CHURCH STREET SOUTH TRUST
PAYMENT REQUEST FORM
DISCRETIONARY NEEDS 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:____________________________________________________








REASON FOR FUNDS (100 words or less):

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________


Is the Beneficiary receiving SSI (Supplemental Security Income benefits)? (SSI) or Social Security Disability Income (SSDI) benefits?
Yes □
											No  □


[bookmark: _GoBack]Is the Beneficiary receiving medical benefits such as Husky C, Medicaid or Title 19?	
											Yes □
											No  □


Is the above-named beneficiary presently disabled?  If yes, please briefly
describe the disability: _______________________________________________________

______________________________________________________________________________

I authorize the Trustee or his assistants to contact the Conn. Dept. of Social Services (DSS) and/or the Social Security Administration on my behalf, to help determine if my request for funds will conflict with any benefit programs I may be receiving and work to coordinate the receipt of benefits on my behalf. This application constitutes authorization to the Trustee to contact DSS or Social Security for this purpose. I further agree to work with the Trustee to help coordinate payment of trust funds with any benefit programs I may be receiving.


____________________				__________________________________
DATE							APPLICANT
