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2017 — 2018 DEPENDENT SUPPORT TEST DETERMINATION

We've reviewed your 2017-2018 Free Application for Federal Student Aid (FAFSA) and in order to verify your status as
an independent student for financial aid purposes, we must collect this information from students who are under 24
years old and have answered “YES” to one or both of the FAFSA questions reporting that you provide more than half the
financial support of children or dependents (other than a child or a spouse) with unusually low income. To demonstrate
your financial support, you must complete this worksheet using the income and expenses anticipated during the 2017-
18 award year (July 1%t — June 30™). This worksheet is based on the Worksheet for Determining Support in the IRS
Publication 501.

A. Student Information
Check One: () New/Returning New Student () Continuing Student
et LI

Last Name First Name M.I. Social Security Number Student ID#

B. Identify Your Child(ren) or Other Dependent(s)
Check all that applies:

| DO NOT have child(ren) who receives more than half of their financial support from me through June 30, 2018.
Skip to Section E.

(O 1 DO NOT have other dependent(s) who receives more than half of their financial support from me through June 30, 2018.
Skip to Section E.

(O 1 DO have child(ren) who receives more than half their financial support from me through June 30, 2018. List each child you
support below and complete the rest of this form to determine your support.

No Full Name Age Relationship

01

02

1) Receipt of federal or state assistance through June 30, 2018. (check all that applies)

(O Supplemental Security Income (SSI)

(O Supplemental Nutrition Assistance Program (SNAP)

(O Temporary Assistance for Needy Families (TANF)

(O Special Supplemental Nutrition Program for Women, Infants, and Children (WIC)

2) Did you claim your child(ren) on your 2015 federal income tax return? () YES (O NO

3) Please explain the circumstances as to why, when, and how you came to be the primary provider for your children.
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(O 1 DO have other dependent(s) who receives more than half their financial support from me through June 30, 2018. List each
dependent you support below and complete the rest of this form to determine your support.

No Full Name Age Relationship

01
02

1) Receipt of federal or state assistance through June 30, 2018. (check all that applies)

(O Supplemental Security Income (SSI)

(O Supplemental Nutrition Assistance Program (SNAP)

(O Temporary Assistance for Needy Families (TANF)

(O Special Supplemental Nutrition Program for Women, Infants, and Children (WIC)

2) Did you claim the dependent(s) on your 2015 federal income tax return? () YES (O NO

3) Please explain the circumstances as to why, when, and how you came to be the primary provider for your dependents.
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C. Support Test Worksheet

Name of Person #1:
C. MONTHLY Income Belonging to the Person Support

1) Does the person you support have taxable income of their own?

0 NO O YES - a. Enter source of taxable income:
b. Enter the monthly gross income belonging to the person you support..........cccceuu.n. 1b)
2) Does the person you support have untaxed income of their own? This includes amounts provided by
state/local welfare agencies or amounts provided by other family members to pay for the person’s
expenses (EXCIUAE ChIld SUPPOIT). ...ttt sttt es et s e st ses e stees et et sesasasees sesesennns 2)
3) Does the person you support have any checking/saving accounts or other financial resources?

0 NO [ YES - a. Enter source:
b. Enter the MoNnthly @mMOUNT.......ccciie ettt st et se et st sa b s sae et seaenes 3b)

4) Enter total. This is the person’s total MoNnthly iINCOME.........cvoiii ettt e 4)

D. MONTHLY Expenses for the Entire Household (where the person you support lives)

5)  Rentfor the entire NOUSENOIG.. ...ttt v e st s e s s et ste e e aes s eaeeten 5)
If not paying rent, enter the fair rental value if rent was paid. If the person owns the home, what is
the fair rental value of the home (what the owner could charge monthly)?

() IR oo Lo = ¥ 1T Y-SR USSR 6)
7)  Utilities (heat, IEt, Water, BEC.) ittt ettt et et e et s e s et et asstesaesna et beraassse st en 7)
Other household expenses (e.g. hygiene, cleaning supplies, paper goods). Do not include expenses
8) of maintaining the home, such as mortgage interest, real estate taxes, and insurance.........cccccocevveeeunes 8)
9) Enter the total of lines 5 — 8. These are the total household expenses..........ccoocvvverierececencceceiseece e 9)
10) Enter the total number of people included in the household..........ccocovirenirrnecnne e 10)
11) Each person’s part of household expenses (line 8 divided by liN€ 9)......c.cccceveeeeie e 11)
E. MONTHLY Expenses for the Person You Support
12) Person’s part of household expenses (total from liN€ 11)......ccvceeeeiecneeceseerce e e s 12)
13)  Person’s average ClOTNING EXPENSES.......cciicieieiece ettt e seete et et et essas et seaes et asssae e seebessebenssasebessssesbesens 13)
14) Person’s average @dUCAtION EXPENSES......ccucieiieeierieeeteetesee s tesaesessetestessssessessssesestesssesesssssssesassessssssssesnssnes 14)
15) Person’s average medical and dental expenses not paid for or reimbursed by insurance...................... 15)
16)  Person’s aVErage traVel @XPENSES. ....ccouciieiieeeieeeerisieretesestseese st tesseessssesatesessesesssssssessesesssessesassssesesarsessssensasns 16)
PErSON’S QVEIrage OTNEr EXPENSES....ccuetierieeertisereeeterteeste st sesesers et et seesessesssseeassstesessassesessareets sessensesereenseseseen
17) List other expenses: 17)
18) Add lines 12 through 17. This is the person’s monthly total cost of suUppPOrt.........cccccueieeieececececcrieeee e, 18)
F. Support Evaluation
19)  50% OF INE L18.euumrevveeeeeeeeeeeeee e eeeseseseseseeseeeoeeessessesees oo seesesseeees e seeseseeses s eeseeseseeeseseesses e ees e ses e seesesseesensanes 19)
20) Enter the person’s OWN iNCOME (N 4)...c.oviceeuierie ettt sttt et e r e stestesess s e e e ennreeeennes 20)

(1 If line 20 is greater than line 19 STOP. You do not meet the support test for the person and does not qualify as a
dependent in your household size for federal student aid purposes. Skip to Section F.

