PARTICIPANT CHANGE REPORT

(ALL CHANGES MUST BE REPORTED WITHIN 10 DAYS)
Name :

Address:
City:


State:                  Zip:
 Phone :

Caseworker’s Name:
social security #

Federal regulations require families residing in federally funded programs to report all sources of income currently being received or will be received by all members of your household.  Are you or any member of your household receiving the following sources of income?  PLEASE CHECK  YES OR NO TO ALL QUESTIONS.

    NAME OF PERSON

YES
 NO

RECEIVING ASSISTANCE
      AMOUNT
____
____
AFDC OR GENERAL ASSISTANCE
_______________________
$ ____________


____
____
ALIMONY
_______________________
$ ____________


____
____
SOCIAL SECURITY
_______________________
$ ____________


____
____
SUPPLEMENTAL SECURITY (SSI)
_______________________
$ ____________


____
____
BABYSITTING
_______________________
$ ____________


____
____
EMPLOYMENT NAME/ADDRESS/
_______________________
$_____________


ZIP/PHONE NUMBER:



_____________________________



_____________________________


_____________________________
____
____
SELF EMPLOYMENT
________________________
$_____________


____
____
FARM LABOR OR ODD JOBS
________________________
$_____________


____
____
UNEMPLOYMENT BENEFITS
________________________
$_____________

____
____
DISABILITY INCOME
________________________
$_____________

____
____
VA BENEFITS
________________________
$_____________

____
____
PRIVATE RETIREMENT/PENSIONS
________________________
$_____________

____
____
CHILD SUPPORT/DES PASS-THRU
________________________
$_____________

____
____
MILITARY PAY AND ALLOWANCES
________________________
$_____________

____
____
DEATH BENEFITS
________________________
$_____________

____
____
INSURANCE SETTLEMENTS
________________________
$_____________

____
____
INTEREST EARNED SAVINGS ACCT,
________________________
$_____________

CHECKING ACCT, DIVIDENDS, 

STOCKS, BONDS, TREASURY BILLS, 

CERTIFICATES OF DEPOSIT, MONEY 

MARKET ACCTS, ETC.

BANK: ___________________________

ADDRESS: _______________________



ACCOUNT#: ______________________

____
____
LUMP SUM RECEIPTS, LOTTERY
________________________
$______________

____
____
ASSETS, PROPERTY, TRUSTS
________________________
$______________


____
____
OTHER INCOME
________________________
$______________
____
____
DOES ANYONE OUTSIDE OF YOUR
________________________
$______________

HOUSEHOLD PAY FOR ANY BILLS

OR GIVE YOU MONEY?

DAYCARE

YES
 NO
____
____
DO YOU PAY FOR CHILD CARE WHICH ENABLES YOU OR ANOTHER FAMILY MEMBER TO WORK OR GO TO SCHOOL?  IF YES, PLEASE PROVIDE NAME AND COMPLETE ADDRESS OF CHILD CARE PROVIDER.

_____________________________________________________________________________________

_____________________________________________________________________________________

HOUSEHOLD MEMBER CHANGES
REPORT ALL CHANGES WHEN SOMEONE MOVES IN OR OUT OF YOUR HOME.  ATTACH BIRTH CERTIFICATE, SOCIAL SECURITY CARD, INCOME, AND LETTER FROM YOUR LANDLORD AUTHORIZING ADDITIONAL MEMBER TO BE ADDED TO LEASE.  FOR NEWBORNS--AN AUTHORIZATION LETTER FROM LANDLORD IS NOT REQUIRED.  FEDERAL REGULATIONS REQUIRE THAT ANY NEW FAMILY MEMBER ADDED TO THE HOUSEHOLD OVER THE AGE OF SIXTEEN MUST BE SCREENED FOR CRIMINAL HISTORY.  THEY COULD ALSO BE FINGERPRINTED.  THIS MUST BE DONE PRIOR TO ADDING THEM TO THE HOUSEHOLD.  THEY WILL NOT BE ADDED UNTIL THIS CRIMINAL HISTORY CHECK HAS BEEN COMPLETED.

YES
 NO

YES    NO
____
____
NEWBORN
____   ____    
CHILD                    ( MALE

____
____
SPOUSE/COMPANION
____   ____
OTHER                  ( FEMALE

NAME______________________________________________________________




SOCIAL SECURITY NO.__________________________

DATE OF BIRTH____________________DATE MOVED IN/OUT?___________________

IF EMPLOYED, NAME & COMPLETE ADDRESS OF EMPLOYER ______________________________

____________________________________________________________________________________

ELDERLY/DISABLED FAMILIES ONLY
YES
 NO
____
____
DO YOU HAVE MEDICARE OR OTHER KIND OF MEDICAL INSURANCE PREMIUM?

NAME________________________________________________________________________________

ADDRESS____________________________________________________________________________

POLICY NUMBER______________________________________________________________________

____
____
DO YOU HAVE ANY MEDICAL BILLS?  IF YES, PLEASE LIST DOCTORS AND PHARMACIES WHICH PROVIDE SERVICE.  ____________________________________________________________________



______________________________________________________________________________________

WARNING:  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 U.S. GOVERNMENT AS TO ANY MATTER WITHIN ITS JURISDICTION.  MISREPRESENTATION OF ANY INFORMATION IS GROUNDS FOR INELIGIBILITY OF HOUSING ASSISTANCE.

THE INFORMATION PROVIDED IN THIS CHANGE REPORT IS TRUE AND COMPLETE TO THE BEST OF MY KNOWLEDGE.

Signature ________________________________________________________   Date ________________________
O:\PSNET\WORD\CABINET\CHANGE.DOCCreated on 01/23/06

