RECERTIFICATION
of Public Assistance






Book 1

What You Should Know
About Your Rights and
Responsibilities

When Applying For or Receiving Benefits
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LDSS-2642 (Rev. 8/12)

DOCUMENTATION REQUIREMENTS

Eligibility Factor

To prove this factor, provide

Eligibility Factor

To prove this factor, provide

Eligibility Factor

To prove this factor, provide

— Caza Name onie of the following: one of the following: ong of the following:
¥ ¥ ) Socal S=cunty Card
Eml_swﬂy Ml.l;::a_rm offcial coespondence from SSA LUnsamed Incoms (cont) Crner
Date Time of Interview | Case Mumber IE:#P mﬁ o EfH"PEI A, 500l Securty Mumber is not Warkers' Compensaton Pavard Lesies
; Al remiired for aliens who are sesking Check stub
;‘f:?ﬂ"*"'ge yeul :;’ B0t | yyerical Assistance for emenency
L} - - .
LOCAL DISTRICT NAME AND ADDRESS: SO0 Sty Iamter (oot et on or ars Medcal Eduationgrants andloans | Statement from school
uniess the SSN you gie does Em ¥ a Siatement from bank
Nl match with SSAS records o | oo Award letter Shelter Expansea Cureei rent recaipt
cavet be veifed by me You must prove how mucnit | CUTET i
| agency. Interestdvidends/myaties Statement from bank or Credt :‘Y“Tnﬂt’;ﬁ;ﬂa‘;:" * m 21 SChon X Pecos
citizenship or Currsnt Alien | S cerificae o Bkt acent sepFale documentationsr | LA SEiEment
Status - US Cizens e sigiie | SSSmE cericaE brokeriagen GaCh AEm of Shefler expense,) | Sower and waler biks
ir  Tempoary Asssonce, | Hosmilrecords Private pensicn/annuiy Madica Assistance doss not | [OMETANENS INFIaNGE Mo
SHAP and Medical Assistnce. | U5 passport requirs documentztion of Fummils
Bliens must b2 in safsiactory | MUY senvice recoms ahwiter sxpanass Non-heating ullity bils
You must provide proaf of the eligibility fachors checked. Your worker must receive this proof no later than mmigraton status inorder o be | NalUrElEston cenflc:le Cer Curnent awand et Tekephone bils
If your warker does nat receive fis proof, your application may be denied or your assistance may|  sighe s Tempomry | USCIS documentation - Curment benedi checi Medical Sill Copiss of medical nils (paid and
be discontinued. {If you cannaot oktsin these items by the above date, call o find outwhat other | ASsistnce, SNAP or Medical | Evdence of cominuous '-1J15,_2 Cfficial comespondence from s i)
forms may be used fo verify your eligibdity.) I you ask, we wil help you get the proof as long as you are cooperating with us. 95553"1'-5- ||'|'"'|'l§E"3ﬂ sutys | [ESKENGE SNGE pror 0 117 SOUMCE Of income :
5 not ..n eligibiity faclor for Haalth Insurancs
appiyi R
Eligibility Factor e
s
t;:;_;]mu o .3n EMEGENCY Disabledincapacitted Sigiement Prm_*g:iu
Igentity Cument wage stubs P - i Curment bank records fPreg mmﬁgﬁﬁ;;g;ﬂm
aned 1wage 5 checking, savings, rerement i
Yo AL prove whi you are. E Incams Py emvelapes ,'mgrg'mp- Curment Gredit union recors ::j;ﬁc;nnycf%lr{mw:ﬂrﬂu Statement from medical
From empioyer On Ietternead, rae of pay per : ' - .I-UE:,P.;{EEM y professionsl
hour, howrs worked per week ) ’ Proof of 5558 or 551 benesis for
dale of first pay, if new and Siocks, bonds, cerificates Shook cerifcate dsabilfy or blivdness
Empioyer's phone number Bonds )
Contact with empiayer Sn"b;“n'e-t::lﬂﬂur financia Unpaid Billa Copy of each tlll_stmjng.‘ﬂ:-.rt
You mast prove if you are mamied, s m‘i:e From saf-empicyment ?_ﬂ-‘:’"f;ﬂi‘x'"“‘ s Fiset, utifty :h;?é:remn-smmm
divpced, separated, of widowsd. - . L¥z Inswrancs rEURNCE paicy
Statement from another person Fiecords an refated mﬂ#:rli Statement from insurance Refarral Statement from peovider of
Emr:‘lm e company Drug/Alconal Treament Treament
. Satement from another person - m
Resigence " Cument iNcome tax refum — Progea Sumsmert from mpioyent
Yiou st prove where you live. School recnds Cument contribution check Burial insstor fund burial pictor | 2o MEE is Ergicymant Senice p—— )
Saatement from rocmer, funeral agreement Burial pio deed
- . Siatements #om other persons InCoimE: froim e oF boarder. benant Statement from funeral di Dther Expanasal Court order )
You n-mmeeml A rocmyboard e p— Depssndent Cars Cost Famﬁf;twﬁﬂ”m“
Isurance poicy . mcome 1 refnd o eamed Tax Pt = YOU MUS! PR RO B YU | e fromm e or attendant
Age . Unsarned Income ‘Statement from Famify Court incore f credit (ST Statement from ax ofice pay court-oniened suppor, .
Vi st prove T2 ags of &ach persan MEUS 5 Crild support Slakement from person paying support . ' Cchiid care, recumng loans, o Cangalied checks of recepts
Saodl reconts Desd senices of reaitn
appying for assistance, where appropriale. Statement from another parson m?l‘m _— Feal estate oiher Jan Statement from r=al esta Droker ;_.ﬁ:'fm,:, m{:uitwe
Friysician siement (CorTEnt benefil check Resigence Appraisabiesfimate of cuTent vaue
Official comespondence Fom SSA Linempiyment InsLrance : ' . Brokee School recorts
renedits (UIE) Official coMmespondence wit o School Attendance {curent repoet cand)
- MNewsnaper notce ) NY'S Diepl. of Lator L S— modis) You must prove wh is in ) car)
parent . . ItSUranCa COMpany recoeds Curen] award certficaie Motor Venice ﬁ'ﬁnne}:?: 5 o Statement from schooll of Higher
rf1_remmafany-;nkl in your home is not Institwional reconds Social Securty benefis Current benefit checc "'FFG- "5_3 F CurTent value by =S
g with you, you must prove this AQENCY Case reconds and burial payment files P ) Official cormespondence fom S5A
(Inchuding S51) - deaer fuli
Satement from another perzon Current award cerificale Financing data
Current benefil check
Weteran's benefits Official Comespondence from VA Lumg sum payment Statement from sowce of
payment
parent ini ion WORKER MAME DATE TELEPHOME NUMBER
“Yiou st provide any informiaion you have: ( )
niame, address, Social Sequrity Mumbes, birth PPLICANT/ RECIPIENT SIGNATURE DATE TELEPHONE NUMBER

date, empicymen

i )




arleans County
14016 Route 31 Wes
Thom
|585) 589 - 7000

i , understand that to receive Public
ance, SNAP and/or Medicaid, I must report the following changes in writing within ten (10)

Amy and all sources of meome;
Th
v changes in household composition or marital status;
Amy changes in address or rental arrangements.

o 3 b e

I understand that my failure to report any of the aforementioned changes could result in receipt
of temporary Assistance benefits to which [ am not entitled, thereby causing possible fraud, which
could result in legal action against me.

[ have read and fully understand the above affidavit. Any questions I may have had, have been
answered by my examiner. [ understand the law provides for fine or imprisomment or both for a
perzon found guilty of obtaining assistance by hiding facts or not telling the truth.

Ido _ donot  requestacopy ofthis form.  Recipient

Fecipient

Date

I have read the above statement to

T have answered any questions conceming this affidavit.
Examiner

Date

Bev. 10/17

290>



arleans County
14016 Route 31 Wes
Thom
|585) 589 - 7000

i . understand that to receive Pul"h'.
ance, SNAP and/or Medicaid, I must report the following changes in writing within ten (10
Amy a.ud all sources of Income;

anges in household composition or marital status;
Any changes in address or rental arrangements.

o 3 b e

I understand that my failure to report any of the aforementioned changes could result in receipt
of temporary Assistance benefits to which I am not entitled, thereby causing poszible fraud, which
could rezult in legal action ag:

; examiner. I under"tmni th# la'.! pm vides f{.‘-I i'me or Jmpn.,nnm#nt or both
ETE0N fq}u.ud guilty of obtaining assistance by hiding facts or not telling the truth.

O T
T
E

I have read the above statement to

T have answered any questions conceming this affidavit.
Examiner

Date

SIGN AND DATE THIS FORM

Bev. 10/17

21T



LOSS-4583 (Rev. 307) (FRONT) NYSOTDA
CIN NUMBEFRUAPP REG LINE # : ] WORKER MAMES

CLIEMT MAME CLIENT REFERRED TO DVL? O ves O wNo
CRED DETERMINATION OMLY? O ves O wNo

DOMESTIC VIOLENCE SCREENING FORM
Under the Family Violence Option

Completing this form is voluntary: You do not have to fill out this form to receive public assistance. It will not
i your eligibility for assistance | the amount of assistancs you receive or the length of time it takes to

Ejv. ) of that requirement by filling out this form and meeding with a Dome:
decide not to fill cut this form right mow but you are free to do so at any time.
fime.

Anything you disclose to the DVL, induding your relationship with the person who has abused you, will be kept
confidential, with the exception of child abuse and neglect.

You may complete this form and request to see a DV0 regardless of your gender, sexual orientation or marital
status. You do not have to have children or have left the abusive situation to meet with the DVL. You are not
reguired to provide any information or details about the abusive situation to any worker before you are refemed to
the DVL.

Are you in danger of 3 family member, your pariner or ex partner doing any of the following:

. kicking, choking or in any way hurting you physically?

O *es:

[0 Mo: Mone of the situations described above apply to me or | do not wish to answer these questions at this time.
In signing this form | affirm that the information | have given or will give to the Department ial Services is correct.
Signature: Date:

*Thus form nmst net remain m the client’s se Record It nmist be forwarded to the DVL for confidential filing
if any part of it has been completed.

