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  Iowa Tribe of Oklahoma
Tribal Assistance Programs – Application for Assistance

Updated Application: January 1, 2008


                             Date of Application:  __________________________

	Name of Applicant:   Last    /    First/     Middle Initial
	Iowa Tribe of Oklahoma Roll #

	
	


	Street Address
	City/State/ Zip Code

	
	


	List Other Iowa Tribal Members living in
	the household
	

	
	
	

	
	
	


	
	Type of Assistance Requested
	Complete this section as applicable and attach complete information indicated by type of assistance requested.
	Required supporting documentation

	C

	Critical Illness Family Assistance:  


	Name of patient:  _________________________________________

Name of hospital, nursing home  or hospice:  ___________________

Location of hospital, nursing home  or hospice:  _________________

Name of applicant:  _______________________________________

Relationship to patient:  


	Medical doctor’s statement on official letterhead verifying the patient’s condition.



	D
	Eyeglass Assistance:
	Name of applicant:________________________________________
	For reimbursement only:  original receipt


	E
	Dental Assistance:
 
	Name of applicant:  _______________________________________


	For reimbursement only:  original receipt 

	F
	Education Incentive – 
Higher Education: 

 
	Name of student:  ________________________________________

Name of university:  ______________________________________

Location of university:  ____________________________________

Course level:       Undergraduate            Graduate

Semester:  Fall    Spring  Summer         Year:  _________________

Grade Point Average (GPA):  ______________________________

Hours enrolled:  _________________________________________


	University Grades submitted within 120 days after the close of the semester and/or the receipt of grades.    Grades must be documented by a certified statement on university letterhead, an official transcript or other university-generated report, or original grade report.


	G
	Education Incentive – Secondary School:  


	Name of student:  ________________________________________

Name of school/GED:  ____________________________________

Location of school:  ______________________________________

Semester:  Fall    Spring  Summer         Year:  _________________

Grade Completed:   

        8th grade graduate   12th grade graduation  

       GED completion        Vocation training of 800 clock hours


	Documentation from education institution on school letterhead attesting to completion

	H
	Education -

High School Senior Assistance:


	Name of student:  ________________________________________

Name of school:    ________________________________________

Location of school:  _______________________________________

Graduation date:   ________________________________________

Circle applicable items:  Yearbook, senior cap and gown, senior announcements, letter jacket, senior pictures, class ring, senior trip, college testing, or other ___________________________________


	Documentation from high school  on school letterhead attesting to graduation date

	I
	Education - School Expense Assistance:


	Name of student:  _______________________________________

Age of student:  _____     Date of birth:  ______________________
Name of school:  ________________________  Grade:  _________

Make check payable to:  __________________________________
_____ The applicant or parent certifies that the items to be reimbursed were school-related expenses.

Circle applicable items: Clothes, pictures, class rings, lunches, supplies, lab fees, testing fees, graduation expenses, extra-curricular supplies, sports activities, summer academic fees, science projects, other __________________________________________

	Original receipts.

	J
	Elder’s Assistance: 


	Age of applicant:  ___________    

Date of Birth:  ______________ 

Check applicable items: 
     _____  Personal items:  _________________________________

                  ______________________________________________

      _____  Gift card, i.e. Wal-mart:  Amount:  $__________________


	Estimated bids or invoices or itemized list of proposed expenses.


	K
	Hearing Aid Assistance:  


	_____     Pre-approval

_____     Reimbursement amount:  ___________________________

               Vendor name:  ___________________________________


	For reimbursement, original receipt before funds are released to the applicant. 

	L
	Household Assistance:  


	Applicant age:  _______     Date of Birth:  _____________________ Purpose:  utilities, rent, or other household expenses.  
Vendor:  _______________________________________________

Name on account:  _______________________________________

Amount to be paid:  ______________________________________

For incarcerated members only:

Name of institution:  ______________________________________

Institution Address  ______________________________________

Identification/Account #:  __________________________________

Amount to be paid:  ______________________________________

AFFIDAVIT OF RESIDENCY
I, the undersigned, attest that I am a resident at the below listed address.  I attest that I am a member of the household responsible for the below listed utilities and rents.

Signature:


________________________________________

Name (Printed):

________________________________________
Address:


________________________________________
City, State, Zip:

________________________________________
Name of person on account, 

Who you reside with:                   ________________________________________                                                  
Responsible for the following household costs/ bills:    

                                                    ________________________________________

	Copy of current invoice or lease and evidence that they are the bonafide permanent resident of the household for which assistance is sought.  Evidence to document residency may include a vendor invoice or lease in the name of the applicant or an “Affidavit of Resident” form attesting to residency and financial responsibility for household expenses.



	M
	Prescription Assistance:


	Name of Patient:  _______________________________________
	Original receipt  with the following information:

Pharmacy name and telephone 
Prescription number

Name of patient receiving the medication

Amount of prescription

Date of prescription


	Certification
	Signature of applicant
	Date 

	I certify that I am eligible to claim the above-indicated assistance.  I understand that it is fraud to falsify or misrepresent any information on this application.  I understand that I may sign only for myself, or as custodial parent of my own minor-aged child (ren), or for those whom I am legal guardian.  

	
	


FOR OFFICE USE ONLY
Date application received:  ____________________________               Application processed by:  _____________________________












(Signature)/ Printed name

Paid to:  ___________________________________________

Action:  Approved _____      Denied ______

Amount paid:  ______________________________________

Account number:  ___________________________________

Amount approved:  __________________________________

Date to accounting:  __________________________________
Action date:  _______________________________________

Date paid:  ________________     Check #________________


Audit by:  ___________________  Date:  _________________

Approved by:  ______________________________________

Appeal date/action:  __________________________________                                        (Tribal Administrator Signature)      

Notes: 
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