
Lions Club Information

Lion Contact

Sponsoring Lions Club

Name

Employer

Address

Address

City

City

Home Phone No.

(           )

Home Phone No.

(           )

SSN

Occupation

Recipient’s Information
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Grant Application for

Medical Assistance (LCF I)

Continued on Page 2

Date

Sex

State

State

Zip

Zip

Work Phone No.

(           )

Work Phone No.

(           )

Number of Dependents

__________

Ages

________     ________     ________     ________

How long have you been employed?

M Female     M Male

Work Information

Financial Information
Income Amount Monthly Expenses Amount

Employment Income
Medicare*
Medicaid*
Food Stamps
Social Security
Alimony
Child Support
Retirement
Other

Rent/Mortgage
Food
Electric/Gas
Alimony
Water/Sewer
Cable TV
Insurance: Car/Home/Life
Phone
Child Support

$
$
$
$
$
$
$
$
$
$

$
$
$
$
$
$
$
$
$
$

Home Phone No.

(           )
Work Phone No.

(           )

Is this request an emergency?

Total ➡ Total ➡

Do you have any family who would assist with 
the payment of your medical or doctor bills?

*Name of Plan Policy / Claim / Case No. Group No.

M Yes     M No
Name Amount

M Yes     M No
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Estimated total cost of this medical Assistance ➡Estimated total cost of this medical Assistance ➡
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Purpose of Request – Please give details

LCF I Revised 7/14

Please Attach the physician information to this request if needed.  Did you get a second opinion?    M Yes     M No

Physician Request Information

Action of Lions Club

Endorsements

Charity Foundation Action

Is your Lions Club assisting financially with this 
project?

Are other clubs in the zone / region / district 
assisting financially with this project?

Are other charitable organizations considering 
sharing the cost?

Has this family received assistance before?

Has any Lions Club Member personally 
interviewed this person and verified the 
information?

M Yes     M No

M Yes     M No

M Yes     M No

M Yes     M No

M Yes     M No

Which Club

Which Club

Club President
or Secretary

Club Sight Chair Printed Name

Club Sight Chair Signature

LCF Zone Director Printed Name

LCF Zone Director Signature

Who

When

Amount

Amount

Date

Zone

Amount

By Whom

$

The Lions Club of __________________________________________ endorses this request. We have investigated this 
request and find that this is a worthy cause.

M 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 
our knowledge.

Date Received

Lions Charity Foundation of District 24D Grants Committee Action 

Lions Charity Foundation of District 24D Board Action 

Reason for Disapproval

Reason for Disapproval

M Approved     M Sent Back for More Information     M Disapproved

M Approved     M Sent Back for More Information     M Disapproved

Date Forwarded to Grants Committee

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

Date

Date
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