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Use the following as examples of acceptable forms of verification.  Accept any other form of verification which is reasonable.  Remember that this list is not all-inclusive.  Refer to Section 1540 for general principles of verification.




1.
Categorical Eligible Requirements




(
form W-1665B signed by a physician attesting to the fact that the applicant is HIV positive and exhibiting clinical symptomology or illness associated with HIV infection.




2.
Technical Eligibility Requirement




(
termination notice from employer or health plan administrator





(
oral or written statement from employer or health plan administrator




3.
Assets




(
bank books or statement





(
stocks statement





(
copy of bond





(
stub showing amount of severance pay




4.
Standard of Assistance




(
termination notice from employer or health plan administrator





(
other statement from employer or health plan administrator
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5.
Treatment of Income




(
pay stubs





(
statement from employers





(
copy of check from income source





(
statement from income source





(
medical bill incurred in month of application or 






redetermination





(
statement regarding insurance premium




6.
Needs Group Size




(
employer's statement regarding number of dependents





(
landlord letter





(
school records





(
income tax form

