LEGAL CHOICES

The Affordable Alternative

10857 Oak Creek Drive, Lakeside, CA 92040

(619) 390-5487 voice, (619) 390-9909 facsimile

legalchoices@cox.net
www.familysupport.info
CLIENT INFORMATION QUESTIONNAIRE

I AM SEEKING A CHANGE IN THE FOLLOWING:   (check all that apply)  


[] Child Custody
 



[] Child Visitation

[] Child Support




[] Spousal Support

[] Other – Please explain:    _______________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________


YOUR INFORMATION: ________________________________________________              

ADDRESS:    _________________________________________________________                   

CITY:   ____________________,         STATE        CA              ZIP:   __________

HOME # : (6 - 7 - 8) _______________ WORK #:  (6 - 7 - 8) __________________

CELL # (6 - 7 - 8) _________________ OTHER # (6 - 7 - 8) __________________

EMAIL:  ____________________________ @ _____________________

PETITIONER'S SS# ___________________________
DOB    __________________

GROSS MO INCOME   $_________ EMPLOYER'S NAME _________________

ADDRESS ____________________________________________________________

EMPLOYED SINCE _________________

POSITION ___________________


OTHER PARTY:   _____________________________________________________            

ADDRESS: ___________________________________________________________ 

CITY: ___________________________, STATE _________ ZIP:________________

HOME # : (6 - 7 - 8) _______________ WORK #:  (6 - 7 - 8) __________________

CELL # (6 - 7 - 8) _________________ OTHER # (6 - 7 - 8) __________________

EMAIL:  ____________________________ @ _____________________

PETITIONER'S SS# ___________________________
DOB    __________________

GROSS MO INCOME   $_________ EMPLOYER'S NAME _________________

ADDRESS ____________________________________________________________

EMPLOYED SINCE _________________

POSITION ___________________

2.
CHILDREN’S ISSUES:




    Date of
       Sex
   Place of
        Social 

Name:                           Birth                M/F              Birth
     Security #

_______________    ___________   ______    ___________   _____________

_______________    ___________   ______    ___________   _____________

_______________    ___________   ______    ___________   _____________

_______________    ___________   ______    ___________   _____________

VISITATION

The party without physical custody Mother / Father (circle one) shall have the following visitation    Check one
Schedule begins:  ________________

A)

_______
No Visitation

_______
Reasonable right of visitation to the party without physical custody (not 


appropriate in cases involving domestic violence.

_______
Per Visitation schedule identified in #2

_______
As Set forth in the agreement previously signed by the parties

_______
The agreement the parties signed in Mediation (please attach a copy)

_______
I request the following parenting plan (please attach)


B)     OR As follows:

_______
1st  Weekend of the month – pick up __________ drop off _______

_______
2nd  Weekend of the month – pick up __________ drop off _______ 

_______
3rd  Weekend of the month – pick up __________ drop off _______ 

_______
4th Weekend of the month – pick up ___________ drop off _______ 

_______
ALTERNATING WEEKENDS – Every other weekend

 pick up __________ drop off __________

_______
MID-WEEK VISITATION 

Day ______________ pick up __________ drop off __________

Day ______________ pick up __________ drop off __________

C.
SUPERVISED VISITATION

Mother / Father will have supervised visitation according to the schedule set forth in #2 above

D.
OTHER VISITATION:   PLEASE STATE SPECIFIC AGREEMENT

________________________________________________________________.

________________________________________________________________.

3.
INCOME

Your Employer: ___________________________________________________

Address/State/Zip:  ________________________________________________

Phone: (               )_________________________________________________

Position:  ________________________________________________________

Education (number of years) _________________________________________

Gross Income:   $____________________     MONTHLY / YEARLY (circle one)

Other  Income:   $____________________     MONTHLY / YEARLY (circle one)

Other  Income:   $____________________     MONTHLY / YEARLY (circle one)

Medical Insurance Carrier: __________________________________________

Policy / group number: 
__________________________________________

Costs per month:

__________________________________________

IF YOU ARE NOT EMPLOYED

a. Last time employed: _____________________________________

b. Last Gross Monthly Income: _______________________________

c. Reason for leaving:  _____________________________________

Deductions from Monthly Gross Income:

State Income Tax



$ ________________

Federal Income Tax



$ ________________

Social Security



$ ________________




State Disability



$ ________________

Health Insurance



$ ________________

Medical, Other Insurance


$ ________________

Retirement / Pension funds

$ ________________

Union dues




$ ________________

Savings Plan




$ ________________

Child / Spousal Support


$ ________________

Other deductions (specify) 

$ ________________

Other Parties Employer: _____________________________________________

Address/State/Zip:  ________________________________________________

Phone: (               )_________________________________________________

Position:  ________________________________________________________

Education (number of years) _________________________________________

Gross Income:   $____________________     MONTHLY / YEARLY (circle one)

Other  Income:   $____________________     MONTHLY / YEARLY (circle one)

Other  Income:   $____________________     MONTHLY / YEARLY (circle one)

IF YOU ARE NOT EMPLOYED

a. Last time employed: _____________________________________

b. Last Gross Monthly Income: _______________________________

c. Reason for leaving:  _____________________________________

4.
MONTLY EXPENSES:

Other than your children – list all other parties living in your home

Name:  _______________ Relationship:     SELF    Age: _____  Income: $_____

Name:  _______________ Relationship: ________ Age: _____  Income: $_____

Name:  _______________ Relationship: ________ Age: _____  Income: $_____

Name:  _______________ Relationship: ________ Age: _____  Income: $_____

Rent:



$__________________________


Renters Insurance
$__________________________

Mortgage


$__________________________


Principal:


$__________________________


Interest:


$__________________________

Taxes:


$__________________________


Condo fees:


$__________________________


Insurance:


$__________________________

Maintenance: 


$__________________________

Un-reimbursed medical: 

$__________________________

Child Care 



$__________________________

Children’s Education: 

$__________________________

Food at Home:


$__________________________

Household supplies:

$__________________________

Utilities (H2o, sewer, SDGE, cable) 
$__________________________

Telephone, pagers & cell:

$__________________________

Laundry/Dry Cleaning: 

$__________________________

Clothing:



$__________________________

Life, accident insurance:

$__________________________

Education for you:


$__________________________

Entertainment:


$__________________________

Transportation

Gas/Oil


$__________________________

Repairs/maintenance
$__________________________

DMV License


$__________________________

Smog (every 2 yrs)

$__________________________

Auto Club


$__________________________

Car Washes


$__________________________

Auto Insurance

$__________________________

Parking


$__________________________

Public Transportation
$__________________________

INCIDENTALS


Cigarettes


$__________________________


Cosmetics


$__________________________


Hair Care


$__________________________


Nail Care


$__________________________


Social / business dues
$__________________________


Subscriptions

$__________________________


Pets



$__________________________


Charitable contributions
$__________________________


Political contributions
$__________________________


Gifts



$__________________________


Other



$__________________________

Credit Card Debt












Date


Creditor’s 
          Payment

Monthly
Balance
Last

Name

             for:

         Payment
Due

Paid           

1)
__________________________________________________________

2)
__________________________________________________________

3)
__________________________________________________________

4)
__________________________________________________________

5)
__________________________________________________________

6)
__________________________________________________________

7)
__________________________________________________________

8)
__________________________________________________________

9)
__________________________________________________________

10)
__________________________________________________________

5.
WHAT DO YOU WANT THE COURT TO DO FOR YOU?
Please add additional pages if needed

