PERSONAL DECLARATION - ANNUAL

If you are disabled/handicapped and need assistance in completing your declaration STOP HERE and ask one of
the staff to assist you.

Head of housebold must complete this form. PLEASE PRINT AND READ CAREFULLY. You must use the correct legal name
for sach member of your household as it appears on the Social Security card. All adult members of the household must sign below
certifying the information pertaining to them.

Email address:
HEAD OF HOUSEHOLD:
STREET ADDRESS: Phone namber:
CITY/STATERZIE: Other phone number:
PLEASE PROVIDE THE FOLLOWING INFORMATION. FAILURE TO

COMPLETE THE DECLARATION IN DETAIL MAY CAUSE YOU TO BE DETERMINED INELIGIBLE AND/OR LEASE TOBE

TERMINATED. COMPLETE THE SHADED AREAS FOR EACH PERSON IN THE HOUSEHOLD, IF YOU ARE ADDING SOMEONE
TO YOUR HOUSEHOQLD PLEASE PROVIDE ALL OF THEIR INFORMATION.

PLEASE LIST ALL PERSONS WHO WILL BE RESIDING IN YOUR HOUSEHOLD - HEAD OF HOUSEHOLD LISTED FIRST:

FGLL NAME - FIRST M.l LAST | RELATIONSHIP | SEY | SOCTATLSEC# | DATE OF BIRTH | AGE gg}fgmm OF

1
2
3
4
-
6.
7
8

9

PLEASE ANSWER EACH OF THE FOLLOWING QUESTIONS.

Does anyone live with you now who is not listed above? If yes please explain:
Ave there any changes in your income or household? If yes, please explain:
Have you or any household member sold er given awvay any real estate property or assets in the past 2 years? If yes, please expiain:

Have you or any household member keen convicted for any drug-related or violent eriminat activity within the past twelve months? If yes,
please explain:

Is any member of your heusehold employed full time, part time, or seasonally? If yes, who?

Does any member of your heusehold expect to work for any period during the next 12 months? If yes, wha?

Is any member of your household on leave of absence from work due to lay off, medica, or military feave? Ifyes, who?
Daoes any member of your household work for someone who pays in cash? If yes, who?

Does any member of your household now receive or expect to receive unempioyment benefits? If yes, who?

Does any member of your household now receive child support? If yes, who and in what county?

Does any member of your household have a child support order that is not being paid? If yes, who and in what county?
Does any member of your household receive or expect to receive assistance from Jobs & Family Services? Il yes, who?
Does any member of your household receive alimony? If yes, who?

Does any member of your konsehold receive or expect to receive Social Security or 83X7 If yes, who?

Daes any member of your household receive income from a pension or an annuify? If yes, who?

Does any member of your houschkold receive regular cash coniributions from an individual or an agency? If yes, who?

Does any member of your housekold receive income from assets including interest on checking or savings accounts?
Taterest or dividends from certificates of depaosit, stocks or bonds, income from renfal property? If yes, wio



COMPLETE THE SHADED AREAS. DO NOT LEAVE ANYTHING BLANK, IF I'T DOES NOT APPLY PUT N/A,
LIST ALL CHECKING AND SAVINGS ACCOUNTS INCLUDING IRA, KEOUGH ACCOUNTS AND CERTIFICATES OF

DEPOSIT, OF ALL HOUSEHOLD MEMBERS, INCLUDING AMOUNTS PISPOSED OF DURING THE PAST TWO YEARS:

FAMILY MEMBER BANK NAME ACCOUNT NUMBER BALANCE

FOR EACH TYPE OF INCOME THAT YOUR HOUSEHOLD RECEIVES, GIVE THE SOURCE OF INCOME AND THE
AMOUNT OF INCOME RECEIVED:

FAMILY MEMBER SOURCE OF INCOME / WEEKLY BL.WEEKLY | MONTHLY, ETC.
EMPLOYER

FOR EACH TYPE OF EMPLOYMENT LIST THE FOLLOWING INFORMATION:

EMPLOYER COMPLETE ADDRESS CONTACT PERSON PHONE # FAX #

PLEASE ANSWER EACH OF THE FOLLOWING gUES’I‘IONS.

Do you pay for childeare which altows you or another family member to work or go fo school? Ifyss, give name, address and
telephone number of childcare provider and the weekly amount you pay.

