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RETURN COMPLETED APPLICATION TO:
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&70 Harmon Ave.
Columbus, OH 43223 1-814-437-2885
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Each applicant must complete and submit a separate application for each program WEear.

First Mame Middhe Inftial Last Mame

Birth Date {mmy/ddfvywy)
Must be b fegst 67 yeos oid o pard

Gendar l [ ef=le I O Femslz | [ Mo Answer

EI
]

Mailing Address |

City Zip Code County

Telephons Mumber

Email Address

Race |select all that apply)

O fAmercan Indian'™ative Alaskan 0O Black/African American 0O White, Mon-Hispanic
O Asian O Native Hawailan/Cther Pacific Islander O White, Hispanic

Mationality {select all that apply)

O Hispanic or Latino
= Mot Hispanic or Latino
O Unknown

Compiete the following information OMNLY if applicant is designating an authorized shopper.

Authorized Shopper Mamea

Relationship to Participant Telephone Number

Check box corresponding to your TOTAL annual household income and household size.

O 1 person in housshiold with O 2 persons in heusahold with O 2 persons in housshold with
income of $0-$25,873 income of $0-$36 482 income of $0-545,991

O 4 persomns in household with O 5 persons in hmusehnld O B persons in household with
income of $0-855 500 with income of $0-565.000 income of $0-$74,518

I certify that | am at least 50 years of age; a resident of this service area; have not received Ohio Senior Famers’ Market Mutriticn
Pragram 2023 coupons at any other location: and have a toal household income that meets income requirements.

Applicant Signaturs I Diate |

I have been adwvised of my rights and obligatons undar the Ohic Senice Farmers” Markes Mutrition Frogram (SFMMNF). [ certify the
the information | have provided is comect This form i= being submitted for Federal Assistance and is subject to verificaton. |
understand that intendonally misrepresenting, concealing or withholding facts may result in paying the State Agency, in cash, the
walue of the food benefits improperly issued to me and may subject me to civil or criminal prosecution onder Satbe and Federal
taw. 1 understand that | may appeal any decision made by the local agency reganding my eligibiliy for the SFMHRHP. Information
will not be shared except for the specific purposes of responding to your request for assistance.




