6 ('122'24 *\ 4" A'+EQ[TOIRIA) - (#3H™"f«_TitpAdg —@big@AgS! £
"#*4'E™ € pgEM gEHeT AAg S § € o/ ZThSEB S Ao ™ §
I Le €0gAR W2g §pddA Y@ ogldgtAg ™y g ERSAE TSETEARA g™
"4 #*28&', 4'#AB33Ag"!r_ @Tg-Af ATGIISATGY K TAGAAGST ISR EAELE " ™!
STZ2eTXgAr AGGTA SgSIBgET °tA S NS g AS TASPTA H d\” TTSgS-‘IAg/S-g\E@A*ASxA-gA
#ARTfew+SARTitgTARJA _ 0 AR ePAS+ £« TL-SA
% _ 0*#"x 1 +)#D;SYATAS |} SHLIATERMEPETD_gSIAAe ®EAT FOA g T Af O TgGTA _TieeS
rfgbAEGAge BATTAd &M A g ghdd Ak gt f gThg S k&
*# 0*#*1+)# AZb g § @g T™Me AETg A® "TREAWHE € ™ B1Sg S BACAD 84 MARS g gfR§A[ 0 oo T HSTA
"€ posh - S AL TS I @ EFREYG S BAY , TS BELS gy " g8  § 0X'S T S gh-gi RS ATESTb I A
-SS®EA-AETIgA e ™Mb
( *#),(+8#";4<g§8i@i@r(ﬁ€éT§€--TM)gmmwst@z’xméxAg%o,,-%gS§
) _#2'"#*19 +62#&+("; + R FIfAEHTEATHEQIABGSTOIA TIC] Alg tgBIA-SKAS xg T gffdife- SKA
*SbepsbBTTABDLAA f°>T/sz “SyAer T!eeS
* 0#%* *18° § WEFA g AV YA SXDAL g HFTBASMy , €Epug ™ »

'('Bgb€ YT WAE S TR Q=S WAHYAAE G T S At giSE Ag S g b A -€¥V § €apg BA, *x €0 §
'&++*(o+(()#RgTM€q CTREWS A ST BEM « T, 540 d» g S b g5, /e ™M/ | fg &Ag Zd Ax gKAg VA- 6, 12
#"614" [H#*2#H2YSETAA XxTXYA 90 TSRy T PUE AVRA- Te§ AN TATA 0 - 48 .4 + IXBARATYAY g€-8 o
s WEA, /u QAP ©' /s A § gUF OIS @ A § « DTESTYsHE BE e » « V3§ A StBTobR éy » g S b oSS Yy A u g } 6,01 4

€S @ WX EQR ,LIWN " gEWMEHE YT : 4 StgbAL EB,R®R WX yg £ P ImEATS, AR ™20 g A
| _#2+60VBRX gS YA €BXARESBUASIX o BATEg L ¢SS XbMAS bmSAT § g+ g B'PY LSS "+ ®S§EF g A
g™EEQUIIEIUGAE D - XDPVSoA G S g TR EA [T X MAGAZ UQ}ET QA TERT,
# (0+.#11QgTe, Moo BTEHRIAG g T T« g B'SE PbE Ex AT B ™ME€g D
6 0" *2&LgxXPXDEXDIE®A g SEYEARD §:b® B8R TgS S

EP72TAKP;FBSHA PAUlg&p ~ ®q § 645 BAe o+ Ag T[IY A d\e ™ g o g)S AT §-ARIMRAa g} EBATR-DIEA § A
* SA® YAT 8 <Ag pgOTRT A € gTS §ALY, g A+ « SSTEREBAN « ce T B8 uFA PO@ ™A ™M g gSETEENG A

AT (& ) G '
+04&#Ddbgbe A E“S" ~"h¥,c—~¥¥ z°U" z"“TA )
#*30 (OTt®Z+Zy A CtoN%T ) ah@® 3U.."h¥,c—~¥¥ z°U"~ z“TA

