 (
FINANCIAL SCREENING FORM
)[image: ]                                  
 (
Last                                           First                                         Middle
         
)PATIENT NAME:_________________________________________________________ SOCIAL SECURITY NUMBER:___________________________
            
Address :________________________________________________________________________________________________________________

City: _______________________________ State: _________  Zip Code: ____________  DRIVER’S LISENCE NUMBER:_________________________

COUNTY OF RESIDENCE:________________________________    Date of Birth: ________________________________  Age __________

Home Phone Number: __________________________________    Cell Number: ________________________________________

WORK NUMBER: ________________________________     SUPERVISOR’S NAME: ____________________________________________________

 (
              
Last                                           First                                         Middle         
)SPOUSE’S NAME: _________________________________________________________  Marital Status: __________________________________

*TOTAL NUMBER OF PEOPLE LIVING IN PATIENT’S HOUSEHOLD _____________ 
  
Household Income Verification
The following  documents are required for discount dental services       
Patient  Information  (or Patient’s Father)                                    Spouse's Information  (or Patient’s Mother)                                     
Last 3 Paycheck Stubs_______________                                        Last 3 Paycheck Stubs_______________
Last 3 months of Bank Statements _____                                       Last 3 months of Bank Statements _____
W-2 VERIFICATION__________________                                       W-2 VERIFICATION__________________             
 Copy of Tax Return _________________                                      Copy of Tax Return__________________
Proof of Social Security or Disability Benefits_____                      Proof of Social Security or Disability Benefits_____
Proof of Government Assistance_______                                       Proof of Government Assistance___________
UNEMPLOYMENT LETTER____________                                         UNEMPLOYMENT LETTER____________
Picture ID _____    Utility Bill_________                                          Picture ID _____    Utility Bill_________
OTHER WAGES (child support, alimony) _______                                         OTHER WAGES(child support, alimony) _______   
	HOUSEHOLD MEMBER
                    Name
	    Relationship               
	                 
Age                   Employer                Income         (circle one)

	
	
	                                                                                      Weekly / Monthly / Yearly

	
	
	                                                                                      Weekly / Monthly / Yearly

	
	
	                                                                                     Weekly / Monthly / Yearly

	
	
	                                                                                     Weekly / Monthly / Yearly

	
	
	                                                                                     Weekly / Monthly / Yearly

	
	
	                                                                                    Weekly / Monthly / Yearly



I certify the household size and income information provided above is correct.  I understand that charges are calculated using
 a sliding fee scale which generates my financial responsibility based on my annual income and family size.
                                                                                   
                                                                               _________________________________________                   ________________
                                                                                                      Patient or Guarantor Signature                                                 Date


Other Income: ____________________                                                      FAMILY INCOME____________________
Total Family Income: ________________
Date of Financial Screening: ________________      Patient Notified: ____________________Screener’s Initials: __________
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