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REFERRAL FOR VOCATIONAL SERVICES FROM HEALTH PROVIDER 
 
 
 
Date:  _________________________  
 
Patient Name:  _________________________________________________________  
 
Patient Date of Birth:  __________________ Last 4 Digits of S.S.N. _______________ 
 
Patient Telephone Number and Contact Info:  CELL PHONE (_____)_____-_________  
 
HOME PHONE: (_____)_____-_________ email: ______________________________ 
 
Patient Address: ________________________________________________________  
 
______________________________________________________________________ 
 
Primary Insurance:  __________ Policy Number:  __________ Insured Name:  _______  
 
Secondary Insurance:  ________ Policy Number:  __________ Insured Name:  _______  
 
Medical Diagnosis:  ______________________________________________________   
 
Prescription for Vocational Rehabilitation:  (please select)  
 
_____ Voc. Evaluation   ______ Treatment   _____ Job Training _____ Job Placement  
 
_____ School/College Assessment _____ Case Management _____ Other 
 
Onset Date: _________________________  
 
Pertinent Medical History: _________________________________________________ 
 
Precautions: ____________________________________________________________  
 
Physician’s Name (Please Print):  ___________________________________________  
 
License Number:  _____________ UPIN:  __________ NPI#______________________  
 
Office Telephone:  _____________________ Office Fax:  ________________________  
 
 
Physician’s Signature:  _______________________________ Date: _______________ 
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FAX this form to NYCEDA, Attention: Patricia Enriquez, Fax #: (212) 802-1401  