M“° ~hBERTTS A CY)) (%$ ¥“°"~Ah¥,c-~¥¥ z°U" z“TA



DEPARTMENT OF PUBLIC HEALTH & SOCIAL SERVICES

Division of Public Welfare « Bureau of Economic Security

RAN-Care Commercial Bldg. CBU #207, 761 S. Marine Corps Dr. Tamuning, GU 96913
Telephone #: Dededo: (671) 635-7432/7485 - Tamuning: (671) 300-8853/8863 - Inarajan: (671) 828-7542

APPLICATION FOR PUBLIC BENEFITS - PART |

APPLICATION FILING: The day your application is received is the
date from which your eligibility will be determined. Benefits will be

paid from that filing date if you are eligible. You must answer the
PLEASE PRINT CLEARLY IN BLUE OR BLACK INK |questions on the application form before benefits are issued.

1. PLEASE COMPLETE THE FOLLOWING INFORMATION
MARK TYPE OF ASSISTANCE NEEDED

[] Medicaid [ ] Supplemental Nutrition Assistance Program (SNAP) [] casn [] IMng?gi]gﬁihlgrogram

MARK TYPE OF APPLICATION

|:| New Application I:l Reapplication/Reopening
Medicaid SNAP Cash Assistance MIP
Case No: Case No: Case No: Case No:

Name of Applicant Email Address

Last First M1 Social Security Number Date of Birth (MM/DD/YY)
Mailing Address lCity State Zip Code

Home Address Village Home Phone Work Phone

Do you need an interpreter? [Jyes [INO Cell Phone Alternate Phone

2. PLEASE COMPLETE THIS SECTION

Are you or anyone in your household a current or former foster child? [] YES ] NO
Is anyone in your household pregnant? [] YES [] NO
Does anyone in your household need off-island health care? [] YES ] NO
Is anyone in your household a boarder? (paying for room and meal) [] YES ] NO
s anyone in your household on strike from work? ] YES ] NO
Have you refused any job within the last 60 days? ] YES ] NO
How much is the total household’s income for this month (before deductions)? $

The total of your household’s cash, bank accounts, savings certificates, stocks or bonds.

$
The amount of your rental/mortgage for this month (without arrears). $
The amount of your water/sewer bill for this month (without arrears). $

$

The amount of your power bill for this month (without arrears).
The total amount of your gas, telephone, trash bill for this month (without arrears). $
How have you been able to pay for your housing, food, power, water, gas, telephone and medical bills before

applying for assistance?

SIGNATURE: DATE:

APPLICATION FOR PUBLIC BENEFITS (REVISED 09.2023) Please complete back page



APPLICANT’S RIGHTS:

You have the right to immediately file an application. You can complete this first page and give it to us today. The rest of the application can be completed
later and submitted at the time of your interview. It may take up to 30 calendar days to process SNAP and MEDICAID applications. For CASH ASSISTANCE,
and the Medically Indigent Program (MIP), it may take up to 45 calendar days. If you wish to be considered for Expedited Service, complete the
Emergency Assistance Section of this form. If you are eligible for Expedited Service, you may receive your SNAP benefits within seven (7) calendar days.
If you are eligible, you will receive SNAP benefits retroactively from the date your application is received. Welfare benefits do not begin until the month
after your application is approved. You have the option of answering only those questions that are relevant to the programs for which you are applying
for.

PRIVACY ACT STATEMENT: The collection of information, including the Social Security Number (SSN) of each household member is authorized under the Food
Stamp Act of 1977 as amended, 7 U.S.C. 2011-2036. The information will be used to determine whether your household is eligible to participate in the SNAP, Cash
and Medical Programs. We will verify this information through computer matching programs. This information will also be used to monitor compliance with program
regulations and for program management. This information may be disclosed to other Federal and State agencies for official examination and to law enforcement
officials for the purpose of apprehending persons fleeing to avoid the law. If a SNAP, cash, or a medical claim arises against your household, the information on your
application including SSNs, may be referred to Federal and State agencies, as well as private claims collection agencies, for claims collection action. Providing the
requested information, including SSN of each household member is voluntary. However, failure to provide an SSN will result in the denial of SNAP, Cash and Medical
benefits to each individual failing to provide an SSN. Any SSN provided will be used and disclosed in the same manner as the SSN of eligible household member.

