
 
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. I 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. I hereby certify that a reasonable effort has 
been made to secure financial assistance from other possible sources of aid, including tax-supported agencies.    

I 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. I 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. I 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). I 
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.  I also agree that any money I 
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.    

I 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) 


