Client Intake Assessment: Gift Card Assistance Program
Program: Short Term Assistance

Date: ________________
Staff Initials: ________

1. Client Information
Name: ________________________________
Date of Birth: ___________
Phone: _________________
Email: _______________________________
Florida County of Residence: _______________
Address: _____________________________

2. Household Information
Number in Household: ______
Ages of Children (if any): _______________
Current Employment Status: □ Employed □ Unemployed □ Other: ________
Monthly Household Income: $ __________
Source(s) of Income: ________________________________

3. Assistance Request
Type of Gift Card Requested: □ Grocery □ Gas □ Pharmacy □ Retail □ Transportation 
□ Cellular □ Other: ________
Amount Requested: $ __________
Reason for Request (brief description):
· 
· 
· 
· 
4. Current Need & Situation
Is this a crisis or emergency? □ Yes □ No
If yes, please describe: ________________________________
Have you received gift card assistance from this program before? □ Yes □ No
If yes, last date received: ___________
5. Additional Support Needs
Are you in need of other Florida-based resources?
□ SNAP/TANF referral □ WIC □ Utility assistance (LIHEAP)
□ Housing support □ Florida job services □ Counseling □ Other: ______________

6. Florida Residency & Documentation
Proof of Florida residency provided? □ Yes □ No
Documentation Provided:
□ Florida Photo ID/Driver's License □ Proof of Income □ Proof of Address □ Other: ______________

7. Staff Notes


8. Outcome
□ Approved □ Denied □ Pending – follow up date: __________
Amount Provided: $ __________
Card Type/Retailer: ________________________

Client Certification: I certify that I am a resident of Florida and that the information provided is true and accurate.
Client Signature: ________________________ Date: ________

Staff Authorization:
Staff Signature: ________________________ Date: ________

Confidential – For internal use only. Program serves women residing in the state of Florida.
