e (Eee ) Application/Job Profile e e e R

SHADED AREA FOR AGENCY USE.

| statement of Mutual Expectations - The Human Resources Administration staff are
committed lo assisting you as you achlave sall-reliance by providing employmeant and
support services in a professional and respectiul manner,

WORKER'S SIGNATURE DATE

understand that cash assistance s lemporary
f reliance. | am responsible for paricipating
atarmined that | am amployable, to lack for
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£
o —
@
ol

W iy

IF YOU HAVE ANY DISABILITIES, WHICH PREVENT YOU FROM COMPLETING THIS APPLICATION ANDIOR .._E:zﬂo ST HEANT . SKRATVRE DATE

BE INTERVIEWED, PLEASE NOTIFY THE RECEPTIONIST. THE AGENCY WILL MAKE EVERY EFFORT TO FROVID
REASDNABLE ACCOMMDDATIONS TO ADDRESS YOUR NEEDS.,

D0 YOU WANT TO RECEIVE NOTICES IN: []SPAMISH AND ENGLISH szm_._m_.__ OHLY DO YOU NEED AN INTERPRETER? [ vES [INO | WHAT 15 YOUR PRIMARY LANGUAGE?

(FLEASE cHECK)  [JemcusH OseamsH
FIRST MAME Rl LAST MAME DATE GF BIRTH MARITAL STATUS:

O oTHER (PLEASE SPECIFY)
HOUSE NUMBER STREET ADDRESS APT.MD. | CITY STATE | ZIPF CODE AREA CODEPHONE NUMBER
IN CARE OF NAME (IF ¥OU RECEIVE YOUR MAIL N ANCTHER PHONE WHERE You may ba eligible for expadited Food Stamps Service, If your housshol has little or na income or liguld resources,
IN CARE OF ANOTHER PERSOMN): YOU GAN BE REACHED: o 8 your renl and utiliy nsed are more than your income and liquid resouoes, you be aligible 1o receive Foad

an e

Stamps within a few days, Your worker will raview yeur circemstances 1o see If you ligitle for fhase bonelis, If your
siluation changes you can requast an inarview for sxpedited Food Stamps or an immediale needs grant any lime during

MAILING ADORESS (IF DIFFERENT FROM ABOVE ADDRESS-SUCH AS POST OFFIGE BOX): the uppication process:,
&, benafits am provided back to the filing date of

IF YOU ARE APPLYING FOR FOOD STAMPS

ou can file this application the sama day you recefve . 751 I

HOW LONG HAVE YOU LIVED AT YOUR FRESENT ADDRESS NTHS application. We must accepl your apphcation if at a minimum, It contains your name, address (if you have ene) and

FORMER ADDRESS: e Mo — = signature, In this box. You can file your appBealion bafora you have an intervisw, If you are applying for Cash Assistanca,
Food Stamps and Medical Assistance, usually you will enly be required o have a single interdew for the thres progrms.

AGENCY HELPING APPLICANT APPLY | CONTACT PERSON PHONE # &k PLICANT SIREPRESENTATIVE'S SIGNATURE DATE SIGNED

DO ANY OF THE FOLLOWING APPLY TO YOU7
OYOUR HOUSEHOLIYS TOTAL INCOME FOR [ URGENT PERSONAL 0f 01 SERIOUS MEDICAL

THE MONTH |5 LESS THAN $150 AND FAMILY PROBLE M PROBLEM
YOUR TOTAL LIQUID RESOURCES (ia,, I NO PLACE TO STAY/ B VICTIM OF DOMESTIC
cash on hand, checking or savings accounts) HOMELESS VIOLENCE
00 NOT EXCEED $100 O PENDING EVICTION O FIRE OR OTHER DISASTER

O YOUR HOUSEHOLD'S TOTAL SHELTER O caM MO LONGER STAY DV FUEL OR UTILITY SHUTOFF e 5 B =
EXPENSES, INCLUDING UTILITIES, ARE WITH A RELATIVE OR B0 NO FOOD OR MONEY TO — —
MORE THAN YOUR TOTAL INCOME AND FRIEND BUY FOOD Chyimacai 1583 P .
LIQUID RESOURCES, O RECEMTLY LOST INCOME

O YOU ARE & DESTITUTE MIGRANT OR O OTHER {SPECIFY)

SEASONAL FARM WORKER WITH NO
OURCES .

O PUBLIC ASSISTANGE ] MEDICAL ASSISTANCE O MEDICARE BUY-IN
| o rooo stames CICASH ASSISTANCE AND MEDICAL ASSISTANGE

"oy ! Sl F B Vv d st
O ASSISTANGE WITH CITIZEN: O CHILD CARE O ssissa

APPLICATION O CHILD SUPPORT O PROTECTIVE SERVICES
O HOME CARE O PREVENTIVE! PROTECTIVE OR FOR ADULTS

O OTHER: FOSTER CARE SERVICES O OOMESTIC VIOLENCE
O CASE MANAGEMENT SERVICES FOR
PREGMANT/FARENTING TEEN IN HOUSEHOLD
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LIST EVERYBODY WHO LIVES WITH YOLI, EVEN IF THEY ARE NOT APPLYING WITH YOU. LIST YOURSELF ON THE FIRST LINE. PLEASE PRINT.

y : i ) ; . Does this person 49:&:3:%«53_3.5_-533_25 Tiie
B R A T H T A [, i i e {including yourminor | -apphing only for Medical Assislance and you am pragnant
s SRS ol T e Tisitel el B L oA ﬁ: Idren) buy food andfor | - an indocumentad alien applying aniy far Madical Assislance
o A ﬂﬂ!.nanu_ms_ﬂauo:q kb S ] Eiﬁﬂmﬁiauzm:ﬁ%iﬂ:ﬁrﬂsém
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- . Natlonal Alis
._._-._ .__.Em-._.nn & ] 7._._". e s ] i DO NOT WRITE IN SHADED AREAS
hishyoier LNE WO | DNEl | FIRST NAME M. |LAST HAME
o hald s .Fz._ No | ong | FRET HAME N M1 [LASTHANE
LM _.Z_G aNC FIRST HAME [TH] LAST NAME
e b
IF THE HUSBAND OR WIFE OF ANYONE APPLYING LIVES SOMEPLACE ELSE, PLEASE INDICATE BELOW.
FIRST NAME M.l LAST NAME DATE OF BIRTH | SOCIAL SECURITY N,
ADDRESS m cITY COUNTY STATE |2iP cODE

