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{i 

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 is to be provided to intake cases 
beginning July 1, 1987. The new CA 7 is 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. 
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SDSS is determining the feasibility of providing county training in 
the use of the form and the completeness criteria, You will be 
notified about the training at a later date. 

If you have any questions regarding the streamlined CA 7, please 
contact Barbara Cox of the AFDC and Food Stamp Policy 
Implementation Bureau at 916-324-201Q or ATSS 454-2014. 

J/1#.U 
ROBERT A. HOREL 
Deputy Director 

Attachment 

cc: CWDA 



S1Aft Of CAl.lf.ORNIA-"!EALh A'i(J WELFAHL AGE.NC'!' 

MONTHLY ELIGIBILITY REPORT (CA 7) 

For Cash Aid end Food Stamp Benefits 

I THIS REPQRi !S FO� THE MOWH OF 

Complete and return this report by th8 5th of the month. If a complete report is not received by the 11th. you will not get the Cash Aid work 
allowances ana your benefits may be delayed. fowered, or stopped. 

• Answer ALL of 
1! 
the quesHons lf you answer "YES" to any question or pan oi anyquestior,, readandcomp1ete the res1ot the secticn Anach a seoara!e 

sht!€1 of paper needed 
• If ym, receive Food Stamps, answer for everyone in your household. If you do no� receive Food Stamps. answer for everyone receiving Cash Aid, the 

chddren's parents, stepparents and your spouse if in the home 
• Rernmder If you get Food Starnps and you clairn actual utility costs. attach proof. 
• Attach proof of reported mcome and expenses or your benefits may be iowered or stopped . 

• • 

• • 

Need Help? CaH your work.er. WorKer Phone; 

1. Did anyone receive money from a job or a training program? □YES □ No
• If YES, list all earnmgs or training allowances received during the month. Include tips or income in kind such as earned 

housing. List who received income. employer. grosa amount before deductio-,s, actual date recttivad, and the 
number of days and hours worked in the month. Attach peystubt1 m other proof of earnings. 

• If self�emploved, list business expenses on a separate sheet of aoer and attach proof of income and expenses_ 
ll<AMI; EMF"-OYEJ. AMOUNT 

' 
j AMOUN� ! A�QUr.T 

$ 

AMOUNT 

' 

AMOUNT 
' WORl(EO 

OAYS 

WORKED 
HOUAS 

! ' i 

DATE RECEIVED DATt AECE!\IE5 i DATE Rtcnvi::r:: DA'ft RECE•YED DATE RECEIVED 

t>IA.ME EMP:..DYE" DAYS 
WORKED 

AMOUNT 
• 

AMOUNT 
' 

AMOUNT 
' 

AMOiJNT 

' 
AM0UN1 
' WORKED 

HOUAS 

DATE AECCIVED DATt AECE!�O DATE RECE!VEC> DA TE RECE•VED DATE RECEMi:O 

AML EMPLOYER DAYS 
WOAKED 

HO:JRS 
V.'ORKED 

AMOUNT 
' 

AMOUNT 
• 

AMOUNT 
' 

AMO.INT 

' 
AMOUNT 
' / 

DA TE Rt CF.IVED \ DA Ti'. RECEIVED DATE RECEIVED DATE RECE>11CD OAi( RECfNf(l 
' 

• If anyone above paid for care of a child or disabled adult while working or in training, bs: here and attach proof a• pavrrient. 

i Cost $ II Wno Rece1veC:: Ca re' Who Received Care? : Cos1 s 

I Ii  

• l' you ge1 Cash Aid and anyoM had earriings and paid coun ordered suppor:, !is� t�e amoul"t pa1d Attach prooL • 

2. Did anyone receive money or benefits from any other source? □YES □ NoSuch as Social Security, Railroad Retirement, Unemploymen1/0isabilitv 8e!')efits, Veterans Be"efits. Interest from StocKs, 
Bonds, Savings Accounts, Worker's Compensation, SSI/SSP, Child/Spouse! Support, Child Support Oisrepard, Loans, Grants, 
Earned 
or Clothing, 

Income 
etc, 

Credit, Strike Benefits, Tax Refund, Cash, Lottery Winnings, Gihs, Rental Income, F'.-ree Housing, U1il111es. Food, 

• If YES, hs1 who received, source-, gross amount ana aetval dflte received, Attflch proof of any changes 
kAME SOURCE. A"10UNT I AN'OUNT 

' 
AMOUN1 
' 

A!v'DUN'! 

