STATE OF CALIFORMNIA-HEALTH AND WELFARE AGENCY

DEPARTMENT OF SOCIAL SERVICES
744 P Street, Sacramento, CA 95814

October 11, 1094
REASON FOR THIS TRANSMITIAL

ATL~COUNTY LETTER NO. 94-86 [x] State Law Change
[X] Pederal ILaw or Regulation
TO: ALL COUNTY WELFARE DIRECTCRS Change
[ 1 Court Order or Settlement
Agreement

[ ] Clarification Requested by
One or More Counties
[ ] Initiated by SDSS

SUBJECT: SAWS 2 (9/94), STATEMENT OF FACTS, CASH AID, FOOD STAMPS, AND MEDI-CAL

This letter transmits a copy of the SEWS 2 (9/94), Statement of Facts,
Cash Aid, Food Stamps, and Medi~Cal. The SAWS 2 will be used by the Interim
SAWS counties for Cash Aid, Food Stamp and Medi-Cal Only cases. Non—SAWS
counties have the option of using the SAWS 2 (9/94) for Cash Aid and Food Stamp
cases in lieu of the BC JA 2, Statement of Facts, Cash Aid and Food Stamps; and
for Food Stamp Only cases, the DFA 285-A2, Application for Food Stamps, Part 2.
An attachment to this letter outlines the differences between the SAWS 2 and the
BC JA 2. .

STOCK

A major change to the SAWS 2 may occur in the next few months. The SAWS 2
will be a Master Only form; no state reproduced stock will be made. Counties
are, therefore, advised to limit locally reproduced stock. If such a revision
is necessary, counties may not be able to deplete (SAWS 2) 9/94 stock. In
January 1995, the California Department of Social Services will advise counties
of the status of the SAWS 2 and the date state produced stock can be expected.

TRANSTATIONS

Copies of the Spanish and Bsian language versions (Chinese, Lao, Cambodian,
and Vietnamese) of the SAWS 2 (9/94) will be forwarded to the County Forms
Coordinators by the lLanquage Services Bureau when the translations are
available.
CONTACTS:

If you have any questions or need further information, please contact the
following staff regarding the specific program areas:

© SAWS 2 or this letter: Elizabeth Allred (916) 657-3350 or CAINET at
. 437-3350;




o the Food Stamp Program: Melissa Buchanan at (916) 654-8467 or CBLNET at
464~-8467;

o a camera-ready copy of the SAWS 2: The Forms Management Unit at (916)
657-1984 or CAINET 437-1984;

© Bsian/Spanish translationg: Shirley Iu, at (916} 654-1277 or CAINET at

464-1277.
Sincerely,
MICHAEL C. GENEST
Deputy Director
Welfare Programs Division
Attachments
cc:  CWRA

Frank Martucci, Department of Health Services




SAWS 2

The SAWS 2 (9/94) integrates questions from the statements of facts for each of
the following three programs: Cash Aid, Food Stamps, and Medi-Cal. The
following outline identifies significant narrative and format differences
between the SAWS 2 (9/94) and the BC JA 2 (11/92). Unless otherwise indicated,
the referenced items below refer to the Ttem mumber on the SEWS 2, not on the
BC JA 2. Routine changes in the County Use Only (CUO} section to annotate the
new, revised or deleted items are not discussed.

Pagez 1 and 2

o Narrative for campleting Items 2 and 3 was added for Medi-Cal Only (MCO)
parposes: “"But if you are applying for Restricted Medi-Cal....”

o The Adult/Child identifying information in Items 2 and 3 were revised:

- "Citizenship/Timmigration Status" was reworded.

- the "Blind or Disabled" item was revised to "Blind, Deaf or Disabled."

- the "Pregnant?" status question was added eliminating Ttem 3, "Is anycne
pregnant?” on the BC JA 2. The CIO sections on pages 1 and 2 were
revised to incorporate a checkbox for the (completion and forwarding of
the) CA 2.1, Questionnaire/Notice and Agreement, and CA 371, Referral to
District Attormey. Documentation of the WIC referral was relocated to
the "Requlations Met" section on Page 13, as follows: “Pregnancy
verified/WIC Refexrral."”

o In the CUD section in the right column on Pages 1 and 2: "GAIN" [Greater
Avenues for Independence] replaced "AFDC" in the "Work Registration/
Exemption Codes" section.

o The CO section at the bottom of Page 1 has been revised and reformatted:
~ the second column was retitled "FS Work and Training Exemptions."

- a third column, "GAIN Exemptions," was added. Note: The "GAIN
Exemptions"” include recent changes identified in All County Letter 94-4%
regarding Exemption 08, "Child Under Age 3 (Full),” and Exemption 12,
“Care of Child Under Age 3 (Limited)."

o The CUO section to the right of Item 3 on Page 2 was revised for a new
Child Support program regarding the establishment of paternity for the
IV-D agency. Effective, January 1, 1995, ummarried parents can
voluntarily acknowledge paternity on a state developed form called the
"Declaration of Paternity." Under separate cover, the Child Support
Branch will release a copy of the Declaration with a transmittal that will
provide details of this new program. MNote: The CUD section does not need
to be campleted until January 1995.

Page 3

o Ttem 6B adds the FS Only question regarding foster child(ren) and foster
care incame.

o Ttem 8, the question establishing residency in California, was revised.

o The relocation question (Item 8 on the JA 2) was deleted.




Page 4

o

o
for assistance unit members under age 19.
Page 5

o In the CO section to the right of Ttem 207, counties may document "Chi.ld
Care Informing” for CABP [California Alternative Assistance Programs],
{Supplemental Child Care], or NET [Non-Educational Training].

o Narrative was added to Item 20B to provide examples of reimbursement for
child care costs, such as "costs paid by relative or friend, Department of
Education...."

o Ttem 23 adds "Gross Monthly Income Earned From This Job Before the
Strike."

Page 6

© New item 25 adds: "Who do you want as the head of your food si:amp
household?" In the CUO section, "H of H" is an abbreviation for "Head of
Household™ and "HH" is for “"Household."

o Ttems 26A and B: "Is He/She a Native American? If 'YES,' List Tribe."
In the CUO section, counties can annotate Tribal JOBS Referrals.

o The table in the CUO section determining the Principal Earner was
reformatted.

PAGE 7

o Item 27 was revised tos:
~ reformat the "Social Security Bemefits" section.

- add "(Money for) Medical bills or premiums” to the "Support" section.
- add "Aid and Attendance™ and "VEAP" to the "Veterans Administration"
section.

o The CUO section to the right of Item 272 was revised for the FS program.
As outlined in ACL 94-67, new FS requlations exclude the "earned incame of
children who are elenentary or secondary school students at least halftime
and who have not attained their 22nd birthday at the beginning of the [FS]
budget month."”

o Item 29B was added: "Does anyone own a house which is not lived in now
that he/she hopes to return to sameday?"

o On Pages 7, 8 and 9, the CUD sections were revised to document totals for

Item 14, FS Food Distribution Programs, and Item 15, the Out-of~Hame
Residency question, were reformatted to facilitate completa.on by the
applicant.

