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Instructions:  The Arkansas Department of Education (ADE), Special Education, is required by the US Department of Education to submit information for the annual federal census of children birth to age 21 identified as deafblind within the State of Arkansas.  This form was developed to obtain the information required for this annual federal deafblind census.  Completed forms should be returned to the address indicated on the form.  

Please complete one form for every individual you serve who you think may be deafblind, or who functions as if he/she is deafblind.  Individuals do not have to be totally deaf and totally blind nor counted as deafblind on the December 1 Child Count in order to be considered deafblind for the purpose of this census.  

Individuals with either a vision or a hearing impairment in addition to multiple and/or cognitive disabilities that interfere with their ability to communicate may be considered functionally deafblind.  See the last page of this form for the definitions of deafblindness.  Final determination of an individual’s deafblindness and eligibility for follow up by the Project will be made by Project staff.  Notification of the outcome of the referral will be mailed to the referral source once a determination of eligibility is made.

SECTION 1:  PERSONAL INFORMATION

Individual’s Name:  _____________________________________________        
County:  __________________

Gender (check one): Male (0) ____      Female (1) ____
Age:  ________ 
DOB:
_____/_____/_________

 Month    Day          Year
Parents’ Name(s):  ________________________________________________
Telephone:  (___) ___________

Parents’ Address:  ____________________________________________________________________________

(Street)
    


(City)



(State)

(Zip Code)

Parents’ Work Phone:  (____) ___________________
Parents’ Email Address: ________________________

Individual’s Address: __________________________________________________________________________

(if different from parents’)  
  (Street)



     (City)


(State)

(Zip Code)

SECTION 2:  SCHOOL/PROGRAM INFORMATION

School/Program Name:  _____________________________________
Telephone:  (____)  ________________

School/Program Address: _______________________________________________________________________





(Street)



(City)



(State)

(Zip Code)

Teacher’s Name:  _________________________
Telephone:  (____) __________
Email:  ______________  

Contact Person:  __________________________
Title:  _______________
Telephone:  (____) __________

Responsible School District: ____________________________________________________________________

LEA Supervisor/EC Coordinator/Program Director:  _________________________________________________

Address: ____________________________________________________________________________________

             
         (Street)





(City)



(State)

(Zip Code)

Telephone:  (____) _______________        
Fax:  (____) ________________
Email:  ____________________

Name of Person Completing Form: ___________________________________ 
Telephone:  (___)___________

Position:  _______________________
Agency:  ______________________________ 
Date:  ________

Revised February 11, 2003

SECTION 3:  ETIOLOGY OF DEAFBLINDNESS

Etiology (Circle the number for ONLY ONE etiology code from the list below that best describes the primary cause of the individual’s deafblindness.  If applicable, specify “other” etiologies in Items 199, 299 or 399):

