LIVE-IN AIDE PHYSICIAN OR HEALTH PROFESSIONAL VERIFICATION 

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

	Project Name:
	[bookmark: Text1]     
	IFA Project #
	     
	Date:
	     

	Applicant/Tenant:
	     
	SSN:
	     
	Apt. #
	     


TO:
	Name:
	     
	Date:
	     

	Address:
	     
	Phone:
	     

	City
	     
	State
	     
	Zip:
	     
	Fax:
	     



My signature authorizes verification of my live-in aide or health professional 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 Program.  The information provided will be used to determine eligibility for these programs and will 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
	     



TO BE COMPLETED BY PHYSICIAN or QUALIFIED HEALTH PROFESSIONAL:
[bookmark: Check5]The above-named individual has a diagnosed physical or mental condition that substantially impedes his/her ability to live independently.  Due to this condition, a live-in aid is essential to his/her care and well-being:	|_| Yes   |_|  No

[bookmark: Check1]The live-in aide is needed:		|_|  Full-time				|_|    Part Time
[bookmark: Check3][bookmark: Check4]					|_|    Short Term (less than 6 months)	|_|    Long Term (more than 6 months)

Physician/Health Professional
	Name (please print):
	[bookmark: Text2]     

	Address	
	     

	Phone
	     

	Comments
	     

	
	
	

	Signature:
	
	Date




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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