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Form 602002 CSFP Applicant Self-Declaration of Need — Write-In Form

Name: Date of Birth:
Street Address: Apt/Suite: City: Zip:
Phone: OHome OCell E-mail Address:

What is your TOTAL household income? $ How many people live in your household?

How is household income received? [check one] O Annual OMonthly O Weekly
2026-2027 CSFP Income Guidelines — 150% of Federal Poverty Guidelines

Household Size Annual Monthly Weekly
1 $23,940 $1,995 $461
2 $32,460 $2,705 $625
3 $40,980 $3,415 $789
4 $49,500 $4,125 $952
5 $58,020 $4,835 $1,116
6 $66,540 $5,545 $1,280
7 $75,060 $6,255 $1,444
8 $83,580 $6,965 $1,608
For each additional $8,520 $710 $164
household member, add:
Are you Hispanic or Latino [check only one]? OYes CONo What is your race [check all that apply]? O Asian
OAmerican Indian or Alaska Native OWhite
OBlack or African American
O Native Hawaiian or Another Pacific Islander

“This application is being completed in connection with the receipt of Federal Assistance. Program officials may verify
information on this form. | am aware that deliberate misrepresentation may subject me to prosecution under applicable
State and Federal statutes. | am also aware that | may not receive CSFP benefits at more than one CSFP site at the same
time. Furthermore, | am aware that the information provided may be shared with other organizations to detect and
prevent dual participation. | have been advised of my rights and obligations under the program. | certify that the
information | have provided for my eligibility determination is correct to the best of my knowledge.

I authorize the release of information provided by this application form to other organizations administering assistance
programs for use in determining my eligibility for participation in other public assistance programs and for program
outreach purposes.” Please indicate decision by checking appropriate box OYes ONo

Signature [check one] of OParticipant/O Caretaker:

Print Name of Caretaker: Signature of Caretaker:
Proxy Name: Proxy Name:
Site Name: Site Representative Signature:

The USDA Non-Discrimination Statement is on the back. Please turn page over.



Date: County:

[Lead Agency Use Only — L2F Barcode/Client ID: ]

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies,
this institution is prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity
and sexual orientation), disability, age, or reprisal or retaliation for prior civil rights activity.

Program information may be made available in languages other than English. Persons with disabilities who require
alternative means of communication to obtain program information (e.g., Braille, large print, audiotape, American Sign
Language), should contact the responsible state or local agency that administers the program or USDA’s TARGET Center
at (202) 720-2600 (voice and TTY) or contact USDA through the Federal Relay Service at (800) 877-8339.

To file a discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination
Complaint Form which can be obtained online at: USDA Program Discrimination Complaint Form Instructions, from any
USDA Office, by calling (866) 632-9992, or by writing a letter addressed to the USDA. The letter must content the
complainant’s name, address, telephone number, and a written description of the alleged discriminatory action in
sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil
rights violation. The completed AD-3027 form or letter must be submitted to USDA by:

1. Mail:
US Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, DC 20250-9410; or
1. Fax:
(833)256-1665 or (202)690-7442; or
1. Email:

Program.Intake@usda.gov

This institution is an equal opportunity provider.

Additional Household Members

Household Member First Name Last Name Date of Birth
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https://www.usda.gov/sites/default/files/documents/USDA-OASCR%2520P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf
mailto:Program.Intake@usda.gov
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Formulario 602002 Autodeclaracion de necesidad del solicitante de CSFP - Escrito - Formulario

Nombre del participante: Fecha de nacimiento: / /
Proporcione un comprobante de identificacion.

Direccién: N.° de depto.: | Ciudad: Cadigo
postal:

Numero de teléfono: ( ) - Particular: [J Trabajo: [] | Direccidn de correo electrénico:

éCudl es el ingreso TOTAL de su hogar? § éCudntas personas VIVEN en su hogar?

Los ingresos del hogar gue se informan se reciben [margque una opcion]) O Anualmente [ Mensualmente O
Semanalmente

Para hacer una lista de los miembros adicionales del hogor, de vuelta la pdgina.
2026-2027 CSFP Income Guidelines — 150% of Federal Poverty Guidelines

Household Size Annual Monthly Weekly
1 523,940 51,005 5461
2 532,460 52,705 5625
3 540,980 53,415 S780
4 549,500 54,125 4052
5 558,020 54,835 51,116
i] 566,540 55,545 51,280
7 575,060 56,255 51,444
8 583,580 56,065 51,608
For each additional 58,520 5710 4164
household member, add:

¢éEs usted hispano o latino [marque solo una opcidn]? éCual es su raza [marque todas las opciones que
Si No correspondan]?

Indio americano o nativo de Alaska

Asiatico Blanco Negro o afroamericano

Nativo de Hawai u otro islefio del Pacifico

“Esta solicitud se completa en relacidn con la recepcicn de asistencia federal. Los funcionarios del programa pueden verificar la informacion
que se incluye en este formulario. Estoy consciente de gue la tergiversacidn deliberada puede dejarme sujeto a enjuiciamiento en virtud de
los estatutos estatales y federales vigentes. También estoy consciente de que no puedo recibir los beneficios de CSFP en mas de un centro
de C5FP al mismo tiempo. Ademas, estoy consciente de gue la informacion gque se proporciona se puede comparticr con otras
organizaciones para detectar y prevenir la participacion doble. 52 me informaron mis derechos y obligaciones en wirtud del programa.
Certifico que la informacion que he proporcionado para mi determinacion de elegibilidad esta correcta segun mi leal saber.

Autorizo |3 divulgacion de la informacion que se proporciona en este formulario de solicitud a otras organizaciones gue administren
programas de asistencia para su uso en la determinacion de mi elegibilidad para participar en otros programas de asistencia publica y para
fines de divulgacion del programa”, (Indigue la decision colocando una marca de verificacion en la casilla respectiva), 51 T NO [

Firma del [J participante / [J Cuidador [marque una opcién]:

MNombre en letra de imprenta del cuidador: Firma del cuidador:
Mombre del centro: Firma del representante del centro:
Fecha: __f [ Condado: (la agencia principal solo usa el codigo de barras Link2Feed/

n.” de ID del cliente):




Miembros adicionales del
hogar

Miembro del hogar

Nombre

Apellido

Fecha de nacimiento
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