INCOME AND ASSET VERIFICATION
Date:  ____________________
				
BANK: _____________________________        Account Holder: _________________________________
ATTN: _____________________________        Social Security#: _________________________________
FAX#: _____________________________    
[bookmark: _GoBack]The above listed account holder has applied for Medicaid benefits. As part of the application process, it is required to submit verification of any income and assets. Your assistance in complying with this request for information is greatly appreciated.
Please provide complete bank statements for all accounts current and closed for the timeframe listed below:
From: ______________________    To: ________________________

I (We) authorize the release of the above requested financial documents.  Please deduct any associated fees from my account.

Resident Signature:  __________________________________________  Date: _____________
Representative: ________________________________   Relationship: ____________________   
Representative Signature: ___________________________________   Date: ______________

Please return requested data to:
Attn: ______________________________________ Fax:_____________________________ or
E-mail:______________________________________
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