STATE OF CALIFORNiA~~HEALTH AND WELFARE AGENCY

DREARUMENT QE QSR SERV I,
(916) 445-6907

May 16, 1985

ALL—COUNTY LETTER NO. 85.54

TO: ALL COUNTY WELFARE DIRECTORS

SUBJECT: DFA 285-A2 (6/85), APPLICATION FOR FOOD STAMPS - PART 2

REFERENCE: ALL-COUNTY LETTER NO. B5-47, DATED APRIL 24, 1985

This letter transmits a copy of the forms instructions for the
DFR 285-A2, Application for Food Stamps - Part 2 (6/85) and a copy of
the Spanish language version of the DFA 2B5-A2 (6/85).

This letter also supplements All-County Letter No. 85-47, dated

April 24, 1985 which transmitted a copy of the English language version
of the DFA 285-A2, an outline of the major changes from the prior
(12/83) revision, form-specific criteria, and other information
concerning implementation of the DFA 285-A2 (6/85).

Implementation of the DFA 285-R2 (Sp) (6/85)

Implementation of the Spanish language version of the DFA 285-A2 (6/85)
will be delayed until Augqust 1. 1985 because stock of the state-printed
DFA 285-a2 (Sp) (6/85) will not be available until the week of July 15,
1985. County Welfare Departments (CWDs) printing their own stock may
use the attached copy of the DFA 285-A2 (Sp) (6/85) as a master. This
revised implementation date does not affect the previously scheduled
June 1, 1985 implementation of the English language version of the

DFAR 2B5-R2 (6/85),

DFA 2B5-A2 Forms Instructlons

1. The attached forms instructions, which address key areas and
supplement the Food Stamp Manual and individual county handbooks,
replace the instructions in the Food Stamp Handbook, Section
63-1230, DFR 285-R2 (12/83), effective with the June 1, 1985
implementation of the English language version of the DFA 285-A2.
However, all (CWDs) must retain these (12/83) Handbook
instructions for use in completing the (12/83) DFA 285-A2 (Sp),
pending the August 1, 1985 implementation of the (6/85) revision.

GEN 654 (9/79)




2.

Vertical lines identify changes or additions to the forms
instructions.

Ordering

1.

CWDs who need supplemental supplies of the current Spanish
language version of the DFA 285-A2 should specify the (12/83) (sp)
revision on the GEN 727B, County Forms Order.

NOTE: The DSS warehouse has sufficient stock of the current
(12/83) revision to supply any CWD whose locally printed stock
becomes depleted prior to the August 1, 1985 implementation date.

Orders for the DFR 285-A2 (Sp) (6/85) should be submitted on the
GEN 727B according to normal procedures. Please specify the
(6/85) revision date on the GEN 727B.

Should you have any questions, please contact Elizabeth Allred, Food
Stamp Forms Coordinator at (916) 445-0316.

Sincerely,

e

ROBERT A, HOREL
Deputy Director

Attachment

cC:

CWDA




DFA 28B5-A2 (6/85)

Manual Information
ouestion Section Requested EW Actlon

DFA 2B85-A2 (6/85)

FORM INSTRUCTIONS
(For the Eligibility worker)

APPLICATION FOR FOOD STAMPS — PART 2
Purpose:

The DFA 2B5-A2 is Part 2 of the food stamp application form completed by all
households when first applying for food stamps and at recertification.

Part 2 is used to gather information to determine the household's eligibility for
food stamps. The application also contains information for the household
concerning hearing rights, reporting responsibiiities, the penalty warnings and the
certification section. ‘

Preparation:
Manual Information

Question Section Requested EW Action

county i 63-300.1 N/A Complete requested information.

Use Only 63-300.5 bate received is the date Part 2
63-402.1 is received in the appropriate
63-402.2 office. check box if application
63-402.3 is new or recertification, and
63-403.312 check appropriate box if appli-
63-407 cant is eligible for expedited

service. Follow verificatien
requirements for the type of
application process approprilate
to the applicant.

The county-—use section of
Question (3) 1s to be used as a
summary of household composition
completed at the end of the
interview. In the space
provided, enter the appropriate
code or date for all persons
listed in Question (3). For all
household members exempted from
work reglstration, enter the
work exemption code. For all
other household members, note
the date that each member
reglisters for work. Enter the
nonhousehold or excliuded member
code for all persons not
determined to be household
members.




DFA 285-R2 (6/85)

Manual Information
Ouestion Section Requested EW Action
Enter number of persons to be
included in the household as the
Household Size.
1. 63-300.513 Head of Verify the applicant's identity
63-300.515 Household's and residency in the county.
63-401 Name and When an authorized representative
63-402.5 Address applies on behalf of a house-
hold, the identity of both the
authorized representative and
the head of household shall be
verified.
2h. 63-102 i. Previous Determine if first-month
63-503.13 Participation benefits should be prorated
and if any individual is
participating in an existing
certified household. Determine
appropriate budgeting method,
either prospective or
retrospective.
2B. 63-805.11 Disqualification If checked yes, determine name(s)
63-805.12 Status of individual(s) disqualified.

20-300.31 (Pending)

Annotate type of disqualifica-
tion, number of months of
disgualification and type of
documentation obtained. Count
all income and resources of this
individual(s) as available to
the household.

Do not include in the household
any individual(s) currently
disgualified from the Food Stamp
Program.



http:20-300.31
http:63-805.12
http:63-805.11
http:63-503.13

DFA 285-A2 (6/85)

Manual Information

Question Section Reguested EW Action

3. 63-402.2 Househeld SSN - Do not include in the

Composition household any individual refusing
6€3-402.7 to comply with the Social
€3-404 Security Number requirements.
63-503.442 {(Note exception for expedited
service.)

Note: Once the worker clearly
determines that an
individual is unable or
unwilling to provide
verification of their
social security number,
instruct the applicant
that the CWD will not
continue efforts to
obtaln verification or
other information on that
individual except that
all resources and a
portion of the income of
this individual counts to
the household.

{ 63-300.4 Alienage/citizenship - Note if
63-300.512 any individual is an alien and
63-300.532 document the type of verifica-
63-403 tion provided to determine the

t €63-403.4 alien‘s eligible status. Do not
63--503.442 include in the household any

individual who is unable to
provide acceptable documentation
of allen status. Note if a CA-6
was completed by the household
and sent to INS.

Do not include in the household
any individual whose U.S.
citizenship is gquestionable and
verification is not provided.




DFA 285-A2 (E/85)

Question

Manual
Section

Informat;on
Requested

EwW Action

3.
{Cont.}

| 63-102 e.
63-409.112
63-502.332
63-502.35
63-503.3

If the worker discovers that an
individual is under an order of
deportation, the CWD is reguired
to inform the local INS office.

Note: Once the worker clearly
determines that an
individual is unable or
unwilling to provide
verification of their
alien status, that
individual shall be
classified as an
ineligible alien.
Instruct the applicant
that the CWD will not
continue efforts to
obtain such documenta-
tion or other status
information on that
individual except that
all resources and a
portion of the income of
this individual counts
toward the household.

Sixty/Disabled - Note if any
household member is age 60 or
older, or will become age 650

in the month of application,

or is recelving disability or
blindness payments under

Title IT of the Social Security
Act, and document that a DFA
285-C was given to the
household. Household is
entitled to allowable medical
deductions and excess shelter
costs. Also, use the net income
eligibility test for any
household with such an elderly
or disabled member.



http:63-502.35

DFA 285-K2 (6/85)

Question

Manual
Section

Information

Requested

EW Actlon

3.
{Cont.)

| 63-300.4
63-402.1
63-402.2
63-402.3

| 63-403.312

63-300.531
63-402.1
63-402.215

63-402.9

Purchase or
Prepare
Separately

strikers

Relatlionship — Identify the ages
and relatlonships of all persons
listed 1in Question (3) to
determine eligibllity as a
household member. The
application provides only a key
to the relationships of
individuals 1n the home and the
subject should be pursued to the
extent necessary in the
interview to determlne correct
household composition,

Note: Information is required
on all persons living in
the home in order to
determine who should be
considered a household
member and if there are
excluded members whose
income and resources
should be considered
avallable to the
househoid. Once the
worker clearly
determines that an
individual does not fall
into elther of these
categorles, collection
of information on this
individual cannot be
further pursued.

If checked yes, determine if the
individual(s) meets the criteria
for separate household.

Document accordingly in
county—-use section.

If checked yes, determine if the
individual meets the definition
of a striker. If the individual
is a striker, enter date house-
hold member went on strike. Two
separate eliglbillity determi-
nations must be made: One based
on clrcumstances immediately
prlor to involvement in the
strike action, and one based on

current c¢lrcumstances.




DFRA 285-A2 (6/85)

oOuestion

Manual
Section

Information
Requested

EW Action

6.

63-408

63-501.6

Voluntary
Quit

Transfer of
Resources

If checked yes, determine the
date the individual last worked
(to establish the date of
voluntary quit} and if the
action meets criteria for
voluntary guit. cCheck the
applicable box in county-use
section. Apply the two-month
disqualification peried
beginning with the first day of
the month in which the voluntary
quit occurred.

