CARING HEARTS HELPING HANDS, INC.




Please complete in its entirety! 
P.O. Box 415, Camden, De. 19934



website: “chhhde.org”
Phone 302-698-1900; Fax 302-698-1900



email: caringhearts@verizon.net 
CHHH Family code___________




Application date_________________

Last Name:__________________________________________
First Name______________________________________

Last Name:__________________________________________
First Name______________________________________

Address__________________________________________________________________________________________________

City___________________________________, County________________,  State___________
Zip Code_______________

Working Phones #: Home_____________________   Cell_________________________  email:_________________________
**Must attach a copy of a picture ID for all adults.  Addresses on ID’s must match address above!

*Please describe or update your family circumstances: _____________________________________________________________

How many people reside in your home?__________ ; # of Adults:___________;  # of Children (18 years or younger):__________

Name of working adults:  ______________________ Where? __________________________  Work Phone #_______________
                                         _______________________               __________________________                         _______________

Name of non-working adults:____________________  Reason for not working:_________________________________________




______________________


________________________________________

Monthly family income from salaries: $____________ Monthly income other sources $________ List Sources:_______________ _________________________________________________________________________________________________________

Number of dependent children 16 years old or older living in the household? _______   Are they employed?________ 

Name of working child:  ____________________Where working? _______________________  Hours/week?______ $/week____

                                        ____________________                            ________________________                     ______
____

If not working, why not?_____________________________________________________________________________________

                                       _____________________________________________________________________________________

**Must attach copies of latest 2 pay stubs of all working household members. Addresses on pay stubs must match that on application and picture IDs!

We receive Food Stamps

yes/no


We receive Medicaid

yes/no

We receive Disability

yes/no
$______/month
If yes, for whom? _____________________________________
We receive other State/Federal Government assistance:  yes/no  $______ per month for ________________________________
We would be pleased to receive gently used items
yes/no

We will only accept new items
yes/no

We would like help for:  ___ Back to School (Heart and Sole);  ___ Christmas.  We receive Other Holiday Help:
yes/no
I hereby authorize the release of information to Caring Heats Helping Hands, Inc. for the purpose of determining my eligibility for their program.  I acknowledge that if I receive assistance from any other organization, including, but not limited to: Adopt-A-Family, Salvation Army, Toys for Tots and Angel Tree, that I will not be eligible for the Caring Hearts Helping Hands program.

Signature:__________________________________________  SSN# ___________________   Date:_____________________ 

Signature:__________________________________________  SSN# ___________________   Date:_____________________ 

Referred by: Agency__________________________________  Name:_____________________________________

                    Phone #__________________________________   Referral Date:_______________________________

How did you hear about Caring Hearts Helping Hands?___________________________________________________________

For Office Use Only:

CHHH Employment verified by____________________

Date:_________________

CHHH Residency Verified by ____________________

Date:_________________

CHHH Program Eligibility Checked by:_____________________
Date:_________________

CHHH Board Vote Date:_________________
Accept/Reject
Reason for rejection: _____________________________

Date CHHH Acceptance/Rejection letter sent:_________________