! I you are an immigrant victim of domestic vickence who has not yet obtained legal permanent residency you may be required to meet with
a DWL as part of determining your eligibility for assistance

21T



LDZE-4571 [Rew. 10415)

_ — o

Section A. Alcohol and Drug Abuse Screening and Referral Form
Plazsa answer the following questions:

1. Fyou have recefved IBmparary assis@NCE in e Last tao (2) years, did you have problems in complying with wark r
Have you lest a job or gotien inbo fouble 31 work within the last wo
3. Have you had any legal peoblems within Te last two (2) years?
. Have you ever atiempted % cul down on your alcohol of drog use?
. Have you =it e need 1o @ike a drink or use drugs when you awaken?
besn annoyed by peogie making comments about your denking or drug use?
. Have you ever been ineated for the foliowing medical problems: Hepatits C, Liver Disease or Tubercuiosis?
. Have you ever felt guilty aboat your drinking or dnag use?
been in treatment for aicoholism andlor 5

10, Would you like indormation about alconolism andior substance abus

Client Signaturs:

Refarred for druglalcohol aasessment? O Yea O No Appt. DataiTime:
Staff Signature: Datar

A e

Section B. Behavioral Observation and Referral Form see insructions on rev
Chant shows the following posaible signs of alcohol andlor substance abuse: [check all that apply)

1. Behavior Observation 2. Observations from Case Record [ avalable)
¥ ome or mone homes checked, refer br sssessment. Fiwo or more bomes checked, refer or assessment.

Homeless

Alcohol on brea or Dody odor

on temporary assis

2008



Section A. Alcohol and Drug Abuse Screening and Referral Form

Please answer the following questions:

. If you have received temporary assistance in the last two (2) years, did you have problems in complying with work rules?

. Have you lost a job or gotten into trouble at work within the last two (2) years?

. Have you had any legal problems within the last two (2) years?

. Have you ever attempted to cut down on your alcohol or drug use?

. Have you felt the need fo take a drink or use drugs when you awaken?

. Have you ever been annoyed by people making comments about your drinking or drug use?

. Have you ever been treated for the following medical problems: Hepatitis C, Liver Disease or Tuberculosis?

. Have you ever felt guilty about your drinking or drug use?

. Have you ever been in treatment for alcoholism and/or substance abuse?

10. Would you like information about alcoholism and/or substance abuse treatment?

I T I I I I I I I O N I I
I T I I I A I I I 0 I




AN
2054

Section A. Alcohol and Drug Abuse Screening and Referral Form

Please answer the following questions:
1. If you have received temporary assistance in the last two (2) years, did you have problems in complying with work rules?
. Have you lost a job or gotten into trouble at work within the last two (2) years?
. Have you had any legal problems within the last two (2) years?
. Have you ever attempted to cut down on your alcohol or drug use?
. Have you felt the need to take a drink or use drugs when you awaken?
. Have you ever been annoyed by people making comments about your drinking or drug use?
. Have you ever been treated for the following medical problems: Hepatitis C, Liver Disease or Tuberculosis?
. Have you ever felt guilty about your drinking or drug use?

9. Have you ever been in treatment for alcoholism and/or substance abuse?

10. Would you like information about alcoholism and/or substance abuse treatment?

—

Client Signature: Sign Here — Date: Today's Date

=




LDSS-4580 (Rev. 1114)
REQUEST FOR RESTRICTED PAYMENTS

COUNTY DEPARTMENT OF SOCIAL SERVICES

CASE NAME:
ADDRESS:
CATEGORY/CASE TYPE: CASE NUMEBER:

SEE BACK OF PAGE FOR AN EXPLANATION OF YOUR OPTIONS
SHELTER

1 request the Departrment of Social Services restrict § f y Assistance Grant and
send it din o my landlond.

Energy-Domestic and/'or Heating

ceed the average monthly amount of

estrict an amount not to exceed the heating allowance from iy

MBIMED DOMES

O request the Department 5 werage monthly amount
af the Domestic Emergy e Grant to pay my Domestic
Energy Heating bill.

B. Emergy Payments

[ 1 request the Department o
| request the Department o
Grantes cases)

O, request the Department of Social Services pay my entire Combined bill. (Required for 55

S I G N & D AT E : SIGNATURE OF RECIFIENT

SIGNATURE OF WORKER OR W 55

2008



RECERTIFICATION BOOKLET
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LD23-3174 Statewids (Rev. 7/1E) DO MOT WRITE IN THE SHADED ARFAS OF THIS RECERTIFICATION FORM P

I | INTERVIEW DATE UM 1D WORKER ID CAZE TYFE | CASE NUMEER DISTRICT CATEGDRY HUMBER
RELIZE

Ll || I _ INDHCATOR
DISFOSMON
EFFECTIVE DATE |:| |:| D:l:l
A ) e e e e I FECERTIFICATION cLosE REASON CODE

ELISIBILITY DETERMIMNED BY (WORKERT DATE ELIGBILITY APPRCVED BY {SUPERVEZOR)C DATE SIGMATURE OF PEREDN WHO DETAINED ELIGEILITY DATE
NFORMATION

DATE RECENED BY ASENCY
LOYED BY: O B0CIAL ZEERVICER DISTRICT C PROAVIDER AGEMCY 3FECIFY:

PA AUTHORIZATION PERICD MA AUTHORIZATION PERICD SNAP AUTHORIZATION FERIOD

FROM | o FROM [ O FROM [ TO

[ I [ [ [ [ [ [ [ [ [ [ [
NEW YORK STATE RECERTIFICATION FORM FOR CERTAIN BENEFITS AND SERVICES
If you are blind or seriously visually impaired and need this recertification form in an
alternative format, you may request one from your social services district. For additional
information regarding the types of formats available and how you can request a recertification
form in an alternative format, see the instruction book (PUB-1313 Statewide), available at
www.otda.ny.gov or hitps://www.health.ny.qov/.

If you are blind or seriously visually impaired, would you
like to receive written notices in an alternative format? D ves [ No

If yes, check the type of format you would like: T Large Print; © Data CD;

I Audio CD; [ Brallle, if you assert that none of the other
alternative formats will be equally effective for
you.

If you require another accommodation, please contact your social services district.

We ane committed o assisting and supporting you in a professional and respectil manner. You are responsible for paricipating in activities, incheding work activities for Public Assistance and the Supplemental Mutrtion
Acsistance Program, where required, 0 you c2n become seli-sufficient. Whenever you see “PubBic Assistance” or A" on the recerificaton form, it means “Family Assistancs” andior "Safety Net Assistance ™ We call both
programs. “Public Assistance ™ These PA programe are meant to assist you only until wou cam fully suppost yourself and your family. Please refer to the instruction book (PUB-1313 Statewide) and “What You Should
Know” Books 1, 2 and 3 (LDSS-41454, LDS5-41488, and LDSS-£148C) when completing this recertification form, and contact your social services disfrict with any quesfions.

When you see MA” on the recarification form, it means Wedicaid.” You may apely for MA using this recestification form only if vou are also receriifying for Public Assistance or the Supplemental Nutrifion Assistance Program
at the same Gme. If you wish to only recerdfy for MA, you can go online at hitps-iinystateofhealth.ny gov! andior call 1-855-355-5777 for more information or to recertify, or you may use the MA-only paper application - Form
DOH-4220, which your worker can give you, or c2ll MA help Bne at 1-800-541-2831. If you want to necertify only for the Medicare Savings Program (MSF), you must apply with Fom DOH-4.328, which your worker can provide
fo you_ If you have an immediate nesd for perconal care services, you should apply for MA separately using the DOH- 4230 MA application form.




PAGE 2

DO HOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM

Loze-z174 Statewlde (Rev. THE]

SECTION 1 CHECK EACH PROGRAM YOU OR ANY
HOUSEHOLD MEMBER ARE RECERTIFYING FOR

T Public Assistance (PA) O Supplemental Nutrition Assistance Program (SNAP) O Medicaid (MA) and SNAP T Medicaid (MA) and PA

SECTION 2

WHAT IS YOUR
PRIMARY
LANGUAGE?

D ENGLISH
T OTHER ispecify)

C SPANISH

DO YOU WANT TO
RECEIVE NOTICES IN:

OENGLISH ONLY O EMGLISH AND SPANISH

SECTION 3

RECIPIENT INFORMATION

PLEASE PRINT CLEARLY

FIRZT MAME

LAST NAME

fnm.

PHOMNE MUMEER
( )
AREA CODE

STREET ADDREEZ

BTATE |dP CODE

M CARE OF NAME (COMPLETE IF YOU RECEIVE YOUR MAIL IN CARE OF ANCTHER PERE

MAILING ADDREEE (IF DIFFERENT FRIOM ABDVE]

ZIF CODE

HOW LONG
HANE YU LINED
AT YOUR
FRESENT ADDREBST

IS THI2 A EHELTERT

AMCTHER PHOME

ONO WHERE YU
CAN BE

REACHED

FHONE MUMEER
i 1
AREA CODE

DIRECTIONS TO CURRENT ADDRESZ

FORMER ADDREZS

ZIF CODE

= YU ARE CURREMNTLY WITHCUT A HOME, CHECK HERE O

AGENCY HELPING APPLICANTICONTACT PERBON

FHONE NUMBER

ARES GODE

D0 YO MEED THE MEDICAID PORTION OF THIZ RECERTIFICATIZN FORM AND THE POTENTIAL RECEIPT OF ANY MEDICAID COVERAGE TO BE KEPT COMFIDENTIALT

CYEZ CHO

LE3T THE THIMNGE THAT HAVE CHANGED 2INCE YOUR APFLICATION OR LAST RECERTIFICATION (such as moved, had a baby, income, ehc)

SECTION 3

DO ANY OF THESE APPLY TO YOU?

