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INSTRUCTIONS: All members (age 18 and older) of a household applying for Ryan White Program services are required

to verify all income received. If any member of the household, including the head of household, claims no income,

he/she must read the following statement and complete the form below with all necessary information and signature(s).

The undersigned individual(s) certify that:

| have received no income during the time period indicated:

Head of household claiming no income from To
Signature Date
Social Security No.
Other household member claiming no income from To
Signature Date

Printed Name

Other household member claiming no income from

Social Security No.

To

Signature

Date

Printed Name

Other household member claiming no income from

Social Security No.

To

Signature

Printed Name
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Date
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DOWNTIME FORM