NOTE: QUESTION 6 INCORRECTLY
ASKS FOR INFORMAETION
DURING THE LAST 90 DAYS,
RATHER THAN 60 DAYS.
THE CWD SHOULD CONTINUE
USING THE 60-DAY
VOLUNTARY QUIT
PROVISIONS.

If the disqualification period
has not expired, deny the
application.

If the application is filed
during the second month of
disqualification, the CWD shall
use the same application for
certification for any subsequent
month(s) if all other eligi-
bility criteria are met.

If the disqualification pericd
has expired prior toc the date of
application, the household’s
participation would not be
affected.

Determine if program eiigibility
1s affected by any resource
transfer. If yes, deny the
application and disqualify the
household for the appropriate
number of months.

|

1




DFR 285-AR2 (6/85)

Question

Manual
Section

Information
Requested

EW Action

8.

10.

11.

63-402.8

| 63-102 e.

63-409.112
63-502.3
63-503.3

] 63-102 e.
63-300.531
63-402.15

| 63-402.214

63-406

Food
Distribution
Program

Disabled
veterans/
Surviving
spouses/
Children

Separate
Household
Status

Students

If checked yes, verification of
participation in the Food
Distribution Program (FDP} is
necessary as no household shall
be allowed to participate
simultaneously in the Food Stamp
Program and an FDP operated by
an Indian reservation. If
participation is confirmed in
the FDP, the application for the
Food Stamp Program must be
denied.

If checked yes, determine if the
individual meets definition of
disabled person and document
that a DFA 285-C was given to
the household. Household is
entitled to excess shelter costs
and allowable medical deduction.
Also, use the net income
eligibility test for any
household with an elderly or
disabled member.

If separate househcld status is
requested, document request in
county-use section. Determine
if individual(s) reguesting
separate household status
qualify because of (1} a
permanently disabled
individual‘'s inability to
purchase and prepare meals
separately or {2} shared living
quarters with separate food
purchase and meal preparation.

If checked yes, apply student
eligibility criteria to
determine eligibility as a
household member. Check
applicable box in county-use
section.



http:63-402.15

DFR 285-K2 {(6/85)

Manual Information
Question Section Reguested EW Action
12. 63-402.1 Roomers and Check the status of each person
63-402.134 Boarders listed here to determine if
63-402.211 he/she meets the definition of a
63-402.3 roomer, boarder, or household
member. Boarders are ineligible
to participate as separate
households and may participate
as a household member only if
requested by the household.
Roomers must be separate
households. Document status in
county—-use section.
13. 63-102 q. Residents of Determine if eligible
63-102 s. Institutions institution. Check applicable
63-402.4 box in county-use section.
63-402.6
63-503.46 Note: Residents of drug or
63-503.47 ' alcoholic treatment
63-503.48 centers must apply
through an authorized
representative who must
be an employee of and
designated by the
institution adminis-
tering the treatment/
rehabilitation program.
14, 63-102 s. Sponsored If checked yes, determine if
63-300.518 Rliens individual{s) is subject to
63-403 sponsored alien provisions.
63-503.49 Document that a CA 22 was given

to the sponsored alien in order
to obtain necessary information
about sponsor to determine the
alien's ellgibility and benefit
level,



http:63-503.49
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DFR 285-A2 (6/85)

Manual Information
Ouest lon Sectlion Reguested EW Action
15A. 63-501.1 Resources Document resources, making
63-501.2 (Households not appropriate exclusions. Check,
63-501.3 classifled as if exempt, in the box provided.
63-501.4 Public Assistance ‘
63-501.7 (PA) only)
| 63-501.9
63-503.44
l 63-503.45
63-503.46
15B. 63-501.51 Motor Vehicles Evaluate vehicles for resource
i 63-501.52 (Households not exemption. Enter in the space
: classified as provided the source used for
PA household only) determining vehicle valuation,
Document valuation in county-use
Section A. For all nonexempt
vehicles, compute values in
Section B. In the space
provided, identify vehicle by
entering the appropriate number.
Note: Sections 15A and 15B
must be completed by the
applicant unless
everyone 1in the
household is a current
AFDC recipient.
63-409.12 Resource Enter in the space provided the
63-501.3 Eligibility total amount of resources.
63-501.8 Test Determine 1f resources exceed

{Households not
classifled as PA
households only)

Maximum Resource Standard. Check
applicable box. Households in
which all members recelve AFDC
are automatically food stamp
resource eligible. If resocurces
exceed standard for households

in which all members do not
receive AFDC, deny application.



http:63-501.52
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DFA 285-R2 (6/85)

Manual Information

puestion Section Requested EW Action

l16a. 63-300.511 Wages For each source of earnsd income,
63-402.92 check if exempt in the box
63-402.93 provided. Also for each source,
63-502.1 note the date and amount of pay
63-502,2 stubs viewed. Document in the
63-503.212 county—-use sesctlion whether or not
63-503.22 income is considered anticipated
63-503.23 or from a terminated source
63-503.24 for purposes of the budget
63-503.4 calculation,

Note: Enter the greater of
either the striker's
prestrike earnings {(as
they were one day prior
to participation in the
strike) or anticipated
income (for example,
strike benefits and
temporary employment
during the strike).

16B. 63-300.511 Self- Compute earned income from self-
63-502.1 employment employment using cost and income
63-502.2 information provided by the
63-503.41 household and at time of recerti-
63-503.42 fication, any cost and income
information available in the
case file.
16C. 63-300.511 Other Income Check that each income source
63-502.1 is checked yes or no. For all
63-502.2 yes answers, check that all other
63-503.212 information is provided. 1In the
63-503.22 space provided, check any income
63-503.23 amount which is exempt. Docu-
63-503.24 ment verification of gross non-
63-503.4 exempt income in the county-use
section. Document in the
county-use section whether or
not income 1s considered
anticlipated or frum a terminated
source for purposes of the
budget calculation.
County 63-409.11 Gross Income If applicable to the household,
Use Only 63-502.1(a) Test/Gross Income total all nonexempt income and
63-503.212 Eligibility compare to the current HMaximum
63-503.32 Status Gross Monthly Income Eligibility
63-1101.6 Standards. Check appropriate

box. If gross income exceeds
standard, deny application.



http:63-503.32
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DFR 285~R2 {6/85)

ey

Manual Information
puestion Section Requested EW Action
20. 63-502.2 vendor If checked yes, determine if any
63-502.36 Payments/ such payments should be excluded
63-503.25 Shared from the household income.
Living betermine if housing and/or
Expenses utility costs should be prorated.
Check the appropriate box to
indicate if the SUAR is prorated.
21. 63-102 m. Migrant If checked yes, determine if |
63-505.21 Farmworkers individual(s) meet{s) definition
63-505.,221 of migrant farmworker(s}.
Determine if household is exempt
from retrospective budgeting.
Document 1in county-use section.
22, Ethnic Circle appropriate code in the
Oorigin and county—use section for ethnic
Primary origin and primary language.
Language
23. 63-102 c. Prepared Determine if any household member
63-102 m. Meals is eligible to receive delivered
63-504.712 meals or to use a communal
63-504.72 dining facility. Mark the
household identification (ID)
card accordingly.
24. 63-300.513 Authorized If the household designates an
63-402.6 Representative authorized representative verify
63-402.62 that he/she meets authorized
63-402.64 representative eligibility
63-504.71 requirements. Include the
63-504.711 name of the authorized

representative on the hcusehold
identification (ID} card.



http:63-504.71
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DFA 285-A2 (6/85)

Manual Information
Questicn Section Requested EW Action
County 63-402.15 Separate Determine if any household with
Use Only Household an elderly and permanently
Income Test/ disabled individual meets the
Eligibility separate household income test.
for Separate Check appropriate box, Yes or
Household No, for entitlement to separate
household status.
17, 63-300.52 Dependent If checked yes, determine if
63-502.34 Care the household is eligible for a
63-503.25 dependent care income
deduction. Use the actual
dependent care expense up to the
current maximum as an income
deduction.
18. 63-300.516 Housing Costs If household has housing
63-502.35 expenses, calculate allowable
63-503.25 costs., Document in county-use
section verification of all
housing costs.
Enter in the space provided
total allowable housing costs,
19, 63-300.516 Utilities Check that each listed utility
63-502. 353 is checked yes or no. Document
63-502.36 in the county—-use section
63-503.25 verification of client

utilities. If the household is
billed separately for heating
and cooling costs the household
may elect actual or Standard
Utility Allowance (SUA). 1In the
county-use section check
household's choice (actual or
SUR}.

A household is entitled to the
standard telephone deduction if
it is billed separately for a
telephone and is not entitled to
the SUA.

Enter in the space provided
total utility costs to be used
in the budget.
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DFR 285-R2 (6/85)

Manual Information
Question Section Requested EW Action

63-300.4 Rights and Explain the household’'s rights

63-300.41 Responsibllitlies and responsibilities.

