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Pennsylvania
Department of Human Services

Pennsylvania Application for Benefits

This is an application for cash, health care and the Supplemental Nutrition Assistance Program (SNAP) benefits. If you need

this application in another language or someone to interpret, please contact your local county assistance office. Language
assistance will be provided free of charge.

Esta es una solicitud de beneficios en efectivo, beneficios de atencién médica y del Programa de Asistencia Nutricional
Suplementaria (SNAP). Si necesita esta solicitud en otro idioma o un intérprete, comuniquese con la oficina de asistencia
de su condado. La asistencia lingliistica se proporcionara de forma gratuita.
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If you have a disability and need this application in large print or another
format, please call our helpline at 1-800-692-7462.

Individuals who are deaf, hard of hearing, or have speech disabilities and wish
to communicate with the helpline may call PA Relay Services by dialing 711.
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CLICK. APPLY. BENEFIT.

You can apply online at: dhs.pa.gov/Compass

[
[ ]
L

PA 600 8/24


tel:18006927462
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Family Safety:
Information about Domestic Violence, Sexual Assault and your TANF benefits.

It can be very difficult to acknowledge that you yourself, or someone you are close to, is experiencing relationship or family
violence.

Domestic violence is a pattern of abusive behavior in any relationship that is used by one person to gain or maintain
power and control over another in an intimate or family relationship. It can be physical, sexual, emotional, or
psychological. It involves behaviors that intimidate, manipulate, humiliate, isolate, frighten, terrorize, coerce,
threaten, blame, hurt, injure, or wound someone. It can also involve controlling and limiting access to finances or
social media.

Examples of abusive behavior include but are not limited to
* physical abuse * sexual harassment
* emotional abuse « stalking
* psychological abuse
* sexual abuse

* financial abuse

* technological abuse
 sexual assault

If you are or have been a victim of domestic violence, sexual harassment, sexual abuse, sexual assault or stalking and

are at risk of further violence, harassment, abuse, assault, or stalking, your caseworker can excuse you from program
requirements for cash assistance. Sometimes individuals cannot safely follow cash assistance requirements because they
fear that they or their children will be abused if they do so.

These program requirements include:

¢ Child or spousal support cooperation ¢ Time limits
» Work participation (RESET) * Requirements that teen parents live at home
* Verification requirements * Other requirements on a case-by-case basis

If you need to be excused from cash assistance requirements because of domestic violence, tell your caseworker.
Your caseworker can:

* Talk to you if you want to talk. You can ask to talk in private. Your caseworker and the staff will keep your personal information
confidential.

¢ Help you find local programs where you can get counseling, safety planning, shelter, legal services, and other help.

¢ Help you understand the rules when applying for cash assistance, and how they affect you if you apply.

The Pennsylvania Coalition Against Domestic Violence (PCADV), https://www.pcadv.org
1-800-932-4632 (in PA) 303-839-1852 (National)

Sexual assault, sexual violence or sexual harassment is not limited to an intimate relationship. It can occur in the
workplace, educational environment, or the general public by a stranger. For information about sexual assault and sexual
violence contact:

The Pennsylvania Coalition to Advance Respect (PCAR), https://pcar.org
1-888-772-7227 (in PA)

PA CareerLink® - Important Information

PA CareerLink® is a program of the Pennsylvania Department of Labor and Industry to help job seekers find jobs. The Labor and
Industry staff knows about current labor market conditions and can give you information and resources to help your job search.

It is recommended that you register with PA CareerLink® to get started. You can register with PA CareerLink® at
www.pacareerlink.pa.gov/.
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Pennsylvania

Department of Human Services Application for Benefits

)

Pennsylvania receives information from other state and federal agencies to verify the information you give us.
If you misrepresent, hide or withhold facts which may affect your eligibility for benefits, you may be required to repay your
benefits and you may be prosecuted and disqualified from receiving certain future benefits.
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CLICK. APPLY. BENEFIT.

You can apply online at: dhs.pa.gov/Compass.

It’s easy to apply!
1. Fill out this form.
2. Sign and date it on page 1 and page 15.
3. Bring, fax or mail your form to your county assistance office (CAO).

Are you interested in any other services?

Put a check in the box if you are interested in information on any of these other services:

|:| Supplemental Security Income (SSI) |:| Well Baby Clinic |:| Child care

|:| Intellectual disability services |:| Immunizations (shots) |:| Head Start (for children ages 3 to 6)

|:| LIHEAP (energy assistance) |:| Veterans’ services |:| Child support services

|:| Food banks |:| Employment and training |:| Family planning/birth control

|:| School meals (free or reduced cost) |:| Vocational rehabilitation |:| Lifeline (reduced cost phone service)
|:| Long Term Care (nursing home care) |:| Housing assistance I:l WIC (Women, Infants and Children)

|:| Home and Community Based Services (Waiver Services) |:| Other:

|:| Special allowances for employment and training such as tools

Questions?
Call your county assistance office or our CUSTOMER SERVICE CENTER at 1-877-395-8930.
In Philadelphia, call 1-215-560-7226.

We are here to help you. Call Monday thru Friday 8:30 a.m. to 5 p.m.
TDD Services are available by calling PA Relay Services at 711.

Medical Providers Use Only

PROVIDER NAME PROVIDER NUMBER []EMERGENCY

CAO Use Only

APPLICATION REGISTRATION NUMBER CASELOAD COUNTY DISTRICT RECORD NUMBER DATE STAMP
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Quick SNAP!

Get SNAP Benefits Now!

(SNAP was formerly known as the Food Stamp program.)

* Does your household have $100 or less in available cash and bank accounts and
expect to receive less than $150 in income this month?

* Are you a migrant or seasonal farm worker?

* Are your monthly gross income and cash and bank accounts less than your rent/
mortgage and utility costs for this month?

If the answer to any of these questions is yes, you may have a right to expedited SNAP benefits.
This means you can get SNAP benefits within five calendar days of the date you apply.

Ask for more information by contacting the local county assistance office.

File your SNAP benefits application today!

It is your right to file an application today at any time before 5 p.m. The person at the
county assistance office should date-stamp your application while you watch.

If you are denied expedited SNAP benefits, you have the right to an agency conference within two working days with a
supervisor at the county assistance office. If you believe you are being denied your rights or services, or if the county
assistance office does not take your application when you hand it in and date-stamp it while you watch, ask to talk with a
supervisor or call the Helpline toll free at 1-800-692-7462.

You can get free legal help at the local legal services office.
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Getting Started

What do you want to apply for?

|:| Cash assistance

Do you need an interpreter? ¢Necesita un intérprete? |:|Yes/51' |:| No

|:| Health Care Coverage
What language do you prefer? ;Qué idioma prefiere usted? [_]English/Inglés

SIGNATURE REQUIRED

|:| SNAP (Supplemental Nutrition Assistance Program)
[Jspanish/Espafiol [ _]Other/Otro (specify/especifique)

If yes, what language? En caso afirmativo, ¢de qué idioma?

Go paperless! Would you like to receive your notices online?

Go to dhs.pa.gov/Compass and enroll on your MyCOMPASS Account.

* We can start your application as soon as you write your name and address, and sign and return this application.

* We encourage you to answer as many questions as you can unless the instructions tell you that you can choose not to answer. The more
complete information we have, the faster we can process your application.

« If you are eligible, SNAP benefits start from the date we receive your application. We will tell you within 30 days if you are eligible or not.

p IMPORTANT: All persons applying must provide or apply for a Social Security number (SSN) and answer citizenship questions.
Providing an SSN is optional for persons not applying for benefits, but providing it can speed up the application process. We use SSNs
to check income and other information to see who is eligible for help with health care coverage costs. If someone wants help getting a
SSN, call 1-800-772-1213 or visit www.ssa.gov. TTY users should call 1-800-325-0778.

Note: If you are a non-citizen applying for Emergency Medical Services only, you do not need to provide information about your
immigration status or apply for or provide a SSN.

Tell us about you, the applicant: We will need to contact an adult/parent/caretaker.

Name (Include first, middle initial, last, suffix - Jr./Sr./etc.):

Home address (Include street, apt. number, city, state & ZIP code+4)

School district:

Township or municipality:

How long have you lived at this address?

Phone number: XXX-XXX-XXXX Phone type:

D Home

[Jwork  []ceut

Second phone number: XXX-XXX-XXXX

Second Phone type:

D Home |:| Work D Cell

I:I Check here if you do not have a home address.
You still need to give a mailing address.

Mailing address (if different from home address):

Quick SNAP: You may be able to get SNAP within 5 days! Answer these questions, then sign this application and give it
to your county assistance office by 5 p.m. today! Your county assistance office will set up an interview with you.

Total monthly income, for you and anyone
who is applying, before taxes are taken out:

Are you, or anyone you are applying for, getting SNAP

now?
[es [INo

Do you pay for utilities other than telephone?
[]Yes [INo

If yes, which utilities?

Total resources (resources are money in cash, checking
and savings accounts):

Do you pay for telephone services?

[es [INo

Are you, or anyone you are applying for, a seasonal or
migrant farm worker?

DYes DNo

Total monthly rent or mortgage for you and anyone who

Do you pay for heating or the cost to run air conditioning?

Do you, or anyone you are applying for, live in a shelter

is applying: D Yes I:I No for abused or battered women and children?
D Yes D No
Sign here:
Your signature or your representative’s signature Date
PA 600 8/24
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Tell us about people in your home:

We need to gather information about everyone who lives at your address, even if they are not applying for benefits. For health care
applicants, be sure to include anyone on your federal income tax return, even if they do not live with you.

Note: You do not need to file a tax return to get benefits.

Person 1 (Start with yourself) CAO Use Only Line #:
Name (Include first, middle initial, last, suffix-Jr./Sr./etc.) Are you applying for yourself? Social Security number: XXX-XX-XXXX
D Yes |:| No
Birthdate (MM/DD/YYYY): Sex: Driver’s license or state ID number if you Marital D Single D Separated D Married
D M I:I F have one: Status |:| Divorced D Widowed
Are you in school? If yes, what grade? Name of school:
-ti ?
D Yes D No Full-time student? D Yes D No
Are you pregnant? |:| Yes D No If yes, due date? MM/DD/YYYY How many babies are expected?

Answer the questions below if you are applying for yourself.

You do D Yes D No } If not eligible for full Medical Assistance coverage, do you want to be reviewed for coverage for the Family Planning Services program only?
not need
to answer If you are under 21, we will consider only your income in our determination for the Family Planning Services program. If you wish to be

these D Yes D No } reviewed for full Medical Assistance coverage, we will need to evaluate your household income, including your parent(s)’ income. Do you want

questions to be reviewed only for the Family Planning Services program and NOT for full Medical Assistance coverage?
if you are
applying Regardless of age, are you afraid that information you may receive where you live about family planning services could cause physical,
only for |:| Yes |:| No } emotional, or other harm from your spouse, parents, or other person? If yes, do you have another address (other than where you live) where

SNAP. you'd like to get information about family planning services?

