Basic Needs Fund for Children 0 – 18 
DECAT/ Community Partnership for Protecting Children
	Child’s Name:
	
	Parent/Guardian:
	


	Birth Date:
	Mo
	
	Day
	
	Yr
	
	Gender: (circle one)
	M
	F


	Street Address:
	
	City:
	
	Zip:
	


	Telephone:
	
	If no telephone, way to reach parent:
	


	County of Residence:
	


Child’s Health Insurance Coverage: (circle one)
Hawk-I
Title XIX
Private

Uninsured
If child has private health insurance, what is the co-pay? __________ what is deductible? __________

Information Release:
I authorize Decat/Community Partnerships for Protecting Children and the following parties to release and exchange information for the specific purpose of reviewing my request for financial assistance, please list. 
	MATURA
	
	

	
	
	

	
	
	

	
	
	


This release is in effect for 12 months, from the date of the signature below, or until services are terminated. A copy of this form is considered as valid as the original. I understand that I may withdraw this authorization in writing to: Victoria Brammer, CPPC Program Manager, Union County Extension Office, 105 W. Adams, Suite A, Creston, IA  50801.
	
	
	

	Signature of Parent/Guardian
	
	Date


Income Guidelines:

Does family meet income guidelines of less than 185% poverty (see table below)?  

Yes____ No____

If not, is there an extenuating circumstance?  Yes_____ No_____ If yes, please describe: 
 

	Persons in household
	2
less than
	3
less than
	4
less than
	5
less than
	6
less than
	For each additional person, add

	Total Annual household income
	26,955
	33,874
	40,793
	47,712
	54,631
	6,919



Verification of income (circle one): 
Free/Reduced School Lunch Program
WIC    
Tax Return
        Other _____________

Have you received services from any other agencies for assistance? Y  N
If yes where have you received services?____________________________________________

Detailed explanation of need: (please explain) 
Estimate out-of-pocket expense for each service needed and indicate who will provide the service using the chart below.

	Service Requested
	Estimated 

out of pocket expense
	Service Provider

	Medical Appointment
	
	

	Mental Health Appointment
	
	

	Eye Care Appointment
	
	

	Eye glasses
	
	

	Dental check & cleaning
	
	

	Dental work
	
	

	Prescription Drug
	
	

	OTC Medication
	
	

	Physical Therapy
	
	

	Personal Hygiene Supplies
	
	

	Emergency Food
	
	

	Transportation to medical appointment/treatment (circle one)*
· Personal Vehicle

· Public Transportation
	
	

	Housing/Utility Assistance
	
	

	Other (Explain)
	
	

	
	
	

	Total Expenses
	
	


Referring Agency_________________________________________________

Contact Person___________________________________________________

Telephone_________________________ Email_________________________

Planned follow-up action for continued support:


Date Received______________________________


Date Processed______________________________


Approved      Denied


Notification Date ____________________________


Reason_____________________________________








--Complete Back-- 

Return completed form to “Basic Needs Fund” 

Adair County Extension Office 202 S. 1st St. Suite B, Greenfield or via fax at 641-743-0023

Union County Extension Office 105 W Adams, Suite A, Creston, IA  50801 or via fax 641-782-7213

Adams County Alegent Health at Home Office 703 Rosary Dr., Corning, IA 50841 or via fax 

641-322-5177

