PASADENA COMMUNITY DEVELOPMENT COMMISSION (PCDC)
UPDATE OF FAMILY CIRCUMSTANCES

Complete this form only to report changes in family circumstances. Please be advised that you are responsible for
submitting information supporting the reported change(s). You are also responsible for continuing paying your tenant
rent to the owner until the review of your case is completed and you receive a written notice of the changes.

Warning: Making false statements on this document is considered fraud and may result in termination from
the Section 8 Program and/or criminal prosecution.
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Name of Head of Household: Social Security #:
Address:
Home #: Work #: Cell#: Message #:

Please indicate by marking the applicable box reflecting the type of change(s) that you are reporting:

Income

Employment: Name of Family Member(s) Effective Date

[INewly hired

[]Adjustment from part-time to full-time
[1Reduced working hours from to_
[ lIncreased working hoursfrom ____ to
[Increase in hourly rate/salary from $ to$
[IChange of jobs

[_]Additional job(s)

[ITermination of employment

Please provide the name(s) of the family member(s) having the change above. Additionally, provide the name(s) of
the employer(s), address and telephone number(s), and the effective date of the change:

Unemployment: Name of Family Member(s) Effective Date

[ ]Starting of payment
[IChange in payment
[|Termination of payment

Please provide the name(s) of the family member(s) having the change above, the effective date of the change and
amount:




Public Assistance (Cal Works/General Relief/CAPI):

Name of Family Member(s) Effective Date

[ IStarting of payment
[]Change in payment
[|Termination of payment

Please provide the name(s) of the family member(s) having the change above, the reason for the change of
payment, effective date and new amount:

Social Security/Supplemental Security Income or Pension:
Name of Family Member(s)  Effective Date Type of Income
[IStarting of payment

[_]Change in monthly payment
[|Termination of payment

Please provide the name of the family member(s) having the change above, the type of change, effective date and
amount:

State Disability: Name of Family Member(s) Effective Date

[ IStarting of payment
[]Change in amount of payment
[|Termination of payment

Please provide the name of the family member(s) having the change above, effective date and amount:

Workman’s Compensation: Name of Family Member(s) Effective Date

[ IStarting of payment
[]Change in payment
[|Termination of payment

Please provide the name of the family member(s) having the change above, name, address and telephone number of

the agency making the payment, effective date, and amount:
Child Support Payments: Name of Family Member(s) Effective Date
[ ]Starting of payment

[|Termination of payment
[]Change in payment




Child Support Payments (Con’t):

Please provide the name of the family member(s) having the change above, name, address & telephone number of
the person making the payment, effective date of payment, amount and frequency of payment:

Alimony Payments: Name of Family Member(s) Effective Date

[ IStarting of payment
[ ]Termination of payment
[IChange in payment

Please provide the name of the family member(s) having the change above, name, address and telephone number of
the  person  making the payment, effecive date of the change and  amount:

Self Employment/Income from Business: Name of Family Member(s) Effective Date

[ ]Starting
[|Termination

Please provide the name of the family member having the change above, business name, address & telephone
number, and type of business:

Note: You must submit a notarized Affidavit anticipating the income from the business, copy of the most
recent tax return, copy of the Business License, and applicable receipts of business expenses.

Family Support: Name of Family Member(s) Effective Date

[ IStarting
[]IChange in amount
[ |Termination

Please provide the name of the family member(s) having the change above, name, address and telephone number of
the  person providing  the  support, effecive ~ date of the change and  the
amount:

Lump Sum Payment: Name of Family Member(s) Effective Date

[_] Lump sum payment

Please provide the name of the family member(s) who received the lump sum payment above, type of lump sum
payment, amount, date received and money used:

Assets
Name of Family Member(s)

[_]Addition to family assets
[IDisposition of assets




Assets (Con’t)

[ JLump sum payments
[ JInheritance
[ ]Lottery winnings

Please provide the name of the family member(s) having the change and detail information about the
change:

Allowances
Medical (Head of Household or Spouse must be elderly or disabled families):
Name of Family Member(s) Effective Date

[lincrease in Medical expenses

Please provide the name of the family member(s) incurring the expenses above, type of expenses (i.e., prescriptions,
doctor visits, medical premiums, etc) and amount of monthly expenses that are not paid by your medical insurance
and/or a third party on your behalf:

Dependant Allowance (Adult Family Members Attending School Full-time):
Name of Family Member(s) Effective Date
[_]Enrollment in school full-time

[_IChange in school status (Part-time, Full-time)
[INo longer attending school

Please provide the name of the family member(s) having the change above, effective date, name and address of
school:

Child Care Expenses (Applicable to Families Who Are Working and/or Attending School and whose
payments are not paid by others and/or reimbursed by a third party):

Name of Family Member(s) Effective Date
[ IStarting of child care expenses

[IChange in child care amount
[|Termination of child care expense

Please provide the name of the family member(s) having the change, name and address of childcare provider,
telephone number of the provider, and amount/frequency and method of
payment:

Change in Household Composition Name of Family Member(s)

[_]Family member(s) moved out of the assisted unit effective
[_]Family member(s) moved-out of the household temporarily effective
[_]Family member(s) attending school out of the State effective




Change in Household Composition (Con’t)

[IDeath of Family member on

Please provide the name of the person(s), date of change, their new address and telephone number, if applicable:

[]Addition to the household due to birth/adoption

Please provide the name of the new family member, date of birth, and Social Security number:

[]Proposed addition to the household

Please provide the name of the person(s) you would like to add to your household, effective date, and the proposed
person’s present address and source(s) of
income:

Warning: You cannot allow anyone to move into the assisted unit without obtaining prior approval from the PDCD and
the owner.

[] Other type of changes. Please submit a separate written statement explaining the change(s) that you are
reporting.

Certification of the Family

I, as head of household, hereby certify under penalty of perjury under the laws of the State of California that all the
information contained in this document is true, complete, and correct.

[, as head of household, understand that ALL changes in the income of ANY member of the household must be
reported to the PCDC within 15 days of occurrence. Also the PCDC must APPROVE any additional household
members. The head of the household must request in writing to add or to remove any member. Failure to comply
with the rules and regulations may result in termination from the program and criminal prosecution.

WARNING: Title 18, Section 1001 of the United States Code states that a person is GUILTY OF A FELONY FOR KNOWINGLY AND
WILLINGLY MAKING FALSE OR FRAUDULENT STATEMENTS to any department or agency of the United States. MAKING FALSE
STATEMENTS IS ALSO A FELONY UNDER CALIFORNIA STATE LAW (Penal Code Sections: 115, 118, 487, 532) and may result in
criminal charges including perjury, grand theft, filing false documents with a public office, and obtaining money under false
pretenses.

Print Head of Household Name Signature of Head of Household Date

If you have anyone outside your household helping you to complete this form, please provide their name, relationship
to your family, and telephone number:

Print Complete Name Relationship Date Telephone Number
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