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Provider Name Recipient Name

Provider Number Recipient Case Number

County Of Residence

          

    
SEE PAGE 2 FOR INSTRUCTIONS.

I no longer live with my Recipient __________________________, and would like to 
remove the existing Self-Certification for the exclusion of my IHSS/WPCS wages from 
federal and state personal income taxes. 

Provider Signature: Date of Signature:

RETURN COMPLETED FORM TO:
IHSS – IRS Live-In Self-Certification
P.O. Box 1677
West Sacramento, CA 95691-6677
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Instructions for filling out the Live-In Self-Certification  
Cancellation Form

1.               

 

2.            

3.         

4.        

5.                

6.              

           

  

7.               

          

    

8.               

 


	Provider Name: 
	Provider Number: 
	Recipient Case Number: 
	County Of Residence: 
	Recipient Name: 
	Date of Signature: 


