  Senior Circle of Friends Adult Day Care Application for Sliding Scale Fees

Name _____________________ Caregiver Name ______________________

Date ______________________ Completed By ________________________

Long term insurance, with adult day care as a benefit? _____If yes bring a copy.

This form is optional.  Families who do not complete the form will be charged the full fee. 

If you wish to apply for sliding scale fees, complete the following for the participants and his or her household. Please bring documents of the information provided, including bank statements, most recent income tax forms, and copies of social security, pension checks, proof of wages, all income and applicable expenses.

If you choose not to apply for scholarship please indicate in space here provided.

I _________________choose not to apply for scholarship.

Signature_____________________________  Date _____________

………………………………………………………………………………………………………….

(Head of Household)

Applicant S. S. # _____________  D/O/B________ Sex___ Race_____Ethnicity ________

Family size: _____________ # Adults _____________  # Children ___________

Name of Family member                                              Week/Monthly        Annual





  Assets

____________________     Savings / checking                    $  ______________     $_____________         

_________________________     Stocks /bonds                           $  ______________     $______________

                                                      Income per month  
_______________________        Social Security
               
 $_______________      $_____________ 

_______________________        Retirement/pension         
 $_______________      $_____________

_______________________        Interest 
                
 $_______________      $_____________

_______________________        Other income
               
 $_______________      $ _____________

                                                       TOTAL  GROSS INCOME        $_______________      $______________

                                            Household expense 

_______________________       Rent / mortgage
    
 $_______________      $______________

_______________________       Uncovered medical 
    
 $_______________      $______________

_______________________       Property taxes/ Insurance 
 $_______________      $______________





 TOTAL EXPENSE                          $________________        $_______________
I certify that the information contained in this form is accurate to the best of my knowledge.

Caregiver/ responsible party signature _______________________ Date ____________

…………………………………………………………………………………………………………

Applicant Income: low income_____ very low income____ very  very low income_____

Applicant is Eligible. ________________  Applicant is Ineligible. __________________

Scale:                __  $35    ___ $30    ___ $25   ___ $20     
Daily fee: ___________ Reviewed by ____________________ Date ______________                                                          

Clarksville Montgomery Co. Ajax Turner Senior Center: 935 Clark Street Clarksville, TN. 37040

                                                            931 - 648 – 1345

Revised October 3, 2005, August 1 2007:5/20/09
