
Central Office #104 – 516 3rd Street SE Medicine Hat AB T1A 0H3
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Housing Program Transfer Request

Name: ________________________________________________________

Address: _______________________________________________________

_______________________________________________________________

Phone: ________________ Current Housing Program: __________________

Other Household Members: (include names, ages and gender)

Requested Location or Housing Program:
___________________________________________________

Please provide your reasons for requesting a transfer and enclose any letters
of support if applicable.

Signature: _____________________ Date: _________________________

Office use only:
Approved: Yes No

Reason:_____________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

_______________________ ________________________________________
Date Administration Manager