LIST THE NAMES OF EVERYONE UNDER 21 I THE | m_u.._nmzo_.u AHD WRITE DOWN ANY INFORMATION YOU CURRENTLY HAVE ABOUT THAT PEREONE ...Emzq FARENTIS),
[EYOL ARE UNDER 21, WRITE DOWN INFO RMATION ABOUT YOUR ABSENT urmm.ﬂmt__._.mu

._._..E.E..?i.___am%.& Absent Pararit’s Name and Addross 0 L Sooial Security Numbar

. Mo ~Day Year
m

ARE ¥OU UNDER 217 IF 20, COMPLETE THE SECTION ABOVE Hawve you ar @nyeno in your household ever bean in Foster
ARE YOU LIVING WITH AN ADULT OVER 18 YEARS OLD? Oves [Ono | carer no [ d @
IF YES, WHO 15 SHE/HE? = : - Yos [

DG YOU LIVE WITH THE PERSON(S) IDENTIFIED IN SECTION 57 Oves [ wo | i ves, ontarthe names i

ARE YOU A PREGNANT OR PARESTING TEENT Oves Owno| - £ I
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01 W__mz NAME

— [ SIGHNANE
02 Ix

SIGH HAME
B xE AN

SIGH NAME

04 fy
SHEN MAME
Q5 x

= m_mz NAME

SIGEH NAME
o7 |

S| |
o | S A m

I WITHESSED THE MARK(S) MADE IN LINE(S):

SIGNATURE OF WITNESS DATE SIGMED
X

CERTIFICATION OF CITIZENSHIP/ALIEN STATUS

| CERTIFY, UNDER THE PENALTY OF PERJURY, BY SIGNING MY NAME ABOVE, THATI,
ANDJOR THE PERSONS FOR WHOM | AM SIGMING, AM A UNITED STATES CITIZEN OR
NATIONAL OF THE UNITED STATES OR AN ALIEN WITH BATISFACTORY IMMIGRATION
STATUS, | UNDERSTAND THAT INFORMATION ABOUT ME WILL BE SUBMITTED TO THE
IMMIGRATION AND MNATURALIZATION SERVICE FOR VERIFICATION OF MY
IMMIGRATION STATUS, IF APPLICABLE. | FURTHER UNDERSTAND THAT THE USE OR
DISCLOSURE OF INFORMATION ABOUT ME IS RESTRICTED TO PERSONS AND
ORGANIZATIONS DIRECTLY CONNECTED WITH THE VERIFICATION OF IMMIGRATION
STATUS AND THE ADMINISTRATION OR ENFORCEMENT OF THE PROVISIONS OF
TEMPORARY CASH ASSISTANCE AND MEDICAL ASSISTANCE PROGRAMS.

After you read this, sign abave, If an applicant cannot sign, the applicant
must make an "X' on lhe line, in front of a witness. The witness should
sign in the witness space. _

H - Hispanie or Latino

| - American Indian or
Alaskan Native

A - Asian

B - Black or African American

P - Pacific Islander or Other
Mative Hawaiian

W - Whita

Human Resources Administration
Family Indepandance Administration
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Human Resources Administration
Family Independence Adminisiration

DO NOT WRITE IN

12 _..” b

SHADED AREAS

= Ih T L

WAGES, BALARY, INCLUDING CVERTIME,
COMMISEIDNS, TRAINING PROGRAMS, TIPS

SELF-EMPLOYMENT OR OFF-THE-BOOKS

UNEMPLOYMENT INSLURANCE BENEFITS

SUPPLEMENTAL SECURITY INCOME {551} BENEFITS

SOCIAL SECURITY DISABILITY BENEFITS

BOCIAL SECURITY DEPENDENT BENEFITS

SOCIAL SECURITY SURVIVOR'S BENEFITS

S0OCIAL SECURITY RETIREMENT BENEFITS

RAILROAD RETIREMENT BENEFITS

RETIREMENT BENEFITS (PENSIONS)

B re e T T 1

DIVIDENDSANTEREST FROM STOCKS, BONDS
BAVINGS, ETC.

15 ANYONE IN YOUR HOUSEHOLD AN ALIEN WHO WAS SPONSORED FOR
AOMISSION INTO THE LIS WITHIN THE PAST THREE YEARS? |7 YES [ NO

WORKERTS COMPENSATION IFYES, WHO?___
MNAME OF SPONSORSPONSORING ORGANIZATION

NYS DISABILITY BENEFITS YES MO IF yes, who?

VETERANS PENSIOMSEENEFITSAID AND DOES THE STEP-PARENT OF ANY

ATTENDANCE CHILDREN WHO LIVE WITH YOU
HAVE ANY RESOURCES OR

Gl DEFENDENGY ALLOTMERN

i RECEIVE [INCOME OF ANY KIND7

CASH ASSISTAMCE GRANT YES HO BRANCH OR WHEN?
HAVE YOUEVER & HE ot

EDUCATION SRANTS OR LOANS MILITARY? (Army, Navy, oto.) i s

RENTAL INCOME (RECENED) HAS YOUR SPOUSE EVER SERVED
IN THE MILITARY?

BOARDERSILODGERS INCOME [RECENVED) : m: Force, Mar _q..nm nﬁ.: AT : L
DEPENDENT OF SOMEONE WHO 7 ¥ES WHaT

CONTRIBUTIONSIGIF TS (RECEIVED) SERVED IN THE MILITARY?

CHILD SUPPORT |RECEIVED)

DO ¥YOU HAVE A HIGH SCHOOL DIPLD

ALIMONY/SURFORT (RECEIVED)

MA OR GED? [J YES

FRIVATE DISABILITY INSURANCE - HEALTHACC IDENT
INSLIHANCE FOLICY INCOME

IF NO, SPECIFY HIGHEST GRADE YOU COMPLETED
DO YOU SPEAK ENGLISH? O yeEs [Owo
CAN YOU READWRITEEMNGLISH? [J YES [ NO

WO FAULT INSURANCE BEMEFITS

OR TRAINING PROGRAMS? [ YES

HAVE YO OR ANYONE 15 OR OVER EVER PARTICIPATED N ANY EDLICATIONAL

[CINO IF YES, LisT BELOW.

