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	APPLICANT / PARTICIPANT NAME

     



	AAA-1117AFORFF (1-11)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY
	

	 FORMCHECKBOX 
 Initial Enrollment

 FORMCHECKBOX 
 Re-certification
	Senior Community Service Employment Program
	

	
	APPLICANT'S CONFIDENTIAL STATEMENT OF INCOME
	


The information contained in this statement is used only by the SCSEP to determine eligibility for enrollment/re-certification in the SCSEP. Annual family income must be determined by computing the annualized includable income for the 6 OR 12 months preceding application or certification for continued enrollment. Eligibility determination must be based on the calculation that is most beneficial to the applicant. (SEE PAGE 2)
	APPLICANT / PARTICIPANT NAME
     
	FAMILY (HOUSEHOLD) SIZE
     


	INCOME*
Detail calculations on next page or attach separate sheet.
	PARTICIPANT
	SPOUSE
	FAMILY
	OTHER
	TOTAL FAMILY INCOME

	
	6 Month
	12 Month
	6 Month
	12 Month
	6 Month
	12 Month
	6 Month
	12 Month
	6 Month
	12 Month

	Earnings from work (gross, before deductions)
	     
	     
	     
	     
	     
	     
	     
	     
	0 IF  > 0 210   \# $#,###.00 

	0 IF  > 0 875   \# $#,###.00 


	Social Security (75% of amount received under Title II)
	     
	     
	     
	     
	     
	     
	     
	     
	0 IF  > 0 300   \# $#,###.00 

	0 IF  > 0 62   \# $#,###.00 


	Survivor benefits
	     
	     
	     
	     
	     
	     
	     
	     
	0 IF  > 0 113   \# $#,###.00 

	0 IF  > 0 290   \# $#,###.00 


	Pension or retirement income
	     
	     
	     
	     
	     
	     
	     
	     
	0 IF  > 0 343   \# $#,###.00 

	0 IF  > 0 99   \# $#,###.00 


	Interest
	     
	     
	     
	     
	     
	     
	     
	     
	0 IF  > 0 108   \# $#,###.00 

	0 IF  > 0 20   \# $#,###.00 


	Dividends
	     
	     
	     
	     
	     
	     
	     
	     
	0 IF  > 0 16   \# $#,###.00 

	0 IF  > 0 20   \# $#,###.00 


	Rents, royalties, estates and trusts
	     
	     
	     
	     
	     
	     
	     
	     
	0 IF  > 0 1,605   \# $#,###.00 

	0 IF  > 0 20   \# $#,###.00 


	Educational assistance
	     
	     
	     
	     
	     
	     
	     
	     
	0 IF  > 0 16   \# $#,###.00 

	0 IF  > 0 20   \# $#,###.00 


	Alimony
	     
	     
	     
	     
	     
	     
	     
	     
	0 IF  > 0 16   \# $#,###.00 

	0 IF  > 0 20   \# $#,###.00 


	Financial assistance from outside the household
	     
	     
	     
	     
	     
	     
	     
	     
	0 IF  > 0 16   \# $#,###.00 

	0 IF  > 0 20   \# $#,###.00 


	Other incomes
	     
	     
	     
	     
	     
	     
	     
	     
	0 IF  > 0 16   \# $#,###.00 

	0 IF  > 0 20   \# $#,###.00 


	TOTALS
	0 IF  > 0 210   \# $#,###.00 

	0 IF  > 0 875   \# $#,###.00 

	0 IF  > 0 415   \# $#,###.00 

	0 IF  > 0 31   \# $#,###.00 

	0 IF  > 0 105   \# $#,###.00 

	0 IF  > 0 8   \# $#,###.00 

	0 IF  > 0 112   \# $#,###.00 

	0 IF  > 0 15   \# $#,###.00 

	0 IF  > 0 $210.00   \# $#,###.00 

	0 IF  > 0 $875.00   \# $#,###.00 



*Definitions and explanations for all the of the above-cited incomes are detailed in the Department of Labor Training and Employment Guidance Letter (TEGL) No. 12-06 Attachment I: CPS Income Definitions and Explanations and Attachment II: Procedures for Computing Annual Family Income for SCSEP.
	FAMILY MEMBERS IN HOUSEHOLD


	Family Member's Name
	Relationship
	Age

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Family Member's Name
	Relationship
	Age

	     
	     
	     

	     
	     
	     

	     
	     
	     


Distribution: Original - Supervisor; Copies - Participant and SCSEP Manager
	INCOME COMPUTATION

	Annual household income must be computed by counting the includable income received by the individual signing the annualized income for the 6‑month period ending on the date of the SCSEP application OR the includable income received by the individual during the 12-month period ending on the date of the SCSEP application.

	6-Month Annualized Method
	
	Show your work! Detail calculations here or attach a separate sheet.

     

	6-Month Total Family Income 
	=
	 REF  SixMonthTotal  \* MERGEFORMAT 
	
	

	Multiply Total Family Income by two (2)
	X
	
2
	
	

	6-Month Annualized Income
	=
	 IF  > 0 $420.00   \# $#,###.00 

	
	

	Compare annualized total family income to current income eligibility guidelines.
	

	12-Month Annualized Method
	
	
	
	

	12-Month Total Family Income 
	=
	 REF  TwelveMonthTotal  \* MERGEFORMAT 
	
	

	
	
	
	
	


	APPLICANT'S CERTIFICATION

	I declare that the information reported on this statement, to the best of my knowledge, is true, correct and complete.

	APPLICANT / PARTICIPANT'S SIGNATURE
	DATE

	REVIEWER'S NAME (Please Print)
	REVIEWER'S SIGNATURE
	DATE

	Privacy Act Statement: Section 6311 of Title 5, United States Code, authorizes collection of this information. The primary use of this information is by the SCSEP to determine eligibility. Additional disclosures of this information may be used for quality improvement.

Public Law 104-134 (April 6, 1996) requires that any person doing business with the Federal government furnish a Social Security number or tax identification number. This is an amendment to Title 31, Section 7701. Furnishing the Social Security number, as well as other data, is voluntary, but failure to do so may delay or prevent action on the application. If your agency uses the information furnished on this form for purposes other than those indicated above, it may provide you with an additional statement reflecting those purposes.


Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975, the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, and disability. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact the Division of Aging and Adult Services at 602-542-4446; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available pon request.