	Hereditary/Chromosomal Syndromes and Disorders

	101 Aicardi syndrome

102 Alport syndrome

103 Alstrom syndrome

104 Apert syndrome (Acrocephalosyndactyly, Type 1)

105 Bardet-Biedl syndrome (Laurence Moon-Biedl)

106 Batten disease

107 CHARGE association

108 Chromosome 18, Ring 18

109 Cockayne syndrome

110 Cogan syndrome

111 Cornelia de Lange

112 Cri du Chat syndrome (Chromosome 5p- syndrome)

113 Crigler-Najjar syndrome

114 Crouzon syndrome (Craniofacial Dysotosis)

115 Dandy Walker syndrome

116 Down syndrome (Trisomy 21 syndrome)

117 Goldenhar syndrome

118 Hand-Schuller-Christian (Histiocytosis X)

119 Hallgren syndrome

120 Herpes-Zoster (or Hunt)

121 Hunter syndrome (MPS II)

122 Hurler syndrome (MPS I-H)

123 Kearns-Sayre syndrome

124 Klippel-Feil sequence

125 Klippel-Trenaunay-Weber syndrome

126 Kniest Dysplasia

127 Leber congenital amaurosis

128 Leigh disease

129 Marfan syndrome
	130 Marshall syndrome

131 Maroteaux-Lamy syndrome (MPS VI)

132 Moebius syndrome

133 Monosomy 10p

134 Morquio syndrome (MPS IV-B)

135 NF1 – Neurofibromatosis (von Recklinghausen disease)

136 NF2 – Bilateral Acoustic Neurofibromatosis

137 Norrie disease

138 Optico-Cochleo-Dentate Degeneration

139 Pfieffer syndrome

140 Prader-Willi

141 Pierre-Robin syndrome

142 Refsum syndrome

143 Scheie syndrome (MPS I-S)

144 Smith-Lemil-Opitz (SLO) syndrome

145 Stickler syndrome

146 Sturge-Weber syndrome

147 Treacher Collins syndrome

148 Trisomy 13 (Trisomy 13-15, Patau syndrome)

149 Trisomy 18 (Edwards syndrome)

150 Turner syndrome

151 Usher I syndrome

152 Usher II syndrome

153 Usher III syndrome

154 Vogt-Koyanagi-Harada syndrome

155 Waardenburg syndrome

156 Wildervanck syndrome

157 Wolf-Hirschorn syndrome (Trisomy 4p)

199 Other  _________________________________



	Pre-Natal/Congenital Complications


	Post-Natal/Non-Congenital Complications

	201  Congenital Rubella

202 Congenital Syphilis

203 Congenital Toxoplasmosis

204 Cytomegalovirus (CMV)

205 Fetal Alcohol syndrome

206 Hydrocephaly

207 Maternal drug use

208 Microcephaly

209 Neonatal Herpes Simplex (HSV)

299 Other _________________________________


	301  Asphyxia

302 Direct trauma to the eye and/or ear

303 Encephalitis

304 Infections

305 Meningitis

306 Severe head injury

307 Stroke

308 Tumors

309 Chemically induced

399  Other _________________________________

	Related to Prematurity


	Undiagnosed

	401 Complications of Prematurity
	501 No Determination of Etiology


SECTION 4:  RACE/ETHNICITY

Circle the ONE Race/Ethnicity number code that best describes the individual.

	Race/Ethnicity

	1. American Indian or Alaska Native

2. Asian or Pacific Islander

3.   Black or African American (not Hispanic)
	4. Hispanic or Latino

5. White (not Hispanic)


SECTION 5:  VISUAL IMPAIRMENT

Primary Classification of Visual Impairment (Circle the ONE number code that best describes the primary classification of the individual’s visual impairment):

	Primary Classification of Visual Impairment

	1. Low vision (Visual acuity of 20/70 to 20/200 in the better eye with correction)

2. Legally blind (Visual acuity of 20/200 or less or field restriction of 20 degrees or less in the better eye with correction)

3. Light Perception Only (LPO)

4. Totally blind

5. Cortical Visual Impairment (CVI)

6. Diagnosed progressive loss

7. Further testing needed to determine visual impairment

8. Tested – Results nonconclusive




For the purposes of this section, the term “functional vision assessment” means a non-clinical assessment conducted by a trained vision specialist using commonly accepted assessment tools, checklists and measures for the purpose of making educated judgments about the child’s functional use of vision.

Date (Month and Year) of Last Ophthalmological/Optometrical Exam: 
                   ________/________

Date (Month and Year) of Last Functional Vision Assessment: 
                                           ________/________

SECTION 6:  HEARING IMPAIRMENT

Primary Classification of Hearing Impairment (Circle the ONE number code that best describes the primary classification of the student’s hearing impairment):

	Primary Classification of Hearing Impairment

	1. Mild (26 – 40 dB loss)

2. Moderate (41 – 55 dB loss)

3. Moderately severe (56 – 70 dB loss)

4. Severe (71 – 90 dB loss)
	5. Profound (91+ dB loss)

6. Diagnosed progressive loss

7. Further testing needed to determine hearing impairment

8. Tested – Results nonconclusive


For the purposes of this section, the term “functional hearing assessment” means a non-clinical assessment conducted by a trained hearing specialist using commonly accepted assessment tools, checklists and measures for the purpose of making educated judgments about the child’s functional use of hearing.

Date (Month and Year) of Last Audiological Exam:                                                               ________/________

Date (Month and Year) of Last Functional Hearing Assessment:                                         ________/________

Does the individual have a central auditory processing disorder? (Please check)    No  _____
         Yes  _____

SECTION 7:  OTHER IMPAIRMENTS
Please check Yes or No to indicate if the individual has other impairment(s), in addition to the hearing and visual impairments, that have a significant impact on the individual’s developmental or educational progress.  If applicable, specify “other” in Item 25 of this section.

	Other Impairments

	21  Physical Impairment(s)
No  ___  Yes  ___              23  Behavioral Disorder                  No  ___    Yes  ___

22  Cognitive Impairment(s)
No  ___  Yes  ___
       24  Complex Health Care Needs     No  ___    Yes  ___ 

25  Other (specify) _______________________________________________________      No   ___    Yes ___




SECTION 8:  IDEA
Check ONLY ONE funding category under which the individual is receiving services :

	Funding Category

	_____ 1   IDEA Part B (Ages 3 – 21)

_____ 2   IDEA Part C (Birth – age 2)  [Previously Part H]

_____ 3   Not reported under Part B or Part C


SECTION 9:  PART B CATEGORY CODE

Circle ONLY ONE number code for the primary category under which the individual was reported on the December 1 ADE Part B, IDEA Child Count.

	Part B Category Codes

	0         Not applicable – Individual is under 3 years old

1         Autism

2         Hearing Impairment (includes deafness)

3         Deafblindness

4         Mental Retardation

5         Multiple Disabilities

6         Other Health Impairment

7         Orthopedic Impairment

8         Serious Emotional Disturbance

9         Specific Learning Disability

10       Speech or Language Impairment

11       Traumatic Brain Injury

12       Visual Impairment (includes blindness)

13       Developmental Delay (optional category for age 3 through 9)

14       Non-categorical 

888     Not reported under Part B of IDEA




SECTION 10:  EDUCATIONAL SETTING

Circle ONLY ONE number code from the appropriate age subcategory for the educational setting that best describes the individual’s education setting.  If applicable, specify “other” educational settings in Item 155, 255 or 355 of this section.