63-505.1

63-505.2 Check the box for the reporting

63-505.3 responsibilities applicable to

63-505.4 the household: that is, If the

63-505.5 household will be monthly
reporting or nonmonthly
reporting.

63-402.611 Penalty Warning/ Have the applicant/recipient

63-503.476 Certification read these sections (or read

63-505.1 them to him/her). Check that

63-805.1 both copies of page 5 of the

application contain all required
signatures and dates. Give the
second copy of page 5 to the
household.



http:63-300.41

Eitado de Caltznang
Ageneia de Salud v Hienestar

SOLICITUD DE ESTAMPILLAS PARA COMIDA — PARTE 2

r
IMPORTANTE: VEA LA PAGINA 5, LA CUAL CONTIENE INFORMACION
RESPECTO A SUS DERECHOS Y RESPONSABILIDADES.
INSTRUCCIONES:  Por favor conteste las siguientes preguntas con tinta. Conseste las preguntas
honesta y completamente. Puede completar esta forma en su casa y enviarla por carreo o traerla
a fa Oficine de Estampilias para Comida. Otro miembro de su hogar o un adulto que je conozca
puede compietarla y devolvérnosla. Si es completada por un adulto que no sea miembro de
su hogar, adjunte una autorjzacion escrita firmada por el/ia jefe de familia u atro miembro
del hogar. SI NECESITA MAS ESPACIO, POR FAVOR ADJUNTE OTRA HOJA.

Departsmento de Servicias Sociales

SOLO PARA USQ DEL CONDADO

CaSE NUMRBFR

WORKER

BATE RECEIVED

O ~Ew APPLICATION
[ RECERTIFICATION

EXPEDITED SERVICE

O Yes O No

DOCUMENTATION GUIDELINES
identity, residency, SSN, alien swatus,
0 or over, disabled

@ NOMBRE (IFFE DE FAMILIA):

Pl
DOMICILIO NEMERO, CALLE, NO. DE RUTA CIRIDAD ESTADO ZONA POSTAL

DIRECCION DE CORREC (51 ES DIFERENTE)

@ A. ;Ha recibido alguien que viva en ef hogar estampifias para comida durante
este me o] mes anterior? o sl
sl ES Asf, ;DONDE? ‘
B. jSe ha determinedo que usied o cualguier otra persona en su hogar ha cometido una Violacién
Irtencional del Programa o ha firmado una renuncia al derecho a vna andiencia administrativa de
descalificacién 0 a un acuerdo de consentimiento para descalificacién? O sf I NO

O No

Proporcione la siguiente informacidn respecto a cada persona que viva en el hogar, incluyéndose a si
mismo. Debe anolar a todas las personas que vivan en el hogar, sin importar si quieren estampiblas
ara comida. Debe proporcionar verificacion del estado legal de cada persoma é]ue no sea cindadana,
FCual_ vier persona :ine_no sea ciudadana, que no muestre comprobante de que suestado legal como extranjera
Ta calBiica, no serd elegible para estampilias para comida.)

Work Registmtion Information
or
Non-Household Member Code

Work Exemption Codes (63-407.21)

T Emom

a, Under 18/60 or older
b. Win registered

d. Cares for child under 12
or sncapacitated person

e. Cares for child under 18
and HH member reg/emp

UIB registered

Participant in drug/ sicohol program
30 hour week/ min, » 30

Meets eligibke student criteria

GA, non-WIN PA, or Refugee
Resettlement Program registe red

O DFa 285-C

Non-Household/ Excluded

Member Codes (63-402)

T. NOMBRE (JEFE DE FAMILIA) FECHA DE CTUDADAND DE
NACIMIENTO £OS B4
/ / Dsf 0O No
NG DE SFGURD SOCEALS MARQUE CON UN
CIRCOLO CUAL SEXO
M F
T ROMABRE FECHA DE CIUDADANO DE
NACIMIENTO LOSEU.
i
) ois{ 0 wxo
NO. DE SEGURG SOCTALY RE1ACION CON EL/LA JEFE DE FAMILIA RQUE CORTUN
CIRCELO CUAL SEXO
M F
3 NOMBRE FECHA DE TIUDADAND DE
NACIMIENTO LOS EU.
Osf o wNo
NO. DE SEGURG SOCIALY RELACION CON EL/LA JEFE DE FAMILIA ROUE CON 1N
ClRCVEG CUAL SEXO
M F
4 NOMBARE FECHA DE CIUDADANG DE
NACIMIENTO oS EU
) Ds{ 0Oxo
NO. DF SF CGIURG SOCIALY RELACION CON EL LA JETE DE FAMILIA WAROUE CORTIN
CIRCULO CUAL SEXO
M ¥
3 NOMBRE FECTA DE CIUDADANG OF
NACIMIENTO LOSEU.
. sl 0 No
NO DE SEGURG SOCTALS RELACION CON EL/LA JEFE Db FAMILIA MARQUE CORUN
CIRCELO CUAL SEXO
M E
T NGMBRE FECHA DE CIUDADANG DF
NACIMIENTO LOS ﬂ-U-‘
0 si 0O NO
NG DT SEGUKO SOCIALS RELACIHON CON EL/LA JEFE DE FAMILIA MARQUE CON 0N
clrclio CUAL SEXO
M 1
i Hay alguien que compre o prepare comidas aparte de las demds personas en el hogar? Osf O wro
s
SIEs Asl, ;Quitn? LCUANDO?
(Hay alguien nue actuaiments esté en hueiga? ¢
i . 4 Osi O nNo
S1LES AS{ ;QUIEN?
i Hay alguien que se hays quedado sin emplo en los fltimos 90 dias?
p ’ . 0sl O No
51 ES ASL OUIEN? LCUANDO?
;Hay alguien h ndid biad i d 1
(Hay alg; que hava vendido, cambiado, o dado cualguier coza de valor 14
@cniasuu oijm:sv:s¥a ! Osi O NO

S ES AS, EXPLIQUE QUIEN Y QUE

Date household member

went on stnXe:

I, Separate houschold (.12, .13)
{Purchase/ prepared}

2. Separate Household (15)
(Elderly/disabled}

3 Roomer (.21 1}¥must be listed in 2}
4, Live-in atendant {.2§2}
5. SSE/SSP recipient {.213)
6 Ineligible student {.214)
7 Orher {218
(Shared living quasters)
8. Ineligibie alien {.221)
Q. Boarder ((3Xmust be listed in 12}
10, SSN disqualified {.222)
il. IPY disqualified (,227)
{2, Workfare sanctioned {224}
13, Questionable citizenship (403.312)

Vol. Quit: [0 Yes

O No

Houschold Size:

*Se descalificard def programa de cstampillas para comida a cuaiquier persona gut no proporcione su nitmero de scguro social. Bl Acta de EstampiBias para Comida de
1977, segin enmicnda de b Ley Pablica $7-98, requicre ef némero de scguro social {SSN} de cada micmbro del hogar para cfectos de sstampillas pam comtida. Fstos
rimeros de seguro social van a usarse para comprabar su identidad, para prevenis doplicacién, ¥ para hacer cambios. Los mimeros de seguro social ¥ cualguier ctra
informaciin proporciorada también van a usarse en coicio por compuizdora ¥ revisionss o awdiiofias de programas para asegurar gue kos beneficios se expidan a

personas elegibles que purticipen en cf Programa de Estampitias para Comida u otros programas de asistencia federaliales camo:
Monetaria ¢ Medi-Cal. La participacién fraudulenta en cf Programa de Estampiltas para Comida pucds causar prosccucion criming !t o o

almurrios escolares, Asisiencia
wil o demandas administrativas,

DEA 2R5-A2 (SpY(RITSY Dequired Form - No Substitutes Permitied
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: @ Huv dlg)lm'n Yue pamupc en un Fmgmmd 4. .simbuciin ge Alimentos aprrado por Una reservacuon Osf O ~No SOLO PARA USO

