MASSACHUSETTS REFUGEE RESETTLEMENT PROGRAM (MRRP)

APPLICATION FOR REFUGEE BENEFITS/SERVICES
                                                                                                                                                                                                                                                                                        ORI/MRRP Form No. 1  

(Alterations to Content Prohibited)

Massachusetts Refugee Resettlement Program (MRRP)
APPLICATION FOR REFUGEE BENEFITS/SERVICES

Head of Assistance Unit

	Last Name

                                                                   1
	First Name

                                                         2
	Middle Name (s)

                                                                     3                                                                          
	Immigration Status

 FORMCHECKBOX 
   Refugee

 FORMCHECKBOX 
   Asylee

 FORMCHECKBOX 
   Cuban/Haitian Entrant

 FORMCHECKBOX 
   Other  ________________

                                                              4            

	Alien Registration Number

                                                                   5                                               
	Social Security Number

                                                                 6
	Date of Entry/Asylum Grant

                                                                     7
	Date of Birth

                                   8
	Gender

                      9

	Street Address

                                                                                                                                         10
	City/Town/Zip Code

                                                                   11                                                                           
	Telephone Number

                                                                      12

	Resettling VOLAG

13


	Country of Origin

14
	State of Initial Resettlement

 FORMCHECKBOX 
   MA

 FORMCHECKBOX 
   Other 

15  
	Number in Assistance Unit

  ____________

16
	Cash Assistance Type

 FORMCHECKBOX 
   RCA

 FORMCHECKBOX 
   TAFDC

 FORMCHECKBOX 
   MG

 FORMCHECKBOX 
   SSI

 FORMCHECKBOX 
   No Cash
17                                
	Referrals and Date(s) of  Referral for Cash Assistance
 FORMCHECKBOX 
   DTA  / TAFDC ________
 FORMCHECKBOX 
   SSA / SSI  ___________
18
	In-Kind Emergency Assistance Needed?
 FORMCHECKBOX 
    Yes

 FORMCHECKBOX 
     No
19


	Number of Dependents in Assistance Unit                                         20               
	
	
	Number of Other Members in Filing Unit                                    21                              
	


	Case Management Agency
	Case Manager Assigned
	Date of  Initial Intake
	Date of Application

                                                                      

	25

	22                                                                                                         
	23
	24
	Action Taken

 FORMCHECKBOX 
   Approved

 FORMCHECKBOX 
   Denied                        

26
	Exemption

 FORMCHECKBOX 
  Temporary
 FORMCHECKBOX 
  Permanent
27


Dependent Information (for Assistance Unit Members only)
	Last Name

                                                  28
	First Name

 29
	M.I.

30
	A#

 31
	SS#

32
	D.O.B.

 33     
	D.O.E.

34
	Gender

 35
	Relationship to  Head of AU

36                       
	Immigration Status

 FORMCHECKBOX 
   Refugee

 FORMCHECKBOX 
   Asylee

 FORMCHECKBOX 
   Cuban/Haitian Entrant

 FORMCHECKBOX 
   Other  ____________

                                       37

	Last Name

                                                 
	First Name

                         
	M.I.


	A#

                              
	SS#

                            
	D.O.B.

       
	D.O.E.


	Gender
	Relationship to  Head of AU
	Immigration Status

 FORMCHECKBOX 
   Refugee

 FORMCHECKBOX 
   Asylee

 FORMCHECKBOX 
   Cuban/Haitian Entrant

 FORMCHECKBOX 
   Other  ____________



	Last Name

                                                 
	First Name

                         
	M.I.

 
	A#

                             
	SS#

                             
	D.O.B.
	D.O.E.


	Gender
	Relationship to  Head of AU
	Immigration  Status

 FORMCHECKBOX 
   Refugee

 FORMCHECKBOX 
   Asylee

 FORMCHECKBOX 
   Cuban/Haitian Entrant

 FORMCHECKBOX 
   Other  ____________



	Last Name

                                                 
	First Name

                         
	M.I.


	A#

                              
	SS#

                             
	D.O.B.
	D.O.E.
	Gender
	Relationship to  Head of AU
	Immigration Status

 FORMCHECKBOX 
   Refugee

 FORMCHECKBOX 
   Asylee

 FORMCHECKBOX 
   Cuban/Haitian Entrant

 FORMCHECKBOX 
   Other  ____________




Other Members of the Filing Unit (who are not in Assistance Unit)
	Last Name

                                             38                                      
	First Name

                             39
	M.I.

40
	A#

                               41
	SS#

                           42
	D.O.B.

 43
	D.O.E.

44
	Gender

           45
	Relationship to  Head of AU

46
	Immigration Status

 FORMCHECKBOX 
   Refugee

 FORMCHECKBOX 
   Asylee

 FORMCHECKBOX 
   Cuban/Haitian Entrant

 FORMCHECKBOX 
   Other  ____________

                                         47

	Last Name


	First Name
	M.I.
	A#
	SS#
	D.O.B.
	D.O.E.