Are you a U.S. citizen or national? []Yes []No

If you are not a U.S. . If yes, fill in the document | Document type: Document ID number:
3 y 3 PO ygu ha}ve eligible |:| Yes | type and ID number:

citizen or national, immigration status?

answer the following

questions: Do you have a sponsor? D Yes D No | Have you lived in the U.S. since 1996? D Yes D No

RACE (Optional) I:l Black or African American D Asian D Native Hawaiian or Pacific Islander

(Check all that apply) I:l American Indian or Alaska Native (See Appendix A) D White I:l Other

ETHNICITY (Optional) [] Hispanic or Latino [_] Non Hispanic or Latino
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0 CAO Use Only Line #:
Name (Include first, middle initial, last, suffix-Jr./Sr./etc.) Are you applying for this person? | Social Security number: XXX-XX-XXXX
|:| Yes |:| No
Birthdate (MM/DD/YYYY): Sex: Driver’s license or state ID number if you Marital |:| Single D Separated |:| Married
D M D F have one: Status |:| Divorced D Widowed
Are you in school? If yes, what grade? Name of school:
-ti ?
D Yes D No Full-time student? D Yes D No

Are you pregnant? D Yes D No If yes, due date? MM/DD/YYYY How many babies are expected?

Answer the questions below if you are applying for person 2.

You do D Yes D No } If not eligible for full Medical Assistance coverage, do you want to be reviewed for coverage for the Family Planning Services program only?

not need
to answer If you are under 21, we will consider only your income in our determination for the Family Planning Services program. If you wish to be
these D Yes D No } reviewed for full Medical Assistance coverage, we will need to evaluate your household income, including your parent(s)’ income. Do you want
questions to be reviewed only for the Family Planning Services program and NOT for full Medical Assistance coverage?

if you are

applying Regardless of age, are you afraid that information you may receive where you live about family planning services could cause physical,
only for |:| Yes |:| No } emotional, or other harm from your spouse, parents, or other person? If yes, do you have another address (other than where you live) where
SNAP. you'd like to get information about family planning services?

Are you a U.S. citizen or national? []Yes []No

If )_(ou are not_a us. Do you have eligible |:| Ves :fgssa,nﬁdlllg mindbc;c:ment Document type: Document ID number:
citizen or national, immigration status? Y ’

answer the following

questlons: Do you have a sponsor? |:| Yes |:| No | Have you lived in the U.S. since 1996? |:| Yes D No
RACE (Optional) I:l Black or African American D Asian D Native Hawaiian or Pacific Islander

(Check all that apply) I:l American Indian or Alaska Native (See Appendix A) D White I:l Other

ETHNICITY (Optional) |:| Hispanic or Latino |:| Non Hispanic or Latino

PE 0 CAO Use Only Line #:
Name (Include first, middle initial, last, suffix-Jr./Sr./etc.) Are you applying for this person? | Social Security number: XXX-XX-XXXX
D Yes D No
Birthdate (MM/DD/YYYY): | Sex: Driver’s license or state ID number if you Marital [Jsingte [Jseparated [ ] Married
D M D F have one: Status D Divorced D Widowed
Are you in school? If yes, what grade? Name of school:
-ti ?
I:I Yes I:l No Full-time student? |:| Yes |:| No

Are you pregnant? D Yes D No If yes, due date? MM/DD/YYYY How many babies are expected?

Answer the questions below if you are applying for person 3.

You do |:| Yes |:| No } If not eligible for full Medical Assistance coverage, do you want to be reviewed for coverage for the Family Planning Services program only?
not need
to answer If you are under 21, we will consider only your income in our determination for the Family Planning Services program. If you wish to be

these I:I Yes D No > reviewed for full Medical Assistance coverage, we will need to evaluate your household income, including your parent(s)’ income. Do you want
questions to be reviewed only for the Family Planning Services program and NOT for full Medical Assistance coverage?
if you are

applying Regardless of age, are you afraid that information you may receive where you live about family planning services could cause physical,
only for D Yes D No } emotional, or other harm from your spouse, parents, or other person? If yes, do you have another address (other than where you live) where
SNAP. you'd like to get information about family planning services?

Are you a U.S. citizen or national? []Yes [JNo

If you are nota U.S. . If yes, fillin the document | Document type: Document ID number:
'y A Do you have eligible [] Yes | type and ID number:
citizen or natlonal, immigration status?
answer the following
questions: Do you have a sponsor? D Yes D No | Have you lived in the U.S. since 1996? D Yes |:| No
RACE (Optional) D Black or African American D Asian D Native Hawaiian or Pacific Islander
(Check all that apply) American Indian or Alaska Native (See Appendix A) White Other
pp
ETHNICITY (Optional) [ Hispanic or Latino [_] Non Hispanic or Latino |
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PE DN 4 CAO Use Only Line #:

Name (Include first, middle initial, last, suffix-Jr./Sr./etc.) Are you applying for this person? | Social Security number: XXX-XX-XXXX
|:| Yes |:| No
Birthdate (MM/DD/YYYY): Sex: Driver’s license or state ID number if you Marital |:| Single D Separated |:| Married
D M D F have one: Status |:| Divorced D Widowed
Are you in school? If yes, what grade? Name of school:
-ti ?
D Yes D No Full-time student? D Yes D No

Are you pregnant? D Yes D No If yes, due date? MM/DD/YYYY How many babies are expected?

Answer the questions below if you are applying for person 4.

You do D Yes D No } If not eligible for full Medical Assistance coverage, do you want to be reviewed for coverage for the Family Planning Services program only?

not need
to answer If you are under 21, we will consider only your income in our determination for the Family Planning Services program. If you wish to be
these D Yes D No } reviewed for full Medical Assistance coverage, we will need to evaluate your household income, including your parent(s)’ income. Do you want
questions to be reviewed only for the Family Planning Services program and NOT for full Medical Assistance coverage?

if you are

applying Regardless of age, are you afraid that information you may receive where you live about family planning services could cause physical,
only for |:| Yes |:| No } emotional, or other harm from your spouse, parents, or other person? If yes, do you have another address (other than where you live) where
SNAP. you'd like to get information about family planning services?

Are you a U.S. citizen or national? []Yes []No

If )_(ou are not_a us. Do you have eligible |:| Ves :fgssa,nﬁdlllg mindbc;c:ment Document type: Document ID number:
citizen or national, immigration status? Y ’

answer the following

questlons: Do you have a sponsor? |:| Yes |:| No | Have you lived in the U.S. since 1996? |:| Yes D No
RACE (Optional) I:l Black or African American D Asian D Native Hawaiian or Pacific Islander

(Check all that apply) I:l American Indian or Alaska Native (See Appendix A) D White I:l Other

ETHNICITY (Optional) |:| Hispanic or Latino |:| Non Hispanic or Latino

PE 0 CAO Use Only Line #:
Name (Include first, middle initial, last, suffix-Jr./Sr./etc.) Are you applying for this person? | Social Security number: XXX-XX-XXXX
D Yes D No
Birthdate (MM/DD/YYYY): | Sex: Driver’s license or state ID number if you Marital [Jsingte [Jseparated [ ] Married
D M D F have one: Status D Divorced D Widowed
Are you in school? If yes, what grade? Name of school:
-ti ?
I:I Yes I:l No Full-time student? |:| Yes |:| No

Are you pregnant? D Yes D No If yes, due date? MM/DD/YYYY How many babies are expected?

Answer the questions below if you are applying for person 5.

You do |:| Yes |:| No } If not eligible for full Medical Assistance coverage, do you want to be reviewed for coverage for the Family Planning Services program only?

not need
to answer If you are under 21, we will consider only your income in our determination for the Family Planning Services program. If you wish to be

these I:I Yes D No > reviewed for full Medical Assistance coverage, we will need to evaluate your household income, including your parent(s)’ income. Do you want
questions to be reviewed only for the Family Planning Services program and NOT for full Medical Assistance coverage?

if you are
applying Regardless of age, are you afraid that information you may receive where you live about family planning services could cause physical,

only for D Yes D No } emotional, or other harm from your spouse, parents, or other person? If yes, do you have another address (other than where you live) where
SNAP. you'd like to get information about family planning services?

Are you a U.S. citizen or national? [ ]Yes [ ]No

If you are nota U.S. . If yes, fillin the document | Document type: Document ID number:
'y A Do you have eligible [] Yes | type and ID number:
citizen or natlonal, immigration status?
answer the following
questions: Do you have a sponsor? D Yes D No | Have you lived in the U.S. since 1996? D Yes |:| No
RACE (Optional) D Black or African American D Asian D Native Hawaiian or Pacific Islander
(Check all that apply) American Indian or Alaska Native (See Appendix A) White Other
pp
ETHNICITY (Optional) [ Hispanic or Latino [_] Non Hispanic or Latino |
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U O CAO Use Only Line #:
Name (Include first, middle initial, last, suffix-Jr./Sr./etc.) Are you applying for this person? | Social Security number: XXX-XX-XXXX
|:| Yes |:| No
Birthdate (MM/DD/YYYY): Sex: Driver’s license or state ID number if you Marital |:| Single D Separated |:| Married
D M D F have one: Status |:| Divorced D Widowed
Are you in school? If yes, what grade? Name of school:
-ti ?
D Yes D No Full-time student? D Yes D No

Are you pregnant? D Yes D No If yes, due date? MM/DD/YYYY How many babies are expected?

Answer the questions below if you are applying for person 6.

You do D Yes D No } If not eligible for full Medical Assistance coverage, do you want to be reviewed for coverage for the Family Planning Services program only?

not need
to answer If you are under 21, we will consider only your income in our determination for the Family Planning Services program. If you wish to be
these D Yes D No } reviewed for full Medical Assistance coverage, we will need to evaluate your household income, including your parent(s)’ income. Do you want
questions to be reviewed only for the Family Planning Services program and NOT for full Medical Assistance coverage?

if you are

applying Regardless of age, are you afraid that information you may receive where you live about family planning services could cause physical,
only for |:| Yes |:| No } emotional, or other harm from your spouse, parents, or other person? If yes, do you have another address (other than where you live) where
SNAP. you'd like to get information about family planning services?

