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-----------------------------------------------------------------------FOOD STAMP HANDBOOK 

l Handbook FORMS AND INSTRUCTIONS 6~-1211 (Cont.J -----------------------------------------------------------------------
63-1210 FORM INDEX 63-1210 

63-1211 ACTIVE STATE FOOD STAMP FORMS 63-1211 

Form 
Form and Modification 

Current Form Instruction Policy 
Form No. Title Version Designation* Provided Provided 

CA-1 Application for Public Assistance 8-78 R-NS No No 

CA-6 Alien Status Verification 1-82 R-NS No No 

CA-7 Monthly Eligibility Report 2-84 R-NS Form Only Yes 

CA-8 Statement of Facts For 
Additional Persons 2-84 R-NS Yes Yes 

CA-331 /333 Notice of Actions 11-80 R-NS No No 

DE 8435 FS Food Stamp Work Registration 3-81 R-NS No No 

DFA 285-A1 Application for Food Stamps -
Part I 11-83 R-NS Yes Yes 

DFA 285-A2 Application for Food Stamps -
Part 2 12-83 R-NS Yes Yes 

DFA 285-8 Food Stamp Budget Worksheet 12-83 R-SP Yes Yes 

DFA 285-C Application for Food Stamps -
Special Medical Deductions 11-83 R-NS Yes Yes 

DFA 285-0 Food Stamp Budget Worksheet -
Special Medical/Shelter Deductions 12-83 R-SP Yes Yes 

DFA 285.1 Income From Farm Operations and 
Other Self-Employment Sheet 8-73 R-SP No No 

DFA 286 Household Issuance Record (HIR Card) 4-79 R-SP No No 

DFA 287 Food Stamp Program Identification Card 4-80 R-SP Yes Yes 

DFA 288 Notice of Change to Authorization 
to Participate Master File or 
Household Issuance Record 5-79 R-SP No No 

*Form Designation 

R-NS Required Form - No Substitutes 
R-SP Required Form - Substitutes Permitted 
Rec. Recommended Form 
+ Designation Pending 

CALIFORNIA-DSS-MANUAL-SS Rev. 1341 replaces Issue 2163 Effective 2/15/84 

(MANUAL LEITER NO. 84-13) 



63-1211 STATE STAMP FORMS 63-1211 

Form 
Form and Modification 

Current Form Instruction 
Form No. Title Version Provided 

DFA 289 Food Stamp Program Receptionist's 
Daily Tally Sheet 4-79 R-SP No No 

DFA 290 Food Coupon Book Issuance Register 10-79 Rec. No No 

DFA 291 Summary of Daily Issuance Office 
Transactions 5-74 + No No 

DFA 292 Coupon Book Inventory Record 8-79 R-SP No No 

DFA 293 Cashier's Daily Report 4-79 + No No 

DFA 293.1 Summary of Daily Reports 1-75 + No No 

DFA 299 Authorization to Participate Card 5-79 + No No 

DFA 300 Mail Issuance Log 1-80 ·+ No No 

DFA 301 Mail Issuance Request 3-80 + No No 

. *Form Designation 

R-NS Required Form - No Substitutes 
R-SP Required Form - Substitutes Permitted 
Rec. Recommended Form 
+ Designation Pending 

CALIFORNIA-DSS-MANUAL-SS Rev. 1342 replaces Issue 2164 Effective 2/15/84 
-----------------------------------------------------------------------

(MANUAL LETTER NO. 84-13) 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
Handbook FORMS AND INSTRUCTIONS 63-1211 ------------------------- --------------------~---~ 

63-1211 ACTIVE STATE FOOD STAMP FORMS (Continued) 

Current Form 
Form No. Title Version Designation* 

DFA 303 

DFA 332.1 

DFA 377.1 

DFA 377.2 

DFA 377.4 

DFA 377.5 

DFA 377.7A 

DFA 377.78 

DFA 377.7C 

DFA 377.9 

DFA 385 

DFA 440 

DFA 842 

NA 960X 

NA 960Y 

Replacement Affidavit/ Authorization 1 -83 

Verification of Food Stamp ATP Usage 8-79 

Food Stamp Notice of Action 12-83 

Food Stamp Notice of Expiration 
of Certification 12-83 

Food Stamp Notice of Change 12-83 

Food Stamp Household Change 
Report 12-83 

Food Stamp Notice of Administrative 
Disqualification 3-84 

Food Stamp Repayment Notice 3-84 

Food Stamp Repayment 
Agreement 3-84 

Notice of Restoration of Lost 
Food Stamp Benefits 3-81 

Application for Emergency Food Stamp 
Issuance 2-80 

Verification of Physical or 
Mental Incapacity 5-78 

Claim Determination Worksheet 6-81 

Notice of Action (CA 7 Not 
Received - Discontinuance) 1-84 

Notice of Action (CA 7 Incomplete -
Discontinuance/Reminder) 1-84 

*Form Designation 

R-NS Required Form - No Substitutes 
R-SP Required Form - Substitutes Permitted 
Rec. Recommended Form 
+ Designation Pending 

R-SP 

+ 

R-NS 

R-NS 

R-NS 

R-NS 

R-NS 

R-NS 

R-NS 

R-SP 

+ 

+ 

R-SP 

R-NS 

R-NS 

Form and 
Instruction 
Provided 

Yes 

No 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

Yes 

Yes 

Yes 

63-1211 

Form 
Modification 

Policy 
Provided 

Yes 

No 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

Yes 

Yes 

Yes 

-----------------------------------------------------------------------
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63-1212 FORMS AND INSTRUCTIONS Handbook -----------------------------------------------------------------------

63-1212 ACTIVE FEDERAL FOOD STAMP FORMS 63-1212 

Form 
Form and Modification 

Current Form Instruction Policy 
Form No. Title Version Designation* Provided Provided 

FNS-46 Food Stamp Program ATP 
Reconciliation Report 10-80 R-NS No No 

FNS-135 Affidavit of Return or Exchange 
of Food Coupons 10-78 R-NS No No 

FNS-250 Food Coupon Accountability Report 10-78 R-NS No No 

FNS-259 Food Stamp Mail Issuance Report 12-78 R-NS No No 

FNS-260 Requisition for Food Coupon Books 7-78 R-NS No No 

FNS-261 Advice of Shipment (Food Coupons) 11-78 R-NS No No 

FNS-287 Request for Reimbursement or 
Notification of Return of Un used 
Food Coupons for Refund 2-77 R-NS No No 

FNS-292 Report of Coupon Issuance for 
Disaster Relief 8-77 R-NS No No 

FNS-300 Advice of Transfer (Food Coupons) 6-78 R-NS No No 

FNS-471 Coupon Account and Destruction 
Record 9-81 R-NS No No 

*Form Designation 

R-NS Required Form - No Substitutes 
R-SP Required Form - Substitutes Permitted 
Rec. Recommended Form 
+ Designation Pending 

CALIFORNIA-DSS-MANUAL-SS Rev. 1344 replaces Issue 2166 Effective 2/15/84 
-----------------------------------------------------------------------

(MANUAL LEITER NO. 84-13) 
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FOOD STAMP HANDBOOK 
Handbook FORMS AND INSTRUCTIONS 63-1222
---------------------------------------------------------------------
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63-1220 FORMS PROCUREMENT

63-1221 STATE FORMS

63-1220

63-1221

All CA, DFA, and selected DE forms needed for the administration of the Food Stamp Program 
may be ordered from the Department of Social Services. The Department of Social Services 
has both forms which are free and forms which are sold to counties. Information concerning 
ordering procedures and form prices is available in the DSS County Forms Catalog. 

63-1222 FEDERAL FORMS 63-1222 

The following federal forms are ordered by counties (or their Issuance Agent, if applicable) 
directly from FNS, U.S. Department of Agriculture, Washington, D.C., 20250, or from FNS, 
USDA, Western Region, 550 Kearny Street, Room 400, San Francisco 94108 as indicated: 

FNS-46 
FNS-135 
FNS-250 
FNS-259 
FNS-260 
FNS-261 
FNS-287 
FNS-292 
FNS-300 

(number of sets) FNS, San Francisco 
(number of copies) FNS, San Francisco 
(number of sets) FNS, Washington, D.C. 
(number of copies) FNS, San Francisco 
(number of sets) FNS, San Francisco 
(number of sets) FNS, San Francisco 
(number of copies) FNS, San Francisco 
(number of copies) FNS, San Francisco 
(number of sets) FNS, San Francisco 

FNS-250 is to be reordered by checking the reorder notification box on the form. For emergency 
supplies of this form, counties should contact the Western Region FNS Office in San Francisco 
or the Food Stamp Program Management Branch. 

FNS-471 (number of sets) is to be reordered by submitting the Forms Order (GEN 727 B). Send 
your orders to Department of Social Services, P.O. Box 22429, Sacramento, CA 95822-3799. 

------------------------------------------------------
-----------------

CALIFORNIA-DSS-MANUAL-SS Rev. 1345 replaces Issue 2167 Effective 2/15/84 
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FOOD STAMP HANDBOOK 

STATE FORMS INSTRUCTIONS 63-1230 

CA 7 (2/84) 

MONTHLY EUGIBIUTY REPORT 
for Cash Aid and food Stamps 

'THIS REPORT IS FOR THE MONTH OF: 

1111 You must complete this repon and return ,t hv 1h~ of the month. If this repon 
Medi-Cal and/or Food Stamps may be delayetJ. decreased or d1sconunued. 

4111 If you do not ATTACH proof of reported ,ncome your benefits may be discontinued. If you do not ATTACH proof ol expenses. your benefits may be decreased 
llt discontinued. 

tD Call your worker if you neod help cornpletinu the form. Attach a separate sheet of pape~ if needed. 

Worker: Phone: 

NOTE: If you or your family no longer want Cash Aid. Medi-Cal or Food Stamps check this box O . state the reason and type(sl of assistance no longer wanted, 
complete the signature block and return the form by the due date. 

Reuon ind Type(sl of assistance: 

It you receive cash aid or food stamps. answer@through@). Answer for everyone in your household 1f you receive food stamps. If you do not 
receive food stamps. answer for everyone receiving_ cash aid. the aided children's parents. stepparents. and your spouse 1f t~_JO~~o_ri:i!:__ 

G) Did BffYGIII receiw1 incOIIII, IIKffley, or b111efi11 ill the l'!lftth, such 11: earnings. training payments. earned income tax credit. strike benefits. social 11curity, railroad 
retirement. unemployment/disability insurance. interest. worker's compensation, SSI/SSP (gold checksl, child/spousal support. loans. D YES D NO 
grants. lax refund, cash. gifts, free housing/ utilities. etc.? 

If YES. complete section below. ATTACH PAYSTUBS 0( other proof of earnings uch month. ATTACH PROOF for any other income only when ii starts and when 
it changes. II anyone is self-employed, list business expenses on a separate sheet of pepar and ATTACH PROOF of income and expenses each month. (If JOt1 recffl'I 
cull lid 11nd you fail to report or ATTACH PROOF of llllfl'led i11eome by the t 1tll of the 1118fflh. die mnd11d worft lll!M'IIM, d11191'1111m Clfl, 111111 wllN ~ for 
it. die 930 and t I 3 diar111erd will not be allowed.) 

Who Received Income. Source (If Earnings. Enter below dollar amounts and actual dates received. 
Money or Benefits? Lisi Name of Employerl 

If earnings. enter gross amount before deductions. 
Name Amount Amount Amount Amount Amount 

$ s s s $ 

Date 0111 Datt 0111 01tt 

Nam, Amount Amount Amount Amount Amount 

• s s $ $ 

Date 011, 0111 0111 0111 

N1m1 Amount Amount Amount Amount Amount 
$ s $ s s 
0111 Datt Dltt Datt Oat, 

Dill 111\'0N pay for die c111 of • child or disabled ICluft BO dtat amen, ill die home couW 111 II work. trailline • loa4l for • joll? 

If YES. complete below and ATTACH a r1ceipt for each person receiving cart. 

Who Received Care? I Cost of Care II Who Received Care? I 
Is II I s 
Is II I s 

If Eaminas: 
Number of Number of 

i~d Hours 
wo,tted 

in Mondi in Momh 

O YES ONO 
Cost of Care 

Did 111y011e move into your llorne (i11clucli111 a now bornl. mav, 
ovt. 111 married. or die 7 

YES NO 
D D 

If YES. to any of the changes. give name of person. date of change and explain 
the change. If property change. give value of item. 

( 4) Dill tnY111e become disabled or r1cowtr from • disabilifY? 
a-.5 Did al'lyone 1t1rt. rtfusa, 1011. quit or change a joo/tr1inifll, 
~ or ao Oft 1trik1? 
( 8) Dill anwene start. stoa or chll'IDI school ot colleae? 

COUNTY USE ONLY 

CA 7 121841 AfOC/FOOO STAMPS Rwqu1r,d form ,';o fobsr,ruras f'artr11tfld 

D D 
0 0 
u u 
0 0 

E.W. INITIALS DATE: 

CALIFORNIA-DSS-MANUAL-SS Issue 625 Issued 2/15/84 
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-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

O Credit Union 
O Checking 
O Savings 

Balance On Last Day 
of Report Month 

63-1230 

CA 7 (2/84) 

O YESD NO 
Whose Account? 

@ Did you move. or do you hn1 1 new·;,:-,;g address or phone number? D YES O NO 
II YES. complete below. . 

llorn1 Address (Number. Street Name. Avenue Bl'-vd::-_,.ft:"."c-:-, ------,'7Ap-:-:t:-. N:-:'.o:-.--r.C'"ity:-----------,."::'.St:-1t:-,---,.,Zi~-p-Co::-:-da----r.:P""hont ....... .,,No_ . .;.;;;;;;;;;_,;;...;...;;. 

MailinQ Address (If Different Than Home Addressl City State Zip Code 

Rent or Mortgage Property Taxes or Insurance (if not in nlOrtQIQII 

ATTACH bills onl if ou moved or the cost chan ed 

@ Did die household have utilitf costs? 
If YES. and ou moved or claim actual utilil costs. com lete below and ATTACH BILLS. D YESD NO 

11/ ue( Electricity Telephone Utility Installation 61111191/Tresh Water Sewage Other (Spteifyl 

@ Diel the hOtlllholcl shire housing or utilities or did anyont help p1y these costs? 
If YES. list each item. amount paid. who paid and ATTACH PROOF. DYES ONO 

@ Did 111yont who is di11bl1d or 1g1 60 or older have eny m1dit1I 1111111111 in die month? 
If YES. com lele below and ATTACH BILLS for each ex ense. D YESO NO 

o Had the Expense? Type of E1pense Amount Who Hiii the Expense? Typ1 of U!JIIIII Amount 

If you receive cash aid, answer ~ tlirougtJ <fl) for eve,:vone receiving casli aid, the aided children's parents. stepparents, and your spouse 
1f in the home. If you do not receive cash aid go to (i.v . ' - ' 

4 Did fN or 1nyon1 in your l1mily who received income p1y 1ny court ordered support itl the IIIOllth? 
If YES, enter the amount paid and ATTACH RECEIPTS: s D YESO NO 

(ij) Oid enyou start. stop or change h11lth or hospit1lization insurance cower1g1 such II Prudtntitl, Blue Crosa. Ch1mpus, etc.? 
If YES, give name of person. date and explain change. DYES ONO 

@ Did anyone become pr1gn1nt h1Y1 • b1by ar terminate a pregntncy7 
· erson. date and ex lain chan e. D YESD NO 

If you receive casli aid or fo9d stamps. answer@ • Answer. for eve,:vone in the household if you receive food stamps. If you do not receive 
food stamps. answer for eve,:vone receiving cash aid. Jhe aided children's parents. stepparents. and your spouse ,f in the home. _ _ _ 

(ii) Dea 1ny111e in the home h1wt other information to report for this month or ult month, such as: recent or a.petted ch1nges in income. 
place of employment. number of working hours or days per week. place of residence. property. persons in the household. etc? O YESO NO 
If YES. explain the change. if it is expected to be temporary or permanent and indicate the date of the change. 

CERTIFICATION 
• I 1111tl1rst11w t/111 f1ilin9 to r,port inlorm11tion or misr1pr,1111t1tiolt of facts for C11# Aid pro,r,m1. Ft1H Stamps 11r C11sll·/J11s1tl M1tli-C11/ c,11 r,slllt i11 lap/ 

lffSlt:lltNHI with p1nlllt1111 of , fin,, i111prisonm1nt or /Jodi. In th, Ft10d SllllfP Prot""' tit, 111n1/ti11 t:1111 ffl#lt ill ,,.,,,,.,,.,,, disq1111Hfit:1tion fr,111 tlt1 Prflfltllll. fiit11 
"'t, lffJ.OOfJ or im11ri1onm1nt for up to 5 y111rs. 

• I und,rstand that I must cont11cr my worAer to report any unexpectld ch11ng1s which 1H1et my 1/ig1bllity for or th, ,mount of my Cash Aid within 5 days of thl accu"'nc, 
or if I h,,,, any doubt about n111dmg to reporr any changes. 

• I undtrstllnd that r,parr,d ,n/01m11hon may result ,n a d1cr,as1 or discontinu11nc, of b1n1fits. 
• I und1rst11nd I h1v1 tht right ta request a srate he,r1ng on any praposHI action by the county we/far, d1p11rtm1nt. 
• I di I. fl th . fl . . d . 11· d ml· I, "'" l ,, • 111 wm1t1on cont11n, ,,, I II flDOrt /$ tru, Ill COfflCt II II c1mt1, ti llr th, ,ntir, r,oort mOtJth. 

YOU MUST SIGN AND DATE THIS REPORT AFTER THE LAST DAY OF THE REPORT MONTH OR IT Will BE CONSIDERED INCOMPLETE 
For Cash Aid programs, you and your aided spouse I or the uther parent of aided children) living in the home must sign the form. For the Food Stamp Program. the head of 
household. a household member or the household's aurhonled reoresentative must s,an the form. 
Sign11ure of (;,sh Aid Parent or Caretaker Relar1•ie and. or food Stamp Household Member Date Signed 

~ 
Slgn11ure of Cash Aided Spoust or Other Paren,-n1Casn A,oed Ch,ld,en Date Signed 

~ 
Stqnature of Witness 10 Mark 1111ero1ete1 11 {}!her Perrnn C'JmnletltHJ Form Date S,gnro 

~ 

CALIFORNIA-DSS-MANUAL-SS Issue 626 Issued 2/ 15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

CA 8 (2/84) 

State of California Department of Social Services 
Health and Welfare Agency 

STATEMENT OF FACTS FOR ADDITIONAL PERSONS 
(Supplemental Application for Food Stamps and Request for Cash Aid) COUNTY USE ONL V 

INSTRUCTIONS: Use this form to tell us about a new person in the home If you need more space to CASE NUMBER 

answer the questions, attach another sheet of paper o•re RECEIVED 

H you receive Cash Aid, and you want aid for the new person. this form must be completed by the 
adult caretaker relative who is now receiving aid. The new person may complete the form unless it is a child. Food Stamp, Food Stamps and CaSh Aid Cash Aid 

For Food Stamp households. which do not receive Cash Aid or do not want Cash Aid for the new person 111- c this form may be completed by a household member, an authorized representative or the new person. ... i 2 Specify type of '2' 
If you receive Food Stamps, answer questions Q) through @. IO - f !l verification and ~ 

t- date viewed _: t 
you recei~ Cash A~ and you ~t Cash Aid for the new person. answer questions :!L 

1 through 14 and 19 through 8 . f o. a:. n 
If you receive Food Stamps and Cash Aid, and you want Cash Aid for the new person. answer all the !i !8 ... c . ;j .. : 
questions. ~ 171'! ~~ !an ,, ,A .. 111c w. 

PLEASE PRINT IN INK }- ~o "'e ... !!! ,. -;~ 
Jj 

~ .. !.§ f! G) Name of Person Completing Form (First. Middle. Laso !: ~ ,...:.S =-3 

n N,l; ~, .~ ill) £~ ! .. a c c! I! z ?!:! i 41 a. c 
oc j (/) a~ °' ... 0 

( 2') List all new persons in the home, including a newborn. Z!!! c, .!!. (/) "' ... z 

Person t First Name Middle Last 

Social Security Number• IBirthdate I Se11 (Circle) 

M F 
Person 2 First Name Middle Last 

Social Security Number• IBirthdate I Sex (Circle) 

M F 

Answer tha following questions for each new person. O DFA 285-C 
(!.) Has he/she applied for or received benefits in the past, such as: AFDC. Food Stamps. 

Medi-Cal, Refugee/Entrant Assistance, Emergency Assistance, etc. 7 O Yes 0 No 

If YES. complete section below: 

Date Applied Date Last R-ived Where (County and State) Type of Benefits 

P&rson 1 

Person 2 

© Is P&rson 1 a U.S. citizen? O Yes O No 
Is P&rson 2 a U.S. citizen? O Yes O No 
If NO. complete section below and attach Droof of alien status. 

Date Person Poes Person Have an If YES. Name of Sponsor Entered U.S. Individual Sp0nsor? 

Person 1 O Yes 0 No ill Other l?!:OOI !!f:?!CilX) 2.ll 
P&rson 2 O Yes 0 No 1. 0 n 0 

@ ts he/she related to anyone in the home? 2. 0 n 0 
Person 1: 0 Yes O No If YES, explain relationship(s): 

1. 0 Stepparent O CA 71 (UAM) 
De, ..... 2· 0 v.... 0 No If YES .. vnlsain · 

@ Is he/she a veteran, the child of a veteran or the surviving spouse or surviving child 2 0 Stepparent O CA 7l (UAMJ 

of a veteran? O Yes O No 
If YES, check ALL the boxes which apply: 

~ Date ln,1,ated 
Person 1: O Veteran O Child of a Veteran 0 Surviving Spouse 0 Surviving Child 0 Disabled 1. 0 Yes 0 No 
Person 2: O Veteran O Child of a Veteran 0 Surviving Spouse 0 Surviving Child O Disabled 2 O Yes O No 
(j) Is he/she attending school or a training program? O Yes O No 

If YES. complete section below: 

Name of School or Training Program ~:~91~~ Ex~ted Dete of 
Graduation School Attendance 

Elillible Student: Verified: 
P&rson 1 O Yes O No 1 O FS D Cash Aid O Yes 0 No 

Person 2 O Yes O No 2 O FS.'if+O Cash Aid O Yes 0 No 

(!) ts he/she participating in a labor strike? D Yes O No 
If YES. comolete section below: 

Date Person Went on Strike Gross Monthlv Income Earned From This Job Before the Strike 

Person 1 $ 

Person 2 $ 

•A loci.I Security Number (SSNI is required by Section 4021•112&1 of the Social Securi1y Act for CNh Aid recipient, end by the Food Stamp Act of 1977. H emended by 
Public Law 97·98. for eech food ,temp houl8hold member. Thttl8 SSNa ere requiNlcl to ensure the eccurete iuuence of Cash Aid end Food Stemp ben.tiU to 
lligible iftdlviduel1. SSNI ere ul8d in computer metching to prevent duplicate penicipetion. to check the identity of individulll1, 10 make change• end for JlfCl9faffl 
reviewe end eudill. Aefuul to provide an SSN will l'MUlt in P!oW•m ineligibility for the individual for whom the SSN is not provided. 

CA 8 (2/84) AFDC 'RCA /ECA Food Stamps Required Form . No S11bstitutes Permitted Page 1 of 3 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

CA 8 (2/84) 

(o\ uoes he.1 she own Of,JJ.o.e.1 sne ouymg any real property, such as a house. land, buildings, etc.? 
\::;) If YES. comolete ,::<>.ctior below 

O Yes O No 
COUNTY USE ONLY 

Type of Property Address 'Location 
u,.,.p ,nee 

!Hoo;'.;; ~em Owed Value 

Person 1 $ 
----

Person 2 

(io) Does he 1 she have anv of the followina resources? Check each item If YES, explain below 
Resource 

Checks or Money 
(at home or elsewhere) 
Checking/Savings/Credit Union 
Account 

Person 1 Person 2 Resource 

Oves O No Ove,O No Trust Funds 

Ov ... 0 No OvesO No Stocks, Bonds, Certificates 

Narne Mortgage Company 

Person 1 Person 2 

Oves 0No Dves DNo 

Oves DNo Dves DNo 

~~:::·c~~;:~~:;es, Trust Deeds, Oves O No DvesO No Other (specify below) Oves DNo Oves 0No Check ~--~-~---..-~----~...-~-~~-.-~~-----~~~---~-~-.-~~~---~ ,, 
Type of Resource Owner Current Value Location (Home, Bank Address, Etc.) 

111\ Does he/she own or use or is he/she buying any motor vehicles, such as: a car, truck, boat, 
'-:..:,/ trailer, van, camper, motorcycle, etc.? 

If YES, comolete section below· 

Owner Year. Make, Model 
License Number and 
State of Registration 

Account Number Exemp 

O Yes O No 

Date Registration 
and 

Records Viewed ,. ______ _ 
Vehicle Valuation 

_Pe_r_s_o_n_l-1-~-~-------1-~~------+------------~$-~----1-$~~---s---1 1_ $--~---

Name of Employer 
Gross Pay How Often Paid ~'!.'.'!two~t,o ~~:~wtke< c~r enter uat• v"'w"" 

(before deductions) !Weekly, Monthly, Etc.) ;;,·Month m Month Exemot Pay Stubs Other 

Person 1 

Person 2 
@ Does he/she receive or expect to receive any other _income. such as: Social Security, Unemployment/Disability 

lf~fg,niim~~~!~/s~fi~~ab!i~~~~d ~~:=~~nir:iri:•:~e~~~~~~using, Free Utilities, Etc.? 0 Yes O No 

Type of Income Amount 
How Often Received Date Last Date Expected Ch,f"k 
!Weeklv. Monthlv. Etc.) Received to Begin Exempt 

Specify Verification 
and Date Viewed· 

Person 1 

Person 2 

(,-;;"\ Does he/she pay someone to care for a child or disabled adult so he/she can go to work 
'-:.Y or training or look for work? 0 Yes O No _ 
~-lf_Y_E~S~,_c_o_m~1p_,le_t_e_s_ec_t_io_n_b_e_l_ow_a_n_d_a_t_ta_c_h~r_e_c_e~io_1ts_. __________ _,. ______ --.--

1

w~eH~e
0
-kwl .. ~ •• ~ ... l~

0

en"~tph~.,y~,d.~Et-c-&..I Rv~.~e~;ds 
Who Received Care? Who Provided Care? Amount ... -~ = 

Person 1 

Person 2 

Answer questions ~ 5 through Cl 8 only if you receive food stamps. 
<!.§) Does he/she receive food from a Food Distribution. Program operated by an Indian Reservation? 

Person 1 0 Yes O No If YES. which reservation? 
Person 2 0 Yes O No If YES. which reservation? 

Ct§) Does he 1 she purchase or prepare meals separately from others in the home? 
Person 1 0 Yes O No 
Person 2 0 Yes O No 

@ Is he 1she age 60 or older and unable to purchase and prepare meals separately because of a disability? 

Person 1 0 Yes O No If YES. does helshe want to be a separate food stamp household? 0 Yes 

Person 2 0 Yes O No If YES, does he.lshe want to be a separate food stamp household? 0 Yes 

O No 

O No 

O Yes O No 
nouse ,o,a r: ects 

I How Much? How Often? No. of Meals Per Day Boarder HH Mer··,t,er Roomer 

Person 1 0 Meals O Room O Both I S 

Person 2 0 Meals O Room O Both I S 
Answer question Q]i if you receive Cash Aid. If you do not receive Cash Aid, skip questions 

~ and complete the certification section. 

@ through 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Does helshe presently live in California and intend to continue living hereJ 
Person 1 0 Yes O No 
Person 2 0 Yes O No 

Father's Name 

quit or refused a job or training in the last 30 days? 
com lete section below: 
Amount of last Last Day of 

Pa Check Job/Trainin 

Date 

63-1230 

CA 8 (2/84) 

COUNTY USE ONLY 

Depr1vat1on Venficat1on 

O Yes O No 

which apply) Pregnancy Verification: 

O Yes O No 

O Yes D 

6 Does he/she have any of the following insurance coverages: life, burial, disability or mortgage? O Yes O No ~ 
If complete section below: 

Policy Number Persons Covered (Names) 

Does helshe want information about the Child Health Disability Prevention Prngram (CHDP), Family 
Planning, Alcohol or Drug Abuse Counseling, past medical expenses and other special needs? 

B Does he.ishe want CHDP Medical or Dental Services? 
C Does he/she want Family Planning Services? 

CERTIFICATION 

O Yes O No 
O Yes O No 
O Yes O No 

• I 1111Ni11rst1111d tll11t failing to r,port infllrmati1111 11, llliu.pr,untatkl11 of facts for C11sll Aid programs or Food Stllmps c1111 nsult in t.,11/ pn;aclltioo 1111;,/, fl#llll/ws 
,f II R,,11, imprilllltfm,ot or llotll. lo tl,11 Food Stlltn(II Pro1r11m tho p11011lti111 c:11n rulllt ill p11rma11ent disqimlific11tian from tllo l'rogr11m. fio,s llfl to $10,0{J(J or ..,~"',.,.,(fl 5 fll/111 

e I understand that the information I have provided will be verified by local, stale and federal personnel. 
e I understand that my case may be selected for an additional review to ensure that mv eligibi/icv was determined correctly 
• I declare under penalty of perjury that the above statements are true and correct 

For Cash Aid programs, you and your aided spouse or the other parent of aided child(renl living in the home must sign the form. For the Food 
Stamp Program. the head of household, a household member or the household's authorized representative must sign the form. 

Signature of Cash Spouse or Other Parent of Chtldren County Where 

..... 
Signature of Witness lo Mark. Interpreter County Where 

..... 
Page of 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Form Instructions 
(For the Eligibility Worker) 

STATEMENT OF FACTS FOR ADDITIONAL PERSONS 
(Supplemental Application for Food Stamps and Request for Cash Aid) 

Purpose: 

63-1230 

CA 8 (2/84) 

The CA 8 is one of several methods of collecting information needed to add a new person(s) to 
the food stamp household and/or the cash assistance unit. 

When there is a new person in a food stamp home, the worker may provide the household with a 
CA 8 or update the most recent DFA 285-A2. Regardless of the method used to collect the infor
mation, the household is required to provide information on any new person in the home so it can 
be determined if the person should be added to the household, or if the person's resources and 
income should be considered in the computation of the household's benefits. 

The county has 30 days from the date the arrival of the new person is reported on the CA 7 or 
otherwise, to determine the effect of this new person on the food stamp household. 

When there is a request to add a new person to the cash assistance unit the worker may provide 
the recipient with a CA 8 or a new CA 2. The CA 8 has not been designed to collect unemployed 
parent work history. Therefore, the CA 2 must be used where deprivation is based on the unem
ployment of a parent. 

The county should act on any request to add a new person by determining promptly their eligibility 
for cash a id. 

CALIFORNIA-DSS-MANUAL-SS Issue 630 Issued 2/15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

Preparation: 

Ques
tion 

County 
Use 
Only 

1. 

2. 

Information 
Requested 

NIA 

Person 
Completing 
Form 

New 
Person(s) 

Food 
Stamp 
Manual 
Section 

63-300.5 
63-402.1 
63-402.2 
63-407 

63-300.3 

63-402.2 
63-402.7 
63-404 
63-503.442 

CALIFORNIA-DSS-MANUAL-SS 

EAS 
Manual 
Section 

NIA 

40-117 
40-121 
40-128 

40-105.2 

Food Stamp Action 

Complete requested infor
mation. The county-use 
section of Item 2 is to be 
used as a summary of food 
stamp household compo
sition and other food stamp 
eligibility factors. 

In the space provided, 
enter the appropriate code, 
date, or other information 
for all persons listed in 2. 
If the new person is not 
exempt from work regis
tration, note the appro
priate work registration 
form and the date com
pleted. If the new person 
is exempt from work regis
tration, enter the work 
exemption code. For per
sons excluded from the 
household, enter the non
h ousehold member code 
(see the DFA 285-A2 for 
reasons for exclusions). 

