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23 South State Street

Concord, New Hampshire 03301

Tel.  (603) 225-5961  Fax: (603) 226-4880

www.nhds.org

PROFESSIONAL DENTURE CARE PROGRAM

Dear Applicant,
Thank you for your interest in the Professional Denture Care Program. Enclosed you will find an application which details the process of the program.  This is not a free program. If you are accepted, dentures must be paid in full within 90 days of your acceptance letter.  The cost is $550.00 per denture ($1100.oo for both).  This program does not include partial or immediate dentures.
Please return the application WITH VERIFICATION OF ALL HOUSEHOLD INCOME  (Income for all those living in the household) This includes copies of Social Security statements (DO NOT SEND A BANK STATEMENTS), employment stubs-4 consecutive weeks, Welfare, food stamps, child support, VA and /or retirement pensions, etc., 
If your application is received incomplete, it will be returned once for further documentation.  You will have 60 days to re-submit that information or your application will be denied.  

If you have any questions, please call the office at 603-225-5961.  Office hours are Monday through Friday, 8:30am-4:30pm. I look forward to helping you get your smile back!
Best,

Allyson Thorpe
Program Coordinator
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                         PATIENT APPLICATION 
[image: image3.wmf] Mr.  [image: image4.wmf] Mrs.  [image: image5.wmf] Ms.   Name: ___________________________________________________________________________________
Address: ____________________________________________________PO Box # [image: image6.wmf]

 Apartment # [image: image7.wmf]


Town/City [image: image8.wmf]

 State [image: image9.wmf]

 Zip code [image: image10.wmf]

 Day-Time Telephone: ____________________________________

Email address: _______________________________________

Case Manager or Sponsors Name and Telephone: _____________________________________________________________________
Are you enrolled in any of the New Hampshire Department of Education Rehabilitation Programs? [image: image11.wmf]  Yes [image: image12.wmf]   No

If yes, which office of the Vocational Rehabilitation Program is handling your case?  [image: image13.wmf]


Are you a client of the Department of Health & Human Services Welfare to Work Program?   [image: image14.wmf]  Yes  [image: image15.wmf]  No

Do You:   [image: image16.wmf] Own?   [image: image17.wmf]Rent? [image: image18.wmf]  Group Home?  Monthly Amount of Mortgage or Rent:  [image: image19.wmf]


If You Rent, Please Include the Name, Address & Phone Number of your landlord:___________________________________________  
 (Please include copy of Rental Agreement)                                                                                          

PERSONAL HISTORY:  
Date of Birth: [image: image20.wmf]

\ [image: image21.wmf]

\[image: image22.wmf]

     Widowed (indicate # of years/months) [image: image23.wmf]


Separated (indicate # of years/months) [image: image24.wmf]

    Divorced  (indicate # of years/months) [image: image25.wmf]


SERVICE APPLYING FOR:    (This program does not include extractions, partial dentures or immediate dentures.)         

  First Dentures:   [image: image26.wmf]  Upper   [image: image27.wmf]  Lower                     

       Replacement Dentures:           [image: image28.wmf] Upper     [image: image29.wmf] Lower 
DENTAL HISTORY:

1. Do you have any of your UPPER TEETH?   [image: image30.wmf] YES   [image: image31.wmf] NO    Do you have any of your LOWER TEETH?  [image: image32.wmf] YES [image: image33.wmf]  NO

                                 ****     Extractions are not covered by this program.  ****
2. If you have had extractions within the last year, who paid for the extractions:_______________________________________  
3. Do you have dental insurance:  [image: image34.wmf] Yes   [image: image35.wmf]No   If yes, what is the name of the insurance company:____________________ 
4. Your General Dentist's name: __________________________________________________ Date of last visit: [image: image36.wmf]


5. Do you need wheelchair accessibility?  [image: image37.wmf] YES [image: image38.wmf] NO 
EMPLOYMENT HISTORY:
Applicant’s Employer & Address: _________________________________________________________________________________
IF APPLICANT IS UNEMPLOYED PLEASE ANSWER THE FOLLOWING:
Reason for not being Employed: __________________________________________________________________________________
 If Disabled, Please State Nature and Date of Disability: ______________________________________________________________ 

 Was Disability Incurred at Work:  [image: image39.wmf]YES [image: image40.wmf] NO                       Date Last Employed: [image: image41.wmf]

    

Name of Last Employer & Address: ________________________________________________________________________________ 
SPOUSE OR OTHER ADULTS LIVING IN HOUSEHOLD  (if contributing to the household income): 
Their Employer & Address:___________________________________________________________________________________ 

IF THEY ARE UNEMPLOYED PLEASE ANSWER THE FOLLOWING:
Reason for not being Employed:_______________________________________________________________________________ 

If Disabled, Please State Nature and Date of Disability: [image: image42.wmf]

  

Was Disability Incurred at Work:  [image: image43.wmf] YES[image: image44.wmf] NO                     Date Last Employed:  [image: image45.wmf]

 
Name of Last Employer & Address: ____________________________________________________________________________
TOTAL NUMBER OF PEOPLE LIVING IN HOUSEHOLD:  ([image: image46.wmf]

)
(List names, ages and relationship to applicant of all people living in household,

__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
TOTAL GROSS MONTHLY INCOME FOR HOUSEHOLD:   
This figure includes income from all sources and for all people listed above.  Use the gross income (before deductions).

SOURCES AND AMOUNTS OF INCOME:  Indicate if paid weekly, monthly, or annually.
PLEASE INCLUDE COPIES  OF BENEFITS AND ASSISTANCE RECEIVED. 
Documentation received will not be returned.
SOURCE OF INCOME
            AMOUNT OF INCOME                      SOURCE OF INCOME                     AMOUNT OF INCOME


	EMPLOYMENT
	$
	STATE, TOWN OR CITY WELFARE
	$

	SOCIAL SECURITY
	$
	SUPPLEMENTAL SECURITY INCOME
	$

	VA BENEFITS/RETIREMENT/

PENSION
	$
	UNEMPLOYMENT/

WORKERS’ COMPENSATION.
	$

	CHILD SUPPORT
	$
	FOOD STAMPS
	$

	OTHER (specify such as fuel assistance)
	$
	RENTAL ASSISTANCE
	$











TOTAL MONTHLY INCOME   $    ________________

                                                                                                                                   TOTAL RENT/MORTGAGE    $    ________________                              
PLEASE READ                                        

               
Applicant should be aware that further documentation may be requested; if this information is not provided or the application is not fully completed, the application will be denied on that basis.  Applications will be returned ONCE.
· Assignment to a participating dentist is the responsibility of the New Hampshire Dental Society & may take 1-4 months.  
· Any patients contacting a dentist for assignment for dentures will be disqualified from the program.  

I swear under penalties of perjury that the above information is correct.  I understand that if information has been falsified, I am liable for the full cost of services provided.

_____________________________________________                        [image: image47.wmf]


APPLICANT SIGNATURE/GUARDIAN SIGNATURE                                  DATE     
              (Send proof of guardianship)    
Please email completed application along with income documentation to athorpe@nhds.org or mail to address above. 
1                                                                                                                                                                 [revised 2020]
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