
BUFFALO-HANOVER-MONTROSE SCHOOLS 
Homeless Needs Assessments

    Effective ONLY for the current school year 

Student Last Name Student First Name Student Middle Name School Year 

Grade 
 Male        Female 

Gender Birthdate (mm/dd/yy) 
___________________________________ 
School 

Father’s Name Mother’s Name Guardian’s Name # of Children 
   at home 

Address City Zip Phone 

Living Situation 
   Hotel   Shared Housing     Camper/Car 
   Shelter   Transitional Housing     Other ___________________ 

Attendance 

Date of 1st Enrollment Attempt Date of Student’s Enrollment Number of schools student attended 
during the school year in ISD 877 

If Student is not enrolled in one day, please give reason: 

Education Barriers 
   Financial   Health Care   Material Supports___________ 
   Childcare  Mental Health Care      Other _____________________ 
 Transportation  Start Date ________      Stop Date _________________ 

Services Received 
  Counseling  Alternative Education       ELD 
  Evaluation Services  Before /After School Programs       Special Education 
  504  Summer School       Title I 
  Mental Health  Extended Kindergarten      Gifted/Talented 
  Lunch Assistance  Clothing  ECSE 
  Transportation  Other _____________________ 

_________________ _____________________________________________  
Referring Staff Member Signature Date 

_____________________________________________  _________________ 
District Homeless Liaison Signature  Date 

FOR OFFICE USE ONLY 
1) Homeless liaison's office sends signed copy to initiator and Site Liaison
2) Food Service updates student lunch status
3) Homeless liaison’s office contact registrar to update Campus

Send to Special Education Department (District Homeless Liaison) upon completion



Buffalo-Hanover-Montrose Schools     
Homeless Student Meal Benefit Form 

APPLICATION for EDUCATIONAL BENEFITS for Homeless Students 
School Year 201__- 201__

Names 

 First  Last 

Gender 
Circle 
one 

Date of Birth 

Month/Day/Year 

Student ID Number Grade 
(PK -12) 

School Other 

M F _____/_____/______ 

M F _____/_____/______ 

M F _____/_____/______ 

M F ____/_____/_______ 

M F _____/_____/______ 

M F _____/_____/______ 

Student’s Temporary Address___________________________________________________________________________________________________________ 

Referring Staff Signature_____________________________________________________________________________________________Date:_______________    

Homeless Liaison Signature___________________________________________________________________________________________Date:_______________

Approved:  Free ________ 

Signature of Determining Official: ____________________________ Date:________ 

Withdrawn:_________  

Change Status To: _____________________   Reason:  

No Child Will Be Discriminated Against Because of Race, Color, National Origin, Age, Gender, or Disability 

If you have any questions or need help filling out the application form, please contact: Marilyn Splinter, Director of Food Service, 214 First 
Avenue NE, Buffalo, MN  55313, phone 763-682-8772, e-mail:msplinter@bhmschools.org or Allison Barkley, Food Service Secretary 
phone: 763-682-8775, e-mail abarkley@bhmschools.org. Fax: 763-682-8755                                                                          Homelessform.doc   

Food Service Department 
214 - 1st Avenue NE 
Buffalo, MN  55313 

Send to Special Education Department (District Homeless Liaison) upon completion
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