CA 8 (2/84) 

Cash Aid Action 

The CWD is encouraged to 
use the county-use section 
to summarize and to docu
ment the verification of 
eligibility factors. 

Check that the form was completed by an appropriate 
person. 

SSN - Do not add to the 
household any person re
fusing to comply with the 
Social Security Number re
quirements. Count as a
vailable to the household 
the resources and a pro 
rata share of of the income 
of any person who ref uses. 

SSN - Each AFDC-FG and 
U applicant or recipient 
member of the assistance 
unit must as a condition of 
eligibility furnish his/her 
SSN or if he/she cannot 
furnish one, cooperate in 
securing an SSN. 

Issue 631 Issued 2/15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

Ques-
tion 

2. 

3. 

4. 

Information 
Requested 

New 
Person(s) 
(Continved) 

Previous 
Participation 

Food 
Stamp 
Manual 
Section 

63-102(i) 
63-409.112 
63-502.3 
63-503.3 

63-1 02(jjj)(3) 
63-503.3 

Citizenship/ 63-300.512 
Alien Status 63-300.532 

63-403 
63-503.442 

CALIFORNIA-DSS-MANUAL-SS 

EAS 
Manual 

Section 

N/A 

40-131 
40-157 
40-159 

40-181.25 
42-205 
42-433.22 
43-119 
44-133 
44-353 

CA 8 (2/84) 

Food Stamp Action Cash Aid Action 

Elderly/Disabled - Note if N/A 
any household member is 
age 60 or older, or will be-
come age 60 in the month 
of application, or is receiving 
disability or blindness pay
ments under Title II of the 
Social Security Act, and doc
ument that a DFA 285-C 
was given to the household. 

Allow excess shelter costs 
and medical deductions, and 
use the net income eligibility 
test for any household with 
such a member. 

Determine if any person is 
participating in an existing 
certified household. 

Determine if and when the 
new person was previously 
aided in the same assistance 
unit. 

Note if the person is an alien and document the type of 
verification provided to determine the alien's eligible status. 
Do not add to the household/assistance unit any person 
who is unable to provide acceptable documentation of 
alien status. Note if a CA 6 was completed by the alien and 
sent to INS. 

If the person being added is an alien, determine if he/she 
has an individual sponsor. If there is an individual sponsor, 
the applicant/recipient must provide additional informa
tion. Note if a CA 22 was provided to the alien. 

Do not add to the household 
any person whose U.S. citi
zenship is questionable and 
verification is not provided. 

All citizens are eligible with
out documentation for a 
limited period. 

Issue 632 Issued 2/15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Ques
tion 

4. 

5. 

6. 

7. 

Information 
Requested 

Citizenship/ 
Alien Status 
(Continued) 

Relationship 

Veterans/ 
Spouses/ 
Children 

Students 

Food 
Stamp 
Manual 
Section 

63-402.1 

63-102(i) 
63-409.112 
63-502.3 
63-503.3 

63-406 

EAS 
Manual 
Section 

40-117 

40-131(n) 

42-101.1 
42-101.2 
42-630 

Food Stamp Action 

Count as available to the 
household the resources and 
a pro rata share of the in
come of an ineligible alien or 
questionable citizen. 

Determine if the relationship 
of the new person to others 
in the home affects house
hold composition. 

If checked yes, determine if 
the person meets definition 
of "disabled" person and 
document that a DFA 285-C 
was given to the household. 
Allow excess shelter costs 
and medical expenses and 
use the net income eligibility 
test for any household with 
such a member. 

If checked yes, apply student 
eligibility criteria to deter
mine eligibility as a house
hold member. Check appli
cable box in county-use sec
tion. 

63-1230 

CA 8 (2/84) 

Cash Aid Action 

An illegal or undocumented 
alien parent is treated as an 
excluded parent when con
sidering property or income. 

Self-explanatory. 

An applicant/recipient must 
apply for and take all appro
priate steps to obtain specific 
benefits for which he/she 
appears to be potentially 
eligible. Note if a CA 5 was 
initiated and the date. 

A child meets the age re
quirement for AFDC eligi
bility under his/her 18th 
birthday. 

A child 18 years of age may 
be eligible if the require
ments in 42-101.2 are met. 
For children 16 and 17 years 
of age, see Section 42-630 
for WIN requirements. 

-----------------------------------------------------------------------
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Ques
tion 

8. 

9. 

10. 

11. 

Information 
Requested 

Strikers 

Real 
Property 

Liquid 
Resources 

Motor 
Vehicles 

Food 
Stamp 
Manual 
Section 

63-402.9 

63-501.1 
63-501.2 
63-501.3 
63-501.4 
63-501.7 
63-503.44 

63-501.1 
63-501.2 
63-501.3 
63-501.4 
63-501.7 
63-503.44 

63-501.51 

CALIFORNIA-DSS-MANUAL-SS 

EAS 
Manual 
Section 

41-440 
44-206.1 

42-200 
44-113.1 

42-200 

42-211.22 
44-213.22 

Food Stamp Action 

If the person meets the def
inition of a striker, the great
er of either the income that 
the striker earned before the 
strike or the strike benefits 
now being received is count
ed. 

For nonassistance house
holds, document resources, 
making appropriate exclu
sions. Check if exempt, in 
the box provided. For PAFS 
households, see Cash Aid 
Action. 

For nonassistance house
holds, document resources, 
making appropriate exclu
sions. Check, if exempt, in 
the box provided. For PAFS 
households, see Cash Aid 
Action. 

For nonassistance house
holds, evaluate vehicles for 
resource exclusions. On the 
budget worksheet compute 
any countable resource val
ue. For PAFS households, 
see Cash Aid Action. 

Issue 634 

(MANUAL LETIER NO. 84-13) 

63-1230 

CA 8 (2/84) 

Cash Aid Action 

A new person who is on 
strike is treated the same as 
other strikers. 

Determine if the individual 
has pr_operty, the type, as
sessed value, and if not liv
ing in it, determine utiliza
tion. The home or other 
dwelling owned and used as 
a home is exempt. 

Determine value of all prop
erty. The combined net 
market value of real and per
sonal property may not ex
ceed $1,000. 

Count the net market value 
of all motor vehicles not 
exempt from evaluation as 
personal property. 

2/15/84 



63-1 STATE FORMS & INSTRUCTIONS 

12. 

13. 

14. 

15. 

16. 

Wages/ 
Self-Em
ployment 

Other 
Income 

Dependent 
Care 

Food 
Distribution 
Program 

Purchase or 
Prepare 
Separately 

Food 

63-300.511 
63-402.92 
63-502.1 
63-502.2 
63-503.212 
63-503.22 
63-503.23 
63-503.24 
63-503.4 
63-503.41 

63-300.511 
63-502.1 
63-502.2 
63-503.212 
63-503.22 
63-503.23 
63-503.24 
63-503.4 

63-300.52 
63-502.34 
63-403.25 

63-402.8 

63-300.531 
63-402.27 

44-101 
44-113 

44-113 

44-113.215 

NIA 

N/A 

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 or other documentation viewed. Docu
ment in the county-use section whether or not income is 
considered anticipated or from a terminated source, or for 
Cash Aid only, income of a non-continuous nature for 
purposes of the budget calculation. 

For all yes answers, check that all other information is pro
vided. In the space provided, check any income amount 
which is exempt. Document verification of gross non
exempt income. Document whether or not income is con
sidered anticipated or from a terminated source, or for Cash 
Aid only, income of a non-continuous nature for purposes 
of the budget calculation. 

Compute earned income from self-employment using cost 
and income information provided by the new person(s). 

If checked yes, consider for a dependent care income de
duction. 

If checked yes, verify that 
participation in the Food 
Distribution Program has 
been terminated. 

If checked yes, determine if 
the person should be added 
to the household. Document 
accordingly in the county
use section. 

N/A 

NIA 

-----------------------------------------------------------------------
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

Ques
tion 

17. 

18. 

19. 

20. 

Information 
Requested 

Separate 
Household 
Status 

Roomers 
and 
Boarders 

Request for 
Public 
Assistance 

Child Under 
Age 19 

Food 
Stamp 
Manual 
Section 

63-102(i) 
63-300.531 
64-402.15 

63-402.1 
63-402.2 
63-402.3 

N/A 

N/A 

EAS 
Manual 
Section 

N/A 

N/A 

40-117.2 

41-400 
42-101 

CA 8 (2/84) 

Food Stamp Action Cash Aid Action 

If separate household status N/ A 
is requested by an elderly 
and disabled person and his/ 
her spouse because of the 
person's inability to purchase 
and prepare separately, de
termine if it should be grant-
ed. 

If checked yes, determine if N/ A 
any person meets the def-
inition of a roomer, boarder, 
or household member. 
Boarders are ineligible to 
participate as separate 
households and may par
ticipate as a household 
member only if requested by 
the household. Roomers 
must be separate house-
holds. Document status in 
the county-use section. 

N/ A The request for public assis
tance should be recorded by 
the CWD and appropriate 
action taken as soon as pos
sible. 

NIA The CWD must establish the 
basis for deprivation for the 
child for whom aid is re
quested. 

CALIFORNIA-DSS-MANUAL-SS Issue 636 Issued 2/15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

CA 8 (2/84) 

Food 
Stamp EAS 

Ques- Information Manual Manual 
tion Requested Section Section Food Stamp Action Cash Aid Action 

21. Residence NIA 42-400 NIA There are no county resi-
Declaration 42-403 dence requirements. A per-

son, must however, reside 
in California and intend to 
continue residing in Cali-
fornia. 

22. Pregnancy NIA 44-203 NIA Self-explanatory. 
44-205 

23. Voluntary NIA 41-400 NIA Self-explanatory. 
Quit 

24. Personal NIA 42-200 NIA Self-explanatory. 
Property 

25. Transfer of NIA 42-221 NIA Self-explanatory. 
Resources 

26. Insurance NIA 42-200 NIA Self-explanatory. 
(Resources) 

27. Health NIA NIA Self-explanatory. 
Insurance 

28. Social NIA 40-131 NIA Self-explanatory. 
Services 

Certification 63-300.3 20-006 Check that the form contains all required signatures and 
dates. 
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State of California 
Health and Welfare Agency 

APPLICATION FOR FOOD STAMPS 
PART 1 

Please complete all questions in ink. 

Step 1 . Complete Part 1. 

To begin to apply for food stamps, complete this page and give it to 
us. If you are not receiving food stamps or if you did not reapply on 
time, we are required to take action on your application within 
30 days from the date you give us this page. The sooner you give 
us this page, the sooner you will know if you will receive food 
stamps. Now go to Step 2. 
NAME: LAST FIRST 

ADDRESS: NUMBER. STREET. ROUTE NUMBER CITY 

MAIUNG ADORES$ (IF DIFFERENT FROM ABOVEt 

s • HOUSEHOLD MEMBER OR AUTHORIZED REPRESE A !VE) 

.... 

DFA 285-A 1 (11 /83) 

Department of Social Services 

COUNTY USE ONLY 
CASE NUMBER 

DATE RECEIVED 

Step 2. Complete Part 2. 

Part 2 must be completed before we can see if you are eligible for 
food stamps. You can return Part 2 to us along with this page or ai 
the time of your interview. Try to fill out as much as possible before 
you give it to us. Your worker will help you with the rest during your 
interview. 

MIOOLE INITIAL TELEPHONE NUMBER 

STATE ZIP CODE 

DATE 

ANSWER THE FOLLOWING QUESTIONS IF YOUR HOUSEHOLD HAS LITTLE OR NO INCOME AND NEEDS 
FOOD STAMPS IMMEDIATELY. 

If your household (you and the people who live and eat with you) has little or no money right now, you may be able to receive food stamps 
within five calendar days. 

1 . How much do you and the members of your household have in liquid resources, such as: cash, money in checking accounts, savings accounts, 
or savings certificates; trust d4!eds, notes receivable, stocks or bonds? (Give your best estimate of the total) 

$ 

2. How many people living in your home eat with you? (Including yourself} 

3. Has anyone in your household received any income so far this month? 

D Yes D No If YES, how much? 
4. Does anyone in your household expect to receive income later this month? 

D Yes O No D Don't Know If YES, how much? When? 
5. Is anyone in your household a migrant or seasonal farmworker? 

l O Yes O No If YES, who? 
6. Has your household's only income stopped? 

D Yes D No 
COUNTY USE ONLY 

DFA 285-A1 (11183) Required Form · No Substitutes Permitted 

----------------------------------------------------------- ---
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INSTRUCTIONS 

( 11 

APPLICATION FOR FOOD STAMPS Part 1 

Purpose: 

The DFA 285-A 1 is Part 1 of the food stamp application form completed by all households when 
first applying for food stamps. The DFA 285-A 1 is also completed by nonmonthly reporting 
households at recertification. Part 1 is used to initiate the application process and to identify 
households requiring expedited service. To complete the application process, the household must also 
complete a DFA 285-A2. 

Preparation: 

1st Section (Applicant Identification) 

Manual Sections: 63-300.3, 63-301 .1 

An application is considered to be filed when it is received with the following information by 
the appropriate CWD office: 

1. Applicant's name. 
2. Applicant's address. 
3. Household member or authorized representative signature. 

When an with the above information is enter the date of in the space 
provided. the 30-ca period during which an household must 
be given the opportunity to participate, unless a CA-1 was completed before this date. In this 
case the date of the CA-1 the 30-ca lendar-day period. 

Manual Sections: 63-301 63-503.4 

If the applicant completes this section, review the responses in accordance with the following 
Expedited Service Eligibility Review table to determine whether the applicant should be referred 
for expedited service. The questions must be reviewed in the order prescribed by the table or an 
inaccurate determination may be made. 

CALIFORNIA-DSS-MANUAL-SS Issue 638 Issued 2/15/84 
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Expedited Service Eligibility Review 

Review 
Step 

2 

3 

Question 

2 and 3 

2 and 3 

3 

Applicant's 
Answer 

More than $100 

$100 or less 

Income exceeds income 
standard for household size 

Income does not exceed 
income standard for household 
size 

No 
and and 
4 No or Don't Know 

63-1230 

DFA 285-A 1 (11 /83) 

CWD Action 

Refer for normal processing 

Go to Step 2 

Refer for normal processing 

Go to Step 3 

Refer for expedited service 

3 and 4 Any combination of Yes, No or Refer for expedited service 

3 and 4 

4 5 

5 

5 6 

6 

CALIFORNIA-DSS-MANUAL-SS 

Don't Know and amounts 
totaling less than $150 

Any combination of Yes, No or Go to Step 4 
Don't Know and amounts 
totaling $150 or more 

No 

Yes 

Yes 

No 

Issue 639 

{MANUAL LETTER NO. 84-1 

Refer for normal processing 

Go to Step 5 

Refer for expedited 
processing 

Go to Step 6 

Issued 2/ 15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-A 1 (11 /83) 

Review 
Step 

6 

Question 

4 

4 

4 

CALIFORNIA-DSS-MANUAL-SS 

Applicant's 
Answer CWD Action 

Yes and income of more than Refer for normal processing 
$ 25 wi II be received within 
next 10 calendar days 

No or Don't Know, or Yes and 
income will not be received 
within next 10 calendar days 

Yes and income of $25 or less 
will be received within next 
10 calendar days 

Issue 640 

(MANUAL LETTER NO. 84-13) 

Refer for expedited 
processing 

Refer for expedited 
processing 

Issued 2/ 15/84 





FOOD STAMP HANDBOOK --
Handbook FORMS AND INSTRUCTIONS ------------ 63-1230 J..C<?..rllJ -----------------------------------------------

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

State of California 
Health and Welfare Agency 

APPLICATION FOR FOOD STAMPS - PART 2 
IMPORTANT: SEE PAGE 6 FOR INFORMATION CONCERNING YOUR RIGHTS 
AND RESPONSIBILITIES. 
INSTRUCTIONS: Please complete the following questions in ink. Answer the questions 
honestly and completely. You may complete this form at home and mail it or bring it to the Food 
Stamp Office. Another member of your household or an adult who knows you may complete 
and return it to us. If it is completed by an adult who is not a member of your household, attach a 
written authorization signed by the head of household or another household member. If you 
need more space, attach another sheet of paper. CD NAME (HEAD Of HOUSEHOLD) 

63-1230 

DFA 285-A2 (12/83) 

Department of Social Services 

COUNTY USE ONLY 
CASE NUMBER 

WORKER DATE RECEMD 

O NEW APPLICATION 
EXPEDITED SERVICE 

0 RECERTIFICATION O Yes O No 
DOCUMENTATION GUIDELINES 

Identity, residency, SSN, alien status, 
60 or over disabled 

.... § -8 Work Exemption Codes 
as 8 A. Under 18/60 or older 

--AO:-=D-:,R-:cES:-:S:-""".N""u..,.M""e""'ER=-.-:s-=cTR:-:E~ET=-.-c-R-c-OU_T __ E_N_U_M_B_ER ______ c""1rv ________ S_T-ATE ____ Zl_P_C_O_D_E_-I~ -8 B. Mentally/physically disabled 

'E E C. Cares for child under 1 2 or 
----,-,'C"C"".,...,-C"'.""C-c--c-o----==:-c-=----------------------------1-:: ., incapacitated person 

MAILING ADDRESS (IF DIFFERENT) c: ~ D. Cares for child under 18 
.g,_ -o and HH member reg/emp 

-=--,-,-------,,-.,---,-~--,,-----,---,----------------------1~ 02 E. Registered/Cash Aid 
~ Has anyone living in the home received food stamps this month ·!t 3: F. UIB registered 
~ or the previous month? 0 Yes O No - :::i 

If YES where? ~ ~- G. Participant in drug/alcohol program 

-0-'""':'"",1..:.0 peo.::.vi;:;.de1-p.:.;;1~""e;:;.in:..:f~:.:.~-~--i-i~-/!i-e-in_::_ri_:!1_t~-~-i~-~-~-~-g-ta-fh-~-r-w-rs-a°n-~-~-t-in-~-s-~~-~-hps_e_~-~-~-re_e_~~-'f,-1u-~-ir-n:-~0-~-h-S:-1-i~-~-~-r-::-c-~f-i~-li-~-~ -lg i ~· :::u:1;:::1s~e::~riteria 

-:-:~v~,o~u~m~us=t~o51r~o~vi~d~e~v~e""ri.:.;;fic~a~t.:.;;io~n~o~f~a~l~ie~n~s~ta~t~u:s'-. --------.------------..-----------1~>--!D DFA285·C 
1 . NAME (HEAD OF HOUSEHOLD) I BIRTHD;E / 

SOCIAL SECURITY NUMIIER• 

2. NAME I BIRTHD;E 

I 
SOCIAL SECURITY NUMIIER• I RELATIONSHIP TO HEAD OF HOUSEHOLD 

3. NAME 
lmRTHD;E 

I 
SOCIAL SECURITY NUMBER• I RELATIONSHIP TO HEAD Of HOUSEHOLD 

4 NAME 1 BIRTHO~E 

I 
SOCIAL SECURITY NUMBER• I AELA TIONSHIP TO HEAD OF HOUSEHOLD 

5 NAME I BIRTHD;E 

I 
SOCIAL SECURITY NUMBER• I RELATIONSHIP TO HEAD OF HOUSEHOLD 

6. NAME IBIRTHO;E 

I 
SOCIAL SECURITY NUMBER• I RELATIONSHIP TO HEAD OF HOUSEHOLD 

7 NAME I BIRTHD;E 

I 
SOCIAL SECURITY NUMBER• 

U.S CITIZEN 

O Yes O No 
CIRCU: SEX 

M F 
U.S. CITIZEN 

O Yes O No 
CIRCU: SEX 

M F 
U.S.CITIZEN 

O Yes O No 
CIRClE SEX 

M F 
U.S. CITIZEN 

O Yes O No 
CIRCLE SEX 

M F 
U.S. CITIZEN 

O Yes O No 
CIRCLE SEX 

M F 
U.S. CITIZEN 

O Yes O No 
CIRCLE SEX 

M F 
us cmZEN 

O Yes O No 
CIRCLE SEX 

Non-Household Member Code• 
1. Ineligible alien 
2. Ineligible student 
3. SSI/SSP recipient 
4. Disqualified/SSN or fraud 
5. Live-in attendant 
6. Roomer I Must also be 
7. Excluded boardey listed in 12 
8. Separate household 

(purchase/ prepare) 
9. Separate household (elderly/disabled) 

I RELATIONSHIP TO HEAD OF HOUSEHOLD 

M F 
-----------------~-------------..._ _______ .._,_,10. Questionable citizenship 

© Is anyone currently on strike? 0 Yes· 0 No Date household member 
If YES who? went on strike: 

® Has anyone become unemployed in the last 60 days? 0 Yes 0 No 
If YES, who? When? Vol. Quit: O Yes O No 

@ ~nal~~f~~ r:;:i~~gf;~~~ in a Food Distribution Program operated by 0 Yes 0 No 
If YES who? 

0 Has anyone sold, traded, or given away anything of value in the last 3 months? 0 Yes 0 No 
If YES, explain who and what: 

Household Size: 

~:~~~f~:Sea /j~~a~?ir~~r~~e~~~T~Uh":ck-,id~!~ r.~~·i:~.iiu~1~=~00a~\ti~r~t~ ~~J~T~af: :~~n~";fJ/sUS~~ ;~fa~ 
1 
;.h~~~~r:r~a't~ ~:i~se~~~m~?: 

be used in computer matching and program revi~ws or audits to enfure is~uance of benefits to elfgible individuals partYcipatlng in the Food Stamp Pr99ram 
or other federal assistance programs: such as: school lunch, AFDC or Medi-Cal. Fraudulent _part1c1pat1on in. the Food Stamp_ P_rogram may result in criminal 
or civil aci,on or adm1mstrat1ve claims Refusal to ocPY1dc an SSN will result ID d1soua11(1cat1on of the md1v1dua1 for whom 11 ,s not provided 
DFA 285-A2 ( 12 1 83) Required Form - No Substitutes Permitted 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 134 7 replaces Issue 2169 

(MANUAL LETTER NO. 84-13) lD.3L{ 

Effective 2/15/84 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
2~.:!_~3J)_~ont.l_ _____________ FORMS AND INSTRUCTIONS __________________ Handboo~ 

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

® 
® 

Is anyone a disabled veteran. or a disabled spouse or child of a deceased veteran? 

If YES, who? 
Does anyone purchase or prepare meals separately from others in the home? 

If YES who? 
@ Is anyone age 60 or older and unable to purchase and prepare meals separately because of a disability. 

If YES who7 
11 Is anyone a student 18 or over who attends college or career training? 

If YES com lete the followin 

D Yes 

D Yes 

D Yes 

63-1230 

DFA 285-A2 (12/83) 

No COUNTY USE ONLY 

D No 

D No Separate household 
requested: 
O Yes O No 

0 No 

NAME OF STUDENT SCHOOL OR PROGRAM NO OF ClASS HOURS PER WEEK/UNITS Eligible Student 

~
1
~·N-A~M~E~OF_S_T_uOE-=-N-T----------------------+-S-CH_O_O_l_OR_PR __ O_GRA--M--~--------~---+-NO-.-O-F_ClA __ SS_HO __ U_RS_PE __ R_WE_E_K_/U_N_IT_S ___ • 1. 0 Yes O No 

2. 2. 0 Yes O No 
ROOMERS AND BOARDERS 

A. ou for meals and/or a room? If YES, com lete the followin : D Yes O No 

1. 

2. 

1. 

NAME HOWMUCHI HOW OFTEN/ NO. OF MEALS PER DAY 
D Meals D Room D Both $ 

NAME HOWMUCHI HOW OFTEN/ NO. OF MEALS PER DAY 
D Meals 0 Room D Both $ 

B. Do you pay someone else for meals and/or a room? If YES, complete the following: D Yes D No 

NAME HOWMUCHI 
D Meals D Room D Both $ 

HOW OFTEN/ NO. Of MEALS PER OAY 

NAME HOW MUCH/ HOW OFTEN/ NO. OF MEALS PER DAY 
2. D Meals D Room D Both $ 

@ INSTITUTIONS: Do you currently live in one of the following institutions? 

B. 

Drug/alcohol rehabilitation center D Yes D No Shelter for battered women 
Federally subsidized housing for the elderly D Yes D No Other 
Licensed group home for the disabled/blind D Yes D No 

If YES, to an of the above ive name of home/center: 
Does anyone who is not a U.S. citizen have a sponsor? 

If YES who has a onsor? 

RESOURCES DO NOT COMPLETE ITEM 15 IF EVERYONE IN THE HOME RECEIVES AFDC. 

D Yes O No 
D Yes D No 

D Yes O No 

Does anyone have any of the resources listed below? Check each item 
information needed. Do not include your home, household goods, cash 
items books clothes etc .. 

or NO. If YES, complete the additional 
of life insurance policies or personal 

(v'I !vl Household Member 
Yo• No Who Has This Resource 

1. Checks or mon at home or elsewhere D O 
2. Checkin account DD 
3. Savin account/credit union account DD 
4. Real estate other than home DD 
5. Notes, mort a es, trust deeds, sales contracts D D 
6. Trust funds D D 

DD 

Current 
Value 

Does anyone own any cars, trucks, boats, trailers. vans, campers. motorcycles or other vehicles? D Yes O No 

Household Elects 

BOARDER HH 
MEMBER 

Eligible Institution 

O Yes O No 

ROOMER 

If YES, complete the following for each vehicle. Look at your registration to find the information for each vehicle Vehicle Valuation 

_ _....1Y:..:O:..:U~O::.:W;;.n:..::·----·----~~----V-eh_i_c_le ________ V_e_h-ic_l_e ________ V_e_h_ic-le----ll ~~~~e~a~~~~~~a~::, issue 

______ v_e_h_ic_i_es------1-----'~1~) ____ .._~---(~2~)----1--~---'-(3~)----~ (ll--~~-~-~ 
~-V~e~h~ic~l=e~O~w~n~e~r----------1-----------+----------1-----------~ (2) ________ _ 
-~Y:..:e~a~r/~C~l~a=ss::_ _______ ·~>--------------1------------1------------ll (J) ________ _ 

-~M.:.;.c;.ak~e=-=-a~nd=-:.:Mo=-=d~e~l--------1--------------+-----------1------------~ Total Resources 
Estimated Value 

Amount Owed 

Licensed v box 

0 
Home, income producing 
or handicap? 

Under $4500 per table? 

Exempt? 
For H.H. use? 

Work, seek work, school. trainin 

If exempt and under $4500 STOP 

OYes D No 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1348 replaces Issue 2170 Effective 2/ 1 

(MANUAL LETTER NO. 84-13) 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
_Hj)!l.QQQ..q,.k _________________ FORMS AND INSTRUCTIONS------------- 63-12301contJ. 

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-A2 (12/83) 

(16) INCOMF COUNTY USE ONLY 
A. WAGES DOCUMENTATION GUIDELINES 

Complete this section for each persoA with a full or part-time Job. Complete even if the job has recently stopped or if a Verify a II income and list type of 
new job was recently started and wages have not yet been received. If a member has more than one job, list each documentation viewed. Note 

job separately. Include members who receive income from work study, CETA. WIN or any other training program. For 
exempt sources of income. 
Note dates of all pay stubs 

your interview, please bring pay stubs or other proof of wages. viewed. 

~~ / (Vl-~WoP•id / "W ..f' "o~"' !>ts<'~d6 

NAME OF WAGE EARNER NAME OF EMPLOYER ~/AdffY:~~~, ,if· 

1. 

2. 

3. 

4. 
B. SELF-EMPLOYMENT Is anyone in your household self-employed? O Yes O No 
If YES, who? 
You must orovide oroof of self-emolovment costs and income. 

c. OTHER INCOME 

Has anyone received income from any of the sources listed below?' Complete even if income has recently stopped or if 
anyone has applied for or expects to receive income from any of these sources. Check each item YES or NO. If YES, complete 
the additional information needed. For your interview, bring proof of income for which you have checked YES below. 

~ /(yJ-~WORkOi~ ¥./ HOUSEHOLD MEMBER r:; ~<' ... r:-,f,'+- ,.. 

SOURCE OF INCOME (,/) ( II') WHORECEIVES ~ w~~0.~~/J ,," 
Yes No 

THIS INCOME '«; / q-7 ~ti' «.-~~ "~~ ~f ~ ~~ ~ <# 

1. At-U~ (~d to Families with 
Oei:!9ndent Children! or 
RCA/ECA (Refu

8
,ee/Entrant 

0 0 Cash Assistance 

2. Social Security· 
Blue/Green Checks 0 0 

3. SSI (Supplemental Security 
Income) - Gold Checks · 0 0 

4. GA (General Assistance) or 
GR (General Relief) 0 0 

5. VA (Veterans Benefits) 0 0 

6. 
~l!gr,i~~,~~:r:~~

0
~nee11t~) 

or Worker's Comoensation 0 0 
7. Pensions or Retirement 

Income 0 0 
B. A. Grants, Loans. Scholar-

,~i¥i:t!~~.!IC~:\ 
0 0 

9. Child and/or Spousal Support 0 0 

10. Money from other persons 
(other than loans) 0 0 

11. Loans 0 0 

12. Gross Income from Property 0 0 

13. Other (specify) 0 0 

COUNTY USE ONLY 

Gross Income Test Gross Income Eiigible: 
Separate Household 
Income Test 

Eligible for Separate 
Household Status: 

Household Size---- O Yes O No O N A Household Size---- O Yes O No 

Gross Monthly Income $ ----- Gross Monthly Income $ ___ _ .... , "" I 

CALIFORNIA-DSS-MANUAL-SS Rev. 1349 replaces Issue 2171 Effective 2/15/84 

(MANUAL LETTER NO. 84-13) 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
63-1230 {fo.!]t,l_ _____________ FORMS AND INSTRUCTIONS __________________ Handbook 

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

costs ou have. 

HOUSING COSTS AMOUNT HOW OFTEN? 

A Rent 

B. 

c. a ment 

ment 

the box for each utility cost you pay and list the amount you are billed and how often you are billed. You may 
request that the state standard utility allowance be used to compute your benefits. If your utility bills are higher 
than the state standard utility allowance, you may receive more food stamps. Bring verification for any amounts listed 
below. 

UTILITIES AMOUNT HOW OFTEN? 

D D $ 

B. D D $ 

c. Water D D $ 

0. Sewa e D D 

E. Garb e or Trash D 0 

0 

0 

D 

@ Does anyone pay or help you pay any of the housing or utility bills you have listed 
in 18 or 19 above? · D Yes O No 
If YES, explain: 

s anyone 1vmg m the home a armwor er w o is currently away rom his/her own 
home to work or to look for work? D Yes D No 

The law requires that information on ethnic origin and primary language be collected. However. the 
information will not affect your eligibility for food stamps. If you do wish to complete this section the 
eligibility worker will make this judgment. 

My ethnic group is (check one box only)· 

WHO 
H D 
B O 
AP O 
Al O 
F D 

White (not of Hispanic origin) 

Hispanic 

Black (not of Hispanic origin) 

Asian or Pacific Islander 

American Indian or Alaskan Native 

Filipino 

Does anyone receive meals from: 

My language is (check one box only): (If you can speak 
and understand English, check English.) 

E 

SP 

c 
v 

D English F D Filipino (Tagalog) 

D Spanish s D Sign 

D Chinese 0 D Other (specify) 

D Vietnamese 

A Meals on Wheels Program 
B. Communal Dining Facility 

D Yes O No 
D Yes O No 

63-1230 

DFA 285-A2 (12/83) 

COUNTY USE ONLY 

Verify all housing costs. 

Total Housing $ -----

Client Elects: 

O Actual SUA 

Verify client utilities. 

