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Plans to Achieve Transition
Application
(PATH)

Kentucky Office of Vocational Rehabilitation
Division of Blinds Services
Charles W. McDowell Rehabilitation Center
8412 Westport Road, Louisville, KY 40242
Phone: 502-429-4460   
Fax:  502-429-7101
The program will run for 3 weeks including weekends.  Applicants must attend program Monday-Friday 8am-4pm, evening and weekends are optional but highly encouraged.

Applicants must meet all of the following requirements to attend – please check each line if it applies to applicant: 
____	Between the ages of 14 and 21
____	Will be attending a school NEXT year such as high 
school or post-secondary training.
____	Have an IEP, 504, or otherwise documented
disability.

Enrollment is limited to 15 students – please submit applications as soon as possible to ensure a spot – final deadline for applications is April 30th.  Please fill out all spaces in the application and mark NA if question does not pertain.

All applications and supporting documents can be submitted via email, mail or fax to Hope LaVertu (hope.lavertu@ky.gov).  Applications will not be accepted it all required information is not included.

If you have any questions please contact Mary Harrod or Hope LaVertu at 502-429-4460.
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[bookmark: Check11]
Applicant Information

[bookmark: Check12]|_| Dorm 	|_| Day	

Name:                                              Application Date:      

[bookmark: Text4][bookmark: Text5]Gender:               Birth Date:               	SSN:      

Grade Level:                 Shirt Size:      

[bookmark: Text6]Address:       

[bookmark: Text7][bookmark: Text60]City/State:                                                    Zip Code:      

[bookmark: Text8][bookmark: Text9]Home number:       	Cell Number:      

[bookmark: Text10]E-mail Address:     

Legal Guardian:                            

Legal Guardian Contact Number:      

Emergency Contact:      	

Emergency Contact Number:      
  
Individual filling out application:      	

Individual filling out application number:      

Relationship to applicant:      
Does the applicant have Vocational Rehab Counselor? 
|_| Yes |_| No
If yes, please list name below.
     

Does the applicant have an IPE in place?   
|_| Yes  |_| No
	If yes, please send with application. 

Does the applicant have any work experience?
|_| Yes    	 |_| No
If yes, please list employers and dates.
     


Preferred Matter (please mark all that apply)
     	Standard-sized print
     	Large print (please indicate approximate font size
     	Contracted Braille
      Uncontracted Braille
     	Electronic Material
     	Closed Circuit Television (CCTV)
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DISABILITY AND MEDICAL INFORMATION:

[bookmark: Text24]Cause of Visual Impairment:      

[bookmark: Text26]Date of onset (approximate):      

[bookmark: Text27][bookmark: Text28][bookmark: Text29]Visual Acuities	(OD)       	(OS)      	(OU)     

[bookmark: Text30][bookmark: Text31][bookmark: Text32]Visual Fields	(OD)      	(OS)   	(OU)       

Does consumer have a hearing impairment? 	 |_| Yes    |_| No
If yes, please explain impairment and devices/accommodations needed (ie, hearing aid, amplifier, interpreter.
[bookmark: Text33]	     

Is consumer able to independently perform all activities of daily living (ie, bathing, dressing, toileting)?	 |_| Yes    |_| No

Does the consumer have diet restrictions and/or special dietary needs?  |_| Yes  |_| No
If yes, please send medical documentation of prescribed dietary plan.

[bookmark: Check20][bookmark: Check21]Is consumer Diabetic?  Yes |_|   	No |_|

[bookmark: Check22][bookmark: Check23]If so, is consumer Insulin Dependent?   Yes |_| 	No |_|


Does the consumer take medications?     |_| Yes    	 |_| No
If yes, please send complete medication list with application.

[bookmark: Check26][bookmark: Check27]Does consumer have mobility limitations? Yes |_|   	No |_|   
If yes, please explain and list equipment used (ie, wheelchair, walker, scooter, shower chair): 
      
Does consumer have mental health diagnosis? Yes |_|  No |_|   
If yes, send any supporting documentation.

Please provide any further information you feel would be beneficial.
[bookmark: _GoBack]      
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MEDICAL HISTORY QUESTIONNAIRE

	
History of any of the following:

	
 Yes
	
  No
	
                 Remarks

	1.  Hospitalization, fractures, surgery,or serious medical illnesses.
	     
	     
	     

	4.  Drug allergies, food allergies, or other allergies.  Please specify.
	     
	     
	     

	5.  Thyroid (hypo or hyper), or any disease of the endocrine gland.
	     
	     
	     

	6.  Numbness, paralysis, tremor, persistent or progressive weakness.
	     
	     
	     

	7.  Current or past drug or alcohol abuse.
	     
	     
	     

	8. Family history of tuberculosis, cancer, diabetes mellitus, high blood pressure, any inherited disease.
	     
	     
	   

	9. Double vision, fainting spells, epilepsy or  seizure disorder, recurrent severe headaches.
	     
	     
	     

	10. Positive skin test for tuberculosis, or treatment 
for a positive skin test for tuberculosis. 
	     
	     
	     

	Other medical conditions not mentioned above.
     





	
Additional Information:

	

What type(s) of visual modifications (aids, magnifiers, etc.) does this applicant use effectively for accessing print? 
               

Does your applicant feel that they travel confidently in familiar and unfamiliar places including outdoors and what modes of transportation are they familiar with using?      

What computer skills does the student have and what assistive technology do they use to access the computer?  Please check below:

       Zoom Text
       Jaws
       NVDA
       Email
       Internet
       MS windows
       MS excel
       MS Powerpoint
       MS Outlook
 
What blindness skills training would you like the applicant to receive while attending the program?   Please check below: 

       Braille
       Health
       Home Management
       Financial Management
       Keyboarding
       Assistive Technology
       Orientation and Mobility
       Career Exploration
       Work Experience (only for prior attendees)
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Checklist

|_|	 Completed Application       
|_|	 Medical History Questionnaire        
|_|  Medical Documentation/Reports       
|_|  Previous Psychological Reports, if applicable        
|_|  Most Recent Vision Report 	       
|_|  Supporting documentation of Dietary Restrictions      
|_|  Medications List      
|_|	 Copy of medical insurance card       
|_|  Medical Releases, if applicable       
|_|  Individual Plan for Employment, if applicable       
|_|  Guardianship papers, if applicable       
|_|  Copy of Individual Education Plan, 504 or documented disability and any 
       safety plans, if applicable       
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