ST. COLUMBA ECUMENICAL MINISTRIES, INC.

VISION AND DENTAL PROGRAM REFERRAL FORM

VISION

Individuals must be homeless with a verifiable Norfolk address prior to homelessness OR be homeless and express the intent to become a permanent Norfolk resident.  Individuals or referring agencies cannot have other resources to access or pay for these services.  Requests must be faxed (622-2569) with this referral and a release from your agency, releasing client information to St. Columba Ecumenical Ministries, Inc, Dr. Elizabeth Borza / Pearle Vision and the Lions Club.  All information must be complete or there could be a delay in processing the referral.  After a referral is received, a voucher will be faxed back to the referring individual to use as payment for the eye exam.   Please note: based on limited funding, we are able to offer funding for eye exams only once per client.

CLIENT NAME: 













SS #:  ____________________   RACE: 



  ETHNICITY:  



DATE OF BIRTH:  _____________________   AGE:  
   GENDER:  _______  VETERAN: 


	· Single Adult

· Married without Children
	· Single Parent Family

· Two Parent Family
	· Other ______________

_____________________


FAMILY 

MAKE-UP: 

DOES THE INDIVIDUAL HAVE A DISABILITY: 
  INCOME PER MONTH: ______________

WHERE IS THE CLIENT STAYING (e.g., street, shelter, transitional home, family): 




HOW LONG HAS CLIENT BEEN AT ABOVE LOCATION: 







EXTENT OF HOMELESSNESS: _____ First time   _____ 1-2 times   _____ 4 times in 3 years   _____ 1 year or more

LAST PERMANENT ADDRESS: 











IF THE LAST PERMANENT ADDRESS WAS NOT IN NORFOLK, DOES THE CLIENT EXPRESS 

THE INTENT TO BECOME A PERMANENT NORFOLK RESIDENT?   YES _____  NO _____

CURRENT ADDRESS OF CLIENT OR REFERRING AGENCY IF CLIENT IS STREET HOMELESS: 









 ZIP CODE: 



LIONS CLUB THAT SERVES YOUR AREA (WRITE N/A IF UNSURE): 





IF ALL INFORMATION IS NOT COMPLETE IT WILL DELAY YOUR APPLICATION.  ADDITIONAL INFORMATION MAY BE REQUIRED FOR ASSISTANCE THROUGH THE LIONS CLUB AND WILL BE PROVIDED WITH THE VOUCHER IF NECESSARY.

CONTACT INFORMATION

This information is required to fax a voucher to the referring agency for the client.  Incomplete information may delay or prevent processing of this application.  

REFERRING AGENCY: 










  

PRINTED NAME OF CONTACT PERSON: 









PHONE NUMBER: 




 FAX NUMBER: 




 
SIGNATURE OF REFERRING PERSON: 





 DATE: ___________


Please note referrals received on holidays, weekends, after 3 PM Monday through Thursday and after noon Friday may not be processed until the following business day.





022311


