STATE OF CALIFORNIA « HEALTH AND WE . FARE AGENCY EDMUND G. BROWSN JR,, GOVERNOR

YMENTS
b RN U AR Ve ST

(916) 322-5330

March 18, 1977

ALL=COUNTY LETTER NO. 77=~17

) TO: ALL COUNTY WELFARE DIRECTORS
SUBJECT: UPDATING OF FORM CA 2 (FORMERLY WR 2)
REFERENCE:

Because of reduced stock supplies of the "Statement of Facts Supporting Eligibility
for Assistance (Form CA 2)" we are reprinting the form and taking this opportunity
to make a number of technical changes. '

Attached is a facsimile of the revised CA 2. Also attached is a list of

all changes being made to the form at this time. The changes reflect recent
changes already made in regulations and make minor correcticns and clarifications.
This advance copy is being provided for the use of those counties that print
their own forms. It will also provide lead time for eligibility worker training
purposes,

The most significant changes made to the form are:

1. A statement has been added informing applicants of their right to volun-
tarily register for WIN; this replaces a similar statement on the IM-1.
As a result, when using this revised CA 2, counties will no longer be
required to use the IM-1 for documenting that exempt mothers have been
informed of their right to volunteer for WIN. The individual work regis-
tration status can be documented under Section II, Item D of Form CA 3.

2. A UIB statement has been added to inform AFDC-U parents that they must
apply for and accept any unemployment insurance benefits to which they
are entitled. This addition conforms to Public Law 94-566 and EAS Manual
Section 41-440.27 and .45, which became effective December 8, 1976.

3. The regulatory change requiring exclusion of household items and furnishings
from the personal property evaluation [EAS 42-213.2 (i)] has been incorpo-
rated in the personal property section of the CA 2. All cother references
to household items and furnishings have been deleted from the form.
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4, A space has been provided under the penalty of perjury statement on the
Form CA 2 for the applicant/recipient to indicate the county where the
form was signed. This is in accordance with Chapter 3, Article 2, Section
2015.5 of the California Code of Civil Procedures which requires a person
to state the date and place of execution within this state or another
state when a declaration is made under penalty of perjury.

5. A change that is not depicted on this advance copy is that the pages of
the CA 2 will be attached at the top with a perforated stub rather than
a staple. This change will substantially reduce printing time and cost.

We anticipate having supplies of the updated Form CA 2 ready during the month
of April. You will be notified of availability via Notice of Forms Change.
You will still be able to use the current form until supplies are exhausted.

Any questions about the updated CA 2 should be directed to your AFDC Management -
Consultant at (916) 445-4458.

In addition to this updated CA 2, more substantial revisions to the form are
being considered. Our plams are to reduce the size of the form by strictly
limiting its contents to AFDC eligibility and grant information, make it simpler
to understand and improve the format and structure. We are also considering

the use of auxilliary forms to replace items which apply only to a small percen-
tage of the total applicants. If you have suggestions for improving the form,
including auxilliary forms, please provide them by April 15, to:

Miss Valta M., Adger

AFDC Program Systems Bureau
744 P Street, MS 16-31
Sacramento, CA 93814

(916) 322-5330

Sincerely

KYLE S5, MC RY
Deputy Directs

Attachments

cc: CWDhA
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Page 9

FORM CA 2 (Formerly WR 2) Changes
March 1977

Changed Form WR 2 to Form CA 2
Changed the words "asked for" to "regquested"

Added Form (CA 7 or WR 7)
Removed the words "T.V. and refrigerator"

Changed 90 days to one year

Added Voluntary Work Registration Statement
Added Unemployment Insurance Benefits Statement
Added heading for Social Security number requirement

Added CA Z.1 or WR 2.1
Added "...and provide such number(s) to the county
welfare department when received."

Reversed order of mailing address and home address

Removed Social Security number requirement for other
persons living in the home.

Added E (English) as 7th language specification.

