
GROCERY ASSISTANCE PROGRAM REFERRAL FORM 

AGENCY______________________________ ADDRESS__________________________________________________ DATE _____/_____/________   

CASE WORKER _________________________   PHONE ______-______-______  EXT______  E-MAIL: ______________________________________  

 [      ]    I hereby verify that the information on this form is accurate as written __________________________________ If you sign here the client 
will not need to bring any information other than this form to the interview.                          Case manager signature 
 [      ]    I cannot verify that the information on this form is accurate as written.  In this case, please ask client to bring proof of address for each 
household member listed.  In addition, they will need to bring a letter from a school or agency showing the listed children are residing with them. 

APPLICATION FOR FOOD ASSISTANCE:      _______/_______/______/_______/_______
ID # (IFPN Staff Only)  

CLIENT NAME___________________ ___________________    ________   _____/_____/_______   ________________________  ______________
      Last              First                AGE    DOB  OCCUPATION  LANGUAGE 

CLIENT ADDRESS ___________________________________________   ___________   _________________________________   ______________  
  STREET                                               APT/FL/PO                                    TOWN                                           ZIP CODE                

________-________-___________   _________________________________________________________   _______________________________             
  PHONE                                                                                   E-MAIL                                                                    COUNTRY OF BIRTH 

RACE_____    SEX____   MARITAL STATUS _________   SPECIAL FOOD NEEDS (DIABETIC, ETC.) ___________________________________________ 

Do you receive rental assistance?  [   ] Y   [   ] N   From ?_____________________________ Amount $_______________________________ 

Have you or any member of your household listed on your application served in the U.S. Armed Forces?      Yes: [   ]    No: [   ] 

LIST ONLY OTHER MEMBERS OF THE APPLICANT’S FAMILY LIVING AT THE SAME ADDRESS WHO ARE APPLYING FOR 
FOOD. DO NOT ADD THE NAME OF THE APPLICANT IN THIS SECTION. If more space is needed, please list other family 
members on back of page 

            FIRST                                       LAST                                     RELATIONSHIP                            DOB                       OCCUPATION           Weekly/biweekly Salary 

1._________________     _____________________   ____________________    ______/______/______   ____________________ $__________ 

2._________________   _____________________   ____________________    ______/______/______   ____________________ $__________ 

3._________________   _____________________   ____________________    ______/______/______   ____________________ $__________ 

4._________________   _____________________   ____________________    ______/______/______   ____________________ $__________ 

5._________________   _____________________   ____________________    ______/______/______   ____________________ $__________ 

6._________________   _____________________   ____________________     ______/______/______   ___________________  $__________ 

IN CASE OF EMERGENCY PLEASE CONTACT ______________________________(NAME) __________________________________(PHONE) 

Are you or any member in your family under:       Medicaid:  Yes:  □     No: □

WIC:      Yes:  □       No: □



Referral Counselors comments: (Please provide an explanation of client’s current situation) 

 

The next section allows us to collect information unique to you that we use to assess your individual situation and 
identify additional areas where assistance may be available to you.     Note this section is not mandatory.  You may use 
this chart or simply estimate your totals.  

Income Amt. $ Expense Amt. $ Notes 

Salary   Rent/Mortgage    

Social Security   Cable/Internet    

SSI   Car Payment(s)    

SSD/DIS   Car Insurance    

Pension   Cell Phone(s)    

Child Support   Child Care    

Alimony   Electric    

Unemployment   Cooking Gas    

GA   Water/Sewer    

TANF   Debt/Loans    

SNAP   Medical Insurance    

Family/Friends   Homeowners Insurance    

Other   Other    

 

SIGNATURE: __________________________________   DATE: _______/_______/________ 

Interviewer_______________________________   Agency_______________________________________________________ 

Emergency Contact: Name: ___________________________________________ Ph: (________)  _________ - ______________ 

 

 

 

 

 

 
 
 

 
 

To set an appointment call:      Case Worker: _____    or    Client: _______      
 

                                                                                                                                           Please Fax this form to 973-998-5086                             