Ttem 17 adds Cal-Tearn questions regarding pregnancy and teen parenting

"Countable property" for each program.




PAGE 8

o

Item 30, the resources question, was reformatted to include property items
listed in separate questions on the JA 2, such as life insurance and
burial plans.

Ttem 31 was added for MO cases regarding the signing of a lien or a

o
security agreement "as security for health care services."

o Item 32 was revised:
~ to change bullet two to "guns; tools; business or sporting equipment.”
- to reverse the third and fourth bullets.

- to add "Pickle Program: $500+ limit" to the CUO section (for MO cases).
PAGES 9, 10, and 11

o0 Item 33A: Narrative in the first sentence was revised to read: "Has
anyone sold, spent, traded, transferred...." HNarrative in the second
sentence was revised for MNO cases: "(...and within the last 3 years (36
months) for Medi~-Cal).™

© Item 33B regarding receipt of "money from insurance or court settlements,
inheritance, lottery or back pay..." was added for MNO cases.

© TItem 34: The motor vehicle sections campleted by the applicant and by the
county were reformatted to parallel the format on the DFA 285-A2. Other
changes to the CUO section were made to incorporate Medi-Cal documentation
needs. :

o TItems 35 and 36 were reformatted to parallel the DFA 285-A2 format. The
CUO section was modified to include documentation for metering and
proration of the SUA {Standard Utility Allowance].

0 Item 43 and, for MO cases, Ttem 44B were added to identify and determine
the extent of physical or emotional problems in the assistance unit.
PRGE 12

o Item 45 was reformatted.

o  Item 46 for Child Health and Disability Prevention Program (CHDP) was
revised.

o The "Certification" section was language and format simplified.

© The primary signature block was revised to read: "Signature (Parent or
Caretaker Relative, Medi-Cal Applicant, Food Stamp Household Member or
Food Stamp Authorized Representative, )"

PAGE 13
0 Medi-Cal needs were incorporated onto this page.
o The FS Tests section was reformatted to parallel the DFA 285-A2.




STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY

" STATEMENT OF FACTS

CASH AID, FOOD STAMPS AND MEDI-CAL

® Fillin the answers to all questions about the benefit(s) you are asking for. Print all answers in ink. The
: “CA" for Cash Aid, "F5" for Food Stamps and "MC" for Medi-Cal listed 1o the left of sach question tel:
you which guestions are for each program. if you need more space, attach another sheet.

DEPARTMENT OF SOCIAL BERVICES
DEPARTMENT OF HEALTH SERVICES

COUNTY USE ONLY

CASE NAME

CASE NUMBER

® Give any proof (such as bills, receipts and records) to support your answers. Tell your worker when
you need help in getting proof or in filling out this form. ‘ . T
@ i you are asking for Food Stamps and you are not an adult member of the housshold, attach a written
authorization signed by the head of household or other adult member.
A @ Name of person applying, or caretaker relative of child{ren) for whom aid is HOME PHONE ] New ] Restoration
wanled, () L] Redetermine ] Recertification
‘HOME ADDRESS (NUMBER, STREED) MAILING ADDRESS (IF DIFFERENT) BAYTIME PHONE i K
() (J Residency Verified
IFsiD OmMc D
ey STATE  ZPCODE  JOITY STATE APCOO% B ks Aged/Disabled Verified
(2) For each ADULT living in the home, give us all the facts. But if you are applying for Reglricted Medi-
Cal, DO NOT give us any facts in any of the shaded boxes, such as Citizenship/immigration Status,
Sociat Security Number, and/or Birthplaca,
APPLIGANT'S NAME (FIRST, MIDDLE, LAS N FS Non-
gé (A) ( E EsjEx (‘/!Zj . R HHZExciuded
. [ caew
RELATIONSHIP TG APPLICANT OR CARETAKER RELATIVE BIATHDATE cAan
/ / Work Registration/Exemption Codes:
BLIND. DEAF OR DISABLED? PREGNANT? BIRTHALACE (QWY@T;\_{EQOUN}’BY} B - GAIN Fg
Clves [ONO Oves [ONO R o
TYPE OF AID REQUESTED {v) MARITAL STATUS () VERIFHED: {7 Blind/Dealf
(] Cash Aid (3 Food Stamps ~ [JNone (I Married I Never Mariad (] Separatad IC} S8N Disabled
[ Full Medi-Cal 3 Restricted Madi-Cal [ Divorced {J Common Law U] Widowed O citizen/immig. [ SAVE
ADULT'S NAME (FiRST, MDDLE, LAST) SEX (v} : g > FS Non-
gé (8) OM OIF & o ‘.‘g‘?’ HHExchuded
MC 1M e TINCS] Memaer Code
T way
RELATIONSHIP TG APPLICANT OR CARETAKER RELATIVE AT
Work Registration/Exemption Codes:
BLIND, DEAF DR DISABLED? PREGNANT? GAIN Fs
[Jves [InO Oves {INO :
TYPE OF AfD REQUESTED {v') MARITAL STATUS {«') VERIFIED: (] Blind/Deal/
[ cash Aid "] Food Stamps {1 None {1 Maried O Never Married [ Separated i ssN Disablad
[ Full Medi-Cal [ Restricted Medi-Cal I Divorced [ Common Law  [] Widowed (] Citizen/immig. [ SAVE
ADULT'S NAME (FiRST, MIDDLE, LAST) v CITIZENBEURIMMIGRATION STATUS | ¢ ) F5 Nom
g‘é (<) ESX( [):3 o 1 R{A & W & HH/Exciuded
MG MLIF Ej : (WA ) Member Code
T T eanti
RELATIONSHIP TG APPLICANY OR CARETAKER RELATIVE BIRTHDATE CA T
. ' / / :  Work RaglstratlonIExemptlon Cod"ews
BN, OEAF OR DSABLEDT PACGHANT? BATHPLACE v TATECONTRY T
Clves [Ino L1yes {INO
e oF apmeauesten (V) lwamacstatis (4} o vemrE [ Blind/Deall
{1 Cash Aid {]Food Stamps {1 None [ Maried [ Never Married [ Separated 188N Disabled
U Full Medi-Cal ] Rastrcted Madi-Cal [l pivorced O Common Law [} Widowed {7 Citizen/immig. [ SAVE
COUNTY USE ONLY
FS NON-HH/EXCLUDED MEMBER (63-462) FS WORK/TRAINING EXEMPTIONS {63-407.1, .2} GAIN EXEMPTIONS {42-788 THRU 42-79%}
t. Separate HH (Purchase/prepare) (,12, 13) a Undar 16/60 or older o1 A '
. ge undar 16
2. Separate HH (Elderly/disabled)  (.15) a(t) 1617 nol Hof H; or 16/17 In 02 School Atlendance
3. Roomer (musl be listed in §3 ) (211) schooltraining al least 172 time 03 Hiness or iniu
4. Live-in atendant {212 b, Memalshysically unit lry
5. Other shared living quarters {.213) ’ entally/physically u 04 Age 60 or oider
6. Ineligible afien (221} ¢ GAIN registered 05  incapacity
7. Boarder {must bo listedin {3)) {3) d. Caras for chitd under & or 06  Hemoloness
8. SSN disqualifled (.227) ncapachtated porson a7 Cara of Ancther individual tn HH
9. PV disqualifiad (223} 8. UIB registersd 08  Care of Chiki Under Age 3 (Full)
10. Worklare sanctioned {.223) f. Parliclpan! In drug/aicohol program 09 Pregnancy
11. SSUSSP reciplent {.224) g 30 hour week/min. x 30 10 Working 30 hours per week
12. Inefigible student {.226) h. Meats studant alig. reqs. 11 WISTA participant
13. Work req. disqualitied (.227) 12 Care of Child Under Age 3 {Limitad)
14. Quaslicnable Cilizenship {403.312)
SAWS 7 (/84) CA Z/DFA 265-AZMMC 210 REGUIRED FORM—NG SUBSTITUTES PEAMITTED Page 1of 13




