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Demographics

Living Arrangements 
Current Number Of People In The Home__________

Age 

Phone/Contact 

Race

Payee Misc Information 
What has caused you to need a Rep Payee/Fiduciary?

Referral Source

Required SSA Information

Case Manager? If Yes Please List Name and Phone# 

Personal Information ( Please Be Sure to Fill In All Information) 

         How Long At This Address? 

Gender Maritial Status 

Current Mailing Address:  

DOB

Name Relation

Notes 

Full Name 

Name Of Prior Payee or List Self

______________________________________________________

Reason For Change of Payee 

Zip Code 

County Of Residence 

Today's Date: __________________________________

         
_________________________________________________________

VA CLAIM # 

Street/PO Box 

City Of Birth

City 

Social Security Number 

Is mailing address the same as physical? If Not List Below 

Physical Address

Mother's Maiden Name 

Best Contact #______________________________
Email Address_______________________________

Criminal Record?

Representative Payee 

Application 
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Asset List 

Income/Benefits Received 

Signature/Acknowledgements

Food Stamps
Medicaid

Bank Name 
Bank Name 
Tax Map#

Employment 

Hourly Wage Average Hours Per Week 
Employer Name

Section 8 Or Rent Assistance 
VA benefits
Retirement/Pension 

I aknowledge and give permission for Compass of Carolina to discuss my case with the following: 
Case managers, Department of Human Services, Law Enforcement, and any other vendor or agency 
that may be deemed necessary to ensure proper maintenance of my finances. 

Client Signature Date 

I affirm that all information provided is true and up to date. I also understand that it is my resposibility 
to update my records in writing in a timely fashion. 

Funeral Plan 

Today's Date: 

Type

Property Other than Residence 
Cash Value 

Stocks Company/Value
Bonds Total Amount? 
Royalties
Savings Account# 
Checking Account#

Date Of First Appointment :

Date 

Rep Payee Counselor Signature Date 

Client Signature 

Notes 

Representative Payee 

Asset Form 



Groceries 
Household Supplies

Hair Care 
Health Insurance 

Clothing 
Entertainment

Pet Care 
Medications 

Total 

Legal Fees 
Fines

Total 
Monthly Budget Totals 

Salary /Earnings
SSA
SSI 

VA/Retirement
Total

Tithes 

Monthly Budget For : _________________________________________________

 Monthly Income                 Amount                      Due Health/Living                      Amount                       Due      

Charity and Giving              Amount                      Due

House Expenses                 Amount                      Due

Utilities                                  Amount                      Due

Transportation Costs          Amount                      Due

Offerings
Charities

Total

Mortgage/Rent
Taxes 

Insurance 
Fees/ Maintenance 

Other
Total 

Total 

Car Payment
Insurance 

Fuel 
Repairs

Bus Fare

Power
Water

Gas/Fuel
Cable

Internet 
Phone (Home &Cell)

Debts                                      Amount                           Due

Taxi/Cab
Other
Total

Total Expenses
Total Monthly Remaining

Total Income 
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Our agency is committed to assuring the privacy of individuals and/or families who have contacted us for assistance.  We 
assure you that all information shared both orally and in writing will be managed within legal and ethical considerations.  
Your personal financial information, such as your total debt information, income, creditors, and personal information 
concerning your financial circumstances, will be provided to creditors and possibly others with your specific 
authorization. 

We may also use aggregated case fil information for the purpose of evaluating our services, gathering valuable research 
information and designing future programs.  In all other situation, your information may be released to appropriate 
individuals and agencies only upon your written request of when our staff has been served by a valid subpoena. 

The following privacy practices detail circumstances under which we will release your information to a third party. 

1. We do not disclose any nonpublic personal information about our clients or former clients to anyone, except as
permitted by law.

2. We may compile data and aggregate information that you give us, but this information may be disclosed in a
manner that would personally identify you in any way.

3. We may disclose some or all of the information that we collect, as described below, to creditors, or third parties
that you have authorized and who need this information in order to assist you after a counseling session or as a
part of the services we have agreed to provide you.

4. We restrict access to nonpublic personal information about you to those employees who need to know that
information to provide services to you.  We maintain physical, electronic and procedural safeguards that comply
with federal regulations to guard you nonpublic personal information.

5. We collect nonpublic personal information about you from the following sources:
a. Information we received from you on you applications and other forms you completed.
b. Information about your transactions with us, your creditors, or others.

