
DISABILITY EXPENSE REIMBURSEMENT -

FAMILY CERTIFICATION
Name of family member with disability:_____________________________________________

I/We ________________________________ certify that the above-named person is being provided with attendant care or the use of auxiliary apparatus to enhance his/her ability to live independently.  The circumstances related to the cost of the care or apparatus are as follows:


We do not receive reimbursement from any outside source such as insurance, Medicare, state grants, or individuals.


We are receiving reimbursement for a portion of these costs from 




 in the amount of $

         per _______ week ______ month.  We will provide third party documentation as to the frequency and amount of this reimbursement.


The cost of attendant care or auxiliary equipment is not paid to a family member living in our household.
_________________________________________

__________________________________ Applicant/Resident








PHA Representative 

_________________________________________   


















Date

UNDER TITLE 18, SECTION 1001 OF THE US CODE, IT IS A FELONY TO MAKE FALSE STATEMENTS KNOWINGLY AND WILLINGLY TO ANY REPRESENTATIVE OR AGENT OF A DEPARTMENT OR AGENCY OF THE UNITED STATES; ANYONE WHO DOES SO SHALL BE FINED UP TO $10,000 OR IMPRISONED UP TO 5 YEARS, OR BOTH.











