
Verification of Household Composition 

The Department of Health and Human Services complies with Federal and State laws, which restrict the use and disclosure of 
information concerning applicants and recipients of public assistance and comply with applicable provisions of the Social 
Security Act concerning confidentiality. The Department of Health and Human Services does not discriminate against any person 
on the basis of race, color, national origin, sex, religion, age, political beliefs, or disability. 

DSS-6961 (06/2017)  

Agency Name: ________________________________ Worker ID/Name:______________________________  

Case Name: _______________________Income Support No.: ____________________ Date: _________________ 

Work First requires the verification of household composition as a condition of eligibility. It is necessary to identify all 
members of the household. Please have a friend, neighbor, etc. to complete this form.  ONLY a person not living in your 
household or unrelated to you may complete and sign this form.                                                                  
************************************************************************************************************************************* 

To the best of my knowledge, (Applicant/Recipient name), ________________________________________ lives at  
 
(Address) ______________________________________________________________________________________. 
     
The following is a complete list of all Adults and children who live at that address.  (For additional household members, 
please list the information on the back of this form.) 

 
The above information is true and correct to the best of my knowledge. I understand that if I give false information on 
purpose, I may be subject to prosecution for fraud. 

Signature: ___________________________________________ Printed Name: ______________________________   

Address: ______________________________________________________________________________________ 

Relationship to Applicant/Recipient: _________________________________________________________________ 

Date Signed: _________________________________ Telephone No.: _______________________________

  

Name of Household Member    Relationship to Person Named Above 

   ______________________________________  ___________________________________ 

   ______________________________________  ___________________________________ 

   ______________________________________  ___________________________________ 

   ______________________________________  ___________________________________ 

  _______________________________________ ___________________________________ 

  _______________________________________ ___________________________________ 

  _______________________________________ ___________________________________ 

  _______________________________________ ___________________________________ 

________________________________________ ___________________________________ 

________________________________________ ___________________________________ 
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