Madison Community Services Food Pantry Intake Form

Proof of Residency . Date

Name

Address

Telephone

Household Composition

Relationship to household Head. Date of Birth Gender

House type — Tick One
Single Home O
Rental OJ

Congregate Living (1
(e.g. Concord Meadows, Assisted Living, Group Home)



W-1700 English ATTACHMENT 1
Guidelines Updated as of = 7/ /7 : 235% of poverty

SELF-DECLARATORY FORM
The Emergency Food Assistance Program (TEFAP)
Household Eligibility Form

Name No. of people in household

Street No. of Elderly (60+) in household?
Town No. of Disabled in household
State No. of Children in household

Tel, .f )

The table below shows a yearly gross income for each family size. If your household income is at or
below the income listed for the number of people in your household, you are eligible to receive TEFAP
commodities.

Household 1 2 3 4 5 6 7 8*
Size
Annual 29,352 | 39,739 50,126 | 60,513 70,900 81,287 | 91,674 102,061
Income

» for each additional person add $10,387

You are also eligible to receive TEFAP commodities if your household participates in any of the following
programs. If you participate in any one of these programs, please check the box(s) next to it.

Food Stamps

Energy Assistance

WIC

School Meals

Husky Part A, Part B

State Administered General Assistance (SAGA)
Temporary Assistance to Needy Families (TANF)
Aid to the Blind or Disabled

Social Security Supplemental (SSl)

Section 8 Rental Assistance Program

oooooooooo

Please read the following statement, then sign the form and write in today’s date.

I certify that my yearly gross household income is at or below the income listed on this form for households
of the same number of people as my household, OR that my household participates in the program that |
have checked on this form. This certification form is being submitted in connection with the receipt of
Federal assistance. Program officials may verify what | have certified to be true. | understand that making
a false certification may resuilt in having to pay the State agency for the value of the food improperly issued
to me and may subject me to civil or criminal prosecution under State and Federal law. | also certify that,
as of today, my household lives in Connecticut. ‘

Signature Today’s Date




First Name:

CT-NAP
(CONNECTICUT NUTRITION ASSISTANCE PROGRAM)

Last Name:

Please indicate the total number of household members that fall into each of the
following categories:

AGE SEX RACE/ETHNICITY
Total #| Total# | Total # | Total Total Total Total Total Total # Total
Adults Children | Seniors # # # # # Asian #
Agel18-59 | Age 0-17 | Age 60+ | Male | Female| Black White | Hispanic | Pac. Isl.| Other




