South African

NATIONAL ™ ©

Council for the

1% a'?
Dillile ™

OPTIMA COLLEGE

COMPUTER SKILLS PROGRAMME

APPLICATION FORM

PLEASE NOTE:

Incomplete applications will not be considered.
Please ensure that the following are attached:

[ ] Medical Report

[[] ophthalmologist/Optometrist/Low Vision Clinic Report
D Certified copy of Identity Document
[]

Certified copy of high School qualification

1. PERSONAL INFORMATION
1.1 Title:  (Mr/MIS/MISS, EEC) it e e e ereeennen .
1.2 ] U] 0 =10 g L= TSP P PP UTROPROPS .
1.3 FUIT INGMES: et ettt b e bt s ae et e s he e e bt s b e s h e e bt e b e eae e e e sbeenbenaens
1.4 e A=Y o= I [ [ =R
orou nce S —
1.5 POSEAl AQAIESS: ..ottt b e bt et b e eb et sbesae e e
................................................................................... Postal code:......cccoviiiiiiiiiiiicie
1.6 Telephone Numbers :( Home) Code:.......ooviiiiies = e
(Work) Code: ...........ceeee. e

Cell PhONE: .o




1.7 Gender: Male / Female

1.8 Martal STATUS ... e
1.9 NV = L o T = | 12 ST .
1,10 AQE: ciiiiiiiii i Date of Birth: ..o

3 e O o 1= T o o YA 1 T 0] S
3 A o o o g [= T =1 g o [ 6 =T [ PSS .

1.13 Do you require Hostel Accommodation Yes NO If yes, please complete
separate form attached

1.14  Name of NeXt Of Kin: oo e e
Rl atiON SN D ettt e ——

e [ | =T3P

Telephone and Code: (g Le] 0 1= PSRRI

1.15 Are you currently employed? Yes No

Name & Address of present €MPIOYEI: ..o sre e

2. LANGUAGE OF INSTRUCTION

NB: PLEASE NOTE THAT ENGLISH IS THE MEDIUM OF INSTRUCTION FOR ALL
LEARNING PROGRAMMES

PROFICIENCY in English
(indicate below whether Good/Fair/Limited)

Speak

Read

Write

3. FEES AND DECLARATION

* Tuition (training): payable per module in full.

Name and Address of Person Responsible for Fees:




4,

COURSE CONTENT

COMPUTER LITERACY

4.1 Module 1 - Touch Typing
- Access Technology (Jaws/Zoom Text)
4.2 Module 2 MS Windows
4.3 Module 3 MS Word
4.4 Module 4 MS Excel
4.5 Module 5 Internet & Email
5. MEDICAL REPORT

5.1

5.2.

5.3.

5.4

This form must be completed in BLOCK LETTERS by a medical practitioner

Name of patient: ...

P (o | 1R

What is the patient’s general condition of health?

Furnish particulars of any illness or ailment the patient may be suffering from:

Does the patient display signs of: YES NO

IF YES, GIVE DETAILS

Skin diseases

Ailments of the joints

Disorders of ears and nose

Cardiovascular condition

Respiratory condition

Neurological disorders

IF YES ATTACH
NEUROLOGY REPORT

Psychological conditions

Physical disability

Epilepsy

Diabetes

Loss of hearing




Speech Impairment
Any other disability

5.5 Give details of prescribed treatment/medication: ...,
5.6 =T g TR0 I T Yot oo oSS
AdAress/ TelEPNONE ... st e et et ae e s te e e ae e saraeenen
DoCtor’s Signature: ....cccoceece e Date: .o,
6. DIABETES REPORT
This form must be completed in BLOCK LETTERS, by a medical practitioner, if the patient
has a history of diabetes.
6.1 Name Of PAtIENE: oo e et naae .
6.2 (o] ale [ To] g N1 1 a Lol =T (e =) (=) ISR
6.3 How is the diabetes being controlled :( Specify):
a) [D][=] NB: Please include a written recommended diet with the report
b) [\ =To N Tot= Yt o] o T €] o 1=T ol | 1Y) RS
C) | 1Y LT o T (= o 1= ol 1Y/ SRS
d) L =T ol SR
e) If uncontrolled; eXPlain: ...
6.4 When last did the patient suffer from insulin shock? .......ccccoviiviiiiciii e
6.5 If any, what symptoms does the patient display? .......cccccocvviiiii i
6.6 If any, specify complications in respect of:
a) Kidneys/Other OFrganS: ..o e e et e e e e e et e nnneeans
b) NEIFVOUS SYSTOIMI .ottt st e s s e e e be e e smte e e saneeenneeens
C) Can the patient draw and inject him/herself with insulin? ...t
7. Is his/her daily insulin dosage CONStaNT? ..o
8. Can the patient monitor his/her own blood SUQAr? ...
9. Further relevant information, if applicable ...




10. T 2 a TSR0 ] B e Yo o] -
AdAress/TeIEPNONE: ... ettt et e e eate e

DOCLOr's Signature: ....cccooocieecie e Date:..vieeceeecee e

7. OPHTHALMOLOGICAL REPORT

This form must be completed in BLOCK LETTERS by an Ophthalmologist/Optometrist/Low Vision
clinic.

A= T T o) il o = L =T | USSR
Y (o | =T PP PP P RURPTRRTPRS .
Diagnosis: . PrOgNOSIS. . ..o
Is the patient totally blind or Partially sighted?.......ccccoiiiiiiii s
Date of onset Of BIINANESS: ...ttt e e e see s

If hereditary; please elaborate:. ...

Remaining vision:

VISUAL ACUITY:

Without Correction With Correction

RIght EYe:i.ciiiiiiieec e RIght EYE: oo .
] o N R Left EY@: i .

VISUAL FIELD:

Left @Y@: i RIgGht EYE: o
Lo 01 0] ] g Yo s = 1

(0001 01U T ol =1 11 T [ L= =TT TP TP PSPPI .

N T o =1 o [ =TSN .

Is the patient taking eye medication? (If yes please SpeCify......cccccccvviiiiiiiiiininnieene s .

Has the patient ever had a Low Vision EXamination?........ccviiiiiiiiiiiiiiic i e e
If yes, by Who @nd WHENT? ... ettt sre e e .
Does the patient use any LOW ViSION DEVICES? .....ccooiiiieiieiiiiiiiie e eee st ee e see e snsee e en
Further Comments/ ReCOMMENAALIONS? .....vviiiiiiiiii ettt e e e sbae e e e eaaeeeeens

Name of Ophthalmologist/Optometrist/ Low Vision CHNIC: ....cooviviiiiiciecee e e .




6

YN Lo [ /=Ty O S .
......................................................................... Tel NUMDEI ...
SIGNATURE: ...t Date: .
DECLARATION

I hereby declare that I understand the above and accept the

conditions and arrangements; I further declare that the above given information is correct.

ApPPlICaNt SIgNATUIE: ..o e .




