SNHS, Inc.
Child Development Program
Head Start/Early Head Start



Electronic Verification Statement


1. Child’s Name:	_____________________________________________________________

2. Child’s DOB:	_____________________________________________________________



3. The following income was verified electronically by viewing the client’s account or benefit information on line or listening to a benefit recording:

Income Type: __________________________ Recipient: ____________________ Amount: __________

Income Type: __________________________ Recipient: ____________________ Amount: __________

Income Type: __________________________ Recipient: ____________________ Amount: __________

Income Type: __________________________ Recipient: ____________________ Amount: __________

Income Type: __________________________ Recipient: ____________________  Amount: __________




[bookmark: _GoBack]4. Staff Statement: I certify that the above income information is an accurate listing of what I verified by viewing the client’s benefit or income verification on line or listening to via telephone and that the amounts listed above are correct for determining program eligibility. 



5. Staff signature: _______________________________________________   Date: _______________

6. Staff name: __________________________________________________  Title: ________________
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