














PENALTIES FOR FRAUD: The State and Federal laws provide penalties, including a fine, imprisonment, or both, for persons found guilty of obtaining
donated foods for which they are not eligible by making false statements or

FAILING TO REPORT PROMPTLY any changes in their circumstances. If evidence that such individuals have willfully violated the law, they will be referred
to the proper law enforcement authority for investigation and possible prosecution.

ANY WHO AIDS another person to obtain donated foods fraudulently is subject to the same penalties.
| UNDERSTAND that | have the right to a fair hearing if | am not satisfied with the action taken on my application by the Food Distribution Office.

CONFIDENTIALITY: The use of disclosure by any party of any information concerning a client in violation of any rule of confidentiality or for any purpose
not directly connected with the administration of the Department’s or the Council’s responsibilities with respect to the Food Distribution Program is
prohibited, except on written consent of the client, his parent if he is a minor, or his court-appointed guardian.

CIVIL RIGHTS: 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 or 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).

For any other information dealing with Supplemental Nutrition Assistance Program (SNAP) issues, persons should either contact the USDA SNAP Hotline
Number at (800) 221-5689, which is also in Spanish or call the State Information/Hotline Numbers (click the link for a listing of hotline numbers by State);
found online at http://www.fns.usda.gov/snap/contact_info/hotlines.htm.

USDA is an equal opportunity provider and employer.

APPLICANT: READ ABOVE AND COMPLETE SECTION BELOW

I hereby authorize the following individuals to act as my Authorized Representatives.

NAME NAME

| certify that this application has been explained to me (or examined by me) and that the information given is true and correct to the best of my
knowledge and belief. | agree to provide the Food Distribution Office necessary information to verify any statements given in this application and give
permission to obtain such verification. | will also cooperate fully with State and Federal personnel in a quality control review.

| agree to inform the Food Distribution Office promptly (Within 10 days) of changes in income, living arrangements or other information which | have
given, since changes may affect eligibility to receive donated foods.

Signed: Date:
(Signature of applicant or authorized representative)
OFFICE USE ONLY
CERTIFICATION ACTION:
Status Code Date Status Codes
M Moved
Status Code D Decessed
APPROVED from: through I Ineligible
S SNAP
DENIED: (Reasons) X Delete
Signature: Date:
(Certifying Clerk)
CHECK APPROPRIATE Approved for expedited services Attachment Part Il - OyYes ONo

