SOCIETY

Massachusetts Dental Society
Constituent of the American Dental Association

Two Willow Street, Suite 200
Southborough, MA 01745-1027

MassDentists CARE Financial Form

PARENT/GUARDIAN'S NAME

STREET ADDRESS

TotAL NUMBER OF FAMILY MEMBERS

PLEASE LIST NAME(S) AND AGE(S) OF CHILD(REN)

Topay's DATE

SPOUSE'S NAME

Ciry, STATE, ZIP

ToTAL NUMBER OF CHILDREN APPLYING FOR THE PROGRAM

PARENT/GUARDIAN'S EMPLOYER

EMPLOYER'S ADDRESS

Occupation/JoB TiTLE

SPOUSE's EMPLOYER

EMPLOYER'S ADDRESS

Occupation/Jos TITLE

Do YOU OWN YOUR OWN HOME? d Yes O No
Do You RENT? d Yes O No
Do YOU OWN A SECOND/VACATION HOME? [ YES [ No

INCOME

PARENT/GUARDIAN'S MONTHLY INCOME

SPOUSE'S MONTHLY INCOME

RENTAL INCOME (IF RENTAL PROPERTY OWNED) PER MONTH

OTHER INCOME (INCLUDING: CHILD SUPPORT, STOCKS, BONDS, MUTUAL FUNDS,
AND OTHER INVESTMENTS)

DO YOU OWN RENTAL PROPERTY? d Yes O No
Do YOU OWN A CAR/TRUCK? d Yes O No
DESCRIBE EACH VEHICLE (MAKE/MODEL/YEAR)

EXPENSES

IMIONTHLY MORTGAGE/RENTAL PAYMENTS

MONTHLY UTILITIES

CrepiT CARDS

OTHER EXPENSES

TotAL MoNTHLY HOUSEHOLD INCOME

TotAL MoNTHLY HOUSEHOLD EXPENSES

If you have MassHealth Dental Care, or have dental insurance, you are not eligible to apply for this program since MassHealth or your insur-

ance will pay for your child’s dental care.

| hereby certify that the above information is true. | understand that if my child(ren) is eligible for the program | am responsible for paying the
fee for services provided by the dentist | select. | understand that if my financial status changes, | must inform the “MassDentist Care” program.

Applicant signature

Date

Spouse signature

Date

Complete information must be provided. Incomplete applications will not be processed.
Eligibility for “MassDentists CARE" expires after two years. Patients must complete a new application

and be approved in order to remain in the program.