UMICN BENEFITS (INCLUDING STRIKE BEMEFITS)

MAME! NAME OF PROGRAM | DATES OF PARTICIPATION

LOANS (RECEIVED)
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Human Resources Administration
Family Indopendence Administration

.u._..__u_ e ._.x ._ﬂ.m..q.ﬂl =

L J.,..;.L h.__.i el =S

HAVE YOUOR .__..Z,___Dzm WHO LIVES WITH ,._.,D._._ AND |5
APPLYING, MOVED TO NEW YORK STATE WITHIN THE PAST
TWELVE MONTHS?

IF YES,
WHEM:

FROM WHAT
STATE: . —
HAS THIS PERSON EVER LIVED IN NEW YORK STATE
BEFORE? [ veEs Clwno

IF YES WHEN —

_Emimn __E. n:mm:nz

el

|| cHECKING AzCOUNTIS)

SAVINGS ACCOUNTIS), CERTIFICATES OF DEPQSIT (S0)

CHEDIT UMION ACCOUNT(E)

S ] OWN HOME DR COCRERATIVE OR CONDOMINUM APARTMENT

SAFE DEFQSIT BOX

S| sAvINGS BONDS

| 5TOCKS. BONDS. CERTIFICATES, MUTUAL FUNGS

15 ELIGIBLE FOR AN INCOME TAX REFUND

HAVE YOU OR ANYONE WHO LIVES WITH YOU, AND IS
APPLYING, MOVED INTO THIS COUNTY FROM ANOTHER NEW
YORK STATE COUNTY WITHIN THE FAST TWO MONTHS?

| A ANMUITY, IRA KEQGH, 401K

——————— OTHER DEFERRED COMPENSATION ACCOLUNTS

LIFE INSURAKCE

HAVE YOU OR ANYONE WHO LIVES WITH YOU RECEIVED
BEMEFITS FOR WHICH THEY WERE NOT ENTITLED, AND
WHICH HAVE NOT BEEN FULLY REPAID TO THIS OR ANOTHER
AGEMNCY?

BURIAL TRUST/BURIAL FUND

BURIAL SPACE

AN IN-TRUST OR PAAS.S, ACCOUNTIS)

HAVE YOU OR ANYOHNE WHD LIVES WITH YOU EVER BEEN
FOUND GUILTY OF ANDYCR BEEN DISQUALIFIED FOR PUBLIC
ASSISTANCE ANDMOR FOOD STAMP FRAUDINTENTIONAL
PROGRAM VIOLATIONT

ATRUST BENEFICIARY

ATRUST FUND. LAWSUIT SETTLEMENT, INHERITANCE OF INCOME
FROM ARY OTHER SCURCES OR EXFECTED TO RECEIVE

00 ¥OU OR ANYONE WHO LIVES WITH YOU NOW RECEIVE
ANY TYPE OF ASSISTANCE OR SERVICES OUTSIOE OF NEW
YORK CITY?

16

REAL ESTATE INCLUDING INCOME-PAODUCING AND NON-NCOME
FRODUCING PROPERTY

00 YOU OR ANYONE WHO LIVES WITH YOU NOW RECEIVE
ANY TYPE OF ASSISTANCE OR SERVICES OUTSIDE OF NEW
YORK STATE?

TITLE OR REGISTRATION T A MOTOR VEMICLES! OR OTHER
VEHIGLE{S), SPECIFY:

YEAR = MODELMAKE

RESOURCES OTHER THAN THOSE LISTED ABCVE

TYPE

HAVE YOU QR ANYONE WHD LIVES WITH YOU APPLIED FOR
OR RECEIVED ANY TYPE OF ASSISTANMCE OR SERVICES
OUTSIDE OF NEW YORK CITY IN THE PAST SIX MONTHS?

ANY RESCURCES OR RECEIVES INCOME OF ANY KIND FROM STEP-

PARENT.

HAVE YO OR ANYONE WHO LIVES WITH YoU APPLIED FOR
OR RECEIVED ANY TYPE OF ASSISTAMCE OR SERVICES
OUTSIDE OF NEW YORK STATE IN THE PAST 51X MONTHS?

N e assmanee [ wiER

oA

ANYONE INCLUDING YOUR SPOUSE EVEN IF MOT APPLYING OR
LIVING WITH YOU] GIVEN AWAY ANY CASH, OR SOLEY
TRANSFERAED ANY HEAL ESTATE, INCOME DR PERSOMNAL
PROFERTY IN THE PAST 38 MONTHS OR CREATED A TRUST IN THE
PABT a0 MONTHE?

IF YES, WHENT

I HAVE NOT D

| Have [

PROFERTY TO ANYONE TO GET PUBLIC ASSISTANCE, MEDNCAL ASSISTANCE OR FOOD STAMPS.

SCOLDTRANSFERRED OR GIVEMN AWAY ANY OF MY

18
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Eliilee | TR & ey

e liye
HAS z_m_u_n_._.zm E.m_u WHITE AND m_.r_m npn_u”_
HAE A HEALTH ATTENOANT

15 A& HANDICAPFED CHILD

IF ¥OU ARE CURRENTLY EMPLOYED, SPECIFY THE FOLLOWING:

15 [N A HOSPITAL. NUASING HOME OR OTHER MEDICAL INSTITUTIGN HOURS YOU WORK: PER WEEK? et S ERR R
15 PREGMANT -
F . |
IS BLIND, SICK OR DISABLED ATy =
IS DR WAS DRUG OR ALEOHOL DEPENDENT IFYOU HAVE AN EMPLOYMENT HISTORY BUT ARE NOT PRESENTLY WORKING, SPECIFY THE FOLLOWING
RECEIVES TREATMENT FROM A DRUG ABUSE OR ALCCHOL TREATMENT PROGRAM ABOUT YOUR LAST JOB:
HAS ANY MEDICAL BILLS OR MEDICALLY RELATED EXFENSES | r
HAS PAID OR UNPAID MEDICAL BILLS FOS THE THREE MOMTHS PRECEDING THE MONTH REASOM(S) FOR LEAwING? [ mEsigneD [ TERMINATED [ Laib oFF
OF THIS APFLICATION
HAS NOT BEEN ABLE TO WORK FOR AT LEAST 12 MONTHE BECALISE OF A LISABLITY OR DATELASTEMPLOYED? ______________ TYPEOFJOB? —
ILLNEGS HOW MANY JOBS HAVE YOU HAD INTHE LAST 5 YEARS?
HAS ANY GOVERNMENT AGENCY (PUBLIC PROGRAM) BESIDES MEDICAL ASSISTANCE OR [ DHE 1= [ b4 [CJ5 2R MORE
R AL ANY.OF YOURMECKCAL EILLE WHO IS YOUR CURRENT OR LAST EMPLOYER? :
HAS HEALTH OR HOEFI TALACCIDENT INSURANCE [NCLUDING INSURANCE FROM MAME: ADDRESS: N TELEPHOMNE:
EMPLOYER) N

