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Is the parent/or applicant applying for dental services a college or graduate student?

il Juuandll § 1 Ly @lS Juana Glais cladd oualita [ pualile cuall g U O Jbvyes O No s
Name of School i b
Is your spouse a college or graduate student? Sl S Juast) £ 8 L g S Juasa (U psad U O Jhves 0O Noo_s

Name of School_4w e ol
Is the parent/or applicant on a visiting or student visa?f)2 Cujis b il ojug palitia [ cpiligl O Lives O No s

HEALTH OR DENTAL COVERAGE Insurance Company Family members covered by the
O b Culilagy Gl gy Aoy & programs

) Lgal K g g Gl gy a4 03] gl sliae
Do you or anyone within your household receive __ sYes
Medicaid, Kids Connection, or Aid to Dependent __ A No
Children?

Juikal SeS L W 4 Bl ¢ 3l g0 daw 5 Jaeld ) n€ Ulai
$a)shae Sy 1) Al

Are you or your family covered by Health Insurance? ___¥Yes
afid Cina day (b gy Ciad U o) A slael 5 Lad U __»No
Are you or your family covered by Dental Insurance? s Yes
Taria Gl day (S g s (5 ] A sliac) 5 Ladl __»No

LIST ALL MEMBERS IN HOUSEHOLD € il | o2l glA (slaac) olai (slgals

Name / ab Relationship Date of Birth Age | Race (Use list below) | Hispanic/Latina Medicaid
Jals Al g Gy sl o3 Cunal 1) 135 Ethnicity 33 Number > jled
(258 OF I (il day @i iS

1. ___Yes,h___ Nous

2. __Yes, ki Nous

3. __Yes & Nous

4, ___Yes,h___ Nous

5. __Yes & Nous

6. __Yes, i Nous

7. __Yesih__ Nous

8. __Yesih__ Nous

o. __Yes & ___ Nous

10. __Yes ___Noua

Race V3 0O white /il Black/African Americans&dl 5ol [sbw O Asian /wi0 American Indian/Native
American al Sl [sia Sl O Hawaiian/Pacific Islanderal l (usitdlf ) s sl > O other/ S

Immediate Health Concerns or Problems > Jale JSéa b (g

Other Comments & by i

| declare that the above information is complete and accurate. | understand that any information falsely reported can result in a
re-evaluation of eligibility for services and possible dismissal from the dental clinic.
S Slial gl A g Cladd o) s Cuadla e b3l Asaie 39d IR G ga U AS Aledhl A58 alfia <S8 (e Cod (883 g JalS (363 CileDlal AS a gl aBlet (1
AR ol Sails
Print Name / 024 43d 45 U Signature sbaal Date & &

For Office Use Only:

Total Yearly Gross Income Reported for Household $ Client Fee Step
Staff Comments

Revised 6/2024



