
DISTRIBUTION COORDINATOR 
— 

EMAIL: DISTRIBUTIONS@GOODFRIENDSOFTHELOWCOUNTRY.ORG

M O N ETA RY  R E Q U E ST  A P P L I CAT I O N

REQUEST DATE:

CLIENT FULL NAME:

CLIENT PHONE NUMBER:

CLIENT 'S FULL SOCIAL SECURITY NUMBER:

CLIENT DATE OF BIRTH:

CLIENT AGE:

ADDRESS (STREET/CITY/ZIP):

LIST ALL OTHER ADULTS LIVING IN THE 
HOUSEHOLD ALONG WITH THEIR AGES:

LIST ALL CHILDREN LIVING IN THE  
HOUSEHOLD ALONG WITH THEIR AGES:

MONTHLY HOUSEHOLD INCOME AND OCCUPATION:

PLEASE CHECK ALL THAT APPLY:

STATE THE REQUESTED ITEM AND AMOUNT:

DESCRIBE REQUESTED NEED AND
USE, ALONG WITH JUSTIFICATION:

HOW WAS NEED VERIFIED:

FOOD STAMPS SSI / SOCIAL SECURITY MEDICARE / MEDICAID

CONTINUED ON NEXT PAGE

OTHER

TANF WAGES HEALTH INSURANCE



VENDOR (Check will be written to this):

VENDOR CONTACT NAME:

VENDOR ADDRESS -STREET/CITY/ZIP-(CHECK WILL BE SENT TO THIS):

PHONE:

ACCOUNT NAME (IF APPLICABLE):

ACCOUNT NUMBER OR ADDRESS (IF APPLICABLE):

SUBMITTER NAME:

SUBMITTER PHONE:

SUBMITTER EMAIL:

SUBMITTER SIGNATURE:

SUPERVISOR NAME:

SUPERVISOR PHONE:

SUPERVISOR EMAIL:

SUPERVISOR SIGNATURE:

DISTRIBUTION COORDINATOR 
— 

EMAIL: DISTRIBUTIONS@GOODFRIENDSOFTHELOWCOUNTRY.ORG

Checks are written and mailed based on the information below:
Confirm that the Vendor's address has been verified. Confirm below that the Vendor has said that they will accept 
partial payment and/or payment by check.

Please attach applicant's driver's license, all price verifications, bills and invoices along with the request application.

Incomplete applications will not be processed.

GOODFRIENDSOFTHELOWCOUNTRY.ORG




