
 

Community Assistance Intake Form
Agency Name Agency Number 

Other Situation 

 Check all that apply:    ☐  At Risk of Being Homeless   ☐  Homeless    ☐  Disabled    ☐  Other: 

Benefits and Insurance 

Government Benefits: (check all that you receive):  Medical Insurance (Check all that you have): 

 ☐  Veterans Benefits 
 ☐  Unemployment Compensation 
 ☐  LIHEAP(Low Income Home 

 Energy Assistance) 

☐  Aetna     
☐  Amerigroup    
☐  Horizon NJ Health 
☐  United  Healthcare 
☐  WellCare 
☐  WellCare – Medicare/DSNP 

☐  Medicaid 
☐  Medicare or Medicare Advantage Plan 
☐  Private or Employer Insurance  
☐  Uninsured   
☐  Other: 

Additional Information 

Gender:   ☐ Female 
☐ Male 
☐ Other 

Ethnicity: 
(Optional) 

☐ African American 
☐ Asian 
☐ Caucasian 

☐ Hispanic  
☐ Middle Eastern 
☐ Native American 

☐ Pacific Islander 
☐ Other: 

Education:  ☐  Attended College 
 ☐  High School-Incomplete 
 ☐  High School/GED 
 ☐  Graduated From 2 Year College 
 ☐  Graduated From 4 Year College 

Employment (Check all that apply): 
☐ Full Time  
☐ Part Time  
☐ Seasonal     
☐ Unemployed 

Marital Status: 
 ☐  Married 
 ☐  Widowed 
 ☐  Separated 
 ☐  Divorced 

 ☐  Single 
 ☐  Other:

Food Allergies:   
Check all that apply to 
any members of your 
household. 

 ☐ Dairy 
 ☐ Eggs 

☐ Fish/Shellfish 
☐ Gluten 

☐ Wheat 
☐ Tree Nuts 

☐ Peanuts 
☐ Soy 

 Other: 

Dietary Restrictions 
(please describe): 

TODAY’S DATE: 
(MM/DD/YYYY)    

Personal Information 

Name: First: Middle: 

Last: Maiden: Date of birth: 
(mm/dd/yyyy) 

I am: ☐ Head of Household 

Email:     

In your Household, 
including yourself,  
the number of: 

Total Adults (18+): Adults Age 60 and Over: Children Under18 Years Old:  Veterans: 

Proxies: 
List the first and last names of all others who may 
receive your assistance in your absence.  

Address and Contact Information  ☐  I have a separate Mailing address –please write in the Other Input space 
provided on the next page. 

Street: Apt/Other: Phone: 

City: State: Zip: County: 

Qualifying Reason (check all that apply)     

☐ 1 – TANF 
☐ 2 – FOOD STAMPS/SNAP 
☐ 3 – SSI 

☐ 4 – WIC 
☐ 5 – MEDICAID 
☐ 6 – Low Income (under 

185% of poverty line) 

☐ 7 – Disaster or special circumstance (I.E. Divorce, Domestic 
Violence, Loss of employment, etc.) 

☐ N/A 
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Community Assistance Intake Form
Agency Name Agency Number 

Other Input 

Please write in this space a separate mailing address, if you have one, and any other information you think we should know about. 

Notice 

This institution is an equal opportunity provider.  In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) 
civil rights regulations and policies, the USDA, its Agencies, offices, and employees, and institutions participating in or administering USDA 
programs are prohibited from discriminating based on race, color, national origin, sex, disability, age, or reprisal or retaliation for prior 
civil rights activity in any program or activity conducted or funded by USDA. 

Persons with disabilities who require alternative means of communication for program information (e.g. Braille, large print, audiotape, 
American Sign Language, etc.), 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. Additionally, program 
information may be made available in languages other than English.  

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027) found online 
at:  https://www.ascr.usda.gov/sites/default/files/Complain_combined_6_8_12_508_0.pdf, and at any USDA office, or write a letter 
addressed to USDA and provide in the letter all of the information requested in the form. To request a copy of the complaint form, call 
(866) 632-9992. Submit your completed form or letter to USDA by: 

(1) mail: U.S. Department of Agriculture 
Office of the Assistant Secretary for Civil Rights 
1400 Independence Avenue, SW 
Washington, D.C. 20250-9410 

(2) fax: (202) 690-7442 

(3) email: program.intake@usda.gov. 

Agreement and Consent 

☐Yes  ☐No I am currently enrolled in the Food Stamps/SNAP program (if No, I may be contacted regarding enrollment). 

☐Yes  ☐No I consent to be contacted by the Community FoodBank of NJ to share my testimonial and highlight my hunger related 
experience.  

As conditions for receiving assistance, I acknowledge, consent to, and certify the following: 
• Food is provided on a FIRST COME, FIRST SERVE basis and I relinquish this agency and the Community FoodBank of New Jersey of all

liability of any nature whatsoever and accept the food “AS IS” and at my own risk.

• My total yearly gross household income is at or below 185% of poverty, OR, my household participates in the program(s) that I have
checked on this form and the information I have given is true and correct.

• My household and assistance information will be shared through an electronic database, known as “Oasis Insight”, with the
Community Food Bank of New Jersey (“FoodBank”). I also understand that while ordinarily only available to this agency, my
information may be shared with other agencies within the Foodbank network.

• This agency is to be used as an emergency resource only and is meant to supplement additional assistance or resources I may
receive.

• There is no guarantee of the amount or type of food product given.

• I will not sell the food or non-food products or exchange/barter food or non-food products for services.

• Inappropriate behavior such as profanity, littering, verbal abuse of staff or any other disruptive behavior is prohibited. Any such
behavior may result in the suspension or termination of my privileges at this agency.

Client Signature: Date: 

Agency Representative 
Signature: 

Date: 

For Agency Use Only 

Case Number: ☐ New Intake  ☐ Recertification 

Client Qualifies for: ☐ SFPP   ☐ TEFAP Documents Reviewed by: 
(Initials)     

Entered into Oasis by: 
(Initials) 
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