Lions Che

ity Foundation

of District 24D

SERVING THE COMMUNITIES OF SOUTHEASTERN VIRGINIA

Grant Application for

MEDICAL ASSISTANCE (LCFI)

LIONS CLUB INFORMATION

SPONSORING LIONS CLUB

IS THIS REQUEST AN EMERGENCY?

Oyes [ONO

LION CONTACT HOME PHONE NO. WORK PHONE NO.

( ) ( )

RECIPIENT’S INFORMATION
NAME SSN SEX
CIremate  [ImaALE

ADDRESS
CITY STATE ZIP

HOME PHONE NO.

( )

WORK PHONE NO.

( )

NUMBER OF DEPENDENTS AGES

WORK INFORMATION

EMPLOYER OCCUPATION
ADDRESS
CITY STATE zZIP

HOME PHONE NO.

WORK PHONE NO.

HOW LONG HAVE YOU BEEN EMPLOYED?

DO YOU HAVE ANY FAMILY WHO WOULD ASSIST WITH
THE PAYMENT OF YOUR MEDICAL OR DOCTOR BILLS?
A\

DYES Dl NO

( ) ( )
FINANCIAL INFORMATION
INCOME AMOUNT MONTHLY EXPENSES AMOUNT

EMPLOYMENT INCOME $ RENT/MORTGAGE $

MEDICARE* $ FOOD $

MEDICAID* $ ELECTRIC/GAS $

FOOD STAMPS $ ALIMONY $

SOCIAL SECURITY $ WATER/SEWER $

ALIMONY $ CABLE TV $

CHILD SUPPORT $ INSURANCE: CAR/HOME/LIFE $

RETIREMENT $ PHONE $

OTHER $ CHILD SUPPORT $

oTAL ~ |3 oTAL» [ 0.00
*NAME OF PLAN POLICY / CLAIM / CASE NO. GROUP NO.
NAME AMOUNT

J
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PURPOSE OF REQUEST - PLEASE GIVE DETAILS

PHYSICIAN REQUEST INFORMATION

PLEASE ATTACH THE PHYSICIAN INFORMATION TO THIS REQUEST IF NEEDED. DID YOU GET A SECOND OPINION? [JYES [INO

ACTION OF LIONS CLUB

WHICH CLUB AMOUNT
IS YOUR LIONS CLUB ASSISTING FINANCIALLY WITH THIS
PROJECT? [JYES [INO
ARE OTHER CLUBS IN THE ZONE / REGION / DISTRICT 0 0 WHICH CLUB AMOUNT
ASSISTING FINANCIALLY WITH THIS PROJECT? YES NO
ARE OTHER CHARITABLE ORGANIZATIONS CONSIDERING 0 0 WHO AMOUNT
SHARING THE COST? YES NO

WHEN BY WHOM
HAS THIS FAMILY RECEIVED ASSISTANCE BEFORE? Ovyes [JINO

HAS ANY LIONS CLUB MEMBER PERSONALLY
INTERVIEWED THIS PERSON AND VERIFIED THE [JYES [INO
INFORMATION?

The Lions Club of

ESTIMATED TOTAL COST OF THIS MEDICAL ASSISTANCE = | $

request and find that this is a worthy cause.

CLUB PRESIDENT
OR SECRETARY

endorses this request. We have investigated this

DATE

our knowledge.

[J Check this box for the Indigent Eye Surgery Program - $100 co-pay (per surgery) check is enclosed.
We certify that the sponsoring Lions Club Sight Chair and the LCF-Zone Director have personally visited the client listed in
the Recipient section of this application and further certify the information provided is complete and accurate to the best of

CLUB SIGHT CHAIR PRINTED NAME

LCF ZONE DIRECTOR PRINTED NAME

CLUB SIGHT CHAIR SIGNATURE

LCF ZONE DIRECTOR SIGNATURE

CHARITY FOUNDATION ACTION

Mail to Charity Foundation Secretary (check directory for address) and your Charity Foundation Zone Director.

ZONE

DATE RECEIVED

DATE FORWARDED TO GRANTS COMMITTEE

LIONS CHARITY FOUNDATION OF DISTRICT 24D GRANTS COMMITTEE ACTION

DATE

[ APPROVED  [] SENT BACK FOR MORE INFORMATION

] DISAPPROVED

REASON FOR DISAPPROVAL

LIONS CHARITY FOUNDATION OF DISTRICT 24D BOARD ACTION

DATE

[ APPROVED  [] SENT BACK FOR MORE INFORMATION

] DISAPPROVED

REASON FOR DISAPPROVAL

&

LCF I Revised 7/14

Page 2 of 2



	Date: 
	SponSoring LionS CLub: 
	Lion ContaCt: 
	Home pHone no Area: 
	Home pHone no: 
	Sponsor Area Code: 
	Work pHone no: 
	name: 
	SSn: 
	Address: 
	City: 
	State: 
	Zip: 
	Home pHone no Area 2: 
	Home pHone no_2: 
	Work pHone no_2 Area: 
	Work pHone no_2: 
	Emergency: Off
	Sex: Off
	number of dependentS: 
	ageS: 
	undefined: 
	undefined_2: 
	undefined_3: 
	empLoyer: 
	oCCupation: 
	Text5: 
	City_2: 
	State_2: 
	Zip_2: 
	Area Code_3: 
	Home pHone no_3: 
	Work Area Code_3: 
	Work pHone no_3: 
	HoW Long Have you been empLoyed: 
	fill_47: 
	fill_49: 
	fill_51: 
	fill_53: 
	fill_55: 
	fill_57: 
	fill_59: 
	fill_61: 
	fill_63: 
	total Income: 0
	fill_36: 
	fill_37: 
	fill_38: 
	fill_39: 
	fill_40: 
	fill_41: 
	fill_42: 
	fill_43: 
	fill_44: 
	Total Expenses: 0
	name of pLan: 
	poLiCy  CLaim  CaSe no: 
	group no: 
	Family Assist: Off
	name_2: 
	amount: 


