£)

B United Board of Missions CLIENT INFORMATION

Client: ID

Date: Age: DOB: Gender:___ Race:______ Hisp:YorN

Have you received assistance from Community Care Prayer Outreach? YorN

Other assistance in last 12 mo.:

Telephone Who referred youtothe UBM?

Client email:

Home Address: City Zip
Different mailing address:

HISTORY: Retired? Yor N Veteran or Active Duty: YorN Receive Disability? Y or N

Homeless? YorN Residence: Rent or Own Education Completed:

Employment? Part or Fulltime Where: #hrs

No, last date of employment? Registered with TWC? Y or N

Why not or looking for work?

Marital Status: Church affiliation?

2" ADULT: Name Relationship Telephone

Age:  DOB: Gender:__ Race:_ Hisp:Yor N  Education Completed: _

Employed? Part-time Full-time Where? Reg.w/TWC:YorN

No: Last date of Emp.? Why?

VOLUNTEER conductingintake:

HOUSEHOLD INFORMATION

Children Under 18 living in the household

CHILD 1: Relationship: DOB: / / Age: Doc:Yor N
Gender:___ Race:____ Hisp:YorN Grade: ______ Disabled:YorN Receives: SSI or Disability

CHILD 2: Relationship: DOB: / / Age: Doc:YorN
Gender:___ Race:____ Hisp:YorN Grade: ___ Disabled: Yor N Receives: SSI or Disability

CHILD 3: Relationship: DOB: / / Age: Doc:YorN
Gender:___ Race: __ Hisp:YorN Grade:_____ Disabled:YorN Receives: SSI or Disability

CHILD 4: Relationship: DOB: / / Age: Doc:YorN
Gender: Race: ~ Hisp:YorN Grade: _ Disabled:Yor N Receives: SSI or Disability

Adults Over 18 living in the household

NAME: Relationship: DOB: / / Age: Doc:YorN
Race: Hisp: Y or N Grade Completed? Enrolled college/ TWC
lob: PT/FT Hrs. Income
No:Last date of emp.? Why?
Edited 2/2026
SERVICES REQUESTED: Food __ Clothing Rent Utility___ Medication ____ RP
Transportation Other




Household Mo. Income MONTHLY EXPENSES
Employment Credit cards Prescriptions
Social Security Childcare Loans
Disability (SSI/SSDI) Church Retirement
Retirement Electric Storage
VA Food Telephone
Unemployment Medical Exp. Car Payment
TANF Misc. Gasoline
Worker’s Comp TX Gas Car Repair
Other Rent / Mortgage Transportation

Support Health Ins. Taxes
SNAP Burial / Life | Tax withholding
Child Car | Water
Alimony Home | Sewer/Trash
Other Flood | Household Exp.
Wind | Write in:
Ins. Total:

Explain client’s situation: (What has caused the emergency?)

Does Client need to bring in additional Information or Documentation? Y or N

Was the client referred to additional places or agencies by UBM? Y or N

This facility is an equal opportunity provider.
By signing this form, | affirm that all my answers have been true and correct to the best of my knowledge. My signature
constitutes consent for the United Board of Missions and its agents to contact any source to verify information necessary for
eligibility. | will cooperate fully with UBM personnel to obtain information from any source to verify statements | have made.
| understand my application will be considered without regard to race, color, religion, creed, national origin, sex,
or political belief and that | may request a review of the decision made on my application.

YOU MUST RETURN ANY REQUIRED INFORMATION WITHIN 3 BUSINESS DAYS.
Client Signature: DATE:

SERVICES GRANTED: Food ___ Clothing ___ Rent Utility_____ Medication Transport. Other

PLEDGE WAS MADE: YorN Amount$ To:

Reason denied