Are you a U.S. citizen or national? [_JYes [ ]No

If )_(ou are not_a us. Do you have eligible |:| Ves :fgssa,nﬁdlllg mindbc;c:ment Document type: Document ID number:
citizen or national, immigration status? Y ’

answer the following

questlons: Do you have a sponsor? |:| Yes |:| No | Have you lived in the U.S. since 1996? |:| Yes D No
RACE (Optional) I:l Black or African American D Asian D Native Hawaiian or Pacific Islander

(Check all that apply) I:l American Indian or Alaska Native (See Appendix A) D White I:l Other

ETHNICITY (Optional) |:| Hispanic or Latino |:| Non Hispanic or Latino

PE 0 CAO Use Only Line #:
Name (Include first, middle initial, last, suffix-Jr./Sr./etc.) Are you applying for this person? | Social Security number: XXX-XX-XXXX
D Yes D No
Birthdate (MM/DD/YYYY): | Sex: Driver’s license or state ID number if you Marital [Jsingte [Jseparated [ ] Married
D M D F have one: Status D Divorced D Widowed
Are you in school? If yes, what grade? Name of school:
-ti ?
I:I Yes I:l No Full-time student? |:| Yes |:| No

Are you pregnant? D Yes D No If yes, due date? MM/DD/YYYY How many babies are expected?

Answer the questions below if you are applying for person 7.

You do |:| Yes |:| No } If not eligible for full Medical Assistance coverage, do you want to be reviewed for coverage for the Family Planning Services program only?

not need
to answer If you are under 21, we will consider only your income in our determination for the Family Planning Services program. If you wish to be

these I:I Yes D No > reviewed for full Medical Assistance coverage, we will need to evaluate your household income, including your parent(s)’ income. Do you want
questions to be reviewed only for the Family Planning Services program and NOT for full Medical Assistance coverage?

if you are
applying Regardless of age, are you afraid that information you may receive where you live about family planning services could cause physical,

only for D Yes D No } emotional, or other harm from your spouse, parents, or other person? If yes, do you have another address (other than where you live) where
SNAP. you'd like to get information about family planning services?

Are you a U.S. citizen or national? [ ]Yes [ ]No

If you are nota U.S. . If yes, fillin the document | Document type: Document ID number:
'y A Do you have eligible [] Yes | type and ID number:
citizen or natlonal, immigration status?
answer the following
questions: Do you have a sponsor? D Yes D No | Have you lived in the U.S. since 1996? D Yes |:| No
RACE (Optional) D Black or African American D Asian D Native Hawaiian or Pacific Islander
(Check all that apply) American Indian or Alaska Native (See Appendix A) White Other
pp
ETHNICITY (Optional) [ Hispanic or Latino [_] Non Hispanic or Latino |
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Please answer these questions about you or anyone in your home who is applying for benefits.

Does anyone get cash assistance, Medical Assistance If yes, what state and county?

or SNAP in another state now? |:| Yes |:| No

Have you or anyone in your household been If yes, what state and county?

disqualified or agreed to be disqualified for food D Yes D No

stamps or SNAP benefits in another state?

Has anyone ever applied for any benefits using a If yes, please tell us the name and Social Security number:

different name or Social Security number? D Yes D No

Is anyone in the U.S. military, or has anyone been in Is anyone a widow, spouse, or child (under age 18) of anyone in the

the U.S. military? D Yes D No | y.s. military, or anyone who has been in the U.S. military? D Yes D No

Was anyone in foster care at age 18 or older? D D If yes, who? State:
Yes No

Is anyone disabled, seriously ill, or in need of medical If yes, who? What is the disability?

attention? D Yes D No

Does anyone have a medical condition that requires If yes, who?
health sustaining medication? D Yes D No

Does anyone live in a medical or long term care facility or have a physical, mental or emotional health condition that causes limitations in activities (like D Yes D No
bathing, dressing, daily chores, etc.)?

Does anyone have paid or unpaid medical bills this Has anyone been a victim of domestic abuse?
month or the last three months? D Yes D No D Yes D No

Is anyone in treatment for drug or alcohol abuse? If yes, who?
D Yes D No

Tell us about you, the applicant: We will need to contact an adult/parent/caretaker.

If anyone is applying for a child who has parents not living in your home or if anyone applying has a spouse not living in your home, please answer these
questions so that we can try to get support.

You do not need to fill out this section if providing this information or seeking support would put you or family members at risk of domestic violence or make
it more difficult to escape domestic violence, or if your child was born as a result of rape or incest, or if you are considering adoption.

If it would be a problem for you to provide this information or seek support because of domestic violence, rape or incest or because you are considering
putting a child up for adoption, check this box: |:|

Name of person with an absent relative: Name of absent relative: Absent relative is a:

[ Parent []spouse
Name of person with an absent relative: Name of absent relative: Absent relative is a:

[Jparent  []Spouse
Name of person with an absent relative: Name of absent relative: Absent relative is a:

|:| Parent |:| Spouse
Name of person with an absent relative: Name of absent relative: Absent relative is a:

[ Parent []spouse
Name of person with an absent relative: Name of absent relative: Absent relative is a:

|:| Parent |:| Spouse
Name of person with an absent relative: Name of absent relative: Absent relative is a:

|:| Parent |:| Spouse

If you are applying for cash assistance, you must name the parents of any minor children and help the Domestic Relations Section (DRS) collect support
by providing the information they need unless you have good cause. If you do not help the DRS by providing the information needed and do not have a
good reason for not helping, any cash assistance amount for which you are approved will be lowered by at least 25 percent.

If approved for cash assistance, you must give the Department and DRS the right to collect cash for you and others for whom you
are applying. The law says that support rights will be assigned to the state if you accept cash assistance.

If support is paid for a child who gets cash assistance, the family may get some of the support in addition to the cash
assistance grant.
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Tax information: Complete this section if you are applying for health care. You do not need to answer these ques-

tions if you are applying only for SNAP.

Complete this information for your spouse/partner and children who live with you and/or anyone else on your same federal income tax

return if you file one.

Do any of the persons listed on the application plan to file a federal income tax return NEXT YEAR? D v
If yes, list tax filer and list the spouse of the tax filer if filing a joint return. es

DNo

Name of tax filer: If filing jointly, name of spouse:

Will any of the persons listed on the application claim any dependents on their tax return? D Yes I:I No

If yes, list tax filer and list dependents.
A dependent can be claimed by only one tax filer. For joint filers, you only need to list dependents for the tax filer who will sign the tax form.

Name of tax filer: Dependent(s):

Will any of the persons listed on the application be claimed as a dependent on someone’s tax return? D Yes D No

If yes, list dependent and list tax filer for whom the dependent will be claimed.
You do not need to complete the information in this table if the dependent is already listed above.

Name of dependent Name of tax filer: Relationship to tax filer:

Tax deductions: Complete this section if you are applying for health care. You do not need to answer these ques-

tions if you are applying only for SNAP.

If anyone pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health

care coverage a little lower.

Note: If self-employed, do not include a cost that you will list as an expense on your Schedule C tax form (for example, car and truck
expenses, depreciation, employee wages and fringe benefits, etc.).

D h " How often is the
oes anyone have expenses from: B (oG expense paid?
()(Check yes) Yes Whose expense is this? (one time, monthly, quarterty,

twice a year, yearly)

How much?

Student loan interest deduction

Self-employed health insurance deduction

Deductible part of self-employment tax

Health savings account deduction

HEyEIEn.

Other (specify)
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Resources (also called “assets”): You do not need to answer these questions if you are applying for SNAP

benefits only or if you are applying for health care and you meet one of these exceptions: pregnant; child under age 21;
have a dependent child under 21 living with you; you do not have a disability and are under age 65.

Please tell us about resources, such as:

* Cash » IRA/401k/profit sharing * Trust fund

« Checking/savings account » U.S. Savings Bonds * Boat, snowmobile, camper
« Certificate of deposit ¢ Christmas or vacation club * Motorcycle, ATV

* E-money/Digital Account (PayPal, Cash App) » Stocks and bonds » Vehicle (car, van, truck)

List each resource separately:

Name of person with the resource: Kind of resource: How much? Where is this resource located/account number?

Name of person with the resource: Kind of resource: How much? Where is this resource located/account number?

Name of person with the resource: Kind of resource: How much? Where is this resource located/account number?

Name of person with the resource: Kind of resource: How much? Where is this resource located/account number?

Name of person with the resource: Kind of resource: How much? Where is this resource located/account number?

Name of person with the resource: Kind of resource: How much? Where is this resource located/account number?

Other questions about resources: You do not need to answer these questions if you are applying for SNAP
benefits only or if you are applying for health care and you meet one of these exceptions: pregnant; child under age 21;

have a dependent child under 21 living with you; you do not have a disability and are under age 65.

Is anyone in your home expecting If yes, who? What kind? When is it expected? | How much is expected?
money including employment, accident
settlement, inheritance, or trust fund?

|:|Yes |:| No

Has anyone sold, given away, or If yes, who? What kind? When is it expected? How much is expected?
transferred a home, land, personal
property, or any other resource in the

past five years? D Yes D No

Does anyone own any homes or property that they | If yes, who? How many vehicles do the people in your home
don't live in? own?

|:| Yes |:| No
Does anyone have a burial agreement with a bank | If yes, who? How many burial plots do the people in your home
or funeral home? own?

|:| Yes |:| No
Does anyone have a life insurance policy? If yes, who?

|:| Yes |:| No
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Income:

Please tell us about the income of any child or adult you have listed on this application.

Does anyone in your household have any income? |:| Yes |:| No If yes, list any income you have already received, or expect to receive, this year.
[] Commissions [[]Money Paid to You for Rent []support
|:| Dividends |:| Money Paid to You for Room or Board |:| Unemployment
[[] Gambling/Lottery [[] Pensions [] union Pay
[] Guardian Fees [] self-Employment [] Veteran Benefit
|:| Money Earned from Babysitting |:| Sick Benefits |:| Wages from Employment
[IMoney for Training [Jsocial Security [Jworkers’ Compensation
|:| Money Paid to You for Loans |:| Supplemental Security Income (SSI) |:| Other
Name of person with income: Type/Source of income/Name of employer: | Income/Pay: | How often | Date of most
How much? | paid? recent payment:

Other questions about income:

Has anyone worked in the last 90 days? |:| Yes |:| No If yes, who?

Has anyone had work hours reduced in the last 60 days? [JYes []No | Ifyes,who?

Has anyone stopped working at one or more jobs in the past 30 days? |:| Yes |:| No If yes, who?

Is anyone on strike? |:| Yes |:| No | Ifyes, who?
Has anyone received Social Security in the past? |:| Yes |:| No | Ifyes, who?
Has anyone received Supplemental Security Income in the past? |:| Yes |:| No If yes, who?

Pre-Tax Deductions

List any pre-tax deductions taken out of the gross income, such as health/dental/vision/life insurance premiums, 401(k) or retirement account contributions,
Family Savings Account (FSA) or Health Savings Account (HSA) contributions.