md
S \Sl\ .OUI[‘N" ) ) HEL CONDADO
. atl%%(adl ?gﬁir%%ﬂﬁﬂgg)(d) veierano incapacitado. 0 £sposoi{aiincapacitado de un veicrano o hijo 0 RII O ~No
Sl Ex ASL (QUIEN?
de alguien que lenga 0 sea mayor de B afos de edad y no pucda comprar.y preparar comidas P Separate household
@ rie del o;i:rxa cidad? P v prepa 0 si O NO § reguested:
ES ASL [QUIEN? : _ O Yes I Ne
Hay alguu:n quc sea estudiante de 1B afios @ mas que asisla 2 la universidad {college) o entrenamiento
ara una ’ a sf 0O NO
5t ES ASL COMPL[TE LO SIGUIENTE:
‘ SONBRE DELiAY FRTHBIANIE ; ESCTUFLA O PROGR AN A SO FE RIS DF CTASE SFMANALES Eligibic Student?
R T I ESTITIANTE ESCLELA © PROGR AN A NG REHQRAS D CLASE SFMANALES i 0 Yes O No
S EL
2 2. 3 ves [J No
wqmuwos Y HUESPEDES: H Elects
(Hay algwien que jc pague a usted porgue le proporcione comidas v/ o cuarto? S ES ASI’. COMPLETE LO ’ ouschold Hi:: 5 ROOMER
SIGUIENTE: 0O 81 8 NO § noarnps) MEMBER
NOMBRE SCUANTO? Fﬁ}&'{%&ﬁ XO, DE COMIDAS
1 Ocompas Boyarro Dlampos 1 $ i
NOMBRE LCUANTOR .coN culNTa NO. DE COMIDAS
FRECTERCIT [ Bianas
5 K comipas | %9; arza DlaMpost 3
B.  ;Le paga usted a alguien por comida y/o cuanto? St ES ASL COMPLETE LO SIGUIENTE: T
NOMBRE ZCUANTFO? (CON CUANTA | N DE COMIDAS
FRECUENCIAY | BIARIAS
1 O comipas Devarro Hampos] §
NOMBRE LCUANTOR :CON CUANTA | NO. DE COMIDAS
FRECUENCIA? | DIARIAS
2 [ &
INSTITUCIONES: ;Vive usted actualmente ef una de las siguientes instituciones?
Ceniro de rehabilitacién de drogadictos/alcohdlicos [ SI O NGO Refugio para mujeres goipeadas s{ DO nwNo
Hogar pam rsnnns de edad avanzada subsidiad o porel s/ 0O wo Otros sf O No
gobwerno federal O
4
Vivienda colectiva par: personas incapaciladas/cicgas O 51 O NO oy o
4 >
SICONTESTD QUE ST A CUALQUIERA DE LAS PREGUNTAS ANTERIORES, DE EL NOMBRE DEL HOGAR/CENTRO: Eligible Institution
(14) EXTRANJEROS QUE TIENEN PATROCINADOR ;Tiene un patrocinador alguien que O Yes DOXo
no sca cuidadano de los Estados Unidos? osfl D No

S1LES ASI, JQUIEN TIENE PATROCINADOR?
&
{is} RECURSOS NG LLENE LA SECCION 15 5] TODOS LOS MIEMBROS DEL HOGAR RECIBEN AFDC.

A. ;Hay alguien que tenga cualguiera de los recursos anotados abajo? MARQUE SI 3 NO EN CADA UNQ. Si conicsta que Sf .
complete la informacidn ndicional que se necesita. No incluya su hogar, anticulos domésticos, valor monetario de polizms de '
sepuro de vids o articulos personales (libros, ropa, etc.).

o) (" Miembro del Hogar Valor Cantidad Produce (v}
<f npi  aue tiene este rccurso actuat debids If exempt
. Cheques o dinero (en el ogar u otra_parte) oo % .
2. Cuenta de cheques a0 5
3.  Cuenta de shorros/Cuenta de Ja unidn de erédito 0ga 3
4. Bienes rafces (que no sea el hogar) ogd b
5. Pagarés, hipotecas, contratos de fideicomiso
{trust deeds), contratos de venta oa 3
6. Fondos liduciarios (trust funds) ogd $
7. Acciones, bonos, centificados ag E)
8. Fondos de pensidn {especifique) ac 3
9. {nros (especifique) a0 $ s
B [ Hay alguien que posea carros, camiones, botes, remalgues, camiones cerrados, vihiculos de
acampat, motociciews, g otros vehiculos? o Si 0 No Vehicie V i
SIR SPONDE QUE é?COM PLETE LOSIGUIENTE RESPECTO A CADA VEH]CULO Mire su regisiro para verificar la _‘i‘c_iﬁ,._a]_,“él‘ﬂ‘l,
siguiente informacion sobre cada vehiculo que poses. {Enter date of biue book issus
Vehicolo Vehivulo Vehionlo or other documentation)
Yehiculos
() @ 3 W
Dnicito ded vehicula {2)
AfiofClass (3
Marca v Modzlo Total Resources
Valor estimado
Cantidad gque se debe ]
. - Resource
Registrado ( v la casilia) o sl O NG osf 0ONo o sf 0 NO Eligible:  [1Yes [INo

SOLO PARA USO DEL CONDADO — VEHICULOS

Homc. income producing CB) Valwes (0 ()

or handicap? [Fu
Misius
Under $4500 per table? s
Exempt? S:;r::‘ .
For H.H. use?
Work, seck work, school, training? FMy
Minus
Il exempt and under 34500 STOP here; do not go io @ {5‘:."")’
e 1% 4
[
Vitkys,
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{i6) INGRESOS SOLO PARA USO
A. SUELDOS DEL CONDADO

Debe darnos informacid n sobre los salarios e ingresos de cualquier persona{s) que viva en el hogar que trabaje tiempo completo o DOCUMENTATION GUIDELINES
parciai. Liste & cusiquier persona cuyo trabajo haya parsdo recientemente o hayn comenzado uno recientemente y atin no haya Verity all income and iist type ol
recibido sueldo. Si aiglin miembro tienc més de un empleo, anole cada unao por separado. Incluys miembros que reciban ingresos ¥ documentation viewed. Rlole
provenicnics de empleo a condicién de estudios (work study), CETA, WIN, o cualquier otro programa de entrenamiento. Para  § exempt sources of income. Note
su entrevista, por {avor traiga talones de sucidos o cualquier ot prueba de salaros. dates of all pay stubs viewed.

b@" /() Frecuencia del pago, /&@' s
i & b‘b Ly
MIEMBRO DEL HOGAR QUE . GO OTA o S FES N
RECIBE ESTOS iNGRESOS NOMBRE DEL PATRON 3.\“7 s, {,\éf & S e £y Ot\&'ﬂ'.:}o &5
SAN S & ST & S R
SN ST &P )
i
2
3.
4.
B.  NEGOCIO PROPIO ;Hay alguien en su hogar que tenga su propio negocio? i
SILO HAY. ;QUIEN? O st dwo
Debe proporcionar prueba de costos ¢ ingresos def negocio propio,
C. OTROS INGRESOS ;Hay alguna persona que haya recibido ingresos provenientes de cuaiquiera de fos recursos indicados
abajo? Compléiese aunque los ingresos hayan terminado recientemente o si alguien ha solicitadp o espera recibir ingresos
de cualquiera de estas fuentes,. MARQUE s 0 NO EN CADA RECURSO. Si marca que Sr, complete la informacién
adicional que sc necesita. Traiga prucba de ingresos respecto a 1os que haya marcado abajo cuando venga a su entrevista,
o (v Frecuencia del :
SIES Asr‘ < ‘s_\\oe-i pd n el page /,bbb:‘?b
MIEMBRO DEL HOGAR  /¢* SILTEN e oS &
FUENTE DE LOS INGRESOS | (v} (v) QUE RECIBE ¥ (s & S5 & S IR ELE
L3
s{ No|  ESTOSINGRESOS / &/ \g /o /U087 ¥ w7
I. AFDC (Asistencia a Familiasi :
con Nifios Necesitadas) o RCAY
ECA (Asisiencia Monetava
pars Refugiadosi Entrantes) O Qg
2. Seguro Social -
Cheques Azules/ Verdes O O
3. SSl{ingresn de Scguridad
Supiemental) - Chegues Dorados o O
4. GA (Asistenas General) o
GR (Ayuda Genesal) O O
5. VA (Bencficios para Veteranos} a o
4. ]
e By gD
ggg)ﬁ(;h 00 porT SGNnes ac G D
7. Pensiones o ingresos par
Jubilecitn o o
B. A. Subvenciones, préstamos, becas
para educacibn oo
B. Matricula. cuotas §
9. Sostenimicnto & hijos y/o
ponsién alimenticia o a
{0. Dinco provenicntc de otras
pEMonds {yue no sca préstamol O a
H.  Prostamos O O
12 foproses brutos s peopredades O Qa
13, e tespevifigue) oo
4 "
501.0 PARA USO DEL CONDADO
Separate Houschold Fhmbi fog Searate
Grens Income Tea Giroma fiwcome Flinble income Test Houschohd Stanie
Hoosehabd Seac 1 Yeo O Ne O ~ & Hovschobd e e [ v 3 N

Coross Menthhy Tocome $ e Giorns Monthiv Income 3

Papine e S
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—;___-('UIDAE_)O DE PERSONAS A 5U CARG JHay alguien que le pague a alpuien s Pitfd gue Co . 4 un

SG1.O PARA LSO
DEL CONDADO

nificda) o adulto incapacitado para que un miembro pueda trabajar. asistic a entrenamiento o Osi O ~No
buscar empiec? 51 ES ASL, COMPLETE LO SIGUIENTE:
TATMHEE I PN ST RSN O E PROPORCKING 1A O IDATRY MU'\‘H’\llll’\(w\' ST K\F(\!‘\\(u\" ('().\(l‘(\'i-\

FRITCENCIan

COSTOS DE VIVIENDA

Complete o cannidad y I trecuencin con fa cual le cobran cada uno de los costos de vivienda que tiene.

