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Town/City of

TOWN OF BOWDCOIN
PO BCX 35
BOWDOIN. ME 04287

APPLICATION FOR GENERAL ASSISTANCE

Administrator: Please read the following to the applicant or have the applicant read it in your presence.

PENALTY FOR FALSE REPRESENTATION. Any perscn who knowingly and willfully makes any written or oral false statement of a material
fact to the administrator for 1hg purpcse of causing himself/harself ‘o be granted assistance will be ineligiple for assistance for 120 days and
may Se prosecuied for committing a Class E crime, which carries a peralty of up to a $1,000 fine and one year in jail (22 M.R.S.A. § 43185},

1. HOUSEHOLD (Piease type or print)

Name of Applicant (Last name, First name, Middia Initial Aga

| Seoeial Security Numzer - Tewpncne Number

Mailing Aceress (Street, City, State, ZIP code)

¢ Langmn of Residence

Appizarnt's Mcst Recsnt Pravicus Address(Strest, Chty, Stam. ZIP sooe)

Lengtr of Sesicerze

o Appizant's: O Single Fas the anpiicant ever apclisd for General Tyoe of assistarcs grantec ~ When
O Mared Assistanze from this or anether muricica.inv?
O Civerced
s ) . N
O widcwes D Yes D ha . Munic:oaity
[0 Separaied
Numoer in housenoIc: Fow mary are relaied? | How many are not reiated? i Total rumoer of cecole for wnzm aop.icant is
i ! seexing assistancze: -

PEQPLE LIVING WITH THE APPLICANT i

AELATIONSHIP i

BIRTHDATE SCCIAL SECURITY &

_1]— Name i

2] Nams ;

'+ 3] Nama I
i1 Nama ;
Ii Name I
I

MAMES AND ADDRESSES OF SPOUSE, EX-5P0USE, PARENTS, GRANDPARENTS AND CHILDREN'S PARENTS WHO ARE NOTMEMBERS OF THE AQUSEHCLD

[ 2! Name | age z | Name _Age

i Mailing Acdress Mailing Accrass
Reatonsznip : Triezrone Mumter Relaiznsniz Telegrore NumCe:

| 3 Nams |Age i = | Name CAge
Maiing Agdress | ‘aiing Accress

: |

Relatonship ; Talgariora Numoer ‘ Selationship . Tzlephztie Numcer

2. EMPLOYMENT INFORMATION
| A, Is applicant currently employed?  [C] Yes ] Na it Yes, type of ol

|

!

| FYes. Name of Empioyer Acdress of Zmoaver
!

! Length of Emoicymert
|

. LISTTHREE PREVIOUS EMFLCYERS

© ot Name Accress Lengtn of Empcyment
L2 | Name ©oAdUTEsS Lerngn of Tmpaymen:
3 | Name -2ngth of Smplayment

i Address

- Lnder wrat circumnstarcas dic the Asalicant ieave nisther -ast siacs of smplaymant?

| Dae of segaravon frem empiovrient

'f unarplayed, has apolican fegisered with the Maine Job Servce?
O ves [ Ng -* 'fyes, whan? |

i Aignest eve: of sducation ¢smp.ated -

Was acplicant in the mistany?
;O ves [0 Na 3ranzh

i st Skilis
|

MMA Form #1 {January 2000)
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HOUSEHOLD MEMBER

B. Are any other members of the household employed?

3 Yes [O No i Yes, who and where? (List below)

EMPLOYER

TOWN/CITY

y -

Name

2]

Mams

3. ASSISTANCE REQUESTED

4,

ASSISTANCE REQUESTED: Place a check mark next to each typs of assistance being reqyuested. Enter the amounts being requestad, if known. 1

v ASSISTANCE AMOUNT i ¥ ASSISTANCE AMOQUNT
| 1. Fzod | 5 8. Heating Fuet 3
' 2. Rent '$ 7. Househoid/Personal Suaplies | $
| - 3. Mertgage 3 8. Other (speciiy) '3
| 4. Electricity | g _ | 9. Other {specify) 8
5. LP Gas 3 | TOTAL ASSISTANCE REQUESTED 3
INCOME

" INCOME: Check YES or NO for eacn type of inccm
12) the applicant’s famitv: and (3} unrgigted hcuseheld memiers. # they 2ol their ingome. Chack how often irccme is raceved

