
 

 

 

YOU WILL NEED TO PROVIDE THE FOLLOWING INFORMATION AT TIME OF 

INTERVIEW FOR ASSISTANCE 

1. Proof of gross family income for the past four weeks prior to the date of 
assistance. (Pay Stubs, Income Tax Statements, Social Security Income, 
Worker’s Compensation, Veteran’s Pension, Unemployment Compensation, 
Child Support, Disability, etc.) for self and spouse. 

• If you have no income – you will provide a typed Notarized letter of 

support from the person or entity who is assisting you with the date, 

your name and address and the exact dollar amount that is being 

provided to you or the Head of Household Expenses Form must be 

completed.  

2. You are required to apply for Medicaid and if denied, you will need to 
provide documentation in order to be served.  

3. Proof of family unit assets. (Most recent bank statement, Life Insurance 

Policies, mutual funds, annuities, etc.  

4. Proof of County Residency. (Utility Bill or other bill addressed to you) 
 
5. Proof of Identification. Florida Driver’s License or Picture I.D. with correct 

Collier County address and Social Security Card for self and all dependents. 
 
6. Proof of Legal Status.  If you are a US citizen, a copy of birth certificate or US 

passport.  If permanent resident, permanent residency card.  If naturalized 
citizen, copy of citizenship certificate.  

  
7. Medical Documentation. (If you are applying for prescription assistance, you 

must provide prescriptions. For medical assistance, you must provide a referral 

from your doctor and the most recent office notes.   

 There is a Co-Pay      Medical: $10.00        RX: $5.00 

Revised 05/28/2019 



 

 

 

                                                              COLLIER COUNTY SOCIAL SERVICES    
                                                      Calculation of Monthly Household Expenses 
                                                               (For Applicant’s Claiming Zero Income) 
 
Name of Head of Household: ________________________________________ 
 
Address for Household: ____________________________________________ 
 
Monthly Expenses     Paid By Whom  Monthly Payment 
 
Mortgage/Rent      ____________  ______________ 
 
Electricity      ____________  ______________ 
 
Water/Sewage      ____________  ______________ 
 
Phone (Home and Cell)     ____________  ______________ 
 
Cable/Internet      ____________  ______________ 
 
Food (excluding Food Stamp purchases)   ____________  ______________ 
 
Car Payment      ____________  ______________ 
 
Car Insurance      ____________  ______________ 
 
Other Monthly Expenses Not Specified 
Above       ____________  ______________ 
 
Total Monthly Expenses     ____________  ______________ 
 
Number of Adults in Home (persons over 19 years of age)   ______________ 
 
Applicant’s Contribution (Divide Total Expenses by Number of Adults)  ______________ 
 
I attest that the information provided above is accurate and that I am financially supporting the applicant. 
 
___________________________________   ___________________________ 
Name of Payer (Please Print)     Signature of Payer 
 
___________________________________   ___________________________ 
Applicant’s Name (Please Print)     Applicant’s Signature 
 
Applicant’s Address: _______________________________________________________________ 
 
Date:__________________________      Revised 11-15-18 
 



 

 

 

 

Date:_________________________ 
 
RE:__________________________ 
 
 
 

     Income Verification 
 

Please verify last four weeks gross income (including tips) for the above-named person 

 

Pay Period Ending:_______________________________     Total Gross:__________________ 

Pay Period Ending:_______________________________     Total Gross:__________________ 

Pay Period Ending:_______________________________     Total Gross:__________________ 

Pay Period Ending:_______________________________     Total Gross:__________________ 

 

Employer Signature:________________________________________ 

Title:____________________________________________________ 

Name of Company:_________________________________________ 

Phone:___________________________________________________ 

Please call 239-252-2273 if you have any questions. 

Thank you, 

 

 

 



 

 

 

 

RELEASE OF INFORMATION 

I,_____________________________________________ authorize the release of information to 

agencies and persons as deemed necessary by the Collier County Community and Human  

Services Division to obtain assistance for me or my family from other agencies or organizations 

within the community. 

I understand that while I will not necessarily be refused service by failure to sign this form, 
refusal to provide needed information may make it difficult to arrange services to help me.  If I 
believe I have been unfairly denied program services, or if information is wrongfully used, I will 
be entitled to a Grievance Procedure or a Fair Hearing. 

A photocopy of the original of this Authorization of Release of Information shall be as valid as 

the original signed authorization. 

I understand that this release is valid for one (1) year. 

I hereby confirm I am not a relative of an employee nor am I a current or former employee of 

Collier County Community and Human Services Division or former county department serving 

social, senior or housing programs. 

