
APPLICATION FOR DONATED DENTAL SERVICES (DDS) PROGRAM
Iowa Donated dental services
Date of Application:



2401 SE Tones Dr #10
Have you applied before?___________


Ankeny, IA 50021

(515) 964-2328

(800) 985-0034

APPLICANT


Name:
Phone:

Address:
 Please Circle:  MALE     FEMALE    
City, State, Zip:
 County:

Date of birth:__________________ Age:________   
Race: African American ___  Asian ____   Caucasian (white) ___   Hispanic_____   Other_____________

Marital Status: ___Single ___Married  ___Divorced ___Widowed

How did you hear about the DDS program? 


Contact person (relative, friend, etc.):

Name: 
 Phone: 

Relationship to you: 



Number of people in your household:________

Name of each person                            Age               Relationship to you


Major disabilities or health problems (explain in as much detail as possible):

Do you require wheelchair access?  ____yes  ____no

Physician's name:
Physician's phone #:
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FINANCIAL INFORMATION


MONTHLY INCOME:

Are you able to work?  ____yes   ____no

If no, please explain:



Are you employed? ___yes ____no   Place of employment:



Your monthly wages: $_________________________

Is your spouse employed? ____yes ____no   Place of employment: 


Spouse's monthly wages: $_________________

If spouse is unemployed, why?

PUBLIC ASSISTANCE: 

Program                  Monthly amount                         How long have you received benefits?

SSI:


Social Security Disability:


AFDC:


Social Security:


Unemployment:


Other:


Other:


TOTAL MONTHLY HOUSEHOLD INCOME: $__________________________
Total value of savings:



Total value of investments:


       Type of investments:


Food Stamps? ____yes  ____no  Monthly amount:$_____________

MONTHLY EXPENSES:

Housing: $
 Phone: $
 Food(not incl. Food Stamps): $
 Gas/electricity: $
 Water/Sewer: $
 Car payment: $

Car insurance: $
 Gas/car exp: $
 Health insurance: $

Life/burial ins.:$
 Medications: $
 Medical costs: $

Other:





Other:





Other:




TOTAL MONTHLY HOUSEHOLD EXPENSES: $_________________
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DENTAL NEEDS



Briefly describe your dental needs:




Name of last dentist:                                                                    Phone#: 


Date of last dental visit:





How will you get to dental appointments?



Please list other towns you can get to:__________________________, 
, _________________________________,_____________________________________________________ 

Do you receive Medicaid benefits? ____yes  ____no   Medicaid # _________________________

Do you have dental insurance? ____yes  ____no
Are any family members able to contribute to costs of your dental treatment? 

____yes  ____no  If yes, please explain: 

























Are any other sources available to help pay for dental care (i.e. churches, service organizations, other agencies, etc.)? ____yes  ____no

If yes, please explain:












Do you own a car?  ____ yes  ____ no

Make, model, and year of car: 













REFERRING AGENCY











Agency name:




 Phone:






Name of caseworker:






Address:








City, State Zip:







ADDITIONAL INFORMATION











Use this space to elaborate on any information not sufficiently explained in other areas.


Page 3 of 4

Please read the following statements.  If you understand and agree to the conditions, please sign and date the form at the bottom.

I understand that I will need to provide personal information that includes but is not limited to medical, dental, and financial condition.

I give my consent for the referral coordinator to obtain information, relevant to my eligibility for the DDS program, from my physician, dentist, individuals who know me and/or government or private agencies.

I give permission for the referral coordinator to share pertinent information, about my eligibility, with one or more volunteer dentist in the DDS program.  If my disability is AIDS or HIV related, I give the Foundation of Dentistry for the Handicapped (FDH) permission to release information about my medical condition and hold FDH harmless for doing so.

I realize that application to the DDS program does not assure I will be referred for an examination or that I will be accepted as a patient following an examination.

I understand that the Foundation of Dentistry for the Handicapped, which coordinates the DDS program, will determine whether I am eligible for the program and, if so, will seek to refer me to a participating volunteer dentist.  I further understand that the dentist, not the Foundation, is solely responsible for diagnosis and any possible treatment that I might receive for my dental needs.

I understand that the dentist(s) have volunteered to treat my existing dental condition only and are not obligated to provide donated care in the future or to maintain me as a patient.

I understand that importance of keeping all scheduled appointments.  Failure to do so, without at least 24 hour notice to the dentist, can and will disqualify me from obtaining further treatment through the program.

To the best of my knowledge, the information provided on this form is a full and accurate disclosure of my current physical, mental and financial status.
Signature of client:


 Date:

Signature of client's guardian (if necessary):

 Date:

Signature of person referring (if applicable):

 Date:

Optional Photo and Information Consent Form

"I give permission to the Foundation of Dentistry for the Handicapped to use my name, information, statements, or photograph for public relations purposes, and to attribute my statements to me as an expression of my personal experience.  I understand that this information may be used in dental journals, website(s), media articles, advertisements or other marketing materials that promote the programs of the Foundation and encourage involvement from dental professionals and funders.   I also agree that no material needs to be submitted to me for any further approval, and I give the Foundation the right to copyright such material if necessary.  I understand that if I don't grant this permission, it will not affect my eligibility for receiving services through Donated Dental Services (DDS)."

Signature of client:


 Date:

Signature of client's guardian:(if necessary)

 Date:
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