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CBT Application Checklist 
 

APPLICATION DEADLINE IS JANUARY 14, 2022   
 

                                                                                                  Date of Application: ___/___/___ 
Student Name:  __________________________________________________________________ 
Student Address: _________________________________________________________________ 
                             Street Name         City                      Zip Code 
Phone Number: ____________________________________ 
Birth Date: ________________________________________  Age: ______________ 
Social Security Number_________________________________       Gender:____________ 
Parent or Guardian Name(s): ________________________________________________________ 

If over 18, is your child his/her own guardian?        YES               NO 

If no, write the name(s) of legal guardian(s) _____________________________________________ 
 
District of Residence: ______________________________________________________________ 
Contact Person & Title: ____________________________________________________________ 
Contact’s Phone Number: __________________________________________________________ 
Contact’s Email: __________________________________________________________________    
                                                                                                                                 

……………………………………………………………………………………………………………………………………………………………………………..... 
 

The following documents MUST be completed and turned in with the CBT application. 
 

 CBT Referral Document  
o Prior Written Notice 
o Parent Consent for Evaluation 

 Current IEP.  Effective Dates: _________________-________________ 
 Current ETR.  Expires: _______________________________________ 
 Parent Questionnaire  
 Work Experience History (classroom team) 
 Behavior Observation (classroom team) 
 Copy of Discipline Record (office referrals/suspensions) 
 Copy of High School Attendance Record  
 Birth Certificate 
 
*If accepted, student must obtain State ID card prior to starting CBT program.* 
*A background check will be required for some job sites.* 
 
STUDENT/PARENT RELEASE OF INFORMATION 

1. Acceptance into the CBT program is dependent upon selection committee review 
2. Release: Student records concerning my son/daughter will be shared with the CBT program staff and 

selection committee members 
3. Equal opportunity: Career placement will be made without regard to race, color, sex, age, religion or 

presence of disability. 
 
Student Signature ________________________________________ Date __________________ 
 
Parent Signature ________________________________________   Date___________________ 
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Parent Questionnaire 
 
Student Name: ___________________________________________Date: _____________________ 
D.O.B.: ____________________________________________________________________________ 
Person completing form: ______________________________________________________________ 
 
 
1. After exiting high school, how many more years of educational programming do you plan for your child 
to attend?  Your child is eligible to remain in an educational program until the age of 22.   
   1                   2                    3                        4 
 
2. Please list the medical diagnoses of your child: 

___________________________________________________________________________________

___________________________________________________________________________________ 

 
3.  Does your child have any medical/health problems which could restrict his/her participation in any 
kind of classroom, community or work activities? Please specify type and restrictions. 
 
___________________________________________________________________________________

___________________________________________________________________________________ 

 
4.  What type of work/programming do you see your child participating in after graduation (integrated 
employment within the community, supported employment, social/day programming or a work and social 
programming combination)? 
 
___________________________________________________________________________________ 

 
5.  Is there a specific type of work you feel your child has strong interests or potential for working in? 
 
___________________________________________________________________________________ 

 
6.  Is there a specific type of work you feel would not be appropriate for your child? 
 
___________________________________________________________________________________ 

 
7.  How do you visualize your child getting to and from work or around the community after graduation? 
 ________ COTA bus    ________ Walk 
 ________ Family member   ________ Taxi 
 ________ Program van/bus   ________ Drive own car 
 ________ Ride a bicycle   ________ Other _________________ 
 
8.  What does your child need to work on while in school to improve his/her chance of getting and 
keeping successful employment? 
___________________________________________________________________________________

___________________________________________________________________________________ 

 
9.  Where do you see your child living as an adult? 
 ________ With family 
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 ________ In a supported living arrangement 
 ________ Other 
 
 

 
10.  Are there any areas of training to enhance independence in the home you feel would benefit your 
child (cooking, cleaning, groom, free time activities, clothing care, etc.)? 
___________________________________________________________________________________

___________________________________________________________________________________ 

 
11.  Does your child have any regular chores or responsibilities at home?  What?  How often? 
___________________________________________________________________________________

___________________________________________________________________________________ 

 

12.  What does your child enjoy doing with their leisure time at home? 
 

___________________________________________________________________________________

___________________________________________________________________________________ 

 
13.  Are there any areas of training to enhance independence in the community you feel would benefit 
your child (rec/leisure activities, shopping, mobility, banking, appropriate socialization/ communication, 
etc.)? 
___________________________________________________________________________________

