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Email: rpoulson@esaaacaa.org


 Assistance Application

The following information must be attached, in order to process your application:

· Household income verification (Pay Stubs, Disability, Social Security Income, TANF, SNAP)

· Proof of additional household expenses 

· Bill of service applying for 

· Proof of unusual/unexpected circumstances (e.g. illness, injury, family crisis, written statement from doctor, hospital, etc.)

· Names, Social Security Numbers, Dates of Birth of all household members

· Rental Assistance: Landlord Statement must be on file

· Consent to Exchange Information Form

I understand that my application will not be considered without complying with the above requirements.


This is my	  1st	2nd	3rd	4th     time to receive assistance.  


I understand that I can only receive assistance once in twenty-four months/four times in a lifetime permitting my application is approved.


I certify that everything is correct to the best of my knowledge.  I understand that if it is found that I have provided false information, I can no longer receive help from this agency.



Signature (Print):  ________________________________________________



Date:  _____________________________
Address:  ______________________________________________________________________
	     
P.O. BOX:   _________________________________
	              				          
Phone #:  _____________________________________   

Email:  ________________________________________

Assistance Requesting(circle):
Rental		ANEC		Well		Fuel		Septic		Hotel		Other

Sex:  M	F			Ethnicity/Race: W	B	H	A	N	G


Marital Status:  	Married	Single		Separated	Divorced	Widowed


Highest Grade Completed: 	 0-8	    9-12	HS Grad/GED		College


U.S. Citizens (Household):  YES    NO		Migrant (Household):  YES	NO


Employment Status:  Not Working	Part Time	Full Time	Self Employed	


Name of place of employment:	________________________________________


Sources of Income(circle):	Disability	Social Security           SNAP $______


Amount of household monthly Income: _______________________________	
Applicant Social Security Number: ____________________________________



Applicant Date of Birth: ___________________________________



HOUSEHOLD MEMBER(S) INFORMATION


Name:___________________________		M	F	SS#: ___________________________

Birthday:_________________________		Disabled:  Yes	   No

Relationship:______________________	Current Grade:  ____________________________


Name:___________________________		M	F	SS#:  ___________________________

Birthday:_________________________		Disabled:  Yes  No

[bookmark: _Hlk104196983]Relationship:______________________	Current Grade:  ____________________________


Name:___________________________		M	F	SS#:  ____________________________

Birthday:_________________________		Disabled:  Yes	No

Relationship:______________________	Current Grade:  _____________________________ 



Is anyone a Farmer:	 Yes	 No		Is anyone a Veteran:	 Yes	 No


Have you received assistance from any other agency:	 Yes	 No


If so, which one(s): Please Circle

1. Accomack Department of Social Services

2. Northampton Department of Social Services

3. Eastern Shore Coalition Against Domestic Violence

4. Members Helping Members (ANEC)





What do you pay each month?


  Rent/Mortgage______________________		  Gasoline____________________________

  Subsidized Housing___________________		  Cable/Satellite TV______________________

  Electric____________________________		  Life Insurance_________________________

  Internet__________________________		  Cell Phone__________________________

  Car Payment_______________________		  Car Insurance_______________________

  Groceries ___________________________		  Water/Sewage_______________________

· Other ___________________________________________________________________________

		

(MUST ANSWER ALL QUESTIONS LISTED BELOW)


What has happened in your life, that has you requesting emergency assistance?





_____________________________________________________________________________________



What goals do you have to improve your situation?














ESAAA/CAA

Customer Satisfaction Survey

Program: EMERGENCY ASSISTANCE
As a user of ESAAA/CAA’s services please share your feedback.  Your comments and suggestions will be used to improve our services to better meet your needs.

Overall satisfaction with the service:	Very	   		                                          Very				        	         	           Dissatisfied	     Dissatisfied     Neutral     Satisfied       Satisfied
                                                                                 □	         □	   □	     □	          □		


Staff attitude:				Very	   		                                          Very				        	         	           Dissatisfied	     Dissatisfied     Neutral     Satisfied       Satisfied
                                                                                 □	         □	   □	     □	          □		


Staff ability to assist you:			Very	   		                                          Very				        	         	           Dissatisfied	     Dissatisfied     Neutral     Satisfied       Satisfied
                                                                                 □	         □	   □	     □	          □	


Length of time between requesting 	
and receiving service:			Very	   		                                          Very				        	         	           Dissatisfied	     Dissatisfied     Neutral     Satisfied       Satisfied
                                                                                 □	         □	   □	     □	          □	


Have you used any of our services in the past:	□ Yes		□ No	


How did you find out about our services:		Friend	     Radio	       Newspaper	  Other									    □	      □		□             □

Additional Comments or Suggestions: ______________________________________________________________

Revised 08/2024

