
 
                                                       
 

*********************************************************************************** 
This form is to be completed if an agency or an individual that is not a part of your household composition assists you by 

paying a bill(s) or provides you with money. This form is used to report the starting and ending of this financial assistance. 

Provide any documentation that you have that supports this statement of assistance.  

************************************************************************************ 
IMPORTANT!! 

Be advised if this income is being used to qualify for a new unit or is part of a zero income certification it will not be 

removed for the next 12 months. It can/will only be replaced with another income source of equal or greater value. 
************************************************************************************************************************* 
 

Head of Household name: ______________________________   Contact Number: _____________________ 

 

Address: ______________________________________ City: ____________________ Zip: _____________ 

***************************************************************************************** 

Date assistance started: __________________       Date assistance ended: ________________________ 

Name of the person providing you with the assistance: _______________________________________ 

Relationship to you: ___________________________    Cash    or     pay/paid a bill       (circle one)   

Cash: How often? : __________________    Amount: $____________ 

Bill: Which bill? : ____________________   Amount: $___________ How often? :________________ 

Bill: Which bill? : ____________________   Amount: $___________ How often? :________________ 

Do you receive financial assistance from a charitable organization(s)?   Yes   or   No   (circle one) 

If yes, name(s) of the organization(s):__________________________________________________________ 

Amount received: $_______ How often? : ____________ Contact Number: ___________________________ 

Amount received: $_______ How often? : ____________ Contact Number: __________________________ 

************************************************************************************ 
Acknowledgement: By signing below, I agree that I understand that the United States Code Title 18 (Crime and Criminal Procedures) Section 1001, 

makes it a criminal offense to make a willfully false statement or representation concerning any matter within the jurisdiction of any department or 

agency of the United Sates, and further, that failure to correctly state my income may result in termination of program assistance, and/or 

repayment of rental assistance benefits paid on my behalf for failure to disclose all household income. 

*************************************************************************************************** 

_____________________________________ _______________ 

Head of Household Signature             Date 

 

_____________________________________ _______________ 

Signature of individual providing assistance   Date 

 

______________________________________ _______________ 

Signature of Organization Representative/Title  Date 

 

_____________________________________ _______________                  Notary Seal/Stamp 

Notary Name/Signature     Date 
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Commission Expires: ____________ 

 