Page 20f 13

For each CHILD living in the home, chi

4t of the home for a short time, or child you claim,

a tax

’ @ dependent, glve us all the facts. DO NOT give us any COUNTY USE ONLY
facts in any of the shaded boxes, such a8 Ctlizanshiplimm!grallon Status, Social Securlty Number,
and/or Birthplace.
gé\ (A) CHILD'S NAME (FIRST, MIDDAE, LAST) DA NEEDAID 45 > ‘!*Q;b De;ggrm of . Jé:;"ff&w
Mo IOHECK 4/ “E”"“E Wi )i vy Completed | tamber Coda
e : g | Jves [Ono
BLIND, DEAF, OR DISABLED? GHAN - % 3 § O CA21CA 3T NA
= Ly
[/ LIVEs CINO ‘D VES LINO 2 g g2 Work Registration/Exemption Codes:
TYPE OF AID REGUESTED (/) MOTHER'S NAME QAN S
(-] Cash Aid (] Food Stamps ] None — ‘ -
[ FulMediCal [ Restricted Madi-Cal Vorified: {1 BineMDeatDisabled
REL"I;?ENTSA';’%’RT%{?%&%AM 5 O%W%ﬂ\ém»‘% ,N? FATHER'S NAME 0 Dfa?)rivaiion. Ol Age [J SAVE
] yEs [INO {1 Chizenfimmig. 71 SN Date:
CA (B} CHILD'S NAME (FIRST, MIDDLE, LAST) S Q’ Declaration of F5 Non-
cA St r\{‘ Patarrilty HH/Ezcluded
) () )] Complated | Membar Code
= P O
BIRTHDATE BUIND, DEAF, O DISAR.ED? PREGNANT? [0 cazicAari I NA
/ / (Oyes CnNo Jyes OONO Work Registration/Examption Codes:
‘ ) MOTHER'S NAME GAIN Fs
S S:; L‘:Ldlc " 8 ;mg;a? 5‘: d%—CaiI:E Nena Verified: [3 BindDeafisabled
BERNERORET [ ROnamgy, | e D Depttion A0 [ SAVE
O vaos NG [ Citizenimmig. £ SSN Date:
R (C) GHILD'S NAME (FIRST. MDDLE, LA | Deciaration ot | TS Hon-
MSC © ¢ M ol %Qb © < Patermity | HH/Excluded
() (V) (/)] () Completed | Memoer Code
OM OF [{FRef : [ 1ves (INo
BIRTHDATE | BUND, DEAF, OR DISABLED? FREGHANT? L] cazicaar [Inm
/o LIYEs [INO (IvEs [JNO Work Registration/Exemption Codes:
TYPE OF AID REQUESTED () MOTHER'S NAME GAlN s
{1 Gash Aid (] Food Stamps 3 None - _ _
O Full Madi-Cal ) Restricted Megi-Cal Varified: (O BlindDealDisabled
AT L [ L O dapraton 0 4ge 01 SAvE
0 ¥YEs COINO O citzendmmig. O SN Date:
CA (D) CHILD'S NAME (FIRST, MIDDLE, LAST) 9,\5 Declaration of FS Non-
5% é:\) W Paternity HH/Exciuded
L Compisted | Member Code
L ) CAIMCAINCA! mpe
[ T3 E L) Refoge ‘ Oves Tine
BIRTHDATE BLIND, DEAF, OR DiSASLED? PREGNANT? (1 CA21/CA371IE] A
[/ Lives Ono CIves [INO Work Registration/Exemption Codes:
v MOTHER'S NAME GAIN ]Fs
[0 Cash i [J Food Stamps [ None — : -
[ FulMediCal [ Restictod Medi-Cal Veritied: (3 BindDea!/Disablad
RELATIONSHIP TO APPLICANT SCHLOLVNG I | FATHERS NALE g E?PW:"O” g ggSeN | gAVE
tizanmmig. ale.
L] YEs [INO
ESA (E) cHILD'S NAME (FIRST, MIDDLE, LAST N @ | Deciaration of FS Mon-
Fs, < ?":’ ‘,i Paternity HVExchsded
TR SEX (o] (Wi ()] {w)] Complistad | Member Code
CmMm OOF f 1ves (I
BIATHDATE BLIND, EAF, OR DISABLED? FREGNANT? [ cAzicaar ONaA
L ) Lives [INO [IVES [INO Work Registration/Exemption Codes:
" TYPE OF AID REQUESTED (4 MOTHERS NANE GAIN F&
[ cash Aid (] Food Stamps [ None — , - e
() FutMadiCal [ Resticted MediCal Verified: L Bind/DesDisatled
REUATIONSHIP O APPLICANT 15 CHILD LIVING N FATHER'S NAME {J Deprivation [ Age [T SAVE
OR CARETAKER RELATIVE YOUR HOME NOW? - ‘
C1ves TINO [ Citizendmmig. [ SSN Date:

A @ If the other parent(s) of the child{ren) or unborn does not iive with you, complete balow:

PARENT NAME

REASON

PARENT NAME

REASON




CA @ Has ahyone changed citizenship/immigfation status in the last 12 months? 1 YES I NO COUNTY USE ONLY
FS wiar .
MC H"YES", complete below: 71 Verit. on Fiie
WHO WHAT CHANGED DATE ALIEN NUMBER (iF APPLICABLE)
O cAed
0 mMmc13
CA A. s a foster child living in the home? (7 YES [ NO
FS 1 "YES", who:
. B. Do you want the foster child(ren) and foster care income
S counted on the Food Stamp Case? U Yes ONO
gg @ Has anyone ever used any other name (maiden, adoptive, etc.)? O YES {INO
MC i *YES", complete below:
WHO GTHER NAME(S) USED
WHO OTHER NAME(S} USED
CA o A. Does everyone live in California? YES | NO
FS If *NO*, explain:
MC
B. Does everyone plan to stay in Califernia permanently?
I *NO*, expiain:
C. Does anyone own, lease or maintain a home outside California? LI Property
# *YES", explain:
D. Is anyone currently getting public assistance outside California? O pa
If "YES*, explain:
E. [s anyone planning to leave California for more than 60 days? Caiif. Resident
if "YES", explain: O Yes [ No
MC Are you or any family member claimed as a deduction for income tax purposes O YES [ NO
by a person who does not live with you?
if *YES", who:
WHO CLAIMS FAVILY MEMBER ADDRESS RELATIONSHIP
WHO CLAIME FAMILY MEMBER ADDRESS RELATIONGHIE
CA @ A. Has anyone's Cash Aid, Food Stamps or Medi-Cal been stopped due to: [T YES O NO
Fs non-cooperation during a quality control review, work or training sanctions, or
Mc for any other reason? :
i "YES", axplain below:
wi wrY WIHEN WHAT COUNTY/STATE
CA B. Has anyone's Cash Aid or Food Stamps been stopped for 6 months, 12 months,
FS or forever due to welfare fraud or an Intentional Program Violation? O YES [INO
it "YES", explain below:
WHO WHY WHEN WHAT COUNTYISTATE

