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1408 Genesee Street
Utica NY 13502
315-724-2158 ext. 2248 
Financial Assistance Request Form
(This Request can take up to 14 business days to process)

Todays Date: __________________________________________

Name (First & Last): ______________________________________   Date of Birth: ______________________
Address: _____________________________ City: _________________________   Zip Code: ____________________
Phone Number: ____________________________  Email Address: __________________________________________
Preferred Method of Contact: ___________________________
Request Information
Have you received financial assistance within the past 18 months?  Yes or No 
What type of financial assistance are you requesting? Utilities/ Medication / Transportation? Other: ___________________
What is the amount of the bill/ request? $ _______________________ (Request exceeding $200.00 may be denied). 
What is the deadline date, if applicable? ____________________ (Please Note: Payments can take up to 14 business days). 
Are you currently employed? _____________If yes, where? _____________________ Length of Employment: _________
What is the total monthly household income from ALL sources (Employment, Social Security, Disability, Child Support, Public Assistance): $____________________. 
How many people are in the household? Adults: ________ Children (under the age of 18): _________ 
Have you contacted other agencies for assistance in this matter?  Yes or No 
If yes, what agency and who did you speak with? 
Agency: ______________________________________ Name of Contact: ________________________________ 
Phone Number: _______________________ Email (if applicable): ______________________________________

Agency: ______________________________________ Name of Contact: ________________________________ 
Phone Number: _______________________ Email (if applicable): ______________________________________

Agency: ______________________________________ Name of Contact: ________________________________ 
Phone Number: _______________________ Email (if applicable): ______________________________________
How did you hear about Catholic Charities Emergency Assistance?  
211 / Friend / Family / Internet/ Counselor/ Pastor/ Employee/ Other: _________________________________________ 
Are you currently working with a Care Manager? (Adult Care Manager or Children’s Care Manager): _______________ 
If yes, please provide the following: 
Agency: ____________________________________________________________
Name of Care Manager: _______________________________________________ 
Care Manager Phone Number: __________________________________________
Care Manger Email Address: _____________________________________________
Please explain the circumstances or reason why you are requesting assistance at this time: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ______________________________________________________________________________________________________
	Submitting this form to Catholic Charities does not guarantee that your financial need will be approved. Each request is reviewed upon receipt, and a limited number approved based on funds available. You will be contacted by phone if you are approved or additional information if needed. If your request is denied/ unable to be accommodated, you will receive written notice in the mail with the denial reason.  

I affirm that all of the information provided here is accurate and true.
Signature: __________________________________________ Date: _______________________________________ 

Please submit this form by mail, in person or email: 
Catholic Charities Emergency Assistance - 1408 Genesee Street Utica NY 13502
kflynn@ccharityom.org ; Fax: 315-735-7754

Agency Use Only: 
Received by: __________________________________   Date: ____________________________________
Reviewed by: ___________________________________ Date Reviewed:____________________________ 
Intake Date Scheduled for: ________________________  
If Denied, date client was notified & method: ______________________________________________________
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