waf/app, revised 03/03

BERGEN COUNTY BOARD OF SOCIAL SERVICES

216 ROUTE 17 NORTH

ROCHELLE PARK, NJ 07662-3300  
APPLICATION FOR POST- WFNJ WRAP-AROUND FUND and/or TRANS-PLUS 
DATE:_______________




        **** You must place your TANF case number here:  
FULL NAME OF APPLICANT:____________________________________________________       CASE #:____________________

       SOCIAL SECURITY #:______________________

Note: If your name has changed since you stopped receiving welfare benefits, please indicate the name you were using while you were receiving welfare:

___________________________________________________________________________________________________________
CURRENT ADDRESS:__________________________________________________________________________________________

          ___________________________________________________________________________________________

AREA CODE AND TELEPHONE NUMBER WHERE YOU CAN BE REACHED DURING THE DAY: __________________________________

NAME, ADDRESS AND PHONE NUMBER OF YOUR CURRENT PLACE OF EMPLOYMENT:______________________________________

___________________________________________________________________________________________________________

SALARY: $______________________ PER WEEK.  YOUR APPLICATION CANNOT BE PROCESSED WITHOUT VERIFICATION OF YOUR EMPLOYMENT.  ATTACH A COPY OF YOUR LAST PAY STUB OR STATEMENT FROM YOUR EMPLOYER VERIFYING YOUR SALARY. 










USE THIS SPACE TO TELL US THE REASON(S) YOU ARE APPLYING FOR POST-TANF WRAP-AROUND FUNDS and/or TRANS-PLUS TELL US HOW THESE FUNDS WILL HELP YOU REMAIN EMPLOYED AND KEEP YOU FROM RETURNING TO WELFARE.  YOU MAY WRITE ON THE BACK OF THIS FORM OR ATTACH ADDITIONAL SHEETS IF NECESSARY.
___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

PLACE A CHECK MARK NEXT TO THE ITEM(S) REQUESTED AND ATTACH NECESSARY DOCUMENTATION AS INDICATED:

NAME OF ITEM
REQUIRED DOCUMENTATION


CHILD CARE  

for your child(ren) when your child was ill and could not attend the child care arrangement he/she normally attends. 

(Payment is made directly to the Child Care Provider)
1. Full name of child(ren) needing care:

_____________________________________________________________

_____________________________________________________________

2. Name and full address of Child Care Provider who cared for your child(ren) while he/she was ill.

_____________________________________________________________

_____________________________________________________________

3.  The person who cared for your child while he/she was ill must complete Form W-9 and it must be attached  to this Application.

4.  Attach a statement from your Child Care Provider indicating the dates that care was provided and the cost of the care per day for each child. 

 


CAR REPAIR
(Payment is made directly to the 

car repair company)
1.   In your written statement,  certify that the car you are repairing is needed by you for your employment. Also include your driver’s license, car registration and insurance card.

2.  Attach a statement from the car repair establishment showing the actual cost of the repair. 


CAR INSURANCE
(Payment is made directly to the Insurance Company)
1.   In your written statement, certify that the car you are insuring is needed by you for your employment.  

2.  Attach a copy of the bill from your Insurance Company.  Make sure that your account number is on the copy of the bill.  Also include your driver’s license, car registration and insurance card.


TRANSPORTATION FOR EMPLOYMENT
1.  In your written statement,  indicate why you are unable to afford the cost of transportation to and from your place of employment this month.


MOTEL PLACEMENT 

DUE TO NATURAL DISASTER 

(Flood or Fire)

(Payment is made directly to the Motel)
1.  Attach a copy of the report from your municipality’s  fire department or health department indicating the date(s) of the fire or flood or other natural disaster which caused you to be homeless. 

2.  Attach a statement from the motel where you are temporarily housed showing the amount charged for your stay each night.


SECURITY DEPOSIT
(Payment is made directly to the landlord)
1.  In your written statement, state the reason why you must move from your current residence.  

2.  Attach a copy of a letter from the landlord of the new apartment showing the amount required for a security deposit.

3.  Your new landlord must complete Form W-9 and it must be attached it to this Application.  


MOVING EXPENSES
(Payment is made directly to the moving company)
1.  In your written statement, state the reason why you must move from your current residence.  

2.  Attach a copy of the estimated cost of your move from the moving company. 


RENTAL ASSISTANCE
(Payments are made directly to the landlord)
1.  Attach a statement from the Bergen County Housing Authority or the Housing Authority in your town certifying that you are within three months of receipt of a Section 8 certificate; that the apartment in which you are currently residing meets their criteria for subsidy; and the amount that the Housing Authority will be paying each month towards the cost of your rent.

2.  Your landlord must complete Form W-9 and it must be attached to this Application.     


RETROACTIVE RENT: 

2 MONTHS MAXIMUM
(Payment is made directly to the landlord)
1.  In your written statement, state the reason(s) you are unable to pay your rent this month.

2.  Attach a letter from your landlord indicating the monthly rental amount on your apartment and the amount you owe.  

3.  Your landlord must complete Form W-9 and it must be attached to this Application.


RETROACTIVE UTILITY EXPENSES:

3 MONTHS MAXIMUM
(Payment is made directly to the 

utility company) 
1.  In your written statement, state the reason(s) you are unable to pay the cost of your utilities this month.

2.  Attach a copy of the PRINT OUT, which is in your name,  from the utility company (PSE&G, water company, oil company) showing the amount you owe.   Make sure that your account number is on the PRINT OUT.

YOU MUST COMPLETE THIS SECTION OF THE FORM
I, ______________________________,_____________ certify that the statements that I have made on this APPLICATION FOR POST-TANF WRAP-AROUND FUNDS  and all the attachments to this form are true to the best of my knowledge.

______________________________________________________



________________________________________

                    SIGN YOUR NAME HERE








DATE YOU SIGNED THIS FORM
RETURN THIS FORM AND ALL REQUIRED DOCUMENTATION TO: 

BERGEN COUNTY BOARD OF SOCIAL SERVICES, 216 ROUTE 17 NORTH, ROCHELLE PARK, NJ O7662-3300

ATTENTION: WORK FIRST NEW JERSEY CASE MANAGEMENT UNIT