Total Utilities $ ------

SUA Prorated: 

O Yes O No 

Exempt from retrospective budgeting: 

O Yes O No 

ETHNIC ORIGIN 

WH H B AP 

2 3 4 

A1 F 

5 7 

PRIMARY LANGUAGE 

E SP CH 

7 2 

v F s 0 
3 4 5 6 

You can authorize someone outside your household to pick up your food stamps for you or to use them to buy your food. If you would like to authorize 

Page 4 of 5 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-A2 (12/83) 

IMPORTANT INFORMATION - AEAD CAREFULLY 

YOUR RIGHTS AS AN APPLICANT OR RECIPIENT: 

• To be served without regard to race, color, national origin, religion, political affiliation, sex, handicap, or age; and to file a complaint 
should you feel you have been discriminated against. 

• To discuss any action regarding your case with the County Welfare Department any time you are dissatisfied. 

• To req4est a state hearing within 90 days if you are dissatisfied with any action taken by the County Welfare Department. 

• To file a complaint or request a state hearing by writing to the Department of Social Services, 744 P Street, Sacramento, CA 95814 
or by calling toll free 1-800-952-5253. The toll free number for the deaf (TDD) is 1-800-952-8349. 

YOUR RESPONSIBILITIES AS AN APPLICANT OR RECIPIENT: 

• To provide documents to confirm the information on this application. If documents are not available, to give the name of a person or 
organization the food stamp office may contact to obtain the necessary verification. 

• To cooperate fully with county, state and federal personnel in a quality control review. 
O MONTHLY REPORTING HOUSEHOLDS 

• To file a complete monthly report (CA 7) by the 5th day of the month. 
• To provide any additional information or verification requested by the County Welfare Department as a result of information 

you report on the CA 7. 
O NONMONTHLY REPORTING HOUSEHOLDS 

• To notify the County Welfare Department as soon as, but no later than 10 days, from the time you learn of any of the 
following changes: 

The gross monthly income received by your household increases or decreases by more than $25. 
The source of any income received by you or any member of your household changes. 
You change your address. 
There are any changes in housing or utility costs because you move. 
Anyone moves in or out of your home. 

• The property owned by you or any member of your household changes; for example, you 
acquire a licensed vehicle, or the total of your household's stocks, bonds, or other money reaches 
or exceeds $1500. 

• There is an increase or decrease of more than $25 in medical expenses for a household member 
who is disabled or age 60 or older. 

• To report any changes to the County Welfare Department by telephone, by mail or by coming into the food stamp office. 
• To meet the reporting responsibilities for the AFDC or Refugee/Entrant Cash Aid Programs if you receive cash aid as well as 

food stamps. 
If you have any doubt about needing to report any change, contact your worker. If you fail to report a change and because of this you receive 
food stamp benefits you are not entitled to, you will have to repay them. 

PENALTY WARNING: 

IF YOUR HOUSEHOLD RECEIVES FOOD STAMPS, IT MUST FOLLOW THE RULES LISTED BELOW. IF YOU OR ANY MEMBER OF YOUR 
HOUSEHOLD BREAKS ANY OF THESE RULES ON PURPOSE YOU MAY BE PERMANENTLY DISQUALIFIED FROM THE FOOD 
STAMP PROGRAM. IN ADDITION, YOU MAY BE FINED UP TO $10,000 ANO/OR IMPRISONED FOR UP TO 5 YEARS. 

Do not give false information or withhold information to get or continue to get food stamps. 

Do not trade or sell food stamps or ATPs. 

• Do not alter ATPs to get food stamps you are not entitled to receive. 

• Do not use food stamps to buy ineligible items such as alcoholic drinks and tobacco. 

Do not use someone else's food stamps or ATPs for your household. 

YOUR CERTIFICATION 
I certify that I understand the questions on the application and that I have read the above (or had it read to me), and that I understand my 
responsibilities. I understand that the information that I have provided will be verified by local, state and federal personnel. I also understand 
that if any of this information is found to be incorrect, I may be disqualified from the Program and subject to criminal prosecution for 
knowingly providing false information. I further understand the penalties for breaking any of the rules listed above. 

SIGNATURE !HEAD OF HOUSEHOLD. HOUSEHOLD MEMBER OR AUTHORIZED REPRESENTATII/Ei DATE • 
WITNESS. IF YOU SIGNED WITH AN · X DATE • 

I certify that I have informed the applicant/recipient of the above responsibilities and of the possibilities of criminal 
penalties for intentionally making false statements or failing to report information which affects food stamp eligibility. 

SIGNATURE OF INTtAVlfWING WOAKfA I DATE APPLICATION REVIEV..E.D WITH CLIENT OR AUTHORIZED REPRESENTATIVE 

Page 5 of 5 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-A2 (12/83) 

IMPORTANT INFORMATION - READ CAREFULLY 

YOUR RIGHTS AS AN APPLICANT OR RECIPIENT: 

• To be served without regard to race. color, national origin, religion, political affiliation. sex, handicap, or age; and to file a complaint 
should you feel you have been discriminated against. 

• To discuss any action regarding your case with the County Welfare Department any time you are dissatisfied. 

• To request a state hearing within 90 days if you are dissatisfied with any action taken by the County Welfare Department. 

• To file a complaint or request a state hearing by writing to the Department of Social Services, 744 P Street. Sacramento, CA 95814 
or by calling toll free 1-800-952-5253. The toll free number for the deaf (TDD) is 1-800-952-8349. 

YOUR RESPONSIBILITIES AS AN APPLICANT OR RECIPIENT: 

• To provide documents to confirm the information on this application. If documents are not available, to give the name of a person or 
organization the food stamp office may contact to obtain the necessary verification. 

• To cooperate fully with county, state and federal personnel in a quality control review. 
O MONTHLY REPORTING HOUSEHOLDS 

• To file a complete monthly report (CA 7) by the 5th day of the month. 
• To provide any additional information or verification requested by the County Welfare Department as a result of information 

you report on the CA 7. 
O NONMONTHLY REPORTING HOUSEHOLDS 

• To notify the County Welfare Department as soon as, but no later than 10 days, from the time you learn of any of the 
following changes: 

• The gross monthly income received by your household increases or decreases by more than $25. 
• The source of any income received by you or any member of your household changes. 
• You change your address. 
• There are any changes in housing or utility costs because you move. 
• Anyone moves in or out of your home. 
• The property owned by you or any member of your household changes; for example. you 

acquire a licensed vehicle. or the total of your household's stocks. bonds. or other money reaches 
or exceeds $1500. 

• There is an increase or decrease of more than $25 in medical expenses for a household member 
who disabled or age 60 or older. 

• To report any changes to the County Welfare Department by telephone. by mail or by coming into the food stamp office. 
• To meet the reporting responsibilities for the AFDC or Refugee/Entrant Cash Aid Programs if you receive cash aid as well as 

food stamps. 
If you have anydoubtabout needing to report any change, contact your worker. If you fail to report a change and because of this you receive 
food stamp benefits you are not entitled to, you will have to repay them. 

PENALTY WARNING: 

IF YOUR HOUSEHOLD RECEIVES FOOD STAMPS, IT MUST FOLLOW THE RULES LISTED BELOW. IF YOU OR ANY MEMBER OF YOUR 
HOUSEHOLD BREAKS ANY OF THESE RULES ON PURPOSE YOU MAY BE PERMANENTLY DISQUALIFIED FROM THE FOOD 
STAMP PROGRAM. IN ADDITION. YOU MAY BE FINED UP TO 610,000 ANO/OR IMPRISONED FOR UP TO 5 YEARS. 

• Do not give false information or withhold information to get or continue to get food stamps. 

• Do not trade or sell food stamps or ATPs. 

• Do not alter ATPs to get food stamps you are not entitled to receive. 

• Do not use food stamps to buy ineligible items such as alcoholic drinks and tobacco. 

• Do not use someone else's food stamps or ATPs for your household. 

YOUR CERTIFICATION 
I certify that I understand the questions on the application and that I have read the above (or had it read to me). and that I understand my 
responsibilities. I understand that the information that I have provided will be verified by local. state and federal personnel. I also understand 
that if any of this information is found to be incorrect, I may be disqualified from the Program and subject to criminal prosecution for 
knowingly providing false information. I further understand the penalties for breaking any of the rules listed above. 

SIGNATURE {HEAD OF HOUSEHOLD, HOUSEHOLD MEMBER OR AU'IMORIZED REpqESENTATl\1£1 DATE • WITNESS, IF YOU SIGNED WITH AN "X" DATE • 
I certify that I have informed the applicant/recipient of the above responsibilities and of the possibilities of criminal 
penalties for intentionally making false statements or failing to report information which affects food stamp eligibility. 

SIGNATURE OF INTERVIEWING WORKER I D .. TE APPi !CATION REIIIEWED Wl'IM CUENT OR AUTHORIZED REPfllES£NT4TIVf 
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DFA 285-A2 (12/83) 

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, and a notice of penalty for the fraudulent receipt or use of coupons or for knowingly 
providing incorrect information. 

Preparation: 

Question 

County 
Use Only 

Manual 
Section 

63-300.5 
63-402.1 
63-402.2 
63-407 

Information 
Requested 

N/A 

EW Action 

Complete requested information. Date 
received is the date Part 2 is received. 
Check box if application is new or 
recertification, and check appropriate 
box if application is for expedited service. 
Follow applicable verification requirements 
for the type of application. 

The county-use section of Item 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 date for all persons 
listed in 3. For all household members 
exempted from work registration, enter 
the work exemption code. For all other house
hold members, note the date that each 
member registers for work. For persons 
excluded from the household, enter the non
household member code (reason for 
exclusions). Enter number of persons 
to be included in the household in the 
space provided. 

CALIFORNIA-DSS-MANUAL-SS Rev.l~~5: 2r,e.r~aces Effective 2/15/84 
------------------------ (MANUAL LETTER No. 84-13) - Lo zro _________________ _ 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-A2 (12/83) 

Question 

1. 

2. 

3. 

Manual 
Section 

63-401 

63-102(jjj)(3) 
63-503.3 

63-402.2 
63-402.7 
63-404 
63-503.442 

63-102(i) 
63-409.112 
63-502.3 
63-503.3 

63-300.512 
63-300.532 
63-403 
63-503.442 

Information 
Requested 

Head of 
Household's 
Name and 
Address 

Previous 
Participation 

Household 
Composition 

EW Action 

Check that the applicant's residence is in 
the county. 

Determine if first-month benefits should 
be prorated and if prospective budgeting is 
appropriate. Determine if any individual is 
participating in an existing certified 
household. 

SSN - Delete from the household any 
individual refusing to comply with the 
Social Security Number requirements. (Note 
exception for expedited service.) Count the 
resources and a prorata share of the income 
of this individual(s) as available to the 
household. 

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. Allow excess 
shelter costs and medical deductions, and 
use the net income eligibility test for any 
household with such a member. 

Alienage/Citizenship Note if any 
individual is an alien and document the 
type of verification provided to determine 
the alien's eligible status. Delete from 
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. 

-----------------------------------------------~-----------------------Rev. 1353 replaces 
Issue 2175 CALIFORNIA-DSS-MANUAL-SS Effective 2/15/84 

--------------------------------------------------! --------------------
{MANUAL LETTER NO. 84-13) ti 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-A2 (12/83) 

Question 

3. 
(Cont.) 

4. 

Manual 
Section 

63-402.1 

63-402.9 

Information 
Requested 

Strikers 

EW Action 

Delete from the household any individual 
whose U.S. citizenship is questionable and 
verification is not provided. Count the 
resources and a prorata share of the 
income of an ineligible alien or questionable 
citizen as available to the household. 

Relationship - Identify the ages and 
relationships of all persons listed in 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 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 
nonhousehold members whose 
income and resources should be 
considered available to the house
hold. Once the worker clearly 
determines that an individual 
does not fall into either of these 
categories, collection of information 
on this individual cannot be further 
pursued. 

If checked yes, 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. 

CALIFORNIA-DSS-MANUAL-SS Rev.,;s~~
4
;,er~aces Effective 2/15/84 

----------------------------------------------- r T--------------------
(MANUAL LEITER NO. 84-13) lO 1i ), 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-A2 (12/83) 

Question 

5. 

6. 

7. 

8. 

9. 

Manual 
Section 

63-408 

63-402.8 

63-501.6 

63-102(i) 
63-409.112 
63-502.3 
63-503.3 

63-300.531 
63-402.27 

Information 
Requested 

Voluntary 
Quit 

Food 
Distribution 
Program 

Transfer of 
Resources 

Disabled 
Veterans/ 
Spouses/ 
Children 

Purchase or 
Prepare 
Separately 

EW Action 

If checked yes, determine if action meets 
criteria for voluntary quit. Check applicable 
box in county-use section. If yes, deny the 
application and disqualify the household 
for two months beginning with the month 
of application. 

If checked yes, verify that participation 
in the Food Distribution Program has 
been terminated. 

Note: No household shall be allowed to 
participate simultaneously in the 
Food Stamp Program and a Food 
Distribution Program operated by 
an Indian reservation. 

Check circumstances of any resource 
transfer to determine if program eligibility 
is affected. If yes, deny application and 
disqualify the household for the appropriate 
number of months. 

If checked yes, determine if individual 
meets definition of "disabled" person and 
document that a DFA 285-C was given 
to the household. Allow excess shelter 
costs and medical deductions, and use the 
net income eligibility test for any house
hold with such a member. 

If . checked yes, determine if individual 
should be excluded from the household. 
Document accordingly in county-use 
section. 

-----------------------------------------------------------------------Rev. 1355 replaces 
Issue 2177 CALIFORNIA-DSS-MANUAL-SS Effective 2/15/84 

(MANUAL LETTER NO. 84-13) G)l\) 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-A2 (12/83) 

Question 

10. 

11. 

12. 

13. 

14. 

15A. 

Manual 
Section 

63-102(i) 
63-300.531 
63-402.15 

63-406 

63-402.1 
63-402.2 
63-402.3 

63-402.4 
63-402.6 
63-503.46 
63-503.47 
63-503.48 

63-102(zz) 
63-102(aaa) 
63-300.518 
63-403.33 
63-503.53 

63-501.1 
63-501.2 
63-501.3 
63-501.4 
63-501.7 
63-503.44 

Information 
Requested 

Separate 
Household 
Status 

Students 

Roomers and 
Boarders 

Residents of 
Institutions 

Sponsored 
Aliens 

Resources 
(Nonassistance 
households 
only) 

EW Action 

If separate household status is requested 
by an elderly and disabled individual and 
spouse because of the individual's inability 
to purchase and prepare meals separately, 
determine if it should be granted. Document 
request in county-use section by checking 
appropriate box. 

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

Check the status of each person listed 
here to determine if he/she meets the 
definition of a roomer, boarder, or house
hold 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. 

Determine if eligible institution. Check 
applicable box in county-use section. 

If checked yes, determine if individual(s) 
is subject to sponsored alien provisions. 
Obtain necessary information about 
sponsor to determine alien's eligibility and 
benefit level. 

Document resources, making appropriate 
exclusions. Check, if exempt, in the box 
provided. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev.l;s~~S ;,er~aces Effective 2/15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-A2 (12/83) 

Question 

158. 

16A. 

168. 

Manual 
Section 

63-501.51 

63-409.21 
63-409.22 
63-501.3 
63-501.8 

63-300.511 
63-402.92 
63-502.1 
63-502.2 
63-503.212 
63-503.22 
63-503.23 
63-503.24 
63-503.4 

63-300.511 
63-502.1 
63-502.2 
63-503.41 

Information 
Requested 

Motor Vehicles 
(Nonassistance 
households 
only) 

Resource 
Eligibility 
Test 
(Nonassistance 
households 
only) 

Wages 

Self
employment 

EW Action 

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. 

Enter in the space provided the total resource 
amount. Determine if resources exceed 
Maximum Resource Standard. Check 
applicable box. Households in which all 
members receive AFDC, are food stamp 
resource eligible. If resources exceed 
standard, deny application. 

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 in the county-use section 
whether or not income is considered 
anticipated or from a terminated source for 
purposes of the budget calculation. 

Note: The greater of either the income that 
a striking household member would 
receive if not on strike or the strike 
benefits currently being received 
should be included. 

