


ETATE OF CALWFORSmA - HEALTH AND WELFARE AGENCY - - DEPASTMENT OF BOCIAL SEFMVICES

MONTHLY ELIGIBILITY/STATUS REPORT

=or Cash Ald, Food Stamps and Medical Assistance

THIS REPORT IS FOR THE MONTH OF

s Compiete and return this report by the 5th of the month.

* if a complate report still is not in by the 11th, your benelits for Cash Aid, Food Stamps and Medical Assistance
may be delayed, lowered or stopped. Also tor Cash Aid, you will not get work allowances.

s important: If you don't want Cash Aid, Food Stamps and/or Medical Assistance anymors, fill in part A below,
sign and date itlem 6 on the back of this form. Facts on who can sign are listed thers.

s lf you want to keep your benaefits, fill in ALL questions in Par! B below.

Need Hslp? Call your workar. Worker: Phona:

PART A Discontinuance Regquest (If you fill in this par, sign and date item 6 on the back of this form)

taskthatmy [0 Cash Aid [0 Food Stamps [ Medical Assistance  be stapped on the last day of:
I know that i may reapply al any ime.

MONTHAEAR

PART R *® Answer all ol the guestons below. I you answer “YES®, read and fill in the resi of the secton. Aftach a separate sheel of paper if neeced.
Atiaeh proof of income and costs or your benefits may be lowered or stapped.,
If you get Food Stamps, answer tor @veryone in your household. If you doni get Food Stamps, answer for everyone on Cash Aid ant/or Medical
Assislance inciuding children, parents, stepparents and your spouse.

1. Did anyone get money from a job or a tralning program? TJyes ] no

e I YES, list all eamings or vaining aliowances received dunng the month. Include Bips, vacation pay or income in kind such
as earmned housing. List who gotincome, employer, grass amount before seductons, actuai daie received, and the number
of days and hours worred in the month. Attach paysiubs or ather proof of eamings.

» i sell-employed. hist business cosis on & separate sheel of paper and sttach proof of income and costs.
NAME EMPLOYER DAYS HOURS | AMOUNT AMOUNT AMOUNT AMDUNT AMOUNT
WORKED | wORMED | s 3 L s LI

DATE RECEVED DATE RECEVED DATE RECEIVED DATE RECEIVED DATE RECEIVED
D dob 0O Traming

tNAME EMPLOYER DAYS HOURS AMOUNT AMOUNT AMOUNT AMOUNT ARDUNT
WORKEDG | wDRXED | 4 [ 3 Y 3

OATE RECEIVED | DATE RECEIWVED | DATE RECEIVED DATE RECEIVED DATE RECEIVED

O Job O Traming

NAME EMP{OYER Davs HOURS | AMOUNT AMOUNT AMGUNT AMDUNT AMOUNT
WORKED | WORKED | g s s s s

OATE RECEIVED | DATE RECEZIVED | DATE RECENVECD DATE RECEIVED DATE RECEIVED

3 Job LI Trining

* | anyone above paid for care of a child, disabled person or othar dependent while working or in training, list here anc attach proot of payment.
Who Received Care? Cost | Who Received Care? | Cost
$ | [$
® It you got Cash Ad ant/or Medical Assistance, and anyone wno haa sarmngs paid court orgered support,
list the amount paid. Attach proof. s
2. Did anyone recelve money or benefits from any other source? Jvyes [ no

Such as; Social Secunty, Railrbad Retirement, UnempiogymenyDisabihty Benefits, Veterans Benefits; interest trom Stocks, Bonds,
Savings Accounts; Worker's Compensanon VSSP, Child/Spousal Support, Child Suppon Disregard; Loans, Grants, .
Scholarships; Stmke Benefits, Tax Refund, Cash. Lottary Wmnrings, Gitts, Rental Income; Free Housing. Utilives, Food, Clothing; or
Cash from an Insurance Policy, Insurance or Legal Settiement, aic.

* It YES, list who received, source, aross amount and actual date received. Ahach proof of any changes.
NAME SOURCE AMOUNT AMOUNT AMOUNT AMOUNT AMOUNT AMOURT
1 3 3 3 3 3

DATE RECEIVED DATE RECEIVED | DATE RECEIVED | DATE RECEWVED DATE RECEIVED | DATE RECEIVEDR

NAME SOURCE AMOUNT AMOUNT AMOUNT AMOUNT AMOUNT AMOUNT
3 13 3 3 s ]
OATE RECEIVED DATE RECEIWVED | DATE RECEIVED DATE RECEIVED DATE RECEIVED DATE RECEIVED

L

¢ |t you got Child Support this month and it covered more than one month, which months did it cover?

¢ I you got Cash Aid and/or Medical Assistance and anyone who had income paid court ordared support, list the amount paid. Attach proof. §
v S S W M
COUNTY USE ONLY E.W. INITIALS DATE:

SAWS 7 (480} CA 7/MC 1768



3. Did anyone moave into or out of your homa or did you move In with someones sise?
{Inciude newboms; anyone who entered or ket 8 hospral, nursing home, or rehabilitation cenwr; or anyone who dwd).
tt YES, give te name{s) of anyone who moved into or out of your home or who you moved mn with,
include the chanpe and the date il took place.

