Disability Legal Services

of Indiana

DISABILITY LEGAL SERVICES OF INDIANA, INC. FINANCIAL AFFIDAVIT

NOTICE: The information obtained on this form will be used to help determine if Disability
Legal Services of Indiana. Inc. (“DLSI”) can assist you with your legal needs. The information
you provide must be truthful to the best of your knowledge. If you are accepted as a client, and if
it is later determined that the information you have provided on this form is incomplete or untrue,
DLSI or your assigned attorney may terminate his/her attorney-client relationship with you and
you will have to find an attorney not associated with DLSI.

Today’s date: How did you hear about DLSI?
Does this matter involvea: () child ( ) adult
Does this matter involve: (' ) education ( ) disability law () probate

Briefly describe matter:

. INFORMATION ABOUT YOU (Please Print)

Name

Date of Birth Home Phone

Cell Phone E-Mail

Address

City State Zip Code

| prefer to be contacted by: Phone () (home/cell) Mail () E-mail ()
County Marital status Gender
Ethnicity (optional) Country of citizenship

First Language: English ( ) Espafiol ( ) Other
Handicapped Yes () No ()

Single Parent or Head of Household Yes () No( )

1. INCOME INFORMATION

In order to determine if you qualify for our services, please provide the following financial
information.

Your name Monthly or yearly income
Your age Source of income
Your Spouse Monthly or yearly income

His/Her age Source of income




All others in household (Name/Age) Monthly income/source of income
If Monthly income varies, list yearly income

Does anyone in the household receive public assistance including, but not limited to:
(Check all that apply)

TANF ( )Yes ( )No Disability ( )Yes ( )No
Social Security () Yes ( ) No ADFC ( )Yes ( )No
Workers” Comp. () Yes ( ) No Fuel Assistance ( ) Yes ( ) No
Food Stamp ( )Yes ( )No

1. ASSETS HELD BY YOU OR MEMBERS OF YOUR HOUSEHOLD

Do you own any of the following assets? If so, state the current value.

Home ( ) Yes Fair Market Value ( )No
Car () Yes Fair Market Value ( )No
Checking Account () Yes Balance ( )No
Savings Account () Yes Balance ( )No
Other real estate () Yes Fair Market Value ( )No
Other assets () Yes Fair Market Value ( )No

Other expenses: They following factors may be considered in determining eligibility

Weekly dependent child care expenses necessary for applicant to work $
Medical insurance premiums paid with after tax dollars $
Un-reimbursed medical expenses for which applicant is obligated to pay $
Non-medical expenses associated with applicant’s or child’s disability $
Other significant factors affecting applicant’s ability to afford legal assistance:

V. CERTIFICATION AND UNDERSTANDING OF ATTORNEY-CLIENT
RELATIONSHIP

I understand that completing this intake form does not create any attorney-client relationship and
does not guarantee me or my child representation by an attorney affiliated with DLSI. | further
understand that DLSI will make every effort to let me know within two to three weeks whether |
qualify for legal representation based upon DLSI’s eligibility guidelines. | certify and affirm that
I have read the above or had it read to me. | fully understand the information contained herein;
and it is true and correct to the best of my knowledge. | understand that 1 may be required to
provide DLSI with documentation of information listed on this form. | hereby request that this
information be considered in determining my eligibility, and/or my child’s eligibility, to receive
legal services from DLSI.

Date Signature
Please mail this form to: Disability Legal Services of Indiana, 5954 N. College Ave,
Indianapolis, IN 46220. You may also email this form to DLSI. Send completed form to:
mjones@disabilitylegalservicesindiana.org




