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FOOD STAMP HANDBOOK

Handbook FORMS AND INSTRUCTIONS 63-1211 (Cont) |
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 | 11-83 R-NS Yes Yes
DFA 285-A2 Application for Food Stamps —
Part 2 12-83 R-NS Yes Yes
DFA 285-B 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-D 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 ldentification 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 LETTER NO. 84-13) Lo 7



63-1211 (Cont.}

FOOD STAMP HANDBOOK
FORMS AND INSTRUCTIONS

Handbook

63-1211 ACTIVE STATE FOOD STAMP FORMS (Continued)

Form No.

DFA 289

DFA 290
DFA 291

DFA 292
DFA 293
DFA 293.1
DFA 299
DFA 300
DFA 301

Current Form
Title Version Designation®

Food Stamp Program — Receptionist’s

Daily Tally Sheet 4-79 R-SP
Food Coupon Book Issuance Register 10-79 Rec.
Summary of Daily Issuance Office

Transactions 5-74 +
Coupon Book Inventory Record 8-79 R-SP
Cashier’s Daily Report 4-79 +
Summary of Daily Reports 1-75 +
Authorization to Participate Card 5-79 +
Mail Issuance Log 1-80 +
Mail Issuance Request 3-80 +

. *Form Designation

R-NS  Required Form — No Substitutes

R-SP  Required Form — Substitutes Permitted
Rec. Recommended Form

+ Designation Pending

63-1211

Form

Form and Modification
Instruction Policy
Provided Provided

No
No

No
No
No
No
No
No
No

No
No

No
No
No
No
No
No
No

CALIFORNIA-DSS-MANUAL-SS Rev. 1342 replaces Issue 2164
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FOOD STAMP HANDBOOK

Handbook _FORMS AND INSTRUCTIONS 63-1211
63-1211 ACTIVE STATE FOOD STAMP FORMS (Continued) 63-1211
Form

Form No.
DFA 303

DFA 3321
DFA 377.1
DFA 377.2

DFA 3774
DFA 3775

DFA 377.7A

DFA 377.7B
DFA 377.7C

DFA 377.9

DFA 385

DFA 440

DFA 842
NA 960X

NA 960Y

Title
Replacement Affidavit/Authorization
Verification of Food Stamp ATP Usage
Food Stamp Notice of Action

Food Stamp Notice of Expiration
of Certification

Food Stamp Notice of Change

Food Stamp Household Change
Report

Food Stamp Notice of Administrative
Disqualification

Food Stamp Repayment Notice

Food Stamp Repayment
Agreement

Notice of Restoration of Lost
Food Stamp Benefits

Application for Emergency Food Stamp
Issuance

Verification of Physical or
Mental Incapacity

Claim Determination Worksheet

Notice of Action (CA 7 Not
Received — Discontinuance)

Notice of Action (CA 7 Incomplete —
Discontinuance/Reminder)

*Form Designation

R-NS Required Form — No Substitutes

R-SP  Required Form — Substitutes Permitted
Rec. Recommended Form

+ Designation Pending

Current
Version Designation®

1-83
8-79
12-83

12-83
12-83

12-83

3-84
3-84

3-84

3-81

2-80

5-78
6-81

1-84

Form

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 Modification
Instruction Policy
Provided Provided

Yes
No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

Yes

Yes

Yes

Yes
No

Yes

Yes

Yes

Yes

Yes

No

No

Yes

Yes

Yes

CALIFORNIA-DSS-MANUAL-SS Rev. 1343 replaces Issue 2165
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FOOD STAMP HANDBOOK

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 Unused

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
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FOOD STAMP HANDBOOK

Handbook FORMS AND INSTRUCTIONS 63-1222
63-1220 FORMS PROCUREMENT 63-1220
63-1221 STATE FORMS 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 (number of sets) FNS, San Francisco
FNS-135 (number of copies) FNS, San Francisco
FNS-250 (number of sets) FNS, Washington, D.C.
FNS-259 (number of copies) FNS, San Francisco
FNS-260 (number of sets) FNS, San Francisco
FNS-261 (number of sets) FNS, San Francisco
FNS-287 (number of copies) FNS, San Francisco
FNS-292 (number of copies) FNS, San Francisco
FNS-300 (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

Handbook FORMS AND INSTRUCTIONS 63-1230(Cont.}
63-1230 STATE FORMS & INSTRUCTIONS 63-1230
CA 7 (2/84)

MONTHLY ELIGIBILITY REPORT THIS REPORT IS FOR THE MONTH OF

For Cash Aid and Food Stamps
Caomplate, sign, date and return this form AFTER the last day of:
@ You must complete thus report and return o by the Sth of the month. If this report is not recewved by the 11tk of the month or is incomplers, your Cash Aid, Cash-based
Medi-Cal and/or Food Stamps may be delayed. decreased or discontinued.
@ It you do not ATTACH proof of reported income. your benefits may be discontinued. if you do not ATTACH proof of expenses, your benefits may be decreased
ot discontinued.
© Call your worker if you need help complsting the form. Attach a seperate sheet of paper if needed.

Worker: Phone:

MOTE: i you or your family no longer want Cash Aid, Medi-Cal or Food Stamps check this box [T, state the raason and type(s) of assistance no longer wanted,
complete the signature block and return the form by the due date.

Reason and Type(s) of assistance:
it you: receive cash aid or food stamps, answel@lhmugh@. Answer for everyone in your household if 'you receve food stamps. If you do not

receiva tood - stamps, answer. fcr.everyune recewing cash aid. the ‘aided children’s parents, stepparents, and your spouse it in_your_h hume.

@ Did enyens ucmo income, meney, or benafits in the menth, such as: sarnings, training payments, eamed income tax credit, strike benefits, sociel security, railroed
retirement, ploy /disability i interest, worker's compensation, SSI/SSP (gold chacks), child/spousal support, loans, D D
grants, tax refund, cash, gifts, free housing/ utilities, etc.? YES NO

i YES, complete section hatuw ATTACH PAYSTUBS of attm aroaf of earnings each month. ATTACH PROOF for eny other income only when it starts and when

it chenges. If anyone s self p sheet of paper and ATTACH PROOF of income nnd expenses each month. (If yeu receive
cash sid and you fail to mmt ar ATTACH PROOF al nmu mom by the 11th of the menth, the derd werk pendent cars, and whea eligidls for
it, the $30 and 1/3 di d will not he all
LI Earmnings:
Who Received Income, Source (if Eamings, Enter below dollar amounts and actual dates recsived. fumae of| Humber of
Money or Benaefits? List Name of Employer) if . before deducti w‘;moﬁ.d Worked
earnings, enter gross amount befors deductions. in Month | in Monh
Neme - Amount Amount Amount Amount Amount
3 s [] s )
Date Date Date Oate Date
Tome ‘Amount Amount Amount Amount Amount
) s 3 s [}
Date Date Date Date - Date
Rame Amount Amount Amount Amount Amount
[} (] 3 [} [}
Dats Date Oate Oate Date

b -
@ Did sayome pay for the care of & child or disabled sdult so thet semesne in the home could go te werk, training er look fer o job? D YES D NO
if YES, complete below and ATTACH a receipt for sach person raceiving care.

Who Received Care? Cost of Care Who Received Care? Cost of Care
$ [}
$ $
Did snyons move into your home (including a new born}, move YES NO | if YES, to any of the changes. give name of parson. date of change and explain
out, get married, or die? [] [] | the change. If property changs, give vaiue of item.

(42 Did_snyone become disabled or recover from # dmhlig? | l l

@ Did anyone start, refuss, lose, quit or change a job/ training,
or go on strike?

g 0
(s 2 Did snyone start, stop or change school or college? g O
g 0

Did snyone racsive, buy, sall or give awsy any property such
@ 88 8 houss, land, Jmov vehicle, cl' !yl. bost, etc.?

COUNTY USE ONLY EW. INITIALS DATE:

CA 7(2/84) AFOC/FOCD STAMPS - Raquirad Form No Substitutas Permittad

CALIFORNIA-DSS-MANUAL-SS Issue 625 Issued 2/15/84
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FOOD STAMP HANDBOOK

63-1230 (Cont.) FORMS AND INSTRUCTIONS Handbook
63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
CA 7(2/84)

8 Did anyone have a checking. cavings or credit union account open at the end of the month?
O I YES, complete helow D YES D NO

ast Day | Whos 7 . Balance On Last Whose Accaunt?

O Credit Union Baiance On Last Day | Whinse Account? O3 Credit Union atance On Last Oay ose Account?
) f Report Month H g t Manth

(3 Checking ol Heport Mon O Checking of Report Man

O Savings O Savings

@ Did you move, or do you have a new msiling address or phone number? . D YE s D N 0

It YES, complete below.
Fiome Address (Number, Street Name, Avenue Givd £ic) Apt. Na. [City State Zip Code Phone No.

Mailing Address {If Difterent Than Home Address) City State Zip Code

It “'you  receiva - food stamps, an&wﬁfthruu@h@fur everyone in - your ~household. It “you do nat receive food stamps, ‘go . to

14) through @ S SR e A s
(19 Oid the household have housing costs? ] YEs ] NO

If YES, enter amount billed. Rent or Morigage Property Taxes or Insurance (it not in martgage) ,
ATTACH bills only if you moved or the cost changed. $ $
Did the housshold have utility costs?
If YES, and you moved or claim actual utility costs. complete below and ATTACH BILLS. D YES D NU
Bas/funl lectricity Teisphone lumiry Instaliation Garbage/Trash Water Sewage Other (Spacify)
$ $ $ $ $ $ $ $
12) Did the housshald share housing or utilities or did anyons help pay thesa costs?
@  YES, list sach item, amount paid, who paid and ATTACH PROOF. D YEs D ND

Did snyons who is disabled or age 60 or older have any madical expanses in the month? E] YES D NO

it YES, complete below and ATTACH BILLS for each expense.
Who Hed the Expense? lTvp- of Expense IAm«mI lwm Had the Expense? l'fm of Expanse lAmwm
$ $

IF you receive: cash aid, answer ‘thfough @Iar.éveryqne receiving cash aid). the. aided children's parents. " stepparents, and your. spouse’

if in the home. [f you do not receive cash aid ga 10 02) . .

Did you or enyone in your family who received income pay any court ordered support in the moath?

H YES, enter the amount paid and ATTACH RECEIPTS: CJYEsSCINO
15) Did enyore start, stop or change health or hospitalization i ge such as Prudential, Blue Cross, Champus, etc.?
O If YES, give name of person, date and explain change. D YES D NO
Did anyone become pregnant. have & baby or terminate s pregnancy?
H YES. give name of person. date and explain change. D YES D NO

ljf you receive cash aid or loéd stamps. answer@ .- Answer. for everyone -in. the. household if. you receive food stamps. If you do -not receve
foad stamps, answer for evaryone receiving cash aid, the aided children’s parents, stepparents, and your spouse if in the home. e

@ Does anyone in the home have other information to report for this month or next month, such as: recent or expected changes in income, D D
place of employment, number of working hours or days per week, piace of residence, property, persons in the household, etc? YES NO

It YES, explain the change, if it is

d to be temporary or p and indicate the date of the change.

CERTIFICATION

© [ understand that laifing to report information or misrepresentation of lacts lor Cash Aid programs, Food Stamps or Cash-based Medi-Cal can result in lagal
presecution with penalties of 8 fine, imprisanment or both. In the Food Stamp Program the penalties can result in permenent disqualification from the Program, lines
up to 310,000 or imprisonment for up fo 5 years.

® |/ understand that | must contact my warker to report any unexpected changes which affect my eligibility lor or the amount of my Cash Aid within 5 days of the occurrence
or if 1 have any doubt about needing to report any changes.

® / understand that reported information may result 1n a decrease or discontinuance of benefits.
@ / understand | have the right to request & state hearing on any proposed action by the county welfare department.
© [ declare that the information contained in this regort is trug and corract and is complete for the entire regort month.

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, yeu and your aided spouse for the other parent of aided chifdren) living in the home must sign the form_ For the Food Stamp Pragram, the head of
household. a household member or the househuid's authorzed representative must sign the form.
§-qnlluu of Cash Aid Parent of Carelaker Relatrve and. of food Stamp Household Member Date Signed
Signature of Cash Arded Spouse or Other Patent of Cash Aiged Chuldren Date Signec
Signature of Witness (0 Mark_ intecprerer i (ther Dgrson Comateting Form Date Signes
CALIFORNIA-DSS-MANUAL-SS issue 626 Issued 2/15/84
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FOOD STAMP HANDBOOK

Handbook FORMS AND INSTRUCTIONS

63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
CA 8 (2/84)

State of California
Health and Welfare Agency

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

INSTRUCTIONS: Use this form to tell us about a new person in the home. If you need more space to
answer the guestions, attach another sheet of paper.

i 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.

For Food Stamp households, which do not receive Cash Aid or do not want Cash Aid for the new person
this form may be compieted by a household member, an authorized representative or the new person.

if you Food § ps, answer s ® through .
you receiva Cash Ajd and you wapt Cash Aid for the new person, answer guestions
through and through (28).

if you receive Food Stamps and Cash Aid, and you want Cash Aid for the new person, answer all the
questions.

PLEASE PRINT IN INK

Department of Social Services

COUNTY USE ONLY

CASE NUMBER
LDA"E RECEIVED

Food Stampy  Food Stamps and Cash Aud lCashAnd

Specify type of
verification and
date viewed

@ Name of Parson Completing Form (First, Middle, Last)

@ List all new persons in the home, including a newborn.

WIN/ES or FS Work Registration

Nonhousehold Member

Gen 827, MA5-96 or DE 8435 FS
(specify form and date completed)
Exemption {(Enter Code)

FFP Status (Enter Federal,
Non-Federal, Essential Person)

{Enter Code}

Specify in Box if
Elderly or Disabled

identity
Citizenship/
Alien Status

SSN
Age

Person 1 First Neme Middie Last

Social Security Number* Birthdate

Sex (Circle)
F

Person 2 First Name Middle Last

Social Security Number® Birthdate

Sex (Circle)

F

the foil g q for each new person.

D orazesc

®

Has he/she applied for or received benefits in the past, such as: AFDC, Food Stamps,
Medi-Cal, Refugee/Entrant Assistance, Emergencvassistance. etc.7 Pe

¥ YES, complete section below:

Oves O

No

Date Applied Date Last Receivad Where (County and State} Type of Benefits

Person 1

Person 2

n?
n?

below and attach proof of alien status.

Is Person 1 a U.S. citizel
Is Person 2 a U.S. citizel
H NO. complete section

o0

ig

oo

%

Date Person

Entered U.S. Poes Person Have anj g YES, Name of Sponsor

Individual Sponsor?

Person 1 O ves O No

Other proof (specify): CA2

~

CAS

Person 2 O ves O No

@ Is he/she related to anyone in the home?