Compute earned income from self-employ
ment using cost and income information 
provided by the household. 

~~~~;;;;~~~;;~~;~~;~~;;-----R~~j!sf~7j,~1;c;;----------------;;;;~;~~~;;;; 
(MANUAL LETTER NO. 84-13) 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-A2 (12/83) 

Question 

16C. 

17. 

18. 

Manual 
Section 

63-300.511 
63-502.1 
63-502.2 
63-503.212 
63-503.22 
63-503.23 
63-503.24 
63-503.4 

63-402.15 

63-409.11 
63-502.1 (a) 
63-503.212 

63-300.52 
63-502.34 
63-503.25 

63-300.516 
63-502.35 
63-503.25 

Information 
Requested 

Other Income 

Separate 
Household 
Income 
Test 

Gross Income 
Eligibility 
Test 

Dependent 
Care 

Housing Costs 

EW Action 

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. 

Determine if the household with which an 
elderly and disabled individual lives meets 
separate household income test entitling the 
individual and spouse to separate household 
status. Check appropriate box. 

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. 

If checked yes, consider for a dependent 
care income deduction. 

If applicable, calculate allowable deductions. 
Document in county-use section verification 
of all housing costs. Enter in the space 
provided total allowable housing costs. 

-----------------------------Re~~1358;;pi;c~s-----------------------------
CAUFORNIA-DSS-MANUAL-SS Issue 2180 Effective 2/16/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-A2 (12/83) 

Question 

19. 

20. 

21. 

22. 

23. 

24. 

Manual 
Section 

63-300.516 
63-502.353 
63-502.36 
63-503.25 

63-502.2 
63-502.36 
63-503.25 

63-·102(fff) 
63-505.21 
63-505.221 

63-504.712 
63-504.72 

63-402.6 
63-504.71 
63-504.711 

Information 
Requested 

Utilities 

Vendor 
Payments/ 
Shared 
Living 
Expenses 

Migrant 
Farmworkers 

Ethnic 
Origin and 
Primary 
Language 

Prepared 
Meals 

Authorized 
Representative 

EW Action 

Indicate if the household elects actual or 
standard allowance for utilities by checking 
the appropriate box in the county-use 
section. A household is eligible for the 
standard utility allowance if it is billed 
separately for heating and cooling fuel. A 
household is entitled to the standard tele
phone deduction if it is billed separately for a 
telephone and is not entitled to the standard 
utility allowance. Document in the county
use section verification of client utilities. 
Enter in the space provided total utility costs 
to be used in the budget. 

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. 

Determine if household is exempt from retro
spective budgeting. Document in county-use 
section. 

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

Determine if any house·hold member is 
eligible to receive delivered meals or to use a 
communal dining facility. Mark the house
hold identification card accordingly. 

Include the name of the authorized 
representative on the household identi
fication card. 

CALIFORNIA-DSS-MANUAL-SS Issue 64-2 Issued 2/15/84 

(MANUAL LETTER NO. 84-13) LoL\1 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-A2 (12/83) 

Question 
Manual 
Section 

63-300.41 
63-505.1 
63-505.2 
63-505.3 
63-505.4 
63-505.5 

CALIFORNIA-DSS-MANUAL-SS 

Information 
Requested 

Certification 

Issue 643 

(MANUAL LETTER 

EW Action 

Determine if the household will be monthly 
reporting or nonmonthly reporting and check 
the box for the reporting responsibilities 
applicable to the household. 

Explain the household's rights and res
ponsibilities. 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. 

Issued 2/15/84 

84-13) 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

State of California 
Health and Welfare Agency 

A. NONEXEMPT GROSS EARNED INCOME 
1 Gross Salary, Wages 

2. Self-Employment 

3. Training Allowance 

4. Total Gross Earned Income (A 1 + A2 + A3) 
B. NONEXEMPT GROSS UNEARNED INCOME 

1. Cash Aid 

2. Social Security, UIB. DIB. Pensions 

3. Child.lSpousal Support 

4. Scholarships. Grants. Loans 

5. Other 

6. Total Gross Unearned Income (B 1 + 82 + 83 + 84 + 85 

C. GROSS INCOME TEST 

1. Household Size 

2. Maximum Gross Income Allowed (from Table) 

3. Total Gross Monthly Income (A4 + 86) 
4. ~r~!Jncome Eligible? (Is CJ less then or equal 

63-1230 

DFA 285-8 (12/83) 

Department of Social Ser111ces 

PA O MIXED 

DOCUMENTATION 

PART 2 • NET INCOME ELIGIBILITY ive O Retros ective O ive 
D. INCOME (For Prospective Budgets Only) 

t. Adjusted Gross Earned Income (82% of A4) 

2. Total Nonexempt Gross Income (86 + 01) 
E. NONEXEMPT GROSS EARNED INCOME 

(for Retrospective Budgets Only) 

$ ____ _ 

·===== 
1. Gross Salary, Wages •-----
2. Self-Employment 

3. Training Allowance 

4. Total Gross Earned Income (E1 + E2 + E3) 

5. Adjusted Gross Earned Income (82% of E4) 
F. NONEXEMPT GROSS UNEARNED INCOME 

(For Retrospective Budgets Only) 
1. Cash Aid 

2. Social Security, UIB, 018, Pensions 

3. Child/Spousal Support 

4. Scholarships, Grants. Loans 

5. Other 

6. Total Gross Unearned lncome(F1 + F2 + F3 + F4 + F5) 

7. Total Nonexempt Gross Income (E5 + F6) 
G. STANDARD/DEPENDENT CARE DEDUCTION 

·======== 
•-----

·======== 
·======== 

1. Standard Deduction •-----
2. Dependent Care (Lesser of Actual or Maximum) 

3. Total Deductions (G1 + G2) 

4. Total Adjusted Income (02 • G3 or F7 • G3) 
H. SHELTER DEDUCTION Of G2 is at Maximum. skip 

H1 • H8 and enter O in H9) 
1. Total Housing Costs 

2. Total Utility Costs (Actual or SUAI 

3. Total Sheher Costs 

4. Allowable Shelter Costs (50% of G4) 

5. Excess Shelter Costs (H3 • H41 

6. Maximum Allowance for Shelter /Dependent Care 

7. Dependent Care Deduction (from G2) 

8. Maximum Shelter Deduction (H6 - H7) 

9. Allowable Shelter Deduction (lesser of H5 or H8) 

~- ~H :iiirHd~fOME (G4 • H9) 
1 . Household Size 

·========= 
·======== 

•-----
·======== •-----

•-----
•-----

•-----

$ ____ _ 

·====== 

·-----

$======= 
$======== 

·========= 
·========= 

·========== 
·========= 

•-----

•-----

2. Maximum Net Income Allowed (from Table) •----- ~~=;~7th Benefits 

___ 3 __ . __ N __ e __ t ..... ln __ c __ om ....... e __ E __ li._i __ bl ___ e......, ............................................................................ _D...,..;.....;.v..;;.es _____ ..,.D.....,. .. N .... o ______ o= ....... Y .... es ___ -T" .... D= .... N--o ____ 0 Yes O No 

PART 3 • BENEFITS ALI.OTMEHT SUPPlEMENT 
ALLOTMENT SUl'l'I.EMENT 

E.W. Initials/Date 

DFA 285-8 (12/831 Required Form · Substitutes Permitted 

------------ Rev. 1359 replaces 
CALIFORNIA-DSS-MANUAL-SS Issue 2181 Effective 2/15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-B (12/83) 

FOR,.. ...... AND OTHER ,...,...,.., ,~ . 
PART 4 - RESOURCES DOCUMENTATION 

K. MOTOR VEHICLES Vehicle (1) Vehicle (2! 
1 Vehicle Owner 

Year/Class 

Make and Model 

Estimated Value 

Amount Owed 6
· fg~nNl~~gr~at~~~}cN~: 

Licensed? O Yes O No O Yes O No excess or equity value. 

2 Value fg~it"(~:~sci'~t~e~~Ti~s 
3. Excluded as home, 

D Yes 

Values (11 (21 
income producing or DNo D Yes D No transoort handicaooed7 fMV 

4. Under $4500 oer table7 D Yes D No D Yes D No $4500 

Exempt 
E/(ceu 

D Yes D No D Yes D 
Value 

For household use? No 

s;~.:?~; i~ai~~~rork, D Yes D No D Yes D No 

fMV 
Mrnus 
Encumbrance 

If exemot and under $4500 STOP here· do not ao to 6. 
Equity 
Value 

L. RESOURCE ELIGIBILITY (Nonexempt Resources Only) issuance Issuance-
Month Month 

1. Previous Month's Resources $ $ 

2. Additional Resources (specify) 

a. 

b. 

c. 

3. Subtotal (L 1 + L2a + L2b + L2c) $ 

4. Resources Sold, Traded or Given Away (specify) 

a. 

b. 

c. 

Subtotal (l4a L4b + L4c) 

6. Current Resources (L3 - L5) 

7. Resource Eliaible? D Yes LJ No D Yes l_j No 

PART 6 - INCOME COMPUTATIONS 

M. SELF-EMPLOYMENT la&U41nc:e Issuance 
Month Month 

1. Gross Income from Self-Employment $ $ 

2. Expenses 
3. (~lfl ~rr1t.empt Income from Self-Employment 

$ $ 

If averaging self-employment income go to M7 If 
adjusting a previous average, continue to M4. 

4. Adjustment to Gross Income $ $ 

5. Adjustment to Expenses 

6. Adjusted Self-Employment Income (M3 M4:.M5 $ $ 

7. Monthly Self-Employment Income (M3 or M6.;.. 
number of months income covers) $ 

N. EDUCATIONAL GRANTS, SCHOLARSHIPS I Hua nee ~~-:,~;:<· Month 
ANO LOANS 

1. Income from Grants, Scholarships or Loans $ $ 

2 Tuition and Mandatory Fees 

3. Total Nonexempt Educational Income (N1 - N2) $ 

4 Monthly Income from Grants. Scholarships or 
Loans (N3.;...number of months income covers) $ 

PART 6 - REPORTED CHANGES (Other than the CA 7 or DFA 377 51 

Type of Change 

Date Change 
Occurred 
Date Change 
Reoorted 

r:w Initials 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Form Instructions 
(For the Eligibility Worker) 

FOOD STAMP BUDGET WORKSHEET 

Purpose: 

63-1230 

DFA 285-B (12/83) 

The DFA 285-8 is used in conjunction with the application for food stamps (DFA 285-A2), or a 
monthly eligibility report (CA 7), or a household change report to compute and document a 
household's eligibility and benefit level. The budget portion of the worksheet provides spaces 
for two separate budget computations. The change documentation portion of the worksheet is used 
for documenting resource changes, ongoing resource eligibility, and income computations resulting 
from information reported either at the time of application or during the certification period. 

NOTE: The DFA 285-D, Food Stamp Budget Worksheet - Special Medical/Shelter Deductions, 
must be used for any household containing a member who is elderly or disabled. 

Preparation: 

Enter the following identifying information on the top of the front page of the worksheet: 

Case Name 
Case Number 
Companion Case Reference 
Household Classification 

Enter the beginning and ending dates of the certification period; month and year. Enter the 
issuance month for the budget being computed, and complete the budget. 

Part 1 - Gross Income Eligibility 

Complete Sections A through C using prospective amounts to determine gross income eligibility. 

C. Gross Income Test 

If the answer on Line C4 is "No", deny the application, or terminate or suspend eligibility, 
as appropriate. If the answer on Line C4 is "Yes" continue to Part 2. 

Part 2 - Net Income Eligibility 

Check the appropriate box for a retrospective or prospective budget computation. When the net 
monthly income is used to determine net income eligibility, use prospective amounts. When the 
net monthly income is used to determine benefits, use either retrospective or prospective amounts, 
as appropriate. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1361 replaces Effective 2/15/84 

Issues 2183 and 2184 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-B (12/83) 

For a prospective budget, complete Section D and Sections G through I. For a retrospective 
budget, complete Sections E through I. 

I. Net Monthly Income 

After net monthly income has been determined, go to Section J when net income eligibility 
must also be determined. 

If the household's net income eligibility has already been determined, skip Section J and go 
to Part 3. 

J. Net Income Test 

If the answer on Line J3 is "No", deny the application, or terminate or suspend eligibility, 
as appropriate. If the answer on Line J3 is "Yes", continue to Part 3. 

Part 3 - Benefits 

Allotment 

Determine if benefits should be prorated and check the appropriate box (Yes or No) in the 
documentation section. Use the current Tables of Coupon Issuance, household size and net 
monthly income to find the allotment. If benefits should not be prorated, enter the amount from 
the table. If benefits should be prorated, compute the prorated amount using the date of application 
and the appropriate percentage for the month of application from the Reciprocal Table for Prorating 
First-Month Benefits. Enter the prorated amount. 

Supplement 

Complete this section if the budget was calculated because of a change and resulted in a 
supplemental issuance. Enter the amount of the supplement. 

Initials/Date 

Enter EW initials and date after any action in Parts 1, 2, or 3 of the budget worksheet. 

Subsequent Budgets 

If a subsequent budget is calculated, enter the issuance month, and complete as outlined above. 

If a subsequent budget is not calculated but the first-month benefits were prorated, and the 
certification period is longer than one month, enter the amount of the household's full allotment 
for the second month. 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
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63-1230 STATE FORMS & INSTRUCTIO.NS (Continued) 

Worksheet For Changes and Other Documentation 

Part 4 - Resources 

63-1230 

DFA 285-B (12/83) 

Section K and L need not be completed for a household in which all members are receiving 
AFDC. 

K. Motor Vehicles 

Use this section to record household motor vehicle changes. Each vehicle must be treated 
separately to determine its countable resource amount. Thereafter, each amount is added 
to determine the total vehicle resource amount. 

1. Complete the items for each vehicle using information provided by the household. A 
vehicle is licensed if the motor vehicle registration fees are paid for the current year. If 
not, skip 3 through 5 and go directly to 6. 

2. Enter the value of the vehicle based on the blue book, CPI book, newspapers, etc., and 
document source used for valuation. 

3. Evaluate vehicles for exclusion as a resource. 

4. For licensed vehicles which are not excluded and which have a value greater than 
$4,500, determine the fair market value. 

5. Determine if any licensed vehicle is exempt from the equity valuation. Compute the 
equity value of all nonexempt vehicles. 

6. Compute resource value of all nonexempt vehicles. 

L. Resource Eligibility 

Enter the issuance month for each resource eligibility test. 

1. Enter the amount of resources used in the last resource eligibility test. 

2. Specify any nonexcluded additions to the household's resources and enter the amount(s). 

3. Add Lines L 1, L2a, L2b, and L2c and enter the total. 

4. Specify any nonexcluded subtractions from the household's resources and enter the 
amount(s). 

5. Add Lines L4a, L4b and L4c and enter the total. 

6. Subtract Line L5 from Line L3 and enter the remainder. 

Rev. 1363 replaces --~--------
CALIFORNIA-DSS-MAN UAL-SS Issue 2186 Effective 2/15/84 

------------------------ (MANUAL LETTER NO. 84- ----l.05w,3-----------------



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
63-1230 (font,L _____________ FORMS AND INSTRUCTIONS __________________ Handbook 

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-B (12/83) 

7. If Line L6 is less than or equal to $1,500, check "Yes". If Line L6 is greater than $1,500, 
check "No". If the answer on Line L7 is "No", deny the application, or terminate or 
suspend eligibility, as appropriate. 

Part 5 - Income Computations 

M. Self-Employment 

Enter the issuance month for each self-employment income calculation and complete 
Lines Ml through M3. 

If self-employment income is to be averaged, go to Line M7. If previously averaged self
employment income is to be adjusted, complete Lines M4 through M7. 

Enter the amount from either Line M3 or Line M7 in the appropriate budget. 

N. Educational Grants, Scholarships and Loans 

Complete this section if the household has income from educational grants, scholarships, 
or loans. 

Enter the issuance month for each calculation and complete Lines N1 through N4. Enter the 
amount on Line N4 in the appropriate budget. 

Part 6 - Reported Changes 

For changes reported outside of the monthly report (CA 7) or the household change report 
(DFA 377.5), enter the type of change, date the change occurred, date the change was reported, 
and the EW initials. 
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Form Instructions 
(for the Eligibility Worker) 

SUPPLEMENTAL APPLICATION FOR FOOD STAMPS - SPECIAL MEDICAL DEDUCTIONS 

Purpose: 

The DFA 285-C is a supplemental food stamp application form completed by any household 
member(s) who is (1) age 60 or older; (2) receiving Title II Social Security disability 
or blindness payments as a disabled person; (3) a disabled veteran; (4) a disabled surviving 
spouse of a veteran; or, (5) a disabled surviving child of a veteran. The application gathers 
information required to calculate special medical deductions for these individuals. The form 
is required only for those households entitled to claim excess medical expense deductions, unless 
they choose not to. 

Preparation: 

Question Manual 
No. Section 

County-
Use N/A 
Section 

Information 
Requested 

N/A 

63-102(i) Eligible House-
63-502.33 hold Members 

2 Medical 

63-102(i) 
63-502.33 

63-502.33 
63-503.25 

63-300.517 

Expenses 

EW Action 

Enter case name and case number. 

Check that each household member named is at least 
60 years of age, or will turn age 60 in the month of appli
cation, or meets one of the definitions for a 
disabled person. Check that any Social Security 
payment received is for the household member's 
own disability. Document in the county-use section 
if the household member has been approved for 
but is not yet receiving Title II benefits, or is 
entitled to but is not receiving veterans benefits. 

Determine the allowability of each item of medical 
expense as fol lows: 

1. Check that each household member receiving 
services is an eligible household member listed in 
question 1. 

2. Check that each amount shown is for an allowable 
item of expense. 

3. Verify the amount of any deductible medical 
expenses and note the specifics of the verification 
in the county-use section. 

CALIFORNIA-DSS-MANUAL-SS Rev. 1366 replaces Issue 2189 Effective 2/15/84 
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Question Manual 
No. Section 
2 63-502.33 

(Cont.) 

63-503.25 

Information 
Requested 

Certification 

CALIFORNIA-DSS-MANUAL-SS 

EW Action 
4. Identify which items of expense are insured, 

uninsured, and which items (if any) are hospital 
bills, and document in the county-use section. 
Determine the applicable amount for each deduc
tion. 

5. Determine which items of expense are recurring, 
one-month-only, or should be averaged over the 
certification period. 

Check that the application contains all required 
signatures. 

Issue 644 Issued 2/15/84 

(MANUAL LETTER NO. 84-13) 
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State of California · Health and Welfare Agency Department of Social Services 

FOOD STAMP BUDGET WORKSHEET - Special Medical/Shelter Deductions 

'-""'~- CASE NUMBER COMPANION CASE REFERENCE CLASSIFICATION 
n NA h PA nM1xEo 

PERIOO FROM THROUGH O Prosoective n Retro"""'ctive O Pr"'""""ive O Retrosoective 

PART 1 - NET MONTHLY INCOME 11auance lssuanoe DOCUMENTATION 
Month Month 

A. NONEXEMPT GROSS EARNED INCOME 

1. Gross Salary, Wages $ $ 

2. Self-Employment 

3. Training Allowance 

4. Total Gross Earned Income (Al + A2 + A3) $ $ 

5. Adjusted Gross Earned Income (82% of A4) $ $ 

B. NONEXEMPT GROSS UNEARNED INCOME 

1. Cash Aid $ $ 

2. Social Security, Ul8, 018, Pensions 

3. Child/Spousal Support 

4. Scholarships, Grants, Loans 

5. Other 
6. Total Gross Unearned Income (81 + 82 + 83 + 84 

+ 85) $ $ 

c. TOTAL NONEXEMPT GROSS INCOME (A6 + 86) $ $ 

D. EXCESS MEDICAL EXPENSES 

1. Recurring Expenses $ $ 

2. One-Month-Only Expenses 

3. Averaged Expenses 

4. Total Allowable Expenses (01 + 02 + 03) $ $ 

5. Medical Expense Allowance ($35) $ $ 

6. Excess Medical Expenses (04 - 05) $ $ 

E. STANDARD/DEPENDENT CARE/MEDICAL 
DEDUCTIONS 
1 . Standard Deduction $ $ 

2. Dependent Care (lesser of Actual or Maximum) 

3. Excess Medical Expenses (From 06) 

4. Total Deductions (El + E2 + E3) • $ 

5. Total Adjusted Income (C • E4) $ $ 

F. SHELTER DEDUCTION 

1. Total Housing Costs • $ 

2. Total Utility Costs (Actual or SUA) 

3. Total Shelter Costs • $ 

4. Allowable Shelter Costs (50% of E5) $ $ 

5. Excess Shelter Costs (f3 • F4) • $ 

G. NET MONTHLY INCOME tE& • F51 ,. I I. I 
PART 2 - NET INCOME ELIGIBILITY 

H. NET INCOME TEST 

t. Household Size 

2. Maximum Net Income Allowed (From Table) I • • 
3. Net Income EOgible? (Is G Ins than or 

O Yes ONo O Yes DNo equal to H27) 
ALLOTMENT ISUl'l'LEMENT ALLOTMENT I SUPPLEMENT 

PART 3 - BENEFITS First-Month Benefits 
Prorated? 

E.W. Initials/Date O Yes ONo 

DFA 285 D ( 12 · 83) Requirerf Farm · S11bst1tutP.s Permitted 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1367 replaces Issue 2190 Effective 2/15/84 
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WORKSHEET FOR CHANGES AND OTHER DOCUMENTATION 
PART 4 - RESOURCES DOCUMENTATION 
I. MOTOR VEHICLES Vehicle 111 Vehicle 121 

1. Vehicle Owner 

Year/Class 

Make and Model 

Estimated Value 

Amount Owed 6. For lifi:'sed vehjcles 
count t e ~ater o the 

Licensed? O Yes O No O Yes O No excess or uity value. 

2. Value ~~.%'t"tw:n:m1 :e~v~-:. 
3. Excluded as home, 

OYes ONo Oves DNo 

Values 111 121 
income producing or 
transoort handican~? FMV 

DYes ONo DYes DNo 
Minus 

4. Under $4500 oer table? 1'500 

5. Exempt· 
ex.,_ 

Oves ONo D Yes ONo 
v-

For household use? 
For work, to seek work. 

Oves ONo D Yes DNo 

FMV 
Minus school or trainma? Encumbrance 

If exemet and under $4500 STOP here; do not ao to 6. Equity 
V1lue 

J. RESOURCE ELIGIBILITY (Nonexempt Resources Only: 
11 ......... -r,suanc. 
Month Month 

1. Previous Month's Resources • • 
2. Additional Resources (specify) 

a. 

b. 

c. 

3. Subtotel (J1 + J2a + J2b + J2c) • $ 
4. Resources Sold, Traded or Given Away (specify) 

a. $ • 
b. 

c. 

5. Subtotal (J4a + J4b + J4c) $ • 
6. Current Resources (J3 • JS) • • 
7. Resource Eliaible? Ova, DNo Oves DNo 

PART 6 - iNCOME COMPUTATIONS 
K. SELF-EMPLOYMENT .......... ts1t1ance 

Montl'I Montl'I 

1. Gross Income from Self-Employment $ • 
2. Expenses 

3. Tlta~ ~rexempt Income from Self-Employment • • 
If averaging self-employment income go to K7. If 
adjusting a previous average. continue to K4. 

4. Adjustment to Gross Income • • 
5. Adjustment to Expenses 

6. Adjusted Self-Employment Income (K3 .± K4 !:. KS $ $ 
7 Monthly Self-Employment Income (Kl or K6.;. 

number of months income cov81's) • $ 

L. EDUCATIONAL GRANTS. SCHOLARSHIPS twu•nc• la1J.U•~ 
Month Month 

AND LOANS 

1. Income from Grants, Scholarships or Loans $ • 
2. Tuition and Mandatory Fees 

3. Total Nonexempt Educational Income (L 1 · L2) • • 
4. Monthly Income from Grants. Scholarships or 

Loans (L3 7 number of months income covers) • • 
PART 6 - REPORTED CHANGES tOther than the CA 7 or DFA 377.51 

Type of Change 

Date Change 
Occurred 
Date Change 
RAnnrted 

EW Initials 

CAUFORNIA-DSS-MANUAL-SS Rev. 1368 replaces Issue 2191 Effective 2/15/84 
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Form Instructions 
(For the Eligibility Worker) 

FOOD STAMP BUDGET WORKSHEET SPECIAL MEDICAL/SHELTER DEDUCTIONS 

Purpose: 

The DFA 285-D is used in conjunction with the application for food stamps (DFA 285-A2) 
and the food stamp application for special medical deductions (DFA 285-C), or a monthly eligibility 
report (CA 7), or a household change report to compute and document the eligibility and benefit 
level for a household which has a member who is elderly or disabled. The budget portion of 
the worksheet provides spaces for two separate budget computations. The change documentation 
portion of the worksheet is used for documenting resource changes, ongoing resource eligibility, 
and income computations resulting from information reported either at the time of application 
or during the certification period. 

Preparation: 

Enter the following identifying information on the top of the front page of the worksheet: 

- Case name 
- Case number 
- Companion Case Reference 
- Household Classification 

Enter the beginning and ending dates of the certification period; month and year. Enter 
the issuance month for the budget being computed, check the appropriate box for a retrospective or 
prospective and complete the budget. 

Part 1 - Net Monthly Income 

Complete Sections A through G to determine the household's net monthly income. When the 
net monthly income is used to determine net income eligibility, use prospective amounts. When 
the net monthly income is used to determine benefits, use either prospective or retro
spective amounts, as appropriate. 

After net monthly income has been determined, go to Part 2 when net income eligibility must also 
be determined. 

If the household's net income eligibility has already been determined, skip Part 2 and 
go to Part 3. 

Part 2 - Net Income Eligibility 

H. Net Income Test 

If the 
the 

is "No", deny the application or terminate or suspend 
If the answer on Line H3 is "Yes", go to Part 3. 

Effective 2/ 1 
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DFA 285-D (12/83) 

Determine if benefits should be prorated and check the appropriate box (Yes or No) in the documentation 
section. Use the current Tables of Coupon Issuance, household size and net monthly income to find 
the allotment. If benefits should not be prorated, enter the amount from the table. If benefits should 
be prorated, compute the prorated amount using the date of application and the appropriate percentage 
for the month of application from the Reciprocal Table for Prorating First-Month Benefits. Enter the 
prorated amount. 

Supplement 

Complete this section if the budget was calculated because of a change and resulted in a supplemental 
issuance. Enter the amount of the supplement. 

Initials/ Date 

Enter EW initials and date after any action in Parts 1, 2 or 3 of the budget worksheet. 

Subsequent Budgets 

If a subsequent budget is calculated, enter the issuance month, check if the budget calculation is 
retrospective or prospective and complete as outlined above. 

If a subsequent budget is not calculated but the first-month benefits were prorated, and the 
certification period is longer than one month, enter the household's full allotment for the second month. 

Worksheet for Changes and Other Documentation 

Part 4 - Resources 

Sections I and J need not be completed for a household in which all members are receiving AFDC. 

I. Motor Vehicles 

Use this section to record household motor vehicle changes. Each vehicle must be treated 
separately to determine its countable resource amount. Thereafter, each amount is added to 
determine the total vehicle resource amount. 

1. Complete the items for each vehicle using information provided by the household. A vehicle 
is licensed if the motor vehicle registration fees are paid for the current year. If not licensed, 
skip 3 through 5 and go directly to 6. 

CALIFORNIA-DSS-MANUAL-SS Rev. 1370 replaces Issue 2193 Effective 2/15/84 
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2. Enter the value of the vehicle based on the blue book, CPI book, newspapers, etc., and 
document source used for valuation. 

3. Evaluate vehicles for exclusion as a resource. 

4. For licensed vehicles which are not excluded and which have a value greater than $4,500, 
determine the fair market value. 

5. Determine if any licensed vehicle is exempt from the equity valuation. Compute the equity 
value of all nonexempt vehicles. 

6. Compute resource value of all nonexempt vehicles. 

J. Resource Eligibility 

Enter the issuance month for each resource eligibility test. 

1. Enter the amount of resources used in the last resource eligibility test. 

2. Specify any nonexcluded additions to the household's resources and enter the amount(s). 

3. Add Lines J1, J2a, J2b, and J2c and enter the total. 

4. any nonexcluded subtractions from the household's resources and 

5. Add J4b and J4c and enter the total. 

6. Subtract Line J5 from Line and enter the remainder. 

7. If the household size is one and if Line J6 is less than or equal to $1,500, check "Yes"; if 
Line J6 is greater than $1,500, check "No" If the household size is more than one and if 
Line J6 is less than or equal to $3,000, check "Yes"; if Line J6 is greater than $3,000, 
check "No". If the answer on Line J7 is "No", deny the application, or terminate or suspend 
eligibility as appropriate. 

Part 5 - Income Computations 

K. Self-Employment 

Enter the issuance month for each self-employment income calculation and complete Lines K1 
through K3. 

If self-employment income is to be averaged, go to Line K7. If previously averaged self-employment 
income is to be adjusted, complete Lines K4 through K7. 

L. Educational Grants, Scholarships and Loans 

Complete this section if the household has income from educational grants, scholarships, 
or loans. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS 
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Enter the issuance month for each calculation and complete Lines L 1 through L4. Enter the 
amount on Line L4 on Line 84 of the appropriate budget. 

Part 6 - Reported Changes 

For changes reported outside of the monthly report (CA 7) or the household change report (DFA 377.5), 
enter the type of change, date the change occurred, date the change was reported, and the EW initials. 

~!:~-':_~~!~~~:::_~~~~~_:~~~---- ls=i~~ 1~~~ ~e~~a~~;7 _______________ :f~:_c2~:!!~~~~~ 
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STATE OF CALIFORNIA - HEAL TH AND WELFARE AGENCY 
DEPARTMENT OF SOCIAL SERVICES 

FOOD ST AMP PROGRAM 
IDENTIFICATION CARD 

Issued tO-----------------
Issued ________ Case No. _____ _ 

SIGNATURE OF' HEAD OF' HOUSEHOLD 

SIGNATURE OF' OTHER HOUSEHOLD MEMBER 

OF A 287 14/80) 

SIGNATURE OF AUTHORIZED REPRESENT AT IVE 

SIGNATURE OF EMERGENCY AUTHORIZED 
REPRESENTATIVE 

No. of Persons in Household----

Household Eligible for Delivered Meals 

Yes O NoO 

CALIFORNIA-DSS-MANUAL-SS Rev. 1373 replaces Issue 2198 

(MANUAL LETTER NO. 84-13) 

63-1230 

DFA 287 (4/80) 

Effective 2/15/84 
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Form Instructions 
(for CWD Worker) 

FOOD STAMP PROGRAM IDENTIFICATION CARD 

Purpose: 

63-1230 

DFA 287 (4/80) 

The DFA 287 is issued to each certified household as proof of program eligibility. It must be 
presented when the head of household, designated authorized representative, or any responsible 
household member redeems an Authorization to Participate card (ATP) or, if requested, when 
food stamps are used to purchase consumable items, or in HIR counties, when the household 
obtains its coupons. 

Preparation: 

The CWD prepares one card at the time of initial certification and issues it in the name of the head 
of household. 

NOTE: If the ID card is mailed to the household, it must not be mailed in the same envelope 
with the ATP or food coupons. 

The following identifying information is entered on the card: 

- Head of Household 
- Date 
- Case Number 
- Number of Persons in Household 

Check applicable box indicating if the household is eligible for delivered meals. 

The head of household, designated authorized representative or any responsible household 
member must then sign the ID card prior to using it. If the household does not name an authorized 
representative or other household member the CWD must indicate on the ID card that no designation 
was made. The household may also designate an emergency authorized representative at a 
later date. At that time, the emergency representative signs the ID card in the space provided. 

The ID card may be serially numbered at the CWD's option. 

NOTE: If the household is eligible for and interested in delivered meal services, the CWD marks 
the face of the ID card with the letter "M". If the household is certified for delivered 
meals for a temporary period, the CWD indicates an expiration date on the ID card. In 
counties where restaurants are authorized to accept food stamps, and if the household 
is eligible and interested in using communal dining facilities, the CWD marks the face 
of the ID card with the letters "CD". 

CALIFORNIA-DSS-MANUAL-SS Issue 2199 Issued 8/ 14/81 

(MANUAL LETTER NO. 81-39) Ci2 :5-
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OEP4RT"1E',, '.lf SOClAL SEAVICE5 

COUNTY USE ONLY 

REPLACEMENT AFFIDAVIT I AUTHORIZATION 

TYPE OF LOSS O ATP O Food Coupon Booi<lsl O Food 

PART A· HOUSEHOLD AFFIDAVIT 

I. ------------------- , the undersigned, living at----------------
1STAEET AOOAESSI 

------------------- , California, declare that the household named above: 
tClTYI 

D Did not receive in the mail the ATP/Food Coupon Book(s) at 
'(STREET AOOAESSI 

D 
1CiTY1 

Received an ATP for the period of 

California, for the period of_-----------

------------- • however it was: 

O Stolen: Date stolen 

O Oestoyed: How? ________________ _ Date destroyed 

D Received Food Coupon Book(sl for the period of ----------- , however, they were destroyed. 

How? Date destroyed Amount $ ___ _ 

D Purchased food with Food Coupon Book(s). but the food was destroyed. 

How?----~--~----------------~----~---- destroyed-------

I further declare that if at any time receive the above described ATP/Food Coupon Book(sl. it will returned to: 

I declare that the foregoing is true and correct to the best of my knowledge. I also understand that if I 
intentionally withhold information or give false information I may be denied participation in the Food Stamp Program: fined 
imprisoned or both. 

SlGNATUIIE Of Q.AIMANT • PART B • VERIFICATION 
DATE ATP•COUPONS ISSUED ATP SERIAL• \IAI.UE Of ATP ·FC,00 COVl'ON AI.LOTMENT DATE REl'L4CEMENT REQUESTED 

Type of household disaster: Source of verification: 

Has household received any replacements during the last five months? O Yes 

3. 

O No If Yes, how many? 

4. Type of replacement(s): 1. 2. 

PART C • REPLACEMENT AUTHORIZATION 

Request: 0 Approved O Denied Reason for denial 

AMOUNT TO BE REl'L4CED NAME Of PERSON AUTHOfllllNG, DENYING AEOUEST REVIEWED av 

PART D • HOUSEHOLD ACKNOWLEDGEMENT OF RECEIPT 

I acknowledge the receipt of a replacement: (Check appropriate box) 

D ATP D Food Coupon Book(sl 
Serial Number In the amount of $ 

DATE 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1374 reo1acE!S Issue 2200 Effective 2/15/84 
----------------------------~------------------------------------------
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Form Instructions 
(For CWD) 

REPLACEMENT AFFIDAVIT /AUTHORIZATION 

Purpose: 

63-1230 

DFA 303 (1 /83) 

The DFA 303 is a form completed by the household or an authorized representative and the 
county. This form is used to (1) initiate a request for a replacement ATP /food coupon book(s), 
(2) verify that replacement of an ATP /food coupon book(s) is appropriate, and (3) acknowledge 
receipt of a replacement ATP /food coupon book(s). 

Part A is completed by the household or an authorized representative and is the household's 
affidavit indicating the reason for the replacement. 

Part B is completed by the county and is used to verify that the request for replacement is 
appropriate. This section also provides identifying information relating to the 
original ATP/food coupon book(s) that was issued. 

Part C is completed by the county and is used to authorize the replacement and the amount 
to be replaced, or to deny the replacement. 

Part D is completed in part by the county and signed by the claimant to acknowledge receipt 
of the replacement ATP/food coupon book(s) issued to the household. 

Preparation: 

The household must come into the county office to sign the affidavit, in most instances. 
However, the affidavit must be mailed to the household if the household is unable to come 
into the office because of age, handicap or distance from the office and is unable to appoint 
an authorized representative. 

Complete an original and one copy if the individual is requesting the replacement in person. 
Complete a second copy for pending if the form will be mailed for completion. (Additional copies 
may be required by the county's internal system.) Enter the following identifying information 
in the county-use section. 

- Case Name 
- Case Number 
- Worker 

Check the applicable box for the type of loss being reported. 

Effective 2/15/84 
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Part A - Household Affidavit 

63-1230 

DFA 303 (1 /83) 

Before the household or an authorized representative completes this section, enter the address 
where the household should return the original ATP /food coupon book(s) should they receive it. 

When signed, review this section for completeness, paying particular attention to the following items: 

- When a claimant indicates the reason for replacement is a stolen or destroyed ATP or destroyed 
food coupon book(s) or food, be sure the claimant also indicates the date stolen or destroyed, 
how destroyed and the amount destroyed. 

- Be sure that the claimant signs and dates the affidavit. 

NOTE: A request for replacement must be acted upon within ten days of the household's request, 
either by issuing a replacement, or denying the request. 

Part B - Verification 

Enter the following information as applicable for the type of request: 

- Date the original ATP /food coupon book(s) was issued. 
- Serial number of the original ATP. 
- Amount of the original ATP/food coupon allotment. 
- Date replacement is requested. 

NOTE: If the request for replacement is for a destroyed ATP, food coupon book(s) or food, enter the 
type of household disaster and the source of verification. 

As appropriate for each type of replacement be certain to verify that: 

a. The ATP/food coupon book(s) to be replaced was actually issued. 
b. The ATP/food coupon book(s) to be replaced was not returned as undeliverable. 
c. The request for replacement was reported within the time frames provided by regulation. 
d. The disaster occurred and meets the definition of a household disaster. 
e. The household has not already received the allowable number of replacements during the most 

recent six-month period, which includes the current month. There are no limitations on the 
number of replacements for food destroyed in a household disaster. 

f. The replacement is otherwise appropriate as defined by regulation. 

CALIFORNIA-DSS-MANUAL-SS Rev. 1376 replaces Issue 2202 Effective 2/15/84 
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Part C - Replacement Authorization 

- Check the applicable box to indicate the disposition of the request. 
- If the request is denied, give the reason for denial. 

63-1230 

DFA 303 (1 /83) 

NOTE: If the household's request for replacement is being denied, the household must be provided 
with a DFA 377.4. 

- Enter total amount of ATP/food coupons to be replaced. 

- Enter signature of person authorizing or denying request. 

- Enter signature of individual reviewing request, if any. 

- Enter date request is approved or denied. 

Part D - Household Acknowledgement of Receipt 

Before this section is signed by the claimant, enter one of the following as applicable to the 
replacement: (1) the serial number of the replacement ATP, or (2) the amount of the replacement 
food coupon book(s). 

The claimant must check the appropriate box for an ATP or food coupon book(s) and sign and date 
this section when the replacement is issued. If, however, the claimant refuses to sign this section, 
the replacement cannot be denied. 

If the ATP or food coupon book(s) is to be mailed, the original DFA 303 and one copy should be enclosed 
with the ATP /food coupon book(s) and a self-addressed envelope for returning after it is signed by 
the household. The county must retain a copy of the DFA 303 pending the return of the original. 
The county must establish a system of follow-up to ensure that the original is returned. 

Be sure this section is signed and dated, and the appropriate box is checked. 

Distribution: 

The original is filed in the case file, and one copy is provided to the household. 

CALIFORNIA-DSS-MANUAL-SS Rev. 1377 replaces Issue 2203 Effective 2/15/84 
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l:ot•1 .. OI ~ltlUfllle 
Heehh end Well•~• Agency 

FOOD STAMP NOTICE OF ACTION 
If you have any questions or want more information 
about this action. please contact your worker. 

Case Name 
Case Number 
District 
Worker 
Phone 
Date of Notice : 

U APPROVAL Your application for food stamps has been approved. 

Your food stamp certification covers the period from through -------

O•p,1111.nenl of Soc,al Servo<·,,, 

Your benefits have been computed for your certification period based on the information you provided. Unless there are changes. tou 
will receive the following benefits for each month: 

I for through ; I for ~ through -------
I for through ; I for through-------
I for through ; I for through ______ _ 

O Your first allotment includes more than one month's benefits because of the date your application was app,OV4!1d. 
0 'lour first-month benefits were prorated from the date you filed your application. 
O Your benefits for have been suspended because: 

Even though you will not receive any benefits for this period, you must complete and submit your monthly reporl (CA 71 so 
we can determine the correct amount of your benefits for the next month. If you do not submit a complete CA 7 as requi,4td, 
your food scamp pa11icipation will be terminated. 

O Because you needed food stamp benefits right away, we did not require you to gi~ us the following 1nformahon: 

If you do not give us this information by • you will not receive any benefits fOf and tou• 
participation in the Food Stamp Program will be terminated without further notice. If the information reQutost•d results in a ch.11nge 
in your eligibility or benefits. the change will be made without an additional advance nottee. · 

IF YOU ALSO APPLIED FOR CASH AID. and it has not yet been approved. your food stamp benefits may be reoduct"d or termmAted 
without further notice if your cash aid is approved. 

::J PENDING Your application for food stamps is still being processed 
O You have done everything you need to do. We will continue proceuing your appltcat1on and you w,11 hear from ua aoon 
O You must do the following before we can finish processing your application: 

If you do not do this by ------
receive food stam benefits. 

. your application w,11 be denied and you will have lo reapply 1f you wAnt to 

DENIAL Your apphcateon for food stamps has been denied bec11use 

O If vou do the following by . vvur appl,c,1t1('n will be reopt'ned 

If \'ou do no1 1,1ke the requ,rf'd 11e1,on bv the 11bo1;f' d,'llf' v11u ...,.,11 hA1;t!' lo 1p,1pf1lv ,I vou """""' lo'"'.,,,..'"''"' """'P h""l"1•t• 
0 8111,,•d or, the re11son vour appl1ca1,on wAs dt'"•ll!'d. vou1 11ous .. hol<1 ,s ,1lso d1squal1t, .. <1 tror,, ('11ut,c,r,11l•"IJ '" 1111• r,,,'"<1 StA,,\O 

P•oyram until 'Vou "'"'' ,,.,,pf'II~ lo, benel1U. "' the ""d ,,t lh•• d1,qu11t,~~~~..!..'...'"'--·. 

hf' •bovt" -'Ct101'4SI ,s requ11eod by lhe following f'ood S111mp M,1n11111 Sect•<>ntsl ··-- •. 

~~•.h_!~l!.!t).!.'.'i~•.!.O_!.!.~.!!.!~l!!.i~.i!_~.o~_l!.,!!.!1~~_!.h..'!...~<'t•!>~!.! .. ~~~~~J!...e_ ... ~··~~~~."...o..!.l~~!."ot•S!~'.!.!"t!'i"ll.':"'I~~!!' 

,, ,'\ 'l 1, t , t-, II 'l ,~.. • , •. , I •• -· 
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_r ou_r H19nt to J'ppeat. ·rn,s Acuon 
If you are dissatisfied with the action described on the other 
side, or any other county action, you may request a state 
hearing before a Hearing Officer of the State Department 
of Social Services. This hearing will be conducted in an 
informal manner to assure that everyone present is able to 
speak freely. Your county or adoption worker can help you 
request a hearing. If you decide to request a hearing you 
must do so WITHIN 90 DAYS OF THE MAILING DATE OF 
THIS NOTICE. 

FOOD STAMPS AND CASH AIDf: If this action 
stops or reduces your food stamps or cash aid and 
you ask for a hearing before the effective date of 
the action. your benefits may continue unchanged 
under certain circumstances until the hearing or 
until you receive your hearing decision. Food Stamps 
will not continue past the end of your current 
certification period. 

Authorized Representative 

You can represent yourself at the state hearing. You can also 
be represented by a friend. attorney or any other person. 
but you are expected to arrange for the representative 
yourself. You can get help in locating free legal assistance by 
calling the toll-free number of Public Inquiry and Response. 

Request for a State Hearing 

City 

How to Request a State Hearing 

The best way to request • hearing ,s to fill .~ and send th•• 
entire notice to: 

Office of the Chief Referee 
State Department of Social Services 
744 P Street. Mail Station 6-100 
Sacramento. CA 95814 

You may also request • hearing by calling the toll-free 
number of Public Inquiry and Response. 

Public Inquiry and Response (Public inform•~iont 

Toll-Free Number: (800) 952-5253• 

For the Deaf Only TDD (800) 952-8349• 

•vou may have to dial "1 .. first. 

T~e State P~blic Inquiry ind -Response Unit can provide vou 
with funher information •bout your h@aring rlghll °' filff or 
other welfare-related matters. Assistance la also evaileble 
in some languagH other than English. Including Spanish. 
You may phone, write or come in. 

Public Inquiry and ResponM 
Slate O.panment of Social Service, 
744 P Street. Mall Stetion 11·23 
Sacramento. CA 96814 

State 

1-,i, requesting• state hearing lM<:ause of an action by the _tf.,e depanment of _______________ eouncy , ... ,.-

10 my famity'1a.- 0 Cash Aid O Food Stamps O Medi-Cal O Adoptioft Auistanca Pror•m ,aymenta 

I speak • languaga ocher than English and nffd an ince,p-et« for my hewing. (The 11a1• w.11 p,o,,tde the 1nterp,e1..- •• no colt to ~.» 

~~~~~~--~----~~~~~----~~~~~~~--~~~--------------------------------------. 
f1f you requnc • euto ho•lne and your benefits continue unchanged. tho county can NCO...., H en ~pa~ lhe oath aid •Nt wt1lue 
ol food statnpa lhe h••inG deciaion finda you were noc eligible for. If you ,-main •heiblo to rece~ cetlh aid •fl• Cho tie ... ""- •"' 
you,,...,. no other Income o, resourcoe. your grant will ba reduced by 10,-. eech month unul tho full amount of auch ....-pa..-11 la OOlleaeC. 
tf you do h...a och• income o, aw•il•ble property, the •mou,,. your grant will be reduced eact\ month w.tt ba pHtet. 

Chec:t h..-• ti you went your benef!UI rllduced or discontinu.ct NNr, H described in this Notice ol A.ct;Oft. 

O Cash A;c9 • 0 Food Su~ 

If you c:hlldled th• boll(") aftd the h .. ring dec:11t<lft • H'I your favor, •ny lost benefits will be m•de UII, 

Oat• 

The onfo,metoen you prowide on lh,. fo,m i1 needed lo proceal YoUf 
req1191t for • haaring. •nd procen,ng mev b9 delaY9d if ¥Our recau•• 
11 1nc:ompleta. A c:asa file will be HI up by the Ch••' "•'•'•• You 
haw• a roeht 10 e .. m,na the ma1er,al1 thet make uo the file and mey 

do so by con1ac:t1"9 !'\,bloc l"Qutty encl ~•ll)OftM Any tnfO,fftat!Oft 

'rOU p,oy,de may b9 11\ered _,h the C'C'Uf'IIY -"••• 68pertmef\C. -"' 
the U.S Oec,ertment of H•altl'\ ef'ICI Human S11twwe1. or 1"9 U I 
Oec,enmanc of 4'Gt1cultu•• Avt"oflCY W&IC l~IO 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Form Instructions 
(for the Eligibility Worker) 

FOOD STAMP NOTICE OF ACTION 

Purpose: 

63-1230 

DFA 377.1 (12/83) 

The DFA 377.1 is used by the Eligibility Worker to notify a household of the approval, pending or 
denial status of its food stamp application. 

The back of the DFA 377.1 explains the household's right to request a hearing and provides 
instructions on how to appeal the action. 

Preparation: 

Complete an original and two copies of the DFA 377.1 entering the following identifying 
information: 

- Head of household's name and mailing address 
- Case Name 
- Case Number 
- District (if applicable) 
- Worker 
- Phone Number 
- Date of Notice 

Complete the action portion of the notice by checking the heading box for the Approval, Pending 
or Denial Sections and entering all other required information. 

NOTE: If the date by which the household must take some action falls on a weekend or holiday, 
enter the date for the business day immediately following the weekend or holiday. 

