
 
 

 
APPLICATION FOR THE KENTUCKY VISION PROJECT 

 

 
 

Please return this application to 
Kentucky Vision Project, P.O. Box 1422, Frankfort, KY 40602 

 
IF THIS FORM IS INCOMPLETE, IT WILL NOT BE PROCESSED. 

 
1. Today’s date_________________ 2. SS#___________________________      3. County_________________________ 
 
4.Name_____________________________________________________________________________________________ 
 
5.Street Address (Mailing Address)_____________________________________________________________________ 
 
6. City___________________________________   7. State______________________   8. Zip_______________________ 
 
9. Phone # (         )__________-_______________ 10. Email _________________________ 11. Date of Birth ___________ 
 
12. If there is no participating doctor in your county I will travel to:    (List 2 Counties) 
 
      1. ___________________________________ 2. __________________________________ 
 
WWhheenn  wwaass  yyoouurr  llaasstt  eeyyee  eexxaammiinnaattiioonn??  ______________________NNaammee  ooff  DDooccttoorr________________________________________________________________________  
 
13. Family Member Information: You must include everyone living in your household including yourself. 
 
Family                            Covered by                               Check those who 
Member Name                            Relationship         Age       Medicare?               Medicaid?            need an appointment 
 Applicant     
      
      

      

      

 

COMPLETE REVERSE SIDE 
 
 
 
 

Office Use Only                  Batch Date_________
 

  OD ___________________ OD City ______________________
   
    Other________________________________________________
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IF THIS FORM IS INCOMPLETE, IT WILL NOT BE PROCESSED. 
 
 
 
14. Family Income Information:  Must include total income for each family member from any of these sources  
1.Job  2. AFDC  3. Unemployment  4.SSI  5.Disability  6. Workers Comp  7. Food Stamps  8. Bank Records 9. Any other source 
of income. 
 
LIST INCOME.  YOU MUST ENCLOSE PROOF OF INCOME FOR EACH LISTED.  (STATEMENTS, DOCUMENTS) 
 
Family                  Gross Income    Source of 
Member Name                    Per Month    Income 
   
   

   

   
   

 
15. Other Resources: Checking/ Savings Acct   $___________________ 
   Other (Specify)___________________ $___________________    _________________Total           
 
16. List any source of health insurance your family has: ___________________________________________________________ 
 
17. Has anyone in your family been accepted for the KY Vision Project before?     YES_______      NO_______ 
      If yes whom?_____________________________________________________________________________________________ 
 
YOUR APPLICATION WILL BE SCREENED BY THE SALVATION ARMY OR COMMUNITY SERVICE CENTER COVERING YOUR 
AREA.  IF YOUR APPLICATION IS APPROVED: 

1. Your name may be placed on a waiting list. You will be notified by a letter you will have 30 days to 
contact the doctor’s office to set up your appointment. 

 2.    Only certain frames are available through this project and if glasses are needed you must select from these                  
 frames. Tinted and photogray lenses are not available through this program.  Only plastic lenses are available through          
this program.                               

3. At the time of the exam a $25 donation to the project is requested for each family member who needs glasses 
 

Due to the number of applicants, we can only provide assistance with an exam and glasses one time.     
     

 I certify that the above information is true and I agree to abide by the guidelines of this program. 
I authorize the professional office of my optometrist to release health information identifying me to the Kentucky Vision Plan (KVP) for the sole purposes of allowing me to participate in 

the KVP and to allow the KVP to assess the effectiveness of the KVP program.  I understand that it is completely my decision to authorize the release of this information to the KVP, and 
that I may revoke this authorization at any time.  The KVP will not release any health care information received about me to any person or entity not working for the KVP.  I fully 

understand this release and voluntarily agree to the disclosure of my health information to the KVP as described herein. 
 

Applicant’s Signature___________________________________________Date_________________ 
 
 
 
Screening Agent Use Only 
 
Agent Signature ___________________________________________________Date__________________ 
                                                                                 
Agent Please circle one:   APPROVED  NOT APPROVED 

 
If not approved please give reason_________________________________________________________________ 
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