Changed WR 6 to CA 6

Changed "veteran" to "have been in the military service'
Changed WR 5 to CA 5

Changed 20 quarters to 17 quarters
Deleted reference to household items and furnishings

Removed the words, '"household and"
Changed "children" to "persons"; added "and parents"
and "who are eligible for AFDC."

Added documentation space for CHDP Brochure given and
the date

Changed WR Z to CA 2
Removed duplicate mailing and home address

Added "county where signed" box
Added "for county use only" box

Page 9 printed on the reverse side of page 8.

Changed Fair Hearing request from 90 days to one year.
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IMIPORTANT INSTRUCTIONS TO APFLICANTS AND BRECIPIENTS FOR COMPLETING
THE STATEMENT OF FACTS SUPPORTING ELIGIBILITY FOR ASSISTANCE {FORM CA 2)

Complete euch numbered/icttered hox — you cannot be granted aid until 21l questions have been answered,

tf you need help filling out this form, you can have a friend or relative help you; if you have & problem with a question, circte
the question number and ¢o on to answer the next question. Afier you complete this form, ask your eligibility worker for help
on those questions which you circied,

Use receipts and records to help you answer questions and be prepared 1o show them to support your answers. Use estimates
only if you do not have and cannot get records or receipts. Please cirgle all estimates.

Guestions beginning with the statement “I/We'* refer 1o the natural, adoptive, married, or unmarried parent or needy caretaker
refative, and all minor children for whom you are applying for aid.

If you need more space, attach a sheet of paper, note the gquestion and itern numbers and give the information requested.

STATEMENT OF RESPONSIBILITIES OF APPLICANTS AND RECIPIENTS
IF YOU ARE GRANTED AID, YOU MUST FILL OUT A MONTHLY ELIGIBILITY REPORT (FORM CA 7 OR WR 7). IN
ADDITION TO THIS MONTHLY REPORT, YOU MUST IMMEDIATELY REPORT THE FOLLOWING CHANGES TO
YOUR ELIGIBILITY WORKER:
1.  Report if you move or change your maiting address,

2. Report if anyone in your home:

gets rnarried or becomes pregnant - is no longser incapacitated

I

— returns to or drops out of scheo! attends coliege less than full time

{

— starts or stops 8 job or a training program has an increase or decrease in income

I

moves in or out of your heme — visits out of the state or county longer than 30 days

~ received money or property from any source such as: income tax refunds, retirement contribution refunds, insurance
inheritances, gifts, awards, benefits, otc.

receives, transfers or sells any item of real or personal property, such as a house, car, insurance, etc.

IF YOU HAVE ANY DOUBT WHETHER YOU ARE REQUIRED TO REPORT A PARTICULAR CHANGE, YOU SHOULD
CONTACT YOUR ELIGIBILITY WORKER IMMEDIATELY TO DETERMINE WHETHER THE CHANGE MUST BE
REPORTED.

You will be notified, in writing, of the weifare department’s decision on your application, i your application is denied, the
reasons will be given. If you are dissatisfied with the action, or lack of action by the county weifare department, or feel you have
been discriminated against in any way, you have the right to request a fair hearing and a decision by the Director of the
Department of Benefit Payments. Your request must be received by the Department of Benefit Payments within one year of the
postmarked date of the notice of action with which you are dissatisfied, You are entitled to be represented by a person of your
own choosing, including legal counsel, A recuest for a hearing must be submitted in writing to OFFICE OF THE CHIEF
REFEREE, DEPARTMENT OF BENEFIT PAYMENTS, 744 PSTREET, SACRAMENTO, CALIFORNIA 95814,

} CERTIFY THAT | HAVE INFORMED THE APPLICANT OF THE POSSIBILITY OF CRIMINAL PENALTIES FOR
MISREPRESENTATION OR CONCEALMENT OF FACTS WHICH DETERMINE HIS/HER ELIGIBILITY.

