In Home Talking Medical Device Survey Form
The following will be kept confidential.  We are determining the need for talking in home medical devices.  Please fill out this survey and return to:  Federation Center of the Blind TMD Project, 119 S. Kilbourne Rd., Columbia, SC 29205.  
Name __________________________________________________

Address ________________________________________________

City, State, Zip ___________________________________________

Phone ________________________ Date of Birth ______________
Does your physical 

Annual Household Income Level:

condition need to track:
___ Below $10,000 annually
___ Blood Sugar


___ $10,000 to $25,000
___ Blood Pressure

___ $25,000 to $ 35,000
___ Weight control

___ 35,000 to $50,000
___ Daily Walking

___ Over $50,000
___ Fevers



Are you legally blind?


___ Oxygen level

___ Yes   ___ No
___ Track medication time

Other







_________________________________________________
Reason for need of talking in home medical device:

_________________________
_____________________

Signed




Date