COSTOS DE VIVIENDA CANTIDAD | SRdietud
A. Renta hY
B. Fagoe de hipoteca $
. impuestos sobre ta propicdad (si no se incluyen cn los pagos de hipoteca) g
D. Seguro de la casa (si no se incluye en los pagos de hipoteca) 3

E. ‘Otros kostos de vivienda (especifique)

b
SERVICI0S PUBLICOS Y MUNICIPALES: cPaga usted por scpamado de sy renta o hipateca por cualquicr de
los servicios piblicos y municipakes que se listan & continuacién? MARQUE S‘?O NO EN CADA UNO DE LOS
SERVICIOS DESCRITOS. Si contesta que si, escriba la cantidad y la frecuencia con que se le cobra. Si califica para
la Cantidad Ordinaria Pemmitida por Servicios Publicos y Municipales (SUA), puede pedirie al condado que use la SUA
al caleular su beneficior Sin embargo, si estos scrvicios ke cuestan mis que la SUA, es posible que usted pueda recibir
mis estampillas para comida, Traiga verificacién de todas lss cantidades gJue esgriba a continuacon,

SERVICIOS PUBLICOS Y MUNICIPALES (5 () | CANTIDAD EORTLRTS
A. Gas o combustible (para calefaccion o aire acondicionado) O O s

B. Electricidad {para cakfaccidii o aire acondicionado)

. Gas o electnicidad v otro combustibic (para la cocina)

. Agua potabk

. Alcantarillado (sewage)

. Telt{ono (tarifa bdsica}

O 0 {0010 |10 (g
O (0 |0 {0 {0 |0 |0
o

C
)
E
F. Basura
G
H

. Instalacién de servicios piblicos y/ o municipales 3

I. Otros {especfique) 0O O ;s

@ ¢{Alguien paga o le ayuda a pagar cualquiera de los gastos de vivienda o de servicios piblicos ,
¥ municipales que indicd en ba seccién o ? Dst 0ONo
SI ES AS|, EXPLIQUE:

@ ¢Hay alguien vivicnde en ¢l flogar que sea trabajador{a) del campe que actua imente osté Jtera ’
de su propio hogar para trabajar o buscar irabajo? O si 0O No

S1 ES ASI;QUIEN?

Verify all housing costs,

Total Housing §
Client Elects:

{3 Actual I SsuA
Verily client utilities.

Total Utilities §

O ves 0O No

Exempt {rom retrospective budgeting?

O ves O No

la ky requere que se redna informacion respecto al origen étnico e idioma principal. Sin embargo, la
inl[ormacidén no afectard su elegibilidad pars cstampillas para comida, Si usted no desea completar esta seccidn,

el{a) trabajador(a) de elegibilidad haré tal determinacidn.
Mi idioma ¢s {marque solamente una casiila): {Si habla

ETHNIC ORIGIN
WH H B AP
H 3 4

Mi grupo étnico es {marque sojamente una casilla) y entiende el inglés, marque Inglés.) Al F
5 7
WH [0 Blanco (no de origen hispano) E O Ingls ¥ O Filipino (Tagaic) -
H O Hispano Sr O Espafiol S 0O Dactilologia IRIMARY LANGUAGH
B O  Negro (no de origen hispano) C 0O Chino O O Owo (especifique) f- SP CH
AP O Asiético o de las Isles det Padfico v O Vietnamita ! 2
Al O indio Americano o Nativo de Alaska v F S O
F O Filipino 3 4 5 6
A. Programa de Comidas levadas a la P
@ Recibe alevi ) ] . I casa {Meals on Wheels)? 0O si 0O NOo
(Recibe alguien que vivae en su casa comidas del: B. Comedor Comin (Communal ’
Dining Facility)? O s 0 NO

Usted pucde autorizar a alguien fuera de su hogar para que recoja sus estampillas para comida por usted o para que las uwe para comprarle comida

a usted. S5i deses awmorizar a alguicn, compleie abajo,

NOMURF DH2IAT REFPRESEFNTANTE AHTTORIZAIN) DIRECCION

NG DE TELFFONGD
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INFORMACION IMPORTANTE — LEASE CUIDADOSAMENTE

SUS DERECHOS COMO SOLICITANTE O RECIPIENTE:

® A que se le aticnda sin importar su raza, color, origen nacional, refigidn, afiliacion politica, sexo, impedimento, 0 edad; y a presentar una
queja si piensa que le han discriminado.
A discutir cualquier accibén respecto a su caso con ¢l Departamento de Bienestar del Condade cuando no se encuentre satisfecho.
A pedir una audiencia con el estado dentro de un periodo de 90 dias si no esid satisfecho con cualquier accién tomada por ¢l Departamento de
Bienestar del Condado.

® A presentar una queja o pedir una audiencia con e! estado escribiendo al Departamento de Bienestar del Condado en su localidad,

o llamando al nimero gratuito [-800-952-5253. El nimero gratuite para sordos {TDD) es 1-800-952-8345.
® A representarse 2 sl mismo en una awdicncia o a que le represente in miembre del hogar, un amigo, abogado, o cualquier otra persona.

SUS RESPONSABILIDADES COMO SOLICITANTE O RECIPIENTE:
®  Propercionar documentos que confirmen la informacitn en esta solicitud. Si los documentos no estdn disponibles, dar el nombre de una
persona U organizacién con la cual la oficina de estampiltas para comida pueda comunicarse para obtener la verificacién necesaria.

#  Cooperar plenamente con el personal del condado, del estado, y federaf en una revisién de control de calidad.

O HOGARES QUE REPORTAN MEMSUALMENTE
s Presentar un reporte mensual completo {CA 7) a mds tardar el dia 5 de cada mes.
» Proporcionar cualquier informacién o verificacidn adicional que pida el Departamento de Bicnestar del Condado como resultado
de la informacion que reporte en la CA 7.
O HOGARES QUE NO REPORTAN MENSUALMENTE
e  Natificar al Departamento de Bienestar del condado tan pronio como se entere de cualquiem de fos siguientes cambios siempre
y cuando no sca mads tarde de 10 dias de dicha fecha:
«  El ingreso brute mensual recibido por su hogar aumenta o disminuye en més de $25.
« Cambia el origen de cualquier ingreso recibido por usted o cualquier miembro de su hogar.
« Cambia de domicilio.
«  Hay cambios en los costos de vivienda o de los servicios municipales y plblicos porque se muda.
+  Alguna persona se muda a o de su hogar,
+ lLa propiedad poseida por usted o cualquier miembro de su hogar cambis; por ejemplo, usted
adquiere un vehiculo registrado, o el toial de las acciones, bonos u otro dinero de su hogar liega
a o excede la canudad de $1500.
+  Hay un aumento o disminucidn de mis de $25 en gastos médicos por un miembro def hogar que estd
incapacitado o tiene 60 afios o mas de edad.
e Reportar cuales Juier cambios al Departamento de Bienestar del Condado per teléfono, por correo, o viniendo a Ia oficina de estampilias
paraz comida.
*  Cumplir con las responsabilidades de reportar para los Programas de AFDC o Asistencia Monetaria para Refugiados/ Entrantes
st recibe asistencia monetaria, asi como estampillas para comida,
'Si tiene alguna duda en saber si necesita reportar cualquier cambio, comuniquese con su trabajador(a). Si no reporta un cambio y debido
a elio recibe beneficios de estampillas para comida a los cuales no tiene derecho, tendrd que reembolsarlos.

AVISO DE SANCIONES:
SI SuU HOGA{R RECIBE ESTAMPILLAS PARA COMIDA, TIENE QUE SEGUIR LAS REGLAS INDICADAS ABAJO. EL NO REPORTAR.
INFORMACION O EL FALSEAR LOS HECHOS PUEDE RESULTAR EN PROSECUCI(iN LEGAL CON SANCIONES DE MULTA,
ENCARCELA&![ENTO, G AMEAS COSAS. LASSANCIONES PUEDEN CAUSAR DESCALiF]CACIdN DEL PROGRAMA, MULTAS DE UN MAXIMO
DE 510,000 DOLARES, 0 ENCARCELAMIENTO DE HASTA § ARNOS. LAS SANCIONES DE DESCAL[F!CAC!(:;N SON 6 MESES POR LA PRIMERA
V[OLACldN, 12 MESES POR LA SEGUNDA VlOLAC[dN, Y DESCALIFICACION PERMANENTE POR LA TERCERA VIOLACIJN.

- No d¢ informacién falsa, ni rctenga informacidn para obtener o continuar obteniendo estampillas para comida.

« No cambie ni venda estampillas para comida o la tarjeta de Autorizacién para Participar {ATP).

» No altere ATPs para obtencr esampillas para comida que no tenga derecho a recibir.

+ No use las cstampillas pare coruda para comprar articulos que no califiquen, tales como bebidas alcobdlicas y tabaco.

« No use las esmmpillas para comida o ATPs que pertenezcan a otra persona para su propio hogar.

