








Is your household's total net income for the current month zero after taxes and paying for such 
OYes D No things as housing costs, child/dependent care costs, or child support payments? 

Are your total resources in cash, checking, and savings accounts $100 or less? Oves D No 

Are your monthly rent or mortgage and utilities (such as gas, electric, water, and phone) more 
OYes D No than your total monthly gross income before taxes? 

Are you a migrant or seasonal farm worker? Oves O No 

You must list everyone who 1.ives with you even if they are not applying. Please be sure to list your name first. 
If you need more space, write your answers on an extra piece of paper and attach it to this form. Please use the 
following to assist with completing the section below: 

Social Security Number (SSN): If you, or anyone else in your household, is NOT a U.S. citizen, or a Qualified 
Non-Citizen, you do not have to give us an SSN. If there are other reasons that you, or someone in your household 
does not have an SSN, please write that below. (ex: pending SSA application) 
U.S. Citizen: You only have to tell us if someone is a U.S. citizen if they are for SNAP, Cash, Medical, or 
Child Care Assistance. 
Race/Ethnicity: Title VI of the Civil Rights Act of 1964 allows us to ask for racial/ethnic (Hispanic or Latino) 
information. Providing this information is voluntary and is used for informational purposes only. If you do not want 
to give us this information, it will have no effect on your case. 

Name 

Relationshlp to You 
(spouse, friend. etc.) 

Self 

SSN 

(See instructions 

abo..,) 

Date of 

Birth Selt 

OM 
OF 

OM 
OF 

OM 
OF 

OM 

OF 

OM 
OF 

Race 

DY DY 
ON ON 

DY DY 
ON ON 

DY DY 
ON ON 

DY DY 
ON ON 

DY DY 
ON ON 

Are you married? O Yes - If yes, spouse's name: _____________ _ 

Are you, or anyone you are applying for, pregnant? 

0 No D Yes - If yes, who and when is the due date? ________________ _ 

Do you, or anyone you are applying for need in-home care or nursing home services? 
0 No D Yes- If yes, who? 

Are you or anyone in your household caring for a disabled person in or outside of the home? 

0 No O Yes-lf yes,who? _________________ _ 
Are you or anyone in your household in the military? 

D No O Yes - If yes, please select all that apply: D Active Duty D National Guard/Resen,es 

Haive you ever been found guilty of Child Care fraud? D Yes 
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Is anyone 60 yeairs of age or older? 

D No - If no, please skip to Step 9. D Yes - If yes, answer the following questions in Step 8.

Is this person(s) receiving disability benefits? 

0 Yes - If yes, from what source? __________________ _ 

Is this person(s) unable to prepare meals due to a disability? 

If you answered "Yes" to all three questions in Step 8, does this person(s) 
want to receive SNAP separately from the other people you live with? 

0No Oves 

0No Oves 

,;jf:}tr-=t. rr:11f n� ;1�x8l�h ni:.: i1(0m-1�i
l
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Have you or the people in your household received, or expect to receive, income" this month? 

□ No D Yes - If yes, please complete the table below.

*Income refers to all the money that you and the people in your home receive. This includes earnings from employment or
self-employment, child or spousal support, disability benefits, retirement benefits, Workers' Compensation, Unemployment
Compensation, Social Security, SSI, Veterans' Benefits, Ohio Works First (OWF), gifts of money from individuals, etc.

Type of Income or How Often Received Income Amount Date Last 
Name ll!ame of Employer (weekly, bi-weekly, etc.) (before taxes) Received 

How much do you and the people in your household have in cash, checking, or sa:vings (such as bank ac-
counts, annuities, stocks, or bonds)? 

Give your best estimate of the total amount: $ 

Do you and the people in your household have more than one million total dollars in cash, 
checlting, or Si!IVings (such as bank accounts, annuities, stocks, or bonds}? □ No oves 

Did anyone in your household leave a job or lose a job within the last 60 days? 

□No D Yes - If yes, who?

When? 

For what reason? 
' 

Is anyone in your household on strike from a job? 

□ No D Yes - If yes, who?

➔ 
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Household Member Work/ School / Training Schedule 

D Sun From to □ Thurs From to 

D Mon From to □ Fri From to 

D Tues From to □ Sat From to 

Owed From to □ Varies week to week

Household Member 3 Name Employer/ School /Training Information Name 

Activity Phone Number Start Date I End Date 

Address 

Household Work/ School / Training Schedule 

D Sun From to □ Thurs From to 

D Mon From to □ Fri From to 

D Tues From to □ Sat From to 

J □ Wed From to □ Varies week to week I 

I I 

.. 

I Child 1 - Name (First, Middle, Last) Child's Mother's Maiden Name City of Birth 

Relationship to Applicant Child's Preferred Spoken Language 

Is the child a U.S. Citizen or a Qualified Non-Citizen? Note: You must provide verification in order to receive Child Care Assistance. 

D Yes D No• My child is NOT a U.S. Citizen or a Qualified Non-Citizen

Child's Needs: Does the child require Protective Child Care? D Yes □ No - My child does MOT
If YES, is there a case plan? require Protective Child Care 

D No - My child does NOT have a case plan 

Is the child in Head Start? 

D Yes � What is their schedule? From to □ No • My child is NOT in Head Start

Day�/Hours Child Care is Needed 
□ Wed From to 

D Sun From to 
□ Thurs From to 

D Mon From to □ Fri From to 

D Tues From to □ Sat From to 

Provider Name Provider Address City State Zip Code 
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Child 2 • Name (First, Middle, Last) Child's Mother's Maiden Name City of Birth 

Relationship to Applicant Child's Preferred Spoken Language 

Is the child a U.S. Citizen or a Qualified Non-Citizen? Note: You must provide verification jn order to receive Child Care Assistance. 
/ D Yes D No - My child is NOT a U.S. Citizen or a Qualified Non-Citizen 

Child's Needs: Does the child require Protective Child Care? 
If YES, is there a case plan? 

0 Yes 0 No - My child does NOT have a case plan

Is the child in Head Start? 

D Yes - What is their schedule? From to 

Days/Hours Child Care is needed 

IB 
Sun From to 

Mon From to 

□ Tues From to 

1 

Provider Name I Provider Address 

D Yes

□ 

□ Wed From 

D Thurs From 

D Fri From

□ Sat From 

I C

n

y 

□ No • My child does NOT 
require Protective Child Care 

No - My child is NOT in Head Start 

to 

to 

to 

to 

I 
State Zip Code 

Child 3 • Name (First, fv1iddle, Last) Child's Mother's Maiden Name City of Birth 

Relationship to Applicant Child's Preferred Spoken Language 

Is the child a U.S. Citizen or a Qualified Non-Citizen? Note: You must provide verification in order to receive Child Care Assistance. 

D Yes D No - My child is NOT a U.S. Citizen or a Qualified Non-Citizen

Child's Needs: Does the child require Protective Child Care? 
If YES, is there a case plan? 

D Yes D No - My child does NOT have a case plan

Is the child in Head Start? 

0 Yes • What is their schedule? From to 

Days/Hours Child Care is needed 

□ Sun From to 

□ Mon From to 

□ Tues From to 

Provider Name Provider Address 
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0 Yes 

□ 
□ Wed From 

D Thurs From

□ Fri From

□ Sat From
City 

□ No • My child does NOT
require Protective Child Care

No • My child is NOT in Head Start 

to 

to 

to 

to 
State Zip Code 
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