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COMMUNITY HEALTH WORKER COALITION
WASHTENAW-LIVINGSTON

Washtenaw-Livingston CHWC Social Care Safety Net Fund Application

Before submitting your application, please ensure that you have read the guidelines below.

Application Information and Requirements

Organizations must be official and active members of the Washtenaw-Livingston CHW
Coalition for at least three months before applying.
o If your organization is not a member of the CHWC, please fill out the
Membership Agreement here and submit it to Madison Herrington at
mherrington@michwa.org.

A client can receive up to $300 in a fiscal year — please make sure the explanation of
need field is thoroughly filled out. An organization may request and receive up to $1000
total in a calendar year (unless otherwise announced) to ensure equitable distribution of
funds.

Awards are given on a first-come first-serve basis once submissions are open. Each
monthly cycle, application submissions will open on the second Monday of the month at
7 a.m. and close on the following Friday at 5 p.m., or when all awards have been
selected.
- The applicant and/or client will be notified of the award and next steps within
two business days of the application period closing.

If the application is approved, CHWC Leadership will send you a separate form to gather
information regarding vendor information and award disbursement for your client.

Priority Social Need Requests for Fund Use

Utility bill assistance
Food and household items
- Items not covered by SNAP or traditionally available in pantries
Electronic Gas cards, Uber Cards, and bus tokens
Electronic Laundry Service and laundromat cards
Translator or Interpreter for ESL clients
Car maintenance or repairs
Moving expenses and moving labor
Legal fees and expenses
Storage units

Other emergency situations may be considered on a case-by-case basis.

Questions regarding the application process? Email chwcfund@michwa.org


https://docs.google.com/document/d/1CVtXujBYY-NeocUz59SjOgfYlPQC-lOJSAeCR1SOGI0/edit?usp=sharing
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CHWC Social Care Safety Net Fund Application

CHWC Member Applicant Information

CHWC Member Applicant Name:

Applicant Organization Name:

Applicant Email Address:

Client Information

Name: City, Zip Code:

Requested monetary value or amount (Attach documentation): $

Description of client’s social need/intended use from funds:

Brief Description of client’s Financial Need:

*** please attach a bill and/or proof of financial need for the client to this application.

Washtenaw-Livingston CHW Coalition Social Care Safety Net Fund Agreement Form
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By submitting this application, | verify that | have received consent from my client(s) to
release the outlined identifying health information.
- Inthe event my fund request is approved, | understand that my client and any
identifying client information in discussion of Fund Award Notices and CHWC
publications will remain anonymous.

| understand that | am not guaranteed Safety Net Funds for my client by submitting this
application.

By submitting this application, | verify that the information in this application is
complete and correct to the best of my knowledge and may be verified by CHWC

Leadership.

| understand the CHWC's role in providing financial assistance for my client(s) and do not
employ organization endorsement or liability for use or misuse.

| understand that my CHWC membership will terminate and my organization will not
qualify for future CHWC fund opportunities if CHWC leadership becomes aware that |
personally misused the funds for fraudulent behavior associated with this request.

| consent to receive updates regarding my application status and award information.

While an effort is made to provide as much assistance as possible, | understand that the
fund has limited availability.

| agree and abide by the terms and rules of the Social Care Safety Net Fund.

Signature of Applicant Date

Printed Name
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