J=inice

the emaunt cf ali maney (0 be received (In the next 30 davs) ov: {11 <he applicant

‘ . MONEY APPLICANT RECEIVES | MCNEY FAMILY RECEIVES MONEY OQTHERS RECEIVE ;
= s ’ -
YPE OF INCOME _ rEsNo | AMOUNT | How cFTEN AMOUNT © HOW OFTEN | AMGCUNT HOW OFTEN
: ‘ T weety . T waekly = woekiy
A. Empicyment oo | © O montnly K T monthly : & manthly
: [ ethar T other 0 ether
) [ weakly ! ] weskiy O waekly
- 3. TANF - C manthly i O monthly ] manthiy
) | [2 ather [ athrer i O othar
O waekly . [ weekty O weekdy
C. Sacial Security oo ZJ monthly ] L montly : G monthty
N O other O other ! [T othar
D. Miltany - O weenty T weeakty [0 weakly
’ ‘v o o [ O montrrly 5 O monthiy 3 manthly
Jeterang Banafits . [ ather i Tl other . [ ather
- . . [T wasity " O weekly . T weakly
= Eleargmeg; er a0 C menthiy 3 0 monthly [ monthiy
. =INSIcn Aan i [C ather : [ other T cther
R ") n | DO weekly [ wereidly - [ weakiy
PE -_,.:E—.‘mPlO_y ment ‘oo O monthty S LI monthiy . [ monthly
i Benefiis O sther O other O other
~ , O weekty ' O weekly 0] waakhy
Iy
| G L."OI':(EY'S _ 0c 0 monthly $ O monthiy ] monthiy
Lompenggstion T other . [ othar G ather
i o ; T weakly O weaaidy 3 weekty
o ""F”c Suaper: - T montnly S 3 monthiy [ manthty
AJIFTICII’]‘;! O nthar ] ottrer : O other
[ =11 N Sp——— O waekly 2 weekiy | O weexty
- §a|—_au-.p:e.:.e..»a- O O ;O manthly 3 i+ A menthly . ] monthiy
Jecunry [nzome = wther O other ' ™ ather
\ V. I woandy i [0 waskdy O weetdy
v Eang AC‘:\.!.‘H.S & m 1 morntnly S 3 mentniy O monthly
£ash on Hand O other [J other _ Lt othor
: i O weskly ! O weaniy O waoakty
<. Inc_ortje fom = 0 B mennly g O manthly 0] manmly
Reiatives O ather O ather : T othar
. Other : : [ weaakly O weakly [ waakhy
ST - 0O - O monthiy 3 2 monthily | [ manthly
iplease specry] - : I other o other ) 1 other

For Repeat Applicants Oniy:
- M. Investment Asset(s) Value (See Section 5. C)

N Misspent Inceme & Unverified Experditures {during the last 30 days)

L}

SUBTOTAL — MONTHLY HOUSEHOLD INCOME | 3

work-reiarec child cars, etc.)

0. LESS: Total menihiy work-related exgenses (e, actual wark-related travel up o ardinance maximums.

TOTAL — MONTHLY HOUSEHOLD INCOME . 3
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5. ASSETS

Assets: Check yas or no for each asset owned and enter the value. Enter wha in the household owns the asset,

TYPE OF ASSET ' YES NO | VALUE ASSET OWNED BY
A, Home J 0
| B. Real Estate (otner than home} O 0o
| C. Investments: Stocks, Bonds, Retirement Acceunt(s), 0o
bfe Insurance, ete.
5 | D. Venicte(s) fe.q., car, fruck, motarcycta) O O
f |
| E. Recrazticnal Vehicle(s) (e.g., campar, ATV, snawmobile, boat) 0 O
' F. Other oOo
|
6. EXPENSES
' | ACTUAL COST FOR
| MONTHLY EXPENSES L NEXT 30 DAvS
1. Food E
T . NAME AND ADDRZSS OF LANCLOAD:
Z. Ren:
— |
' '8
| 3. Mortgage — Mommeacs ~oloza: | s
4. Siaciricity 3
|
! 5. LP Gas 3
i 5 Heating Fusl TYFE {ie.. oIl esctrizty, ota} g
| 7. Househoicd/Parsona: Supzlies |
| ‘ 8. Otrer Basic Needs (please speciv) 03
H ! S
! TOTAL MCNTHLY HOUSEHOLD EXPENSES: | z

7. OTHER EXPENSES

| NOTE: The zaminisrator should ba awara of the fellowing tc gair an Jnderstancing of the apolican®'s finanzial situation.

