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STATE OF MICHIGAN 
34th Circuit Court Family Division 

Roscommon County 

FRIEND OF THE COURT 
CASE QUESTIONNAIRE 

CASE NO. 

 

Court Address         FAX no.  Court telephone no. 
Friend of the Court, 500 Lake Street, Roscommon, MI 48653 989-275-4584 989-275-3121 
Family Division, Roscommon County Building, 500 Lake St., Roscommon,MI 48653 989-275-8537 989-275-5221 

Caseworkers:      Jennifer Councilman   email: councilmanj@roscommoncounty.net 

                            Holly  Holm                 email:  holmh@roscommoncounty.net 

  

Name:         Maiden Name: 

Residential address: 

Mailing address:         email: 

 
Sex:       Eye Color:                   Hair Color:     Height:  Weight:                Race: 

LIST ALL YOUR CHILDREN 18 AND UNDER: 

     Name    Address    SS#   DOB      Child of Case      Overnights 

1.________________________________________________________________________________________________________ 

2.________________________________________________________________________________________________________ 

3. _______________________________________________________________________________________________________ 

4.________________________________________________________________________________________________________ 

5.________________________________________________________________________________________________________ 

6.________________________________________________________________________________________________________ 

How many overnights do the children of this case spend with per year? 
EMPLOYER 1 INFORMATION: (include your last 4 pay stubs/tax return)   Pay Period: Weekly Bi-Weekly Monthly  2x/month  

Name: __________________________________Hire Date__________ Wage__________  Hours/week______________ 

Address: ________________________________________________________________________________________________ 

Telephone: ______________________________     Contact person: __________________________________________________ 

Driver’s license no: Social Security No:  

Birth Place:           Home telephone: 

 

Cell:    

  

EMPLOYER 2 INFORMATION: (include your last 4 pay stubs/tax return )   Pay Period: Weekly Bi-Weekly  Monthly  2x/month 

Name: __________________________________ Hire Date__________ Wage__________  Hours/week______________ 

Address: ________________________________________________________________________________________________ 

Telephone: ______________________________     Contact person: __________________________________________________ 

 OTHER SOURCES OF INCOME (monthly): 

SSD: ___________________ Rental: ____________________ Housing: ________________ Other: _____________ 

SSI: ____________________ Military: ___________________ VA: ____________________ 

State Disability: ___________ Social Security: _____________ Unemployment: ___________ 

SELF EMPLOYED:  YOU MUST SUBMIT THE LAST 3 YEARS OF YOUR TAX RETURNS (BUSINESS AND PERSONAL). 

THIS INCLUDES ALL SCHEDULES AND ATTACHMENTS. 

Tax Status: Single Joint Head of Household Number of exemptions: 

PAY DEDUCTIONS: 

Medical Insurance: _________ 401k (mandatory): ___________  City Tax/Name: ______________ 

Dental Insurance: __________ 401k (voluntary): ____________ Union Dues: _________________ 

Vision Insurance: __________ other retirement: ____________ Other: ______________________ 

  

 

 Union Dues: ______________ 

 

Birthdate: 
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STATE OF MICHIGAN 
34th Circuit Court Family Division 

Roscommon County 

FRIEND OF THE COURT 
CASE QUESTIONNAIRE 

CASE NO. 

 

Court Address         FAX no.  Court telephone no. 
Friend of the Court, 500 Lake Street, Roscommon, MI 48653 989-275-4584 989-275-3121 
Family Division, Roscommon County Building, 500 Lake St., Roscommon,MI 48653 989-275-8537 989-275-5221 

Caseworkers:  Jennifer Councilman   email: councilmanj@roscommoncounty.net 

          Holly  Holm                 email:  holmh@roscommoncounty.net 

 

 

Your father’s name: 

Your mother’s name and maiden name: 

Does your child(ren) receive a SSD, SSI or VA benefit?       

Name   Type   Amount(monthly)          Is this from a parent?  Which one? 

