
LIONS ClUB INFORMATION

Responsible Lions Contact

Sponsoring Lions Club

Name

Employer

Do you receive any other income?
(Example: Social Security, Disability 
or aid to dependent children)

Do you receive any Assistance 
from any Charity?
(Example: Monies, Etc.)

Address

Address

City

City

Home Phone No.

(           )

Phone No.

(           )

SSN

Occupation

REcIPIENT’S INFORMATION
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Lion Edward “Moon” M. Kosjer Endowment Fund

Application for

Financial Assistance with Eyecare (LCF IV)

Continued on Page 2

Date

Sex Age

State

State

Zip

Zip

Work Phone No.

(           )

Salary / Month

Number of Dependents

__________

Ages

________     ________     ________     ________

How long have you been employed?

M Female
M Male

WORK INFORMATION

FINANcIAl INFORMATION

M Yes     M No

M Yes     M No

Source

Source

M
O

N
TH

lY
 E

XP
EN

SE
S

Amount Per Month

Amount Per Month

AMOUNT AMOUNT

1. Rent or House Payment

2. Transportation

3. Utilities

4. Cable

5. Telephone

$

$

$

$

$

6. Insurance

7. Food

8. Medical

9. Miscellaneous

$

$

$

$

TOTAL MONTHLY EXPENSES $
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FINANcIAl INFORMATION CONTINUED

INSURANcE INFORMATION

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

Do you have medical insurance 
or are you covered by medicare, 
Medicaid or other insurance?

M Yes     M No

M Yes     M No

Name

Plan Name

Effective Date End Date

Policy / Claim / Case No.

Group No.

Medicare

Assistance NeededDesCRiption of 

Action Taken

Date

Estimated Cost

$

Medicaid

Amount

Amount Recommended

$

Please mail or email application to current foundation secretary.

See district directory for current secretary.

LCF IV Revised 7/16/06

ASSISTANCE NEEDED

ACTION TAKEN
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