
OAKLAND COUNTY HEALTH DIVISION 
DENTAL APPLICATION COVER SHEET 

AND 
CHECK LIST 

 
 

 Thank you for requesting an application for the Oakland County Health Division Dental 
Program.  At this time, eligible applicants will be placed on a Waiting List. 
 
 Once you have completed the dental application, please look over the CHECK LIST below, to 
ensure that your application is complete. 
 
 Do not send the Registration Fee until AFTER you are notified that you are eligible. 
 

 Attach copy of most recent Pay Stub(s). 
 

 Provide # hours worked per week, hourly wage & how often paid on back of application. 
 

 Attach copy of most recent Unemployment Stub or letter of Monetary Determination. 
 

 Attach copy of most recent Disability Stub. 
 

 Self-employed - attach copy of 2008 Federal Income Tax Return (pg. 1 & 2) with schedule C 
and/or E. 

 
 Write in the monthly amount for Social Security (Soc. Sec., SSD, or SSI) on the back of the 

application and attach your Benefit Statement (from Social Security) that shows your monthly 
amount.   

 
 Write in the monthly amount for checks/cash from the Department of Human Services on the 

back of the application.  Attach verification. 
 

 Write in the monthly amount for Food Stamps/Cash Out/Bridge Card Program on the back of 
the application. 

 
 Write in the monthly Child Support amount on the back of the application.  Attach verification. 

 
 Write in the monthly Retirement, Pension, Annuity, IRA, etc. disbursement amount on the 

back of the application and attach verification. 
 
 

The dental application is enclosed, along with a return envelope.  Applications take 2 - 3  weeks 
to be processed.  You will be notified, by mail, as to your eligibility status.   
 
      

Sincerely, 
 
     OAKLAND COUNTY HEALTH DIVISION 
     Department of Health and Human Services 
     Dental Program  
     248-858-1306 (or,1-888-350-0900 exten 81306 toll free) 
 
D\:$data\mydocs\coverltr01/09 



OAKLAND COUNTY HEALTH DIVISION Accpt. ______ Rej. ______ Add. Info. _________________ 
 
Income: ____________________Yrly: _________________ 
 
Dates: Processed ____________Response ____________ 
 

SHADED AREAS FOR OFFICE USE ONLY 

   APPLICATION FOR DENTAL CARE 
 

1200 N. Telegraph Rd. 
  Pontiac  MI  48341 
    (248) 858-1306 

1-888-350-0900 exten. 81306 (Toll Free) 
 
PLEASE READ: 
Dental Care is available for families and individual residents of Oakland County who are not able to obtain such care 
through other measure, for example, DENTAL INSURANCE, MIChild INSURANCE or MEDICAID/HEALTHY KIDS. 
Please DO NOT fill out this form if you have any of the dental coverage listed above. You will need a picture ID with 
your Oakland County address on it for residency verification. 
 
Eligibility is based on your total household income and the number of family members. Persons OVER the age of 18, 
no longer in high school, but living with their parents are considered adults and must fill out their own application. If 
you have NO INCOME, we ask that you contact the Department of Human Services (DHS) for financial assistance 
BEFORE filling out this application. An income is needed in order to determine an applicant’s eligibility. After your 
application has been processed, you will be notified, by mail, as to your eligibility. Eligible applicants will be 
responsible for a $15.00 Registration Fee AFTER they are notified of their eligibility. There is also a $15.00 Visit Fee 
per appointment. 
 
PLEASE COMPLETE THE FOLLOWING INFORMATION:  (On the front side and reverse side) 
 
PLEASE CHECK:  Single              Married              Divorced             Separated          Widowed          
 
NAME:  
  (Last)     (First)    (Middle Name/Initial) 
 
RESIDENCE Address:    
    (# and Street)      (City)   (Zip Code) 
 
MAILING Address:   
    (# and Street)      (City)   (Zip Code) 
 
PHONE Numbers:  
         (Home)                       (Cell)    (Work)   (Emergency) 
PERSONAL INFORMATION:  Please list YOURSELF and your dependents living in your household 

NAMES 
LAST,                      FIRST 

RELATIONSHIP 
TO APPLICANT 

BIRTHDATE 
MO/DAY/YR 

SOCIAL SECURITY 
NUMBER 

MEDICAID 
YES/NO? 