Name Deduction Monthly Amount

Has anyone applied for or awaiting a decision for any of these benefits? (check alt that apply.)

|:| Social Security |:| Unemployment Compensation |:| Workers’ Compensation
|:| Supplemental Security Income (SSI) |:| Veterans Benefits |:| Other
Who has applied: Benefit applied for: Date of benefit application: Any benefit decisions
under appeal:

Does anyone pay for childcare or the care of an adult with a disability so he or she can go to work, school or training? |:| Yes |:| No

If yes, what is the monthly amount: Who receives care?

Does it cost anyone anything to get the income listed above? (Such as transportation costs, court fees, bank or guardian fees, etc.)? |:| Yes |:| No
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Health insurance: You do not need to answer these questions if you are applying only for SNAP.

Does anyone you are applying for have health insurance coverage? |:| Yes |:| No

Has anyone you are applying for had health insurance coverage in the last 90 days? |:| Yes |:| No

If you have (or had in the last 90 days) more than one type of health care coverage, please fill in a box for each policy.
NOTE: If you have more than one policy, you will need to make copies of this page and attach them.

Type of health |:| Employer Insurance |:| Medicare |:| TRICARE (*Don’t check if you have direct care or Line of Duty)

Care coverage |:| Peace Corps |:| Individual plan |:| Other

Policy information: List of who is (or was) covered:

Policy holder name: First name: Last name:

Insurance company name: First name: Last name:

Policy number: First name: Last name:

Group name/number: First name: Last name:

What is (or was) D Hospital care D Prescriptions D Eye care Is (or was) this a limited-benefit plan (like a school accident policy)?

covered? |:| Doctor visits |:| Dental D Yes D No

When did this insurance start? When did (or will) this insurance stop? (Leave blank if you are still covered.)

Did (or will) this health insurance end because the policy holder lost employment (laid If yes, who lost coverage?
off, terminated, quit), or changed jobs? I:l Yes I:l No

Did (or will) any children lose health insurance because the employer stopped offering coverage? |:| Yes |:| No

Health insurance from your employer: You do not need to answer these questions if you are applying only for SNAP.

Is anyone you are applying for offered health insurance from a job? |:| Yes |:| No

Check yes even if the coverage is from someone else’s job, such as a parent or spouse.

If yes, complete this section and as much information as you can in Appendix B: Health Coverage from Job(s).

Is this a state employee benefit plan? Is this COBRA coverage? Is this a retiree health plan?

|:|Yes |:|N0 |:|Yes |:|No |:|Yes |:|No

If you are offered health coverage from your job, Do (or would) you have to pay for your child(ren)’s coverage? Yes No
do (or would) you have to pay for your coverage? I:l Yes I:l No I:l I:l

What is the cost for family coverage through your employer’s group health plan? What is the cost to cover your child(ren) through your employer’s health plan?
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Health insurance from your employer: You do not need to answer these questions if you are applying 

Expenses: This section is for SNAP applicants.

Please tell us about your expenses so that you can get the most benefits possible. If requested, you must provide proof of your expenses.

P> At any time, you may report household expenses to us, we may ask you to give us proof of them.

Does anyone in your home pay child support to a person |:| Yes |:| No Does anyone in your home get housing assistance? |:| Yes |:| No
who does not live with you?
If hat kind?
If yes, is it court-ordered? [Jves [Ino yes, whatkin
If yes, do you get a utility allowance? |:| Yes |:| No
Are meals included in your rent? |:| Yes |:| No Is there anyone outside of your household who pays any |:| Yes |:| No
of your expenses?
If so, what expenses?
Howmuch?______ How often?
To whom?
Do you pay for heat? |:| Yes |:| No Do you pay for central air or to run a room air |:| Yes |:| No
conditioner(s)?

Check any expenses paid each month by you or anyone in your home. Please check even if you only pay part of the bill.
D Telephone |:| Water |:| Garbage |:| Utility installation |:| Electric
D Qil, coal, wood, kerosene |:| Sewer |:| Gas |:| Propane D Other

If you have any of these expenses, how much do you pay per month?
Rent: $ Condo fees: $

Mortgage $ Property taxes: $ Homeowner's insurance: $

Medical expenses: This section is for SNAP applicants.

You may get more SNAP benefits if someone in your home is 60 years old or older, or disabled, and you can give proof of medical expenses.

Check any medical expense that you or someone in your home pays:

D Dental bills |:| Any costs to get to medical appointments, medical treatment, or to pick up prescriptions. These can be costs such as
taxis and public transportation

D Doctor bills

D Hospital bills |:| Health aides (people in your home to help with medical treatments).
D Health insurance or Medicare premiums D Health related supplies (such as eyeglasses, hearing aids, adult diapers).
|:| Medical equipment D Prescription medicines

D Other:

p Failure to report or verify any of the above listed expenses will be seen as a statement by your household that you do
not want to receive a deduction for the unreported expense.
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Expenses: This section is for SNAP applicants.
Medical expenses: This section is for SNAP applicants.

Criminal history inquiry: You do not need to answer these questions if you are applying only for health care.

Please answer the following questions for yourself and anyone else for whom you are applying:

Does anyone have a summons or warrant to appear as a defendant at a criminal If yes, who?

court proceeding? |:| Yes |:| No

Does anyone owe fines, costs or restitution for a felony or misdemeanor If yes, who?

offense? [Jyes [Ino

Does anyone have a payment plan for fines and costs? If yes, who?
[JYes [No

Is anyone on probation or parole? If yes, who?
|:| Yes |:| No

Is anyone who is on probation or parole not complying? If yes, who?
|:| Yes |:| No

Has anyone been convicted of welfare fraud? If yes, who?
|:| Yes |:| No

Is anyone fleeing from law enforcement? If yes, who?
|:| Yes |:| No

Is anyone required to register as a convicted sexual offender? If yes, who?
|:| Yes |:| No

Is anyone who is required to register as a convicted sexual offender not If yes, who?

complying with their registration requirements? |:| Yes |:| No

Voter Registration (Optional): This section is for U.S. Citizens only
If you are not registered to vote where you live now, would you like to apply to register to vote here today? D Yes D No
IF YOU DO NOT CHECK EITHER BOX, YOU WILL BE CONSIDERED TO HAVE DECIDED NOT TO REGISTER TO VOTE AT THIS TIME.

To register, you must:

1. Be at least 18 on the day of the next election;
2. Be a citizen of the United States for at least one month PRIOR TO THE NEXT ELECTION;
3. Reside in Pennsylvania and the voting district at least 30 days prior to the next election.

Applying to register or declining to register to vote will not affect the amount of assistance you 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. Please contact the county assistance office if you would like help.

If you believe that someone has interfered with your right to register or to decline to register to vote, your right 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 the Secretary of the
Commonwealth, PA Department of State, Harrisburg, PA 17120. (Toll-free telephone number 1-877-VOTESPA.)

COUNTY ASSISTANCE OFFICE STAFF WILL COMPLETE THIS BOX BASED UPON YOUR RESPONSE ABOVE

|:| GiventoClient_/_/ |:| Sent to voter registration _/ / |:| Mailedto Client _/ /
D Declined, not interested _ /_ / D Nota U.S.citizen_/ / D Declined, already registered __ /_/__

1. [JYes [INo Isanyone in the application group receiving SNAP and not living in a certified EXPEDITED | Initials: Date:
shelter for battered women and children? REVIEW

2.[JYes [JNo Isthere any postponed verification from a previous expedited issuance that the CLIENT
household must provide? I:l Eligible I:l Denied  NOTIFIED

3.[JYes [INo Are the household liquid resources equal to or less than $100?

4.[JYes [INo Isthe countable monthly gross income less than $150? Reason for denial:
5.[JYes [INo Is this a migrant or seasonal farm worker household?
6.JYes [ONo Isthe household destitute?

7-[JYes [INo Are combined monthly gross income and liquid resources less than monthly
shelter expenses?

REGISTERED FOR
CATEGORIES
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Criminal history inquiry: You do not need to answer these questions if you are applying only for hea
tel:18778683772
Voter Registration (Optional): This section is for U.S. Citizens only

Your Rights and Responsibilities Read about your rights and responsibilities:

RIGHT TO NONDISCRIMINATION
This institution is prohibited from discriminating on the basis of race, color,
national origin, disability, age, sex and in some cases religion or political beliefs.

The U.S. Department of Agriculture also prohibits discrimination based on
race, color, national origin, sex, religious creed, disability, age, political beliefs
or reprisal or retaliation for prior civil rights activity in any program or activity
conducted or funded by USDA.

Persons with disabilities who require alternative means of communication

for program information (e.g. Braille, large print, audiotape, American Sign
Language, etc.), should contact the Agency (State or local) where they applied
for benefits. Individuals who are deaf, hard of hearing or have speech disabilities
may contact USDA through the Federal Relay Service at (800) 877-8339.
Additionally, program information may be made available in languages other
than English.

To file a program complaint of discrimination, complete the USDA Program
Discrimination Complaint Form, (AD-3027), found online at: http://www.ascr.
usda.gov/complaint_filing_cust.html, and at any USDA office, or write a letter
addressed to USDA and provide in the letter all of the information requested in
the form. To request a copy of the complaint form, call (866) 632-9992. Submit
your completed form or letter to USDA by:

1. mail: U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410

2. fax: (202) 690-7442; or
3. email: program.intake@usda.gov.

For any other information dealing with Supplemental Nutrition Assistance
Program (SNAP) issues, persons should either contact the USDA SNAP

Hotline Number at (800) 221-5689, which is also in Spanish or call the State
Information/Hotline Numbers (click the link for a listing of hotline numbers by
State); found online at: http://www.fns.usda.gov/snap/contact_info/hotlines.htm.

To file a complaint of discrimination regarding a program receiving Federal
financial assistance through the U.S. Department of Health and Human
Services (HHS), write: HHS Director, Office for Civil Rights, Room 515-F, 200
Independence Avenue, S.W., Washington, D.C. 20201 or call (202) 619-0403
(voice) or (800) 537-7697 (TTY).

This institution is an equal opportunity provider.

RIGHT TO CONFIDENTIALITY

We will keep your information private. It will only be used to decide which
programs you may be eligible for. The county assistance office (CAQO), when
requested, must provide federal, state and local law enforcement officials with
the address, Social Security number (SSN) and photograph (if available) of

an individual who is fleeing to avoid prosecution, custody or confinement for a
felony or violating probation or parole. Any person knowingly violating any of the
rules and regulations of this department shall be guilty of a misdemeanor and,
upon conviction shall be sentenced to pay a fine, not exceeding one hundred
($100) dollars, or to undergo imprisonment, not exceeding six months, or both
(62 P.S. section 483).

