
CSBG____ Restricted____ Referral _____ OTHER SPECIFY:  _______________________________

YES

NO

YES

NO

YES

NO

YES____

YES____

(DEFINITIONS 

ABOVE)

EDUCATION 

ACHIEVED:

CERTIFICATION:

Applicant Signature Date

This is to certify that the above information is true and correct to the best of my knowledge.  I understand that if I knowingly falsify any information on this intake form I will not be allowed to participant

in this  program and may be subject to prosecution under the law.

Email Address

MID-WEST NEW MEXICO COMMUNITY ACTION PROGRAM

COMMUNITY SERVICE BLOCK GRANT (CSBG)

CLIENT INTAKE FORM 

SINGLE MALE 

PARENT ____   
SINGLE FEMALE PARENT ____

$

$

$

$

RENT OR MORTGAGE AMOUNT $

$

$

$

$

$

$

$

$

WHO IS HEAD OF HOUSEHOLD?

DATE PRINTED NAME

FAMILY TYPE:  

$

$

$

$

$

$

TOTAL MONTHLY INCOME $
OFFICE USE ONLY-- INTAKE BY:

OWN____ RENT____

HAVE YOU APPLIED FOR HEAT NEW 

MEXICO?

SINGLE PERSON ____

TOWN

HOMELESS____ OTHER____

TWO-ADULTS NO CHILDREN ___
TWO-PARENT 

HOUSEHOLD_____

SOCIAL SECURITY # NAME: FIRST, LAST, MIDDLE

F/

M

GROSS INCOME 

PER MONTH:

Income sources 

on page 2. 

SOURCE OF 

INCOME (BE 

SPECIFIC):
HISPANIC 

OR LATINO?

PLEASE ANSWER YES OR NO FOR THESE 

QUESTIONS (PLEASE SPECIFY MILITARY STATUS & 

INSURANCE TYPE

MILITARY 

STATUS: (VET OR 

ACTIVE)DOB:

LIHEAP____ EFSP____ HEAT NM____ GNF____

HAVE YOU APPLIED FOR LIHEAP 

ASSISTANCE?:

OBTAINED GED OR HIGH 

SCHOOL DIPLOMA

SSN:

HAVE YOU APPLIED FOR GOOD NEIGHBOR 

FUND?

EDUCATION  DEFINITIONS

TELEPHONE:

PHYSICAL ADDRESS: MAILING ADDRESS: ZIP

GRADES 0-8

GRADES 9-12

COLLEGE GRADUATE

12 + POST SECONDARY 

EDUCATION

IN YOUR HOUSEHOLD, IS THERE ANY ONE WHO IS SEEKING EMPLOYMENT?

NO____

NON-RELATED ADULTS 

W/CHILDREN_____

HOUSING:

MUTI-GENERATIONAL 

HOUSEHOLD _____

UNKNOW OR NOT 

REPORTED _____

DO YOU RECEIVE WIC?

DO YOU RECEIVE FOOD STAMPS?

NO____

HEALTH 

INSURANCE? 

(SPECIFY TYPE) DISABLED?

IS THERE ANY ONE WHO IS A FARMER, MIGRANT FARM WORKER, OR A 

SEASONAL FARM WORKER?  

RACE?



CLIENT NAME:_______________________________ CLIENT EMAIL:______________________________

 CLIENT INTAKE FORM PAGE 2      

Disconnected Youth Number of Individuals    Sources of Income (Check each that apply)

a. Youth ages 14-21 who are neither working or in school Employment Only

Employment & Other Income

Health Number of Individuals Employment, Other Income & Non-Cash Source

Yes No Unknown Other Income & Non-Cash Source

a.  Disabling Condition Other Income Source Only

Yes No Unknown Non-Cash Benefit

b.  Health Insurance* No Income

*If you reported that you had health insurance please identify 

source of health insurance below.

Number of Individuals

      i.  Medicaid Other Income Sources

     ii.  Medicare a.  TANF
     iii.  States Children's Health Insurance Program b.  Sup Security Income (SSI)

     iv.  State Health Insurance for Adults c.  Soc. Sec. Disability Income (SSDI)

     v.  Military Health Care d.  VA Service Disability

     vi. Direct Purchase e.  VA Non-Service Connected Dis. Pen.

    vii. Employment Based f.  Private Disability Insurance

    viii. Unknown/not reported g.  Worker's Compensation

    TOTAL h.  Retirement Income from Soc. Sec.

i.  Pension

Military Status Number of Individuals j.  Child Support

a.  Veteran k.  Alimony or other Spousal Support

b.  Active Military l.  Unemployment Insurance

c.  Unknown/Not Reported j.  Earned Income Tax Credit (EITC)

    TOTAL

Work Status (Individuals 18+) Number of Individuals Non-Cash Benefits

a.  Employed Full-Time a.  SNAP (Food Stamps)

b.  Employed Part-Time b.  WIC

c.  Migrant Seasonal Farm Worker c.  LIHEAP

d.  Unemployed (Short-Term, 6 months or less) d.  Housing Choice Voucher
e.  Unemployed (Long-Term, more than 6 months) e.  Public Housing

f.  Unemployed (Not in Labor Force) f.  Permanent Supportive Housing

g.  Retired g.  HUD Vet. Affairs Sup. Housing

h.  Unknown/not reported h.  Childcare Voucher

    TOTAL i.  Affordable Care Act Subsidy

Immigrant Status Qualified Not Qualified

Is the applicant an immigrant: If Yes 

MID-WEST NEW MEXICO COMMUITY ACTION PROGRAM

COMMUNITY SERVICES BLOCK GRANT (CSBG)



