STATE OF CALIFORNIA—-HEALTH AND WELFARE AGENCY

DEPARTMENT OF SOCIAL SERVICES
744 P Street, Sacramento, CA 95814

March 11, 1387

ALL COUNTY LETTER HMO. B/-35

TO: ALL COUNTY WELFARE DIRECTORS

SUBJECT: STREAMLINED MONTHLY ELIGIBILITY REPORT (CA 7)
IMPLEMENTATION (AFDC, FOOD STAMPS, RCA AKD RDP)

REFERENCE: ALL COUNTY INFORMATION I-100-85
ALL COUNTY INFORMATION I-34-86
ALL COUNTY INFORMATION I-56-86
ALL COUNTY INFORMATION I-03-87

As you know, July 1, 1987 is the statewide implementation date for
the streamlined Monthly Eligibility Report (CA 7) form, To help
you in preparing for the implementation date we are attaching a
reproducible copy of the form., Providing the form now should allow
you the necessary time for reproducing the form for your county's
use on July 1, 1987, A reproducible copy of the Spanish
translation will be provided to the counties by the first of April,
A supply of the English and Spanish forms will be available in the
SDSS warehouse by July 1987,

The new streamlined CA 7 i8 to be provided to intake cases
beginning July 1, 1987. The new CA 7 1s to be mailed to the
continuing cases at the end of July for the July budget month.

We will be providing a recipient information notice that may be
sent to the continuing cases along with the first streamlined CA 7
form in July 1987. We will also provide a slightly different
version of this notice that may be used at intake and as a training
tool., A reproducible copy of both information notices, in English
and Spanish, will be provided to the counties by the middle of
April.

In addition, we will provide a listing of what constitutes a
complete CA 7 in both the AFDC (including RCA and RDP) and Food
Stamp programs, As you know, during the pilot test we attempted to
make the completeness criteria as uniform for both programs as
possible, We will provide that completeness criteria for your use
under separate cover,




3%}

SU35 ig determining the feasibility of providing county training
the use of tne form and the completeness criteria, You will be
notified about the training at a later date,

I{ you have any questions regarding the streamlined CA 7, please

contact Barbarz Cox of the AFDC and Food Stamp Policy
Tmplementation Bureau at 916-324-2014 or ATSS 4BL~Z01Y4,

Y

RCBERT &, HOREL
Deputy Director
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| GTATE OF CALIFDRMIA--HEALTS AND WELFARE ABENCY

MONTHLY ELIGIBILITY REPORT (CA 7)
For Cash Aid and Food Stamp Benefits

DEPARTAMENT CF S0OUIAL SERVICES

THIS REPORAT IS FOR THE MONTH @F-

« Complate and resturn this report by the 5th of the month. If a complete report i not recewved by the 11th, you will not get the Cash Aid work
i aliowances and your benetits may be delsyed. lowered, ar stopped.

®  Answer ALL of the gquesuons. ¥ you answer “"YES” 1o any question or part of any question, read and compiete therest ot the secoan, Altach a separate
sheet of paper f needed

® |f you recewve Food Stamps, answer for everyore in your household, If you de net receive Food Stamas. answer for evervone recewving Cash A, the
children's parents, siepparents and your spouse if in the heme

® Reminder: f you get Food Stamps and you ciaim actual utility costs, attach proof.

®  Auach proof of reporied inceme and expenses or your benefits may be iowered or stopped.
- &
t t

Meed Help? Calt ysur waorker. Worker, Phone;

Cives Linol

1. Did anyone receive money from a job or a training program?
® 1f YES. Iis1 all earnsngs or training atiowances received during the month. Inciude tips er income in kind such as earned
housing. List who received income, emnpioyer. pross amount before deductions, actual date receivad, and 1he
number of days and heurs worked in the month. Attech paystubs o7 other proof of sarnings.

® if self-employed. list business expenses on a sgparate sheet of paper and styech proof of incame and expenses.

