FINANCIAL DISCLOSURE AFFIDAVIT (08/11)
Family Court of the State of New York — County of Westchester

Instructions: Complete this form prior to the court appearance date and have your signature notarized. Attach the following
to this form: ONE (1) original and TWO (2) copies of this financial affidavit form, plus TWO (2) copies of your most recent
Federal Tax Return and TWO (2) copies of 3 recent paycheck stubs representative of your current average salary. Please
keep a copy of this financial affidavit for your own records and keep your original tax returns and pay stubs. The court will
not provide copies on the hearing day. Please be sure to black out confidential addresses, date of birth (DOB) and/or
social security number information on all copies of documents submitted and/or request a redaction from the Court
on all previous forms submitted containing confidential address, DOB and social security number(s).
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VERIFICATION, SIGNATURE & NOTARIZATION

| e e , being duly sworn, depose and say that the foregoing is an accurate statement of my net worth (assets of
whatsoever kind and nature and wherever situated, and my liabilities), and statement of income from all sources and statement of assets transferred of whatsoever kind and nature
and wherever situated.

Sworn to before me this ... (Sign your name)

Notary Public or (Deputy) Clerk of the Court

Unless the court makes a finding the non-custodial parent’s share is unjust or inappropriate, the child support percentages to be applied to gross income are as follows: 17%-one
child; 25%-two children; 29%-three children, 31%-four children and no less than 35% for five or more children.

Any variances to the percentages shall be based on the following factors:

. The financial resources of the parents and of the child. 2. The physical and emotional health of the child and any special needs/aptitudes.

. The standard of living the child would have enjoyed had the marriage or household not been dissolved.

. The tax consequences to the parties. 5. Any non-monetary contributions the parent will make toward the care and well being of the child.

. The educational needs of either parent. 7. A determination that the gross income of one parent is substantially less than that of the other parent.

. The needs of the children of the non-custodial parent for whom the non-custodial parent is providing support, who are not a subject of the instant matter.
9. Provided the child is not on public assistance, extraordinary expenses incurred by the non-custodial parent in exercising visitation.

10. Any other factors the court determines are relevant in each case.

NOTE: For more complete and statutory language see the Family Court Act 413(1) and the Domestic Relations Law 236-B and 240.
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