STATEWIDE URBAN/RURAL WOMEN’S AODA TREATMENT PROJECT





CLIENT EXPENSE LOAN (CEL) APPLICATION





Referring Agency: �formtext ��     ��
Today’s Date: �formtext ��     ��
�
Agency Contact: �formtext ��     ��
Phone: �formtext ��     ��
�



Participant Information


Name: �formtext ��     ��
SSN: �formtext ��     ��
�
Gender: 	�formcheckbox ��  Female		�formcheckbox ��  Male�
Date of Birth: �formtext ��     ��
�
Marital Status: �formtext ��     ��
US Citizen: 	�formcheckbox ��  Yes	�formcheckbox ��  No�
�
Home Address: �formtext ��     ��
Home Phone: �formtext ��     ��
�
City: �formtext ��     ��
State: �formtext ��     ��
Zip Code: �formtext ��     ��
�



Family Employment Income


Name: �formtext ��     ��
Employer: �formtext ��     ��
Monthly Net: $�formtext ��     ��
�
Name: �formtext ��     ��
Employer: �formtext ��     ��
Monthly Net: $�formtext ��     ��
�
Name: �formtext ��     ��
Employer: �formtext ��     ��
Monthly Net: $�formtext ��     ��
�



Unearned Income (child support, SSI, SSDI, inheritance, retirement, interest, grants, etc.)


Name: �formtext ��     ��
Source: �formtext ��     ��
Monthly Amount: $�formtext ��     ��
�
Name: �formtext ��     ��
Source: �formtext ��     ��
Monthly Amount: $�formtext ��     ��
�
Name: �formtext ��     ��
Source: �formtext ��     ��
Monthly Amount: $�formtext ��     ��
�



Basic Household Information (who, besides yourself, resides in your home)


Name: �formtext ��     ��
Age: �formtext ��     ��
Relationship to you: �formtext ��     ��
�
Name: �formtext ��     ��
Age: �formtext ��     ��
Relationship to you: �formtext ��     ��
�
Name: �formtext ��     ��
Age: �formtext ��     ��
Relationship to you: �formtext ��     ��
�



CEL REQUEST INFORMATION


Please complete the following information and provide an original bill or invoice in the exact amount you are requesting to the referring agency.  No moneys will be given directly to you.  If your application is approved, a check will be issued to the vendor(s) listed below in the exact amount of the request.





1.	Vendor/Company Name: �formtext ��     ��
�
Address: �formtext ��     ��
Phone: �formtext ��     ��
�
City: �formtext ��     ��
State: �formtext ��     ��
Zip Code: �formtext ��     ��
�
Amount Requested: $�formtext ��     ��
Date Needed: �formtext ��     ��
Original Bill Attached �formcheckbox ��  Yes		�formcheckbox ��  No�
�
What Emergency Are you Requesting Assistance For? �formtext ��     ��
�



2.	Vendor/Company Name: �formtext ��     ��
�
Address: �formtext ��     ��
Phone: �formtext ��     ��
�
City: �formtext ��     ��
State: �formtext ��     ��
Zip Code: �formtext ��     ��
�
Amount Requested: $�formtext ��     ��
Date Needed: �formtext ��     ��
Original Bill Attached �formcheckbox ��  Yes		�formcheckbox ��  No�
�
What Emergency Are you Requesting Assistance For? �formtext ��     ��
�



3.	Vendor/Company Name: �formtext ��     ��
�
Address: �formtext ��     ��
Phone: �formtext ��     ��
�
City: �formtext ��     ��
State: �formtext ��     ��
Zip Code: �formtext ��     ��
�
Amount Requested: $�formtext ��     ��
Date Needed: �formtext ��     ��
Original Bill Attached �formcheckbox ��  Yes		�formcheckbox ��  No�
�
What Emergency Are you Requesting Assistance For? �formtext ��     ��
�



*If you are requesting assistance for vehicle repair you must possess a valid Wisconsin driver’s license and be the owner of the vehicle.  Vehicle repair costs must be estimated by at least two different auto shops and must also be deemed “worth repairing” by the automotive professional.





CEL REPAYMENT AGREEMENT


CEL are designed for a participant needing assistance because of a discrete financial crisis that cannot be resolved with personal resources and other sources are not available or have been exhausted.  Please read the following repayment information carefully.  If you do not understand the information please ask the agency representative for clarification.  If you need the services of an interpreter to fully understand this repayment agreement one will be provided to you at no cost.  Please sign this repayment agreement in the presence of an agency representative only after you fully understand the repayment conditions and your responsibilities for the CEL repayment.





The CEL is being provided to you as a no interest loan for the period of twelve-months from the date of this application.  A monthly repayment plan, which is mutually agreed upon by both you and the agency, will be retained in your case record.  All CELs will be repaid within a twelve-month period; however, the repayment time may be extended under certain circumstances up to a maximum of twenty-four months.





SIGN IN THE PRESENCE OF AN AGENCY REPRESENTATIVE


I authorize the referring agency to request and receive any information that is appropriate and necessary for the proper administration of the client expense loan (CEL).  I understand that by signing this application it does not authorize this agency, any other agency, entity, or individual to provide, receive, or exchange information about my treatment record.  I understand that this application is not a valid release for the exchange of protected health information and the confidentiality of all treatment information will be maintained.  I authorize the referring agency and the vendor(s) to exchange information solely for the purposes of processing the CEL.





In addition to the participant’s signature, a minimum of two signatures from the Referring Agency are required on the CEL Application.





I have read and fully understand the conditions of the CEL application and the repayment arrangements made with the referring agency.  I certify that my answers are correct and complete to the best of my knowledge.  As required, I agree to provide documentation to support this application.


Participant’s Signature:�
Date: �
�
Program Manager’s Signature:�
Date:�
�
Grant Administrator’s Signature:�
Date:�
�
Other Signature:�
Date:�
�
Other Signature:�
Date:�
�



A signed copy of the CEL Application must be retained in the Client Record
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