Eligibstity Worker's Signatuid Ligibitgy Worker's Number Late

| CERTIFY THAT | AM AWARE OF THE POSSIBILITY OF CRIMINAL PENALTIES FOR MISREPRESENTATION OR
CONCEALMENT OF FACTS WHICH DETERMINE MY ELIGIBILITY. -

Fiﬂmlcmi'a Sgnaturo Date

CA X imtiuctions (1/77) (Formuerly WR 2)
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. Statenf Catifornia — Health and weifare Ag 7 Dwpartment of Benefit Payments

IMPORTANT INSTRUCTIONS TO APPLICANTS AND RECIPIENTS FOR COMPLETING
THE STATEMENT OF FACTS SUPPORTING ELIGIBILITY FOR ASSISTANCE {FORM CA 2}

Complete each numbered/iettered box — you cannot be granted aid until all guestions have been answered,

1f you need help fitling out this form, yvou can have a friend or relative help you; if you have & problem with a2 question, circle
the question number and go on to answer the next question. After you complete this form, ask your efigibility worker for help
on those questions which you circled.

Use receipts and records to help you answer guestions and be prepared to show them 1o support your answers. Use estimates
only if you do not have and cannot get records or receipts. Piease circle all estimates.

Questions beginning with the statement “I/We" refer to the natural, adoptive, married, or unmarried parent or needy caretaker
relative, and all minor children for whom you are applying for aid.

I you need more space, attach a sheet of paper, note the question and item numbers and give the information reqguested.

STATEMENT OF RESPONSIBILITIES OF APPLICANTS AND RECIPIENTS
IF YOU ARE GRANTED AID, YOU MUST FILL OUT A MONTHLY ELIGIBILITY REPORT (FORM CA 7 OR WR 7). IN
ADDITION TO THIS MONTHLY REPORT, YOU MUST IMMEDIATELY REPORT THE FOLLOWING CHANGES TCO
YOUR ELIGIBILITY WORKER:

t. Report if you move or change your muailing address,

2. Report if anyone in your home:

f

— gets marvied or becomes pregnant is ng fonger incapacitated

— returns to or drops out of school attends college less than full time

:

— starts or stops a job or a training program — has an increase or decrease in income

— moves in or out of your home visits put of the state or county tonger than 30 days
— received money or property from any source such as: income tax refunds, retirement contribution refunds, insurance
inheritances, gifts, awards, benefits, etc.

— recelves, transfers or sells any item of real or personal property, such as a house, car, insurance, ete.

If YOU HAVE ANY DOUBT WHETHER YOU ARE REQUIRED TO REPORT A PARTICULAR CHANGE, YOU SHOULD
CONTACT YOUR ELIGIBILITY WORKER IMMEDIATELY TO DETERMINE WHETHER THE CHANGE MUST BE
- REPORTED,

You will be notified, in writing, of the welfare department’s decision on your application. if your application is denied, the
reasons will be given. |f you are dissatisfied with the action, or lack of action by the county welfare department, of feel you have
been discriminated against in any way, you have the right 1o reguest a fair hearing and a decision by the Director of the
Department of Benefit Payments. Your request must be received by the Department of Benefit Payments within one year of the
postmatked date of the notice of action with which you are dissatisfied. You are entitied 10 be represented by a parson of your
own choosing, including legal counsel. A request for a hearing must be submitted in writing to OFFICE OF THE CHIEF
REFEREE, DEPARTMENT OF BENEFIT PAYMENTS, 744 P STREET, SACRAMENTO, CALIFORNIA 95814,

| CERTIFY THAT | HAVE INFORMED THE APPLICANT OF THE POSSIBILITY OF CRIMINAL PENALTIES FOR
MISREPRESENTATION OR:CONCEALMENT OF FACTS WHICH DETERMINE HIS/HER ELIGIBILITY.

Eligitsitity Workar's Signature Erigibitity Worker's Number Date

t CERTIFY THAT | AM AWARE OF THE POSSIBILITY OF CRIMINAL PENALTIES FOR MISREPRESENTATION CR
CONCEALMENT OF FACTS WHICH DETERMINE MY ELIGIBILITY.

