ROBSTOWN INDEPENDENT SCHOOL DISTRICT
TITLE I MIGRANT PROGRAM
REQUEST FOR EYE EXAMS/GLASSES SERVICES

	CAMPUS:
	
	
	DATE: 
	


I. Requisitions should only be made for those children that are in greater need.

	CHILD’S NAME:
	
	GRADE:
	
	DOB:
	
	AGE:
	


	NGS#:
	
	SS#:
	


	ADDRESS:
	
	PHONE #
	


	PARENT/GUARDIAN NAME:
	


	ADDRESS:
	
	PHONE #
	


If different from child’s
	REFERRED BY:
	


Classroom Teacher Signature
II. Is this a foster child?   ( yes  ( no   If yes, go to Section V.
	III. Are you receiving Food Stamps or TANF benefits for your child? ( yes  ( no   If yes,

	list food stamp and TANF case number:
	
	 Go to section V.


IV. All other household members: (complete this part only if you did not complete sections 2 or 3).  List all household members including the children listed above.  List all household income.
	V.   Names
	Current Monthly Income

	Names of household members (include the children listed above).  If you need more space, attach a separate sheet.
	Monthly earnings from work (before deductions) Job 1
	Monthly Welfare, 
Child Support,
Alimony
	Monthly Payments from Pensions, Retirement, 
Social Security
	Monthly earnings from Job 2 or any other monthly income.

	1. 
	$
	$
	$
	$

	2. 
	$
	$
	$
	$

	3. 
	$
	$
	$
	$

	4. 
	$
	$
	$
	$

	5. 
	$
	$
	$
	$

	6. 
	$
	$
	$
	$

	7. 
	$
	$
	$
	$

	8. 
	$
	$
	$
	$

	9. 
	$
	$
	$
	$

	10. 
	$
	$
	$
	$


VI.
	NURSE’S APPROVAL:
	

	COUNSELOR’S APPROVAL:
	

	PRINCIPAL’S APPROVAL:
	

	DIRECTOR’S APPROVAL:
	

	RECRUITER/PI AIDE:
	

	PARENT/GUARDIAN SIGNATURE:
	

	
	When Services Provided

	COMMENTS: 
	

	




VII.




FOR OFFICE USE ONLY
	Date Services Provided:
	
	Last Year Amount:
	

	Appointment Date:
	
	Current Year Amount:
	

	Rent:
	
	Welfare Amount:
	

	Light:
	
	Household Income:
	

	Water:
	
	Other source of income:
	

	Phone:
	
	
	














TEACHER OBSERVATION


(financially)


( IN GREAT NEED	


( MODERATE NEED











NURSE OBSERVATION


(Visual Deficiency)


( IN GREAT NEED	


( MODERATE NEED