HAS DAILY ACTIVITY LIMTTED BECAUSE OF A [ESABILITY OR ILLNESS THAT HAS _L__.m._._uﬂ —_—
ORWILL LAST AT LEAST 12 MONTHS

WHAT JOB SKILLS DO YOU HAVEY CHECK ALL THAT APPLY:

HAS BEEN IN A GAR ACCIDENT OR WORK-RELATED ACCIDENT iN THE FAST TWO YEARS [l BEAUTY CULTURE [ CHILDCARE [] CLERICAL [ COMPUTER
= = [ coNsTRUCTION O DOMESTIC Ll DRIVER'S LIGENSE [0 FOOD SERVICES
h_ﬁﬁ..mm IOUSING) EXPENSES - INDICATE FOR YOU- P | ves | no |5 ES m_..,m_._:u_._ﬁ ] HEALTH CARE [ HOUSEKEEPING  [] MESSENGER [] SALES
mﬁ%:..ﬁ.m WITHYOU)AND IS APPLYING: | YES | KO 15 | O AcHooL AlD (I SECRETARIAL  [] SECURITY

DR OTHER &HELICA EXFENEET O oTHER(SPECIFY):____ = — -
WHAT ARE YOUR SPECIFIC 08 INTERESTS?

00 Yol ({OR ANYONE WHO LIVES WITH YOU) HAVE THE FOLLOWING EXPENSES
SEPARATE FROM YOUR RENT OR MORTGAGE:

HEAT

e IF YOL HAVE ANY MEDICAL CONDITION WHICH LIMITS YOUR ABILITY TO WORK, PLEASE SPECIFY BELOW:
EAS

OTHER UTILITIES (WATER, £TC) \Nﬁ IF YOU HOLD ANY SPECIAL LICENSESICERTIFICATES (EXAMPLE: MECHANIC, FOOD HANDLER | OR SKILLS
TELERHONE TRADE UNION MEMBERSHIP, PLEASE SPECIFY BELOW:

AR CONMNTIONING IF ¥OU ARE CURRENTLY PARTIGIPATING IN VOLUNTEER WORK OR COMMUNITY SERVICE, PLEASE
UTILITYTELEPHONE INSTALLATION FEES SPECIFY BELOW:

ARE YOU ABLE TO PREPARE MEALS AT HOME?
LIVE IN AN DRUGIALCOHOL REHAB CR DOMESTIC VIOLENCE SHELTER?

LIVE IN PUBLIC HOUSING? = -
LIVE [N SECTICH 8 OR OTHER SUBSDIZED HOUSING? IF ¥OL OR ANYONE N YOUR HOUSEHOLD 15 A MIGRANT OR SEASONAL FARM WORKER, SPECIFY WHO:

IF ¥ES, ARE YOL IN THE CERTIFICATE PROGRAM? > ! —

IFYOU QR ANYONE IN YOUR HOUSEHOLD 15 PARTICIPATING IN A STRIKE, SPECIFY WHO:

DOES ANY PERSON, GROUP OR DRGANIZATION DUTSIDE THE HOLIBEHDLD PAY ANY GOF

ELOW ANYONE (N YOUR HOUSEHOLD WHO I5 17 YEARS OF AGE OR OLDER AND WORKING:

THE HOUSEHOLD EXPENSESY bl Eaa
; MAME OF EMPLOYED | 1. 2.
H_msounzziﬂ_mﬁa e o D

nﬂmr.____:ﬂ e =ri e INDIVIDUAL:
PAYS TUITION AND FEES WAGE PER WEEK:
HAS CHILD Cf DEPENDENT CARE EXPENSES TYPE OF JO8:
PAYS CHILD BUPPORT

EMPLOYERS MAME:
PAYS ALIMONY dd Address
= : ressa; 3
BLYE OR PLANS 10 BUY MEALS FROW A HOME-DELIVERT OF COMMIRAL TS EMPLOYER'S
| SERVICES ADGRESS
HAS ADNTIOMAL EXPENGES. SPECIFY: __J.m.,..ﬂ
= TELEFHONE: Talephone: { } ._.mmm_u:e_._nr_“|lw —
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Human Resources Administration
Family Independence Administration

..m f = .. ¥ .. .... r”. ..._lw.__...“..._..m..,.w_. .. ..._”p._._.m_-. ..“|.m.|_ ¥ .I.u..... . m.........q....m...._._. _.:.m.mm.

=—= W

- _
LAY T LRl “atly

MEDICAID ELIGIBILITY DETERMINATION (YOU DD NOT NEED TO ANSWER THIS SECTION IF YOU ARE DMLY APPLYING
FOR MEDICAL }mm_u.._..n.znﬂ

WHEN YOU APPLY FOR PUBLIC ASSISTANCE YOU MUST INDICATE I[F YOU ARE ALSO APPLYING TG HAVE
YOUR MEDICAID ELIGIBILITY DETERMINED, EVEN THOUGH YOUR APPLICATICN FOR PUBLIC ASSISTANCE
MAY BE DENIED, YOU MAY STILL BE ELIGIBLE FOR MEDICAID. IF YOUR APPLICATION FOR PUBLIC

ASSIGNMENT OF INSURANCE AND OTHER BENEFITS

For TA and MA, | will fila any claime for heakh or sccikdent insuranca benefite or 2ny other resaurcs to which | am antitlad,
and do heroby assign any such resources lo the Social Services offical to whom this application is made. |n addition, |
will assst i making any requited assignment of benelils o resources to the Social Services officidl 1o whom this
application is made,

