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ALBEMARLE COMMUNITY TRUST 
Post Office Box 69 • Hertford, NC  27944 • (252) 426-5735 

ACTcontact@aemc.coop 
 

APPLICATION FOR GRANT REQUEST 
TO AN INDIVIDUAL AND/OR FAMILY 

 
Grant Request: Please provide as many details as possible, including other actions or agencies contacted 
to resolve the issue generating this request.  ACT will ONLY pay directly to a bank or organization that 
is owed.  A specific amount must be included.  There is a $1,500 maximum for previous 12 months.  
Attach any supporting documents you may have.  A copy of the fire report must be included for house fire 
requests.  ELECTRIC UTILITY BILLS MUST BE EXCLUDED FROM GRANT REQUEST. 
Please provide as much information as is reasonably possible.  If you are unable to provide some 
information, please indicate why.  Attach additional pages as necessary to complete. 
 

1. Name:  __________________________ ____________________________ ___________________ 
        Last      First    Middle 
 

2. Address:  ___________________________________________________________________________ 
  Street or Post Office Box 

 _____________________________________ ____________________ _____________  
       City or Town                           State           Zip Code 
 

3. Phone Number: ___________________ _______________________     _____________________  
                    Home            Work                  Mobile 
 

4. Email: ____________________________________________________________________________ 

5. Employer of applicant: 

________________________________________ __________________________________________  
           Name                                      Supervisor 
 
____________________________________________ ______________________________________________  
         Address                                         Phone 
 

6. Other Members of Household: 
      Name      Relationship       Employer          Employer Contact  

1.   ________________   __________________   _______________  _______________________  

2.  _________________   __________________   _______________  _______________________  

3.  _________________   __________________   _______________  _______________________   

4.  _________________   __________________   _______________  _______________________  

mailto:ACTcontact@aemc.coop


ACT FORM IND (6/2004-6/2020)                     2 

5.  _________________   __________________   _______________  _______________________  

6.  _________________   __________________   _______________  _______________________  

 
7. Amount being requested ($1,500 maximum for previous 12 months) _________________________ 

    
 

8. Reason for Grant Request :(ACT will ONLY pay directly to a bank or organization that is owed.  Please 
indicate the organization to be paid, include copies of invoices and/or account numbers.) 
 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

9. Is the individual or family receiving any other form of assistance or aid for above stated request 
(donations, insurance, church, etc.)?  Yes __    No __ 
If yes, please include list: 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

10. Has the individual or family received ACT funding in the past?    Yes __   No __ 
If yes, please list the date(s) and amount of the funding. 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 
11. Has individual or family been denied ACT funding for any reason in the past? Yes __   No __ 

If yes, please describe why.         

____________________________________________________________________________________ 

____________________________________________________________________________________ 
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Statement of Financial Condition of entire household as of __________, 20 ___. 

...............................................................................     Personal Assets  .................................................................. 

Cash  ___________________________  ____________________________ $  ________________ 
Banking Institution     Acct. No.

___________________________  ____________________________ $_________________ 

Real Estate ___________________________  ____________________________ $_________________ 
Address – Partial or Wholly Owned     County

___________________________  ____________________________ $_________________ 

Securities ___________________________  ____________________________ $_________________ 
Description       Identification Number

___________________________  ____________________________ $_________________ 

Other Receivables: (state type:  Personal Property, Loan Receivable, Auto, Life Insurance (Cash Value), Other Assets.  Include 
description, account number, etc.) 

 _____________________________ ___________________________ $_________________ 
Type Description     Acct. No. 

 _____________________________ ___________________________ $_________________ 

 _____________________________ ___________________________ $_________________ 

 _____________________________ ___________________________ $_________________ 

Total Assets $ ________________ 

...............................................................................   Monthly Income  .................................................................. 