Do you pay for a care attendant or for any equipntent for auny disabled/bandicapped member of the family necessary to permit
that person or someone else in the family to work? If yes, please explain:

Do you bave any medical bili(s), prescriptions, medical insurance, or a medical spend down with Jobs & Family Services you are
paying for an ELDERLY OR DISABLED member in your houschold? If yes, please explain:

Do you wish to declare that you or someone in your household is disabled? If yes, please explain who and see your Housing
Coordinatoer for verification process.

Are there members of your household who are the age of 18 or elder and a full-time student? Please kst the household members
name and the name of the scheol they attend.

CERTIFICATION
/WE certify that the abave information Is true to the best of my knowledge and belief, I/'WE understand that the above information
is being collected to determine the contiraation of eligibility, I/WE authorize the program to verify al information provided on this
dectaration and to release information to appropriate ¥ederal, State, or local ageacies.

I/'WE undorstand that false statements or information will result in the termination of any assistance and are punishable under Federal
Law. Ialso understand that all changes in income of any member of the household as well a3 any changes in the household members
must be reported to the BMHA office, IN WRITING, IMMIEDIATELY.

Head of Hounsehold Date Spouse/Qther Adult Date

Qther Adult Date Other Aduit Date

I have reviewed this declaration with the applicant/resident and after review of ali requised decumentation, have determined this applicant/resident 16 be eligible for
agsistance,

BMBA Coordinator Date

WARNING! TITLE 18, SECTION 1001 OF THE U.S. CODE STATES THAT A PERSON IS GUILTY OF A FELONY FOR KNOWINGLY
AND WILLINGLY MAKING FALSE OR FRAUDULENT STATEMENTS 10 ANY DEFARTMENT OR AGENCY OF THE UNITED
STATES.

Revised 209411
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SPONSOR FORM

To Whom It May Concern:

1 authorize : — In the event of

my death to enter in and claim or dispose of my belongings at:

ADDRESS:

This same person will, if necessary, be responsible to move me and my belongings from my dwelling unit should I
become unabie to care for myself.

Relationship to Resident:

Contacts Printed Name: Phone Number:

Contacts Address:

City/State/Zip:

DO NOT SIGN UNTIL IN THE PRESENCE OF A NOTARY

Resident Signature . Date

State of Ghio - County of Butler

The foregoing instrument was acknowledged before me this day of 20

__by

My commission expires:

Notary Signature:

Sponsor Form Rey 4/1/18

Hamilton: {(513) 896-4411 Middletown: (513) 422-2341 4110 Hamll iddl| Road F ilton, O 45011-6218 www.butlermetro.org
Equal Opportunity Employer. FairHouslng Providar.




Authorization for the Release of
Information/ Privacy Act Notice

to the U.S. Department of Housing and Urban Development (HUD)

and ihe Housing Agency/Authority (HA)

U.S. Department of Housing
and Urban Development
Office of Public and Indian Housing

OME CONYROL NUMBER: 2501-0014
axp. 0717

PHA requesting release of information; (Cross out space if none}
{Full address, name of contac! person, and date)

HA requesting release of information: (Cross ot space i none}
(Full address, name of contact person, and date)

Autherity: Section 904 of the Stewart B. McKinney Homeless
Assistance Amendments Act of 1988, as amended by Section 903
of the Housing and Community Development Act of 1992 and
Section 3003 of the Omnibus Budget Reconciliation Act of 1993,
This law is found at 42 1).8.C, 3544.

This law requires that you sign a consent form authorizing: (1)
HUD and the Housing Agency/Authority (HA) to request verifi-
cation of salary and wages from cuirent or previous employers; (2)
HUD and the HA to request wage and unemployment compensa-
tion claim information from the state agency respensible for
keeping that information; (3} HUD to request certain tax refum
information from the U.S. Social Security Administration and the
U.8. Internal Revenue Service. The law also requires independent
verification. of income information. Therefore, HUD or the HA
may request information from financiai institutions te verify your
eligibility and level of benefits.

Purpose: In signing this consent form, you are authorizing HUD
and the sbove-named HA to request income information from the
sources listed on the form. HUD and the HA need this information
to verify your household's income, in order to ensure that you are
eligible for assisted housing benefits and that these benefits are set
at the correct level, HUD and the HA may patticipate in computer
matching programs with these sources in order to verify your
eligibility and level of benefits.

