Ukrainian

APPLICATION FOR DENTAL SERVICES / 3A9BA HA OTPUMAHHA CTOMATOJ/IOTMYHUX NOC/1YT
Lincoln-Lancaster County Health Department
JAenapmameHnm oxopoHu 300pos’s oKpyz2y JliHKonbH-/lTaHKacmep
Dental Division / Biddin cmomamonozii
3131 O Street, Lincoln, NE 68510

Lincoln-Lancaster County
Health Department

Social Security Number of Person Completing Application
Homep coyianbHo20 cmpaxyeaHHsA 0cobu, KA 3aroeHIOE 3asey

Relationship to Patient(s)
Kum doeodumbca nayieHmy(am)

Person Completing Application
Ocoba, AKa 3aM0BHIOE 308Ky

Address (Number, Street)
Adpeca (Homep 6yOuHKy, 8yauys)

City/State
Micmo/wumam

Zip Code
IHdekc

County
OKpye

Email Address
EnekmpoHHa adpeca

Cell Phone
MobinbHuli menegoH

Home Phone
AomawHili menegoH

How would you like to be contacted for appointment reminders? / Ak 6u eu xominu, uj06 3 eamu 36’a3anuca 0na HazadyeaHHA npo npuiiom?

O Phone/Tenegorn O Text/cMC O Email/EanekmponHa adpeca
How often do you get
# of Hours paid: (Hourly, Weekly, Bi-
List All Household Members worked per Gross Monthly Weekly, Monthly, or
. Current Employer/Phone Hourly Wage week Annually)
with Income » L Income
” . . MomoyHuli Mo2oduHHa Kinbkicme . Ak yacmo eu ompumyeme
Mepepaxylime ecix YneHie . 3azanbHuli
. po6omodaeeys/menegoH 3apnaama sidnpaybosaHux . . 3apnaamy: (No200uHHo,
POOUHU, W0 ompumyome 00Xxio doxiod 3a micayo
200UH Ha wWomusiHs, pa3 Ha 0ea
muxcoeHb mudicHi, wjomicaya abo
pas Ha pik)
1.
2.
3.
4,
Do you or anyone within your household receive any of the following? Amount
Yu ompumyeme 8u abo xmocs i3 YneHie 8awioi pOOUHU W,OCH i3 NepeniyeHo20 HUXve? Cyma
1. Unemployment / Bunaama donomoau no 6e3pobimmio S
2. Social Security / Bunaama couianbHo2o 3a6e3neveHHsA S
3. Disability Benefits / Bunaamu no iHeanioHocmi S
4. Child Support/Alimony / AnimeHmu Ha ympumaHHa dumuHu $
5. Retirement Benefits / MMeHciliHi sunaamu $
6. Supplemental Income from any other source (family, sponsorship, etc.) /
Jlodamkosuli 0oxio 3 6y0b-1K020 iHWO020 Oxcepena (POOUHA, CTOHCOPCMBO MOW0)
7. Household Income/Resources not previously identified / Joxodu/pecypcu poduHu, AKi paHiwe He 6yau 8Ka3aHi S

Are you a U.S. citizen? / Bu 2pomadsaHuH CLLUA? O Yes/Taxk O No/Hi

If not, what is your residency status? / Akwo Hi, mo akuli eaw cmamyc nepeby8aHHA?

Are you a current resident of Lincoln or Lancaster County? / Bu 3apa3 npoxusaeme e okpys3i JliHkonoH abo JlaHkacmep? O Yes/Tak [0 No/Hi

How long? / Ak dosz0?

-OVER / MEPETOPHITD -



What is your primary language? / fika eawa pidHa mosea?
Country of Origin / Kpaita noxodxceHHA

Do you need an interpreter for dental services? / Bam nompi6eH nepeknaday 0as cmomamonoziyHux nocnaya?

Interpreter’s Name / Im’s nepeknadaua:

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

Yue 6ambKu/3aHBHUK, AKIi 36epmaromMbCcA 30 CMOMAMOs02iYHUMU OC/y2amu, cmydeHmamu abo acnipahmamu?