Tl Pregnant

JVictim of Domestic Viclence
T Meed To Ectablich Patemity
J Need Child Support

7 Drugléloohol Problem

J Fuel Or Uity Shutoff

T Mo Place To Stay/Homeless
J Fire Or Other Dizasier

T Hawe Mo Income

T Senious: Medical Problem

ZI Pending Eviction

2 N Food

T Meed Foster Care

J Need Child Care

ZI Problemns with Englich

_| Reazonable Accommodations
[ Ofier

SECTION 4 - If You Are Reapplying For SNAP: You can file a recertification fommn the day you get it In orger to file a SMNAP recertification, it rmust have, 2t minirmurm, your name, address (if you have one) and signature
below. You must complete the recertification process, including signing the lact page of the recertiication and being interviewed. IF eligible, you will gt SMAP benefits back to the date you filed the recertification. Yiouw must
be fodd within 30 days of the date you tumed in (filed) your recerification for SMAP benefits, if your recerffication is aperoved or denied. i your housshold has litile or no income or liquid resources, or if your rent and wility
expenses are maore than your income and Bauid resources, you may be eligible o get SNAP benefits within five calendar days of the date you file. If you are a resident of an institulion and are receriifying for both
Supplemental Security Income (S51) and SMAP benefite prior to leaving the insiution, the filing date of the recerfification is e date you leave the institution.

[2MAP RECIPIENT/IREPREZENTATIVE SIGNATURE IDATE SHGHED




Ln2s 3174 Statewios (Rev. 716} DO NOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM
DIES THIS PEREON

SECTION 6 - HOUSEHOLD INFORMATION — List everybody who lives with you, even if they are not receriifying with you. List yourseSf on the frst ine. ESiLDREN, BUY FooD

OR PREFARE MEALS

WITH YoU?

HISHEST SCHOOL
GRADE COMFLETED

THIS PERLSON I3 RECERTIFYING DATE 0= BIRTH SOCIAL BECURITY MUMEER
[Migde Initian FOR: OF BECERTIFYING HOUSEHOLD
MEMBERS (See instruction book,
AMAP Waonth Ciay Year PUE-1313 Siadewide, or falW fo your social!
sendees dicinict)

M.L

FIRST HAME

PLEASE LIST MAIDEN OR
OTHER NAMES BY WHICH | |
YOU DR ANYONE IN YOUR [Trrvic ———
HOUSEHOLD HAVE BEEN

KNOWN !

BECTION T
HAS ANYONE MOVED DUT OF THE HOUSEHOLD IN THE LAST YEART

HAZ ABPFONE MOWED INTO THE HOUSEHOLD IN THE PAST YEAR? OYES OMNO | THEY EVER LIVE IN NEW
[FORK 2TATE BEFORE NOWT OYES ONHC IF YEZ, INCIDATE BELOW.

MAME

IF YEE, INCIDATE BELOW.

MAME

i2ANvoNE | Oyes
SANCTIONED?

HRON-AFPLICANT INFORMATION

CONTRIBUTION! CHECK IF MEMBER
DEEMED INCOME OF SNAP HOUEEHOLD:

INDIWIDUAL EDUCATION CONSIDER

-CITIZEM WITH SATIBFACTORY IMMIBRATION STATUZ INFORMATION
STATUS

NON-CITIZEN ETATUS ADJUSTED DESREE RECENED
vES | Mo

LM DEGREE RECEINED FCARMEA REFERRAL




02 HOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM LOzz-3174 Statewlds (Rev. 7116

SECTION & — RACE/ETHNICITY — Providing this information is
pcluntary. |twall not afiect the eligibility of the persons recertifying or the
evel of benefits received. The reason for requecting this informaon is to
ensure thal program benefits ane disinbuted withowt regard to race, color,
lor niational origin.

HEIZPANIC OR LATING

NATIVE AMBRICAN CR ALAZKAN NATIVE

ASLAN

BLACK CR AFRICAN AMERICAN

HATIVE HAWAILAN OR PACIFIC ISLANDER

WHITE

LIBECRIOA B WS DL Y]

ENTER Y (YEZ2) OR N (NO) FOR HIZPANIC OR LATING
ENTER ¥ {YEE) OR N [NO}) FOR EACH RACE

L) B P W

ANTICIPATED FUTURE ACTION RELATED CAZE HUMEERZ COMEIDER

LINE NO. DATE REQUEETED
Relationship

| | Flling Unit Phoa ID

| | Legally Responsible Ralative Birth Verification

Single Economic Unit Mamage Licenss

SHAP Howsehold Compasition Soclal Secunty Card

SHAP Agad/Disabled Individual

Code 3 Resolutlon

Photo 1D
Immigration Status

AFIS [PA Cnly)

Leg# Mult-Sumx'Co-op Case Motice (Singis
- e Economic Unlt Questionnalre)
Senices

RFFOCA
SSA

Health Insurance
WY ZoH

Child Support Pass-Thnaugh
Chronlc Care/SSH-Related

MA-Dnly

Medicare Savings Program




LD33-3174 Statewids (Rev. 7016 DO HOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM PAGE

Please read this entire page carefully before completing it if you have questions, see the instruction book (PUB-1313 Statewide) or talk to your social services district.

SECTION 3 — CITIZENSHIP/NON-CITIZEN WITH SATISFACTORY IMMIGRATION STATUS SECTION 10 - CERTIFICATION

LIST EVERYONE WHO IS RECERTIFYING OR WHO IS REQUIRED TO RECERTIFY.
Some social sepices programes requine that you cerify that you are a United States citizen, Native American or
national of the L., or a non-citizen with saisfactory immigration status. Other programs do not

Yiou MUET sign the Cerffication below only if you are a United States cifizen, Native American or national of te
United States, or a non-cilizen with safizSactory immigration status, and you are receriifying for
* Public Azzistance (where there are children in fhe household or a member of the housshold ks pregnant)
or

* The E-unplerrrenl:e. Murition Assistance Program, or
galif the applicant i pregnant)

i a:l reprecentative may sion for all household memibers. Example: A
5 may sign for hiz'her child with 3 satisisctory non-ciizen status.

MEEDED CoumPLETED
wn a m e Syctematic Alien VerficatioMorNgitlements (SAVE)
A recertification for SMAP must Bst all persons living in the SNAP household. A recerification for PA must Bst al children for whom you are SIGN® AND DATE BELOW FOR EACH APPLICANT.
recerifying, their brothers and sisters, and all parents of those children who live fogether. F you do not check whether a Bsted person is a United Inthe case of a recestif -cifizen with a saBsfactory immigration
States cifizen, national of the LS. or an non-citizen with a satizfactory immigration stafus, or provide an LS. Citizenship and Immigration Senices | StBtus, check the progrignis 'l'g'lld‘l ea:_h rﬁﬂﬂﬂ-‘ﬁ;’g@?ﬁ-‘-‘ﬁ%’lﬁiﬂ
(USCIS) number [Alien Registration Number) or a non-cifizen number (if applicaible), that person will nof be given assisiance and the remaining %‘%’f‘;ﬂ%& Immigration -\eE e matction u
members of the household will receive reduced benedits. If you are a Native American, check citizen/national. ]
Check sither "CITIZEN [/ MATICHAL® or LSS NUMIBER (ALEN REGIETRATION Ea z
LM FIRST NAME Wi LAET NAME "NON-CITIZEN" MUMEER] OF MOM-CITIZEN NUMSER AT DATE a | W
for each parson. (¥ Applicable) .
O cmzew Z Sign Marme
o1 BLATIOMAL ROR-CITIZEN A x
O = o Sign Mame
o ﬁ:ﬁ'&«_ HOMN-CITIZEN A X \
o O omizem O N Sign Mare V
BLATIOMAL HOR-CITIZEN X
O omizEN = Eign Marme
= BATIONAL wowomzes | X
s O cmz=w 2 N Sign Marme
: MATICNAL NON-CITEEN L3
O _— O Sign M
= i:r-':'al‘*— HON-CITIZEN A ;:;un o
o i ﬁ:_:_%ti_ i HON-CITIZEN A zn" He
} O cmzew z Eign Marme
o NATICNAL wow-crmzew | % /
By checking a box above and by signing the certification form in Section 10, | hereby certify. under penalty of perjury, that |. and'or the personis) for wh ni United States citizen, Native
American or national of the United States, or a non-cifizen with satisfadgg immigration stafus.
| understand that signing the above Certification may result in i ion about recertifying members of my household being submitted to the United i and Immigration Services for
verification of non-ci status, if applicable.
The use or disclosure of the information above is restricted to persons and organizations directly connected with the verification of citizenship status, and the of the provisions

of the Public Assistance, Supplemental Nutrition Assistance, and Medicaid.

" & person who wishes fo sign the Receriification Form but cannot write may make an "X"™ on the line in front of a witness. The witness must sign below. \\

| witnessed the marks made in lines: ; . . . ; Signature of witness: Date Signed:




PAGE S OO NOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM LD3s-3174 Statewlds (Fev. 7/16)
SECTION 11 - INFORMATION REGARDING REFERRAL TO THE CHILD SUPPORT ENFORCEMENT UNIT

If you are recedifying for Medicaid in addition i Public Assistance or the Supplemental Nuirition Assistance Program, you may have to help us DOCUMENTATION
oitain medical support for yourself and your recetifying children. Answer the following questions to determing i you nesd o compisie this [ [Asnowedgement of Patemy |
gection. nclude yourself, as appropriate:; Child SupDon Crder

Eood Cawse Form [LDSS-4279)
Are you recerifying for an individual under the age of 21 who wag bom out of wedlock and for whom patemity (legal athefood) has not V-0 Attesiation (LDZ3-4281)

been esioblished? O Yes O Mo Death Cerfficale

Db D
2. Areyou recertifying for an individual under the age of 21 who has an sbsant father or mother (noncusiodial parent)? CYes O Mo ,'.:HEEE;:EE

Oirder of Flllatlon/Pabemity
Einh Certfcals
REFERFALS

You do not need to complete this section if you answered “No” to both of these questions. Go to the next section.

