
PHYSICIAN’S VERIFICATION 

OVER-THE-COUNTER MEDICATIONS-HUD 

AHAIN – Physician’s verification of over-the-counter medications-HUD - 2015 

          DATE_______________ 

TO________________________________   FROM________________________________ 

     ________________________________              ________________________________ 

     ________________________________              ________________________________ 

     ________________________________              ________________________________ 

 

SUBJECT – VERIFICATION OF INFORMATION SUPPLIED BY AN APPLICANT/RESIDENT FOR 

HOUSING ASSISTANCE 

 

Applicant Name_____________________________________  SSN    XXX-XX-_______________ 

                            (last four digits of SSN) 

 

Address ___________________________________________City___________________State______Zip________ 

 

RELEASE – I hereby authorize the release of the requested information. Information obtained under this consent is 

limited to information that is no older than 12 months. There are circumstances which would require the owner to 

verify information that is up to five years old, which would be authorized by me on a separate consent attached to a 

copy of this consent. 

 

_________________________________________________________   ____________________ 

Signature of applicant/resident       Date 

 
This individual has applied for and/or is receiving housing assistance under a program of Housing and Urban Development. HUD requires the 
housing owner to verify all information that is used in determining this individual’s eligibility or level of benefits. We ask for your cooperation in 

providing the following information and returning it to the address listed above. The applicant/resident has consented to this release of 

information, as shown above. 

 

INFORMATION REQUESTED 

Please sign off that the following items listed by the applicant/resident are medically necessary for him/her: 

 

_________________________________________  _________________________________________ 

 

_________________________________________  _________________________________________ 

 

_________________________________________  _________________________________________ 

 

_________________________________________  _________________________________________ 

 

_________________________________________  _________________________________________ 

 

_________________________________________  _________________________________________ 

 

_________________________________________  _________________________________________ 

 

 

 

__________________________________________________________  ___________________ 

Doctor’s office representative signature and title     Date 
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