
2025 HUNT COUNTY SHARED MINISTRIES -FOOD APPLICATION                 Date: ____/______/_______ _ 

NAME:       _______SPOUSE/PARTNER    _ ___________ 

ADDRESS:    _______   APT/LOT#       _ CITY:    ZIP_______________  

PHONE:   ___        EMAIL:   _______________________ ___________                                  

I WAS REFERRED TO HCSM BY: NAME/ORGANIZATION:        __________ 

IS ANYONE IN THE HOME DEALING WITH SERIOUS EMOTIONAL OR MENTAL ILLNESS?      ________________ 

IS ANYONE IN THE HOME DEALING WITH SERIOUS PHYSICAL ILLNESS? _______________DISABLED?__________________ 

IS ANYONE IN THE HOME A VETERAN?  IF SO, WHO? _____________________________________________________________                                                                                                                               

 

NAMES OF 
PEOPLE LIVING IN HOME 

RELATIONSHIP 
TO YOU 

BIRTHDAY INCOME SOURCE 

   

LAST 5 OF SOCIAL 

SECURITY NUMBER 

1   (YOU)    

 

__ - __ __ __ __ 

2        

 

__ - __ __ __ __ 

3     

 

__ - __ __ __ __ 

4        

 

__ - __ __ __ __ 

5        

 

__ - __ __ __ __ 

6        

 

__ - __ __ __ __ 

7        

 

__ - __ __ __ __ 

8        

 

__ - __ __ __ __ 

9     

 

__ - __ __ __ __ 

10     

 

__ - __ __ __ __ 
      

 

 

 

 

# of Senior Adults 60+       # of Adults 18-59       # of Children 0-17   

I UNDERSTAND THAT IT IS MY RESPONSIBILITY TO PROVIDE ADEQUATE AND ACCURATE DOCUMENTATION 

OF NEED.  I FURTHER UNDERSTAND THAT MY FAILURE TO PROVIDE ANY REQUIRED DOCUMENTATION 

OR GIVING OF FALSE INFORMATION MAY CAUSE DENIED ASSISTANCE.  THE INFORMATION PROVIDED TO 

HUNT COUNTY SHARED MINISTRIES IS ACCURATE TO THE BEST OF MY KNOWLEDGE.  I GIVE PERMISSION FOR 

ASSISTING AGENCIES TO EXCHANGE INFORMATION REGARDING MY FINANCIAL, MEDICAL, FAMILY, AND 

PERSONAL CIRCUMSTANCES WITH HUNT COUNTY SHARED MINISTRIES. 

Signature: _________________________________________________________   Date: _________________  

PROVIDE ID, SNAP AND UTILITY BILL:    
      Driver’s License or Passport   Exp Date:___________               Current Utility Bill 

        SNAP Letter       SNAP Exp Date:_______________  SNAP Load Day:__________          



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 of discrimination, 
complete the USDA Program Discrimination Complaint Form, found online at http://www.ascr.usdagov/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). USDA is an equal opportunity provider and employer         
 

DATE:    INTERVIEWER:           
 

 

 

 

 

 

 

DATE:    INTERVIEWER:           
 

 

 

 

 

 

 

 
 

DATE:    INTERVIEWER:           
 

 

 

 

 

 

 

DATE:    INTERVIEWER:           
 

 

 

 

 

 

 

 

DATE:    INTERVIEWER:           
 

 

 

 

 

 

 

 
 

 

 

http://www.ascr.usdagov/complaint%20filing%20cust.html
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