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INTERNATINOAL TRAINING PROGRAM FOR PRACTICING PROFESSIONALS IN THE FIELD OF BLINDNESS

APPLICATION










Affix photo here












5”

Months & year of session applying for: ___________________________

NAME: ______________________________________________________________________



First



Middle


Last

HOME ADDRESS: ___________________________________________________________

____________________________________________________________________________

HOME TELEPHONE NUMBER:  Country Code:____ Area Code:______

BUSINESS ADDRESS: _______________________________________________________

___________________________________________________________________________

BUSINESS TELEPHONE NUMBER: Country Code: ______ Area Code: ______

FAX:________________________

BIRTH DATE:  Month ___________  Day ___________  Year______

BIRTH PLACE:  City ________________  Country_______________

YOUR ENGLISH SPEAKING LEVEL: (Excellent, Good, Fair)


Reading: __________


Writing: ___________


Speaking: __________

Are you visually impaired?  ________  If yes, please describe your condition____________ 

_____________________________________________________________________________

_____________________________________________________________________________

EDUCATION:


High School:________________________________________________


Graduation year: _____________________


University:   From   

To

Major       
Degree

1. _________________________________________________________________________

2. __________________________________________________________________________

TRAINING IN THE FIELD OF BLINDNESS:


Location

Program Description
Year

Hours

Diploma

1. _______________________________________________________________________________

2. _______________________________________________________________________________

3. _______________________________________________________________________________

4. _______________________________________________________________________________

Specific Training in Orientation & Mobility, ADL, Communications, Other  

(Please list and describe)

1. _______________________________________________________________________________

2. _______________________________________________________________________________

3. _______________________________________________________________________________

4. _______________________________________________________________________________

EMPLOYMENT HISTORY:


From

To

Employer


Job Description

1. _______________________________________________________________________________

2. _______________________________________________________________________________

3. _______________________________________________________________________________

4. _______________________________________________________________________________

MEMBERSHIP IN PROFESSIONAL ORGANIZATIONS:


Name of Organization

Membership Dates

Role

1. ___________________________________________________________________________

2. ___________________________________________________________________________

3. ___________________________________________________________________________

PROFESSIONAL LICENSES/CERTIFICATIONS:


License


Issued By



Date

1. _______________________________________________________________________________

2. _______________________________________________________________________________

3. _______________________________________________________________________________

TRAVEL ON STUDY TOURS:


Country


Dates



Agency Visited

1. _______________________________________________________________________________

2. _______________________________________________________________________________

3. ________________________________________________________________________________


MANUSCRIPTS/ARTICLES PUBLISHED:

1. ____________________________________________________________

2. ____________________________________________________________

3. ____________________________________________________________

PLEASE ANSWER THE FOLLOWING STATEMENTS CAREFULLY BEFORE SIGNING AT THE BOTTOM OF THE APPLICATION:


My expectations from the International Training Program at the Carroll Center are:

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

I intend to return to my current employment in my country of residence upon the completion of the International Training Program at the Carroll Center.

SIGNATURE:_____________________________________________ DATE:_______________

Please attach photocopy of Diplomas and Licenses

Please retain a photocopy of this Application for your references

Mail completed Application to:  Rabih Dow, Director of Rehabilitation Services





       Carroll Center for the Blind





       770 Centre Street


   


       Newton, MA  02458

