Sample Form #1

DFA 285 Al —
Food Stamp Application









Application for Food Stamp Benefits

Important Information

» The U.S. Departmer.. of Agriculture (USDA) prohibits discrimination in all of ... programs
and activities on the -asis of race, color, sex, religion, national origin, or political beliefs.

You may file a comy
disagree with the de
»  The information on :
only for the purpose
may include confirm
(formerly INS) of the
benefits. Federal lav
cases of fraud.

nt if you think you have been discriminated against. If you
sion of the county, an appeal process is available to you.
3 application may be shared with federal, ste... and local =, . cies
>f verifying eligibility for the Food Stamp Proaram. This ess
on with the U.S. Citizenship and Immigre :1S)
nmigration status only of those persons ¢ : .

~ - T

ays the USCIS cannot use the information for anything else e>...pt

| certify under penalty of perjury under the laws of the United States of America and the
State of California that the information I have provided on this application is true, correct

and complete.

DIYIGUIE AULIL FVUSENOIU VISITIDET O Aunorized Representative) Date

Signature of Witness or Interpreter

Date

Signature of Eligibility Worker

Date
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Sample Form #2

MC 210 RV -
Medi-Cal Annual Redetermination Form









State of California—Health and Human Services Agency Department of Health Care Services

@ection 4. Living Situation) continued

(d) Did anyone in the home get inpatient care in a nursing facility or medical institution?  Yes
if yes, who?

(€) Is anyone in the home pregnant? U Yes fo
If yes, who?
Number of babies expected Due date:

(Section 5. Real or Personal Property)

(@ Indicate the total amount of cash and uncashed checks held by any family member in the home $

(b) Does anyone have a checking or savings account, life insurance, long-term care insurance,
motor vehicle, court-ordered settlement or judgement, stocks, bonds, retirement funds, trusts
where money or property is held for the benefit of any family member in the home, real estate,
motor vehicles for a business, business accounts or property, promissory notes, mortgages,
deeds of trust, recreational vehicles, burial trusts or funds, annuities, jewelry (not heirloom or
wedding), or oil or mineral rights? U Yes o

(©) Did you or any family member in the home sell or give away any money or property in the
past 12 months, or have any of the items listed in this section been spent or used as security
for medical costs? O Yes

Note: If you have answered “yes” to questions (b) or (c), you will also have to fill out a property
supplement form, submit the form to the county and provide verification.

[Section 6. Immigration or Citizenship Status Change )

Has there been a change in immigration or citizenshi  tatus for anyone in the home that has Medi-Cal
or wants Medi-Cal within the last 12 months? (f your  migration status has changed, you might qualify for
full scope Medi-Cal benefits.) O Yes o

If yes, list the name(s) below and send proof of new status.

Name of Person Status Change
{include first and last name) (send proof of status)

[Section 7. BIindness/DisabiIity/lncapacitﬂ

@ Do you or any family member in the home have a physical or emotional condition that makes it

difficult to work, take care of personal needs, or take care of your children? O Yes o)
If yes, who?
(b) Was the physical, mental, or health condition a result of an injury or accident? U Yes lo

If yes, explain
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State of California—Health and Human Services Agency Department of Health Care Services

(Section 8. Other Health Program information and Referra@

(@ Check this box if you do not want your child’s information shared with the low-cost Healthy
Families Program if your child gets Medi-Cal with a share of cost. O

(b) Do you want information on the no-cost health program for children under 21 (Child Health
and Disability Prevention Program, also known as CHDP?) Q Yes o

(© Do you want information on the no-cost supplemental food program for pregnant or breast
feeding women and children under 5 (Women, Infants, and Children Program, also known

as WIC)? O Yes " No
(d) Do you want information on the Personal Care Services Program, an in-home care program
for aged, blind, or disabled persons (also known as in-Home Supportive Services)? U Yes ""No

(Section 9. Signature and Certificat@

Person completing this form must read and sign beiow.
» | have received and read a copy of the Important Information for Persons Requesting Medi-Cal form (MC 219).
» | am aware of, understand, and agree to meet all my responsibilities as described on the MC 219 form.

> | certify that | will report all income, property, and/or other changes that may affect Medi-Cal eligibility within
ten days of the change.

