COUNTY COURT OF THE STATE OF NEW YORK

COUNTY OF DELAWARE
EXEMPTION CLAIM FORM
(PLAINTIFF)
Vs.
(DEFENDANT) DATE:
ADDRESS “A” ADDRESS “B”

DIRECTIONS: To claim that some or all of the funds in your account are exempt, complete Both
copies of this form, and make one copy for yourself. Mail or deliver one form to Address “A” and
one form to Address “B” within Twenty (20) Days of the Date on the envelope holding this notice.

**If you have any documents, such as an award letter, an annual statement from your pension, pay
stubs, copies of checks or bank records showing the last Two (2) months of account activity, include
copies of the documents with this form. Your account may be released more quickly.

I State That My Account Contains the following Type(s) of Funds (Check All That Apply):

Social Security

Social Security Disability (SSD) Save Form As
Supplemental Security Income (SSI)

Public Assistance

Wages While Receiving SST or Public Assistance Print Form

Veterans Benefits

Unemployment Benefits

Payments from Pensions and Retirement Accounts

Income Earned in the Last 60 days (90% of which is Exempt)
Child Support

Spousal Support or Maintenance (Alimony)

Workers' Compensation

Railroad Retirement or Black Lung Benefits

Other (Describe Exemption):

I Request that any correspondence to me regarding my claim be sent to the following address:

(fill in your complete address)

I Certify under penalty of perjury that the statement above is true to the best of my knowledge and belief.

Date Signature of Judgment Debtor
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