NAME | EMPLOYER ©6YS HOURS ANAOUNT 1 ameunt AMCUNT | amsouNY AMCUNT
| WORKED | WORKED | ¢ be s % ¢
] CATE RECEIVED | DATE RSCENVED | DATE RECEIVEDR | DATE RECEIVED | DATE RECEIVED
[ H i
NAME i EMP_OYER DAYS HOURS AMOUNT AMOUNT AMDUNT | AMUOUNT ANMDUNT
! WHERKED | WODRKED | 5 5 s g 5
: DATE RECEIVER | DATE RECEVED | DATE RECEIVED ! DATE RECEWEDR | DATE RECEIVED
H i
! 1
AME I EMPLOYER BaYs HOURS AMOUNT | amount AMOUNT | AMBUNT AMOUNT
¥ I WORKED | WORKES | ¢ Ty ¢ e $
r 1] |
! DATE RECEIVED I DATE RECEIVEB | DATE RECEIVER | WATE RECEWED | OATE RECEIVER
1 )
i H 4

® If anyone above paid tor care of & child or disabled adult while working or in 1raining, lis: here and attech proof of payment.

Who Received Carg? l_y_»'no Recewec Care? [Cost 8

3

> Cost &
I_ . . 1

® ! yau get Cash Aig and anyone had earnings and paid court ordered suppor:, list the amount paid. Atiach proof. 5

Clves (o

2. Did anyone receive monay or benefits from any other source?
Such a5 Social Security, Railroad Retirement, Unempioyment/Disability Benefits, Velerans Benefits. Interest from Stocks,
Bonds, Savings Actaunts, Worker's Compgnsation, $51/55P, Child/Spsusal Support, Child Support Disregard, Loans, Grants,
Earned Income Credit, Strike Benefits, Tax Refund, Cash, Lottary Winnings, Gilts, Rental inceme, Free Housing, Utilmes, Food,

or Cisthing, etc,

® |f YES. bst who received, fource, gross amount and actual date received. Attach proof of any changes

AMDUNT

$
DATE RECEIVED

5
DATE RECEIVED

$
DATE RECEIVED

3
BATE RECEWED

$
QATE RECEIVEMN

!

H

T
1
1
i
:
]
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NAME SOURCE AMOUNT il AMOUNT AMOLNT AMOUNT AMOUNT
& X $ 3 s 5
4
DATE RECEIVED | DATE RECEIVED | DATE RECEVED | DATE RECEIVED | DATE KELEIVED | DATE RECEIVED
NAME SOURCE AMOUNT AMOUNT AMOUNT AMUUNT AIMOUNT AMCUNT

s
DATE RECEIVED

® | veu gel Cash Awd and anyone had income

and paid court ordered support, lis1 the smount paid. Attach prool.  §

COUNTY USE @NLY

Ca7¢1/8n

E.W

. INITIALS

DATE:




3. Did you move, change your address, have changes in shared housing, or have
changas in housing costs? DYES DNO

® ¥ YES, chuck the boxes} that applies to you and inciude the facts asked for.

[:J My address changed.  Cormplete belaw. 3 you get Fond Stamps, ettech proot of rent or housing costs, utilities
YOU pay, praperiy taxes, and/os nsurance.
D The amount | pay fer rent of hous:ng changed, # you get Food Siamps, compiate helow and aftach proof of costs,
E’ There is 4 ghange :n my shared housing or a change in the ampunt paid by someone who is helping me pay for my
hausing and/ or utiities, Attach proef thot shows what was paid. who paid and the amount paid.
NEV HOME ADDRESS Nurmiier, Srapt Name Avesae, diad mic; AP KD CiTy STATE ItF CODE DATE OF CHANGE
WEW MEALING ADDAESE f Diftecem Tran some Adaess CY STATE ZIF CODE DATE OF CHANGE
NEW RENT OR HOUSING £O5T  GATE OF CHANGE | 1 PAY FOR THE FOLLOMING UTIITIES AT MY NEW ADDRESS. NEW PHIINE MUMBER
s I
- M
4. Did anyons mova into or cut of your home or did you mova in with someone atsa? DYES DNO

