
 
 

PROGRAM GUIDELINES 

Eligibility Guidelines Revised 05/09/2017 
 

 
The information noted below are guidelines for program eligibility only.  

Meeting eligibility is not a guarantee of acceptance. 
 
 
Eligibility 
Eligibility for nutrition assistance by the AAP is based on resources, income, 
local residency and a certified diagnosis of a chronic or terminal illness 
including HIV/AIDS, Cancer, MS, etc. by a medical provider. 
 
Resources 
Households may have $2,250 in countable resources, such as a bank 
account, IRAs, annuities, etc. or $3,250 in countable resources if at least 
one person is age 65 or older, or is disabled. However, certain resources are 
not counted, such as a home or motor vehicle of reasonable value. Homes 
with excessive value or equity will be considered as a countable resource.  
 
Income 
Households have to meet gross income tests.  The maximum gross annual 
income is based on 150% of the federal poverty level. Gross income means 
a household’s total, non-excluded income, before any deductions have been 
made. Gross income includes all taxable and non-taxable income.  
 

2017 Federal Poverty Levels 
 

Household Size  Gross Monthly Income 

(150% of poverty) 

 Gross Yearly Income 

(150% of poverty) 

1            $1,507.50              $18,090 

2            $2,030.00              $24,360 

Each additional member                +522.50               +6,270 

 
 
 



AAP – Food Samaritans Program Guidelines 

Eligibility Guidelines Revised 05/09/2017 

 
Local Residency 
Clients of AAP must live within a 25-mile radius of Palm Springs. Proof of 
local residency is required in the form of a current lease agreement or 
property tax bill and copies of utility bills.  Postal boxes are not accepted as 
proof of local residency.   
 
Assistance Limitations 
Assistance from AAP is limited to one per household for a period of 6 to 36 
months depending on an individual’s age and needs at the time of eligibility.  
Some exceptions may be made on a limited basis as approved by the Board 
of Directors and Audit Committee.   
 
Proof of Need 
Assistance is intended to help those who are truly in need of nutritional 
support and who have no other resources available to draw upon. It is not 
intended to provide a means to afford other expenditures. Eligibility in the 
program is based on a needs test which includes a thorough evaluation of 
your current and past spending habits. Program applicants must provide 12 
months of financial records for all household members. This includes but is 
not limited to all bank and financial institution accounts, current payroll 
stubs, federal income tax returns, social security award letters, utility and 
cable bills, etc. Applicants will be required to complete an IRS form 4505 
(request for copy of income tax return) and an authorization for a credit 
check. All clients will be required to re-certify their eligibility from time to 
time (generally on an annual basis).   
 
Drug Policy 
Program applicants and existing clients must be drug free and sign an 
authorization for random drug testing.   
 
Termination of Assistance 
AAP – Food Samaritans (AAP) is not an entitlement program.  Assistance in 
the program can be terminated at any time for any reason deemed to be in 
the best interest of AAP. This includes but is not limited to inappropriate 
language or actions directed at employees, volunteers, donors, or board 
members of AAP – Food Samaritans (AAP). Failure to accurately disclose or 
to intentionally mislead AAP into providing assistance is grounds for 
immediate termination. AAP reserves the right to pursue legal action to 
recover the cost of benefits distributed as the direct result of fraudulent 
misrepresentation.   
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Eligibility Guidelines Revised 05/09/2017 

APPLICATION DOCUMENTATION CHECKLIST 
 

 
AAP Interviewer ________________________________ Date:_________ 

1 Bring this checklist with along with all items listed below to your interview.  

2 Bring the application letter and the envelope in which this information was mailed to you.    

3 Bring 12 months of all current checking, savings and financial institution (banking) statements.  If 
you receive SSA/SSI/SSDI income, these deposits must show up on your statements. If you utilize 
Direct Express, please contact them at (888) 741-1115 or login to your account online to receive 
statement copies. 

 

4 If you pay your rent in cash, please bring the 3 months of current receipts.  

5 Bring in your most recent SSA/SSI/SSDI award statement.  If you do not have a current statement, 
you can call (877) 873-9114 to have one sent to you. 

 

6 If you are employed, please bring in a copy of your last 3 paystubs from all employers.  If you work 
for cash, you will be required to sign a statement of cash earnings. 

 

7 Bring a copy of your most recent tax returns (if applicable).  

8 Bring your original government issued photo ID.  If it has expired, do not come in until you have 
renewed it.  It must be current / valid at the time of your interview.  

 

9 Bring a copy of your current lease or mortgage statement.  If you own your home, bring a copy of 
your current property tax bill. 

