


Date Received ____ _ 
Office use only 

Answer the following questions honestly and completely. If you know but refuse on purpose to give any 
needed or false Information, your household will not be eligible for food distribution. 

IMPORTANT: please bring proof all household income and expenses, this will make processing your application 
faster. 

NAME: ____ _________ _ SOCIAL SECURITY# _____ _ 

PHYSICAL ADDRESS: _____ ____ CITY: _____ ZIP CODE: _ __ 

STATE: ____ COUNTY: ______ PHONE#: _________ _ 

MAILINNG ADDRESS IF DIFFERENT: _________________ _ 

SNAP BENEFITS (FOOD STAMPS): 

HAVE YOU EVER OR ARE YOU CURRENTLY RECEIVING FOOD STAMPS? YES ___ NO __ _ 

If SO, WHEN? _____ _  WHERE? _______________ _ 

HAVE YOU OR ANYONE IN YOUR HOUSEHOLD BEEN DISQUALIFIED FROM PARTICIPATION IN THE FOOD 

STAMP PROGRAM? YES_ NO_ IF YES, WHO? _ _ _ ___ WHEN? ____ _ 

EMERGENCY ASSISTANCE: 

IF YOU LHAVE RECEIVED LITTLE OR NO INCOME FOR THE MONTH, YOU MAY BE ELIGIBLE FOR 
EMERGERNC ASSISTANCE. 

I AM REQUESTING EPIERGERNCY ASSISTANCE-·-
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Include the Socia! Security number of each family member who has one. This will help us to Identify your 
household correctly. The Social Security number may also be used In program reviews or audits to make 
sure your household Is ellglble for Food Distribution. 

Please list ALL PERSONS LIVING IN YOUR HOUSHOLD (INCLUDING YOURSELF) 

DO NOT LIST ROOMERS OR BOARDERS. They cannot be included as household members. 

·- RELATIONTO 
NAME HEAD OF BIRTH DATE SOCIAL SECURITY# 

HOUSEHOLD 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

List others in your home that would be considered roomers or boarders. 

ROOMER (amount paid for room BOARDER (amount paid for 
NAME only) room and meals) 

1 

2 

3 
4 
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UNEARNED INCOME: You must bring in verification of all income. 

HOWOFTEN 

INCOME SOURCE INCOME RECEIVED BY AMOUNT (dally, weekly, 
IIDlllll"J 

Alimony or Support 

W-2, AFDC, TANF

Kinship care

GA (General Assistance) 

SSI - State and Federal 

Social Security, SSDI 

VA (Veteran's Benefits) 

Pension or retirement 

Workman's Compensation 

Unemployment 

Child Support 

Respite Care 

Foster Care 

Education Grants, Loans, Scholarships 

Other income not listed (specify) 

CHILD SUPPORT: Does anyone in your household pay child support? YES __ NO __ WHO ___ _ 

Please provide court order papers, check stubs, printouts, etc. 

SHEL TER/UTILIL TY EXOPENSES: Must provide proof of your monthly cost of your shelter expense. Rent receipt, 
or heating/electric receipt or sewer/water receipt. 

MEDICAL EXPENSES: For elderly or disabled persons. Must provide proof of medical expenses (out of pocket) in 
excess of $30.00 per month. 
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PLEASE BRING PROOF OF AU HOUSEHOLD INCOME. 

SELF• EMPLOYMENT INCOME: 

Is there anyone in your household who is self-employed? YES __ NO __ _ 

If yes, please bring operating expenses or last yea�s income tax. 

EARNED INCOME: Income from work. Please complete the following infonnation for each person who has a full or 
part time job. Do not include the earnings of children under the age of 18. 

PLEASE BRING VERFICATION OF LYOUR INCOME. 

NAME EMPLOYER'S NAME GROSS AMOUNT HOW OFTEN 
{before dectiction) (dally, weekly, 

mordhlvl 

1. 

2. 

3. 

DEPENDENT CARE: Does anyone in your household pay someone to baby-sit or care for a child or a disabled adult 
so that a member of the household can go to wortc, job training, or look for employment? YES __ NO __ 

If yes, how much do you pay?$ _________ How often? _________ _ 

Who provides the care? ___________ Phone Number ________ _ 

A�ress ___________________________ _ 

PLEASE PROVIDE PROOF (RECEIPT OR THER DOCUMENTATION) 

s 





STOCKBRIDGE-MUNSEE 

FOOD DISTRIBUTION PROGRAM 

P.O. BOX 70 BOWLER, WI 54416 

AUTHORIZATION FOR THE RELEASE OF INFORMATION. 

PURPOSE: 

The Food Distribution Program may use this authorization to obtain infonnation to administer and enforce 
program rules and policies. 

INFORMATIN COVERED BUT NOT LIMITED TO THE FOLLOWING: 

TANF program 

General Assistance 

Employment/wages 

Pensions, retirement payments 

Banks and other Financial Institutions 

Tribal and County Courts 

Schools and Colleges 

Handicapped Assistance 

U.S. Social Security Administration/SSI 

Public Housing 

Unemployment compensation 

Federal, state, tribal or local benefits 

Child care expenses 

social security numbers 

caretaker supplement 

Welfare Agencies 

Providers of Child Care 

Medical Care 

Annuities 

U.S. Veteran's Department 

Kindshlp care 

State Agencies, SNAP 

Signature (HH): _______________ Date: ________ _ 
Signature (Adult): Date: ________ _ 
Signature (Adult): Date: ________ _ 

Signature (Adult): Date: ________ _ 
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