APPLICATION FOR DENTAL SERVICES (s jilada cladd (o) ol 93 52 Il
Lincoln-Lancaster County Health Department- xSl (U gl G831 38 (lagd g Cudilaga o) o

LANCASTER COUNTY/

.« a_w e o . EALTH
Dental DIVISIonGJ?*-‘Uf‘-\-'J SEosds DEPARTMENT
3131 O Street, Lincoln, NE 68510 —
Person Applying for Dental services Relationship to Patient Social Security Number
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Address [Number, Street] City/State Zip Code County Home Phone

(SRENY P SN il / s g sy XS iy Jie Gl o jlads
Mailing Address [If different] City/State Zip Code County
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Household Income: Hourly [s<slu 021 $iA 1l 53] Weekly [s<5iia] Bi-Weekly [ i 5 »l] Monthly [4bal]

Bi-Monthly [sLe 52 2] Annually [4YL] Other [ 854
List All Household Members Current Employer/ Hourly wage # of Hours Gross How often paid:
With Income phone worked per Monthly (Use categories
week Income above)
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1.

2.
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Do you or anyone within your household receive any of the following? #S (o <l s 3 ga 3 Ladi o) gil& 3 S 8 L Ladi L
Amount s
1. Unemployment [¢Ss<] S
2. Social Security [sgWia) @iscml] S
3. Disability Benefits [ 5 3 skl 4] $
4. Child Support/Alimony [48&i / ;83 S 3 Cislaa] S
5. Retirement Benefits [ iudi bt 5)s) 4] S
6. Supplemental Income from any other source [family, sponsorship, etc]
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7. Household Income/Resources not previously identified
8. [padd adiin b adlia / S giA 4] 1] S
Are you a U.S. citizen? [$oasie 0i¥lcs) 23 5 yed Sis L 151 Yes/4L No/

If not, what is your residency status? [ful 1) 253 Cudll Cigaazn s 4a s K]
Are you a current resident of Lincoln or Lancaster County? ¢ JiwSl (i g 1o g (S50 sd2d liSlu ) (585 Ladi sl
_Yes/ 4l _No/ BTN

How long? [faa 43]
What is your primary language? [f<usz Wb sdeal (b))
Country of origin [Lal i)

Do you need an interpreter? [$35) Jls0 aa i S 1] Yes/4l No/ s

Interpreter’s name [~> s ali] Interpreter’s phone [> s (0]
-OVER [ 4xla]-




Are you a student? [ sl (il Sis Lad I Yes/+L
Name of school [+ oU]

Is your spouse a student? [¢)sl (il (S lad yuaa 151 Yes/4l

Name of school [+~ )2 (U]

No/ =

HEALTH OR DENTAL COVERAGE [(s-5< jilain 4asm b udilagy] Insurance company Family members covered by
[Aass S ] the programs [ <sisdl gil& (gliac]
Ao 4y
Do you or anyone within your household receive Medicaid, Kids Yes/4l
Connection, or  Aid to Dependent Children? suS » ls sWi sl | No/wd
o il ) )l o S Ay SaS s 5 ¢ S0 S o eleS aseS s Ladi ool sl o
S
Are you or your family covered by Health Insurance? s L I Yes/4L
Se0he 2 Ansm i 5y ol Lad o0l ila No/ A
Are you or your family covered by Dental Insurance? [ s s L Isf Yes/4L
?‘5;5\.3‘};\5\ASAML5A._| UZ\J):\U_AS 5} A;';o.\\_,ﬁ&] No/_d
LIST ALL MEMBERS IN HOUSEHOLD [+3 sla )3 (sliac| 4 oli]
Name b Relationship Date of birth Agelm Race -use list below Hispanic/Latina Medicaid
A8 REPPSt KBS Ethnicity number o led
Sisp st/ (s hps) A0
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1. Yes/4ls No//ua
2. Yes/4l No/sA
3. Yes/+l: No/ua
4. Yes/+l: No/ua
5. Yes/4l No/sa
6. Yes/4ls No/xa
7. Yes/4ls No/xa
8. Yes/4l No/sA
9. Yes/+l: No/ua
10. Yes/4l No/sa
Race [ 3] White [l 5 2iu] Black/African American [Scs ) (s 81/ Ol s ol ]

American Indian/Native American  [\Sg _wl (sp50/ 2ia S5 ]

Hawaiian/Pacific Islander [ )] (53 Lo / 2l sla]

Immediate health concerns or problems [3Suis s 5 5558 il b o))

Other comments [_Si2 <l ki)

Printname [ <laal ] Signature [La«l]

Asian [ 5]

Other [.8u]

Date [z 4]

For office use only [is_lal isla salitul (51 5 Jadd]
Total Yearly Gross Income Reported for Household S

Staff Comments

Client Fee Step




