MINNESOTA EYE THE VISION PROJECT

FOUNDATION PATIENT APPLICATION

1. Patient Information

FIRST NAME LAST NAME
THE MINNESOTA EYE FOUNDATION DOES NOT SHARE PERSONALLY IDENTIFIABLE INFORMATION WITH ANY THIRD PARTY.
DATE OF BIRTH GENDER MARITAL STATUS PHONE NUMBER
] FEMALE [ bivorceD ] SINGLE
] MALE [ MARRIED [J wiDow/ER
ALTERNATIVE CONTACT (FIRST AND LAST NAME) RELATIONSHIP PHONE NUMBER
RACE ETHNICITY
] NATIVE AMERICAN OR ALASKA NATIVE [] NATIVE HAWAIIAN OR PACIFIC ISLANDER
] ASIAN ] WHITE/CAUCASIAN [] HISPANIC OR LATINO/A
] BLACK/AFRICAN AMERICAN ] OTHER ] NON-HISPANIC OR LATINO/A
CITIZENSHIP / IMMIGRATION STATUS PRIMARY LANGUAGE DO YOU NEED AN
[] U.S.CITIZEN / PERMANENT RESIDENT  [[] UNDOCUMENTED INDIVIDUAL INTERPRETER?
] ASYLEE, REFUGEE, OR PAROLEE [] VISITORTO THE U.S. Jyes [No

2. Service(s) or Procedure(s) Recommended
Include a copy of your most recent eye exam summary with this application.

SERVICE(S) OR PROCEDURE(S) REQUESTED | EYE(S) DOCTOR’S NAME PHONE NUMBER
[] OD (Right) [] OS (Left)
[] OU (Both)

3. Insurance Status

DO YOU HAVE INSURANCE? IF YES, IF NO, HAVE YOU APPLIED FOR MEDICAL IF DENIED OR INELIGIBLE, WHAT WAS/IS THE REASON?
PLEASE COMPLETE THE NEXT LINE. ASSISTANCE (MEDICAID) OR MEDICARE?
Oves Ono ] APPROVED [] DENIED [J INELIGIBLE

4. Household Size and Monthly Income

HOUSEHOLD SIZE MONTHLY HOUSEHOLD INCOME SOURCE(S)

INCOME (BEFORE TAXES) [] WAGES [C] UNEMPLOYMENT COMPENSATION

] ALIMONY OR SPOUSAL SUPPORT  [] SOCIAL SECURITY DISABILITY INCOME (SSDI)
[C] PENSION OR RETIREMENT INCOME [] SOCIAL SECURITY RETIREMENT INCOME

[ MFIP/DWP ASSISTANCE [] SUPPLEMENTAL SECURITY INCOME (SSI)

5. Consent & Waiver
By signing, you attest that the information provided on this application is accurate to the best of your knowledge and
allow the Minnesota Eye Foundation to use non-identifying information to improve services and access additional funding.

PRINT NAME (FIRST AND LAST) SIGNATURE DATE
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