STATE OF CALIFORNIA — HEALTH AMD WELFARE AGENCY

bEPARTMENTDFSOGALSERWCES

744 P Street, Sacramento, Ca 235814

March 2, 1984

ALL-COUNTY LETTER NO. 84-3]

* TO: aLL COUNTY WELFARE DIRECTORS

SUBJECT: REVISED MONTHLY ELIGIBILITY REPORT (CA 7)

REFERENCE: ALL-COUNTY LETTER KO. 84-18
ALL-COUNTY LETTER WO. 84-19

Attached are English and Spanish versions of the revised CA 7 (2/84) to be

used for monthly reporting in the AFDC, Food Stamp and RCA/ECA programs. Also
attached is an Impertant Notice in English and Spanish to be sent with the new
Ca 7 to inform recipients of the changes to the form and to provide instructions
that will assist them in correct completion of the report.

The 2/84 edition of the CA 7 is the product of a joint redesign effort undertaken
by this Department and CWDA to allay the concerns raised about the 12/83 edition
of the CA 7. Ve believe that the improvements made will facilitate effective
administration and use of the Monthly Reporting System.

The counties are to send the revised CA 7 and the Important Notice in their
April 1984 mailings to he returned by recipients no later than May 11, 1984,
The attached master copies are being provided in order to allow lead time for
county printing and duplicating.

I. Significant Changes Made to the CA 7

A. The major changes to the CA 7 are summarized as follows:

1. The Instructions Matrix that preceded Question 1 on the 12/83
edition of the form is deleted.

2. The questions have been grouped by aid category or for all
programs, whichever is appropriate.

3. VNew, simplified instructions are provided for each group of
questions.

4. Guestion 5 on the 12/83 edition has been separated into three
specific guestions on the 2/84 edition.

5. The instructions for completion of each set of questions
contain white letters against a black background to emphasize
their importance to the rec¢ipient.

GEN 654  (9/79)




II.

I11.

Iv.

B. Items deleted from the CA 7 are as follows:

1. Question BA 4, age 18

2. Question BA 6, Social Security Number

3. Question 8A 7, citizenship and alien status
4., Question BA 14, age 60

5. Bocial Security Number disclosure statement

Even though these items no longer appear on the form, counties are
still required to obtain and act on all this information.

C. Other Changes and Improvements

1. The "note" formerly contained on the 3/82 edition of the CA 7 which
provided recipients the opportunity to request discontinuance of aid
has been restored to the form.

2, The earned income penalty statement has been removed from the top
of the form and included as a part of Question l.

3. For Food Stamps, the term "home" has been changed toc "household".
Please see Section IV of this letter for further explanation.

Recipient Notice

The Important Notice is provided as an aid to inform recipients of the changes
to the CA 7. It is for one~time-only use. Supplies of this notice will not

be printed by the State. OCounties should print supplies as needed and include
the notice as a stuffer with the first mailing of the revised CA 7 (2/84). The
ongoing Important Notice required in the Food Stamp Program will be provided
during April, 1984,

Revised Processing Instructions {AFDC/RCA/ECA)

This letter supersedes the procedures outlined in ACL 84-18. All CA 7 reports
received on or after May 1, 1984 will be processed using the CA 7 completeness
regulations that became effective on January 1, 1984 (ORD #383-26). Notices
of Action 960X and 960Y should be used accordingly, except for the delayed
payment language prohibited by the Saldivar v, McMahon court order.

Revised Processing Instructions (Food Stamps)

This letter supersedes the procedures contained in All-County Letters 84-18
and 84-19. All CA 7 reports received on or after May 1, 1984 will be
processed using the CA 7 completeness regulations that became effective on
January 1, 1984 (ORD #383-20) and February 1, 1984 (ORD #383-20c). The

NA 960X, NA 960Y and DFA 377.4 should be used accordingly, except as modified
by the Saldivar v. McMahon court order.

As indicated in Section I.C.3, the term Yhome' has been replaced by
"household" in the instructions for whom the Food Stamp questions should
be answered. Counties must still obtain all needed information for those



nonheugehold members who are having resources and/or a prorated share
of their income assigned to the householid.