RIGHT TO A WRITTEN NOTICE

We will give you a written notice explaining your benefits. If we deny, change,
suspend or stop benefits, we will give you a written explanation of why. You
have 30 days (90 days for Supplemental Nutrition Assistance Program (SNAP)
benefits) from the mailing date of the notice to ask for a hearing.

RIGHT TO APPEAL

You have the right to ask for a Department of Human Services (DHS) hearing to
appeal a decision if you believe it is unfair or incorrect, or if DHS fails to act on
your application for benefits. You may file the appeal at the CAO. If you appeal,
you may also request an agency conference before the hearing. If your appeal
involves expedited SNAP benefits, you have the right to have this conference
with a supervisor within two work days. At the hearing you may represent
yourself, or someone else, such as a lawyer, friend or relative may represent you.

RIGHT TO CLAIM GOOD CAUSE

If you apply for cash or Medical Assistance benefits, the law requires you to
cooperate with establishing paternity and seeking support. You may be excused
from these requirements if you prove it may be dangerous for you and/or your
children. This is known as good cause. Unless a good cause exemption is
established, you will be required to meet employment and training requirements.
You will also be required to meet semi-annual reporting requirements unless
good cause is granted.

RIGHT TO CERTIFICATE OF CREDITABLE COVERAGE

Federal law limits when health coverage may be denied or limited for a pre-
existing condition. If you enroll in a group health plan that excludes treatment
for a condition you already had, you can be credited for the time you received
Medical Assistance coverage. This may help you obtain coverage. Contact your
caseworker to request this certificate.

RESPONSIBILITY TO PROVIDE INFORMATION

You must give true, correct and complete information. You must help in proving
the information you give. Benefits may be denied if you fail to provide certain
proof. If you cannot provide proof, you should ask the CAO to help you obtain it.
If you are contacted by DHS or the Office of State Inspector General, you must
fully cooperate with those persons or investigators. If you are age 55 or older
and receive Medical Assistance to pay for nursing facility services, home and
community-based waiver services and any related hospital and prescription
drug service, you may be required to repay the cost of these services from your
probate estate. If you are applying for cash assistance, we may require you to
sign an agreement to repay benefits that you, your spouse and your children
have received.

RESPONSIBILITY TO PROVIDE SOCIAL SECURITY NUMBERS

For cash, Medical Assistance and/or SNAP benefits, you must provide an SSN
for each person for whom you are applying. If you do not have an SSN, you must
apply for one. Not providing an SSN may result in not being able to receive
benefits. For cash benefits, we may ask for an SSN for anyone whose income or
resources may affect your eligibility or the amount of benefits. Your SSN will

be used for identity, for computer matches which verify income and resources,
and to prevent duplication of state and federal benefits. A non-citizen who is
applying for emergency Medical Assistance only is not required to provide an
SSN. (42 U.S. Code 1320b-7)

RESPONSIBILITY TO USE THE PA ACCESS CARD LAWFULLY

Once you are eligible for benefits, you will be issued a PA ACCESS card. This
card may only be used for the person who is eligible and only during the
eligibility period. You may only use the card for services that are needed and
reasonable.

RESPONSIBILITY TO REPORT CHANGES

If you qualify for benefits, you will be required to report changes in your
circumstances to your caseworker or to the Customer Service Center. Types

of changes reported would include people leaving or moving into the house, a
new address, a new job for someone, if someone loses a job, birth of a child, new
sources of income or changes to income, and lottery and gambling winnings.
Your caseworker and notices you receive will cover the specifics in detail based
on the programs and benefits you are eligible for. Failure to report required
changes within the program guidelines could result in a loss of benefits,
sanctions, or civil or criminal charges. You may report changes to the CAO

in person, by phone, fax, mail or through a MyCOMPASS account. You may
also report changes to the Customer Service Center at 1-877-395-8930, or for
Philadelphia, 1-215-560-7226 any time.

PRIVACY ACT STATEMENT

(i) The collection of this information, including the Social Security number
(SSN) of each household member, is authorized under the Food and Nutrition
Act of 2008, as amended, 7 U.S.C. 2011-2036d. The information will be used
to determine whether your household is eligible or continues to be eligible

to participate in the SNAP Program. We will verify this information through
computer matching programs. This information will also be used to monitor
compliance with program regulations and for program management.

(i) This information may be disclosed to other federal and state agencies
for official examination, and to law enforcement officials for the purpose of
apprehending persons fleeing to avoid the law.

(iii) If a SNAP claim arises against your household, the information on this
application, including all SSNs, may be referred to Federal and State agencies,
as well as private claims collection agencies, for claims collection action.

(iv) Providing the requested information, including the SSN of each household
member, is voluntary. However, failure to provide an SSN will result in the
denial of SNAP benefits to each individual failing to provide an SSN. Any SSNs
provided will be used and disclosed in the same manner as SSNs of eligible
household members.
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tel:18008778339
http://www.ascr.usda.gov/complaint_filing_cust.html
http://www.ascr.usda.gov/complaint_filing_cust.html
tel:18666329992
tel:12026907442
mailto:program.intake%40usda.gov?subject=
tel:18002215689
http://www.fns.usda.gov/snap/contact_info/hotlines.htm
tel:12026190403
tel:18005377697
tel:18773958930
tel:12155607226

Prohibitions and Penalties Read about your responsibilities:
ALL BENEFITS, SNAP. CASH, MEDICAL ASSISTANCE

IF THIS HAPPENS WITHOUT GOOD CAUSE THIS MAY HAPPEN (PENALTY)
Misuse Electronic Benefits Transfer (EBT) Card or PA ACCESS Card. Fine, prison, or both.
Do not report changes, as required. Benefits cut or stopped.

Fine, disqualification and/or jail time for Welfare Fraud,
disqualification for administrative hearing proceedings.

Not eligible for cash:
« First time - 6 months.
* Second time - 12 months.
 Third time - forever.

Not eligible for SNAP:
« First time - 12 months.
* Second time - 24 months.
* Third time - forever

Trade, sell or attempt to trade, sell, buy or use another person’s ACCESS Card. Not eligible: All court convictions - 12 months.

SNAP

On purpose, give information that is false, incorrect or incomplete, or not report changes.

IF THIS HAPPENS WITHOUT GOOD CAUSE THIS MAY HAPPEN (PENALTY)

On purpose, misuse SNAP benefits, for example, trade, sell, or buy EBT Card or SNAP benefits;
convert benefits; or dump containers purchased with SNAP benefits to receive deposits — or buy
things not covered by SNAP, such as alcohol or tobacco — or use SNAP benefits to pay for food Not eligible:

already received or food on credit. « First time - 12 months.

* Second time - 24 months.

* Third time - forever.

« First time court conviction over $500 - forever.

Purchase a product with SNAP benefits with the intent of obtaining cash or consideration other than
eligible food by reselling the product in exchange for cash or consideration other than eligible food.

On purpose, purchase products originally purchased with SNAP benefits in exchange for cash or
consideration other than eligible food.

Not eligible:
Use/receive SNAP benefits to buy drugs or controlled substances. * First time - 24 months.
» Second time - forever.
Use/receive SNAP benefits in sale of firearms, ammunition, or explosives. First time - not eligible forever.
Be convicted for buying, selling or trading SNAP benefits for total of $500 or more. Not eligible forever.
Lie about who you are or where you live to receive more than one SNAP benefit. Not eligible for 10 years.

Flee to avoid prosecution, custody, or confinement because of a felony/attempted felony - or flee

because of breaking probation or parole. Not eligible until you do what the law says.

CASH
IF THIS HAPPENS WITHOUT GOOD CAUSE THIS MAY HAPPEN (PENALTY)
Do not comply with your court penalty, including payment of fines, for a felony or misdemeanor. Not eligible until you comply with your penalty.
Lie about where you live to receive cash in two or more states. Not eligible for 10 years.

Flee to avoid prosecution, custody, or confinement because of a felony conviction/attempted felony;
fail to appear as a defendant at a criminal court proceeding when issued a summons or a bench
warrant for a summary offense, felony or misdemeanor; flee because of breaking probation/parole; or
have any active warrant against you.

Not eligible until you do what the law says.

If you are found guilty of fraud or breaking the above rules, this may happen (penalty):

* Fine up to $250,000 for SNAP and « Jail up to 20 years for SNAP and up » Paying back benefits received. * Disqualification from benefits for
up to $15,000 for Cash; to seven years for Cash; and/or periods stated above by program.
SNAP WORK RULES
IF THIS HAPPENS WITHOUT GOOD CAUSE THIS MAY HAPPEN (PENALTY)

For household members — physically and mentally fit — over age 15 and under 60 - not otherwise
exempt or with good cause.

Not eligible:
« First time - one month and until you do what is required.
* Second time - three months and until you do what is required.
* Three or more times - six months each time and until you do

Refuse to:
« Accept a job.
« Tell CAO about work status and job availability.

On purpose, take action to: what is required.
* Quit ajob.
» Cut work hours to less than 30 per week (unless another job already meets work requirements).
CASH WORK RULES
IF THIS HAPPENS WITHOUT GOOD CAUSE THIS MAY HAPPEN (PENALTY)
Not eligible:

« First violation - You will be ineligible for a minimum of 30 days or until the failure to comply ceases,
whichever is longer.

« Second violation - You will be ineligible for a minimum of 60 days or until the failure to comply ceases,
whichever is longer.

Do not meet cash work requirements on purpose, as written « Third violation - You will be permanently disqualified.

on the Agreement of Mutual Responsibility (AMR).
If the reason for sanction occurs within the first 24 months of receipt of cash assistance, whether
consecutive or interrupted, the sanction applies only to the individual.

If the reason for sanction occurs after 24 months of receipt of cash assistance, whether consecutive or
interrupted, the sanction applies to the entire family.
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Understanding Your Rights and Responsibilities

When I sign this form:

* T understand that Pennsylvania receives information from the Income Eligibility
Verification System (IEVS), financial institutions, consumer reporting, and state and
federal agencies to verify the information I give them. Information available through
IEVS and other entities will be requested, used and may be verified through collateral
contact when conflicting details are found by the state agency, and such information
may affect my household’s eligibility and level of benefits.

I understand that by signing this application, I am authorizing any financial
institution to disclose, through electronic or any other means, any and all financial
information held by that institution, to the Department of Human Services or its
designated agent or contractor for the purpose of identifying and verifying resources
(also called “assets”) when needed to determine and redetermine eligibility for
Medical Assistance. I understand that financial information includes deposits,
withdrawals, account closures and other relevant information requested or received
from the financial institution, including other transactions undertaken by the
financial institution with respect to the account or asset. I understand that this
authorization is effective until Medical Assistance eligibility is denied or ends, or if I
decide to revoke it by written notification to the department, whichever happens first.
I understand that if I revoke this authorization, that may make me or my household
ineligible for Medical Assistance.

