Georgia Department of Human Resources

Resource Clearance

To:
______________________________



Date: _________________________

            ______________________________

            ______________________________

From:
______________________________


______________________________


______________________________

Re:
______________________________
___________________
________________________

                 
 
Applicant/Recipient




AU Number


  Spouse’s Name


______________________________




________________________



          Address








        Address


______________________________




________________________


______________________________




________________________



Social Security Number







Social security number

The above individual has applied to this agency for assistance and has given us permission, as evidenced by the signed authorization attached, to make the necessary financial investigation. We must act upon this case prior to _____________ (date).  Therefore, we appreciate your entering the information on resources in the section provided and returning the completed form to us at the earliest date possible.








______________________________________________










Signature of Case Manager / Telephone Number

Federal Regulations require that we verify resources as of the first day of the month

	Does our client have checking/savings account(s) in your institution?  □ Yes  □ No   Closed________________________(date).

If yes, please provide information requested below:

	Month/Year       Balance as of       Interest Paid   Account Holder(s) as shown on Signature Card
                                                                                       First day/Month    During Month   

_____________________________                                                                                       ___________________________________  

          Account Number                                                                                                           ___________________________________

                                                            1. __________   $ ____________   $____________

     □   Checking                                 2. __________   $_____________   $____________   

     □   Savings                                    3. __________   $_____________   $____________

                                                            4. __________   $_____________   $____________



	Month/Year       Balance as of       Interest Paid    Account Holder(s)as shown on Signature Card
                                                                                       First day/Month    During Month   

_____________________________                                                                                       ___________________________________  

          Account Number                                                                                                           ___________________________________

                                                            1. __________   $ ____________   $____________

     □   Checking                                 2. __________   $_____________   $____________

     □   Savings                                    3. __________   $_____________   $____________

                                                            4. __________   $_____________   $____________



	Does this person have a safety deposit box in your institution?  □ Yes  □ No   

If yes, please give legal title of ownership: __________________________________________________________________



	Are you aware of any other deposit, loan, credit card, or trust accounts involving this person being maintained by your institution? 

 □ Yes  □ No   

If yes, please describe: ______________________________________________________________________________________




__________________________________________________________________________________________

Signature






Title

         Phone Number 


          Date

Form 957 (Rev. 04/04)

Authorization for Resource Clearance











Date: ______________

To Whom It May Concern:

I, the undersigned, hereby authorize the representative of:

__________________________________________ County Department of Family and Children Services

__________________________________________ Division of Family and Children Services-Quality Control

__________________________________________ Division of Medical Assistance – Quality Control

be given any information that they may desire concerning my resources.








Signature: _____________________________________








Address: ______________________________________
























    ______________________________________

Form 957 (Rev. 04/04) Reverse