V. Additional Information

Supplies of the CA 7 (2/84) should be available from the DSS Warehouse by
March 22, 1984. Counties should begin now to place their orders on GEX 7278,
County Forms Order, for a two-month supply, or notify the DSS Warehouse in
writing by March 16, 1984 of their intention to print their own stock.

Submit your orders or notification to:

DSS Warehouse
P. 0. Box 22429
Sacramento, CA 95822-3799

It is expected that the Vietnamese, Chinese, Lactian, and Cambodian
translations will be available by April 1, 1984, Master coples will be
mailed directly to each county. Any questions regarding the translations
should be directed to the DSS Language Services Unit at (916) 323-9562.

If you have any guestions about the revised CA 7 or the recipient notice,
please contact the AFDC Policy Implementation Bureau at {916) 322.5330, your
Food Stamp Corrective Action Consultant at (916) 322-5475, or your Refugee
Program Consultant at (916) 322-3141.

Attachments

cc: CWDA




STATE DF CAUFOANIA - HEALTH AND WELFARE AGENEY OEPARTMENT Gf SOCIAL SERVICES

MONTHLY ELIGIBILITY REPORY
For Cash Aid and Food Stamps
Complete, sign, date and return this ferm AFTER the last day of:
® You must complete this report and return it by the 8tk of the manth. If this report is not received by the 11th of the menth or is incompiste, your Cash Aid, Cash-based
Medi-Cat and/or Food Stamps may be defayed, decrsased or discontinued.

® if you do not ATTACH proof of rsported income, your benefits may be discontinued. if you do not ATTACH proof of expenses, yeur benefits may be decreased
or discontinued. '

® Call your worker if you need heip compieting the form. Attach a separate sheet of paper if needed.

THIS REPORY IS FOR THE MONTH OF: .

Warker: Phone:
Eﬁ . state the reasan and type(s} of assistance no fonger wanted,

NOTE: If you or your family no langer want Cash Aid, Medi-Cal or Food Stamgs check this box
complete the signature biock and return the form by the due data.

Reasen and Typ_g{_s} of assistance:

{E) Did anyona receiv

grants, tax refund, cash, gifts, free heusing/utrities, etc.?

everyane in your househol

¢ if Eni..l:t’.'i'\r-‘ food i-.stq-fnps'.' It you do ot

_children's - parents, stepparents, and your spousse if in your_home,

1 8 income, money, or basefits in tha month, such as: earnings, training payments, earned income tax credit, strike benefits, social security, rilroad
retirement, unempioyment/ disahility insurance, interest, worker's comgensation, $S1/85P {gold checks), child/spousal support, loans,

1 YEsCINO

if YES, complete section below. ATTACH PAYSTUBS or other proof of eamings each month. ATTACH PROOF for any other income only when 2 starts and when
it changes. If anyone is seif-employed, fist business expenses on a separate sheet of paper and ATTACH PROOF of income and expenses each menth. {if you receive
cash aid and you fail to report or ATTACH PROOF of sarned income by the 11th of the month, the standard work expense, dependent cars, and when eligible for
it, the 330 and 1/3 disregard will not be allowed.)

| If Earnings:
Who Received Income, Source {If Earnings, Enter below dollar amounts and actual dates received. Number of | Numher of
Maney or Benefits? List Name of Employer) | . . E\Jm(ed W&'ﬁfw
f earnings, enter gross amount before deductions. in Moath | in Morth
Name Amaount Amount Ampunt Amount Amount
$ H $ § $
Date Gate Date Bate Date
Name Ameunt Amagnt Amount Amaunt Amount
$ $ $ $ $
Jate Date Date Jate Cate
Name Amount Amount Amaunt Amount Amount
3 $ $ $ $
Date Date Data [ate Date

&)

If YES, complete below and ATTACH & receipt for aach persen receiving care.

Did anyone pay fur the care of a child or disabled adult so that someone in the home could go to work, training or fook for a job?

[ Yes LI NG

Who Received Care?

(ost of Care

Who Received Cara?

Cast of Lare

5

§

§

§

Qid anyons move into your home {including a naw born), move
sut, gel married, or die?

-
m
L%

bid anyons become disabied or recover from a disahility?

of go on strike?

