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Name D.O.B. Phone
Address Zip Code
County Township
Physician Diagnosis
FOR OFFICE USE Case approvals
Recipient Name (please print : : .
P (p print) Diagnosis confirmed Date
Recipient Signature Motion by Board Date and time
Second by Board Date and time
Date
Third by Board Date and time
| have insurance or other | need GRACE assistance How much financial assistance is
assistance needed per month
Heating Fuel Yes or No Yes or No S
Groceries Yes or No Yes or No
Medicine Yes or No Yes or No
Medical Costs Yes or No Yes or No
Car Fuel Yes or No Yes or No

Have you previously received G.R.A.C.E. assistance? Yes or No  If so, when?

Other needs: (please explain)

I do business at the following: Heating Fuel Groceries
Medicine Gas
Medical Other

Requests for Assistance: Please explain, in detail, what you are asking G.R.A.C.E. to help with. Include details of what
assistance you are currently getting (use additional pages, if necessary)

Please be very specific about why you need the financial assistance and what sort of help you are looking for. Please
provide additional pages if needed to make your request for assistance.



