 Campbell Orthodontics
SHARE A SMILE
Application submitted by (circle one)   Self   Parent   Pastor   Dentist   Other__________
Applicant qualifications:

· Must live in Marion or Polk counties.

· Must be a student between grades 6-12.
Applicants that do not meet these criteria will not be considered.
Necessary items to include with this application:

· A 5x7 head photo of applicant with full smile and teeth showing.

· 2 signed letters of recommendation typed and limited to 1 page each. 

(For example: Dentist, hygienist, teacher, family member, pastor etc.)  
These letters should tell why this person is an excellent candidate for 
Campbell Orthodontics Share A Smile.

Applicant Information:

Name______________________________ Age____ Birth Date_____________ Female or Male
Home Address__________________________________________________________________

Home Phone________________ Cell Phone______________ E-mail______________________
School ___________________ Grade ____ Dentist________________ Date of last visit_______

# of times applicant has submitted an application to Share A Smile ___

Parent’s Information

Mother/Stepmother’s Name (please circle one) ________________________________________
Employer_____________________________ Position _____________________ How long? ___
Father/Stepfather’s Name (please circle one) __________________________________________
Employer ____________________________ Position _____________________ How long? ___

Marital Status (circle one)    Single     Married      Widowed      Divorced      Separated     Domestic Partner
Home Address (if different than child’s) _____________________________________________
Home Phone________________ Work Phone_______________ Cell Phone________________

E-mail:  ____________________ # of children in household _____Household income ________

Insurance
Is applicant on the Oregon Health Plan? ___ Is applicant covered by dental insurance?__
If so, insurance company and policy #:________________________________________

To be filled out by applicant:
I would like to have braces because… (please limit answers to space provided)
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Return your completed application, letters of recommendation and photos to:
Campbell Orthodontics

SHARE A SMILE

434 Lancaster Dr. NE

Salem, OR  97301

Applications postmarked by April 15th will be considered for current year.

Applications postmarked after April 15th will be considered the following year.
For questions, contact Mary K. at 503-399-0721 or maryk@campbellortho.com
Our committee will meet annually the end of April to make their selection(s).  Applicants will hear by May 1st if they have been chosen for screening and will be required to have an exam at our office.  Candidates chosen for screening will be asked to provide verification of family income, which includes a copy of last year’s tax return and W-2s.  
All applications, letters of recommendation, photos, copies of tax return and W-2s will not be returned.  They will become the property of Campbell Orthodontics.   Applicants not accepted are welcomed to resubmit each year.
