Form 16:  OBP Application 02/12/13

OLDER BLIND PROGRAM

APPLICATION FOR SERVICES
Any question that is unclear, please leave blank

Social Security Number:       
  E-Mail:       

LAST NAME:      
  FIRST:      
  MI:      

BIRTHDATE:      

GENDER:    FORMCHECKBOX 
 Female      FORMCHECKBOX 
 Male
PHONE--HOME:      
  WORK:      
  MESSAGE:      


ADDRESSES:

   MAILING:      
  PHYSICAL:      



CITY:      

 CITY:      


      STATE:      
  ZIP:      

STATE:      
  ZIP:      


RACE/ETHNICITY:  (Check all that apply)
 FORMCHECKBOX 
 White
 FORMCHECKBOX 
 Black
 FORMCHECKBOX 
 Asian
 FORMCHECKBOX 
 American Indian/Alaska Native 
 FORMCHECKBOX 
 Hawaiian/Pacific Islander
Ethnicity:
 FORMCHECKBOX 

Hispanic/Latino (Check if yes and also check at least one race.)

VETERAN:

 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
CAUSE OF VISUAL IMPAIRMENT:  (check one)

 FORMCHECKBOX 
 Cataracts
 FORMCHECKBOX 
 Glaucoma
 FORMCHECKBOX 
 Other      

 FORMCHECKBOX 
 Diabetic Retinopathy
 FORMCHECKBOX 
 Macular Degeneration
OTHER AGE-RELATED IMPAIRMENTS:  (check all that apply)

 FORMCHECKBOX 
 Hearing Impairment
 FORMCHECKBOX 
 Bone, Muscle, Skin, Joint & Movement Disorders

 FORMCHECKBOX 
 Diabetes
 FORMCHECKBOX 
 Alzheimer’s Disease / Cognitive Impairment
 FORMCHECKBOX 
 Cardiovascular Disease & Strokes
 FORMCHECKBOX 
 Depression / Mood Disorder
 FORMCHECKBOX 
 Cancer
 FORMCHECKBOX 
 Other Major Geriatric Concerns

TYPE OF RESIDENCE:
 FORMCHECKBOX 
 Private Residence (house or apartment)
 FORMCHECKBOX 
 Assisted Living Facility

 FORMCHECKBOX 
 Senior Living / Retirement Community
 FORMCHECKBOX 
 Nursing Home / Long-term Care Facility

 FORMCHECKBOX 
 Homeless

VOTER REGISTRATION:
 FORMCHECKBOX 
 Want to Register
 FORMCHECKBOX 
 Already Registered
 FORMCHECKBOX 
 Decline
REFERRAL SOURCE:

 FORMCHECKBOX 
 Eye care provider (ophthalmologist, optometrist)
 FORMCHECKBOX 
 Assisted Living Facility
 FORMCHECKBOX 
 Physician / medical provider
 FORMCHECKBOX 
 Faith-based organization
 FORMCHECKBOX 
 Nursing Home/Long Term Care Facility
 FORMCHECKBOX 
 Family member or friend
 FORMCHECKBOX 
 Self-referral
 FORMCHECKBOX 
 Independent Living Center
 FORMCHECKBOX 
 Senior Program
 FORMCHECKBOX 
 Veterans Administration 
 FORMCHECKBOX 
 State VR Agency
 FORMCHECKBOX 
 Other      

 FORMCHECKBOX 
 Government or Social Service Agency (public or private)
OPHTHALMOLOGIST / DATE LAST SEEN:      

MEDICAL DOCTOR (optional):      


By signing this application I release you to contact the following persons while I am working with MVR for the purpose of contacting or locating me.
CONTACT PERSON:      
  RELATIONSHIP:      

CONTACT PERSONS PHONE NUMBER:      

COMMENTS:       

MVR HIPAA Privacy Policy Notice:  All information obtained for the Older Blind Program will be held strictly confidential in accordance with the Department of Public Health and Human Services. Personal information may be used only for purposes directly related to the administration of the Older Blind Program. Any use for other reasons must have your specific written consent.   The MVR Program may release your personal information without written consent in response to legal investigations, a judicial order or when an individual poses a threat to his/her safety or to the safety of others.  You have the right to inspect your personal information or request your case record be amended.  A complete copy of this policy is available upon request. 

I HEREBY APPLY FOR SERVICES THROUGH THE OLDER BLIND PROGRAM.  I HAVE BEEN INFORMED OF THE MVR PRIVACY POLICY AND HAVE BEEN OFFERED A COPY OF THIS POLICY.  I HAVE BEEN INFORMED OF MY RIGHTS AND THE CLIENT ASSISTANCE PROGRAM.


     

  

CONSUMER SIGNATURE
DATE
CASE MANAGER/NUMBER
(office use only)


          OB1 – Totally Blind (LP only or NLP)		          OB2 – Legally Blind		          OB3 – Severe Visual Impairment








The ability of this agency to provide cost services i.e. purchase of magnifiers or other adaptive equipment is limited.  


___ I wish to contribute towards the cost of magnification and other


 adaptive equipment recommended for me.





The Older Blind Program has limited funding and may not replace broken or lost equipment or provide paper, calendars, batteries, and other expendable items beyond the initial supply.  











