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TO W N OF O RO NO, M AINE                                       BY APP OINTM ENT O NLY – CALL (207)866-2556                                            

 

APPLIC ATION FOR GENE R AL ASSISTA N CE (Please refer to Page 5 for Burials) 
 

PE N A L T Y FO R F A LS E RE P R ESE N T A TIO N .  Whoever knowingly and willfully makes any false representation of a material 

fact for the purpose of causing that or any other person to be granted assistance by the municipality is guilty  of a Class E crime and 

shall reimburse the municipality for that assistance. Further assistance may be denied until that person reimburses t he assistance or 

enters i nto a written agreement, which must be reasonable under the circumstances, to reimburse or that per son has been ineli gible for 

assistance for a period of 120 days, whichever period is longer.   (22 M.R.S. A. § 4315 ).       

                               

 TYP E:  In-person / Phone Intervie w            Date / Time of Appoint me nt: ______________________                  
 

1.   H O USEH O LD (Please type or print)                          

Name of Applicant:  Date of Birth: Place of 

Birth  

Social Security 

Number:  

Telephone numbers: 

Home:   

                   Cell:  

Message:  

Mailing Address:  Length of Use:  

Physical Address:  Length of Residence:  

Most  recent previous address:  Length of Residence:  

Applicant is: (Circle 

One)  Single  

Has anyone in the 

H H ever applied 

for G A in the past?     

Y ES  or   NO  

If yes,  Type of Assistance Received:  

Married    Divorced  Where:  

Separated  Wido wed When:   

Does anyone in your household have a 

warrant for their arrest because of a felony 

conviction?  

If yes, who?  Have you reached the T A NF 

60 mo. Limit? 

If yes, have you applied for 

an ext ension?  

Has your household 

applied for LIH E AP?  

 

Does everyone 

receive SN AP 

benefits? 

If so, how much?  Do you have a Government 

funded cell phone?  

Has your household filed for 

an income tax refund?  

Did you or anyone in 

your household serve 

in the U.S. Military?  

 

Has you been on a 

government funded 

rental program or 

voucher program?  

Does anyone 

receive post-

secondary 

Financial Aid?  

 

Subsidized Housing?  Is everyone in the household 

a US citizen?  

Utility Allowance?  

$ 

Total number of  

people in household:  

Number seeking 

assistance:  

Total # of people 

for whom 

applicant is 

seeking assistance:  

Is anyone sanctioned by 

TA N F? 

 

If so, who and date:  

Is anyone disqualified by 

G A?  

PE OP LE LIVI NG WIT H TH E 

AP P LIC A N T  
R E L ATIO NSHIP  DO B  Birthplace  

SO CIA L 

SE C U RIT Y #  

Disabled(D)  

Veteran (V)  

1.       

2.       

3.       

4.       

5.       

6.       

7.       

 

Please list any other person(s) or caregiver(s) and phone numbers which may be part of this process:  

__________________________________________________________________________________________________________  
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N A M ES / A D D R ESS ES OF SPO US E, EX -SPO US E, P A R E NT S, G R A N DP A R E N TS A N D C HIL D R E N’S PA R E N TS W HO 

A R E NO T M E M B E RS OF T HE I M M E DIA T E HO US EH O L D  

1. Name:  

 

 2. Name:  

 

Mailing Address:  Mailing Address:  

Relationship:  Telephone #:  Relationship:  Telephone #:  

3.  Name:  

 

 4. Name:  

 

Mailing Address:  Mailing Address:  

Relationship:  Telephone #:  Relationship:  Telephone #:  

 

2.  EM P LO Y M ENT INF O – APP LICANT  

Is applicant currently employed?  If YE S, t ype of job: 

If yes, name of employer: Address of Employer:  

Start Date:  Ho w many hours per week?  Date last wages received?  Amount?  

LIST T WO P R E VIOUS E M PL O Y E RS (if needed):  

Name:  Address:  Start Date:  End Date: 

Name:  Address:  Start Date:  End Date: 

Are you disabled?  Do you have an active 

SSI/SSDI application?  

 

 

If so, what stage of t he process are 

you in?  

 

Do you have an attorney?  If so, who?  

Have you filed an IA R?  

Under what circumstances did the Applicant leave his/her last 

place of employment?  

Date of Separation from employment : 

If unemployed, has applicant registered with the 

Maine Job Bank/Career Center ?  