SU CERTIFICACION

Certifico que comprendo las pregunitas en bz solicitud y que he leido el Aviso de Sanciones indicado arriba (o alguien me lo ha leido), y que comprendo
mis responsabilidades. Comprendo que lka informacion gue he proporcionado serd verificada por personal del gobierno local, estatal y federal.
También comprendo que se me puede requerir que reembolse cualesquier beneficios que hayan sido pugados en exceso a causa de que yo, oiro
miembro del hogar, o el representante autorizado reporte informacion incorrecta o incompiets. También comprendo Gue si se determina que hay
informacidn incorrecta, se me puede descalificar del Programa y se me pueden hacer cargos criminales si alguien proporciona informacion
Sfalsa a sabiendas. Comprendo. ademds. las sanciones por desobedecer cualesquiera de las reglas indicadas arriba.

FERMA (JEFE DE FAREL LA, MIEMARG DEE HOGAR O REPRESENTANTE AUTORIZA D) FECHA

FESTHAY S UNTEHELE IHMC{('UN UNA %" FFCHA

Certifico que e he informado al(a) solicitante/ recipiente de sus responsabilidades, las cuales se han indicado arrba, y de la posibilidad
de sanciones criminales por hacer declaraciones faisas intencionaimente o por no reportar informacidn gue afecte su elegibiidad

para cstampillas para comida.
FERAMA 1 LA MRARAFADCHUAY BF £ 4 I NTREVISEA TECHAEN LA OQUE R[‘\”!Sﬁ Ea SOERCETEP €ON FE CRENTE
UFL REPRESFNIANTE AUTORIZALR:
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INFORMACION IMPORTANTE — LEASE CUIDADOSAMENTE

SUS DERECHOS COMO SOLICITANTE O RECIPIENTE:

L] A que se !e atienda sin importar su raza, cofor, origen nacional, religidn, afiliacion politica, sexo, impedimento, o edad; y a presentar una
queja st picnse que fe han discriminado.
A discutir cualquier accibn respecto a su caso con ef Departamento de Biencsiar det Condado cuando no se encuentre satisfecho.
A pedir una audiencia con el estado dentro de un periodo de 90 dias si no esta satisfecho con cualquier accién tomada por el Depantamento de
Bienestar de! Condado.

* A prescntar una queja o pedir una audiencia con ¢l estado escribiendo al Departamento de Bicnestar del Condado en su localidad,
o llamando al nlimero gratuito {-800-952-5253. El nlimero gratuito para sordos {TDD) es -B00-952-8349.

¢ A representarse & s mismo en una audiencia o a que le represente un micmbro del hogar, un amigo, nbogado, o cualquier otra persona.

SUS RESPONSABILIDADES COMO SOLICITANTE O RECIPIENTE:
®  Proporcionar documentos que confirmen la informacion en esta solicitud. Si los documentos no estin disponibles, dar el nombre de una
persona u organizacidn con la cual la oficina de estampiilas para comida pueda comunicarse para obtener la verificacidn neccsaria.

¢  Cooperar plcnamente con el personal del condado, del estado, y federal en una revisién de control de calidad.

O HOGARES QUE REPORTAN MENSUALMENTE
® Presentar un reporte mensual completo (CA 7) a mas tardar et dia 5 de cada mes.
* Proporcionar cuaiquier informacién o verificacién adicional que pida el Departamento de Bienestar del Condado como resultads
de la informacién que reporie en la CA 7.
O HOGARES QUE NO REPORTAN MENSUALMENTE
*  Notificar al Departamento de Bienestar del condado tan pronto como se entere de cualquiera de los siguicnies cambios siempre
y cuando no sca mas tarde de 10 dias de dicha fecha:
« Elingreso bruto mensual recibido por su hogar aumenta o disminuye en més de $25.
« Cambia ef origen de cualquier ingreso recibido por usted o cualquier miembro de su hogar.
+ Cambia de domicilio,
- Hay cambios en los costos de vivienda o de los servicios municipales y pablicos porque se muda,
= Alguna persona se muda a o de su hogar.
+ La propiedad poseida por usted o cualquier micmbro de su hogar cambia; por ejemplo, usted
adquiere un wehiculo registrado, o ¢l total de las acciones, bonos u otro dinero de su hogar Hega
8 o excede la cantidad de $1500.
» Hay un aumento o disminucién de més de $25 en gastos médicos por un miembro de] hogar que estd
incapacitado o tiene 6) afios 0 mis de edad, ‘
*  Reportar cualesquier cambios ai Departamento de Bienestar del Condado por teléfono, por correo, o viniendo a la oficina de estampilias
para comida.
¢  Cumplir con las responsabilidades de reportar para los Programas de AFDC o Asistencia Monetaria para Refugiados/ Entrantes
si recibe asistencia monelaria, asf como estampillas para comida. '
51 tene alguna duda en saber si necesita reportar cualquier cambio, comuniquese con su trabajador(a). Si no reporta un cambio y debido
& ello recibe beneficios de estampillas para comida a los cuales no tiene derecho, tendrd que reembolsarlos.

AVYiIS0 DE SANCIONES:
§f SU HOGAR RECIBE ESTAMPILLAS PARA COMIDA, TIENE QUE SEGUIR LAS REGLAS INDICADAS ABAJO. EL NO REPORTAR
INFORMACldN O EL FALSEAR LOS HECHOS PUEDE RESULTAR EN PROSECUC!ON LEGAL CON SANCIONES DE MULTA,
ENCARCE[A&HENTO, O AMBAS COSAS. LAS SANCIONES PUEDEN CAUSAR DESCAL]FICACI(S’N DEL PROGRAMA,MULTAS DE UN M.‘XIMO
DE 510,000 DOLA RES, 0 ENCARCELAMIENTO DE HASTA 5 AROS. LAS SANCIONES DE DESCALIF!CACIdN SON 6 MESES POR LA FRIMERA
V!OLAC[6N, 12 MESES POR LA SEGUNDA V!OLACI(SN. Y DMAL[F]CACI(‘N PERMANENTE POR LA TERCERA VIOLACION.

+ No d¢ informacién falsa, ni retenga informacién para obtener o continuar oblcniendo estampillas para comida.

+  No cambie ni venda estampillas para comida o la tarjeta de Autorizacién pam Panicipar (ATP).

« Noaliere ATPs para obtener estampillas para comida que no tenga derecho a recibir,

» No usc las estampillas para comida para comprar articulos que no califiquen, tales como bebidas alcohdlicas y mbaco.

= Nouse las estampillas para comida 0 ATPs que pertenczean a otra persona para su propio hogar.

'SU CERTIFICACION -
Certifico que comprendo las preguntas en la solicitud y que he leido el Aviso de Sanciones indicado arriba (v alguien me lo ha leido), y que comprendo
mis responsabilidades. Comprendo que la informacidn que he proporcionado serd verificada por personal del gobierno local, estatal y federal.
También comprendo que se me puede requerir que reembolse eualesquier beneficios que hayan sido pagados en exceso a causa de que yo, otro
miembro del hogar, o el representante autorizado reporte informacion incorrecta o incompleta. También comprendo que si se determina que hay
informacion incorrecia, se me puede descalificar del Programa y se me pueden hacer cargos criminales si alguien proporciona informacion
falsa a sabiendas. Comprendo. ademds, las sanciones por desobedecer cualesquiera de las reglas indicadas arriba.

FIRMA (JEFF DE FAMILIA, MIEMERO DEL HOGAR O REPRESENTANTE AUTORIZA DO) FECHA

TESTIGO, §1 USTED FIRMO CON UNA "X~ FECHA

Certifico que le he informado al(a) solicitante/ recipiente de sus responsabilidades, las cuales se han indicado arriba, v de la posibilidad
de sanciones criminales por hacer declaraciones falsas intencionalmente o por no reportar informacion que afecte su clegibilidad
para estampiilas pam comida.

FIRMA D LA TRABATADORIA)Y D LA ¥NTREVISTIA FEOHA EN EA it REW N LA SOEICTTL PV OO £ CLIENTF
O EL REFPRESENTANTE AU TORLI AT
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	Structure Bookmarks
	STATE OF CALIFORNIA-HEALTH AND WELFARE AGENCY OFJ>ARTMENT OF SOCIAL SERVICES,14·p-street, Sacramento, CA 9-SS14 (916) .445-6907 .
	May 16, 1985 .
	ALL-COUNTY LETTER NO. 85-54 
	TO: ALL COUNTY WELFARE DIRECTORS 
	SUBJECT: DFA 285-A2 (6/85), APPLICATION FOR FOOD STAMPS -PART 2 
	REFERENCE: ALL-COUNTY LETTER NO. 85-47, DATED APRIL 24, 1985 
	This letter transmits a copy of the forms instructions for the DFA 285-A2, Application for Food Stamps -Part 2 (6/85) and a copy of the Spanish language version of the DFA 285-A2 (6/85). 
	This letter also supplements All-County Letter No. 85-47, dated April 24, 1985 which transmitted a copy of the English language version of the DFA 285-A2, an outline of the major changes from the prior (12/83) revision, form-specific criteria, and other information concerning implementation of the DFA 285-A2 (6/85). 
	Implementation of the DFA 285-A2 (Sp) (6/85) 
	Implementation of the Spanish language version of the DFA 285-A2 (6/85) will be delayed until August 1, 1985 because stock of the state-printed DFA 285-A2 (Sp) (6/85) will not be available until the week of July 15, 1985. County Welfare Departments (CWDs) printing their own stock may use the attached copy of the DFA 285-A2 (Sp) (6/85) as a master. This revised implementation date does not affect the previously scheduled June 1, 1985 implementation of the English language version of the DFA 285-A2 (6/85). 
	DFA 285-A2 Forms Instructions 
	1. .
	1. .
	1. .
	The attached forms instructions, which address key areas and supplement the Food Stamp Manual and individual county handbooks, replace the instructions in the Food Stamp Handbook, Section 63-1230, DFA 285-A2 (12/83), effective with the June 1, 1985 implementation of the English language version of the DFA 285-A2. However, all (CWDs) must retain these (12/83) Handbook instructions for use in completing the (12/83) DFA 285-A2 (Sp), pending the August 1, 1985 implementation of the (6/85) revision. 