Uses of Information fo be Obtained: HUD is required to protect
the income information it obtains in accordance with the Privacy
Act of 1974, 5 US.C. 552a. HUD may disclose Information
(other than tax return information) for certain routine uses, such as
to other government agencies for law enforcement purposes, to
Federal agencies for employment suitability purposes and to HAs
for the purpose of detennining housing assistance. The HA is also
required to protect the income information it obtains in accordance
with any applicable State privecy law. HUD and HA employees
may be subject to penalties for unauthorized disclosures or im-
proper uses of the income information that is obtained based on the
consent form. Private owners may not request or receive
information authorized by this form.

Whe Must Sign the Consent Form: FEach member of your
household who is 18 years of age or older must sign the consent
form. Additional signatures must be obtained from new adult
members joining the household or whenever members of the

Persons who apply for or receive assistance under the following
programs are required fo sign this consent form:

PHA-owned rental public housing
Turnkey 111 Homeownership Opportunities
Mutual Help Homeownership Opportunity
Section 23 and 19(c) leased housing
Section 23 Housing Assistance Paymends
HA-owned rentai Indian housing

Section § Rental Certificate

Section 8 Rental Voucher

Section 8 Moderate Rehabilitation

Failure to Sign Consent Form: Your failure to sign the consent
form may result in the denial of eligibility or termination of
assisted housing benefits, or both. Denial of eligibility or termi-
nation of benefits is subject to the HA’s grievance procedures and
Section 8 informal hearing procedures.

Seurces of Informatios To Be Obtained

State Wage Information Collection Agencies. (This consent is
[imited to wages and unemployment compensation § have re-
ceived during period(s) within the last 5 yeayrs when I bave
received assisted housing benefits.}

1.5, Social Security Administration (HUD caly) (This consent is
limited fo the wage and self employment information and pay-
ments of retivement income as referenced at Section 6103(1(7)(A)
of the Internal Revenue Code.)

1.8, Intemal Revenue Service (HUD only) (This consent is
fimited to unearned incoms [ie., interest and dividends].)

Information may also be obtained directly from: (&) current and
former employers concerning salary and wages and (b) financial
institutions concemning unearned income (fle., interest and divi~
dends). understand that income information obtained from these
sowrces will be used to verify information that I provide in
determining eligibility for assisted housing programs and the level
of benefits. Therefore, this consent form only authorizes release
directly from employers and financial institutions of information
regarding any period(s) within the last 5 years when I have
received assisted housing benefits.

Brureh Rl BreanipnB At 888nization.

ef. Handbooks 7420.7, 7420.8, 4. 7465.1

form HUD-9886 (07/14)




Consent: 1 consent to allow HUD or the HA to request and obfain income information from the sources listed on this form for
the purpose of verifying my eligibility and level of benefits under HUD’s assisted housing programs. Tunderstand that HAs that
receive income information under this comsent form canunet use it to deny, reduce or terminate assistance without first
independently verifying what the amount was, whether I actaally had access to the funds and when the funds were received. In
addition, I must be given an opportunity (o contest those determinations.

This consent form expires 15 months after signed.

Signatures:

Head of Household ate

Social Security Number (if any) of Head of Household

Other Family Member over age 18 Date

Soousa Date Other Family Member over age 18 Date
Other Family Member over age 18 Date

Othar Family Member cver age 18 Date

Other Family Member over age 18 Dale Other Family Member over age 18 Date

Privacy Act Notice. Authority: The Department of Housing and Urban Development (HUD) is authorized to collect this information
by the U.S. Housing Act of 1937 (42 U.S.C. [437 et. seq.), Title V1 of the Civil Rights Act of 1964 {42 U.8.C. 2000d), and by the Fair
Housing Act (42 U.8.C. 3601-19). The Housing and Community Deveiopment Act of 1987 (42 11.5.C. 3543) requires applicants and
participants to submit the Social Security Number of each household meraber who is six years old or older. Purpose: Your income and
other information are being collecied by HUD to determine your eligibility, the approptiate bedroom size, and the amount your family
will pay toward rent and utilities. Other Uses: HUD uses your family income and other information to assist in managing and monitoring
HUD-assisted housing programs, to protect the Government’s financial interest, and to verify the aceuracy of the information you provide.
This information may be released to appropriate Federal, State, and local agencies, when relevant, and to civil, criminal, or regulatory
investigators and prosecutors. However, the information will not be otherwise disclosed or released outside of HUD, except as permitted
or required by law. Penalty: You must provide all of the information requested by the HA, including all Social Security Numbers you,
and all other household members age six years and older, have and use. Giving the Social Security Numbers of all household members
six years of age and older is mandaiory, and not providing the Social Security Mumbers will affect your eligibility. Failure fo provide
any of the requested information may result in a delay or rejection of your eligibility approval.