DO NOT SEND APPLICATIONS HERE.

USDA Nondiscrimination Statement: In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and
policies, this institution is prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity and sexual orientation),
religious creed, disability, age, political beliefs, or reprisal or retaliation for prior civil rights activity.

Program information may be made available in languages other than English. Persons with disabilities who require alternative means of communication to
obtain program information (e.g., Braille, large print, audiotape, American Sign Language), should contact the agency (state or local) where they applied for
benefits. Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339.

To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint Form which can be
obtained online at: https //www.usda.gov/sites/default/files/documents/ad-3027.pdf, from any USDA office, by calling (833) 620-1071, or by writing a letter
addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of the alleged discriminatory
action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The
completed AD-3027 form or letter must be submitted to:

(1) mail:
Food and Nutrition Service, USDA
1320 Braddock Place, Room 334
Alexandria, VA 22314; or

(2) fax: (833) 256-1665 or (202) 690-7442; or

(3) email: FNSCIVILRIGHTSCOMPLAINTS@USDA.GOV
For any other information dealing with Supplemental Nutrition Assistance Program (SNAP) issues, persons should either contact the USDA SNAP
Hotline Number at 1 (800) 221-5689 which is also in Spanish or call the State Information/Hotline number (click the link for a listing of hotline

numbers by State); found online at: http.//www fns.usda.gov/snap/contact info/hotlines.htm.

To file a complaint of discrimination regarding a program receiving Federal Financial assistance through the U.S. Department of Health and Human
Services (HHS), write: HHS Director, Office for Civil Rights, Room 515-F, 200 Independence Avenue, S.W., Washington, D.C. 20201 or call 1 (202)
619-0403 (voice) or 1 (800) 537-7697 (TTY).

This institution is an equal opportunity provider.
DO NOT SEND APPLICATIONS HERE.

PENALTY WARNING:

The information you provide will be subject to verification by Federal, State, and local officials. Information available through Income Eligibility Verification System
(IEVS) will be requested, used, and may be verified through collateral contacts. The alien status of household members may be subject to verification with Immigration
and Naturalization Service (INS). Information obtained through IEVS or from INS may affect your eligibility and level of benefits. Benefits may be denied if any
information is incorrect. You may be criminally prosecuted and fined up to $250,000.00 and imprisoned up to twenty (20) years or both for knowingly providing incorrect
information. If you intentionally break any program rules, you may be disqualified for one (1) year for the first violation, two (2) years for the second violation, and
permanently for the third violation. Intentional violations of program rules may disqualify you from both SNAP and CASH ASSISTANCE Programs. If you are found to
have made a fraudulent statement with respect to the identity or place of residence in order to receive multiple SNAP benefits simultaneously, you will be ineligible to
participate in the program for a period of ten (10) years. | understand the penalties for providing false or incorrect information and certify under penalty
or perjury the truth of the information contained in this application.

SIGNATURE TODAY'S DATE

APPLICATION FOR PUBLIC BENEFITS (REVISED 09.2023)



DEPARTMENT OF PUBLIC HEALTH & SOCIAL SERVICES

Division of Public Welfare ¢ Bureau of Economic Security
RAN-Care Commercial Bldg. CBU #207, 761 S. Marine Corps Dr., Tamuning, GU 96913
Telephone #: Dededo: (671) 635-7432/7485 « Tamuning: (671) 300-8853/8863 * Inarajan: (671) 828-7542

APPLICATION FOR PUBLIC BENEFITS - PART II

APPLICATION FILING: The day your application is received is the
date from which your eligibility will be determined. Benefits will be

paid from that filing date if you are eligible. You must answer the
PLEASE PRINT CLEARLY IN BLACK OR BLUE INK questions on the application form before benefits are issued.

