STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY

BUDGET INFORMATION

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

COMMUNITY CARE LICENSING

FACILITY NAME

FACILITY NUMBER

A. MEMBERS OF HOUSEHOLD (List all family members including foster children)

NAME

AGE

RELATIONSHIP

(use additional sheet if needed)

B. INCOME (Take Home Pay - Specify if Otherwise)

SOURCE AMOUNT

$

$

Net Monthly Income |$ 0.00

C. MONTHLY OUTGO
Loans (Mortgage Payments - Include Payments on All Property) and/or Rent $
Utilities $
Transportation (car payments, gas, bus passes and car repairs) $
Food and Household Supplies $
Insurance Payment, Other than Payroll Deduction $
Other Expenditures $

CONTRACT PAYMENTS (List below, use additional sheet if necessary)

ITEM

CONTRACT EXPIRES

TOTAL OBLIGATION

MONTHLY PAYMENTS

$

$

$

Total Monthly Outgo $ 0.00

SAVINGS AND OTHER SOURCES OF INCOME:

REMARKS:

SIGNATURE

DATE PREPARED

LIC 420 (4/99)
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