Penalties for Misusing this Consent:

HUD, the HA and any owner {or any employee of HUD, the HA or the awner} may be subject to penalties for unauthorized disclosuces or improper uses
of information collected based on the congent form.

Use of the information collacted based on the form HUC 9886 is restricted to the purposes cited on the form HUD 9886, Any person who knowingly or willfully
requests, obtains or discloses any information under false pretenses concerning an applicant or paricipast may be subject to a misdemeanor and fined not me
than $5,000,

Any applicant or participant affected by negligent disciosure of information may bring civil action for damages, and seek other refief, as may be appropriate, ag
the officer or employee of HUD, the HA or the owner responsible for the unauthorized disclosure or improper use.

Original is retained by the requesting erganization, ref. Handooks 7420.7, 7420.8, & 74651 form HUD-9886 {07/14)




OMB Control # 25020681
Exp. (2728208

Supplemenial and Optieal Contsct Informmtion for HUD-Assisted, Housing Applicants

SUPPLEMENT TO AFFLICATION FOR FEDERALLY ASSISTED HOBSING
This fieen: 15 o be providid to each applicant for federally sssisted hewing

Terstroictions: Opfiows! Contmct Pexsom nx Orpgerivatinm Yoo have the sizht by law to iocinde ss part of your apphication for howsing,
the name, milifress, telephonae medber, and other relevant informstion of 2 Sy memher, friend, o socisl, health, advoracy, or ofber
ARzt This connct iefamation is for the purposa of idemrifying a person or orpentzation that may be #hde to help in resolviog sy
isspes fhat may arise doring your sy o to sssist in providing sy speciil Care o SeTVines you miy requine. Wommay wpdate,
remuys, o change Hie infarmafion you provids o this ferm xf any fins, Fou sre not required fo provide this contect frfbrmation,
trut iy chioose to 2o so, plessa include the relevent infomation on this fem.

Applicant Name-
Maiting Addvess:

Tedephnne No: Ced Phone Moz
N 1F Additinnal Condaet Person or Orgaxirabion:

Adddress:

Telephane Nn: £l Phone No:
E-Mail Address Gf appTicable):

Relatinnskip fo Applicant-
Teemvon for Cantact: (Check all that =pplyy

] emurpency [ Assist with Recestfication Brocess
f] Tnsble focontact yom [] ¢henge in lease tenms

[ rerminstion of restal assictnce [] Change in hoosa motes

{} Eviction fom it ] e

{7} 1.ate payment of rext

Commifment of Fousing Axtbosity o0 Oweer: 1 yoo am approvsd for honsing, this infomation will be kept as part of yom team s Hiscnes
mmmmwfmmmmwspmﬂm we mmay oot fha peson, b orgonizarion yon tsted fo assist in resaleing e
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ConSidenfiaTiy Stutement: The nfrmrios provided on this feem is cenfidentix? amd will not ba disclosed 10 anyone ecept as penmitted by te
app vt vrapplicable L.
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TREiPmens of 24 CFE section 3105, Mgﬁmmmmﬁmmmmmmmmmﬁmnnswm
Troprams on. the basis of v, color, Figion, national orizin, sex, disbility, and fenilial strvs yudes the Fair Brrosing Act, and the protibition o
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GENERAL RELEASE FORM

I hereby authorize/direct The Hamilton/Middletown Police Department, or any other Federal, state, or
local agency, organization, business, or individusl, to release any information needed to determine my
eligibility for housing or continued occupancy with Butler Metropolitan Housing Authority.