You must complete this section if you answered “Yes" to either or both of these questions. Provide the names of all mdividusls under

the age of 21 fior whom you are recertifying and any information you cumently have about those individuals” noncustodial parents or putafive ETHP

CAP
(aleged) fathers. Appication/Rafermal for Chik

S unport Serdices (LOSS-1E52)
Pateilty

If you answered “Yes® to this quesiion, provide the information for your noncustodial parent(s) or putative fathenz) COMZIDER

+ Health Inswrance of Mon- " Child Health Plus
Az a condition of oblaining assstance, you are required 1o assign cartain fights related to support, a5 described in the Notices, Assignments, custogial Parentiaosent

3. Arevyouundertheage of 217 TYes T Mo

Authorzations, and Consents section at the end of this recestification. You will be provided with the LOES-4B82 form, Information About Child Spotsa

Support Services and Application/eferral for Child Suppaort Semvices ™ to complete and return to the Child Support Enforcement Unit. Except +  Petiion o Family Court

in stuations of domesBe violence or other good cause, a8 a condition of obtaining assistance you are regured fo cooperate with the Child

Support Enfioroement Unit to locate any noncustodial parent or putative father; ectablish patemity for each individual under the 202 of 21 bom

out of wedlock: and establich, modify, andior enforce orders of support. You also will be provided with the LDSS42T3 form, "Mofice of

Ee?un:ns b ﬁﬁs and Righte for Support,” which explains your responsibiliies and your rights if you do not cooperate with the Child Support
niorcement Linit.

HOMCUSTODIAL FARENT
NARE OF INDNIDUAL UNDER AGE 21 HNONCUSTODIAL PARENT OR FUTATIVE FATHER'S MAME AND ADDREE2 OR PUTATIVE FATHER'2 MONCUSTODIAL PARENT OR

DATE OF BIRTH FUTATIVE FATHER'Z
S0CIAL SECURITY NUMEER

MONTH| DAY YEAR




LDs3-2174 Statewlds (Bev. T1E)

DO HOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM

SECTION 12 - TAX FILING/DEPENDENT STATUS - Pizasze select the tax status for each individual living in the household.

TAX 3TATUS

FIRET NAME

HEAD OF
HOUBEHOLD
WITH
QUALIFYING
MOHWIDLAL )

QUALFTYING
WD ER)
WITH
DEFEMDENT
CHILD

CEFENDENT
ANDWILL BE
FILING TAXES

WILL NOT BE
FILING TAXES

can skip this question.

Tax dependents not living in the household. Plzase list any tao dependents who do not live with you and are claimed by you of anyone in your household. 1 you do not file faxes, you

NAME OF TAX DEFENDENT

KAKME OF TAX FILER

FIRET HAME

MIDDLE INITIAL

FIRET MAME

MIIDDLE MNITIAL

EFOUEES ADDREES, IF APPLICAELE

IF APFLICABLE

SECTION 13 - ABSENT/DECEASED SPOUSE INFORMATION - If the 2pouse of anyone recertifying lives someplace slze or is decsazed pleases indicate below.

[HAHE OF FERSON RECERTIFT NG |

SECTION 14 — ABSENT CHILD INFORMATION — If anyone recertifying has a child under the age of 21 living someplace clse, please indicate below.

MAME OF PERZON
RECERTIFYING

MAME CF ABBENT THILD

DATE OF BIRTH

ADDRE3S OF CHILD [STREET, CITY,
COUNTY, STATE, AND ZIP CODE)

FATERNITY ESTABLISHEDT

DO YU PAY CHILD BUPPORT?

Yes

Mo

Yes

Mo

SECTION 13 - TEEN PARENT INFORMATION

TEEH FARENT

TEEM PARENT CHILDREH

Name

k5 there a parent under the age of 16 (teen parent’) in the household? T Yes

OMo

LN MO,

LN MO,

High Schoal DipkmaHigh School Equivalents

Mantal Status

Mantal Status

High Schoal DiplomaiHigh Schoal Equivalent?

Dioes the teen parent's child live in the household? COYes T No

Mame of teen parent's child




/ PAGE B DO NOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM LDSS-3174 Statewide (Rev. 7/16)
L) O es A nyo n e re C e IV e RN 4 SECTION 16 = INCOME INFORMATION:

Indicate if you or anyone who lives with you receives money from: AMOUNTIVALUE & AMOUNT/VALUE &
FREQUENCY FREQUENCY

Unemployment Insurance Benefits 1 LN [sOURCE
No.

PERIOD

Supplemental Security Income (SSI) Benefits (State and Federal
Total)
Social Security Disability (SSD) Benefits

Social Security Dependent Bengfits

Social Security Survivor's Benefits
Social Security Retirement Benefits

Railroad Retirement Benefits

Retirement Benefits (Pensions)
Dividends/Interest from Stocks, Bonds, Savings, efc.

Workers' Compensation

NYS Disability Benefits

Veteran's Pension/Benefits/Aid and Attendance
Public Assistance Grant

Gl Dependency Allotments

Education Grants or Loans

Contributions/Gifts (Received)
Foster Care Payments (Received)

Child Support Payments (Received)
Received From:
Spousal Support (Received)

CONSIDER
¥ Child Support Disregard/Pass-Through
O Explained 0O Budgeted
Private Disability Insurance - Health/Accident Insurance Policy SNAP Aged/Disabled Indicator
Income Disability Review

No-Fault Insurance Benefits 1 Reception and Placement Grant (SNAP Only)
Union Benefits (including Strike Benefits)

Loans, Other than Education (Received)

Refugee Matching Grant
Change in Income from Last Budget

Income from a Trust (including income you are currently enfitled to
receive, or were entitled to receive in the past, that has not been
distributed) 24
Training Allotments/Stipends 25

Rental Income (Received) 26
Boarders/Lodgers Income (Received) 27

Other
Income

(Please
Specify)




LDSS-3174 Statewide (Rev. 7/16) DO NOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM
Deductions: Certain types of Medicaid budgeting allow
pplicants/recipients to reduce their countable income with deductions
t they take on their federal taxes. These are specific expenses that TR EE R EN
Internal Revenue Service (IRS) allows people to deduct to reduce FREQUENCY FREQUENCY
ir taxable income. Only record deductions here if you will claim them
jon the current year's tax retum.

Educator expenses
Individual Retirement Account (IRA) deduction

1
2
Student loan interest deduction 3
4

Tuition and fees

Certain business expenses (reservists, arlists, fee-based government
officials) 5

Health savings account deduction

[Job-related moving expenses

Deductible part of self-employment (S/E) tax
S/E, SIMPLE & qualified plans
S/E health insurance deduction

Penalty on early withdrawal of savings

JAlimony paid

Domestic production activities deduction
IAdditional adjustments added on line 36 (IRS Form 1040 only)
Archer MSA deduction

[Other Adjustment
(Please Specify)

[SECTION 17 - STEP-PARENT/NON-CITIZEN WITH SATISFACTORY
IMMIGRATION STATUS SPONSOR INFORMATION

Answer all questions listed below.

REFERRAL COMPLETED

Does the step-parent of any children who live with
you have any resources or receive income of any
kind?

Is anyone in your household a non-citizen with
satisfactory immigration status who was sponsored
for admissicn into the U.S.?

NAME OF SPONSOR: PHOME MO.:

ADDRESS:




PAGE 10 ale

SECTION 18 ENT INFORMATION

OT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM LDSS-3174 Statewide (Rev_ 7/16)

urrently: Oemployed O self-employed O unemployed

Gross Income § Hours Worked Monthly

(Include wages, salary, overtime pay,
commissions, and tips)
Paid: 0 Weekly 0O Bi-Weekly O Monthly Day of the week paid:

sgloyer's Name and Address:
Phone No.

gives with you currently: employed O self-employet

Gross Income $ Hours Worked Monthly

Are You Working?

Income Tax Return

Self-Employment Worksheet

Wage Stubs
Work Registration Form
Dependent/Child Care Form/Statement

Annroval of Informal Child Care Provider

Paid: 0 Weekly O Bi-Weekly O Monthly Day of the week paid:

Employer's Name and Address:
Phone No.

Is health insurance available through your employer?
Does anyone who lives with you have health insurance with an g
Wha:

Name of Insurance Company:

Anyone Else Working?

NEEDED REFERRALS COMPLETED e

CAP ¥ Limited English Proficiency

v Eamed Income Tax Credit (see PUB-4786)
Disability v Explaining Periodic Reporting Requirements
Employment Met Loss of Cash Income

TPHICOBRA P.AS.5. Income Amount and Sources
Employment Sanctions

- Temporary Employment
Workers' Compensation Disability Review

UIB

Pl o A Bl A A s M ralanrramt & e et P A

Do you or anyone who lives with you have a child or dep
expenses due to employment?

Who:

Answer Every Question

Do you or anyone who lives with you have other employment-riig
expenses?

Who:




LDSS-3174 Statewide (Rev. 7/16)

If not employed, when was the last time you or anyone who lives with you worked?
Who:

Where:

When:

Why did you (or they) stop working?

Did you or anyone living with you file for unemployment? OYes ONo

If yes, who? When?:

Status of filing: O Approved O Denied O Pending

DO NOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM

PAGE 11

CHILD/DEPENDENT CARE EXPENSES

Amount Name

Are you or is anyone who lives with you parficipating in a strike?
Who:

When the strike began:

Are you or is anyone who lives with you a migrant or seasonal farm
worker?

Wha:

Do you or any other adult who lives with you have any medical conditions that limit the ability to work or the type of
Wwork that can be performed? OYes O No

[Whao:

Describe Limitations:

Could you accept a job today?
If not, why?

What type of work would you like fo do?




