
m 
DALLAS SERVICES 

Receiving Traditional Medicaid? 
(ff YES, must µse Medicaid) 

APPUCATION FORVISIQN SERVICES 
LOW VISION CLINIC 

YES NO 

AppoinJment Date 

I request help from Dallas Services in securing vision examination and/or eye glasses for my child. 

Student's Name ____________ So~ial Security# ___________ _ 
N.otnbre de Estudiante Numero de Seguro Social 

Address __________ ,\pt# ___ City _____ State ___ ZIP ____ _ 
Domi(:ilo Ciudad Co.digo Postal 

Home Phone ___________ Work Phone (Parent~s) ___________ _ 

Birthd~y--"--------~Age ____ Sthool __________ Grade __ _ 
Fecha de Nacimiento Edad Escuela Ano Escolar 

If student doesn't have SS# write down school ID# ----------------
Net Monthly Family Income $ ___________ _ 
Resitos/sueldos de todas ios mkmbros de su farnilia por mes 
Adjusted N,et Monthly ln<:ome $ ___________ _ 
Number of family members 
Free or reduced lunch program? YES__ NO __ 

For School Nurse Only 

Has student failed vlsion s.creening TWICE? Yes No 
Dates conducted vision sc:;reening ______ _ 
(Nurses, please DO NOT send student's Medical Referral/Follow-up form to us) 

Symptoms or Complaints------------,----------

Parent's Name --------------,--'---'---~~-------
Schoo I Nurse Name Phone ft -------------- ---------
Name of School ahd School District ____ - _____________ _ 

4242 Office Parkw9y · Dallas, TX 75204 , 214,828.9900 · (F) 214.828.9901 



S.chool District School Nurse ------ -------- -------

RELEASE OF INFQRIVIATION FORM 

THIS FORIVI IS TO CONFIRM YOUR AUTJ:iORliA'TION TO USE OR DISC.LOSE YOUR PROTECTED 
HEALTH INFORMATION FOR A SPECIAL PURPOSE. 

I give my authorization to use or disdose my child's protected health information. 
I give the authorization voluntarily. 

Name or Child: _______________________ _ 

Parent's/Legal Guardian's Name: -,-------

Home Address: __________ City: ______ Zip Code: __ _ 

Home Telephone Nun,ber: ________________ _ 

Name the people and organizations that you are authoriting to use and/or 
disclose protected health information DALLAS SERVICES; LOW VISION.CLINIC. 

N.ame the people and/or organizations (or kinds of people and/or organizations) 
that you are authorizing to receive and use your child's protected health 
information. 
SCHOOLDISTRICTS, DIVISION FOR BLIND SERVICES, LION'S S!GHT AND TISSUE FOUNDATION. 

HIPAA Compliance Acknowledgment of Receipt 

ACKNOWLEDGMENT FORM 

I have received the "Notice of Privacy Practices" an.d I hc1ve be~n provideq ah opportunity to 
review it. 

Name 6f Child: _______________________ _ 

Parent or Legal Guardian's Signature: ________________ _ 

Date: _____________ -'-_ 



~ 
DALLAS SERVICES 

Appointment Date 

APPLICATION FOR VISION SERVICES- GLASSES ONLY 

I request help from Dallas Services In securing eye glasses for mv child. 

Student's Name ___________ Social Security#--,----------
Nombre de Estudiante Numero de Seguro Social 

Address _________ Apt# __ City ___ State __ Zip ___ _ 
Domicilo Ciudad Codigo Postal 

Home Phone _________ Work Phone (Parent's) _________ _ 

Birthday Age School Gra.de -------- ---- ------ ----
Fetha de Nacimiento Edad Escuela Grado 

Is Student legal resident of the U.S.? YES __ _ Nb --
Estudiante es residente legal de las Estacfos Unidos St __ NO __ 

If uNO", student school ID# _________ _ 
Net Monthly Income $ _________ _ 
Resitos/sueldos de todas los rnicmbros de su familia por mes 
Adjusted Net Monthly Income $ 
Number of family members _____ _ 

Free or reduced lunch program? YES__ NO __ _ 

For School Nurse 

P;uent's Name: _________________________ _ 

School Nurse Name: ____________ Phone#: _______ _ 

Name of School and School District: -----~-------------

4242 Office Parkway · Dallas, TX 75204 · 214.828-9900 · (F) 214.828.9901 



DALLAS SERVICES 

REPLACEMENT OR Rl:PAIR QF GLASSES 

School District: ---------------
Schoo I: ------------------
_____ Replacement of Lost Glasses ($ 30.00 fee) 
_____ Repair of broken frame ($ 10.00 fee) 

Student's Name: ------------------------
Address: ---------------------------
City/Zip: ________________________ _ 
Birthday: _______________________ _ 
Social Sec:urity or School ID#:------------------­
School Nurse: -------------------------
Nuts e's Phone#: ____________ Fax#: _________ _ 

