
TO:  DEPARTMENT OF HUMAN SERVICES 

DATE:  ______________________________ 

 

Our Housing Authority is required to verify the income of household members applying for housing 

assistance. To comply with this requirement, we are requesting your cooperation in providing the 

information listed below.  This information shall only be used in determining eligibility.  A copy of their 

HUD Release of Confidential Information has been attached.  Your assistance in this process is appreciated. 

 

Requested By:___________________________________         Date:____________________________ 

                                  Housing Occupancy Specialist 
 

I  / We, ___________________________________________________________ have made an application 

for assistance through the Housing Authority of the Apache Tribe of Oklahoma and wish to verify any type 

of financial and/or assistance I receive from the Department of Human Services in relation to myself and 

my household. 

 
Number of Household Members: ______   Adults: ______  Children: ______            

 

Names of Children: _______________________________________________________________________ 

________________________________________________________________________________________ 

Adults:  

____________________________________________________ 

NAME / SS: _____________________________________________________________________________ 

NAME / SS: _____________________________________________________________________________ 

NAME / SS: _____________________________________________________________________________ 

NAME / SS: _____________________________________________________________________________ 

NAME / SS: _____________________________________________________________________________ 

NAME / SS: _____________________________________________________________________________ 

For Department of Human Services Only 
 

TANF……………..……$__________   Disability………………... $__________ 

General Assistance……$__________   Supplemental…………… $__________ 

List Other: _________________________________________________                  $__________ 

List Other: _________________________________________________                  $__________ 

By: _______________________________________________ Date: ________________ 

Title:________________________________________________  

 

 **Please return by fax to 405-247-3557 / ATTN:  Resident Services Department 
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