
Ashford Farmers’ Market  
Nutrition Program  

 

Client Name________________________________________Number in Household ________________ 

Address______________________________________________________________________________ 
                          Street and house number                                                              City/Town                                           State                        

Telephone#_______________________________Email________________________________________ 

Please provide the following for each household member: 

NAME DOB MALE/FEMALE RELATIONSHIP 

    

    

    

    

    

 

SOURCE OF MONTHLY INCOME AMOUNT MONTHLY EXPENSES AMOUNT 

State  Housing  

SS  Electric  

SSI  Heating   

Work  Out of pocket medical  

Unemployment    

Food Stamps    

TOTAL INCOME  TOTAL EXPENSES  

 
Client Signature _________________________________________Date:  _____________________ 
 
 

The Farmers Market voucher qualification will be based upon CT TEFAP income guidelines. 

 