FS @ Does anyone living with you buy food and fix meals separately from others in

the home? C1YeES OO NO
I "YES", explain who:

Separate household sligible:
(YES LINO

FS@

is anyone living with you age 60 or older and unable to buy food and fix meals
separately because of a disability? 1 YES OO NO
if “YES*, explain who: :

Separate household eligible:
T1YES O NO

Page 3 of 13




Page 4 of 13

ESA @ A. Does anyona pay you for me.  and/or a room? 0. 4 CNO COUNTY USE ONLY
MeC K "YES", complete below: Household Elects HNEOVER
WHO GHECK (v HOW MUGH HOW OFTEN NO. OF MEALS
: PER DAY BOAADER | HHMEMBER
m Meals D Room D Both | §
Fs B. Do you pay someone else for meals andypr a room? OYES [INO
NAME CHECK (v HOW MUCH HOW OFTEN NO. OF MEALS
PER DAY
{1 Meats [ room [ Bom|s
Fs . Doss anyone get food frotn any of the following programs? LIYES LINO
O MealsonWheels [] Communal dining factity for the elderly or disabled
[l Food distribution program operated by a Native American reservation
[0 Other food program
Wro NAME OF PROGFAM WHE NAME OF PROGFAM
CA Does anyone live in any of the following: LJYES LINO | FS Eligible Institution
'I:‘Sc ¥ *YES", complate below: ] hospital or nursing home C1YES IINO
O shelter, canter {1 subsidized housing for the siderly -
. . . T CA Eligible
(] reservation for Native Americans [3  drug or alcohol rehabilitation center CIYES [INO
O psychiatric hospital/mental institution {1 board and care home
[0 group living arrangament for the disabled/bling [  penal institution/corractional facility
WO RAME OF GENTER, SHELTER, HOSPITAL, ETC. DATE ENTERED DATE EXPECTED TO LEAVE
MC B. Does the parson who is in a hospital or nursing home have a spouse or [JYES [INO
minor child at home?
CA @ Is anyone ege 16 or older enrolled in school, college, or a training program? [JYES [ONO | School Enrollmeant Verif,
;% i "YES", complets below: COYES OONO
A name AGE | NAMEOF SCHOOUCOLLEGE/TAMMING  |UNITSMOURS | EXPECTED DATE | WORKING? Date Verified:
PROGRAM PER WEEK OF GRADUATION O YES TINO
f1YES
ENROLLED CHECK (V)
L1 Full tme [ Half time [INO
(O Other (specify):
B, NAME AGE | NAME OF SCHOOUCOLLEGENTRAINING | UNITS/HOURS EXPECTED DATE | WORKING? Schoot Enrollment Verif
PROGRAM PER WEEK OF GAADUATION TTYES [INO :
O YES
ENROLLED CHECK {v) 1N Date Verified:
U1 Full time £ Half time .-
£ Gther (specity): FS Eligibie Student
r?é B. Compiste betow for anyone enrolled in college or attending & simliiar educational institution.
MC TERM TUTION/FEES PEA TERM BOOKS, EQUIPMENT, ETC., PER TERM Expenses Verified
0 Sem¥ster [ Year C1 Quarter $ $ [JYES [INO
AOLND TRIP PER DAY TG DAYS ATTENDING PER WEEK TRANSPORTATION USED Date Verified:
SCHOOL/CHILD CARE (MILES)
TRANSPORTATION COSY PER WEEK . | AMOUNT PAID BY GAR POOL MEMBERS PUBLIG TRANSPORTATION (BUS, ETC ) PER DAY Financial Aid
. $ $ CIYES [ONO
TIYES LINO | Verified:

3
CA @ is anyone under age 19 and pregnant or 8 leen parent?
#"YES" complete below;

AGE

NAME CHECK () STATUS

L[] Pregnant [ Teen Parent

SCHOOL STATUS, CHECK {v)

(O High School Diploma 1 cepb [J Mot Attending School (explain):
(3  Currently Attending School 0  Other (explainy:
NAME WGE CHECK {v) STATUS
{1 Pragnant [ Teen Parent
SCHOOL STATUS, CHECK (v}
T3 High Schoot Diploma O GeD [} Not Attending School {expiain):

] Currently Attending School [0 GCther {explain);

(3 Packet given to applicant

{Cal-Learn Informing)
[J HReferred to GAIN

Verified:

(1 Packet given to applicant
{Cal-Learn Informing)

O Referred to GAIN

CA Has anyone been In the U.S. Milltary Service or the spouse, parent or child
FS of a person who has been in the military service?
MC i *YES®, explain: (List name, branch of service, etc.}

