Diaper/Period Client Registration Form

COMMUNITY

FOODBANK

OF NEW JERSEY
oooL i hore

PARTNER AGENCY NAME: AGENCY #:
CLIENT INFORMATION

Client Name:

Client Address: City:

State: Zip: County:

Telephone Number: ( )

Which program(s) are you registering for:

__ Diaper Program Period Program __ Adult Diapers
DIAPERS:

Child Diaper Information:

Please provide names of infant/child that needs diaper assistance.

NAME AGE

RELATIONSHIP

*if additional children add on back

Adult Diaper Information

Please provide names of adults in need of adult incontinence product assistance.

Name Adult Size
(L, XL only)

RELATIONSHIP

*if additional individuals add on back




PERIOD:

NAME

AGE

RELATIONSHIP

*if additional individuals add on back

| certify that the information/answers provided are complete and true. | further agree to the following:

o | will not sell the diaper products or exchange/barter for services and | understand that this is to be used

as an emergency resource only and is meant to only supplement my needs.

o Diapers are provided on a FIRST COME, FIRST SERVE basis and | relinquish this diaper site and the
Community FoodBank of New Jersey of all liability of any nature whatsoever and accept the diapers “AS
IS” and at my own risk.

CLIENT SIGNATURE:

DATE:

Verified By




