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           VERIFICATION OF SOCIAL SECURITY 


THIS SECTION TO BE COMPLETED BY MANAGEMENT AND SIGNED BY TENANT

 To:
(Name & Address of Social Security Office)

      DATE: ______________________________________________


______________________________________

       RE:   _______________________________________________










  (Print applicant/tenant name)


______________________________________








       S.S. CLAIM #:
_______________________________________


______________________________________









       DOB:
_______________________________________

[image: image1.png]The person listed above is an applicant/tenant of a housing program that requires verification of income.  Information    provided will remain confidential and will be used solely for the purpose of determining eligibility for occupancy.  Your timely response is essential and greatly appreciated.
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Sincerely,



        




 

Project Management Agent

THIS SECTION TO BE COMPLETED BY SOCIAL SECURITY ADMINISTRATION
Gross amount of monthly social security benefit       $__________________ Amount deducted for Medicare $_________________
Net amount of the social security check each month $__________________ Effective date ________________________




                      MM/YYYY
Monthly amount of supplemental security income
 (SSI) payment
$ _________________ Effective date_________________________



MM/YYYY

Are any changes in benefits expected within the next 12 months?                   (  Yes
         (      No
If yes, please explain: ___________________________________________________________________________

 Complete only if you are unable to verify information requested:

(
Claim still pending

(
No record based on identifying information

· Other-Explain: ________________________________________________________________________

   _____________________________________________

______________________________________

              Signature of Authorized Social Security




  Date

    _____________________________________________

______________________________________


                            Title



                              Telephone

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.

Please return form (by mail/fax only) to:





I hereby authorize the release of my social security benefit information.





SIGNED:						DATE:
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