Salary  _____________________________________________________________ $ _______________ 
  Employer 

 _____________________________________________________________ $ _______________ 

 _____________________________________________________________ $ _______________ 

Bonuses, Tips, & Commissions _____________________________________________ $ _______________ 
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Dividends & Interest ______________________________________________________ $ _______________ 

Real Estate Income _______________________________________________________ $ _______________ 

Farm Income  ___________________________________________________________ $ _______________ 

Other: (please state – alimony, child support, disability, retirement, other) 

 _____________________________________________________________________ $ _______________ 

 _____________________________________________________________________ $ _______________ 

 _____________________________________________________________________ $ _______________ 

                                                          Total Monthly Income $ _______________ 

...............................................................................         Liabilities  .................................................................. 

Note Payable ____________________________  ___________________________ $_________________ 
                                                                        Lender                                                                              Contact 

  _____________________________  ___________________________ $_________________ 

  _____________________________  ___________________________ $_________________ 

Mortgage  _____________________________  ___________________________ $_________________ 
                                                                      Mortgagor                                                                               Contact 

  _____________________________  ___________________________ $_________________ 

  _____________________________  ___________________________ $_________________ 

Other Debt (taxes, bills, outstanding, other) 

  _____________________________  ___________________________ $_________________ 
                                                                           Type                                                                                Contact 

  _____________________________  ___________________________ $_________________ 

  _____________________________  ___________________________ $ ________________________  

                   Total Liabilities       $ ________________  
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...............................................................................   Monthly Expenses .................................................................. 

Housing    Mortgage __ Rent __ $  ________________ 

Food $_________________ 

Utilities  $ ____________  $ ____________  $ ____________  $ ____________  $___________ (total) 
 Electric Gas Water/Sewer Phone 

Transportation $ _________________________  $__________________________ $___________ (total) 
 Car Payment Fuel 

Insurance  $ _______________  $ _______________  $ _______________  $___________ (total) 
 Medical Life Auto 

Medical   ________________   ________________   ________________  $___________ (total) 
 Doctors Hospital Medication 

Credit Cards $_________________ 

Loans  _____________________________  ___________________________ $_________________ 
 Lender Contact 

  _____________________________  ___________________________ $_________________ 

Taxes  _____________________________  ___________________________ $_________________ 
 Tax Agency Contact 

  _____________________________    __________________________ $_________________ 

Other  _____________________________  ___________________________ $_________________ 
 Type Contact 

  _____________________________  ___________________________ $_________________ 

 Total Monthly Expenses $_________________ 
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REFERENCES 
 
Please list three references.  (Only one may be a family member.  May not be a director or employee of 
Albemarle Electric Membership Corporation or the Albemarle Community Trust.) 
 
 
 _________________________________________________   _____________________________________________________  
 Name Phone 

 ________________________________________________________   ___________________   ______   __________________  
 Address City State Zip 

 _________________________________________________   _____________________________________________________  
 Name Phone 

 ________________________________________________________   ___________________   ______   __________________  
 Address City State Zip 

 _________________________________________________   _____________________________________________________  
 Name Phone 

 ________________________________________________________   ___________________   ______   __________________  
 Address City State Zip 
 
The information contained in this statement is for the purpose of obtaining funding from the Albemarle 
Community Trust on behalf of the undersigned and will be kept in the strictest confidence.  Each 
undersigned understands that the information provided herein is used in deciding to grant funding, and 
each undersigned represents and warrants that the information provided is true and complete and that the 
Albemarle Community Trust may consider this statement as continuing to be true and correct until a 
written notice of a change is provided.  The Albemarle Community Trust is authorized to make all inquiries 
they deem necessary to verify the accuracy of the statements made herein.  Board decisions are final and 
reasons for Board decisions will NOT be given to anyone, including the applicant. 
 
