
STAFF ASSISTED 
OVR PROGRAM REFERRAL 

INFORMATION 

*First Name:  *Last Name:

 New OVR Customer           Previous OVR Customer 

Social Security Number: 

*Date of Birth (MM/DD/YYYY): 

 Permanent Alien  Refugee
 Illegal Alien  Unknown 

 Male  Female   

 Yes    

 504 IEP No IEP or 504 

 Yes    No 

Email: 

 *Email Mail *If Email is selected, Email required above. 

*Referral Date (MM/DD/YYYY): 

 OVR-BVRS               OVR-BBVS-VR             OVR-BBVS-IL        

*Race: Asian 

 White     
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  Mental Health Provider
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