
 

Comanche Nation Subsidy Assistance Application 
For The Edith Kassanavoid Gordon Assisted Living Center 

SUBSIDY ASSISTANCE INFORMATION 

Subsidy assistance is available to members of the Comanche Nation who are approved for occupancy at the 
Edith Kassanavoid Gordon Assisted Living Center. In order to be considered for the tribal subsidy, please read 
and following the directions listed below. 

TO QUALIFY FOR The Comanche Nation Subsidy Assistance, YOU MUST: 

1. Be age 62 or older 

2. Be enrolled Comanche Tribal member 
3. Be approved for the Edith Kassanavoid Gordon Assisted Living Center or be approved for continued 

occupancy at the Edith Kassanavoid Gordon Assisted Living Center 
4. Show that all other payment options or sources have been exhausted or applied 

Applicants requesting Subsidy Assistance must also turn in the following documents: 
 

1. Certificate Degree of Indian Blood (CDIB) 
2. Photo Identification Card 
3. Copies of all insurance cards 

a. Medicare 
b. Medicare Supplement 
c. Medicare Part D 
d. Medicaid (Sooner Care) 
e. Long Term Care Insurance 
f. Any other form of medical insurance 

4. Income Verification from all sources 
5. Bank statement for the last month (checking & savings) 
6. Countable assets (applicant’s primary home, one car, furnishings, and personal possessions are not 

included in the asset calculation) 
7. Verification of health insurance premiums 

 
RESIDENT’S RESPONSIBILITY 
 
All applications must be completed within one month of receipt. All incomplete applications will cause applicants to start the process over 
again. Applicants with a hardship can request an extension. After completion of your application, you will be notified as to whether your 
application has been approved or denied. 
 
I understand the above requirements and responsibilities and I am submitting an application: 
 
Applicant’s Signature: __________________________________________________________ Date: ___________________________ 
 
Power of Attorney’s Signature: ___________________________________________________ Date: ___________________________ 
 
Legal Guardian’s Signature: ______________________________________________________ Date: ___________________________ 



 

Application 

Full Name __________________________________ Maiden Name if Applicable ____________________________ 

Gender: Male _______ Female _______ 

Home Phone # _____________________ Mobile # ____________________ Message # ______________________ 

Date of Birth: ____________________ Place of Birth: __________________________________________________ 

Social Security # ________________________________ Driver License # __________________________________ 

Tribal Affiliation: _______________________________________ Tribal Role # _____________________________ 

Current Residence:  Own _____Renting _____ Buying _____Other__________________________________ 

Current Address ________________________________________________________________________________ 
Street    City    State   Zip 

 

Nature of Application (check box) 

 First time applying 

 Rent Change due to adjustments 

 Annual resubmission of application 

 
RESIDENT’S STATEMENT OF RIGHTS AND RESPONSIBILITIES: 

 

I hereby authorize the Edith Kassanavoid Gordon Assisted Living Center to make any necessary investigation as to my financial situation and 

other conditions relating to my possible eligibility. I understand that giving the Edith Kassanavoid Gordon Assisted Living Center false or 

misleading information can be grounds for termination of my Resident Service Contract agreement. I understand that I have the right too 

fair hearing of any action taken by the Edith Kassanavoid Gordon Assisted Living Center, which I consider improper, and also, any 

unreasonable delay in decision. Request for a fair hearing may be made in person or handwritten to the Edith Kassanavoid Gordon Assisted 

Living Center office. 

 

___________________________________    ___ _________________________________ 
 Applicant’s Signature  Date 
 

___________________________________ ____________________________________ 

 Power of Attorney’s/Legal Guardian’s Signature   Date 

TO BE COMPLETED BY Edith Kassanavoid Gordon Assisted Living Center STAFF ONLY 

Reviewed By: ___________________________________________________________ 

Rent Calculation information 
Total monthly private pay $_______________ 
Total monthly rent after all other payment sources are exhausted $ ________________ 
Subsidy amount applying for $ _________________ 
Total monthly rent payable by resident $__________________ 
 
Report Determination: Denied / Approved 

Date Subsidy Starts _______________________ Date Subsidy Ends ________________________ 
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