Social Security Benefits Verification

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

	Project Name:
	[bookmark: Text2]     
	IFA Project #
	     
	Date:
	     

	Applicant/Tenant:
	     
	SSN:
	     
	Apt#:
	     



To:  
	Name:
	[bookmark: Text6]     
	Date:
	[bookmark: Text9]     

	Address:
	[bookmark: Text8]     
	Phone:
	[bookmark: Text10]     

	City:
	[bookmark: Text5]     
	[bookmark: Text4]State:   
	[bookmark: Text7]Zip:      
	Fax:
	[bookmark: Text11]     

	
My signature authorizes verification of my social security benefits information:



_____________________________________				____________________________________
Applicant/Tenant Signature						Date

The individual named directly above is an applicant/tenant of the IRC §42 Low Income Housing Credit Program or the HOME Investment Partnership ProgramThe information provided will be used to determine eligibility for these programs and remain will 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
	     



	THIS SECTION TO BE COMPLETED BY THE SOCIAL SECURITY ADMINISTRATION



	Social Security Benefits:
	Supplemental Security benefits:

	Initial Date of Assistance: 
	[bookmark: Text31]     
	Initial Date of Assistance: 
	[bookmark: Text34]     

	Social Security #: 
	[bookmark: Text32]     
	Social Security #: 
	[bookmark: Text35]     

	Claim Number:
	[bookmark: Text33]     
	Claim Number:
	[bookmark: Text36]     



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

	[bookmark: Check5][bookmark: Check6]Retirement:  |_| Yes |_|  No
	[bookmark: Text23]$     
	[bookmark: Text24]Eff. Date:      
	[bookmark: Check7][bookmark: Check8]Old Age:      |_| Yes |_| No
	[bookmark: Text25]$     
	[bookmark: Text26]Eff. Date:      

	Disability:      |_| Yes |_|  No
	$     
	Eff. Date:      
	Disabled:    |_| Yes  |_| No
	$     
	Eff. Date:      

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

	Children:       |_| Yes |_|  No
	$     
	Eff. Date:      
	Dis. Minor:  |_| Yes |_| No
	$     
	Eff. Date:      

	[bookmark: Text27]Other Benefits:      
	[bookmark: Text28] $     
	Eff. Date:      

	Gross Amount:
	[bookmark: Text29] $     
	Gross Amount:
	[bookmark: Text30]$     




					
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.
IFA Rev 12-1-2021		 Social Security Benefits Verification
