VERIFICATION OF SOCIAL SECURITY BENEFITS

(The use of white out, black out, or alteration of original information will void this document.)

	Project Name:
	     
	IFA Project #
	     
	Date:
	     

	Applicant/Tenant:
	     
	SSN:
	     
	Apt. #:
	     


TO:
	Name:
	     
	Date:
	     

	Address:
	     
	Phone:
	     

	City:
	     
	State:   
	Zip:      
	Fax:
	     

	My signature authorizes verification of my Social Security information:


       _______________________________



     ______________________________

        Applicant/Tenant Signature





       Date

        The individual named directly above is an applicant/tenant of the IRC §42 Low Income Housing Credit Program.  The information
        provided will be used to determine eligibility for the program and remain confidential to the satisfaction of that stated purpose only.
        Your prompt response is crucial and would be greatly appreciated.










          RETURN THIS FORM TO:
	     


        Sincerely, 






      

        ____________________________________

        Project Owner/Management Agent





                       

For Social Security Administration Use Only:
The person named above is receiving benefits through this office     FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  (If yes, please provide the information below)

Social Security Benefits:




       Supplemental Security benefits:
	Initial Date of Assistance: 
	     
	Initial Date of Assistance: 
	     

	Social Security #: 
	     
	Social Security #: 
	     

	Claim Number:
	     
	Claim Number:
	     


Please indicate CURRENT gross amount received and the effective date of the current amount:

	Retirement:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No
	 $     
	Eff. Date:      
	Old Age:      FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	$     
	Eff. Date:      

	Disability:      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No
	 $     
	Eff. Date:      
	Disabled:     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	$     
	Eff. Date:      

	Widow(er):    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No
	 $     
	Eff. Date:      
	Blind:           FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	$     
	Eff. Date:      

	Children:       FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No
	 $     
	Eff. Date:      
	Dis. Minor:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	$     
	Eff. Date:      

	Other Benefits:      
	 $     
	Eff. Date:      


	Gross Amount:
	 $     
	Gross Amount:
	$     


	
	

	Preparer’s Signature
	Date

	
	

	Print Name/Title
	Phone Number


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