OCFS-3378 (9/2015)

NEW YORK STATE

OFFICE OF CHILDREN AND FAMILY SERVICES

COMMISSION FOR THE BLIND

Report of Legal Blindness Data Change


	
	REGISTRATION NUMBER:

	
	 
	 
	 
	 
	 
	 

	PLEASE FILL IN ALL OF THE FOLLOWING INFORMATION AS IT IS CURRENTLY REGISTERED WITH NYSCB.

	REGISTRANT LAST NAME

     
	FIRST

     
	M.I.

 
	SEX

  FORMCHECKBOX 
 M       FORMCHECKBOX 
 F

	
	
	DATE OF BIRTH

 
 
 
 
 
	SOCIAL SECURITY NUMBER

	
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
 
	 
	 
	 
	 
	 
	 
	 
	 


CHECK APPROPRIATE BOX

	 FORMCHECKBOX 
  (1) REGISTRANT HAS MOVED OUT OF STATE (Address not required)
	

	 FORMCHECKBOX 
  (2) REGISTRANT IS DECEASED
	

	 FORMCHECKBOX 
  (3) REGISTRANT IS NO LONGER BLIND
	

	 FORMCHECKBOX 
  (4) OTHER CHANGES (See below)
	


CORRECTED INFORMATION

	REGISTRANT LAST NAME:

     
	FIRST:

     
	M.I.:

 
	SEX:

  FORMCHECKBOX 
 M       FORMCHECKBOX 
 F

	REGISTRANT STREET ADDRESS:

     

	CITY:

     
	STATE:

NY
	ZIP CODE:

     
	COUNTY OF RESIDENCE:

     

	TELEPHONE NUMBER:

     
	DATE OF BIRTH:
	SOCIAL SECURITY NUMBER:

	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


FOR INDIVIDUALS UNDER 18, THE NAME AND ADDRESS OF PARENT/GUARDIAN IS REQUIRED:

	PARENT/GUARDIAN LAST NAME:

     
	FIRST:

     
	M.I.:

 

	PARENT/GUARDIAN STREET ADDRESS:

     
	CITY:

     
	STATE:

     
	ZIP CODE:

     


	SUBMITTERS LAST NAME:

     
	FIRST:

     
	M.I.:

 
	DATE SIGNED:

     

	SUBMITTERS STREET ADDRESS:

     

	CITY:

     
	STATE:
     
	ZIP CODE:

     
	TELEPHONE NUMBER:

     

	SIGNATURE OF PERSON SUBMITTING THE REPORT:
	PRINT NAME:

     

	PLEASE RETURN A COPY TO: (
RETAIN A COPY FOR YOUR RECORDS
	New York State

Office of Children and Family Services

Commission for the Blind 
52 Washington Street

South Building ~ Room 201

Rensselaer, NY 12144



	
	NYSCB USE ONLY

     
COUNSELORS CODE