Por la presente autorizo directa el Departamento de policia de Hamilton/Middletown, o cualquier oiro
Federal, estado, o agencia, organizacién, negocio o individuo, para liberar eualquier informacidn
necesaria para determinar mi elegibilidad para uso de vivienda o continuar con Autoridad de vivienda
metropolitana de Butler.

1 anthorize you to release as applicable, any credit, financial, employment information relating to my
previous housing tenancy, eredit information, my persona} or family’s conduct including criminal
rvecords or drug abuse. This information is to be used solely by Butler Metropolitan Housing Authority to
determine whether or not I qualify as an applicant or for continued oceupancy as a resident. It will not be
disclosed vutside the agency without my consent, bui may be viewed by authorized employees or
representatives of the U.S, Department of HUD, as applicable.

Autorizo a soltar segin sea el caso, crédito, financiera, empleo informacién relacionada con mi anterior
tenencia de Ia vivienda, informacién de crédito, mi personal o conducta de la familia como antecedentes
penales 0 abuso de drogas. Esta informacién debe ser utilizado {inicamente por Ia autoridad de vivienda
metropolitana de Butler para determinar si ¢ no calificar como un candidato para ocupacién continua
como residente. No serd revelada fuera de Ia agencia sin mi consentimiento, pero puede ser visto por los
empleados autorizados o representantes de los Estados Unidos Departamento de HUD, segin sea el caso.

I understand, depending on Butler Metropolitan Housing Authority’s policies and requirements, that
verification of information for household or may be required. I agree that a photocopy of this
authorization may be used for the purposes stated above.

I entender, segin de Butler metropolitana autoridad de vivienda las politicas y requisitos, esa verificacién
de la informacién para el hogar o puede ser necesario. Estoy de acuerdo que una fotocopia de esta
autorizacién puede utilizarse para los fines indicados anteriormente.

Signature Head of Heusehold Date
Signature Co-Head/Oiher Adult Date
Signature Other Adult Date
Signature Other Adult Date

Harnilton: {515} 896-4411  Middletown: {513} 422-2941 4110 Hamilten-Middletown Road Hamilton, OH 45011-6218 www.butlermetro.org
Equal Opportunity Employer, Fair Housing Pravider
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BMHA Community Service Requirement
Certification of Exemption Status

This form is to be completed by the head of household and/or every household member between the ages of 18
and 62 who is currently reporting employment income, but claims exemption from BMHA’s Community
Service Requirement.

Federal law requires that all non-exempt adult residents of federally funded public housing compilete 3 hours of
community service activities each month. Therefore, BMHA will annually determine whether or not household
members are exempt from this requirement.

. who resides at, is eligibie for an exemption to
Name Address

BMHA’s Community Service Requirement because he/she meets the following criterta:

(Check any of the following that apply)

{1 1. Family members who are 62 years of age or older;

[ 2. Family membess who are blind or disabled;

[ 13. Family members who are the primary caregivers for someone who is blind and/or disabled;
[]4. Family members engaged in a work activity;

[15. Family members who are exempt from work activity under Part A, Title IV of the Social Security Act or
under any other State Welfare Progeam, including the Welfare to Work program;

[ 16. Family members receiving assistance under a State Program funded under Part A, Title IV of the Social
Security Act or under any other State Welfare Program, including Welfare to Work and who are in compliance
with that program.

I aftest that the above information is accurate,

Name:
Address:

Signature Date

Hamilton: {513) B96-4411  Middletown: (513) 422-2341 4110 Hamilten-Middietown Road Hamiltor, OH 4501§-6218 Wwwwibutlermetro.erg
Equat Opporiunity Employer. Fair Housing Peoviden
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Attachment A

Community Services and Self-Sufficiency Requirement Certification
For Non-Exempt Individuals

ENTRANCE ACKNOWLEDGEMENT

Date:
Participant Name:

I have received and read the Community Service and Self Sufficiency Requirement. I
understand that as a resident of public housing, I am required by law to contribute 8 hours per
month of community service or participate in an economic self-sufficiency program. I further
understand that if I am not exempt, failure to comply with CSSR is grounds for lease
nonrenewal. My signature below cextifies I received notice of this requirement at the time of
initial program participation.