OYES L[INO

[P CcAS




COUNTY USE ONLY

Is anyone %ncludin children working now or ax ect to be working in the
FS next! months? g 9 P 9 [JYES [INO
© MC i *YES", complete below: Eamings and Expenses
{NOTE: If self-amployed, fist and explain expenses on & saparale sheet of paper and attach it to this form.) {v/JCheck If sxampt
NAME 0l ves ol No EMPLOYER NAME CecupATION §CicA TTMC Fs: L Adult L1 Child
CAYS/HOURS WORKED PER MONTH FAY DATE(S) WAGES BEFORE DEDUCTIONS TIPS DR COMMISSIONS Seif-employed farmer? [ YES 1 NO
par [ YES Amouni $ [INo } [ Verified
- E1ves O No FHPOTERRAE oceuRATION O cA O Mc Fs: O Adutt 3 Child
DAYSAHOURS WORKED FER MONTH PAY DATE) WAGES BEFORE DEDUCTIONS TIPE OR COMMISBIONS Salf-empioyed farmer? [] YES [ NO
par [t YES Amount CINol O verified
CA A. Does anyone pay for care of a chlid disabled adult, or other dependent ; i
FS . 80 he/she can goyto work, school, or look for a job? OYES [ONO Eh”‘éiir; '"%mgg c O NeT
c i “YES", complete below and ( v ) work or training
WHO GETSCRAE WHO PAYS WHO GVES CARE WORK FMOUNTAVHEN
TRAINING 3 EVERY i
WHO GETS CARE WHG PAYS WHO GIVES CARE TV wors " AMDUNTANFE N U Verifisd
[ v 5 EveRy Is there another pe?rson in MFBU who
CA B. Does anyone get his/er child care costs pald for them? TIYEs [ NO | couid provide care?
ﬁ‘: tnclude costs paid by relative or friend, Department of Education, Iyes I NO
Block Grant, CARE, TCC, NET, GAIN, etc. if Yos. who:
It “YES", complete below: es, Who:
NAME OF EHiD AMOUNT HOW OFTEN WHO #AYS
5
NAME OF CHILD AMOUNT HOW OFTEN WHO FAYS
5
@ Doss anyone pay child or spousal support? (OYES [0 NOY court Order on Fite? ] YES T NO
HYES’, complete below:
Amount Ordered
WHO PAYS FOR WHOM? AMOUNT BER MONTH $
$
gé\ @ Has anyona stopped or refused work or training within the last 60 days? LIYES DONO|M ca O Fs I MC
c If “YES", completa below: 30 days 60 days 30 days
NAME x%‘gﬂffﬂ OH:?GURSOF Did this person get or expect fo get wages or benafits this month? Empl. Statement I ves [0 NO
orgplate below, {1 YES [ NO
Last month LAST PAYCHECK RECEIVED (DATER AMOUNT BEFORE DEDUCTIONS: Giood Cause Determ. [J YES [INO
; Voluntary Quit? C yes CINO
...... This month EXPECTED CHECK (DATER AMGUNT BEFORE DEDUGTIONS: ¥
NRAME AND ADDRESS OF EMPLOYERTHAINING PROGRAM s N
"LAST DAY OF WORK/TRAINNG. TIPS OR COMMISSIONS FS Vol. Quft or Refusal
[ vES AMOUNT S 0] xo J Work history fast 90 days.

AEASON FOR LEAVING JOB/TRAINING:

NAME

RUMBER OF HOURS OF
WORK/TRAINING

Last month
This month

NAME AND ADDRE &S OF EMPLOYERTRAINING PROGRAM

if “YES", complete below.

Bid this person get or expect to get wal es of benaiits this month?
f1YEs

0 Mmc
30 days

1 cA (1 Fs

LAST PAYCHECK RECEIVED (DATE):

AMOUNT BEFORE DEDUCTIONS:

| EXPECTED CHECK (DATE):

AMOUNT BEFORE DEDUCTIONS:

$

"} Empl. Statement

30 days 60 days

[1yes [JNO
Good Cause Determn. [} YES [ NO

[LAST DAY OF WORK/TRAINING:

TIPS OA COMMISSIONS
U1 ves amounts

O w

Voluntary Quit? [} yes OO No

AEASON FOR LEAVING JOB/TRAINING:

FS Vol. Quit or Refusal
[J Work history last 90 days.

A @ Is anyone on strike? [DYEs TINO
It "YES“ complete below:
NAME OF STRIKER NAME AND ADDRESS OF EMPLOYERITRAINING PROGRAM
Striker Fegs Apply [ YES [ NO
NAME OF UNION Oca [OFs [IMC

DATE WENT ON STRIKE

GROSS MONTHLY INCOME EAANED FROM THIS JOB BEFORE THE STRIKE

Has anyone applied for or received

unemployment or disability insurance

benefits in the last 12 months? Jyes ({ONO
MC If “YES", complete below:
NAME DATE APPLIED WHERE {COUNTY/STATE) DATE LAST RECEIVED
NAME DATE APPLIED WHERE (COUNTY/STATE) DATE LAST RECEIVED
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Employment History
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FS @ Who do you want as the head of your food stamp househoid?

COUNTY USE OMLY
K of H picked oy:

CA Has any parent living In the home worked or be.an In fraining In the past 5 yeare, f "YES", complete below: M vyes O NO Ll O co
Fs @ ® include all work done outside the U.S. o Frincipal eamer/Uis
MC ® Include work done in exchange for something besides money, such as rent, food, utilifies or gnything else, ?‘7”"_"’"'9’"‘5 o
arrings irom monin prior
A NAME 15 HEIBHE A NATIVE AMERICANT 00 YES [ NO| o monihof appiication
IF “YES", LIST TRIBE; App Date:
Begin with this person's most recent job or training. Earnings from
w
Name and Address of Employer or Wran Employed d Ad Whean Employed
Training Program From T Amount _b:raarir:‘?n:npmgrdar;ss of Emplayar or From T Amount MOYH 261 A @ B
MO DAY YR Paid MO DAY YR Paid
( v ) Check, i Work or Training To [ ( v ) Chack, If Work ar Training To [ $ $
1. § 5. D Work $
B work From [ 1 week v o From i D Waakly
1 Training o /11T womny L Training To i ¢ 1) momhiy
2, $ 6. 1 work $
Ll Work From [ [:] Weakly From 7 {:] Waakly
. Traini
0 Training To por{d Marthiy U Training To p | Monthly
3 $ 7. 0 $
W Work
= ok From [ [:] Weakiy From f! {:l Woeky
- Traini
[ Training o ;o |“_‘__'| Manihly O raiming To /o {:] Monthly
4. O work $ 8. 3 work £
Frorn I ] Wealy From [ ] Wookly
O Teaini Traini
raning To ¢ ¢ Monthiy [ Training To [ D Monthly
B, NAME TS HE/SHE A NATIVE AMERIGAN? ] YES [0 NO
IF "YES" LIST TRIBE:
Begin with this person's most recent job or training.
Name ang Address of Employer or Whaen Employed When Employed
Training Program From / / Amount ?l;rirr»“anang:;ig;ss of Emplayer or From /7 / Amount
MODAYYR | paid g MopavYR |  Paid
( o/ ) Chedk, If Work or Training To I ( / ) Check, If Work or Training To F)
1. 5. $
g work From F [$:} 0 work From ! .
0 Teaini Weokly O] Traini Weoky
raining |4, F A oy raining |o 50T oy
2 O work $ 6. O work $
from I ! [::l Weeidy From P B Woskly
Traini Traini
] Training o ;1 ) Moy L1 Training To ¢ {3 Moniy
3. 1 work $ 7. 0 work §
Fom 1 71T wesky T mom 1 T ey
£ Teaini Traini
Faining To F D Monthly & Training To i ! {:] Monthly
4 L wok $ 8. O work $
From ! | Woekly From [ B Woaky
O  Traini Traini
raning To ¢t g Monthly L] training To o | Monthiy
COUNTY USE ONLY
FRINCIPAL EARNER (PE) DATE OF APPLIGATION GUARTER OF APBLICATION
PE* eligible or would have been eligible to receive UIB in last 12 months? O ves O NO A: $ $
Redetermination — Federal eligibility was determined per [1CA 2 [uA 2 [Osaws 2 OOMC 210 Date: Tibal JOBS Relerral

T T
]
Do only for i Beginwith Yoar
the PE® E the quarter iryaner
i priorto the
! guarmerof  [Work ($50)
! application [Training
l (GAIN, etc)

Are thera 6 quarters of work
and/or training within any
one of the 13 consecutive
guarter pericds?

