
 
 

Medical/Dental Expense Appeal 
2009 – 2010 

 
Student Name________________________________________       Valley ID # V ______________________________ 
 
Phone  ________________________________________        Date of Birth  ___________________________________ 
 

If an independent student/spouse, or dependent student’s parents’ had medical and/or dental expenses in excess 
of 7.5 % (.075 %) of your/spouse or dependent student’s parent’s Adjusted Gross Income in 2008, complete the 
information below and on the back of this page.  List the total amount of medical and/or dental expenses actually 
paid by you or your family and not reimbursed by a health care insurance plan in 2008. 
 

Please attach copies of bills and canceled checks or money orders showing the amount you or the 
dependent student’s parents paid during 2008 on the medical or dental expense.  Requested 
documentation is imaged then destroyed, therefore not available in original format. 
 

Section I - Summary Of Medical/Dental Expenses
Please attach a copy of each medical expense and documentation showing amount family paid during 2008 
toward expense. (i.e. canceled checks, money order receipts, notation of payment on bill by service provider) 
 

Summary of Medical/Dental Expenses Total Cost Amount family paid that 
 was not paid by insurance 

 
Doctor’s Visits 

 
 

 
 

 
Laboratory Tests 

 
 

 
 

 
Out-Patient Care 

 
 

 
 

 
Therapy 

 
 

 
 

 
Prescription Drugs 

 
 

 
 

 
Hospitalization 

 
 

 
 

 
Vision Care Expenses 

 
 

 
 

 
Dental and/or Orthodontic 

 
 

 
 

 
Other (explain of separate sheet) 

 
 

 
 

 
Total 

 
 

 
 

 

Section II - Insurance Premiums
Medical/Dental Insurance Premiums paid by the Student/Parent in 2008:  $__________________   (Please attach documentation.)   
 

Section III- Certification
I certify that all information and documentation submitted to validate my medical/dental appeal is true and accurate to the best of my 
knowledge. 
 

____________________________________ ___________ __________________________ ________ 
Student Signature Date   Spouse’s Signature (if applicable)  Date  
 
___________________________________________  _____________ ________________________________ _________ 
Mother’s Signature   Date   Father’s Signature Date  

 

(Complete Section IV on back) 
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Section IV – Attach An Itemized List Of Medical/Dental Expenses Paid During 2008 That Exceeded 7.5% 
(.075) Of Same Year Adjusted Gross Income.   (Note: If you have a lot of bills it is best to separate bills by 
provider and use a different page for each provider.)    
 
Suggested Format. 
 
 
Date 

 
Provider 

 
$ Medical 

Expense Incurred

 
Insurance Paid 

 
Student/Family Paid in 2008 

- Attach proof of payment 
 
We encourage you to become familiar with KVCC’s Valley Information Portal (VIP) system.  This will 
enable you to check your financial aid information periodically through VIP for any changes to your 
financial aid eligibility.  

 
Return the completed appeal form and all attachments to: 

 
 

Kalamazoo Valley Community College 
 
 
  
 

KVCC Financial Aid Office Use Only 
 
 
Action taken: 
 
Appeal Approved __________   Appeal Denied __________ New EFC # __________ 
 
Used professional judgment in reviewing appeal.  Approved appeal due to unusual medical/dental expenses 
paid by the student and student’s family in 2008.  The following adjustments were made to the ISIR: 
 
______________________________________________________________________________________  

______________________________________________________________________________________  

______________________________________________________________________________________  

______________________________________________________________________________________  

______________________________________________________________________________________  

______________________________________________________________________________________  

______________________________________________________________________________________  

 
 
FAO Signature   __________________________________________________ Date ___________________ 
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