ASHLAND WELFARE DEPARTMENT
REQUIRED DOCUMENTATION

Must bring all information listed below at time of interview

[0 All Household Income in the past 30 days
[0 Receipts or other proof of bills paid in the last 30 days

tl Verlﬁcatlon that you have apphed for any of the followmg programs:

ey i e e e i T

MEDICATION CONNBCTION FUEL ASSISTAN CE

- O Doctor’s npte if you are unable to work

[0 Verification that you have applied to the Dept. of Employment Security for the following:

Work Registration Unemployment Compensation Potential Benefit Amt. §

[0 Eviction paperwork (if any)

] Resource Verification: Be sure to provide a current printout for any item checked off:

Checking Savings Child Support Cash/Other

L1 Completed Landlord Form & W-9 (if applicable). Must be completed by landlord only. .
) Appﬁcation

[0 Picture ID and SS Card or Birth Certificate for everyone living in the household.



Town of Ashland, NH
20 Highland Street
Ashland, NH 03217

968- 4432

APPLICANT S AUTH@REZATKON TO FURNKSH INF@RMATHON
(specnfu; agency/individual)

I understand that as part of the administration of the general assistance program, a municipal
' welfaré official may verify information I have provided on my application for assistance and

any other information that would affect my eligibility. My 31gnature below authonzes the

 Town of Ashland, NH welfare official, to obtain information from any relatives, physmlan,

lawyer, banker, employe:, insurance company, landlord, motel or other temporary housing,
state or federal agency, municipality, church group, social sérvice agency, utility cOmpany,
- pharmaclst local or state. police or other person or organization regardmg factors relevant to

my apphcanon for general assistarice benefits.

This authorization shall expire one year from the date it is signed.

A photocopy of this signed authorization may be used .in place of an original.

_ Applicant Date

Welfare Official



Town of Ashland, NH

20 Highland Street
Ashland, NH 03217
968-4432

NOTICE OF REGHTS OF ANYONE RECEI\IING ASSISTANCE
FROM THE MUNICIPALITY OF Ashland NH

You have the following rights:

1.
, ofﬁcer tells you that you are not eligible.

10.

You have a nght to make a written application for assistance, even 1f the welfare

You have a right to receive a prompt written decision telling you whether or not you
will receive assistance each time you apply for assistance. :

You have a right to have in writirig the reason why you have been denied assistance
or have been given only some of the assistance you requested.

" You have a right to appeal aﬁy decision you do not agreé with. You must -appeal

within five (5) working days after you received your decision.
You have a right to have a hearing to present your case.’

You have a right have your assistance continued if you are already receiving
assistance when you request a fair hearing.

You have a right to review the information in your file before your hearing.

You have a .right to see the guldehnes used by the welfare ofﬁcer in making
decisions on your application.

You have a right to be given a written ‘notice of conditions before you are
suspended from recelvmg assistance for failing to obey the guidelines.

You have a right to refuse to participate in municipal workfare program or to
conduct a job search if you must care for a child under the age of five (5), if you are
disabled or ill, or if you must take care of a member of your family who is dlsabled

ot ill.



Town of Ashland, NH. =
9684432 |
APPLICATION FOR ASSISTANCE

Date of Application : : Referred by |

1. General Information:

Date of Birth

Name
Address
Telephone - .Social Security .numbei' . . _.'US Citizen? -
Marital Status L 'Rent or Own? How long at this address? '
Spouse/Co-Applicant Name ‘ ‘ _ SS# ' ‘
bl Spbuse address (if not same as applicant)
Assistance Requesteéd
Reason for request ‘ .
Have you applied for local assistance before? - ’ When? -
Where? = N . ‘ : Upﬁer what name?
List below all persons living in your.hous;ghéld; 4 L
Full Name Relationship . Date of Birth Social Security #

If at your current address less than 12 months, please list past 12 month’s addresses:
Strest Town/City ~ State ‘ Dates of Residence




2. Housing Information:
Rentamount per (month/week) Date last paid Date due

Do you have a current: k=4 Demand For Rent Notice to Quit Landlord/Tenant Writ

Total rent owed , Do yoﬁ have 4 housing subsidy? _

Utilities Included: & Heat Eléctric Gas Water/Sewer Other
LANDLORD: Name ' _ B Telephone '

