
 
 

 
 
 

Please Print Clearly.  All questions must be answered to ensure eligibility. 

PROUDLY 
ADMINISTERED BY: 
 

Applicant Information 

Child’s Name: ______________________________________________   
 Date of Birth: _____/_____/_____ 

 Social Security Number: _____-______-_______ SSN belongs to:   Child      Parent 
         (a valid social security number is necessary)                                          Please Circle One  

Address:    _______________________________________________________________________ 
City: ________________________  State: _________ Zip: ______________ 

             
 Parent/Guardian Name: _______________________________________________________ 
 Relation: ________________                    Phone: (_______) _______-___________ 

Annual Income:  $___________________________      Size of Family Unit: ___________ 
 

1. Is the child enrolled in Medicaid or other vision insurance?  Yes    No 
 

2. Is child or parent a US citizen with a Social Security Number?   Yes    No 
 

3. Has the child used the “Sight for Students” Program Turing the last 12 months? Yes    No 
 

4. Is the child 18 or younger and enrolled in school?     Yes    No 
 

The above information is correct and true to the best of my knowledge. 

________________________________________     ______/______/______ 
       Parent/Guardian Signature             Date 

 
Voucher to be mailed to: 
(check one) 
 
□ Name and Address Above 

_________________________________________ 
□ School/Agency 
      Contact Person    _________________________________________ 

 
__________________________________________ 

APPLICATION FOR VISION SERVICES 



ELIGIBILITY REQUIREMENTS 

 
Sight for students is a program founded by Vision Service Plan (VSP).  The program provides vision 

exams and glasses to uninsured children across the country.  
Vision Service Plan (VSP), a national healthcare leader in the area of eye care services, is partnering 

with Prevent Blindness America to provide eye exams and eyeglasses for uninsured of underinsured children 
throughout the nation. 

Prevent Blindness Tri-State is a leader in vision loss prevention. 
 

To find out more, go to www.preventblindnesstristate.org.  The goal of Prevent Blindness is to provide 
services to 10,000 students, nationwide.  Services will be awarded on a first come first serve basis.     

• Family Income is no more than 200% of poverty level  
(see chart). 

• Child is not enrolled in Medicaid and does not have any 
vision insurance. 

• Child is 18 years old or younger, and is still attending high 
school. 

• Child or parent is a U.S. citizen or documented immigrant 
with a social security number. 

• Child has not used our program during the last 12 months 

By Mail: Prevent Blindness Tri-State 
Sight for Student Services 
101 Whitney Avenue 
New Haven, CT 06510 

 
By Fax: 203-772-4691 

 

 
 
 

 
 

200% of Federal Poverty Guidelines 
(2008) 

Size of Family Unit      Annual Income 
           1         $  20,800 
           2             28,000 

3   35,200 
4   42,400 
5   49,600 
6   56,800 
7   64,000 
8   71,200 

Each additional person, add $7,200 

Children meeting the program qualifications are entitled to the following services: 

•  An eye exam from one of the VSP’s participating doctors. 
•  Glasses, should they be prescribed. 
•  Medically necessary services, upon authorization. 
 

Benefit coverage includes: 

• Oversize Lens  h Solid Tints and Dyes h Scratch Resistant Coating 
• Polycarbonate  h Plastic Gradient Dye h Low Vision 
• High Index     h Photochromic  h Color Coating  

 
There will be no cost to families unless a cosmetic option or other extra is purchased not covered by the program.

SHARE THE VISION 

BENEFITS 

Please return this application to: 