	GEN 654 (9/79) .
	2 .
	2. .
	2. .
	Vertical lines identify changes or additions to the forms .instructions. .


	Ordering 
	1. .
	1. .
	1. .
	CWDs who need supplemental supplies of the current Spanish language version of the DFA 285-A2 should specify the (12/83) (Sp) revision on the GEN 7278, county Forms order. 
	NOTE: The DSS warehouse has sufficient stock of the current (12/83) revision to supply any CWD whose locally printed stock becomes depleted prior to the August 1, 1985 implementation date. 


	2. .
	2. .
	Orders for the DFA 285-A2 (Sp) (6/85) should be submitted on the GEN 727B according to normal procedures. Please specify the (6/85) revision date on the GEN 727B. 


	Should you have any questions, please contact Elizabeth Allred, Food Stamp Forms Coordinator at (916) 445-0316. 
	sincerely, 
	-1r--'/ r ,// ;;: / i' V j 41!/ vf ".,/\_ ROBERT A. HOREL Deputy Director 
	Attachment 
	cc: .CWDA 
	DFA 285-A2 (6/85) 
	Question 
	Manual section 
	Information Requested 
	r;:w Action 
	DFA 285-A2 (6/85) 
	FORM INSTRUCTIONS .(For the Eligibility worker) .
	APPLICATION .FOR FOOD STAMPS -PART 2 
	Purpose: 
	The DFA 285-A2 is Part 2 of the food stamp application form completed by all households when first applying for food stamps and at recertification. 
	Part 2 is used to gather information to determine the household's eligibility for food stamps. The application also contains information for the household concerning hearing rights, reporting responsibilities, the penalty warnings and the certification section. 
	Preparation: 
	Question 
	Question 
	Question 
	Manual section 
	Information Requested 
	EW Action 

	County Use Only .
	County Use Only .
	I 63-300 .1 63-300.5 63-402.1 63-402.2 63-402. 3 163-403.312 .63-407 .
	NIA .
	Complete requested information. Date received is the date Part 2 is received in the appropriate office. Check box if application is new or recertification, andcheck appropriate box if appli­cant is eligible for expedited service. Follow verification requirements for the type of application process appropriate to the applicant. The county-use section of Question (3) is to be used as a summary of household composition completed at the end of the interview. In the space provided, enter the appropriate code or 


	DFA 285-A2 (6/85) 
	Question 
	Question 
	Question 
	Manual section 
	Information Requested 
	EW Action 

	TR
	Enter number of persons to be included in the household as the Household Size. 

	l. 
	l. 
	63-300.513 63-300.515 63-401 63-402.5 
	Head of Household's Name and Address 
	verify the applicant's identity and residency in the county. When an authorized representative applies on behalf of a house­hold, the identity of both the authorized representative and the head of household shall be verified. 

	2A. 
	2A. 
	63-102 i. 63-503.13 
	Link

	Previous Participation 
	Determine if first-month benefits should be prorated and if any individual is participating in an existing certified household. Determine appropriate budgeting method, either prospective or retrospective. 

	2B. 
	2B. 
	63-805.11 63-805.12 20-300.31 (Pending) 
	Link
	Link
	Link

	Disqualification status 
	If checked yes, determine narne(s) of individual (s) disqualified. Annotate type of disqualifica­tion, number of months of disqualification and type of documentation obtained. count all income and resources of this individual(s) as available to the household. Do not include in the household any individual(s) currently disqualified from the Food Stamp Program. 


	DFA 285-A2 (6/85) 
	Question 
	Question 
	Question 
	Manual section 
	Information Requested 
	EW Action 

	3. 
	3. 
	63-402.2 63-402.7 63-404 63-503.442 
	Household Composition 
	SSN -Do not include in the household any individual refusing to comply with the Social security Number requirements. (Note exception for expedited service.) Note: .Once the worker clearly .determines that an .individual is unable or .unwilling to provide .verification of their .social security number, .instruct the applicant .that the CWD will not .continue efforts to .obtain verification or .other information on that .individual except that .all resources and a .portion of the income of .this individual co

	TR
	63-300.4 63-300.512 63-300.532 63-403 I 63-403. 4 .63-503.442 .
	Alienage/citizenship -Note if any individual is an alien and document the type of verifica­tion provided to determine the alien's eligible status. Do not include in the household any individual who is unable to provide acceptable documentation of alien status. Note if a CA-6 was completed by the household and sent to INS. Do not include in the household any individual whose U.S. citizenship is questionable and verification is not provided. 


	DFA 285--A2 (6/85) .
	Question 
	Question 
	Question 
	Manual Section 
	Information Requested 
	EW Action 

	3. (Cont.) 
	3. (Cont.) 
	If the worker discovers that an individual is under an order of deportation, the CWD is required to inform the local INS office. Note: .Once the worker clearly determines that an individual is unable or unwilling to provide verificatlon of their alien status, that individual shall be classified as an ineligible alien. Instruct the applicant that the CWD will not continue efforts to obtain such documenta­tion or other status information on that individual except that all resources and a portion of the income

	TR
	I 63-102 e. 63-409 .112 63-502.332 1 63-502.35 63-503.3 
	Link

	sixty/Disabled -Note if any household member is age 60 or older, or will become age 60 in the month of application, or is receiving disability or blindness payments under Title II of the social Security Act, and document that a DFA 285-c was given to the household. Household is entitled to allowable medical deductions and excess shelter costs. Also, use the net income eligibility test for any household with such an elderly or disabled member. 


	DFA 285-A2 (6/85) .
	Question 
	Question 
	Question 
	Manual Section 
	Information Requested 
	EW Action 

	3. (Cont.) 
	3. (Cont.) 
	63-300.4 63-402.l 63-402.2 63-402.3 63-403.312 
	Relationship -Identify the ages and relationships of all persons listed in Question (3) to determine eligibility as a household member. The application provides only a key to the relationships of individuals in the home and the subject should be pursued to the extent necessary in the interview to determine correct household composition. Note: .Information is required on all persons living in the home in order to determine who should be considered a household member and if there are excluded members whose in

	4. 
	4. 
	63-300.531 63-402. l 63-402.2151 
	Purchase or Prepare Separately 
	If checked yes, determine if the individual(s) meets the criteria for separate household. Document accordingly in county-use section. 

	5. 
	5. 
	63-402.9 
	Strikers 
	If checked yes, determine if the individual meets the definition of a striker. If the individual is a striker, enter date house­hold member went on strike. Two separate eligibility determi­nations must be made: One based on circumstances immediately prior to involvement in the strike action, and one based on current circumstances. 


	DFA 285-A2 (6/85) .
	Question 
	Question 
	Question 
	Manual section 
	Information Requested 
	EW Action 

	6. 
	6. 
	63-408 
	Voluntary Quit 
	If checked yes, determine the date the individual last worked (to establish the date of voluntary quit) and if the action meets criteria for voluntary quit. Check the applicable box in county-use section. Apply the two-month disqualification period beginning with the first day of the month in which the voluntary quit occurred. NOTE: .QUESTION 6 INCORRECTLY ASKS FOR INFORMATION DURING THE LAST 90 DAYS, RATHER THAN 60 DAYS. THE CWD SHOULD CONTINUE USING THE 60-DAY VOLUNTARY QUIT PROVISIONS. If the disqualific

	7. 
	7. 
	63-501.6 
	Transfer of Resources 
	Determine if program eligibility is affected by any resource transfer. If yes, deny the application and disqualify the household for the appropriate number of months. 


	DFA 285-A2 (6/85) 
	Question 
	Question 
	Question 
	Manual Section 
	Information Requested 
	EW Action 

	8. 
	8. 
	63-402.8 
	Food Distribution Program 
	If checked yes, verification of participation in the Food Distribution Program (FDP) is necessary as no household shall be allowed to participate simultaneously in the Food Stamp Program and an FDP operated by an Indian reservation. If participation is confirmed in the FDP, the application for the Food Stamp Program must be denied. 

