
 FAUQUIER FREE CLINIC  

35 Rock Pointe Ln, Warrenton, VA 20186 

P.O. Box 3138, Warrenton, VA 20188 

edocs@fauquierfreeclinic.org 

 

 

 

PATIENT (Please print)  

 
MONTH 1 ______________________________  
 

INCOME                   EXPENSES  

Date 
Received 

Job Description  Amount 
Received 

 Date 
Paid 

Type of Expense Amount 
Paid 

       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
 TOTAL Income Month 1 $     

  

      Continue on Back 

INCOME – EXPENSE LEDGER 

 

Name 

Business Name 

mailto:edocs@fauquierfreeclinic.org


MONTH 2 ______________________________  
 

INCOME                   EXPENSES  

Date 
Received 

Job Description Amount 
Received 

 Date 
Paid 

Type of Expense Amount 
Paid 

       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
 TOTAL Income Month 2 $     

 

I certify that I have receipts or other forms of verification on file for all income and expenses reported on 

this form.  I declare and affirm that the information has been examined by me and to the best of my 

knowledge and belief, is, in all things true and correct. 

 

PATIENT Signature: ________________________________________________________   Date: ______________ 