Appiicant’s Signature [Cate

CA 2 Instructions (1/77) {Formaerly WHR 2)
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STATEMENT OF FACTS SUPPORTING | RECUIRED FORM - NO-

ELIGIBILITY FOR ASSISTANCE - SUBSTITUTE PERMITTE Please print all required
1a L, _ 4 information in ink,
@ APPLICANT 5 NAME ILAST, FIRST, MiDDLE INITIAL) . MATDEN NAME TELEPHONE NUMBER

HOME ADDRESS {if YOU DO NO7 HAVE A& HOUSE NUMBER ON A CITY STREET, GIVE DIRECTIONS TO YOUR HOUSE AND ATTACH A MAP)

MAILTNG ADDRESS (ADDRESS TO WHICH THE AID PAYMENT 5 TO BE MAILED — NUMBER, STREET, C1TY, STATE, ZiP CODE)

LIST Al.L. PERSONS FOR WHOM YOU ARE REQUESTING AID,
inciude any parent{s), unmarried children under 21 or unborn, and needy carefaker relatives,

: COMPLETE FOR AID NEEDED DUE
SOCIAL BIRTH BIRTH f
NAME SECSF:?TY ' DATE PLACE [SEX CHILDREN ONLY - TG PARENT'S {4)
NUMBER \ :
{L.ast, First, Middle Initial) Mo/Day/Yr| City/State |M/F PARENT'S NAME
MAN'S (MO — Mother}
- " / / (FA - Father}

NT

WOMA N’S

DEATH
INCAPACITY
UNEMPLOYME
ABSENCE

(Last, First, Middle initial)

UNMARRIED CHILDREN MO

FA
MO
FA
MO
£A
MO
FA
MO
FA
MO
FA
MO
FA
MO
A

LIST AL.L UNMARRIED CHILDREN NOT LIVING IN YOUR HOME FOR WHOM YOU ARE REQUESTING AID.
(Explain belfow giving name, address and reason for living cutside the home.)

}

i
il B N B U N B N B
N B N T I N B W B O N

|

}
~
~

I

@ LIST ALL OTHER PERSONS (friends, relatives, nonneedy caretaker) LIVING IN YOUR HOME.

NAME ' BIRTH BIRTH :
J. DATE PILACE SEX RELATIONSHIP DOES THIS PERSON
i i Initiafl ' TO CHILDREN HAVE INCOME?
{Last, First, Middie Initial} Mo/Day/Ye|  City/state  |wrr
/ / 0 YES 1 NO
/ / O YES {3 NO
/ / 0 YES O NO
/ / 1 YES 3 NO
COUNTY USE ONLY E.D. CODE
; F
Return this form to “{“ 52" %' ‘°;A ‘2‘ g ,
P.L. ITEM
£p Ch J K F O E
1 2 3 4 5 & 7
h 2 A8/ TV (FORMERLY Wk 2} PAGE § OF 8

JDENTIFICATION FAMILY /HOUSEHDL D COMPOSITION
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R

12) A
|/WE RECEIVE THE FOLLOWING GRUSS (

TOTALY INCOME MONTHLY. Comptete eac‘h'ltem.

iFOR COUNTY USE ONLY

SOURCE OF INCOME

3
Nchne
Check

(¥}

Have
Applied
For
Check

i)

1

APPLICANT

SPOUSE

3
OTHER
HOUSEROLD
MEMBER
IName)

torthiy Amount

Maontniy Amount

anthiy Amount

1, £arnings before deductions for
members 14 and over (wages,

|

satary, lips, commission, bonuses) | % % 3

2. Public Assistance or 551/55P b3 s
3. Unemptloyment [nsurance. & $ $
4, Disabitity Insurance . . . . . . . . . . 5 3 &
5, Worker's Compensation 3 $ $
6. Veteran's Benefits . . . . . . . . . . . 3 $ 3
7. Military Allotments . & L §
B, GI Bill Benefits . . . + . . .. 5 $ B
% 3

