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Instructions for Applying for Services at the Center for the Visually Impaired

Application 

Medical Release Form

Instructions for Applying for Services at the Center for the Visually Impaired

1.
Please complete the attached application form and medical release form and return them to:

Center for the Visually Impaired

Client Services Department

739 West Peachtree St, NW

Atlanta, GA 30308

You may also fax the forms to:

(404) 875-4568

2.
When we receive your application and release, we will request information regarding your current level of vision from your eye doctor.

In order to expedite services, you may want to contact your eye doctor’s office and request to have your most recent eye report faxed to us at (404) 875-4568.

3.
When we receive the report from your eye doctor, one of our Case Managers will call you to discuss the appropriate services for you.
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APPLICATION FOR SERVICES 
FULL NAME 

PREFERRED NAME

HOME PHONE 

WORK PHONE
EXTENSION

CELL PHONE

STREET ADDRESS 
___


APT/SUITE 

CITY 
COUNTY 

STATE 
ZIP CODE 

E-MAIL ADDRESS 

EMERGENCY CONTACT NAME:

EMERGENCY CONTACT PHONE:____________________
RELATIONSHIP TO THIS CONTACT:

DOB 

GENDER   MALE    FEMALE
RACE 
· AMERICAN INDIAN OR ALASKA NATIVE
· ASIAN
· BLACK OR AFRICAN-AMERICAN
· MIDDLE EASTERN OR SEMITIC
· MULTI-ETHNIC
· NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER
· WHITE 

HISPANIC?   YES   NO
MARITAL STATUS 
· DIVORCED
· MARRIED
· SEPARATED
· SINGLE
· WIDOWED

TYPE OF LIVING ARRANGEMENT

· LIVE ALONE
· LIVE WITH SPOUSE
· LIVE WITH FAMILY
· LIVE WITH PARENT
· LIVE WITH CHILD
· LIVE WITH PERSONAL CARE ASSISTANT
· OTHER

SETTING OF RESIDENCE
· PRIVATE RESIDENCE/ APARTMENT OR HOME
· COMMUNITY RESIDENTIAL
· ASSISTED LIVING CENTER
· NURSING HOME OR LONG-TERM CARE FACILITY

WE ARE REQUIRED TO OBTAIN INCOME INFORMATION IF YOUR SERVICES ARE PAID FOR BY A FUNDING SOURCE.
# OF PERSONS IN HOUSEHOLD 

TOTAL HOUSEHOLD ANNUAL INCOME

INCOME SOURCE 

PRIMARY VISUAL DIAGNOSIS

DATE OF ONSET

EYE DOCTOR
NAME

ADDRESS

PHONE
FAX

WHAT LANGUAGE DO YOU SPEAK AT HOME? 

HIGHEST LEVEL OF COMPLETED EDUCATION

· NO FORMAL SCHOOLING
· ELEMENTARY EDUCATION
· SECONDARY EDUCATION
· SOME HIGH SCHOOL
· HIGH SCHOOL OR EQUIVALENCY CERTIFICATE
· POST SECONDARY EDUCATION (LESS THAN BACHELOR'S DEGREE)|
· BACHELOR'S DEGREE 
· MASTER'S DEGREE 
· DOCTORATE 

ARE YOU EMPLOYED?  YES        NO
OCCUPATION: 

EMPLOYER:

ARE YOU INTERESTED IN RECEIVING THE CVI NEWSLETTER YES   NO
PREFERRED FORMAT FOR THE NEWSLETTER:

AUDIO       E-MAIL        PRINT
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