O If line 20 is less than line 19 continue to line 21.
21) Enter the amount you provide monthly for the person’s support:
Income from work S
Benefits (i.e. TANF/Social Security/Unemployment

W

Child support/alimony received S
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Savings/investments/retirement S
Other (please specify) S

TOLAl @MOUNTS ettt sttt et et st e e e s et et eae s teesses s et ese st sesenteseeere et stesensesseesnnsseesnnsnnas 21)

O If line 21 is greater than 20 then you meet the support test for the person and qualify as a dependent in your
household size for federal student aid purposes.

O If line 21 is less than 20 then you do not meet the support test for the person and does not qualify as a dependent in
your household size for federal student aid purposes.

D. Support Test Worksheet

Name of Person #2:
C. MONTHLY Income Belonging to the Person Support

1) Does the person you support have taxable income of their own?

OO NO O YES - a. Enter source of taxable income:
b. Enter the monthly gross income belonging to the person you support....................... 1b)
2) Does the person you support have untaxed income of their own? This includes amounts provided by
state/local welfare agencies or amounts provided by other family members to pay for the person’s
expenses (EXCIUAE CHIld SUPPOIT)....c.coe ittt sttt e s st e s e e st sse e et seeen e sarseeens 2)
3) Does the person you support have any checking/saving accounts or other financial resources?

00 NO O YES —a. Enter source:
b. Enter the Mmonthly @amOUNt........occeeeeeiiinrer e et s 3b)

4) Enter total. This is the person’s total MONthly INCOME........cco.iieiiieiiree e e e e 4)

D. MONTHLY Expenses for the Entire Household (where the person you support lives)

5)  Rent for the entire hOUSENOIA........c.cuovii ettt s st s aes e st s et et e s saesea s 5)
If not paying rent, enter the fair rental value if rent was paid. If the person owns the home, what is
the fair rental value of the home (what the owner could charge monthly)?

B)  FOOO EXPENSES....oouevevietee et et sttt et e e ete st es b et bt sseste st sasesses st ateebessasessaaeanseaaeansseaeenssnsteeeeansaaeeanbsanaeastaeennrees 6)
7)  Utilities (heat, lIGhT, Water, BTC.) ittt et st s er s s st e et ae ses et eaeses et eaesnasesens 7)
Other household expenses (e.g. hygiene, cleaning supplies, paper goods). Do not include expenses
8) of maintaining the home, such as mortgage interest, real estate taxes, and insurance.........cc.cceceeveueuiae 8)
9)  Enter the total of lines 5 — 8. These are the total household eXpenses.........ceevevreriveveeericeseseese e 9)
10) Enter the total number of people included in the household..........ccocovirenirrnecnne e 10)
11) Each person’s part of household expenses (line 8 divided by liN€ 9)......c.cccceveeeeii e 11)
E. MONTHLY Expenses for the Person You Support
12) Person’s part of household expenses (total from liN€ 11).......cccoioueieieciiie e e 12)
13)  Person’s average ClOTNING XPENSES... ..o iuiiiiee ettt ee e ete et ettt esas et sttt essae e sbtessebenssasebessssatberens 13)
14) Person’s average @dUCAtION EXPENSES.....cceciiriereerrereeeeteseesesessaseesestesessassssessssessesssssssessssssesessessssssesessssnes 14)
15) Person’s average medical and dental expenses not paid for or reimbursed by insurance..........cc........... 15)
16) PersoNn’s QVEIrage traVel EXPENSES.....cciiiciiiecieceeeeieteeteteete et e esees et eteebe e asssese s stessesesaesenssasetessensabesbeseasatessnnas 16)
PErson’s QVErage OTNEI EXPENSES.......cviiiieietie ettt see st stesteete st stestesbestestesbestestestssrsaressenssrsesssserssssansanes
17) List other expenses: 17)
18) Add lines 12 through 17. This is the person’s monthly total cost of SUPPOIt.......ccccecevivereceerecrerireeierenean 18)
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F. Support Evaluation

19)
20)

21)

50% OFf lINE L.ttt sttt st sttt ce st st e b et et st se st eb et e s ehe st sen b et eaeese st sessea b et et eneabenabaeesnaneeas 19)

Enter the person’s OWN iNCOME (lIN€ 4).......vvcecieieeieieeceree st ettt s sse st e tes st et e e s beeenaeesnrs 20)

O If line 20 is greater than line 19 STOP. You do not meet the support test for the person and does not qualify as a
dependent in your household size for federal student aid purposes. Skip to Section F.

O If line 20 is less than line 19 continue to line 21.
Enter the amount you provide monthly for the person’s support:
Income from work
Benefits (i.e. TANF/Social Security/Unemployment

Savings/investments/retirement
Other (please specify)

$
$
Child support/alimony received S
$
$

TOLAl @MOUNTS ettt sttt ettt st e ses sttt et steeses s et ese stesesenseseeert et stenessasseesnnssessnannnas 21)

O If line 21 is greater than 20 then you meet the support test for the person and qualify as a dependent in your
household size for federal student aid purposes.

O If line 21 is less than 20 then you do not meet the support test for the person and does not qualify as a dependent in
your household size for federal student aid purposes.

E. Certification and Signature

By signing below, | certify that all of the information reported is complete and correct.

>

WARNING: If you purposely give
false or misleading information,
you may be fined, sent to prison,

Student Signature or both.

Date
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