QISQN RIZIN ONSNIDIS)

| O —— |
o — |

0 can wam

1.0
2 0

1. O swepparent

the srviving spouse or surviving child

Is he/she a veteran, the child of a veteran or
of & veteran?

if YES, check ALL the boxes which apply:

Perscn 1: [J Yes [J No I YES, explain relationship{s):

O vYes O

No

2. [ Stepparent [ ca 71 (UAM)

i YES, complete section below:

LAS Date Initiated:
Person 1: [J veteran [J Chitd of a Veteran  [J Surviving Spouse [0 Surviving Child [J Disabled §, (7 ves [J no
Parson 2: [J veteran [J Child of a Veteran  [J Surviving Spouse [J Surviving Child [J Disabledf, [ ves [J No
@ Is he/she attending school or a training program? O ves O No
if YES, complete section below:
Name of Schoo! or Training Program FAJ}???r:ve E:p&gﬁﬁ?&e‘ o School Anendance
_Eligible Veritied:
Person 1 B Yes O No 1. OFs D ceshad (I Yes O No
Person 2 0 Yes (0 No 2 Ors D casnaid O ves O no
Is he/she participating in a labor strike? O Yes [ No

Public Law 97.98, for eech food stemp househoid

Date Person Went on Strike Gross Monthly income Earned From This Job Before the Strike
Person 1 $
Person 2 $
*A Social 8 N (SSN) i d by S 402(8)(25) of the Socisl Security Act for Cesh Aid recipients and by the Food Stamp Act of 1977, ss amended by

member. These SSNs are required to ensure the sccurete issusnce

of Cash Aid end Food Stamp benefits to

and for prog

oligible individuals. SSNs are used in 10 1o check the i

CA 8 (2/84) AFDC ‘RCAECA Food Stamps Required Form - No Substitutes Permitted

of

reviews end sudits. Refussl to gdﬂ sn SSN will result in ggr am inolig‘bml! iorr the i’l‘\di‘vidud for whom the SSN is not gmnd!d

to make

Page 1 of 3
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FOOD STAMP HANDBOOK
63-1230 (Cont.) _ FORMS AND INSTRUCTIONS Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued) » 63-1230
CA 8 (2/84)

Does he/she own or. jg.hé’she buying any real property, such as. a house, land, buildings, etc.? [0 ves [ No
@ if YES, complete section below: COUNTY USE ONLY
j How Used” | Balance Ch?ck
Type of Property Address ‘Location Home, e “Owed Value Name of Mortgage Company | “ |
Person 1 $ $
Person 2 $ s
Does he’she have any of the following resources? Check each item. If YES, explain below
Resource Person 1 | Person 2 Resource Person 1 | Person 2
g??'\c::\:r()?ngirs‘szhere) Oves (3 no| Clves [ nof Trust Funds [ves Dinefd ves (e
222;5;"‘9‘/33“"95/0““ Union [ves [ nol O ves [ nof Stocks, Bonds, Certificates Oves Ono|ves Tne
gg:::.chgﬁ::gg‘gses, Trust Deeds, [Cves (3 no| O ves O no} Other (specify below) Oves OvojU ves CINo § chack
o
Type of Resource Owner Current Value Location (Home, Bank Address, Etc.) Account Number § Exemp
$
$
Date Registration
$ A a
. q - ds Vi
@ Does he/she own or use or is he/she buying any motor vehicles, such as: a car, truck, boat, -Becords Viewed
trailer, van, camper, motorcycle, etc.? O ves O No )
If YES, complete section below: .
License Number and Amount of Last Check
Owner Year, Make, Model State of Registration License Fee | Balance Owed f I | 2.
Vehicle Valuation
Person 1 $ $ 1 s
Person 2 d $ 28
Is he/she employed? ] ] [Jves [ No
If YES, complete section below. Attach paystubs or other ?(oof of earnings. If he/she is self-employed list business
expenses on a separate sheet of paper and attach proof of income and expenses.
Gross Pay How Often Paid [Numberof Numberof =ECheck ERTeT Date Viewed
Name of Employer {hefore deductions) | (Weskly, Monthiy. Etc.) | SkFomtn = [ ktontn - Jexempt] Pay Stubs| _Orher
Person 1 $
Person 2 $
Does he/she receive or expect to receive any other income, such as: Social Security, Unempioyment/Disability
insurance, Child/Spousal Support, Veterans Benefits, Free Housing, Free Utilities, Etc.? [ Yes [ No )
i YES, complete section below and attach proof of the income. °!
How Often Received Date Last | Date Expected C"?‘* Specify Verification ;
Type of Incame Amount (Weekly, Monthly, Ete) | Received to Begin __fexempt —and Date Viewed; |
Person 1 $
Person 2 $
Does he/she ?ay someone to care for a child or disabled adult so he/she can go to work
or training or laok for work? ) O Yes O No
It YES, complete section below and attach receipts. Date
Who Received Care? Who Provided Care? Amount (wygk?'!.o lag:t:la!‘,dac) Viawad]
Person 1 $
Person 2 $
Answer questions 05‘3 through (15 only if you receive food stamps.

15) Does he/she receive food from a Food Distribution Program operated by an Indian Reservation?
Person1 [ Yes [J No If YES, which reservation?
Person 2 [J Yes [J No If YES, which reservation?
Does he’she purchase or prepare meals separately from others in the home?
Person1 O Yes O No
Person2 [ Yes [0 No

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

Person1 [J Yes [J No If YES, does he/she want to be a separate food stamp household? O ves O No
Person2 [J Yes [0 No If YES, does he/she want to be a separate food stamp household? 0O ves O No
Does he’she pay you for meals and “or a room? 0 ves [0 No
if YES, complete section below: [ Household Elects ]
How Much? How Often? No. of Meals Per Day Boarder |HH Member Roomer

Person 1| 0J Meals [ Room [ Both $

Person 2| [0 Meals [0 Room [ Both $

Answer guestion it you receive Cash Aid. If you do not receive Cash Aid, skip questions @ through
8) and complete the certification saction.

Page 2 of 3
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FOOD STAMP HANDBOOK
Handbook ___FORMS AND INSTRUCTIONS

s s e e s s

63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
CA 8 (2/84)

Does he”/she want to receive Cash Aid?

Person 1. (O Yes [0 No If either person answers YES, complete questions through If both answer
Person 2- 1 Yes [J No NO, skip questions O through 68) and complete the certification section

COUNTY USE ONLY

(2(} i he she s a child under age 19, compiete section below:

Person 1§

. , Child Needs Aid Due to Parent's:
Mother's Name Father's Name (Check all boxes which apply) Deprivation Verification
Person 1 [0 absence [ incapacity [J Unemploymemt [J Death '
Person 2 {0 Absence [ incap [0 unemploy [ peatn 2
Does he/she presently live in California and intend to continue living here?
Person 1 [J Yes [J No
Person 2 [ Yes [J No
Does she wish to receive aid because of pregnancy? {1 Yes [J No
If YES, complete section below:
Expected Date of Birth Father’'s Name Unborn Child's Father Is: {Check all boxes which apply) Pregnancy Verification:
Iregnancy Veatication:
Person 1 [0 Absent [ tncapaci [0 Unemployed [1D df ;
Person 2 [ Absent [ incapacitated [ Unemployed [J Deceased 5
Has he/she quit or refused a job or training in the last 30 days? 0 Yes [ No
it YES, complete section below:
Amount of Last | Last Day of Haurs Warked! Name and Address of Employer/ Reason for Leaving Determination of Good
Pay Check Job/Training |  Last 30 Days Training Program or Refusal Cause Required:

Person 2§

Does he’/she own or use personal Rronenv which cost at least $100 for each item or are
now worth at least $100 each, suc!

Do not list ciothing, wedding rings, rugs, furniture, appliances, other household furmshlngs
If YES, complste section below:

as: jewelry, equipment, instruments, livestock, etc.? 0 ves (O No

1. O ves O no
2. [0 ves [J wo

Name of ltem Date of Purchase Purchase Price Amount Owed | Net BMarket Value:
Person 1 $ s 1.8
Person 2 : $ 3 28
@ Has he/she sold, wransferred or given away any real or persona: property within the last 2 years?. T ves [ de
if YES, complete section below:
Name of item Date Sold, Transferred or Given Away | Amount Received
Person 1 $
Person 2 $
@ Does he/she have any of the following insurance coverages: life, burial. disability or mortgage? [0 ves [ No §loalcsv
i YES, complete section below: s
Name of Insurance Company Policy Number Persons Covered (Names) | Premium Paid by (Name)| Amount Paid | , ¢
OHC Code
Person 1 $ Entered: Date:
Person 2 5 v 0
@ Does he/she have health or hospitalization insurance, including insurance paid for by an employer or absent parent, 2 0

such as: Blue Cross, Kaiser, Champus, etc.? Person 1 [J Yes 3 No Person 2 [ Yes [J No
Complste question !?Q in the presence of your eligibility worker.

28 A. Does he’she want information about the ChildHealth Disability Prevention Program (CHDP), Family

Planning, Alcohol or Drug Abuse Counseling, past medical expenses and other special needs? [J Yes [J No

[ CHOP brochure and
explanation given
Referred
Date:
0 Other services referral

limpriseament for up to 5 yoars.
| understand that the mformatmn | have provided will be verified by local, state and federal personnel.

| declare under penalty of perjury that the above statements are true and correct.

B. Does he/she want CHDP Medical or Dental Services? 0 Yes O Ne ] e e e ven
C. Does he/she want Family Planning Services? 0 ves (1 No 0O Daze 'e'e"eg 9
. CERTIFICATION
@ | mdorstand thet lailing to report jon of facts for Cash Aid programs or Food Stamps can result in hgal prosscution with panaltiss

of & fae, imprissament or both. In rlu Food SMmp Pn,mw the penshies can result in parmement disquslification frem the Program, fines up to $10,000 or

| understand that my case may be selected for an additional review to ensure that my eligibility was determined correctly.

For Cash Aid programs, you and your sided spouse or the other parent of aided child(ren) living in the home must sign the form. For the Food
Stamp Program, the head of household, a8 household member or the household’s authorized representative must sign the form.

Signature of Cash Aid Recipient or Caretaker Relative and ‘or Food Stamp Household Member County Where Signed Date Signed
Signature of Cash Aided Spouse or Other Parent of Cash Awded Children County Where Signed Date Signed
Signature of Witness to Mark, Interpreter, or Other Person Completing Form County Where Signed Date Signed

Page Jof 3
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FOOD STAMP HANDBOOK

Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)
63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
CA 8 (2/84)

Form Instructions
(For the Eligibility Worker)

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

Purpose:

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 aid.

CALIFORNIA-DSS-MANUAL-SS Issue 630' Issued 2/15/84
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63-1230 (Cont.)

FOOD STAMP HANDBOOK
FORMS AND INSTRUCTIONS

Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

Preparation:

63-1230
CA 8 (2/84)

Ques- Information
tion Requested

Food
Stamp
Manual
Section

EAS
Manual
Section

Food Stamp Action

Cash Aid Action

County N/A
Use
Only

1. Person
Completing
Form

2. New
Person(s)

63-300.56
63-402.1
63-402.2
63-407

63-300.3

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

N/A

40-117
40-121
40-128

40-105.2

Complete requested infor-
mation. The county-use
section of ltem 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-
household member code
(see the DFA 285-A2 for
reasons for exclusions).

Check that the form was
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 refuses.

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

completed by an appropriate

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.

CALIFORNIA-DSS-MANUAL-SS
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FOOD STAMP HANBBOOK

Handbook __FORMS AND INSTRUCTIONS 63-1230 (Cont.)
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
2. New 63-102(i) N/A Elderly/Disabled - Note if N/A
Person(s) 63-409.112 any household member is
(Continued) 63-502.3 age 60 or older, or will be-
63-503.3 come age 60 in the month
of application, or is receiving
disability or blindness pay-
ments under Title Il 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.
3. Previous 63-102(jjjX3) 40-131 Determine if any person is Determine if and when the
Participation  63-503.3 40-157 participating in an existing new person was previously
40-159 certified household. aided in the same assistance
unit.
4. Citizenship/ 63-300.512 40-181.25 Note if the person is an alien and document the type of
Alien Status  63-300.532 42-205 verification provided to determine the alien’s eligible status.
63-403 42-433.22 Do not add to the household/assistance unit any person
63-503.442 43-119 who is unable to provide acceptable documentation of
44-133 alien status. Note if a CA 6 was completed by the alien and
44-353 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  All citizens are eligible with-
any person whose U.S. citi- out documentation for a
zenship is questionable and limited period.
verification is not provided.
Issue 632 Issued 2/15/84
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FOOD STAMP HANDBOOK

63-1230 (Cont.) FORMS AND INSTRUCTIONS Handbook
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
4. Citizenship/ Count as available to the An illegal or undocumented
Alien Status household the resources and  alien parent is treated as an
(Continued) a pro rata share of the in- excluded parent when con-
come of an ineligible alien or  sidering property or income.
questionable citizen.
5. Relationship 63-402.1 40-117 Determine if the relationship  Self-explanatory.
of the new person to others
in the home affects house-
hold composition.
6. Veterans/ 63-102(i) 40-131(n) If checked yes, determine if An applicant/recipient must
Spouses/ 63-409.112 the person meets definition apply for and take all appro-
Children 63-502.3 of “disabled” person and priate steps to obtain specific
63-503.3 document that a DFA 285-C  benefits for which he/she
was given to the household. appears to be potentially
Allow excess shelter costs eligible. Note if a CA 5 was
and medical expenses and initiated and the date.
use the net income eligibility
test for any househoid with
such a member.
7. Students 63-406 42-101.1 If checked yes, apply student A child meets the age re-
42-101.2 eligibility criteria to deter- quirement for AFDC eligi-
42-630 mine eligibility as a house- bility under his/her 18th
hold member. Check appli- birthday.
cable box in county-use sec-
tion. 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.
CALIFORNIA-DSS-MANUAL-SS Issue 633
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Handbook

FOOD STAMP HANDBOOK
FORMS AND INSTRUCTIONS

63-1230 (Cont.)

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
8. Strikers 63-402.9 41-440 If the person meets the def- A new person who is on
44-206.1 inition of a striker, the great-  strike is treated the same as
er of either the income that other strikers.
the striker earned before the
strike or the strike benefits
now being received is count-
ed.
9. Real 63-501.1 42-200 For nonassistance house- Determine if the individual
Property 63-501.2 44-113.1 holds, document resources, has property, the type, as-
63-501.3 making appropriate exclu- sessed value, and if not liv-
63-501.4 sions. Check if exempt, in ing in it, determine utiliza-
63-501.7 the box provided. For PAFS tion. The home or other
63-503.44 households, see Cash Aid dwelling owned and used as
Action. a home is exempt.
10. Liquid 63-501.1 42-200 For nonassistance house- Determine value of all prop-
Resources 63-501.2 holds, document resources, erty. The combined net
63-501.3 making appropriate exclu- market value of real and per-
63-501.4 sions. Check, if exempt, in  sonal property may not ex-
63-501.7 the box provided. For PAFS ceed $1,000.
63-503.44 households, see Cash Aid
Action.
11. Motor 63-501.51 42-211.22 For nonassistance house- Count the net market value
Vehicles 44-213.22 holds, evaluate vehicles for of all motor vehicles not
resource exclusions. On the exempt from evaluation as
budget worksheet compute personal property.
any countable resource val-
ue. For PAFS households,
see Cash Aid Action.
CALIFORNIA-DSS-MANUAL-SS Issue 634 Issued 2/15/84
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63-1230 (Cont.)

FOOD STAMP HANDBOOK

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

Handbook

63-1230
CA 8 (2/84)

Food
Stamp EAS
Ques- Information Manual Manual
tion Requested Section Section Food Stamp Action Cash Aid Action
12. Wages/ 63-300.511 44-101 For each source of earned income, check if exempt in the
Self-Em- 63-402.92 44-113 box provided. Also for each source, note the date and
ployment 63-502.1 amount of pay stubs or other documentation viewed. Docu-
63-502.2 ment in the county-use section whether or not income is
63-503.212 considered anticipated or from a terminated source, or for
63-503.22 Cash Aid only, income of a non-continuous nature for
63-503.23 purposes of the budget calculation.
63-503.24
63-503.4
63-503.41
13. Other 63-300.511 44-113 For all yes answers, check that all other information is pro-
Income 63-502.1 vided. In the space provided, check any income amount
63-502.2 which is exempt. Document verification of gross non-
63-503.212 exempt income. Document whether or not income is con-
63-503.22 sidered anticipated or from a terminated source, or for Cash
63-503.23 Aid only, income of a non-continuous nature for purposes
63-503.24 of the budget calculation.
63-503.4
Compute earned income from self-employment using cost
and income information provided by the new person(s).
14. Dependent 63-300.52 44-113.215 If checked yes, consider for a dependent care income de-
Care 63-502.34 duction.
63-403.25
15. Food 63-402.8 N/A If checked yes, verify that N/A
Distribution participation in the Food
Program Distribution Program has
been terminated.
16. Purchase or 63-300.531 N/A If checked yes, determine if N/A
Prepare 63-402.27 the person should be added
Separately to the household. Document
accordingly in the county-
use section.
Issue 635 Issued 2/15/84

CALIFORNIA-DSS-MANUAL-SS

(MANUAL LETTER NO. 84-13) ig g;{



Handbook

FOOD STAMP HANDBOOK
FORMS AND INSTRUCTIONS

63-1230 (Cont.)

