
Applica on for Vision Services

This applica on is ONLY for eye exams and eyeglasses. Eye surgery and
hearing aids have separate applica ons. Do not complete this
applica on unless you are seeking an eye exam or eyeglasses. 

The Lighthouse is a non-profit, non-governmental organizaƟon that provides health care with

dignity  and respect  to  uninsured,  low-income people  in  Georgia.  We are  not  a  free clinic.

Service eligibility is based on income. 

Lighthouse vision services include: free eye exams provided by a volunteer eye care 
professional and low cost eyeglasses

Please note: Due to COVID-19, we are NOT accep ng walk-in applica ons.

Please mail or fax as directed on the applica on pages.

PLEASE READ ALL OF THE INFORMATION PROVIDED.  IT WILL ANSWER MANY OF YOUR
QUESTIONS AND ELIMINATE THE NEED TO CALL. 

THE APPLICATION IS AT THE BACK OF THIS PACKET (PAGES 10 -11).

PLEASE DETACH THESE PAGES (10 – 11) AND SUBMIT WITH COMPLETE DOCUMENTATION.
If you are unable or unwilling to provide the documentaƟon, your applicaƟon

will not be approved.







If you are currently residing in a rehabilitaƟon center or shelter, please provide a dated leƩer
(dated for the day of service), confirming your residency and your employment status.

.

Proof of Residency in Georgia 
Must be in applicant’s name. 
Current copy of lease agreement
Current copy of mortgage statement

 Current uƟlity bill (water, electricity or gas only)

 LeƩer from shelter signed by a shelter employee

Failure  to  submit  the  necessary  required  documenta on  will  delay  your
applica on process! If complete documenta on is not received within 3 months,
your applica on will be considered abandoned, and you will have to begin the
applica on process over. You must wait 6 months to re-apply.

Pa ent Rights and Responsibili es

Civil Rights

1. PaƟents have the right to considerate and respecƞul treatment in an environment free from
harm.  

2. PaƟents seeking services shall not be denied, suspended, or terminated from services or
have services reduced for exercising any of their rights.

Discrimina on

1. PaƟents have the right to receive services regardless of age, sex, race, creed, color, religion,
ethnic origin, ancestry, marital status, physical or mental disability, orientaƟon or idenƟty,
veteran status or criminal record.

2. No recipient of services is presumed legally incompetent except as determined by a court.
3. PaƟents  have  the  right  to  present  any  complaint  or  grievance  on  maƩers  pertaining  to

services received, or any perceived or actual violaƟon of rights.  

Services

1. A  recipient  of  services  shall  be  provided  with  adequate  and  humane  care.   When
appropriate, a recipient’s nearest kin or guardian may be involved in the treatment/service
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Lighthouse Statement Please read and sign. 

“I fully understand Lighthouse services are limited to residents unable to pay for, or receive from 

other sources, this assistance. In consideraƟon of these services, I release and discharge all 

persons rendering such services from any claims I may have arising from the services rendered.  

I am aware that the Lighthouse will not pay for any eyeglasses billed to me prior to approval of 

this applicaƟon.  I also understand that my applicaƟon will be reviewed by a Lighthouse 

Provider, and/or the Lighthouse staff.  ALL INFORMATION ON AND ATTACHED TO THIS 

APPLICATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE.”

  _______________________________________ _____________________________

Signature of Applicant (or parent if applicant is a child) Date

_______________________________________ _____________________________

Witness (if applicant signs with an “X”) Date        

Complete this por on only if you would like to give us permission to speak with 

someone else on your behalf regarding your services.

Name:____________________________________ Phone:________________ 

Rela onship to Applicant: ___________________________________________
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RE

Q

UI

RE

HIPAA Agreement

I understand that the Federal Privacy Rule (“HIPAA”) does protect the privacy of informaƟon if re-disclosed, 

and therefore request that all informaƟon obtained by this person or agency be held strictly confidenƟal and 

not be further released by the recipient. I further understand that my eligibility for Lighthouse services is not 

condiƟoned upon my provision of this authorizaƟon.  I intend for this document to be a valid authorizaƟon 

conforming to all requirements of the Privacy Rule and understand that my authorizaƟon will remain in effect 

for one year.

________________________________________ ____________________

Signature of Applicant (person applying for services) Date

RE

Q

UI

RE

Once completed, send your applica on and copies of all required documents to us by

mail or FAX. If you have any ques ons, please call us at 404-325-3630 and listen to 

menu prompt. 



Applica on Check-List

The following MUST be submi ed for this applica on to be considered.

