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Guide 347 Rev. 3/2014 

VERIFICATION OF VETERAN BENEFITS 

TO:  Veterans Administration Please Return to: 
 __________________________________________ 

RE:  Veterans Benefits Paid To __________________________________________ 

    ______________________________         

VA Claim File Number               Social Security Number 


The Federal Government requires that the income of all members of families applying for admission to federally 
aided projects be verified in order to establish occupancy eligibility.  We request your cooperation in supplying the 
following information. 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

AUTHORIZATION TO RELEASE INFORMATION 

I hereby authorize and request you to furnish the following information that is necessary in determining eligibility 
for public housing. 

Date   Signature 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
Please complete the applicable items for the applicant listed above: 

Periods of Active Duty:   From __________ to __________         From __________ To ___________
	

Allowance for education or training:   School   __________  On -the-job  ___________ 
Monthly Amount $ __________  Effective date of current award  _______________________ 

Ending date of award            _______________________ 

Name of Training institution ___________________________________________________________ 
Name and address of employer  

Compensation    (service related) :    Disability  (  )       Death  (  )   Dependency  (  ) 
(non-service related) :  Disability  (  )       Death  ( ) Dependency  ( ) 

Effective date of current award ______________________        Monthly amount $ ________________ 
Other Payments:   Type of award  ___________________________        Monthly amount  $__________ 

If any change is contemplated, check here  (    ) and explain: _________________________________ 

Date  Signature of Authorizing Agent Title 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

“This institution is an equal opportunity provider.”

mailto:program.intake@usda.gov
http://www.ascr.usda.gov/complaint_filing_cust.html
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