Name of School / Hazea Has4anbHo20 3aK1A0Y

O Yes/Tak O No/Hi

O Yes/Taxk O No/Hi

Is your spouse a college or graduate student? / Baw 4onoesik ab6o dpy»cuHa € cmydeHmom abo acnipaHmom?

Name of School / Hazea Has4anbHo20 3aK1A0Y

O Yes/Tak O No/Hi

Is the parent/or applicant on a visiting or student visa?/6bameoku/3aaeHuk nepebysarome Ha 20cmbogili a6o

cmydeHmcbKili 8i3i?

O Yes/Tak O No/Hi

HEALTH OR DENTAL COVERAGE
MEANYHE ABO CTOMATO/IOIMNYHE CTPAXYBAHHA

Insurance Company
Cmpaxoea KOMNaHis

Family members covered by the
programs

YneHu poOuUHU, HA AKUX MOWUPIOEMbCA
dia npozpam

CMpPaxyeaHHA?

Do you or anyone within your household receive ___ Yes/Tak
Medicaid, Kids Connection, or Aid to Dependent ____No/Hi
Children?

Yu ompumyeme su abo xmoce i3 uneHie eauwioi poOUHU

donomoey 3a npoepamamu Medicaid, Kids Connection

abo dortomozy 0imAmM Ha yMPUMAHHI?

Are you or your family covered by Health Insurance? ___ VYes/Tak
Yu maeme 8u abo sawa poduHa meduyHe cmpaxysarHa?| __ No/Hi
Are you or your family covered by Dental Insurance? ___ Yes/Tak
Yu maeme 8u abo sawa poduHa cmomamosoziyHe ____No/Hi

LIST ALL MEMBERS IN HOUSEHOLD / MEPEPAXYUTE BCIX Y/IEHIB BALLIOI POAUHN

Name Relationship Date of Birth Age | Race (Use list below) Hispanic/Latina Ethnicity Medicaid Number
Im’a Kum Aama Bik Paca (sukopucmoeyiime | JlamuHoamepuKaHcbKo2o | Homep meduyHoz20
0oeo0umbcA | HapPOOMH(EeHHA CMUCOK Hux34e) NoXo0MeHHA cmpaxyeaHHsa
Medicaid

1. __ Yes/Tak ___No/Hi

2. __ Yes/Tak ___ No/Hi

3. __ Yes/Tak ___ No/Hi

4, __ Yes/Tak ___ No/Hi

5. __ Yes/Tak ___ No/Hi

6. __ Yes/Tak ___ No/Hi

7. ___Yes/Tak __No/Hi

8. __ Yes/Tak ___ No/Hi

9. __ Yes/Tak ___ No/Hi

10. ___Yes/Tak __ No/Hi

Race/Paca: White / bina

Asian / Asiamcoka

Oooooono

Other / IHwe

Black/African American / YopHa / agppoamepukaHeyob

-NEXT PAGE / HACTYMHA CTOPIHKA-

American Indian/Native American / AmepukaHcbKuli iHOiaHeyb/KopiHHUli amepukaHeyb
Hawaiian/Pacific Islander / {umeneo lasais/TuxookeaHcbKux ocmpoegie




Immediate Health Concerns or Problems/ BeanocepedHi npobnemu 3i 300poe’am a6o 3aHeNnOKOEHHA

Other Comments/IHwi komeHmapi

| 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.

A 3as6ns10, wjo HaeedeHa suwe iHhopmayisa € No8Ho i MovHoro. A po3ymito, wo bydb-aKka Henpaesduead iHhopmayisa mosce npuszsecmu 00
nepeznady Mozo npaed Ha OMPUMAHHA M0CAY2 | MOX/UB020 CKACYBAHHSA NOCAYy2U 8 CMOMAMOA02IMHIl KAiHiYi.

Print Name Signature Date
Im’s dpykosaHumu nimepamu Midnuc Aama

For Office Use Only:
Total Yearly Gross Income Reported for Household  $ Client Fee Step
Staff Comments

Revised 6/2024 / Pedakuis 6/2024



