
 

 Rochester Area Family Y 
         Open Doors Program 
709 1st Ave SW Rochester, MN 55902 
    507.287.2260 ● fax 507.287.2499 
            www.rochfamy.org 

         Application 

This is an Application For (check all that apply.)  

 Membership to the YMCA 

 Kid’s Care Program (babysitting service for ages 6 weeks-Kindergarten) 

 Y-Tots licensed preschool (Registration form is required per child)  
 

DATE: ________________________ 
 
 

NAME: ______________________________________________________  PHONE (H): _________________________ 
               Last                      First                Middle 
 
ADDRESS: ___________________________________________________ PHONE (W): _________________________ 
 
______________________________________________________________ PHONE (C): ________________________ 
 City   State               Zip 

 
BIRTHDATE: _________/_________/_________ SEX:  (M) _______  (F) _______  ETHNICITY (# from above): ________ 
 
Employer: ____________________________________Email:_______________________________________________ 
 
 
FAMILY MEMBERSHIP INFORMATION (if applicable): 
 
2nd Adult: ______________________________ Birthdate: _______/_________/________ Ethnicity (# from above):  _______ 
 
Employer: ___________________________________________________ Phone (W): ___________________________  
 

Dependents Living at Home  
Dependents must be 18 & under OR  
21 & under if they are a full time student M F 

 
Birthdate Age School 

Ethnicity 
(# from 
above) 

   

   

   

   

   

   

 
 Applications will not be considered until all of the forms are completed and documents are received. 
 You must check back with us by calling or stopping into the Y to receive your award letter. 
 You will not be notified prior to your expiration date.  
 Bring valid picture I.D for primary adult when turning in your application. 

 As members of the Family Y, I/we agree to abide by guidelines of the Rochester Area Family Y.  A Financial 
Assistance membership is good for six-months from the date of purchase and is non-refundable.  Membership 
holds are not offered for scholarship memberships.   
 
Signature _______________________________________________________________ 

Must be signed by applicant or legal guardian if under 18 
O f f i c e  U s e  O n l y  
 
Membership Type: ____________________   Amount Paid  $___________ Assistance Granted: $___________  Initials ___________ 

**Primary Adult on Membership 
needs to bring a valid picture I.D. 
when turning in application *** 

Ethnicity Choices:
 

1.    Asian/Pacific Islander 
2.    African American 
3.    African 
4.    Caucasian 
5.    American Indian 
6.    Hispanic/Latino (White) 
7.    Hispanic/Latin (Non-White) 
8.    Mixed Race 
9.    Recent Immigrant 
10.  Other 



 
Financial Information 

 

Your Financial Assistance Application WILL NOT BE PROCESSED without documentation/verification. 
Misrepresentation of your household income may result in termination of membership privileges. 
Income information must be supplied for the entire household, even if they do not want to be listed on the membership.   

If you are age 21 or younger and living at home, complete the following based on your parents’ income.  

Please answer the following questions as they pertain to ALL members of the household  MUST PROVIDE PROOF. 

1 Do you and/or household members work 
outside the home? 

_____ NO _____ YES
REQUIRED:  Last 2 consecutive pay stubs for each job and 
worker OR current W-2 and/or copy of most current Federal Tax 
Return (only accepted until June of following year) 

2 Are you and/or household members self-
employed? 

_____ NO _____ YES
REQUIRED:  Receipts of work performed OR copy of most 
current Federal Tax Return 

3 Are you and/or household members 
unemployed and receiving unemployment 
compensation? 

_____ NO _____ YES
REQUIRED:  Copy of Unemployment Compensation Statement 
of Account OR copy of detailed bank statement indicating regular 
deposit of unemployment compensation 

4 Are you and/or household members 
unemployed and living on money in a savings 
account? 

_____ NO _____ YES
REQUIRED:  Copy of detailed bank statement listing total 
amount in savings and 1 month’s worth of transactions if any. 

