
Client Referral Form (ILS) 
Please complete this form and email to: albertjohnson@ability2learn.com or 
melissasasser@ability2learn.com (please also include a copy of the client’s most 
recent IPP)  

Client Contact Information: 

Name: Phone: 

Address: 

City: State: Zip: 

Support Member Contact Information: 

Name: Phone: 

Address: 

City: State: Zip: 

Personal History: 

What is the client’s diagnosis? 

Does he/she participate in any kind of day or work program?     

If so, which program and what is their weekly schedule?  

What is the name and contact information for their supervisor? 

Has the client had any previous ILS services?  

If so, what was the outcome?  

In your opinion, how motivated do you feel that the client is about increasing their overall independence 
through ILS training?  

Medical History: 

Please list any important health or medical information that we should be aware of: 

Does the client have any behavioral or mental health concerns?  

If yes, are they currently being treated?     

Does the client have any preexisting legal issues that we should be aware of? 

Service Coordinator: Date: 

Ability 2 Learn – “Making a difference…one day at a time” 
www.ability2learn.com   10481 Grant Line Road, Suite 140, Elk Grove, CA 95624 (916) 544-2373 
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