APPLICATION FOR DENTAL SERVICES ¢t g3ls clasd il
Lincoln-Lancaster County Health Department -- Dental Division

uNCOLN /
LANCASTER COUNTY,

— RSy dadallie 00 daal) 3 il L) Bale HEALTH .~
3131 O Street, Lincoln, NE 68510 —_—
Person Applying for Dental services Relationship to Patient Social Security Number
Ol Aadd Gl 53 Gadil) o o yalls A83at) SLiall glal) 8
Address [Number, Street] City/State Zip Code County Home Phone
(AR /g L) &) gind) ALaall/agy s sl el dalaldal) Joal) Ciila
Mailing Address [if different] City/State Zip Code County
calide S ) (58 ) ) gl Aiaall/ay gl sl Jall Aadalialf
Household Income: Hourly [A=Ldl ]  Weekly [LF— jzw\] Bi-Weekly [0 s¥) 8] Monthly [Le]
Bi-Monthly [z ] Annually [ 5] Other [¢l &
List All Household Members Current Hourly wage # of Hours Gross How often paid:
with Income Employer/phone worked per Monthly Use categories
week Income above
[d3) go ALilall o)1 ¢lansl] [ilgdl a8 /dandl (\SA] [Aeludly Y] [lels s [ el Jaal J““‘”}S;n@“ﬂj‘s
g s i deall] | U] - ~
1.
2.
3.
Do you or anyone within your household receive any of the following? [ Les plicy Slilile 31 ol 5f <l Ja)
LS Amount
1. Unemployment [Jexl (= Crllalall il ) $
2. Social Security [sclis¥) Glaall] $
3. Disability Benefits [ sl <l ] $
4. Child Support/Alimony [JUlY! ac 3/4siil] $
5. Retirement Benefits [(g2c &l i )] $
6. Supplemental Income from any other source [family, sponsorship, etc]
() 5 e s A S 51 o e 2o $
7. Household Income/Resources not previously identified $
[S3 Al s A1 jabae/ el Jaall]
Are you a U.S. citizen? [fSi ) bl ge il Ja] Yes/ ax No/¥
If not, what is your residency status? [<lisll mas g Lad ¥ Gl sall (IS 13/]
Are you a current resident of Lincoln or Lancaster County? [ iuSiy daklia 5 oS3 Mall eli€u Ja] Yes/az No/%

How long? [32<ll als]
What is your primary language? [f4luY) clisl oale]
Country of origin [JaY! ali)]

Do you need an interpreter? [fa> e I dals, il Ja] Yes/pz No/Y
Interpreter’s name [a> siell aul] Interpreter’s phone [»> il il o8 )]
Are you a student? [4Us/alda il Ja] Yes/p2 No/¥Y
Name of school [%u_ 2l aul]
Is your spouse a student? [AdUs/lUa s 5311/ 550 Ja] Yes/p2 No/¥

Name of school [4u 2l aul]

-OVER [&]-



HEALTH OR DENTAL COVERAGE [ gleall 5l aall ol .
BERVEOW) Insurance ) Family membeljs covered by
company 4S8 yd o) the programs Ablall ol il cloul
el el sl o3 (ya dudaiill agual cpAll
Do you or anyone within your household receive Medicaid, Kids | Yes/az
Connection, or Aid to Dependent Children? (=) o) Slids | No /¥
$3laa Jida sacbia 5l Jalall &5 gra grali y Ana B3 Lo iyl 31 A1 (ga
Are you or your family covered by Health Insurance? ) <l Ja Yes/pz
el Jlanall 4 Aikall 21 3l aal No /¥
Are you or your family covered by Dental Insurance? ) <) Ja Yes/a=
£y Aalladd (lacall 4sal Allad) ol i) aa) No/ ¥
LIST ALL MEMBERS IN HOUSEHOLD [4lilall 3l_l ares cleusl]
Name [aY] Relationship Date of birth Age Race -use list Hispanic/Latina Medicaid
[A83111] [33al) g 5] [oeadl] below Jexivl Jal) Ethnicity number
Jal b ) Al ol U (3 el s
1. Yes/a=i_ No/¥
2. Yes/a= —No/¥
3. Yes/>= —No/¥
4. Yes/a= —No/¥
5. Yes/a= —No/¥
6. Yes/ a2 —No /Y
7. Yes/s= No/¥
8. Yes/>= No/¥
9. Yes/a= No/¥
10. Yes/a=i_ No/¥
Race [J=Y] White [=ll] Black/African American [Oui 5Y) (S Y1/ 5]

American Indian/Native American [Cuba¥) (S5 5eY) / 3 5igdl 1K) Y]

Hawaiian/Pacific Islander [!s%/ byl lsall ) jal aal (4]

Immediate health concerns or problems [oY! z3le I zliad (il daally Gl f 2S5

Asian [ s]

Other [ ]

Other comments [s_3Y) i)

Print name [p¥) GiS1)

Signature [&8 53]

Date [ 4]

For office use only [k 5 120l (i ¢ya L]
Total Yearly Gross Income Reported for Household — §

Staff Comments

Client Fee Step




