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APPLICATION for GLUTEN FREE FOOD ASSISTANCE PROGRAM
Sponsored by the Celiac Disease Foundation, South Florida Chapter.   In a continuing effort to reach out to our ever growing community, we have established an assistance program to help those individuals with Celiac Disease and/or Dermatitis Herpetiformis who are living at or below the poverty level.

*Acceptance in this program will allow those individuals, who qualify, to receive a credit voucher of $25 per month to be used for the purchase of gluten free foods at any of the following stores: (one store will be assigned to each recipient for gluten free food shopping).

The Healthy Way

9704 Clint Moore Road

Boca Raton 561-483-7999

The Allergy Free Shop

8803 SW 132 Street
Miami 305-254-2828

Nutrition S'mart 

4155 Northlake Boulevard
Palm Beach Gardens 561-694-0644

Nutrition S’mart

12594 Pines Boulevard 
Pembroke Pines 954-437-0035

Proof of income and/or proof of participation in other Public Assistance Programs (Food Stamps, Federal Public Housing Assistance, Medicaid, etc) is required. Board of Directors will qualify individuals and all info will remain private.  All information will remain confidential.  Only the participating stores and the PBC Celiac Support Group Board of Directors will know that you are a participant. Acceptance in this program will be reviewed annually. 

 

 

US Government Guidelines are as follows:
	Size of Family Unit
	Poverty Guidelines
	 

	1
	$10,400
	 

	2
	$14,000
	 

	3
	$17,600
	 

	4
	$22,200
	 

	5
	$24,800
	 

	6
	$28,400
	 

	7
	$32,000
	 

	8
	$35,600
	 


NAME:

__________________________________________________________________________________

NAME of PERSON with CELIAC DISEASE if different than above: __________________________________________________________________________________________

ADDRESS: ____________________________________________________________________________________________________________________________________________________________________________________

PHONE NUMBER: __________________________EMAIL:______________________________________
DATE OF BIRTH:__________________________AGE AT DIAGNOSIS:_________GENDER__________
SOCIAL SECURITY NUMBER:_____________________________________________________________
Describe the type of assistance plan that you are currently covered under and attach proof of program: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

INCOME FOR 2008:____________________________________________(must attach  tax return)
INCOME FOR 2007:______________________________________________(must attach tax return)
Name, address and phone number of the Doctor who made the correct diagnosis:  ____________________________________________________________________________________________________________________________________________________________________________________
All information on this form will be confidential. This program may be terminated at any time by Celiac Disease Foundation, South Florida Chapter by giving 30 days notice.  Acceptance into this program will be reviewed annually. You will be notified by phone and mail within the next 30 days should you be accepted into this program. Maximum participation for 2009 will be 30 individuals or families.

*Non-members of the Celiac Disease Foundation, South Florida Chapter must show proof of diagnosis through a letter from their doctor. 
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