‘9, Social Security Payments/
Railroad Retirement

CLAIM NUMBER

CLAIM NUMBER

10. Retirement and/or Pensions g g 3
3

11. Child Support and/or Alimony $ 3 3
12, Contributions (parents, nonneedy relative

caretakers, children, others). F $ 5
13. Rental (tand, buildings, vehicies)

{Attach a sheet of paper listing expenses)} . $ 5 £ EXPENSeS § e
14. Payment from Boarder {inciuding retative) . 3 $ ¢
15, Selt-EmploymentFarm Income (attach a

sheet of paper listing expenses) 3 $ k3 EXpenses $ wem———enn
16, Training Aflowances . . . . . . .+ 3 3 3
17. Strike Benafits., . « « « « « + $ 3 L3
18, Student Scholarships, Grants, Loans. 3 5 $
19, Prizes, Cash Gifts and Awards . % 3 5
20, fncome for Care of a Foster Chitd. . £ $ $

21. Cther (specify):

22. Noncash income

Free Rent or Free Housing. . (7 YES [ NOIYES T3 NOID)YES DNO
Free Food . « v v v « v v v 0 v w s o YES [INOj| O YES JNO| [ YES O NOj
Free Utilities 7 YES [INO| D YES DONO| i YES TNO
Frea Clothing [CYES [INO| i YES {INC| T YES T NO
B, I/WE RECEIVE OR WiLL RECEIVE INCOME LESS OFTEN THAN MONTHLY. DYes DNO
' It Yes, complete the foliowing (include interest, dividends, royalties, pending legal
settiements, tax refunds, etc.i:
NAME SOURCE OF INCOME {‘giacf;\ﬁf)a?n%‘;gfz&’i AMOUNT
&
$
3

INCOME

PAGE 3 QF ¢
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£. 1/We worked in the last 30 days but are notl cumently working.
t/We are on strike or a leave of absence from a job.
1/We quit or refused or were fired from 2 job or job training in the fasy 30 days.

if you answered Yes to any of the above, complete the following:

{:]No
C]No
DNO

DYes
DYes
DYes

NAME N e e’ 1ush raming | of oot H‘i‘i;?n%;;"?n“ REASON £08 LEAVING
Frogram Mo Day - Yry Pay tast 30 days
S Hours
S Hours
}55 Hours

F. In order to be available for employment do you and/or other members of the family 16 or
older need help with the care of a child or other persons in your househotd?

E:IYes

{:]No:

COMPLETE THE FOLLOWING FOR THE CHILD'S FATHER WHO {5 UNEMPLOYED AND

LIVEING IN THE HOME: f none, check (v}

Received, or was eligible to receive unemployment insurance benetits wilkin the
lagt 12 months.

[:]Yes

DNO

Earned al jeast S50 or attended 5 days or more of work training in any quarier
within the last 17 quariers. |f Yes, complete the following by entering the year
and checking (v} the appropriate quarters below,

[ ves

DND

"YEAR

AN L APR | JBL | OCT | JAN LAPR | JUL | OCT | JAN | APR| JUL | OCT | JAN | APR | JUL | OCT5 JAN apR| syt | oct
QUAHTEH MAR | JUN | SEP I DEC | MAR] JUN SERIDEC | MAR| JUN ] SER} DEC) MAR] JUN SEP | DECT aaR] JuUN | SEF] DEC
Work ., .
:

Work Training.

15} {/WE MAVE ONE OR MORE ASSETS.
If Yes, compiete the following and give the value of each asset. Assets inciude cash,
savings, money in checking accounis, stocks or bonds, notes, mortgages, deads of trust,
sales conitracts, estates, trust funds, life or burial insurance, etc.

DYes D Nol.