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

17. Separate 63-102(i) N/7A If separate household status N/A
Household 63-300.531 is requested by an elderly
Status 64-402.15 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.

18. Roomers 63-402.1 N/A If checked yes, determine if N/A
and 63-402.2 any person meets the def-
Boarders 63-402.3 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.

19. Request for N/A 40-117.2 N/A The request for public assis-
Public tance should be recorded by
Assistance the CWD and appropriate

action taken as soon as pos-
sible.

20. Child Under N/A 41-400 N/A The CWD must establish the
Age 19 42-101 basis for deprivation for the

child for whom aid is re-
quested.
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63-1230 (Cont.) __

FOOD STAMP HANDBOOK
FORMS AND INSTRUCTIONS

Handbook

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 N/A 42-'400 N/A 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 N/A 44-203 N/A Self-explanatory.
44-205
23. Voluntary N/A 41-400 N/A Self-explanatory.
Quit
24, Personal N/A 42-200 N/A Self-explanatory.
Property
25. Transfer of N/A 42-221 N/A Self-explanatory.
Resources
26. Insurance N/A 42-200 N/A Self-explanatory.
(Resources)
27. Health N/A N/A Self-explanatory.
Insurance
28. Social N/A 40-131 N/A Self-explanatory.
Services
Certification 63-300.3 20-006 Check that the form contains all required signatures and
dates.
CALIFORNIA-DSS-MANUAL-SS Issue 637 Issued 2/15/84

(MANUAL LETTER NO. 84-13) (524



Handbook

" FOOD STAMP HANDBOOK
FORMS AND INSTRUCTIONS

63-1230 (Cont)

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 285-A1 (11/83)

State of California
Health and Weifare Agency

APPLICATION FOR FOOD STAMPS
PART 1

Please complete all questions in ink.

Department of Sociat Services

COUNTY USE ONLY
NUMBER

CASE

DATE RECEIVED

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.

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 at
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.

>

NAME: LAST FIRST MIDOLE INITIAL | TELEPHONE NUMBER

ADDRESS:  NUMBER, STREET, ROUTE NUMBER Ty STATI ZIF CODE
wuum; ADDRESS (IF DIFFERENT FROM ABOVE)

“SIGNATURE THEAD OF ROUSERDLD, HOUSEHOLD MEMBER OR AUTHORZED REPRESENTATIVET DATE

FOOD STAMPS IMMEDIATELY.

within five calendar days.

ANSWER THE FOLLOWING QUESTIONS IF YOUR HOUSEHOLD HAS LITTLE OR NO INCOME AND NEEDS

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

$

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

cash, money in checking accounts, savings accounts,

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

0 Yes [ No If YES, how much? &

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

O Yves 0O No 0 Don't Know If YES, how much? __ §

4. Does anyone in your household expect to receive income later this month?

When?

6. s anyone in your household a migrant or seasonal farmworkar?

\ Oyes 0O No If YES, who?

6. Has your household's only income stopped?

0 Yes [ No

COUNTY USE ONLY

DFA 285-A1 (11/83) Required Form - No Substitutes Permitted

CALIFORNIA-DSS-MANUAL-SS Rev. 1346 replaces Issue 2168

Effective 2/15/84-
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 285-A1 (11/83)

Form Instructions
{for the Eligibility Worker)

APPLICATION FOR FOOD STAMPS — Part 1
Purpose:

The DFA 285-A1 is Part 1 of the food stamp application form completed by all households when
first applying for food stamps. The DFA 285-A1 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 application with the above information is received, enter the date of receipt in the space
provided. This date begins the 30-calendar-day period during which an eligible 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 begins the 30-calendar-day period.

2nd Section (Expedited Service)

Manual Sections: 63-301.5, 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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FOOD STAMP HANDBOOK
63-1230 (Cont.) ___FORMS AND INSTRUCTIONS

Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

Expedited Service Eligibility Review

63-1230
DFA 285-A1 (11/83)

Review Applicant’s
Step Question Answer CWD Action
1 1 More than $100 Refer for normal processing
1 $100 or less Go to Step 2
2 2 and 3 Income exceeds income Refer for normal processing

standard for household size

2 and 3 Income does not exceed Go to Step 3
income standard for household
size
3 3 No Refer for expedited service
and and
4 No or Don’t Know
3and 4 Any combination of Yes, No or Refer for expedited service

Don’'t Know and amounts
totaling less than $150

" 3and 4 Any combination of Yes, No or
Don't Know and amounts
totaling $150 or more

Go to Step 4

4 5 No Refer for normal processing
5 Yes Goto Step 5
5 6 Yes Refer for expedited
processing
6 No Goto Step 6

CALIFORNIA-DSS-MANUAL-SS Issue 639
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 285-A1 (11/83)

Review Applicant’s
Step Question Answer CWD Action
6 4 Yes and income of more than Refer for normal processing

$25 will be received within
next 10 calendar days

4 No or Don’t Know, or Yes and Refer for expedited
income will not be received processing
within next 10 calendar days

4 Yes and income of $25 or less  Refer for expedited
will be received within next processing
10 calendar days

CALIFORNIA-DSS-MANUAL-SS Issue 640 Issued 2/15/84







FOOD STAMP HANDBOOK
__FORMS AND _INSTRUCTIONS 63-1230 (Cont) |

Handbook

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

DFA 285-A2 (12/83)

State of California
Health and Welfare Agency

Department of Social Services

COUNTY USE ONLY
El
APPLICATION FOR FOOD STAMPS - PART 2 casenomeEn
IMPORTANT: SEE PAGE 5 FOR INFORMATION CONCERNING YOUR RIGHTS
ATE 1
AND RESPONSIBILITIES. womeR OATE RECENED
INSTRUCTIONS: Please complete the following questions in ink. Answer the questions
honestly and completely. You may complete this form at home and mail itorbringittothe Food  J[J new arpucation EXPEDITED SEAVICE
Stamp Office. Another member of your household or an adult who knows you may complete [ aecernrication [ Yes [ No
and return it to us. If itis completed by an adult who is not a member of your household, attach a DOCUMENTATION GUIDELINES
written authorization signed by the head of household or another household member. If you identity, residency, SSN, alien status,
need more space, attach another sheet of paper. or over, disabled
@ NAME (HEAD OF HOUSEHOLD): K] Work Exemption Codes
% G| A. Under 18/60 or older
ADDRESS: NUMBER, STREET, ROUTE NUMBER CITY STATE ZIP CODE E 5| B M lly/physically disabled
2 | C. Cares for child under 12 or
=~ @ incapacitated person
MAILING ADDRESS (IF DIFFERENT) s 2| D Carepsafor child under 18
Ere and HH member reg/emp
£°8| E. Registered/Cash Aid
Has anyone living in the home received food stamps this month 2 o i
@ or the grsvious onth? 3 Oves O No §2 5 F. UIB registered
i YES, where? 3 :t::' G. Participant in drug/alcohol program
Provide the following information on each person living in the home, including yourself. You mustlist J5 ¢ H. 30 hour week/min x 30
@ all people in the home whether or not they want f stamps. For each person who is not a citizen, = 2| I Meets eligible student criteria
you must provide verification of alien status. ] DFA 285-C
1. NAME {HEAD OF HOUSEHOLD) BIRTHDATE US CITREN
/ / 0 ves [ No
SOCIAL SECURITY NUMBER- CIRCLE SEX
M F
Z. NAME BIRTHDATE U.S. CIMZEN
/ _/ ] Yes [ No
SOCIAL SECURITY NUMBER® RELATIONSHIP TO HEAD OF HOUSEHOLD CIRCLE SEX
M F
3. NAME BIRTHDATE US. CMZEN
/_/ 0 Yes [ No
SOCIAL SECURITY NUMBER® RELATIONSHIP TO HEAD OF HOUSEHOLD CIRCLE SEX
M F
4. NAME BIRTHOATE U.S. CIMZEN
/ _/ 0 Yes O No
SOCIAL SECURITY NUMBER* AELATIONSHIP TO HEAD OF HOUSEHOLD CICLE SEX
M F
5. NAME BIRTHDATE U.S. CITIZEN
/ 7/ O Yes O No
SOCIAL SECURITY NUMBER* RELATIONSHIP TO HEAD OF HOUSEHOLD CIRCLE SEX Non-Household Member Cod
M F 1. Ineligible alien
6. NAME BIRTHDATE U.S. CITIZEN 2. Ineligible student
3. SSI/SSP recipient
/7 O Yes O No : "’
SOCIAL SECURITY NUMBER" RELATIONSHIP TO HEAD OF HOUSEHOLD CIRCLE SEX 4. q‘ml:’a"ﬂed/SSN or fraud
. M E 5. Live-in attendant
6. Roomer Must atso be
7 NAME BIRTHDATE U'S CIMZEN 7. Excluded boarders listed in 12
/ / I Yes O No 8. Separate househoid
SOCIAL SECURITY NUMBER® RECATIONSHIP 10 MEAD OF HOUSEHOLD CIRCLE SEX (purchase/prepare)
" E 9. Separate household (elderly/disabled}
10. Questionable citizenship
Is anyone currently on strike? .
@ i YE; no? v O ves- U No | pae housai}(old member
, who went on strike:
@ Has anyone become unemployed in the last 60 days? I ves [J No
I YES, who? When? vol. quitt 0O Yes [J No
Is anyone participating in a Food Distribution Program operated b
@ an Indran feservationy b ¥ 0O ves O No
if YES, who?
@ Has anyone soid, traded, or given away anything of value in the last 3 months? O ves O No
</ if YES, expiain who and what:
Household Size:

iSCIosure GCIal Security Number 15 require J € Food Stamp Act of . as amen y Public Law 9/-98, Tor each 10 P NOUSENO!
member. These SSNs will be used to check identity, prevent duplicate participation and to make changes. The SSNs and any other information provided, will also
be used in computer matching and program reviews or audits to ensure issuance of benefits to efigibie individuals participating in the Food Stamp Program
or other federal assistance programs: such as: school lunch, AFDC or Medi-Cal. Fraudulent participation in the Food Stamp Program may resultin criminal

DFA 285-A2 {12/83) Required Farm - No Substitutes Permitted
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63-1230 STATE FORMS & INSTRUCTIONS (Continued)

Handbook

63-1230
DFA 285-A2 (12/83) 1

i YES, complete the following:

NAME OF STUDENT
1

SCHOOL OR PROGRAM

NO.

OF CLASS HOURS PER WEEK/UNITS

NAME OF STUDENT

SCHOOL OR PROGRAM

NO.

OF CLASS HOURS PER WEEK/UNITS

Is anyone a disabled veteran, or a disabled spouse or child of a deceased veteran? T Yes T No | COUNTY USE ONLY
if YES, who?
Does anyone purchase or prepare meals separately from others in the home? O ves O No
if YES, who?
is anyone age 60 or older and unable to purchase and prepare meals separately because of adisability.  [] Yes [J No rsee‘:):;:::dﬁousehold
If YES, who? OvYes 0O no
@ Is anyone a student 18 or over who attends college or career training? O ves O No

Eligible Student
1. O Yes [ No
2. 0] Yes [J No

@ ROOMERS AND BOARDERS

Household Elects

ROOMER

. HH
A. Does anyone pay you for meals and/or a room? If YES, complete the following: [ Yes [J No [ soaroen | wmemaer
NAME HOW MUCH? HOW OFTEN? | NO. OF MEALS PER DAY

1. O Mests [ room [ somn| 8
NAME HOW MUCH? HOW OFTEN? | NO. OF MEALS PER DAY

2. O meats [J Aoom [ Bom| $
8. Do you pay someone else for meals and/or a room? if YES, complete the following: 0 Yes O No
NAME HOW MUCH? HOW OFTEN? | NO. OF MEALS PER DAY

1. O Meais [0 room [J Bom| 6
NAME HOW MUCH? HOW OFTEN? | NO. OF MEALS PER DAY

2 0 weats [] Room [J somm] §

@ INSTITUTIONS: Do you currently live in

Drug/aicohol rehabilitation center
Federally subsidized housing for the elderly
Licensed group home for the disabled/blind

if YES, to any of the above, give name of home/center:

one of the following institutions?

it YES, who has a sponsor?

O Yes O No Shelter for battered women 0O ves O No
O Yes [ No Other 0O ves O No
0O Yes O No

0 Yes O No

Does anyone who is not a U.S, citizen have a sponsor?

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

A Does anyone have any of the rescurces listed below? Check each item YES or NO. i YES, complete the additional
information needed. Do not include your home, household goods, cash value of life insurance policies or personal
items (books, clothes, etc }.

Eligible Institution
O Yes [ No

) wf|  Household Member Current Amount
Yes No|Who Has This Resource Value Owed

1. __Checks or money (at home or elsewhere) [m]m] $

2. Checking account [m]m] $

3. __Savings account/credit union account [mju] $

4. Real estate (other than home) [m]n] $

5. Notes, mortgages, trust deeds, sales contracts [m]m] §

6. Trust funds [mim] $

7. Stocks, bonds, certificates a0 s

8. Pension funds (specify) [m]8] $

9. Other {specify} oo $ $

you own.

8. Does anycne own any cars, trucks, boats, trailers, vans, campers, motorcycles or other vehicles?
it YES, complete the following for each vehicle. Look at your registration to find the information for each vehicle

O ves O No

Vehicles

Vehicle
m

Vehicle
(2)

Vehicle
(3)

Vehicle Valuation
({Enter date of blue book issue
or other documentation}

(1)

Vehicle Owner

Year/Class

(2)
(3)

Make and Model

Estimated Vaiue

Amount Owed

Licensad (v~ box)
RS

] Yes ] No
SIS R R

[J Yes [J No
AR TS

HYes _DNo

Total Resources

&
Resource

COUNTY USE ONLY - VEHICLES

B} Values () [
Home, income producing FMV
or handicap? "
inus
64500
Under $4500 per table? Ercoss
Exempt? —
For H.H. use?
FMV
Work, seek work, school, training? Minus
Encum-
If exempt and under $4500 STOP here; do not go to (B) | orance
Equit
vaiue
Page 2 of 5
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FOOD STAMP HANDBOOK
‘Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 285-A2 (12/83)

(6) INCOME I COUNTY USE ONLY
A.  WAGES
Complete this section for each person with a full or part-time job. Complete even if the job has recently stopped or if a Verify all income and list type of
new job was recently started and wages have not yet been received. If 8 member has more than one job, list each ‘:;’g“mm‘e"?;":::esv‘evf"e?r"cggf
job separately. include members who receive income from work study, CETA, WIN or any other training program. For Note pdates of al!opay stub§
your interview, please bring pay stubs or other proof of wages. viewed.
o / { v ) How Often Paid / o"(\‘
GYS % S
NAME OF WAGE EARNER NAME OF EMPLOYER WA &/ e Y o
\J«\)’J} L ) o YV
1.
2.
3.
4.
B. SELF-EMPLOYMENT s anyone in your household self-employed? O Yes [0 No
it YES, who?
You must provide proof of self-employment 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 infor ton needed. For your interview, bring proof of income for which you have checked YES below.
Y AA /| v ) How Often Recaived / &
HOUSEHOLD MEMBER &4 St L o
SOURCE OF INCOME W} iv)|  WHO RECEIVES Ji,a*"b SIS f\:\f e/ ’fvp"‘;w"’ o
Yes No THIS INCOME 2 6@ &4 < by
to Families with
Dependent Children) or
RCA/ECA (Refugee/Entrant
Cash Assistance [mys]
2. Social Security-
Blue/Green Checks o o
3. S8I (Supplemental Security
Income) - Gold Checks 0O 0o
4. GA (General Assistance) or
GR {General Relief) [mE s
6. VA (Veterans Benefits) oo
6. UIB or DIB (Unemployment or
Disability insurance Benefits)
or Worker’s Compensation O 0 _
7. Pensions or Retirement
Income 0
8. A. Grants, Loans, Scholar- oo
shi?s, for school
B. Tuition, Fees §.
9. Child and/or Spousal Support| [ ]
10. Money from other persons
{other than loans) aa
11. Loans aoa
12. Gross Income from Property | 0 O
13. Other (specify) o a
COUNTY USE ONLY
Separate Household Eligible for Separate
Gross Income Test Gross _Income Eiigible: income Test Household Status:
Household Size O ves T No ONA Household Size O ves ONo
Gross Monthly Income § Gross Monthly Income $
Page 3 of 5
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63-1230 (Cont.)

