Card No.
Rate Group
Dentist

MANCHESTER DENTAL PROGRAM
FOR FAMILIESWITH LOWER INCOMES

Reduced cost dental services are available only to eligible M anchester families (People insured by
Medicaid are not eligible for this program). The family pays reduced feesto the local dentist who provides
the services.

If you have any questions or want more information about the program, please call the Manchester Health
Department at 647-3173 between 8:30 a.m. and 4:30 p.m. Monday through Friday.

Head of Household Total number in family Telephone
Address
Names of Family Members Age Current Dentist

Are you receiving State or Town Assistance?

Total family income before deductions. include wages of al working members, welfare payments,
pensions, social security and all other incomes (See List on page 2). Fill in ON€ below:

Yealy $ Monthly $ Weekly $ Every 2 weeks $
Other $ Specify:
Do you have any dental insurance? yes no If yes, this program applies only to

services not covered in any way by the insurance. For services covered by insurance, the usual deductibles
and copayments will apply.

| hereby certify that all of the above information istrue and correct. | understand that thisinformation is
being given in connection with the receipt of reduced fees for dental services, that Health Department
officials may, for cause, verify thisinformation.

Signature of Adult Family Member Date



INCOME VERIFICATION FOR
MANCHESTER DENTAL PROGRAM FOR FAMILIESWITH LOWER INCOMES

Are you receiving State or Town Assistance?

LIST GROSSINCOME FROM ALL MEMBERSOF FAMILY ANNUAL GROSS

1. Employment Income

2. SSI

3. Social Security

4. Railroad Retirement

5. Annuities

6. Teacher's Retirement

7. Workmen’s Compensation

8. Unemployment Compensation

9. Veteran's Benefits

10. Military Allotment

11. Pension

12. Income from boarders, roomers

13. Income from rental property

14. Child support/alimony

15. Other (interest, dividends, etc.)

Verification may be made by: 1. Copy of Income Tax Return
Copieswill be made and 2. Pay stubs
Originals returned. 3. Letter from employer

4. W-2 form from previous year

INCOME LIMITSFOR MANCHESTER DENTAL PROGRM

Size of Family Income

$17,227
$23,227
$29,149
$35,071
$40,994
$46,915
$52,831
$58,783

O~NO U WN P

Approved Denied Reason for Denia

Date approving official




MANCHESTER DENTAL PROGRAM

FOR FAMILIESWITH LOWER INCOME
Provided by the
MANCHESTER DENTAL SOCIETY
And the
MANCHESTER HEALTH DEPARTMENT

ELIGIBLE PERSONS
Families or individual s with income below two times the poverty level.

HEALTH DEPARTMENT ROLE

The Health Department will handle applicants for the program and certify eligibility. The Health
Department will issue a program card to the family. Names of participating dentists will be given on a
rotating basis if the family does not have a dentist.

DENTAL SOCIETY ROLE
Members of the Manchester Dental Society will provide dental servicesto qualified families at a reduced
cost.

FAMILY ROLE

Families will apply for the program and provide documentation of income. A family member will schedule
and keep appointments with the dentist. The program card will be presented to the dental office at the first
appointment.

The family will usually pay fees at the time of service. Any scheduling of services or payments to spread
costs over time must be arranged with the dentist prior to services.

COST OF SERVICES

Fees will be based upon family income and a percentage of the dentist’s usual fee. Families with income at
or below poverty level would pay 35% of usual fees. The percentage would rise as a family income rises.
With incomes twice poverty, the family would pay 70% of usual fees.

If afamily has some dental insurance, only the services not covered by the insurance are eligible for this
program. The usua co-payments and deductibles would apply (with no discounts) to insured services.
(Families covered by Medicaid are not eligible for the dental program).



TO: Persons Eligible for the Manchester Dental Program

FROM: Participating Dentists of the Manchester Dental Society

We are pleased to be able to offer a Reduced Fee Dental Program for qualified Manchester residents.

It isour desire to provide for your dental needs as thoroughly and efficiently as possible. While
comprehensive and complete treatment is our ultimate goal, we realize that in some cases limited treatment
may be all that isdesired or possible at thistime. In order to make this program mutually beneficial, itis

important that each of us understand what is expected of us.

YOU MAY EXPECT FROM US:

1 Our concern for your comfort.

2. A thorough examination, a carefully devised treatment plan and the establishment of a reasonable
fee based on the sliding scale formula.

3. An understandabl e explanation of our findings.

4. Our respect for your time by planning to complete treatment in the fewest possible appointments.

WE EXPECT FROM YOU:

1 Cooperation in keeping scheduled appointments. If, for any reason, you cannot keep an
appointment, we would appreciate 24 hours notice so that another patient may have care provided.
2. That financial arrangements be clearly and mutually understood (for example, payment at the time

of service) in order to assure harmony in our personal and professional relationships. Should
problems arise, please notify usin order to eliminate any misunderstandings.

3. That you help us maintain your oral health with conscientious home care (flossing and brushing).
Our role and yoursis equally important in the prevention and elimination of oral disease.

To continue improving our service we invite your comments and suggestions. Call the Health Department
at 860-647-3173 or email us at Health_Dept@ci.manchester.ct.us.
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