ASSISTAMCE IS DENIED, A SEPARATE DECISION WILL BE MADE ON YOUR MEDICAID ELIGIRILITY. YOL MAY
BE ASKED TO COME INTO A MEDICAID OFFICE FOR A MEDICAID CERTIFICATION AND BRING WITH YOU ANY
DUTSTANDING MEDICAL BILLS WHICH YOU HAVE AND OTHER INFORMATION. IF ¥YOU FAIL TO KEEP AN
APPOINTMENT FOR MEDCICAID CERTIFICATION OR FAIL TO BRING REQUESTED INFORMATION WITH YOL,
YOUR MEDICAID APPLICATION MAY BE DEMIED,

OIRECT PAYMENT .
lauthorize the payment o me or membars of ny household for health ar sccidant Insurancis benofits to ba made directy

to the appropriata Soclal Services official for medical and other health servites furmishod white wa are aligible far WA,

| UNDERSTAND THAT | HAVE THE RIGHT TO HAVE MY ELIGIRILITY FOR MEDICAID DETERMIMED EVEM IF | AM
FOUND INELIGIBLE FOR PUBLIC ASSISTANCE. |F YOU ARE FOUND INELIGIBLE FOR PUBLIC ASSISTANCE, WE
WILL STILL EVALUATE YOUR MEDICAID APPLICATION, UNLESS YOU CHECK THE BOX AND SIGN BELOW.

O oo woT wanT 1o RECEMVE MEDICAID IF MY PUBLIC ASSISTANGE APPLICATION IS DEMIED.

MEDICARE

| authorize payments under "Madicare” (Part B of Titk X,
dimetly to physicians and madical suppliers on any lulira
mie wihila | am aligibbs for MA.

tary Medical Insurance Pregram) to be mada

] medical and ather healh services fumished 1o

APPLICANTS SIGNATURE DATE SIGMED:

X

23

Ay parson making application for those in recolpt of Family Assistance (FA) and Safoty Netl Assistance (Sha) shall
know that such application for or meesipt of FA and SMA shall oporala as an assknmont to the Stals and the Soclal
Survices distic! concemed, of any dghts to suppaort from any other parson, as such applicant or reciplont may have in his
o behalf of any other famity member for whom the applicant or reciplent 4 applying for of meatving assistance {Soclal
Sarvices Law 158 and 348).

RELEASE OF EDUCATIOMAL RECORDS - | give perméssion 1o the Stati and Local Department of Social Servicss to:

* Obtain any information ragarding the educational records of my child {ren), herein named necessany for clalming
M4 raimbursement for heallh-relaled educational senvices of for olhor reasons connectad with my TA cass

* Provide tho appropriate fedesal gevermmant agancy access to (s information for the sole purpose of audit.

| alze awheiza the NYC Board of Edusation to release 1o the NYE Human Besources Administration information
pertaining lo my children's schesl attondance for the sole purposa of complying with tho Leamfare requiraments.

SOCIAL SECURITY NUMBER [SSN)
A persan making application for Temporary Cash Assistance {TA), far Madical Assistance {MA) or for Food Stamps (F5)

CHANGES - | agree to inform the agency pramptly of any changs in my need, income, property, fiving of childcare
arrangements, and address to the best of my knowledge or balief,

shall disclosa the SSN of any porson for whom PA or MA orFS s requested, éxoepl when the individual is an alian
saaking MA only for the treatment of an emergency modical condiion. Such disclosure is mandatory for TA under the
awthodity of Section 351,2 of Tila 18 of the Officlal Compilation of Codes, Rules and Reguistions of the State of Mow

NON-DISCRIMINATION NOTICE A
This application will be eonsidared without regard to mee, color, sux, disabilties, raligious cread, national origin, sexusl
ofeniation or political ballefs,

Wark (1BNYCRR) and 42 USGC 602(a) (25), 42 USC 08,71 (@) {12} for MA under the avthority of Saclions 351.2 and
260-1.2 of 1BNYCRA and 42 USC 1320b-7, and | d auwthority of Saction 1327 of the Public Law 87-08 and
7 OFR 273.2. 85Ns are usad lo provide proper E%EEF for and reciplenis of TA, MA and FS and fa
wvarify income, eligibility and benefit amounts. We Ing your S5M 1o match with the IRS unearned Inenme
dita and with the New York State (NYS) Department of Labsr for unamployment insurance information and with the NYS

FOOD STAMP AUTHORIZED REPRESENTATIVE - You i somoona whe knows your househald

circumstancas to apply for FS for you, f you do have the
can also authorize somenns oulside your household 1o gal
aulhorize someane, prinl the parson's name, address and

T directly below vour signature on page &,

Duparimant of Taxation and Finance for samed income data, For applicants for and recipiants of TA and MA, we may
provide the absent parant with $5NM information for your childen i erder to anrofll thom as beneficlaties of healih
ieurance covarage and, f necessary, to infiate [nimdinterstats child suppart enforcemont services, For FS applicanta
and reciplants, the S5N will bo matched io Child Suppon Enforcement Recards., Pregnant womon who wand only
Meodical Asslstance are nol required 1o supply SSHs.

REQUIREMENT TO REPORT/VERIFY HOUSEHOLD EXPENSES -
| understand that my househald must report chitd care and wlility expenses in order to gat a FS deduction for thess

axpenses, | lurither undestand that my househald must report and verdly rentimorgage paymants, property faxes,
insurance, medical mxpensas and child support paid lo non-housahold members in order to got 8 FS dedustion for thass

PENALTIES - | understand thal my application may be investigated, and | agrea o cooporale in such an Mvestigation,
Fadermland State laws provide for penafiies of fing, imprisonmeant or both f you do not tall Lhe tuth wien you apply for
TA andfor MA bansfils or al any lime when you quastionad nboud eligibllty, or couse someons elsa nof (o tell the
tuith ragarding your application or your continuing eligibility. Penaltles also spply ¥ vau concaal or foll 1o disclse facls
mgarding your inflial and continuing eligiblfty far T4 andfar MA or if you coneeal or fail to disclose tads that would affec
thae right of someana forwham you have appled to obtal or continue to receive TA anddor MA bona: and such benefits
must b uead for thal other parson and not yoursell, Faderal and State laws provide (hot any transfer of assels for less
tham fair market value made by an individual or an individuar's apouss, within the 36 maonths {or B0 monihs in the case of
st related tmnsfors) prior 1o the month in whlch the indivkdual s both in recelpd of nursing faciity services and has
submitied an application for Medical Assistance, may render the individual ineligible for nursing faclity sarvices ar homa
and cammunity-basad waverad serviges for a period of lima. This provision only applies 1o tansfers made en or afler
August 11, 1983,

