
FINANCIAL ASSESSMENT FORM 
 
INCOME 
PROOF OF INCOME IS REQUIRED (i.e.: tax return, tax assessments, W2, pay stub ect)  

1. Salaries/Wages                      $_______________            (per month __ or per year __) 
2. Pensions                               _______________ 
3. Social Security                           _______________ 
4. Welfare payment                      _______________ 
5. Workers Compensation           _______________ 
6. Unemployment                         _______________ 
7. Other Financial Resources       _______________ 

TOTAL INCOME AMOUNT  $____________ 
 
EXPENSES 

1. Rent/House payment           $________________ 
2. Property Taxes                         ________________ 
3. Insurance 

       Home/Rental                    ________________ 
       Health                                ________________ 
       Life                                     ________________ 
       Car                                     ________________ 

4. Car Payment                            ________________ 
5. Food                                          ________________ 
6. Utilities 

       Gas                                      _________________ 
       Electric                               _________________ 
       Phone                                 _________________ 
       Cell Phone                         _________________ 
       Cable TV                             _________________ 
       Internet Service                __________________ 
       Water                                  _________________ 

7. MEDICAL EXPENSES 
      Copay/Coinsurance            _________________ 
      Medical Bills                        _________________ 
      Homecare services             _________________ 
      Prescription Medications  _________________ 
      Transportation to  
      Doctor’s appointments        _________________ 

                                         TOTAL EXPENSES                                  $_____________ 
                                      ADJUSTED INCOME (income – expenses)                          $______________ 
 
________________________________________           _______________ 
Client Signature                                                                                         Date 
 
_______________________________________________ 
Print Client Name     
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