Highest level of education 

completed:  

Was applicant in the military?  Branch?  

Job Skills: 

 

EM P LO YM ENT INF O – O TH ER H O USEH O LD M EM BER - Name: ____________________________  

Is member currently employed?  If YE S, t ype of job: 

If yes, name of employer: Address of Employer:  

Start Date:  Ho w many hours per week?  Date last wages received?  Amount?  

LIST T WO P R E VIOUS E M PL O Y E RS :  

Name:  Address:  Start Date:  End Date: 

Name:  Address:  Start Date:  End Date: 

Are they disabled?  Do they have an active 

SSI/SSDI application?  

 

 

If so, what stage of t he process are 

they in?  

 

Do you have an attorney?  If so, who?  

Have they filed an IAR?  

Under what circumstances did this  member leave his/her last 

place of employment?  

Date of Separation from employment?  

If unemployed, has member registered with the 

Maine Job Bank/Career Center ?  

Highest level of education 

completed?  

Was member in t he military?  Branch?  

Job Skills: 
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3.  P ERSO NAL ASSETS – PRO P ERTY W H ICH H AS EQ UITY  

ASS E TS: Check yes for each asset ow ned and enter the value.  Enter who in the household owns the asset.  

T YP E OF ASS ET    
V A L U E  ASS E T O W N E D B Y  

A.  Home   $   

B.  Real Estate (other than home)   $   

C.  Investments : Stocks, Bonds, Retirement Account(s ),                              

      Life Insurance, etc.  

  

$  

 

D.  Vehicle(s)  i.e., car, truck, motorcycle)   $   

      Additional:   $   

E.  Recreational Vehicle (s )                                                                                    

     (i.e., camper, ATV, snow mobile, boat)  

  

$  

 

      Additional:   $   

F.  Other items of value (Guns / Coins / Jewelry)   $   

 

4.  P ROJECTED 30 DAY INCO M E  

INC O M E: Check YE S or N O  for each type of i ncome.  Enter the amount of all money to be received (in the next 30 days) by: (1) the 

applicant; (2) the applicant’s family; and (3) unrelated household members.  Report how often income is received.  

T YP E OF 

INC O M E  
  

M O NE Y A PP LIC A N T 

R E C EIV ES  

M O NE Y F A MIL Y 

R E C EIV ES  

M O NE Y O TH E RS 

R E C EIV E  

OFFIC E 

US E 

ON L Y  

A M O U N T  FR E QU EN C Y  A M O U N T  FR E QU EN C Y  A M O U N T  FR E QU EN C Y  
M O NT H 

TO T A L  

A. Employment  
 

$   $   $   $  

B. TA NF  
 

$  $   $   $  

C. Social Security  
 

$   $   $   $  

D. Military/ 

Veteran Benefits 

 

$   $   $   $  

E. Retirement or 

Pension Plan  

 

$   $   $   $  

F. Unemployment 

Benefits 

 

$   $   $   $  

G. Worker’s 

Compensation  

 

$   $   $   $  

H. Child Support/ 

Alimony 

 

$   $   $   $  

I. SSI-

Supplemental 

Security Income  

 

$   $   $   $  

J. Bank Accounts 

& Cash on Hand  

 

$   $   $   $  

K. Income/In kind 

from Relatives  

 

$   $   $   $  

L. Other (please 

specify)  

 

$   $   $   $  

For Repeat Applicants Only:  

M. Investment Asset(s) Value (See Section 5, C)  $  

N. Misspent Income & Unverified Expenditures (during the last 30 days)  $  

SU B TO T A L – MO N TH L Y HO USE HO L D IN C O M E  $ 

O. LESS: Total verified monthly work-related expenses:  Child Care: $________     Mileage: (RT miles ____* # of days 

a week: ____* # of weeks per month: ______*  ordinance mileage:_____ )=_________    Other:  

___________________  $ 

TO T A L – MO N TH L Y HO USE HO L D IN C O M E  

$ 
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5.  EXP ENSES FO R TH E 30-DAY P ERIO D …  

M O NT H L Y EX P E NSE S  
A C T U A L COS T FO R 

N EX T 30 D A YS  

M AX I M U M A M O U N T  

(OFFIC E US E ON L Y)  

A L LO W E D A M O U N T 

(OFFIC E US E ON L Y)  

 1.  Food  
$ $  

$ 

 

 2.  Rent – Landlord Name and Address:  

 

