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Case Name:

Case Number:

Worker:

Date CF 303 Received:

PART B - REPLACEMENT BENEFITS

[ ] APPROVED - EBT Replacement Date

[] EBT: Authorized Replacement Amount $

[ ] DENIED - Reason for Denial (Explain)

SIGNATURE (PERSON AUTHORIZING OR DENYING REQUEST) DATE
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el Sl= N £E (M 71E +2) helele] A3

COUNTER)
RECEIVED BY: DATE
T8 oS 7do| HEE £ U0, XAt AL EX| AFF 201 M
solst 2 QI LI} MPP 16-515.

CF 303 (Korean) (2/14) REQUIRED FORM - SUBSTITUTES PERMITTED



	Text Field 2: 
	Text Field 21: 
	Text Field 22: 
	Text Field 27: 
	Text Field 28: 
	Text Field 29: 
	Text Field 24: 
	Text Field 25: 
	Text Field 26: 
	Text Field 23: 
	Text Field 3: 
	Text Field 7: 
	Text Field 8: 
	Text Field 9: 
	Text Field 11: 
	Text Field 12: 
	Text Field 13: 
	Text Field 14: 
	Text Field 15: 
	Text Field 16: 
	Text Field 10: 
	Text Field 17: 
	Text Field 18: 
	Text Field 19: 
	Text Field 20: 
	Text Field 4: 
	Text Field 5: 
	Text Field 6: 
	Check Box 2: Off
	Check Box 5: Off
	Check Box 6: Off
	Check Box 7: Off
	Check Box 3: Off
	Check Box 4: Off