BXPANSES,
lunderstand hat fallure to mporfiverfy the expensass i:&m termant by iy howsohold that Vwe do nat want
to recaive 8 deduation for those unreported/unverified ox uclion for thess expanses may make you eligible
for FS or moy icrease your FS benulil | undarstand that | may repettierly these expenses al 2ny time in the fulure,
This deduation would then be opplied to the calculation of FS banefits in the fulure months in sccordance with the rules
far changn mpoting.

CIVILITY RULES
Evary person in an Income Support!Jeb Canter is entitled 1
feal unsate. HRA slaff are dedicated to helping you move
bhavior interferes with HRA's goal of moving you lowards
HRA's ability to get the information naaded to delsrming

cidul and secure business place. No ane showld
Success. Hoslile, angry and threatening
endence, Behavlor that interferas with the
n resull in o dondal of nssislanca,

fe
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Human Resources Administration
Family Independsnce Administration

2

FOOD STAMP PENALTY WARNING
THE INFORMATION PROVIDED ON THIS FORM WILL BE SUBJEET T VERIFICATION BY FEDERAL, STATE AND
LOCAL OFFICIALS. IF ANY IS FOUND TO BE INACCURATE, YOU MAY BE DENIED FOOD STAMPS ANDIOR BE
SUBJECT TO GRIMINAL PROSECUTION FOR KNOWINGLY PROVIDING FALSE INFORMATION.

ANY MEMBER OF YOUR HOUSEHOLD WHO IS FOUND GUILTY IN A COURT OF LAW OF BUYING OR SELLING
FIREARMS, AMMUNITION OR EXPLOSIVES IN EXCHANGE FOR FOOD STAMPS WILL NWEVER BE ABLE TO GET
FOOD STAMPS AGAIN., ANY MEMBER OF YOUR HOUSEHOLD WHO IS FOUND GUILTY IN A COURT OF LAW
OF BUYING OF SELLING CONTROLLED SUBSTANCES {ILLEGAL DRUGS OR CERTAIN DRUGS FOR WHICH A
DOCTOR'S PRESCRIPTION IS REQUIRED) IN EXCHANGE FOR FOOD STAMPS WILL NOT BE ABLE TO GET
FOOD STAMPS FOR 12 MONTHS FOR THE FIRST OFFEMSE AND PERMANENTLY FOR THE SECOND OFFENSE,
ANY MEMBER OF YOUR HOUSEHOLD WHO INTENTIONALLY BREAKS ANY OF THE FOLLOWING RULES CAN
HE BARRED FROM THE FOOD STAMP PROGRAM FOR 6 MONTHS AFTER THE FIRST VIOLATION, 12 MONTHS
AFTER THE SECOND VIOLATION, AND PERMAMENTLY AFTER THE THIRD VIOLATION. THE INDIVIDUAL CAN
BE FINED UP TO $250,000, SENT TO JAIL FOR UP TO 20 YEARS, OR BOTH. A COURT CAN ALSO BAR AN
INDIVIDUAL FOR AN ADDITIONAL 18 MONTHS FROM THE FOOD STAMP PROGRAM, THE INDIVIDUAL MAY
ALSO BE SUBJECT TO FURTHER PROSECUTION UNDER OTHER APPLICABLE FEDERAL LAWS,

DO NOT GIVE FALSE INFORMATICN, OR HIDE INFORMATICHN TO GET OR CONTINUE TO GET FOOD STAMPS,

DO NOT TRADE OR SELL FOOD STAMPS OR P IDENTIFICATIOMBENEFT CARDS FOR YOUR

HOUSEHOLD

DG NOT ALTER FOOD STAMP IDEMTIFICATION BEMEFIT CARDS TO GET FOOD STAMPS YOU ARE NOT
ENTITLED TO RECEIVE.

DO MOT USE FOOD STAMPS TQ BUY |NELIGIBLE ITEMS, SUCH AS ALCOHOLIC DRINKS AND TOBACCO,
DO HOT USE SOMEONE ELSE'S FOOD STAMPS OR FOOD STAMP IDENTIFICATIONSBENEFIT CARDS FOR YOUR
HOUSEHOLO,

IN SIGNING THIS APPLICATION, | CERTIFY, UNDER PENALTY OF PERJURY, THAT THE INFORMATION
CONTAINELD [N THIS APPLICATION IS CORRECT AND COMBLETE T0 THE BEST OF MY KNOWLEDGE.

AUTHORIZATION FOR REIMBURSEMENT OF PUBLIC ASSISTANCE BENEFITS FROM SS5I RETROACTIVE
PAYMENT

| authorize the Secrotary of the United Stales Deparment of Health and Human Services, through the Social Security
Administration (SSA), 1o send to the local social sarvices districl the amount due te me at ke e of my first paymani
of {1} refronctive Supplemental Socurity Income (351} benefils that | may receive upon an application for 851 or (2)
relroacive 531 bonalis | may receive I | am lerminated or suspended from recehing SSI benefits and am later
redngtated.

| undarstand (hat the local sectal sorvices district may fake fmm my S51 payment the amount of Pubilc Assistance
{eicepl assistance paid wholly or panly with faderal funds) thal was paid fo me during the pericd beginning wilh my first
day of aligibifity for S51 or the firel day to which 531 benefits were minstaled afler a period of suspension of termination
and anding with the month thal 51 paymenls actually began {or the fallowing manth If the local social sarvices district
cannct stop delivery of my lzsl public assistance payment during the menth that S51 payments bagan).