Approval 

Check the Approval box when an initial application or application for recertification has been 
approved. Enter the beginning and ending dates of the household's certification period, the 
amount of the allotment, the amount and dates of any known changes in the allotment, and any 
of the following, as applicable. 

- If the first allotment contains more than one month's benefits (prorated first-month benefits 
and second-month benefits issued in the second month), check the box for this message. 

- If the first-month benefits were prorated, check the proration box. 

- If the household's first-month benefits are suspended, check the suspension box. Enter the month 
for which benefits have been suspended and enter the reason for the suspension. 

-----------------------------------------------------------------------Rev. 1380 replaces 
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DFA 377.1 (12/83) 

- If the household applied after the fifteenth of the month, and if expedited service was provided 
and verification was postponed, check the box and list the information the household must 
provide. Enter the date by which the household must provide the information (30 days from 
the date the application was filed except for migrants who need out-of-state verification and 
who are allowed 60 days from the date of application), and enter the month for which benefits 
will not be issued if the verification is not provided. 

If the household does not provide the requested information by the specified date, no further 
notice is required to terminate the household's participation. If the household provides 
the information and it results in a change in eligibility or benefits, a notice of change 
must be issued by no later than the date the benefits are issued or in place of the benefits. 

If the household subsequently receives cash aid, and food stamp benefits are reduced or terminated, 
no additional notice is required. 

Pending 

Check the Pending box when an initial application or untimely application for recertification has 
not been processed in accordance with application processing standards as a result of either the 
county's or the applicant's fault. 

If the household must take some action to complete the application process, check the box provided 
for this purpose, enter the required action and enter the date by which the action must be taken. 

If the household fails to provide the requested information by the specified date, no further 
notice is required to deny the application. 

Denial 

Check the Denial box when an application has been denied and enter the reason(s) for the denial. 

If the county has elected the option of denying all applications not processed at the end of 
the 30-day application processing period due to the household's fault, the first box in the Denial 
Section is used for this purpose. In such cases, check the box, enter the date by which action 
must be taken to reopen the application and enter the action which must be taken. 

Check the second box in the Denial Section if the application was denied because the primary 
wage earner voluntarily quit a job without good cause, the household transferred resources in 
order to become eligible for food stamp benefits, or a one-person household refused to provide an 
SSN. Enter the date which is the end of the disqualification period. (For an SSN disqualification, 
the individual is disqualified until an SSN is provided.) 

NOTE: Do not use the DFA 377.1 for households disqualified for refusal to work register. 
The DFA 377.10 is used for this purpose. 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
!i.2!'.9~Q.o_!< __________________ FORMS AND INSTRUCTIONS ------------- 63-1230 J.C<![IJ:1 

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Manual Section(s) 

Enter the applicable specific manual section(s) for the action(s). 

Distribution: 

63-1230 

DFA 377.1 (12/83) 

The original and one copy are provided to the household. The second copy is filed in the case 
record. 

CALIFORNIA-DSS-MANUAL-SS Effective 2/15/84 
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FOOD STAMP NOTICE OF EXPIRATION 
OF CERTIFICATION 
If you have any questions or want more information 
about this action. please contact your worker. 

1. Your current food stamp certification period will end on 

Case Name 
Case Number 
District 
Worker 
Phone 
Date of Notice : 

63-1230 

DFA 377.2 (12/83) 

8 Your application for recertification is being processed. 
Your cenification period has been shortened because the following change(sJ in circumst11ncH may affect your IC'Od 
stamp eligibility or benefits 

2. If you want to continue receiving food stamps after the end of your current certification period. without a breAk ,n benef1tl. you mus.I 

• D Submit your complete monthly report (CA 7) so ,t 1s received by no later than . fill out the auached 
application and submit it to the county welfare department by no later than your recertification 1ntc-rv1ew (s.ee 3 belowl. 

8 Submit your complete monthly report (CA 7) so it is received by no later than . 
Fill out and submit an application so it is received by the county welfare department by no later than 

3. To be sure your application for recertification is processed promptly, you must: 

O Appear for an interview on: at 
O You may bring ,your complete monthly report 

to your recertification interview if you wish. 

~ 
Call for an interview appointment. 
Mail/bring your application to: 
Cati for an application. 
Do the following so we can finish processing your application: 

IF YOU REAPPLY LATER THAN THE DATE SPECIFIED IN NO. 2 ABOVE, YOU MAY HAVE TO WAIT Uf' TO JO DAYS UEfORE 
FINAL ACTION IS TAKEN ON YOUR APPLICATION. IN ADDITION. YOUR BENEFITS MAY BE PRORATED FOR THE FIRST 
MONTH OF YOUR NEW CERTIFICATION PERIOD. 

O If you heve • good reason for not epplying on time, you should tell the county welfere department. Vou mey be entitled to 
heve eny lost benefits restored if the county welfere depenment de<::ides you had • good reHon. 

IF YOU MISS YOUR SCHEDULED INTERVIEW ANO YOU HAVE A GOOD REASON. YOU SHOULD Tell THE COUNTY WELFARE 
DEPARTMENT. IF THE COUNTY WELFARE DEPARTMENT DECIDES THAT CIRCUMSTANCES BEYONDVOURCONTROLPREVENllDVOU 
FROM ATTENDING THE INTERVIEW. A SECOND INTERVIEW WILL BE SCHEDULED. • 

You have the right to request en application from the county welfere depenment et any time and lo have th• county welf,ue 
department accept your application. If you end/or your euthoriud representative are uneble to reeprly In peuon et th• county 
welfare depanment and you have • good reason for not being eble to do so. you should cell the county w•lt•re department at the 
above numbef. We can arrange to have a worker interview you or your euthorired repreaentetl~ 111 home or by telephone 

The above ect,on ,s required by the lollow1ng Food Stamp Manual Sect•on(s): 

You heve the right to request • atete huring if you diugr1u with any of theu requhementll See thti bacli of Ihle noth:e f0t t11 

hearing request. -------.................... ,.,... 
Of A 377 2 Cl 2 •831 Rrquued Fo,m · No Subs1,1utr1 Prrmlfrt'<d 

-----------------------------------------------------------------------Rev. 1383 replaces 
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Your tt19J1t tO-f!-pperu 
If you 1re dissatisfied with the action described on the other 
side. or any other county action. you may request a state 
hearing before a Hearing Officer of the State Department 
of Social Services. This hearing will be conducted in an 
informal manner to assure that everyone present is able to 
speak freely. Your county or adoption worker can help you 
request·• hearing. If you decide to request a hearing you 
must do so WITHIN 90 DAYS OF THE MAILING DATE OF 
THIS NOTICE. 

FOOD STAMPS ANO CASH AIOf: If this action 
stops or reduces your food stamps or cash aid and 
you ask for a hearing before the effective date of 
the action. your benefits may continue unchanged 
under certain circumstances until the hearing or 
until you receive your hearing decision. - Food Stamps 
will not continue past the end of your current 
certification period. 

Authorized Representative 

You can represent yourself at the state hearing. You can also 
be represented bv a friend. attorney or any other person. 
but you are expected to arrange for the representative 
yourself. You can get help in locating free legal assistance by 
calling the toll-free number of Public Inquiry and Response. 

Request for a State Hearing 
Name 

1-n1s Action 

City 

How to Request a State Hearing 

The best way to request • hearing •• to fill i~ and send this 
entire notice to: 

Office of the Chief Referee 
State Department of Social Services 
744 P Street. Mail Station 6-100 
Sacramento. CA 95814 

You may also request a hearing bv calling the toll-free 
number of Public Inquiry and Response. 

Public Inquiry and ResponH (Public Information) 

Toll-Free Number: (800) 952-5253• 

For the Deaf Only TOO (800) 952-8349• 

You may have to di1I "1" first. 

The State Public Inquiry and Response Unit can provide you 
with further information about your hearing rights or files or 
other welfare-related matters. Aasistanc. is also available 
in some languages other than English. Including Spanish. 
You may phone, write or come in. 

Public Inquiry and Reapon•• · 
State Department of Social Services 
744 P Street. Mail Station 16·23 
Sacramento, CA 95814 

State 

I am requffting a state hewing becauH of an action by 1he welfare depanment of ---------------county rttlat.cl 

to my famtly•r O Cash Aid O Food Stamps O Medi-Cal O ~ion Assistance fl'rOQtam flaymjfftft 
RHsona ta, my request: 

O I speak a language other than English and nffd an interpret., fot my hearing. (The state wtll prowtde the 1nt1tpre1« at no cofl lo you.I 

L.tngu... Dial.a 

ttf w.iu request a state ho•int and your beiwfita continue unchanoed, the councy can,~ et en .,...,.""'9ftl the caah aid and wetue 
of food in.m.- Iha hewing decision finds w.iu -e nae eliglbl4t for. fl you remaifl eligible • ~ cath aw atw Iha hHnne. •~ 
you hewe no ocher Income ot resourCM, ~ 9r1nt win be ~ by 1o,r. Md'I month untH the tun 8fflO\lnC of auch OWtlM'ymenl It eolliecM& 
I you do tt... oeh« lnc:ome ot av•il•il'e prope,,y, lho a,,_,nc your gr•nt win be reduced NCh month wtll be greetef. 

QI.ck her'9 W you wane your benefics reduced ot di8continued now, aa dNCl'lbed in thia Notice ol A.c1ioft. 

D Caah Aid O Food Sta,,,.,;. 
If you chedled Iha boll(n) and the hewing dec1st00 ii In your fa,,or, any lost benefrta wiU be made up. 

The enforffl1tton you provide on this foun is ne41ded to proc:.a1 you, 
requefl lo, • heern'9, and procns1ng may be del1~d If YoUt rOQunc 
.. incomplete A caH file w,11 be HI up by the Ch,ef AeferN You 
haw• a right 10 eum,ne the m11eroal1 that mat..e 1,1p the ltle and "'.., 

Oete 

do ao by contacting ~IC lnQutty and l\elPOf\M Aft'f WorfflMIIOft 
you p,OWlde may be shared _,,, the COVl'ltv wenan1 ...,.ffl'Wftt. -"' 
Che U.S Department ol HHlttl and Human ,.,..,... • ._ Of the U I 
D11>artmen1 of A9r,cultu,e Aut~•tt W .. I( H)OIO 

• 

-----------------------------------------------------------------------
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Form Instructions 
(for the Eligibility Worker) 

FOOD STAMP NOTICE OF EXPIRATION OF CERTIFICATION 

Purpose: 

63-1230 

DFA 377.2 (12/83) 

The DFA 377.2 is used by the Eligibility Worker to notify a food stamp household of the following 
information concerning its certification period: 

- the regular expiration of a nonassistance (NA) household's certification period; or, 

- the regular expiration of a public assistance (PA) household's certification period when recerti
fication was not completed with the PA redetermination in the month prior to the last month 
of certification; or, 

- the shortening of an NA or PA household's certification period; and, 

- the requirements for recertification. 

The back of the DFA 377.2 explains the household's right to request a hearing and provides 
instructions on how to appeal the action. 

Preparation: 

1. For the expiration of a regular certification period, the DFA 377.2 must be so it is 
received by the household not earlier than 15 days prior to, nor later than the first day 
of, the last month of certification, except as noted in No. 3 below. 

2. For the expiration of a shortened certification period, the DFA 377.2 must be completed so it 
is received by the household no later than the first day of the last month of certification. 

3. For a household assigned a certification period which ends in the same month the 
application is approved, the DFA 377.2 must be completed at certification and provided 
to the household with the notice of approv91 (DFA 377.1 ). 

Complete an original and two copies of the DFA 377.2 entering the following identifying 
information: 

- Head of household's name and mailing address 
- Case Name 
- Case Number 
- District (if applicable) 
- Worker 
- Phone Number 
- Date of Notice 

CALIFORNIA-DSS-MANUAL-SS 
Rev. 1385 replaces 

Issue 2210 

(MANUAL LETTER NO. 84-13) &J 
Effective 2/15/84 
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NOTE: If the date by which the household must take some action falls on a weekend or holiday, 
enter the date for the business day immediately following the weekend or holiday. 

Complete the action portion of the form by checking the appropriate box(es) and entering other 
required information in each of the three sections as follows: 

1. Enter the expiration date of the current certification period. 

Check the first box if a PA household's recertification is not completed along with 
the PA redetermination in the month prior to the last month of certification. 

- Check the second box if the certification period has been shortened because of a 
change in circumstances and enter an explanation. 

2. Check the applicable box as indicated below and enter the required information. 

- Check the first box for NA monthly reporting households and PA monthly reporting households 
whose certification periods are not aligned with a PA redetermination. 

Enter the eleventh day of the last month of the household's certification period. 

- Check the second box for PA monthly reporting households whose application for recerti
fication is pending. 

Enter the eleventh day of the last month the household's certification period. 

Enter the fifteenth day of the last month of the household's certification period unless it is a 
short certification (certification period the same month the application is approved). If it 
is a short certification period, enter the date which is 15 days after the date the household will 
receive the notice. 

3. Check the applicable box and enter the required information. 

- Check the first box if an interview has been scheduled for the household. Enter the date, time 
and location of the interview. If the interview for a monthly reporting household is scheduled 
before the eleventh of the last month of the certification period, check the small box in this section. 

- Check the second box if the household must call for an interview appointment. Enter the name 
and number of the person the household must call for an interview appointment. 

CALIFORNIA-DSS-MANUAL-SS Effective 2/15/84 
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- Check the third box to advise the household where to mail or bring its application. 
Enter the address. 

- Check the fourth box if a nonmonthly reporting household must request an application. Enter 
the name and number of the person the household should call for the application. 

- Check the fifth box if a PA household whose application is pending must take some action 
to complete the recertification process. Enter the action which the household must take. 

Check the small box in the explanation section (below the bold line) for all nonmonthly reporting 
households. 

Manual Section(s) 

Enter the applicable specific manual section(s) for the action(s). 

Distribution: 

The original and one copy are provided to the household. The second copy is filed in the case 
record. 

-------~-------------------------------~---~--------------~------------
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Health and Welfare Agency 

FOOD STAMP NOTICE OF CHANGE 
If you have any questions or want more information 
about this action. please contact your worker. 

Case Name 
Case Number : 
District 
Wortcer 
Phone 
Date of Notice : 

D CHANGE IN BENEFITS. Effective ------ , your food stamp benefits are changed from 8 
each month because: 

D SUSPENSION. Effective ------· • your food stamp benefits are suspended becauM: 

63-1230 

DFA 377.4 (12/83) 

Ot p.utt11t'nt n• ~ ,, ,,1 :-, .• , \'1 .. , 

tot-----

You will not receive any food stamp benefits fOf" • During this period of auaptnalon. you must contlnut1 to 
complete and submit your monthly report (CA 7) so we can determine If you will be eligible fot ben.flta tho month aher the munth 
of suspension. If you do ntt submit a complete CA 7 during the month of suspension. your food stamp participation will be tarmln,11ed. 

D TERMINATION. Effective , your food stamp benefits are terminated becauae: 

O Based on the reason your benefits are terminated. your household is also disqualified from participating In the F"''CS Stainp 
Program until . You may reapply for benefits at the and of this d1~ualifica11on P411tod 

D PROPOSED CHANGE IN BENEFITS. EffectiYe ------ , your food stamp tNlneflta may be reduced a, terminah•d bKauae 
information needed to determine your continued eligibility Of" tho correct amount of your benefill was not r.c1111\llld with 
your monthly report (CA 1:. We must receive the following information by no later than tho flrlt day of Milt month: 

If veuficalion of an upensa is requested and you do not provide it. the e)lpense will not tN, all~ when COfflput,ng neat mon1h'1 

benefits. Also. if you do not provide oth« requested information. your benefits msy be reduced or t•tminated. 

Comments.: 

The above ae11orO) is required by the following Food Stamp Manual Section(&~ 

You heva the right to requa,t a ,tata hHrinQ tf you believe thla ae1lon la wrono. See the beck fo, • he•rif\t r941YNI, 

OFA 377.4 (t 2/UI Rt,quir~ Form· No Substit&lf .. f'wm.infld 

--- Rev. 1387 replaces 
CALIFORNIA-DSS-MANUAL-SS Issue 2212 
-----------------------------------------------------------------------

Effective 2/15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 377.4 (12/83) 

Your~ t119nt to Appeal TtusAcuon 
If you are dissatisfied with rhe action described on the other 
side, or any other county action. you may request a state 
hearing before a Hearing Officer of the State Department 
of Social Services. This hearing will be conducted in an 
informal manner to assure that everyone present is able to 
speak freely. Your county or adoption worker can help you 
request • hearing. ff you decide to request a hearing you 
must do so WITHIN 90 DAYS OF THE MAILING DATE OF 
THIS NOTICE. 

FOOD STAMPS ANO CASH AIOf: If this action 
stops or reduces your food stamps or cash aid and 
you ask for • hearing before the effective date of 
the action. your benefits may continue unchanged 
under certain circumstances until the hearing or 
until you receive your hearing decision. Food Stamps 
will not continue past the end of your current 
certification period. 

Authorized Representative 

You can represent yourself at the state hearing. You can also 
be represented bv • friend, attorney or any other persOt'\, 
but you are expected to arrange for the representative 
yourself. You can get help in locating free legal assistance by 
callina the toll-free number of Public Inquiry and Response. 

Req~est for a State Hearing 

City 

How to Request a State Hearing 

The best way to request a hearing is to fill .~ and send 1h,1 
entire notice to: 

Office of the Chief Ref erae 
State Department of Social Services 
744 P Street. Mail Station 6-100 
Sacramento, CA 95814 

You may also request a hearing by calling the toll-fr•• 
number of Public Inquiry and Response. 

Pub~i~-- l~q':'i~ and ~espo~se (Public information) 

Toll-Free Number: (800) 952-6253° 

For the Deaf Only TOO (800) 952-8349• 

•vou may have to dial .. , .. first. 

The State Public Inquiry and Response Unit can provede you 
with further information about your hearing rights or filH or 
other welfare-related matters. Assistance 11 also avallable 
in some languages other than English, including 5'>enl1h. 
You mav phone, write or come In. 

Public Inquiry and AesponH 
State Department of Social Servk:q 
744 P Street, Mail Station I 8·23 
Sacramento. CA 95814 

51110 

I am requesting a state hewing beceuae of an action by th41 welf«e «Mpertment °'---------------county reletecl 

to my f1mity'1.~ 0 C.aah Aid O Food Stamps · 0 Medi-Cal O ~tion A.lsi111nce flrogrom ft1ymecm 

O I IIMM • language other than EngUah end nffd an interpreter for my he11ing. (The 11ate will pr'CMde the 1t1t«pre1., et no coat to wou.t 
t.aneuege Oielec:a 

fff you request • na11 he•int and Y'O"" beMfita continutt unch•need. she CCK,C\ly c:.n ,.co,,., H an ...,...yffiOftt ltle eeeh e'd end "9"'8 
of food 1141,npe she hewine decision finds you ""'8to not eligible for. tf ~ nHMin eligibte to ree.4~ ceeh eld etw lhe h.•nne. en, 
you have no other income o, Nl'ICUfCN, your gn1nt wilt be Nlduced by I~ 1Kh month until the full amouftl oA auch 8"'WP"¥ffl4"'111 CIOI~ 
tf you do heYe ocher income 0t 1V11lleble prope,ty, the emounc YG\lf' grent will be reduced Heh month .-..1 be er•et.,, 

Owd: here#~ wane your ben.tita reduced or diac:ont,nu.cf now. 11 dncnbed in &hia Notice of~ 

O C.tah ~ .- 0 Food Suimos 

H you cheo~ lh• boa.(esl end the heering dec11t0n ia in yov, favor. any lost benef1ta will be mede up. 

Sttneu,re 

The 1t1fo,mation YoU provide on th•• fo,m i1 n•eded 10 proc:eH YCMlt 
,9quefl fo, • hew1"9, end procn11ng may be deleVCtd if Your r9qu..c 
•• 1ncotnpl.Ce A CHI fila will be HI up by the Chief Aef.,N. You 
ha .. e rigl\l 10 eum,ne the materials thet mike uo lhe ftle and mey 

NA ~ J fCean Ald/FSI 

Dete 

do ao by contK11ng P'ubhc lnquw~ end Aatc,Of\ae Any 1ntormatl0ft 
vou p,OY>de may be ahered W1th lhe t"OVntv ~"•'• deoef'1'"9f\l -"' 
the u.s Oep.ertmanc of HHlth end Hv"'•n s ... ~ ... ., ,._. u I 
Oeo1nmen1 of A.Qncullvre. Avthot•~ W61( IOtlO 

CALIFORNIA-DSS-MANUAL-SS Rev.l;s~~8 ;;r1aces Effective 2/15/84 

(MANUAL LEITER NO. 84-13) Ul (6 \ 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Form Instructions 
(for the Eligibility Worker) 

FOOD STAMP NOTICE OF CHANGE 

Purpose: 

63-1230 

DFA 377 .4 (12/83) 

(Instructions Revised 4/6/84) 

The DFA 377.4 is used by the Eligibility Worker to notify a household of any of the following 
actions: 

- Changes in food stamp benefits during the certification period; 
- One-month suspension of benefits; 
- Termination of program participation; 
- Possible reduction or termination of benefits because a complete CA 7 is missing verification 

and/or contains questionable information. 

The back of the DFA 377 .4 explains the household's right to request a state hearing and provides 
instructions on how to appeal the action. The back also provides information needed by the 
household to receive continued benefits pending a hearing if benefits are being reduced, terminated 
or suspended. 

NOTE: If the CA 7 is incomplete for any program in which the household is participating, the NA 960Y, 
CA 7 lncomplete--Discontinuance/Reminder, must be used instead of the DFA 377.4 
as the timely reminder notice. 

Preparation: 

Complete an original and two copies of the DFA 377 .4, entering the following identifying 
information. 

- Head of household's name and mailing address 
- Case Name 
- Case Number 
- District (if applicable) 
- Worker 
- Phone Number 
- Date of Notice 

Complete the action portion of the notice by checking the heading box for the Change, Suspension, 
Termination, or Proposed Change section, and entering all other required information. 

When benefits are changed, suspended or terminated as a result of a reported change, and/or the 
disallowance of a deduction, the reason for the action must include the reported change and/or 
the disallowed deduction. For example: " ... your food stamp benefits are changed ... because your gross 
monthly income increased from $250 to $350 and your dependent care expenses were not allowed."; 
or, " ... your household size decreased from 4 to 2." 

CALIFORNIA-DSS-MANUAL-SS 
Rev. 1389 replaces 

Issue 2214 

(MANUAL LETIER NO. 84-13) 
<:f 
I) 

Effective 2/15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Change in Benefits 

63-1230 

DFA 377.4 (12/83) 

(Instructions Revised 4/6/84) 

Check the Change box when food stamp benefits are increased or will be decreased. Enter the 
effective date of the change, the current allotment, the amount of the new allotment, and the 
reason(s) for the change. 

If the household is repaying a claim through allotment reduction (intentional program 
violation or inadvertent household error) the amount entered should reflect the actual allotment the 
household will receive. The explanation for the change should include the reasons for the change 
in benefits as well as the effect on the amount of allotment reduction. 

Suspension 

Check the Suspension box when information reported by a monthly reporting household on the CA 7 
results in ineligibility for a one-month period. Enter the effective date of the suspension, the 
reason(s) and the month for which no benefits will be issued. 

For all suspensions, enter the following statement in the Comments section: 

"If the CA 7 you submit for the month of suspension shows that you are still not eligible 
for food stamps, your benefits will be terminated effective (enter appropriate date)." 

Termination 

Check the Termination box when food stamp benefits will be terminated. Enter the effective date 
of the termination and the reason(s). 

Check the second box if the household's benefits are terminated because resources have been 
transferred or because a one-person household failed to provide a Social Security Number 
within the appropriate time. Enter the date which is the end of the disqualification period. 
(For an SSN disqualification, the individual is disqualified until an SSN is provided.) 

NOTE: Do not use the DFA 377.4 for disqualifications resulting from an intentional program 
violation or refusal to work register. The DFA 377.7A and the DFA 377.10, respectively, are 
provided for these types of disqualifications. 

Proposed Change in Benefits 

Check the Proposed Change box when a monthly reporting household submitted a complete CA 7 
which is missing verification/information of a deduction and/or contains questionable information. 
Enter the proposed effective date of the change and the verification and/or information which 
the household must provide. 

Benefits may not be reduced, suspended or terminated based on this reminder notice. A timely notice of 
adverse action must be provided to the household before the adverse action is taken. (See the special 
instructions in the All-County Letter transmitting this material.) 

CALIFORNIA Dss Rev. 1390 replaces -
- -MANUAL-SS Issue 2215 Effective 2/15/84 

-----------------------------------------------------------------------
(MANUAL LETTER NO. 84-13) 
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63-1230- STATE FORMS & INSTRUCTIONS (Continued) 

Comments 

63-1230 

DFA 377.4 (12/83) 
(Instructions Revised 4/6/84) 

Use this section as indicated above for suspensions and to provide the household with any additional 
information. 

This section may also be used to advise a household that its request for a replacement ATP/coupons has 
been denied and the reason for the denial. 

Manual Section(s) 

Enter the applicable specific manual section(s) for the action(s). 

Distribution: 

The original and one copy are provided to the household. The second copy is filed in the case 
record. 

CALIFORNIA-DSS-MANUAL-SS Issue 646 Issued 2/15/84 

(MANUAL LETIER NO. 84-13) 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 377.5 (12/83) 

State of California Department of Social Serv,ces 
Health and Welfare Agency 

FOOD STAMP HOUSEHOLD CHANGE REPORT 
INSTRUCTIONS: 

You must report changes ,n vour household c,rcumstances within 10 davs of the t,me vou learn of anv change 

You may use this form to report changes or you may report changes in person or by ca/1,ng the number below 

If you use these forms. you only have to complete the sections that apply to the changes you are reporting. 

If you have any questions about your reporting responsibilities or any doubt about needing to report a change, please contact your worker 

A. Did the total amount of income received by your household increase or decrease by more than &25? If YES. complete 1 ~below. YES 

B. Did the source of income received by any household member change or did anyone begin receiving income from a new source? 
If YES, complete(Dc below. YES 

c. enter all income received by your household. Attach paystubs or other proof of earnings. For all other income attach proof 

HOUSEHOLD COMPOSITION CHANGES 
If YES, ive name of erson and 

DFA 377 5 (12 83) Req1111e<i form No S11/Jsr11111es Perm1tte1i 

------------------------~----------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Issue 647 Issued 2/ 15/84 

(MANUAL LETTER NO. 84-1 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
2J.:.lttO_~ont,L _____________ FORMS AND INSTRUCTIONS ------------------Handbook 

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 377.5 (12/83) 

you address or phone number or do you plan to move? II YES, cornplet1~C5,)C 

B Did you move? If YES. complete@C and(_:£10 

YES 

YES 

Mailing Address (If different than home address) Phone No City State Zip Code 

D Did your housing or utility costs change when you moved? If YES, complete 1. 2 and 3 below: 
1 Enter the amount of each housing cost you have and attach bills j Property Taxes or Insurance: 

for each cost. ~ Rent or Mortgage: $ (If not in mortaaael 

Utility Amount Utility 
2. If you claim actual utility costs, enter the amount of each utility Gas or Fuel $ Garbaoe or Trash $ 

cost you have and attach bills for each cost ,. 
Electricity $ Water $ 

If you claim the standard utility allowance. attach bills for Telephone $ Sewaoe $ 

gas. electricity or other heating fuel. 
~

1
!i'!Yiation 

Other (specify) 
$ $ 

3. Did anyone not part of your food stamp household help you pay any of your housing or utility costs? If YES, complete 3a, band c below. 

a. Enter the total housing costs paid 
by the food stamp household: $ ------

b. Enter the total utility costs paid 
by the food stamp household: $ ------

c. Give the name of each person who paid any of the 
costs, and if they paid housing and/or utility costs. 

© DEPENDENT CARE EXPENSE CHANGES 
Did you begin paying or has there been a change in the amount paid for the care of a child or disabled adult so that someone in the home 
could go to work, training or look for a job? 

If YES, complete section below and attach a receipt. 

LJ YES 
$ 

Amount 

u YES 

DYES 

Who Received Care? Cost of Care Who Received Care? Cost of Care Who Received Care? Cost of Care Who Received Care? Cost of Care 

1. 2. 3. 4. 
(:?., DISQUALIFIED INDIVIDUALS/INELIGIBLE ALIENS 

Did any person living in your home who is an ineligible alien or who has been disqualified from the Food Stamp Program have any of 
the changes in questionsG) through @? 
If YES, give the name of the person and the date of the change, and explain the change below: 

@ OTHER CHANGES 

Do you have any other changes to report? If YES, explain below. 

® TEMPORARY CHANGES 
Do you expect any of the changes reported on this form to be temporary? If YES, explain below. 

DYES 

DYES 

DYES 

• I understand that failing to report information or intentional misrepresentation of facts can result in legal prosecution with penalties of fines 
up to $10, 000 and imprisonment up to 5 years, as well as permanent disqualification from the Food Stamp Program. 

• I understand that I have only 10 days to notify my worker of changes ,n my household circumstances. 

• I understand that the mformation I have provided will be verified by local. state and federal pesonnnel 

• I understand that if I fail to report a change and because of this I receive food stamps I am not entitled to. I will have to repay these benefits. 

• I understand that I have the nght to request a state hearing on any action by the County Welfare Qepartment 

• I declare that the information contamed in this report is true and correct. 

1gnature epresentat1ve ate 

Signature (Witness, if You Signed with an X) Date 

COUNTY USE SECTION E.W. Initials Date 

. --·. *-·---··----·~------

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Issue 648 Issued 2/15/84 
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Form Instructions 
(For the Eligibility Worker) 

FOOD STAMP HOUSEHOLD CHANGE REPORT 

Purpose: 

The DFA 377.5 is completed by a nonmonthly reporting household and is used to report changes 
in household circumstances that occur within the certification period. The household completes 
only the section(s) pertaining to the change(s) it is reporting. It is not mandatory that the household 
use this form to report a change as changes may also be reported by telephone or personal contact. 
This form is provided to the household at the time of initial certification, recertification, and also 
whenever the household submits a completed DFA 377.5 to the CWD. The CWD must pay the 
postage for the household to mail in the report. The Eligibility Worker uses the reported information 
to compute any change in the household's eligibility or benefits. 

NOTE: Nonmonthly reporting PAFS households meet their food stamp reporting requirements by 
reporting any changes on the CA 7. 

Preparation: 

Enter the following information on the top of the front page of the report before providing it to the 
household: 

Head of household's name and mailing address 
Worker 
Phone Number 

Question 

County
Use 
Section 

1A 

Manual 
Section 

63-504.422 

63-300.5 
63-504.422(b) 
63-505.511 

CALIFORNIA-DSS-MANUAL-SS 

Information 
Requested 

Income Changes 

EW Action 

Verification must be obtained prior to the issu
ance of any increase in benefits as a result of 
the reported change. Document verification of 
income in the county-use section. 

If the household's income changes by more 
than $25 or the source of income changes, the 
household completes this section and section 
1 C. The household's total monthly income 
(before deductions) is used to compute the 
change. Be sure that all pay stubs or other 
income verification are provided. 

Issue 649 Issued 2/15/84 

(MANUAL LETIER NO. 84-13) {p '2{ 
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DFA 377.5 (12/83) 

Manual 
Question Section 

2 63-505.512 

2A 

28 

2C 

20 

2E 

2F 

63-402 
63-504.422(b) 

63-402 

63-402.1 

63-102(i) 
63-409.112 
63-502.3 
63-503.3 
63-505.251 

63-102(i) 
63-409.112 
63-502.3 
63-503.3 
63-505.521 

63-402.2 
63-402.7 
63-404 
63-503.442 

CALIFORNIA-DSS-MANUAL-SS 

Information 
Requested 

Household 
Composition 
Changes 

EW Action 

If there is a change in the household composi
tion, the household completes this section. For 
all Yes answers, be sure that all information is 
provided. 