PAGE 12 DO NOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM LDS5-3174 Statewide (Rev. 7/16;
SECTION 19 - EDUCATION/TRAINING
What is your highest level of education completed? ‘ —
__Less than high school diploma | requesten | DOCUMENTATION IN FILE \\
If so, last grade completed? erification
__ Completion of an Individualized Education Plan (IEP) AB O UT YO U
__ High school diploma or General Equivalency Diploma (GED) or Test Assessing Secondary Completion (T. orksheat
__Associate’s Degree (2-year college degree) 1 -
__Bachelor's Degree (4-year college degree) or higher @D BT
Does anyone else in the household have a high school diploma, General Equivalency OYes ONo
Diploma (GED) or Test Assessing Secondary Completion (TASC™), or higher level of
education?
If yes, who:
) OTH E R A D U LT FRALS COMPLETED
Degree attained: 9 I °
Supporiive Services
Any children
Indicate if you or anyone who lives with you who is recerifying for or getting assistance:
Is or has been in any fraining program in the last 12 months? OYes n o eg e or
Who Does anyone 18 through 49 whe is attending college half-time or more o
meet the SNAP student eligibility reguirement? 1 6 = 1 8 In
Where 3 Does anyone pay for child or dependent care to attend schoal or
Program fraining?
fog Is there a 16-19 year-old parent who does not have a high school or - ?
Dates attended equival diploma and wheo is not attending school? Ig c oo H
Is anyone in training?
Are any other suppod g -
Is 16 years of age or older and is attending school or college? OYes 0O Are thase@ baning relaied expensesT . o o
Who 4
Where
Is getting a Training Allowance? O Yes ONo ® ®
List Children
Is getting Educational Grants or Loans? O Yes ONo A n d ih ir
Is under 16 years of age and is attending schoal? OYes ONo 7
o " Current grade
Schoal School
Who
Who
School




LDSS-3174 Statewide (Rev. 7/16) DO NOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM PAGE 13

SECTION 20 - RESOURCES INFORMATION
Indicate if you or anyone who lives with you who is recertifying: e [P B G LR REFERRAL COMPLETED

Has cash available $ $ Lagal
Has a checking account(s)

Has a savings account(s) or certificate(s) of deposit
Has a credit union account(s) / \
Has life insurance

Has fitle or registration to a motor vehicle(s) LIFE INSURANCE
or other vehicle(s): FACE AMOUNT CASH VALUE
Year Make/Model

Year Make/Model
Other 6

i
Has stocks, bonds, cerificates or mutual funds 7 I
.I

Has savings bonds 8
Has an IRA, Keogh, 401(k) or deferred compensation accountis)d
Has an irevocable burial frust 10 {_DOCUMENTATION IN FILE

Has a burial fund 11 ~Nyree Checklist

Has a burial space 12 \alu\»:‘z‘3
N
@)

Has his/her own home 13
Has real estate, including income-producing and
non-income-producing property 14
Is eligible for an income tax refund 15 Zhicle Registration
Has an annuity 16 Older Models)

Is the beneficiary of a trust 17 Banae
Expects to receive a trust fund, lawsuit setiement, inheritance or RFIOCA
income from any other sources 1099

Has an “in trust” account(s)
Has a safe deposit box(es)
Has resources other than those listed above

Has anyone (including your spouse, even if not recertifying or
living with you) given away any cash, or soldftransferred any real
estate, income or personal property in the past 36 months? 22
Has anyone (including your spouse, even if not recertifying or

living with you) ever created a trust in the past or fransferred any
assets to a trust within the past 60 months?

If yes, when? 23

CONSIDER

Children’'s Resources
Lump Sum
Boats, Campers, Snowmobiles

Individual Development Account (IDA)
VEHICLE INFORMATION Exempt Vehicles

OWNER'S NAME AMOUNT OWED LIEN HOLDER ACCOUNT NO. EIC
3 Change in Resources from Last Budget

k3

“IF EXEMPT, WHY?
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DO NOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM

LDS5-3174 Statewide (Rev. 7/16)

SECTION 21 - MEDICAL INFORMATION

REQUESTED DOCUMENTATION IN FILE

Indicate if you or anyone who lives with you who is recertifying:

Has any medical bills or medically-related expenses

Is on Medicaid with a spend-down

Pregnancy Statement

Med/Psych Statement

Drug/Alechol Screening (LDSS-4571)

Drug/Alcohol Statement

Has health or hospitalfaccident insurance (including insurance
from employer) 3

POLICY NO.:
AMOUNT:

FREQUENCY OF PAYMENT:

Paid or Unpaid Medical Bills

551 Application Verification (PA ONLY)

CONSIDER

Has health insurance available through an employer

NSURAMNCE COMPANY NAME:

Has Medicare (red. white, and blue card)

'WHO IS COVERED:

Has a health attendant/home health aide

EFFECTIVE DATE:

Is blind, sick or disabled

s the answer to question 7 in this section consistent

Is a child with a developmental disability

ith Section 18 asking if the applicant or any other adult
who lives in the household have any medical conditions
fhiat limit their ability to work or the type of work that thay
can perform?

Is in a hospital, nursing home or other medical institution

Has paid or unpaid medical bills within 3 months preceding
the month of this recertification

Is or was drug or alcohol dependent

Needs home care/personal care

Is on S8l or has ever applied for SSI

Is pregnant
If pregnant, due date:

Expected number of births:

Receives treatment from a drug abuse or alcohol freatment
program

Has not been able to work for at least 12 months because of
a disability or iliness 16

Has daily activity limited bacause of a disability or illness that
has lasted or will last at least 12 months 17

Has been in a car accident or work-related accident in the past two
years 18

Has had a government agency (public program) besides Medicaid
or Medicare pay any of your medical bills

If yes, what agency 19

Will billing any other health insurance cause harm to your physical
or emotional health or safety, andfor will it interfere with the pavacy

and confidentiality of your application for or receipt of Medicaid? 20

O N T L S Y

AD/SS| Related

SNAP Aged/Disabled Indicator
SNAP Medical Deduction
TPHI Reimbursement

Buy-In Eligibility

Kreiger (LDSS-3664)
Domestic Violence

55l Referral

Earned Income Credit

Change in Resources

NEEDED REFERRALS COMPLETED

SSI(D-CAP)

Disability Interview (LDSS-1151)

Medical Report (LDS5-486, 486t)

Disability Report

AD

TPHI

ACCES-VR

CTHP

Family Planning

SSA (RSDI)

Veteran's Benefits

Veteran's Counseling

Child Health Plus

COBRA Eligibility

Murse's Aide Service

Home Care

NYSoH

MA-Only (DOH-4220)

S5I-Related/Chrenic Care
DIOH-4220 with Supplement A)

LDSS-4526 or local equivalent




Lodb-3174 Siatewide (Rey 7116}

DO NOT WRITE IN THE SHADED AR

EAS OF THIS RECERTIFICATION FORM

RETROWMCTIVE
METIC &I

WHOD

AMOUNT §

RECURRING

WEDICAL
EXFENIEQ

METICAL BRLL E OYES =)0

TPHI:

OYES Ome

worker or call 1-200-505-587)

HEALTH PLAN SELECTION

Mest people enrolled in Madicaid ane requined to join a managed care health plan unbess they are in an axampd categary. Use this section fo chaose a haglth plan. 1§ you do nof know what health plans are available, ask your

Marma of Plan You Am Enralicg Ir

Last Hame

Frst Name

Date Of Birth | Sax
mimicdiyy MiF

D¢ (from Madicaid Card
i you have ane|

Sacial Sacurity &
toptral i pragrant]

Primary Came Providar (PCP) ar

Haaith
Centar [chack box i currant

Mama and 1D of OBAGYM
ichack box i curnent procedicdan)

propicer]

u

U
U
U

SECTION 22 - SHELTER

WHAT IS YOUN LANDLORDS RARMET

DOCUNENTATION
Landiord Statement

EHELTER
COETE

A. Room and Board

Rent Receipt
Tarant of Record

B. Rani

WHAT 15 YOUR LANDLORD'S ADORESSY

Custormar of Heoond

C. Trailar Lot Rart

Woluntary Hesirct

D. Morigage Paymeart Mandatory Fastrict

Subsidied Haisirg

1. | Principal

I beress Morigage'Tille Seanch
Section B Laas=a or Statemnent from
Section B Offics

Praperty Tax
(inchuding
School Tasl

WHAT I5 YOUR LANDLORD'S PHONE NMUMBERT

Prapery Lisn

Homsagwner's
(LTS Tpr -]
fircl. Fira
Insuraroa |
| axas
Inclucksd
i Margacs
|Escroew
Hagmars|
ARSASSMTWC S
[Sawar, alc |
E. Toial Mortgags
Paymant (Lirs 6]
TOTAL
fLings & -E)

Shebar/Utility Repaymar: Agresment
CON BOER

Utility arclior Fual Hestrial

Utility Guararies
HE &F

Do you ar anyane wha lives with yau have a reni, morgage ar
L= I "
oiher sheler expensa? Subsdwed Hausirg May Show Total Rent. NOT Cliert Amaurs

Frstar Cars-Feiaad Addtional Allowaroes

SNAP Housabold Composition Hulas
SHAP AgedThsabled indicatar
Hieal Proparty Tax Gract

Do you ar anyone wha lives with you have a heat bill separate
fram your rent or ather shalter expanse?

AIDSMN Emergancy Shaber Allowarce

Propesly Lis

L A R T T A Y

I Shahar ExpansasiLwing Ouariars Ana Shanrsd by Mara thar
Dine Housebalkd




FAGE 16

DO NOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM

SECTION 22 - SHELTER (CONT.)

Dia you or anyone who lives with you have the fallawing
expenses separate from your rent or ather sheler expense?

Electricity (for needs other than heatf; example; Bghis, coaking
hot water, efc | 1

Watural Gas (for needs ather than heat; example: cocking, hot
water, elc ) 2

LOBS-2174 Statewios Hav 70146

Waber

IH WHOBE NAME 13
THEBILLY

|CUSTOMER OF WHO |8 THE TEMANT
RECORD) OF RECORD?

Huat"

Air Condifioning

Elaciricity (lor cockirg, lights, hol walsd)

Gas (for cooking, hat waber)

Propane (for needs other than heat)

Liguid Prapana Oas

Diihaw Litilmas or Expansas

Sewer

Air Condilioring

Trash

3, Utility Instadlation Fees

Smanr

Other Uilifies and Expenses
Specify

Trash

Waler

Do you live in public housing? ]

Do you ve in Section 8, HUD, or ather subsidized housing? 10

Do you e in a drug/aleohol reatment facility?

“Check Primary Hast Type:
dMatural Oas aoa
J Kerasens 3 Prapana

0 PSC Elacinic
0 Municpal Eleciric

0 Coal
0 W o

ADDITIONAL INFORMATION

SECTION 23 - OTHER EXPEMSES

Indicate if you or anyone who lives with you wha is
receriifying

LEGALLY £3aL0 N
DELIGATED | SMAP HH

IF YES, AMOUNT

Pays child support

YES | MO | YES| NOD

Pays spousal suppart

Pays for child care

Pays for dependent cane

Pays fuitian, fees, or other educational expenses

Has addifianal expenses (Examgle: car paymend, car
insurance paymend, credif card payments. other loan
payments, efc )

Specify;

Dia you or anyone who lives with you who is recerifying
awe &l least four manths of suppart far a child under the
speof 217




Loae-317a Satewide (Rev. 7/16) DO NOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM
SECTION 24 - OTHER INFORMATION

Do you buy ar plan ta buy meals from & home d ves Oma
delivery or communal dining service?

