
                                                                                                                Application Received: ____________________ 

                                          Iowa Tribe of Oklahoma 
Household Assistance Check Request 

 
A $1,200 (allotted $600 from January to June and $600 from July to December) 
Household Assistance Program is provided to Iowa Tribe of OK members who are age 
18 and older to pay for utilities or rent/mortgage. Incarcerated members are eligible. 
Submit this application and attach the most current bill(s). Payment is made directly to 
the vendor. Sign application and provide all information to help avoid any delays.  
 
 
Name of Applicant_____________________________________________ Roll #_____ 
   First   Middle   Last 
 

Address _______________________________________________________________ 
  Street or P.O. Box  City   State  Zip  
 

DOB __________________ Age ____________________ Phone# ___________________________ 
 
Provide the following information per bill(s). It is recommended that each $600 allotment 
is used in full at one time if paying one or multiple bills to be disburse at your discretion. 
The amount requested for each bill can exceed your actual utility bill amount and it will 
be a credit on your account when you receive your next month’s bill. Total request 
cannot exceed each $600 allotment.    
 
Vendor_________________ Account #________________ Amount $ ______________ 
 
Vendor _________________ Account # _______________ Amount $ ______________ 
 
Vendor _________________ Account # _______________ Amount $ ______________ 
 
 
______________________________________ __________________________ 
Signature*       Date 
*It is fraud to falsify or misrepresent any information on this application 
 

FOR OFFICE USE ONLY – FUND EXPENSE CODE: 0100 900 590504 
 
Last Approval Date: ___________ Amount Paid: $__________Balance: $___________ 
 
Action: Approved_____ Denied_____ Reason for Denial ________________________ 
 
Pay To: _______________________ Amount To Be Paid: $______________________ 
 
Processed By: ______________________________Date: _______________________ 
   Program Coordinator 
 

Approved By: _______________________________Date: _______________________ 
   Tribal Administrator 



  Application Received _________________________ 

                                       Iowa Tribe of Oklahoma 
High School Senior Assistance Check Request 

 
A $4,000 (allotted $2000 from Aug. to Dec. / $2000 from Jan. to May) High School 
Senior Expense Assistance Program is provided to Iowa Tribe of OK members that are 
high school seniors to help offset the added expense of graduating seniors.  The 
application must be supported by a statement from the high school official on letterhead 
stating the date of planned graduation.  The student must state the purpose of the 
assistance such as senior yearbook, senior cap and gown, senior announcements, 
senior letter jacket, senior pictures, senior class ring, senior trip, college testing, or other 
senior graduation related expense.  Sign application and provide all information to help 
avoid any delays. 
 
Name of Student_____________________________________________ Roll #_____ 
   First   Middle   Last 
 

Address _______________________________________________________________ 
  Street or P.O. Box  City   State  Zip  

 
Age of Student__________ Grade Level__________ Phone # ____________________ 
 
Below, list request with dollar amount and attach original receipts for reimbursement OR senior-
year related bills/invoices to be paid to the vendor.  All dated within the senior academic year. If 
seeking reimbursement, it is recommended to save receipts as obtained and submit timely to 
help ensure receipt of the full $4000 allotment. If parents have joint custody they must decide 
who will submit the application on behalf of the child before the application is submitted. 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
 
______________________________________ __________________________ 
Signature of Parent or Legal Guardian   Date 
 

FOR OFFICE USE ONLY – FUND EXPENSE CODE: 0100 900 590510 
 
Last Approval Date: ___________ Amount Paid: $__________Balance: $___________ 
 
Action: Approved_____ Denied_____ Reason for Denial ________________________ 
 
Pay To: _______________________ Amount To Be Paid: $______________________ 
 
Processed By: ______________________________Date: _______________________ 
   Program Coordinator 
 

Approved By: _______________________________Date: _______________________ 
   Tribal Administrator 



                                                                                                                Application Received: ____________________ 

                                        Iowa Tribe of Oklahoma 
Elder’s Assistance Check Request 

 
A $1,200 (allotted $600 from January to June and $600 from July to December) Elder’s 
Assistance Program is provided to Iowa Tribe of OK members who are age 55 and 
older to help enhance life quality. This program may be used to supplement other tribal 
programs such as dental/eyeglass and utility/rent.  Assistance may also be used for 
other medical needs, other household and personal needs, loans, Wal-Mart gift cards, 
etc. Submit this application with copies of the most current bills, estimated bids or 
invoices, or itemized list of proposed expenses. Payment is made directly to the vendor 
or may be reimbursed to the applicant with original receipts. Sign application and 
provide all information to help avoid any delays.  
 
Name of Applicant_____________________________________________ Roll #_____ 
   First   Middle   Last 
 

Address _______________________________________________________________ 
  Street or P.O. Box  City   State  Zip  
 
DOB____________________ Age____________________ Phone # ____________________________ 

 
Below, list each vendor and the amount. It is recommended that each $600 allotment is used in 
full at once if paying one or multiple bills as disburse at your discretion. The amount requested 
for each bill can exceed your actual utility bill amount and it will be a credit on your account 
when you receive your next month’s bill. Total request cannot exceed each $600 allotment.    
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________ __________________________ 
Signature       Date 
 

FOR OFFICE USE ONLY – FUND EXPENSE CODE: 0100 900 590505 
 
Last Approval Date: ___________ Amount Paid: $__________Balance: $___________ 
 
Action: Approved_____ Denied_____ Reason for Denial ________________________ 
 
Pay To: _______________________ Amount To Be Paid: $______________________ 
 
Processed By: ______________________________Date: _______________________ 
   Program Coordinator 
 