1. _______________________________________________________________________________________________________ 

2._______________________________________________________________________________________________________ 

3. _______________________________________________________________________________________________________ 

4._______________________________________________________________________________________________________ 

5._______________________________________________________________________________________________________ 

6.________________________________________________________________________________________________________ 

 

 

 

Name: 

Address: 

Employer Name: 

Education Level:  (circle one) 

Less than High   Some college 

High School Diploma College 

Graduate 

Degree/Special Training/Certification: List any special training or certification(s) 

that you earned (example: CENA; Builder): ________________________________ 

___________________________________________________________________ 

Home telephone: Cell: 

Information about the other Parent 

Date:       Signature: 

Do you have physical or mental disabilities that affect your ability to work? 

If so, please include verification from your doctor, psychologist or psychiatrist.  The verification needs to include the diagnosis, 

prognosis and ability to work.  This has to have been issued within the last 6 months. 

Are you and/or your children involved in any child protective service or juvenile delinquency proceedings and responsible for costs 

of that plan or care?  If so, what is the monthly cost? 

Attach a copy of the Order. 

Do you have a life insurance policy in which the child(ren) are the beneficiary? 

If so, include the type of policy and the cost for each policy for the child(ren). 

If you do not work, how do you support yourself? 

FAILURE TO SUBMIT THIS INFORMATION MAY RESULT IN SHOW CAUSE PROCEEDINGS. 
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MEDICAL   INSURANCE  INFORMATION 

 

Do you have insurance on the minor child(ren)?  _______________________ 

If so, who is covered:   

Name:_________________________________     Relationship __________________________ 

Name:_________________________________     Relationship __________________________ 

Name:_________________________________     Relationship __________________________ 

Name:_________________________________     Relationship __________________________ 

Name:_________________________________     Relationship __________________________ 

Name:_________________________________     Relationship __________________________ 

Name of insurance company: ___________________________________________________ 

Address of insurance company: _______________________________________________________ 

Policy number:  ________________________________________ 

Group number:  _________________________________ 

What does it cover: medical  prescription         dental  optical   

Is this insurance coverage through an employer:           yes  no 

If so, name and address of employer: _____________________________________________________  

___________________________________________________________________________________ 

Phone: ________________________   Contact person:  ______________________________________ 

At what cost for family coverage? Monthly:    _____________________________ 

 

If insurance is provided by a third party (other than plaintiff and defendant; ( i.e., current spouse) 

 please provide:   name, date of birth and social security number  

Name: _________________________   D/Birth __________________  S.S.# _______________________ 

 

PLEASE PROVIDE THE FRONT AND BACK OF YOUR INSURANCE CARD 



Name of provider Address

City State Zip County Area code and

Telephone no.

Name and Age of Child School Year Rates Average No. of Hours/Week Hourly Rate Total Weekly Rate

Name and Age of Child Summer Season Rates Average No. of Hours/Week Hourly Rate Total Weekly Rate

Do you require payment for services even when children are absent to guarantee a position in your center? Yes No

If yes, please explain.

Does a federal or state agency or a public or private entity contribute all or a portion of the cost of child-care services? Yes No

If yes, please provide the agency name and amount contributed.

The information above is provided to enable the friend of the court to accurately report child-care costs in making a
child-support recommendation.  I certify that the information provided above is true, accurate, and complete.

PARENT INFORMATION
Complete the top portion of this form and have your child-care provider complete the remainder.
It is your responsibility to return the completed form to the friend of the court.

FOC 39e  (3/14)   CHILD-CARE VERIFICATION

JUDICIAL CIRCUIT
COUNTY

STATE OF MICHIGAN CASE NO.

Approved, SCAO

CHILD-CARE VERIFICATION

Original - Friend of the court
Additional copies as needed

Friend of the court  address Telephone no.

Name

Name(s) and age(s) of child(ren) involved in this case

CHILD-CARE PROVIDER INFORMATION Please attach a schedule of your most recent child-care rates.
The child-care provider must complete the remainder of this form for the child(ren) named above.

Date Signature and title of provider
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