Altar taking this monoy from my 551 check{s), the local social sarvices disiriet will pay me the balance, i thers is any,
ne kiter than 10 workdng days from the data it receives my SS1 payment. | also understand that i tha distict takes
more monay than | befieve was paid lo me as Public Assistance, | will be given an oppertunity for a hearing.

| UNDERSTAND THAT:

* the 55A may treal the date thet | submi ihi

first become eligile for SS1F | submit an applical ol i
* Whis authorization will apply to any S51 application or appeal which i prasently pending bafore the S5A with

respect to me and to any 55| application | make erappeal | request with respect to the perled anding one yearafter |
sign this agreemant.

rization o dhe loeal secial sorvices distict as the dats |
| 551 benefis within the next B0 days,

This autharization will terminate one (1) year afler it is received by the local social sanvices distriet and will nol have any
effact upon future 851 applications, appeals or reviews i my case s complotoly docided, if the SSA makes an initial
payment of 55| either on my application or after o potdod of suspanskon or lerminalion o |f the state and | mtually
agree 1o lerminata the authorzation.

LIFELINE - | authorize the Department of Social Servicos b discloss (he nformation provided in my applcation 1o
Ball Atlantic for the sole purposa of assisling Ball Atlanlic to varify my allgibility for Lifo Lina telaphone savice,

COMNSENT - 1 undarstand thal by signing this applicationicentification form | agrea to any investigation mada by the
Dopariment of Social Sendoaes 1o vedify or confirm ihe information | have given of any olher invesligation made by them in
connection with my request for TA, MA or FS, i additional infarmation is requastad. | will provide it | will alae cooperate
fully with the State and Faderal parsennalin a Temporary Cash Assistance andlor Food Stamp Quality Conltrol Reviaw,

CERTIFICATION Sl
In =igning this application, | swear and affirm that the infarmatien | have given to the Dapariment of Social Services

a5 8 basis for TA or care, MA or FS & cofroct. | also assign o the Department of Social Services any tights | have o
pursue ollier third-party resources. | understand | quired, as a condiion of eligibiliy for MA, 1o assign to
the Departmant of Social Servicos the procesds Y axcess resourcas, | understand thal upon moeipt of
MA, a lien may be filed and & ecovery may bo reg| proporty under carlain circumstances if 1am in a
midical institution and not expecied to relurm homi. | uikderstand thal MA pald on my behslf may be recevired lrom
parsons who had legal responslbility for my support at the ime medical sarvicos ware obisined,

CERTIFICATION OF CITIZENSHIP STATUS FOR FOOD STAMPS - | SWEAR AND AFFIRM, UNDER PENALTIES OF
PERJURY, THAT ALL HOUSEHOLD MEMBERS INCLUDING MYSELF WHO ARE APPLYING FOR OR RECEIVING FS
ARE UNITED STATES (U.S.) CITIZENS OR NATIOMALS OF FERSONS WITH SATISFACTORY IMMIGRATION
STATUS. | UNDERSTAND THAT INFORMATION ABOUT MY FOOD STAMP HOUSEHOLD WILL BE SUBMITTED TO
THE IMMIGRATION AND NATURALIZATION S FGR VERIFICATION OF MMIGRATION STATUS, IF
APPLICABLE, | FURTHER UNDERSTAND THA OR DISGLOSURE OF INFORMATION ABOUT ALL
HOUSEHOLD MEMBERS IMCLUDING MYSELF PLYING FOR OR RECEIVING FS IS RESTRICTED TO
PERSONS AND ORGANIZATIONS DIRECTLY C EC WITH THE VERIFICATION OF IMMIGRATION STATUS
AND ADMINISTRATION OR ENFORCEMEMT OF PROVISIONS OF THE FOOD STAMP PRCGRAM. | ALSO
UNDERSTAND THAT INFORMATION RECEIVED FROM THE (IN5) MAY AFFECT MY HOUSEHOLD'S ELIGIHILITY
AND LEVEL OF BENEFITS,

APPLICANT/REPRESENTATIVE SIGNATURE- IF REFRESENTIVE PRINT DATE SIGHED
HAME ADDRESS AND TELEPHONE NUMBER

x

x

Marma of Heprasantative Addross of Replesantative Tal#
Flease Print

HUSBANDIWIFE OR PROTECTIVE REPRESENTATIVE SIGNATURE DATE SIGNED
S




Form W-6380B {page 9)

Human Resources Administration
Rev. 622100 Family Indepondence Administration

| WITHDRAW MY APPLICATION/JOB PROFILE FOR:

PUBLIC AssISTANCE []
FOOD STAMPS O
MEDICAID O

I UNDERSTAND THAT | HAVE THE RIGHT TO PURSLIE MY APF

LICATION FOR FDOD STAMPS ANDHOR MEDICAID EVEN IF | DO NOT PURSUE MY ARPLICATION FOR TEMPORARY CASH ASSISTANCE.
| ALSC UNDERSTAND THAT IF | WITHDRAW MY APPLICATIO

MNFOR CASH ASSISTANCE, MEDICAID ._pznro.m FOOD STAMPS | CAM REAFPLY AT ANY TIME.

_mnsggﬁﬁgﬁﬂibttcgdnzﬁman mﬂh!ahzugimn_n?_ﬁ_p:heﬂ#—m:vmxﬂqﬂbmmmgﬂﬂwr NON-PUBLIC ASSISTANGE FOOD STAMP ANDIOR MEDIGAID DETERMINATION. THE FILING
DATE FOR THESE BENEFITS IS THE DATE | COMPLETE AND SIGN THIS APPLICATION\JOB PROFILE.

APPLICANT'S SIGNATURE: DATE SIGNED:

I HAVE RECEIVED A REFERRAL FOR THE FOLLowiNG: [ roonstames [ menican

APPLICANT'S SIGNATURE: DATE SIGNED:




Form W-BB0B (pags 10)

. 4t EXPEDITED SERVICE WORKSHEET e e

(Complete this worksheet for all applicants)

5K

O Chesk B Yoa o1

Is household's total gross income during month of application plus the household's resources
less than their monthly rentfmortgage plus utiiity expenses?