' 
i 

l ' 
AMOUNT 

; 
4-MOU",!l 
' 

I DATE RECEIVEC DATE RECEIVED OATE RECEIYEC DATE RECEIVED DATE RECEIVED DATE: FfCEM:D 

t>IAMf_ SOU�Cl; AMOUNT 
' 

AMOUNT 
' 

AMOUN: 

• 

AVIOUNl 
' 

AMOUNT 
' 

j :"1oinn 

DATE RE.CE:1',1£D i DATE RECEIVEC DAH RECEIVE:, 0A1£ R!".C(l\/[t OA1't 1'1€C!:NF.D 1 DATE RECEIVED 

• If you get Cash Aid and anvone had income and paid court ordered support, l1s1 :he amount paid, Attach proot . $ 

COUNTY USE ONLY E.W, INt1iALS DATE: 

I

CA 7 ;7181/ 



' 

3. have or housing, shared in changes have address, your change move, you Did 
costs? housing in changes □YES □NO 

for. asked facts the include and you to applies !hat boxi-es) the ch1;-ick YES, Jf • 
D changed address Mv costs. housrng or rent of prooi attach Stamps, f.ood get you it below. Comole\e uu!i11es 

1taxes. prooerty pay, you 0; tnsttrance and 

D costs. of proof attach and below compiete Stamps, Food get vou lf changed, f,O\JS!l'\Q rent io-r pay I amount The ot 

D my for pay me helping is who someone by paid amount the in change a or housing shared my :n change a is Tt>-ere 
paid, amount the and paid who paid. was what shows that proof Attech ;1tili11es, or and1 hous1n9 

1 "ii!m~ e,~11 S,_ AODFESS iitlM£ 11f.'N 1n t.w,,,w mum:x-•, l\oO AF'l CITT STATf COO£ ZIP CHANGf OF OATI: 

Ad('1<;,&~I <>o,~ Toan (.H'<,ewm •1• AODRH,5 MA!UNG N;'A CITY STATE ZtPC00€ CHANGE Of OAT£ 

COSTHOl)S!NG-OR HEM NEW 

$ 

 ChANGt OF TE CA / AOORESS NEW MY AT Utl!.JTIES FOLLOWING THE FOR PA'f 1 NUMSER PHONE NEW 

I 
4. elae7 someone with in move you did or home your of out or into move anyone Did 

newborns.} any and/or died who anyone (Include □YES ONO 
in moved you people the of the or home your of out or into moved 1na1 anyone of name the ltst YES, If names • 

with place, took change what and cr,a-nge the-of date the Include 
NAM( HJL~ YOli TQ R!::..A110NGrl1P OAit HAPPENED WHAT 

changes) expected Include I 5. report? to else anything have anyone Does □YES □NO 
. expenses any of proof Attach change. of date and person of tnc!ude explain, name YES. If • 

Examples· 
JOB on gooµ\ Job, a refuse quit. slop, St:-ir.. pay or hours change or strii.e, • DISABILITY: d1sabihw a from recover or diSabied Become • 
SCHOOL er older or 16 aQe if college school s1o;::, or Start • 
PRQPff\iY home. aiwav give e.c. land, vetucle. motor a or trad£ sell, Buy, • 

or divorce, Marr;<. separate MARITA!.' • 
disabled C.A.11.E CHtLO someone while adult or ctuid a of care for cost Have • 

01 prOQf. Attach naming. or $Choo! attends work seeks CHECKING/ balance the or account{s) savmgs or checkmg a Open/close • 
month the different SAV1Nt.S ol end the at ;s Food r,ecipient, Stamp a for (cnty expenses medical Have MEOtCAL • 

EXPENSE: older./ prooi. Attrtch or BO age or disa~ed 1s who or aoort baby, 8A81>iS a have ;:m:gnan,. Become rnrScarry • 

CERTIFICATION 

in re-suit can Medi-Cal CasM~based or Stamps Food Aidprngrams, Cash for tacts o1 misreoresema11on or ,nformat1on report to ling far tnat 1.md1:vstand l • 
d1squa!.t1cat1on permanent in result can penal!1es the Program Stemp Food the In both. or imprisonment fine. a of penalues with prosecution legal 

rnomhs 6 are V101a11onis) Program lntent1onal tor penalties Disqualification years. 5 to uo ior imprisonment or S to up fines Program, tne from io,ooo 
violation. third the for d1sQua!if1cation permanem and violation. second the for months 12 v10lat1on. !;rsl the for 

5 w1min Aid Cash my of amount the o; for eligibility my aftect may which changes unexpected any report to worker my contact must I that uncerstand l • 
i worker. my contact must changes, any repon to needing abou1 doubt any nave I If occurrence. the of Oays 

benefits. of dlscominuance or decrease ma result may information repo.,.ted that understand l • 

department weltare county the by actlon proposed any ori hearing state requesl to right the have ; that understanc: I • a 

and correct and true report the tha't of State the of the under perjury of penalty under decltm.1 l • is is this in contained informatior, California laws 
month, report the entire for complete 

INCOMPLETE. CONSIDERED ITWILLBE OR MONTH REPORT LASTDAVOFTHE THE AFTER REPORT THIS DATE AND SIGN MUST YOU 

form. the sign mus~ homo the in living chHdren) aided of parent other the (or spouse a;ded vour and YO\J programs. A1d Cas, For 
forrr. the stgn must represemauve authori;i:ed household's the or member household a householo, o• head tne Program, Stamo Fooc: the for 

Qi> STAM? fOOC ANO/OR A!'.Jo.T1V£ CARfiA;.fP. /'ARENT Ali) CASr< OF SIGNAT~E 
M£MBER .+OVSEHO~ 

SlGNEC OATE j YOJ CONlACI NEEDS WOMER V(h.JA CASE Ir. Ri:ACHEO 8!; MAY YOU WHEl'IE 1'<~M6ER PHONf ro 

lo•r 
SliJNED OAT! 




