SANILAC COUNTY COMMUNITY MENTAL HEALTH AUTHORITY
FEE RE-DETERMINATION WORKSHEET

INDIVIDUAL’S NAME: ______________________________________________Case #: _______________________ DATE: _______________________
Please list all liquid assets and expenses as noted below by month or by annual cost.  This worksheet will then be reviewed by our Finance Department and considered in re-determining your monthly fee for services.  Return this form at your next appointment. Documentation is required for all expenses.  This form must be completed within 30 days from this date: ____________________________________________.

INCOME
										MONTHLY			ANNUALLY

Total income from Fee Assessment Form I / II					________________		_______________
							TYPE of ASSET
Liquid Assets: Savings account, checking account, 		____________________	________________
 market value of any stocks, bonds or negotiable			____________________	________________
 instruments not secured for debt.				____________________	________________
Less protected income				  	____________________	________________
										________________		_______________
							 TOTAL INCOME 		$_______________		$______________
												EXPENSES
Rent or House Payment 								________________		_______________
Food, Clothing, Incidentals							________________		_______________
Utilities:	
Fuel  . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
Electric . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
Water/Sewer. . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
Cable . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
Telephone . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
Garbage Disposal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
Internet. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
Medical Expenses
(Documentation required for medical expenses)
Monthly Premiums  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
Prescriptions   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
Doctor Appointments . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
Hospital Charges . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
Dental Expenses 	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
Other Expenses   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .	________________		_______________
	TOTAL MEDICAL								$_______________		$______________
Court Ordered Expenses (Documentation required)					________________		_______________
Taxes:										
Property Taxes									________________		_______________
Federal, State, FICA (SS)								________________		_______________

Employment Expenses: (From Sched. C or F on Income tax return; union dues; uniforms, etc.)	________________		_______________

Transportation Expenses
_________________Miles per Month @ .31¢ per mile					________________		_______________

Installment Payment: (Must be incurred prior to requesting services.
Expenses incurred after requesting services will be reviewed
by Finance Department*)
___________________________________________					_________________	________________
___________________________________________					_________________	________________
___________________________________________					_________________	________________

Education: (Elementary/Secondary only; mandatory for employment; no college expenses allowed)	_________________	________________

Other Expenses:  ___________________________					_________________	________________
___________________________________________					_________________	________________

							TOTAL ALL EXPENSES	$________________	________________

DIFFERENCE BETWEEN INCOME AND EXPENSES					_________________	________________
(This figure to be used to re-determine fee.)

I certify that the above expenses are a true and accurate account of my expenses.  I understand that if I am not satisfied with my Fee Re-determination, I can request a hearing before the Administrative Supervisor – Finance/Billing in writing within 30 days of my re-determination.

INDIVIDUAL/GUARDIAN/PARENT SIGNATURE:	_______________________________________________ DATE: ____________________________

After reviewing the above expenses and income, your fee has been re-determined to be $ ________________ per month.

______________________________________________________	_________________________________________________________________
Finance Department				Date		Individual/Guardian/Parent				Date

*Installment payments incurred after requesting services will not be allowed as a deductible expense unless determined to be a necessary expense.
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