           ACKNOWLEDGEMENT 

I hereby acknowledge that I have reviewed a copy of the Collier County Community and Human 
Services Division Notice of Privacy Practices and have been provided an opportunity to receive 
a copy. 

 

Client Signature:_______________________________________Date:___________________ 

CM Intl’s:_____________________ 

 

 

 

Revised 11.15.18 



 

 

 

 

 

STATEMENT OF UNDERSTANDING 

 

I understand that if I am to receive further assistance from the Collier County Community and Human 

Services Division, I must provide proof of an attempt to secure employment by having a Job Search 

Record completed with a minimum of four employers within the last four weeks of my request for 

assistance.  If I am temporarily disabled and I am not applying for Social Security Disability, I must 

provide a doctor’s statement of my temporary disability status.  Failure to complete the above as 

requested will result in a review of your continued participation in our assistance program. 

 

 

Signature:_________________________________________     Date:___________________________ 

 

Case Manager:_____________________________________ 

 

 

 

 

 

 

 

 

 

Revised: 11.18.18 



 

 

 

                                                              COLLIER COUNTY SOCIAL SERVICES    
                                                      Calculation of Monthly Household Expenses 
                                                               (For Applicant’s Claiming Zero Income) 
 
Name of Head of Household: ________________________________________ 
 
Address for Household: ____________________________________________ 
 
Monthly Expenses     Paid By Whom  Monthly Payment 
 
Mortgage/Rent      ____________  ______________ 
 
Electricity      ____________  ______________ 
 
Water/Sewage      ____________  ______________ 
 
Phone (Home and Cell)     ____________  ______________ 
 
Cable/Internet      ____________  ______________ 
 
Food (excluding Food Stamp purchases)   ____________  ______________ 
 
Car Payment      ____________  ______________ 
 
Car Insurance      ____________  ______________ 
 
Other Monthly Expenses Not Specified 
Above       ____________  ______________ 
 
Total Monthly Expenses     ____________  ______________ 
 
Number of Adults in Home (persons over 19 years of age)   ______________ 
 
Applicant’s Contribution (Divide Total Expenses by Number of Adults)  ______________ 
 
I attest that the information provided above is accurate and that I am financially supporting the applicant. 
 
___________________________________   ___________________________ 
Name of Payer (Please Print)     Signature of Payer 
 
___________________________________   ___________________________ 
Applicant’s Name (Please Print)     Applicant’s Signature 
 
Applicant’s Address: _______________________________________________________________ 
 
Date:__________________________      Revised 11-15-18 

 







COLLIER COUNTY COMMUNITY AND HUMAN SERVICES 
SOCIAL SERVICES 

 
CLIENT NAME:   
 

CASE NARRATIVES CASE MANAGER: 
 

 
DATE TYPE OF 

CONTACT 
NARRATIVE 
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Collier County Community and Human Services 
SOCIAL SERVICES - Income Eligibility Form 

 
 

Effective Date:        Name of Applicant (s):      _________________________ 
              
             
A. Recipient Information (select one)           

a.   Initial Eligibility       
b. ____ Re-certify Eligibility          

 
 
B. Type of Program:  (select one) 

 
 

 
Prescription Voucher 

 
 

 
Medical Voucher 

 
C. Household Information 

 
Member 

 
Names - All Household Members 

 
Relationship 

 
Age 

 
Income 

 
1 

 
 

 
 

 
 

 

 
2     

3     
 

TOTAL 
 
 

 
 

 
 

 

 
D. Assets: All household members excluding minors 
 

 
Member 

 
Asset Description 

 
Cash Value 

 
Income from Assets 

 

    

    

    

TOTAL    
 
F. Recipient Statement:  I/we certify that the statements are true and complete to the best of my/our knowledge and belief and are 

given under penalty of perjury. 
 

WARNING:  Florida Statute 817 provides that willful false statements or misrepresentation concerning income and assets or 
liabilities relating to financial condition is a misdemeanor of the first degree and is punishable by fines and imprisonment 
provided under S 775.082 or 775.83. 