FOOD STAMP HANDBOOK
FORMS AND INSTRUCTIONS

Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 285-A2 (12/83)

Z, ; DEPENDENT CARE: Does anyone pay for someone to care for a child or disabled adult so

COUNTY USE ONLY

= that a member can work, attend training or look for a job? O Yes O No
f YES, complete the following:
NAME OF PERSON PROVIDING THE CARE WHO PAYS? :S:A;‘ MUCH DO YOU HOW OFTEN?
HOUSING COSTS
Complete the amount and how often you are billed for each of the housing costs you have.
HOUSING COSTS AMOUNT HOW OFTEN?

A Rent $
B. Mortgage Payment $
C. Property Taxes (if not included in mortgage payment) $
D. Insurance On Home (if not included in mortgage payment) $
E._Other Housing Costs (specify) $

UTILITIES

Check 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 aliowance, you may receive more food stamps. Bring verification for any amounts listed

below,
UTILITIES W) %) AMOUNT HOW OFTEN?
A. Gas or Fuel {for heating or cooling) O O 1ls
B. Electricity {for heating or coolin 0 0O ls
C. Water 0O 0O 1|s
D. Sewage O 0 s
E. Garbage or Trash O Ols
F._Telephone (basic rats) 0O 0O ls
G. Gas or Electricity or Other Fuel (for cooking) 00O s
H._Instalistion of Utilities ] O |s
I._Other (specify) O O ls
Does anyone pay or help you pay any of the housing or utility bills you have listed
in 18 or 19 above? . O Yes O No
if YES, explain:
@ Is anyone Tiving in the home a farmworker who is currently away from his/her own
homae to work or to look for work? 0 Yes O No

if YES, who?

Verify all housing costs.

Total Housing 8

Client Elects:
0O Actuat [0 sua
Verify client utilities.

Total Utilities §

SUA Prorated:
O Yes [0 No

Exempt from retrospective budgeting:

0O ves [0 No

The law requires that information on ethnic origin and primary language be collected. However, the ETHNIC ORIGIN
information will not affect your eligibility for food stamps. If you do not wish to complete this section the WH H B AP
aligibility worker will make this judgment. . 1 2 3 4
My language is (check one box only): {If you can speak
My ethnic group is {check one box only): and understand Engiish, check English.) Al F
wH [0 White (not of Hispanic origin} e O English F [ Filipino (Tagalog) s 7
H O Hispanic sP O spanish s [ Sign PRIMARY LANGUAGE
B 00 Black (not of Hispanic origin) ¢ O Cchinese 0 [0 Other (specity) E SP CH
AP [0 Asian or Pacific Isiander v [0 Vietnamese 7 ! 2
Al O  American Indian or Alaskan Native v F § ©
£ O Filipino 3 4 5 6
@ . A. Meals on Wheels Program O ves OO No
Does anyone receive meals from: B. Communal Dining Facility O ves O No

@ 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

someone. complete below.

NAME OF AUTHORIZED REPRESENTATIVE ADDRESS

TELEPHONE NUMBER

Page 4 0of 5
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FOOD STAMP HANDBOOK
_Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.) ,'

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.

0 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.

0 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.

e There is an increase or decrease of more than $25 in medical expenses for a household member
who is disabied 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.

[ ] I:og\:?; ":0;2 reporting responsibilities for the AFDC or Refugee/Entrant Cash Aid Programs if you receive cash aid as well as
If you have any doubt about needing to report any change, contact your worker. If you fail to reporta 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 AND/OR IMPRISONED FOR UP TO 56 YEARS.

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

e Do not trade or sell food stamps or ATPs.

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

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

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

@ @ & 9 o o

YOUR CERTIFICATION .

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

SIGNATURE (HEAD OF HOUSEHOLD. HOUSEHOLD MEMBER OR AUTHORIZED REPRESENTATIVE) DATE

WITNESS, IF YOU SIGNED WITH AN "X DATE

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

SIGNATURE OF INTERVIEWING WORKER DATE APPLICATION REVIEWED WITH CLIENT OR AUTHORIZED REPRESENTATIVE
4
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FOOD STAMP HANDBOOK -
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

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 Welifare 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.

® Tofile 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.

0O 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.

00 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: .
e 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.

e There is an increass or decrease of more than $25 in medicai expenses for a housshold 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.

L 2’: o:’n:;’( ‘:‘r;: reporting responsibilities for the AFDC or Refugee/Entrant Cash Aid Programs if you receive cash aid as well as
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 DISQUAUIFIED FROM THE FOOD
STAMP PROGRAM. IN ADDITION, YOU MAY BE FINED UP TO $10,000 AND/OR IMPRISONED FOR UP TO 5§ YEARS.

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

e Do not trade or sell food stamps or ATPs,

s Do not aiter ATPs to get food stamps you are not entitied 10 receive.

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

e Do not use someone eise’s food stamps or ATPs for your household.

YOUR CERTIFICATION

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

SIGNATURE (HEAD OF HDUSENOLD, HOUSEHOLD MEMBER OR AUTHORIZED REPRESENTATIVE) DATE

WITNESS, IF YOU SIGNED WITH AN "X DATE

| certify that | 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.
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Handbook

FOOD STAMP HANDBOOK

FORMS AND INSTRUCTIONS 63-1230 (Cont.)

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

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:

Manual Information

Question Section Requested EW Action

County 63-300.5 N/A Complete requested information. Date

Use Only 63-402.1 received is the date Part 2 is received.
63-402.2 Check box if application is new or
63-407 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 Iltem 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.
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FOOD STAMP HANDBOOK
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Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 285-A2 (12/83)

Manual Information
Question Section Requested EW Action
1. 63-401 Head of Check that the applicant’s residence is in
Household's the county.
Name and
Address
2. 63-102(jjjX3) Previous Determine if first-month benefits should
63-503.3 Participation be prorated and if prospective budgeting is
appropriate. Determine if any individual is
participating in an existing certified
household.
3. 63-402.2 Household SSN — Delete from the household any
63-402.7 Composition individual refusing to comply with the
63-404 Social Security Number requirements. (Note
63-503.442 exception for expedited service.) Count the
resources and a prorata share of the income
of this individual{s) as available to the
household.
63-102(i) Sixty/Disabled — Note if any householid
63-409.112 member is age 60 or older, or will
63-502.3 become age 60 in the month of application,
63-503.3 or is receiving disability or blindness
payments under Title I of the Social
Security Act, and document thata 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.
63-300.512 Alienage/Citizenship — Note if any
63-300.532 individual is an alien and document the
63-403 type of verification provided to determine
63-503.442 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.
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FOOD STAMP HANDBOOK

FORMS AND INSTRUCTIONS 63-1230 (Cont.)

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

DFA 285-A2 (12/83)

Manual
Question Section

Information
Requested

EW Action

3.
(Cont.)

63-402.1

4. 63-402.9

Strikers

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 vyes, 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.
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63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 285-A2 (12/83)

Manual Information
Question Section Requested EW Action
5. 63-408 Voluntary If checked yes, determine if action meets
Quit 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.
6. 63-402.8 Food If checked vyes, verify that participation
Distribution in the Food Distribution Program has
Program been terminated.
Note: No household shall be aliowed to
participate simultaneously in the
Food Stamp Program and a Food
Distribution Program operated by
an Indian reservation.
7. 63-501.6 Transfer of Check circumstances of any resource
Resources transfer to determine if program eligibility
is affected. If yes, deny application and
disqualify the household for the appropriate
number of months.
8. 63-102(i) Disabled If checked yes, determine if individual
63-409.112 Veterans/ meets definition of “disabled’’ person and
63-502.3 Spouses/ document that a DFA 285-C was given
63-503.3 Children 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.
9. 63-300.531 Purchase or If checked vyes, determine if individual
63-402.27 Prepare should be excluded from the household.
Separately Document accordingly in  county-use
section.
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DFA 285-A2 (12/83)

Manual Information
Question Section Requested EW Action
10. 63-102(i) Separate If separate household status is requested
63-300.531 Household by an elderly and disabled individual and
63-402.15 Status 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.
11. 63-406 Students If checked yes, apply student eligibility
criteria to determine eligibility as a household
member. Check applicable box in county-
use section.
12. 63-402.1 Roomers and Check the status of each person listed
63-402.2 Boarders here to determine if he/she meets the
63-402.3 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.
13. 63-402.4 Residents of Determine if eligible institution. Check
63-402.6 Institutions applicable box in county-use section.
63-503.46
63-503.47
63-503.48

14. 63-102(zz) Sponsored If checked yes, determine if individual(s)
63-102(aaa) Aliens is subject to sponsored alien provisions.
63-300.518 Obtain necessary information about
63-403.33 sponsor to determine alien’s eligibility and
63-503.53 benefit level.

15A. 63-501.1 Resources Document resources, making appropriate
63-501.2 (Nonassistance exclusions. Check, if exempt, in the box
63-501.3 households provided.
63-501.4 only)
63-501.7
63-503.44

CALIFORNIA-DSS-MANUAL-SS
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63-1230 (Cont.)

FOOD STAMP HANDBOOK

FORMS AND INSTRUCTIONS

Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 285-A2 (12/83)

Manual Information
Question Section Requested EW Action
158B. 63-501.51 Motor Vehicles Evaluate vehicles for resource exemption.
(Nonassistance Enter in the space provided the source used
households for determining vehicle valuation. Document
only) 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.
63-409.21 Resource Enter in the space provided the total resource
63-409.22 Eligibility amount. Determine if resources exceed
63-501.3 Test Maximum  Resource Standard. Check
63-501.8 (Nonassistance applicable box. Householids in which all
households members receive AFDC, are food stamp
only) resource eligible. If resources exceed
standard, deny application.
16A. 63-300.511 Wages For each source of earned income, check if
63-402.92 exempt in the box provided. Also for each
63-502.1 source, note the date and amount of pay stubs
63-502.2 viewed. Document in the county-use section
63-503.212 whether or not income is considered
63-503.22 anticipated or from a terminated source for
63-503.23 purposes of the budget calculation.
63-503.24
63-503.4
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.
16B. 63-300.511 Self- Compute earned income from self-employ-
63-502.1 employment ment using cost and income information
63-502.2 provided by the household.
63-503.41

CALIFORNIA-DSS-MANUAL-SS
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Handbook

FOOD STAMP HANDBOOK
FORMS AND INSTRUCTIONS

63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 285-A2 (12/83)

Manual information
Question Section Requested EW Action
16C. 63-300.511 Other Income Check that each income source is checked
63-502.1 yes or no. For all yes answers, check that all
63-502.2 other information is provided. in the space
63-503.212 provided, check any income amount which is
63-503.22 « exempt. Document verification of gross
63-503.23 nonexempt income in the county-use section.
63-503.24 Document in the county-use section whether
63-503.4 or not income is considered anticipated or
from a terminated source for purposes of the
budget caiculation.
63-402.15 Determine if the household with which an
Household elderly and disabled individual lives meets
separate household income test entitling the
individual and spouse to separate household
status. Check appropriate box.
63-409.11 Gross Income Iif applicable to the household, total all
63-502.1(a) nonexempt income and compare to the
63-503.212 current Maximum Gross Monthly Income
Eligibility Standards. Check appropriate box.
If gross income exceeds standard, deny
application.
17. 63-300.52 Dependent if checked yes, consider for a dependent
63-502.34 care income deduction.
63-503.25
18. 63-300.516 Housing Costs If applicable, calculate atiowable deductions.
63-502.35 Document in county-use section verification
63-503.25 of all housing costs. Enter in the space

provided total aliowable housing costs.
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63-1230 (Cont.)

FOOD STAMP HANDBOOK

FORMS AND INSTRUCTIONS

Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 285-A2 (12/83)

Manual Information
Question Section Requested EW Action
19. 63-300.516 Utilities Indicate if the household elects actual or
63-502.353 standard allowance for utilities by checking
63-502.36 the appropriate box in the county-use
63-503.25 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.
20. 63-502.2 Vendor Determine if any such payments should be
63-502.36 Payments/ excluded from the household income.
63-503.25 Shared Determine if housing and/or utility costs
Living should be prorated. Check the appropriate
Expenses box to indicate if the SUA is prorated.
21. 63-102(fff) Migrant Determine if household is exempt from retro-
63-505.21 Farmworkers spective budgeting. Document in county-use
63-505.221 section.
22. Ethnic Circle appropriate code in the county-use
Origin and section for ethnic origin and primary
Primary language.
Language
23. 63-504.712 Prepared Determine if any household member is
63-504.72 Meals eligible to receive delivered meals or to use a
communal dining facility. Mark the house-
hold identification card accordingly.
24. 63-402.6 Authorized Include the name of the authorized
63-504.71 Representative representative on the household identi-
63-504.711 fication card.
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

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

DFA 285-A2 (12/83)

Manual Information
Question Section Requested EW Action
63-300.41 Certification Determine if the household will be monthly
63-505.1 reporting or nonmonthly reporting and check
63-505.2 the box for the reporting responsibilities
63-505.3 applicable to the household.
63-505.4
63-505.5 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.
CALIFORNIA-DSS-MANUAL-SS Issue 643 Issued 2/15/84

(MANUAL LETTER NO. 84-13) (/4 &






FOOD STAMP HANDBOOK '
Handbook FORMS_AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 285-B (12/83)

State of California Department of Social Services
Health and Welfare Agency

FOOD STAMP BUDGET WORKSHEET

CASE NAME TASE NUMBER COMPANION CASE REFERENCE CLASSIFICATION
na  Olea [ Mixep

SEE;’FC!)IDMATDON EROM IHROUGH 1ISSUANCE MONTH ISSUANCE MONTH
PART 1 - GROSS INCOME ELIGIBILITY DOCUMENTATION
A. NONEXEMPT GROSS EARNED INCOME

1. Gross Salary, Wages [ — s

2. Seif-Employment

3. Training Allowance

4. Total Gross Earned Income (A1 + A2 + A3) [ $
B. NONEXEMPT GROSS UNEARNED INCOME
1. Cash Aid S e s

. Social Security, UIB, DIB, Pensions

. Child/Spousal Support

. Scholarships, Grants, Loans

. Other [ ——

. Total Gross Unearned Income {81 +B2+B3+B4 +85 S s $

C. GROSS INCOME TEST
1. Household Size —
2. Maximum Gross Income Allowed (from Table) S $
3. Total Gross Monthly income (A4 + B6)

[ | S —
4. Gross Income Eligible? (Is C3 less than or equal
to C27) Wl v [he Oves he

D U A WwN

PART 2 - NET INCOME ELIGIBILITY (1 Prospective [J Retrospective {[] Prospective [1 Retrospective
D. INCOME (For Prospective Budgets Only)
1. Adjusted Gross Earned Incomae (82% of A4) $ 8§
2. Total Nonexempt Gross Income (B6 + D1) § §
E. NONEXEMPY GROSS EARNED INCOME
(For Retrospective Budgets Only}
1. Gross Salary, Wages [ [
2. Self-Employmaent [
3. Training Allowance [ —
4. Total Gross Earned Income (E1 + E2 + E3) [ — | —
5. Adjusted Gross Earned Income (82% of E4) [ — | ——
F. NONEXEMPT GROSS UNEARNED INCOME
4 {For Retrospective Budgets Only)
1. Cash Aid [ [ —
2. Social Security, UIB, DIB, Pensions PO S —
3. Child/Spousat Support R ————
4. Scholarships, Grants, Loans J—
5. Other
6. Total Gross Unearned income (F1+ F2 + F3 + F4 + F5) [ — [ J——
7. Total Nonexempt Gross income (ES + F6) [ —— | —
G. STANDARD /DEPENDENT CARE DEDUCTION
1. Standard Deduction 8 $.
2. Dependent Care (Lesser of Actual or Maxi }
3. Total Deductions (G1 + G2} [ — L ——
4. Total Adjusted Income (D2 - G3 or F7 - G3) | J— |

H. SHEI.TER DEDUCTION Alf G2 is at Maximum, skip -
- H8 and enter 0 in H:

. Tmal Housing Costs

. Total Utility Costs (Actual or SUA) s
. Total Shelter Costs ——— —
. Allowable Shelter Costs (50% of G4)

. Excess Shalter Costs (H3 - H4)

. Maximum Allowance for Shelter/Dependent Care
. Dependent Care Deduction (from G2}

Maxi Shelter Deduction (H6 - H7)

Allowable Shelter Deduction (Lesser of HS or H8)

I. NET MONTHLY INCOME (G4 - H9) | P

J. NET INCOME TEST . |
1. Household Size

..

