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Healthy Smiles Dental Fund 

Application Form
DEADLINE FOR SUBMISSION: None
General Information:  Please fill out application completely and print clearly.
Parent(s)/legal guardian name:
_________________________________ 

____





First

Middle initial

Last





_________________________________ 

____






First

Middle initial

Last

Child’s name:_________________________________________________________________





First

Middle initial

Last
Mailing Address___________________________________________________________

_________________________________________________________________________                                                    

City





State



Zip Code

Physical Home Address (if Different from Mailing Address) _____________________________________________________________________________

Home Phone #______________________
  Work Phone #____________________________

Date of Birth: __________/____________/________________  

(Child must be 18 years of age or younger at time of application)
  

Race (for statistical purposes only)

___White (non-Hispanic/Latino)

___ Black/African-American

___American Indian/Alaska native

___ Asian

___ Native Hawaiian/Other Pacific Islander

___ Other

___ Hispanic/Latino

Does the parent/guardian speak English? ___yes
___no

If no, is an interpreter needed? ___yes
___no

Child’s Gender:
___ Male
___Female

Physician/Primary Care Provider: __________________________________________________
If your child is found ineligible for Healthy Smiles, the Partnership may be able to find other dental funding sources to help your child. The authorization of release of medical information section below allows us to share your child’s application with other agencies that may be able to provide you with additional services. By signing the application, you agree to the following statement. 

Authorization for Release of Medical Information

I authorize the McDowell County Partnership for Children & Families, Inc. to furnish medical information, including any medical information relating to identity, diagnosis, prognosis or treatment of any medical condition,  relating to this treatment, to any insurance company providing benefits to me or the Partnership, any governmental, hospital, or charitable agencies and their agents, and any professional review organizations with expenses and any specialized care programs for which I may be eligible. This authorization shall remain in effect for a period of one hundred eighty (180) days from the date of execution of this document unless sooner revoked by me. 
Income Eligibility
	Name of family members with an income
	List of employers or sources of income
	Dates of employment

From - To
	Wages (gross – before taxes)
	AFDC

SSI
	Retirement
	Other
	Total Income before taxes

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Gross Annual Household Income: $_________________________

(Families must fit into the following income guidelines. Attach copies of recent paycheck stubs showing pay period dates and gross income for verification)

Family Size
Maximum Annual Gross Income (250% of the 2010 Federal Poverty Level)

2

Up To $35,000 per year


3

Up To $44,000 per year


4

Up To $53,000 per year


5

Up To $62,000 per year


6

Up To $71,000 per year


7

Up To $80,000 per year

8

Up To $89,000 per year
	Persons living in the home
	Date of birth or age
	Gender
	Relationship to child

	1)
	
	
	

	2)
	
	
	

	3)
	
	
	

	4)
	
	
	

	5)
	
	
	

	6)
	
	
	

	7)
	
	
	

	8)
	
	
	


Total number of people in the household: _______________________

Children covered by Medicaid are not eligible to receive dental funds.

Is your child covered by Medicaid (yes/no)? __________________
Medicaid number: _______________________________

Does your child have private health insurance? ___yes
___no

If yes, describe ______________________________________________________

Does your child have private dental insurance (yes/no)? ______________________


If yes, what insurance company? __________________________________


What is the amount of the deductible? $______________________________

What is the amount of the co-pay? $_________________________________

If the child is covered under dental insurance, describe why you are seeking grant funds? _________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

(Please include a copy of the insurance card)

Name of child’s dentist: ____________________________________________________

Dentist’s address and phone number: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe your child’s “dental need” _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Date of child’s last dental appointment: ____________________________________________

Amount of funds requested to be paid to the dentist for your child’s services: $______________

I have completed this application to the best of my knowledge. I understand that if any information is found to be false, the applicant will be ineligible to receive the grant. 
By signing below, I am acknowledging that:
· I am either the parent or the patient’s personal representative
· If assistance is awarded, I agree to make a $10 co-payment to the dentist

· I have read and accept the authorization of release of medical information


_____________                                            



Signature of parent/legal guardian/legally responsible person
                       Date
Mail completed applications with attachments to: 

McDowell County Partnership for Children & Families

Dental Fund

P.O. Drawer 158

Marion, NC  28752

Or hand-deliver applications to:

McDowell County Partnership for Children & Families

70 North Main Street, Suite 3

Marion, NC  28752

Incomplete applications will not be accepted.  

For more information, call 659-2462.

Electronic application forms are available at www.mcdowellpartnership-smartstart.org/news.htm 

The Health Committee of the Partnership for Children will review applications and make all funding decisions. The committee will use the following criteria when considering applications: 1) keeping children out of pain and free of infection, 2) serving children with immediate needs, and 3) assisting children who have never been seen by a dentist. The committee reserves the right to make exceptions to the criteria on a case by case basis. Funding is limited. Applicants will be contacted upon receipt of the application. 

















For office use only


(Stamp Date Received and Initial)








1


Local Partnership Grants Resource Manual




4


Local Partnership Grants Resource Manual

5
Local Partnership Grants Resource Manual