The last day PE worked?

{1 ves 1 NO

<4

>

>

>

Case is

[l Non-Fed

[ Fed effective

>

*Principal Earner — the parent who earned the most income in the fast 24 months prior ta the month of application.

0 vyes O WO
Lig;

D
d
[

Must apply for
Currently Receiving

Ineligible’Reason.

Veril, on file

C:
@s
Tribal JOBS Referral

0 vyes [0 wNO
uiB:

Must apply lor
Currertly Receiving

ineligible/Reason:

O o000

Veril. on file




CA A. Does anyone, including chiidren, get or expect to got money from any source listed balow? COUNTY USE ONLY
ES Chack (v) YES or NO for each item,
MC [ Casualty Unit Notified
YES  NO | . ‘ YES NO | [ Veri(s) on File
+ Training *  Strike benefits il t Explain Anticip. Income
-Work Study, JTPA, GAIN, = Veterans Administration '
or other program ] N Aid and attend 0 )
-Cther training alfowance i Cl B ' a{’, afiencance 0 0
+  Educational grants, loans -Disabiity
and scholarships O o -Gf B/VEAP 0 O
. Wolfare «  Military aflotment or pension 8 [
-AFDC [l O *  Rallroad Retirement
-Refugee Assistance £ O -Disability 3 J
-GA/GR {General Assistance/Relief} [ ] -Retirement [ ]
S Ot todar e o
-UIB {Unemployment insurance) | O -gi <abil gency . q
-DIB/SDI {State Disability) O ] ability
T t‘ 0 = -Retirement g d
OIers -ompensation + __ Other pensien or disability O |
+  Support . e
Child/spousal 0O [ | Loans, gifts, contributions | d
-(Money for) Medical bills or premiums [ | : E“?D“?e Erorr} rental propem‘( O (]
~ Social Security Benefits *  Winnings (bingo, lottery, prizes,
-Disability O 7 etc.) 0 J
-Retiremeant or survivors [} | . Sale of netes, contracts, trust
.88 9 0 deeds, promissory notes £l ]
+  Legal or Insurance settiements/ = Other (Explain) L J
court actions pending [ O
i *YES", compiete below: {v') if exernpt
WHO WHAT AMOUNT (BEFORE DEDXCTIONS, tF ANY) | WHEN HOW OFTEN CA Fs MC
$
$
$
cA . Does anyone expect a change in the current amount of money received O} YES [ NO
FS now, such as a cost-of-living raise?
Mc f “YES”, complete below:
WHO WHAT AMOUNT WHEN
$
CA Does anyone get housing or rent, utilities, food or clothing free or in C YES O NO§ in.Kind income
Fs exchange for work? ) .
MC It “YES", complete below: Verif. onfile [J YES [ NO
TEM RECEVED WHO HECEIVES THE TTEM VALUE WHO PROVIDES THE STEM Partial Full
Housing o rent [ Free $ Earned Unearned
3 Exchange O O [
Uilities L] Free s
[] Exchange O O |
Food ] Fres s
(1 Exchange il il i
Clothing U Free s
[C] Exchangs O & 0
CA A. Does anyone own or is anyone buying real estate, such as land LI YES [ NO | Home Exermpt YES NO
FS @ and/or buildings anywhers, including outside the U.5.7 Other Real FPreperFyl =
Mc i “YES", compliste below. Includs land and/or buildings in which the title is shared, Marke! Value $
TYPE (LAND, HOUSE, USE (HOME, ADDRESS DR LOCATION OWNER{S) AMOUNT OWED Amount Owed 5
APARTMENT, ETC) RENTAL ETG) Nt Vaiua e
| Lien Applicabie [T yes 71 NO
CA B, Does anyone own a house that is not lived in now that he/she hopes to returnto [] YES L] NO
MC }Sf‘{g‘Eﬂng'? et bolow Total Countable property: Page 7
. complele below: EXPECTEN OATE OF RETORN] (List totals on page 9)
OWNER OF PROPERTY PROPERTY ADDRESS TIF KNOWHN)
AFDC &
F$ §
MC $
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COUNTY USE ONLY

CA A. Does anyone have any of the followlng resources?
FS Chack (v") sach item sither “YES“ or NO
MC ® Include all resources pwne with or for another person(s)

= d N L] "
® [nclude resources on which persons fisted in{2)
® The county wil detenmine whether ar not these resouices count

YES! NO YES | NO
Cash {on hand or alsewhare) Trust funds {whether or not avaitabls)
Uncashed chacks (on hand or alsewhera) Notes, mortgages, deeds of trust, contracts
of sale, elc.

Savings accounts - children's and adult's

IRA or Keogh plans, eic.

Checking accounts - whether or not they are
used Retirement funds which are available if you
stop work (such as PERS, efc.}

Credit union accounts

Employee deferred compensation plans

Stocks, bonds, certificates of deposit, monsy

market accounts, atc, Life insturance or annuity
Qil, mining, or mineral rights Life estate interast in any property
Bunal/Funeral arrangements, burial trusts, Other (explain)

plots or bunal space

income tax refund

IF “YES", COMPLETE BELOW:

{3 Trust Fund/MNot Court
Ordarad

[J Court Petitionsd
Date

(.} Resource Verfied:
Explain how:

Totat Value =

[1 Burial Reserve or Trust

O Revocable

[3  irrevocable

[0 Designated Fund
and Currant Value

&
C  Hestricted Account

TYPE OF RESOURCE OWNEA ACCOUNTPOLICY WO, | NAME AND ADDRESS DF BANK, ETC. | CURRENT VALUE Chack (#) if exempt
AFDC FS MC

$

3

$

§

CA B. Does anyone get or expect to get money from any of the above resources, [1YES TJNO
FS such as interest, dividends, etc.?

mc if "YES", complete below:

WHO SOURGE OF MONEY ANCUNT HOW OFTEN
$
$

MC @7y Are thare any flens recorded or did you sign a security agreement with a

@ doctor, cilnlc‘,l or hospital agalnst aﬂyY ropegrty owned b; ygu or any family LIYES LINO
member that Is used as securlty for health care servicas?

if “YES", complate below: ; e

Verified (] YES [INO

Lien Applicable T YES INO

LIEN OR SECURED | TYPE AND tOCATION OF PROPERTY DATE AND TYPE OF MEDICAL CARE [ NAME OF PROVIDER
AMOUNT REGEIVED/TO BE REGEIVED Secunty Agreement [ YES [J NO
MC 174 completed
$ and sent LI1YES [1NQ
CA @ Does anyone own any personal property which costs at least $100 C1YES [JNO
FS or which Is now worth at least $100, such as:
MC ® boats, 3-wheelers, off-road vehicles, snowmobiles, mobile homes, campaers, or traffers.

® guns; tools; business or sporting squipment, etc,

® pets or ivestock.

& jewelry, artwork, antiques, collections, cameras, musical equipment (planos guitars, amplifiers, stc.),
o not include weddmg and engagement rings or heirlooms.