©ONDO A WN

2. Maximum Net | Allowsd (from Table) T e T pirt gyt Benefits
3. Net income Eligible?|{ls | less than or egual to J2?)} D Yes D No D Yes D No Dyes ONo
PART 3 - BENEFITS ALLOTMENT SUPPLEMENT ALLOTMENT lsum.mem
E.W. Initials/Date .
DFA 285-8 (12/83) Required Form - Substitutes P d
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63-1230 (Cont.)

FOOD STAMP HANDBOOK
FORMS AND INSTRUCTIONS

Handbook I

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 285-B (12/83)

WORKSHEET FOR CHANGES AND OTHER DOCUMENTATION

PART 4 — RESOURCES

DOCUMENTATION

K. MOTOR VEHICLES Vehicle (1) Vehicle (2)
1. Vehicle Owner
Year/Class
Make and Model
Estimated Vaiue
6. F | hicles
Amount Owed cg:.mt't ega?ga_tg?ok the
Licensed? O] Yes O No €] Yes 0 No excess or equity value.
For unlicensed veht?!es
2. Value count the equity value,

For household use?

D Yes

Ove | Ovee O

3. Excluded as home, Values (1) (2)
income producing or
uansgg‘: handicggmg D Yes D No D Yes E] No MY
Menus
4. Under $4500 per table? D Yes D No D Yes D No $4500
5. Exempt - Vaiea®

For work, to seek work,
school or training?

D Yes

D No D Yes D No

MY

Mirius.
Encumbrance

it exempt and under $4500 STOP here; do not go to 6.

Equity

Vaiue

L. RESOURCE ELIGIBILITY (Nonexempt
1. Previous Month’s Resources
2. Additional Resources (specify)
a.

issuance

Resources Only) | Month

Issuance
Monih

S $

b.

c

3. Subtotal (LT + LZa + L2b + L2¢)

a.

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

b.

c.

5. Subtotat (L4a + L4b + Ldc)
6. Current Resources (L3 - L5)

7. Resource Eligible?

s

L ———
D Yes D No

PARY 6 — INCOME COMPUTATIONS

M. SELF-EMPLOYMENT

2. Expenses
3. Total Nonexempt income from Self
(M1 - M2)

4. Adjustment to Gross Income

5. Adjustment to Expenses

6. Adjusted Self-Employment Income
7.

Monthiy Self-Employment Income (
number of months income covers)

1. Gross Income from Self-Employment

-Employment

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

Issuance
Month

[ $

(M3 = M4 + M5 $
M3 or M6 =~

AND LOANS

Tuition and Mandatory Fees

N. EDUCATIONAL GRANTS, SCHOLARSHIPS

2
3. Total Nonexempt Educational income (N1 - N2) $
4. Monthly Income from Grants, Scholarships or

Loans (N3-+number of months income covers) $

issuance
Month

lssuance
Month

1. Income from Grants, Scholarships or Loans | S, $

PART 6 — REPORTED CHANGES (Ot

her than the CA 7 or DFA 377.5)

Type of Change

Date Change
Occurred

Date Change
Reported

EW Initials

CALIFORNIA-DSS-MANUAL
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 285-B (12/83)

Form Instructions
(For the Eligibility Worker)

FOOD STAMP BUDGET WORKSHEET
Purpose:

The DFA 285-B 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.

Rev. 1361 replaces .
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FOOD STAMP HANDBOOK
63-1230 (Cont.) FORMS AND INSTRUCTIONS Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 285-B (12/83)

For a prospective budget, complete Section D and Sections G through |. For a retrospective
budget, complete Sections E through 1.

. 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.

Rev. 1362 replaces .
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FOOD STAMP HANDBOOK

Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

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

DFA 285-B (12/83)

Worksheet For Changes and Other Documentation

Part 4 — Resources

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.

6.

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.

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

Evaluate vehicles for exclusion as a resource.

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

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

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 L1, 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.
CALIFORNIA-DSS-MANUAL-SS Rev. 1363 replaces Effective 2/15/84
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FOOD STAMP HANDBOOK

63-1230 (Cont.) 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 MI 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.
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.

Rev. 1364 replaces
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FOOD STAMP HANDBOOK
Handbook _ FORMS AND INSTRUCTIONS ____63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 285-C (11/83)

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 Il 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 Information
No. Section Requested EW Action
County-
Use N/A N/A Enter case name and case number.
Section
1 63-102(i) Eligible House- Check that each household member named is at least
63-502.33  hold Members 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 Il benefits, or is
entitled to but is not receiving veterans benefits.
2 Medical Determine the allowability of each item of medical
Expenses expense as follows:

63-102(i) 1. Check that each household member receiving

63-502.33 services is an eligible household member listed in
question 1.

63-502.33 2. Check that each amount shown is for an allowable

63-503.25 item of expense.

63-300.517 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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FOOD STAMP HANDBOOK
63-1230 (Cont.) FORMS AND INSTRUCTIONS Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 285-C (11/83)

Question Manual Information
No. Section Requested EW Action
2 63-502.33 4. Identify which items of expense are insured,
{Cont.) uninsured, and which items (if any) are hospital
bills, and document in the county-use section.
Determine the applicable amount for each deduc-
tion.

63-503.25 5. Determine which items of expense are recurring,
one-month-only, or should be averaged over the
certification period.

Certification Check that the application contains all required
signatures.
CALIFORNIA-DSS-MANUAL-SS Issue 644 Issued 2/15/84
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Handbook

FOOD STAMP HANDBOOK
FORMS AND INSTRUCTIONS

63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 285-D (12/83)

State of California
Health and Welfare Agency

FOOD STAMP BUDGET WORKSHEET -

Special Medical/Shelter Deductions

Department of Social Services

"CASE NAME CASE NUMBER COMPANION CASE REFERENCE CLASSIFICATION
_L NA_ [ PA_[JMIXED

PERICD ROM THROUGH [ Prospective [ Retrospective] (1 Prospective. [] Retrospective

PART 1 — NET MONTHLY INCOME Roon e DOCUMENTATION

A. NONEXEMPT GROSS EARNED INCOME

G. NET MONTHLY INCOME (ES - F5)
PART 2 — NET INCOME ELIGIBILITY

1. Gross Salary, Wages

2. Self-Employment

. Training Aliowance

. Total Gross Earned Income (A1 + A2 + A3)
. Adjusted Gross Earned Income (82% of A4)

L2 S~

NONEXEMPT GROSS UNEARNED INCOME

1. Cash Aid

2. Sociai Security, UIB, DIB, Pensions

3. Child/Spousal Support

4. Scholarships, Grants, Loans

5. Other

6. Iostgll Gross Unearned Income (B1 + B2 + B3 +B4

TOTAL NONEXEMPT GROSS INCOME (A5 + BE)}

EXCESS MEDICAL EXPENSES

. Recurring Expenses

. One-Month-Only Expenses

. Averaged Expenses

. Totai Aliowable Expenses (D1 + D2 + D3}
Maedical Expense All ($35)

E Medical Exp. (D4 - D5)

STANDARD /DEPENDENT CARE/MEDICAL
DEDUCTIONS
1. Standerd Deduction

. Dependent Care (Lesser of Actusl or Maximumj}
. Excess Medical Expenses (From D6}

. Total Deductions (E1 + E2 + E3)

. Tota! Adjusted Income (C - E4)

SHELTER DEDUCTION

. Total Housing Costs

. Totai Utility Costs (Actual or SUA)

. Total Shelter Costs

. Allowable Sheiter Costs (50% of E5)
5. Excess Shelter Costs (F3 - F4)

oM e wWN -

N b WwWwN

hWN -

H. NET INCOME TEST

1. Housshold Size
2 M Net | d (From Tabie)

3. Net incomes Etigible? (Is G less than or
equal to H2?)

Al

'D Yes D No

D Yes

PART 3 — BENEFITS

ALLOTMENT _ISU”LEMENY

ALLOTMENT ! SUPPLEMENT

First-Month Benefits

E.W. Initials/Date

Prorated?

D vYes [ONo

L RO !

DFA 285-D (12-83) Required Form - Substitutes Permitted
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63-1230 (Cont.)

FOOD STAMP HANDBOOK

FORMS AND INSTRUCTIONS

Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 285-D (12/83)

WORKSHEET
PART 4 — RESOURCES

FOR

CHANGES AND OTHER DOCUMENTATION

DOCUMENTATION

MOTOR VEHICLES

Vehicle {1}

Vehicle (2)

1. Vehicle Owner

Year/Class

Make and Model

Estimated Value

Amount Owed

Licensed? O Yes

0 No

0 Yss

O No

axcess

. Value

For uni
coun

winN

. Excluded as home,
income producing or
transport handicapped?

(] vee

[:No

:J Yas

U e

Valuss

L g

1] {2}

or aquity value.

FMV

[ ves

4. Under $4500 per table?|

ENo

:]Yes

DNO

Minus
4500

5. Exempt -
For household use?

D Yes

DNo

D Yes

[ we

Excess
Vaive
s

For work, to seek work,
school or training?

(] ves

0w

:] Yes

[ n

FMy

rus
Encumbrance

If exempt and under $4500 STOP here; do not go to 6.

Equity

Vailue

J.

RESOURCE ELIGIBILITY (Nonexempt Resources Onlyll Month

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

Tésuance
Month

b.

c.

3. Subtotel (J1 + J2a + J2b + J2¢)
4. Resources Sold, Traded or Given Away (specify)
a.

b.

€.

5. Subtotal (J4a + J4b + J4c)
. Current Resources (J3 - U5}

7. Resourcs Eligible?

K.

PART 5 — INCOME COMPUTATIONS

SELF-EMPLOYMENT

1. Gross Income from Self-Employment

2. Expenses

3. Total Nonexe Income from Seif-Employment
fore! Rer mpt ploy

If averaging seif-employmaent income go to K7. If
adjusting 8 previous average, continue to K4,

4. Adj 't to Gross |

5. Adjustment to Expenses

6. Adjusted Self-Employment Income (K3 ¢ K4 + K§

7. Monthly Self-Employment Income (K3 or K6 +
number of months income covers)

EDUCATIONAL GRANTS, SCHOLARSHIPS
AND LOANS

1. Income from Grants, Scholarships or Loans
Tuition and Mandstory Fees

2.

3. Total Nonexempt Educational Income (L1 - L2)

4. Monthly Income from Grants, Scholarships or
Loans (L3 & number of months income covers)

issuance
Month

Issunnce
Month

PART 6 — REPORTED CHANGES (Other than the CA 7 or DFA 377.5)

Type of Change

Date Change
Occurred

Date Change
Reported

EW Initials
—
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 285-D (12/83)

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 vyear. Enter
the issuance month for the budget being computed, check the appropriate box for a retrospective or
prospective budget 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 — RNet Income Eligibility
H. Net Income Test

i the answer on Line H3 is “No”, deny the application or terminate or suspend
the household, as appropriate. If the answer on Line H3 is “"Yes”, go to Part 3.

CALIFORNIA-DSS-MANUAL-SS Rev. 13689 replaces Issue 2192 Effective 2/15/84
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FOOD STAMP HANDBOOK
63-1230 (Cont.) FORMS AND INSTRUCTIONS Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 285-D (12/83)
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, 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 | 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.
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FOOD STAMP HANDBOOK

Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

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

6.

DFA 285-D (12/83)

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

Evaluate vehicles for exclusion as a resource.

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

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

Compute resource value of all nonexempt vehicles.

J. Resource Eligibility

Enter the issuance month for each resource eligibility test.

1.

2
3.
4

o

o

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

Specify any nonexcluded additions to the household's resources and enter the amount(s).
Add Lines J1, J2a, J2b, and J2c and enter the total.

Specify any nonexcluded subtractions from the household’s resources and enter the amount(s).
Add Lines J4a, J4b and J4c and enter the total.

Subtract Line J5 from Line J3 and enter the remainder.

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 $1,5600, 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 househoid has income from educational grants, scholarships,
or loans.
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FOOD STAMP HANDBOOK
63-1230 (Cont.) . FORMS AND INSTRUCTIONS Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 285-D (12/83)

Enter the issuance month for each calculation and complete Lines L1 through L4. Enter the
amount on Line L4 on Line B4 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.

N Rev. 1372 replaces .
_C_ALIFORNIA-DSS-MANUAL-SS ____lssues 2196 and 2197 Effective 2/15/841

(MANUAL LETTER NO. 84-13) [y 7>




FOOD STAMP HANDBOOK

Handbook & _____FORMS AND INSTRUCTIONS __ 63-1230 (Cont.) l

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

DFA 287 (4/80) |

STATE OF CALIFORNIA — REALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL SERVICES

FOOD STAMP PROGRAM
IDENTIFICATION CARD

Issued to

Issued Case No

SIGNATURE OF HEAD OF HOUSEHOLD

SIGNATURE OF OTHER HOUSEHOLD MEMBER
DFA 287 (4/80)

SIGNATURE OF AUTHORIZED REPRESENTATIVE

SIGNATURE OF EMERGENCY AUTHORIZED
REPRESENTATIVE

No. of Persons in Household

Household Eligible for Delivered Meals
Yes [J No [
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
| DFA 287 (4/80)

Form Instructions
(for CWD Worker)

FOOD STAMP PROGRAM IDENTIFICATION CARD
Purpose:

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".
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS

63-1230 (Cont.) |

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 303 (1/83)

STATE OF CACFORR G =fauTs NG ME S SPE SEh e

DEPARTMENT OF SOCTIAL SERVICES

COUNTY USE ONLY

REPLACEMENT AFFIDAVIT/AUTHORIZATION | ™

(ATE NUMBER

TYPE OF LOSS O are O Food Coupon Bookis) O Food

PART A - HOUSEHOLD AFFIDAVIT

[ . the undersigned, living at

i

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

(STREET ADORESS)
. California, declare that the household named above:

“(STREET ADDRESS)

California, for the period of
(14 4) -

D Stolen: Date stolen

D Received an ATP for the period of . ho it was:

imprisoned or both.

D Destoyed: How?. Date destroyed
D Received Food Coupon Book(s) 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? Date destroyed Amount $

| further declare that if at any time | receive the above described ATP/Food Coupon Book(s), it will be returned to:

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

>

SIGNATURE OF CLAIMANT DAYE

PART B - VERIFICATION

DATE ATP/COUPONS ISSUED ATP SERIAL » VALUE OF ATPE -FLOD COUPON ALLOTMENT DATE REPLACEMENT REQUESTED
$

Type of household disaster: Source of verification:

Has household received any replacements during the last five months? Q Yes O No If Yes, how many?

Type of replacement(s): 1. 2. 3 4,

PART C - REPLACEMENT AUTHORIZATION

Request: ([0 Approved [J Denied Reason for denial

AMOUNT TO BE REPLACED RAME OF PERSON AUTHORIZING . DENYING REQUEST REVIEWED BY

s

OATE

PART D - HOUSEHOLD ACKNOWLEDGEMENT OF REGEIPT

{ acknowledge the receipt of a replacement. (Check appropriate box)

D ATP D Food Coupon Book(s)
Serial Number in the amount of §

REPLACEMENT RECEIVED BY (CLAIMANT § SIGNATURE)

>

DaTE

FEA IO A Seguireit Foarn SL0% Cates Pt
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 303 (1/83)

Form Instructions
(For CWD)

REPLACEMENT AFFIDAVIT/AUTHORIZATION
Purpose:

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 househoid 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.
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FOOD STAMP HANDBOOK
63:1230 (Cont) ___________ FORMS AND INSTRUCTIONS ___ Handbook

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

DFA 303 (1/83)
Part A — Household Affidavit

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:

The ATP/food coupon book(s) to be replaced was actually issued.