	9. 
	9. 
	63-102 e. 63-409.112 63-502.3 63-503.3 
	Disabled Veterans/ surviving Spouses/ Children 
	If checked yes, determine if the individual meets definition of disabled person and document that a DFA 285-C was given to the household. Household is entitled to excess shelter costs and allowable medical deduction. Also, use the net income eligibility test for any household with an elderly or disabled member. 

	10. 
	10. 
	163-102 e. 63-300.531 63-402.15 
	Link

	Separate Household Status 
	If separate household status is requested, docl.ll1lent request in county-use section. Determine if individual(s) requesting separate household status qualify because of (1) a permanently disabled individual's inability to purchase and prepare meals separately or (2) shared living quarters with separate food purchase and meal preparation. 

	11. 
	11. 
	j 63-402. 214 63-406 
	students 
	If checked yes, apply student eligibility criteria to determine eligibility as a household member. Check applicable box in county··use section. 


	DFA 285-A2 (6/85) 
	Question 
	Question 
	Question 
	Manual section 
	Information Requested 
	EW Action 

	12. .
	12. .
	63-402.1 63-402.134 163-402.211 63-402.3 
	Roomers and Boarders 
	Check the status of each person listed here to determine if he/she meets the definition of a roomer, boarder, or household member. Boarders are ineligible to participate as separate households and may participate as a household member only if requested by the household. Roomers must be separate households. Document status in county-use section. 

	13. .
	13. .
	63-102 g. 163-102 s. 63-402.4 63-402.6 63-503.46 63-503.47 63-503.48 
	Link
	Link
	Link

	Residents of Institutions 
	Determine if eligible institution. Check applicable box in county-use section. Note: .Residents of druir or alcoholic treatment centers must apply through an authorized representative who must be an employee of and designated by the institution adminis­tering the treatment/ rehabilitation program. 

	14. .
	14. .
	63-102 s. 63-300.518 63-403 63-503.49 
	Link

	sponsored Aliens 
	If checked yes, determine if individual(s) is subject to sponsored alien provisions. Document that a CA 22 was given to the sponsored alien in order to obtain necessary information about sponsor to determine the alien's eligibility and benefit level. 


	DFA 285-A2 (6/85) 
	Question 
	Question 
	Question 
	Manual Section 
	Information Requested 
	EW Action 

	15A. 
	15A. 
	63-501. l 63-501.2 63-501. 3 63-501. 4 63-501.7 63-501.9 63-503.44 63-503.45 63-503.46 
	Link
	Link
	Link

	Resources (Households not classified as Public Assistance (PA) only) 
	Document resources, making appropriate exclusions. Check, if exempt, in the box provided. 

	15B. 
	15B. 
	63-501.51 63-501.52 
	Link
	Link

	Motor Vehicles (Households not classified as PA household only) 
	Evaluate vehicles for resource exemption. Enter in the space provided the source used for determining vehicle valuation. Document valuation in county-use Section A. For all nonexempt vehicles, compute values in Section B. In the space provided, identify vehicle by entering the appropriate number. Note: Sections 15A and 15B must be completed by· the applicant unless everyone in the household is a current AFDC recipient. 

	TR
	63-409 .12 63-501.3 63-501.8 
	Resource Eligibility Test (Households not classified as PA households only) 
	Enter in the space provided the total amount of resources. Determine if resources exceed Maximum Resource Standard. Check applicable box. Households in which all members receive AFDC are automatically food stamp resource eligible. If resources exceed standard for households in which all members do not receive AFDC, deny application. 


	DFA 285-A2 (6/85) 
	Question 
	Question 
	Question 
	Manual Section 
	Information Requested 
	EW Action 

	16A. 
	16A. 
	63-300.511 63-402.92 63-402.93 63-502.1 63-502.2 63-503.212 63-503.22 63-503.23 63-503.24 63-503.4 
	Link
	Link
	Link
	Link
	Link

	Wages 
	For each source of earned income, check if exempt in the box provided. Also for each source, note the date and amount of pay stubs viewed. Document l.n the county-use section whether or not income is considered anticipated or from a terminated source for purposes of the budget calculation. Note: .Enter the greater of .either the striker's .prestrike earnings (as .they were one day prior .to participation in the .strike) or anticipated .income (for example, .strike benefits and .temporary employment .during 

	168. 
	168. 
	63-300 .511 63-502.1 63-502.2 63-503.41 63-503.42 
	Link
	Link

	Self­employment 
	Compute earned income from self­employment using cost and income information provided by the household and at time of recerti­fication, any cost and income information available in the case file. 

	l6C. 
	l6C. 
	63-300 .511 63-502.1 63-502.2 63-503.212 63-503.22 63-503.23 63-503.24 63-503.4 
	Link
	Link
	Link

	Other Income 
	Check that each income source is checked yes or no. For all yes answers, check that all other information is provided. In the space provided, check any income amount which is exempt. Docu­ment verification of gross non­exempt income in the county--use section. Document in the county-use section whether or not income is considered anticipated or from a terminated source for purposes of the budget calculation. 

	county Use only 
	county Use only 
	63-409.11 63-502.l(a) 63-503.212 63-503.32 63-1101.6 
	Link
	Link

	Gross Income Test/Gross Income Eligibility Status 
	If applicable to the household, total all nonexempt income and compare to the current Maximum Gross Monthly Income Eligibility Standards. Check appropriate box. If gross income exceeds standard, deny application. 


	DFA 285-A2 (6/85) 
	Question 
	Question 
	Question 
	Manual section 
	Information Requested 
	EW Action 

	20. 
	20. 
	63-502.2 63-502.36 63-503.25 
	Link
	Link

	vendor Payments/ Shared Living Expenses 
	If checked yes, determine if any such payments should be excluded from the household income. Determine if housing and/or utility costs should be prorated. Check the appropriate box to indicate if the SUA is prorated. 

	21. 
	21. 
	63-102 m. 63-505.21 63-505.221 
	Link

	Migrant Farmworkers 
	If checked yes, determine if individual(s) meet(s) definition of migrant farmworker(s). Determine if household l.s exempt from retrospective budgeting. Document in county··use se·ction. 

	22. 
	22. 
	Ethnic origin and Primary Language 
	Circle appropriate code in the county-use section for ethnic origin and primary language. 

	23. 
	23. 
	63-102 c. 63-102 m. 63-504.112 63-504.72 
	Link

	Prepared Meals 
	Determine if any household member is eligible to receive delivered meals or to use a communal dining facility. Mark the household identification (ID) card accordingly. 

	24. 
	24. 
	63-300.513 63-402.6 63-402.62 63-402.64 63-504.71 63-504. 711 
	Link
	Link
	Link

	Authorized Representative 
	If the household designates an authorized representative verify that he/she meets authorized representative eligibility requirements. Include the name of the authorized representative on the household identification (ID) card. 


	DFA 285-A2 (6/85) 
	Question 
	Question 
	Question 
	Manual section 
	Information Requested 
	EW Action 

	county Use only 
	county Use only 
	63-402.15 
	Link

	Separate Household Income Test/ Eligibility for Separate Household 
	Determine if any household with an elderly and permanently disabled individual meets the separate household income test. Check appropriate box, Yes or No, for entitlement to separate household status. 

	11. 
	11. 
	63-300.52 63-502.34 63-503.25 
	Link
	Link
	Link

	Dependent care 
	If checked yes, determine if the household is eligible for a dependent care income deduction. Use the actual dependent care expense up to the current maximum as an income deduction. 

	18. 
	18. 
	63-300.516 63-502.35 63-503.25 
	Link
	Link

	Housing costs 
	If household has housing expenses, calculate allowable costs. Document in county-use section verification of all housing costs. Enter in the space provided total allowable housing costs. 

	19. 
	19. 
	63-300.516 63-502.353 63-502.36 63-503.25 
	Link
	Link

	Utilities 
	Check that each listed utility is checked yes or no. Document in the county-use section verification of client utilities. If the household is billed separately for heating and cooling costs the household may elect actual or Standard Utility Allowance (SUA). In the county-use section check household's choice (actual or SUA). A household is entitled to the standard telephone deduction if it is billed separately for a telephone and is not entl.tled to the SUA. Enter in the space provided total utility costs to


	DFA 285-A2 (6/85) 
	Question 
	Question 
	Question 
	Manual SecUon 
	Information Requested 
	l!W Action 

	TR
	63-300.4 63-300.41 63-505.l 63-505.2 63-505.3 63-505.4 63-505.5 
	Link

	Rights and Responsibilities 
	Explain the household's rights and responsibilities. Check the box for the reporting responsibilities applicable to the household; that is, if the household will be monthly reporting or nonmonthly reporting. 

	TR
	63-402.611 63-503.476 63-505.l 63-805.l 
	Penalty warning/ certification 
	Have the applicant/recipient read these sections (or read them to him/her). Check that both copies of page 5 of the application contain all required signatures and dates. Give the second copy of page 5 to the household. 
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