If someone has moved into the home, the CWD 
must determine if the person should be added 
to the household. Either the most recent appli
cation must be updated or a CA 8 must be com
pleted by the household. 

If someone moved out of the home or died, ad
just the household size and benefit level ac
cordingly. 

If someone got married, determine if house
hold composition is affected. 

If someone became disabled or recovered from 
a disability, determine if household composi
tion, income eligibility and/or medical expense 
deduction eligibility are affected. 

If someone turned age 60, determine if house
hold composition is affected, provide the house
hold with a DFA 285-C and use the net income 
eligibility standard. 

If someone got a new Social Security Number, 
determine if household composition is affected 
after obtaining appropriate verification. 

Issue 650 Issued 2/15/84 

-----------------------------------------------~-----------------------
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Question 

3A 

38 

4 

5A 

Manual 
Section 

63-501.51 
63-505.514 

63-501.1 
63-501.2 
63-501.3 
63-501.4 
63-501.7 
63-501.8 
63-503.44 
63-505.515 

63-409.21 
63-409.22 

63-102(i) 
63-300.517 
63-502.33 
63-503.25 
63-505.511 
63-505.53 

63-505.513 

CALIFORNIA-DSS-MANUAL-SS 

Information 
Requested 

Resource 
Changes 

Medical 
Expenses 

Address/Phone 
Number Change 

EW Action 

If anyone in the household got a licensed 
vehicle, this section is completed. The CWD 
must determine if the vehicle is resource 
exempt, and, if not, determine its countable 
value. 

If the household's liquid resources reach or ex
ceed $1,500, this section is completed. 

For Yes answers to either 3A or 38, complete 
the resource eligibility test section of the budget 
worksheet. 

If there is a change of $25 in the household's 
medical costs for a household member who is 
elderly or disabled this section is completed. 

For Yes answers, be sure that all information is 
provided. The household must attach bills for 
any expenses it lists. To be permitted as a 
deduction, increases in medical expenses must 
be reported in the month of billing or when the 
bill becomes due. 

If the household's mailing address or phone 
number changed (whether or not the house
hold moved), this section and Section 5C are 
completed. 

Issue 651 Issued 2/15/84 

(MANUAL LETTER NO. 84-13) 
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Question 

58 

5C 

5D 

6 

Manual 
Section 

63-505.513 

63-401 
63-505.513 

63-300.514 
63-502.2 
63-502.35 
63-502.353 
63-502.36 
63-503.25 
63-505.513 

63-300.52 
63-502.34 
63-503.25 
63-505.522 

Information 
Requested 

Address Change 
(Move) 

New Address/ 
Phone Number 

Shelter Cost 
Changes 

EW Action 

If the household moved, this section and 
sections 5C and 5D are completed. 

If the household answered Yes to 5A and/or 58 
this section is completed. Check that the house
hold's mailing address and/or residence are 
still in the county. 

A household which moves must report any re
sulting changes in shelter costs. For a Yes 
answer to 50, any changes should be reported 
in section 501 and/or 502. Verification of 
housing costs must be provided when they 
change. Verification of actual utility costs must 
be provided when they change as a result of a 
change in residence. Verification of entitlement 
to the standard utility allowance (SUA) is re
quired when a household claiming the SUA 
moves. 

For a Yes answer to 503 the household must 
provide actual utility costs paid by the food 
stamp household. The CWD must determine 
which information should be used for the de
duction (SUA, prorated SUA, actual costs bil
led, actual costs paid) based upon a review of 
the sharing relationship. 

A household whose dependent care expenses 
change will complete this section. For a Yes 
answer check that all required information and 
verification is provided. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Issue 652 Issued 2/15/84 

-----------------------------------------------------------------------
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DFA 377.5 (12/83) 

Question 

7 

8 

9 

Manual 
Section 

63-503.442 
63-505.51 

63-504.421 

63-505.531 

Information 
Requested 

Other Changes 
Disqualified 
Individuals/ 
Ineligible 
Aliens 

Other Changes 

Temporary 
Changes 

Certification 

EW Action 

A household with individuals living in the home 
who have been disqualified or who are ineligi
ble aliens must report changes for these indi
viduals. The CWD must determine the affect of 
these changes on the household's eligibility or 
benefit level. 

If the household has any other changes to re
port, this section is completed. For Yes answers, 
be sure that the changes are explained in the 
space provided. 

The household should explain any changes 
which it expects to be temporary. 

Check that the form contains all necessary sig
natures and dates. 

------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Issue 652a Issued 2/ 15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

State of California Health and Welfare AgenC) 

FOOD STAMP NOTICE OF 
ADMINISTRATIVE DISQUALIFICATION 

• 

• 

DISQUALIFICATION DECISION 

• 
Case Name: 
Case Number: 
District: 
Worker: 
Phone: 
Date of Notice: 

• 

D You were found guilty of committing an intentional program violation at a hearing held on 

63-1230 

DFA 377.7A (3/84) 

Department of Social Service, 

See the State Department of Social Services hearing decision you received earlier for a complete explanation. This 
decision does not prevent the state or federal government from prosecuting you in court. 

D You were found guilty of committing an intentional program violation by a court of law on --------
See the court decision for a complete explanation. 

DISQUALIFICATION PENALTY 

As a result of the above decision, you have been disqualified from the Food Stamp Program. 

D Since you are currently otherwise eligible for the Program, you will not receive any food stamps for -----
months, effective ---------

O Since you are not currently otherwise eligible for the Program, when you reapply and are determined eligible, 
you will not receive any food stamps for months. 

D You have been permanently disqualified from the Program and will never receive food stamps again. 

NOTICE TO THE OTHER MEMBERS OF YOUR HOUSEHOLD 

Because of the above decision, your food stamp file has been reviewed to see if you will receive food stamps while 
is disqualified. 

D Your benefits will change from $ ------ to $ ------ effective 

D You would have received $ in food stamps, but because you had another change in circumstances 
you will receive a different amount. See the attached Notice of Change for the amount you will actually receive. 

D You are no longer eligible for food stamps as a result of excluding the disqualified individual from your 
benefit computation. You may reapply for food stamps at the end of the disqualification period or if your circumstances 
change. 

D Although your certification period is over, you may be eligible for food stamps. To see if you are eligible. you 
may call, write or visit the· county welfare department and request an application. 

IF YOU BELIEVE THAT THE AMOUNT OF FOOD STAMPS YOU WILL RECEIVE IS WRONG, YOU MAY 
REQUEST A STATE HEARING. A REQUEST FOR A STATE HEARING IS ON THE BACK OF THIS NOTICE. 
IF YOU REQUEST A HEARING. YOUR BENEFITS WILL NOT CONTINUE UNTIL THE HEARING AT THE 
LEVEL PRIOR TO THE DISQUALIFICATION. 

The above action(s) is required hy the following Food Stamp Manual Section(s): 

Same 
If you have any questions. please contact me: 

See the back of this notice for a hearing request. 

Ill-!\ ,1'7 7!\ (.1 ~41 R,•qwrt'd horm · ,V11 Suh,1i1ut1•., Pnmtlll'd 

CALIFORNIA-DSS-MANUAL-SS 
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-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
J>}.:.lt=!,.0_~..9nt. L _____________ FORMS AND INSTRUCTIONS __________________ Handbo.9.!5. 

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 377.7A (3/84) 

Your Right to Appeal This Action 
If you are dissatisfied with the action described on the other 
side, or any other county action, you may request a state 
hearing before a Hearing Officer of the State Department 
of Social Services. This hearing will be conducted in an 
informal manner to assure that everyone present is able to 
speak freely. Your counfy or adoption worker can help you 
request a hearing. If you decide to request a hearing you 
must do so WITHIN 90 DAYS OF THE MAILING DATE OF 
THIS NOTICE. 

FOOD STAMPS AND C~SH AIDt: If this action 
stops or.reduces your food stamps or cash aid and 
you ask for a hearing before the effective date of 
the action, your benefits may continue unchanged 
under certain circumstances until the hearing or 
until you receive your hearing decision. Food Stamps 
will not continue past the end of your current 
certification period. 

Authorized Representative 

You can represent yourself at the state hearing. You can also 
be represented by a friend, attorney or any other person, 
but you are expected to arrange for the representative 
yourself. You can get help in locating free legal assistance by 
calling the toll-free number of Public Inquiry and Response. 

. Request for a State Hearing 
Name 

Address City 

How to Request a State Hearing 

The best way to request a hearing is to fill in and send this 
entire notice to: 

Office of the Chief Referee 
State Department of Social Services 
744 P Street, Mail Station 6-100 
Sacramento, CA 95814 

You may also request a hearing by calling the toll-free 
number of Public Inquiry and Response. 

Public Inquiry and Response (Public Information) 

Toll-Free Number: (800) 952-5253* 

For the Deaf Only TOO (800) 952-8349* 

*You may have to dial "1" first. 

The State Public Inquiry and Response Unit can provide you 
with further information about your hearing rights or files or 
other welfare-related matters. Assistance is also available 
in some languages other than English, including Spanish. 
You may phone, write or come in. 

Public Inquiry and Response 
State Department of Social Services 
744 P Street, Mail Station 16-23 
Sacramento, CA 95814 

Phone number 

State Zip Code 

I am requesting a state hearing because of an action by the welfare department of --------------- county related 

to my family's: 0 Cash Aid O Food Stamps .0 Medi-Cal O Adoption Assistance Program Payments 
Reasons for my request: 

O I speak a language other than English and need an interpreter for my hearing. (The state will provide the interpreter at no cost to you.) 

Language Dialect 

tlf you request a state hearing and your benefits continue unchanged, the county can recover as an overpayment the cash aid and value 
of food stamps the hearing decision finds you were not eligible for. If you remain eligible to receive cash aid after the hearing, and 
you have no other income or resources, your grant will be reduced by 10% each month until the full amount of such overpayment is collected. 
If you do have other income or available property, the amount your grant will be reduced each month will be greater. 

Check here if you want your benefits reduced or discontinued now. as described in this Notice of Action. 

D Cash A,d O Food Stamps 

If you checked the box(es) and the hearing decision is in your favor. any lost benefits will be made up. 

Signature 

The information you provide on this form is ne11ded to process your 
request for a hearing. and processing may be delayed if your request 
is incomplete A case file will be set up by the Chief Referee. You 
have a right to examine the materials that make up the fife a11d may 

NA Back 3 (Cash A,d 'FSJ 

Date 

do so by contacting Public Inquiry and Response. Any information 
you provide may be shared with the county welfare department. with 
the U.S. Department of Health and Human Services. or the U.S. 
Department of Agr1cultu1e Authority W&IC 10950 

CALIFORNIA-DSS-MANUAL-SS Rev. 1390c replaces Eff t' 2/15/84 Issue 2221 ec 1ve 

(MANUAL LETIER NO. 84-13) l\ L\, 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Form Instructions 
(for CWD) 

FOOD STAMP NOTICE OF ADMINISTRATIVE DISQUALIFICATION 

Purpose: 

63-1230 

DFA 377.7A (3/84) 

The DFA 377.7A is used by the county to notify an individual that he/she has been found guilty of 
committing an intentional program violation, that he/she will be disqualified for a certain period 
of time, and provides information to the rest of the household concerning its eligibility for food 
stamps during the disqualification period. 

The back of the DFA 377.7 A explains the rest of the household's right to request a state hearing 
if it disagrees with the amount of food stamp benefits it will receive during the disqualification 
period. If the household requests a hearing, benefits will not continue until the hearing at the level 
prior to this notice. 

NOTE: If the household has reported a change in circumstances which also affects its benefit 
level, this change must be computed separately from the disqualification. A Notice of 
Change (DFA 377.4) showing the change in circumstances must be attached to the DFA 
377.7A when: (1) the change in benefits due to the change in circumstances and the change 
in benefits due to the disqualification are effective the same date, and (2) sufficent time 
exists for the Notice of Change to be issued on a timely basis. The Notice of Administrative 
Disqualification must show only the benefit level resulting from excluding the disqualified 
individual. 

Preparation: 

The DFA 377.7A should be completed and sent to the individual found guilty of committing an 
intentional program violation. This notice need not be issued 10 days before the effective date of 
the disqualification but must be sent in sufficient time for the individual to receive the notice before 
the disqualification period begins. Complete an original and two copies of the DFA 377.7A entering 
the following identifying information: 

- Individual's name and mailing address 
- Case name 
- Case number 
- Worker number 
- District (if applicable) 
- Date of Notice 

Disqualification Decision 

Check the first box if the individual was found guilty of committing an intentional program violation 
at an administrative disqualification hearing. Enter the date of the hearing. 

Rev. 1390d replaces 

:!'~!-~~~~~~~~~~~~~~::~ ________ lssue2222 ------------------=~:<:~:!!2~~~~ 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 377.7A (3/84) 

Check the second box if the individual was found guilty of committing an intentional program 
violation by a court of law. Enter the date of the court decision. 

· Disqualification Penalty 

Check the appropriate box and enter the specific information concerning the individual's disquali
fication period. 

- Check the first box if the household is currently otherwise eligible to participate in the Program. 
Enter the number of months the disqualified individual will not receive food stamp benefits and 
the effective date of the disqualification. 

- Check the second box if the household is not currently otherwise eligible to participate in the 
Program. Enter the number of months the disqualified individual will not receive food stamp 
benefits when applying and found eligible in the future because of the disqualification. 

- Check the third box if the individual has been permanently disqualified. 

Notice to the Other Members of Your Household (This section is not completed if the disqualified 
individual is the only household member.) 

Enter the name of the disqualified individual. Check the appropriate box and enter the specific 
information concerning the household's benefit level after excluding the disqualified individual. 

- Check the first box if the rest of the household is still eligible to receive food stamps, and either 
its benefits for the following month are not affected by a reported change in circumstances, or a 
timely Notice of Change has already been provided. Enter the current allotment, the new allot
ment and the effective date of the change. 

- Check the second box if the household has reported a change in circumstances which changes 
the benefit level it would have received based on the disqualification alone, and a timely Notice 
of Change has not yet been provided. Enter the amount the household would have received based 
only on the disqualification. Attach a completed Notice of Change explaining the other change(s). 
If the household requests a state hearing on the benefit level shown on the Notice of Change, 
benefits will continue pending the hea.ring at the level shown on the Notice of Administrative 
Disqualification. 

- Check the third box if the household is no longer eligible for food stamps as a result of excluding 
the disqualified individual from the benefit computation. 

- Check the fourth box if the household's certification period has expired. 

Manual Section(s) 

Enter the applicable specific manual section(s) for the above action(s). 

Rev. 1 390e replaces 

_c~:.!..':.':~~~~~~~~~~~~~~~~--------lssue2223 ------------------=~:C:~:!!2~~~~ 
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FOOD STAMP HANDBOOK 
Handbook _________________ FORMS AND INSTRUCTIONS ------------- 63-12301ContJ 

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Contact Person 

63-1230 

DFA 377.7A (3/84) 

Enter the name and telephone number the household may contact to ask questions. 

Distribution: 

The original and one copy are provided to the disqualified individual. The second copy is filed in the 
case record. 

---~------------------------------~~-----------------------------------Rev. 1390f reotact!S Effective 2/ 1 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Slate of California Health anJ Wctrare Agency 

FOOD STAMP REPAYMENT NOTICE 

• 

• 

EXTRA FOOD STAMPS WERE ISSUED 

• 

• 

Cue Name: 
Case Number: 
District: 
Worker. 
Phone: 
Date of Notice: 

63-1230 

DFA 377.78 (3/84) 

Department or Social Service, 

O After reviewing your food stamp file, we found you received more food stamps than you were entitled to receive. 

O After reviewing the food stamp file for--------------· whom you sponsor, we found he/she 
received more food stamps than he/ she was entitled to receive. 

The extra food stamps were issued because: 

THIS IS WHAT YOU OWE 

S in extra food stamps were issued for the period 

This amount was reduced by $ because we owed the household benefits from past months or we received 

repayment of part of the amount owed. You now owe S------
1/ you believe that the amount you owe is wrong, you may request a state hearing, unless you already had a hearing 
on the amount J'OU owe. 

THIS IS WHAT YOU MUST DO 

O You must repay the extra food stamp benefits. Please complete the attached Repayment Agreement, sign and return it to 
the County Welfare Department. 

D If you do not return an acceptable Repayment Agreement within 30 days after the date of this notice, your 

household's food stamp benefits will be reduced to S effective ----------

YOU DID NOT REPAY AS AGREED 

O You must contact us to explain why you did not repay food stamp benefits as you agreed. If you can no longer afford 
to pay the amount due as agreed, you may ask to renegotiate your agreement. 

O If we do not hear from you within 10 days of the date of this notice, your household's food stamp benefits will 

be reduced to S effective -----------

The above action is required by the following food Stamp Manual Section(s): 

Phone Number 
If you have any questions. please contact me: 

You have the right to request a state hearin3 if you believe this action is wrong. See the back of this notice for a state 
hearing request. 

1)1-,\ .\77.711 t.\ 1141 R,,.,.,;,,..J ,..,,,,., ,·., S1,J,Mi11,1.-., l'ermm,•,I 
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-----------------------------------------------------------------------FOOD STAMP HANDBOOK 

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 377.78 (3/84) 

Your Right to Appeal This Action 
If you are dissatisfied with the action described on the other 
side, or any other county action, you may request a state 
hearing before a Hearing Officer of the State Department 
of Social Services. This hearing will be conducted in an 
informal manner to assure that everyone present is able to 
speak freely. Your county or adoption worker can help you 
request a hearing. If you decide to request a hearing you 
must do so WITHIN 90 DAYS OF THE MAILING DATE OF 
THIS NOTICE. 

FOOD STAMPS AND CASH AIDt: If this action 
stops or reduces your food stamps or cash aid and 
you ask for a hearing before the effective date of 
the action. your benefits may continue unchanged 
under certain circumstances until the hearing or 
until you receive your hearing decision. Food Stamps 
will not continue past the end of your current 
certification period. 

A1:,1thorized Representative 

You can represent yourself at the state hearing. You can also 
be represented by a friend, attorney or any other person, 
but you are expected to arrange for the representative 
yourself. You can get help in locating free legal assistance by 
calling the toll-free number of Public Inquiry and Response. 

Address City 

How to Request a State Hearing 

The best way to request a hearing is to fill in and send this 
entire notice to: 

Office of the Chief Referee 
State Department of Social Services 
744 P Street. Mail Station 6-100 
Sacramento. CA 95814 

You may also request a hearing by calling the toll-free 
number of Public Inquiry and Response. 

Public Inquiry and Response (Public Information) 

Toll-free Number: (800) 952-5253* 

For the Deaf Only TDD (800) 952-8349" 

*You may have to dial "1" first. 

The State Public Inquiry and Response Unit can provide you 
with further information about your hearing rights or files or 
other welfare-related matters. Assistance is also available 
in some languages other than English, Including Spanish. 
You may phone, write or come in. 

Public Inquiry and Response 
State Department of Social Services 
744 P Street, Mail Station 16-23 
Sacramento, CA 95814 

State Zip Code 

I am requesting a state hearing because of an action by the welfare depanment of ---------------county related 

to my family's: D Cash Aid O Food Stamps O Medi-Cal D Adoption Assistance Program Payments 
Reasons for my request: 

I speak a language other than English and need an interpreter for my hearing. (The state will provide the interpreter at no cost to you.) 

Language Dialect 

tlf you request a state hearing and your benefits continue unchanged, the county can recover as an overpayment the cash aid and value 
of food stamps the hearing decision finds you were not eligible for. If you remain eligible to receive cash aid after the hearing, and 
you have no other income or resources, your grant will be reduced by 10% each month until the full amount of such overpayment is collected. 
If you do have other income or available property, the amount your grant will be reduced each month will be greater. 

Check here if you want your benefits reduced or discontinued now, as described in this Notice of Action. 

O Cash Aid O Food Stamps 

If you checked the box(es) and the hearing decision is in your favor, any lost benefits will be made up. 

Signature Date 

The information you provide on this form is needed to process your 
request for a hearing, and processing may be delayed if your request 
is incomplete. A case file will be set up by the Chif!f Referee. You 
have a ri'ght to examine the materials that make up tile file and may 

do so by contacting Public Inquiry and Response. Any information 
you provide may be shared with the county welfare department. with 
the U.S. Department of Health and Human Services. or the US 
Department of Agriculture. Authority W&IC 10950 

NA Back 3 (Cash Aid.IFS) 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

FOOD STAMP REPAYMENT NOTICE 

Purpose: 

Form Instructions 
(for CWD) 

63-1230 

DFA 377.78 (3/84) 

The DFA 377.78 is used by the county to notify an individual that he/she must repay food stamps 
which were overissued. Collection action is generally initiated against the household which 
received the overissuance. If household membership has changed since the overissuance occurred, 
collection action is initiated against either (1) the household containing a majority of the individuals 
who were household members at the time the overissuance occurred; or, (2) if the household con
taining a majority of the individuals cannot be located, the household containing the head of house
hold at the time the over issuance occurred. For sponsored a lien households, collection action is 
initiated against the alien household, the sponsor, or both, as appropriate. 

This notice is initially sent at the same time as the Food Stamp Repayment Agreement, DFA 377.7C, 
and is sent again if the individual fails to make repayment as agreed. The DFA 377.78 and 
DFA 377.7C are also sent at 30-day intervals to individuals who.are not currently participating in 
the Program and to individuals whose overissuance resulted from an administrative error. For these 
individuals, allotment reduction cannot be invoked and repayment notices are sent until repayment 
is made or the criteria for suspending collection action are met. 

The back of the DFA 377.78 explains the individual's and/or household's right to request a state 
hearing. The household against whom collection action has been initiated for an intentional program 
violation may request a state hearing on the amount owed only if a state hearing was not held in 
conjunction with the administrative disqualification hearing. If the household requests a hearing 
because of an allotment reduction invoked by the county as a result of the household's failure to re
pay as agreed an inadvertent household error claim or an intentional program violation claim, the 
reduction will not be delayed pending the results of the hearing. 

NOTE: The CWD should attempt to contact the individual to discuss the terms of repayment prior 
to sending the first DFA 377.78. 

Preparation: 

The DFA 377.78 should be completed and sent to the individual against whom collection action is 
initiated. 

Complete an original and two copies of the DFA 377.78 entering the following identifying informa
tion: 

- Name and mailing address of individual against whom collection action is initiated 
- Case name 
- Case number 
- Worker number 
- District (if applicable) 
- Date of Notice 

-----------------------------------------------------------------------Rev. 1390i replaces 
Issue 2227 CALIFORNIA-DSS-MANUAL-SS Effective 2/ 15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Extra Food Stamps Were Issued 

63-1230 

DFA 377.78 (3/84) 

Complete this section unless the notice is sent because the individual did not repay as agreed. 
Check the appropriate box for the individual against whom collection action is initiated. 

- Check the first box for all collection actions, except those initiated against the sponsor of an alien 
household. 

- Check the second box when collection action is initiated against the sponsor of an alien house
hold. Enter the sponsored alien's name. 

In the space provided, explain the reason for the overissuance. 

This is What You Owe 

Enter the following information for all cases: 

- The amount of food stamps overissued. 

- The period of time food stamps were overissued. 

- The amount of lost benefits not restored and/or payments received used to offset the amount 
of food stamps to be repaid. 

- The amount that the individual now owes. 

This is What You Must Do 

- Check the first box if this is the first time the DFA 377.78 is being sent to the individual. Attach 
a Food Stamp Repayment Agreement. In addition, check the first box if the DFA 377.78 has pre
viously been sent for an administrative error or to a household not currently participating in the 
Program, but the individual did not sign and return a Food Stamp Repayment Agreement. Attach 
a Food Stamp Repayment Agreement. 

- Check the second box when the claim was established for an inadvertent household error or an 
intentional program violation, and the household is currently participating in the Program (the 
first box must also be checked.) Enter the amount the household's allotment will be reduced to 
if allotment reduction is invoked, and enter the effective date of the reduction. 

You Did Not Repay As Agreed 

- Check the first box if the individual has failed to make repayment as agreed. 

- Check the second box if the CWD will reduce a participating household's allotment because 
the individual failed to repay as agreed a claim based on an inadvertent household error or an 
intentional program violation (the first box must also be checked). Enter the amount the house
hold's allotment will be reduced to, and enter the effective date of the reduction. 

CAUFORNIA-DSS-MANUAL-SS 
Revs. 1390j & k replace Effective 2/15/84 

(MANUAL LETTER NO. 84-13) 



FOOD STAMP HANDBOOK 
Handbook _________________ FORMS AND INSTRUCTIONS ------------- 63-12301Contj 

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Manual Section 

Enter the applicable specific manual section(s) for the above action(s). 

Contact Person 

63-1230 

DFA 377.78 (3/84) 

Enter the name and telephone number the individual may contact to ask questions. 

-Distribution: 

The original and one copy are provided to the individual. The second copy is filed in the case record. 

CALIFORNIA-DSS-MANUAL-SS 
Rev. 1390k replaces 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 377 .7C (3/84) 

Slalc ol Calilomoa Hcallh and Wdfarc Al,!<TK) Departmenl ol Social Sen i<c, 

FOOD STAMP REPAYMENT AGREEMENT 
Ca,e '.\umher 

Worker 

Name Case \'ame 

Address 

TERMS {\ND CONDITIONS 

You must repay extra food stamp benefits in one or a combination of the methods described below: 

I. Lump Sum Payment - You may repay all or part of the amount owed at one time with cash and/ or coupons, including 
returning coupons already received. 

2. Installments - You may repay all or part of the amount owed in monthly installments with cash and/ or coupons, 
including returning coupons already received. 

3. Benefit Reduction If you are currently receiving food stamps, you may repay by having your household's benefits 
reduced for all or part of the amount owed. Repayment by this method will be based on the terms checked below: 

D At least 10% of your monthly allotment or $10 each month, whichever is greater. 
D At least 20% of your monthly allotment or $10 each month, whichever is greater. 
D Discussion with you about the amount to be reduced. 

4. Court-Ordered Repayment 

D The court ordered that you repay as indicated below. These repayment terms cannot be changed by you or by the 
County. 

If we have not already contacted you to discuss the terms of this Agreement, or if you have any questions about this form, 
please contact me: at (phone number) 

AGREEMENT 

l, ----------------- , the undersigned, understand this Agreement is entered into between me and 
County because extra food stamps in the amount of $ were 

issued. I agree to repay this amount to the County by the method(s) checked below: 

I. Lump Sum Payment 

D Repay by a lump sum cash payment of $ ------ due on 
D Repay by a lump sum coupon payment of$ due on 

2. Installments 

----- due on the D Repay by monthly cash payments of$ 
--------- through 

D Repay by monthly coupon payments of $ ------- due on the 
beginning through 

3. Benefit Reduction 

day of each month beginning 

day of each month 

D Repay by having my household's benefits reduced by $ ------ each month. beginning -----
---- through 

I understand that if my circumstances change, I may ask the County to reconsider the terms checked above. I understand that 
if I cannot reach an agreement with the County, I may ask for a state hearing. 

Signed by on------------ at 
(Date) 

--------------------------- County, California. 

After completing and signing this Agreement, return all copies to the County Welfare Department in the envelope provided. 
Do not send cash or coupons through the mail with this Agreement. When accepted by the County, a signed copy of this 
Agreement will be sent to you. A request for a State Hearing is on the back of the Food Stamp Repayment Notice sent to you 
with this Agreement. 

COl'l'\TY USE O~LY 

The ahove signed Agreement has heen accepted hy ------------- on 

for ---------- County. Payments ,hoult.J he made at: 

(Si!(natun· of Autlwritcd ( ·,,unt~ otfu:ial) 

CALIFORNIA-DSS-MANUAL-SS 
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Handbook 
FOOD STAMP HANDBOOK 

FORMS AND INSTRUCTIONS 

63-1230 STATE FORMS AND INSTRUCTIONS (Continued) 

FOOD STAMP REPAYMENT AGREEMENT 

Purpose: 

Form Instructions 
(for CWD) 

63-1230 (Cont.) 

63-1230 

DFA 377.?C (3/84) 

The DFA 377. 7C is used by the county to secure a written repayment agreement 
with an individual who received I.P.J/)}yiji;JJ[j\jµM}qj}fiii[ food stamps. This agreement 
is sent to the individual along with the Food Stamp Repayment Notice, DFA 377.7B 
:1:~:1:,1:111:::1.#.@::ithitJiiiPIMi:it:Htft:ti@:t±:J:1~n~;i;iiiI@~JJlitit:11::1::11::t1~)t\mm10:$.:e.) . 
NOTE: The CWD should attempt to contact the individual to discuss the terms 

of repayment prior to sending the first Food Stamp Repayment Notice and 
Agreement. 

Preparation: 

Complete an original and three copies of the DFA 377.7C. Additional copies may 
be required by the county's internal system. Enter the following identifying 
information: 

Case number 
Worker 
Name of individual against whom collection action is initiated 
Case name 
Address 

Terms and Conditions 

for a claim based on an inadvertent household error; the second box 
for an intentional program violation; or, the third box for 

administrative error. 

Check the box in item 4· if the court ordered the terms of repayment of an 
intentional program violation claim. Complete the appropriate sections of the 
Agreement to reflect the court-ordered terms before sending the Agreement to the 
individual. 

MANUAL LETTER NO. FS-90-01 
CALIFORRIA-SDSS-MARUAL-FS 

Rev. 984 replaces 
Rev. 1390m 

Effective 2/1/90 



FOOD STAMP HANDBOOK 

STATE FORMS AND INSTRUCTIONS (Continued) 63-1230 

DFA 377.7C (3/84) 

Agreement 

Enter the individual's name, the county name, and the amount to be repaid in the 
spaces provided. 

If the CWD was able to contact the individual and establish the terms of 
repayment, check the appropriate box(es) under the repayment options and enter 
the agreed-upon amounts and dates 

If the CWD was unable to contact the individual or is unable to establish the 
terms of repayment, do not enter any information under the repayment options. 

Initial Distribution: 

The original and two to the individual along with the Food 
Stamp Repayment Notice \Jp)~~t]li? 7:{j~~f)!iji¢.tlPiliD?l:ntttt:mirn and a return envelope. The 
third copy is retained by receipt of the signed Agreement. 

Section 

Name of county 
Date 

CALIFORNIA-SDSS-MANUAL-FS 

Rev. replaces 
Rev. 1390n 

, determine if the terms 
in 
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DFA 377.9 (3/81) 

STATE OF CALIFORNIA - HEAL TH ANO WELFAPE -'GENCY OEP-'RTMENT OF SOCIAL SERVICES 

NOTICE OF RESTORATION OF 
LOST FOOD ST AMP BENEFITS 
ANO RIGHT TO REQUEST A 
STATE HEARING 

L 

(COUNTY ST AMP) 

I Case Name: 

Case No: 
Worker No: 
District: 
Date: 

_J 

D A determination has been made that you are eligible for a restoration of lost food stamp benefits in the amount of 
$ for the month(s) of due to: 

D There is an unpaid claim against your household in the amount of $ , Your entitlement to 
the lost benefits described above has been offset by this claim and your total entitlement has been reduced to 
$ • The unpaid balance of the claim is$ ________ _ 

This entitlement will be issued to you in one lump sum, unless installments are requested by you. Please 
contact your worker if you would like the amount due you paid in installments. 

This action is required by the following laws and·/or Food Stamp Manual Sections: 63-802 

If you have any questions, please contact me. 
---·· -------------------..-----------

ELIGIBILITY WORKER TE LE Pt<ONE NUMBER DUE 

If you disagree with this computation, you have the right to request a state hearing with the State Department of 
Social Services. See reverse for your state hearing rights. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Issue 2232 Issued 8/14/81 

(MANUAL LETTER NO. 81-39) lo 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
63-1230 ~ontl _____________ FORMS AND INSTRUCTIONS __________________ Handbook 

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 377.9 (3/81) 

Your Right to Appeal This Action 
If you are dissatisfied with the action described on the other 
side. or any other county action. you may request a state 
hearing before a Hearing Officer of the State Department of 
Social Services. This hearing will be conducted in an informal 
manner to assure that everyone present is able to speak freely. 
Your county worker can help you request a hearing. If you 
decide to request a hearing you must do so WITH IN 90 DA VS 
OF THE DATE OF THIS NOTICE. 

