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The Hearts and Hands Clinic, INC:

A Volunteers In Medicine Alliance
www.theheartsandhandsclinic.com 

P.O Box 224

9945 U.S. Hwy. 301 South
Statesboro, GA 30459

Statesboro, GA 30458
(912) 681-9519 – Phone

(912) 681-9520 Fax

Date__________________________






SSN # _________ - ______-_________
Name________________________________________________________________

DOB ____/_____/_____


Last 

First

   M.I.
Street Address________________________________________________________________________________________

City, State, Zip _____________________________________________________________

Mailing Address (if different from street address) _______________________________________________

Phone number: __________________________    Alternate Number & Name: __________________________
Preferred time to be contacted: ______________
Email address: _______________________________
WHAT SERVICES ARE YOU APPLYING FOR? (Please circle)

             Medical Care                Dental Care       
Vision Care

Were you referred to Hearts and Hands, if so by whom? Yes or No

______________________________________________________
Eligibility Requirements for Receiving Services:

· Bulloch County Resident, Age 18 and over: Proof of Residency is REQUIRED.

· Uninsured for the services being requested including Medicare/Medicaid
· Income at or below 200% of current Federal Poverty Level: Proof of Income is REQUIRED

· If NO INCOME: A Wage Inquiry from the Dept. of Labor is REQUIRED

· Persons with NO INCOME and Certain Low Income persons will be required to bring proof that they do not qualify for Medicaid (A letter of Denial from DFACS.)

· Certain persons with Medicare/Medicaid MAY be eligible for Eyeglasses through Bulloch Lions Club and the Georgia Lions Lighthouse Foundation. 
Are you employed?  ______ If so, where? ____________________________________________________

How many people are you living with including yourself? 

Adults____   Under18____ Student 18-21____ Total_________

Family Income: What is your total family income including all related members?

Please fill in at least one of the blanks below.

Weekly$ _____________monthly $_____________yearly $______________
Please complete back of application
What is your Medical, Dental, or Vision Problem?________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Are you a diabetic? 
YES
OR
NO

I acknowledge that the information provided is correct and any false information contained in this application will result in the immediate refusal of care by the Hearts and Hands Clinic.

______________________________________________

         Signature of Applicant

Mail or fax completed application to:  
OR
Drop off application at the clinic:

The Hearts and Hands Clinic


(Next to Son’s Light Church)
PO Box 224





9945 Hwy. 301 South, Statesboro, GA 30458
Statesboro, GA 30459



Location: next to Gateway Animal Hospital
Fax: 912-681-9520

*If clinic is closed you can place them in the black drop box outside. 

If you are eligible for services someone will contact you in the order your application was received. All applicants must complete the eligibility process before an appointment is scheduled.
The Hearts and Hands Staff 

