
GREENE LAMP COMMUNITY ACTION 

COMMUNITY SERVICES BLOCK GRANT (CSBG) APPLICATION 

NAME: ___________________ DATE: ___________ _ 

ADDRESS: _______________________________ _ 

HOME PHONE: _____ CELL PHONE: _____ SOCIAL SECURITY#: _____ _ 

ARE YOU CURRENTLY EMPLOYED? Yes No. IF YES, 
---- ----

EMPLOYER'S NAME AND ADDRESS: 
----------------------

___________________ TELEPHONE: ___________ _ 

JOB TITLE: PAY PER HOUR: HOURS PER WEEK: 
----------- ---- ----

MARJT AL ST A TUS:_MARRJED,_SINGLE,_SEPARA TED,_DIVORCED,_WI DOW(ER) 

RACE:_BLACK,_WHTTE,_H ISPANIC,_NA TTVE AMERICAN,_OTHER. _______ _ 

INCLUDING YOURSELF· LIST FAMILY MEMBERS IN HOUSEHOLD· . ' .

LEVEL OF HEALTH 
DATE EDUCATION/ INSURANCE, 

OF SEX SOCIAL RELATIONSHIP LAST GRADE INCOME MEDICARE, 
NAME BIRTH M/F SECURITY# TO HEAD COMPLETED SOURCE MEDICAID 

TOT AL NUMBER lN HOUSEHOLD: 
---------

O BT A1NED CAREER READlNESS CERTIFICATE ? __ YES __ NO COMPLETION DATE ___ _ 

HAVE YOU EVER BEEN ENROLLED IN THECSBG PROGRAM? __ YES __ NO 

HA VE YOU EVER BEEN CONVICTED OF A FELONY? ___ YES ___ .NO 

I CURRENTLY RECEIVE THE FOLLOWING ASSISTANCE: (CHECK ALL THAT APPLY) 

__ FOOD STAMPS (Applicant Only) AMOUNT$ _____ _ 
__ AFDC/WFFA AMOUNT$ _____ _ 
__ CHILD CARE (DSS) AMOUNT$ _____ _ 
__ CHILD SUPPORT AMOUNT$ ____ _ 
___ NUTRJTION/WIC AMOUNT$ _____ _ 
__ SOCIAL SECURJTY/SSJ AMOUNT$ _____ _ 

PUBLIC HOUSING AMOUNT$ 
-- ------

__ HUD/SECTION 8 AMOUNT$ ____ _ 
HUD UTILITY ASSISTANCE AMOUNT$ 

-- ------

UNEMPLOYMENT INSURANCE AMOUNT$ 
-- ------

(FOR OFFICE USE ONLY) 
APPLICANT"S ANNUAL INCOME: $ ______ _ 
A1'1''UAL rNCOME OF OTHER FAMILY MEMBERS: $ ______ _ 
TOTAL ANNUAL FAl\iflLY INCOME: $ ______ _ 

REV 03/15/2018 
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CHILD SUPPORT 

To: Department of Social Services 

Return to: Greene Lamp, lnc. 
Attention: 
309 Summit A venue 
Kinston, NC 28501 
Phone: (252) 523-7770 
Fax: (252) 523-7868 

!, ____________ , Social Security number ___ _______ , hereby 
authorize the release of this infonnation to the agency requesting it. 

(Applicant's Signature) (Date) 

This section is to be filled out by the Department of Social Services 

The above applicant bas applied for services. Please verify the applicant's participation in the 
child support program along with the amount received. 

Child Name: Amount: 
----------- --------

Child Name: Amount: 
----------- --------

Child Name: Amount: 
----------- --------

Child Name: Amount: 
----------- --------

Signature of Authmized Agency Representative Date 

Rev. 03/ 15/ J 8 
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