
Program Name
Address

 Phone: Fax:
Program Eligibility Determination

Date: _______________________

Name: ________________________________________________________________________

Address: ______________________________________________________________________

Tribal Member:  Yes_____    No _____
Do you receive any state assistance?______
HOUSEHOLD COMPENSATION:

Name


 Relationship
   Sex
   Age
      S/M/D/W
 Grade/Employment


_____________________________________________________________________________________________

_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
Reason needing assistance: _______________________________________________________

Is there currently an open investigation case with DHS or any tribal ICW involving yourself or 

Your children? _________________________________________________________________

If yes, what are the allegations involving the investigation: ______________________________

______________________________________________________________________________

Name of worker: ______________________
Phone number: _______________________

If children are already out of the home, is there a plan in place for reunification of the family? Is there a projected date? ___________________________________________________________
Office use only

Does the request fit the criteria as out lined in Title IV B Part 2 for services?  Yes ___ No___

Explanation: ___________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Referral made to other department or agency? Yes___ No___ Where:______________________

_________________________________

___________________

Worker






Date

