

ORI/MRRP Form No. 10



 (Alterations to Content Prohibited)

	MASSACHUSETTS REFUGEE RESETTLEMENT PROGRAM

REFUGEE CASH ASSISTANCE AUTHORIZATION FORM

(print clearly or type, only)        


	Agency
	
	Case Manager
	

	MRRP Application Date 
	     /      /

	           Scheduled Pay Date:     1st   or  15th  of   ____________, ______
                                                                   (circle one )                     (month)         (year)

	Head of Assistance Unit  _____________________________________________________________________________
                                                          First Name                                                MI                                         Last Name

	Address ___________________________________________________________________________________________
                     Street Number and Name                                                       City                                               State                                      Zip Code


	SSN

	
	
	
	
	
	
	
	
	
	A#
	
	
	
	
	
	
	
	


          Date of Entry in U.S.   ____/____/____       Date of Eligibility for RCA  ____/____/____        Assistance Unit Size  FORMCHECKBOX 


 FORMCHECKBOX 

            FORMCHECKBOX 
 Asylee         FORMCHECKBOX 
  Secondary Migrant    (Sec Migrant DOE in MA  ____/____/___ )    FORMCHECKBOX 
 SSI App. Pending          FORMCHECKBOX 
 Matching Grant 
           ACTION REQUESTED (Use space below to explain, as necessary)

            FORMCHECKBOX 
New Case      FORMCHECKBOX 
 Modify Case      FORMCHECKBOX 
Close Case        FORMCHECKBOX 
Re-open Case       FORMCHECKBOX 
Change Case Address      FORMCHECKBOX 
Other Action  (Describe below)
            FORMCHECKBOX 
 One-time     
  FORMCHECKBOX 
 Ongoing     

 FORMCHECKBOX 
Retroactive        Indicate effective date, if other than Scheduled Pay Date  ___/___/___

	Benefit Category
	Total Amount Per Month
	Total Amount Per Pay Day
	Total Amount Per One Time

	CASH  ASSISTANCE


	$
	
	$
	
	$
	

	TRANSPORTATION


	$
	
	$
	
	$
	

	EARLY EMPLOYMENT INCENTIVE
	N/A
	
	N/A
	
	$
	

	OTHER (specify)

	$
	
	$
	
	$
	

	TOTAL AUTHORIZED


	$
	
	$
	
	$
	


         Explanation (as needed) (Attach additional sheets, if necessary) _______________________________________________________________________
             _______________________________________________________________________________________________________________________________               

    _______________________________________________________________________________________________________________________________

   CASE CLOSING INFORMATION
            Job Placement occurred within ______  months of employability, on __________________ (date)   
  FORMCHECKBOX 
Receiving SSI/TAFDC  

          FORMCHECKBOX 
Case has left Massachusetts        FORMCHECKBOX 
Case closing is sanction-related        Other (describe) _______________________________
            Please note that case closings due to time ineligibility will automatically be done by ORI based on dates of entry. This form is not required for time expired cases.     
   CASE MANAGER AUTHORIZATION

   I authorize benefits to be paid to the applicant as detailed above ____________________________________________________________








                   Signature of Case Manager


Date
ORIGINAL COPY MUST BE MAINTAINED IN THE CASE FILE 
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