
Updated:  August 2008

COMMUNITY SHARING FUND APPLICATION   Date:   
 
(To be completed by worker making request) 
 

Worker ______________________________  Agency: ____________________  Worker’s Phone#___________________ 
  
Client Name: ____________________________________________  Age/Birthdate: ______________  Race: __________ 
 
Other Adults in the Household: ___________________________  Age/Birthdate: _______________  Race: __________ 
 
# of Children: ______________________________________________  Ages:_____________________________________ 
 
Address: ___________________________________________________   City:_____________________________________ 
County:        �   Ramsey        �  Dakota        �  Washington        �  Other 
 

How long has the client lived at this address?: _______________________________ (months/years) 
 
If moving, new address _________________________________________________________________________________ 

 

Requesting $___________________  For:___________________________  (If rent, for what month) __________________ 
 
Circumstances leading to the current crisis? _______________________________________________________ 
(Use additional sheet if necessary) 
 
 
 
 
 
 
 
 
 
 
 
Monthly Income:  _______________________________  Amount of Foodstamps: ______________________ 
 
Source of Income: ____________________________________________________________________________ 
                                             (MFIP, SSI, Employment, Child Support, Other, etc.)  (For employment income, use net amount.)  
 

Monthly Expenses:  
Rent or Mortgage  $_________________________ Cable   $____________________________________ 
Lot Rent  $_________________________________ Diapers   $__________________________________ 
Food  $____________________________________ Utility  $____________________________________ 
Car Payment  $_____________________________ Telephone   $________________________________ 
Car Insurance  $____________________________ Laundry  $__________________________________ 
Transportation Expense  $___________________ Other  $_____________________________________ 
Child Care  $_______________________________ Total Expenses  $_____________________________ 

 
Has the client been assisted by County Emergency Assistance within the last 12 months?  __ Yes  __ No 
 
If yes, for what purpose?______________________________________________________________________ 
 
What other community resources have been contacted for help? ___________________________________ 
 
_______________________________________________________________________________________________________________________________ 
 

Mail or Fax this form to:    Michael J. Conaboy, Program Associate 
  The Saint Paul Foundation 
Phone:  (651) 224-5463 55 Fifth Street East, Suite 600 
Fax:  (651) 379-5326 St. Paul, MN  55101-1797 


