
Application and Documents 
Needed for Cataract Surgery

1. Cornerstone application
2. Alcon application
3. Copy of the patient identification
4. Financial documents from patient or spouse

1. Income - four recent check stubs or income tax return
2. Copy of Social Security income and Social Security Disability, WIC, TANK,

Food Stamps, or copy of any government help
3. Medicare A, B, C, D documentation
4. Insurance documentation

5. Homeless: A letter from an organization to verify homeless status
6. If patient is not working, financial documentation of family income is needed
7. List of current medications

You can mail or drop of these documents at 3100 N MacArthur Blvd, Irving, Texas, 75062. If 
you have any questions, feel free to call our office at (979) 985-3022 or send a fax to (972) 
570-1103. 

If any information given is incorrect or missing, your request will be delayed or disqualified. 

Patient signature: ___________________________________ Date: __________________________ 

3100 N MacArthur Blvd. Irving, Texas 75062 | (979) 985-3022

tel:979-985-3022
tel:972-570-1103
tel:972-570-1103


3100 N MacArthur Blvd. Irving, Texas 75062 | (979) 985-3022

Take TX-183 W toward Irving
Exit MacArthur Blvd
Turn right (north) on MacArthur Blvd
Continue about 1 mile
Tylock Nasser Vision will be on the
right

Take TX-183 E toward Irving
Exit MacArthur Blvd
Turn left (north) on MacArthur Blvd
Drive about 1 mile
The office will be on the right

From Dallas (East) From Fort Worth (West)



Crown Vision Foundation Qualifications

Who can qualify?
Must be a Tarrant County Resident, No Insurance and fall below 200% of the Federal Poverty Level.

3100 N MacArthur Blvd. Irving, Texas 75062 | (979) 985-3022

What will I need to apply?
Proof of ID, Proof of Tarrant County Residence and Proof of Income.

Proof of ID
Must provide ONE of the following: 
    Valid Drivers’ License or State Issued ID Card 
    Permanent Resident, Consular or Passport Card 
    TDJC Card 
    TCHC or Homeless Shelter ID Card 
    Bus ID Card

∂
∂
∂
∂
∂

Proof of Tarrant County Residence
Must provide ONE of the following: 
    Utility bill with patient’s name and address 
    Agency letter – Re-entry, New Lives, Family Services 
    Rental/lease agreement with patient’s name 
    Mortgage Statement 
    Insurance Document 
    Letter from Government Agency

∂
∂
∂
∂
∂
∂

Proof of All Household Income
Must provide copies for all that apply: 
      Check Stubs for the last 30 days for everyone living in the household over 18 years of age 
     Current Award Letter for SSI, RSDI, VA, Social Security or TANF 
     Employer Wage Verification - If paid in cash 
     Unemployment Award Letter 
     Workman’s Compensation 
     Proof of child support 
     Current year Income tax information 
     Verification of Assistance Form 
     Government assistance (Food Stamps, also known as SNAP, Medicaid, or TANF) 
     Government funded housing (Section 8) 

∂
∂
∂

∂
∂

∂

How do I submit my application?
Completed applications can dropped off at our office, faxed to (972) 570-1103, or emailed to 
CrownVisionFoundation@tylock.com

How long will the process take?
It typically takes 3-4 weeks to review your application, and schedule an exam appointment if 
you qualify.

∂
∂

∂

∂



Crown Vision Foundation  
Assistance Network Intake Form

3100 N MacArthur Blvd. Irving, Texas 75062 | (979) 985-3022

Client Information
Name (First, Middle, Last): Date:

Current address: 

City: State: ZIP Code:

Home Phone: Work Phone: Cell Phone:

Email: Date of Birth: Age:

Emergency Contact: Emergency Contact Phone #:

Crown Vision Foundation does not discriminate on the basis of race, sex, gender, age, linguistic and language ability, marital status, 
disability and any other characteristics protected by law.

Demographic Information
Race/Ethnicity (Please check all that apply): Citizenship:

     American Indian/Alaskan Native      Native Hawaiian/Pacific Islander      US Citizen

     Black/African American      White      Eligible Non-Citizen

     Hispanic      Other _____________________      Non-Eligible Non-Citizen

Gender: Veteran: Disabled: Bilingual:
     Male      Yes      Yes      Yes

     Female      No      No      No 

Marital Status: Education Level:
     Single/Never Married      Separated      Less than High School      High School/ GED

     Married      Common Law      Some college/Associate      Bachelor’s Degree

     Divorced      Widow      Advanced Degree      Other __________________

Household Information
Employment Status: Yearly Income: Source(s) of Income:

     Unemployment      Self Employed     < $10K     $21K-$25K      Employment     SSI/SSDI 

     Part Time      Retired      $11K-$15K      >$26K+      Child Support     TANF

     Full Time      Other____________      $16K-$20K      Other ________      Pension/Veteran     Other__________ 

Housing Status: Transportation: Number of Persons in Household:

     Own Home      Transition Housing      Bus      Walking     Children (under 17): _______

