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Dear Potential Clients and Caseworkers,

We appreciate the opportunity to work with you on your goals.  To help us better understand your needs and avoid delaying the application process, please be sure to complete all areas of the intake form.

Thank you,
Jenny A. Ramos, Representative Payee Coordinator   
610-691-5602 Ext 201
Jramos@newbethany.org


Applicant Name _________________________________   Social Security # ___________________________
DOB __________ City, State & County of birth _________________________________________________ 
Mother’s Name ______________________________ Father’s Name _________________________________
Current Address ___________________________________________________________________________
City ________________State _____ Zip Code ________County ________________ Phone ______________  

Is this your permanent address?  Yes ____ No ____ If NOT where will you be moving to and when? __________________________________________________________________________________________

When did you start living in this address? ________________________________________________________
How much is your rent?   __________________________

Do you live alone? Yes ____ No ____   If NOT, who do you share the residence with?  
__________________________________________________________________________________________

Please provide complete addresses of your 2 previous residences, person who paid your rent and amount: 
1. _________________________________________________ State: _____________ Zip code: __________ 
Rent amount: __________________ Rent paid by: _______________________________________________

2. _________________________________________________ State: _____________ Zip code: ___________
Rent amount: __________________ Rent paid by: ________________________________________________






Ethnic Origin			Gender	        History of drug/Alcohol abuse	                 Criminal record
African American ___		Female ___	        	 	Yes ___			      Yes ___
Asian ___			Male ___	         		No ___				       No ___
Caucasian ___				High School Grade  ________	Employed
Hispanic ___									Full time ___
Native American ___							            Part Time ___
Pacific Islander ___								Hours work weekly #______
Other ___________								Not employed ____
Veteran   Yes ___   No ___		           					Disabled   Yes ___   No ___

Benefit Income
Receive SNAP   		Yes ___   No ___     If yes, how much? ____________________
Receive Cash Assistance 	Yes ___   No ___     If yes, how much? ____________________
Receive SSD 	   		Yes ___   No ___     If yes, how much? ____________________
Receive SSI      		Yes ___   No ___     If yes, how much? ____________________
Receive SSP    	            Yes ___   No ___     If yes, how much? ____________________
Receive Medicaid 		Yes ___   No ___     Receive Medicare   Yes ___    No ___

Did you apply for SSD Yes __ No ___      	Did you apply for SSI Yes __ No __

Do you have a current Rep-Payee?  Yes __ No __   If yes please provide us with the following information:
Name: _________________________________ Agency ___________________________________________
Contact phone number: _________________________ Address: ____________________________________
State: _____________________   Zip Code: ________________Reason why you are changing re-Payee: ____________________________________________________________________________________________________________________________________________________________________________________Physician’s Name:__________________________________________________________________________
Physician’s office Address: ___________________________________________________________________ State _______________ Zip code: __________ Phone #: __________________ Fax #: ___________________
Do you owe any money Yes __   No __ If yes, please enter the name of the organization, amount and describe why the debt was incurred? 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
Family member or friend to contact in case of an emergency: 
Name: _______________________________________________ Relationship __________________________ Street address: _____________________________________________________________________________ City _____________________________  State _____ Zip Code ______ Phone number___________________
Caseworker Name _________________________________________________________________________ 
Agency Name & Address ____________________________________________________________________  City ______________________________State _____ Zip Code ______Phone number: __________________

Is there any other information you would like to share with us or feel we should know about you? 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
333 Wyandotte St., Bethlehem, PA 18015                          610-691-5602                           newbethany.org
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