 
          
  Signature of Applicant/Recipient 
 
          
  Signature of Spouse 
 
          
  Date 


	Last: 
	First: 
	Middle: 
	Street or Post Office Box: 
	City or Town: 
	State: 
	Zip Code: 
	Home: 
	Work: 
	Mobile: 
	4 Email: 
	Name: 
	Supervisor: 
	Address: 
	Phone: 
	1: 
	2: 
	3: 
	4: 
	1_2: 
	2_2: 
	3_2: 
	4_2: 
	1_3: 
	2_3: 
	3_3: 
	4_3: 
	1_4: 
	2_4: 
	3_4: 
	4_4: 
	5: 
	undefined: 
	undefined_2: 
	undefined_3: 
	6: 
	undefined_4: 
	undefined_5: 
	undefined_6: 
	7 Amount being requested 1500 maximum for previous 12 months: 
	indicate the organization to be paid include copies of invoices andor account numbers 1: 
	indicate the organization to be paid include copies of invoices andor account numbers 2: 
	indicate the organization to be paid include copies of invoices andor account numbers 3: 
	indicate the organization to be paid include copies of invoices andor account numbers 4: 
	If yes please include list 1: 
	If yes please include list 2: 
	If yes please include list 3: 
	If yes please include list 4: 
	If yes please list the dates and amount of the funding 1: 
	If yes please list the dates and amount of the funding 2: 
	If yes please describe why 1: 
	If yes please describe why 2: 
	Statement of Financial Condition of entire household as of: 
	20: 
	Cash: 
	Acct No: 
	undefined_8: 
	undefined_9: 
	undefined_10: 
	undefined_11: 
	Real Estate: 
	undefined_12: 
	County: 
	undefined_13: 
	undefined_14: 
	undefined_15: 
	Securities: 
	undefined_16: 
	Identification Number: 
	undefined_17: 
	undefined_18: 
	undefined_19: 
	Type Description: 
	Acct No_2: 
	undefined_20: 
	undefined_21: 
	undefined_22: 
	undefined_23: 
	undefined_24: 
	undefined_25: 
	undefined_26: 
	undefined_27: 
	undefined_28: 
	undefined_29: 
	undefined_30: 
	Salary: 
	undefined_31: 
	undefined_32: 
	undefined_33: 
	undefined_34: 
	undefined_35: 
	Bonuses Tips  Commissions: 
	undefined_36: 
	Dividends  Interest: 
	undefined_37: 
	Real Estate Income: 
	undefined_38: 
	Farm Income: 
	undefined_39: 
	Other please state  alimony child support disability retirement other: 
	undefined_40: 
	undefined_41: 
	undefined_42: 
	undefined_43: 
	undefined_44: 
	Total Monthly Income: 
	Note Payable: 
	undefined_46: 
	Contact: 
	undefined_47: 
	undefined_48: 
	undefined_49: 
	undefined_50: 
	undefined_51: 
	undefined_52: 
	Mortgage: 
	undefined_53: 
	Contact_2: 
	undefined_54: 
	undefined_55: 
	undefined_56: 
	undefined_57: 
	undefined_58: 
	undefined_59: 
	Type: 
	Contact_3: 
	undefined_60: 
	undefined_61: 
	undefined_62: 
	undefined_63: 
	undefined_64: 
	undefined_65: 
	undefined_66: 
	undefined_67: 
	undefined_69: 
	undefined_70: 
	undefined_71: 
	undefined_72: 
	undefined_73: 
	undefined_74: 
	undefined_75: 
	Transportation: 
	undefined_76: 
	undefined_77: 
	undefined_78: 
	undefined_79: 
	undefined_80: 
	undefined_81: 
	Medical: 
	Hospital: 
	Medication: 
	undefined_82: 
	undefined_83: 
	Loans: 
	undefined_84: 
	Contact_4: 
	undefined_85: 
	undefined_86: 
	undefined_87: 
	Taxes: 
	undefined_88: 
	Contact_5: 
	undefined_89: 
	undefined_90: 
	undefined_91: 
	Other: 
	undefined_92: 
	Contact_6: 
	undefined_93: 
	undefined_94: 
	undefined_95: 
	undefined_96: 
	Name_2: 
	Phone_2: 
	Address_2: 
	City: 
	State_2: 
	Zip: 
	Name_3: 
	Phone_3: 
	Address_3: 
	City_2: 
	State_3: 
	Zip_2: 
	Name_4: 
	Phone_4: 
	Address_4: 
	City_3: 
	State_4: 
	Zip_3: 
	Date: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off