I understand that if I misrepresent, hide or withhold facts that may affect my
eligibility for benefits, I may be required to repay my benefits and I may be
prosecuted and disqualified from receiving certain future benefits.

I understand that I can designate an authorized representative by completing the
Authorized Representative section and submitting it with this application.

I understand and agree that I am responsible for any fraudulent statements made on
this application, even if the application is being submitted by someone acting on my
behalf.

I received a copy of my rights and responsibilities, have read them or someone has
read them to me, and I understand them.

I understand that the information entered in this application will be kept confidential
and used only to administer benefits. I authorize the release of personal, financial and
medical information for the purpose of determining eligibility.

I understand that the Department of Human Services or its designees may contact
me via methods including email and text messaging to help process my application
or request feedback on the application process. If I do not want email or text
messages, I understand the Department of Human Services will still process my
application.

I understand that any changes I am required to report must be reported within the
first 10 days of the month following the month of change.

I understand that my household may lose SNAP benefits if a household member
receives lottery or gambling winnings equal to or greater than the SNAP resource
limit for elderly or disabled households.

T understand that I will receive a written notice explaining the benefits. If benefits are
denied, changed, suspended or stopped, the written notice will explain why.

I understand that I will have 30 days (90 days for SNAP (food stamp) benefits) from
the date of the notice to request a hearing if I do not agree with the decision made
on this application.

I understand that my situation is subject to verification from employers, financial
sources and other third parties.

I understand that applicants must provide their Social Security number or apply for
one if they do not have one. This number may be used to check the information on
this application.

T understand that I must use the Electronic Benefit Transfer (EBT) or the PA ACCESS
Card only during the period I am eligible. I must use the EBT or the PA ACCESS Card
only for the person who is eligible and may get only the benefits that are needed and
reasonable.

SIGNATURE REQUIRED

 Tunderstand that I may not use Cash Assistance funds issued through my PA
ACCESS card to make EBT transactions in liquor stores, casinos (gambling casinos,
gaming establishments), or places for adult entertainment.

« Tunderstand that I do not have to provide a Social Security number for anyone who
is not applying for assistance. If I do provide their Social Security number, it may be
used to check the information on this application.

I certify that all information that has been entered is true under penalty of perjury.

T understand that I have the right to a certificate of creditable coverage to verify
my medical coverage. Federal law limits when Medical Assistance coverage may be
denied or limited for a pre-existing condition. If I enroll in a group health plan that
has a pre-existing condition clause, I can get credit for the time I received Medical
Assistance.

Tunderstand that if I am determined eligible for Medical Assistance, I will be placed
in the most comprehensive Medical Assistance benefit package that is available to
me. I understand that I may be required to enroll in a health plan. I understand that
enrolling in a health plan may be free or low cost to me, because the Department
pays a monthly fee to the health plan for me. I understand that the monthly fee is a
capitation fee. I understand that if I receive Medical Assistance that I am not eligible
for, due to error, fraud, or any other reason, then I may be required to repay the
Department all monthly fees paid on my behalf.

If I receive cash benefits, I will cooperate with the requirements of the child support
enforcement program as directed by the department. I give the Department and
the Domestic Relations Section the right to pursue and collect cash and/or medical
support for me and others for whom I am applying.

Tunderstand that if I report or provide proof of the household expenses, I will get
the maximum amount of SNAP (food stamp) benefits allowed. Failure to report or
provide proof of the household expenses will be regarded as my statement that I do
not want to receive a deduction for the unreported or unproved expense. (Authority:
United States Department of Agriculture, Food and Nutrition Service, Mid-Atlantic
Region, Administrative Notice 6-99, issued January 4, 1999).

Tunderstand that I have the right to receive credit for the household expenses at the
time I report and provide proof of them at any time during my SNAP (food stamps)
certification period.

Tunderstand that I have the right to ask the county assistance office (CAO) for
assistance in getting proof of expenses and that the CAO can contact other people
for confirmation if I am having trouble getting proof of anything.

Tunderstand that if some or all of the individuals applying do not qualify for Medical
Assistance, that they may be eligible for CHIP.

Tunderstand that if some or all of the individuals applying do not qualify for Medical
Assistance, that they may be eligible for federal benefits and/or explore private
health care options through Pennsylvania’s Health Insurance Marketplace (Pennie).
If this is the case, I authorize the Department to give my name and information on
this application to Pennie.

Renewal of coverage in future years: To make it easier to determine my eligibility
for help paying for health coverage in future years, I agree to allow Pennsylvania’s
Health Insurance Marketplace (Pennie) to use my income data, including information
from tax returns. Pennie will send me a notice, let me make any changes, and I can
opt out at any time.

Yes, renew my eligibility automatically for the next:
(Check one):
D Five years (the maximum number of years allowed)
D Four years
D Three years
[] Two years

D One year

D Do not use my information from tax returns to renew my coverage.

Sign here:

Your signature or your representative’s signature

Date

IMPORTANT: If your household is eligible for SNAP/LIHEAP, you may receive a Fast Track consent form in the mail that could allow you and your household members to be

automatically enrolled in Medical Assistance.

Name of Authorized Representative

Address of Authorized Representative

Phone Number of Representative

COUNTY I have explained to the applicant her or his rights and responsibilities. -
ASSISTANCE L
OFFICE ONLY CAO Signature Date
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Pennsylvania
Department of Human Services

The Pennsylvania Department of Human Services (DHS) complies with applicable federal
civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. DHS does not exclude people or treat them differently because of race, color,
national origin, age, disability, creed, religious affiliation, ancestry, gender, gender identity or
expression, or sexual orientation.

DHS PROVIDES:

* Free aids and services to people with disabilities to communicate effectively with us,
such as:
— Qualified sign language interpreters
— Written information in other formats (large print, audio, accessible electronic formats,
other formats

* Free language services to people whose primary language is not English, such as:
— Qualified interpreters
— Information written in other languages

If you need these services, contact your local county assistance office.

If you believe that DHS has failed to provide these services or discriminated in another way

on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

* The Bureau of Equal Opportunity, Room 223,
Health and Welfare Building,

P.O. Box 2675,

Harrisburg, PA 17105-2675,

(717) 787-1127,

PA Relay Services 711,

Fax (717) 772-4366, or

¢ Email - RA-PWBEOAO@pa.gov.

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
the Bureau of Equal Opportunity is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
* U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

* 1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.htmlL.



tel:17177871127
tel:711
tel:17177724366
mailto:RA-PWBEOAO%40pa.gov?subject=
tel:18003681019
tel:18005377697
http://www.hhs.gov/ocr/office/file/index.html

Appendix A

American Indian or Alaska Native Family Member (AI/AN)

Complete this appendix if you or a family member are American Indian or Alaska Native. Submit this with your Application for
Health Care Coverage. You do not need to complete this appendix if you are applying only for SNAP.

Tell us about your American Indian or Alaska Native family member(s).

American Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or urban Indian
health programs. They also may not have to pay cost sharing and may get special monthly enrollment periods. Answer the
following questions to make sure your family gets the most help possible.

NOTE: If you have more people to include, make a copy of this page and attach.

AI/AN PERSON 1 Please Print All Information

Name (first name, middle name, last name):

|:|No

State:

Member of a federally recognized tribe? |:| Yes

If yes, tribe name:

Has this person ever gotten a service from the Indian Health Service, a tribal
health program or urban Indian health program, or through a referral from

one of these programs? |:| Yes |:| No

If no, is this person eligible to get services from the Indian Health Service,
tribal health programs or urban Indian health programs, or through a referral

from one of these programs? I:' Yes I:' No

Certain money received may not be counted for health care. List any income
(amount and how often) reported on your application that includes money
from these sources:

* Per capita payments from a tribe that come from natural resources, usage
rights, leases, or royalties.

» Payments from natural resources, farming, ranching, fishing, leases, or
royalties from land designated as Indian trust land by the Department of
Interior (including reservations and former reservations).

* Money from selling things that have cultural significance.

How much: $

How Often:

AI/AN PERSON 2 Please Print All Information

Name (first name, middle name, last name):

|:|No

State:

Member of a federally recognized tribe? |:| Yes

If yes, tribe name:

Has this person ever gotten a service from the Indian Health Service, a tribal
health program or urban Indian health program, or through a referral from

one of these programs? |:| Yes |:| No

If no, is this person eligible to get services from the Indian Health Service,
tribal health programs or urban Indian health programs, or through a referral

from one of these programs? I:' Yes I:' No

Certain money received may not be counted for health care. List any income
(amount and how often) reported on your application that includes money
from these sources:

* Per capita payments from a tribe that come from natural resources, usage
rights, leases, or royalties.

» Payments from natural resources, farming, ranching, fishing, leases, or
royalties from land designated as Indian trust land by the Department of
Interior (including reservations and former reservations).

* Money from selling things that have cultural significance.

How much: $

How Often:
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Appendix B
Health Coverage from Job(s)

Tell us about the job that offers coverage. You DO NOT need to answer these questions unless someone in the household is
eligible for health coverage from a job. You do not need to complete this appendix if you are applying only for SNAP.

Write your name and Social Security number in the Employee Information section. You may need to ask your employer to help
you complete the Employer Information section. If you are unable to get this information from your employer timely, or you feel
like completing this would delay the start of your application, you may submit your application without Appendix B.

Attach a copy of this page for each job that offers coverage.

EMPLOYEE Information

Employee name (first, middle, last): Social Security number:
EMPLOYER Information
Employer name: Employer identification number (EIN)
Employer address (include street, number, city, state & ZIP code +4): Employer phone number: XXX-XXX-XXXX
Who can we contact about employee health coverage at this job? Phone number (if different from above): Email address:

XXX-XXX-XXXX

Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in the next three months?
|:| Yes (continue)  If the employee is not eligible today, including as a result of a waiting or probationary period, when is the employee eligible for coverage?

|:| No (STOP and return this form to employee)

Tell us about the health plan offered by this employer.
Does the employer offer a health plan that covers an employee’s spouse or dependent(s)? I:l Yes. Which people I:l Spouse I:l Dependent(s)
|:| No (go to the next question)

Does the employer offer a health plan that meets the minimum value standard?* |:| Yes (go to the next question) |:| No (STOP and return form to employee)

For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don’t include family plans): If the employer has wellness programs, provide the
premium that the employee would pay if he/she received the maximum discount for any tobacco cessation programs, and didn’t receive any other discounts based on wellness
programs.

How much would the employee have to pay in premiums for this plan? $

How often: D Weekly D Every two weeks D Twice a month D Monthly D Quarterly D Yearly

If your plan will end soon and you know that the health plans offered will change, go to the next question. If you don’t know, STOP and return form to employee.

