MCB Program Application

ADAPTIVE TECHNOLOGY
	PERSONAL DATA (Please Print)

	Applicant Name:
	

	Address:
	

	City/State/Zip:
	

	Telephone:
	

	VISUAL STATUS

	Please list either:  "Totally Blind", "Legally 

	Blind" or "Sighted":
	

	MEMBERSHIP

	Please choose: Affiliate Member, 

	Member at-Large, or None
	

	Affiliate Name:
	

	

	Have you previously received a MCB Adaptive Technology grant?
	

	If yes, please list date of award
	

	

	Describe purchase below:

	

	

	Grant Amount Requested?
	

	Describe the adaptive technology you agree to purchase:

	

	

	

	


SUPPORTING DOCUMENTS

A. The exact specifications of the adaptive technology or computer to be purchased.

B. A copy of an official price quote from two (2) vendors 

C. Written verification of legal blindness from an Ophthalmologist or other reasonable authority (obtained within the past year) including a description of the applicant’s eye condition, visual acuity and field of vision.

Statement of Agreement

I have read the entire document titled “Missouri Council of the Blind Adaptive Technology Grants Program,” and I understand and agree to all terms and conditions contained therein.  All information that I have listed on this application form is accurate to the best of my knowledge and correct to the best of my ability. I understand and agree that any failure on my part to wholly comply with the “Missouri Council of the Blind Adaptive Technology Grants Program” or “Missouri Council of the Blind Adaptive Technology Grants Application Form” may void this application or otherwise render me ineligible for a MCB matching funds grant.

	
	
	

	Signature of Applicant
	
	Date Submitted


Send Application and Supporting Documents to:

Missouri Council of the Blind

Adaptive Technology
5453 Chippewa Street

St. Louis, MO 63109

RELEASE OF INFORMATION FORM

*To verify blindness, Applicant must complete name, address and phone number of the physician; sign and date this Release Form and enclose it with the application.

I hereby authorize the following named physician, ophthalmologist, organization, agency or other qualified authority to provide Missouri Council of the Blind any requested information about my eye condition, visual acuity and field of vision:

	Name of Organization, Agency, Business, etc.:

	

	Contact Name:
	

	Title or Position:
	

	City/State/Zip:
	

	Physician’s Phone:
	

	Physician’s Fax:
	

	

	Applicant Signature:
	

	Printed Name:
	

	Date:
	


FOR COMMITTEE USE ONLY

	Applicant Name:
	

	Date Received by Committee:
	

	Chairperson:
	

	"Approved" or "Denied":
	

	Date Approved or Denied:
	

	Amount to be paid:
	$

	If denied, give reason for denial: 

	

	

	

	


Signature of Adaptive Technology Chairperson:

	


2