1. PLEASE COMPLETE THE FOLLOWING INFORMATION

MARK TYPE OF ASSISTANCE NEEDED

P Supplemental Nutrition Assistance Medically
Medicaid Program (SNAP) Cash Indigent Program (MIP)

MARK TYPE OF APPLICATION

New Application Reapplication/Reopening
Medicaid Case SNAP Case Cash Assistance Case MIP Case
No: No: No: No:

Name of Applicant

Last First MI Social Security Number  Date of Birth
Mailing Address City State Zip Code

Home Address Home Phone Work Phone
Email Address Cell Phone Alternate Phone

APPLICATION FOR PUBLIC BENEFITS (REVISED 09.2023) Page 1 of 14



IF YOU ANSWER YES TO THESE QUESTIONS, COMPLETE THE

INFORMATION TO THE RIGHT.

Has anyone in your household been convicted
benefits in any State? ] YES

of receiving duplicate SNAP

[INO

Is anyone listed on this application currently incarcerated? D YES |:| NO

Have you or any member of your household been convicted of a felony involving
the possession, use or distribution of illegal drugs after August 22, 19967

[] ves

[ no

Are you or any member of your household fleeing to avoid prosecution or custody
for a crime, or attempting to commit a crime that is a felony in the place you or
the household member is fleeing from, or violating a condition of probation or

parole?

[] ves

[J no

Has anyone been convicted of federal aggravated sexual abuse, murder, sexual
exploitation and abuse of children, sexual assault, or similar state laws, and who are
also not in compliance with the terms of their sentence or parole, or are a fleeing

felon?
[] YES
Has any household member ever received SNAP? |:| YES
If YES, NAME:
If YES, NAME:

[J] NO
] NO

WHEN:

NAME OF APPLICANT

WHEN:

SOCIAL SECURITY

(Last, First, M.L) NUMBER

WHERE (State/U.S. Territory):

WHERE (State/U.S. Territory):

1 certify under penalty of perjury that | have completed the above information truthfully and the information provided may be compared to court records.

Applicant’s Signature

ETHNIC CODES
African American - - - - - - - - - - - - -~ AF Chamorro - Guam - - - - - CG
American Indian/Alaskan Native - - - - AA Chamorro - Rota - - - - - - CR
American Samoan - - - ---------- AS Chamorro - Saipan---- GCS
Asian Indian - - - ----------____ Al Chamorro - Tinian - - - - - CT
Australian - - - - - ... ________. AU Chinese - - =--------- Cl
Cambodian - - - ------ ... __. CB Chuukese - - - - ------ TR
Canadian - - - - - - - - ... ___. CN Cuban ---------mn-- cu
Caucasian - - - - ----_. ... _____ CA Filipino - - ==« - - - - - FO
CITIZENSHIP MARITAL STATUS
CODES CODES

Alien - -----------. AL Divorced - - - - - DI Separated - - - - SE
FAS citizen - - ------ - FS Married - - - - - - MA Widowed - - - - - Wi
Permanent Resident-- PR Single - - ----- Sl Other------- oT
United States citizen- - US

APPLICATION FOR PUBLIC BENEFITS (REVISED 09.2023)

Date

German - ------- GE Palavan - ------- PA
Hawaiian - - - - - - - HN Pohnpeian - - - - - - PO
Hispanic - - - - - - - HI Portuguese - - - - - - PE
Japanese - - - - - - - JP Soviet Jew - - - - - - SJ
Korean - - ------- KO Thai ---------- TH
Kosraean - - ----- KS Vietnamese - - - - - Vi

Marshallese - - - - - MA Yapese-------- YP
Mexican - -- - - - - - ME Other---------- oT

RELATIONSHIP
CODES

Head of Household - - - HH Son -------- SO
Daughter - - - - - - - --- DA Spouse - - - - - SP
Granddaughter - - - - - - GD Other ------- oT
Grandson ------... @s

