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REPRESENTATIVE PAYEE PROGRAM
Consumer Check Request Form

Date:

Consumer Name:

Accounts Specialist Name:

Amount Requested: $

Purpose of Request:

Requested By:

Supervisor Signature:

Check is to be made payable to:

Check is to be sent to the following address:

The Advocacy Alliance use only:

Check sent out by: on
Amount of check $

Receipts received on:

Amount of excess funds, if any $ and received on

SCRANTON ¢ WILKES-BARRE ¢ POTTSVILLE e STROUDSBURG ¢ ALLENTOWN

Affiliated with Mental Health Association In Pennsylvania and United Way of Lackawanna County



