
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
      

STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY 
DIV NYEI ZENGX MENGH SOU/ NQOI NZUIH 
SIC (DFA 303) 
Daaix Mengh Waac: Yiem A borqv:  mbiuv jienv fang dongh paanx 
taux meih wuov deix, louc jienv mbuox caux fungx naaiv zeiv 
sou-qorng nzuonx bun 10 hnoi gu’nyuoz yiem dongh meih zunh 
tong gorngv dingx laaih fai maiv haih zoux div maiv duqv wuov 
aaih. d

 
Yiem A wuov borqv: - BIAUV ZONG ZENGX MENGH SOU 
 

Yie, __________________________________________________, 
zunh yaangh gorngv biauv zong mienh: 
 
□ Dinc Leic Dauh Fungx (EBT) nyei daan se maiv duqv zipv in 

fienx yiem ga’ndiev naaiv norm deic-zepv caux leic dauh zuqc 
dauh maiv duqv nqoi nzuih nyei mienh tiuv nyanc mi’aqv.: 

 
Fungx fienx deic-zepv (Hoc, Jauv, Fienx Faang ) 

Fouv Saengv    Forv-nyaah 
 

Biauv nyei Deic-zepv (Se gorngv lengc) (Hoc, Jauv) 
 

Fouv Saengv   Forv-nyaah 
 

 
□ EBT daan zuqc zunh tong gorngv dingx laaih/ nimc mbuox 

nquenc zaangc, fai EBT nyei gorn-jorm, fai gorn-jorm bungx 
ndortv maiv caeqv guangc EBT daan caux leic dauh zuqc dingx 
laaih/ nimc, fai EBT. 

 
Zunh tong hnoi ________________ ziangh hoc ____________ 
   HNOI  ZIANGH HOC 

taux________________________________ 

□ Nyanc hopv zuqc mietc waaic yiem biauv zong weic maiv maaih 
wuonc qiex fai kouv sic. Haaix nyungc sic caux ziangh haaix?  

 
 
 
 

 
 
 

 
 

Yie zunh yaangh gorngv gu’nguaaic wuov aax waac se zien nyei 
caux zuqc nyei ei yie hiuv duqv wuov. Yie yaac bieqc hnyouv 
gorngv se gorngv yi dorngc fai maiv buangv zien sic yie m’nziex 
haih maiv zic duqv, duqv BENC PIUX, zuqc baatc, dapv loh, fai 
yietc zungv buo nyungc. 

ZUQC NDAAM-DORNG BIAUV ZONG MIENH NAAMH NYOUZ FAI 
QOI NZUIH DIV NYEI MIENH (DONGH DUQAV DIV WUOV) ZUQC N

☛ 

HNOI 

  

 

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES 

 

 
COUNTY USE ONLY 

Case Name: 
Case Number: 
Worker: 
Date DFA 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 

 

 
PART C - ACKNOWLEDGEMENT OF RECEIPT (OVER 

THE COUNTER) 
RECEIVED BY: DATE 

 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Leiz-nyeic: Naaiv deix leiz-nyeic m’nziex haih paanx taux caux 
meih haih pan-pei mangc yiem meih nyei wangc 
siangx sou-dorngh MPP 16-515. 

 
DFA 303 (Mien) (3/05) REQUIRED FORM - SUBSTITUTES PERMITTED 


