
CAMPBELI. COUNTY CARE BOARD

coMMUNTTY SERVTCES BLOCK GRANT (CSBC) AppUCATtON FOR ASSTSTANCE

Type of Assistance Requested: Date I

Agency:

Applicant Name: Telephoner

PhysicalAddress: City County: State

State:Mailing Address: City County:

Date of Birth Gender - Male
Other:

Female

Unspecified
Disabledr Yes No

: Unspecified

Ethnicity : Hispanic or Latino
:-r Non-Hispanic or Latino
a Unspecified

American lndian/Alaska Native
Asian
Multi-Racial

Black or African American
Native Hawaiian or Other lsland
Other
Unspecifled
White

Race l
-
l
_l

l
l
.J

0-8
12 Grade + Post-Secondary

2-4 Years College Graduate
9-12 Non-Graduate

GED

Graduate of Post-Secondary

High SchoolGraduate
Unspecified

Educltion -l
-
ll
C

u
LT

o
D

Employment: i,
L
C

f
f
f
C

C

Full-time
Part-time
Migrant Seasonal Farm worker
Retired
Unemploved (more than 5 months)
unemployed (less than 6 months)
Unemployed not in labor rorce
Unspecified

Health lnsumnce: x
D

C

Lr

tr
LJ

!
tr
-

None
Dired-Purchase
Employment Based

Medicaid
Medicare

Military
State-Adult
State Children
Unspecified

r Divorced
:: Domestic Partner

- Marri€d
:: Separated

Single

: Unspecitied
L Widowed

Marital Status: Military Statusi rr Active
: Unspecified
f Veteran

Disconnected Youth- Not Working or Not in School (for 14-24 age group): i: Yes - Unspecified:NO

PERSONAT INFORMATION FOR APPTICANT

Name Pay Per Hour Hours Per Week Pay Per Month Tota I lncome Source

INCOME INFORMATION FOR AtL HOUSEHOID MEMBER5 18 AND OVER (Provide Documents)
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I

Age:

I

I

I

I



. Multigeneratlonal Household - Nonrelated adults with children - Unspecified
L Other - Single Parent/Female - Single Parent/Male
- Single Person - Two Adults/No Children I Two Parent Household

Family Type:

Household Size * Single

- Two
f Three

f Four

- Five

: Six or More

Housing: .- Homeless

- Other
. Unspecified
r Other Permanent Housing

Own
_ Rent

Name: Gender: DOB Race: Education Disabled

Health lns

fl1

Relationship to HOH: Ethnicity: MaritalStatus Military Status: Disconnected 14-24
(No School /work:

DisabLed iNamei Gender: DOB: Race: Education:

d2

Relationship to HOH: Ethnicity: Maritalstatus: Military Status Disconneded 14-24
(No school/Workr :

Health lns

Education: Disabled:Nam e Gender: DOB: Race:

Health lns:

#3

Relationship to HOH Ethnicity: Marital Status Military Status Disconnected 14-24
(No School/Work: :

Na me: Gender: DOB: Racei Education Disabled

#4

Relationship to HOH: Health lnsEthnicity MaritalStatus: Military Status: Disconnected 14-24

{No School /work: :

Name: Gender: DOB Race: Education: Disabled

#5

Relationship to HOH Ethnicity: MaritalStatus: Military Statusl Disconnected 14-24
(NoSchool/Work::

Health:ns:

ALt OTHER MEMBERS OF HOUSEHOTD
(UsE ADDITIONAL SHEET IF NECESsARY}

I cerlify that lh. documentstion provided and the tacts contained in this applicatlon are accurale and true to the b6st of my knowledge and
understand that falsifiod statemenb on this applicatlor or in the documentation provided could result in being denled CsBc.funded
assistance in liryomin g

SIGNATURE: DATE:
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HOUSING INFORMATION

I
I

I

I
I

I

I

I



SEtF-DECI-ARATION FOR ZERO INCOME (Only Compl€te if No Source of tncome)

Self-Declaration for zero income
Only complete if yo! have no source of income

Please Check ALL lhat apply:

