Rehabilitation Research Center For TBI/SCI

Santa Clara Valley Medical Center

Back on Track Community-Based Mentoring Program
Mentor Profile Form

	Name:​​​​​​​​​​​     

	Home address:     


	City, State, Zip     ,     ,     


	Phone:  (home)      

(work)     


	Email:     




	Fax:      

	Age:      


	Married: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
   # of years married:     

	If single, are you in a relationship? Yes FORMCHECKBOX 
 No FORMCHECKBOX 



	Children? Yes FORMCHECKBOX 
 No FORMCHECKBOX 
 Ages:      


	Primary Mode of Transportation:      


	Languages spoken (please indicate primary):      


	Occupation:      


	Professional Experience:      



	Educational Background:    


	Professional Organizations    


	Volunteer Experience:     


	Why you would like to be a mentor?     

	Please describe your life experiences including those relating to disability, that you are willing to share:     

	Issues you feel comfortable discussing:

Relationship Issues    FORMCHECKBOX 
                                          Education FORMCHECKBOX 
                    Vocational  FORMCHECKBOX 
                      

   Sports/Recreation   FORMCHECKBOX 
                                            Sexuality FORMCHECKBOX 
           Caregiver issues  FORMCHECKBOX 

                     Housing  FORMCHECKBOX 
                                  ADL Problems  FORMCHECKBOX 
                           Other  FORMCHECKBOX 



	Are there any issues you do not feel comfortable discussing with a mentee? 

Yes  FORMCHECKBOX 
  No FORMCHECKBOX 

(if yes, please indicate)     


	Hobbies/Interests/Sports:     


	If possible would you like to mentor someone who has had similar Injury/Diagnosis?      

	Mentee Requests (ex. Age, Male/ Female, Interests)     

	Anything else you would like to share about yourself?       



Thank you for your interest in becoming a Mentor! If you have any questions contact:

Robert Medel, Program Coordinator (408) 885-2397, rober.medel@hhs.co.santa-clara.ca.us