- Address “ L , |

~ IF HOME-OWNER: Mortgage Amount Date :las’é paid . Owed ‘
Bank/Mortgage Co Address ‘
3. Education / Training / Employment ‘ . : '
. Highest Grade GE.D.or o Military
, Attended . Diploma  ‘Special Training or Skills ‘ Service

Applicant: ) '
Spouse/Co-Applicant:

Applicant Work History:

Aré youemployednow? ___ Employer ‘ Position

When began work . Date/Amount of most recent check

Are you unemployed now? - - Reason ] _

Date last worked __ Employer Date/Amount last check

Are you able to work now? If not able, why not? | |

Current and two most recent jobs of yourself and all household members age& 18 older:
Weekly Employment Reason for
Name Employer  Pay Biweekly Dates Leaving




4, Houschold Assets:

‘Provide information regarding accounts held by you and allhousehold members:
Savings Savings Checking Checking

Name Bank/Credit Union - Acct. # Balance Acct. # ‘Balance

* Provide current value of any assets held by you and all household members:
Cash on hand (all household combined) Certificates of Deposit (CD’s)

"~ Savings Bonds . A Mutual Funds . _ Annuities Stocks
Retn‘ement Accounts Insurance Policies (cash value).

~ Trust Funds .
401k Property other than primary res1dence - Location
- Other Investments Motorcycles/Boats/Snowmobiles/ATV’s/RV’s

|  Other Assets (please list)

Claims/settlements/income due to you or any household member

IRS Refund Insurance Claim . Retroacuve disability check
Inheritance

Retroactive Unemployment or Worker’s Compensatmn check

Other Lump Sum Payment (explain)

Have you or any household member consulted a lawyer regardmg a possnble lawsult"'

Lawyer Name/Address_

Reason '
“Who?

Do you or any hoﬁsehold member have a lawsuit pending?

Please give details .

Lawyer Name/Address-

Motor vehicles owned by you and all household members: o
- Owner © Auto Make Model Year Value Payments Insurance




5. Household Income

Indicate any benefits or income received or applied for by you or any household member: .
Name Date ..  Date Last Monthly

Applied  Received Amount
ANB (Aid to the Needy Blind) | '

APTD

Child Support

Disability (Employer)

Food Stamps

Fuel Assisténce

Gifts/Loans -

Maternity Benefits

* Medicaid

OAA (Old Age Assistance) -
Retirement

Severance Pay

Social Sgcurit_y
'SSDI (SS Disability)

SSI (Supplemental Security)

. TANF

Unemployment

. Vacation Pay

Veteran’s Pension

Vocational Rehabilitation

WIC(Women/Infants/Children)

Worker’s Compensation

Other: | ‘ ]

Are you or any other household member working, volunteenng, and/or receiving assistance
from any other agencies? -

Name . . Agency Name ’ Contact Person




6.

Household Expenses

List actual or estimated regular monthly expenses. (Not all expenses will be allowable to be
inicluded in your eligibility determination, but all should be hsted to show your financial situation.)

Bank Fees . Dlapers ' Mortgage
Bus/Cab. . | Electric ‘ ~_ Prescriptions
Cable/Intemnet_ Food | | Rent
Child SupportPaid = Fuel Oil : Rent-To-Own
- Car Gasoline___- - Gas, Bottled____ *__ School Loan
Car Instirance Gas, Natural___ - Storage
Car Payment Health Insurance ' Telephone
Condo Fee ‘ Laundry Other
Child Care. _ . Loan__ . » Other
- Credit Card . | __LotRent B '. ) (jﬂ:gér '
| List ﬂnplainned emergency or irregular périodic expeﬁsgs during the past 30 days:
','__:‘Car Inspection. . Drivers License - _Medical ‘
Car registration | Fines/Court Payments . Sewer/Water
. .Car repair B .I-Iome Repairs N . Tax (Jncome/Propeny)
Dental , : Home/Rent Insurance B Other
Criminal Informatmn
Have you or any mémber of your household ever been conv1cted of a felony which has not been -
annulled? (yes/no) ~ Ifyes, who? , _When? _
. Town/City & State of conviction | Details of conviction:

Are you or any member of your household presently-on parole or probation? (yes/noj

If yes, who? Court or jmisdiction?

