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Our Vision Is Vision.



                                    VSP EYES OF HOPE – SIGHT FOR STUDENT APPLICATION

   PLEASE PRINT

Student’s Name 







 Date of Birth 
        /
          /



Address 













 

City 




 State 

  ZIP 


  Phone 





Does the child wear glasses?

      ⃝ Yes
⃝ NO
     If yes, how long ago was the eyeglass prescription written? 






Record child’s visual acuity *Required (if they wear eye glasses screen with glasses on)

Visual Acuity   Right Eye __________   Left Eye ___________
Wearing glasses?   ⃝ Yes
⃝ NO
What vision problem is the child experiencing? 






__



PARENT/GUARDIAN INFORMATION (PLEASE PRINT CLEARLY)
Name 








 Relationship to child 





Does child live with you?   Yes  No

If No, Your Address 













City 




 State 

  ZIP 


  Phone 




Is your child enrolled in Medicaid, Hawk-i or any other vision insurance plan?   Yes   No  
Annual Income $**


 Size of Family Unit 
 

 Work Phone 




**Annual income must be provided to school nurse or public health official for verification to qualify for VSP assistance. Income qualification for the program is based on 200% of Federal Poverty Guidelines-2021 ($25,760 for 1 person in family and add $9,080 for each additional person in the family).
Please return the completed form to the school nurse/public health official for income verification. The school nurse/public health official will then submit this application to Prevent Blindness Iowa.  
AGENCY/ORGANIZATION/SCHOOL INFORMATION (PLEASE PRINT CLEARLY)
(To be completed by the school nurse or public health official – not the parent)

Agency/Organization/School Name 











Address 





  Work # 


 Fax #




City 



 State 

  ZIP 


  Email _______





Name 





           Signature 







              Please print




I, the undersigned, have verified the information shown above.

Before sending this completed application to Prevent Blindness Iowa, please verify that the following criteria have been met by checking off each statement:

· The family’s income is no more than 200% of poverty level.

· Child is NOT enrolled in Medicaid, Hawk-I, or any other vision insurance.

· Child is a student (up to high school graduation) and no older than 19.
· Child has NOT used the VSP Sight for Student’s program during the last 12 months.
If approved the gift certificate will be mailed to the agency/organization/school who submitted the application.
OFFICE USE ONLY

Issue Date 


 Voucher Number 


 Voucher Expiration Date 


  

                                   Prevent Blindness Iowa, 1111 Ninth Street, Suite 250, Des Moines, Iowa 50314-2585
515/244-4341 or toll-free 800/329-8782  Fax: 515/ 244-4718  Email: mail@preventblindnessiowa.org

                      Please allow 1 – 2 weeks for application processing. Application form is available online at iowa.preventblindness.org
Updated January 2021

