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1. INCOME: LIST ALL INCOME AMOUNTS AND SOURCES
(Note: The Court may require you to file more detailed information.)
Gross Monthly
a. NAME OF PRIMARY EMPLOYER: Income
$
Paid 'monthly 2 times per month every 2 weeks
weekly other: $
b. OTHER INCOME:
Name of Second Employer: $
Interest Income: (name of financial institution(s)): $
Net Rental Income: (location) $
Other: (i.e., Social Security, workers’ compensation, etc.) $
c. MONEY RECEIVED FROM GOVERNMENTAL ASSISTANCE |$
EXPENSES
a. Child care expenses paid by you for the child(ren) involved
1 EHIS CASE. ...t $
b. Medical and Dental Insurance paid for yourself $
Medical and Dental Insurance paid by you for your child(ren)
involved in this CaSe..........ccoeovviiiviiiieii e, $
TOTAL |$
ASSETS List the net value of all assets:
A a8 $
b.  Credit Union/Bank ACCOUNLS...............coeovevueeeeeeieieeeeeienann $
C.  Securities, Stocks, Bonds, €tC.............coeeeiiiiiiiiiieeiiiiiiiiiieee e $
. REAI PIOPEITY....cvieiieeeeeeeeeeeeeeee et $
€. Personal Property (business, car, jewelry, etc.).........ccccvvvvvvnnnnn. $
F Ol i $
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CERTIFICATION

I, the undersigned, declare under penalty of law that the foregoing is true and correct.

DATED: ) .
City State (Date)
Signature of Petitioner/Movant
Respondent/Movant

If you need an accommodation for a disability when participating in a court program, service, or

®
& activity, please contact the ADA Coordinator as far in advance as possible to allow time to provide
an accommodation: Call the ADA Coordinator of the First Circuit Family Court Office at 954-8200,

fax 954-8308, or send an e-mail to adarequest@courts.hawaii.gov. The ADA Coordinator will work
to provide, but cannot guarantee your requested auxiliary aid, service, or accommodation.
Please call the Family Court Service Center at 954-8290 if you have any questions about forms

or procedures.
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