Ll ves [ no

'

——t e

FLLL NAME RELATIONSHIP TO YOU WHAT CHANGED DATE
|
4a. Did you move of changs your adoress? B :
or (] ves U noi
4b. Did you have a change in the amount you pay for rent, housing or utilities?
' e U ves O no

4c. Did you have a change in your shared housing or in the amount paid by someane who is helping you pay tor
your housing and/or Wtilties?
It you answeraed "YES" to any question, complete 4d below. If you pet Food Stamps, attach prool that shows what was paid,
who paid and the amount pad. inciude proo! of rent or housing costs, utilities, property taxes and/or insurance paid tor by
you or by somaons who is helping you pay. .

(Jves (O no

ad NEW HOME ADDRESS ([NUMBER. BTREET NAME, AVENUE, BLVD. ETC) APT NO ciry STATE ZIF CODE

OATE OF CHANGE

NEW MALLING ADDRESS {IF DIFFERENT THAN HOME ADDRESS) cITY STATE 2P CODE

DATE OF CHANGE

!
i
}

lNEW RENT OR HOUSING COSTS: b 3 tPAY FOR THE FOLLOWING UTILITIES AT MY NEW ADDRESS
<

NEW ACTUAL UTLITY COST. §

DATE OF CHANGE DATE OF CHANGE

NEW PHOME NUMBE R

[J ves [ wo

5. Does anyone have anything else to report? (Include expected changes)
it YES. explain. include name of person and date of change. Altach proof including
any costs.
. income: Stans, changes or siops. e Bgabies: Becomne pregnant, have a baby, abort ar miscany.
. Job/ Siart, stop, quit, retuse a job or fraining, go qut on sirike, or change »  Mariwal: Marry, divorce, or separate.
Training: hours or pay. *  Depencent Have cost for care of a child or disabled person
®  Scheol: Start or stop school of college it age 16 or oider. Care: or other dependent while somecne seeks work or
Pay school transponation casts, tuilion, gle, atiends schoot or training.
*  Property: Buy, sell, rade, give away, or pet a metor vehicle. home, »  Medical For Food Stamp recipients: medical costs
land, bunal piot. nusts of eamed income 1ax Gedits. etc. Cost: tor those wha are disabled, or age 60 or older.
s Checking/ Open/close a checking or savings account{s) or the balance For Medical Assistance recipients: medical costs
Savinps: is difterent at the end of the month. that were oue to an injury or accident caused
o Disabiity:  Become disabled, recover from a disability or a by someone else.
majoer iliness. ® Insurance: Stan, siop or change lile or health insurance
. Citzen/ Change in citizen or alien status. benefts, induding MEDICARE.
Ahen Status:

CERTIFICATION

| understand that: e In the Food Stamp Program, the penzliies can result in permaneril
disqualification from the Program, fines up to $10,000 or
e« | mustconact my worker within 5 days of any change imprisonment for up 10 5 yesrs. Disquzlification penallies for
that may alfect my eligibility tor or the amount of my Intentionat Program Violation(s) are 6 months for the first violation,
Cash Aid. " 12 months for the second violation, and permanent disqualification
e | mustcontact my worker within 10 days of any change that may ;
ik ! . & for the third violation.
aftect my ehaibility jor Medical Assistance Onily or my Share of Cost . California | that | b ined a telony if | dont n
® I thave any doubt about needing 1o repon any changes, | must contact ¢ ULallomia law says thal | have commitied a feiony 1t | doni repor any
my worker. - o : _ change in mcome, property, of tamily status without good cause, and
e  Facts | report may result in benefits going up, down, or being slopped. more than $400 is wrongly paid out )
e Failing to report facts or giving wmnz or incompilete tacts tor | have the nght 1o ask for a state heanng on any propased action by
Cash Aid, Food Stamps or Medical Assistance can resultin the county wellare depariment.
iegal prosecution with penafties ot a line, imprisonment, or both.
e  YOU MUST SIGN AND DATE THIS REPORT AFTER THE LAST DAY OF THE REPCRT MONTH OR IT WiLL BE CONSIDERED INCOMPLETE.
6. 1deciare under penslty of perjury under the iaws of the United Siaies and the State of Califarnia that the information contained in this report is

true and correct and Js compiete for the enlire report month.

For Cash Aid: you and your aided spouse (or the other parent of aided children) living in the home must sign the form.
For Feood Stamps: the head of household, a household member or the household's authonzed representzuve must sian the torm,
For Medical Assistance: vou, your spouse or the person acting for the recipientis) must sian the torm.

SIGNATURE OfR MARK DATE SIGNED SSSNE NUMBER WHE RE YOU MAY BE REACHED IN CASE YOUR WORKER NEEDS 10 CONTAT.
SIGNATURE OF CASH-AIDED SPOUSE OR OTHER PARENT OF CASH-AIDED DATE SIGNED | SIGNATURE OF WITNESS TD MARK, INTERPRETER DK OTHER PERSON [ DATE SIGNED
CHILDREN COMPLETING FORW

- _






