[image: image1.png]


COTTONWOOD LIONS CLUB
P. O. BOX 516, COTTONWOOD, ARIZONA 86326

Request for Assistance
Office: Date Received ______________

SIGHT _____________


Hearing Aid ________________ Case No: ________________________

HEARING ___________


Surgery ___________________











Evaluation _________________
Patient’s Name: ______________________________________________ Sex: (( M (( F Phone: ___________________ Address: ____________________________________ City:_______________________ Zip: _____________________ Birthdate: ____________________________ Age: _______________ Social Security No: _________________________ Contact Person: _____​​​​​​____________________________________________________ Phone: ____________________ Address: ____________________________________ City:_______________________ Zip: _____________________ Total number of persons in this household: __________ Adults: __________ Ages of children: _____________________          A
MONTHLY BUDGET:  This is the monthly income and expenses of the household:

Monthly Income: Husband: ___________________ Wife: _________________ Other: 
_________________

Other Income (e.g. SSI, SS, Food Stamps, ADC, Interest, Dividends, Royalties, etc.)
_________________
…………………………………….…………………………TOTAL MONTHLY INCOME $
_________________
Monthly Expenses (approximate amounts)
Rent or Mortgage payment…………………………………………….……………………
_________________
Utilities (Phone, Gas, Water, etc.)………………………………….………………………
_________________
Groceries…………………..………………………………………….………………………
_________________
Insurance (Auto, Health, Life, Property)……..…………………….………………………
_________________
Installment Payments (Indicate date of final payment)



Auto: (Date) ________________ ….……………………………………………………
_________________

Loan: (Date) ________________ ….……………………………………………………
_________________

Charge Cards: (Date) ________________ ….…………………………………………
_________________
Other monthly expenses


Medical (Doctor, Prescriptions)…………………………………………………………
_________________
…………………………………….……………..………TOTAL MONTHLY EXPENSES $
_________________
Other unusual and extraordinary expenses: (Include on separate sheet.
Referral Agency (other than Lions): ____________________________________________________________________ a
Case Worker: __________________________________________________________ Phone: ____________________ A
SIGHT PATIENTS ONLY:  Those affected by diabetes MUST have a note from the attending physician regarding the status of the disease.
OVER
Amount YOU can pay towards this need:
$ _________________________
Has a specific source guaranteed ANY payment towards this need?
(( Yes (( No

If “Yes”, Name of Organization: __________________________________________ Phone: ____________________ Contact Person: _____________________________________________________ Amount: ____________________ Insurance, ACCCHS, Medicare (Specify): _____________________________________________________________ Have you seen a doctor concerning your particular need?  (( Yes (( No

If “Yes” Name of Doctor: ___________________________________________________________________________ Include copies of any information which you may have concerning your need.) Diagnosis: _______________________ FOR APPLICANTS WHO ARE 18 OR UNDER:

Any applicant 18 or under MUST have an authorization before being accepted.  Responsible person please read and sign below.

I am aware of this request for assistance from the Lions Sight and Hearing Foundation and am willing to accept the services as provided by them for this minor child.


Signature: _____________________________________________ SS# ________________________________ 

HEARING AID REQUESTS:  I now wear a hearing aid (( Yes (( No
I have worn a hearing aid (( Yes (( No

If you presently have an aid, are you willing to donate it? (( Yes (( No

You must pay the cost or the ear mold (usually about $35)

I the undersigned intending to be legally bound, do hereby, for myself, my heirs, my personal representatives and assigns, waive release and forever discharge any and all right and claims for damages which I may have or may hereafter accrue to me against the Arizona Lions Sight and Hearing Foundation, the Lions Clubs or Arizona, its officers, agents, representatives, successors and//or any other clubs, sponsors, corporations, companies; or individuals associated, for any and all damages, injuries, or actions sustained or suffered in connection with my association or entry in or arising out of any services rendered.

I hereby waive a physical and agree that any aid provided will be returned to the Lions Sight and Hearing Foundation when, for any reason, I no longer use the aid.

To the best of my knowledge, I guarantee the above information to be correct.

Signature: ________________________________________________________ Date: ________________________ 

IMPORTANT:  Please enclose the first two pages of last year’s income tax.

FALSE STATEMENTS ARE GROUNDS FOR REFUSAL OF BENEFITS!!!

FOR LIONS OFFICE USE ONLY:

Investigation/Referral by Lion: __________________________________ Date: _________________ Phone: __________________ Address: _________________________________________________________________________________________________ A 
Approved: _______________________ Referred to: ____________________________ Rejected: __________________________ A