» | understand that all of the statements, including benefit and income information, that | have made on this
form, may be subject to investigation and verification.

> | declare, under penalty of perjury, under the laws of the State of California that all information provided on this
form is true and correct.

Date

Home Telephone Number W {check here if new number)

s -

Signature of Witness (if signed by a mark), interpreter or Person Assisting

— County Use Only —
Referrals Follow-up Forms
W HF Wwic Limc 13 LimMc210pPs U other:
WcHpp Wrcsp () DDSD Packet
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Sample Form #3

QR 7 -
Eligibility/Status Report



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT QF SOCIAL SERVICES
mRK CALIFORNIA DEPARTMENT OF HEALTH CARE SERVICES
P

ELIGIBILITY/STATUS REPORT PAYS
N :

PLEASE SIGN THE FORM AFTER 05/201,3M 1ST AND RETURN IT BY THE 5TH OF THE MONTH.
~ SUBMIT MONTH
) NEED HELP? CALL YOUR WORKER.

Katie Mouse )

445 Mouse House Ave Worker Name: Peter Smith

Disneyland, CA 93702 Worker Phone: 559-600-1377

BAR CODE:

Please Stop My Benefits For: [ ] Cash Aid ] Food Stamps [] Medi-Cal at the end of this month. Sign and date the last
page. Return the form to your worker. You can reapply at any time.

PART 1: Please tell us what happened in % 2013
REPORT MONTH YEAR
1. Did you or anyone get any income or money from any source this MONTH? If “YES”, list below and M YES D NO

ATTACH PROOF.
Earnings: Babysitting, interest or dividends, rental income, salary, self-employment, sick pay, tips, vacation pay, etc. Any Government
Benefits: State Disability Indemnity (SDI), Social Security, Supplemental Security Income/State Supplementary Payment (SSI/SSP), other
government disability or retirement, rental assistance, unemployment, veteran’s retirement, Worker's Compensation (UIB), etc. Other Benefits:
Child/spousal support, insurance or legal settlements, other private disability or retirement, railroad retirement, strike benefits, etc. Other:
Cash, gifts, loans, scholarships, etc. Income In-Kind: Such as earned housing, free housing/utilities/clothing/food, etc.

Who got the From? Gross amount
InCoMB? ' ¥ 1,000.00 s ¥ s i
Self Rental Date received
4/5/13
Wh t th ?
Who got the From? Gross amount $ $ $ $ $

Date received

Who got the From? Gross amount $ $ $ $ $
income?

Date received

1a. Number of hours worked or in training in this MONTH:
Who worked? Where? Total Hours Who worked? Where? Total Hours

Who trained? Where? Total Hours Who trained? Where? Total Hours

1b. If the income or money reported above will change in the next three months after the SUBMIT MONTH, please explain and
ATTACH PROOF.

Name of person Source of income or money

Why will it change? How much will you get?

First Month | Second Month Third Month
$ $
$ $

Questions 2, 3, 4, and 5 may help you get more Food Stamps

2. Medical Costs: Did anyone who gets Food Stamps and is disabled or 60 years or older pay medical costs?
If “YES”, list the amount paid below and ATTACH PROOF of payment. Ll vyes [¥] NO

Who paid? Who gets care? Amount
$
3. Dependent Care: Did anyone who gets Food Stamps pay for the care of a child, disabled person, or
other dependent while working, seeking work, or attending school or training?
If “YES”, list the amount paid below and ATTACH PROOF of payment. D YES E/] NO
Who paid? Who gets care? Amount
$
COUNTY USE SECTION
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4. Child Support: Did anyone who gets Food Stamps pay court-ordered child support?
If “YES”, i§ the amountypaid belowgand ATTACH PlgO(ngo payment. PP (] ves VI no

Who paid? ’Amount ’ Who paid? ’ Amount
$ $

5. If the information in Question 2, 3, or 4 will change in the next three months after the SUBMIT MONTH, check the box(es) below,
please explain and ATTACH PROOF.

D Who pays ? Amount $ Who gets care? What changed? When will it change?

Medical Costs

Who pays? Amount $ Who gets care? What changed? When will it change?
Dependent Care [ pay 9 9 g

ourt-Ordered Who pays? Amount $ For whom? Attach new court order When will it change?
hild Support  []

PART 2: What Has Happened SINCE Your Last Report?