A Do ¥OU nave any debs (2.5, bank loans, car caymen:s, credit cards)? 7 as ] No
i I' Yes, give: {) name; [2) purpose money was Scrrowec: and (3) amaunt {list beicw) i
| NAME | PURPOSE | AMOUNT |
i ! | |
- | 1>

| I i
Y o ! 1
_ 2 |
! |

B. Do ycu owe any doctoers, or have any medical biils? ] Vves ™ No

I If Yes, give rame and amoun: fiist below) ' |
' * DOCTOR'S NAME i AMOUNT | DOCTOR’S NAME | AMQUNT

- |
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8. DEFICIT

A, Overali Maximum Level of ; D. Deficit
i Assistance Allowed {if ling A is greater than line B)
(See GA Ordinance Acpendix A) S ; S
8. Income : E. *Surpius :
_ {See Section 4} ' 5 {1 line B is graater than iing A) .
: g
C. Result i * NOTE: If asurplus exists, appticant is rnot eligible for requiar GA,
{Line A minus line B) _ Proceed 1o Section 8 to ¢etermine if “unmet need” results in eligitility
3 i for “emergency” GA.

9. UNMET NEED

I A. Allowed Expenses t i D. Unmet Need
' (Sae Sectior: 8} - (Amount from ling C, but gniy if line Als
| S greater than ling B 5
[ B. Income ; : ‘ E. Deficit '
| (See Section 4) R ‘ | {See Secticn 8, fire D) A
+ C. Resuit F. Amount of GA Eligibility
{Lire A minus iine B} " : {Tre lower of line D and fing E) ~
. 5 : 3
INSTRUCTIONS:
1) if Section 8, line B (income) is greater than line A (overall maximum), then applicant nas a surplus of § and will

not be eligible for General Assistance unless the GA administrator determines there is need for emergency assistanca.
2} 1§ Section 9, line A (allowed expenses) is greater than iine B (income}, the resuit will be an *Unmet Need" {line D).

3) If there is both an “Unmet Nead® {Section 9, line D) and a “Deficit” (Section 9, line £), the appiicant wiil te sligible for the
lower of the two amournts. This lower amount is the amount of assistance the applicant is eligitle for in the next 3C-day
period, or a proportionate amount for a shorter perfod of efigibility (e.g., if the appiicant needs one week's worth of GA
assistance, they should receive 1/4 of the 30-day amount}.

Administrator: Please read the foliowing to the applicant or have the applicant read it in your presence.

In accerdance with Maine law (22 M.R.S.A. § 4321) you have *he right ic e given a wiittan cecision congerning your apoiicaticr within
24 hours of submitting a comaoleted application. If you disagree with the admiristrator's ¢ecision on the acpiicaticn, you have the rignt 1o
a fair hearing before ar imparial hearing authority. If vou believe that ihe muricipality nas vioiaied state law with respactte your
zpolication, you have the right to notify the State Deparmant ¢f Human Services in Augueta (*-8C0-242-3003..

STATEMENT BY APPLICANT: | hereby affirm that the facts in this application ara true, correct and complete, and that { have
not knewingly withheld any information. | understand the Administrater has the right to verify any infcrmation necessary 10
determine my eligibility and hereby give my consent. | understand if | refuse to give my consent it may result in my nct being
aligible to receive assistance; therefore, | hereby give my express permission for the Adminisirator to contact the icllowing
specific sources cr persons to verify any or all infcrmatien material 1o the determination of General Assistance eligibility for my
hiousenold:

e employer(s) {past/prasent);

« Dersons, crganizations or Husinesses referenced in this application;

s past, gresem and/or future iandlord;

+ hank{s) or firancial insttutiors:

+ the Departmert of Human Servicas ar any department of the Stae of Maine;

s the area CAP agency:

« relatives, specify:

«  personsivendors to wnem | owe money {e.g., utility compary, fuel dealer, car cealershipl;

«  physician(s) with information reiated to my ability 10 work or receive other benefits:

» the following specific sources of information:

Apolicant's Signature: Date:

Adminisiraiors Signature: Date:
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