
 
 
 

CROSSROADS CLINIC VOLUNTEERS IN MEDICINE  
10714 Veterans Memorial Parkway, Lake St. Louis, MO 63367 636.561.3133 

Medical record # 
 
__________________ 

INCOME DETERMINATION INFORMATION 

 
Name      _________________________________________________ 
 
Address   _________________________________________________ 
 
City/State/ZIP _____________________________________________ 
 
Phone     _________________________________________________ 
 
Reason For Appointment:  
 
_________________________________________________________ 
 

 
Number of family Members (Including yourself and your spouse) _________ 
 
Maiden Name   ______________________________________________ 
 
Birthdate         ______________________________________________ 
 
Spouse Name   ______________________________________________ 
 
Spouse Birthdate   ___________________________________________ 
 

PLACE OF EMPLOYMENT - YOURSELF PLACE OF EMPLOYMENT  - SPOUSE 

 
Name of Employer   ________________________________________ 
 
Street Address         ________________________________________ 
 
City/State/ZIP         ________________________________________ 
 

 
Name of Employer   ________________________________________ 
 
Street Address         ________________________________________ 
 
City/State/ZIP         ________________________________________ 
 

DEPENDENTS 

CHILDREN’S NAMES 
_______________________________________________________ 
 
_______________________________________________________ 
 
_______________________________________________________ 
 
_______________________________________________________ 
 

   DATE OF BIRTH 
   _______________________________________________________ 
 
   _______________________________________________________ 
 
   _______________________________________________________ 
 
   _______________________________________________________ 
 

 
INCOME DATA FOR FAMILY 

LIST ALL SOURCES AND AMOUNTS OF INCOME FOR YOUR FAMILY 
 

SOURCE OF INCOME 
 
_______________________________________________________ 
 
_______________________________________________________ 
 
_______________________________________________________ 
 
_______________________________________________________ 
 

GROSS INCOME BY SOURCE (BEFORE DEDUCTIONS) 
 
_______________________________________________________ 
 
_______________________________________________________ 
 
_______________________________________________________ 
 
_______________________________________________________ 
 
Total Family Income: _____________________________________ 
 

THE ABOVE INCOME FIGURES ARE 
MONTHLY   
YEARLY 
To the best of my knowledge and belief the above information is correct. 

 

____________________________________                  _______________________________ 

Signature of Client                                                                 Date 

 

YOU MUST HAVE A PHOTO ID 
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