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	FINANCIAL INFORMATION
	Distribution of Copies:


Original – To Fee Collection Unit


Copy – To Client


Copy – To Social Service Worker


PART I – PERSONAL AND FAMILY INFORMATION.

	Check if 
Responsible Party
	
Name
	
Date of Birth
	
Place of Birth
	Driver’s License 
Number
	Indicate if Retired, Disabled or Deceased.  
If deceased, include date and location

	 FORMCHECKBOX 
 Client
	
	
	
	
	

	 FORMCHECKBOX 
 Client’s Mother
	
	
	
	
	

	 FORMCHECKBOX 
 Client’s Father
	
	
	
	
	

	 FORMCHECKBOX 
 Client’s Spouse
	
	
	
	
	


	Address of Responsible
 Party (checked above):

Responsible Party’s
Contact Person’s

Telephone Number:________________________
Telephone Number:________________________
	
Contact Person:_______________________________________________

Address:


	Check if client is covered under any of the following:


Policy Number
Policy Number
Policy Number

 FORMCHECKBOX 
 Insurance:_________________
 FORMCHECKBOX 
 Medicaid:__________________
 FORMCHECKBOX 
 Other:_________________

 FORMCHECKBOX 
 Medicare: _________________
 FORMCHECKBOX 
 CHAMPUS/VA:_______________
 FORMCHECKBOX 
 Other:_________________
	Have any of the following served in the military?  If yes, check (():


 FORMCHECKBOX 
 Client
 FORMCHECKBOX 
 Responsible Party
 FORMCHECKBOX 
 Spouse


Serial Number:________________________________


Discharge Type:______________________  Branch:___________


Insurance Co. Name & Address:___________________________________________________________________________________________________________________________

PART II – AGREEMENT TO OMIT FINANCIAL INFORMATION.  If you choose to pay the full cost of care less reimbursements from other sources, please date and sign the form on the lines indicated below; see PART VII and sign if applicable.  However, if you want to have the fee assessed on your ability to pay, go to PART III and complete the remainder of the form.  I understand that the monthly cost of care for myself or 



my dependent less reimbursements from other sources is $___________ and I agree to pay the amount monthly.
Signature:___________________________________________________________  Date:______________
PART III – DEPENDENTS.  List all legal dependents supported by client or responsible party(ies) and who are claimed on income tax form.
	
Name
Relationship
Age

1. ________________________________________________________________________________________________________

2. ________________________________________________________________________________________________________

3. ________________________________________________________________________________________________________

4. ________________________________________________________________________________________________________

5. ________________________________________________________________________________________________________

6. ________________________________________________________________________________________________________
	Completed by Direct Service Worker

Client Name:___________________________________

Client Age:____________________________________

Date of Birth:__________________________________

Client SSN:___________________________________

Facility/Location:_______________________________

Admission Date:_______________________________

Dir. Ser. Worker:_______________________________

Completion Date:_______________________________

Type/Level of Care:_____________________________

Vouchered Amount:_____________________________
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Total Number of Dependents:________
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PART IV – DEPENDENTS.

(A) LIST GROSS MONTHLY INCOME FROM EMPLOYMENT.  Gross income is the amount before payroll deductions.

	
	
	
Name and Address of Current Employer
	Monthly Salary Before Deductions

	
	Client
	
	

	
	Responsible Party
	
	

	
	Responsible Party
	
	


(B) LIST ALL OTHER INCOME.  A payee is the person to whom a check is issued.  The beneficiary is the person who is to benefit from the check.

	
	Client/Responsible Party
	Claim Number
	Name and Address of Payee
	Beneficiary
	Monthly Amount

	
	SSA (Social Security)
	
	
	
	

	
	SSI (Sup. Sec. Income)
	
	
	
	

	
	Veteran’s Admin. Benefits
	
	
	
	

	
	Retirement (Railroad, Other)
	
	
	
	

	
	Civil Service Annuity
	
	
	
	

	
	Interest/Dividends
	
	
	
	

	
	Unemployment, Worker’s Comp.
	
	
	
	

	
	Net Rent Income/Self Employ.
	
	
	
	

	
	Child Support
	
	
	
	

	
	Other (Food Stamps, TCA, etc.)
	
	
	
	


PART V – ASSETS OWNED.  List all assets owned by client and/or responsible party, such as stocks, bonds, credit union or bank accounts, interest in estates or trusts, livestock, vehicles, or real property.  Indicate owner of record, location of asset, account number or other identifier, and market value less amounts owed against it.


Nature of Asset
Value
Owner of Record
Description/Location


1. ____________________________________________________________________________________________________________________________________________


2. ____________________________________________________________________________________________________________________________________________


3. ____________________________________________________________________________________________________________________________________________

PART VI – CERTIFICATION.  I certify that all information provided is complete and accurate and I hereby authorize the Department of Children and Families (C&F) to make inquires to verify the information as needed.  I understand that it is a criminal offense to make false statements or conceal information.  I agree to report any change in gross income in excess of $50 per month within fifteen days and/or changes in benefit payments or number of dependents.



Signature:___________________________________________________________________________________  Date:______________

PART VII – ASSIGNMENT OF BENEFITS.

(a)
I hereby authorize C&F to release medical information for the purpose of filing claims on behalf of ___________________________________________________________________________.  I authorize payment 


to be made directly to C&F for any medical benefits or claims otherwise payable but not exceeding the cost of care.   FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO

(b)
I authorize C&F to become representative payee for benefits paid by the Social Administrator and/or __________________________________________________________ (payor) for the client.   FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO


Signature:_______________________________________________________________________________________  Date:________________
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