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                POQUOSON LIONS CLUB

                                                          Request for Assistance


Referring Agency:                  _____York/Poquoson Social Services
                                                _____ Lackey Free Medical Clinic
                                                _____ Poquoson Public Schools
                                                _____ Lions Telephone Service
                                                _____ Other (Name of Specific Agency/Person)

Date of Request:  _____________
 
Name of Individual Requiring Service:   _________________________________


Address:  __________________________________________________________


SSN: _________________  Telephone Number:   __________________________
 
Type of Assistance Required (Check all that apply):
                        Examination                _____
                        Glasses Frames            _____
                        Lens                             _____
                        Hearing Aid                 _____
                        Other (Specify exactly what is required)  _____________________

__________________________________________________________________ 
 
Reason for Assistance:  _______________________________________________


___________________________________________________________________


____________________________________________________________________
 

This form will be completed and signed by a member of the Sight Conservation Committee of the Poquoson Lions Club, based on information provided by the referring agency cited above.  Once the individual is approved for the noted service(s), the form will be turned in to the Treasurer of the Poquoson Lions Club to support payment of any expenses incurred.

JEFF MUNGO
Poquoson Lions Club