 

10 If you receive housing assistance, please bring in your most recent Section 8 letter.  

11 Bring a current utility bill or postmarked piece of mail to confirm your physical address.  

12 Complete and bring in the enclosed IRS Form 4506T.  This must be completed whether you file a 
Federal Income Tax Return or not.  

 

13 Complete the enclosed “Personal Information Form” and the “Statement of Living Situation” form.    

14 Written diagnosis of a terminal illness including HIV+, AIDS, Cancer, etc. from a medical provider.    

 Please Note: Your application will not be reviewed by our “Audit Committee” unless all of the documents 
requested have been received.  During your interview you will be asked to fill out and sign a “Drug Test 
Policy” form and a “Authorization for Release of Information” form.  Please call us at (760) 325-8481 if you 
have any questions. 

 



 
A California Non-Profit Corporation 

P.O.	Box	4182					Palm	Springs,	CA		92263	•	Phone	(760)	325-8481					Fax	(760)	325-1893	

Client	Information	&	Statement	Certification	Form:	Revised	5/2017	

PERSONAL INFORMATION: 
	

Client	Name:				_____________________________________________________		Today’s	Date:		____________________________	
	

Address:		_________________________________________________	City/State/Zip:	_____________________________________	
	

Home	Phone:	______________________________________	Cell	Phone:	_______________________________________________	
	

Date	of	Birth:	__________________________________		Social	Security	No.		____________________________________________	
	
E-mail	address:	_____________________________________________________________________________________________	
	
HOUSEHOLD INFORMATION: 
Eligibility	in	the	program	is	based	on	total	household	income.		A	household	is	deemed	to	be	any	and	all	persons,	related	or	not	
related,	living	in	the	same	residence.		Please	list	the	names	and	relationship	of	household	members:	
	

Name:	___________________________________________________	Relationship:	___________________________________	
	

Name:	___________________________________________________	Relationship:	___________________________________	
	

Name:	___________________________________________________	Relationship:	___________________________________	
	

Name:	___________________________________________________	Relationship:	___________________________________	
	
Income Sources:   (Please	Note	all	Income	Sources	that	Apply): 
	

� 	Employment	Income	 � 	Unemployment	Income		 � 	Welfare	Program(s)	 � 	VA	Benefits	 	 					

� 	Social	Security			 � 	Supplemental	Social	Security	 � 	State	Disability		 � 	Private	Disability	Insurance	

� 	Annuities   � 	Retirement	/	Pension	Benefits	 � 	Privately	Held	Investments	 	 	

� 	Other:	__________________________________________________________________________________________					

By	signing	 this	 form	 I	hereby	declare,	under	 the	penalty	of	perjury	and	under	 the	 laws	of	 the	State	of	California,	 that	 I	have	 fully	
disclosed	my	financial	and	 living	circumstances	to	AAP	–	Food	Samaritans	 (AAP).	 	 I	am	certifying	that	 I	have	no	other	accounts	or	
cash	income	that	 is	not	being	reported	to	AAP.	 	 I	understand	that	failure	to	disclose	pertinent	 information	is	cause	for	 immediate	
dismissal	from	the	program.		Any	fraudulent	misrepresentations	that	result	in	the	receipt	of	benefits	will	be	subject	to	legal	action	
and	 repayment	 of	 benefits	 provided.	 	 I	 agree	 that	 if	 at	 any	 time,	 my	 resources	 change	 and	 exceed	 the	 program	 limits,	 I	 shall	
promptly	notify	AAP	and	that	if	I	fail	to	do	so,	I	shall	reimburse	AAP	for	any	benefits	received	by	me	during	the	entire	period	that	I	
was	ineligible	to	receive	benefits.				

Printed	Name:		_____________________________________________________	 Date:	__________________________	
	

Client	Signature:	____________________________________________________	 	
	

AAP	Representative:			________________________________________________		



 
 

 
 
 
 

PO Box 4182, Palm Springs CA 92263 • 760-325-8481  Fax 760-325-1893 
 
 

2017 STATEMENT OF LIVING SITUATION 
 
 

Client Name  __________________________________________   
 
Number in Household  _____________________________________                                                                                    
 
Rental Housing 
 

• Bring in copy of rental agreement. 
 

• I live in rental housing located at _____________________________    
 

________________________________________________________ 
 

• My landlord is ____________________________________________ 
 

• My share of the rent is $___________ per month 
 
Client Owned Housing 
 

• I own my home located at ___________________________________ 
________________________________________________________ 

 
• The mortgage holder is _____________________________________  

 
and the mortgage loan number is _____________________________ 

 
Other Housing 
 
Please explain:  
_____________________________________________________________ 
_____________________________________________________________ 
 
I declare under penalty of perjury that the information I have provided 
above is true and complete to the best of my knowledge. 
 
