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State of Illinois
Department of Healthcare and Family Services
RESOURCE INFORMATION
(Verification of resources is required.)
 
Complete only for persons who are blind, have a disability or are age 65 or older. If married and living with spouse, also enter any resources the spouse owns. If yes to any of the following, enter the details below. Attach proof.
Attach additional sheet(s) if needed.
Owner
Address
Type
Value
Amount Owed
1
1
1
$
$
2
2
2
$
$
Owner
Type
Make/Model/Year
Value
Amount Owed
1
1
1
$
$
2
2
2
$
$
Owner
Insurance Company
Policy Number
Face Value
Cash Value
1
1
1
$
$
2
2
2
$
$
Does anyone own any of the following resources? Check all that apply:
Owner(s)
Type of Resource
Account/Policy Number
Value
Name of Bank,Company, etc.
$
$
$
$
(Jointly held resources are those held in two or more names; for example, in your name and in the name of another person(s). This includes resources that may be held by you and your spouse, son or daughter, brother or sister, grandchild, friend, companion, etc.).
RESOURCE
VALUE
NAME AND RELATIONSHIP OF OTHER 
PERSON(S) HOLDING THE RESOURCE
Property in Illinois
$
Property in another state
$
Checking / Savings account
$
Certificate of Deposit
$
Stocks / Mutual Funds
$
$
I declare under penalty of perjury that I have read all statements on this form and the information I give is true, correct and complete to the best of my knowledge. 
I understand that I could be penalized if I knowingly give false information.
 
The undersigned hereby consents and authorizes the Department of Human Services and Healthcare and Family Services to investigate, obtain and verify all information necessary in connection with the request for public assistance. Such information shall include, but not be limited to, documents of financial institutions, trusts, insurance, stocks/mutual funds, real estate, pension, SSI/SSA, and any other type of financial resources.  Failure to cooperate or provide documentation or information necessary to determine the applicant's eligibility may result in the denial of assistance. 
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