Clear Form

y A N

AEEEEN
Andrews Center
Behavioral Healthcare System Client #

Client Name
Date:

Proof of Income
I verify that [ am receiving

income at this time. I currently receive $

I Per Week [Bi-weekly [JEvery Two Weeks [1Monthly

[J1 do not have proof of income at this time with me.

I also verify that

[JSpouse [JChild [JFather []Mother

receives income at this time in the amount of $

[dPer Week [Bi-weekly [JEvery Two Weeks [JMonthly

11 do not have proof of income at this time with me.

Proof of Residency

This letter verifies that lives at

. If you

have any questions, you can contact me at

Thank You,

Client/Guardian Signature
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