GENERAL ASSISTANCE APPLICATION

WARREN COUNTY

The program for which you are applying is a Countyded program. The information on this form vl used in determining your
eligibility for assistance. If you need help imgoleting any of the questions or certain itemsuesnrelear, please request assistance from local
office personal. Your answers must be clear, cetepdnd correct. You may attach a separate shefeirther detailed statements for

answers to the questions.

YOUR SIGNATURE IS ALSO AN AUTHORIZATION FOR THIS EFICE TO OBTAIN VERIFICATION OF FACTS GIVEN
ON THIS FORM. You may be required to sign additibAuthorization for Release of Information formsdrder that further verification of

information may be made.

First Name Middle Last

Social Security No.

Street Address City

State

Zip Code

Mailing Address (if different from above)

Telephone Number (where you can be reached)

Directions to your home:

Marital Status: Married Widowed Divorced Separated

Date of Marriage: ePlac

Single

Marriage terminated, names, dates and places:

List EVERYONE for whom you are applying, includiggurself.

Name Date of Birth | Place of BirtH Schooling Complet¢d cBbSecurity #| Occupation
First Le
Is anyone else living in your home? Yes No

If yes, list name and relationship to you:

LEGAL SETTLEMENT (last County where you resided €12 month continuguperiod)

VETERANS STATUS (Are you a veteran?) Yes No
Military Service

Branch Date Enlisted Place

Date Discharge

d

Typeistharge (Honorable,
Dishonorable, etc




List where you have lived for the last 4 years.giBewith your present address.

City County Sta From To City County Sta From To

Relatives out of the home (parents, brothers| Relationship to Head of Address

sisters, etc Househols

RESOURCES:

Does anyone in your home expect to receive anitalnee within the next six months? Yes No

If you are buying, monthly payment . If you rent, how much rarg you paying: monthly
Landlord: Are utilities included in rent? Yes No

Landlord’s Address:

Does anyone in your home own or are they buyingestate other than your homestead? Yes No

Does anyone in your home have any of the followagpurces? Check yes or no for each item. Comgiletinformation line for items
checked yes.

Yes No Amount Locetion Name/Names of Pers

Checking Account

Savings Account

Stocks or Bonds

Time Certificates

Burial Contract

Trust Fund

Safety Deposit Box

Iltem Yes No Make, Yr. Market Value Amount Owed

Automobile(s)

Truck(s), motorcycle

Snowmobiles, Boats

Mobil Home/Camper

Machinery, Tools

Airplanes

Livestock, Other

Does anyone in your home have any of the following:

Life Insurance? Yes No Helalturance: Yes No

Hospital Insurance? Yes No Band other insurance? Yes No
Premiums, amounts and paid by whom:




List all sources of income available to you, yoposse and/or dependent(s). Please check yes or no.

YOU AND/OR YOUR SPOUSE DEPENDENT(S)
Source of Income Amount How Often I$ Amount How Often Is
Income Income
Received Received
Social Security Yes No Yes No
Supplemental Security Yes No Yes No
Income (Gold Check)
Veteran's Benefits Yes No Yesg No
IPERS or Civil Service Yes No Yes No
Railroad Retirement Yes No Yeq No
Insurance Payments Yesg No Yeps No
Other Pension or Yes No Yes No
Compensation
Earnings (Wages) Yes No Yes NQ
Unemployment Benefits Yes No Yeq NQ
Workman's Yes No Yes No
Compensation
Military Allotment or Yes No Yes No
Dependency Allowance
Cash from relatives Yes No Yes Na
Money from Interest Yes No Yes No
Other (list) Yes No Yes No
ARE YOU CURRENTLY RECEIVING OR HAVE YOU EVER RECEI®D PUBLIC ASSISTANCE: Yes No
If yes, please list including dates of receipt;
EMPLOYMENT HISTORY: (start with most recent or ceint employment)
MAN WOMAN | EMPLOYER ADDRESS KIND OF | DATE DATE | MONTHLY REASON FOR
WORK BEGAN | ENDED WAGES | DISCONTINUING




MISCELLANEOUS INFORMATION:

A. Type and amount of assistance requested (ptdate)

B. Do you feel that you, your spouse or dependeste applied for all the benefits for which yowghtibe eligible: Yes No

Have you, your spouse (including deceased or eyssaever worked for a railroad? Yes No___ If yes, enter Railroad

Retirement Claim No.

D. Do you, your spouse or dependent children haveieusedisability?

Have you, your spouse or dependent children evekesicfor the Federal or State Government? Yes No

Are you an American citizen? Yes No

Name of primary physician

I o T m

Name of Primary pharmacy

* *kkk

| HEREBY CERTIFY THAT THE STATEMENTS MADE HEREIN AR TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE
AND BELIEF. | FURTHER UNDERSTAND THAT | MAY BE LE@LLY PROSECUTED FOR INTENTIONALLY MAKING FALSE
STATEMENTS IN ORDER TO RECEIVE ASSISTANCE.

Signature of Applicant (or legal guardian) ®at

If you are dissatisfied with the action of thisioff, you may appeal to the Warren County Boardupfe®visors, Court House, Indianola,
lowa.

PROHIBITION AGAINST DISCRIMINATION

We will consider this application without regardréxe, color, sex, age, handicap, religion, natiorigin, or political belief.

If you feel you have been the object of such distration, you may file a complaint in letter fornithvthe Warren County Board of
Supervisors, County House, Indianola, lowa.

CONFIDENTIALITY

All applicants and/or recipients have the righttmfidential treatment of information concerningittsituation; however, it should be
understood that such information may be shared etiter employees of the Department of Human Sesyiwben appropriate, and with the
Board of Human Services and Board of Supervisérsertain amount of information may need to beasésl to direct providers of service,
such as grocery stores, pharmacies, hospitalspidocothing stores, etc., in order to authoredease of goods to the client. In certain
instances when the General Relief employee is wgrkooperatively with other agencies, i.e., Veterafiairs, Community Action Center,
and/or County department, certain information mayddeased in order to complete transactions.



