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PROXY STATEMENT

| authorize to be my proxy and to carry out
program responsibilities on my behalf.

Print Name of Head of Household

Address

Telephone Number-Day Telephone Number-Evening

Social Security Number of Head of Household

Signature of Head of Household Date

I, the above-mentioned proxy, will explain all information provided by the My Home Housing Program
and accept full responsibility for submitting/returning the proper forms and information to the My Home
Housing Program on behalf of the above-signed applicant/participant:

Signature of Proxy Date

Address

Email address

Relationship to Applicant/Participant

Telephone Number-Day Telephone Number-Evening
DEPARTMENT OF HEALTH AND HUMAN SERVICES - SPECIAL NEEDS HOUSING PROGRAMS
600 W. Walnut St., Suite 100 ¢ Milwaukee, Wisconsin 53212 @
Telephone: (414) 278-4902 ¢ Fax: (414) 223-1815
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