The ATP/food coupon book(s) to be replaced was not returned as undeliverable.

The request for replacement was reported within the time frames provided by regulation.

The disaster occurred and meets the definition of a household disaster.

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.

eoooTo
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FOOD STAMP HANDBOOK
Handbook ______FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 303 (1/83)
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.

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 tc 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.
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FOOD STAMP HANDBOOK

Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

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

DFA 377.1 (12/83)

Sta1e ol Latdotiue

Department of Social Serve os
Heeith and Wal!llo Agency i

i

d
FOOD STAMP NOTICE OF ACTION ’
If you have sny questions or want more information |
about this action, please contact your worker.

Case Name
Case Number :
District

Worker

Phone :
Date of Notice :

LJ APPROVAL. Your spplication for food stamps has been approved.

Your food stamp certification covers the periodfrom _.______________through
Your benelits have been computed for your certification period based on the information you pvovudod Unless there are changes, you
will receive the following benefits for each month:

A

$ for through ;8 for through H
$ for through ;8 for through :
[ for through .8 for through .

O Your first atiotment includes more than one month’s benefits because of the date your application was appioved.
O Your first-month benefits were prorated from the date you filed your application.
O Your bensfits for have been suspended because:

Even though you will not receive any benefits for this period, you must complete and submit your monthly report (CA 7) so
we can determine the correct amount of your banefits for the next month. If you do not submit & complete CA 7 as required,
your food stamp participation will be terminated.

() Because you needed food stamp benefits right away, we did not require you to give us the following information:

i you do not gwo us this information by . you will not receive any benelits for and your
participation in the Food Stamp Program will be terminated without furiher notice. if the information uquul'dmwlu inschange
in your eligibility or benefits, the change will be made without an additional advance notice. .
" IF YOU ALSO APPLIED FOR CASH AlD, and it has not yet been approved, your food stamp benelits may be reduced or terminated
without further notice if your cash aid is spproved.
JPENDING Your applicstion for food stamps is still being processed
O You have done everything you need to do. We will continue processing your apphcation and you will hear lram us soon
O You must do the following before we can finish processing your application:

if you do not do this by . your application will be deried and you will have to reapply f you want to
recewve food stamp benefits.

_J OENIAL  Your apphcation for food stamps has been denied because

OMyoudothefollowingby . vyour apphcation will be reopened

H vou do not take the requited Action by the above date you will have 10 teapply «f you want to revewne toumt B1amp  benehits

O Based on the reason your apphcation was dened. you! housenold 15 also disqualilied Hom parhicpating o 1he Focd Stamp
You may reapply for benelits at the and of this disquatbilication pennd

Program untl PRS-

he above actions) s tequired by the lollowmg Food Stamp Manual Sectanis) .
action 18 wrong See the back of thig notice for 8 "N""ﬂ tequest

ORI R A NI N N PRI ATTY- SRR TR SEL YRR N TITR ORI R 10
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FOOD STAMP HANDBOOK

FORMS AND INSTRUCTIONS Handbook

63-1230 (Cont.)

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

DFA 377.1 (12/83)

Your Kignt 10 A ppeal.rhss Action

Il you are dissatisfied with the action described on the other
side, or any other county action, you may request & state
hearing before a Hearing Officer of the State Department
of Socisl Services. This hearing will be conducted in an
informal manner to assure that averyone 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 AID§: 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 aiso
be represented by a friend, attorney or any other person,
but you sre expectsd to arrange for the representative
yourssif. You can get help in locating free legal assistance by
calling the toll-free number of Public Inquiry and Response.

How to Request a State Hearing

The best way to request a hesring 15 to {ill in and send thi
entira notice to:

Office of the Chief Referoe

State Department of Social Services
744 P Street, Mail Station 6-100
Sacramento, CA 95814

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

) Public Inquiry and Response (Public 'Inform-ﬂoni

Toll-Free Number: (800) 952-5253°

For the Deaf Only TDD (800) 952-8349°

*You may have to disl "1" first.
The State Public Inquiry indvno:ponso Unit can provide you
with further information about your hearing rights or files or

other welfare-related matters. Assistance is also avsilable
in some languages other than English, including Spanish,

You may phone, write or come in.

Public inquiry and Response

State Department of Socisl Services
744 P Strest, Mail Station 16-23
Sacramento, CA 96816

Request for a State Hearing

Name

Phone number

City State Tip Code

Address

| am requesting » state heasring because of an action by the welfare department of
1o my family’s: D Cash Aid D Food Stamos D Maedi-Cal D Adogption Assistance Program Peyments
Ressons for my request:

D I speek & language other than English snd need an interprater for my hearing. (The state will provide the interprater at no cost te you.)
Dialect

Language
°

L i N d, the cesh oid ond veive
1 you request o otste hesring and your banefits continue unchang the Y €8 reco as 8N overpayment
of food stamps the heering decision finds you were not eligible for. ¥ you remain eligible t© receive cash aid efter the heorng ond
you heve ne other incomae or rescurces. your gramt will be reduced by 10% each month until the full amount of such overpeymont ls collected
i you de have other income or available property, the amount your grant will be reduced each month will be greeter.

Check here ¥ you want your benefite reduced or discontinued now, 2 descrided in gh&n Notice of Action,

.
D Cash Aid D Food Stampe
H you cheched the box{es) and the hesring decison 18 v your avor, eny lost benalits will be made up.

Signature Oote

The informatian you provide on this form is needed (0 Process your
request {or &8 haering. and processing may be delayed if your request
it incomplate. A cese file will be set up by the Chief Referes You
heve 8 right to axamine the materials that make up the file 8nd mey

NA Back 3 {Cash Ala/FS)

do 30 by contecting Publ inquuy and Response  Any information
you provide mey be shered with the county weltare depsrtment with
the US Department of Mealth end Muman Sorwces, of the UG
Depsntment of Agriculture  Authotity WEIC 10980

.y
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

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

DFA 377.1 (12/83)
Form Instructions
(for the Eligibility Worker)

FOOD STAMP NOTICE OF ACTION
Purpose:

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: f 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.

- i 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.
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- 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.
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Manual Section(s)

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

Distribution:

The originél and one copy are provided to the household. The second copy is filed in the case
record.
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¥ YOU REAPPLY U\TERv THAN THE DATE SPECIFIED IN NO. 2 ABOVE, YOU MAY HAVE TO WAIT UP TO 30 DAYS UBEFORE

'IF YOU MISS YOUR SCHEDULED INTERVIEW AND YOU HAVE A GOOD REASON, YOU SHOULD TELL THE COUNTY WELFARE

TR A T O I R SN TN SRR
FOOD STAMP NOTICE OF EXPIRATION
OF CERTIFICATION

I 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 :

1. Your current food stamp certification period will end on

B Your application for recertification 1s being processed.
Your certification period has been shortened because the following change{s) in circumstances may affect your food
stamp eligibility or benefits:

L

2. i you want 10 continue receiving food stamps after the end of your current certification period, without a break in benelis. you must

D Submit your complete monthly report (CA 7) so it 1s received by no laterthan ., [l out the atiached
' application and submit it 10 the county wellare department by no later than your recertification interview {see J below),

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 \Nn

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

Appear for an interviewon: st

0 You may bring your complete monthly report
to your recertification interview if you wish.

Call for an interview appointment,

Mail/bring your application to:

Cail for an application.

Do the following so we can finish processing vour apphcation:

FINAL ACTION IS TAKEN ON YOUR APPLICATION. IN ADDITION, YOUR BENEFITS MAY BE PRORATED FOR THE FIRST
MONTH OF YOUR NEW CERTIFICATION PERIOD.
O It you have a good reason for not applying on tima, you should tell the county welfare depertment. You may be entitlad to
have any lost benefits restored if the county welfare depertment decides you had a good reason,

DEPARTMENT. IF THE COUNTY WELFARE DEPARTMENT DECIDES THAT CIRCUMSTANCES BEYOND YOUR CONTROL PREVEN“’.DYOU
FROM ATTENDING THE INTERVIEW, A SECOND INTERVIEW WILL BE SCHEDULED.

You have the right to request an application from the county welfare department at any time and to have the county wellare
department sccept your application. If you and/or your authorized representetive are unable 1o reapply in pecson at the county
welfate depertiment and you heve 8 good reason for not being able to do sc. you should call the county wellare department at the
sbove number. We can arrange to have a worker interview you or your authorited representatlive at home or by telaphone

The above sction 1s required by the following Food Stamp Manual Section(s):

You have the right 1o request & state hesring if you disagree with any of these requiremaents. See the back of this notice for e
hearing request.

o

OFA 31721283} Required Form - No Substiules Permidted
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If you are dissatistied 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.

FOOOD STAMPS AND CASH AID$: 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 yoursalf at the state hearing. You can also
be represenied by s 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.

Your rnignt to_Appeal 1his Action

How to Request a State Hearing

The best way to request & hearing 13 to (il in and send this
entire notice to:

Office of the Chief Referee

State Department of Soclal Servicas
744 P Street, Mail Station 6-100
Sacramento, CA 95814

You may also request a hearing by calling the toli-free
number of Public Inquiry and Responsae.

Public Inquiry and Response (Public in'ormatién)
(800) 952.-5253°
For the Deaf Only TDD (800) 952-8349°

Toll-Free Number:

You may have to dial “1" first.

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

Public Inquiry end Response

State Department of Social Services
744 P Street, Mail Station 16-23
Sacramento, CA 95814

Request for a State Hearing

Address

State 2ip Code

to my family’s:

1 am requesting a state hearing becsuse of an action by the welfare depantment of
D Cash Aid D Food Stamps D Medi-Cal

Program Payments

D.- iom A

Reasons for my request:

D | speak a langusge othar than English and need an interpreter for my heasring. (The state will provide the interpreter 8t No cost \o you.}

Language

Dialect

DCath

11 you request & state hasring snd your benefits continue unchanged,
of food stamps the heering decision finds you were not eligible for. pophh
you have no other income or resources. your grent will ba reduced by 10% sach month untii the tull amount of such pay 1]

¥ you do have other income or available property, the amournt your grant will be reduced esch month will be gr eater.

Mhonlyoummwbm.ﬁuuducodotdheommuodnow.ncwlbodh_lﬁlﬂmi«dm

D Food Stamps
N you checked the box{es) and the hesring decision is in your fevor, any 1ost benefits will be made wp.

§

the y can ¢ 88 BN Overpey the cesh aid ve
¥ you remain eligidle to recolve cesh aid after the hoering. o

2

Swgnature

Oete

The mnformation you provide on this form is needed to process your
request for 8 hesring and processing mey be delayed it your request
% incomplets. A case file will be set up by the Chief Referes You
have 8 1'ght 10 examine the materisis that make up the hile and mey

NA Back 3 (Cash Aid/FS)

do 30 by contacting Pubic Inquwy and Response Any iMormation
You provide May be shared with the county wellare department, with
tha US Department of MHealth ond Muman Serwces o the U S
Depariment of Agricutture  Authority WAIC 10980
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Form Instructions
(for the Eligibility Worker)

FOOD STAMP NOTICE OF EXPIRATION OF CERTIFICATION

Purpose:

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 completed 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.

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.

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 approval (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

Rev. 1385 replaces
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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 menthly reporting households and PA monthly reporting households
whose certification pericds 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 of the household's certification period.

Check the third box for nonmonthly reporting households.

Enter the fifteenth day of the last month of the household’s certification period unless it is a
short certification (certification period expires 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 Rev. 1386 replaces 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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—
Siate of Lalitecriug Depariment a® Sl Sl eg
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 :
Worker :
Phone :
Date of Notice :
D CHANGE IN BENEFITS. Effective .., your food stamp benefits are changed from ¢ ol
each month becauss:
[j SUSPENSION. Effective .. _. . your food stamp benefits are suspended becsuse;
You will not receive -hy food stamp benefits for . During this period of suspension, you must continue to

complete and submit your monthly report (CA 7) 80 we can determine if you will be sligible for banefits the month sfter the month
of suspension. If you do nct submit a complete CA 7 during the month of suspension, your food stamp participation will be terminated.

D TERMINATION. Effective —oeeeee , YOUr food stamp benefits sre terminated becsuse:

O Based on the reason your bensfits are terminated, your household is elso disqualified from participating in the Food Stamp

Progrem until . You may reapply for benefits 6t the end of this disquatification petind

D PROPOSED CHANGE IN BENEFITS. Efoctive ., your food stamp benefits may be teduced of terminated because
nformation needed to determine your continued eligibility or the correct amount of your benelitt was nat recawved with
your monthly report (CA 7). We must recsive the following information by no later than the first day of next month:

i verification of an expense is requested and you do not provide it. the expense will not be allowed when computing next month’s
benefits. Alsc, if you do not provide other requested information, your benefits may be reduced o¢ tetminated.

P,

Commaents:

The sbove actior(s) is required by the following Food Stamp Manust Section(sk

You have the right to request a state hearing if you believe this action is wrong. See the back for 8 hesring tequest.

OFA 377.4 (12/83) Roquired Form - No Substiutes Permited .
SEPCETR TN
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AR

I you are dissatisfied with the action described on the other
side, or any other county action, you may request & siate
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 AID¥}: 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 by a friend, attorney or any other person,
but you are expected to arrange for the representative
yoursself. You can get help in locating free legal assistance by
calling the toll-free number of Public Inquiry and Response.

Your Hignt to Appeal This Acuon

How to Request a State Hearing

The best way to request @ hearing is 1o {ill in and send the
entire notice to:

Office of the Chief Raferee

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-lree
number of Public Inquiry and Responsae.

Public Inquiry and Response (Public in!ormn(ion)

Toll-Free Number: (800) 952-5253°

For the Deaf Only TDD (800) 952-8349°
*You may have to disl 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 matiers. Assistance is slso evsilable
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

Request for a State Hearing

Neme

Phone number

Address

‘

Stete Zip Code

| am requesting » state haaring because of an action by the welfare department of
D Cash Aid D Food Stamps - D Medi-Cal

to my family’s:

ty related

C] Adoption Assistance Program Payments

Reasons for my request:

D { speak a language other than English and need an interpreter for my hesring. (The state will provide the torpreter at no cost 10 vou.)

Language

Disiect

p "

d. the Y Can rocover a8 AR overpeyent the cash sid end velue

1 you request 8 swite hearing and your b

of food stamps the hesring decision finds you were not eligible

N you remain shgible to receive caeh &ld efar the hesring, end

is collected.
have no other income of resources, your grant will be reduced by \Oxioochumthunmmfullumvmdmhmmm
m do have other income or aveilable property, the amount your grant will be reduced esch month wiil be groeter,

Check here i you want your benefits reducaed or discontinued now, as described in this Notice of Action.

DClthd

" Dﬁoocswwl

H you checked the boxies) end the heering decision is in your favor, any lost benefits will be mode up.

Swgnature

Oate

The micrmation you provide on this form is needed to process your
crequest lor 8 hasring and processing moy be delayed if your request
18 incomplete. A case lile will be set up by the Chie! Releres. You
Rave o 1ight to examine the matarials that make up the hile and may

‘ NA Bact 3 (Cash Awi/FS)

. _

do 30 by contacung Publ inquwy and Reeponse. Any intor mation
you provide may be ahared wath the county weltare deperimeny wath
the U.S Department of Health end Human Services, or the U B
Oepantment of Agriculture. Authotity WAKC 10980

P
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Form Instructions
(for the Eligibility Worker)

FOOD STAMP NOTICE OF CHANGE
Purpose:

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 Incomplete--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: “...yourfood 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.”

Rev. 1389 replaces
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(Instructions Revised 4/6/84)

Change in Benefits

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.)
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Comments

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.
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State of California Department of Social Services
Health and Welfare Agency

FOOD STAMP HOUSEHOLD CHANGE REPORT

INSTRUCTIONS:

You must report changes 1n your household circumstances within 10 days of the time you learn of any change.
You may use this form to report changes or you may report changes in person or by calling 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.