     Rent      Homeless      Personal Vehicle     Adults: ________ 

     Staying With Someone      Other __________      Received Ride

Please list ALL individuals currently living in your household
Name Date of Birth Age Gender Relationship

PLEASE ALSO COMPLETE THE BACK PAGE



Programs
Please rank you current level of need (1 being the least and 5 being the most):

1 2 3 4 5

What mainstream benefits have you applied for or participated in? Check all that apply

      SSI/ SSDI       JPS Connection       Education Assistance       TANF       Medicaid

      Food Stamps/WIC       Section 8 Housing       Workers Comp.       Texas Workforce       ACA Marketplace

Income received from any source in past 30 days:
Source of Income: Amount Monthly:

Employment:

Unemployment

Social Security

SSI/ SSDI

Veterans benefits

Worker’s comp

Alimony / Child Support

TANF

Other Sources:

Rent / Mortgage

Auto / Payment

      Gas

      Insurance

Utilities: Electric

      Gas

      Water

      Phone

Food

Childcare

Alimony / Child Support

Medical Insurance

Prescriptions

Cable / Internet

Other Expenses

Monthly Expenses:
Type: Amount Monthly:

      Valid Driver’s License       Valid ID

      Social security Card       Birth Certificate

      Permanent Resident       TDCJ/TCHC

Are you seeking any of the following services?

Addiction Services:       Yes

      No

Adult Education Services:       GED Classes

      Computer Classes       ESL Classes

Spiritual Resources:       Bible

      Church information       Prayer

Lifestyle Management       Financial Budgeting

      Immigration Svcs       Coaching

      Emotional Support       Legal assistance

      Health       Dental

      Eye       Mental health

Reentry services       Job

      Housing       Transportation

      Interview skills       Resume

Critical Documents Needed:

Re-entry Information
      Felony Conviction       Open/ Pending Case       Unpaid tickets/ Warrants

      Misdemeanor Conviction       Probation/ Parole       Current civil cases

CLIENT/PATIENT SIGNATURE:                                                                                     REFERRING INDIVIDUAL/ORGANIZATION:

Non-cash benefits received in past 30 days:
Type of Benefits: Amount Monthly:

Food Stamps

Medicaid

Medicare

CHIP

VA Medical services

Section 8, Public Housing

Other:









Zero Income Statement

Date: ____________________

Patient Name: ___________________________________Date of Birth __________________

1. I am signing this letter to declare that I currently do not have any income from any source. My financial 

support comes from (please describe):

                                                                                                                                                                    

Did you file a federal income tax return in the past two years? (circle one)    No     Yes   

If yes, submit a copy of your most recent federal tax return.

2. I agree to notify the above provider about changes in my income within 30 days of the change.

3. _________________is a resident of the _______________________shelter and has no income.

4. I understand that by completing, signing and dating this form, I declare that I have no household income and 

that the information I am providing is correct. I understand that providing false information may result in 

denial of services.

Patient Signature: _____________________________________________________________

Referring Provider: _____________________________________________________________

1. I attest that the above patient has no source of income and qualifies for services outlined by the Alcon 

Indigent Patient Surgery application Guidelines.

Provider Signature: __________________________________________________________

                                            

6201 South Freeway
Fort Worth, Texas 76134-2099

Phone: +1(800)-222-8103 Fax: +1(866)-594-1579
Indigent.surgery@alcon.com  



Health Services Verification  
of Assistance and/or Residency

Please have this form completed and signed by the person that is providing the support.

3100 N MacArthur Blvd. Irving, Texas 75062 | (979) 985-3022

I, ___________________________________________________ verify that ____________________________________________ lives at

Financial Assistance:
Do you provide financial assistance to the applicant?

Name of person providing assistance

The information provided will solely be used to determine if the applicant qualifies for our services. I certify 
that the above information is true and correct. I further understand that providing false information may result 
in denial or termination of services for the applicant.

Applicant’s name

_____________________________________________________________________________________________________________________
Applicant’s address City State Zip

∂∂ Yes No

Did you claim the applicant on your most recent Federal Income Tax return? ∂∂ Yes No

What type of assistance do you provide for the applicant?

∂∂ Rent Mortgage ∂ Utilities ∂ Food ∂ Personal Items ∂ Transportation

∂ Cash/Check ∂ Other: _____________________________

Please indicate how much and how often is the financial assistance given?

$ _____________________________ ∂ Weekly ∂ Monthly ∂ Other: _____________________________

Residency Assistance:

Does the applicant reside at you’re address? ∂∂ Yes No

Does the applicant contribute monetarily to help towards the rent and/or utilities? ∂∂ Yes No

If yes, how much and how often?

$ _____________________________ ∂ Weekly ∂ Monthly ∂ Other: ______________________________

Signature of Person Providing Assistance: _________________________________________  Date: ________________________ 

Relationship to Patient: ____________________________________________________________________________________________ 

How long has the applicant lived at this address? _____________________________________________
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