Page 2 of 14



LIST YOURSELF AND ALL PERSONS WHO LIVE WITH YOU, THE ELIGIBILITY SPECIALIST 2|2 |g RACIAL HERITAGE
WILL DETERMINE WHO QUALIFIES FOR ASSISTANCE. DO NOT LIST PERSON INCLUDED s| 2|5 | —
IN SECTION 2 OF PAGE 2. 218 | % |a z Z
o828 8 =5| |5u|z
=3 O < <C =
PLEASE COMPLETE FOR EVERYONE IN YOUR HOUSEHOLD. YOU CAN CHOOSE NOT TO s 2|2 (%] =3 ZE(2.
GIVE YOUR ETHNIC GROUP AND RACIAL HERITAGE INFORMATION. IT WILL NOT AFFECT 51352 |2 |-k i2 Z2|LE|g
YOUR ELIGIBILITY. THIS INFORMATION HELPS US FOLLOWTITLEVIOF THECVILRIGHTS | @ |2 8| 5 | 8 |22 | z [YS| & |z 5%z |2
ACT OF 1964, g5 B |2 (98|35 |22 2 |ES[3E]8
O |g&|a |[O |[EO| < |2Za| 2 |<<|d<|w
1.Your Name (Last, First, M..) (HEAD OF HOUSEHOLD) SEX | ALIEN NUMBER Y
SOCIAL SECURITY NUMBER DATE OF BIRTH (MM/DD/YY) MARITAL STATUS | DATE OF ENTRY | ABSENT PARENT NAME (Last, First, M.I.) N
ETHNICITY D HISPANIC D NOT HISPANIC

2.Your Name (Last, First, M.l.) SEX | ALIEN NUMBER
SOCIAL SECURITY NUMBER DATE OF BIRTH (MM/DD/YY) | MARITAL STATUS | DATE OF ENTRY | ABSENT PARENT NAME (Last, First, M.1.) N
ETHNICITY [] Hispanic [] NoT HisPANIC

3.Your Name (Last, First, M..) SEX | ALIEN NUMBER Y
SOCIAL SECURITY NUMBER DATE OF BIRTH (MM/DD/YY) MARITAL STATUS | DATE OF ENTRY | ABSENT PARENT NAME (Last, First, M..) N
ETHNICITY |:| HISPANIC |:| NOT HISPANIC

4.Your Name (Last, First, M.l.) SEX | ALIEN NUMBER Y
SOCIAL SECURITY NUMBER DATE OF BIRTH (MM/DD/YY) | MARITAL STATUS | DATE OF ENTRY | ABSENT PARENT NAME (Last, First, M.L) N
ETHNICITY [] Hispanic [] ot HisPaNIC

5.Your Name (Last, First, M.l.) SEX | ALIEN NUMBER Y
SOCIAL SECURITY NUMBER DATE OF BIRTH (MM/DD/YY) MARITAL STATUS | DATE OF ENTRY | ABSENT PARENT NAME (Last, First, M..) N
ETHNICITY D HISPANIC D NOT HISPANIC
6.Your Name (Last, First, M.L) SEX | ALIEN NUMBER Y
SOCIAL SECURITY NUMBER DATE OF BIRTH (MM/DD/YY) MARITAL STATUS | DATE OF ENTRY | ABSENT PARENT NAME (Last, First, M..) N
ETHNICITY D HISPANIC D NOT HISPANIC

APPLICATION FOR PUBLIC BENEFITS (REVISED 09.2023)
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LIST ALL STUDENTS IN YOUR HOUSEHOLD.