FOR COUNTY USE ONLY

OTHER HOUSEHOLD MEMBERS
ASSETS APPLICANT SPOUSE
$ 5 5 % 5
% 3 $ $ 3
] £ % $
$ ) $ $ 5
1/WE OWN OR USE ONE OR MORE MOTOR VEHICLES (car, truck, motorhike) [dves L]No
“ {{ Yes, compiete the following! 1 P 3
‘Name of owner/user {if you
don’t own, check use only box} ) USE ONLY [ USE ONLY 1 USE ONLY
Vehicle License Number and
State of Registration
Amount of last ticense fee paid $ $ $
Year, make and model
Monthiy payment $ $ $
Balance owed 3 3 3
) Name
Finance Company
Address
Used for employment or training i
rehabilitation for employment Yes T No 1 Yes ! No 7] Yes [. No
EMPLOYMENT LIQUID ASSETS VERICLES PAGE 5 OF £
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S0)1/%E HAVE ONE OR MORE SPECIAL NEEDS. (Jves [INo |JFOR COUNTY USE ONLY
M Yes, complete the foliowi ng:
AMOUNT
SPECIAL NEED AME
: N PER MONTH
Transportation to treatment not avatlable in the community 5
Special layndry service 3
Housework {unavailable from other household persons) 5
Special telephone equipment {hearing problem) %
Excessive use of one or more utitities %
(MEDICAL CONDITION AND DOCTOR'S NAME!}
Therapeulic diet k3
e~
I/WE NEED TO REPLACE ESSENTIAL HOUSEHOLD ITEMS, LOST OR DAMAGED
OUE TO UNUSUAL CIRCUMSTANCES, WHICH CANNOT BE REPLACED FROM ANY
SOURCE WITHOUT COST TO ME, Clves D ne
If Yes, explain below (include date, place and circumstances resutting in loss). h
List items such as clothing bedding, dishes and kitehen utensiis, cook stove,
refrigerator, space heater, double bed, etc., and give the value of each. i
i
@ SOCIAL SERVICES -
A. I/We want information about a free medical examination for persons living in my home. D Yes DNO DCHDP Brochure Given
Children and parents, up to the age of 21, who are eligible for AFDC, are entitled to
free periodic medical exams, dental checks, eye and hearing tests, hlood tests and Daie
immunizations. Foilow-up medical treatment will be provided if necessary. Your
doctor or the local health department may provide these services to your family,
5. 1/We want information about tree family planning services. [:]Yes DMO
You are eligible tor this service which can help you prevent unwanted pregnancy or
to have children ONLY when you want them,
C. I/We want 1o 1aik to a social worker about other available services or about arranging :
for transportation to obtain the above services, D Yes DNO

CERTIFICATION

! have received and read a copy of the instructions for completing Form CA 2 and | understand that | am required to notify my
eligibility worker at once If there are any changes in my (und members of my houschold living with me) source and amount of
income, real preperty holdings, personal possessions or expenses, the number of persons in my houschold Gncluding unrelaied
adults) lving with me, or any change of address, emplovment or tralning status.

I understand that if | am dissatisfied with the decision of the county concerning my application for aid, I have a right to appeal to
the Department of Benefit Payments, 744 P Street, Sucramento, Calijornia 95814,

I understand that the foregoing statements of fact provided by me on this form are subject to investigation and verification and
my signature constituics authorization for these investigations.

e

After answering all questions, you, and your spouse or other parent of the child{ren) living in the home, must sign the form. f you
make a mark, a witness must also sign betow. An interpreter or someone completing this form for you also must sign.

| DECLARE UNDER PENALTY OF PERJURY THAT THE FOREGOING STATEMENTS OF FACT PROVIDED By ME ON THIS

FORM ARE TRUE AND CORRECT.
SIGNATURE (OR MAR! DATE SIGNED COUNTY WHERE SIGNED

SIGNATURE OF SPOUSE OR OTHER PARENT LIVING IN HOME DATE SIGNED

SIGNATURE OF WITNESS, INTERFPRETER, OR PERSON DATE SIGHED
COMPLETING FORM FOR RECIPIENT !} .

