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P.O. Box 191   Princess Anne, MD  21853

410-651-9852     410-651-1279 (FAX)
PLEASE RETURN APPLICATION WITHIN 15 DAYS OF VISIT 

TO ENSURE ACCURATE POSTING OF ACCOUNTS

APPLICATION FOR REDUCED FEES

Date:  _____/_____/_____

Patient’s Name:  ___________________________________________________________________________________

DOB:  _____/_____/_____

SS #:  _______-_______-_______

Responsible Party:  _________________________________________________________________________________

DOB:  _____/_____/_____

SS #:  _______-_______-_______

Street Address:_____________________________________________________________________________________

City:_________________________________   State:______________ Zip Code:_________   Phone:________________

**************************************************************************************************

Employer:_______________________________________    Address:  ________________________________________

Years Employed:  ____________  
Salary:  _____________________
Work Phone:  _____________________

**************************************************************************************************

Spouse’s Name:  ____________________________________________________________________________________

DOB:  _____/_____/_____

SS #:  _______-_______-_______

Employer:  ______________________________________    Address:  ________________________________________

Years Employed:  ____________
Salary:  ____________________
Work Phone:  _____________________

**************************************************************************************************

Other People Living in Household

	Name
	Relationship
	DOB
	Employer
	Salary
	SS #
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Other Sources of Income – Please check “Yes” or “No” and include the amount of benefits received:

	Source of Income
	Yes
	No
	Weekly/Monthly/Amount

	Private Industry
	
	
	

	Self-Employed
	
	
	

	Public Assistance
	
	
	

	Alimony
	
	
	

	Child Support
	
	
	

	Seasonal Work
	
	
	

	Unemployment
	
	
	

	Workman’s Compensation
	
	
	

	Strike Benefits
	
	
	

	Military Allotments
	
	
	

	Social Security Benefits
	
	
	

	Income from Estates
	
	
	

	Other
	
	
	


Have you applied for Medical Assistance:






Yes

No

If ineligible, explain reason(s) why:_____________________________________________________________

If eligible, please provide Medical Assistance Member #:____________________________________________

Have you applied for MCHP?








Yes

No

Do you have a State of Maryland pharmacy card?





Yes

No

If “Yes”, list identification #:__________________________________________________________________

Are you or anyone in your household covered by any private medical or dental insurance?
Yes

No

Are you or anyone in your household a migrant?





Yes

No

NOTES:

•
All fees are subject to change in order to comply with Federal Regulations.

•
All applications must be updated annually.

•
Sliding scale discount is available for the following dental services only:  exams, x-rays, fillings, 
cleanings, extractions, sealants and fluoride treatments.

•
Some services are not eligible for reduced fees; for a list of those services that are not eligible, contact 
the Billing Department at 410-651-3354.

A change of any of above information should be reported to the billing office.
_______________________________________________


_________________________

Applicant/Guarantor’s Signature





Date
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PROOF OF INCOME REQUIREMENTS FOR REDUCED FEE APPLICANTS
Please submit all applicable information for all household members.

If you are:   (check box)
Employed, please submit:

· Previous month’s pay stubs (2 if paid bi-weekly; 4 if paid weekly)

· Letter from employer stating length of employment and gross salary

Self-employed, please submit:

· Copy of recent tax from (Schedule C)

Unemployed with benefits, please submit:

· Previous check stubs

· Letter of eligibility from Unemployment Insurance Office

Unemployed without benefits, please submit:

· Print-out from the Unemployment Insurance Office

Disabled with benefits, please submit:

· Copy of disability statement showing monthly amount received

Disabled without benefits, please submit:

· Letter from the Disability Office

Retired, please submit:

· Copy of award letter from SSI

· Copy of Form 1099

· Copy of check

· Copy of retirement benefits letter

College Student, please submit:

· Copy of parents’ income, if you did not file as independent

TANF recipient, please submit:

· Copy of approval letter from Social Services

Child Support recipient, please submit:

· Copy of Financial Payment Summary from Social Services

· Copy of check or money order

Please submit all pertinent information within 15 days.

*************************************************************************************************************************************

FOR OFFICE USE ONLY





Renewal Date: _____/_____/_____

Date Received: _____/_____/_____




Verification Date: _____/_____/_____

Total Yearly Income: ________________________


Charge per unit: ______________________

( Approved


( Disapproved

Reason:  _____________________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Authorized/Approved by: ____________________________________________        Date: _____/_____/_____
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