COMMUNITY SERVICES BLOCK GRANT (CSBG) PROGRAM
APPLICATION FOR ASSISTANCE
EACH SECTION MUST BE COMPLETED

T il S 4000 =
Hzlping Peaple Changing Livas.

o AL A ‘.\,‘

TODAYSDATE__/ [/

WHAT DO YOU NEED ASSISTANCE WITH?

RENT UTILITY ASSITANCE EMERGENCY FOOD EMPLOYMENT ASSISTANCE ~ EMERGENCY SHELTER
TRANSPORTATION EDUCATIONAL ASSISTANCE OTHER

( LAST NAME ’ FIRST NAME Ml SEX AGE ! DATE OF BIRTH
L ADDRESS ciTY 21P CODE COUNTY OF RESIDENCE PHONE NUMBER
SOCIAL SECURITY NUMBER MARITAL STATUS VETERAN? SNAP ARE YOU DISABLED?
INGLE  DIVORCED  SEPARATED  WIDOWED  MARRIED fE5 NO  ACTIVE 55 NO YES  NO
HEALTH INSURANCE? EDUCATION LEVEL
STATECHILDREN  STATEADULT  PRIVATE MEDICAID 0-8"GRADE 9712 GRADE HIGH SCHOGL GRADUATE 12 + SOME COLLESE
MEDICARE VA NONE GED  COLLEGE DEGRZE 2 OR MORE YEARS

RACE
,: WHITE = 8LACK T SPANISH AMERICAN/HISPANIC = ORIENTAL, ASIAN or PACIFIC ISLANDER T AMERICAN {NDIAN Or ALASKAN NATIVE = OTHER TJ UNKNOWN

OTHER MEMBERS OF YOUR HOUSEHOLD (Please list additional members on a separate sheet)

‘ NAME RELATIONSHIP Do8 AGE RACE SOCAIL SECURITY NUMBER DISABLED?
YES NO

INCOME - LIST THE INCOME OF ALL HOUSEHOLD MEMBERS (108, $5A, Ss1, S5DI, TEA, ALIMONY, UNEMPLOYMENT BENEFITS, PUA Benefits
WORKER'S COMPENSATION, VA BENEFITS, HOUSING ASSISTANCE OR ANY OTHER NON-WORK INCOME, )

WHO IS EMPLOYED GROS5 AMOUNT EVPLOYER/S51/55A/PUA, TEN? -
f IS & +AMEL éTZ/ / HOW BETEN PLEASE INCLUDE COPIES OF

YOUR PAY STUBS/
‘ DOCUMENTATION OF NON-
’ WORK INCOMIE

|

HOUSEHOLD TYPE - §inGLE PERSON  SINGLE PARENT —FEMALE  SINGLE PARENT -MALE  TWO PARENT HOUSEHOLD  TWO ADULTS - NO CHILDREN  NON-

RELATED ADULTS WITH CHILDREN MULTIGENERATIOMAL HOUSEHOLD EXTENDED FAMILY
Utility or Landlord Name Past Due Balance
Account Number Is the account closed?
Account Holder Name Does this parson live with you?
Whatis this persan’s relationship to you?

CENTRAL DELTA COMMUNITY ACTICN ASENCY RECEIVES FUNBING FROM VARIDUS AGENCIES THESE AGENCIES RZQUIRE THAT WE PROVIDE THEM AMITH STAT'STICAL INFGRMATION ON QUR
CUSTOMERS. YOUR ANSWERS TD THESZ QUESTIONS WILL HELP US TO KEEZP OUR FUNDING AND 00K FOR ADDIT:ONAL ‘WAYS TO HEL? YOU WE WILL RESPECT YOUR PRIVACY. YOUR
PERSONAL IDENTIFICATION INFORMATION IS NOT RELEASED. WE ONLY REPORT NUUMBERS OF CUSTUMERS SEA/EN AGES, INCOME LEMELS AND OTHER STATISTAZAL DATA

PUNDERSTAMD THE SOLLOWING.

- DISCLOSLRE OF THE ABOVE INFORMATION IS YOLUNMTARY AND ‘WILL 3F USED ONLY FOR IDENTIFICATION AND ELIGIB/LITY AND DETEAVINATION FJRPOSES
- THIS INFORMATION WILL BE KEPT STRICTLY CONFIDENTIAL UNLESS ITS RELZASE S AUTHOURIZED BY ME IN WRITING.

- THE GENERAL STATISTICAL INFORMATION COMPILED ‘WITH OTHER HOUSEHOLDS 'WILL BE USED TO CRZATE REPORTS Z0R FUNDING SOURCE]

- THIS SIGNED FORM IS SUBECT T 2ENALTIES £0R DIEILAY

- THIS SIGMED FORM MAY 38 USED A3 ARELEASE 57 NFCRMATION TO SECURE INFORMIATION NEEDED TO DETZRMINE MY EL'GIBILITY FOR SERVICES

| CERTIFY THAT THE INCOME AND DTHE2 INEJRNVIAT CN 2ROYVIDED ON THIS SORM ARE CORRECT AT THE TIME OF "HIS 4201 CATION

ADDICANT JIGAIATI RS NaTE ATINTY SN AYET Trga A

IMATE3T

535G APPLICATION REVISEN 27119021 DAFIERY



Central Delta Commumity Action Agency
Helping People. Changing Lives.

200 Main Street, P.O. Box 506, Rison. AR 718585
(870)536-0045

AUTHORIZATION FOR ASSISTANCE
&
CSBG APPLICANT RIGHTS AND RESPONSIBILITIES

['understand that my signature on this application authorizes Central Delta Community Action
Agency to make any investigation concerning me or any household member and, or use a copy
as a release of information for securing information needed to determine my eligibility for

services.

['understand that an application containing fraudulent information will be denied and [ will be

banned from the CSBG program for a one year period.

[ understand that if [ receive assistance to which [ am not entitled as a result of withholding
information or knowingly providing false or fraudulent information regarding my circumstances.
[ must repay the cost of any assistance and may face penalty of criminal prosecution.

['understand that T have the right to appeal any decision regarding this application which [
consider improper, or any disagreement with the benefit amount.

Applicant signature

Date