AFDC: If your AFDC is being reduced or stopped 
and you ask for a hearing within 10 days of the mailing 
date of this•notice, you can continue to receive AFDC 
until the hearing. 

FOOD ST AMPS: If Jour food stamps are being 
reduced or stopped an you ask for a hearing within 
10 days of the mailing date of this notice, your food 
stamps may continue until the hearin; or until the 
end of your current period of eligibility, whichever 
comes first. unless you check the box at the bottom 
of the page. 

Authorized Representative 

You can represent yourself at the state hearing. You can also be 
represented by a friend. attorney or any other person. but you 
are expected to arrange for the representative yourself. You can 
get help in locating free legal assistance by calling the toll-free 
number of Public Inquiry and Response. 

Request for a State Hearing 
:'Ila me 

Address City 

How to Request a State Hearing 

The ~st way to requc:st .i hearing is to !ill in and sc:nd this entire 
notice to: 

Office of Chief Referee 
State Department of Social Services 
744 P Street, Mail Station 19-36 
Sacramento, CA 95814 

You may also request a hearing by calling the toll-free number 
of Public Inquiry and Response. 

Public Inquiry and Response (Public Information) 

Toll-Free Number: (800) 952-5253 * 
Teletypewriter (TTY) only: (800) 952-8349 • 

*You may have to dial .. , .. tirst. 

The State Public Inquiry and Response Unit can provide you 
with further information about your hearing rights or files or 
other welfare-related matters. Assistance is also available in some 
languages other than English. including Spanish. You may 
phone. write, or come in. 

Public Inquiry and Response 
State Department of Social Services 
744 P Street, Mail Station 16-23 
Sacramento. CA 95814 

State 

Phone number 
l 

Zip code 

I am requesting a state hearing because 01 an action by the welfare department of ----------------- county related to 

O AFDC O Food Stamps 0 ~edi-Cal 

Reasons for my requeat: 

l ,peak a language other than English and nttd an interpreter for my hearing. (The state will provide the interpreter JI no ..:o~t to y,1u.1 

Language Dialect 

Food 51111191: If any pon1on of food ,tamin provided 10 you while awanmg the he:mng decision is determined rn '" an overissuan.:e. the county 
may recover the value of the ovenssuance. If vou want to avoid the p0Sli1b1li1y oi ~uch an ovenssuan~-c. you may check the .. o., helow: 

O I want my food stamps terminated ,,r reduced 10 the new amount determined by the county until the hearing dcc1,1<>n. II the hearin~ decision 1~ in my 
iavor. the county will make up the rood ,tamps I lose as a result or .:heckang this bo,. 

Signa1ure 

fhe information :,ou pro,·ide on 1h1s rorm ,~ needed 10 pro~·ess vour 
n:4ues1 for a heann!!l, .tnd processing ma" be Jelaveod ,t your rc4ues1 ,s 
,m:omplctl'. ,.\ .:ase tile will he ,c:1 up h\' rne Chief Rc:feree Y,>U ha,·c J 

right to ~umine ihe material~ that ma~e ,ip , he tile a11d ma,· ,1o ,o hv 

Oat.: 

.:ontai:ll.nljl Put,iic I 11uu1ry Jnd Re\pome . .\ny 1ntorma11on ::ou pro, 1d,: 
may he ,hared w11h the .:nun1y ,..,:tfare Jepanment. "'llh the t; .S 
Ocparlml'nt ,,f Health Jnd Human Ser,,ce,.. ,,r the r· S D,:partment ,it 
.\1i1ni:ultur~ -\uthN1tv· \\ &JC lfl'l~O 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Issue 2233 Issued 8/14/81 

--------------------------------------------------71'""-------------------
(MANUAL LEITER NO. 81-39) . i 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Form Instructions 
(for Eligibility Worker) 

63-1230 

DFA 377.9 (3/81) 

NOTICE OF RESTORATION OF LOST FOOD STAMP BENEFITS AND RIGHT TO REQUEST A 
STATE HEARING 

Purpose: 

The DFA 377 .9 is used by the Eligibility Worker to notify a food stamp household of its eligibility 
for restoration of lost benefits and, if applicable, of the offsetting of such benefits by unpaid claims. 

The backside of the DFA 377.9 explains the household's right to request a hearing and provides 
instructions on how to appeal the intended action. 

Preparation: 

Complete an original and two copies of the DFA 377.9 entering the following identifying information: 

- Head of household's name and mailing address 
- Case name 
- Case number 
- Worker number 
- District (if applicable) 
- Date 

Check the first box and enter the following information: 

- The amount of food stamp benefits which the household is eligible to have restored. 

- The month(s) for which these benefits were lost. 

The reason why the benefits were lost and the Food Stamp Manual section governing the 
restoration. 

Check the second box if the household has an unpaid claim which offsets all or a portion of the 
lost benefits to which it is entitled. Enter the following information: 

- The amount of the unpaid claim. 

- The remaining lost benefit entitlement, if any, after the unpaid claim has been deducted from 
the original entitlement, or zero if the entire entitlement was offset by the unpaid claim. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1391 replaces Issue 2234 Effective 2/15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 377.9 (3/81) 

- The balance of the unpaid claim, if any, or zero if the entire amount of the unpaid claim was offset. 

Signature Block 

Enter Eligibility Worker's name, telephone number and date. 

Distribution: 

The original and one copy are mailed to the household. The second copy is filed in the case record. 

CALIFORNIA-DSS-MANUAL-SS 
Rev. 1 391 ( 1 ) replaces 

Issue 2235 Effective 2/15/84 

-----------------------------------------------------------------------
(MANUAL LETTER NO. 84-13) 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

DFA 386 (8/80) Repealed by Manual Letter 84-13, 2/15/84 

63-1230 

-----------------------------------------------------------------------Rev. 1391 a replaces 
Issue 2236 & Issue 2237 CALIFORNIA-DSS-MANUAL-SS Effective 2/15/84 

-----------------------------------------------------------------------
(MANUAL LETIER NO. 84-13) 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 842 (6/81) 

STAT[ OF CALIFOftHIA - K£ALTH ANO WELrAR[ AG[MCV O[PARTM(NT Of SOCUL SERVICES 

CLAIM DETERMINATION WORKSHEET 
3. CAS£ NUMBER 

ADOIIUS 

t. BASIS F' ClAtM 0£T[lfl'MUtATt0N: 

[ AOMIIIISTIIIATIV[/ 
PIIOUDUltAL ERROii 

OCCURll£0 AND DATf ll(POAT[D 

IJ HOUHHOLD 
lRIIOII 

11 "0Tl111'1AL 

II SUMMARY or rooo STAMP OVl:1119:tUAIK( > include on this page only those overissuance months which are within 
12 months prior to date of discovery. 

lltUANCE ACTUAL BASIS FOR ISSUANCE CORRECT BASIS FOR ISSUANCE ISSUANCE VERIFICATION 

MONTH/Y[Aft HOUSEIIOLO SIZE ADJUSTED IHCOM ALLOTMENT HOUSEHOLD SIZE AOJUS TE. 0 I NC OMI ALLOTMENT DMI Al.JV' Al!OEWTION 

-- -·--·-·· ·-

---- ~ ··-

----- ·-

-~----- ------ I-- I-· -- -·~- -

- - . -·- ~------ - . . ·~ -· . 

-·-

----- '----·--·- 1--···----·· - I OCUWN I A I ION Continue on reverse for 
11a Total 11b Total '" potential fraud .. 

IZ. Total food stamp overlssuance 
11a Minus 11b" (subtotal if continued on reverse) 

13. Claim offsetting lost benefits not restored. 
.... , .. : UA < 

A. Total food stamp overissuance (from 12 above). 
B. Minus lost benefits not restored. 
c. Minus payment recel ved. 
D. Amou_nt of food stamp claim to be collected. 

£LIGl81LITY WORKER SIGNATURE OAT[ SUPt:AVISOA SIGNATURE I DATE 

REVIEW BY COUNTY REVIEW OFFICER 
ACTION TAKEN: 

COUNTY REVIEW orr,cu, IIGIIATUA[ I DAT£ 

DrA 842 (6/811 Required Form - Subslltutos Permitted 

Issued 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 842 (6/81) 

14. SUMMARY or FOOO STAMP OVERISSUANCE 

(CONTINUATION) ) 
Include all other overissuance months not listed on the front if the basis 
of the claim is notential fraud 

ISSUANCE t---A_C_T_U_A,.L_B_As_,_s _F_OR_ISSU...--;-A_N_::_C_::_E __ ---J.. ___ _::C?RRECT BASIS FOR ISSUANCE 

MONTH/VF>.? HOUSEHOI..D SIZE ADJUSl'EO INCOME ~~~US/AUDn.A'.NT lfOUUHOW Sllf iAOJUSttO IMCOM£ 80NU$/AUD1Mt:NT 

15. 

Total this page 

Total first page 

Total both pages 

14a Subtotal 11> 

14b Subtotal 
(from 11a) .. 

14c Total .. 

Total food stamp overlssuance 

16
· CIRim offsetting against lost benefits not restored .. 

A. Total food stamp overissuance (from 15 above) 
B. Minus lost benefits not restored. 
c. Minus payment received. 
D. Amount of food stamp claim to be collected. 

HIGIRI IT WORKER SIGNATURE 

14d SubtotRI I> 

14e Subtotal 
(from 11bl .. 

141 Total .. 

14c Minus 141 • 

OAlE 

DOCUMENTATION 

ISSUANCE VERIFICATION 

REDEMPTIOH 

DOCUMENTATION 

CALIFORNIA-DSS-MANUAL-SS Issue 2239 Issued 8/14/81 

-----------------------------------------------------------------------
(MANUAL LETTER NO. 81 -39) 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Form Instructions 
(For Eligibility Worker) 

CLAIM DETERMINATION WORKSHEET 

Purpose: 

63-1230 

DFA 842 (6/81) 
(Instructions Revised 3/84) 

The DFA 842 is used to document claims against any household that has received more food 
stamp benefits than it is entitled to receive. This form has a twofold purpose: 1) completion of 
the form allows for internal documentation of individual claims, and 2) documentation of 
individual claims assists counties in gathering information for the quarterly report DFA 209, 
Status of Claims Against Households. 

The first page of the worksheet documents overissuances which occurred within the 12 months 
prior to the date of discovery. If the basis for the claim determination is inadvertent household 
error or administrative error, only the first page is completed. If the basis for claim determin
ation is potential intentional program violation, the first page is completed, if applicable, 
and the second page is completed for overissuances which occurred more than 12 months prior to 
the date of discovery. Additional forms may be used as needed to document the amount of claim. 
However no amount of overissuance which occurred in a month more than six years from the date the 
overissuance was discovered or prior to March 1, 1979 may be included. 

·For example, if the date of discovery is March 10, 1984, an inadvertent household error claim 
or administrative error claim covering the period March 1983 through March 1984 would be 
documented on the first page. A potential intentional program violation claim covering the period 
January 1, 1979 through March 1984, with a discovery date of March 10, 1984, would be documented 
as follows: March 1983 through March 1984 would be documented on the first page. February 1983 
through March 1979 would be documented on the second page and additional pages as needed. 
Do not establish a claim for January and February 1979. 

NOTE: Collection action on claims covering overissuances which occurred within the 12 months 
prior to the date of discovery may be initiated immediately regardless of the basis for 
the claim determination. Collection action on claims covering overissuances which 
occurred more than 12 months prior to the date of discovery may be initiated only after 
an individual has been found guilty of committing an intentional program 
violation. 

Preparation: 

Complete the number of copies required for your internal system as soon as an overissuance is 
discovered and it is determined that a claim should be established. 

1 -7. Enter the following identifying information. 

Name of Head of Household 

Case Name (if different) 

--------------------------------------------- Rev. 1391 b replaces 
CALIFORNIA-DSS-MANUAL-SS Issue 2240 Effective 2/15/84 

---------------------------------------------
(MANUAL LETIER 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Case Number 

Address 

Telephone Number 

Birthdate 

Social Security Number 

63-1230 

DFA 842 (6/81) 
(Instructions Revised 3/84) 

NOTE: If a claim applies to a sponsored alien household, enter the name of both the head of house
hold and the sponsor in item 1. Document if collection action is initiated against the sponsor, 
the alien, or both. 

8. Date of Discovery 

Enter the date the overissuance became known to the CWD. 

9. Basis for Claim Determination 

Check the appropriate box for the cause of the overissuance. For purposes of completing this 
section, the types of claims are as follows: 

Inadvertent Household Error Claim (Check household error box on form.) 

A claim in which an overissuance was caused by a misunderstanding or unintended error 
on the part of the household (or sponsor of an alien household). 

Administrative Error Claim (Check administrative/procedural error box on form.) 

A claim in which the overissuance was caused by the CWD. 

Potential Intentional Program Violation Claim (Check potential fraud box on form.) 

A claim in which a household member is suspected of intentionally violating program rules 
or regulations to receive more food stamps. A claim is handled as an intentional program 
violation claim only after an administrative disqualification hearing official or a court of 
appropriate jurisdiction has determined that a household member (or the sponsor of an 
alien household) has committed an intentional program violation. 

10. Explanation of Overissuance 

Explain how and why the overissuance occurred. If the overissuance resulted from a change in 
circumstances, indicate the date the change occurred and the date the household reported 
the change to the CWD. 

CALIFORNIA-DSS-MANUAL-SS Rev. 1391 c replaces Issue 2254 Effective 2/15/84 

------------------------- (MANUAL LEITER NO. 84-13) -/~) \ ~ --------------------
1 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
Handbook FORMS AND INSTRUCTIONS _63-1230 (ConJ.)_ 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

11. Summary of Food Stamp Overissuance 

63-1230 

DFA 842 (6/81) 
(Instructions Revised 3/84) 

Complete this section for all claims where overissuances occurred within the 12 months prior 
to the date of discovery. Space is provided for 14 months to include the current month's issuance 
if benefits have already been issued at the time the worksheet is completed, and to include the 
following month's issuance if sufficient time does not exist to provide a timely notice of benefit 
reduction. If potential intentional program violation and only a few months fall within the 
12-month period prior to the date of discovery include only those months in this section. Record 
the remaining months on the second page (Item 14). 

Issuance Month and Year 

Enter the month and year of all overissuances which occurred within the 12 months prior to 
the date of discovery. Enter the date for the current and following month's issuances, if 
appropriate. 

Actual Basis for Issuance 

HH Size 

Enter the household size used in the original benefit computation. 

Adjusted Income 

Enter the net adjusted income from the original benefit computation. 

Allotment 

Enter the allotment actually received by the household for each overissuance month. 

Correct Basis for Issuance 

HH Size 

Enter the correct household size for each overissuance month. 

Adjusted Income 

Enter the correct net adjusted income for each overissuance month. 

Allotment 

Enter the correct allotment the household should have received. 

Issuance Verification 

Use of this section to verify issuance of the benefits covered by the claim is a county option. 
If this section is not used for this purpose, verification of issuance must be documented in 
some other manner. For verification of ATP usage, the DFA 332.1, Verification of Food Stamp 
ATP Usage, may be used. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1391 d replaces Issue 2255 Effective 2/15/84 

(MANUAL LETTER NO. 84-13) 
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DFA 842 (6/81) 
(Instructions Revised 3/84) 

Check the type of issuance (direct mail, ATP or HIR). Verify redemption of the ATP/HIR by noting 
the date of redemption, serial number or other appropriate information in the redemption 
column. 

11 a. Total 

Enter the total food stamp allotment actually received by the household for the 
overissuance months. 

11 b. Total 

Enter the total food stamp allotment which should have been correctly received by the 
household for the overissuance months. 

12. Total Food Stamp Overissuance 

Subtract correct total allotment (11 b) from allotment actually received (11 a) and enter the 
remainder. 

13. Claim Offsetting Lost Benefits Not Restored 

Complete this section only if the household is due lost benefits which have not been restored 
or payment against the claim has been received. Enter the date that the claim is offset by lost 
benefits or payments. Space is provided to record a second offsetting should this occur while 
the claim is still open. Any additional offsetting may be shown in the documentation section. 

13A. Enter total food stamp overissuance from line 12. 

138. Enter any lost benefits not restored. 

13C. Enter any payment received toward the claim. 

130. Subtract 138 and 13C from 13A and enter the remainder for the amount of the food 
stamp claim to be collected. 

Signature Block 

Enter Eligibility Worker's name and date. 

Enter Eligibility Worker Supervisor's name and date of review. 

The first page must be signed by the Eligibility Worker and Eligibility Worker Supervisor even if 
there is a continuation on the second page. 

Review By County Review Officer 

Use this section to enter the action· to be taken to collect the claim, and if it is referred for intentional 
program violation investigation. This section may also be used to record information such as the dates 
of repayment notices and the amounts collected; if the claim was suspended, and the date and reason; 
the date the claim is considered uncollectible and the date collection action is terminated. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1391 e replaces Issue 2256 Effective 2/15/84 

-----------------------------------------------------------------------
(MANUAL LETTER NO. 
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DFA 842 (6/81) 
(Instructions Revised 3/84) 

14. Summary of Food Stamp Overissuance 

Complete this section only for potential intentional program violation claims where over
issuances occurred more than 12 months prior to the date of discovery. 

Issuance Month/Year 

Enter the month and year of all overissuances which occurred more than 12 months prior to 
the date of discovery. Use an additional sheet, if necessary. 

Actual Basis for Issuance 

HH Size 

Enter the household size used in the original benefit computation. 

Adjusted Income 

Enter the net adjusted income from the original benefit computation. 

Bonus/ Allotment 

Enter the allotment actually received by the household for each overissuance month. 

Correct Basis for Issuance 

HH Size 

Enter the correct household size for each overissuance month. 

Adjusted Income 

Enter the correct net adjusted income for each overissuance month. 

Bonus/ Allotment 

Enter the correct allotment the household should have received. 

Issuance Verification 

Use of this section to verify issuance of the benefits covered by the claim is a county option. If this 
section is not used for this purpose, verification of issuance must be documented in some other 
manner. For verification of ATP usage, the DFA 332.1, Verification of Food Stamp ATP Usage, may 
be used. 

Check the type of issuance (direct mail, ATP or HIR). Verify redemption of the ATP/HIR by noting the 
date of redemption, serial number or other appropriate information in the redemption column. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1391 f replaces Issue 2257 Effective 2/15/84 

(MANUAL LE~ER NO. 84-1-;) { --------
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

14a. Subtotal This Page 

63-1230 

DFA 842 (6/81) 
(Instructions Revised 3/84) 

Enter the total food stamp allotment received by the household from this page. 

14b. Subtotal First Page 

Enter the total allotment received by the household from item 11 a of the first page. 

14c. Total Both Pages 

Add 14a and 14b and enter total. 

14d. Subtotal This Page 

Enter total food stamp allotment which should have correctly been received by the 
household from this page. 

14e. Subtotal First Page 

Enter total allotment which should have correctly been received by the household from 
item 11 b of the first page. 

14f. Total Both Pages 

Add 14d and 14e and enter total. 

15. Total Food Stamp Overissuance 

Subtract correct total food stamps (14f) from food stamps actually received (14c) and enter 
remainder. 

16. Claim Offsetting Lost Benefits Not Restored 

Complete this section only if the household is due lost benefits not restored or payment against 
the claim has been received and this offsetting was not done on the first page. Enter the date 
that the claim is offset by the lost benefits or payments. Space is provided to record a second 
offsetting should this occur while the claim is still open. Any additional offsetting may be 
shown in the documentation section. 

16A. Enter total food stamp overissuance from line 15. 

168. Enter any lost benefits not restored. 

16C. Enter any payment received toward the claim. 

160. Subtract 168 and 16C from 16A and enter the remainder for the amount of food stamp 
intentional program violation claim to be collected. 

Signature Block 

Enter Eligibility Worker's name and date. 

Enter Eligibility Worker Supervisor's name and date of review. 

Documentation 

Use this section if additional space is required to document action taken on the claim or to document 
other information required by the county. 

CALIFORNIA-DSS-MANUAL-SS Rev. 13919 replaces Issue 2258 Effective 2/15/84 

(MANUAL LEITER NO. 84-13) /1V6 
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NA 960X (1 /84) 

State of California Department of Social Services 
Health and Welfare Agency 

Notice of Action 
If you have questions or want more information 
about this action, please contact your worker. 

• 

• 

• 

Case Name 
Case Number 
Worker 
Phone 
Date of Notice 

We have not received your monthly report (CA 7) due this month. 

Your D Food Stamps D Cash Aid will stop effective 
complete CA 7 so that we receive it by the first working day of next month. 

. To stop this action, provide your 

D 
D 

If we get your complete CA 7 by --------- , we will send you your benefits on time. 

Even if you stop this action by getting your CA 7 in, your benefits will be up to 10 days late next month. 

Penalty for families With Earned Income (Cash Aid Only). Even if you stop this action by getting your CA 7 in, you will not get 
credit for your work expense disregards because you failed to report or verify all earned income on time. Work expense 
disregards are the standard work expense, dependent care expense, and the $30 and 1 /3 earnings disregards. If you had a 
good reason for being late, this penalty will not be applied. You must tell your worker the reason. 

Medi-Cal. If your Medi-Cal eligibility changes, we will tell you before we make the change. 

Regulations. This action is required by the following State regulations which are available for your review at the County 
Welfare Department. 

Manual of Policies and Procedures: 40-105.1, 40-181 .22, 44-113.2 (Cash Aid); 63-504.27, 63-504.3 (Food Stamps). 

Child Support. The District Attorney's Office can help you locate an absent parent, legally establish your child's paternity. 
and collect child support. To obtain or continue these services. you must ask the District Attorney's Office 

Family Planning Services. Information is available from the County Welfare Department on request. 

State Hearing. If you are dissatisfied with this action, your benefits may continue unchanged if you ask for a State Hearing 
before the effective date of this action. Read the back for important information about your right to appeal this action. 

NA 960X (1 84) CA 7 Not Rece1ved--Discontinu11nce 
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NA 960X (1 /84) 

Your Right to Appeal This Action 
If you are dissatisfied with the action described on the other 
side, or any other county action. you may request a state 
hearing before a Hearing Officer of the State Department 
of Social Services. This hearing will be conducted in an 
informal manner to assure that everyone present is able to 
speak freely. Your county or adoption worker can help you 
request a hearing. If you decide to request a hearing you 
must do so WITHIN 90 DAYS OF THE MAILING DATE OF 
THIS NOTICE. 

FOOD STAMPS ANO CASH AIOt: If this action 
stops or reduces your food stamps or cash aid and 
you ask for a hearing before the effective date of 
the action. your benefits may continue unchanged 
under certain circumstances until the hearing or 
until you receive your hearing decision. Food Stamps 
will not continue past the end of your current 
certification period. 

Authorized Representative 

You can represent yourself at the state hearing. You can also 
be represented by a friend, attorney or any other person, 
but you are expected to arrange for the representative 
yourself. You can get help in locating free legal assistance by 
calling the toll-free number of Public Inquiry and Response. 

Request for a State Hearing 
Name 

Address City 

How to Request a State Hearing 

The best way to request a hearing is to fill in and send this 
entire l{'Ot1ce to: 

\ 

O!ffice of the Chief Referee 
State Department of Social Services 
744 P Street, Mail Station 6-100 
Sacramento, CA 95814 

You may also request a hearing by calling the toll-free 
number of Public Inquiry and Response. 

Public Inquiry and Response (Public Information) 

Toll-Free Number: (800) 952-5253* 

For the Deaf Only TOD (800) 952-8349• 

•vou may have to dial "1" first. 

The State Public Inquiry and Response Unit can provide you 
with further information about your hearing rights or files or 
other welfare-related matters. Assistance is also available 
in some languages other than English, including Spanish. 
You may phone, write or come in. 

Public Inquiry and Response 
State Department of Social Services 
744 P Street. Mail Station 16-23 
Sacramento, CA 95814 

Phone number 

State Zip Code 

I am requesting a state hearing because of an action by the welfare department of --------------- county related 

to my family's: D Cash Aid D Food Stamps CJ Medi-Cal O Adoption Assistance Program Payments 
Reasons for my request: 

O I speak a language other than English and need an interpreter for my hearing. (The state will provide the interpreter at no cost to you.) 

Language Dialect 

tlf you request a state hearing and your benefits continue unchanged, the county can recover as an overpayment the cash aid and value 
of food stamps the hearing decision finds you were not eligible for. If you remain eligible to receive cash aid after the hearing, and 
you have no other income or resources. your grant will be reduced by 10% each month until the full amount of such overpayment is collected. 
If you do have other income or available property, the amount your grant will be reduced each month will be greater. 

Check here if you want your benefits reduced or discontinued now, as described in this Notice of Action. 

O Cash Aid O Food Stamps 

If you checked the bo,c(es) and the hearing decision is in your favor, any lost benefits will be made up. 

Signature Date 

The information you provide on this form is needed to process your 
request for a hearing, and processing may be delayed if your request 
,s incomplete. A case file will be set up by the Chief Referee. You 
have e right to uemine the materials that make up the file and may 

do so by contacting Public Inquiry and Response. Any information 
you provide may be shared with the county welfare department, with 
the U.S. Department of Health and Human Services, or the U.S. 
Depanment of Agriculture. Authority W&IC 10950. 

NA Beck 3 (Cash Aid/FS) 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Form Instructions 
(for the Eligibility Worker) 

NOTICE OF ACTION (CA 7 NOT RECEIVED--DISCONTINUANCE) 

Purpose: 

63-1230-

NA 960X (1 /84) 
(Instructions Revised 4/13/84) 

The NA 960X is used by the Eligibility Worker to notify a recipient of the discontinuance of Food 
Stamps and/or Cash Aid because of a late CA 7. 

The back of the NA 960X explains the household's right to request a state hearing and provides 
instructions on how to appeal the action. The back also provides information needed by the 
household to receive continued benefits pending a hearing if benefits are decreased or discontinued. 

Preparation: 

The NA 960X must be mailed or given to the recipient no later than ten days before the end of the 
current month. 

Complete an original and two copies of the NA 960X entering the following identifying information: 

- Recipient's name and mailing address 
- Case Name 
- Case Number 
- Worker 
- Phone Number 
- Date of Notice 

Check the appropriate box(es) for Food Stamps and/or Cash Aid and enter the effective date of 
the discontinuance. 

Benefits On Time/Benefits 10 Days Late - DO NOT USE THESE BOXES. Either leave the check-boxes 
blank or cross out both statements. 

Distribution: 

The original and one copy are provided to the recipient. The second copy is filed in the case record. 

CALIFORNIA-DSS-MANUAL-SS Issue 652d Issued 2/15/84 

-----------------------------------------------------------------------
(MANUAL LETIER NO. 84-13) 





-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
Handbook _________________ FORMS AND INSTRUCTIONS ------------- 63-1230 J.ContJ 

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

NA 960Y (1 /84) 

State of California Department of Social Services 
Health and Welfare Agency 

Notice of Action 
If you have questions or want more information 
about this action. please contact your worker. 

• 

• 

• 

• 

Case Name 
Case Number 
Worker 
Phone 
Date of Notice 

The monthly report (CA 7) you sent us this month is not complete. 

Your D Food Stamps D Cash Aid will stop effective . To stop this action, provide your 
complete CA 7 so that we receive it by the first working day of next month. You must: 

D Complete the circled items on the enclosed CA 7, and send or bring it to this office. 

D Send or bring to this office the following information: 

D 
D 

If we get your complete CA 7 by ------ , we will send you your benefits on time. 

Even if you stop this action by getting your CA 7 in, your benefits will be up to 10 days late next month. 

D Additional Information Requested (Food Stamps Only). In addition to doing the above, you must give us the 
following information so that we can figure out the amount of your food stamps. You must get this information to us by 
the first working day of next month. If we ask for proof of an expense and you do not give it. the expense will not be 
allowed. Also. if you do not give other information we ask for, your food stamps may be decreased or stopped. 

D Penalty (Cash Aid Only). Even if you stop this action by getting your CA 7 in, you will not get credit for your work 
expense disregards because you failed to report or verify all earned income on time. Work expense disregards are 
the standard work expense, dependent care expense, and the $30 and 1 /3 earnings disregards. If you had a good 
reason for being late, this penalty will not be applied. You must tell your worker the reason. 

Medi-Cal. If your Medi-Cal eligibility changes, we will tell you before we make the change. 

Regulations. This action is required by the following State regulations which are available for your review at the County 
Welfare Department. 
Manual of Policies and Procedures: 40-105.1. 40-181.22. 40-181.24. 44-113.2 (Cash Aid); 63-504.27, 63-504.3 (Food Stamps). 

Child Support. The District Attorney's Office can help you locate an absent parent, legally establish your child's paternity, 
and collect child support. To obtain or continue these services. you must ask the District Attorney's Office. 

Family Planning Services. Information is available from the County Welfare Department on request. 

State Hearing. If you are dissatisfied with this action, your benefits may continue unchanged if you ask for a State Hearing 
before the effective date of this action. Read the back for important information about your right to appeal this action. 

NA 960Y (1 1 84) CA 7 lncomplete--D1scontinuance Remmder 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

NA 960Y (1 /84) 

Your Right to Appeal This Action 
If you are dissatisfied with the action described on the other 
side. or any other county action. you may request a state 
hearing before a Hearing Officer of the State Department 
of Social Services. This hearing will be conducted in an 
informal manner to assure that everyone present 1s able to 
speak freely Your county or adoption worker can help you 
request a hearing. If you decide to request a hearing you 
must do so WITHIN 90 DAYS OF THE MAILING DATE OF 
THIS NOTICE. 

FOOD STAMPS AND CASH AIDt: If this action 
stops or reduces your food stamps or cash aid and 
you ask for a hearing before the effective date of 
the action, your benefits may continue unchanged 
under certain circumstances until the hearing or 
until you receive your hearing decision. Food Stamps 
will not continue past the end of your current 
certification period. 

Authorized Representative 

You can represent yourself at the state hearing. You can also 
be represented by a friend, attorney or any other person. 
but you are expected to arrange for the representative 
yourself. You can get help in locating free legal assistance by 
calling the toll-free number of Public Inquiry a~d Response. 

Request for a State Hearing 
Name 

How to Request a State Hearing 

The best way to request a hearing 1s to fill in and send this 
entire notice to: 

Office of the Chief Referee 
State Department of Social Services 
744 P Street, Mail Station 6-100 
Sacramento, CA 95814 

You may also request a hearing by calling the toll-free 
number of Public Inquiry and Response 

Public Inquiry and Response (Public Information) 

Toll-Free Number: (800) 952-5253* 

For the Deaf Only TDD (800) 952-8349* 

"You may have to dial "1" first. 

The State Public Inquiry and Response Unit can provide you 
with further information about your hearing rights or files or 
other welfare-related matters. Assistance is also available 
in some languages other than English, including Spanish. 
You may phone, write or come in. 

Public Inquiry and Response 
State Department of Social Services 
744 P Street. Mail Station 16-23 
Sacramento. CA 95814 

Phone number 

I am requesting a state hearing because of an action by the welfare department of ---------------- county related 

to my family's: 0 Cash Aid O Food Stamps O Medi-Cal O Adoption Assistance Program Payments 
Reasons for my request: 

O I speak a language other than English and need an interpreter for my hearing. (The state will provide the interpreter at no cost to you.) 

Language Dialect 

tlf you request a state hearing and your benefits continue unchanged. the county can recover as an overpayment the cash aid and value 
of food stamps the hearing decision finds you were not eligible for. If you remain eligible to receive cash aid after the hearing. and 
you have no other income or resources, your grant will be reduced by 10% each month until the full amount of such overpayment is collected. 
If you do have other income or available property, the amount your grant will be reduced each month will be greater. 

