
 
 

“This institution is an equal opportunity provider.” 
 

AITKIN COUNTY HEALTH & HUMAN SERVICES 
204 First Street NW 
Aitkin, MN 56431 

Phone: 800-328-3744/218-927-7200 
Fax: 218-927-7210/7293 

 
 
 
 
 

Proofs Needed for Emergency Program 
 
Following are the items we will ask for when you file an application for Emergency 
Programs and are attached in this packet: 
 

� Completed & signed DHS-5223 Combined Application Form or an online 
application at https://mnbenefits.mn.gov   

 
� DHS-2243A, General Authorization for Release of Information (This allows us to 

speak with them if we can resolve your emergency) 
o Filled in the NAME OF THE BUSINESS you have the emergency with such 

as: 
 Landlords, utility company, fuel company, etc. 
 Add your account number if you know it 

o Any agency you are also working with to resolve the emergency such as: 
 Lakes & Pines, Salvation Army, etc. 

o Signed by the applicant or account owner 
o Complete one form per business/agency 

 
� Complete the Emergency Funds Worksheet (Gold Sheet) 

o This is where you list the payments for household expenses you have paid 
in the last 60 days 
 

� Emergency Assistance Limits Form (Gold Sheet) completed and signed 
 

� Income proof for all household members received in the last 60 days 
 

� Bank statements for the last 60 days 
 

� Proof of your emergency, such as: 
o Eviction notice/foreclosure, disconnect notice, etc. 

 
 
If all of the documents are supplied with the application, it will allow us to make a 
determination more quickly. 
 
Thank you for your help! 

https://mnbenefits.mn.gov/


Please list the all paid household expenses for the 60 days prior to the application date: 

You must provide receipts for all purchases and payments as available. 

60 day time period from ________________________ to ________________________. 
  (60 days prior to application)       (Date of application) 

         1st 30 days        2nd 30 days 

From _______to _______       From ________ to ________ 

_____________________  _____________________   Housing, rent, mortgage, insurance, taxes, etc. 
_____________________  _____________________   Electric 
_____________________  _____________________   Heat (Natural Gas, Propane, Fuel Oil, Etc.) 
_____________________  _____________________   Garbage 
_____________________  _____________________   Water, Sewer 
_____________________  _____________________   Cable/Satellite 
_____________________  _____________________   Phone 
_____________________  _____________________   Cell phone 
_____________________  _____________________   Internet 
_____________________  _____________________   IRS Payment 
_____________________  _____________________   Car Payment 
_____________________  _____________________   Car Insurance 
 _____________________  ____________________     Car Maintenance 
_____________________  _____________________   Gas expense 
_____________________  _____________________   Loan Payments Type: _____________________ 
_____________________  _____________________   Credit Card Payments list: __________________ 
_____________________  _____________________   Life Insurance Payments 
_____________________  _____________________   Medical Bills / Medical Insurance Payments 
_____________________  _____________________   Charitable Contributions 
_____________________  _____________________   Groceries 
_____________________  _____________________   Dining out, business or pleasure 
_____________________  _____________________   Home maintenance expense/upkeep, lawn svc 
_____________________  _____________________   Household items-tools, furniture, appliances 
_____________________  _____________________   Clothing 
_____________________  _____________________   Educational expenses - school supplies/lunch 
_____________________  _____________________   Personal care products 
_____________________  _____________________   Personal services - hairdresser, nail technician 
_____________________  _____________________   Gifts - Christmas, birthday, etc. 
_____________________  _____________________   Entertainment - movies, etc. 
_____________________  _____________________   Newspaper or magazine subscriptions 
_____________________  _____________________   Alcohol or tobacco purchases 
_____________________  _____________________   Pet expenses 
_____________________  _____________________   Childcare expenses 
_____________________  _____________________   Misc. purchases - books, etc. 
_____________________  _____________________   Other - type: ____________________________ 

Signature: _________________________________________________ Date: _____________________________ 
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“This institution is an equal opportunity provider.” 

IM/Agency IM Forms/Emergency 
Revised 01/05/2021 

Emergency Assistance Limits 

I have applied for: 

 ____    Emergency General Assistance (EGA) 

 ____    MFIP Crisis Funds (EA) 

I applied for this on ______________. I understand I must meet program rules 
date of application 

and any assistance issued  will depend on the funding availability. 

I understand that if I am approved for this assistance, I will not be eligible to 
receive assistance from EGA or MFIP crisis fund programs for 12 months from the 
date the assistance is issued. If I have received this assistance anywhere in 
Minnesota, I will not be eligible for 12 months from the date assistance was issued. 

I understand that if I am receiving cash assistance through the GA, MSA or MFIP 
programs, vendor payments will be made on my behalf for my shelter and utility 
costs up to the amount of my cash grant. 

