
Client Intake Application 
Clinet #____________________ 

Section I: Applicant Information 

Full Name: _______________________________________________________________________________ Total Number of People in Household: ________ 

Address (Street, City, State, Zip, County): _______________________________________________________________________________________________ 

Phone Number: ____________________Email: ___________________________ Driver’s License #: _______________State: ______Expiration: ___________ 

 

Section II: Services Requested 

_____Food     _____Clothing    _____Household goods     _____transportation     _____resources     _____budget planning     _____Other 

 

Section III: Household Members (add additional family members on back if there are more than 6) 
1. Name: _________________________________________________   DOB: ______________________   SSN: _______________   Relationship: ____________ 
2. Name: _________________________________________________   DOB: ______________________   SSN: _______________   Relationship: ____________ 
3. Name: _________________________________________________   DOB: ______________________   SSN: _______________   Relationship: ____________ 
4. Name: _________________________________________________   DOB: ______________________   SSN: _______________   Relationship: ____________ 
5. Name: _________________________________________________   DOB: ______________________   SSN: _______________   Relationship: ____________ 
6. Name: _________________________________________________   DOB: ______________________   SSN: _______________   Relationship: ____________ 

Section IV: Housing 

_____Own     _____Rent     _____Public Housing     _____Section 8 Housing     _____Living with Family/Friends     _____Homeless     _____Other 

 

Section V: Income Information Provide income details for all household members with income: 
1. Name: ___________________________________Employer/Source: ____________________________________Amount: ________________month/week/year  
2. Name: ___________________________________Employer/Source: ____________________________________Amount: ________________month/week/year 
3. Name: ___________________________________Employer/Source: ____________________________________Amount: ________________month/week/year  
4. Name: ___________________________________Employer/Source: ____________________________________Amount: ________________month/week/year 
 



Section VI: additional sources of income: 

_____TANF      _____Child Support     _____SNAP     _____Unemployment     _____Social Security     _____SSI     _____Other 

 

Section VII: insurance (please check all that apply) 

_____no insurance     _____TNCARE     _____Medicare     _____Medicaid     _____Insured thru employeer 

 

Section VIII: Acknowledgement & Signature 

I certify that the information provided is true and correct to the best of my knowledge. 

 
Applicant: ___________________________________________________________________________________________________________________________ 
   Print        Signature     Date 

 
Staff: ______________________________________________________________________________________________________________________________ 
   Print        Signature     Date 

 

Additional Client Comments: 

___________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________ 

Aproved:______________Denied:_______________ Staff initials:__________ Date:_________________ Recertification Date:__________________ 


