CCACC Benefit Enrollment Consultation Service Application

Last Name: First Name: Sex: Date of Birth: Age:
Om OF (MM/DD/YYYY)
Address: Phone: Immigration Status: Race:
(street) (H) (O Greencard, since
(O Citizen, since
State: Zip Code: (€) (O Others:
Health: Disability Marital Status: Household Current Health Insurance:
Members:
(O Poor O Yes (O Single Spouse: (O Medicare
O Fair (O No (O Married (O Medicaid
(O Good (O Married (O QMB, SLMB
(O Very Good Separated Other members: (O Obamacare
O Widow (O Uninsured
(O Divorced (O Other insurance:

Income Status: Shelter Costs: Enrolled Benefits:
(O Social Security: $ Rent: $ (O SNAP (Food Stamp)
OSssI's Gas: $ (O Energy Assistance Program (EAP)
O Earned Income: $ Utility: $ (O Housing Assistance Program
O Others: 3 Other expense: (O Others:
(O Resource/Assets: P ' ’
S S (O Others:
I want to know more about: Interested in CCACC

Program:
(O Medicaid (O QMB, SLMB (O PAVHC
(O Low-Income Subsidy for Medicare Prescription Drug Coverage (LIS) (O ADHC
(O SNAP (Food Stamp) (O Energy Assistance Program (EAP) O Home Care
(O Housing Assistance Program (RAP, Section 8, Housing Choice Voucher)

(O Evergreen
(O Others : OOthers:

Responsibility:

Signature:

Date:

| have answered all of the above questions based on my best
understanding. | will be responsible for the result caused by the
incorrect information | provide. | understand that this
application is only for the consultation service; CCACC is not
responsible for the result of any benefit application.

Any question, please call CCACC Grant Application Assistance Program hotline 301-663-0983 or 301-820-7200 ext8315.
You can fax this from to 240-668-9828 or Email to gaap @ccacc-dc.org

FOR AGENCY USE ONLY:

Consultation Date:

(02/14/2023)
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