HARRISHEALTH

SYSTEM

AGENCY LETTER

This is an Official Government Record. False or incomplete information given on this form
may result in criminal action being taken under Sections 31.04 and 37.10, or other sections of

the Texas Penal Code.

I, , representing (agency)
Print Name & Title

Address:

City: , State: Zip Code

Telephone#:

Do hereby certify that we are assisting

/ D.0.B

of.

Client’s Name

with the following:

Address

Amount of any income:

Rent:

Food:

Utility Payments:

Other (please explain)

Signature

Date

This document contains protected and confidential patient health information. This document must be secured at all times while in use and must
be immediately disposed of in the blue recycling bin when you are done using the document.

Printed copies of this document are uncontrolled. In the case of a conflict between printed and electronic versions of this document, the controlled version
published on the Harris Health System Document Control Center prevails.
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