DHS Re-certification paperwork example. This is an example for a client who is not working and still needing all DHS benefits. If client is working,
make sure to list that income and answer the questions with regard to updated circumstances. This needs to be submitted before the deadline at

either DHS locations. NOTICE NUMBER : ETTEESED Page:
LDSS-4887 (Rev. 11/18) o New York State Office of Temporary And Disability Assistance
Dist Cd: Ofc: Unit: Worker: | Case Name: Case #:
26 FCP30 35200 W

To determine your continued eligibility for Temporary Assistance {TA) and Supplemental Nutrition Assistance Program (SNAP) you|
must complete this form, sign, date it and return it to us at the address on the first page of the notice by:

| RETURNGATE
2/22/2023

For TA this form is considered a mail-in recertification form. For SNAP it is an Eligibility Questionnaire.

You must enclose copies of lefters or documents that verify the changes you report. In addition, if you or a family member has a job (earned
income) you must submit the last four pay-stubs even if the wages have not changed.
Failure to return the form or returning it without the required verification may result in the closing of your case or reduction of benefits.

.

1. Do you still need: | Temporary Assistance? Ye's;_iii No ] ! SNAP? Yes't] No [ Medical Assistance? Yeﬁ No ]
~ | < N
| 2. Did anyone move into or out of your househald since the last lime you reported the number of persons in your household
(including births)?

If yes, proyide the information requested below. Yes [ NcN:ji
If they want to apply for assistance an application must be filed. SN
If you are reporting a newborn enclose a copy of a birth certificate for verification.

BOCIAL SECURITY # _ | BRELATIONSHIPTOYOU-: “HOVEOIN | MOVEDOUT | = DATE

3. Other than Temporary Assislance, did you or anyone in your household, have a change in income? Has anyone begun receiving any new or increased
income or lost income from any of the following saurces since the last time you reported your income? if you check "YES", indicate the amount you
receive and whether this amountis new, more or less You must submit photocopies of pavstubs (if working) to verify the last four weeks of pav, or

|____other proof of how much vou or vour family member earnedireceived in the last four weeks
A. Contributions _ X s
B. Employment < |
Please indicate the number of hoursworkingperweek -~
C. Unemployment Insurance Benefits (UIB} }.( $ t———r—
D. Supplemental Security Income (SSI) s
E. Child Support (Including Legally Obligated Payments) >/\ !. $
F. Veterans Or Other Military Benefits N |s
G. Other income | I / |S —_—
-5 e

4. Have there been any changes in the following since you last reported to us:
NES | NO:

\}{ A. Rentcost: Increase Decrease  New Amount $ {Enclose rent receipt copy if your rent changed)

\'i B. Do you now pay separately from your rent for: o

] [} Heat or Air Conditioning [ Other Utilities (electricity, cooking gas, water, sewer, frash, etc.)
S( Is someone pregnant, disebled or 60 years of age or older? Name: __(Enclose copy of Medical Proof)

4
P

Able Bodied Adult Without Dependents (ABAWDS) - If anyone in your SNAP household is an Able Bodied Adult Without Dependents ("ABAWD™), you
must report when the individual's, who is an ABAWD, monthly participation in work falls below 80 hours.

Other changes (including hours employed or in work activities), please explain:

C.
D. Resources (examples: motor vehicle, bank account, etc.)
E
F.

Have any medical conditions that limit their ability to work or the type of work they can perform? Name:

NOTE: The last part of this form is an application to register to vote. If you would like help filling out the voter registration application form,
ask your TA examiner. Applying to register or declining to register to vote will not affect the amount of assistance that you will be given by
this agency. Return this form to the agency whether it has been completed or not.
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; _LDS5-4887 (Rev 11/18) “Ranememe  NOTICE B York gfaie Sh ef‘g-npcu-ary And _Qisabﬁi?y Assistance

_ WAIL-IN RECERTIELIGIBILITY GUESTIONNAIRE
.__m,"u_____________u,,.__,,u____d___,._______.__,._mw—____
i SNAP
In order eSRBERMMHSRI. can stil get SNAP, yoS it e vility questionnaire and return it by the date on the front of this
questionnaire. If you do not complete and return the eligibitity questionnaire by the due date, your SNAP benefits will be reduced or stopped.
We will send you another notice if this happens, This decisjon is based on Regulation 18 NYCRR 387.17.

e

List of changes you must report for SNAP at this time:

* Changes in any source of income for anyone in your household.