HOUSEHOLD MEMBER’S NAME TYPE OF SCHOOL/ CLASS HOURS
(Last, First, M.1.) NAME OF SCHOOL TRAINING PROGRAM PER WEEK

USE THESE CODES TO COMPLETE SECTION 7 BELOW

Cash Held by Others - - - --------- co Life Insurance with Cash Value - - - - - - - LI Savings Bonds - - - - - - - - - SB
CashonHand---------------- CH Money Market Certificates (Shares) - - - - MM Stocks and Bonds - - - - - - ST
Checking Account - - - - - - ------- CA Mutual Funds - - - - - - - - - oo oL ME Time Certificate - - - - - - - - TC
Health Insurance with Cash Value - - - HI Pension Plan - - - - - - - - oo _____._ PN Trust Funds = - == == = = - - - TR
Individual Retirement - - - - - - - - - - - IR Savings Account - - - - -« oo SA 0] oT

LIST THE CASH RESOURCES OF EACH MEMBER OF YOUR HOUSEHOLD. USE THE CODES LISTED IN SECTION 6 ABOVE TO INDICATE
EACH TYPE OF RESOURCE. INCLUDE ALL JOINTLY OWNED RESOURCES. DESCRIBE ANY RESOURCES LISTED AS “OT” (OTHER).
CASH RESOURCE/NON-FIXED ASSET TYPE HOUSEHOLD MEMBER

WHERE IT IS LOCATED VALUE
CODE DESCRIBE OTHER IT BELONGS TO

©“ | A | A | h | h | A | A |

APPLICATION FOR PUBLIC BENEFITS (REVISED 09.2023) Page 4 of 14



USE THESE CODES TO COMPLETE SECTION 9 BELOW

Buildings - - ------------- B Land, No House - - - ------- L Rental Property - - - - -------------- R
Burial Plot - - - - - - ... BP Land With House - - - - - - - - - LH Vacation and Recreational Property - - - - - v
House Other Than Home - - - - - H Off-Island Property - - - ----- P Other--------------mmmmeeeo - oT

LIST THE NON-CASH RESOURCES OF EACH MEMBER OF YOUR HOUSEHOLD. USE THE CODES LISTED IN SECTION 8 ABOVE TO
INDICATE EACH TYPE OF RESOURCE. INCLUDE ALL JOINTLY OWNED RESOURCES, DESCRIBE ANY RESOURCES LISTED AS “OT”
(OTHER).

NON- CASH RESOURCE/ASSET TYPE HOUSEHOLD MEMBER

CODE 1 DESCRIBE OTHER IT BELONGS TO

WHERE IT IS LOCATED VALUE

@N | A | A | A | A | P

LIST ALL VEHICLES USED BY YOUR HOUSEHOLD. INCLUDE ALL JOINTLY OWNED VEHICLES.

ITEM VEHICLE 1 VEHICLE 2 VEHICLE 3

REGISTERED OWNER OF VEHICLE

NAME OF PERSON WHO USES VEHICLE

YEAR, MAKE, MODEL

LICENSE PLATE NUMBER

PRINCIPAL BALANCE OWED $ $ $

APPRAISED VALUE/FAIR MARKET VALUE $ $ $

IF YOU OR ANYONE IN YOUR HOUSEHOLD HAD GIVEN AWAY, SOLD, OR TRANSFERRED MONEY, VEHICLES, PROPERTY OR OTHER
RESOURCES/ASSETS IN THE LAST THREE (3) MONTHS, COMPLETE THE FOLLOWING INFORMATION.

VALUE AT TIME AMOUNT

DESCRIPTION OF PROPERTY DATE OF TRANSFER OF TRANSFER RECEIVED BALANCE
$ $ $
$ $ $
$ $ $

APPLICATION FOR PUBLIC BENEFITS (REVISED 09.2023) Page 5 of 14



USE THESE CODES TO COMPLETE SECTIONS 13 AND 14

EARNED INCOME CODES

Civil Service (Federal) Employment - - - - - - - FG
Government of Guam Employment - - - - - - - GG
Military Earnings - ------------------ MA
Private Enterprise Income - - - - - - - - - - - - - PE
Other - - ----ccccmcmcemcncnennn. oT

UNEARNED INCOME CODES

Alimony and Child Support - - - ---------- AY
Civil Service (Federal) Retirement - - - - - - - - - FR
Dividends and Interest - - -------------- DI