6. We may disclose the following kinds of nonpublic information about you:
a. Information we received from you on application or other forms, such as your name, address, social

security number, assets, and income.
b. Information about your transactions with us, your creditors, or others, such as your account balance,

payment history, parties to transactions and credit card usage.

Release:  I hereby release Compass of Carolina to release all nonpublic information it obtains about me to (1) my 
creditors and (2) any third parties necessary to resolve he matters discussed during my counseling session or to provide 
the services we have agreed to provide for you. 

I further release and authorize all of my creditors to provide nonpublic information about me to Compass of Carolina. 

Client Signature Date 

Representative Payee 
Privacy Policy 
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Personal: 
I authorize Compass of Carolina to obtain and disclose pertinent information from my records to/from: 

Name Phone # Relationship 

Name Phone # Relationship 

Name Phone Relationship 

Emergency Contact: 
I authorize Compass of Carolina to contact the following individuals with any emergency situations that may arise: 

Name Phone # Relationship 

Name Phone # Relationship 

Medical Groups, Social Agencies, & Financial Institutions: 
I authorize Compass of Carolina to obtain and disclose pertinent information about my record to/from any relevant 
medical group, social agency, or financial institution. 

I authorize the release of information for/through: 
As long as Compass of Carolina serves as my Representative Payee 
90 days 
The specific date of _________________ 

I understand that my records are protected under federal confidentiality regulations and cannot be disclosed without 
my written consent unless otherwise provided for in the regulations.  I understand that I may revoke this consent at any 
time, provided that action has not been taken in reliance upon this authorization.  The nature of this consent form has 
been explained to me and I understand its contents.  I agree with all terms stated above by provided my signature or 
mark below. 

Client Signature Date 

Representative Payee 
Release to Obtain and Disclose Information 

Printed Client Name 

Date Revoked:________________________ 

Client Signature 
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I have discussed my financial needs with my counselor and I agree to have Compass of Carolina serve as my 
Representative Payee for my VA Benefits/Social Security Benefits/Supplemental Security Income Benefits. 

I, _____________________________________________ agree to the following statements: 

• I will be clean and sober when I come in to conduct business
• I will treat staff with courtesy and respect
• I will come to conduct business at Compass of Carolina only when I have called and made an appointment
• I will follow my budget that has been discussed with my counselor
• I will provide receipts for ALL funds disbursed by Compass of Carolina
• I will not repetitively call Compass of Carolina or leave multiple messages when I have questions
• I will advise my Representative Payee Counselor of any  changes that may affect my eligibility for benefits

In the event of a financial emergency, I will contact Compass of Carolina and speak with my Counselor. 

I agree to direct my bills to Compass of Carolina and I understand that my Representative Payee will pay them as my 
funds allow.  I understand that Compass of Carolina is not liable for any of my bills that are not paid due to a lack of 
funds in my account.  I also agree to present my bills to Compass of Carolina in a timely manner and understand that if I 
don’t, there may be a delay in paying them. 

I agree to pay the monthly service charge established by the Social Security Administration/Veterans Administration. 
Currently the fee is $ ________________ a month. 

The Representative Payee Department at Compass of Carolina agrees to the following statements: 

• We will treat you with courtesy and respect
• We will be available to meet with you at your scheduled appointments
• We will use your benefits received on your behalf to meet your needs and basic living necessitates
• We will report to the correct government agency any events that may affect your eligibility for benefits
• We will account to the correct government agency for any unspent funds in a way that clearly shows those

funds belong to you
• We will return to the correct government agency any funds that have been saved for you when you are no

longer a Compass of Carolina client
• We will return to the correct government agency any funds that you are not entitled to that we have

received on your behalf

Client Signature Date 

Counselor Signature Date 

Representative Payee 
Client Contract 



Verification of Need for an Organizational Representative Payee: 

Client Name:  _________________________________________  SSN:  ________________________________ 

I, ________________________________________________ verify that I am seeking assistance from Compass of 
Carolina due to the lack of eligible family members or friends that are able to act as Representative Payee on my behalf. 

Notes from current payee no longer willing to serve (if applicable): 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Intake Situation Notes: 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Client Signature Date 

Counselor Signature Date 

Representative Payee 
Need for Organizational Payee 



Our agency would use the benefits received to meet our clients needs. 

X
Schduled appointments, telephone, and postal mail. 



X

X

X

X



X

Compass of Carolina
57-0381870

NA
NA

NA
NA

NA

NA
X

X

X



X

As an authorized organization, we will will collect a fee for acting at this person's representative

payee.  We are not a creditor of this individual.

864-467-3434

1100 Rutherford Road

Greenville, SC 29609 Greenville
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