OHIO STATE SCHOOL FOR THE BLIND

5220 NORTH HIGH STREET

COLUMBUS, OHIO 43214

(614) 752-1152

SUMMER WORK AND LEARN PROGRAM

JUNE 29 THROUGH AUGUST 7, 2009
APPLICATION FORM
Please complete and return this application form to your BSVI Counselor.  Completing and returning this packet by March 20, 2009 will assist the Ohio Rehabilitation Services Commission (Bureau of Services for the Visually Impaired), Vision and Vocational Services (V&VS), and the Ohio State School for the Blind (OSSB), in planning to best support your needs for the program.
General Information:
NAME__________________________________ DATE OF BIRTH __________
ADDRESS

CITY






ZIP

TELEPHONE: (Home) ______________ (Cell) _____________ (Work) __________________
EMERGENCY CONTACT INFORMATION: Name____________________________________

Relationship ______________________  Phone ___________________________________   
BSVI Information:
1.
Who is your Vocational Rehabilitation Counselor? 
BSVI Office Location

BSVI Office Phone Number
2. Have you been involved in any other training program sponsored by BSVI? 
3. Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
    If yes, what programs were they? _________________________________________________________________

4. If you have an I.P.E. from your counselor, what is your employment goal? _________________________________________________________________ 

School Information:
1.
Are you a high school graduate?  If yes, when was your graduation date?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
2.       If you are still in high school, what grade are you in? ________
3.       When do you plan to graduate? _________
3.
Do you have an active IEP with your school district?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please provide a copy of your transition plan from your IEP.

Current school district attending ____________________________________________

School address

School phone number

School contact person

 Teacher, Teacher of the Visually Impaired, Vocational/Career Counselor, Principal, etc.
Contact person phone number
4.
What related service(s) are you presently receiving?

	 FORMCHECKBOX 
 Orientation and Mobility

 FORMCHECKBOX 
 Technology

 FORMCHECKBOX 
 OT Service

 FORMCHECKBOX 
 Braille Instruction
	 FORMCHECKBOX 
 Daily Living Skills
 FORMCHECKBOX 
 Speech and Language Therapy
 FORMCHECKBOX 
 PT Services
 FORMCHECKBOX 
 Transition Services

 FORMCHECKBOX 
 Other (please specify)


5.
Do you use assistive technology or adaptive equipment?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

What type of technology or adaptive equipment do you presently use?


6.
If you are a Braille reader, what level of skills do you have? 


 FORMCHECKBOX 
Beginning       FORMCHECKBOX 
Intermediate      FORMCHECKBOX 
Advanced
 FORMCHECKBOX 
None
7.
What is your reading level? ___________________________________________

8.
What is your math level? _____________________________________________
9.       How many subjects of the OGT have you passed? _________________________
Health Information:
1.
Cause of visual impairment or blindness

2.
Visual acuity (if known)  

3.
Age of onset

4.
Additional challenges: (please explain: i.e. secondary disability: ADHD, Learning         Disability, Autism Spectrum Disorder, Orthopedic Impairment) _______________
         
5. Allergies or dietary restrictions (include reactions to specific foods): ___________

_________________________________________________________________

6.      Other medical restrictions? ____________________________________________
Mobility Information:
1.
Please check one, which most closely describes your community:


 FORMCHECKBOX 
 Rural

 FORMCHECKBOX 
 Urban

 FORMCHECKBOX 
 Suburban

2.
Can you travel independently in your neighborhood?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

3.
Can you cross streets or roads independently near home?  

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

4. Please check all types of streets, roads and intersections that you can cross safely:

 FORMCHECKBOX 
 A quiet residential street

 FORMCHECKBOX 
 A busy residential street

 FORMCHECKBOX 
 Two-way stop sign intersection
 FORMCHECKBOX 
 Traffic light with two busy main streets

 FORMCHECKBOX 
 Other:

5.
Do you have a dog guide?

6.
In addition to your visual impairment, are there any special circumstances in which adaptations need to be made for mobility purposes?  What type of equipment or mobility devices do you use?


7.
Please check services that you have received:

 FORMCHECKBOX 
  Sensory Training


 FORMCHECKBOX 
 Medical

 FORMCHECKBOX 
  O&M Training                                  FORMCHECKBOX 
 Low Vision Evaluation


 FORMCHECKBOX 
  Concept Development 

 
 FORMCHECKBOX 
 Other _____________________
8.      Please list any mobility or low vision aids that you use. ____________________ 
        _________________________________________________________________

9.      What are some characteristics that best describe you? _____________________

__________________________________________________________________________________________________________________________________

