CHURCH STREET SOUTH TRUST
PAYMENT REQUEST FORM – MINOR’S TRUST


APPLICANT’S NAME: ______________________________________________________

STREET
ADDRESS:_________________________________________________________________

CITY, STATE, ZIP:__________________________________________________________

SOCIAL SECURITY #:______________________________________________________

DATE OF BIRTH:__________________________________________________________

CONTACT INFORMATION

PHONE:___________________________________________________________________

EMAIL ADDRESS:_________________________________________________________

WHAT IS THE BEST
WAY TO REACH YOU:_____________________________________________________

ADDRESS TO SEND CORRESPONDENCE (IF DIFFERENT THAN ABOVE – INDICATE MAIL OR EMAIL):

___________________________________________________________________________

___________________________________________________________________________


NAME OF BENEFICIARY:__________________________________________________

SOCIAL SECURITY NO.:____________________________________________________

DATE OF BIRTH:___________________________________________________________

RELATIONSHIP TO YOU:___________________________________________________








BASIS OF REQUEST FOR FUNDS (100 words or less):

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________


Have you or the above-named beneficiary ever received Social Security (SSI)?  												Yes □
											No  □
If yes, for what years?____________________________________________

[bookmark: _GoBack]Have you or the above-named beneficiary ever received governmental benefits such as Title XIX, Medicaid or Husky C?																		Yes □
											No  □
If yes for what years?_____________________________________________

Is the above-named beneficiary presently disabled?  If yes, please briefly

describe the disability_______________________________________________________

I hereby certify that the funds requested are necessary for and will be used for the beneficiary’s health, education, maintenance, and/or support in his or her accustomed manner of living.



____________________				__________________________________
DATE							APPLICANT