MIChild or 
HEALTHY KIDS 

YES/NO? 

DENT INS 
YES/NO? 

 SELF      

       
       
       
       
       
       
       
       

Do you (and/or family members) have Medical/Hospitalization Insurance?   Yes  ______  No ______ 
Have you ever received dental care through the Oakland County Health Division?    Yes ______  No ______ 
 

 
PROVIDER LOCATION:  ______________ NAME: ________________________________________________Yr: _______ 



INCOME INFORMATION:                  EMPLOYMENT INCOME – INCOME SOURCES & AMOUNTS 
 
SELF:  Currently Employed?   Yes ____  No  ____  Where?  ________________________________________ 
 
      Number of Hours Worked/Week  ____  Hourly Wage  ____  Tip Amt/Wkly  ____  How Often Paid  _________ 
♦ Applicants currently employed   –   attach a copy of your most recent pay stub, showing number of hours   
      worked, hourly wage, gross pay and net pay. 
♦ Currently unemployed?  Yes  ____  No  ____  How Long?  ______  Last Employer?  __________________ 
 
SPOUSE:  Currently Employed?  Yes ____  No ____  Where?  ______________________________________ 
 
      Number of Hours Worked/Week  ____  Hourly Wage  ____  Tip Amt/Wkly  ____  How Often Paid?  ________ 
♦ Applicants currently employed   –   attach a copy of your most recent pay stub, showing number of hours 

worked, hourly wage, gross pay and net pay. 
♦ Currently unemployed?  Yes  ____  No  ____  How Long?  ______  Last Employer?  __________________ 
 
♦ Applicants receiving unemployment benefits – attach a copy of your monetary determination letter or check 

stub. 
♦ Applicants working on commission – attach a copy of “Statement of Earnings” covering a 3 month period. 
♦ Applicants self-employed – attach a copy of your most recent federal income tax return with all schedules. 
 
ADDITIONAL and/or OTHER INCOME SOURCES & AMOUNTS  -  PLEASE ATTACH VERIFICATION OF INCOME 

How Often Received (ck one) SOURCE:  (Please check) 
 

Received 
By: Wkly Biwkly Mthly 

Amt.  
Rec’d 

Total 
(Office Use 

Only) 
Self      

    Unemployment Benefits 
 Spouse     

 

Self         Worker’s Comp. 
    Sick Pay 
    Insurance Disability Spouse     

 

Self     

Spouse     

    Social Security 
    SSI 
    SSD (disability) 
    Survivor’s Soc. Sec.   
 Child(ren)     

 

Self         DHS Assistance 
    State Disability Assistance 
    State Medical Program  Spouse     

 

Self         Food Assistance/Cash Out/Bridge Card 
    Case # ___________________ Spouse     

 

Self         Child Support 
    Alimony Spouse     

 

Self         Pension 
    IRA/Annuity 
    Retirement Spouse     

 

Self         Rental Income 
    Interest Income 
    Other _____________________ 
 

Spouse     

 

 
I have read and understand the above information.  I attest that the information given is true and may be verified. 
 
Date:  ________________________ Applicant’s Signature:___________________________________________ 
D-1051 DENT APPL  Rev. 06/09 


	dentalapp1
	dentalapp2
	   APPLICATION FOR DENTAL CARE
	RESIDENCE Address:   
	PERSONAL INFORMATION:  Please list YOURSELF and your dependents living in your household
	NAMES
	SELF




	dentalapp3
	Received
	How Often Received (ck one)
	Amt. 
	Rec’d
	Total


