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(Name:) ( ______________________________ 


                                                    

HOUSEHOLD INCOME





From Employment:							Parent/Guardian/Spouse (Total household)


Applicant’s Annual Gross Income: (amount)    		 		Annual Gross Income: (amount)





From Other Sources:


SSI Benefits 		$						Private Retirement 	$


Soc. Sec. Disability	$						AFDC			$


Soc. Sec, Retirement 	$						Child Support		$


Soc. Security Survivors: $						Unemployment 		$


Other		           $			








MONTHLY EXPENSES WORKSHEET





Household Expenses:


House note/rent$_________Electricity$___________Gas$___________Water$_________Phone $__________


Groceries(per month)________Cable TV _____________Gasoline ___________Day  Care/Tuition____________


Car Note #1___________________(year/make/model ___________/____________/______________)  


Car Note #2___________________(year/make/model ___________/____________/______________)


Insurance Premiums: (please indicate payment amount)


Medical________________ Life/Burial______________ Automobile ___________Home/Renters__________


Personal Loans (please indicate amount)


Bank__________ Credit Union____________ Finance Company______________(name of company)_________


Finance Company________________(name of company)__________ Furniture/Appliance__________________


Credit Cards: (please indicate payment amount)


Mastercard____________VISA_____________Discover____________Other___________Other___________Medical Costs: (not covered by insurance) (please indicate amount due / payment amount)


Doctors __________/____________ Hospitals ___________/____________ Dentists ___________/_______


Other Professionals (physical therapists, anesthesiologists, etc.)_______________________________________


Medical Supplies_________________________________ Equipment ________________________________


Miscellaneous (please indicate payment amount) 


School lunches_____________ Clothing ___________ Entertainment (eating out, movies, video rental, etc.)__________


Other:_________________________________________________________________________________








FOR OFFICE USE ONLY


Total Household Expenses_____________	Total Credit Cards _______________	Total Monthly Expenses_______________


Total Insurance Premiums_____________	Total Medical Costs_______________	Total Income_______________________


Total Personal Loans_________________	Total Miscellaneous_______________	


Date Application Received:___________________________ Complete? _____________   Date Approved: _____________________


Amount:_____________ Check #__________ Date Paid:________________ Paid to:_____________________________________


Date Application Disapproved:______________________ Reason:______________________________________________________


Additional Information: _______________________________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





The above information is true to the best of my knowledge.  I agree to make available proof of the above information upon request.  I give Easter Seals permission to discuss information regarding this request with referral sources and/or vendors as necessary. 





Signature_____________________________________________________________Date_______________________________








