
Tech Pals 
Referral Form

Date:_____/_____/_______

Date of birth:_______/_______/___________

First Name: __________________________________ Last Name: _________________________________ 

Street Address: _____________________________________________________________________________ 

City: ________________________________________ State: __________ Zip Code: ________________ 

Telephone #:_______________________________ Email:_______________________________________ 

If language is other than English, please specify:________________________________________  

Eye diagnosis? ______________________________________________________________________________ 

How does vision loss impact your ability to use your phone and/or tablet?

_______________________________________________________________________________________________  

_______________________________________________________________________________________________  

________________________________________________________________________________________________

Rate your overall skills using the 
devices you currently use:

 No Skill 

 Beginner

 Intermediate

 Advanced

Low Vision Apps
Magnification Apps
Voice Over

Siri

Internet
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Which devices do you currently use?
(Check all that apply):

iPhone
iPad
 Android Phone

Android Tablet 

What you would like to learn on your phone or tablet?

Making and receiving phone calls 

Text messages
Emailing
Reading Books



Are you available to participate in technology training for up to 1.5 hours on 
Saturday’s between 10 am and 2 pm in person at Lighthouse Guild? 

nn   Yes

nn   No

Who assisted you with completing this form? 

nn   Optometrist (Name): ___________________________________________________________________ 

nn   ALP Case Manager (Name): ___________________________________________________________

nn   Reading program (Name): _____________________________________________________________ 

nn   Occupational Therapist (Name:) ______________________________________________________ 

nn   Other:_____________________________________________________________________________________ 

Additional Information: ____________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________

Please E-Mail this form to Judy Katzen at katzenJ@lighthouseguild.org

or Mail to:

Lighthouse Guild
ATTN:  Judy Katzen
250 W 64th St, 3rd Floor
New York, NY 10023
Phone: 212-769-6245
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