 

 $ $  $ 

 3.  Mortgage – Mortgage Holder:  $ $  $ 

 4.  Electricity –Hot Water Y/N                            

      Electric Heat Y/N  $ $  $ 

 5.  LP Gas  $ $  $ 

 6.  Heating Fuel   T YPE:  $ $  $ 

 7.  Household/Personal Supplies  $ $  $ 

 8.  Prescriptions/ Medical  $ $  $ 

 9.  Water / Se wer $ $  $ 

10. Cable / Internet / Cell Phone  $ $  $ 

11. Other (specify)  $ $  $ 

 $  $  $ 

TO T A L MO N TH L Y  

HO US EHO L D EX P E NS ES  $ $  $ 

 

6.  O TH ER EX PENSES -UNSECU RED DEBTS  

NO T E: The administrator should be aware of the following to gain an underst anding of the applicant’s financial situation.  

A.  Do you have any debts (i.e., bank loans, car payments, credit cards)?                                 YES                  NO  

If YE S, give (1) name; (2) purpose money was borrowed; and (3) amount (list below) .  

N A M E  PU R POS E  A M O U N T  

1.    $ 

2.    $ 

3.  $ 

 

7.  G ENER AL ASSISTAN CE REQ UESTED – WH AT YO U NEED …  

ASSIST A N C E R EQ U ES T E D: Please place check mark next to type of assistance being requested and enter the amount .  

  ASSISTANCE  AM O UNT     ASSISTANCE  AM O UNT  

 1. Food  $   7. Personal Supplies  $ 

 2. Rent  $   8. Prescriptions/ Medical  $ 

 3. Mortgage  $   9. Water / Sewer  $ 

 4. Electricity  $  10. Other (Specify): $ 

 5. LP Gas  $ 
 

TO T A L ASSIST A N C E                                     

R EQ U ES T E D  

 

$  6. Heating Fuel  $ 

 

NO T E:  PL E ASE D E T AIL A N Y A D DITIO N AL I NFO R M A TIO N WHIC H IS NO T OU T LIN E D IN THIS A PP LIC A TIO N 

W HIC H SHO U L D B E CO NSID E R E D …  

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________  
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SUPPLE ME NTAL PART B.  BURIAL OR CRE MATIO N  REQUEST F OR  GE NERAL ASSISTA NCE  **O NLY  
 

**O NL Y C O MPL ET E IF SEE KIN G A SSIST A N CE WIT H B URIA L OR C RE M A TIO N SER VICES … Th e father, mother, 

grandfather, grandmother, children, or grandchildren, by consanguinity, or t he spouse or registered domestic partner (R DP) are 

responsible for the burial or cremation costs of t he eligible person in proportion to their respective abilities.  

M RS Title 22, Chapter 1161, §4313  

 

DECEASED NA ME: __________________ _______ ADDRESS: ____________________________________________  

DATE OF DEATH: ________________________  AGE: ________  SS#: _______________________________  

PEOPLE LIVING WITH THE DECEASED: ___________________________________________________________________  

ASSET: REAL ESTATE V ALUE: $_____________________ MORTGA GE A MOU NT: $_____________________  

MOTOR V EHICLES/V ALUE: _______________________ OTHER: ______________________________________________  

SO URCES FOR ASSISTANCE:  

SOCIAL SECURITY: $________________ DEATH BENEFIT: $________________  VETERAN AD MIN. : $________________ 

LIFE INSURA NCE: $________________ PENSION: $_______________  BANK/ACCOU NTS: $_____________________   

FAMILY ME MBERS  NA ME  ADDRESS TOW N/CITY  STATE/ZIP PHO NE #  AMO U NT 

ABLE TO PAY 

SPOUSE/RDP:       $ 

GRAND PARENTS:       $ 

     $ 

PARENTS:       $ 

     $ 

CHILDREN:       $ 

     $ 

     $ 

     $ 

     $ 

GRANDCHILDREN:       $ 

     $ 

     $ 

     $ 

GO FU ND / 

DONATIONS  

      

$ 

 

TOTAL OF FA MILY CONTRIBUTIONS / GOF UND / IN -KIND DON ATIONS  

 

$ 
 

PERSONAL REPRESENTATIV E OF THE DECEASED’S ESTATE:  

NA ME: ____________________ PHO NE #: _______________________ SIGNATURE: ____________________________  

ADDRESS: _________________________________________  

FUNERAL DIRECTOR’S NAME: ____________________________ PHO NE #: ___________________________  

ADDRESS: ________________________________________  DATE CONTACTED: ___________________________  

PLEASE D O NOT WRITE BELO W T HI S LINE  

 

G en eral Assista n ce A d ministrat or: _____________________________________________  Date: ____________________  
  

                     CREMAINS                      FULL -SIZE                                                      A mou nt Auth orized: ____________________  
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CLIENTS U N DERSTA N DIN G AN D RELEASE OF INF OR M ATION  

This release must be read and signed before any general assistance application is considered.  
 

Na me: _____________________________________ Social Security Number: _____________________  
 

ST ATE ME NT BY APPLICANT:  I hereby affirm that the facts in this appli cation are true, correct, and 

complete, and that I have not knowingly withheld any information.  I understand that the General Assistance 

Administrator has the right to verify and discuss any information necessary to determining my eligibility and 

hereby give my consent.  I understand if I refuse to give m y consent, it may result in not being eligible to 

receive assistance.  Therefore, I hereby give my permission for the General Assistance Administrator to contact 

the following specific sources or persons t o verify and discuss any/all informational material to the 

determination of General Assistance eligibility for my household:  
 

•  Any or all persons including relatives, organizations, or bus inesses referenced in this application including but not 

limited to:  Independent Attorneys, Advocates and or Case Managers.  

•  The applicant/household’s past, present and/or future landlord.  

•  The applicant/household’s bank(s) or financial institutions.  

•  The applicant/household’s present, past or potentia l employer(s ).  

•  The Department of Health and Hu man Services or any Department of the State of Maine, the Federal 

Government, or the Town of Orono including but not limited to: Probation Officers, Law Enforcement Officers, 

Motor Vehicle Depart ment, Social Security Ad ministration, H omeland Security, Im migration & Naturalization, 

Maine Department of Labor, Une mployment, Vocational Rehabilitation, etc.  

•  Area social service agencies, including but not limited to: Penobscot County Com munity Action, PC HC, The 

Salvation Army, Catholic Chari ties, The Maine Way Inc., Representative Payee Services, etc.  

•  Persons/Vendors to whom the applicant/household owes or regularly pays money, including but not limited to any 

utility company, the area fuel dealer(s), automobile dealerships, etc.;  

•  Any phys ician who has information related to the ability of the applican t to work or receive other benefits; 

Counseling Services, Inc., Partial Hospital Services of SM H C, or other mental healthcare facility and/or 

professional.  

•  Housing Authority of the City of Old Town, The Housing Foundation or other subsidized housing progra ms.  

• By signing this, I also grant my case manager: ________________________________  or assigned 

advocate: _____________________________ to work with the Town of Orono on my behalf for the 

purpose of obtaining general assistanc e. 

 

I understand that for the purpose of life and safety reasons, the Town of Orono Code Enfo rcement 

Officer/Health Officer may complete an inspection on my unit, i f one has not been completed in the past year.   

I also understand that i f I com mit General Assistance fraud, information pertaining to the fraud may be released 

to the Orono Police Department or DHHS fraud investigators.  This release  is valid for one (1) year from the 

date signed.  I hereby consent to be considered for the Orono Ge neral Assistance Program.    
 

Applicants Signature ____________________________________________  Date __________________  

 

Administrator Signature _________________________________________  Date __________________  
 

 

Administrator: Please check with client to be sure they understand the following information. 
 

In accordance with Maine law (22 M.R.S.A. § 4321) you have the right to be given a writ ten decision 

concerning your application within 24 hours of submitting a com pleted application.  If you disagree with the 

administrator’s decision on the application, you have the right to a  fair hearing before an impartial hearing 

authority.  If you believe that the municipality has violated state la w with respect to your application, you 

have the right to notify the State Department of Health and  Human Services in Augusta (1 -800-442-6003) 
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                                                              APP LICA NTS:    DO NO T CO M P LETE – OFF ICE WO RK SH EET  

8.  USE OF INCO M E - P RIO R 30 DAYS (Office use only)  

Income:  $  (Use of income may not bar eligibility for applicants in a 

life-threatening emergency or initial applicants)   $  

 $  

Total: (A)  $  

Household Receipts  Other Receipts  

Food $ Phone  $  

Housing  $ Internet $  

Utilities  $  Cable  $  

Propane  $ Tobacco  $ 

Fuel  $  Alcohol $  

Household  $ Magazines  $  

Personal $  Pet Food $ 

Med/Presc.  $  Fines/bails $  

Water  $  Other: $  

Sewer  $   $  

Other:  

$  

Total:                                 (C)   

$  

  

$  

Total Income:                    (A)   

$  

Total:  

(B) 

 

$  

Less Total Receipts:          (B)   

$  

Notes:  Plus Misspent Money:      (C)   

$ 

Plus Difference Between  

(A)-(B)+(C) - Unaccounted  

 

$  

(A)  Total Added to Line “N, 

section 5”:  

 

$  

 

9.  DEFICIT (Office use only)  

A.  Overall Maximum Level of                                                   

Assistance Allowed  

(See G A Ordinance Appendix A)  $ 

 D.  Deficit  

      (If line A is great er than line B)  

$ 

B.  Income 

(See Section 5)  

 $ 

E.  *Surplus  

      (If line B is greater than line A)  

$ 

C.  Result  

      (Line A minus line B)  

$ 

* Note:  If a surplus exists, applicant is not eligible for regular 

G A.  Proceed to Section 10 to determine if “unmet need” 

results in eligibility for “emergency” G A   
 

10.  UNM ET NEED (Office use only)  

A.  Allowed Expenses  

      (See Section 7)  

$ 

 D.  Un met Need  

      (Amount from line C, but only if line A 

is greater than line B)  $ 

B.  Income 

     (See Section 4)  $ 

E.  Deficit   

     (See Section 9, line D)  $ 

C.  Result  

     (Line A minus line B)  $ 

F.  A mount of GA Eligibility  

     (The lower of line D and line E)  $ 

 

INST R U C TIO NS:  

1)   If Section 9, line B (income) is greater than line A (overall maximum), then applicant has a surplus of $_____________ and 

will not be eligible for General Assistance unless t he G A administrator determines there is need for emergency assistance.  

2)  If Section 10, line A (allowed expenses) is greater than line B (income), the result will be an “Unmet Need”  (line D).  

3)  If there is both an “Unmet Need” (Section 10, line D) and a “Deficit” (Section 10, line E), the applicant will  be eligible fo r 

the lower of the two amounts.  This lower amount is the amount of assistance the applicant is eligible for in the next 30 -day 

period, or a proportionate amount for a shorter period of eligibility (i.e., if the applicant needs one week’s w orth of G A 

assistance, t hey should receive ¼ of the 30-day amount).  
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 1-800-442-6003                                                                     APPLI C A NT S:    DO N O T CO M PL E T E – OFFIC E WO R KSH E ET  
 

 

Name: _______________________________ DO B: ________________ _ SS #_________________________  
 

Was the State contacted?   YE S or NO       Did you leave message?  YES or NO   When: _________________  
 

Spoke to Agent: _____________________________________ Date / Time: ___________________________  

 

ASSISTANCE  AM O UNT     ASSISTANCE  AM O UNT  

1. Food  $   6. Personal Supplies  $ 

2. Rent  $   7. Prescriptions/ Medical  $ 

3. Mortgage  $   8. Water / Sewer  $ 

4. Electricity  $   9. Other (Specify): Funeral, etc.  $ 

5. LP Gas / Oil / Heat Product  $ 
 

TO T A L ASSIST A N C E R EQ U ES TE D  
 

$ 
 

     WAS EITH ER APP LICA NT TERM INATED O R VO LUNTA RILY Q UIT?                    YES O R NO  
  

     IS THIS AN ACTIVE SO CIAL SECURITY DISABILITY CASE?                                    YES O R NO  
 

     IF REPEAT APP LICATIO N, WERE CO N DITIO NS M ET?                                               YES O R NO  

 

State of Maine Income Allowance for _________ Adults & _________ Children is:  $__________________  
 

Were there any variables which must be considered during the approval process? 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________  

 

WILL TH E STATE CO VER 70%?   YES or NO          Approved Amount: $______________________ __  

 

Please list the conditions or services client must complete for release of funds or  re-application: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________  

 

Any other information provided from the state which must be noted? 

__________________________________________________________________________________________

__________________________________________________________________________________________  

 

If applicant is denied or disqualified, please detail the reasons why the decision was made:  

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

_______________________________________ _____________________________________________________________________  

 

Agent: _______________________________________ Notice M ail Date: ____________________________  