Approved By: _______________________________Date: _______________________ 
   Tribal Administrator 



  Application Received: ____________________ 

                      Iowa Tribe of Oklahoma (Phone # 405-547-2402) 
Education Incentive Check Request 

 
Student Name ________________________________________ Roll # ____________ 
   First  Middle  Last 
 

Address _______________________________________________________________ 
   Street or P.O. Box   City  State  Zip 
 
DOB____________________ Age ____________________ Phone # ____________________________ 
 
 
________________________________________________ Date _______________________________ 
Signature (Parent/legal guardian if student is a minor) 
 

Check One - Education Level Completed (submitted within same year of completion): 
 
________ 8th grade graduate ($100)      ___________12th grade graduate ($200) 
________ GED completion ($200)         ___________Vo-Tech 800 clock hours ($200) 
________ College (incentive based on # of hours earned and GPA per semester) 
______________________________________________________________________ 

SCHOOL OFFICIAL CERTIFICATION SECTION 
I certify that _________________________________ was enrolled at  
  Student’s Name 
 
___________________________________________ and has successfully completed 
 Name of School 
(circle one)  [8th grade / 12th grade / GED / Vo-Tech]. If applying for the college 
incentive, I verify that the above student earned __________ credit hours during the 
__________ semester and received a ____________ GPA for this semester.  Date of 
this Certification: ____________(please attach official transcript or provide school seal) 
 
____________________________________________ 
Signature of School Official 
 
____________________________________________ 
Phone Number          School Seal or Letter 
 

FOR OFFICE USE ONLY – FUND EXPENSE CODE: 0100 900 590506 
 
Action: Approved_____ Denied_____ Reason for Denial ________________________ 
 
Pay To: _______________________ Amount To Be Paid: $______________________ 
 
Processed By: ______________________________Date: _______________________ 
   Program Coordinator 
 

Approved By: _______________________________Date: _______________________ 
   Tribal Administrator 



  Application Received_________________________ 

                                     IOWA TRIBE OF OKLAHOMA 
APPLICATION FOR ASSISTANCE CHECK REQUEST 

 
Applicant Name___________________________________________ Roll #_________ 
         First  Middle   Last 
 
Address_______________________________________________________________ 
     Street or PO Box   City   State   Zip 
 
Phone #____________________________ 
 
If applying for dental/eye or hearing reimbursement, submit original receipt showing 
amount patient paid. Otherwise, an approval letter will be mailed to take with you to the 
Doctor’s office.  It is recommended to apply within 60 days of your scheduled 
appointment. 
 
If applying for prescription reimbursement, identify amount to be reimbursed along with 
original receipt(s) showing pharmacy name and telephone #, prescription number, name 
of patient receiving medication, amount of prescription, and date of prescription.  
 
This application is for: (check all that apply) 
 
___Dental/Eyeglass     ___Prescription        ___Hearing 
      ($1000 yearly)           ($500 yearly)   ($1000 every 2 yrs) 
      0100 900 590500          0100 900 590503   0100 900 590546 
 
If seeking reimbursement indicate amount below: 
 
$__________ Dental/Eye  $_________ Prescription           $_________Hearing 
 
Vendor:______________            Vendor:______________          Vendor:____________ 
 
______________________________________________________ Date ________________________ 

Signature (Parent/legal guardian if applicant is a minor) 
 

FOR OFFICE USE ONLY  
 
Last Approval Date: ___________ Amount Paid: $__________Balance: $___________ 
 
Action: Approved_____ Denied_____ Reason for Denial ________________________ 
 
Pay To: _______________________ Amount To Be Paid: $______________________ 
 
Processed By: ______________________________Date: _______________________ 
   Program Coordinator 
 

Approved By: _______________________________Date: _______________________ 
   Tribal Administrator      



                                                                                                                Application Received: ____________________ 

                                        Iowa Tribe of Oklahoma 
School Expense Assistance Check Request 

 
A $1,000 (allotted $500 from January to June and $500 from July to December) School 
Expense Assistance Program is provided to Iowa Tribe of OK members that are 
enrolled in pre-school through 12th grade to assist with expenses related to school 
attendance and school participation such as the following:  school clothes, class 
pictures, school lunches, school supplies, instrument rental, lab fees, testing fees, 
sports activities, academic fees, etc.  Sign application and provide all information to 
help avoid any delays. 
 
Name of Student_____________________________________________ Roll #_____ 
   First   Middle   Last 
 

Address _______________________________________________________________ 
  Street or P.O. Box  City   State  Zip  

 
Age of Student__________ Grade Level__________ Phone # ____________________ 
 
Below, list request with dollar amount and attach original receipts for reimbursement OR school 
related bills/invoices to be paid to the vendor. All dated within the calendar year. If seeking 
reimbursement, it is recommended to save receipts as obtained and submit timely as possible 
to help ensure receipt of each $500 allotment. If parents have joint custody they must decide 
who will submit the application on behalf of the child before the application is submitted. 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
 
______________________________________ __________________________ 
Signature of Parent or Legal Guardian   Date 
 

FOR OFFICE USE ONLY – FUND EXPENSE CODE: 0100 900 590507 
 
Last Approval Date: ___________ Amount Paid: $__________Balance: $___________ 
 
Action: Approved_____ Denied_____ Reason for Denial ________________________ 
 
Pay To: _______________________ Amount To Be Paid: $______________________ 
 
Processed By: ______________________________Date: _______________________ 
   Program Coordinator 
 

Approved By: _______________________________Date: _______________________ 
   Tribal Administrator 