Signature; Date:

Hamifton: (513) $96-4411  Middletown: {513) 422-2341 4110 Hamilton-Middletewn Road Hamilton, OH 450116218 www.butfernetwro.org
Equal Opportunity Employer, Falr Housing Provider.
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Attachment B

Community Services and Self-Sufficiency Requirement Certification
For Non-Exempt Individuals

Annual Renewal

Date:

Participant Name:

I understand that as a resident of public housing, I am required by law to contribute 8 hours per
month of community service or participate in an economic self-sufficiency program. I certify 1
have complied with this requirement.

Signature:

Date of Signature:

Harnilton: €573} 896-4411  Middletown: ($13)422-2341 4110 Hamtiron-Middletown Road  Hamilton, OH 45011-6218 www.butlermetraorg
Equal Opportunity Employer. Falr Housing Provider.
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WHOLE LIFE POLICY VERIFICATION

INSURANCE COMPANY:

The Housing Authority is required by Federal Regulations fo verify cash value on all insurance policies for
Public Housing Applicants and Residents. Please complete this form and retura it to our office as soon as
possible.

ATPPLICANT/RESIDENT NAME: SSN:

ADDRESS:

RELEASE OF INFORMATION
I BEREBY GUVE PERMISSION TO RELEASE ALL VERIFICATIONS OF MY INSURANCE POLICIES,
BALANCES AND INTEREST EARNED, TCO THE BUTLER METROPOLITAN HOUSING AUTHORITY.

APPLICANT/RESIDENT SIGNATURE: DATE: March 18, 2020

POLICY
NUMBER:

TYPE OF
ACCOUNT:

DATE
OPENED:

CASH VALUE:

FACE VALUE:

DATE
CLOSED:

SIGNATURE OF AUTHORIZED PERSON:

DATE:

Hamiiton: (513) 8964911 Middletown: {513)422-2341 4110 Hamdlten-Middietown fioad Hamilten, O 45011-6218 wwwhutlermetro.org
Equal Opportunity Employer. Falr Housing Provider.
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YERIFICATION OF YETERANS BENEFITS

TO: VETERANS

Fax:

Date:

Request for Release of Information from Claimant’s Records

1 hereby authorize the Veterans Administration to furnish the following information, which is necessary for my
participation in a Federal Housing program.

Signature of Applicant/Participant Date

Name: SSN:

Address:

The above named person is an applicant for, or participant in a federally-assisted housing program operated by the
Housing Authority. In order fo calculate his/her income, we need your assistance in complesting this form.

To be completed by Veterans Administration
1. Compensation (service connected) [ ] Disability [ ]Death [ ]Dependency & Indemnity

Penston {non-service connected) [ } Disability [ ] Death
Effective date of current award:

2. Allowance for Education Training: [ ] School [ ]Onthe job Monthly Amount §
Effective date of current award: Ending date:

Name of training institution:

Name & address of employer:

3. Other payments:

4. If any change is contemplated, please explain:

5. Remarks:

Hamilton: {513) 8364411 Middlatown: (S31422-2341 4110 Hamilton-Middletown Road  Hamilton, OH 45011-6218 wnw butlermatre.org
Equal Opportunity Employer Fair Howsing Provider,
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PENSION VERIFICATION

Date:

Pension Name:

NAME:
SSN:

Claim # :

The above named person is an applicant for, or a participant in, a federally-assisted housing program operated by the.
Housing Authority. In order to determine his/her eligibility and rent payment, we must verify all sources of income.
Thank you for your assistance.

1 do hereby authorize you to release the information requested below directly to the Housing Authority.

Signature Date

VERIFICATION

Type of Pension:

Date of Entitlement to monthly pension:

Current gross per month: $

Date of anticipated increase: Amount §

Expected duration of pension:

Frequency of change in amount:

Signature of Authorized Representative Date

Title

Hamiltons {(513) 8964411 Middietown: (513) 422-2341 4110 Hamilton-Middietown Road  Hamilton, OH 45011-6218 wivwehutlermetre.org
Equal Opportunity Employer. Falr Housing Provider,
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EMPLOYMENT VERIFICATION
Date:

Employer:

Address: Employee:
S8N:

Phone: Fax:

1 do hereby authorize you to release the information requested helow directlv tn the Rutler Metronalitan Honsine
{BMHA) Leasing Department

Name: Signature:
Print Name Signature “This consent facm axpires 15 monthy sfier SIGNED/Date

Phoue:

BMHA LEASTNG REPRESENTATIVE EMAIL
FAX: 513-868-5200

*#% FOLLOWING TO BE COMPLETED BY EMPLOYER ONLY*#*
Employer needs to furnish the following information

MY SIGNATURE BELOW INDICATES THAT THE INFORMATION BEING PROVIDED 1§ CORRECT

SIGNATURE: DATE:
TITLE: PHONE#:
EMPLOYER NEEDS TO COMPLETE — WORK SCHEDULE
DATE STARTED: DATE STOPPED:
NUMBER OF HOURS TOTAL AMOUNT PAID BY EMPLOYEE PER PAY
WORKED PER PAY PERIOD PERIOD FOR HEALTH INSURANCE. (MEDICAL,

DENTAL, VISION)

RATE PER HOUR: §

AVERAGE TIPS OR PATD {CIRCLE ONE) DAILY, WEEKLY, BEWEEKLY,
COMMISSION PER PAY: $ SEME-MONTHLY, MONTHLY

CURRENT AVERAGE WAGES/SALARY: § YEAR TO DATE EARNINGS:§

EMPLOYMENT INFORMATION MUST BE COMPLETED BY EMPLOYER (PLEASE COMPLETE ALL
THAT APPLY)

NO LONGER EMPLOYED EFFECTIVE:
CURRENTLY EMPLOYED: YES NO

(PLEASE CIRCLE) REASON:
BETWEEN ASSIGMENTS AS OF; DATE & AMOUNT OF FINAL PAY:
' ON LEAVE OF ABSENCE SINCE:
LATD OFF ON:
PAID OR UNPAID?
EMPLOYER PLEASE PROVIDE PAY INFORMATION (LAST 6 (SIX) GROSS AMOUNTS AND PAY DATES)
DATE RECEIVED GROSS § AMOUNT DATE RECEIVED GROSS § AMOUNT
1. 4.
2. 3.
3. 6.

Hamiiton; {513) 896-4411 Middletown: (513) 422-2341 4110 Hamikon-Middistown Road Hamilton, OH 45011-6218 wynwbutlermetro.arg
FEeual Opportunity Employer, Fair Housing Provider.
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APPLICANT/RESIDENT CERTIFICATION FOR CHILD CARE EXPENSES

Child care provider:

Child care provider address:

Child care phone number: Fax:

Regident Name:

Resident address:

Resident City/State/Zip:

1 do hereby anthorize the release of all information requested by the Housing Authority for the purpose of
determining my eligibility for housing assistance.

Resident Signature: Date:
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The Butler Metropolitan Housing Authority is a federally-funded agency assisting qualified families with rent subsidies.
The above named person is an applicant for, or participant in, a federally-assisted housing program operated by the
Housing Authority. All income and expenses reported to the Aunthority must be verified in writing to determine hisfher
eligibility and rent payment. Please complete the lower part of this form and return it to: BMHA 4110 Hamilton-
Middletown Rd. Hamilton, Ghio 45044 or by fax: (513) 868-5290 to:

MNumber of children in childcare:

Average hours per week child care is provided:

Weekly amount paid for child care by resident:

Signature of childeare provider: Date:

Harpilton: {$13} 8964411 Middletown: {513) 4222341 4170 Hamilton-mMiddietown Road Hamilton, OH 450115218 www.butlesretro.org
Equal Oppartunity Employer. Fair Housing Provider.
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Bank Verification

DATE:

Bank
Bank Fax:

The Housing Authority is required by Federal Regulations to verify all current bank balances and interest
eamned for Public Housing Applicants and Residents. Please complete this form and return it to our office as
soon as possible.

Applicant/Resident Name: SSN:
Address; City/State/Zip:
RELEASE OF INFORMATION

I HEREBY GIVE PERMISSION TO RELEASE ALL VERIFICATIONS OF MY BANK. ACCOUNTS,
BALANCES, AND INTEREST EARNED, TO THE BUTLER METROPOLITAN HOUSING AUTHORITY.

