STATE OF CONNECTICUT

SERVICES FOR THE BLIND

MENTOR APPLICATION




 FORMCHECKBOX 
 Mr.  FORMCHECKBOX 
 Mrs.  FORMCHECKBOX 
 Ms.  FORMCHECKBOX 
 Miss
Last Name:  FORMTEXT 

     
  First Name:      


Driver's License # (if applicable):  FORMTEXT 

     

Date of Birth:      


Address:  FORMTEXT 

     



Town:  FORMTEXT 

     

State:  FORMTEXT 

  


Zip Code:  FORMTEXT 

     

Home Phone:  FORMTEXT 

     

Work Phone:  FORMTEXT 

     


Mobile Phone:      

E-mail:  FORMTEXT 

     



Connecticut Services for the Blind is required under federal grant requirements to provide statistics on volunteer/client relationships.  Part of the report is to include information on volunteer age, race, and disability status.  This information is not used for any other purposes and your cooperation is requested but voluntary.

Ethnicity:
 FORMCHECKBOX 
 White   FORMCHECKBOX 
 Black   FORMCHECKBOX 
 Native American   FORMCHECKBOX 
 Hispanic   FORMCHECKBOX 
 Asian   FORMCHECKBOX 
 Other 

MENTOR PREFERENCES

Please check your preference(s) for topics that you might work on with student mentee.

 FORMCHECKBOX 
 Social/fun/hobbies 
 FORMCHECKBOX 
 Technology
 FORMCHECKBOX 
 Organizations/Resources
 FORMCHECKBOX 
 Job/employment
 FORMCHECKBOX 
 Systems Supports
 FORMCHECKBOX 
 Gender equality
 FORMCHECKBOX 
 College  
 FORMCHECKBOX 
 Transportation
 FORMCHECKBOX 
 Other:  FORMTEXT 

     





Please describe your preference with meeting with a mentee (for example: how and where to meet- virtual/ in person)  FORMTEXT 

     
Please list towns you are willing to travel to if travel is necessary:  FORMTEXT 

     




How did you learn about our Mentor Services?      



Describe the experience you have had with BESB services  FORMTEXT 

     




What qualities/qualifications would you bring to this Mentor position?  FORMTEXT 

     


Please list any languages you speak other than English      


Interests/Hobbies  FORMTEXT 

     




EMPLOYMENT OR VOLUNTEER EXPERIENCE

Dates
Type/Title
Employer

 FORMTEXT 

     

 FORMTEXT 

     

     

     

     

     

     

     

     

     

     

     

2 REFERENCES (professional or personal- Can use your VR counselor)

Name  FORMTEXT 

     

Name      


Address  FORMTEXT 

     

Address      


Daytime Phone      

Daytime Phone      


Relationship  FORMTEXT 

     

Relationship      


IN CASE OF EMERGENCY

Person to notify  FORMTEXT 

     




Phone      

Relationship      


Address  FORMTEXT 

     



STATEMENT OF CONFIDENTIALITY and Consent to Driver and Criminal History Check 

I promise to adhere to applicable policies and respect the privacy and confidentiality of all clients of Connecticut Services for the Blind.

Signature of Mentor
Date

Return to:

Charlotte Copenhaver Educational Projects Coordinator
Bureau of  Education &  Services for the Blind

Charlotte.Copenhaver@ct.gov
Or 
184 Windsor Avenue

Windsor, CT  06095-4514

BESB 199
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