What change will the employer make for the new plan year?
D Employer will not offer health coverage

|:| Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the employee that meets the
minimum value standard.* (Premium should reflect the discount for wellness programs. See question above.)

How much would the employee have to pay in premiums for this plan? $

How often: D Weekly D Every two weeks D Twice a month D Monthly D Quarterly D Yearly

Date of change: (mm/dd/yyyy)

*An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs covered by the plan is no less than 60 percent of
such costs (Section 36B(C)(2)(C)(ii) of the Internal Revenue Code of 1986).

i
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Your Rights and Responsibilities Read about your rights and responsibilities:

RIGHT TO NONDISCRIMINATION

This institution is prohibited from discriminating on the basis of race, color,
national origin, disability, age, sex and in some cases religion or political
beliefs.

The U.S. Department of Agriculture also prohibits discrimination based on
race, color, national origin, sex, religious creed, disability, age, political beliefs
or reprisal or retaliation for prior civil rights activity in any program or activity
conducted or funded by USDA.

Persons with disabilities who require alternative means of communication

for program information (e.g. Braille, large print, audiotape, American Sign
Language, etc.), should contact the Agency (State or local) where they

applied for benefits. Individuals who are deaf, hard of hearing or have speech
disabilities may contact USDA through the Federal Relay Service at (800) 877-
8339. Additionally, program information may be made available in languages
other than English.

To file a program complaint of discrimination, complete the USDA Program
Discrimination Complaint Form, (AD-3027), found online at: http://www.ascr.
usda.gov/complaint_filing_cust.html, and at any USDA office, or write a letter
addressed to USDA and provide in the letter all of the information requested in
the form. To request a copy of the complaint form, call (866) 632-9992. Submit
your completed form or letter to USDA by:

* mail: U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410

« fax: (202) 690-7442; or

* email: program.intake@usda.gov.

For any other information dealing with Supplemental Nutrition Assistance
Program (SNAP) issues, persons should either contact the USDA SNAP
Hotline Number at (800) 221-5689, which is also in Spanish or call the State
Information/Hotline Numbers (click the link for a listing of hotline numbers by
State); found online at: http://www.fns.usda.gov/snap/contact_info/hotlines.
htm.

To file a complaint of discrimination regarding a program receiving Federal
financial assistance through the U.S. Department of Health and Human
Services (HHS), write: HHS Director, Office for Civil Rights, Room 515-F, 200
Independence Avenue, S.W., Washington, D.C. 20201 or call (202) 619-0403
(voice) or (800) 537-7697 (TTY).

This institution is an equal opportunity provider.

RIGHT TO CONFIDENTIALITY

We will keep your information private. It will only be used to decide which
programs you may be eligible for. The county assistance office (CAO), when
requested, must provide federal, state and local law enforcement officials with
the address, Social Security number (SSN) and photograph (if available) of
an individual who is fleeing to avoid prosecution, custody or confinement for a
felony or violating probation or parole. Any person knowingly violating any of
the rules and regulations of this department shall be guilty of a misdemeanor
and, upon conviction shall be sentenced to pay a fine, not exceeding one
hundred ($100) dollars, or to undergo imprisonment, not exceeding six
months, or both (62 P.S. section 483).

RIGHT TO A WRITTEN NOTICE

We will give you a written notice explaining your benefits. If we deny, change,
suspend or stop benefits, we will give you a written explanation of why. You
have 30 days (90 days for Supplemental Nutrition Assistance Program (SNAP)
benefits) from the mailing date of the notice to ask for a hearing.

RIGHT TO APPEAL

You have the right to ask for a Department of Human Services (DHS) hearing
to appeal a decision if you believe it is unfair or incorrect, or if DHS fails to
act on your application for benefits. You may file the appeal at the CAO. If
you appeal, you may also request an agency conference before the hearing. If
your appeal involves expedited SNAP benefits, you have the right to have this
conference with a supervisor within two work days. At the hearing you may
represent yourself, or someone else, such as a lawyer, friend or relative may
represent you.

RIGHT TO CLAIM GOOD CAUSE

If you apply for cash or Medical Assistance benefits, the law requires you
to cooperate with establishing paternity and seeking support. You may be
excused from these requirements if you prove it may be dangerous for you
and/or your children. This is known as good cause. Unless a good cause

exemption is established, you will be required to meet employment and
training requirements. You will also be required to meet semi-annual reporting
requirements unless good cause is granted.

RIGHT TO CERTIFICATE OF CREDITABLE COVERAGE

Federal law limits when health coverage may be denied or limited for a pre-
existing condition. If you enroll in a group health plan that excludes treatment
for a condition you already had, you can be credited for the time you received
Medical Assistance coverage. This may help you obtain coverage. Contact your
caseworker to request this certificate.

RESPONSIBILITY TO PROVIDE INFORMATION

You must give true, correct and complete information. You must help in
proving the information you give. Benefits may be denied if you fail to provide
certain proof. If you cannot provide proof, you should ask the CAO to help
you obtain it. If you are contacted by DHS or the Office of State Inspector
General, you must fully cooperate with those persons or investigators. If you
are age 55 or older and receive Medical Assistance to pay for nursing facility
services, home and community-based waiver services and any related hospital
and prescription drug service, you may be required to repay the cost of these
services from your probate estate. If you are applying for cash assistance, we
may require you to sign an agreement to repay benefits that you, your spouse
and your children have received.

RESPONSIBILITY TO PROVIDE SOCIAL SECURITY NUMBERS

For cash, Medical Assistance and/or SNAP benefits, you must provide an

SSN for each person for whom you are applying. If you do not have an SSN,
you must apply for one. Not providing an SSN may result in not being able to
receive benefits. For cash benefits, we may ask for an SSN for anyone whose
income or resources may affect your eligibility or the amount of benefits. Your
SSN will be used for identity, for computer matches which verify income and
resources, and to prevent duplication of state and federal benefits. A non-
citizen who is applying for emergency Medical Assistance only is not required
to provide an SSN. (42 U.S. Code 1320b-7)

RESPONSIBILITY TO USE THE PA ACCESS CARD LAWFULLY

Once you are eligible for benefits, you will be issued a PA ACCESS card. This
card may only be used for the person who is eligible and only during the
eligibility period. You may only use the card for services that are needed and
reasonable.

RESPONSIBILITY TO REPORT CHANGES

If you qualify for benefits, you will be required to report changes in your
circumstances to your caseworker or to the Customer Service Center. Types
of changes reported would include people leaving or moving into the house,

a new address, a new job for someone, if someone loses a job, birth of a

child, new sources of income or changes to income, and lottery and gambling
winnings. Your caseworker and notices you receive will cover the specifics

in detail based on the programs and benefits you are eligible for. Failure to
report required changes within the program guidelines could result in a loss of
benefits, sanctions, or civil or criminal charges. You may report changes to the
CAQ in person, by phone, fax, mail or through a MyCOMPASS account. You
may also report changes to the Customer Service Center at 1-877-395-8930,
or for Philadelphia, 1-215-560-7226 any time.

PRIVACY ACT STATEMENT

(i) The collection of this information, including the Social Security number
(SSN) of each household member, is authorized under the Food and Nutrition
Act of 2008, as amended, 7 U.S.C. 2011-2036d. The information will be used
to determine whether your household is eligible or continues to be eligible

to participate in the SNAP Program. We will verify this information through
computer matching programs. This information will also be used to monitor
compliance with program regulations and for program management.

(i) This information may be disclosed to other federal and state agencies
for official examination, and to law enforcement officials for the purpose of
apprehending persons fleeing to avoid the law.

(iii) If a SNAP claim arises against your household, the information on this
application, including all SSNs, may be referred to Federal and State agencies,
as well as private claims collection agencies, for claims collection action.

(iv) Providing the requested information, including the SSN of each household
member, is voluntary. However, failure to provide an SSN will result in the
denial of SNAP benefits to each individual failing to

provide an SSN. Any SSNs provided will be used and
disclosed in the same manner as SSNs of eligible
household members.
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Prohibitions and Penalties Read about your responsibilities:

ALL BENEFITS, SNAP, CASH., MEDICAL ASSISTANCE

IF THIS HAPPENS WITHOUT GOOD CAUSE

THIS MAY HAPPEN (PENALTY)

Misuse Electronic Benefits Transfer (EBT) Card or PA ACCESS Card.

Fine, prison, or both.

Do not report changes, as required.

Benefits cut or stopped.

On purpose, give information that is false, incorrect or incomplete, or not report changes.

Fine, disqualification and/or jail time for Welfare Fraud,
disqualification for administrative hearing proceedings.

Not eligible for cash:
« First time - 6 months.
* Second time - 12 months.
 Third time - forever.

Not eligible for SNAP:
« First time - 12 months.
* Second time - 24 months.
* Third time - forever

Trade, sell or attempt to trade, sell, buy or use another person’s ACCESS Card.

Not eligible: All court convictions - 12 months.

SNAP

IF THIS HAPPENS WITHOUT GOOD CAUSE

THIS MAY HAPPEN (PENALTY)

On purpose, misuse SNAP benefits, for example, trade, sell, or buy EBT Card or SNAP benefits;
convert benefits; or dump containers purchased with SNAP benefits to receive deposits — or buy
things not covered by SNAP, such as alcohol or tobacco — or use SNAP benefits to pay for food
already received or food on credit.

Purchase a product with SNAP benefits with the intent of obtaining cash or consideration other than
eligible food by reselling the product in exchange for cash or consideration other than eligible food.

On purpose, purchase products originally purchased with SNAP benefits in exchange for cash or
consideration other than eligible food.

Not eligible:
* First time - 12 months.
* Second time - 24 months.
 Third time - forever.
« First time court conviction over $500 - forever.

Use/receive SNAP benefits to buy drugs or controlled substances.

Not eligible:
* First time - 24 months.
» Second time - forever.

Use/receive SNAP benefits in sale of firearms, ammunition, or explosives.

First time - not eligible forever.

Be convicted for buying, selling or trading SNAP benefits for total of $500 or more.

Not eligible forever.

Lie about who you are or where you live to receive more than one SNAP benefit.

Not eligible for 10 years.

Flee to avoid prosecution, custody, or confinement because of a felony/attempted felony — or flee
because of breaking probation or parole.

Not eligible until you do what the law says.

CASH

IF THIS HAPPENS WITHOUT GOOD CAUSE

THIS MAY HAPPEN (PENALTY)

Do not comply with your court penalty, including payment of fines, for a felony or misdemeanor.

Not eligible until you comply with your penalty.

Lie about where you live to receive cash in two or more states.

Not eligible for 10 years.

