APPLICATION FOR COMMUNITY ASSISTANCE
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Applicant Information
Name:  _____________________________________Other names (last 24 mo):  ______________________ 

Birthdate:  ____________

 Phone:  _______________________Cell:  ______________________         
Current Address:  






                             Rent/own:__________
City: __________________________State:________ Zip:_____How Long?_______Pmt Amt:___________                    
Previous Address: (less than 2 years):                                                                            Rent/own: __________ 

City: __________________________State:________ Zip: ____ How Long?_______Pmt Amt:  __________
Email_______________________________May we contact you by email?___________________________

Special circumstances for financial assistance:__________________________________________________

Household Information

List names of all household members currently living at your address.  Use other side if needed. 
Name




                           Relationship
                            Age


Employment Information

List all employers for each working member of the household (including non-related household members). 
Name



         Employer/address/phone

                Income

Resource Information 
Source


                                                                                                    Amount

From all employment:                                                                                                    $ 
From checking:                                                                                                               $
Other support:                                                                                                                 $
Eligibility will be determined by financial criteria and medically necessary treatment.  

Attach applicable documents on Financial Documents Checklist.
Describe your medically necessary condition:   
Signature of applicant:  _________________________________________________Date:_______________

IMPORTANT NOTE:  Community Assistance may be conditioned upon your making timely application and follow through with evidence of satisfactory insurance coverage.  For any financial counseling assistance please call 509-633-6354.   

