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Blind Industries and Services of Maryland
HEALTHY LIFESTYLES
WORKSHOP APPLICATION
Part I
Applicant Information

	Name:
	Telephone:

	Address:
	Cell Phone:

	
	E-Mail:

	
	Date of Birth:

	
	County:

	Referred By:
	Agency:

	I am diabetic:      YES[    ]   NO[    ]

	I am visually impaired:      YES[    ]   NO[    ]

	Visual Acuity:    Right Eye_________   Left Eye __________

	Medical Restrictions (diet, activity, etc.):

	Other Disabilities:

	Medications:



	Allergies:


Emergency Contact
	Name:
	Relationship:

	Telephone (H):
	Telephone (other):

	Address:


	


Physician Information
	Doctor’s Name:

	Telephone:

	Address:

	I wish to participate in the Glucose Screening
YES [   ]            NO [   ]


1. I understand that I am responsible for my own transportation to and from the workshop.

2. I understand that BISM is not responsible for providing health insurance or health care for me while I am participating in this program.  I assume sole responsibility for my health insurance and all medical expenses.

3. I understand that pictures or videos may be taken during training time for rehabilitation department photo 
      albums and/or BISM public relations purposes.

4. I will not hold Blind Industries and Services of Maryland liable for injuries and damages as a result of 
participation in this program. 


____________________________________________
____________________


Signature







Date







BLIND INDUSTRIES and SERVICES of MARYLAND

HEALTHY LIFESTYLES
WORKSHOP APPLICATION
Part II

Name: _____________________________________
Age:

 FORMCHECKBOX 
55-59

 FORMCHECKBOX 
95-99

 FORMCHECKBOX 
60-64

 FORMCHECKBOX 
100 & over
 FORMCHECKBOX 
65-69



 FORMCHECKBOX 
70-74
 FORMCHECKBOX 
75-79
 FORMCHECKBOX 
80-84
 FORMCHECKBOX 
85-89
 FORMCHECKBOX 
90-94
Gender:   FORMCHECKBOX 
 Male 
 FORMCHECKBOX 
 Female

Race/Ethnicity: 

 FORMCHECKBOX 
Hispanic/Latino
 FORMCHECKBOX 
American Indian or Alaska Native
 FORMCHECKBOX 
Asian
 FORMCHECKBOX 
Black or African American
 FORMCHECKBOX 
Native Hawaiian or Other Pacific Islander
 FORMCHECKBOX 
White
 FORMCHECKBOX 
Two or more races (not Hispanic/Latino)

 FORMCHECKBOX 
Unknown (only if consumer refuses to identify)

Degree of Visual Impairment:

 FORMCHECKBOX 
Totally Blind (LP or NLP)

 FORMCHECKBOX 
Legally Blind (excluding totally blind)

 FORMCHECKBOX 
Severe Visual Impairment

Major Cause of Visual Impairment:

 FORMCHECKBOX 
Macular Degeneration

 FORMCHECKBOX 
Diabetic Retinopathy

 FORMCHECKBOX 
Glaucoma

 FORMCHECKBOX 
Cataracts

 FORMCHECKBOX 
Other


Other Age-Related Impairments: 

 FORMCHECKBOX 
Hearing Impairment

 FORMCHECKBOX 
Diabetes 

 FORMCHECKBOX 
Cardiovascular Disease and Stroke
 FORMCHECKBOX 
Cancer

 FORMCHECKBOX 
Bone, Muscle, Skin, Joint, and Movement Disorders
 FORMCHECKBOX 
Alzheimer’s Disease/Cognitive Impairment
 FORMCHECKBOX 
Depression/Mood Disorder
 FORMCHECKBOX 
Other Major Geriatric Concerns

1/22/09 scr
Type of Living Arrangement:
 FORMCHECKBOX 
Lives Alone

 FORMCHECKBOX 
Live with Others (family, spouse, caretaker, etc.)

Type of Residence:

 FORMCHECKBOX 
Private Residence (house or apartment)

 FORMCHECKBOX 
Senior Living/Retirement Community
 FORMCHECKBOX 
Assisted Living Facility
 FORMCHECKBOX 
Nursing Home/Long Term Care Facility

Source of Referral:

 FORMCHECKBOX 
Eye Care Provider (ophthalmologist, optometrist)
 FORMCHECKBOX 
Physician/Medical Provider
 FORMCHECKBOX 
State VR Agency
 FORMCHECKBOX 
Government or Social Service Agency
 FORMCHECKBOX 
Senior Program
 FORMCHECKBOX 
Faith-Based Organization

 FORMCHECKBOX 
Independent Living Center

 FORMCHECKBOX 
Family Member or Friend
 FORMCHECKBOX 
Self-Referral

 FORMCHECKBOX 
Veterans Administration

 FORMCHECKBOX 
Other
Onset of Significant Vision Loss: (when loss began to affect performance of daily activities)

 FORMCHECKBOX 
Less than 1 year before IL services

 FORMCHECKBOX 
1 - 3 years before IL services

 FORMCHECKBOX 
4 - 6 years before IL services

 FORMCHECKBOX 
7 - 9 years before IL services

 FORMCHECKBOX 
10 years or more before IL services
Highest Level of Education Completed:

 FORMCHECKBOX 
Elementary Education (grades 1-8)

 FORMCHECKBOX 
Secondary Education, no diploma (grades 9-12)

 FORMCHECKBOX 
High School Diploma or equivalent

 FORMCHECKBOX 
Post Secondary Education (less than Bachelor’s degree)

 FORMCHECKBOX 
Bachelors Degree

 FORMCHECKBOX 
Masters degree or higher

**For Staff Use Only**


Application reviewed. 


All sections complete.





Staff Initials: ______Date: ______





LOCAL BISM CONTACTS:


Baltimore, MD	  Cumberland, MD	            Salisbury, MD


  Ruth Sager	                Roger Williamson	              Amy Crouse


  � HYPERLINK "mailto:rsager@bism.org" ��rsager@bism.org�          � HYPERLINK "mailto:rwilliamson@bism.org" ��rwilliamson@bism.org�          acrouse@bism.org  


  410-737-2649	    301-724-4111	


  888-322-4567	    888-267-4111		  Danielle Earl  


		                         	                          dearl@bism.org


		               		                          410-749-1366


		       	   		                          888-749-1366








Workshop Location:


BISM Baltimore





Workshop Date:


March 18, 2009