	Educational Setting

	Birth Through Age 2
	Ages 3 – 5

	101   Early Intervention Center/Classroom 

102   Home Based Early Intervention 

103   Combination of Center Based and Home Based              .        Early Intervention 

104   Clinical Outpatient Services 

105   Daycare/Childcare 

106   Homebound/Hospital Environment

107 Not receiving Early Intervention Services 

155   Other (specify)________________________

         ____________________________________


	201  Early Childhood Setting

202  Early Childhood Special Education Setting 

203 Combination of 201 and 202

204 Home School Program

205 Residential School

206 Specialized School, i.e., DDS Center

207 Itinerant Service Outside the Home

208 Reverse Mainstream Setting

209 Charter School

210 Homebound/Hospital Environment

211 Not Receiving Special Education Services

255 Other (specify) _________________________



	Ages 6 – 21


	301   General Education Class - at least 80% of the day                                            

302   Resource Room - from 21% to 60% of the day                                                          

303   Self-contained Class - minimum of 60% of the day                                                        

304   Public Specialized School 

305   Private Specialized School, i.e., DDS Center 

306   Public Residential School

307   Private Residential School
	308   Homebound/Hospital Environment 

309   Charter School

310   Home School Program 

311   Post-secondary Program

312   Vocational Program

313   Not in Educational Setting

355  Other (specify) ________________________




SECTION 11:  SPECIAL EDUCATION STATUS
Circle ONLY ONE  number code that best describes the individual’s special education program status.

	Special Education Status

	0     Currently in a Special Education Program                     

1     No longer receives Special Education                            

2     Graduated with diploma, i.e., identical to general ed 

3 Graduated with certificate, i.e., fulfillment of IEP

4 Reached maximum age for Part B services
	5 Deceased 

6 Moved, known to be continuing in Spec. Ed.

7 Moved, not known to be continuing in Spec. Ed. 

8 Dropped out

 


SECTION 12:  LIVING SETTING

Circle the living setting in which the individual resides the majority of the year.  If applicable, specify “other” living setting(s) in Item 555 of this section.

	Living Setting

	1 Home:  Birth/Adoptive Parents                                      6    Group Home (less than 6 residents)

2 Home:  Extended Family                                                7    Group Home (6 or more residents)

3 Home:  Foster Parents                                                     8    Apartment (with non-family person[s])                                                          

4 State Residential Facility                                                9    Pediatric Nursing Home

5 Private Residential Facility                                          555  Other (specify) ______________________________



	THE DEFINITION OF DEAFBLINDNESS includes individuals who:

	· Have both vision and hearing impairments to some degree; or
· Have both vision and hearing impairments and an additional learning and/or language disability; or
· Have been diagnosed as having a degenerative disease that will affect both vision and hearing, such as Usher syndrome or CHARGE Association; or
· Have multiple disabilities due to generalized central nervous system dysfunction, and exhibit inconsistent responses to visual and auditory stimuli (classified as functionally deafblind).



( ( ( ( (
	REQUEST FOR TECHNICAL ASSISTANCE

	Would your school/program be interested in receiving information and/or technical assistance regarding providing educational services to this individual?  _____ Yes
_____ No

If Yes, please indicate the area(s) and type(s) of technical assistance requested:

A. Area(s) of Technical Assistance Requested:

(         _____ Communication



(_____ Transition

(         _____ Recreation/Leisure 



(_____ Assistive Technology

(         _____ Modifications and Adaptations 
            (_____  Self-help/Activities of Daily Living Skills

(         _____ Functional Programming                                (  _____ Vocational

B. Type(s) of Technical Assistance Preferred:

(         _____ Workshops   
 (    ____ Individual On-site Consultation     (    _____ Video/Written Materials




( ( ( ( (
Return completed form to:





Darleen Riley Tripcony, Family Consultant





Arkansas Project for Children with Deafblindness





Arkansas Department of Education, Special Education





1401 West Capitol Avenue, Suite 450





Little Rock, AR  72201





Phone:
501-682-4222





Fax:  501-682-4248





e-mail:  dtripcony@arkedu.k12.ar.us
( ( ( ( (












ARKANSAS PROJECT FOR CHILDREN WITH DEAFBLINDNESS





NATIONAL CENSUS INFORMATION FORM





Arkansas Department of Education, Special Education








OFFICE USE ONLY








			





County Code:  _______





Name Code:  _______





Numeric Code:  ______





                  


The Arkansas Project for Children with Deafblindness


 is funded through the US Department of Education, 


Office of Special Education Programs, Section 307.11 


of the Individuals with Disabilities Education Act (IDEA). 
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