BOX(ES) Oyes ONo Attachment Partlll - QOYes O No










HUMAN RESOURCES DEVELOPMENT COUNCIL
7 North 31ST Street; P.O. Box 2016

Billings, MT 59103
406.247.4732

BASIC INTAKE FORM

1.800.433.1411

HH#

FOR OFFICE USE ONLY

ENTERED ON COMPUTER

PROGRAM INITIALS

Retired

SEX CODES RACE CODES Al = Native American/Alaskan Native
F = Female BL = Black — Not Hispanic HB = Hispanic — Black HI = Hispanic AS = Asian
HOUSEHOLD MEMBER INFORMATION M = Male WH = White — Not Hispanic = HW = Hispanic — White PI = Pacific Islander OT = Other
SOCIAL RELATIONSHIP | BIRTH DATE DISABLED | MILITARY CHECK Gli{‘ng G HEALTH
SECURITY TO HEAD OF Sex | RACE STATUS ANY LA INSURANCE
LAST NAME, FIRST NAME MI T HOUSEHOLD M D YR YES / NO THAT COM(;’]l{ETE STATUS (CHECK ALL
APPLY
DEGREE THAT APPLY)
EARNED
[] Veteran Tribal ]émpioyeg ll;ull-;rjme Healthy MT Kids
1. SELF / - mployed Part-Time MEDICAID
[ Active Member "
HEAD OF HOUSE - Migrant Seasonal Farm Worker MEDICARE
Military US Citizen Unemployed (Short-Term, 6 mo. or less) PRIVATE
[1No . Unemployed (Long-Term, 6 mo or more) VA
1N/A iﬁglstered Unemployed (NOT in Labor Force) NbNE
1en Retired
[ Veteran Tribal Employed Full-Time Healthy MT Kids
2 N Employed Part-Time MEDICAID
: o A‘ft_we Member Migrant Seasonal Farm Worker MEDICARE
Military [1US Citizen Unemployed (Short-Term, 6 mo. or less) PRIVATE
[1No . Unemployed (Long-Term, 6 mo or more) VA
TN/A iﬁglsmred Unemployed (NOT in Labor Force) NONE
1en Retired
[1 Veteran Tribal Empi"ycg gu“-'{_?mc Healthy MT Kids
3. . Memb mployed Part-Time MEDICAID
o A‘ft.lve emoer Migrant Seasonal Farm Worker MEDICARE
Military US Citizen Unemployed (Short-Term, 6 mo. or less) PRIVATE
[1No . Unemployed (Long-Term, 6 mo or more) VA
TN/A iﬁglsmred Unemployed (NOT in Labor Force) NONE
1en Retired
[ Veteran [ Tribal pmploved Full-Time Healthy MT Kids
4. N mployed Part-Time MEDICAID
u] A(ft.lve Member Migrant Seasonal Farm Worker MEDICARE
Military US Citizen Unemployed (Short-Term, 6 mo. or less) PRIVATE
[1No . . Unemployed (Long-Term, 6 mo or more) VA
[TN/A Eﬁglstered Unemployed (NOT in Labor Force) NCNE
1en Retired
[1 Veteran [ Tribal Empioyeg iull-?me Healthy MT Kids
5. ; Memb. mployed Part-1ime MEDICAID
o A(':t.lVe ember Migrant Seasonal Farm Worker MEDICARE
Military 71 US Citizen Unemployed (Short-Term, 6 mo. or less) PRIVATE
[1No I Regi d Unemployed (Long-Term, 6 mo or more) VA
TN/A Aﬁg'Stere Unemployed (NOT in Labor Force) NCNE
1en Retired
[ Veteran Tribal Employed Full-Time Healthy MT Kids
6 N mployed Part-Time MEDICAID
: o A(':t.lVe Member Migrant Seasonal Farm Worker MEDICARE
Military [1US Citizen Unemployed (Short-Term, 6 mo. or less) PRIVATE
[1No . Unemployed (Long-Term, 6 mo or more) VA
IN/A - iﬁngterEd Unemployed (NOT in Labor Force) NONE
en Retired
[ Veteran [ Tribal Empi"yej Full-Time Healthy MT Kids
7. N b mployed Part-Time MEDICAID
u A(ft.lve Member Migrant Seasonal Farm Worker MEDICARE
Military [1US Citizen Unemployed (Short-Term, 6 mo. or less) PRIVATE
[1No Registered Unemployed (Long-Term, 6 mo or more) VA
[ Registere . . A
[1N/A Alicn Unemployed (NOT in Labor Force) NONE




Basic Intake Form page 2

HOUSEHOLD ADDRESS INFORMATION

Street Address: City: State: Zip: County:
Mailing Address: City: State: Zip: County:
Home Phone: Cell Phone: Message Phone: Contact Name:

Housing Structure Type: _ Apartment/Duplex __ Single Family House __ Mobile Home ___ Shelter/Transitional __ None/Homeless

Doyou: _  Rent/  Own  Live On a Reservation: _ Yes/ __ No

GROSS MONTHLY INCOME OF ALL HOUSEHOLD MEMBERS
Enter the requested information for all household members, regardless of age or relationship.
(Do not include Food Stamps or any other non-cash assistance programs below.)

NAME OF PERSON RECEIVING DATE SOURCES OF MONTHLY INCOME Tlgggll\‘/[(lg];(())%s
INCOME (EXAMPLE - SOCIAL SECURITY, WAGES, AFDC, ETC.) MONTH
1
2
3
4
5
READ CAREFULLY BEFORE SIGNING.
IF YOU DO NOT UNDERSTAND SOMETHING, ASK YOUR WORKER
¢ The collection of personal information on clients is essential to the provision of services at DIST. 7 HRDC: information is collected and stored in the agency Central Database
System. Only HRDC and its funding sources access this information.
4 The information I (we) give here is subject to verification by HRDC officials. If any information is incorrect, my application may be denied and I may be subject to the criminal
penalties for knowingly providing incorrect information.
4 I certify, under penalty or perjury, that all my answers are correct and complete to the best of my knowledge, including information about each household member.

Head of Household Signature: Date: / /




