Add a Person to an Existing Program
	Your name:
	     
	Your social security number:
	     

	Mailing Address:
	     

	City:
	     
	Zip:
	     
	Phone:
	     

	Which program(s) is the person being added to?
	     
	Existing Case #:
	     

	For the additional person, tell us:
	Their Social Security Number:
	     

	First Name:
	     
	Last Name:
	     
	Middle Initial:
	  

	Date of Birth:
	     
	State of Birth:
	     
	Former Name:
	     

	Race/Ethnic Origin:
	     
	U.S. Citizen?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Gender:
	     

	Has the additional person received Food Stamps in another household this month?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Tell us how this person is related to you:
	     

	Please list everyone living in your household and their relationship to the person being added:  

	Name
	Relationship
	
	Name
	Relationship
	
	Name
	Relationship

	     
	     
	
	     
	     
	
	     
	     

	     
	     
	
	     
	     
	
	     
	     

	     
	     
	
	     
	     
	
	     
	     

	Tell us about the income for everyone in the home (including the new person):

	Person Who Received Income
	Type of Money Received
	Employer
	How Often Paid

(Weekly, Monthly, Bi-Weekly, Annually, Semi-Monthly)
	$ Per Hour
	Hours Per Week
	Total Monthly Amount

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	If you have no income, tell us how you pay your bills and buy items:  
	     

	     

	Is anyone self employed:
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Years in business:
	   
	Name of Business:
	     

	Tell us about assets owned by anyone in the home, including the new person, such as: cash, bank accounts, stocks, bonds, life insurance policies, land, vehicles or real estate.      Please list any account information below

	Account Number(s):
	     
	Institution(s):
	     
	Balance(s):
	     

	
	     
	
	     
	
	     

	List assets /property/vehicles here:

	     

	     

	Year:
	     
	Make:
	     
	Model:
	     
	Year:
	     
	Make:
	     
	Model:
	     

	Provide expense information for everyone in the home (including the new person)
Please include information for the following expense types, if applicable:  rent, mortgage, insurance, property taxes, child care, and medical costs.

	Expense Type
	Description
	$ Per Month

	     
	     
	     

	     
	     
	     

	     
	     
	     

	If the additional person is a child, under 18 with a parent not currently living in the home - complete the following:

	Absent Parent Information:
	First Name:
	     
	Last Name:
	     

	Date of Birth:
	     
	Social Security Number:
	     

	Complete the following section for Medicaid applicants

	Does this person need help paying medical bills from the last three months?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	If yes, list the family’s gross income for the last three months:
	     
	     
	     

	Is this person pregnant?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Due Date (If Pregnant):
	     

	Does the person have other health insurance?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Policy Number:
	     

	Has the other health insurance ended?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Who is their Primary Care Physician?
	     

	Check here if you DO NOT want to be re-evaluated
	 FORMCHECKBOX 


	

	Signature:
	
	Date:
	     


