Albany Community Together, Inc. (ACT!)
Client Information Form
                Income Doc:                                                 Client Id #: _____

 □ 1040 Form                                             Income Level: _____

□ Other ________________________      Update Date: _____

 Application Date: ___/___/___
	LAST NAME: ______________________________   FIRST NAME: ___________________________     MI: ______________

MAILING ADDRESS (CITY, STATE ZIP): ___________________________________________________________________     Do you live within city limits: ____ RESIDENCE ADD. (CITY, STATE ZIP): _______________________________________ 

DAY PHONE NO. #: ______________   EVENING PHONE NO. #: _________________   FAX NO. # ___________________

	GENDER                             SOCIAL SECURITY #                              EMAIL ADDRESS                    VETERAN STATUS
□ Female                              ______-______-_______                              _________________                    □ Veteran

□ Male                                                                                                                                                              □ Non-Veteran

                                                                                                                                                                          □ Service-Connected 

                                                                                                                                                                             Disabled   

Please provide the names of two people who know you and can relay a message from (Program Name) if you move.

Name: __________________________             Phone No#: _________________________      Relation: _____________________

Name: __________________________             Phone No#: _________________________      Relation: _____________________



	Household Information     

	Do you file your taxes as head of

household? □ Yes □ No

Ages 0-5                         ________

Ages 6-12                       ________

Ages 13-18                     ________

Ages 19 +                       ________

Total No. in Household  ________
	Do you have a disability?     □ Yes □ No 

Please check box if you:

Have received TANF in the last year?                    □

Have received TANF in the last 2 years?               □

Are currently receiving TANF assistance?             □

Date started ____/____/____

Date ended  ____/____/____

ESR Name: ________________________________
	Marital Status

□ Married SP (spouse present)
□ Married SNP (spouse not present)

□ Divorced 

□ Never Married

□ Unmarried living w/partner

□ Widowed


	Education
□ Less than HS                                        □ College BA/BS

□ HS/GED                                               □ Graduate Degree

□ Some College                                       □ Vocational

□ College AA/AS                                    □ Other __________


	Ethnicity
□ American Indian/Alaskan Native            □ White

□ Asian                                  □ Native Hawaiian/Pacific Islander

□ African American                                    □ Other

□ Hispanic/Latino



	Personal Monthly Gross Income          $ ________________________

Household Monthly Gross Income       $ ________________________

Last Years Annual Gross Income         $ ________________________

How much did you save last year:       $ ________________________

	Personal Monthly Gross Income Breakdown

	
	Salary/Wages: _____________   TANF/Cal Works: __________

Self Emp Income: __________    Food Stamps: _____________

Unemp Benefits: ___________    GR/GA: _________________

Spousal Support: ___________    SSI/SSR: ________________

Child Support: _____________    Housing Assist: ___________

Workman’s Comp: _________     Disability: _______________

	EMPLOYMENT INFORMATION

	Employment Status: □ FT Self Emp     □ FT Emp     □ Seasonal Emp     □ Unemployed more than 6 mos.     

(FT >  35 hrs./wk):   □ PT Self Emp     □ PT Emp     □  Unemployed less than 6 mos.

Hourly Wage at Job: $ _____________

	INSURANCE INFORMATION
	BUSINESS INFORMATION

	Do you have Health Insurance?   □ Yes □ No

Type of Health Insurance:   □ Public   □ Private   

□ Spouse Employer   □ Employer

Please describe the health insurance coverage for the household

□ All members insured   □ Some members insured

□ No members insured
	Do you currently own a business? □ Yes   □ No

Date Business Started? ____/____/____

Date Business Revenue Started: ____/____/____

If not operating a current business, did you in the past

□ Yes   □ No

How long did you operate this business? ______________



	The information you provide is confidential and will not be released without your permissions. Information is used for evaluation purposes and is required by our funders/sponsors.

____________________________________________                 _______________________________

Signature                                                                                          Date


