Colorado Center for the Blind

2233 West Shepperd Avenue

Littleton, CO  80120

(303) 778-1130     1-800-401-4632
ccb@cocenter.org
2011 SUMMER PROGRAMS APPLICATION
Send completed application to the above address, fax to 303-778-1598 or email to ccb@cocenter.org
Requirements for attendance in our summer programs:
1. Application must be fully complete including all detailed medical information and signed releases.  Student will be considered for acceptance based on date completed application is received.
2. Include a brief essay with application explaining why you would like to attend the Colorado Center for the Blind.
3. If accepted, bring proof of identification and complete health insurance information.

4. If accepted, bring proof of legal blindness. 
Please type or print clearly.

Date ______________

Application for (check one):





________ Initiation to Independence Middle School Program 
(11-14 years of age)
________ Earn and Learn High School Program 
(15 years of age and older)
________ Summer for Success College Prep Program 
(high school graduates or older)
Student name______________________________________________

Address __________________________________________

City _____________________State___________Zip_________

Home Phone____________________ Cell Phone_________________

Email ________________________

Date of birth _________________ Social Security #________________

Father's name_______________________________________________

Address ______________________________________________

City ____________________________ State _______Zip___________ 

Home Phone _________________Cell Phone ____________________
Email address___________________________

Is this an emergency contact for you?__________
Mother's name _____________________________________________

Address _____________________________________________

City____________________________ State _________Zip _________

Home Phone _______________Cell Phone ___________________

Email address___________________________

Is this an emergency contact for you?__________

List any additional emergency contacts with name, relationship and phone numbers:

_________________________________________________________
Individuals authorized to pick up student during or at completion of program:  _______________________________________________________________
_______________________________________________________________
When I study and take notes in school I use:

Braille _____ Large Print_____ Standard Print_____ Notetaker_____ 

Other ____________________

When I travel to classes, I use:

Long White Cane _____ Dog Guide _____ No mobility device______
Other ____________________

Vocational Rehabilitation Counselor (if applicable):

Name ___________________________________________

Phone______________________  Fax_________________________
Email___________________________________________

Address________________________________________________
City_________________________State_______ Zip code_________

Medical Information

Date of last visit to physician or health exam: _____________________

Cause of blindness:____________________________________________

Explain history of medical conditions, serious injuries, illnesses, or hospitalizations.  Please explain anything you feel will be important the for the Colorado Center staff to know:_____________________________________________________
______________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________
___________________________________________________________________
Doctor’s Name _____________________________________________

Address ___________________________________________________

City _____________________________ State _______Zip __________

Phone ___________________

Type of insurance___________________________________________

Insurance address____________________________________________ 

City ______________________________State _______Zip__________

Phone____________________

Policy/group number_________________________________________

Medications currently being used: 

Name of medication:_________________________________________

Medication is used for: _______________________________________

Date prescribed:_____________________________________________

Directions for usage: _________________________________________

Are you able to administer your medication independently?   

Yes______   No_________

If no please explain:__________________________________________

Name of medication: _________________________________________

Medication is used for: _______________________________________

Date prescribed: ____________________________________________

Directions for usage: _________________________________________

Are you able to administer your medication independently?

Yes________  No________

If no please explain:__________________________________________

Allergies: _________________________________________________

Allergic reactions to medications: ______________________________

__________________________________________________________

Special dietary requirements: __________________________________

__________________________________________________________

Any additional information that will help us in working with you: __________________________________________________________

__________________________________________________________


Authorization for Emergency Medical Care

I hereby give my permission for the personnel at the Colorado Center for the Blind to take all necessary steps to initiate emergency medical care as needed for:

__________________________________________________

(Student name)

It is understood that the Center officials will make a conscientious effort to locate the emergency contacts listed on the document before any action will be taken.  In the event of an emergency, I accept the expense of emergency, medical, or surgical treatment.  

Signatures of parents or guardians or student if student is 18 years of age or older:  MUST INCLUDE SIGNATURE FOR APPLICATION TO BE ACCEPTED.
1)________________________________________________________ 

Date ________________

Please print name__________________________________________

2)________________________________________________________ 

Date ________________

Please print name__________________________________________

Authorization to participate in the Colorado Center for the Blind Teen Program activities

I hereby give permission for my child

________________________________________________________

(Student’s name)

to go on trips away from the Center's premises, whether on foot, by vehicle or public transportation.  I give permission for my child to participate in all center activities.

Signatures of parents or guardians or student if student is 18 years of age or older:  MUST INCLUDE SIGNATURE FOR APPLICATION TO BE ACCEPTED.

1)________________________________________________________

Date _______________

Please print name___________________________________________

2)________________________________________________________

Date _______________

Please print name___________________________________________

Colorado Center for the Blind

National Federation of the Blind

Release for filming/interviewing

I understand that _______________________ (student name) may be videotaped, photographed and/or interviewed and I agree to allow said video, photo, film likeness or interview to be used or released to others for any legitimate purpose by the Colorado Center for the Blind or National Federation of the Blind.

Signatures of parents or guardians or student if student is 18 years of age or older:  MUST INCLUDE SIGNATURE FOR APPLICATION TO BE ACCEPTED.

1)________________________________________________________

Date _______________

Please print name___________________________________________

2)________________________________________________________

Date _______________

Please print name___________________________________________