DATE SEEN IN LOW VISION CLINIC: ___________________ _ 

( Last visit should not exceed two years or refer for new prescription. 
In order to repl<c1ce or repair glasses, student mLJst have r¢ceived glasses from Low Vision 
Clinic) 

Include a copy of the eye exam with money order (payable to the Low Vision Clinic) or cash. (If 
you do not have exam report, please check with your Nurse coordinator} 

Low Vision Clinic use only: 

Repaired broken frames on _________ _ 

Sent to lab on-----------'----
Make appointment to piek out new frames only 

____ Send back tq Clinic for eye exar11 & glasses 
Glasses or frame not from Low Vision Clinic ----

____ Other~.-"-------------~--"~-------

4242 Office Parkway • Pallas, TX 75204 · 214,828.9900 • (F) 214.828.9901 



LA FORMA DE LIBERACION DE INFORMACION 

Esta forma .es de confirmar su autorizadon para utilizaro reveler su informacion 
protegi<l~ d.e Ja s~lud. par11 uµ proposito espcclal. 

Au:forizo Ia lib~racion de llledico Q otra informa&)iQn necessari~ pal'a 
p~·ocesai- a teclamos al seguranza. Yo autotizo el p1\go de henefid.os 
medico$ clirect<> a Low Vision Clinic. 
Yo me dQy cuenta de que soy responsible de esos Servicios no cubridos 
por benifi.cios medico. 

Firma: Fecha: ------- -------

Doy mi autorizaci6n a utilizl:Jr p revelar mi informacion protegida de la salud. 
Doy fa ·autorizaci6n voluntatiamente. 

Nombre de paciente: ____________________ _ 

Firma de Paciente/Padre o Guardian: ---------------
Su direcci6n de calle: ---------------------
Ciudad Estado: Codico Postal: ----- ------ ------

Su numero de telefoilo de ca~a: --------

De c~llular: ----~---

Numcro de Segui:'o Social de Paciente: _______ _ 

Las personas y/o la organizaci6n que usted autorlza a utilizar y/Q revelar 
informacion protegida de salud:))ALLAS SERVICES LOW VlSlON CLINIC 

Las pe1isQnas y/Q la Q.t:g:Jnizacion que usted autoriza ~ p,til,iiar y/Q reveler 
info_rnu1cio:n p·rotegida de salud: 



·~ 

·. •·· .. . 
. 

DALLAS SERVICES . . 

Low Vish:,11 Clinic 

Dr. Stephanie Fleming, o.o. 
4242 Offic:e Parkway 

Dallas, TX 75204 
Phone: (214) 82~-9900 

Fax: (214) 828-9901 

El Reconoclmiento de la Conformidad de HIPPA 
Forma de Reconocimlento 

He recibido la Nota de Practicas de lntimidad y yo he 
sido proporcionado y la oportunidad de revisarlo. 

Nombre de Paclente: ---------------

Fecha de Na.cimJento de Paciente: _________ _ 

Firma de Paclente/Guardian: ___________ _ 

Fecha~ -------------



School District School Nurse ------ -------- -------

RE~EASE QF INFORMATION FORM 

THIS FORM is TO CONFIRM YOUR AUTHORIZATION TO us~ OR blSCLQSE YOUR PROTECTED 
HEALTH INFORMATION FOR A SPECIAL PURPOSE. 

I give my authorization to use or dis.close my child 1s protected health information. 
I give the authorization voluntarily. 

Name of Child:---'--------------------------' 

Parent's/Legal Guardi.an's Name: __________________ _ 

Home Address: __________ City: ______ Zip Code: __ _ 

Home Telephone Number: ________________ _ 

Name the people and organizations that you are authorizing to use and/or 
disclose protected health information DALLAS SERVICES; LOW VISION CLINIC. 

Name the people and/ororgc;1nizations (or kinds of people and/or organizations) 
that you are authorizing to receive and use your child~s protected health 
information. 
SCHOOL DISTRICTS, DIVISION FOR BLIND SERVICES. LION'S SIGHTAND TISSUE FOUNDATION. 

HIPAA Compliance Acknowledgment of Receipt 

ACKNOWLEDGMENT FORM 

I have re.ceived the "Notic.e of Privacy Practices" and I have been provided an opportunity to 
review it. 

Name of Child: ------------------------
Parent or Legal Guardian~s Signature:--------------'------

Date: ----------·--------·-------------• 



Dallas Services Low Vision Clinic 

Chilclrerts Eyeg!as·s~s Clinic. 
Appointment ·slip 

Student's Name/ Nombre cJel Estudiante Nurse / Enfermera Phone # 

Appointment Date/Fecha de Cita School/ Escuela 

Parents should take this slip with the student to the Clinic 
Los padres deben llevar esta forma con el Estuidiante a la Clinica 

Fair 
Park 

A 
N 

4242 Office Parkway • Dallas, tx 75204 · 214.sis,990O · (F) 214.828.9901 
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