If “YES", complete below:

ITER DATE | PURCHASE PRICE: AMCUNT TEM DATE PUACHASE PRICE: AMOUNT
BOUGHT | I & gt chack ) OWED BOUGHT | (If & gift check (v) OWED

and list current vaiue) ' ard list current vaius)

0 cift , 1 Gitt

$ ¢ $ $

(I Gift (] Gitt

& $ $ $

0 Gitt 0 it

$ $ $ $

1 Pickle Program: $500 + limit

Total Countable property: Page 8
(List totals on page 9}

AFDC §
FS $
MC §




o
MC

Has anyone sold, spent, traded, transfarred, or given away any real

COUNTY USE ONLY

property, such as a house or tand; or personal property such as monay,
cars, bank accounts, maney from a legal or accident insurance
settiement, or anything aise? OYES [1NO
(List any property sold or traded within the iast 2 years for Cash Aid, within the
last 3 months for Food Stamps and within the last 3 years {36 manths) for
Medi-Cal). _
If *“YES", explain what and whern:
Mc B, Has anyone received monay from insurance or court settiements, [MTYES CONO
inheritance, lottery or back pay in the last 3 years (36 months}?
. If “YES", complete below:
SBOURCE DATE RECEIVED AMOUNT
$
$

Closed Bank Accts:
[.] Food Stamps in last 3 months
O Cash Ald in last 2 years

(7] Medi-Cal in last 3 years
(36 months)

] Adequate Consideration
[0 Spenddown

LTC ONLY

Total Nonexempt Property
$

Fs @

Does anyone own, have the use of or have their name on the registration of any [ YES {1 NO
motor vaehicla, even if nol running?

Cormpute Vehicle Valuation in
Section Below

MC # “YES”, complete below. Look at your registration to get facts for each vehicle:
VEHICLE (1) VERICLE (2) VEHIGLE (3) [0 Verifications viewed
OWNER OF VEHICLE
NAME OF PERSON
WHO USES VEHICLE
YEAR/MAKE/MODEL
LICENSE NUMBER
Vehicle value
ESTIMATED VALUE $ $ $ (Enter Date of blue book issus or other
BALANCE OWED $ $ $ documaentation)
LICENSED? (v BOX) [0 YES JNO [ YES [INO C1YES OONO {1) Date: $
HOW DO YOU USE THE |3 Asa Home L General |[] AsaHome [ General {1 AsaHome L[] General |(2) Date: $
VEHICLE tse Use Use
[J Transportation towork ] Transportation towork  |{] Transportation to work (3) Date: 5
Q Other: ] Other: {;l Other:
(C} Fair Market Valuss-F3
FOOD STAMPS FMV
(A) s vehicle a homs, income Minus Minus Minus Minus
producing or used for a disabled $4,500 $4.500 $4.500 $4,500
household member? Excess , I I
{63-501.521) Vaile
(B} (D} Equity Values-F3S
1. is vehicle for home use? FMV
(AHow ona vehicle only) Mi
OR Inus
2. s vehicie used for job search, Encum«
amployment or training? fance
{63-501.523) Equity
Value
. __AFDC . Medi-Cal TOTALS: VEHICLE  FS
() 2 (3)
2 (H (2) Excess Value $
Class o
Year OMV/YR/ Class Code Equity Value $
Valug Vehicle Market Value 3% $ Grand Total Countable property
S e S ma - 1= 8 {List totals from pages 7, 8, and 9}
Amgn} Oowe - Less Encumbrances  § $ Page  AFDC Fs MC
Net Value
Net Value $ $ @ % $ $
$1500 Exempt:
$4500 Exempt: Exampt Oy ON DOy ONIB 3§ $ $
1 MV Oni
. 7 3 $ $
Total Value
0 Total $ 3 $
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cg @ A. Does anyone have any housing costs? O YES CINO COUNTY USE ONLY
MC K *YES", complete below: . Housing veriied [ YES [1NO
HOW MUCH HOW OFTEN BILLED ,
Total housing $
Rent $ (3 shared housing
House (mortgage) payment $ 0 YEs OONO
Property taxes (i not in house payment) $
insurance (it not in house payment) . $
Other {explain) $
CA 8. Does anyone else pay ali or part of these housing costs? include any OYES OINO
FS rental essistance programs, such as HUD, Section 8, etc.
MC If *YES", compiete below:
TYPE OF HOUSING WHO PAYS HOW MUCH HOW OFTEN BILLED
$
3
FS A. Does anyone have any utility costs? . [MYES [CINO
f*YES", complate below:
YES | NO | HOW MUCH HOW OFTEN BILLED E’:]“":‘;ESSVB"S‘*-'N o
Gas or ather fuel $
Meterad
Electricity or other fusl % 3 ves [ NO
Is the gas or electricity or other fuel used to heat
ot coof your house or cook your food? $ Client elocts:
Water $ [ Actual -
If Actual, Total Utilities
Sewage $ $
Garbage or trash $ 1 suA
Telephone (Basic rate for one phone plus tax) $ SUA prorated:
Ovyes O NO
i Hati iliti
nstallation of utilities $ 1§ YES, show computation:
Other (explain}
$
F& B. Doas anyone pay all or part of these utility costs? Include Low Income YES [JNO
Energy Asgsistance, alc.
if “YES", complate below:
TYPE OF UTHITY WHO HOW MUCH (5 OR %) HOW OFTEN BILLED
Document:
F$ You can authorize someone outside your household to pick up your Food Stamps foryouorto | [ Authorized
uss them {o buy food. H you would like to authorize someone, complate below: Reprasentative's
.D. Verified

NAME OF AUTHORIZED REPRESENTATIVE ADDRESS PHONE




Did anyone make a payment for health care s'ervlces or get medlcal/pregnancy T1YES CJNO

CA
MC . treatment this month of In the last three months before this month? CQUNTY USE ONLY
if “YES", compiete below: Retroactive Apphication
NAME OF PERSCON RECEIVING CARE MONTHS OF CARE PAYMENTS MADE DO YOU WANT MEDILCAL D Retro Only
FOR CARE FOR THOSE MONTHS
YES NO YES | NO | &1 Reatroand Cont.
7 Mc210A
CA Does anyone have MEDICARE coverage? FJYES TINO [0 MEDICARE referral
mc: i "YES", complete below:
_ WONTHLY PREMIUM
MEDICARE CLAIM NUMBER (V) DEDUCTED FROM PAID BY YOU
CHECK
PatA
D YES (I NO S
partB O] Ovyes CINO
PatA U | —ypg ryno | CJYES CINO
patB [
CA Does anyone have health, dental, vision, hospitalizalion or long term care [SYES LINO | 3 Health Care Options
MC insurance or health plans such as Kalser, Blue Cross, CHAMPUS, efc.? Explanation giv
f“YES", complete below: xplanation given
INSURANGE COMPANY PERSON INSURED EXPIFATIONDATE I PREMIUM AMOUNT [HOW GFTEN PAID ﬁ:ferral
$
[} DHSs&155
$
CA Does anyone have any health insurance available from a parent, employer, or C1YES [INO
MC absent parent, which has not been applied for?
) ~ H'YES", complete below: - N . . —
INSHEANCE COMPANY i PERSON TO BE INSURED PHEMILM  AMOUNT | HOW OFTEN PAID
$
{1 DHS6155
$
CA Is anyone's health insurance expected to end or has it ended within the last60 [ YES [1NO
MC days?
# “YES", compiete below:
INSURANCE COMPANY PERSON IN SUHED EXPIRATION GATE PREMIUM AMOUNT | HOW OFTEN PAID
L [3 DHS6155
$
CA Does anyone have a physical or emotional problem which makes it difficultfor [JYES [JNO
e them to work or take care of their needs? U] DED Packet
If “YES", complete below and (v ) if caused by injury or accident:
NAME OF PERSON TYPE OF PROBLEM INIURY/ |DATE PROBLEM | EXPECTED DATE
- - _ ACCIDENT | sTARTED OF RECOVERY
U (3 ard Pacty Liability

