THE CARROLL CENTER FOR THE BLIND

Computer Training Application

	Name:

	Today’s Date:___________________
DOB: 

	Home Address/City/State: 

	Work Address/City/State:



	Home Phone:

	Work Phone:

	Home Email:

Age:
	Work Email:

	Next Of Kin/Address/Phone


	Emergency Contact/Phone:



	I am Requesting training at:             Carroll Center         Home      Work/school

I am applying for the 10 week Office Skills Program:  Yes           No

	Housing Preference:     Stay in Dormitory 
   Commute from Home

	My preferred mode of communication is:

Regular Print                           Large Print                   Audio                  Braille

	Current Skill Level-Circle all that apply

	I use a computer:       frequently           sometimes            never

	My touch typing skills are:      rapid and accurate     fair           rusty            none

	I have been working on computer training with a rehabilitation teacher:  Yes  No

Name of teacher: 

	I have a support cane               I use a travel cane             I travel with a guide dog

My independent travel skills are:            poor              good          excellent


	EQUIPMENT I USE FOR NOTES (check)

	Digital/Tape recorder
	Braille writer

	Large Print
	Electronic notetaker:

	List computer & software versions:  

Desktop: ________________ Laptop: ____________ Operating System: ___________

JAWS, ______  WindowEyes, _______  Magic, _________  

Zoomtext, ______   Kurzweil, ________  Duxbury, ___________

This equipment is at:            home           work          school

	Prioritize tasks (1 to 7) to cover in training and software brand and version:

__ word processing     _________________     ___ Email ______________________

__ Scanning                 _________________     ___ Internet ____________________

__ Database                 _________________     ___ Spreadsheet _________________

__ Presentation                                                  ____ Other 

	Work Status…
	School Status…..

	Job Title:
	Name of School/College 



	New or existing?
	Current year/grade



	Part or Full time?


	Major


	VISION HISTORY

	Cause of vision loss:
	Since

	Visual Acuity:                     Left:                          Right:

	Do you have diabetes?                          Take Insulin?

	Please describe what you can/not see.  Comment on night/day, color, light sensitivity, double vision or other.



	Low Vision Aids Used:



	GENERAL MEDICAL HISTORY

	Medicare #
	Medicaid#:


	MassHealth#

	Other Health conditions (list all diagnoses):
Any conditions that would affect learning:



	Allergies



	Meal Plan (calories, restrictions)



	Please check if you have problems with the following:

	Fine Motor/Neuropathy 
	Hearing
	Speech

	Explain any special needs, limitations, restrictions, or dormitory living requests?



	Please list sponsoring Agency/School/Insurance:

	Contact Name:


	Title:

	Agency:
	Address:



	City
	State:                            Zip:


