Revised August 22, 2005


The Lexy Bowen Community Fund is committed to helping people with emergency non-HIV related needs. Please read this application carefully before you apply for assistance from the Lexy Bowen Community Fund.  You could be turned down for the following reasons:  the application was not completed properly, proper documentation was not supplied, or you simply do not qualify for assistance from this Fund. Prior to filling out this application, please make sure you read everything carefully.  Then when you start, fill out this form completely.  A new application is required each time assistance is requested. Assistance is limited to $1,000 maximum per year. There must be at least a 6-month time lapse between applications. No assistance will be granted without the proper application on file. In accordance with the rules established by ICOH-Space City Empire/Lexy Bowen Community Fund Proclamation, all decisions regarding assistance will be made by the Lexy Bowen Community Fund Committee.

If your application is denied, we will promptly return the original of all bills submitted with the application along with an explanation of why your request was denied.

The Lexy Bowen Community Fund will provide TEMPORARY and EMERGENCY financial assistance for:

Utilities 



Rent  (Applicant’s Legal Portion Only)


Prescription cost



Medical (including eye and dental care)



Other (show proof of need)

To submit an application for assistance you must first:

Submit a NEW application for EACH REQUEST to the Lexy Bowen Community Fund.

Applications must be filled out completely with no blank spaces and the following documentation must be provided before you application will be considered:

1. Copy of current test results showing a negative HIV result

2. Original Medical Statement from doctor’s office showing amount due

3. Original prescription information from pharmacy showing cost of medication

4. Completed and signed copy of lease agreement, if you are requesting rental assistance

5. Complete original bills (not copies) if you are asking for assistance for any of the following:

· Natural Gas

· Electricity

· Water

· Telephone

· Other

PLEASE NOTE:  WE ONLY PAY PROVIDERS OF SERVICE. NO PAYMENTS WILL BE MADE DIRECTLY TO ANY APPLICANT

1. Mail your completed application to:
ICOH-Space City Empire







Lexy Bowen Community Fund








P.O. Box 980016








Houston, TX 77098-0016

If you have any questions or need assistance with completing your application please call (713) 226-2220 and leave a message, or e-mail us at LBCF@SPACECITYEMPIRE.ORG and one of our Lexy Bowen Community Fund Co-Chairs will return your call.  All information provided as well as applicant names will be strictly confidential.

All decisions of the Lexy Bowen Community Fund Committee shall be final.
Thanks for your cooperation!
APPLICATION FOR ASSISTANCE
This application must be fully completed to be considered by the Lexy Bowen Community Fund, 

and must be accompanied by all required attachments.

PLEASE PRINT NEATLY OR TYPE   (every blank MUST be filled)
Full, Legal Name: ________________________________________  

Date of Birth: ______________________ 
Age: ________

Address:    ______________________________________________
Apt #:
__________                                                                                                                                           

City: _____________________ 
State:___________  Zip: _______________ 

 S.S.#: ___________________________________

Home phone: ____________________
May we leave a message? : ____________
Alternative Name & Phone:
____________________________________________





____________________________________________

May we contact this person if need be? :
___________

We will NOT return telephone calls to pagers!

How many persons live in your household?  ________ 

NAME
RELATIONSHIP
D.O.B.
DEPENDENT (Y/N)


























Charitable Organization

Have You

Applied?

Date of

Application

Amount

Received

Contact Person











AIDS Foundation / Stone Soup  

( No   ( Yes

_____________

$ ________

_________________________

Bering Omega Community Services  

( No   ( Yes

_____________

$ ________

_________________________

Brentwood (Project W.A.I.T.T.)  

( No   ( Yes

_____________

$ ________

_________________________

Diocesan AIDS Ministries (DAM)

( No   ( Yes

_____________

$ ________

_________________________

Emergency Aids Coalition

( No   ( Yes

_____________

$ ________

_________________________

Harris County Social Services  
 
( No   ( Yes

_____________

$ ________

_________________________

PWA Coalition  

( No   ( Yes

_____________

$ ________

_________________________

Windsor Assistance Ministries (WAM)  

( No   ( Yes

_____________

$ ________

_________________________



( No   ( Yes

_____________

$ ________

_________________________

If you were denied assistance from any organization, please state why:  (use separate piece of paper, if necessary)  ___________________

 ________________________________________________________________________________________________________

Amount

Requested

TYPE OF ASSISTANCE YOU ARE SEEKING (( = what you need to attach to this application)




$ ___________

RENT:
(
COMPLETE COPY of your signed lease must be attached for rent help (every page!)



Address for mailing

Rent Payment:

Landlord's Name: ___________________________________________ Phone: _____________________

Check Paid to: ________________________________________________________________________

Street / PO Box: _______________________________________________________________________

City:  ______________________________________  State:  _________  Zip: _____________________







$ ___________

NATURAL GAS:
(
Complete, original bill must be attached (not a copy)!

$ ___________

ELECTRIC:
(
Complete, original bill must be attached (not a copy)!

$ ___________

WATER:
(
Complete, original bill must be attached (not a copy)!

$ ___________

TELEPHONE:
(
Original First Page of current bill must be attached (not a copy)!

$ ___________

EYE EXAM / EYEGLASSES


PERSONAL FINANCIAL INFORMATION



Income Information



Expense Infomration

$ ___________

Present Salary/Income

$ __________

Child Support Paid Out

$ ___________

Amount of SSI/SSD 

$ __________

Monthly Rent Payment

$ ___________

Amount of VA/Military Benefits

$ __________

Monthly Car Expense (Gas & Insurance ONLY)

$ ___________

Employer’s Long-term Disability Insurance

$ __________

Monthly Food & Clothing (Approximate)

$ ___________

Private Long-term Disability Insurance

$ __________

Monthly Utility Bills (Approximate)

$ ___________

Child Support Received

$ __________

Monthly Medical Services (Approximate)

$ ___________

Other Income - List

$ __________

Other Expenses - List

FORMS OF PUBLIC ASSISTANCE AND AMOUNTS YOU RECEIVE








Do you receive any form of public assistance i.e. (Welfare, AFDC, WIC, Food Stamps/Lone Star Card )?    ( No    ( Yes

Amount

Type of Assistance Received

Amount

Type of Assistance Received









$ __________

_____________________________________

$ __________

____________________________________

$ __________

_____________________________________

$ __________

____________________________________

$ __________

_____________________________________

$ __________

____________________________________

Please supply any other information you want us to consider: 

I, the undersigned, have completed the foregoing Application for Assistance from the Lexy Bowen Community Fund for the purposes of securing financial assistance.  I certify that all answers contained herein are true and correct.  I agree that the Lexy Bowen Community Fund may make any such inquiries deemed necessary to verify such information, including, without limitation, credit checks.  Further, I specifically authorize the Lexy Bowen Community Fund to provide, receive and exchange information with other care and service providers regarding my past and present benefits provided by these agencies to me.  I authorize all agencies to release information to the Lexy Bowen Community Fund regarding past and present benefits provided by those agencies to me.  I release ICOH – The Space City Empire, Lexy Bowen Community Fund and all persons, firms and/or entities providing information to the Lexy Bowen Community Fund from any and all liability that may arise as a result of the exchange of this information.  A copy of this release shall have the same effect as the original.

Signed:
___________________________________________________

Date: 
___________________________________________________