.- & -] VETERAM | VETERAN
Are yau able o cook or prepare meals et home? B STATLE OOk rrre—

Have you ar anyane in your househokd avar been in tha U S, miitary? « SNAP Depandent Care Deductions
Wiha? 1]

+ Distnet af Fiscal Hasponsiblity (S50
B2 B

Has yaur spause ever been in the U.5. milary? "

|5 anyane in yaur household & dependent of somaane wha is or was in _— s F
- " " Chid'Uspandant Cara
5 /7

the LS. military? B ihia A

Haoaupments

Indicate if you or snyone wha lives with you who is recartifying: Cutstanding Overpaymart

Have you ar anyane wha lives with yau wha is recarlifying moved int Panding DHequaiicasion
this caunty from anather Mew York State county within the past fwo
months?

Have you ar anyane who lives with yau ever been faund guilty of
andior been disqualified for Public Assistance andiar the
Supplemental Mulrition Assistance Program (SMAF) because of
fraud/an Infentoral Program Viclation? GOMBICER

PEN BE | MOT UIED IN THE BUDGET DETERAMMATION)
RANT], EXFLORE HOW THE HOWSEHOLD I8 MEETING ITE

Have you ar anyone who lives with you received benafits for which Aatul Expanses < "'r';'l':'_:'":'rl“‘l:_:‘I:r";flrj :‘:;‘_':“LI.
they were ned entiled, which hawve not been fully repaid to this or — — —
anather agency?

Heve you ar any member of your househald been convicted of making I M P O RTA N T o
a fraudubent statament or representation of residenca in order i L)
receive Public Assistance in two or mare states?
Heve you ar any member of your househald been convicted ef D o U b I e C h e C k o U r I
fraududanily recesving duplicate SNAP Benefits in any siaie afler

September 22, 10897

Have you ar any member of your household been convicted of buying A n swe rs o n th e s e

or sefling SMNAP Benafits for 8 combined amaunt of aver §500 ar meone
after Saplember 22, 10867

Have you ar any member af your househald been convicted of rading F RA U D [ ] re I q te d
ENAF benefils for firaarms. ammunition or explosives, or drugs?

Aira yau or ary member of yowr household flesing bo aveid

[ ]
praseculion, cusledy or canfinement after conviction of a falony ar I
attempied felony and aclively being pursued by lew enforcement? U I ®

< fesugl Shalles

Aire yau or ary member of yowr household vialating probatan cr
parcle accarding fo 8 court arder?
PROPERTY TRANSFER STATUS Documanted by
lhaved Dhave notD sald, iransfered ar given away any of my propedy to anyone lo get Publc
Assistance or SNAP Benefils




FaGE A DO NOT WRITE IN THE SHADED AREAS OF THIS RECERTIFICATION FORM LOVE 83174 Stabewlig (Hev 7016)

MOTE HCOMMENT S

MOTICES, ASSIGHNMENT S, AUTHORIZATION S, and CONMSEMNTS

COLLECTION AND USE OF SOCIAL SECURITY NUMBERS — The collection of Social Security Murmbers (SE2Ms) is authorized for each housshold member with respect to the
Supplemental Mufrition Assistance Program [SMAF), pursuant to the Food and Mutrition Act of 2008 (as amended). Anyone applying for SMAF must provide an S5 in order to

receive benefits. If you or anyone applying does not hawe an 3N, that person must apply for an 25N with the Social Security Administration (visit weas S 35A gow or call 1-800-T72-
1213).

With respect to all other programs for which this recertification form requires an S50, the collection of S5Ms is also mandatory and is authonzed under one ar more of the following
sections of law: Section 205(c) of the Social Security Act (42 U.5. Code 408), Section 1137 of the Social Security Act (42 U5, Code 1320b-7) and Section 7{a)(2) of the Privacy Act of
1874, See the instruction book (PUB-1313 Statewide) or talk to your social services district if you have guestions.

The information we collect will be used to determine whether your househald is eligible or continues to be eligible for assistance or bensfits. The information will be used to check
identity, to wverfy eamed and uneamed income, to determine if absent parents can receive hesalth insurance coverage for applicants or recipients, to determine if applicants or
recipients can obfain child or spowsal suppert, and to determine if applicants or recipients can receive money or other help. We will verify this information throwgh computer matching
pragrams. This information will also be used to monitor compliance with program regulations and for program management Besides using the information you give us in this way, the
state will use the information to prepare statistics about all of the people receiving benefits from the Home Energy Assistance Program [HEAR) (see below)

This information may be disclosed to other state and federal agencies for official examination and to law enforeement officials for the purpose of apprehending persons fleeing to awoid
the law. Information collected with respect to applicants for and recipients of Family Assistance and Safety Met Assistance, including S5Ms, may be used to assist in the formation of
jury pools, If a8 SMAP claim arises against your household, the information on this recerification, including all 35Ms, may be referred to federal and state agencies, as well as private
claims collection agencies, for claims collection action.

S5Ms of ineligible househaold members will also be used and disclosed im the manner sbowve

Besides using the information you give us in this way, the State also wses the information to prepare statistics about all the people receiving benefits from HEAF, The information is
used for quality control by the State to make sure social services districts are doing the best job they can. |t is used to verify your energy supplier and to make certsin payments to
such wendars.




NONDISCRIMINATION NOTICE - This indtution iz prohibited from diseriminating on the basis of race, color, naticnal ongin. disability, age, sex and. in some cases, religion or political
belets

2 Tine e = =rean agneonore (LIS0DA) also prohibits disenmination based on race, color, national ongin, sex, religious creed, disability. age, poltical bebafs or reprnzal ar
retaliation for pricr Wil fights activity in any program or activity conducted or funded by USDA,

Parsons with disabifies who require alternative means of communication for program information (e.g. Braille, large print. audictape, American Sign Language, ete.), should contact the
agency (State or loc8) where they applied for benefits. Individuals who are deaf, hard of hearing or have speach disabilities may contact LUSDA through the Faderal Relay Service at
(200) BF7-B338. AddNpnally, program infermation may be made available in languages other than English.

To file & Supplemeantal tien Assistance Program (SHAF) complaint of discrimination, complate the USDA Program Discrimination Complant Form, (AD-3027), found online at
hitpfwaiw. Bscr. usda. govioQgnplaint_filing_cust.html, and at any USDA office, or write a latter addressed to USDA and provide in the letter all of the information reguested in the form. To
request a copy of the complaWg form. call (BB8) B32-8882. Submit your completed form or latter to USDA by:

(1) Mail: WS Departriant o poulture
Office of the Assistant Se go for Civil Rights
1400 Indepandence Avanua, SV
Washington, D.C. 20250-8410
(2) Fax: (202) 880-7442; ar
(3) Email: program.intake@usda.gov.
Fer any other information dealing with Supplemental Mutntion Assistance Frofgam (SMAP) issues, parsons should aither contact the USDA SMNAF Hotline Mumber at (200]) 221-5988,
which is alsc in Spanish. or call the State Informabon/Hatline Numbers (click thQ link for & listing of hotline numbers by State), found online at:

hitp:{fweew. fns usda. govwsnapicontact_info'hotlines. him,

To file & complaint of discrimination regarding & program receiving federal finan assistance through the U.S. Department of Health and Human Services (HHS), write HHE Director,
Office for Civil Rights, Room 515-F, 200 Indepandance Avenua, 5W., Washingt®g, D.C. 20201, or call (202) 818-0403 (voice) or (800) 537-TEET (TTY)

s Plequse Sign Herve

CONSENT FOR INVESTIGATION - | agrefl to any investigation to verify or confirm the information | have given in connection with my request for Public Assistance (PA), Medicaid.
Supplemental Mutntion Assistance Prograrfl (SMAPF) Benefits, Homa Energy Assistance Frogram Banefits, Services or Child Care Assistance If additional information is requested, |
i 18|l sl= srate f ; siate and fedaral personnel in any P& andfor SMNAF QCusalty Contral Revew

CLCCac] &

If 1 am recerifying for SNAP. | understand thaf@the social servicaes district will request and use information available through the Income and Eligibility Verification System to investigate
my recartification, and may verify this informatien through collateral contacts if discrepancies are found. | also undarstand that such information may affect my eligibility for SMNAF

andior the lavel of SMNAF Benefils | recaive. PWS[WV He"&

CONSENT FOR RELEASE OF CONFIDENTIAL UNEMPLOYMENT INSURANCE INFORMATION = | authorize the Mew York State Department of Labor (DOL) to release any
confidential information maintained by DOL for Unemployment Insurance (L) purposes to the New York State Office of Temporary and Disability Assistance (OTDA). This information
incledes Ul bansafit claims and wage records. | understand that OTDA, aloeng with state and local agency employeeas warking in social services distrct offices. will use the U
information for establishing or verifying aligibility for, and the amount of, Fublic Assistance, Madicaid, Supplemental Mutrition Assistance Program Benefits. Home Energy Assistance
Pragram Benehits or Child Care Assistance, applied for in this appheaton/recerification and for investigations to determine whather | recared banefits to which | was not entitled.
OTDA may alsa share the information with the New York State Office of Children and Family Servicas (OCFS) and the Mew York State Departiment of Health (DOH]). OCFS will use
the informaticn to monitor the Child Care Assistance program
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RELEASE OF INFORMATION TO SERVICE PROVIDERS — | give permission to the social services district and New YVork State to share information regarding Public Assistance ar
Supplemental Mutrition Assistance Program benefits that | or any member of my househaold for whom | can legally give authonzation have received, for purposes of venfying my
eligibility for services and payment related to program administration provided by a State or local contractor.  Such serices may include, but are not limited fo, job placement or
training services grovided to help me or members of my household obtain and retain employment.