____________________________   _______________________ 
Signature       Date 
	
Statement of Living Situation: Revised 05/09/2017 



 
 

P.O. Box 4182     Palm Springs, CA  92263 • Phone (760) 325-8481     Fax (760) 325-1893 
 

Drug Testing Policy: Revised 05/09/2017 

 

 
DRUG TESTING POLICY 

 
AAP – Food Samaritans enforces a drug testing policy. All new applicants and those 
current clients whom are re-certifying for our food voucher program may be subject to a 
test for illegal drug* use as a condition of approval of their application and, if the 
application is approved, may be subject to random drug testing at any time as a 
condition of continued assistance. An applicant or recipient who either refuses to submit 
to drug testing or who tests positive for illegal drug use on the original and confirmatory 
tests will become immediately ineligible to continue to receive food voucher assistance 
and be ineligible for re-application for a minimum of one year. 
 
BY SIGNING BELOW, you acknowledge that you may be subject to a test for illegal 
drugs as both a condition of approval or continued participation in the food voucher 
program. You further acknowledge that you may be subject to random drug testing at 
any time while receiving assistance. You further understand that any applicant or re-
certifying client whom either refuses to submit to drug testing or who tests positive for the 
use of illegal drugs on the original and confirmatory tests will be immediately ineligible to 
receive or continue to receive any assistance for a period of at least one year. 
 
YOUR SIGNATURE BELOW ACKNOWLEDGES THAT YOU AGREE TO SUCH DRUG 
TESTING AS A CONDITION OF THE APPROVAL OF YOUR APPLICATION TO 
RECEIVE BENEFITS AND YOUR CONTINUED RECEIPT OF SUCH ASSISTANCE. 
 
 
 
__________________________________   ____________ 
Client Signature        Date 
 
__________________________________    
Certifying Volunteer/Employee initials       
 
 
*Illegal drugs include all controlled substances under Federal Law (21 U.S.C812) and California 
Law (Health and Safety code 11054-11058). 
 



Authorization for Release of Information: Revised 05/09/2017 

 

 
 

P.O. Box 4182 Palm Springs, CA 92263 • Phone (760) 325-8481     Fax (760) 325-1893 
 

2017 AUTHORIZATION FOR RELEASE OF INFORMATION 
 

CLIENT’S NAME  ____________________________ DATE OF BIRTH  ______________ 
 
ADDRESS  _____________________________________________________________ 
 
TELEPHONE:  ______-______-_________ SOCIAL SECURITY  ___________________ 
 

1. I hereby authorize any and all medical and/or social providers, including but not limited to 
Desert AIDS Project, to disclose, whenever requested to do so by AAP – Food Samaritans 
(hereinafter AAP) or its representatives, any and all information available concerning me, 
with respect to medical diagnosis and financial circumstances. 

 
This authorization is to permit AAP or its representatives, when in possession of this 
original or a photocopy, to inspect, examine and photocopy all records pertaining to my 
diagnosis and my financial circumstances, or to permit those records to be copied and 
released to AAP. 

 
I expressly waive my privacy rights under California Health & Safety Code 120975 and 
other applicable State and Federal law to permit the release to AAP of information, which 
may be protected by law. 

 
This authorization shall become effective immediately and shall remain in effect for as long 
as I receive benefits from APP but in no event longer than one year.  I may revoke this 
authorization at any time.       Initials _______ 

 
2. I hereby authorize AAP to obtain a copy of my credit report at their discretion.  

          Initials _______ 
 

3. I hereby declare under penalty of perjury, under the laws of the State of California, that I 
have fairly and fully disclosed my financial circumstances to AAP, that I am eligible to 
receive benefits from AAP because I have been properly diagnosed with a terminal illness 
or HIV/AIDS, and that my household income does not exceed $18,090 annually 
($1,507.50 per month) per person from all sources, to provide for my living expenses. 

 
I agree that, if at any time, my resources exceed $18,090.00 annually, I shall promptly 
notify AAP and that if I fail to do so, I shall reimburse AAP for any benefits received by me 
during the entire period that I was ineligible to receive benefits. 

           Initials _______ 
 
_____________________________________________  ___________________________ 
Client’s Signature       Date 
 
RELEASE OF INFORMATION TO ANY ENTITY OTHER THAN AAP IS PROHIBITED. 
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