
 
 

Financial Assistance Assessment form 
 

Name of Person Coordinating Care:______________________________________________ 
 
Client Name: ____________________________________   Date of Birth:  _______________  
 
Phone:  _____________________ 
 
Address:  ____________________________________________________________________ 
 
Email address:  _______________________________ 
 
 
Financial Information: 
 
Monthly Income: _______________ Monthly expenses:  _______________ 
 
Equity in home(If applicable):  ________________     Value of other assets:  ______________ 
 
 
Estimated care needs: 
 
How many visits per week?  _____________ 
 
How many hours per visit?(3 Hour minimum)  ______________ 
 
Any additional information:  ______________________________________________________ 
 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
 
Mail to: ​ ​845 Oak Ridge Rd, Muskegon, MI 49441  
or  
bring it with you to the pre arranged appointment to discuss your options. 