* Changes in your household's tolal earned income when it goes up or down by more than $100 a month,

" Changes in your household's tofal unearned income fram a public source such as Social Security Benefits or Unemployment Insurance benefits
when it goes up or down by mare than $100 2 manth.

* Changes in your household's tolal unearned income from a private source such as Child Support Payments or Private Disability Insurance when it
goes Up or down by more than $100 a manth,

* Changes in the amount of legally obligated child support you pay to a child outside of your SNAP household.

" Changes in who lives with you,

" Ifyou move, your new address and your new rent or mortgage costs, heat/zir conditioning costs and ufility costs.

" Increases in your household's cash, stocks, bonds, money in the bank or savings institution if the total cash and savings of all household members
now amaunts to more fhan $2250 for a househald without an elderly ar permanently disabled household member or $3500 for a housshald with an
elderly or permanently disabled household member.

* If anyone in your SNAP household is an Able-Bodied Adult Without Dependents ("ABAWD"), hefshe MUST tell the district if their hours go below 20
hours weekly/80 hours each month within 10 days after the end of that month. The ABAWD can request a qualifying work activity from the district o
help himiher meet the federal ARAWD requirement. If anyone in your SNAP household is an ABAWD, he/she should also report if your housshold

has moved to an area with a federally approved ABAWD waiver or if the ABAWD believes he/she should be exempt from the ABAWD requirement,
MEDICAL ASSISTANCE - You must immediately report any changes in your address, income, resources or household size to this agency. You will be
notified if your Medical Assistance coverage changss.
Authorization To Repay Public Assistance Benefits From Retroactive S8I

Il authorize the Commissioner of the Social Security Administration (SSA) to use my first payment of S| (i.e. my retroactive 88| payment) {o reimburse
the local Social Services District (8SD) for Public Assistance (PA) the SSD pays me from State or local funds while SSA decides if | am eligible for
Supplemental Security Income (881). SSA will not reimburss the SSD for PA Ihat was paid using any federal lunds.

Lwall be bound by this autharization only if the State gives nofice to SSA that | and an SSD representalive have signed it. The State must give notice
- 3

vithin 30 calendar davs of matehing s th my St [d. SSA will not accept it affer 30 calendar days. Instead, SSA will send me my
fefroactive SS1 payment under SSA rules.

Only my first payment of $8| can be used. If my first payment is larger than the amount owed to (he $80, SSA will send the rest to ma under ifs rules.

i in two situations:

(1) 1t wii repay the SSD if | apply for $51and SSA finds me eligible.

(2) It will repay the S5O if my S8 benefits are reinstated after termination or suspension.
SSA will only reimburse the $SD for PA it paid me during the time | am wailing for an SSA determination of eligibility. This is called "interim assistance”.
The period begins {1) with the first month | become elighble for payment of 53| benefits, or (2) on the first day | am reinstated after my 5SS was
suspended or terminated. The period includes the month SSI payments actually begin. If the SSD cannot stop my last PA payment, the period ends the
next month.
No later than 10 days after SSA reimburses the S5O, the SSD must send e a notice telling me the amount of interim assistance paid. The notice will
also tell me that SSA will send me a letter tefling me how any remaining 851 money owed to me will be sent by SSA and, that if | do not agree with a
state dacision, how | can appeal the dacision to the state. Under itg fules, SSA may use the date | sign this authorization as the date | first become
eligible for 881, It will do this only if I apply for SSI within the hext 60 days. This authorization applies to any 88l application or appeal |_now have
pending before SSA,
This authorization teminates if my S5l case is completely decided. It terminates when SSA first pays me. The State and | ¢an also agree lo terminate
the authorization. | must sign a new authorization consistent with NYS rules if 1 reapply for S8 after this authorization terminates, or if | file a new 58|
claim while | have an §g| applicalion or appeal pending.

[ will be given an o porlunity for & fair hearing if | disagree with a decision the SSD made about reimbursement.

v P
I received a copy of the pamphlet called “What You Should Know About Social Services Programs’, | understand what it says about interim assistance.
|' I swear (or) affim that the information | have provided on this form is frue and correct.

J Sign here: X
! — A —
Spouse or Authorized Representative Signature; X

| Worker Signature: X

WARNING: Federal and State faw provides for penalties of fine, imprisonment or both if you do not tell the truth or if you congeal or fail to
disclose facts regarding your continuing eligibility for assistance. Regulations require that you immediately notify this agency of any changes
in needs, income, resources, living arrangements or address.
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