                                             BURNS DENTAL GROUP LLC


                      APPLICATION FOR SLIDING FEE DISCOUNT PROGRAM  

Please complete the following information and return to the front desk to determine if you or members of your family are eligible for a discount.  Discounts will apply only to essential and emergency services.
________________________________________________________________________

Name of head of household                                              Place of Employment

Street Address                           City                    State      Zip              Phone

________________________________________________________________________

Health Insurance Plan                                            Social Security Number

PLEASE LIST SPOUSE AND DEPENDENTS UNDER AGE 18:

         NAME                                                      DATE OF BIRTH         

SELF

________________________________________________________________________
SPOUSE

________________________________________________________________________
DEPENDENT

________________________________________________________________________
DEPENDENT

________________________________________________________________________
DEPENDENT

DEPENDENT

________________________________________________________________________
DEPENDENT

________________________________________________________________________
DEPENDENT

________________________________________________________________________
    Use back of sheet for more dependents ________________________________________________________________
ANNUAL HOUSEHOLD INCOME:
SOURCE__________________SELF                 SPOUSE              OTHER          TOTAL

Gross wages, salaries, 

tips, etc.

________________________________________________________________________
Social security, pension, 

veteran’s benefits

________________________________________________________________________

Alimony, Child support

Military family allotments

Income from business self-

employment and dependents

________________________________________________________________________

Rent, interest, dividend, other
income

Total Income

I certify that the family size and income information shown above is correct. Copies of tax returns, pay stubs and other information verifying income may be required before a discount is approved.

Name (print)                                                                                Date

Signature

VERIFICATION CHECKLIST (attach copies)                            YES                     NO

Identification/address: Driver’s license, birth certificate                

employment ID, social security card or other

Income: prior year tax return, three most recent pay

stubs or other

Insurance: Insurance card(s)

Proof of application to OHP or proof of denial letter.
______________________________________________________________________

Office Use Only
__________________________________                ____________________________

Patient Name                                                               Discount

__________________________________                 ___________________________

Date of Service                                                            Approved by

