


Bill’s Pantry Intake Form 
217 Mackubin Street 
St. Paul, MN 55102 

Phone:  651-228-0370 
Fax:  651-487-0381 

www.billspantry.org
info@billspantry.org

 
Name (We need middle initial)          
     First   Middle Initial  Last 
 
Address:        Date of Birth:    
     Apt. # 
        
 
Phone:        Age Today:    
 Area Code 
 
Gender:    HIV:   Height:    Weight:   
 
Race:    AIDS:   
 
Anticipated Annual Gross Income:  $    
Number of persons dependant on income     
 
Living Situation: Homeless on Streets    Own/Rent:    
 Homeless Shelter:    CD Treatment:     
 Transitional:    Hospital/Med. Facility:    
 Living with friend/relative:     CD Treatment:     
 
Exposure: Male to Male   IV Drug Use:    
 Male to Female:    Hemophilia:      
 Blood recipient:    Other:       
  
Insurance Status:          
 
Other food program(s) you participate in: 
 Food Stamps:    Monthly Amount: $   
 Aliveness Project:  Congr. Meals    Food Shelf   Milk Vouchers:    
 Open Arms: Days/Week    Fare Share:    
 Other Food Shelves:          
  Please specify 
 
I verify client has tested positive for HIV:           
 
 
Case Manager, Social Worker, Physician making referral:        
 
 
Organization:     Signature:       
 
Date:      Telephone:      
  

http://www.billspantry.org/
mailto:info@billspantry.org
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