
 
 

Mohawk Valley Community Action Agency  
 

Revision 1                                                   FAMILY INTAKE FORM                                    Family Resources: 0151  
Applicant Information                                   

Social Security No:  Date of Application:  Health Insurance: Mr -Medicare 
 1 

 
Name: 

 
 

 
Date of Birth: 

 
 

 
 

 
C -Child Health 

 
 

 
Md -Medicaid 

 
Address: 

 
 

 
Phone: 

 
 

 
 

 
N -None 

 
 

 
P - Private 

 
City: 

 
 

 
State: 

 
 

 
Zip: 

 
 

 
County: 

 
 

 
Township:  

 
 

 
Statistical Information    
 
Education: 

 
Ethnicity: 

 
Family Type: 

 
Housing: 

 
Check all that apply: 

 
 

 
0-8th Grade 

 
 

 
B -Black - Not Hispanic 

 
 

 
Female/Single Parent 

 
 

 
Rent 

 
 

 
Farmer 

 
 

 
9-12th Grade (non-grad) 

 
 

 
W -White - Not Hispanic Male/Single Parent

 
 Own Seasonal Farmer

 
 

 
H.S. Grad/GED 

 
 

 
H -Hispanic 

 
 

 
Two Parent Family 

 
 

 
Homeless 

 
 

 
Migrant Worker 

 
 

 
12 + 

 
 

 
N -Native American 

 
 

 
Single Person 

 
Monthly Payment: 

 
 

 
 

 
Single HOH 

 
 

 
College Graduate 

 
 

 
A -Asian  Two Adults No Children  House  Military Family 

 
 O -Other  Other  Mobile Home  Veteran 
 
 

 
Housing 
Type 

 Apartment Disabled
Family Members Information 
 
INSTRUCTIONS:   See Health Insurance and Ethnicity categories under Applicant Information and Statistical Information above for definitions of      
                                       shaded abbreviations on this table. 
 
            Last Name 

 
First Name 

 
D.O.B. 

 
      S.S.# 

 
Gender 

 
Disabled 

 
Health Insurance 

 
Ethnicity/Race 

 
 

 
 

 
 

 
 

 
F 

 
M 

 
Y 

 
N 

 
Mr 

 
Md 

 
P 

 
C 

 
N 

 
B 

 
W

 
H 

 
N 

 
A 

 
O

 
 2 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 3 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 4 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 



 
Family Members Information (continued) 
 
            Last Name 

 
First Name 

 
D.O.B. 

 
      S.S.# 

 
Gender 

 
Disabled 

 
Health Insurance 

 
Ethnicity/Race 

 
 

 
 

 
 

 
 

 
  F 

 
M 

 
Y 

 
N 

 
Mr 

 
Md 

 
P 

 
C 

 
N 

 
B 

 
W

 
H 

 
N 

 
A 

 
O

 
 5 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 6 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 7 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 8 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 9 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
Income Information (list each source separately) 
 
                  First Name 

 
                  Source 

 
Amount 

 
     #  per year 

 
                       Description 

 
 1 

 
 

 
 

 
 

 
 

 
 

 
 2 

 
 

 
 

 
 

 
 

 
 

 
 3 

 
 

 
 

 
 

 
 

 
 

 
 4 

 
 

 
 

 
 

 
 

 
 

 
 5 

 
 

 
    

 
 6 

 
 

 
    

 
       Does anyone receive food stamps?   
Yes 

 
 

 
No

 
 

 
 

 
 

Note: 
 
 

 
                                                                                                                           

 
Staff Signature: 
 
 

 
This application is strictly confidential and voluntary. Any information regarding sex, ethnicity, education or disability   is 
recorded for research purposes only. This agency does not discriminate in any way in the provision of services. 

 
 

 