Failure to include these documents will delay your applicaƟon process. PaƟents 

are responsible for providing copies of the required documents listed below.

 Required Documents

Other Required Documents

If you are seeking assistance for eyeglasses only, please aƩach a copy of your 

current vision prescripƟon. Your prescrip on must not be more than 2 years old! 
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Photo ID (Provide One) Proof of Residency (Provide One)

 Valid driver’s license 

 State photo ID

 Valid passport

 Valid school picture ID

 Consulate ID card

 Birth cerƟficate (for ages 19 and 

under only)

 Current copy of lease agreement 

 Current copy of mortgage statement 

 UƟlity bill (current within 3 months)

 LeƩer from shelter signed by a shelter employee 

 LeƩer from nursing home

Proof of Income (Provide One) (not required from July 1, 2020-December 31, 2020)

 

 2 current consecuƟve paycheck stubs for bi-weekly pay; or 4 current consecuƟve paycheck 

stubs for weekly pay

 Last 3 months of bank statements will only be accepted for SSA or SSI

 Official tax transcript/Tax Returns 2019

 Social Security/Disability award leƩer 

 Non-filing leƩer from IRS

 College/university scholarship, grant, fellowship, or assistantship

 Regular payments from alimony, child support, unemployment, union funds, reƟrement, or 

other government programs



Vision Services Applica on (Please print clearly) (COVID-19 Version)

REQUIRED: Please check the box for the services that you are applying for:

Eye Exam and Eyeglasses    Eyeglasses Only

1. Last Name: _________________________ First Name: _______________________MI:  ____

2. Address: ____________________________________________________________________

 City: ____________________________ State: ____________ Zip Code: ________________

3. County of Residence: ______________________________   

4. Home Phone: _________________________   Mobile Phone: ________________________  

5. Email Address: _____________________________________________________

6. Name of Parent or Guardian (if under 18): _________________________________________

7.  Date of Birth: ______/____ /______ 10. Gender:      Male         Female

11. Marital Status:        Single        Married/Partners         Divorced          Separated         Widowed 

12. Last four digits of Social Security Number: ____ ____ ____ ____  

13. Are you employed?           Y          N       

14. If you are unemployed, please provide the reason:

     Disabled (circle if you receive SSI/SSDI)           Not Able         ReƟred         Lost Job           Other

15. Race:        White        African American        Hispanic/LaƟno         Asian        2 or more Races         Other

16. Primary language: __________________________

17. Are you a veteran?       Y            N

18. Please select the type of insurance coverage you have: 

      Medicaid             Medicare               VA            Grady                      Private             None

19. Check if you have or have had any of the following:

        Glaucoma             Diabetes               Hypertension            Stroke      Cataracts             

20. Total Number of People in Household:   ________

21. Total Gross Monthly Household Income: $ _________   

*Please complete ALL ques ons above in order for the applica on to be considered complete.*
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Lighthouse Statement Please read and sign. 

“I fully understand Lighthouse services are limited to residents unable to pay for, or receive from 

other sources, this assistance. In consideraƟon of these services, I release and discharge all 

persons rendering such services from any claims I may have arising from the services rendered.  

I am aware that the Lighthouse will not pay for any eyeglasses billed to me prior to approval of 

this applicaƟon.  I also understand that my applicaƟon will be reviewed by a Lighthouse 

Provider, and/or the Lighthouse staff.  ALL INFORMATION ON AND ATTACHED TO THIS 

APPLICATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE.”

  _______________________________________ _____________________________

Signature of Applicant (or parent if applicant is a child) Date

_______________________________________ _____________________________

Witness (if applicant signs with an “X”) Date        

Complete this por on only if you would like to give us permission to speak with 

someone else on your behalf regarding your services.

Name:____________________________________ Phone:________________ 

Rela onship to Applicant: ___________________________________________

11

RE

Q

UI

RE

HIPAA Agreement

I understand that the Federal Privacy Rule (“HIPAA”) does protect the privacy of informaƟon if re-disclosed, 

and therefore request that all informaƟon obtained by this person or agency be held strictly confidenƟal and 

not be further released by the recipient. I further understand that my eligibility for Lighthouse services is not 

condiƟoned upon my provision of this authorizaƟon.  I intend for this document to be a valid authorizaƟon 

conforming to all requirements of the Privacy Rule and understand that my authorizaƟon will remain in effect 

for one year.

________________________________________ ____________________

Signature of Applicant (person applying for services) Date

RE

Q

UI

RE

Once completed, send your applica on and copies of all required documents to us by

mail or FAX. If you have any ques ons, please call us at 404-325-3630 and listen to 

menu prompt. 