Did anyone start, rafuse, lose, quit or change a joh/training,

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

Did anyons start, stop or changs schoal or college?
Did anyona recsive, buy, sell or give away any property such
a5 & house, land, motor vehicle, camper, boat, etc.?

COUNTY USE QNLY

Q@R ©
0 {00 o6
[ |00 D3

EW. (NITIALS DATE:

CA 7 {2/84) AFDL/FOO0 STAMPS - Required Form - No Substitines Permitted



fé id anyons have a checking, saviegs ar crad IR arcoulit open at the end of the menth? D ES D Nﬂ
It YES, compliete helow. Y

. Batance On Lasi Day Whose Account? . Balance On Last Day Whase Account?
= Cmm, Union of Report Manth L C_Iedﬁ‘ Unign of Repart Month
(3 Checking 3 Chacking

O Savings 7 Savings

(@ Bid you move, or do you have a new muifing addrazs ot phens number? _ D YES D ND

if YES, complete below.
Home Address {Number, Street Name, Avenue Bivd, Ftr) Tape No. [City State Zip Code Phene No.

Marling Address (i Diffarant Than Home Addrese! City State 2Zip Code

a O L L e i e o
Did the household have fovsiag cests? CJYESTCI NGO

¥ YES, enter amount hiiled. - Rent or Margage Fraparty Taxes or Insurance (if aot in mortgage)
ATTACH bills anly i you moved or the cast changed. o $ §
19 Did the housahold hava wiility costs? .
. I YES, and you moved or ciaim actusi ulitity costs, compiete batew and ATTACH BILLS. D YES D NO
Gas/Fuel Electricity Telephong tiihey instalistion Garbage/Trash Water Sewags QOther (Specify}
$ $ 5 ) § $ $ $ $
12) Did the household share housing or wiilities ot did anyons heip pay these cosis?
O it ¥ES, list each item, amount paid, who paid and ATTACH PRODE. D YES D ND

Did anyone whe is disabled er 2ge B0 ar sides have any medical expenses in the month? D YES D NG

If YES, complete below and ATTACH BILLS for each exsense,

Who Had the Expense? Type of Expense IAmaum Who Had the Exgens
el
i

a?
ish Thit

oS

L - B ———— = R - T ——
@ Did you or anyone in your family who racsived income pay any court evdered suppert in the month?
. If YES, enter the amount paid and ATTALH RECEIPTS: 3 D YES D NG
15) Did anyono stare, siop or changs health or hespitsbization instvance coverage such as Prudential, Blue Cross, Champus, ete.? A
O If YES, give name of person, date and explain ehange. D YES Q NO

i YES. give name of person, date and explain changs.

1g) Did anyone become pregaant, have » bahy or tarmingts o pragnancy?
i [JYES[INO

f

@ Doss anyane in the hame have sther information te re
place of emplayment, numbes of working hours or days per week, piace of residence, propesty, persans in the household, ete?

It YE3, expiain the change, if it is expected (o Se. temporary or permanent and indicate the dats of the change.

CERTIFICATION

® /| vnderstand thay failing to_repert infurmstion sr micrapresantation of facts for Ussh Aid pn;gf&ms. Food Stamps or Cash-based Madi-Cal can rasult in legal
prosgcution with pensities of a fine, imprizonnient or both. 15 the Food Stamp Program the penafties can resulf in permanent disqualification from the Program, fines
up to $10.000 or imgrisonment ige up to § yeers.

& understand that | must contact my warker to report any ungxpected changas whicl affect my eligibility for ar the amount of my Cash Ard within § days of the occurrence
ar if | have any doulit about needing to report any cianges.

® [ understand that reported infarmation may rasuft in & dogrease or discontinuance of benefits,
€ / understand | have the right fo request g state Besring on any proposed action by the county welffare department,
® /[ daclare thai the information coniained in this regort ic trus and correct and is compiste for the antirg report month.

