
COMMISSION ON COMPASSION  

FOR THE DEAF/BLIND OF LOS ANGELES 

A MINISTRY OF BIBLICAL MINISTRIES WORLDWDE 

 

PRELIMINARY APPLICATION FOR TENANTS 

 

PLEASE PRINT: 

 

Person completing application: _________________________________________ 

 

Relationship to applicant: _____________________________________________ 

 

Referred by: ____________________________ Date: ____________________  

 

Mr./Mrs./Miss: ______________________________________________________ 

   First   Middle  Last 

 

Address: __________________________________________   Apt. #: _________ 

 

City: ______________________________ State: ________ Zip: ______________ 

 

Social Security #:   -  - ______  State ID. #: __________________ 

 

Medicare #: ______-  -    Medical: ______________________ 

 

Insurance Company: ______________________   Policy #: __________________ 

 

Your date of birth: ___________________   Current age: _______________  

  Month / Day / Year 

 

Place of birth: _________________  Marital Status:  M: ___ S: ___ D: ___ W: ___ 

 

Spouses name: ______________________________________________________ 

 

Spouses address if not same as above: ___________________________________ 

 

__________________________________________________________________  

 

 

 



Number of children   –    Living with you: _____         Not living with you: ______ 

 

List children not living with you along with their address and phone number: 

 

1. _____________________________________________________________ 

 

2. _____________________________________________________________ 

 

3. _____________________________________________________________ 

 

4. _____________________________________________________________ 

List any others on a separate sheet of paper. 

 

List name, address and phone number of closest living relative: 

 

 

 Name    Address     Phone # 

 

In Case of emergency, please notify: _____________________________________ 
        Name 

 

Street Address 

 

 City    State   Zip   Phone 

 

Please list hobbies or activities you enjoy doing: ___________________________ 

 

 

 

 

Have you had independent living skills training? _____. Where? ______________ 

 

*Please include a recent photograph along with this application: 

 

*Please attach written Doctor’s verification of your status as being legally deaf and 

blind. 

 

*Upon approval of this application you will be required to provide the following 

further medical and general information before final approval. 



MEDICAL INFORMATION REPORT 
 

Date of last physical examination: _______________________________________ 

*Please send copy of most recent report along with this information: 

Do you smoke? ___________   Do you drink alcoholic beverages?_____________ 

 

DEGREE OF DEAFNESS AND OR VISION LOSS: 

DEAFNESS: Total: ____  Partial: ____ Percent of loss: _____ Born deaf? ______ 

Cause of deafness: __________________________________ At what age? _____ 

Do you have any speech at all? ______  Do you wear hearing aid(s)? _______ 

VISION LOSS: Total: _____ Light Perception: _____ Percent of loss: __________ 

Were you born blind? _____ Cause of blindness? __________________________ 

 

FAMILY AND PERSONAL HEALTH HISTORY: 

Do any of your family members have a sight loss? __________________________ 

If yes, who?  Father: _______ Mother: _______ Brother: _______ Sister: _______ 

Aunt: ______ Uncle: _____ Other:______________________________________ 

 

Have you ever had eye surgery? _________ If yes; give date: _________________ 

 

Type of surgery: _____________________________________________________ 

 

Other than vision and hearing, describe any mental or physical disabilities you may 

have: ______________________________________________________________ 

 

 

 

 

Have you had other surgeries? ________ If yes, please list date and type of 

surgery: ___________________________________________________________ 

 

Please list the name, dosage and for what condition you take regarding any 

prescription medication you are currently taking: 

Name: Dosage: Reason:  

Name: Dosage: Reason:  

Name: Dosage: Reason:  

Name: Dosage: Reason:  

Your general health condition? ___________  __________  ________  _________ 
       Excellent        Good         Fair        Poor 



Have you or any of your immediate family members, (father, mother, brother, 

sister, husband, wife, or children), ever had any of the following problems? 

Diabetes: ___  Who: _________________________________________ 

Heart Disease: ___  Who: _________________________________________ 

Kidney Disease: ___ Who: _________________________________________ 

Allergic Disease: ___ Who: _________________________________________ 

Cancer: ___   Who: _________________________________________ 

Insanity: ___  Who: _________________________________________ 

Suicide: ___   Who: _________________________________________ 

Tuberculosis: ___  Who: _________________________________________ 

Epilepsy: ___  Who: _________________________________________ 

High Blood Pressure: ___Who: _________________________________________ 

Strokes: ___   Who: _________________________________________ 

Blood Disease: ___ Who: _________________________________________ 

Asthma: ___  Who: _________________________________________ 

Migraines: ___  Who: _________________________________________ 

 

PAST HISTORY:  Place check mark next to the name of each illness you have had. 
Mumps:    Yes ___ No ___  Chronic Bronchitis:  Yes ___ No ___  

Measles:   Yes ___ No ___  Frequent Bronchitis:   Yes ___ No ___ 

German Measles:  Yes ___ No ___  Glaucoma:   Yes ___ No ___ 

Chicken Pox:   Yes ___ No ___  Sinus Trouble:   Yes ___ No ___ 

Smallpox:   Yes ___ No ___  Thyroid Trouble:  Yes ___ No ___ 

Scarlet Fever:   Yes ___ No ___  Frequent Colds:  Yes ___ No ___ 

Whopping Cough:  Yes ___ No ___  Frequent Sore Throats: Yes ___ No ___ 

Diphtheria:   Yes ___ No ___  Chronic Tonsil its:  Yes ___ No ___ 

Meningitis:   Yes ___ No ___  High Blood Pressure:  Yes ___ No ___ 

Polio:    Yes ___ No ___  Rheumatic Fever:  Yes ___ No ___ 

Typhoid Fever:  Yes ___ No ___  Heart Attack:   Yes ___ No ___ 

Jaundice:   Yes ___ No ___  Other Heart Trouble:  Yes ___ No ___ 

Liver Disease:   Yes ___ No ___  Syphilis:   Yes ___ No ___ 

Gall Bladder Trouble:  Yes ___ No ___  Gonorrhea:   Yes ___ No ___  

Hemorrhoids:   Yes ___ No ___  Other Venereal Disease: Yes ___ No ___ 

Ulcers:    Yes ___ No ___  Kidney Infection:  Yes ___ No ___ 

Colitis:    Yes ___ No ___  Other Kidney Trouble: Yes ___ No ___ 

Hernia:   Yes ___ No ___  Bladder Infection:  Yes ___ No ___ 

Appendicitis:   Yes ___ No ___  Arthritis:   Yes ___ No ___  

Pneumonia:   Yes ___ No ___  Bursitis:   Yes ___ No ___  

Gout:    Yes ___ No ___  Bone Disease:   Yes ___ No ___ 

Valley Fever:   Yes ___ No ___  Neuritis:   Yes ___ No ___ 

Pleurisy:   Yes ___ No ___  Nervous Breakdown:  Yes ___ No ___ 

Hay Fever:   Yes ___ No ___  Other Diseases: _________________________ 

Anemia:   Yes ___ No ___  _______________________________________ 

Bleeding Tendency:  Yes ___ No ___  _______________________________________ 

 

THIS INFORMATION WILL BE KEPT CONFIDENTIAL! 