Has the household receiy d s i
o ed Food Stamps this month? ] ves [ No-Stop
[] Yes-stop [0 me Conduct an intenview Househald ineligible for expadited sarvice
Housshald Ineligible Continue with Part Two unless qualified under Parl Five
for expediled service
Nota: if "yes" is checked, but household entered a domestic violencs shealtar Description Amount Income: {Describe) Amount
during the month of application, continue with Fart Two. RenlMorigage s 3
*HeallAC: §__ — $
*Utilitles: -3 Resources,
Has household received expedited food stamps In the past? LS o Fre— $ Cash an Hand 5
[ Yes [ Ne ol Bank Account(s) 5
Cther:
Answer Section A Continue with Part Three B L Other $
Has all previously pending verification been submitied since the L S L e e
last expedited Issuanca OR * Use standard allowanca If househeld Incurs cost or received a HEAP benefit this year.
VT S e B S e s e e s i e I L e | e gl e i
mwﬂ._uz Has the household been cerifiad for ongeoing benefits under - mmﬁﬂ.mnﬂ.mﬁﬁﬁhﬁzﬁgm .Eﬁﬁunxnamuzuwzb_m_.ﬂa@mn :ihﬂmuhn No.
normal processing standards since the last expedited issuance? Is this a migrant/seasonal farm worker's household with no more than $100 In liquid resources
[ Yes - Continue with Part Three L1 No-Stop ] Yes (Answer questions balow) ] No-Step
Household ineligible for Househaold ineligible for expedited service
axpadited samvice

- ranFEﬂuubﬂan 4 B 2o ki The only Income for the month of application
Does the houssehold appear atherwise eligible for food stamps based on (1) was terminated baefore application?
incomelresources limitations {such as car, bank accounts, etc.), living OR
arrangements and household composition. (2} Is new and no more than $25 gross Income will be received within ten days after
1 Yes ] No-stap application .
Continue with Part Four Househald ineligible for

axpediled sarvice

2Ll

—_—
e =

—_— [] if Yes to question 1or 2 ] No
pESE TR conduct an interview Ineligible

7

et

__PartFo
Does the housshold have $100 or less in cash, savings or other liquid
resources, and

has the househeld received or does it expsct to receive less than $150 aross RiEE I
income during the month of application?

O Yes 1 No

Conduct an intarview Continue with Part Flve

Agency disposition for expedited ligibility assessment

O Eligible [ Insligible due to proration [ Ineligible (Other, indicate reason below)




NYS Agency-Based Voter Registration Form

ESTE FORMULARIO ESTA DISPONIBLE EN ESPANOL Form W-680B (page 11)
EREE DTk Rev. 6/22/00 Vote
IMPORTANT! ;

“If you are nol registered 1o vote where you live nuw,
would you like to apply 1o register here loday?™

Dﬂl.r:w chech yeu, phesse complete
= YUTER BECISTRATION APPLICATION 41 botiom of page)
v 0 20 becauwe | chisse a1 fegister (IR

1 1am alteady repestered o my current adidiess OR

=
1 2k for and recerved 3 manl fegrsiradien lonm

If you do not check any box, you will be cunsidered Lo
have decided nol to register (o vole at this time.

i
I — Trares

TP Prm Sam

Qualifications for Registration

® regisier to vote in New York Stale
* change your name and/or address, if there is a change since

you ladt voled 4

= earell in a political party or change your enrollment

* be n US, citizen

* be 18 years old by December 31 of the year in which you file
this formr{note: you must be 18 years old by the date of the
general, primary, or other election in which you want to vote.)

*bea rtJu t of the County, or of the City of New York at
lexst 30 days before an election.

* not be in jail or on parcle for a felony conviction

* oot claim the right to vote clsewhere

QR 0 P applicaiion for an Absentee Ballod

Planas print or typa In blue or black Ink

Applying 1o register or
declining to register to vote will not

affect the amount of assistance that you‘\lg'

will be provided by this agency.

If you would like help filling out the voter
registration application form, we will help you. The
decision whether to seek or accept help is yours. You
may fill out the application form in private.

If you believe that someone has interfered with your
right to register or to decline to register to vote, your
nght to privacy in deciding whether to register or in
applying to register to vote, or your right to choose
your own political party or other political preference,
you may file a complaint with New York State Board
of Elections, 6 Empire State Plaza, Suite 201,
Albany, New York 12223-1650.

Tele: [-800-469-6872, TTY 1-800-533-8683.

Your decision to register will remain confidential
and will be used only for voter registration purposes.
Anyone not choosing to register to vote and/or
information regarding the office to which the
application was submitted will remain confidential,
to be used only for voter registration purposes.

New York

WHO: NOILVHLSIDIH Y3 LOA

[ Yes, 1 would like 1o be 2n Elcction Day Worker

Mhur Lot praw pow sorned Your Addreiy wa [give howse sumber, smreet. bad city)

Chrck boass tha son'y For Board Usa Only
l | repniating and carcliment [ address change Apg you a U 5 oo™ O Y OMNo

0 party enelimem chanye L pame change 11 yru amwerrd B Jo sol comploe B lorm

Lt Mame Firn Mams Mliddle Iniial Suffia
3

Adireu Where Yes Lise Lo oed give PO pdderis) Ap, Ma. City/TownVillage Zip Code Coumy
4

Addreas Where You Get Your Mul (il differest from sbove) P O bz, 3lar ne , e Fou Dffice Zip Code
5

Dimw of Birth Sen feircle) Home Tel. Mumber [epiional)
6 7 ™ F B
Under 1he name [if different from your aame sow)

s couniylie

Choose 8 Party — Check one box cnly
- ! REPUBLICAN PARTY 3
-+ DEMOCRATIC PARTY |
"] INDEPENDENCE PARTY |
[] CONSERVATIVE PARTY -
L] LiBERAL PARTY

0J ®iGHT TO LIFE PARTY
O ceEen panty

() WORKING FAMILIES PARTY J iy

Pleasa nole

In gioad 19 vale
Ina primary
slectlion, you
(5, P T =1 ] ariahed
inacany

10y

AFFIDAYIT | vwear or affirm tha

*1am a2 citizen of the United Simcs. =
= 1wl have lived in the county, city, or village lor a1 Jeast 30 days before the election

« Thug is my signaiyre or mark oa the line below. )
* The above informaiion is irue. | understand that of it 15 pod true | can be convicied and

fiaed up 1o 53,000 and'or piled for up ta four years

} Sgratre or mars |

it

CJ 1 DO NOT WiSH TO ENROLL IN A PAKTY |

e —