YOU MUST SIGN AMD DATE THIS REPOET AFTER THE LAST BAY OF THE REPORT MONTH OR IT WILL BE CONSIDERED INCOMPLETE
For Casn Aid programs. yau and your aided spouse {or the ather parent of aided children) living in the home must? sign the farm. For the Food Stamp Progsam, the head of

household, a household member or the househald's authsrized representative must sign the form, i {
Signature of Cash Aid Parent or Largtaker Relative snd/or Food Stamp Household Member Date Signed
Signature of Cash Aided Spouse or Other Parent of Lash Ai0ed LHilGran Oate Signed

Signature of Witness to Mark. Inlarpretar, or (ther Person Compiating form Date Signed

>

| S WL Y




£5YADD DE CALIFDRNIA - AGENGIA BE SALUD ¥ BIENESTAR UEFASTAMENTO D SERVICIOS SOCHALES

REPORTE MENSUAL DE ELEGIBILIDAD [ESTE REPORTE ES PARA EL MES DE:

Para Asistencia Mongtaria y Estampillas para Comida
Compiete, firme, feche y devuslve asta forma DESPUES del iitimo dia da:
® [iebe completar este reporte v develverlo antes de o el § dal mes. Si el reporte no es recibido para ¢ 11 dal mes o0 estd incompieta, Su Asistencia Monetaria, Medi-Cal basada
an asistencia monetaria y/o Estampillas para Comida pueden retrasarse, regucirse ¢ descontinuarse. i )
® 5i no ADJUNTA prueba de ios ingresas repartadas, es pasible que sus beneficios sean descontinuados. Si na ADJUNTA prueba de ios gastas. es pasible que sus beneficios
S8an reducidos o descantinuades.
® Si necesits ayuda para lNenor Iz forma, Hame a su trabaisdor(a). Si es necesario, adjunte una hoja de papel por separado.

Trabajador{a): T!:.uléfunnz

NOTA: Si usted o su femilia ya mo guieren Asistencia Monetaria, Medi-Cal o Estampillas parz Comida margue esta casila L] . indique las razones
y lais) slasefs) de ayuds gque ya no quiere, compiete la seccidn donde va la firma y devuslva la forma antes de la fecha en que se vence.

Razunes v clasels] de ayuda: ) ——

ita, conteste las preguntas del(1)al Contéstelas para todas las gersonas en su
g estampillas para comida, contéstelds para todas las personas gue reciban asistencia .
4. los padrastos, y su £sposn/a si vive en suhogar. o

iAlguien racibit ingresos, dinerc o beneficies durante ef mes, tales como: ganancias, pagos por entrenamientn, crédite de impuestas por
@ ingresos ganados, benaficios de huslga, seguro social, jubiliacion det ferrocarril, seguro de desempien/incapacidad, intereses,

compensacibn gor lesiones de trabajp, S31/88F (chegues dorados), sostenimiento a hijos/esposa(o) préstamas, subvenciones, reembolses D Si D NU

de impuestos, efectiva. regalos, vivienda gratuita/servicios pdblicos y municipaies?
St ES ASI, complete la seccion de abajo. ADJUNTE TALONES de cheques u otras pruebas de las ganancias cada mes. ADJUNTE PRUEBA de cusiasquier
otros ingresss solamente cuando comiencen y cuande cambien. Si alguien tiene negocio propie. incluya los gastos del negocio en una huka de pai:ml
por separade v ADJUNTE PRUEBA del fos ingreses y gastos cada mes. (Si recibe asistancia monetaria y no reporta o ADJUNTA PRUEBA de los
ingresos ganados amtes del 11 del maes, no se permitirin |8 deduccidn ordineria por gastos du trabajo, por cuidado de depandiontes, ¥

cusndo sea siegible para recibirla, la de $30 y 1/3.}
o et Fuente {si son salarios, ; . p " ,S* son salarios;
¢ Quidn recibid ingresos, ancts &l nombre del Incluya abajo las cantidades en ddlares y las fechas en que se racibieron ?digme:e de Liﬁmer: de
. tring? . . . . . ias tra- oras tra-
dinera o benaficios? pate6n} 5i son salarios, incluya la cantidad bruta antes de las deducciones bejdo en | bjadas on
. | ei mas el mes
Nombre Cantidad Cantidad Cantidad Cantidad Cantidad
3 $ $ $ 5
Fecha Fecha Fecha Fecha Fecha
Nombre Cantidad Cantidac Cantidad Cantidad Canzidad
$ 3 $ § $
Facha Fecha Fecha - |#acha Fecha
Nembra Cantrdad Cantidad Cantidad Cantidad Cantidad
$ § $ § 5
fpcha Fecha Fecha Fecha Fecha

iAiguien pagd por ei cuidade de un miffo o un adulto incapacitade para gue alguien en el hogar pudiers ir a trabajar,
@ a antrepamients ¢ & buscar trahajo? P g ! D Si D NO

$1 ES ASI, complete abajo y adjunte un recibo por cada persona gue recibe cuidado.