 APPLICANT CERTIFICATION:

STAFF CERTICATION:

APPLICANT/FAMILY MEMBER NAME

(Sample) John E. Doe

VERIFICATION SOURCE

MID-WEST NEW MEXICO  COMMUNITY ACTION PROGRAM

COMMUNITY SERVICE BLOCK GRANT

SOCIAL SECURITY NUMBER VERIFCATION FORM

585-00-0001

SOCIAL SECURITY NUMBER

Soc. Sec. Card

This is to certify that the information noted above is true and correct to the best of my knowledge and that these 

numbers have been assigned by the Social Security Administration.   I futher understand that if I misrepresent any 

information, I will not be elible to receive services from Mid-West NM CAP.

Staff Signature Date

Applicant Signature Date

This is to certify that the applicant has provided the information noted above regarding the Social Security 

Numbers and that  I have visually examined the source documents.



 

Mid-West New Mexico 
Community Action Program 

549 Don Pasqual Rd.  Los Lunas, NM 87031 
Phone (505) 866-0466              Fax (505) 865-1506 

 

 

 

 

MIDWEST NEW MEXICO COMUNITY ACTION PROGRAM 

AUTHORIZATION TO RELEASE INFORMATION 

 

TO WHOM IT MAY CONCERN: 

 

I,_______________________________, am applying for assistance with the Midwest 

New Mexico Community Action Program. 

 

Please let this memo serve as notice that I give my permission for you to release any 

information necessary in order for Midwest NM CAP to process my application.  This 

permission includes but is not limited to job history, billing history, health, background 

checks. 

 

This authorization will remain in effect for 30 days from the date of signature below. 

 

 

 

 _______________________________  _______ 

       Client Signature                                    Date 

 

Applicant PLEASE NOTE!!  Final approval of this application rests with the 

administrative departments and no promises or guarantees of any kind are made.  If this 

application is approved, you are STILL RESPONSIBLE FOR KEEPING UP ALL 

OTHER BILLED AMOUNTS.  This application will remain active a MAXIMUM OF 10 

DAYS.  If the information needed is not completed in that time this application will be 

void any you will have to reapply. 

 

APPLICANT CERTIFICATION:  I attest that the information contained herein is true to 

the best of my knowledge and I understand that any willful misstatement may be cause 

for rejection of my application and possible federal prosecution.  I also understand that 

my eligibility is subject to the availability of funds at the time of payment, also to the 

eligibility of my household under FEDERAL Guidelines. 

 

____________________________    _____________________ 

             Client Signature                                     Date 



 

Mid-West New Mexico 
Community Action Program 

549 Don Pasqual Rd.  Los Lunas, NM 87031 
Phone (505) 866-0466              Fax (505) 865-1506 

 

 

(Rev. 06/15/2023) 

 

NOTICE TO ALL CLIENTS 

RIGHT TO APPEAL PROCEDURES 

 

The primary mission of the Mid-West New Mexico Community Action Program is to provide human 

services and activities, which have a major impact on causes of poverty in the community in those areas 

where poverty is an acute problem, and to assist low-income participants including the elderly, disabled, 

families and children in becoming self-sufficient. 

 

It is important that all staff members and volunteers of our agency be courteous, helpful and prompt; and 

that they exhibit a consistent, professional and friendly attitude when dealing with our clients, visitors and 

other staff.  All staff and/or volunteers of this agency will exercise the utmost discretion when dealing 

with clients and their situations. 

 

We will make a sincere effort to assist eligible clients in addressing their emergency needs based on the 

resources available.   All clients will be granted the same opportunity to apply for assistance subject to 

grant eligibility guidelines without regard to gender, race, ethnicity, origin, religion or disability.  

 

If any client feels that, he or she has not received fair treatment under the guidelines when applying for 

assistance he or she may initiate the following appeals process: 

 

Client must submit a statement in, writing, to the CSBG Area Manager or CSBG Area Coordinator, (as 

applicable), describing nature of the grievance or problem.   
 

• The CSBG Area Manager/Coordinator will review the application or the problem and respond in 

writing, within three (3) working days of the receipt of the clients' complaint.  
 

• If the problem cannot be resolved at the CSBG Area Manager/Coordinator level, the client may 

pursue the matter by appealing the decision to the CSBG Administrator. The appeal to the CSBG 

Administrator must be in writing, stating the problem and addressing why they are not satisfied 

with the CSBG Area Manager’s/Coordinator’s response. 
 

• Address complaints to: 

                                             C.S.B.G. Administrator 

                                             Midwest New Mexico CAP 

                                             549 Don Pasqual Rd N.W. 

                                             Los Lunas, NM 87031 
 

• The CSBG Administrator, or designee, will review all details of the complaint and respond to the 

Client within seven (7) working days. The decision of the CSBG Administrator is the Agency’ 

final decision. 

 

__________________________     _________     _______________________________    __________ 

Client acknowledges receipt of copy     Date         Manager or Authorized Representative        Date   

  




