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THE VIRGINIA DEPARTMENT FOR THE BLIND AND VISION IMPAIRED (DBVI) is committed to providing quality services to assist Virginia's citizens who are blind, deafblind or vision impaired in achieving their maximum level of employment, education, and personal independence. The department provides an array of specialized services to blind Virginians of all ages to assist them in attaining the skills, confidence and positive outlook that are critical to independence.  All such persons should be referred to the Agency for evaluation for services.
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