5 Do you and/or household members receive 
child or spousal support? 

_____ NO _____ YES
REQUIRED:  Statement of child/spousal support received OR 
copy of detailed bank statement indicating regular deposit of 
child/spousal support 

6 Do you and/or household members receive 
social security income (SSI) or social security 
disability income (SSDI)? 

_____ NO _____ YES
REQUIRED:  Statement of social security benefits (obtained 
from local social security office) OR detailed bank statement 
indicating regular deposit from Social Security Administration 

7 Do you and/or household members receive 
assistance from the county such as Food 
Stamps, MFIP, Grants, etc.? 

_____ NO _____YES
REQUIRED:  Statement from the county listing dollar amount(s) 
received from last month &  
 
 

Social Security Number: ___________________________ 

8 Are you currently residing in an inpatient 
rehabilitation facility or halfway house? 
Do you live in a women’s shelter? 

_____ NO
 
 

_____ YES
REQUIRED:  Official letter from facility indicating your 
participation. 

9 Are you currently a full-time college student? _____ NO _____ YES
REQUIRED:  Proof of full-time status from an educational 
facility, such as current class schedule, that includes your name. 
If receiving grants or loans, must provide copy of award letter. 

10 Are you in foster care? _____ NO _____ YES
REQUIRED:  Please list foster care provider’s name and phone 
number: ____________________________________________ 

11 Do you and/or household members receive any 
other type of income? 

_____ NO _____ YES
REQUIRED:  Explain type of income below and provide proof. 
Type of Income: _____________________________________ 

12 Did you answer NO to all of the above?   _____YES REQUIRED: Please attach a letter stating how you support 
yourself/family monthly and attach proof of this support.  

 

13 
 

What is the size (# of people) of the household supported by the income described above? _________________ 

**Primary Adult on Membership needs to bring a valid picture I.D. when turning in application ***

If applicable, please attach a note describing any extenuating circumstances or other income information not referenced above.
The information that I have provided on this form is correct and a true reflection of my financial status. I authorize Olmsted County to release public 
assistance information to the Rochester Area Family Y to assist them in determining eligibility for Y programs. I authorize the Rochester Area Family Y 
(“YMCA”) to investigate and verify any and all of the information I have submitted.  Because the YMCA strives to provide a safe environment for 
children and youth, I understand that the YMCA may order a criminal history check, and I authorize this investigation. 
 
       _____________________________________________ 
       Applicant’s Signature OR Parent/Guardian if under 18 
 



 
 
 

PUBLIC ASSISTANCE  
VERIFICATION 

 
Attn:  Ashley Anderson 
Fax:  507-287-2499 
Phone: 507-287-2260 Ext. 366 
 
The individual named below is interested in our Open Doors Financial Assistance Program, which is subsidized through our annual 
Strong Kids Campaign. Federal regulations require that we verify the family’s income, expenses and other information. The individual 
has authorized a release of the requested information.  The information you provide on this form will be used only for the purpose of 
determining the family’s eligibility for the program. 
 
A prompt response would be appreciated.  If you have any questions, please feel free to contact our office at 507-287-2260 ext. 354.  
Thank you for your cooperation. 
 
Applicant Name: _______________________________  Social Security Number: ________________ 
 
I authorize Olmsted County to release public assistance information to the Rochester Area Family YMCA to assist us in determining 
eligibility for Y program discounts. 
 
__________________________             X_________________________                ___________________ 
               Name                     Signature        Date   

 
 

County Use Only
 
Current MFIP $_______   Food Portion $ __________ General Assistance $_________  MSA $_________ 
 
Is the client participating in the Diversionary Workforce Program? __________   
 
When will their 4 months be completed? _____________ 
 
Family Composition:  Adults: _____ Children: _____  
 
Non-applicable member: Adults ____ Children _____ 
 
Other Income:  Amount$ __________ Source: _______________  
 
If employed or other income in household, please complete below: 
 
         Month  Earnings              Childcare                Grant (do not include food portion) 
 
_____ for _____         _____________                   _____________               ____________________ 
_____ for _____            _____________                   _____________               ____________________ 
_____ for _____            _____________                   _____________               ____________________  
 
Do you expect any change in payments in the near future?  Yes _____  No _____  If yes, please explain under the 
additional comments section. 
 
Additional comments:  (e.g., any special situations, etc.) 
 
 
I certify that the information above is true and correct 
 
_________________________________      X_______________________            __________          ______________ 
     Name of Person Completing Form                      Signature     Date              Phone Number 
 
 
Name of Worker: _________________________     Phone Number: _________________________ 
 