Worker: Phone:

(1) INCOME CHANGES
A. Did the total amount of income received by your household increase or decrease by more than $25? If YES, complete 'l@betowv D YES

B. Did the source of income received by any household member change or did anyone begin receiving income from a new source? D
If YES, complete(D C below. YES

€. HYES te(DA or(D) B above. enter all income received by your household. Attach paystubs or other proof of earnings. For all other income attach proof
when a change is reported. if anyone is self-employed, list business expenses on a separate sheet of paper and attach proof of income and expenses

Name Source (If Earnings, List Name of Employer) ﬁmounz {Before Deductions, How Often Received? Date of Change
i s
2. s
3 $
(2) HOUSEHOLD COMPOSITION CHANGES

Change vg_é Date of Change It YES, give name of person and explain change.

A.__Did anyone move into your home, including 8 newborn?
B. Did anyone move out of your home or die?
€. Did anyone get married?
D. _Did anycne become disabled or recover from a disability?
E. Did anyone turn age 60?
F. _Did anyone get a new Social Security Number® If YES, attach proof.
(3) RESOURCE CHANGES .

A._Did anyone buy or get a licensed vehicle? If YES, complete section below: D YES

Vehicle Owner Year and Class Make and Medel Estimated Value Amounit Owed
$ $

B. Didthe total of your household's cash on hand, money in a checking and/ or savings account, stocks, bonds, etc. reach or exceed $1500?
if YES, complete section below: D YES
List Each ltem Amount Date of Change

1. $

2 - $

3 $
MEDICAL EXPENSE CHANGES

Did the total amount of medical expenses for a household member who is disabled or age B0 or older increase or decrease by more D
than 8267 If YES, attach receipts and complete section below: YES
Who Had the Expense? Type of Expense Amount Who Had the Expense? Type of Expense Amount
1 $ 3 $
2. $ 4 | $

*Disclosure of a Social Security Number (SSN) s required by the Food Stamp Act of 1977, as amended by Public Law 97-88, for each food stamp householc
member. These SSNs will be used 10 check identity, prevent duplicate participation and to make changes. The SSNs and any other information provided, w:!:
also be used in computer matching and program reviews or audits to ensure issuance of benefits to eligible individuals partucipating in the Food Stamp
Program or other federal assistance programs; such as  school lunch, AFDC or Medi-Cal Fraudulent participation in the Food Stamp Program may result »
cruminal or civil action or admuristrative claims. Refusal 1o provide an SSN will result in disgualification of the individual foi whom it 1s not proviaec

DFA 377.5(12 83) Required Form No Substituies Pernutted
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230

DFA 377.5 (12/83)

@ ADDRESS AND SHELTER COST CHANGES

A Do you have a new mailing address or phane number or do you plan to move? If YES, comp!ete@c B YES
B Did you move? If YES, complete(8)C and(5)D YES
C.___Enter your new address and or phone number beiow and enter the date of the change here:
Home Address (Number, Street Name, Ave., Blvd, Etc.) Apt. No City State Zip Code
Maiting Address (if different than home address) Phone No Cuy State Zip Code
D. Did your housing or utility costs change when you moved? If YES, complete 1, 2 and 3 below: D YES
1. Enter the amount of each housing cost you have and attach bills Property Taxes or Insurance: $
for each cost. Rent or Mortgage: $ (If not in mortgage)
. . . Utility Amount Utility Amount
2. if you claim actual utility costs, enter the amount of each utility Gas or Fuel s Garbage or Trash | §
cost you have and attach bills for each cost. —
Electricity $ Water $
It you claim the standard utility allowance, attach bills for |Telephone $ Sewage $
gas, electricity or other heating fuel. Utility Other (specify)
Ir lation $ $
3. Did anyone not part of your food stamp household help you pay any of your housing or utility costs? If YES, complete 3a, b and c below. L..] YES
a. Enter the total housing costs paid c. Give the name of each person who paid any of the
by the food stamp household: $ costs, and if they paid housing and/or utility costs.

b. Enter the total utility costs paid
by the food stamp household:  $

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 sothat someone in the home D
could go to work, training or look for a job? YES

If YES, complete section below and attach a receipt.

Who Received Care? Cost of Care Who Received Care? Cost of Care Who Received Care? Cost of Care Who Received Care? Cost of Care

2 3. 4.

1. .
(’7\ 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 D
the changes in questions@ through @? YES
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. D YES

@ TEMPORARY CHANGES

Do you expect any of the changes reported on this form to be temporary? If YES, expiain below. D YES

CERTIFICATION
| understand that failing to report information or intentional misrepresentation of facts can result in legal prosecution with penalties of fines
up to 810,000 and imprisonment up to 5 vears, as well as permanent disqualification from the Food Stamp Program.
1 understand that | have only 10 days to notify my worker of changes in my household circumstances.
! understand that the information | have provided will be verified by local, state and federal pesonnnel

e [/ understand that if | fail to report a change and because of this | receive food stamps | armn not entitled to, | will have to repay these benefits.
e [ understand that | have the right to request a state hearing on any action by the County Welfare Department

e [/ declare that the information contained in this report is true and correct.

Signature (Household Member or Authorized Representative) Date
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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FOOD STAMP HANDBOOK
‘Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 377.5 (12/83)

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

Manual Information
Question Section Requested EW Action
County- 63-504.422 Verification must be obtained prior to the issu-
Use ance of any increase in benefits as a result of
Section . the reported change. Document verification of
income in the county-use section.
1A 63-300.5 Income Changes If the household’s income changes by more
63-504.422(b) than $25 or the source of income changes, the
63-505.511 household completes this section and section
1C. 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.
CALIFORNIA-DSS-MANUAL-SS Issue 649 Issued 2/15/84
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Manual Information ;
Questiqn Section Requested EW Action
2 63-505.512 Household If there is a change in the household composi-
Composition tion, the household completes this section. For
Changes all Yes answers, be sure that all information is
provided.
2A 63-402 If someone has moved into the home, the CWD
63-504.422(b) 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.
2B 63-402 If someone moved out of the home or died, ad-
just the household size and benefit level ac-
cordingly.
2C 63-402.1 If someone got married, determine if house-
hold composition is affected.
2D 63-102(i) If someone became disabled or recovered from
63-409.112 a disability, determine if household composi-
63-502.3 tion, income eligibility and/or medical expense
63-503.3 deduction eligibility are affected.
63-505.251
2E 63-102(i) If someone turned ége 60, determine if house-
63-409.112 hold composition is affected, provide the house-
63-502.3 hold with a DFA 285-C and use the net income
63-503.3 eligibility standard.
63-505.521
2F 63-402.2 If someone got a new Social Security Number,
63-402.7 determine if household composition is affected
63-404 after obtaining appropriate verification.
63-503.442
CALIFORNIA-DSS-MANUAL-SS Issue 650 Issued 2/15/84
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FOOD STAMP HANDBOOK

Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)
63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 377.5 (12/83)
Manual Information
Question Section Requested EW Action
3A 63-501.51 Resource If anyone in the household got a licensed
63-505.514 Changes vehicle, this section is completed. The CWD
must determine if the vehicle is resource
exempt, and, if not, determine its countable
value.
3B 63-501.1 If the household'’s liquid resources reach or ex-
63-501.2 ceed $1,500, this section is completed.
63-501.3
63-501.4
63-501.7
63-501.8
63-503.44
63-505.515
63-409.21 For Yes answers to either 3A or 3B, complete
63-409.22 the resource eligibility test section of the budget
worksheet.
4 63-102(i) Medical If there is a change of $25 in the household’s
63-300.517 Expenses medical costs for a household member who is
63-502.33 elderly or disabled this section is completed.
63-503.25
63-505.511
63-505.53 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.
5A 63-505.513 Address/Phone If the household’s mailing address or phone

Number Change

number changed (whether or not the house-
hold moved), this section and Section 5C are
completed.

CALIFORNIA-DSS-MANUAL-SS

Issue 651 Issued 2/15/84

(MANUAL LETTER NO. 84-13) (0 &

ol




63-1230 (Cont.)

FOOD STAMP HANDBOOK

FORMS AND INSTRUCTIONS

Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued)
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Manual Information
Question Section Requested EW Action
5B 63-505.513 Address Change If the household moved, this section and
{Move) sections 5C and 5D are completed.
5C 63-401 New Address/ If the household answered Yes to 5A and/or 5B
63-505.513 Phone Number  this section is completed. Check that the house-
hold’s mailing address and/or residence are
still in the county.
5D 63-300.514 Shelter Cost A household which moves must report any re-
63-502.2 Changes sulting changes in shelter costs. For a Yes
63-502.35 answer to 5D, any changes should be reported
63-502.353 in section 5D1 and/or 5D2. Verification of
63-502.36 housing costs must be provided when they
63-503.25 change. Verification of actual utility costs must
63-505.513 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 5D3 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.
6 63-300.52 A household whose dependent care expenses
63-502.34 change will complete this section. For a Yes
63-503.25 answer check that all required information and
63-505.522 verification is provided.
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Manual Information
Question Section Requested EW Action

7 63-503.442 Other Changes A household with individuals living in the home
63-505.51 Disqualified who have been disqualified or who are ineligi-

Individuals/ ble aliens must report changes for these indi-

Ineligible viduals. The CWD must determine the affect of

Aliens these changes on the household’s eligibility or

benefit level.

8 63-504.421 Other Changes 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.

9 63-505.531 Temporary The household should explain any changes

Changes which it expects to be temporary.

CALIFORNIA-DSS-MANUAL-SS

Certification

Check that the form contains all necessary sig-
natures and dates.
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FOOD STAMP HANDBOOK

Handbook FORMS AND INSTRUCTIONS ' 63-1230 (Cont.)
63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 377.7A (3/84)

State of California - Health and Wellare Agency Department of Social Services

FOOD STAMP NOTICE OF
ADMINISTRATIVE DISQUALIFICATION

Case Name:

v Case Number:
District:
Worker:
Phone:
Date of Notice:

DISQUALIFICATION DECISION

O You were found guilty of committing an intentional program violation at a hearing held on
See the State Department of Social Services hearing decision you received earlier for a complete explanation. Thns
decision does not prevent the state or federal government from prosecuting you in court.

I 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.

[ Ssince you are currently otherwise eligible for the Program, you will not receive any food stamps for
months, effective

0 Ssince 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.

J 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.

O Your benefits will change from $ to$ effective

J 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.

O 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.

O 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 by the following Food Stamp Manual Section(s):

Name Phone Number

If you have any questions, please contact me:

See the back of this notice for a hearing request.

DFA YT TA (X Ky Required Form - No Substitutes Permitted
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CALIFORNIA-DSS-MANUAL-SS

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.

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.

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)
(800) 952-5253*
For the Deaf Only TDD (800) 952-8349*

Toll-Free Number:

*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

‘Request for a State Hearing

Name

Phone number
(]

Address City

State Zip Code

| am requesting a state hearing because of an action by the welfare department of

to my family’s: D Cash Aid D Food Stamps D Medi-Cal

county related

D Adoption Assistance Program Payments

Reasons for my request:

D | 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

Diatect

tif 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 Aid ‘

D Food Stamps

If you checked the box{es) and the hearing decision is in your faver, 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 Chief Referee. You
have a right to examine the materials that make up the file and may

NA Back 3 (Cash Aid‘FS)

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 Agriculture. Authority W&IC 10950

HOO S )B4 1857
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FOOD STAMP HANDBOOK
_Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 377.7A (3/84)

Form Instructions
(for CWD)

FOOD STAMP NOTICE OF ADMINISTRATIVE DISQUALIFICATION

Purpose:

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 377.7A 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 .
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
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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 hearing 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).
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Contact Person
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.
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
| DFA 377.7B (3/84)

State of California - Health and Welfare Agency Department of Social Services

FOOD STAMP REPAYMENT NOTICE

Case Name:
Case Number:
District:
Worker:
Phone:

Date of Notice:

EXTRA FOOD STAMPS WERE ISSUED
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

$ in extra food stamps were issued for the period .
This amount was reduced by $ e because we owed the household benefits from past months or we received
repayment of part of thc amount owed. You now owe $

If you believe that the amount you owe is wrong, you may request a state hearing, unless you already had a hearing
on the amount you 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.

Own 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 $

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.

effective

O 1f 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 $ effective

The above action is required by the following Food Stamp Manual Section(s):

) Name Phone Number
If you have any questions, piease contact me:

You have the right to request a state hearing if you believe this action is wrong. See the back of this notice for a state
hearing request.

DFA 37778 (3 88y Required Form Nov Substitutes Pesmitied.
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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. [f you decide to request a hearing you
must do so WITHIN 80 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 Yor 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
cartification 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 toli-free number of Public Inquiry and Response.

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 alsc 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) 852-8349*
*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 ilabl

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

Request for a State Hearing

Name

Phone number

Address

City State

Zip Code

| am requesting a state hearing because of an action by the welfare department of

D Medi-Cal

county related

to my family's: D Cash Aid D Food Stamps D Adoption Assistance Program Payments

Reasons for my request:

D | speak a language other than English and need an interpreter for my hearing. (The state wili provide the interpreter at no cost to you.)
Dialect

Language

tif 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 Aid D 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 Chief Referee. You
have a right to examine the materials that make up the file and may

NA Back 3 (Cash Aid/FS}

do so by contacting Public Inquiry and Response. Any information
you provide may be shared with the county weilfare department, with
the U.S. Department of Health and Human Services, or the US
Department of Agricuiture. Authority W&IC 10950.
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 377.7B (3/84)

Form Instructions
(for CWD)

FOOD STAMP REPAYMENT NOTICE
Purpose:

The DFA 377.7B 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 overissuance occurred. For sponsored alien 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 377.7B 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 377.7B 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 377.7B.

Preparation:

The DFA 377.7B should be completed and sent to the individual against whom collection action is
initiated.

Complete an original and two copies of the DFA 377.7B 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 .
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FOOD STAMP HANDBOOK
63-1230 (Cont.) FORMS AND INSTRUCTIONS Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 377.7B (3/84)

Extra Food Stamps Were Issued

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 377.7B is being sent to the individual. Attach
a Food Stamp Repayment Agreement. In addition, check the first box if the DFA 377.7B 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.

- N Revs. 1390j & k replace
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FOOD STAMP HANDBOOK

Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)
63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 377.7B (3/84)

Manual Section

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

Contact Person

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.
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 377.7C (3/84)

State of California - Health and Welfare Agency Department of Social Services
~ Case Number
FOOD STAMP REPAYMENT AGREEMENT *
Worker
Name ‘Case Name
Address

TERMS AND 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 houschold’s benefits
reduced for all or part of the amount owed. Repayment by this method will be based on the terms checked below:

0 Atleast 10% of your monthly allotment or $10 each month, whichever is greater.
At least 20% of your monthly allotment or $10 each month, whichever is greater.
Discussion with you about the amount to be reduced.

4, Court-Ordered Repayment
0 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 $ e were
issued. [ agree to repay this amount to the County by the method(s) checked below:

[. Lump Sum Payment

] Repay by a lump sum cash payment of $ due on
Repay by a lump sum coupon payment of $ e due on

2. Installments

0 Repay by monthly cash payments of § ——__ due on the e day of each month beginning
through .
O Repay by monthly coupon payments of § ——_____ due on thé e day of each month
beginning through

3. Benefit Reduction
O Repay by having my household’s benefits reduced by $ e . 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, | 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 Welfure 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.

COUNTY USE ONLY
The above signed Agreement has been aceepted by on

(Dated
for County. Payments should be made at:

(Signature of Authorized County Officialy

DF AT 0V kY Reguared Form Nev Srtatitntes Peemicited IO Jehd PXM S
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

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

DFA 377.7C (3/84)

Form Instructions
(for CWD)

FOOD STAMP REPAYMENT AGREEMENT
Purpose:
The DFA 377.7C is used by the written repayment agreement

with an individual who received food stamps. This agreement
is sent to the individual along with the Food Stamp Repayment Notice, DFA 377.7B

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

Check the first box

0 for an intentional program violation; or, the third box for an
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.

Enter the

CALIFORNIA-SDSS-MANUAL-FS
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FOOD STAMP HANDBOOK
63-1230 (Cont.) ELIGIBILITY DETERMINATIONS Handbook

63-1230 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 ¢

Stamp Repayment Notice
third copy is retained by the

individual along with the Food
, and a return envelope. The
} pending receipt of the signed Agreement.

