
Application for Public Assistance
Garza County, Texas
________________________________________________________________

Please print or type and complete all blanks where possible

If making application for another person, please complete as if

 that person was making the application.

Applicant’s Name ____________________________ 
Phone #:  (806)_________________

Address____________________________



Street                      City                       State
Date of Birth ________________
Place of Birth ______________
  Sex: ____

Education (highest grade completed)  _______

Length of Residence in Garza County _______

List all previous places of residence in the last five years:

1.___________________________________________________________________________

2.___________________________________________________________________________

3.___________________________________________________________________________

4.___________________________________________________________________________

5.___________________________________________________________________________

Employer ____________________________________

Phone#  (806)______________

Address  _____________________________________

How long employed _________
Type of work __________________________________

Approx. weekly salary________
Previous Employer ____________________________

Phone#  (806)______________

Address  _____________________________________

How long employed _________

Type of work __________________________________

Approximate weekly salary ____
Spouse’s Employer ____________________________

Phone#  (806)______________

Address  _____________________________________

How long employed _________

Type of work __________________________________

Approximate weekly salary ____
Spouse’s Previous Employer ____________________

Phone#  (806)______________

Address  _____________________________________

How long employed _________

Type of work __________________________________

Approximate weekly salary ____
Children (Name and Ages)

1.______________________________

5.___________________________

2.______________________________

6.___________________________
3. _____________________________

7.___________________________
4.______________________________

8.___________________________

Financial Dependants other than children: (Name, Age, Relationship, Marital Status. Mark (S) if single, (M) if married, (W) of widowed, (D) if divorced, (Sep.) if Separated.)

1.____________________________________________________________________

2.____________________________________________________________________
3.____________________________________________________________________
Are all the children and dependants listed above living with you?  _______

If not, list those not living with you, their address and resons not in your home.

1. ___________________________________________________________________________

2. ___________________________________________________________________________

3. ___________________________________________________________________________

4. ___________________________________________________________________________

Do you own your home or rent? _______________

How much is your monthly payment? ___________

Complete for each of your vehicles.

1. Year _______
Make __________
License # and State: _____________________

2. Year _______
Make __________
License # and State: _____________________

3. Year _______
Make __________
License # and State: _____________________

Military Service:

Branch _______________________________

How Long ___________________

Type of Discharge ______________________

When _______________________

Financial Assistance Presently Receiving

Welfare ______________________________

How Long ____________________
Social Security_________________________

How Long ____________________

SSI __________________________________

How Long ____________________

Retirement____________________________

How Long ____________________

AFDC ________________________________

How Long ____________________

Food Stamps __________________________

How Long ____________________

Do you have disabilities? (name) ________________________________________________

Your doctor: ________________________________________________________________
What type of assistance are your requesting?
Current Bills:


Rent $__________


Water $_________


Electricity $______


Gas $___________

Are you presently receiving funds from Garza County? ____________

If so, how long? _________ 
Have you previously made application for assistance? ____________

If so, state the dates the applications were made and the

determination of the elegibility made: _____________________________
If unemployed, have you registered with the Texas Employment Commission? __________

Do you have any funds on deposit? ________

If so, how much and where? $____________ at __________________________________




       $____________ at __________________________________
If your spouse is not living with you state, where he/she is ___________________________

How long absent from home:_________________________

List your other sources of income. _______________________________________________

Are you receiving child support? _______  If not, why? _________________________________

Have you been without regular income for thirty days, or more? ________  

If yes, why? ___________________________________________________________________

Is this for an emergency situation? _______________________________________________

I SWEAR (OR AFFIRM) THAT THE ABOVE AND FOREGOING INFORMATION IS TRUE AND CORRECT:

Date: _______________

Applicant: ______________________________






_______________________________________






On behalf of Applicant (if applicable)

Medical Certificate

I, ________________________, a _____________________ of ________________, am 

Presently treating _____________________________ for the following medical problem(s):

__________________________________________________________________________________________________________________________________________________________

I certify that he/she is unable to work and shall remain unable to work for a period of : ________
_____________________________________________________________________(duration) 

OR

I certifiy that he/she is disabled to do the type of work he/she has previously done and will remain 
so disabled for a period of _________________ but will be able to do part time or other type of 
work such as: ____________________________________________________ .
I SWEAR (OR AFFIRM) THAT THE ABOVE AND FOREGOING INFORMATION IS TRUE AND CORRECT.

Date: ____________________ 


Signature: _____________________________

For office use only: ____ Approved     _____ Denied


			


                Amount: _____ Gas


                              _____  Electric


	              _____  Water


	              _____  Rent








