
COUNTY OF SAN DIEGO         HEALTH & HUMAN SERVICES AGENCY 
 

SELF EMPLOYMENT INCOME STATEMENT 
 

FOR THE MONTH OF:       CASE NAME:       
SELF EMPLOYED AS:      CASE NUMBER:      
EMPLOYEE NAME:      HSS NUMBER:       
 
 

DATE 
 

HOURS 
WORKED 

 

GROSS AMOUNT 
RECEIVED 

 

FROM WHOM 
 

FOR WHAT SERVICES 
 

EXPENSES 
 

AMOUNT                FOR WHAT? 
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Total      
 

INCOME VERIFICATION ATTACHED  (YES/NO) EXPENSE VERIFICATION ATTACHED  (YES/NO) 
 
I AM UNABLE TO PROVIDE ADDITIONAL INCOME VERIFICATION BECAUSE: 
[     ] THE PERSON I PROVIDED THE SERVICE FOR CANNOT BE LOCATED 
[     ] THE PERSON DOES NOT RESPOND TO MY REQUEST 
[     ] OTHER REASON (Please explain reason): 

               
               
 

I DECLARE UNDER THE PENALTY OF FORGERY AND PERJURY THAT THE ABOVE INFORMATION IS CORRECT AND TRUE TO 
THE BEST OF MY KNOWLEDGE. 
 
SIGNATURE:                 DATE:   /  /         
 
07-66 HHSA (08/03)            

Rkrantz
Stamp