Foster Care Payments - - - - - - - - - = - - - - - - FO
GHURA Subsidy (Utilities) - - == ---------- GH
Government of Guam Retirement - - - - - - - - - GR
Life Insurance Benefits - - - - - - - - - ------- LI

Lump Sum Payments - - --------------- LP
Military Exchange Retirement - - - - - - - - - - - MX
Money From Friends, Relatives, Etc. - - - - - - - MO
Payments For Property Sold - - - - - ------- PP
Property Rent Payments - - - - - = - == - - - - - - PR
Scholarship, Fellowship, Loan - - - - - - - - - - - SC
Social Security Benefits - - - - - - - - - - - ---- SS
Striker’s Benefits - = - - - - - - - - -2 oo oo ST
Supplemental Security Income (SSI) - -- - - - - Sl

Veteran’s Pension - - - - - - - - - - oo - VA
Welfare Payments (Including GA) - - - -- - - - - PA

PLEASE BRING TWO (2) RECENT EMPLOYMENT CHECK STUBS, USE THE CODES IN SECTION 12 ABOVE TO INDICATE THE TYPE OF EARNED
INCOME. DESCRIBE ANY INCOME LISTED AS “OT” (OTHER). FOR HOW OFTEN PAID, SPECIFY IF DAILY, WEEKLY, BI-WEEKLY,

SEMI-MONTHLY OR MONTHLY.

NAME OF HOUSEHOLD MEMBER TYPE OF EARNED INCOME

HOW OFTEN GROSS
RECEIVING INCOME DATE EMPLOYED
(Last, First, M.1.) CODE PLACE OF EMPLOYMENT PAID AMOUNT
I
1 $
I
1 $
! $
I
: $
|
I $
i
| $
1 $
PLEASE BRING MOST RECENT 1040 TAX FORM AND THE MOST RECENT GROSS RECEIPT TAX FORMS.
NAME OF HOUSEHOLD MEMBER
RECEIVING INCOME TYPE OF SELF-EMPLOYMENT DATE EMPLOYED Ho‘ﬁSBTEN A‘in“gj:T
(Last, First, M.l.)
$
$
$

APPLICATION FOR PUBLIC BENEFITS (REVISED 09.2023)
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15 UNEARNED INCOME

USE THE CODES IN SECTION 12 (PAGE 6) TO INDICATE THE TYPE OF UNEARNED INCOME. DESCRIBE ANY INCOME LISTED
AS “OT” (OTHER). FOR HOW OFTEN PAID, SPECIFY IF DAILY, WEEKLY, BI-WEEKLY, SEMI-MONTHLY OR MONTHLY.

NAME OF HOUSEHOLD MEMBER TYPE OF UNEARNED INCOME HOW OFTEN GROSS
RECEIVING INCOME T
R PAID AMOUNT
(Last, First, M.L.) CODE ! DESCRIBE OTHER

1
I
| $
1
I
I $
I
|
I $
|
[}
I $
|
1
[}
; $
T
I
| $

ANY HOUSEHOLD MEMBER WINNINGS OF $3,500 OR MORE FROM A LOTTERY OR ANY FORM OF GAMBLING (i.e., BINGO, HORSE RACE, ETC.)

NAME OF HOUSEHOLD MEMBER
RECEIVING INCOME DATE
(Last, First, M.l.)

GROSS
AMOUNT

16 EMPLOYMENT HISTORY

PLEASE REPORT THE LAST EMPLOYMENT FOR EACH MEMBER OF THE HOUSEHOLD.

DATES EMPLOYED

EMPLOYEE NAME EMPLOYER NAME REASON MONTHLY
(Last, First, M.I.) AND ADDRESS FROM T0 FOR LEAVING GROSS INCOME

MONTH/YEAR | MONTH/YEAR

APPLICATION FOR PUBLIC BENEFITS (REVISED 09.2023) Page 7 of 14
























