Arabic

APPLICATION FOR DENTAL SERVICES (UisY) zdle cilaad cuth
Lincoln-Lancaster County Health Department -- Dental Division
S dadalia oSi 8 daual) B0 kY Bale _
3131 O Street, Lincoln, NE 68510 ey County

Health Department

Person Completing Application

Relationship to Patient Social Security Number of Person
§ ) ity sy 521 () a s saly Al Completing Application oadwdll slaal) gledll a8,

5 _jlaiy) Slay él“

Address [Number, Street] City/State Zip Code County
(A /g ) ) gl Laali/agy o 2l 3a 4aklial)
Home Phone Jjia) i Jeaall gl 235 Cell Phone AN Y Email Address
How would you like to be contacted for appts reminder ? D Phone il Juaif |:| Text dual il D 958N & » Email Address
00 gally & 83 dhra Jual g oy (o) 3 5 S )
List All Household Members Current Hourly wage # of Hours Gross gI: to : aoi gtze '(' Hdo‘:l ry loy"
with Income Employer/phone worked per Monthly Weekly, Bi-Week
week Income ly, Monthly, or
Annually)
. aal) o caS
[Jaal) o ALiLall 31 il slausl] [silell a8 /el (Sa] [Aelully ;a4 Glelu axe o) Jaal eoes

S e suad feLully) Al

gomdl g danll] S (G5 Lol e sl

Do you or anyone within your household receive any of the following? [k Les alicy Slilile ) i aaf i il Ja]
S Amount

Unemployment [Jesll (e cpllalall (il )]

Social Security [ssia¥) laall]

Disability Benefits [(x sxall il )]

Child Support/Alimony [JilY! ac/43iill]

Retirement Benefits [s2c\&ill <l )]

Supplemental Income from any other source [family, sponsorship, etc]

[(@) i i) 2] e 51 0 els siad]

Household Income/Resources not previously identified

[UST al 5,81 aleas/ Blal) Jal]

oAM=

N
e PP P DL

Are you a U.S. citizen? [T Sl (sl 5o il Ja DYesf’;’ I No/Y
If not, what is your residency status? [ <liall pa g oo Lad Yl pall (IS 13 ]
Are you a current resident of Lincoln or Lancaster County? Y Aakalie 5l oS3 Mall dliS Ja [ ves/ax [] Nory
How long? 3l ,ale

What is your primary language? il clil ale
Country of origin L=yl Ll : ~
Do you need an interpreter? s> jic SV dalay il Ja [ Yes/e= [ No/Y
Interpreter’s name > iall aul

Is the parent/or applicant applying for dental services a college or graduate student? /ol Ja D Yes/p DNON
T n /A sl s b s Gl b clead e geandl callay a8 (31 allall adie

Name of school & 2l auf

Is your spouse a college or graduate student? ¢ ds; 2/ & 3 /AdUa/lla / 3a 5 50z 550 Ja |:| Yes/a2d |:| No/¥

Name of school . jaall aul

-OVER [& |-
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Is the parent/or applicant on a visiting or student visa?
Sillal) 3 ul gf 8 L300 B pall llall adia i/ Gl gl Jana b

[Jyesm=s  [JNory

HEALTH OR DENTAL COVERAGE [ Jleall 5} oaall glaall
) 3]

Insurance
company A4S & ass)
Gl

Family members covered by
the programs A2l ol il slaw
el all 03y Alail pgaal (3l

Do you or anyone within your household receive Medicaid, Kids | Yes/az
Connection, or Aid to Dependent Children? (e gadd gl 5l (Al Ja | No /Y
S (lae Jiba saelua 5) Jikall 4 sro grali gy Apada 52 Lusa o yus) 31 )

Are you or your family covered by Health Insurance? 2/ 5l <l Ja Yes/pz
nall Glanall 4l dilal) i) No N
Are you or your family covered by Dental Insurance? 2 ) <l Ja Yes/a=
£y Aalladd (lacall asal ALilall of il No/ ¥

LIST ALL MEMBERS IN HOUSEHOLD [4lilall 3l_l ares cleusl]

Name [aY] Relationship Date of birth Age Race -use list Hispanic/Latina Medicaid
[REREL)] [l & 5] [o==ll] bglqw dfuuu‘ _.du:Y‘ Ethnicity number

Jaay) A Al sl P EVW R vy L B S | Aol i

1. Yes/a=i_ No/¥

2. Yes/a= —No/¥

3. Yes/>= —No/¥

4. Yes/>= —No/¥

5. Yes/a= —No/¥

6. Yes/ ax3 —No /¥

7. Yes/>= No/¥

8. Yes/>= No/¥

9. Yes/a= No/¥

10. Yes/a=i_ No/¥

Race [J=Y!] O White [oanll] O Black/African American [haiy Y1 S 5aY1/a susll]

OAmerican Indian/Native American [l OSs 5a¥) / 253l JS Y] D Asian [ ]

O Hawaiian/Pacific Islander [/ 5%/ bl sl ) 3al aal (S4]

Immediate health concerns or problems [(Y) e (I zlia3 3l daaly Glaide 5 A5

OOther [<ld ,e]

Other comments 53! Ciliedl

I declare that the above information is complete and accurate. I understand that any information falsely reported can result in a re-
evaluation of eligibility for services and possible dismissal from the dental clinic. <lesia i O & 005, 4882 5 ALalS oMo 5 gS3al) cila glaal) ] B Ui
Shad) Bae (e el Juaal g cardl] o guanll A0aY) i ale ) ) g5 O (oS (oA JSy padl

Print Name [pad) )]

Signature [a8 5]

Dateg )l

For office useonly[k s il Ji (e b3 ]

Total Yearly Gross Income Reported for Household — §

Staff Comments

Client Fee Step

Revised 6/2024
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