Name & phone numbei‘ of parole/probation officer

Liability for éugport In;formation

Please provide folloWing details:

Your father Address
Your mother Address
Co-applicant father Address

Address

Co-applicant mother,

Your or co-applicant’s adult children



9. Certifications and Signatures

I understand that I may be required to repay any assistance provided, after deduction of the value of
workfare hours I have completed, if I am returned to an income status which enables me to reimburse

without ﬂnancial hardship. (RSA 165:20-b).

T understand that if I am assmted the mumc;pahty may place a hen against any real property which I own. -
(RSA 165: 28) ' :

I hereby certify that if I have a lawsuit, worker’s compensation claim, or aid from any other social service
agency now pending, I have listed these in this application. I further agree to notify the Welfare Official
immediately upon receipt of any money from or upon the settlement of such claim. I understand that if 1
am assisted, the municipality may place a lien against any property settlement or civil judgment for .
personal injuries which I receive within six years of receiving municipal assistance. (RSA 165-282)

I hereby certify that the information I have provided on this application is complete to the best of my
knowledge and belief and provides a true summary of my incoms, assets and needs. I understand I may
be required to. provide doc¢uments and/or other forms of verification to prove the information requiested on
this application. I hereby certify that all information I will prov:de in response to questions asked by the
welfare official is true and complete to the best of my knowledge and belief. I understand that if I
knowingly give false information or withhold information related to my receipt of assistance, now or in
the future, I may be prosecuted for the crime of Unsworn Falsification (RSA 641:3)

I understand that if I obtain a job after I am assisted by the municipality, and I later quit the job without
good cause, I may.be ineligible for local assistance from the municipality and any other New Hampshire

municipality for a period of up to ninety days. (RSA 165:1-d)

I understand that if I am a recipient of Temporary Assistance for Needy FaImhes (TANT) cash benefits
and 1 fail to comply with TANF regulations, leading to a sanction and loss of income, the mumcxpahty
may, under certain circumstances, d1sregard this decrease in my income. (RSA 165:1-8)- :

Applicant Signature Date
Spouse or Co-applicant Signature Date
Date

Signature of person completing form
(If not applicant)



‘Town of Ashland, NH
. 968-4432

" REQUIRED VERIFICATIONS

Applicant Name: - : | Date:

Social Security Number: __ . ~ DOB.
Address: Phone:

YOUR APPOINTMENT IS SCHEDULED FOR: __

You must provide the following verification/documentation at this appointment

or assistance may be delayed or denied:

Completed Application Form-
Rental Verification Form
Last four weeks pay-stubs‘or other proof of net wages

Last four week’s receipts or other proof of bills paid or currenﬂy due
Employment verification form from your émployer’

Employment termination form from your last employer -

You have applied for / are receiving Social Security benefits

You have appiied at the HHS District Office for:
" & Bmergency Food Stamps

DR
PR
PO

L TANF Emergency Aséi-stance e
You have applied for /are receiving Fuel Assistance ‘benefits
Verification of injury or iliness |
You have applied for / are receiving Unémploy:hen_t Compensation
If évailable, picture ID (Adults); Birth ceriificate/SS card (minors) -
Vehicle registration ‘ 4 . -
 Savings and chepking account, liquid asset statements, bankbooks
Statement child supbbrt payments received / Child support court order
Statement from room-mate(s) regarding division of expenses

|

" QOther:

: L Food Stamps ~ (dTANF
Title XX Daycare C APTD/MA & OAA

I understand that failure to prox}ide the indicated information may result in delay and/or denial of my

request for assistance, and I understand that if approved for assistance I may be required to

and participate in workfare.

do a job search



Town of Ashland, NH
20 Highland Street
Ashland, NH 03217
968-4432

- RENTAL VERIFICATION FORM
THIS FORM MUST BE COMPLETED BY THE LANDLORD

Date:

Tenant’s Name:
Address: . .
(Number/Street) ' (Apt. #) ’ (City) (State)
Number of Household Members: ' List of Household Members:
Occupancy date: i ‘ _ Security Dgposit: Amount: ' Date paid:
Rent amount: § s paid kl monthly Lweekty [dother

If subsidized rent, please list tenant portion: $ . :
Rent Includes: All utilities: (4 No Utilities - Ll Hot Water (L Heat Electric

Type of Heat: = Electric oil Gas - U other

Date last rent was paid: ____ AmountPaid: § . | ‘Back rent owed: §

(if back rent is owed, please attach accounting of months and amozm'ts)