A The Household has no source of lncome

(1, _, do hereby declare under penally of perjury Ural I have rec€ived no income from

any source during the past 30 days and hat I have been unemployed during that time. I have been able to mainlain my basic necessities

by

Applicant (Printed Name) Signalure Dale

Witness iPrinled Name) Signature Dale

P ram Staff use
ls this allowable expense? 3Yes ONolncome Eligible? OYes ONo% of Poverty LevelOoopies of All lnmme for the

Household durin the last 30-90 d

Applicant Stalus Explanation of denial of servicas:

O &p.oved
B Denied

Case Managemenl Notes:

Refenal{s) made

Ljnduplicated # ol People Served 

-# of Services Provided

0ate lnterview
Conductedi

Printed Staff Name:

Documentation ot servico(s) provided, payment invoices, and cancslled check(s) or receipt ofpayment will be maintained in the tile
wilh this CSBG Application, tho Eligibility Rsquirsments Form, and copies o, lncome. ln tho eysnt, the service is doni8d; a copy of th€

Osnial L.tt€. will be maintained in the file.
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Staff Signature:

I



TELEPHONE

This table shows a monthly gross income for each family size. lfyour household income is at

Or below the in€ome listed for the number of people in your household, you are eligible to

receive food.

Odober 1, 2020 rhroufh SeFiember 30, 2021

Hous€hold Monthly ln(ome Annuel lncome

1 92,L27.6 S25,520.m

2 s2.873.m $1,480.m

3 s3,620.m s43,i140.m

4 s4,367.@ s52,100,m

s ss,l$.m s5l35o.0o

5 s,860.00 s70,320.m

7 s6,607.00 s79,2m.m

8 37,353.m S88.240.m

You.r!also ellEibb to rereive lood from TtfAP ilyour household parlicip.lesin anyolthe

Folowirg programs. UF fsu pankhate in one of the3€ proStafis PLa!€ cheal the bon nart to tt.

Food Stamps

Power

NAME

ADDRESS

Please read the folowiry stat. crr€fully then siSn the form and wr(. in the d.te.

lertify th€ my monthly tross income is at or below th€ listed income on this torm for the number of people

in my household orthat my hoosehold Fatiaipates in the progrern chec*ed on thisform, lalso certify that, ar of

today, my household lives in the arEe rerved by the Wyoming Emere€ncy tood Arsistan(e Pro8ram.I alsounderstand

that rommodities a.efo( my perlonaluse, eod are nolto be sold, trad€d or Siven aq/ey. This cenification form i9

bein8 compleled jn (onnection with the re.eipt of federal assistance. Protr.m offraiala may veritywh?t I have

cenified to be t.ue. lundeRtand th.t makin8 false slatements ey result in havinS to paylhe Stare for thev.lu.

ofthe food improperly islues lo me and may subject me to .riminal pror€culion under State and F€deEl law.

Sign.ture Dsie

TETAP is av.ilable ro rll eliBrble people regardt.sr ol r.ce,.olor, n.lionelorigin, r€'r(, age. or handacap withio

the Surdell.es ol USDA commodities available.

THE EMER6€NCY ASITATICI PROGRAM ITEFAP)

CIRTIFICATIOiI Of ELIGIBII.TY AND O6]NISUNOiI RECIEPT

- 

NUMBER IN HOUSEHOLD 

-
- 

NUMBER OF ADULTS

- 

NUMEER OF CHILDREN



NAME:

Employment

Hou nt

Unemployed for over L year
Work part-time WITH benefits
Not in the job market (receiving unemployment, disabled, etc.)

Homeless Living in a car f Living in a motel

I Unemployed due to recent job loss fl Wort< pan-time without benefits

I Working full-time E Working full-time above minimum wage (g7.25lhr)

Staying in a shelter/transitionallivinB tr
Renting a mobile home, house, or apartment

with friends temporarily
Own a home/paying mortgage

Childcare temporarily provided by friends/family
childcare reliably provided by unpaid friends/family
Childcare provided by licensed p.ovider

Stayin

Education
Not interested in furthering education/vocatio nal training
lnterested in furthering education but not needed forjob
lnterested in furthering education to get a betterjob, but lack resources
lnterested in furthering education to get a better job

How often do you have access to transportation?

