



Verification of In-Kind Source of Income
	ON AGENCY LETTERHEAD


	
	
	





Verification of In-Kind Source of Income (9/1/2023) – NGA                                                              Confidential Client Information 
See Welfare & Institutions Code, Section 5328




[bookmark: _Hlk143604052]
Date Given: _______________________

To:  [Agency Name]

Note to In-Kind Provider:	Your name has been given as a source of support for the client listed below.  Please complete 
	this form and return it to the Business Office of the clinic listed at the bottom of this form. 

	Part I: In-Kind Income Verification


I am currently contributing the items of support indicated below to __________________________________________,
                                                                                                                                                                                                            (Client Name)
Section A
	☐ Housing
	☐ Utilities
	☐ Food
	☐ Clothing
	☐ Cash



This is in exchange for services or labor: ☐ Yes  ☐ No

I/We have been providing these items since ____________________________.
I/We expect to provide these items until ____________________________.
Section B
I/We provide shared in-kind household expenses: ☐ Yes  ☐ No
If yes, please explain the shared arrangement: ___________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________

The total value of household items at the following address: 
________________________________________________________________________________________________________________

	Housing
	Utilities
	Food
	Clothing
	Cash

	$________________
	$________________
	$________________
	$________________
	$________________



The number of people in the household at the address above is _________________________________________

Section C
In-Kind provider’s relationship to the client is __________________________________________________________ 

	Part II: Verification of Rent Paid



Rent is paid:  ☐ Yes  ☐ No.  If yes, provide the amount is $___________________ per ___________________.

In-Kind Provider Signature: __________________________________________________________ Date: ________________________________
Address: ___________________________________________________________ City: _______________________________ Zip: _______________
Phone Number (________) ________ - ___________
	



Please return this completed form within 10 business days of the date shown above to:
Attention: _______________________________ Clinic Name: ____________________________________________________________________
Address: ____________________________________________________ City: _________________________________ Zip: _____________
Phone: (________) ________ - ___________ 		Fax: (________) ________ - ___________



