
INTERIM CHANGE REQUEST FORM: 
 
Families are required to report all Increases in income within TEN (10) business days of the date the change takes effect. An interim change 
will be conducted for an increase in income due to a new source of income, including returning to work to a previous employer, change of 
employment or the resumption of a previously suspended or terminated benefits/income.  Families may report changes in income or expenses at any 
time. 

 
 Head of Household Name:  ______________________________________________    Address: ________________________________________ 

 Phone Number(s):  _____________________________________        Email Address:_________________________________________________ 

Name of Household Member Change is for:  ____________________________________________________________     
________________________________________________________________________________________________________________________ 

COMPLETE THIS SECTION FOR EMPLOYMENT: 

EMPLOYMENT:           I am reporting a(n):   ____Increase    ____Decrease  ____Change of Employment 

Current Employer Name & Address:  _________________________________________________________________________________________ 

Current Employer Phone #: ________________________________________       Email Address: ________________________________________ 

  Start Date: _________________________________     Rate of Pay:  __________     Hours Worked per: _________ Week         ________ Bi-wk         ________ mo     

Previous Employer Name & Address: _________________________________________________________________________________________ 

Previous Employer Phone #:________________________________________        Email Address: ________________________________________ 

         Date Employment Ended:____________________________________________ 

 

COMPLETE THIS SECTION FOR CHANGES OF UNEMPLOYMENT, TANF, GA SNAP, CHILD/SUPPORT, SOCIAL SECURITY, CHILDCARE/MEDICAL 
AND/OR OTHER INCOME CHANGES: 

UNEMPLOYMENT: DATE STARTED: _____________________   DATE STOPPED: ____________________     AMOUNT $________________ (GROSS)   

TANF/SNAP/GA: DATE STARTED: _______________________    DATE STOPPED: ______________________     AMOUNT: ___________________ 

CHILD/SPOUSAL SUPPORT:  DATE STARTED: ____________________   DATE STOPPED: ___________________    AMOUNT $_________________ 

                  CS NUMBER:  __________________________________  

SOCIAL SECURITY:  DATE STARTED: ______________________      DATE STOPPED: ___________________   AMOUNT $_________________ mo. 

CHILD CARE/MEDICAL EXPENSES:  DATE STARTED:_________________  DATE STOPPED: _______________   AMOUNT $___________ per wk  mo  
 
OTHER:  (i.e. Disability, etc): TYPE OF OTHER:_____________________________________________________________  

      DATE STARTED: _____________________________        DATE STOPPED:___________________________ AMOUNT $________________  

I understand that HATOP will notify me of any change in the tenant rent portion and the effective date of change. 

I certify that all information provided to the Housing Authority of the Town of Phillipsburg regarding, income, assets, and expenses is accurate and complete to the 
best of my knowledge.  I understand that knowingly supplying false, incomplete or inaccurate information is punishable under Federal and State law and is grounds 
for termination of housing assistance. 

X ___________________________________        X_____________________________________________      ______________________ 
   Head of Household Printed Name  Head of Household Signature        Date 
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VERIFICATION OF DOCUMENTS PROVIDED AT THE TIME THE INTERIM CHANGE FORM WAS SUBMITTED (To be 
completed by PHA): 
   

____ Verification of Start Date at: ____________________________________________ 

____ Verification of End Date at: _____________________________________________ 

____ Pay Stub(s), check dates, for:________________________________________________________________ 

____Verification of last day worked and last pay stub at: _____________________________________________ (on        
company letterhead, signed and dated) 

____Verification of Unemployment determination (Approved: start date, weekly benefit rate or Denied)   

____Verification of Unemployment gross weekly benefit and effective date of first payment received 

____Social Security/SSI/SSDI letter from Social Security Administration (all pages) showing date of change and amount 

____TANF/GA letter showing dollar amount of benefits and beginning date or CLOSED date (if applicable) 

____Child Support print-out showing case number, disbursement, timeframe of disbursements 

____Childcare verification: copy of current NORWESCAP contract and proof of payments or private child care, notarized 
letter from childcare provider. 

____OTHER  
 
 
 

PHA USE ONLY: 
 
DATE FORM RECEIVED:_____________________________________      
 
WAS/WERE THE REQUIRED VERIFICATION(S) SUBMITTED WITH INTERIM CHANGE FORM:          ______ YES        ______NO 
 
*IF YES, DATE DOCUMENT(S) RECEIVED: _________________________________________* 
 
*IF NO, DATE INCOMPLETE CHANGE FORM WAS RETURNED TO FAMILY:________________________________________* 
 
*DATE INCOMPLETE FORM RETURNED W/ VERIFICATION(S) BY FAMILY:__________________________________________* 
      
 DATE CHANGE PROCESSED:___________________________________ 
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