CA A. Does anyone have a medical condition(s} or situation(s) that requires any of the foliowing?

Check (v) each item YES or NO:
TR CEEETT TR YEE ) RO B “¥ES | NO
Spacial diet—prescribed by a doctor Very high use of utiiies
Special ransporiation need Special faundry service
Spetial telephone or other equipment Other {specty}.
Housawork (no ana in the home can do ) {
YES", explain: S T )
mC B. isanyone a disabled person who Is working and who has medical expenses, [ YES CINO
such as a wheelchair, etc., which are needed for the person to be able to work?
If “YES”, complete balow:
MAME OF PEASON TYPE OF EXPENSE AMOUNT.
$
§

Verifisd OJYES [INO
_ ] special Need (TYES CINO
Amount 3
0 IRWE (QMB and SGA}
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CA Does the housshold want to apply for a speclal need payment for housing
. or essential housshoid ltems lost or damaged due to sudden unusual COUNTY USE ONLY
glzgtérgft:;\:l;‘ sbt;ri::was an earthquake, fire or iood? TIYES D NO Special Need Verified:
' ‘ O YES ONO

Eligible for Speacial Need
O YES ONO

YES | NO {1 CHDP Brochure and

. The following services are avallable. Your answers to these questions will not

aﬂact your eligibility. Explanation Given
Regular check-ups to help protect your family's health are available upon Date:
reduest through the Child Health and Disability Prevention Program (CHDP) for O Referral
eferral

eligible members of your family undar age 21
¢ Do you want more information about CHDP Senvices? .....oviverrniienennns
* Do you want CHDP medical or dental S8rvites?.......rerrenircnrsnerann
* Do you need hslp making appoiniments or with transpodatnon
to CHDP services? ... [0 Pregnant [ Parent or
© Guardian of

B. If you are pragnant, you can get heip tmdang a doctor, getting transportation to 4 !
sea the doctor, and other halp. Do you want to talk to someone about this halp? . —— child under &

{1 Breastfeading [ Postpartum

C. Are you breastfesding a child? ... e
It YES, have you given birth within the last three months?.

If you checked "YES” to either of these questions, you may be efigible for L WIC referral

sarvices provided by the Spacial Supplemental Food Program for Women,
Infants and Children (WIC). [J  Family Pianning
Information Given
Referred Date:

i

D. Do you want information about Family Planning Services? ...

CERTiFiCATION

| understand the questions on this form. | understand the penalties, including the disqualification and/or welfare fraud penalties, if | give wrong facts
or fail to report all facts or situations on purpose that affect my eligibility or benefits for Cash Aid, Food Stamps and Medi-Cal. | understand the
specific penalties for Cash Aid or Food Stamps include fines, jail/prison, and/or stopping my benafits for a period of fime or forever.

t aiso undarstand that

. any facts | gave, including benefit and income facts, will be matched with local, state and federal racords, such as employers, the Social
Security Administration, tax, welfare and employment agencies, elc.

. all facts, including benefit and income facts, | gave may be reviewed and checked out by county, state, and federal personnel, and that if |
gave wrong facts, my Cash Aid, Food Stamps, and Medi-Cal may be denied or stopped.

. my case may be picked for reviews o ensure that my eligibility was correctly figured and that | must cooperate fully with county, state or
federal personnel in any investigation or revisw, including a quality control review,

. the county will send facts to the Immigration and Naluralization Service (INS) to verify immigration status and the facts the county gets trom
INS may affact my eligibility for Cash Aid, Food Stamps, and Full Medi-Cal.
. the Food Stamp household, any aduft member of a Food Stamp household {even if he/she moves out), the sponsor of an immigrant

household member or the authorized representative of residents in an eligible institution may be required to repay any benefits the
household should not have received.

. | must apply for and keap any availabie health covarage if no cost is involved; if | don’t, my Madi-Cal will be denled or stopped.

I declare under penaity of perjury under the laws of the United States of America and the State of Callfornia that the information In this
statement of facts Is true, correct, and complete.

SIGNATURE (PARENT OR CARETAKER RELATIVE, MEDI-CAL AFPLICANT, ADULT FOOD STAMP HOUSEHOLD MEMBER OF FOGD BTAMF AUTHORIZED HEFHE SENTATIVE) DATE
SIGNATURE [OTHEH PARENT LIVING iN THE HOME, IF APPLYING FOR CASH AID} DATE
BIGNATURE OF WITNESS TO MARK, INTERPRETER OR PERSON ACTING FOR APPLICANT/BENEFICIAY ~~ 777 77 ™™ T CipaTE




COUNTY USE ONLY
REGULATIONS MET? FOOD STAMP TESTS
CA FS MG Categorically Eligible Jyes CInNo [0 NA
YES| NO | YESi NO | YES| NC
Residancy Gross Income Tast
Deprivation Housshoid Size
Age Gross Monthly Income $
Citizenship/Alien status Gross Income Eligible (Dves Ono TINA
School enroliment
Pregnancy verified/WiC Referral Separata HH_ Income Test
85N Household Size
Income-—Gross and net income GTD.SS Manthly income_$ Ao
Proparty--Within limits and verified amount § Eligible for Separate HH Status L ves NO
Work registration Aged/Disabled O ves CINO [JNA
Sponsored alian
Federal participation established
(ITNO", expim%) DFA 285-C 0 ves [JNO
I NO, why:
HCO Presentation Referred
AFDG/MG SFU Size | AUMFBU Size Fs: HH Size:
D INELIGIBLE (REASON) {] INELIGIBLE {(REASON}
[ euame T serecrs canr AUTHORIZATION DATE M enome AUTHOREZATION DATE
) REDETERMINATION 7] recermiFcaTioN
 ELIGBILITY CONDHIONS MET (DATEY EFFECTIVE DATE
ELIGIRILTTY WORKER'S SIGNATURE BATE EUGIBILITY WORKER'S SIGNATURE DATE
SUPEAVISOR'S SIGNATURE {COUNTY OPTION) DATE SUPERVISOR'S SIGNATURE [COUNTY GPTION) DATE
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