
 
 

AISH Benefits Administration Program 

CONTACT PROVIDER CO-ORDINATOR 
 

VERIFICATION FORM 
 
 
I hereby verify that this proposed Trust Agreement for ____________________ 

                                              Client’s name 
 
is in compliance with the conditions laid out in the Memorandum of Understanding – To 

Administer AISH Benefits on behalf of the clients with only nominal assets. 

 
 
 
 
 
Program: _______________________________________ 
 
 
Program Contact   ______________________________ 

                                                        signature 
 
Date:  __________________________ 

May 27, 2004 

Instructions
Insert AISH recipient’s name.

Instructions
Insert the name of the agency providing services/funding.

Instructions
The Program Contact signs here.

Instructions:
Please double click the yellow question marks to obtain detailed instructions on completing this form.




