I nWA Health and Human Services

Division of Community Access

LIHEAP PROXY FORM
For

(Customer Name)

A proxy is someone you trust who can apply for programs, talk to an agency, or handle certain tasks
for you. They act on your behalf, with your permission.

I, the person signing below, choose , who is my
(relation to me), to act as my proxy and apply for the programs

and services | checked below.
D LIHEAP Regular Assistance D LIHEAP Cirisis Assistance (ECIP)

[ ]Weatherization [ ]Other
If Other is selected, explain:

This proxy choice only applies to programs marked above and lasts for one program year (October 1
- September 30) from the day | sign.

| may cancel this proxy at any time by sending a written notice to the community action agency
outreach office nearest to my home.

| understand that | may get a phone call to confirm the proxy each time a program or service is
requested for them.

Customer Signature: Date: Customer Phone Number

Proxy Signature: Date: Proxy Phone Number

9/21/2026
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