	MICHIGAN DENTAL PROGRAM SIX-MONTH VERIFICATION REQUEST

	Michigan Department of Health and Human Services

	Michigan Dental Program

	

	DEMOGRAPHICS INFORMATION: All MDP correspondence will be sent to the address below. Please Print. 

	1. Last Name
	First Name

	     
	     

	2. Date of birth
	3. SSN

	     
	     

	

	4. Provide your current mailing address and phone number. If you have moved within the last six months, proof of residency must be attached.

	Address
	APT #
	Phone Number

	     
	     
	     

	City
	State
	ZIP code
	County

	     
	     
	     
	     

	

	5. Household size and income: MDP uses the number of people living in your house to determine if you are eligible. Household size includes you, your spouse and any dependents under the age of 19 who live with you. 

	Current household size:
	     

	Check one:

	 FORMCHECKBOX 

	My income has not changed

	 FORMCHECKBOX 

	I have no income

	 FORMCHECKBOX 

	My income has changed. If income has changed, please submit your most recent months’ paystubs (4 weeks/30 day period), your unemployment determination, SSI/SSDI award letter. 

	

	6. Insurance Status.

	Has your insurance status changed in the last six months: 
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

	If YES, please attach a copy of your insurance card and check any that apply:

	 FORMCHECKBOX 

	Employer Sponsored Insurance

	 FORMCHECKBOX 

	Private Policy (paid by you or other entity)

	 FORMCHECKBOX 

	Medicare Part A/B

	 FORMCHECKBOX 

	Medicare Part D

	 FORMCHECKBOX 

	Qualified Health Plan

	 FORMCHECKBOX 

	Healthy Michigan Plan:
	     

	
	
	

	 FORMCHECKBOX 

	No Insurance

	 FORMCHECKBOX 

	Obtain Private Dental Insurance

	
	Name of provider:
	     

	
	
	

	

	I attest that my signature on this form indicates the information provided is accurate, true and complete to the best of my knowledge. This application, when completed, contains patient information that must be protected in accordance with the Health Insurance Portability and Accountability Act. 

	

	     
	     

	Print Name
	Date

	
	

	
	

	Signature of Applicant

	
	

	     
	     

	Case Manager or Personal Representative
	Phone Number

	

	Please mail or fax completed application and all supporting documentation to:

	Michigan Dental Program

	109 W. Michigan Avenue, 5th Floor

	Lansing, Michigan 48913

	Phone: 844-648-3384

	Fax: 517-763-0220

	

	The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability.

	Authority:
    PA 368 of 1978 

    
             Completion:    Is voluntary, but is necessary to receive coverage under Michigan Dental Program.


DCH-3923-A (Rev. 10-17) Previous edition obsolete. 