éfluien recibid el cuidada? Costs del cuidade 4 Ouien recibid ef cuidadoe? Costo del cuidads
s $
] $ s
LSe mudd alguien a o de su hogar {incluyendo un recién " 81 NO | Si contesto que S1 a cusiguiera de los cambios, d€ el nombre de la person,

nacido}, se cast o se murid alguisn? fecha del campio y explique el cambio. Si es un cambio en los hienes, dé
— - - el valor def articuio.

LAlguien gquadd incapacitado o se recuperd de aiguna
incapacidad?

LAlguien comenzd, se rehusd a acegtar, renuncid o
cambid de aempleo/entranmiente o entrd a una  huelga?
LAIﬂuinn comentd, pard o cambié de escuels 0 cniversidad
{collegaj?

L Alguien recibid, compré, vendié o ‘miaiﬁ cuaf?uiar propiedad,
at:lrcﬂ?n;giu?uns casa, tesreno, vehicuic da moter, de acampar,

SOLO PARA USD DEL CONDADO IMICIALES DEEL TRABAJADOR(A] FECHA:

QP | ©®@

O [O0nan
NN EENEE

|

CA 7 (SP} (2/84} AFDC/FCOC STAMPS - Required Form - No Substitutes Permitted




{Alguien tania abiertz una cuonta de cheguos, da aburros o en la unin de crédito al fin del mes? .
S| ES AS!/. complete abajs D Sl D ND

‘ . Saltv en of dltimo dis
EE]B gg'iﬁeﬁﬂémw dsl mas de reporte

‘iDe quibn es {a cuenta? s s . | Saido en af Gitimo dia 1iDe quién es fa eventa?
[ Unidn de Crédito del mes de reporte
{3 0e cheguss

I Ba ahorras {1 De Ahorros
{Se mudé ustad o tiane un domicilic nuavo para sl correa o un némero nueva de teléfonn?
@ §1 ES ASl, complete abajo D Si D NO

Bomibsliic daf hegar (mimero, caile, avenida, bufsvar, etc.) | Apte. No. | Giudad Estado lZuna Postal Mo. de teléfong

Dosmiciito para el correo (81 es diferente dal domicilio dal hagar) ’ Ciudad Estade Zona Postal

Si usted recibe estampillas e
comida, contéstelas dil ,‘ al ]

@ LTuve el hogar gestos de vivianda?

S £S5 ASL, anote la cantidad qua se | cobrd. ' Ranta o hipoteca impusstos sohre la propiegad o Seyure (3i Ao S8 inciuven
: ) en la hipttaca)
ADJUNTE renibos solamente si 58 mudd o cambi6 el cosio. $ $
iTuvo 8 hogar gastes de serviciaz publicos y municipales? :
D) §1e5 AS{ s0 o st relames ] cos el do o s sy e oy e s e ] si CINO
SI ES ASl. v s mudd o esté reclamando el costo raal da los servicios pliblicos y municipaies, camplete abajo y adjunte las recibos fod
Gas/Combustibie | Electrcidad Taidtone instalacifn de senscies oGhiicas 1 Basusa - C Agua Drennis | Jira lespecifioug)
¥ minicEnates i
3 $ I3 § $ $ $ %
@ tCompartid el hogar Iz viviendn o las sorvicies pébiices y municipales o slguien ayudd a pagar estos costos? . B 3i D No
S1 ES ASl, anate cada articulo, cantidad pagada, quidn page y ABJUNTE PRUEBA, A

@ LAlguian que estd incapacitads o qus tanga 60 afiss de edad 0 mas tuve gastos médicos dursnts ef mes? D Si D ND
- St ES ASL comgplate abajo v ADJURTE LOS RECIBOS comrespondientas a cada gasto.

