Financial Assistance Application
TO MAKE SURE YOU RECEIVE FULL CONSIDERATION, PLEASE COMPLETE EACH ITEM LISTED
Submit completed application to:
Eagle Mount
2822 3rd Avenue N, Ste 203

Billings, MT  59101-1934
INDIVIDUAL APPLICATIONS MUST BE SUBMITTED FOR EACH FAMILY MEMBER.

PROGRAM APPLICATIONS MUST ACCOMPANY FINANCIAL ASSISTANCE APPLICATIONS. 
ALL APPLICATIONS MUST BE SUBMITTED AT LEAST TWO WEEKS PRIOR TO START OF PROGRAM.
FINANCIAL ASSISTANCE WILL NOT BE GRANTED UNTIL ALL PREVIOUS PROGRAM CHARGES ARE PAID.
PARTICIPANT INFORMATION 

Participant Name: 





 Date of Birth 



Address:  _____________________________________________________

City/State/Zip: __________________________________________________

Phones: (Home) ____________________   (Work) ____________________   (Cell)  ____________________
Do you receive services from STEP? (   RSS? (   AWARE? (   BTI? (   COR? (  Other? ( _____________
Responsible Party if Participant is under 18: ___________________________________________________

OTHER PARTICIPANT / FAMILY HOUSEHOLD INFORMATION
Participant Monthly Income $__________________
Total Household Monthly Income $________________

Do you: Own (   Rent (   your home?
Total number of family members in household 18 years old or younger __________

Total number of family members in household over the age of 18 __________ 

PARTICIPANT / FAMILY WORK INFORMATION

Is participant working now? ____

 
     Is caregiver family member(s) working? ____

Participant’s employer/address/phone?


     Caregiver/family member(s) employer/address/phone?

________________________________________
     ________________________________________

________________________________________
     ________________________________________

________________________________________                ________________________________________

Other sources of participant / family income earned or unearned. (For instance: Food Stamps, TANF, Social Security,
SSI, child support and disability)











How long do you expect this

Name



Type of Income

Monthly Amount
income source to continue?

________________________
_________________
_______________
_______________________

________________________
_________________
_______________
_______________________

________________________
_________________
_______________
_______________________

________________________
_________________
_______________
_______________________

Monthly Foster Caregiver stipend for each foster child - $ ____________________
List your family monthly expenses:

Rent:  Amount you pay $____________________ 

Food (costs after food stamps) $____________________ 

Day care $____________________
Utilities (heat, water, electricity, phones)   $____________________
Insurance (car, health, life)   $____________________ 
Medical bills/prescriptions/Co-pays  $ ____________________
Child support you pay $____________________

Is there anything else that you would like to tell us about your family or situation?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PROGRAM INFORMATION

Program ______________________________________

Program Dates _________________________________   Program Cost (per session) _______________________

I am able to pay:

( 20%    ( 30%    ( 40%    ( 50%    ( other ________ %   OR   $ _________ towards the cost of this program.

CERTIFICATION AND RELEASE OF INFORMATION
I / WE CERTIFY THAT ALL OF THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY / OUR KNOWLEDGE.  I / WE UNDERSTAND THAT FALSE OR MISLEADING INFORMATION MAY BE GROUNDS FOR REJECTION OF MY / OUR APPLICATION.  FURTHERMORE, I / WE UNDERSTAND THAT THE APPLICATION DOES NOT GUARANTEE THAT I / WE WILL RECEIVE FINANCIAL ASSISTANCE THROUGH EAGLE MOUNT. I / WE AUTHORIZE EAGLE MOUNT BILLINGS TO PERFORM AN IN-DEPTH STUDY TO DETERMINE MY / OUR ACTUAL NEED AND ABILITY TO PAY FOR PROGRAM EXPENSES.

ALSO, BY SIGNING THE ATTACHED RELEASE OF INFORMATION, I / WE GIVE PERMISSION TO EAGLE MOUNT TO CHECK ANY / ALL REFERENCES INCLUDING, BUT NOT LIMITED TO, MY / OUR EMPLOYERS AND CREDITORS LISTED IN THE APPLICATION.

___________________________________

__________________________________

                   (Participant)



          (Family/Caregiver if under 18)

___________________________________

__________________________________
                        (Date)




                         (Date)

ALL APPLICATIONS MUST BE SIGNED AND DATED.  INCOMPLETE APPLICATIONS WILL BE RETURNED.

For office use only:

( Financial Assistance Application complete                   ( Program application included

( Med Info/Liability Waiver/ MD Approval forms current
( Application sent to committee

( Award Letter mailed     ( Accounting notified     ( Information filed     ( Budget sheet adjusted