Check here if you want your benefits reduced or discontinued now, as described in this Notice of Action. 

O cash Aid O Food Stamps 

If you checked the box(es) and the hearing decision is 1n your favor, any lost benefits will be made up. 

Signature 

The information you provide on this form is needed to process your 
request for a hearing, and processing may be delayed if your request 
is incomplete. A case file will be set up by the Chief Referee. You 
have a righl to examine the materials that make up the file and may 

NA Back 3 (Cash A1dtFS) 

Date 

do so by contacting Public Inquiry and Response. Any information 
you provide may be shared with the county welfare department, with 
the U.S. Department of Health and Human Services. or the U.S. 
Department of .\griculture. Authority W&IC 10950. 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 

Form Instructions 
(for the Eligibility Worker) 

63-1230 

NA 960Y (1 /84) 
(Instructions Revised 4/6/84) 

NOTICE OF ACTION (CA 7 INCOMPLETE--DISCONTINUANCE/REMINDER) 

Purpose: 

The NA 960Y is used by the Eligibility Worker to notify a recipient of the discontinuance of Food 
Stamps and/or Cash Aid because of a late CA 7. The NA 960Y is also used to request missing 
verification or additional information from a food stamp household when the CA 7 is also 
incomplete. 

The back of the NA 960Y explains the household's right to request a state hearing and provides 
instructions on how to appeal the action. The back also provides information needed by the 
household to receive continued benefits pending a hearing if benefits are decreased or discontinued. 

NOTE: When a CA 7 submitted by a food stamp household is complete, but is missing other 
verification/information, the DFA 377.4, Food Stamp Notice of Change, must be used 
instead of the NA 960Y. 

Preparation: 

The NA 960Y must be mailed or given to the recipient no later than ten days before the end of the 
current month. 

Complete an original and two copies of the NA 960Y entering the following identifying information: 

- Recipient's name and mailing address 
- Case Name 
- Case Number 
- Worker 
- Phone Number 
- Date of Notice 

Complete the discontinuance portion of the notice as follows: 

Check the appropriate box(es) for Food Stamps and/or Cash Aid and enter the effective date of 
the discontinuance. 

Check the appropriate box for the action the recipient must take to reverse the discontinuance. 
If applicable, specify in the space provided the information and/ or verification which must 
be provided. 

Benefits On Time/Benefits 10 Days Late - DO NOT USE THESE BOXES. Either leave the check boxes 
blank or cross out both statements. 

Additional Information Requested (Food Stamps Only). Check this box when an incomplete CA 7 
is missing verification/information of a deduction and/or contains questionable information 
for the Food Stamp Program. Specify in the space provided the additional verification and/or 
information which is required. 

CALIFORNIA-DSS-MANUAL-SS Issue 652g Issued 2/15/84 
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

NA 960Y (1 /84) 
(Instructions Revised 4/6/84) 

Food Stamp benefits may not be reduced, suspended, or terminated based on this reminder notice 
if the household submits a complete CA 7 but fails to provide all other requested verification/ 
information. A timely notice of adverse action must be provided to the household before the 
adverse action is taken. (See the special instructions in the All-County Letter transmitting this 
material.) 

Penalty (Cash Aid Only). Check this box if the Cash Aid recipient is normally entitled to the 
earned income disregards. 

Distribution: 

The original and one copy are provided to the recipient. The second copy is filed in the case 
record. 
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63-1250 FORM MODIFICATION POLICY 63-1250 

.1 Overview 

The Food Stamp Program Management Branch (FSPMB) goal for the food stamp forms 
program is to increase program effectiveness, efficiency and equity. One of the means to 
achieve this goal is to provide statewide guidelines for form usage by designating all forms as: 
1) Required - No Substitutes, 2) Required - Substitutes Permitted, or 3) Recommended, in 
accordance with the FSPMB criteria for designating forms (see Appendix 1 ). 

The FSPMB form modification policy provides the flexibility to meet individual county needs, 
while ensuring that the program's goals are met. Where county modification of a state form 
is required to meet or enhance program goals and the related justification has not been 
specifically provided for in this policy, the county should submit the request for FSPMB 
consideration. 

The review of any county modification request is separated into two levels: 1) the overall 
justification for not using the state form, and 2) adherence to specific standards for any 
variations from the state form. The evaluation criteria for each level of review are determined 
by the designation of the state form being modified and the form's preparation and interface 
(manual or computer). For each designated form, specific modification criteria is provided 
(Appendix 3) indicating where variations will not be considered for each of the form's 
components; i.e., placement, language and data elements . 

. 2 Required Form - No Substitutes 

.A Overall justification for not using the state form. 

Acceptable justification includes: 

- Form is computer-generated (EDP only). 

- County has state hearing intake at the local level (EDP and Manual). 

- County has different contact point than is specified on the state form (EDP and Manual). 

- County has high frequency payment system (EDP only). 

All other justifications are unacceptable . 

. B Variation Standards 

Variations in placement and data elements, where allowable, will be evaluated against 
the following standards after the overall justification is accepted. 

All variations in placement and data elements must: 

- Be clear. 

CALI FORN IA-DSS-MAN UAL-SS Issue 2260 Issued 10/14/81 
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- Contain all required data elements on the state form within the system (for example, 
computer-generated notices of action may print out only applicable message(s), but 
all messages must be contained within the computer program). 

Variations in language will be permitted only as described below, and will be evaluated 
against the following standards. 

All language variations must: 

- Be clear. 

- Use common program language. 

- Be required by the special county circumstance which provides the overall 
justification for modification (for example, state hearing intake at the local level, high 
frequency payment system), or 

- Be required to present a logical explanation to the client by interfacing with additional 
information provided by the county (for example, inclusion of the budget computation 
on a Notice of Action) . 

. 3 Required Form - Substitutes Permitted 

.A Overall justification for not using the state form. 

Acceptable justification includes: 

- Function of the form is computerized, such as Budget Worksheet (EDP only). 

In addition to the above justification, counties with the above EDP justification must 
provide one or more of the following types of justification for any variances from the 
state form. Manual counties must provide one of the following as overall justification for 
not using the state form: 

- Form is not computerized, but EDP interface requires modification (EDP and Manual). 

- County has state hearing intake at the local level (EDP and Manual). 

- County has high frequency payment system (EDP and Manual). 

- Additional county-specific information is required for processing, gathering data, etc., 
(EDP and Manual). 

- The addition of information will eliminate other forms (EDP and Manual). 

- Modification will contribute to county-specific error reduction (EDP and Manual). 

- Modification will result in cost savings (EDP and Manual). 

-----------------------------------------------------------------------
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63-1250 FORM MODIFICATION POLICY (Continued) 63-1250 

- Modification is required by county's organizational structure (EDP and Manual). 

- Modification will contribute to increased efficiency (EDP and Manual). 

Examples of unacceptable justification include: 

- County wishes to vary placement, language or data elements (EDP and Manual). 

- Internal procedures/instructions would have to be revised (EDP and Manual). 

- County has own form for purpose of state form (EDP and Manual) . 

. B Variation Standards 

Variation in placement, language and data elements, where allowable, will be evaluated 
against the following standards after the overall justification has been accepted. 

All variations must: 

- Be clear. 

- Be in accord with regulatory requirements. 

- Ensure consistent treatment of recipients from county to county. 

- Use common program language (such as "gross income", "standard deduction", 
"excess shelter costs", etc.). 

- Provide adequate audit trail and documentation. 

- Be in an order that achi~ves an accurate computation or a logical explanation to 
clients. 

- Not have the potentia I to create errors. 

- Provide adequate space for documentation/computation where necessary. 

- Contain all data elements on the state form unless they are contained elsewhere in 
the case file, are deleted due to a combination, or are unnecessary for the specific 
county (explanation from county is required). 

- Reflect the intent of the state form . 

. 4 Recommended Form, No State Form, State Form Not Yet Designated 

.A Overall justification. 

No justification is required for forms in these categories. 
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.B Forms will be evaluated against the following standards. 

All forms must 

- Be clear. 

- Be in accord with applicable regulatory requirements. 

- Ensure consistent treatment of recipients from county to county. 

- Use common program language. 

- Be in an order that presents a logical explanation to clients. 

- Not have the potential to create errors . 

. 5 Exemptions from Form Modification Policy 

.A Manual Section 63-300.2 specifies that overprinting of required forms for the 
following purposes is acceptable and does not require prior state approval: 

- To identify CWD. 

- To add information to the "County-Use Only" section. 

- To add EW instructions . 

63-1250 

. B Local printing of forms on regular, colored or larger paper does not require prior state 
approval as long as camera-ready copies provided by the state are used and no 
modifications are made beyond those listed in (1) above . 

. C Internal county forms which do not involve the determination or notification of 
eligibility or benefit level, or the notification of client rights and responsibilities need 
not be submitted for review . 

. 6 Extensions of Time to Implement 

Implementation schedules for state forms generally provide adequate lead time for counties 
to achieve timely implementation. In those cases where timely implementation is not 
possible, counties must request an extension of time to comply providing any supporting 
justification and an estimate of the additional time required to achieve implementation. 

Examples of acceptable justification include: 

- Time required to reprogram EDP system. 

- Time required to print forms locally when a modification is approved. 

- Time required to revise procedures and train staff. 
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.7 County Modification Requests 

Requests will be considered on a county-by-county basis, except for case data counties which will 
be considered as one system. Counties within the case data system which require modifications 
from the approved system will be considered separately. 

Any request for modification must contain the following: 

.A Overall justification for the modification as described under acceptable justification . 

. B An explanation of deletions or combinations of data elements. Any additional information 
which would assist in evaluating the variations should be provided . 

. C A copy of the modified form. 

NOTE: All counties using computerized forms must submit modification requests after 
either making the necessary programming changes to comply with the state form or 
determining that variations are required. All applicable messages must be submitted 
for approval as well as a sample computer-generated form showing the format 
which will be used. Only the portion of each message which relates to the language 
on the state form must be reviewed. Computerized explanations which would be 
entered in blank spaces if the state form were used are not subject to review or 
standardization unless the county requests such a review. 

County modification requests should be sent to the Food Stamp Program Corrective Action 
Bureau. Requests will be reviewed by the FSPMB and counties will be notified of the results 
of the review within 30 days of receipt of the request. 
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. 1 Appendix I - Form Designations 

Required Form-No Substitutes 

Forms assigned to this category meet one or more of the following criteria: 

1) The specific form or its function is required by regulation or law. 

2) The state form is a modification of an FNS-required form. 

3) Uniformity is necessary in gathering or reporting data. 

4) The form is used to communicate regulatory information to clients. 

5) The form involves the determination, documentation or notification of client eligibility. 

Forms typically assigned to this category include applications, most notices of action, state or 
federa I reports. 

Required Form-Substitutes Permitted 

Forms assigned to this category meet: (1) one or more of the criteria for a Required Form-No 
Substitutes; and (2) one or more of the following criteria: 

1) The specific form or its function is required by regulation or law, but the form contains 
optional items. 

2) Some county organizational structures are not compatible with the state form as designed. 

3) The potential of operational incompatibility with some counties' systems is identified 
during the development/revision process. 

Forms typically assigned to this category include worksheets, some notices of action and 
issuance-related forms. 

Recommended Forms 

Forms assigned to this category meet one or more of the following criteria: 

1) The form does not involve the determination, documentation or notification of client 
eligibility. 

2) The form or its content is not required by regulation or law. 

Forms assigned to this category will not generally be developed and printed by the FSPMB. 
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63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.2 Appendix 2 - Definitions 

Data Element - Each independent unit of information is considered a data element for 
purposes of identifying form-specific modification criteria. In some cases a data element is a 
single word, such as "date", and in other cases a data element is a complete message, such as, 
"If you have any questions, please contact me". 

Form Designation - Required Form-No Substitutes, Required Form-Substitutes Permitted, and 
Recommended Form are the three form designations used under this policy. 

Form Modification - Except as provided under "Exemptions from Modification Policy", any 
designated form used by a county which has been altered in any way or which has not been 
obtained from state-printed stocks is considered a form modification. This includes, but is 
not limited to, computer-generated forms and county-printed forms where either a state
provided camera-ready copy was not used or the camera-ready copy was altered. 

Form-Specific Modification Criteria - For each designated form, variations in placement, 
language and data elements which will not be considered are identified under form-specific 
modification criteria. The development of these criteria is based upon the reasons for assigning 
a form its designation. 

Internal County Form - A form required for internal county use which does not involve the 
determination or notification of eligibility or benefit level, or the notification of client rights 
and responsibilities is considered an internal county form and is not subject to review under 
this policy. Some examples of internal county forms are route slips, some verification forms, 
and case narratives. 

Justification - The overriding county-specific situation presented as the reason 
a form is a justification. justifications for each 
designation are provided in this policy. 

language - The specific wording used on a form is considered language for purposes of 
identifying form-specific modification criteria. 

Placement - The order of data elements as they appear on a form is considered placement for 
purposes of identifying form-specific modification criteria. 

Recommended Form - Forms this designation are optional county forms. Should a 
county elect to modify a recommended the modification must be reviewed by the 
FSPMB to ensure that the modifications meet the variation standards for a Recommended 
Form. 

Form - No Substitutes - Forms this designation must be implemented 
by all counties unless a modification request, based on acceptable justification for a form 
with this designation, is approved by the FSPMB. 

-----------------------------------------------------------------------
CAUFORNIA-DSS-MANUAL-SS Issue 2266 Issued 10/14/8 
-----------------------------------------------------------------------

LETIER NO. 81-51) 



FOOD STAMP HANDBOOK 
63-1251 (Cont.L _____________ FORMS AND INSTRUCTIONS __________________ Handbook 

63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

Required Form - Substitutes Permitted - Forms assigned this designation must be 
implemented by all counties unless a modification request, based on acceptable justification 
for a form with this designation, is approved by the FSPMB. 

Variation Standards - Where acceptable justification is provided and where modification is 
permitted, variation standards are the guidelines used to review specific modifications to 
ensure that program goals are met. 

Variations - Any deviations from the placement, language or data elements on the state form 
are considered variations. Allowable variations, when overall form modification is justified, 
are identified for each designated form . 

. 3 Appendix 3 - Form-Specific Modification Criteria 

For each designated form, the specific modification criteria define the portions of a given 
form which may not be modified regardless of the justification. These criteria are based upon 
the regulatory and administrative needs for the form as well as the reasons the form was 
assigned its designation. 

The criteria are also based upon the preparation or interface of the form; i.e., computer or 
manual. For those forms or form functions that may be computerized, the criteria is identified 
as EDP only, Manual only, or EDP and Manual. These criteria address only changes to the 
placement, and changes or deletion of the language and data elements on the state form. 

The addition of data elements is permitted when acceptable justification for modifying a state 
form is provided, and those additions are evaluated against the variation standards outlined 
for the designation of the state form. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Issue 2267 Issued 10/14/81 

-----------------------------------------------------------------------
(MANUAL LETTER NO. 81-51) 
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Handbook _________________ FORMS AND INSTRUCTIONS------------- 63-1251 J.ContJ. 

63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

Monthly Eligibility Report CA 7 (2/84) 

Required Form - No Substitutes Permitted 

Placement - No modification permitted except those required to accommodate a different method 
of addressing the form (Manual only). 

- No modification permitted except (1) those related to EDP requirements; and (2) those 
required to accommodate a different method of addressing the form (EDP only). 

Language - No modification permitted (EDP and Manual). 

Data Elements - No modification permitted (EDP and Manual). 

CALIFORNIA-DSS-MANUAL-SS Issue 652i Issued 2/15/84 

--- (MANUAL LETTER NO. 84-13) 3'-/ -





-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
Handbook _________________ FORMS AND INSTRUCTIONS------------- 63-1251 i~~nJ:.l 

63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

CA 8 (2/84) 

Statement Of Facts For Additional Persons 
(Supplemental Application for Food Stamps and Request for Cash Aid) 

Required Form - No Substitutes Permitted 

Placement - No modification permitted. 

Language - No modification permitted. 

Data Elements - No modification permitted. 

----------------------------------------------------------------------~ 
CALIFORNIA-DSS-MANUAL-SS Issue 652j Issued 2/15/84 

-------------------------------------------------------------------~---
(MANUAL LEITER NO. 84-13) 
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63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

Application For Food Stamps - Part 1 DFA 285-A 1 (11 /83) 

Required Form - No Substitutes Permitted 

Placement - No modification permitted. 

Language - No modification permitted. 

Data E~ements - No modification permitted. 

--- Rev. 1393 replaces -
CALIFORNIA-DSS-MANUAL-SS Issue 2268 Effective 2/15/84 
-----------------------------------------------------------------------

(MANUAL LETTER NO. 84-13) 
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~jl!)_ge_Q_oj< __________________ FORMS AND INSTRUCTIONS------------- 63-1251 lCQ!ljJ. 

63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

DFA 285-B (12/83) 

Food Stamp Budget Worksheet 

Required Form - Substitutes Permitted 

Placement - The order of the sections in Parts 1, 2 and 3 may not be modified though the 
data entry elements within Sections A, B, C, E, F and J may be modified as long 
as the result of the computation is correct (Manual only). 

- The order of the sections in Parts 1, 2 and 3 and their data entry elements may be 
modified due to EDP requirements as long as the result of the computation is correct 
(EDP only). 

Language - Regulatory language in Parts 1, 2 and 3 may not be modified although additions will 
be considered (EDP and Manual). 

Data Elements - The following data elements may not be deleted from the form: case name, 
case number, classification, all data elements in Parts 1, 2, and 3, first
month budget column, documentation column, EW initials and date, and 
all data elements in Sections M and N of Part 5 (Manual only). 

- The following data elements may not be deleted from the system; case name, 
case number, and all data elements in Parts 1, 2, 3 and 5 (EDP only). 

- All other data elements may be modified if documented elsewhere in the case 
record/system (EDP and Manual). 

CALIFORNIA-DSS-MANUAL-SS Rev. 1394 replaces Issue 2269 Effective 2/15/84 

-----------------------------------------------------------------------
(MANUAL LETTER NO. 84-13) 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
63-1251 (font-L _____________ FORMS AND INSTRUCTIONS __________________ Handbook 

63-1261 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1261 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

DFA 285-C (11 /83) 

Supplemental Application For Food Stamps - Special Medical Deductions 

Required Form - No Substitutes Permitted 

Placement - No modification permitted. 

Language - No modification permitted. 

Data Elements - No modification permitted. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1395 replaces Issue 2270 Effective 2/15/84 

(MANUAL LETTER NO. 84-13) 'i??t 



FOOD STAMP HANDBOOK 
Handbook _________________ FORMS AND INSTRUCTIONS ------------- 63-1253 iContJ. 

63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

DFA 285-D (12/83) 

Food Stamp Budget Worksheet - Special Medical/Shelter Deductions 

Required Form - Substitutes Permitted 

Placement - The order of the sections in Parts 1, 2 and 3 may not be modified though the data 
entry elements within the sections may be modified as long as the result of the 
computation is correct (Manual only). 

- The order of the sections in Parts 1, 2 and 3 and their data entry elements may be 
modified due to EDP requirements as long as the result of the computation is correct 
(EDP only). 

Language - Regulatory language in Parts 1, 2 and 3 may not be modified although additions will 
be considered (EDP and Manual). 

Data Elements - The following data elements may not be deleted from the form: case name, 
case number, classifications, all data elements in Parts 1, 2 and 3, first
month budget column, documentation column, EW initials and date, and 
all data elements in Sections K and L of Part 5 (Manual only). 

- The following data elements may not be deleted from the system; case name, 
case number, and all data elements in Parts 1, 2, and 5 (EDP only) 

- All other data elements may be modified if documented elsewhere in the case 
record/system (EDP and Manual). 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1396 replaces Issue 2271 Effective 2/15/84 

-----------------------------------------------------------------------
(MANUAL LETTER NO. 84-13) 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
63-1251 (font.L _____________ FORMS AND INSTRUCTIONS __________________ Handbook 

63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

DFA 287 (4/80) 

Food Stamp Program Identification Card 

Required Form - Substitutes Permitted 

Placement - Modification permitted to accommodate data element revisions (EDP and Manual). 

Language - No modification permitted to regulatory language; i.e., head of household, authorized 
representative (EDP and Manual). 

Data Elements - No modification permitted except (1) serial numbers and photos may be added; 
and, (2) data elements for signature of emergency authorized representative, 
number of persons in household, and household eligible for delivered meals 
may be deleted (EDP and Manual). 

Rev. 1396a replaces ----
CALIFORNIA-DSS-MANUAL-SS Issue 2272 Effective 2/15/84 

(MANUAL LETIER NO. 84- L/ ---



FOOD STAMP HANDBOOK 
Handbook _________________ FORMS AND INSTRUCTIONS------------- 63-1251 lContJ 'I 

63-1261 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1261 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

DFA 303 (1 /83) 

Replacement Affidavit/ Authorization 

Required Form - Substitutes Permitted 

Placement - No modification permitted. 

Language - No modification permitted except that non-ATP counties may delete all language 
concerning ATPs. 

Data Elements - No modification permitted except that non-ATP counties may delete all data 
elements concerning ATPs. 

CALIFORNIA-DSS-MANUAL-SS Rev. 1 Effective 2/15/84 
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63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

DFA 377.1 (12/83) 
Food Stamp Notice of Action 

Required Form - No Substitutes Permitted 

Placement - No modification permitted (Manual only). 

- No modification permitted except those related to EDP requirements (EDP only). 

Language - No modification permitted except that on the back, the address for submitting a 
hearing request may be modified in counties with state hearing intake at the local 
level (Manual only). 

- No modification permitted except (1) on the back, the address for submitting a hearing 
may be modified in counties with state hearing intake at the local level; (2) refer
ences to "month" may be modified to accommodate a high frequency payment system; 
and (3) message endings may be modified to accommodate the inclusion of a 
budget computation (EDP only). 

Data Elements - No modification permitted except that each section (Approval, Denial, Pending) 
may be printed as its own form (Manual only). 

- No modification permitted except that all data elements need not appear 
on one form; i.e., computer prints out only applicable message(s), but all 
messages are contained in the computer program (EDP only). 



-----------------------------------------------------------------------FOOD STAMP HANDBOOK 
..ti!l!'.£!2~<?_k_ _________________ FORMS AND INSTRUCTIONS ------------- 63-1251 1(2~...!J. 

63-1261 FORM MODIFICATION POLICY - APPENDICES (Continued) 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

Food Stamp Notice of Expiration of Certification 

Required Form - No Substitutes Permitted 

Placement - No modification permitted (Manual only). 

63-1261 

DFA 377.2 (12/83) 

- No modification permitted except those related to EDP requirements (EDP only). 

Language - No modification permitted except on the back, the address for submitting a hearing 
request may be modified in counties with state hearing intake at the local level (EDP 
and Manual). 

Data Elements - No modification permitted except that any option in Message 3 not provided by 
the county may be deleted. 

- No modification permitted except (1) any option in Message 3 not provided by 
the county may be deleted; and, (2) all data elements need not appear on one 
form; i.e., computer prints out only applicable message(s), but all messages 
are contained in the computer program (EDP only). 

CALIFORNIA-DSS-MANUAL-SS Rev. 1399 replaces Issue 2275 

(MANUAL LEITER NO. 84-13) 7 '1 
Effective 2/15/84 
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63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

(DFA 377.3 (9/80) Repealed by Manual Letter No. 84-13, 2/15/84) 

... 
Food Stamp Notice Of Change 

Required Form - No Substitutes 

Placement* - No modification permitted (Manual only). 

63-1251 

DFA 377.4 ( 12/83) 
(Criteria revised 4/6/84) 

- No modification permitted except those related to EDP requirements (EDP only). 

Language* - No modification permitted except that on the back, the address for submitting a 
hearing request may be modified in counties with state hearing intake at the local 
level (Manual only). 

- No modification permitted except (1) the wording in the Change, Suspension or 
Termination section may be modified to accommodate the inclusion of a budget com
putation, and (2) on the back, the address for submitting a hearing request may be modified 
in counties with state hearing intake at the local level (EDP only). 

Data Elements - No modification permitted except that each section (Change, Suspension, Termination 
and Proposed Change) may be printed as its own form. (Manual only). 

- No modification permitted except that all data elements need not appear on 
one form; i.e., computer prints out only applicable message(s), but all messages 
are contained in the computer program (EDP only). 

* The additional explanations provided with All-County Letter 84-47 dated April 19, 1984 must 
be used without modification in accordance with the instructions contained in the letter. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Issue 652k Issued 2/15/84 

-----------------------------------------------------------------------
(MANUAL LETTER NO. 84-13) /1\,.\ '-\ 

I , , 
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fu.Ddbook _________________ FORMS AND INSTRUCTIONS------------- 63-1251.1'1.CL".!J. 

63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

DFA 377.5 (12/83) 

Food Stamp Household Change Report 

Required Form - No Substitutes Permitted 

Placement - No modification permitted. 

Language - No modification permitted. 

Data Elements - No modification permitted. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Issue 652 I Issued 2/15/84 

(MANUAL LEITER NO. 84-13) 
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63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

(DFA 377.3 (9/80) Repealed by Manual Letter No. 84-13, 2/15/84) 

(DFA 377.6 (2/79) repealed by Manual Letter 84-13, 2/15/84) 

63-1251 

Rev. 1400 replaces 
CALIFORNIA-DSS-MANUAL-SS Issue 2276 and Issue 2277 Effective 2/15/84 

(MANUAL LETTER NO. 84-13) ,,·/~ 
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Handbook _________________ FORMS AND INSTRUCTIONS------------- 63-12511£<1.rllJ. 

63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

DFA 377.7A (3/84) 

Food Stamp Notice of Administrative Disqualification 

Required Form - No Substitutes Permitted 

Placement - No modification permitted (Manual only). 

- No modification permitted except those related to EDP requirements (EDP only). 

Language - No modification permitted excep~, on the back, the address for submitting a hearing 
request may be modified in counties with state hearing intake at the local level (EDP and 
Manual). 

Data Elements - No modification permitted 

- No modification permitted except that all data elements need not appear on one 
form; i.e., computer prints out only applicable message(s), but all messages 
are contained in the computer program (EDP only). 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1400a replaces Issue 2278 Effective 2/15/84 

-----------------------------------------------------------------------
(MANUAL LEITER NO. 84-13) 
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63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

DFA 377.78 (3/84) 

Food Stamp Repayment Notice 

Required Form - No Substitutes Permitted 

Placement - No modification permitted (Manual only). 

- No modification permitted except those related to EDP requirements (EDP only). 

Language - No modification permitted except, on the back, the address for submitting a hearing i 
request may be modified in counties with state hearing intake at the local level (EDP and , I 
Manual). 

Data Elements - No modification permitted (Manual only). 

- No modification permitted except that all data elements need not appear on 
one form; i.e., computer prints out only applicable message(s), but all messages 
are contained in the computer program (EDP only). 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1400b replaces Issue 2279 Effective 2/15/84 

-------------------------------------------------- n-------------------
(MANUAL LETIER NO. 84-13) '1\\ ~ 
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63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

DFA 377.7C (3/84) 

Food Stamp Repayment Agreement 

Required Form - No Substitutes Permitted 

Placement - No modification permitted. 

Language - No modification permitted. 

Data Elements - No modification permitted. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1400c replaces Issue 2280 Effective 2/15/84 

--------------------------------------------------11- -----------------
(MANUAL LETIER NO. 84-13) '1 9 
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63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

· .3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

DFA 377.9 (3/81) 

Notice of Restoration of Lost Food Stamp Benefits and Right to Request a State Hearing 

Required Form - Substitutes Permitted 

Placement - No modification permitted (Manual only). 

- No modification permitted except those related to EDP requirements (EDP only). 

Language - No modification permitted except (1) to accommodate county procedures for handling 
restorations; i.e., contact for questions or requests for installments; (2) on the 
back, the address for submitting a hearing request may be modified in counties with state 
hearing intake at the local level; and, (3) the reference on the back to 10 days to 
request aid paid pending may be modified to meet the requirements of Ortiz vs. Woods and 
Harley vs. Woods (Manual only). 

- No modification permitted except (1) to accommodate county procedures for 
handling restorations; i.e., contact for questions or requests for installments; 
(2) on the back, the address for submitting a hearing request may be modified 
in counties with state hearing intake at the local level; (3) wording may be modified to 
accommodate a high frequency payment system; and, (4) the reference on the back to 10 
days to request aid paid pending may be modified to meet the requirements of Ortiz vs. 
Woods and Harley vs. Woods (EDP only). 

Data Elements - No modification permitted except to accommodate county procedures for handling 
restorations (Manual only). 

- No modification permitted except (1) to accommodate county procedures for 
handling restorations; and, (2) all data elements need not be on one form; i.e., 
computer prints out only applicable message(s) but all messages are contained 
in computer program (EDP only). 

CALIFORNIA-DSS-MANUAL-SS 
Rev. 1400d replaces 

Issue 2281 Effective 2/15/84 

- (MANUAL LEITER NO. 84-13) \; --
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63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

(DFA 386 (8/80) Repealed by Manual Letter No. 84-13, 2/15/84) 

DFA 842 (6/81) 

Claim Determination Worksheet 

Required Form - Substitutes Permitted 

Placement - Modification permitted to accommodate data element revisions. 

Language - Modification permitted. 

Data Elements - The following data elements may not be deleted from the form: Items 1, 2, 3, 8, 
9, 10, 12, 13, 15, 16, all signatures, and Review by County Review Officer 
section. Items 11 and 14 may not be deleted except for Issuance Verification 
section as long as verification of issuance is documented elsewhere. 

-----------------------------------------------------------------------
CALIFORNIA-DSS-MANUAL-SS Rev. 1401 replaces Issue 2282 Effective 2/15/84 

-----------------------------------------------------------------------
(MANUAL LETIER NO. 84-13) 
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63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 63-1251 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

Notice of Action (CA 7 Not Received-Discontinuance) 

Required Form - No Substitutes Permitted. 

Placement - No modification permitted (Manual only). 

NA 960X (1 /84) 
(Criteria Revised 1 /30/84) 

- No modification permitted except those related to EDP requirements (EDP only). 

Language - No modification permitted except that on the back, the address for submitting a hearing 
request may be modified in counties with state hearing intake at the local level (EDP 
and Manual only). 

Data Elements - No modification permitted except that the two data elements concerning the 
timing of benefits (late or on time) may be deleted. 

- No modification permitted except that (1) the two data elements concerning the 
timing of benefits (late or on time) may be deleted; and (2) all other data elements 
need not appear on one form; i.e., computer prints out only applicable message(s), 
but all messages are contained in the computer program (EDP only). 

Rev. 1402 replaces Issue 2283 Effective 2/15/84 

(MANUAL LETTER NO. 84-13) 
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63-1251 FORM MODIFICATION POLICY - APPENDICES (Continued) 

.3 Appendix 3 - Form-Specific Modification Criteria (Continued) 

Notice of Action (CA 7 Incomplete - Discontinuance/Reminder) 

Required Form - No Substitutes Permitted 

Placement - No modification permitted (Manual only) 

63-1251 

NA 960Y ( 1 /84) 
(Criteria Revised 4/6/84) 

- No modification permitted except those related to EDP requirements (EDP only). 

Language - No modification permitted except that on the back, the address for submitting a hearing 
request may be modified in counties with state hearing intake at the local level (EDP 
and Manual only). 

Data Elements - No modification permitted except that the two data elements concerning the timing 
of benefits (late or on time) may be deleted. (Manual only.) 

- No modification permitted except that (1) the two data elements concerning the 
timing of benefits (late or on time) may be deleted; and (2) all other data elements 
need not appear on one form; i.e., computer prints out only applicable message(s) but 
all messages are contained in the computer program (EDP only). 

CALIFORNIA-DSS-MANUAL-SS Issue 653 Issued 2/15/84 

79283-880 10/84 6,900 OSP (MANUAL LEITER NO. 84-13) 
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