¢Quign hizo el gasto? Tipo de gasto {antidad ¢Quign hio &l gasto? Tipe de gastn Cantidad
$ [’ $

Si usted rez’iibe:':-}as" ten - id; conteste: las guntas del @:ai @ para todas las personas. que-reciban asistencia monetaria, los- padres-.
de los nifios que reciban -asistencia, :los’ padrastros; y 'su esposo/a si vive en el hogar. Si usted no recibe asistencia monetaria, pase a la .

@ itisted o cualquiar otra persona an le familic gue recibid ingresos, pagh en el mes sostenimiento ordenadn por la corte? D ‘ D
81 ES AS{, anote la cantidad pagada y adjunts recibas:  § S’ NO
@ i Alguien comenzé, cancalf, cambic la zobartisa de segure da salud u hospitalizacidn, por ejampin: Prudantial, Sive Cross, Champus, Ete.? D 4 D

St ES ASI, d§ ef nombre de [ parsons, i fecha v explique el cambio. : S' Ng

LAlguien ha guedado amberazada, fuxe un bebé o termind un embarazo? £
e [J si CInNO

$1 ES ASl, dé el nembre da ia persona, fecha y exnlinue 8l cambio,

Si-usted ‘recibe: asistenciamonet Comida,. covtgste 1a-pregunta (1)) .:Comtéstela fiata: tddas Jas: asen;el. hogar si usted
ecibe estampillas paracdmr ] comida,-contéstela para todas las fersonas que recib-asi ometaria; los padres’
de los menores gue reciba ; irastos; y su esp sta I -

dn qua repartsr para asta mes o el prdximo, por ejemplo; cambios recientes o que 58

gsperan an los ingrasos, lugar de empleo ndmero de horas de vabaie o dfas por semana, propiedad, personas en gf hogar, etg.] D S[ D
SI €S ASi, gxplique el camhic, si se espera que sea temparal o permanents e indique I3 fecha del cambio.

4 Alguisn sn a! hogar tiens clguna otra informaci

O NO

CERTIFICACION

® Fntisndo qus ef no raporier o falsegr Ins hechas pare fes programas de Ayvda Monetaris, Estampillas pars Comida o Madi-Cal hasado en asisiancis menstaria
pusds rasuftar an prosacucin logaf con saecianss da una mufts, ancarcelamients o ambos. En of Pro rama oy Estampilles parz Comids Jes sancionas pusden resufiar s
duscalificacion permensote del programs, muftas hasiz de $10.060-0 sncarcelsmiento hasta por 5 afios. :

Entiendy que tenge que gencrine en comtacto con mf trabejadar(aj pars reportar cualesquier cambios nesperadas que afacten mi elegibiidad farn recibir Ayugda Monetaria
o la cantidad de /3 misma dentro d2 fos & dias siguentes 2 la fechs en oue .s-:.rceag‘ o si lengo alguna duda respecto & /3 necesidad ge reportar cudlguier cambin.

®

® Entiendo gue la informacidn que se proporcions puede resuftar en una disminucién o descontinuacién de beneficios.

® intiendn que tengo el derecha de solicitar una sudisneia con e estady con respacta a cualquier accin que proponga el depanamenty de bionestar el condady,

® Daciars que a informaciin gue contisne 2sia roporte os verdedera y corracts y astd completa para la toralidsd del mes 8 que corresprda of ragorte.
USTED DEBE FIRMAR Y PONERLE LA FECHA 4 ESTE REPORTE DESPUES DEL ULTIMO DIA DEL MES A OUE CORAESPONDE 0 SF COMSIDERARA INCOMPLETD

Para programas de ayuda monetaria, ustad y su aspasn/a aue reeiba ayuda {a el otre padre/madse de los menores que raciben ayuda) gua viven sn gt hagar deben firmar la

forma. Para ¢l Programa de Estampifias para Tamids, |2 cabeza de la familia, un miembro def hogar o el representants autorizado del bogar debe firmar la forma,

Firma del padre/ maiita qua recibe Asisteacia Monatass 0 o3 ja personz eAcargada del cuidado de un pacente y/o memaro del hogar paca Unes dal | rechs or que se firmd
Programa ¢a Estamaitlas para Snmida

Firma del esposn/a oue recibe Asistenciz Manatana e aei olrg pars/madre g8 108 MARGTES que reciben Asistencia Monetana Fecha e que 8 firmb
Firma del testigo de 1a marca, intdrprete, ©+ ora parsana auB camalatd fa torma [ Feohe en qus s8 frmg

»

i




* % JMPORTANT NOTICE - PLEASE READ * *

BEGINNING WITH THE REPORT FOR APRIL, 1984, YOUR MONTHLY ELIGIBILITY
REPORT (CA 7} HAS BEEN CHANGED. THIS CHANGE IS TO MAKE THE REPQRT
EASIER FOR YOU TO FILL OUT.

