MEDICAL EXPENSE VERIFICATION


Date:



RE:

Dear Sir/Madam:

Since the rental rates on apartments can be reduced for some families with medical expenses, we are required by law to obtain certain information with regard to these medical expenses.  To comply with this requirement, we ask your cooperation in supplying the information requested below regarding the referenced individual.

If you could fill out  the form below and return it to the ________________________ Housing Authority at _________________________________ or fax it to ____________________within 5 days, it would be most appreciated.

Sincerely yours,  ___________________________________(Housing Authority Representative)

Is this Individual’s Condition likely to continue for the coming 12 months?     yes  no
Type of Service You Provide to Applicant (check all appropriate):



Physician Care

Dental Care



Hospital/Clinic Care

Prescriptions



Therapy 

Medical Insurance



Medical Transportation

Other (Please specify)
Projected Cost of Services During Next 12 Months $



Does the applicant require a private bedroom for medical reasons? 
yes  no
Does applicant need any special features in the unit because of a disability yes  no






Signature

Date







Title

Address

TENANT/APPLICANT RELEASE

I, 
, hereby authorize the release of the requested information.







Signature

Date