County-Use Section

When the signed Agreement is returned by the individual, determine if the terms

are r the following information in
the t

-  Name of county official accepting Agreement
- Date

- Name of county

-  Address where payments should be
- Signature of authorized county official

Final Distribution:

The original

is filed in the county unit responsible for
collection ?

The second signed copy is filed in the
destroyed. Additional copies should be
¢ @ounty needs.

.
distributed
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 377.9 (3/81)

STATE OF CALIFORNIA = HEALTH AND WELFARE AGENCY DEPARTMENT OF SOCIAL SERVICES

(COUNTY STAMP)

NOTICE OF RESTORATION OF
LOST FOOD STAMP BENEFITS
AND RIGHT TO REQUEST A
STATE HEARING

v

l— —‘ Case Name:

Case No:
Worker No:
District:
Date:

L i

D A determination has been made that you are eligible for a restoration of lost food stamp benefits in the amount of

$ o _for the month(s) of due to:

D There is an unpaid claim against your househo!d in the amount of § . Your entitlement to
the lost benefits described above has been offset by this ciaim and your total entitlement has been reduced to
$ . Theunpaid balance of the claim is § .

This entitlement will be issued to you in one lump sum, unless instaliments 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 TELEPHONE NUMBER DATE

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.
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FOOD STAMP HANDBOOK

63-1230 (Cont.) FORMS AND INSTRUCTIONS Handbook

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

DFA 377.9 (3/81)

Your Right to Appeal This Action

If vou 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 vou
decide to request a hearing you must do so WITHIN 90 DAYS
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 maili
date of this* notice, you can continue to receive AFD
until the hearing.

FOOD STAMPS: If your food stamps are being
reduced or stopped and you ask for a hearing within
10 days of the mailing date of this notice, your food
stamps may continue until the hearing 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.

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 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 “I" 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

Request for a State Hearing

Name

Phone number
! )

Address

State Zip code

| am requesting a state hearing because of an action by the weifare department of

O AFDC O Food Stamps O Medi-Cal

county reiated to

Reasons for my request:

| speak a language other than English and need an interpreter for my hearing. (The state will provide the interpreter 4t no cost (o you.)

Language

Dialect

Food Stamps: If any portion of lood stamps provided to you while awaiting the hearing decision is determined to be an overissuance, the county
may recover the value of the ovenssuance. If vou want to avoud the possibility of such an ovenissuance. you may check the Hox below:

D 1 want my food stamps terminated or reduced to the new amount determined by the county until the hearing decision. If the hearing decision 1s in my
favor. the county will make up the 1ood stamps | lose as a result of checking this hox.

Signature

Date

The information vou provide on this torm s needed to process vour
request for 4 hearing. and processing mav he Jdelaved 1 vour reguest 1s
incompiete. A case tile wall be set up by the Chier Reteree. You have o
nght to examine the matenals that make up the file apd mav do ~o hv

contacting Public Inguiry and Response. Any intormauon vou provide
may be shared with the county welfare department. with the LS
Department of Heaith and Human Services. or the [78 Department ot
Agnculture Authority: W&IC 10950
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
DFA 377.9 (3/81)

Form Instructions
(for Eligibility Worker)

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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FOOD STAMP HANDBOOK
63-1230 (Cont.) FORMS AND INSTRUCTIONS Handbook

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

DFA 3779 (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.
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Handbook

FOOD STAMP HANDBOOK
FORMS AND INSTRUCTIONS

63-1230 (Cont.)

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 842 (6/81)

STATE OF CALIFORNIA ~

NEALTH AND WELFARE AGENCY

CLAIM DETERMINATION WORKSHEET

DEPARTMENT OF SOCIAL SERVICES

e oin gt is e

[z. TXST WAL (TF BYFPERERTT

v
3. CASE NUMBER

“TADORESS

~ SBCIAL

10, EXPLANATION OF OVERISSUANCE (1IF APPLICABLE, InNCLI o CHAI OCCURRED AND DATE REPORTED

STITCEPRONE l §. BIRTHOATE

. BASIS Fi CLAEM DETERMINATION:
L AominisTaaTive/
PR RAL_ERROR

1.1 wousewoLd
ERROR

1 poTENTIAL
EBRAND

Continue on reverse for
potential fraud

MMARY OF FO AME o UANCE Include on this page only those overissuance months which are within
12 months prior to date of discovery.
SSUANCE ACTUAL BASIS FOR ISSUANCE [ T BASIS FOR 1SSUANCE VERIFICATION
MONTH/YEAR  |HOUSEHOLD SIZTE JADJUSTED INCOME ALLOTMENT HOUSEHOLD SIZE [ADJUSTED INCOMEl  ALLOTMENT omi (AR REDEMPTION
S -
DOCUMEN TATION

11a Total » -‘ﬂ:’ Total »

¥2. Tota! food stamp overissuance
(subtotal if continued on reverse)

-

11a Minus 11b »

D. Amount of !

3. Claim offsetting lost benefits not restored.
A. Total food stamp overissuance {from 12 above).
B. Minus lost benefits not restored.
C. Minus payment recelved,

CATE:

ood stamp claim to be collected.

ELIGIBILITY WORKER SIGNATURE

SUPERVISOR SIGNATURE

Innz

REVIEW BY COUNTY REVIEW OFFICER

ACTION TAKEN:

OUNTY REVIEW OFFICER

SIGNATURE

I’nn(

oFA 842 (6/8Y) qui

Form = Sub

TR LE B - GF
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63-1230 (Cont.).

FORMS AND INSTRUCTIONS

Handbook

63-1230 STATE FORMS & INSTRUCTIONS (Continued)

63-1230
DFA 842 (6/81)

14. SUMMARY OF FOOD STAMP GYERISSUANCE
(CONTINUATION)

Include all other overissuance months not listed on the front if the basis

of the claim is potentiai fraud.

ACTUAL BASIS FOR I1SSUANCE

CORRECT BASIS FOR ISSUANCE

1SSUANCE VERIFICATION

ISSUANCE

MONTH/ YE AR HOUSEHOW SIZE [ADIUSTED (HCOME|BONUS/ALLOTIME NT

HOUSEHOID SITE

ADIUSTED IMCOME [BONUS/ALLOTMENT!

L33 REDEMPTION

Total this page 14a Subtotal »

14b Subtotal
Total first pags (from 11a) *
Total both pages 14c Total »

£ 14d Subtotal »

14e Subtotal
(from 11b) *

@ 141 Total »

15,
Total food stamp overissuance

14c Minus 141 »

8. Minus lost benefits not restored.
C. Minus payment received.
D. Amount of food stamp claim to be collected.

8- Claim offsetting against lost benefits not restored.
A. Total food stamp overissuance (from 15 above)

DATE: DATE

DOCUMENTATION

ELIGIHILITY WORKER SIGNATURE

"] SUPERVISOR SIGNATIIRE

DATE

'DOCUMENTATION
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FOOD STAMP HANDBOOK
Handbook FORMS AND INSTRUCTIONS 63-1230 (Cont.)

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

DFA 842 (6/81)
(Instructions Revised 3/84)

Form Instructions
(For Eligibility Worker)

CLAIM DETERMINATION WORKSHEET
Purpose:

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. 1391b replaces .
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230

DFA 842 (6/81)
(Instructions Revised 3/84)

— Case Number
— Address
— Telephone Number
— Birthdate
— Social Security Number
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.
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230

DFA 842 (6/81)
(instructions Revised 3/84)

11. Summary of Food Stamp Overissuance

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 (ltem 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
iJse of this section to verify issuance of the benefits covered by the claim is a county option.
{f 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.
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230

12.

13.

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.

11a. Total

Enter the total food stamp allotment actually received by the household for the
overissuance months.

11b. Total

Enter the total food stamp allotment which should have been correctly received by the
household for the overissuance months.

Total Food Stamp Overissuance

Subtract correct total allotment (11b) from allotment actually received (11a) and enter the
remainder.

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.

13B. Enter any lost benefits not restored.

13C. Enter any payment received toward the claim.

13D. Subtract 13B 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. 1391e replaces issue 2256 Effective 2/15/84
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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.
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14a.

14b.

14c.

14d.

14e.

14f.

DFA 842 (6/81)
(Instructions Revised 3/84)

Subtotal This Page

Enter the total food stamp allotment received by the household from this page.
Subtotal First Page

Enter the total allotment received by the household from item 11a of the first page.
Total Both Pages

Add 14a and 14b and enter total.

Subtotal This Page

Enter total food stamp allotment which should have correctly been received by the
household from this page.

Subtotal First Page

Enter total allotment which should have correctly been received by the household from
item 11b of the first page.

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.
16B.
16C.
16D.

Enter total food stamp overissuance from line 15,
Enter any lost benefits not restored.
Enter any payment received toward the claim.

Subtract 16B 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.
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230
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 Case Name
about this action, please contact your worker. 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 . To stop this action, provide your
complete CA 7 so that we receive it by the first working day of next month.

D If we get your complete CA 7 by , we will send you your benefits on time.

D Even if you stop this action by getting your CA 7 in, your benefits will be up to 10 days late next month.

Penaity 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. f 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 fora State .Heafing
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 Received--Discontinuance
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230

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 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 toli-free number of Public Inquiry and Response.

How to Request a State Hearing

The best way to request a hearing is to fill in and send this
entire \notice to:

Qjffice 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)
(800) 952-5253*
For the Deaf Only TDD (800) 952-8349°

Toll-Free Number:

*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

Request for a State Hearing

Name

Phone number
]

Address

State Zip Code

| am requesting a state hearing because of an action by the yvsuare department of
D Medi-Cat

10 my family's: D Cash Aid D Food Stamps

county related

D Adoption Assistance Program Payments

Reasons for my request:

D | 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

1if you request a state hearing and your benefits continue unchanged, the county can recover as an overpayment the cash aid a(\d value
of food stamps the hearing decision finds you were not eligible for. If you remain eligible to receive cash aid after the h_earmg, and
you have no other income or resources, your grant will be reduced by 10% each month until the fuli 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 Aid D Food Stamps
I 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
18 incomplete. A case file will be sat up by the Chief Referes. You
have a right to examine the materials that make up the file and may

NA Back 3 (Cash Aid/FS)

do so by contacting Pubiic 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.
Oepartment of Agriculture. Authority W&IC 10950.
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Handbook ______FORMS AND INSTRUCTIONS 63-1230 (Cont.)

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

NA 960X (1/84)
{Instructions Revised 4/13/84)

Form Instructions
(for the Eligibility Worker)

NOTICE OF ACTION (CA 7 NOT RECEIVED--DISCONTINUANCE)
Purpose:

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.
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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 Case Name
about this action, please contact your worker. 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 If we get your complete CA7by — ...~ ., we will send you your benefits on time.

D 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
foliowing 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. f 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 appiied. 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
Weltare 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 (1/84) CA 7 Incomplete--Discontinuance Reminder
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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 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.

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-frae number of Public Ingquiry and Response.

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)
(800) 952-5253*
For the Deaf Only TDD (800) 952-8349°

Toll-Free Number:

*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

Request for a State Hearing

Name

Phone number
(.

Address City State Zip Code

| am requesting a state hearing because of an action by the welfare department of county related

to my family’s: D Cash Aid G Food Stamps D Madi-Cal
Reasons for my request:

D Adaption Assistance Program Payments

D | 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

tif you request 8 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 ware not eligible for. If you remain eligible to receive cash aid after the hgafnng, 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 Aid D Food Stamps
If you checked tha 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
requaest for a hearing, and pr ing may be delayed if your request
is incomplete. A case file wiil be set up by the Chief Referes. You
have a right to sxamine the materials that make up the file and may

NA Back 3 (Cash Aid/FS)

do so by contacting Publtic Inquity 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 Agriculturs. Authority W&IC 10960.
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63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230

NA 960Y (1/84)
(Instructions Revised 4/6/84)

Form Instructions
(for the Eligibility Worker)

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.
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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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" "FOOD STAMP HANDBOOK

__H_andbook _ FORMS AND INSTRUCTIONS 63-1250 (Cont.)
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.
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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;

- Beclear.

- 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).
- Maodification will contribute to county-specific error reduction {(EDP and Manual).
- Modification will result in cost savings (EDP and Manual).
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- Moaodification 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 achieves an accurate computation or a logical explanation to
clients.

- Not have the potential 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:

- Beclear.

- 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 approvat:

- To identify CWD.

- To add information to the “County-Use Only” section.

- To add EW instructions.

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.

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.

CALIFORNIA-DSS-MANUAL-SS Issue 2263
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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.

Rev. 1392 replaces
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.1 Appendix | — 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.

B8) 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
federal 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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.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 for modifying
a state-required form is a justification. Acceptable justifications for each category of form
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 assigned this designation are optional county forms. Should a
county elect to modify a recommended form, the modification must be reviewed by the
FSPMB to ensure that the modifications meet the variation standards for a Recommended
Form.

Required Form — No Substitutes - 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.
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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.
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.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).
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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.
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63-1251 FORM MODIFICATION POLICY — APPENDICES (Continued)
.3 Appendix 3 - Form-Specific Modification Criteria (Continued)
Application For Food Stamps - Part 1

Required Form - No Substitutes Permitted

Placement - No modification permitted.

Language - No modification permitted.

Data Elements - No modification permitted.

63-1251

DFA 285-A1 (11/83)

Rev. 1393 replaces
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.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).
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.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
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63-12561 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).
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.3 Appendix 3 — Form-Specific Modification Criteria (Continued)

DFA 287 (4/80)
Food Stamp Program ldentification 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. 13963 replaces .
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63-12561 FORM MODIFICATION POLICY — APPENDICES (Continued) 63-1251
.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.
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(MANUAL LETTER NO. 84-13) 74 [

i



FOOD STAMP HANDBOOK
63-1251 (Cont.) FORMS AND INSTRUCTIONS Handbook

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).
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.3 Appendix 3 — Form-Specific Modification Criteria (Continued)
DFA 377.2 (12/83)
Food Stamp Notice of Expiration of Certification
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

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).
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63-1251 FORM MODIFICATION POLICY — APPENDICES (Continued) 63-1251
.3 Appendix 3 — Form-Specific Modification Criteria (Continued)
(DFA 377.3 (9/80) Repealed by Manual Letter No. 84-13, 2/15/84)

DFA 377.4 (12/83)
(Criteria revised 4/6/84)

Food Stamp Notice Of Change
Required Form - No Substitutes
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) 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.
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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.
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63-12561 FORM MODIFICATION POLICY — APPENDICES (Continued) 63-1251
.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)
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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 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
- 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).
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63-12561 FORM MODIFICATION POLICY — APPENDICES (Continued) 63-1251
.3 Appendix 3 — Form-Specific Modification Criteria (Continued)
DFA 377.7B (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
request may be modified in counties with state hearing intake at the local level (EDP and
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).
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63-1261 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.
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63-1251 FORM MODIFICATION POLICY — APPENDICES (Continued) 63-1251
-.3 Appendix 3 — Form-Specific Modification Criteria (Continuedf

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).
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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. Iltems 11 and 14 may not be deleted except for Issuance Verification
section as long as verification of issuance is documented elsewhere.
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63-1261 FORM MODIFICATION POLICY — APPENDICES (Continued) 63-1251
.3 Appendix 3 — Form-Specific Modification Criteria (Continued)

NA 960X (1/84)
(Criteria Revised 1/30/84)

Notice of Action (CA 7 Not Received—Discontinuance)
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 (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).

CALIFORNIA-DSS-MANUAL-8S Rev. 1402 replaces Issue 2283 Effective 2/15/84

(MANUAL LETTER NO. 84-13) ’}’%?/




FOOD STAMP HANDBOOK
Handbook o FORMS AND INSTRUCTIONS 63-1251 (Cont.)

63-1251 FORM MODIFICATION POLICY — APPENDICES (Continued) 63-1251
.3 Appendix 3 — Form-Specific Modification Criteria (Continued)

NA 960Y (1/84)
(Criteria Revised 4/6/84)

Notice of Action (CA 7 Incomplete — Discontinuance/Reminder)
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 (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 05P (MANUAL LETTER NO. 84-13) 7;;;?;
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