

TKN Associates
100 Trade Center Drive, Suite G-700, 755
Woburn, MA 01801
PH #: 781-632-7528 / FAX #: 339-600-3031
E-mail: stacey@tknassociatesinc.org
Website: www.tknassociates.org


Welcome!!! Thank you for choosing TKN Associates to manage your financial needs. We are a fully bonded and insured non-profit organization. For your convenience, we are available by appointment from Monday through Friday, from 8 AM to 4 PM. However, we can also be reached via email, phone, FAX or website. That information is located at the top of this page.
	When filling out these forms… PLEASE keep in mind that: 
· Entire Referral form must be filled out, signed & dated
· Please leave no empty spaces
· If something is not applicable, please write N/A
Completed Referral packets can be returned via email, fax, or snail mail (USPS).
Once we receive the completed referral packet, we will then apply to be your representative payee with the Cambridge, MA field Office of Social Security. Once appointed, we will then handle all your Social Security benefit needs.  
Once we begin receiving your benefits, we will have them deposited into our collective bank account so that we can receive your benefits as a direct deposit.  We will then pay your bills and send you spending money for your personal needs from that account. 
We are a monthly Fee-For Service representative payee organization and our fee for this service is $45.00 monthly. 
Please make sure your bills come to us directly, so we can make timely payments. It is your responsibility to make sure your bills are sent to us directly. The contact/mailing information is listed above.
Things that you MUST report to us immediately:
· Any changes in your living arrangement
· If you start or stop working
· If you are hospitalized for more than a 1-month time period
· If you are out of the country for more than a 1-month time period
Failure to complete the referral packet will result in prolonging length of referral process.
By signing below, I acknowledge that I understand and agree to the terms outlined above.

___________________________________________________________________
Clients Signature						Date

REFERRAL FORM
CLIENT INFORMATION
Client Name: _____________________________________________________________
D.O.B.: ___________________ Place of birth: _______________________________
SS #: ____________________ Mothers Maiden Name: _______________________
Clients Current Address: ______________________________________________
City/State/Zip: ___________________________________________________________
Date Moved into current address: _________________________________
Phone Number to reach Client: _____________________________________
Gender – At Birth: ________________Current: _________________________
REFERRING PERSON
Name: _________________________________ Phone #: _________________________
E-mail: __________________________________ FAX #: __________________________
Agency: ___________________________________________________________________
Address: ___________________________________________________________________
City/State/Zip: ___________________________________________________________
CONTACT PERSON – Other than referring person, i.e., Case manager, Outreach Worker, Family & Friend): 
Name: _______________________________________________________________________
E-mail: ________________________________ Phone #: _____________________________
FAX #: ________________________ Agency: _______________________________________
Address: _____________________________________________________________________
City/State/Zip: ________________________________________________________________
	



LIVING ARRANGEMENT/HOUSING TYPE
Please check all that apply & provide information:
_____ Alone _____ Homeowner _____ Renter  Landlord: ______________________________________________________________________________
___ With a relative  Name &Relationship: __________________________________________
___ With someone else  Name & Relationship: ______________________________________
___ Group Residence  Total Number living with Client: ________________________________
___ Public Institution                           ___ Private Institution             
 ___ Nursing/Rehab                             ___ Other
CURRENT BENEFITS
Benefit Type & Amount  please Check all that apply
___SSI $________ 	 ___ SSDI $________	 	___ SS $________
___ Food Stamps $________	___ Fuel Assistance $________
___ Other (please explain): $________    ______________________________
ASSETS
Does Client have any Bank Accounts: _____ YES _____ NO     IF SO BALANCE?
Checking: $__________ Savings: $ _________ CD’s: $ _______
Finical Institution & Address: ________________________________________________
				                   _______________________________________
				                   _______________________________________
___ Own’s Property  Address: ______________________________________________
				       ______________________________________________
___ Car?	___ Prepaid Burial Account?	___ Stocks/Bonds?
	



MONEY MANAGEMENT ISSUES
Please explain why client is not able to manage their benefits: ______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
GUARDIANSHIP
Does the client have a legal guardian:   _____ YES      _____ NO
Guardian Name: ___________________________________________________________
Address: __________________________________________________________________
City/State/Zip: _____________________________________________________________
Phone #: ___________________________    FAX #: ______________________________
E-mail: ____________________________________________________________________
Please attach a copy of the guardianship decree
CRIMINAL HISTORY
Has the client been convicted of a felony in the past 3 years? ___ YES ___ NO
If yes, please explain: ______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________






EMPLOYMENT
Is the client currently employed? __ YES__ NO  last date of employment: ____________
Date of Hire: ______________ Average Monthly Income: $________________________
Employer Information
Name: ______________________________________ Phone #: ______________________
Address: ___________________________________________________________________
City/State/Zip: ___________________________________________________________

OTHER INCOME
Does the client have any other source of income  child support/alimony/pensions? 
If YES, please explain: ___________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________________________________________________________________________________
	ANY OTHER INFORMATION PERTINATE TO CLIENT YOU WISH TO CONVEY?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

_________________________________________		______________________________
Signature of Referring Party				Date

Release of Information
Beneficiary’s Name: ________________________________________
		Address: _________________________________________
			      _________________________________________
			      _________________________________________

I hereby authorize TKN Associates, to obtain information from, and release information to, financial institutions, accounts payable, and service provers, in order to effectively manage my Social Security benefits.  The information released includes, but is not limited to, bills, rent, utilities, telephone, medical, credit cards, health care cost(s), insurance and others as needed.
I understand that in order to revoke this authorization, I must do so in writing to TKN Associates.  I understand that the revocation will not apply to information that has already ben released. I understand that my authorization will remain effective from the date of my signature until I am no longer receiving services from TKN Associates.

I have read and understand the nature of this release.

_________________________________________	_____________
Signature of Beneficiary/Guardian/Designated Representative		Date
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Taking care of you now & into the future
