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Fax To:
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Date:Signature:

LETTER

NO POWER OF ATTORNEY WILL BE ACCEPTED.
Please allow 48 hours for income verification to be completed.

Per Capita Elder Support Programs Disability Senior

Questions? 
Phone: 360-716-4364 | Email: membershipdistribution@tulaliptribes-nsn.gov | Fax: 360-716-0304
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