SIGNATURE: DATE:

**% DO NOT WRITE BELOW THIS LINE. BANK USE ONLY***

Checking 6-Mouth Avg, Savings Current Amount | Other

ACCOUNT
NUMBER

TYPE OF
ACCOUNT

DATE ACCOUNT
OPENED

CURRENT
BALANCE

ANNUAL %
RATE

INTEREST
EARNED YTD

DATE ACCOUNT
CLOSED

SIGNATURE QF AUTHORIZED PERSON: Date:

Harriltons (513) B96-4411  Middietown: (513} 422-2341 4110 Hamilien-Middietown Road Hamllton, OH 450115218 wwwbutienmeiro,org
Equal Opportunity Employar. Fair Housing Provider.
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Name: . Address: .
City: State: ___ Zip: .

I (we) heroby certify that I (we) do not individually receive income from any of the following sources:

Wages from employment (including commissions, tips, bonuses, fees, ste.)

Income from operation of a business

Rental income from real or personal property

Interest or dividends from assets

Social Security payments, annuities, insurance policies, retirement funds, pensions, or death benefits
Unemployment or disability payments

Public Assistance payments

Periodic allowances such as alimony, child support, or gifts received from persons not living in my household
Sales from self-employed resources {Avon, Mary Kay, Shaklee, etc.)

Any other source not named above

1 (we) currently have no income of any kind and there is no imminent change expected in my financial status or
employment status during the next 12 months.

T (we) will be using the following sources of funds to pay for rent and other necessities:

Under penalty of perjury, I (we) certify that the information presented in this certification is true and aceurate to
the best of my (our) knowledge. The undersigned further understand(s) that providing false representations
herein constitutes an act of fraud. False, misleading or incomplete information may result in the tetmination of
assistance.

Signature of applicant/participant Print Name Date

Signature of other household member (if applicable) Print Name Date

*R¥Thic statement miist be sioned before a Notary Public, Form will not be accepted without the notary seal, ***

State of Ohio — County of Butler
The foregoing instriment was acknowledged before me this day of

20 by

My commission expires: .

Signature of Notary Public:

Hamilton: (573) 8964411 Middletown: (513} 422-2341 4110 Hamiiton-Middletown Road Hamilton, OH 450i1-6218 www hutfermeatzo.org
Egual Oppurtunity Employer. Fair Housing Provider,
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JOB AND FAMILY SERVICES BENEFITS SELF DECLARATION

I \wish to self-certify my benefits veceived from JOB AND FAMILY SERVICES as follows:

ALL QUESTIONS MUST HAVE AN ANSWER

I receive my benefits through County. In the state of

Treceive CASH ASSISTANCE (OWF, TANF, DFA, ete.) [ ] No [ 1Yes—monthly amount §

My CASH ASSISTANCE (OWFT, TANF, DFA, ete.) was sanctioned [ ] No { }Yes. Date sanction began

- Length of sanction

1 receive FOOD STAMPS[ 1No [ IYes—monthly amount $

I receive a DAYCARE VOUCHER [ ] No [ 1Yes My monthly co-pay is 3

Do not sign until in the presence of a Notary.

Signature Head of Household Date
Signature Co-Head of Household Date
Signature Other Adult Date

ERE NN MMM KN NN N EREN NN IR NN NN RN M N M N NN NN AN RN AN NN NN N U NN NNENEENRARD

State of Ohio — County of Butler
The foregoing instrument was acknowledged before me this day of 20

by . My commission expires

Notary Signature

Hamiftor: (513) 8964411  Middletown: (513} 922-2341 4110 Hamilton-Middietown Road  Hamilton, OH 450116218 www.hutlerrnetro.org
Equal Oppormity Employer. Falr Housing Providar.
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Date:

CHILD SUPPORT AGENCY: Fax:

This is to request information on child support order(s) for the following:

NAME: S8N:

ADDRESS:

1 hereby approve the release of the requested information:
Resident Signature
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PLEASE PROVIDE PROOF OF ANY ORDERS WITH PAYMENT HISTORY FOR THE LAST YEAR

If there is an arder with no payment being received, please check below verifying the atternpt fo coilect in one
of the following ways.

[ ] Statement that collection has been attempted by the court
[ TChild Support Bureau

[ ]Legal Guardian or Parent

Date action was initiated:

Child Suppert Representative Date

Hamllzons {513) 895-4411 Mliddietown: {313} 422-2341 4130 Hammliton-Middietown Road  Hamifton, OH 45041-6218 wwawvhutlermertro.org
Equal Oppaortunity Employer, Fatr Housing Provider,