The instructions in black at the start of each section tell you if
you need to answer the questions in that section or not. The
instructions also tell you which peop]g to answer the questions for.

o If you receive both cash aid (AFDC/RCA/ECA) and Food Stamps,
you must answer all the questions on the report.

o If you only receive cash aid (AFDC/RCA/ECA) you must answer
Questions i—g and Questions l4-1/.

e If you only receive Food Stamps, you must answer Questions 1-13
and Question 17.

REMEMBER that your report is still due by the 5th of each month and must
be received by the welfare department no later than the 11th of the month.

Your report must be signéd and dated after the last day of the month
shown in the upper right hand corner~qf the form.

YOUR REPORT, OR A COPY OF IT, WILL BE RETURNED 7O YQU AND YOUR CASH
AID AND/OR FOOD STAMPS MAY BE STOPPED IF:

¢ You do not answer every question for the type of benefit
you receive; ~

e Your report is not signed by the correct person or persons;
e Your report is missing pay stubs or receipts for earnings;

"o Your report is missing proof of other income that starts or
changes.

YOU MAY GET FEWER BENEFITS IF OTHER VERIFICATION IS MISSING.

CONTACT YOUR ELIGIBILITY WORKER IF YOU NEED HELP FILLING OUT YOUR
CA 7, OR IF YOU HAVE ANY OTHER QUESTIONS.




o}

* % AVISO IMPORTANTE - POR FAVOR LEALO * *

COMENZANDO CON EL REFPORTE CORRESPONDIENTE A& ABRIL DE 1984, SU REPORTE MENSUAL

DE_ELEGIBILIDAD (CA 7) HA SIDO CAMBIADO. ESTE CAMBIO ES PARA QUE LE SEA MAS
FACIL LLENAR EL REPORTE. ‘ ‘

Las instrucciones en negro al principio de cada seccidn le dicen si usted nece-
- . * » 0

sita contestar o no las preguntas en esa seccidn. Las instrucciones tambidén le

dicen para cuales personas debe contestar las preguntas.

o Si usted recibe asistencia monetaria (AFDC/RCA/ECA) y Estampillas paral
Comida, debe contestar todas las preguntas en el reporte.

o Si usted golamente recibe ésistencia monetaria (AFUC/RCA/ECA) debe con-
testar las preguntas del 1 al 9 v del 14 al 17.

o 5i usted solamente recibe Estampillas para Comida, debe contestar las
preguntas del 1 al 13 v la pregunta 17.

RECUERDE que todavia se vence su reporte el 5 de cada mes y el departamento de
bienestar debe recibirlo no mds tarde del 11 del mes.

Su reporte debe ser firmado y fechado después del ultimo dia del mes que se
muestra en la esquina superior derecha de la forma.

SE LE DEVOLVERA SU REPORTE O UNA COPIA DEL MISMO, Y ES POSIBLE QUE SU ASISTLNLIA
MONETARIA Y/O ESTAMPILLAS PARA COMIDA SEAN DEﬁhNIDAS SIL:

o Usted no contesta cada pregunta para el tipo-de beneficlos que recibe;
o Su reporte no esta firmado por la persona o personas apropiadas;
o Le faltan a su reporte talones de pagos o recibos de ganancias;

o Le faltan a su reporte pruebas de otros ingresos gue comienzan o
cambian.

[

ES POSIBLE QUE RECIBA MENGS BENEFICIOS 51 FALTA ALGUNA OTRA VERIFICACION.

PONGASE EN CONTACTO CON SU TRABAJADOR(A) DE ELEGIBILIDAD SI NECESITA AYUDA
PARA LLENAR SU CA 7, O SI TIENE CUALESQUIER OTRAS PREGUNTAS.




