
    

 
 

 

 
 

 

Commodity Supplemental Food Program (CSFP) 

 

  

   

ID Number:   Box Type:  

Status:   Certification Date:  

Application Date:   Expiration Date:  

        
Last Name   First Name  MI  Pick-up Site 

        
Address  Date of Birth  Age  Sex  

          
City    State      Zip  Proxy Name     Proxy Phone 

    Ethnicity:  Hispanic or Latino 

County     Primary Phone    Not Hispanic or Latino 

           
Language Preference        Race:  

American Indian or 
Alaska Native  Native Hawaiian or 

 other Pacific Islander 

          Asian   White 

           Black or African American 

Gross Household Income  Household Size       

                

Wages (monthly) SS (monthly) SSI (monthly) GA/MFIP (monthly) Interest (monthly)  

      

Pension (monthly) VA (monthly) MSA (monthly) Other (monthly) Monthly Total Annual Total 

      

Comments:  

This paragraph must be read to or by the participant 

 

             
Signature of participant or proxy  Date    Type of ID  Verified: ID?  Mail Verified? 

                  

  Clerk   /   Site Partner       
Signature of person making final determination  Title (circle one)  Site partner Initials    Date 

       PLEASE SEE REVERSE SIDE       



    

 
 

 

 
 

 

Commodity Supplemental Food Program (CSFP) 

 

  

   

 


