San Diego Miramar College EOPS/CARE Program Room C-301

 10440 Black Mountain Road 

San Diego, CA 92126

 Phone: (619) 388-7869 OR (858) 536-7869 Fax: (619) 388-7913

Application                      20_____






     
Name: 





_____  
Social Security Number: _______- ____- _________
                 Last Name                                                 First Name








Student ID: 






Address: 





  
Date of Birth 

  ______ / ____ / _________




                                      
Phone number: 

     (_____) ______________

 (City)


(State)                    (Zip)

E-mail:____________________________________
   
Major: ___________________________________

As of this date, are you (check one)?

​​​​​​​​​​​___ Unmarried    ____   Married ____ Separated ____ 

(single, divorced, widowed)












Yes

No
Have you ever applied for EOPS at Miramar College?



       ________
       ________
Do you or one of your children receive TANF/ CalWORKs (Cash Aid)?

       ________        ________
Date your TANF/CalWORKs benefits began? ____________________________________________________

Do you ride the bus or drive a car to school? _____________________________________________________

Whom will you be financially responsible for from July 1st through June 30th of this academic year? 

Include: 

* Yourself

* Your spouse (if applicable)

* Your dependent children

Full name



Age



Relationship











(Self)_________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

List additional dependents on another sheet of Paper.

ChildCare Needs: 

How is your childcare paid for?  _______________________________________________________________

Name of provider? __________________________________________________________________________

__________________________________________________________________________________________

Back up childcare provider? __________________________________________________________________

__________________________________________________________________________________________

Where can we reach you in an emergency? _______________________________________________________

__________________________________________________________________________________________

CalWORKs:

When did you sign your Welfare to Work (WtW) plan?

_______________________  



Name of Social Worker? _____________________________________________________________________

Phone: _________________________________
Fax: ___________________________________________

Name of Employment Case Manager?  __________________________________________________________

Phone: _________________________________
Fax: ___________________________________________

Employment Status:

Are you currently employed ?
   YES _____   NO ____    If no, would you like a part time job? _____________

If yes, what type of employment do you have? 

Job Type __________________________________________________________________________________________

Place of Employment: _______________________________________________________________________________

Paid by: (check all that apply)

Federal Work Study ___
CalWORKs Work study ___
Work Experience ___

Private Sector ___

Self Employed ___

Other ___

Full time ___
Part time ___

If you work, how may hours do you work per week? ________

All APPLICANTS READ THIS STATEMENT AND SIGN BELOW:

I hereby swear or affirm, under penalty of perjury, that all information on this form is true and complete to the best of my knowledge.  I also realize that any false statements or failure to give proof when asked may be cause for denial, reduction, withdrawal, and/or repayment of my grant.  I authorize the release of information regarding this application within SDCCD and the California Community College Chancellor’s Office. 

I further understand that at my next appointment I will need to bring my most recent notice of action regarding my Cash Aid. I will also need to have the names and phone numbers of my Social Worker and Employment Case Manager.

Applicant’s Signature








Date

******************************FOR OFFICE USE ONLY*************************************
 END OF YEAR CARE REPORTING INFORMATION

(To be completed by an EOPS/CARE staff member.)

CARE Eligibility Requirements:

YES
   NO
  


____
  ____
     

Participant is receiving CalWORKs/TANF for their household


____
  ____
     

His/her youngest child is 13 yrs. or younger


____
  ____
     

Participant is 18 yrs. old or older


____
  ____
     

Participant is a single head of household


____
  ____
     

Participant is EOPS eligible ___/___/___  (date admitted)

CARE Eligibility Status Determination:
Eligible?
YES ____
NO ___        DATE____/____/____ 
 BY____________________________
Services to award:
CARE book award $_________

CARE Gas Card     $ ________ per month
CARE Grant Eligibility Criteria:


YES
 NO


____
____
    Participant is eligible for Financial Aid 


____
____
    Participant has unmet need.    Fall ___    Spring ___
Units: ____

Agency Certification/Untaxed Income – CARE/CalWORKs Eligibility Form

The student listed below has applied for CARE funding for educational expenses at Miramar College.  The following information is needed to verify this student as eligible to receive funding and/or services from the CARE Program.  Federal regulations require that we provide proof that a student on the CARE program is currently on TANF/CalWORKs or has a child on TANF and that the student is single head of household with at least one child under fourteen.

                           









​​​​
​​​​​​
​​​
To be completed by student before submitting to agency:

I authorize the appropriate office/agency to provide the information requested by the school listed above.

Case name under which benefits are paid (please print)


Case Number

Applicant’s Signature


Date



Social Security Number

[To be completed by the agency providing benefits] This person receives the following:
[  ] TANF/CalWORKs

[  ] Food stamps

[  ] General Relief















  







Total                  
Current Monthly


[((] Benefits being received are listed below:


* Type of benefit 

      


$


$



* Type of benefit 


 

$


$


Is this student or their child currently receiving TANF?

Yes 


No 


Date they began 




Is he/she considered head of Household



Yes 


No


Is this a single parent?                                                                     Yes __________            No___________
___________________________________________________________________________________________
[((] The person (s) named above received/receives no assistance from this agency.


[((] No record

[((] Not Eligible (Reason) 








Agency Representative (type or print)










Please FAX or mail to: 
Title/official Position





Joan Thompson









San Diego Miramar College










EOPS/CARE/CalWORKs Office










10440 Black Mountain Road









San Diego, CA 92126




Signature


Date




Phone: (619) 388-7869/Fax: (619) 388-7913

 STAMP
 (         )






Telephone Number



                                              
County CalWORKs                                                                                                

AGENCY STAMP REQUIRED   

G/DATA/EOPS/CAREPROGRAM/Agency Certif Master Copy 1/4/2010
