MISSOURI COUNCIL OF THE BLIND HEALTH BENEFITS PROGRAM APPLICATION

Adopted October, 2010
PLEASE PRINT

PERSONAL DATA 

	Name of Applicant:
	

	Address:
	

	City:
	

	State:
	

	Zip Code:
	

	Telephone:
	


B. VISUAL STATUS
Please list either:  "Totally Blind", "Legally Blind" or "Sighted": 
	


C. MEMBERSHIP
Please list either:  "Member of an Affiliate", "Member at Large", or "None"
	


Give Affiliate Name:
	


Brief description of illness or accident by Applicant: 
	

	

	

	

	

	

	

	

	

	

	

	


Signature of Applicant:

	


Date Submitted:
	


PHYSICIAN'S STATEMENT
PLEASE PRINT
	Patient Name:
	

	The above-named individual is my patient, is confined to home or hospital, or has been unable to perform work or normal activity during the period of mm/dd/yyyy

	Beginning
	
	
	Ending
	

	
	
	
	
	

	Initial date of Illness:
	Date of Surgery
	Date Patient may resume normal activity:

	
	
	


	Describe Diagnosis Below:
	Is condition chronic?
	

	

	

	

	

	


Prognosis:
	

	

	

	


	
	
	

	Signature of Physician
	
	Date


FOR HEALTH BENEFITS COMMITTEE ONLY
Date submitted to Health Benefits Committee chairperson:
	


	Please list either "Approved" or "Denied":
	


	Amount to be paid if Approved:
	


If Denied, give reason for denial: 
	

	

	


Signature of Health Benefits Chairperson:
	


Please send this application and supporting documents to:

Missouri Council of the Blind
Health Benefits Grant

c/o Cathie Brauner
3305 S. Indiana Ave., Lot 28
Joplin, MO 64804

RELEASE OF INFORMATION FORM

*Applicant is to fill in the name, address and phone number of the physician; sign and date the Release Form and enclose it with the application.
This is to authorize:

	Physician’s Name:
	

	Physician’s Address:
	

	
	

	
	

	Physician’s Phone:
	

	Authorization to provide the Missouri Council of the Blind with requested information regarding my status of health.  

	Applicant's Signature:
	

	Date:
	