I narety Sometimes ! usually I et,r"yt

Child Care

No access/cannot afford childcare
Child currently on waitlist for childcare
childcare reliably provided by paid friends/family
Parent does not work, so they can care for child{ren)

How often did you reduce or skip meals because there was not enough lood or money? (Nutrition)

f] Most Davs ! z-to oays I r-z oays Never

Food P

This food pantry has food that is useful and that lenioy
I am unable to use some of the food I receive because I do not know how to prepare it
I am unable to use some ofthe food I receive because it is food I do not like

This food pantry does not meet the needs of my household's dietary restrictions
I visit more than l food pantry each month

Health€are

Abuse

You or a household member are puttinB off medical/dental visits because you can't afford them
You or a household member have gone to the Emergency Room in the last 6 months
You or a household member do not have a regular medical or dental healthcare provider

You or a household member have not seen a doctor or dentist in over 2 years

Are you retistered to vote?
Yes No

Do you need help tetting a driver's license or social security card?

Yes No

I You or a family member have been exposed to abuse
Gillette AbuJe Refuge toundation (GARF) is a free and confidential resource for tho5e experiencing abuse past or
preseot- lfyou choose to reach out to GARF no legalor further action willbe taken without your consent.
GARF: 307586-8071

I No one in your family has been exposed to abuse



Pantry Client Information
Statistical information helps Food Bank of Wyoming receive food and funds to better serve
Wyoming

Information on this form is optional and confidential
o However, eligibility for additional USDA products (TEFAP) do require replies as indicated by a star ,t

All data will be digitally recorded using the safe and secure database - Link2Feed
o Refer to 'Our Data Promise" for details on information security

lf you have any questlons regardlng thls form, please contact your local food pantry:

a

Site Name: Phone Number:

* First name:* Last name:

Marital Status:Gender:Birthdate: _ l_l_
(mm/dd/yyyy)

* Address:

* Countyr

*City: *State: _ *Zip code:

r No fixed address/ Undisclosed

Housing Type (i.e. Own Home, Rental, Shelter):

lD Type Shown (lf applicable):

Phone Number: Preferred Language(s):

Referred By (i.e. frlend, online, social worker):

Ethnicity/ Race: Highest Level of Education:

Or Food Bank of Wyoming: 307-265-2172 or smaxwell@wvominqfoodbank.orq

I

Mailing; lf Different:



Other Considerations:
E Homebound

tr Disability

E Veteran

tr Other

*Total Number of lndlvlduals in Household by age:
Children (0-18): _ Adults (19-59):

Additional lnformation
Last Name First Name Birthdate Gender Relation Ethnicity/Race

Seniors (60+):

* Household Gross Monthly lncome - Complete for each Household member

Household Member lncome Source *lncome Amount

Are you or those in your household enrolled in additional social assistance programs?

a Yes o No lf yes, please explain:

Please list any dietary allergies or considerations:

Other Comments:

E None

O Undisclosed

I

I

I



ouncil of
ommunity Services

"heLpLwq peoTLe heLp theruseLves"

CSBG BLOCK GRANT PANTRY SURVEY

Date

Name

.1^

Number of Adults Number of Children

How long have you been using ourfood pantry on a regular basis?

_3 months_Smonths_9 months_ 1 year_ More than 1 year

Do you reduce or skip meals because there is not enough food or money

to purchase food? _ Yes _ No

lf yes how often do you reduce or skip meals?

Reason for requesting continuing food assistance from our
pantry:

How does this food pantry help you increase your nutrition and cooking

skills:

Signature

Staff Signature

114 South 4-J Road Gillette, wY 82776 | 307-686-2130 | www.ccsgillette.ort



CSBG Customer Satisfaction Survey

AGENCY Name: Council of Community Services

Date(s) of Service:

Services Received:
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Please fill out the survey b€low if you received GSBG services from the above-named agency. your
respons€s are completely anonymous. Please relurn to the agency you received funding from or please
email your responses to 81R01@ccsov.net or call 307-687-6324.

COMMUNITY SERVICES BL()CK GFTANT
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