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	State HCD 
Division of Financial Assistance

	
	

	City/County of ______________________

	Contact:_____________________________

	               __________________________________

	               __________________________________


Record of Oral Verification
APPLICANT INFORMATION
Regarding:
      _____________________________________________________
Address: 
      _____________________________________________________
      _____________________________________________________
Date Received:     __________________

INFORMATION VERIFIED
Item Verified: _____________________________________________
Person Contacted: _________________________________________
Representing: _____________________________________________

INFORMATION SUPPLIED
	Signature of Person Receiving Verification
	
	Date and Time Received












































































































































































































































 Income Calculation and Determination Guide for Federal Program – Appendix H

