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       CERTIFICATION OF NEED FOR LIVE-IN AIDE

Name of person needing live-in aide: ______________________________________________________________
Address: _________________________________________  City: _____________________  State: ___________

This form must be completed by a physician, psychiatrist, or other medical practitioner or healthcare provider.

Healthcare Provider Information
Name/Title: _____________________________________________  Phone number: _______________________
Address: _________________________________________  City: _____________________  State: ___________

RELEASE

You do not have to sign this form if the name or address of the healthcare provider is left blank
I hereby authorize the release of the requested information.  Information obtained under this consent is limited to information that is no older than 12 months.

Signature of person requiring live-in aide: ______________________________________  Date: _______________

_____________________________________________________________________
The following portion is to be completed by professional listed above

The individual named above has applied for residency or is currently residing in a community that was developed under the U.S. Department of Housing and Urban Development, U.S. Department of Agriculture (Rural Housing), or Section 42 of the IRS code (Tax Credits), administered by the State.  Federal regulations require the housing owner to annually verify the family’s income and other information related to eligibility. The information you provide will be kept in strict confidence. 
The individual named above, and whose signature above permits the release of this information to the sender of this request, has indicated that he/she requires and will have a live-in caregiver residing with him/her during the next year.    As the owner’s agent, we are required to obtain a third party verification of this information.  The individual has given you as the physician/healthcare provider with knowledge of conditions requiring the need for a live-in care attendant.  Please complete and sign the statement below.
In your professional opinion, does the household member listed above need the services of a live-in aide in order to have the same opportunity that a nondisabled individual has to maintain independence in the community?
(  Yes

(  No
This situation is:

(  Temporary

(  Permanent

CERTIFICATION
I attest, under penalty of perjury, that the above information is true and accurate to the best of my knowledge.

I will be willing to testify in court to the information I have provided.
Signed: _____________________________________________

Date:__________________________

Printed Name: ________________________________________

Title:___________________________

NOTE: 
Section 1001 of Title 18 of the US Code makes it a criminal offense to make willful false statements for misrepresentations 
to any Department or Agency of the United States as to any matter within its jurisdiction.
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