Application for Personal Assistance

Idaho/Eastern Oregon Lions Sight & Hearing Foundation, Inc.
70 N. Latah
Boise, ID 83706
Phone 800-546-6889 — Fax 208-338-6543

Please Answer all Questions

Caution
The Idaho/Eastern Oregon Lions Sight & Hearing Foundation, Inc., will not assume any financial obligation or responsibility until
they have approved this application, and you have received their Official Authorization (Form) bearing the signature of the
personal assistance committee Chairlion. Services may then be scheduled.

Please Print or Type

1. Full Name of Applicant Soc. Sec. #
(First) (Middle) (Last)
2. Address of Applicant
(No. Street or Box) (City) (State) (Zip)
3. Phone 4. FAX
5. Sex Age Birthdate Married Single

(Month) (Day) (Year)

6. Name of Parent or Guardian If applicant is a minor

Agreement of Applicant (Parent or Guardian If A Minor)
A copy of the denial letter from State Health & Welfare for Medicaid along with last years income tax return or a
current pay stub must accompany this application.

Application is hereby made for personal assistance for the above. | agree for myself as the applicant (parent or
guardian if minor) to abide by all rules and regulations which are now in force and which may hereafter be adopted by the
Officers of said Idaho/Eastern Oregon Lions Sight & Hearing Foundation, Inc. | hereby certify that a reasonable effort has
been made to secure financial assistance from other possible sources of aid, including tax-supported agencies.

| am not able to pay for the services that are required for myself (or applicant, if minor) and understand the
Idaho/Eastern Oregon Lions Sight & Hearing Foundation, Inc. will finance same. | consent to the use of any materials in
connection with the treatment of myself (or applicant, if minor) and authorize the Idaho/Eastern Oregon Lions Sight &
Hearing Foundation, Inc. to use same for public information. | hereby absolve the Idaho/Eastern Oregon Lions Sight &
Hearing Foundation, Inc. of any responsibility in connection with the services for myself (or applicant, if minor). |
understand their obligation is limited to the financing of such services as agreed to by me (parent or guardian, if minor)
and authorized by the Idaho/Eastern Oregon Lions Sight & Hearing Foundation, Inc. | also agree that any money |
receive from Insurance Co. or Medicare is to be applied toward payment of any bills incurred by me, (or applicant, if
minor) pertaining to the services requested, only.

In the event applicant is a ward, this agreement is to be signed by a guardian. A copy of the Court Order
authorizing such appointment must be submitted.

| certify that all the information and data on both sides of this application form, is to the best of my knowledge and
is a correct and true statement.

7. Date Procedure Required
8. Witnessed By 9. Signature
(Witness should be a Lion) Applicant (Parent or Guardian if a minor)
10. Address of Witness 11. Address of Applicant
(Street) (Street)

(City) (State) (Zip) (City) (State) (Zip)



Please Print or Type

Please Answer Every Question: (If does not apply mark “no” or “none”) otherwise forms will be returned, thus causing delay.

12.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24

25.

26.

27.

28.

29.

30.

If applicant is a minor or is living with and/or supported by parents, data required pertains to both the parent or
guardian and applicant.

Name of Employer 13. Date employed from to

If no income, how are you supported?

Have you applied for assistance from any other agency/Insurance Co. (public, private or non-profit)? Yes  No
If yes, give name of agency
Can any member of your family contribute to this service? Yes =~ No _ To what extent?
Do you carry Medicare, or other Insurance? Yes =~ No  Name of Carrier
Income Received Annually Real Estate & Assets

Salary of Husband — Net................. $ 31. Present Market Value.................... $
Salary of Wife — Net.........ccccoeveevnens $ 32. Less mortgage & other liens; rent/ month  $
Social Security.........ocoeveviiviiinnnnnn, $ 33. Equity in Real Estate..................... $
Unemployment Insurance............... $ 34. Bank Accounts-Savings................. $
Disability Pension..........cccccccceevinenn. $ 35. Bank Accounts-Checking............... $
Retirement Pension...........cccccocceeeenn. $ 36. Insurance, Cash Value.................. $

. Welfare Assistance........................ $ 37. Stocks, Market Value.................... $
Any Income other members of family. $ 38. Bonds, Market Value..................... $
Rent from house, apt. or boarder...... $ 39. Other ASSets.........cccvvvvvviiiiiiinennnn, $
Rent from any other property......... $ List any unusual or extenuating circumstances.
Investment INCOME...........cccevvennenn. $ 40. Total Net ASSEtS....cc.cvvvvveviinnnnnn. $
Other Income.........cooveiviiiiiiie i, $ 41. Number of family dependents on income above
Total Net Income (Annually)......... $ 42. Are you a legal resident of the U.S.?

Certificate of Club Sight/Hearing Chairlion

| certify as a Lion in good standing, to the best of my knowledge and through personal interview with the applicant, the above information is
correct and | recommend this application.

Remarks and recommendations

Lions Club City

Club Sight Chairlion Club President

Print Name Print Name




Applicant’s Permission
For Doctor’s Release of Medical Information,
Surgery, Hospitalization, and
Certificate of Residence

“A Lions Charity”
Idaho/Eastern Oregon Lions Sight & Hearing Foundation, Inc.
70 N. Latah
Boise, ID 83706
Phone 800-546-6889 — Fax 208-338-6453

Date Prior to Surgery Date

Please Print or Type

| hereby authorize Doctor Address

(Street) (City) (State)  (Zip)
the surgeon who has been selected by me (parent or guardian of applicant if a minor) to release any and all information
pertinent to my case to the Idaho/Eastern Oregon Lions Sight & Hearing Foundation, Inc. and their representative. | also
authorize the surgeon selected by me to perform surgery pertaining to diseases or injuries of the eyes only, which he may
recommend, authorize, and prescribe, including the administering of anesthesia, the designation of the hospital,
hospitalization therein, and postoperative care and/or any subsequent surgery or hospitalization pertaining thereto, to

be performed on , myself (or minor).

| hereby absolve the Idaho/Eastern Oregon Lions Sight & Hearing Foundation, Inc. of any responsibility in
connection with the surgery, hospitalization, or postoperative care of myself (minor).

If | am to receive assistance | understand the cost thereof as may be authorized by the Idaho/Eastern Oregon
Lions Sight & Hearing Foundation, Inc. will be financed by them, as indicted on their authorization form bearing their
authorized signatures. | agree any money | receive from insurance, etc. is to be applied toward payment of bills. No other
illness will be covered by the authorization. | understand that the authorization is for the day of surgery only. No other
charges will be covered by the Idaho/Eastern Oregon Lions Sight & Hearing Foundation, Inc.

| understand that no surgery is to be performed until | have signed this form and | have received authorization from, or
authority has been given electronically, by fax or phone directly from the authorized Idaho/Eastern Oregon Lions Sight &
Hearing Trustee assigned to this application. | understand that the Idaho Sight & Hearing Foundation, Inc. will not be
responsible for any expenses if these instructions are not followed.

Witness:

Signature of applicant (or parent or guardian (if a minor)
Name: If Guardian, a copy of Court order authorizing such
Appointment must be submitted.

Address:

Procedure Required:

| agree that after the surgery is completed | will write a letter of acknowledgement to the Idaho/Eastern Oregon Lions
Sight & Hearing Foundation, Inc. letting them know what impact the assistance had on my life.




