








 
615 W. 1st Street Grand Island, NE 68801 
308-385-5190 

 

Application for: ADDITIONAL Family 
(Under 19) Assistance 
Date: ________________ 
Parent/Guardian Name and NMIS #: 
_____________________________ 

 

Child: ______ 

Last Name First Name Birth Date Social Security 

  /         /  

Relationship to head of household: Has your child been in foster care?     □ Yes          □ No 

Sex:          □ Female          □ Male          □ Trans Female          □ Trans Male          □ Gender Non-conforming 

Ethnic of Origin (check all that apply):      
 
□ Asian       □ White       □ Black or African American        
□ American Indian or Alaska Native     □ Native Hawaiian or Other Pacific Islander       □ Client refused      □ Client doesn’t know 
 
Please check one:     □ Hispanic      □ non-Hispanic      □ Client Refused      □ Client doesn’t know 
 

Do you have insurance?      
 □ Yes      □ No          If so, name of insurance ________________________ 

Is your child disabled?      □ Yes      □ No 
 
□ Chronic mental illness    □ Developmental Disability    □ Physical Disability    □ Chronic Health condition    □ HIV/AIDS    □ Alcohol Dependency 
□ Drug Dependency 

Highest level of education: 
□ No schooling completed   □ Nursery school – 4th grade   □ 5th or 6th grade   □ 7th or 8th grade   □ 9th grade   □ 10th grade   □ 11th grade 
□ 12th grade (No Diploma)   □ High School Diploma   □ GED   □ Post-secondary School 
 

 

 

Child: ______ 

Last Name First Name Birth Date Social Security 

  /         /  

Relationship to head of household: Has your child been in foster care?     □ Yes          □ No 

Sex:          □ Female          □ Male          □ Trans Female          □ Trans Male          □ Gender Non-conforming 

Ethnic of Origin (check all that apply):      
 
□ Asian       □ White       □ Black or African American        
□ American Indian or Alaska Native     □ Native Hawaiian or Other Pacific Islander       □ Client refused      □ Client doesn’t know 
 
Please check one:     □ Hispanic      □ non-Hispanic      □ Client Refused      □ Client doesn’t know 
 

Do you have insurance?      
 □ Yes      □ No          If so, name of insurance ________________________ 

Is your child disabled?      □ Yes      □ No 
 
□ Chronic mental illness    □ Developmental Disability    □ Physical Disability    □ Chronic Health condition    □ HIV/AIDS    □ Alcohol Dependency 
□ Drug Dependency 

Highest level of education: 
□ No schooling completed   □ Nursery school – 4th grade   □ 5th or 6th grade   □ 7th or 8th grade   □ 9th grade   □ 10th grade   □ 11th grade 
□ 12th grade (No Diploma)   □ High School Diploma   □ GED   □ Post-secondary School 
 

 

  


