ex: IEP, 504) Employment Assistance 

Legal Referrals - for example: Personal Injury Attorney, Civil Suit Attorney, ADA Issues 

Long Term Care/Choices for Care Vermont Medicaid Brain Injury Program 

Resources for Housing Counseling/Navigation Skill-building assistance

Peer Mentorship                 

Social supports 

Referrals for Rent/Mortgage or housing assistance

Utility Bill Assistance 

Are there other areas of need not listed above, or any other information that you would like to provide? 



Does the patient/patient’s family consent to this referral? (required) 

Yes- Included is a signed Release of Information (ROI) form.  Yes, I am the brain injury survivor, asking for assistance for myself 

Signature of Survivor Signature of Person Completing this Form 
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PROVIDER INFORMATION FORM 

This form is to be completed by anyone making the referral that is NOT the 
Survivor, or a friend/family member of the Survivor. 

Your cooperation in filling out this form is appreciated. The information used will 
be for grant and data reporting only. 

1. What organization do you work for/with?

2. What is your title/job role?

3. What county/counties do you serve? (If all of Vermont, you can simply put
“All”)

4. Have you provided or are you currently providing any type of case
management, social work, options counseling, or resource facilitation to
the Survivor or their family? (This includes short- or long-term services)

a. If “NO”, please state, “NO”:

b. If “YES” and you are going to end supports, please indicate why:

c. If “YES” and you are going to continue supporting, would you be
willing to attend case coordination meetings with BIAVT’s Resource
Facilitator?
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