CHANGE REPORTING — | agrae to irform the agency promptly of any change in my needs, residency/addrass, living arrangements, househald size, income, employment
prc}peﬁyﬂr&ﬁnurcEE depe ndent care c@ists, health insurance, non-citizen wuh sstlsfa-:tur'_.l immigration status/citizenship status, able-bodied adult without dependents (ABAWD) status
tat

If | arn applying for Child Care Assistance, | sgras t|:| |nfc. the agency lmmedlaml‘y of any mangi in family i |ncnme whn fwes in 5.' hame, Emplnyment child care arrangaments or

PEMALTIES — Faderal and state laws provide for penalties of fine, imprisonment or bath if you do not tell the truth when you recertify for Public Assistance, Medicaid, Supplemeantzl
Mutrition Assistance Program, Services or Child Care Assistance ("Assistance, Benefits or Servicas”™) or at any time when you are questionad about your eligibility, or cause someone
else not to tell the truth regarding your recertification or your continuing eligibility. Penalties also apply if you conceal or fail to disclose facts regarding your initial and continuing
eligibility for Assistance, Benefits or Services, or if you conceal or fail to disclose facts that would affect the right of someone for whom you have recertified fo obtain or continue to
receive Assistance, Benefits or Services, If you are an authorized representative, such Assistance, Benefits or Sendces must be used for the other person and not for yourself. Federal
and state laws provide that any fransfer of assets for less than fair market value made by an individual or an individual's spouse, within 80 months prior to the first of the month in which
the individual is both in receipt of nursing facility services and has submitted an application for Medicaid, may render the individusal ineligible for nursing facility services or home and
community-based waivered services for a perod of time. It is unlawful to obtain Assistance, Benefits or Services by concealing information or providing false information.

SUPPLEMEMTAL NUTRITHON ASSISTANMCE PROGRAM DISQUALIFICATION PEMALTIES — Any information you provide im connection with your application for the Supplementsl
Mutrition Assistance Program (SMNAP) will be subject to verfication by federal, state and local officials. If any information is incomrect, you may be denied SMAF Benefits. You may be
subject to criminal presecution if you knowingly provide incorrect informiation which affects eligibility or the amount of benefits. Any person convicted of s felony for knowingly using,
transferring, acquiring, altering or possessing SMAP authorization cards or access devices may be fined up to $250,000, impriscned up to 20 years or both. The individual may also be
subject to prosecution under the applicable federal and state laws. Anyones who is viclating a condition of probaticn or parcle, or anyone who is fleeing to avoid prosecution, custody or
confinemant of a felony and is actively being pursued by law enforcement, is not eligible to receive SHAP Bensfits

fow may be found insligible for SMAP or found to have committed an Intentional Program Yiclation (IFY) if you make a false or misleading statement, or misrepresent, conceal or
withhald facts, in order to qualify for benefits or receive more benefits; purchase a product with SMAP benefits with the intent of obtasining cash by intentionally discarding the product and
returning the contsiner for the deposit amount; or commit or attempt to commit any act that constitutes a viclation of federal or state law for the purpose of using. presenting, transferming
acquiring, receiving, possassing or trafficking SNAP Benefits, authorization cards or reusable documents used as part of the Electronic Benefit Transfer (EBT) system. Additionzlly, the
following is not allowed and you may be disgualified from recaiving SMAF Benefits and/or be subject to penalties for actions that include:

# Using SMAF benefits to buy non-food items, such as alcohal or cigarettes

* Using SMAF benefits to pay for food previously purchased on credit

* Allowing someone else to use your EBT card in exchange for cash, firearms, ammunition or explosives, or drugs, or to purchase food for individusls who are not members of your

SMAP household; ar
# Using or having in your possession EBT cards that do not belong to you, without the card owner's consent.

Individuals found to have committed an IPY either through an administrative disqualification hearing or by a federal, State or local court, or have signed either a waiver of nght to an
administrative disgualification hearing or a disqualification consent agreement in cases referred for prosecution shall be ineligible to participate in SMAP for & pericd of:
12 months for the first SNAP IPY;
+ 24 months for the second SMAP 1P
& 24 months for the first SMAP PV that is based on a court finding that the individual used or regeived SMAP Benefits in a transaction invalving the sale of 5 controlled substance
{illegal drugs or certain drugs for which a doctor’'s prescription is reguired); or
120 months if the individual is found to have made a fravdulent statement about who hefshe is or where he'she lives in order to get multiple SHAP Benefits simultaneously, unless
permanently disqualified for a third SHAP IPY
Additionally, a3 court may bar an individual from participating in SMAP for an additional 18 months,
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An individual can be parmanently disqualified from receiving SMNAF Benefits for
& The ficgt SMAPF IFY based on & court finding that the individual used or recaived SNAF Banafits in a transaction invalving the sale of frearms, ammunition or explosives,
¢ The firgt SMAF IFY based on & court conviction for trafficking SNAF Banefits for & combined amount of 3500 or more (trafficking includes the ilegal use, transfer, acquisition
alteration or possession of SMAF authorization cards or access devicas),
The sacond SMNAF IPY based on a court finding that the individual used or received SMAF Benefis in a transaction involding tha sale of & controlled substance (illegal drugs or
cartain drugs for which a degtor's prasenplion is required); or
s A fhird SMAR IPY

REQUIREMENT TO REFORT/VERIFY HOUSEHOLD EXPEMSES = Your household must report child care and utility expenses in order to get a Supplemeantal Nutribon Assistance
Pragram [SMAF) deduction for these expansas. Your household must report and verfy rentimorigage payments, proparty taxes, insurance, madical axpansas and child support paid
to & non-household membear in order to get & SMAF deduction for these expanses. Failure to reportivarify the above expanses will ba seen as a statemant by your household that you
da not want to receive & deduction for these unreported/unvenfied expansas. A deduction for these expansas may make you aligible for SMAP of may increasa your SNAF banafits
You may report’verify these axpanses at any tima in the fulure, The deduction would than be applied to the calculation of SMAF benefits in future months, in accordance with the rulas

far change reporting (see Change Reparting, abova)

SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM AUTHORIZED REPRESENTATIVE = You can authorize someone who knows your household circumstances to recertify
for Supplemantal Mutrition Assistanca Program (SNAP) Banafits for you. You can also authorize semeoné oulside your household to get SMNAF Benafits for you or to use tham to buy
food for you. I you would like to authorize someona, you must do so in writing. Youw may authorize someone by printing the person’s name, address, and phone numbear immediately
balaw. and having them sign in the signature section &t the and of this recertification. When an Authorized Representative is apphying on bahalf of 8 SNAF household that does not
reside in an institution, both the Authorized Representative and & responsible adult mamber of the household must sign and date the signature section at the and of this recertification,
unless the SMAF household has otherwise designatad the Authorized Representative to do 5o in writing

HNAME, ADDRESS AND PHONE NUMBER OF AUTHORIZED REFRESENTATIVE (FLEASE PRINT):

STANDARD UTILITY ALLOWAMNCE = | understand that Public Assistance and Supplamental Nutrition Assistance Frogram (SMAF) recipients are categorically incomea eligibla for the
Home Energy Assistance Frogram (HEAP). | alse undarstand that if | have not received a HEAF banefit of greater than 520 in the current month or pravious 12 months, or & similar
anergy assistance banafit, | must pay for heating or air conditioning separately from my rent in order to receive the heating/cooling standard utility allowance (1L.e., a deduction) for
SHAP. | understand that the State will use my Social Secunty Mumbaer to verify with my home anergy vendors the receipt of HEAF. This authorization also includes parmission for any
of my home enaengy vendors (including my wtility) to release cartam statistical information, including but not mited to, my annual electricity usage. electricty cost fuel consumptian,
fuel type, annual fuel cost and payment history to the Mew York State Office of Temporary and Disability Assistance, the local social services district and the United States Departmeant
of Health and Human Sarvicas for the purposes of Low Income Homa Enargy Assistance Frogram parformance measuramant

RELEASE OF MEDICAL INFORMATION = | consant to the release of any madical information about me and any membars of my family for whom | can give consent By my pnmary
care provider, any othar haalth care provider or the Mew York State Departmant of Health (DOH) to my health plan and any health care providers invalved in caring for me or my
family, as reasonably necassary for my haalth plan or my providers to carry out treatment, payment. or haalth care oparations. by my haalth plan and any haalth care providers o
DOH and other authorized federal, state, and local agencies for purposes of administration of Madicaid, and, by my health plan to cther persons or onganizations, as reasonably
neacessary for my health plan to carry out treatment, payment. or haalth care cparations. | authonze the release of any health-related information about me and any mambers of my
family for whom | can legally give authonzation related to the provision of assistance and services and my ability to participate in work activities. including employmant, to the Mew
York State Office of Temporary and Disability Assistance (OTDA), the New York State Office of Childran and Family Sarvices or the local social services district, as reasonably
neacassary for the provision of Fublic Assistance beneafits. for services, Including child welfare services. for delermining appropnate work activity assignments, for determining the need
to apply and for making application for Supplemental Security Income Benefits: for establishing appropriate treatmeant plans for restonng employability; and for determining aligibility
for exemptions from the State sudy-maonth tima limit on cash assistance recaipt. If | am required to apply for banefits administered by the Social Securty Administration, the




PAGE 22 LOE3-2174 Statewioe (Fev. 716)

information specified sbove may be shared with the Social Security Administration. | also agree that the information released may inclede HIW, mentsl heslth or slcohal and
substance sbuse information about me and members of my family, to the extent permitted by law, unless a box is checked below. If more than one adult in the family is joining =
Medicaid health plan, the signature of each adult applying is necessary for consent to release information. | understand that my ability to consent to the release of information relating
to any mimor children for whom | may give consent is limited by the extent to which | can obtain information regarding treatment. diagnosis and procedures on their behalf.

Do not disclose HNWIAIDS information Do not disclose drug and alcohol information
Do not disclose mental health information

RELEASE OF EDUCATIONAL RECORDS — | give permission to the Mew York State Deparfment of Health and the social services district to:1) obtain any information regarding the
educational records of myself and'or my minor child{ren). herein named, including information necessary for claiming Medicaid reimbursement for heslth-related educational services;
and 2) provide the appropriate federal government agency access fo this information for the sole purpose of sudit.

