First Mount Zion Baptist Church BENEVOLENCE

Therefore as we have opportunity, let us do good to all people, especially to those who belong to the family of believers.  Galatians 6:10
FMZBC BENEVOLENCE IS AVAILABLE TO FMZBC MEMBERS ONLY AND IS PROCESSED ACCORDING TO THE FMZBC POLICY.
BENEVOLENCE REQUESTS ARE PROCESSED USING THE BENEVOLENCE REQUEST FORM. THIS FORM IS AVAIALBE IN THE FRONT OFFICE OR CAN BE COMPLETED, DOWNLOADED AND PRINTED ON-LINE.  THE FORM CAN NOT BE SUBMITTED ON LINE. EACH REQUEST MUST BE DELIVERED TO THE CHURCH OFFICE, MONDAY – FRIDAY DURING NORMAL OPERATING HOURS.
FOR CONSIDERATION THE APPLICATION MUST BE COMPLETE.  YOU WILL NEED TO PROVIDE YOUR MEMBERSHIP NUMBER, ZONE ASSIGNMENT AND LIST THE NAMES OF YOUR ZONE LEADERS.  UPON SUBMISSION YOU BE REQUIRED TO PROVIDE YOUR CURRENT DRIVERS LICENSE OR PROPER ID.  IN ADDITION, YOU WILL NEED TO PROVIDE DOCUMENTATION TO SUPPORT THE REQUEST.
A MEMBER OF THE BENEVOLENCE COMMITTEE WILL CONTACT YOU WITHIN 48 HOURS OF THE REQUEST BEING SUBMITTED. 

BENEVOLENCE ASSISTANCE 

REQUEST FORM   FOR FMZBC MEMBERS ONLY
	Section 1

Agency Referrals

ACTs: (703) 388-4141

Social Services (Pr William): ___________________       Social Services (Manassas): ____________________

Social Services (Stafford): ______________       Social Services (Fredericksburg): _______________

Social Services (Fairfax): ______________       Social Services (Alexandria): _______________



	Section 2       Date: __________________                                       Are you a member of First Mount Zion? (yes____, No_____)

                                                                                            If no, do not proceed. This form is for FMZBC members only

Applicant:   ________________________________, SSN:                                  FMZ Member Number

Zone 

Zone Leader (s):  
Co- Applicants (in home over age 18):  



Address: 
                     
Phone(s):      
Number of children in household: ______   Ages of children (0-17 years old) in household: _____, _____, ______, _____, ______,     

Number of adults in the household: ______, (adults 18 years and older must be listed above)

Type(s) of help needed:                                                         total amount needed: 


Employed: (yes______. No _____ )                 Income: (monthly or weekly)

Employer #1:                                                                                              Employer #2: 

Employer address:                                                                              Employer’s address:


Do you have a social worker? (yes___, no_____)          Case # (If Applicable):

Social Worker name:                                                       Phone # 
Do you consent to a Benevolence Committee Member contacting your social worker? (yes________ no________) 

                                                                                                                                              (Please initial response)    

                                                                    Check all items applicable:

Disabled _______                            Recent relocation to the area ________       Prior FMZ Assistance __________ 
Receive TANF ________                Receive Section 8 _________                      ACTS Assistance______________ 
Receive Social Security _______    Receive Alimony ___________                   Other (specify) ________________

Receive Medicaid ________           Receive Child Support _______
Additional comments: 
    _______________________________________________________________________________________

PLEASE COMPLETE AND SIGN SECTION 3 ON BACK OF FORM 

	Section 3

                                                 Applicant Name

Household Budget

                     Monthly Income


Client’s salary: 

Spouse’s salary:                                   (If applicable or household members 18 years and older) 


Other income:                                          

(to include all household income from family members over age 18, non-family, child support, social services and from other agencies)  


Total monthly income: 
 Monthly Household Expenses


Rent/mortgage: 

Food: 

Telephone: 
Electricity: 


Gas: 


Water: 

Other expenses: 
Total monthly household expenses: 
    In order to process your request, a Benevolence Committee member may need to contact the creditor(s) of this request. 
Do you consent to the Benevolence Committee contacting the creditor(s) for this request?  (yes_____ no_____)                                                                                                     

                                                                                                                                              (Please initial response)    

The Benevolence Committee treats all information provided with strict confidentiality.  

Signature: ________________________________________________, Date: __________________________



	   Section 4                                                                                 Applicant Name 
Benevolence Committee Use Only

Commitments:________________________________________________________________________________________

_____________________________________________________________________________________________________________


Committee Members Name:      
Action taken:

Approved:                                                              Amount of Approved:



Disapproved:                                        Reason: 

Decision referred to the Deacon’s Ministry.

Date of final action: 


	






























































Home:  





Work:  





Cell:  


























































































































































































































