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BEGIN PROGRAM PARENT PLANNING

Child’s name:

Date of birth:

1. What is your child’s vision diagnosis?

2. What do you think this condition means functionally?  What will your child be able to do . . .not do. . .

3. What are your concerns and worries about your child?

4. What are you most pleased about in your child?

5. What are your hopes and dreams for your child?

6. What do you think are the obstacles to realizing these hopes and dreams?

7. What do you want to learn by participating in the BEGIN Program? (It may be helpful to refer to sheet:  “What is BEGIN?”)


8.    What do you want to work on with your child now?

9. Understanding that early intervention is a powerful resource for you and your child, and that it takes time and commitment to implement a successful program, is this a good time for you and your family to make such a commitment if you participate in the BEGIN Program?
                Yes _____   No _____

10.  Do you want information about agencies and programs that are appropriate for your child?   



Yes ____     No ____

11.  Do you want written and educational resources that can be helpful in raising your child?   



Yes ____   No ____

12.  Would you like another BEGIN parent to call you?





739 W. Peachtree St. NW


Atlanta GA 30308





Ph:  404.875.9011


Fax: 404.607.0062





Accredited Member


National Accreditation Council





A United Way Agency








Return this completed form to Memri Lerch at:





CVI - BEGIN Program


739 W. Peachtree St. NW			Fax: 404-607-0062


Atlanta, GA 30308 				e-mail: mlerch@cviatlanta.org