6. Did anyone get, buy, sell, trade, or give away any property [land, home, cars, bank accounts, money D YES m NO
payments (such as: lottery or casino winnings, retroactive social security, tax refunds), other]? If “YES”, list all
items below and ATTACH PROOF.

Who owns, sold, traded, or gave away? | Type of Property When? Value ] Bought (Jsod 1 won
$ E‘ Gift ReceivedD Traded D Gave Away

Checking Account D Opened D Closed Balance $ Savings Account D Opened (] Closed Balance $

7. Has anyone moved into or out of your home, or did you move in with someone else?

If “YES”, complete below. D YES m NO
Fuli name of person Relationship to you Moved in or out? When?

8. Has anyone in your family been convicted of a drug related felony for possession, use, or distribution; D M
avoiding or running from any felony prosecution, custody, or confinement; or in violation of probation YES NO
or parole?

If “YES”, name: Where convicted? Date of conviction:

9. Have any of the following or any other changes happened to anyone in your home?

If "YES”, check the box(es) below and ATTACH PROOF. L[] ves ¥ NO

(1 Family Change (Married, divorced, separated, registered a California Domestic Partnership (DP), have a
non-California DP, ended a DP, became pregnant, had a baby, or no longer pregnant?)
H Disability (Became disabled or recovered from a disability or major iliness?)
Work (Started or stopped working, refused a job or training, number of hours worked or in training went up or down, or went out on
strike?)
Immigration (Citizenship or immigration status change, or got a new card, form, or letter from USCIS (INS)?)
Insurance (Started, stopped, or changed health, dental, or life insurance benefits, including MEDICARE?)
Custody (Any change in the amount of time you care for/have custody of your children?)
In-Home Supportive Services (Started or stopped getting services?)
School Attendance
e For Cash Aid Only - Student age 6 - 18 stopped or started attending school regularly?
e Age 16 or older student started or stopped school/college? (You may be able to claim costs for books, school transportation, etc.)

[] Other
If you checked “YES” for any of these, please fill out below. Attach a separate sheet of paper if needed:
Name of person(s) Relationship to you What happened? When

- Fill in this section ONLY if you have moved or have a new mailing address. If you are getting Food Stamps,
ADDRESS CHANGE you may be asked to provide proof of your new shelter costs.

NEW Home Address (Number, Street Name, Avenue, Blvd., Etc.) Apt. No City State Zip Code New Phone Number
( )

Date Moved NEW Mailing Address (If different from Home Address) City State Zip Code

Do you have housing costs at this new address? Do you have to pay heating/cooling costs separate from your housing cost?
YEs [] NO If yes, how much? $ L yes ] nNo If yes, how much? $

CERTIFICATION - FRAUD WARNING

| UNDERSTAND THAT: If on purpose | do not report all facts or give wrong facts about my income, property, or family status to get or keep
getting aid or benefits, | can be legally prosecuted. | may also be charged with committing a felony if more than $400 in Cash Aid, and/or
Food Stamps is wrongly paid out as a result of such an action. | have received a copy of the Instructions and Penalties for the Eligibility/Status
Report for Cash Aid and Food Stamps.

YOU MUST SIGN AND DATE THIS REPORT AFTER THE LAST DAY OF THE MONTH THIS REPORT IS FOR OR IT WILL BE CONSIDERED
INCOMPLETE. | declare under penalty of perjury under the laws of the United States and the State of California that the facts contained in this report are true
and correct and complete.

WHO MUST For Cash Aid: you and your aided spouse, domestic partner, and the other parent (of cash-aided children) if living in the home.
SIGN BELOW: For Food Stamps: the head of household, a responsible household member, or the household's authorized representative.
SIGNATURE OR MARK DATE SIGNED |HOME PHONE CONTACT/CELL PHONE
5/3/13  |( 559 ) 555-5555 ( )
SIGNATURE OF SPOUSE, DOME. . . ’ARTNER, OR OTHER PAREN! ur CASH | DATE SIGNED | SIGNATURE OF WITNESS TO MARK, INTERPRETER, OR OTHER PERSON i e
AIDED CHILD(REN) COMPLETING FORM
‘ - -
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