For IRS reporting, landlord’s Tax ID or Social Security # must be provided:

Tax ID #: OR Social Security #:

CHECK IS TO BE MADE PAYABLE TO: (PLEASE PRINT)

Landlord’s Name . - Telephone / Fax Numbers

~ Landlord Addi‘ess

Name of Manager or other Representative

. Landlord's signature - Date




Town of Ashland, NH
20 Highland Street
Ashland, NH 03217 .
968-4432

EMPLOYMENT VERIFICATION FORM

To Employer Date

~ Address
Phone

For the purpose of administration of municipal assistance, the following information is required for:

) [nanie of employee]

Date of Hire _ - Date stafting/stai'ted work - Hourly Pay Rate

Paid ‘weekly n biwegldy' other

Full/part time " ‘ Hours pef week

Date of first/most recent paycheck o : Net amount -

4 A7 WA A B S R M R W M SR A M v S e M Bt W SR W e G e G VR ) WD Gvid S e E ed Y SR SR e SR s W e m e A e v A
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It : is no longer employed by your company:

Date/net amount of last paycheck

Date of termination/separation

Reason for termination/separation

Signature and Title of immediate sipervisor or person completing form Date



Town of Ashland, NH
20 Highland Street
Ashland, NH 03217
968-4432

MUNICIPAL WELFARE DEPARTMENT
MEDICAL RELEASE AND REPORT

'APPLICANT NAME/SS#: _ o dob

I hereby request the release by a doctor hosmtal or clinic to the Municipal Welfaxe Department, or 1t’
authorized representative, any information regarding my medical dlagnosm medical history, treatment
plan or hospitalization. A photocopy of this signed release may be used in place of an original, in effect
for six months from date- of my signature below: -

~ T APPLICANT SIGNATURE T DATE
| 10 THE PHYSICIAN OR CLINIC:

The person named above has indicated that he/she is currently unable to work and is in treatment with
you. New Hampshire ‘General Assistance laws require able-bodied welfare apphcants to seek and retain
work as a condition of continued assistance, with the goal of mmlmlzmg the period. of assistance
necessary. The Municipality also may require welfare recipients to work in any capacity that the recipient
is able in exchange for assistance. For these reasons, will you please briefly reSpond to these questions:

What is the condmon(s) for which you are treatmg this person'? :

What is the nature and extent of this md1v1dual’s limitations? |
Is this person disabled? No Yes bd (If yes, please clarify below)
L ] Partially

| Tempbraﬁiy ..... Perimanently Tofally

Date incapacity began: ' Expected to end:

When will this mdlvxdual be capable of returning to work? What type of work would be suitable for this
1nd1v1dual? Please descrlbe any limitations:

Medications Prescribed:

Physician Name / Signature ' ‘ Date



"To am o /[ 044/2[@)24 | Town Orrice

Now . Orrice 603) 968-4432
New ampshine 03217 . FAx (603) 968-3776

Welfare Departmen‘t

DATE:

TOTAL INCOME RECEIVED IN THE LAST 30 DAYS (ifo income, see back page)
$ . |

. Inthe past 30 days I, , have approximately spent
my income on the followmg 1tems hsted below: . '

$_
$_

.

Expense Total §

X

- (Client Signature)

The Town of Ashland prohibits drscrimmation on the basis of race, color, national origin, Sex, sexual orientations,
religion, age, disability, marital or family statys.
- The Town of dshland is an equal opportinity employer.

20 HIGHLAND STREET s P.O.BOX 517 ° ASHLAND, NEW HAMPSHIRE 03217.0517



goqfn of %ié[anc[ | |  fown O

Orrice.{603) 968-4432

New O";am/zigi'zs 03217 Fax (603) 968:3776
WELFARE DEPARTMENT |
Date:
To Whom It May Concern: -
I, .., have had no income for the past 30 days

Income is defined as any and all monetary benefits received, to include gifts, refunds, loads,
other state, local, or federal benefits received, or any money received be ma at all.

(Ciient Signature)

The Town of Ashland prohibits discrimination on the basis of race, .color, national origin, sex, sexual orientations,
religion, age, disability, marital or family status.
The Town of Ashland is an equal opporiunity employer.

20 HIGHLAND STREET ¢ P.O, BOX 517 & ASHLAND, NEW HAMPSHIRE 032?7-05.]7