___________________________________________________________________________________ 

 
14.  Does your child belong to any community/school social groups or clubs?  If yes, please specify. 
___________________________________________________________________________________

___________________________________________________________________________________ 

 
15.  If your child is over 18, have they: 
 a. Registered to vote?    YES  NO 
 b. Registered for the draft (if male)  YES  NO 

 
16.  Please complete the appropriate boxes below. 
 
Agency/ Service 
 

Not 
needed 

Would like 
assistance 
with 

Currently being 
provided 

If provided Please print 
caseworker’s name 

Opportunities for 
Ohioans with 
Disabilities(OOD) 

    

Board of 
DD(Which 
county?) 

    

Social Security     
Guardianship     
Other please list 
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Signature: ____________________________________________ Date: ______________ 

Work Experience History 

Name: _______________________________________________ DOB: ________________ 

List all work experiences starting with the most recent.  Include paid and non-paid experiences. 

1. Name of company, address, phone #: _________________________________________
__________________________________________________________________________

 Start Date  End Date   # of days/week  Hrs. worked/day  Paid/Non-Paid 

Job Duties: ________________________________________________________________ 
Job Sponsor: _______________________________________________________________ 
Supervisor/Supervising Agency: ________________________________________________ 
Supervision needed (check 1):    in visual field            every 15 min         every 30 min 

            every hour            intermittent throughout the day 

………………………………………………………………………………………………………… 
2. Name of company, address, phone #: _________________________________________
__________________________________________________________________________

 Start Date  End Date   #of days/week  Hrs. worked/day  Paid/Non-Paid 

Job Duties: ________________________________________________________________ 
Job Sponsor: ______________________________________________________________ 
Supervisor/Supervising Agency: _______________________________________________ 
Supervision needed (check 1):    in visual field            every 15 min                 every 30 min 

           every hour   intermittent throughout the day 

………………………………………………………………………………………………………… 
3. Name of company, address, phone # _________________________________________
__________________________________________________________________________

 Start Date  End Date   # of days/week  Hrs. worked/day  Paid/Non-Paid 

Job Duties: ________________________________________________________________ 
Job Sponsor: ______________________________________________________________ 
Supervisor/Supervising Agency: _______________________________________________ 
Supervision needed (check 1):    in visual field              every 15 min                every 30 min 

           every hour   intermittent throughout the day 

………………………………………………………………………………………………………… 
4. Name of company, address, phone #:_________________________________________
__________________________________________________________________________

 Start Date  End Date   # of days/week  Hrs. worked/day  Paid/Non-Paid 
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Job Duties: ________________________________________________________________ 
Job Sponsor: _______________________________________________________________ 
Supervisor/Supervising Agency: ________________________________________________ 
Supervision needed (check 1):    in visual field              every 15 min                every 30 min 

           every hour                    intermittent throughout the day 

Student Name: ___________________________________ Date: ______________ 

Classroom Team Observation of Behavior 

Please give detail to each of the questions listed below. 

How often does your student demonstrate physically or verbally aggressive behaviors? What does the 
behavior look like? 
_________________________________________________________________________________
_________________________________________________________________________________ 
_________________________________________________________________________________
_________________________________________________________________________________ 

When frustrated, how does your student respond? 
_________________________________________________________________________________
_________________________________________________________________________________ 

When anxious/nervous, how does your student respond? 
_________________________________________________________________________________ 
_________________________________________________________________________________
________________________________________________________________________________ 
When given constructive criticism or asked to correct a mistake, how does your student respond? 
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________ 

Has this student ever been fired or let go from a job? Why? 
_________________________________________________________________________________
_________________________________________________________________________________ 

Has this student ever left the school building or a job site unattended or wandered away? Explain. 
_________________________________________________________________________________ 
_________________________________________________________________________________
________________________________________________________________________________ 

What is your student’s level of sexual awareness? (please check one) 

 Student engages in inappropriate sexual behaviors at school/in public (exposing self,
inappropriate touching of others, masturbation)

 Student tends to display an immature level of sexual behavior (excessive flirting, flaunting,
hugging,)

 Student does not engage in inappropriate sexual behaviors.
Please list any other details regarding your student’s behavior, temperament or personality that you 
wish to share:  
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Person completing form: ____________________________  Relationship: ___________
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