THE CARROLL CENTER FOR THE BLIND

770 Centre Street, Newton Center, 02458  
617-969-6200 telephone, 617-969-6204 fax
	Name


	Current address

Email

	Phone: home              work                cell
	Birth date
	Age



	Social Security (last 4 numbers only)                       
	Primary Language

	Medical Insurance Numbers

	Medicare #
	Medicaid #
	Mass Health #

	Other
	
	

	Next of Kin/Address/Phone/Cell


	Emergency Contact/Phone/Cell (other than next of kin or home number)



	Reason for Application

	Why are you interested in the Carroll Center’s Programs?  

What are your goals for yourself?
_________________________________________________________________________
Requested Program (circle below)

	Diagnostic Evaluation   
	Work Assessment
	Essential Skills

	Independent Living
	Job Market Preparation
	Transition to College

	Youth in Transition
	Real World Of Work
	Computing for College

	Sources for Information: It is very important that you include
complete name, specialty,address, zip code and phone number.

	Primary Care Physician


	Diabetes Doctor
	Hearing Specialist

	Mental Health Therapist 

	Social Worker
	Hospitals (recent and past)

	Eye Specialist


	Low Vision Therapist
	Foot Doctor



	Vocational Counselor


	Mobility Instructor
	Rehabilitation Teacher

	Special Education 
Teacher
	High School
	Higher Education




	Cause of vision loss
	Degree of vision 
Right Eye      Left eye


	Describe what you can see


	Surgeries
	Pending treatments
	Medications/Drops    Who administers?                                    



	Low Vision Assessment?
	When
	By whom

	Low Vision Aids (circle what and if effective)

Telescopic Lens                   Magnifiers                Special Lighting           
Sun Shields     CCTV           Other?

	General Medical History

	Health conditions (list all diagnoses)    
	Medications (provide name, dosage, 
times, reason for taking and how/whom administered-separate list if necessary)            

	Allergies (food, environmental, medicines)
	Meal plan (calories, restrictions)



	Senses  (Are they working to capacity?  Explain)

	Hearing  
Right Ear    Left Ear                       
	Touch
	Smell

	Taste/Smell
	Equilibrium/Movement
	Fine Motor (Neuropathy)
Hands     Feet      Other


	Did you physician sign permission to use our exercise equipment on our 
medical form?   Y   N    ?Restrictions:                      Can you Swim?  Y   N

List special needs, limitations, restrictions, or dormitory living requests?

Report any adaptive equipment (ex. wheelchair, walker, monitors or devices)?

If you have seizures, are they active or in remission?  Do you take medication?  What are signs?   Is assistance needed?

Describe if you have been treated for mental illness, drug or alcohol dependency?

Report if you have been convicted of a felony offense or a misdemeanor?   

State any upcoming appointments (medical, vacation, legal or personal) 
that might interfere with a program at CCB? 
    


	Family History: Please list all names, ages, living or deceased.

Include health status and vision problems.



	Parents


	Spouse

	Siblings
	Children



	Education

	Grade completed


	Year
	Major or specialty



	Names of schools (high school, college, military, other)



	Special education services

 
	Vocational training



	Employment



	Work experiences


	Most recent employment (where, what)


	Dates of last job


	Reason for termination



	Source of income:  SSI        SSDI  

Short-term Disability     Family 
Savings          Other


	Volunteer work

	Hobbies:   Past

	Present




	Living Situation



	single                married                  separated             divorced          widowed               



	What is your current living situation?            Have you lived in other locations?  

Do you have plans for change?                         Do you prepare your own meals?

Former address if less than three years


	Rehabilitation Equipment



	Watch and clock (type)
	Calculator



	Writing guides
	Digital or (4-track) tape recorder



	Braille writer
	Note-taker



	Scanner
	Talking book machine



	Computer type      Windows       Mac          
Adaptive equipment ( circle what and if effective )  Speech    Enlarged Print     Both S/E    

Braille   JAWS     ZoomText         Window Eyes     Magic      Other?
     

	Rehabilitation Training

	Mobility training?                                       Do you have a cane?

    Do you use a cane?                                        Guide Dog?     Name  

	Rehabilitation teaching?
	Skills taught:



	Circle your preferred reading  method:  
 regular print          large print            audio (tapes)           braille



	Have you been taught braille?  none     level I     level 2          used          not used



	Your typing/keyboarding skills are?     
    touch typing                type with 2- fingers           rusty              none

	Your computer experience has been?     significant          some         little         none



Thank you for this information.  Please provide updated eye and medical reports.  I look forward to meeting with you and discussing specifics. 
 If any questions, please call: 

Laurie Gaines at 1-800-852-3131/ext. 216 (rehabilitation or summer) 
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