RELEASE OF INFORMATION FOR THE EARLY INTERVENTION PROGRAM — If miy child is evaluated for or participates in the New YWork Stete Eary Intervention Program, | give
permission to the social services district and Mew York State to share my child's Medicaid eligibility information with my county or municipal Early Intervention Program for the purpose
of billing Medicaid.

CHILDNTEEM HEALTH PROGRAM — | understand that if my child is on Medicaid, he or she can get comprehensive primary and preventive care, including sll necessary trestment
through the ChildTesn Health Program. | can get more information on this program from the social serices district

MEDICARE — | authorize payments under “Madicare” (Part B of Title X\, Supplementary Medical Insurance Program) to be made directly to physicians and medical suppliers on any
future unpaid bills for medical and other hesalth services furnished fo me while | am eligible for Medicaid.

REIMBURSEMENT OF MEDICAL EXPENSES

MEDICAID — ¥ou hawve a right as part of your Medicaid application, or within two years from the date of your application, to reguest reimbursement of expenses you paid for covered

medical care, services and supplies received during the three-month period prior to the month of your application. After the dste of your application, reimbursement of covered
medical care, services and supplies will only be available if obtsined from Medicaid-enrolled providers

ASS5IGNMENT OF INSURANCE/OTHER BENEFITS AND DIRECT PAYMEMT — For Fublic Assistance and Medicaid, | agree to file any claims for health or accident insurance
benefits, and to pursue any personal injury claims or any other rescurces to which | may be enfifled, and do hersby assign any such resources to the social services district to whom
this recertification is made. In addition, | will assist in making any assigned benefits available to the social services district to whom this recerification is made.

| authorize payments owed to me or members of my household for health or accident insurance benefits to be made directly to the sppropriate social services district for medicsl and
other health services furnished while we are eligible for Medicaid.

MEDICAID RECOVERIES — Upon receipt of Medicaid, a lien may be filed and a recovery may be made against your real property under certsin circumstances if you are in 2 medical
institution and not expected to return home. MA paid on your behalf may be recovered from persons who had legal responsibility for your support at the time medical services wene
chiained. MA may also recover the cost of services and premiums incorrectly paid.

| understand that effective April 1, 2014, if | get Madicaid through New York State of Health:
# Mo lien will be placed on my real property prior to my death.
* Recovery from assefs in my estate upon my desath is limited to the amount Medicaid paid for the cost of nursing home care, home and community-based services, and related
hospital and prescription drug services received on or after my 55th birthday.
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PUBLIC ASSISTANCE RECOVERIES = Fublic Assistance (PA) you receive for yourself and for parsons for whom you are legally responsible to support i3 recoverable from propery
oF Monay you possess of may acguire. You may be reguired, &3 & condition of receiving PA, to execute & dead or mongage of resl proparty you own. Your tax rafunds and portions of
lottery winnings may be taken to repay your debt for FA

AUTHORIZATION TO REPAY PUBLIC ASSISTANCE BENEFITS FROM RETROACTIVE SUPPLEMENTAL SECURITY INCOME - | authorze the Commissioner of the Social
Securty Administration (SSA) to use my first paymant of Supplemantal Security Incomae (SS1); i.a. my refroactive SSI payment) to reimbursa the local social serdces district (SSD) for
Public Assistance (FA) the S50 pays mae from State or local funds while S5A decidaes if | am eligible for 551 554 will not reimburse the S2D for PA that was paid using any federal
fumds.

| will be bound by this authorization only if the Stete gives notice to S54 that Lgnd an S350 representative have signed it. The State must give notice within 30 calendar days of
matohing my S5I record with my State record. S5A will not accept it after 30 calendar deys. Instead, S5A will send me my retrosctive SS1 paymaent under S5A rules

Conly my first payment of S51 can be used. If my first payment is larger than the amount owed to the S50, S5A will send the rest to me under its rules

S5A pan reimburss the SE0 in o situations
(1) It will repay tha S50 if | apply for S51 and SS5A finds mae eligible
(2} It will repay tha S50 if my S5| benefits are reinstated after tarmination or suspension

S5A will enly reimburse the S50 for PA it pald me during the time | am walting for an S5A determination of eligibility. This is called "interim assistance.” The period bagins: 1) with tha
firat month | become aligible for paymant of 521 benafits; er 2) on the first day | am reinstated after my 35| was suspended or terminated. The period includes the month 551 payments
sctually begin. If the S50 cannol stop my last PA paymant, the pernod ends the next month

Mo later than 10 days after S5A relmburses the S50, the SS0D must send ma a notlce telling me the amount of Interdm assistance paid, The notice will also tell mae that SSA will sand
me o batter talling ma how sny remaining 25| money owed to me will be sent by SSA and that. if | do not sgres with a state decision. how | can sppeal the decision to the state

Under its rules, SSA may usae the date | sign this suthorization as tha date | first bacomae eligibla for S50 |t will do this anly if | apply for S51 within the neost 80 days

This authorization applies to any S5 application or appeal | now have pending before S5A. This authorization terminates if my SS1 case i complately decided. It terminates whan
SEA first pays me, The State and | can also agree io terminate the autherization, | must sign & new authorization consistent with NYS rules if | reapply for S21 sfter this authorization
terminates, or if | file a new S5 claim while | have an 551 application or sppesl pending.

| will be given an opportunity for o fair hearing if | disagres with & decision the 550 made about reimbursement

| racaivad a copy of the pamphlet called “VWhat Yeou should Know About Soclal Sarvices Programs.” | understand what it says about interim assistance

SUPPORT = Applying for or receiving Family Assistance (FA), Safety MNet Assistance (SMNA) or Title [V-E foster care oparates as an assignment fo the State and the social services
district of any rights to support from any othar parson that the applicant or reciplent may hava in his or har own nght of on bahalf of any othaer family membar for whom the apphicant or

reciplent is applying for, or recelving, assistance (Scclal Services Law, Sections 158 and 348). This assignmaent |3 imited in cartain situations. Other sections of this recerification
contain additional assignmants

ASSIGNMENT OF SUPPORT RIGHTS — | assign to the state and social sarvices district any rights | have to support from parsons having legal responsibility for my support and sy
rights | have e support on bahalf of any family member for whom | am applying for or recelving assistance. Whaere applying for or receiving Family Assistance or Safety Net
Assistance. my assignment of suppert rights is limited to support which acorues during the peried thet | andior any family member receives sssistance. However, any support rights
that | assigned to the state on bahalf of mysalf or any family membar prior to Oelober 1, 2000, continue to be assigned to the state
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HOME EMERGY A5S5ISTANCE PROGRAM — | understand that by signing this application/certification, | consent to any investigation to verify or confirm the information | hawe given
and other investigation by any authorized government sgency in connection with Home Energy Assistance Program (HEAP) benafits. | also consent to allow the information provided
on this recerification to be used in referrals to available weathernzation assistance programs and my utility company’s low income programs.

| understand that the State will use my Social Security Number to verify with my home energy vendors the receipt of HEAP. This authorzation also includes permission for any of my
home energy vendors {including my utility} to release cerain statistical information, including but not limited to, my annual electricity usage, electricity cost, fuel consumption, fuesl type,
annusal fuel cost and payment history to the Mew York State Office of Temporary and Disability Assistance. the local socisl services district and the United States Depardment of Health
and Hurnan Services for the purposes of Low Income Home Energy Assistance Program performance messurement.

SEXUAL ASS5AULT INFORMATION — if you are a victim of sexual assault. you hawve the right to request referral information from the social services district. i you request referral
inforrnation, the social services district must provide you with the addresses and phone numbers of any: 1) local hospitals offering sexusal assault forensic examiner services cerified by
the MYS Department of Health; 2} local rape crisis centers; and 3) local advocacy, counseling, and hotline services appropriate for victims of sexual assault In addition, the social
services disfrict must provide you with the NY'S Hotline for Sexual Assault and Domestic Viclence numbers: (200} 942-00808 and (800) 3150650 (TTY).

CERTIFICATION FOR CHILD CARE ASSISTANCE — If | am applying for Child Care Assistance, | cerlify that my family’s income does not exceed 25 percent of the State median
income for & family of the same size. and my family resources do not exceed 1,000,000,

| have read and understand the notices above. | understand and agree to the assignments Yautho
affirm wnder the penalties of perjury that the information | have given or will give to the s ices district is complete and corr

APPLICANT SIGNATURE DATE SIGHNED SPOUSE OR PROTECTIVE REPRESENTATIVE SIGMATURE

. Please Signv and Dipte Here |,

AUTHORIZED REPRESENTATIVE DATE SIGHNED
SIGNATURE

X

I REQUEST THAT MY CASE BE CLOSED FOR:

0 Public Assistance O Supplemental Mutrition Assistance Benefits O Meadical Assistance Every Ad u Ii

| understand that | may reapply at any time.

Must Sign

Signature x
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Please make sure you leave the following here today:

Completed application

Client affidavit

Domestic Violence screening form
Alcohol/Substance Abuse Screening Instrument
Restriction form if on voucher payments
Landlord Statement

Any verification documents you have brought with you today



AFIS

The Automated Fingerprint Identification

System(AFIS) is a biometric identification
Methodology that uses digital imaging
technology to obtain, store and analyze
fingerprint data.

sy
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To prove this factor, provide:

Eligibility Factor

Driers
US. passport
Naturaiization
HosplaiDocior
Adopon paper

Statement rom non-reiat
ool recors

o  each person
applying for assistance, where appeoriate

| anant parent

iihe parent of amy chid in your nome is not
Yol must prove s

wide any informat Social Secu

5, Social Security NUMDs, Bt | yicnetary ceterminasion e

g D, cars (nesn insurance)
e :

¥ ONE of the following

To prove this factor, pror

ON REQUIREMENTS
one of the following

ame
unsamsi incama (cont)

Your assistance may
tofind cut what other

s not an elig
¥ TWO of the following PrEGTE Women of i Resourcss
(if you are applying for SNAP Benefts
or Medical Assistance only, you need

form for each

SEment i
instiution

Lie Insuran

S [
ando Doarger, enant
@ lax records

] unsamsa ncome
chil support
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