	Gender
	Relationship to  Head of AU
	Immigration Status

 FORMCHECKBOX 
   Refugee

 FORMCHECKBOX 
   Asylee

 FORMCHECKBOX 
   Cuban/Haitian Entrant

 FORMCHECKBOX 
   Other _____________



	Last Name


	First Name
	M.I.
	A#
	SS#
	D.O.B.
	D.O.E.


	Gender
	Relationship to  Head of AU
	Immigration Status

 FORMCHECKBOX 
   Refugee

 FORMCHECKBOX 
   Asylee

 FORMCHECKBOX 
   Cuban/Haitian Entrant

 FORMCHECKBOX 
   Other _____________




Current Employment/Self Employment (of Assistance Unit Member(s) and Other Member(s) of the Filing Unit)
	Employed Person

48                                                                                         
	Employer Name and Address

49                                                                                                                                   
	Hrs./Wk.

                 50
	$/Hr.

                         51                                        

	Employed Person


	Employer Name and Address
	Hrs./Wk.


	$/Hr.

	Self-Employed Person                                                

                                                                                                                                                        52               
	Type of Business

53
	Quarterly Income

                         54                                                                                


Unearned Income

	Person Receiving Income

                                                                                                                         55
	Type of Income

                                                                              56                                                                             
	Frequency

                                   57                                
	Amount

                           58

	Person Receiving Income


	Type of Income
	Frequency
	Amount


In-Kind Income

	Type of Income     

                                                                                                                                                59                                                                        
	Value                                                                     

                                     60                                                                                               
	Period Covered  

                                                          61                               

	
	
	

	
	
	


	Roomer Income


	                                                     Boarder Income



	Income from Roomers

                                                                                                            62
	                                                    
	 Income from Boarders 

                                                                                                        65

	Business Expenses

                                                                                                            63
	
	Business Expenses

                                                                                                        66

	Net Income from Roomers

                                                                                                            64
	
	Net Income from Boarders

                                                                                                        67


Agreement

	I certify under penalty of perjury, that I have read or have had read to me the information given in this application, and that such information is true to the best of my knowledge.  I understand that giving false or misleading statements or misrepresenting, hiding or withholding facts, either orally or in writing to establish or maintain eligibility for the Massachusetts Refugee Resettlement Program (MRRP), including but not limited to Refugee Cash and Medical Assistance, is fraud and is punishable by civil and criminal penalties.

I am aware of my responsibility to report promptly (within 5 working days) in person, by phone or by mail to my Case Manager or Case Management Agency any changes in employment, income, assets, address, living arrangement, family size, health insurance coverage, or any other circumstances of any members of my filing unit that may affect the eligibility of my assistance unit for MRRP benefits.  

I understand that I must also report to my Case Management Agency if I or any member of my filing unit files a claim or sues someone for damages or settles a lawsuit or legal claim.

I have read the “MRRP Client Rights and Responsibilities,” and the “MRRP Program Participation Requirements and Procedures” or have had them read to me, and I understand their contents and my responsibilities.

I authorize the Office for Refugees and Immigrants (ORI) and  ________________________________________*  to contact federal and state agencies, providers under contract with ORI, welfare departments of other states, and/or VOLAGs and financial institutions, concerning my eligibility for benefits and services.  I give permission for the above mentioned entities to release information to ORI and  __________________________________*  to be used in the determination of my eligibility and the amount of my benefits.

I authorize any and all health care providers to release to ORI, the Division of Medical Assistance and their medical agents, and/or ______________________________*, any medical records of mine or of my dependents that may be pertinent to receiving MRRP benefits and services.

I have read the above or have had it read to me by an interpreter and I fully understand its contents.

*Case Management Agency

	
	
	
	
	

	
	
	
	
	
	
	
	

	Legal Signature of Grantee
	Date
	
	Witness (if mark used for signature)
	Date
	
	Signature of Case Manager
	Date


Application for In-Kind Emergency Assistance

	Last Name

                                                              68
	First Name

                                         69
	   M.I.

           70
	A#

                                                   71
	SS#

                                                                72

	Type of In-Kind Emergency Assistance to be provided:













73
	$ Value of In-Kind Emergency Assistance to be provided:
74

	Justification of Need for In-Kind Emergency Assistance:

                                                                                                                                                                                                                                                                                                                75

	
	
	
	
	

	Client Signature / Date








          76
	
	Witness (if mark used for signature) / Date






           77
	
	Case Manager Signature / Date






78


Re-Assessment of Eligibility for Refugee Benefits/Services

	Last Name

                                                              79
	First Name

                                         80
	   M.I.

           81
	A#

                                                   82
	SS#

                                                                83

	Description of Change in Circumstances of Filing Unit

                                                                                                                                                                                                                                                    84

	Resulting Change in Eligibility of Assistance Unit (attach applicable worksheets)
                                                                                                                                                                                                                                                                                                                85

	
	
	
	
	

	
	
	
	
	

	Client Signature / Date


        




   86
	
	Witness (if mark used for signature) / Date




           
                  87
	
	Case Manager Signature / Date
                                         88
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