	                                          SUPPLEMENT TO THE AFFIDAVIT OF INDIGENCY

COMMONWEALTH OF MASSACHUSETTS COURT
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	DIVISION

	CASE NAME AND NUMBER
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	If the applicant checks 1© on the affidavit of indigency, he/she should fill in the information called for on this supplementary form.

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Note: Pursuant to General Laws c. 261, §§27A-G, the applicant
	

	
	swears (or affirms) as follows:

	Name
	

	
	
	(a)
	
	Date of Birth
	

	
	
	(b)
	
	Highest grade attained in school
	

	
	
	(c)
	
	Special training
	

	
	
	(d)
	
	List any physical or mental disabilities:
	

	
	
	

	
	
	(e)
	
	Number of dependents:
	

	
	
	(f)
	
	Income, Expense, Asset & Liability Information:

	
	
	
	
	Gross Income (specify whether monthly or weekly):

	
	
	
	
	
	$
	
	per
	

	
	
	
	
	If from employment, list your occupation and your employer’s name and address:

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	Source of income, if not from employment:
	

	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	If applicant’s spouse is employed, list occupation and name and address of his/her 

	
	
	
	
	employer:
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	Applicant’s gross annual income for preceding year: 
$
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	Deduction:

	
	
	
	
	
	
	Federal Tax
	
	
	

	
	
	
	
	
	
	State Tax
	
	
	

	
	
	
	
	
	
	Social Security
	
	
	

	
	
	
	
	
	
	Health Insurance
	
	
	

	
	
	
	
	
	
	Pension
	
	
	

	
	
	
	
	
	
	Other
	
	
	

	
	
	
	
	
	
	Total
	$0.00
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


