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Please answer all questions so that we may serve you better. This information will not be shared with any other outside agency or entity others than the San Antonio Food Bank for reporting purposes.

(EL CLIENTE PUEDE LLENAR ESTE DOCUMENTO)                                      Dia De el consumo: _______________

Tiene hogar?                Si                       No                       Si no, por favor completar la forma. 

Household Information
	SU NOMBRE
	

	DOMICILIO si tiene
	

	Ciudad / ESTADO/ CODIGO POSTAL/ CONDADO
	

	# PHONE
	


	


	Yes
	
	No
	


Cuantas  peesonas  viven en tu               Es Usted la caveza   Hogar: hogar?     

Favor  De Seleccionar Su Raza?  
	Africano Americano    
	
	Asiatico
	
	Caucasiano
	
	Hispano
	
	Nativo Americano   
	
	Otro
	


Cuantas Pesonas viven en su  your casa de las siguentes edades oh groups:  (favor de escribir el numero en la caja)
	0-5 anos
	
	6-18 anos
	
	19-40 anos
	
	41-59 anos
	
	60 anos oh mayores
	

	#  Hombres en casa
	
	#  Mujeres en casa
	


Cuantas personas viven en su casa  de los siguintes  grupos:  (favor de poner el # de personas en la caja)
	Major
	
	Fisicamente   Desabilitado
	
	 Victimas de Abuso
	
	Mentalmente Discapacitado
	
	Personas con enfermedades  Chronicas 
	

	Sin hogar
	
	Militares (activos, retirados oh en reserva)
	
	Otro: (specificalo)
	


Hogar elegible  basado en?      Checquear todo  lo que  applique
	Assistance Temporal  a Familias que lo necesiten (TANF / AFDC)
	
	SNAP (Food Stamps)
	

	SSI
	
	Medicaid
	

	CHIP
	
	WIC
	


Ingreso Bruto (antes de  deducciones) por todos los miembros es:                                     
	GROSS INCOME    
	$ 
	
	Per Year
	
	Per Month              
	
	Per Week
	


	Yes
	
	No
	


Que es lo que hizo esta  situacion una emergencia para nesecitar alimentos  ?
	Si es si favor de explicar;
	


Client Signature (client must be present for initial interview and food assistance) 




Date 

I certify that I am a member of the household listed above and that on behalf of this household I have applied for USDA Products.  I certify that all information regarding my household is true to the best of my knowledge.  I also designate the following person as an authorized representative of my household and certify that their information is correct to the best of my knowledge.   Authorized representative is able to pick up product for client until re-certification is necessary…

	Nombre de la persona  Authorizada Representativa:(not name of family member only person to act on their behalf)


	Domicio & # telefono de persona  Autorizada


DOCUMENTACION DE LA AGENCIA 

Nombre de la Familia :___________________________________________________   Fcha: ______________

    Household is INELIGIBLE:  (clients denied USDA products should be referred to the SAFB for review)

   Income level over 185% listed on Annual Income Guidelines



   Is not an emergency situation and does not meet any other criteria




   Other:_______________________________________________________________

    Tu Familia es ELIGIBLE basadado en:

                    Low Income (Enter certification period below; sign and date the form at the bottom)

Emergency Food Need (Describe emergency need in “Comments” section; enter “Certification Period;” sign and date the form, clients in this category may be served no more than 6 months unless another emergency can be documented.)


Receipt of TANF/AFDC (Enter the “Certification Period;” sign and date the form.)

Receipt of Food Stamps (Enter “Certification Period;” sign and date the form.)

Receipt of SSI (Enter the “Certification Period;” sign and dater the form.)


Receipt of Medicaid (Enter the “Certification Period;” sign and date the form.” 


Comentarios:  
	


Iniciales de la Agency Representante: ________
      


Revisando esta forma en: _________
Please have client sign every time they come receive assistance
 (if you have another form for this that is fine, but you must keep all documentation accessible and together)
	Fecha
	Firma del Cliente (por cliente)
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Certificacion Periodo:  Fecha de comienzo: __________                                Fecha final: ___________








The U.S Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on the bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal, and where applicable, political beliefs, marital status, familial or parental status, sexual orientation, or all or part of an individual’s  income is derived from any public assistance program, or protected genetic information in employment or in any program or activity conducted or funded by the Department. (Not all prohibited bases will apply to all programs and/or employment activities.) If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, found online at http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866) 632-9992 to request the form. You may also write a letter containing all of the information requested in the form. Send your completed complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence Avenue, S.W., Washington, D.C. 20250-9410, by fax (202) 690-7442 or email at program.intake@usda.gov.

Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339;or (800) 845-6136 (Spanish).
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