{include anyone whe died and “or any newhborns.}

®  {f YES, st the name of anyone that moved inte or out of your home or the names of the paople you maved in
with inciude the date of the change and whai change took piace,

FULL NAME KELATIDNBMIF TO YOU DaTE WHAT HABPENED

5. Does anyone have anything slse to raport? {include expected changes} E:] YES D NO
® )i YES, expizin. inciude name of person and date of changa. Attach pract of any axpenses.
Examuples:
& OB Star, siop, qun, refuse 8 joh, go ot o sirike, or change houzs or pay ® CISAELTY: Betcime disabisd or recover from a disaisiiny
§  SCHDOL: Stan ar step scheot or college H ape 16 or oider ® MaRTAL Marry. divorce, or separate
® PROPERTY, Buy. $ell, trade or give awHy 3 motar veéhigle, home, land, etc, *  CHID CARE:  Hawe coa! for care of a child oz disabled adult while somesne
: ® CHECKING/ Open/close a Checking ar savings accountfsi or thp balance seeks work oF attends school or tmming. Attach oroaf.
SAVINGS: iy differant a1 the end of the manth, »  MEIHCAL Heve medicai expenses luniy for 8 Foot Stamp recipient,
® BARES: Becorme pregnant, have a by, abort. or miscarry. EXPENSE: who & disabled or age B0 or sider.} Atmrch proof. I
CERTIFICATION

® i understand that fa:ling to report informatan ar misrepresentation of facis for Cash Aigprogramsy, Faod Stamps or Cash-based Medi-Cai tan resuit in
legal nrasecution with penaines of a fine, imprisonment or both. In the Food Stamp Program the penakties can result in perrmanem disqualification
tram the Pragram, fines up o $10,000 or imprisocnment for uo to & years, Disquatification penakies for intenttonal Program Violationis) are & months
for the firel vinlation, 12 months for the secend viplation. and permanent disqualification for the third violation.

®  |uneersiand that i must contact my worker 10 repart any unexpectad changes which may aHegt myehgnb:htyfﬂr of the amount of my Cash Ald within &
days of the nccurrence. i | have any doubt about needing o fepon any changes, | Must CONIACL My WOTKET,

i understand that reported information mav result in & degreasze or discortinuance of benefis,
I understand that © pave the right to reques! & s:gte hearing on any proposad agtion by the county weifare depariméant.

| declare under penalty of perjury under the laws of the State of Californie that the informatior, containad in this report is Trus gnd correct snd is
compiete for the entire report moanth,
YOU MUST 54GN AND DATE THIS AEPORT AFTER THE LASTDAY OF THE REPORTMONTHORITWILLEBE CONSIDERED INCOMPLETE,

For Cash Add programs, you and vour aded spouse {or the ather parent of aided chiidren} bving in the horme rmus? sign the form.
For the Food Stamg Program, the head of householl, a househoid member or the housahold’s authorized rapresentantve must sign the form.

PrRE NUMBER WHESR YO MAY #£ REACHED IN CARE YOLR WORKER NEEDS 1D ONTALT YO

éiGNATuaE OF CASH &8 BARENT OR CARETAKER BELATIVE AND/OR FOOG ETAMP T DATE $iGHEC i
HOUBEMOLD MEMBER i 1
i
i
1

:
E

I ATURE f}"‘ AETRESE TO MA R, INTERPRETER. (R QTHER PEASONR DATE SIGNEL

SIGNATURE OF CASK AIDED SPOUSE OR QTHER PABENT OF CABK AGED CHLDREN
DLETING FORAS

z
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i
I m i

oaTE SIGNED

i






