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Electric

Heat

Water
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Sewer

Fine

Other

Other

Other

3. Once  we are approved, we will receive a letter from SSA naming us payee.  

4. We will then send the applicant a welcome letter giving further instruction.

OTHER IMPORTANT INFORMATION:

PLEASE PROVIDE ANY INFORMATION YOU FEEL WE MAY NEED TO BETTER SERVE YOU:

Company Address:

UTILITY INFORMATION:
Company Name:

     Burial Plot Plot Location:

     Life Insurance Ins. Company: Policy #: Value: $

Account #:

     Checking Account Bank Name: Account #: Value: $

     Burial Account Bank Name: Account #: Value: $

ASSET INFORMATION:
     Savings Account Bank Name: Value: $Account #:

1. The Advocacy Alliance may take up to a week to process the completed application into our system.

THE ADVOCACY ALLIANCE APPLICATION PROCESS:

   to approve payeeship.

2. We will  then submit the application to the Social Security Adimistration (SSA).  Their process may take up to three  months

   management practices.  To ensure timely transition into the program, please complete, sign and return this form through 

   delivery methods listed at the begining of this appliation.

• Once we are payee, if you would like to make a large purchase, you must first get approval from us. This ensures

    you will have the funds available in your budget.

• We, at no time, repay personal loans.  If you borrow money from a friend or relative, you must repay them from your

    spending check.

• You may request a monthly print out of your account at anytime.

• The purpose of this form is to gather important information about your income and expenses and current  money 

Questions? Please call 1‐877‐315‐6855 x1
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AUTHORIZATION FOR RELEASE AND RECEIPT OF INFORMATION 
 
 
 
 

I, ____________________________________________, give 
permission to the Advocacy Alliance, which is serving as my Representative Payee, to 

release and receive pertinent information necessary for the Advocacy Alliance to carry out 
its representative payee duties in my best interest. This authorization is in effect for as long 

as the Advocacy Alliance is serving as my Representative Payee. 
 

 
 

 
____________________________________ 

                (Client’s Signature) 
 

 
_______________________ 

                   (Date) 
 
________________________________ 
              (Witness) 
 
____________________ 
    (Date) 
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Representative Payee Program 

I, ___________________________________, hereby request help with my financial 
affairs from the Advocacy Alliance Representative Payee Program. This aid may include, 
but is not limited to, check writing, bill paying, bank deposits, and any other assistance 
that is deemed necessary.  

I understand that this service is provided with a charge in accordance to the attached fee 
schedule and that I may terminate services at any time by either finding another qualified 
representative payee, or having a physician complete the Physician’s Statement of 
Capability to Manage Benefits form to state that I am able to manage my own financial 
affairs. This form can be provided to me by the Advocacy Alliance.  

___________________________________________________ 
Signed 

___________________________________________________ 
Date 

___________________________________________________ 
Witness 

The Advocacy Alliance 
Representative Payee Service 

Fee Schedule

Fee 1. Individual referred through county/other agencies (and has community supports) is charged $35.00 
per month. 

Fee 2. Individual with no referral source (and has no community supports) is charged $37.00 per month. 

Fee 3. Individual who is under 18 years of age and whose parent(s) is enrolled in the representative payee 
program is charged $20.00 per month.  
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