A. APPLICANT INFORMATION SWA ICDBG ARP Grant 22-RP-46-14480
Elderly 60 YEAR OR OLDER-ONE ITEM PER ELDERLY HOUSEHOLD

01. NAME:
{Last, First, Middle) {Maiden Name, if any)

02. CURRENT MAILING ADDRESS:

{P.0. Box} {Town/City) {Stata} (Zip Code)
Physical residential address {notify us of updates):

(Town/City) {State) (Zip Code)

Description of Where you Residence is located:
03. COMMUNITY:
04. PHONE #: CELL #: . MESSAGE #:

B. ONE APPLICATION PER FAMILY RESIDENCE

01, List the name of the Head of Household for the Elder which must be 60 years or older

Name (last, first, middle): Self Date of Birth:

How Many in your Household: Number in the household

01a, This is a grant that must be within the boundarles of the § counties Rosebud Sioux Tribe

02. Answer the following questions by circling either no or yes.

Have you ever applied for assistance before? | No Yes When?
Do you cumently live in a SWA rental No Yes Unit #:
housing?

C. INFORMATION ~ Attach a copy to verify your Enrollment Card or DIB Abstract

D. INFORMATION

CIRCLE ONLY ONE NUMBER ON EACH ITEM AND YOUR MOST NEED IS NUMBER 1 BEING PRIORITY. This doesn’t allow
Authorization of approval because of limited items but will be able to help some participants due to limited amount of

Funding. Specify if you are Handicapped

Hot Water Healer 1 Do you have LP Gas or Electric? Size
WASH MACHINE 1

DRYER 1

REFIGERATOR 1

RANGE STOVE 1 Do you have LP Gas or Electric?

AIR CONDITIONERS
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Approved Applicant Disapproved Applicant
SWA Signature/Date

E. APPLICANT CERTIFICATION

PRIVACY STATEMENT
Part 246 of 25 CFR, established under the mechanism of the Snyder Act, 25 USC 13, provides for the collection of this information.
The primary use of this information is by an officer or employee of the Federal or Tribal Housing Office to determine eligibility fora
grant for services provided under the Housing Improvement Program. Additional disclosures of the information may be to a Bureau
of Indian Affairs or Department of the Interior employee in the conduct of a program review or audit, or to a Federal Law
Enforcement Agency when the agency becomes aware of a violation or possible violation of civil or criminal law. Fumishing the
information on this form is to establish eligibility for your participation in the program.

Please read this certification carefully before you sign and date your application.
| certify that all the answers given are frue, complete and comrect to the best of my knowledge and belief and they are made in good
faith.

X

Applicant’s signature Date

X

Spouse’s signature Date

PAPERWORK REDUCTION ACT STATEMENT
This information is being collected to select eligible families or individuals fo participate in the Housing Improvement Program. You
are not required to respond to this collection of information unless it displays a currently valid OMB control number. This information
will be used fo determine the eligibility and the ranking of the applicant. Response to this request is required to obtain a grant for
services in accordance with 25 CFR 256.

ESTIMATED BURDEN STATEMENT

Public reporting burden for this form is estimated to average 30 minutes per response including the time for reviewing instructions,
gathering and maintaining data, completing and reviewing the form. Direct comments regarding the burden estimate or any other
aspect of this form to: Bureau of Indian Affairs Information Collection Officer, 1849 C Street NW, Washington, DC 20240.
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