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APPLICATION FOR EDUCATION SERVICES FOR BLIND & VISUALLY IMPAIRED CHILDREN
Student’s Name _________________________________________ Birth Date: ___/___/_____


Home Address: ____________________________________Town: _________________________________ Zip: _____________
Home Phone: _________________________ Work Phone: ______________________ Cell Phone: ________________________ 

Parents or Legal Guardian Name: ___________________________________ E-Mail Address: ____________________________

School: __________________________________________
Grade: ______  Teacher:  _________________________________
Referral source:____________________ Contact: __________________________________
Phone Number: ____________
Address: ________________________________________________  Town: __________________________  Zip: ____________

Name & address of your child’s eye physician or optometrist: 

Name: ____________________________________
Date of last visit: _____________
Phone Number: ____________________

Address: ________________________________  Town: __________________________  Zip: ______________Fax____________

What have you, as a parent/guardian, noticed about your child’s use of vision? ________________________________________  __________________________________________________________________________________________________________

__________________________________________________________________________________________________________
 FORMCHECKBOX 
IEP/IFSP/504 team is requesting Assessment of impact of visual impairment on education from Teacher of Visually Impaired

 FORMCHECKBOX 
IEP/IFSP/504 team is requesting Orientation and Mobility Assessment 

Family doctor:________________________________ 
Phone Number: _______________   FAX Number: ______________
Address: ________________________________________
Town: ____________________________
Zip: ________________
Describe any other disabilities your child may have: _______________________________________________________________
Other Service Providers: ______________________________________________________________________________________

Education Services for Blind and Visually Impaired Children is funded by the Division for the Blind & Visually Impaired 
Education Services through funding from the State of Maine.  Eligibility is determined without regard to sex, race, creed, 
age, color, or national origin. There are no residency requirements, durational or other, which would exclude from services
an otherwise eligible individual who is living in the state.
____  My child has an existing IEP/IFSP/504 plan. I understand and authorize Catholic Charities Maine as a contracted entity of State 
of Maine, Department of Labor, Division for the Blind and Visually Impaired to share information pertinent to the education of my child 
with the school district. Initial_______

____ My child does not have an existing plan

Acknowledgement of Receipt of Notice of Privacy Practices
Client Name:______________________________
By signing below, I acknowledge that I have been given a copy of Catholic Charities Maine’s Notice of Privacy Practices.

Signature of Client/Personal Representative:  _________________________________________


Print Name of Client/Personal Representative: ________________________________________
Date: ____/____/____      Time:   ____:____     FORMCHECKBOX 
 AM   FORMCHECKBOX 
  PM
Signature of Parent or Guardian: _________________________________________________
Date: _______________________
Please return this completed form, along with signed permission slips and doctor’s report to: 
ESBVIC, Catholic Charities Maine | 229 Pool Street, Biddeford ME 04005
229 Pool Street, Biddeford ME 04005


207-592-4760   |   1-888-941-2855 x5416       


FAX 207-282-1694











