 Initial		 Re-determination		Client Liability Form
[bookmark: _GoBack]Name: _______________________	County of Residence: ________________ Date: _________
Do you have insurance (private and/or public) coverage?	Yes	No
If insurance has been denied, indicate the reason for denial.  ____________________________________________________________________________________________________________________________________________________________________________________
	Insurance Company
	Name of Insured
	Member ID
	Group Number

	
	
	
	

	
	
	
	

	
	
	
	



Family: (As determined by Federal Law/Federal Tax Return
	Name of Dependents
	Relationship

	
	Self

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	



Total number of Dependents (including self): __________________________
Monthly Gross Income
List all income from full- and part-time employment as well as other types of income, as applicable, including that of Self, Spouse and Parents (see section 7.03 of the DDAP Fiscal Manual for income to be included).  See description of types of income below.
	Family Member
	

	Self
	

	Spouse
	

	Parent I (if applicable)
	

	Parent II (if applicable)
	



	Types of income
	Self
	Spouse
	Parent I
	Parent II
	Total

	Earned Income (wages, salaries, tips, bonuses)
	
	
	
	
	

	Interest Income
	
	
	
	
	

	Dividends
	
	
	
	
	

	Benefits (unemployment, social security, public assistance, pensions)
	
	
	
	
	

	Alimony
	
	
	
	
	

	Other Taxable Income
	
	
	
	
	

	Total
	
	
	
	
	



Total Monthly Gross Income: ____________
