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ENERGY CRISIS ASSISTANCE PROGRAM
Date: ADDRESS
Home
Last Name Middle First
Social Security Number
Mailing
Employer
Respondent Name Home Telephone:
Employment Telephone:
Age Total Number in Household SUPPLIER INFORMATION
INCOME Total Household Income
/___/ Copy of Check Stub(s) Attached Account Number
Meter Number
OTHER HOUSEHOLD MEMBERS Meter Status:/__/ Pending/__/ Terminated
Proposed Termination Date:
Name Employer
DIRECT ASSISTANCE / SUPPORTIVE SERVICES
Age Income Relationship
Name Employer
/| General Assistance
Age Income Relationship
/__| Food Stamps — I.D.#
Name Employer /__ I AFDC
Age Income Relationship /I Wic
/___I Other, Specify
Name ~ Employer
Age Income Relationship
Name Employer
Age Income Relationship
Name Employer
Age Income Relationship

Declaration

l, , affirm that the above
information given by me is true and accurate. | also swear that if the information contained in this
application is found to be false, I will repay in full to the department of human Services, any amount
granted to me through the energy Crisis Assistance Program.

Applicant

Intake worker/Certification Specialist