  
        
                                                                                                           Date         ________________________ 
        Signature of Head of Household 
 
 
                                                                                                            Date        

Signature of Spouse or Co-Head of Household 
 
 
                                                                                                            Date        
       Signature- Case Manager 



 

 

 
 

 
INCOME TAX RETURN STATEMENT 

 
 
 
I, __________________________________________, attest that neither I nor my spouse filed an 
Income Tax Return last year for one of the following reasons: 
 

1. Did not work last year and thus had no income. 
 

2. Earned income was not enough to file a return. 
 

3. Income is from Social Security Retirement and/or Disability only. 
 

 
 
 
_______________________________________                             ________________________ 
Applicant       Date 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Revised: 11.15.18 



 

 

 
 
 
Date:_________________________ 
 
RE:__________________________ 
 
 
 

     Income Verification 
 

Please verify last four weeks gross income (including tips) for the above-named person 

 

Pay Period Ending:_______________________________     Total Gross:__________________ 

Pay Period Ending:_______________________________     Total Gross:__________________ 

Pay Period Ending:_______________________________     Total Gross:__________________ 

Pay Period Ending:_______________________________     Total Gross:__________________ 

 

Employer Signature:________________________________________ 

Title:____________________________________________________ 

Name of Company:_________________________________________ 

Phone:___________________________________________________ 

Please call 239-252-2273 if you have any question 

Thank you 

 

Revised: 11.15.18 



 

 

 

JOB SEARCH RECORD 

                                                                               
If you are requesting assistance with prescriptions or medical, have no income, and have not yet applied for Social 

Security Disability, you must provide proof of an attempt to secure employment within the last four weeks by 

completing this job search.   

Failure to complete job search will result in a review of your continued participation in our assistance program. 

CLIENT NAME:__________________________________     

Date: _________________ 

Company Name: __________________________    Contact Person: _______________ 
Phone Number:   __________________________ 
Position:              __________________________ 
Action Taken:     __________________________                  Signature: ___________________ 
 
Date: _________________ 
 
Company Name: __________________________    Contact Person: _______________ 
Phone Number:   __________________________ 
Position:              __________________________ 
Action Taken:     __________________________                  Signature: ___________________ 
 
Date: _________________ 
 
Company Name: __________________________    Contact Person: _______________ 
Phone Number:   __________________________ 
Position:              __________________________ 
Action Taken:     __________________________                  Signature: ___________________ 
 

Date: _________________ 

Company Name: __________________________    Contact Person: _______________ 
Phone Number:   __________________________ 
Position:              __________________________ 
Action Taken:     __________________________                 Signature: ___________________ 
 

I attest that the above information is an accurate reflection of my job search activities. 
 

________________________________________    ____________________________               

Signature                   Date 

Revised: 11.15.18 



 

 

 

 

  

 
   

  
 

  
    
    

    
 

 
     

     
   

 
 

  
   

 
 

    
   

 
 
 

               
                             

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

___________________________________________ ___________________ 

RIGHT TO REFUSE OR DISCONTINUE SERVICES 

The Social Services Program of Collier County Community and Human Services Division reserves the 
Right to refuse or Discontinue Services if any of the following apply: 

I____________________________________ understand that any falsification of documents or any 
attempt to obtain a prescription voucher, medical voucher, or shelter assistance through 
misrepresentation will result in termination of services to me and discontinuation from any further 
services from Collier County Community and Human Services Division – Social Services Program. 

I further understand that if I am arrested for possession of a controlled substance, unlawful sale and/or 
distribution of a controlled substance, unlawful possession of prescription medication, conspiracy to 
possess and/or distribute controlled substances, or a similar type of drug related offense I will be 
refused further services from Collier County Community and Human Services Division – Social Services 
Program. 

I also understand that if I am requesting or currently receiving assistance from the Collier County 
Community and Human Services Division – Social Services Program and I test positive by a physician for 
illegal drugs, I will be refused further services. 

I further agree that if I display any behavior considered by staff to be threatening in any manner to the 
employee’s safety and wellbeing I will be refused further services. 

SIGNATURE DATE 

Revised 11.18.18 

https://11.18.18


 

 

 

Notice of Social Security Number Collection and Usage 

The Community and Human Services Division- Social Services Program of Collier 
County,  as a department of the Collier County Government Agency, is authorized 
pursuant to section 119.071(5), Florida Statues, to collect your Social Security 
Number for the performance of its duties and responsibilities as prescribed by 
law.  

Your Social Security Number shall be collected for one or more of the following 
reasons: 

1. Credit Report Investigation 
2. Personal Identity Verification 
3. Employment Verification 
4. Income and Asset Verification 
5. Medical or Child Care Allowance Verification 
6. Medicare/Medicaid Benefit Verification 
7. Social Security Benefit Verification 
8. State Unemployment Benefit Verification 
9. Conduct Client Assessments 

Your Social Security Number will only be collected and disclosed for these listed 
purposes, and as may otherwise be authorized by law, and once collected, will be 
maintained as confidential and exempt from public records under Chapter 119, 
Florida Statues, by this agency.  

 

              
Client’s Signature       Date 

 
CM Initials:      
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