__________________________  _________________________ 
Applicant Signature        Date 

__________________________ 
Financial Worker 
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CHILDREN AND FAMILY SERVICES - ECONOMIC ASSISTANCE AND EMPLOYMENT SUPPORTS 

General Authorization for Release of Information 
Date: 

To: 
* P L E A S E  F I L L  H I G H L I G H T E D  A R E A S *

Business that you have an emergency with: 

Address: 

Phone: 
*For emergency event such as eviction or utility disconnect* 

We need to verify information for the person(s) listed below: 

PERSON'S NAME ACCOUNT NUMBER 

PERSON'S NAME ACCOUNT NUMBER 

PERSON'S NAME ACCOUNT NUMBER 

Please provide the information requested. Attach verification documents or record the information on the back of this form 
and sign where indicated. Return the form to the requesting agency. On the bottom half of this form is a signed authorization to 
release information to the human services agency listed above. 

Thank you for your cooperation. 

Authorization for release of information 
Giving Permission: I give permission for the person/organization above to release the requested information to the above agency. 
This information is used to figure my eligibility for public assistance and/or services. 

Consequences: State and Federal privacy laws protect my records. I know: 

• Why I am being asked to release this information
• I do not have to consent to this authorization, but it may affect my benefits or services if I do not give my consent
• That, generally, I must give my written consent for this person/agency to give out this information, but if I do not consent, the

information will not be released unless the law otherwise allows it
• I may stop this authorization with a written notice at any time, but this written notice will not affect information the agency has

already requested
• The person or agency who gets my information may be able to pass it on to others
• If my information is passed on to others by DHS, it may no longer be protected by this authorization.

• This authorization will end one year from the date I sign it, unless the law allows for a longer period

CLIENT SIGNATURE DATE  ORIGINAL COPY FOR      
AGENCY 

PROVIDE COPY FOR 
CLIENT 

SIGNATURE OF SPOUSE/GUARDIAN/AUTHORIZED REPRESENTATIVE DATE 

Case number: 
Worker name: 
Worker phone: 218-927-7200 
Worker fax: 218-927-7210 
Agency name: Aitkin County HHS 
Agency address: 
204 First ST NW 
Aitkin, MN 56431 



CASE NUMBER: 

To be completed by verifying agent 
(Mail or fax to agency address/fax number on first page) 

VERIFYING AGENT'S SIGNATURE: 

PHONE NUMBER:                   DATE: 
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For accessible formats of this 
information, ask your county worker. 
For assistance with additional equal 
access to human services, contact your 
county's ADA coordinator.  ADA4 (2-18)
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CHILDREN AND FAMILY SERVICES - ECONOMIC ASSISTANCE AND EMPLOYMENT SUPPORTS 

General Authorization for Release of Information 
Date: 

To: 
* P L E A S E  F I L L  H I G H L I G H T E D  A R E A S *

Business that you have an emergency with: 

Address: 

Phone: 
*For emergency event such as eviction or utility disconnect* 

We need to verify information for the person(s) listed below: 

PERSON'S NAME ACCOUNT NUMBER 

PERSON'S NAME ACCOUNT NUMBER 

PERSON'S NAME ACCOUNT NUMBER 

Please provide the information requested. Attach verification documents or record the information on the back of this form 
and sign where indicated. Return the form to the requesting agency. On the bottom half of this form is a signed authorization to 
release information to the human services agency listed above. 

Thank you for your cooperation. 

Authorization for release of information 
Giving Permission: I give permission for the person/organization above to release the requested information to the above agency. 
This information is used to figure my eligibility for public assistance and/or services. 

Consequences: State and Federal privacy laws protect my records. I know: 

• Why I am being asked to release this information
• I do not have to consent to this authorization, but it may affect my benefits or services if I do not give my consent
• That, generally, I must give my written consent for this person/agency to give out this information, but if I do not consent, the

information will not be released unless the law otherwise allows it
• I may stop this authorization with a written notice at any time, but this written notice will not affect information the agency has

already requested
• The person or agency who gets my information may be able to pass it on to others
• If my information is passed on to others by DHS, it may no longer be protected by this authorization.

• This authorization will end one year from the date I sign it, unless the law allows for a longer period

CLIENT SIGNATURE DATE  ORIGINAL COPY FOR      
AGENCY 

PROVIDE COPY FOR 
CLIENT 

SIGNATURE OF SPOUSE/GUARDIAN/AUTHORIZED REPRESENTATIVE DATE 

Case number: 
Worker name: 
Worker phone: 218-927-7200 
Worker fax: 218-927-7210 
Agency name: Aitkin County HHS 
Agency address: 
204 First ST NW 
Aitkin, MN 56431 



CASE NUMBER: 

To be completed by verifying agent 
(Mail or fax to agency address/fax number on first page) 

VERIFYING AGENT'S SIGNATURE: 

PHONE NUMBER:                   DATE: 
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For accessible formats of this 
information, ask your county worker. 
For assistance with additional equal 
access to human services, contact your 
county's ADA coordinator.  ADA4 (2-18)
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