SPECIAL NEEDS SOCIAL SERVICES CERTIFICATION

PAGE 7 OF 9




tF YOU APPLY FOR FOOD STAMPS YOU MUST COMPLE™ % PAGES 8 AND &

250 ’-‘,B‘C‘;.A"N'Y OF THE PERSONS LIVING IN  AE HOME PAY FOR BOARD, R0OM OR 80Th. E]Yes [:] Ng iiFOR COUNTY USE ONLY
A7 1 Yes, complete the following.

CHECK (v} HOW OFTEN

NAME
{Last, First, Middie)

AMQUNT PAID
Other

Weekly
Monthly

B. Does any member live in the home to provide nursing care, housekeeping services or care for :
children so that you or other members of the household can work? D Yes D No
H Yes, give this person’s name!

€. Do any other persons live in the home? If so, give names and status — for example, do they
share the home of rent? Do they live as a separate household unit? Explain fully:

D. Do you have a place to prepare cooked meals where you live? {:] Yes [3 No
E. Are you or your spouse unable to prepare meals because of heaith problems? {:]Yes D No
1f Yes, do you receive meats from either:
1. Meals on Wheeis Program — — Yes 7! Nog 2. A communal dining facility = T Yes [ No
F. Are ydu, or any member of the household, a member of a drug addict or alcohotic rehabilitation -
treatment center? (It Yes, give name) Ives D No
Do you participate on a  resident  OR 71 nonresident basis?
EXPENSES HOW OF TEN ARE EXPENSES ACTUALLY PAID
Give the following information about your household expenses. =~ mz 21 NUMBER OF
- e = £=
LIST ONLY THOSE EXPENSES ACTUALLY BEING PAID. AMOUNT | & |5512%8] £ 1 MONTHS TO
Expenses paid by another person or spurce are o be inciuded. g u’_,é’ }_.50 = BE PAID

1. SHELTER
a. Rent or mortgage payment on home . . . . « « « + « » + » |8
b. Utilities (if not included in rent) )

{1} Healing and cocking fus! (includingwood} . . . . . . . .
(2) Electricity. « o v o v v v s v e 0 e e e e e e s
{3) Telephone (basic charge forone) . . . . . . . . « . .
(dyWater . . . . . .+ ¢ v 0 e e e e e e
(5) Sewage and/or garbage disposal fees . . . . . . . .
¢. Taxes and assessments {yearly payments). . . . . . . + « .
{1) Real estate taxesonhome . . . . . . . . + & =«
(2} Special assessments (if required by faw). + + . . . .
d, Home owner's {ire insurance premium. . . . . + « « + «

2. MEDICAL

. Physician and dental services. . . . « « « + o & ¢ 0 0 4

. Hospital or NUsing ¢arg . . o o v v« 0 s 4 s e s e s e

. Health insurance and medicare. . . . . . « + .+ .

. Prescription drugs . . . . . . . .

. Transportation costs for medical care. . . + . « . « « « .+ .
f, Other (specify}

3. UNUSUAL

a, Replacement or repair of property damaged or fost through
vandalism, fire, theft, flcod, storm, ete. {Explain on separate
page, sign and date) O I

b. Funeral expenses paig by a member of the household
(Explain on separate page, sign and date}. . . . .

s e s x s w
o |en oo |ea oo (o8 |4 1Y {6

M O O o o
+
.
.
PR
@ 17 [ jea (o9

£

4. OTHER
a. Payments for the care of a child or another person when
necessary for a househoid member to work outside the home . . [3
b. Tuiticn and mandatory fees for education (go not include
cost of books or materials) . . . - s . o« v o e s o oS

(1) When paid?,
(2y For whom paid?
(3) To whom paid?
(4} Period covered by payments: From To
¢. Court-ordered supporl alimony payments . . . . . . . - . o |3

FCOD STAMPS PAGE B OF @
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