Flee to avoid prosecution, custody, or confinement because of a felony conviction/attempted felony;
fail to appear as a defendant at a criminal court proceeding when issued a summons or a bench
warrant for a summary offense, felony or misdemeanor; flee because of breaking probation/parole; or

have any active warrant against you.

Not eligible until you do what the law says.

« Jail up to 20 years for SNAP and up
to seven years for Cash; and/or

* Fine up to $250,000 for SNAP and
up to $15,000 for Cash;

If you are found guilty of fraud or breaking the above rules,
» Paying back benefits received.

this may happen (penalty):

* Disqualification from benefits for
periods stated above by program.

SNAP WORK RULES

IF THIS HAPPENS WITHOUT GOOD CAUSE

THIS MAY HAPPEN (PENALTY)

For household members — physically and mentally fit — over age 15 and under 60 - not otherwise
exempt or with good cause.

Refuse to:
« Accept a job.
« Tell CAO about work status and job availability.

On purpose, take action to:
* Quit ajob.
» Cut work hours to less than 30 per week (unless another job already meets work requirements).

Not eligible:
« First time - one month and until you do what is required.
* Second time - three months and until you do what is required.
* Three or more times - six months each time and until you do
what is required.

CASH WORK RULES

IF THIS HAPPENS WITHOUT GOOD CAUSE

THIS MAY HAPPEN (PENALTY)

Not eligible:
whichever is longer.

. . whichever is longer.
Do not meet cash work requirements on purpose, as written g

on the Agreement of Mutual Responsibility (AMR).

If the reason for sanction occurs within the first 24 months of receipt of cash assistance,
whether consecutive or interrupted, the sanction applies only to the individual.

If the reason for sanction occurs after 24 months of receipt of cash assistance, whether
consecutive or interrupted, the sanction applies to the entire family.

« First violation - You will be ineligible for a minimum of 30 days or until the failure to comply ceases,
« Second violation - You will be ineligible for a minimum of 60 days or until the failure to comply ceases,

« Third violation - You will be permanently disqualified.

i
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Understanding Your Rights and Responsibilities

When I sign this form:

I understand that Pennsylvania receives information from the Income Eligibility
Verification System (IEVS), financial institutions, consumer reporting, and state and
federal agencies to verify the information I give them. Information available through
IEVS and other entities will be requested, used and may be verified through collateral
contact when conflicting details are found by the state agency, and such information
may affect my household’s eligibility and level of benefits.

I understand that by signing this application, I am authorizing any financial
institution to disclose, through electronic or any other means, any and all financial
information held by that institution, to the Department of Human Services or its
designated agent or contractor for the purpose of identifying and verifying resources
(also called “assets”) when needed to determine and redetermine eligibility for
Medical Assistance. I understand that financial information includes deposits,
withdrawals, account closures and other relevant information requested or received
from the financial institution, including other transactions undertaken by the
financial institution with respect to the account or asset. I understand that this
authorization is effective until Medical Assistance eligibility is denied or ends, or if I
decide to revoke it by written notification to the department, whichever happens first.
I understand that if I revoke this authorization, that may make me or my household
ineligible for Medical Assistance.

I understand that if I misrepresent, hide or withhold facts that may affect my
eligibility for benefits, I may be required to repay my benefits and I may be
prosecuted and disqualified from receiving certain future benefits.

I understand that I can designate an authorized representative by completing the
Authorized Representative section and submitting it with this application.

I understand and agree that I am responsible for any fraudulent statements made on
this application, even if the application is being submitted by someone acting on my
behalf.

I received a copy of my rights and responsibilities, have read them or someone has
read them to me, and I understand them.

I understand that the information entered in this application will be kept confidential
and used only to administer benefits. I authorize the release of personal, financial and
medical information for the purpose of determining eligibility.

I understand that the Department of Human Services or its designees may contact
me via methods including email and text messaging to help process my application
or request feedback on the application process. If I do not want email or text
messages, I understand the Department of Human Services will still process my
application.

I understand that any changes I am required to report must be reported within the
first 10 days of the month following the month of change.

I understand that my household may lose SNAP benefits if a household member
receives lottery or gambling winnings equal to or greater than the SNAP resource
limit for elderly or disabled households.

T understand that I will receive a written notice explaining the benefits. If benefits are
denied, changed, suspended or stopped, the written notice will explain why.

I understand that I will have 30 days (90 days for SNAP (food stamp) benefits) from
the date of the notice to request a hearing if I do not agree with the decision made
on this application.

I understand that my situation is subject to verification from employers, financial
sources and other third parties.

I understand that applicants must provide their Social Security number or apply for
one if they do not have one. This number may be used to check the information on
this application.

I understand that I must use the Electronic Benefit Transfer (EBT) or the PA ACCESS
Card only during the period I am eligible. I must use the EBT or the PA ACCESS Card
only for the person who is eligible and may get only the benefits that are needed and
reasonable.

Tunderstand that I may not use Cash Assistance funds issued through my PA
ACCESS card to make EBT transactions in liquor stores, casinos (gambling casinos,
gaming establishments), or places for adult entertainment.

I understand that I do not have to provide a Social Security number for anyone who
is not applying for assistance. If I do provide their Social Security number, it may be
used to check the information on this application.

I certify that all information that has been entered is true under penalty of perjury.

T understand that I have the right to a certificate of creditable coverage to verify
my medical coverage. Federal law limits when Medical Assistance coverage may be
denied or limited for a pre-existing condition. If I enroll in a group health plan that
has a pre-existing condition clause, I can get credit for the time I received Medical
Assistance.

Tunderstand that if I am determined eligible for Medical Assistance, I will be placed
in the most comprehensive Medical Assistance benefit package that is available to
me. I understand that I may be required to enroll in a health plan. I understand that
enrolling in a health plan may be free or low cost to me, because the Department
pays a monthly fee to the health plan for me. I understand that the monthly fee is a
capitation fee. I understand that if I receive Medical Assistance that I am not eligible
for, due to error, fraud, or any other reason, then I may be required to repay the
Department all monthly fees paid on my behalf.

If I receive cash benefits, I will cooperate with the requirements of the child support
enforcement program as directed by the department. I give the Department and
the Domestic Relations Section the right to pursue and collect cash and/or medical
support for me and others for whom I am applying.

T understand that if I report or provide proof of the household expenses, I will get
the maximum amount of SNAP (food stamp) benefits allowed. Failure to report or
provide proof of the household expenses will be regarded as my statement that I do
not want to receive a deduction for the unreported or unproved expense. (Authority:
United States Department of Agriculture, Food and Nutrition Service, Mid-Atlantic
Region, Administrative Notice 6-99, issued January 4, 1999).

Tunderstand that I have the right to receive credit for the household expenses at the
time I report and provide proof of them at any time during my SNAP (food stamps)
certification period.

Iunderstand that I have the right to ask the county assistance office (CAO) for
assistance in getting proof of expenses and that the CAO can contact other people
for confirmation if I am having trouble getting proof of anything.

T understand that if some or all of the individuals applying do not qualify for Medical
Assistance, that they may be eligible for CHIP.

Tunderstand that if some or all of the individuals applying do not qualify for Medical
Assistance, that they may be eligible for federal benefits and/or explore private
health care options through Pennsylvania’s Health Insurance Marketplace (Pennie).
If this is the case, I authorize the Department to give my name and information on
this application to Pennie.

Renewal of coverage in future years: To make it easier to determine my eligibility

for help paying for health coverage in future years, I agree to allow Pennsylvania’s
Health Insurance Marketplace (Pennie) to use my income data, including information
from tax returns. Pennie will send me a notice, let me make any changes, and I can
opt out at any time.

Yes, renew my eligibility automatically for the next:
(Check one):

D Five years (the maximum number of years allowed)
D Four years

D Three years

[] Two years

D One year

D Do not use my information from tax returns to renew my coverage.
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

This notice contains important information about the privacy of your medical information. If you need this notice in another language
or someone to interpret, please contact your local county assistance office. Language assistance will be provided free of charge.
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The Department of Human Services (DHS) provides and pays for many types of benefits and social services. We also
determine an individual’s eligibility to receive benefits and services. To do these things, we have to collect personal and health
information about you and/or your family. The information we collect about you and/or your family is private. We call this
information “protected health information.”

DHS does not use or disclose DHS health information unless it is permitted or required by law. DHS is required by law to
maintain the privacy of protected health information, to provide individuals with notice of its legal duties and privacy practices
concerning protected health information and to notify affected individuals in the case of a breach of unsecured protected health
information. As a “covered entity,” DHS must follow applicable laws protecting the privacy of your protected health information
which include the Health Insurance Portability and Accountability Act (HIPAA) privacy rules. Under HIPAA, Medicaid agencies,
certain health plans and health care providers are examples of covered entities that must comply with HIPAA. Other laws

that may apply include rules concerning confidential information about Medical Assistance, other benefits, behavioral health,
substance abuse/treatment and HIV/AIDS. When we use or disclose protected health information, we make every reasonable
effort to limit its use or disclosure to the minimum necessary to accomplish the intended purpose. This notice explains your
right to privacy of your protected health information and how we may use and disclose that information. For more information
on DHS privacy practices, or to receive another copy of this notice, please contact us. For information on how to contact us,
see the “Questions or Complaints” section on the last page of this notice.

We are required by law to follow the terms of this notice. We reserve the right to change the terms of this notice and to make
the new notice provisions effective for all protected health information we maintain. If we make an important change in our
privacy policies or procedures, we will post a revised copy of the notice on our website and/or provide you with a new privacy
notice by mail or in person. You may request and receive a paper copy of this notice at any time.

What is protected health information?

Protected health information is information about you that relates to a past, present or future physical or mental health
condition, treatment or payment for treatment, and that can be used to identify you. This information includes any information,
whether verbal or recorded in any form, that is created or received by DHS or persons or organizations that contract with DHS.
This includes electronic information and information in any other form or medium that could identify you, for example:

Your name (or names of your children) Telephone number
Address DHS case number
Date of birth Social Security number
Admission/discharge date Medical procedure code

Diagnostic code

- "ﬂ%
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Who sees and shares my health information?

DHS professionals (such as caseworkers and other county assistance office and program staff) and people outside of DHS
(such as our contractors, health maintenance organization (HMO) staff, nurses, doctors, therapists, social workers and
administrators) may see and use your health information to determine your eligibility for benefits, treatment, payment or for other
required or permitted reasons. Sharing your health information may relate to services and benefits you had before, receive now,
or may receive later. DHS will not use or share genetic information about you when deciding if you are eligible for Medicaid.

Why is my protected health information used and disclosed by DHS?

There are different reasons why we may use or disclose your protected health information. The law says that we may use or
disclose information without your consent or authorization for the reasons described below.

For Treatment: We may use or disclose information so that you can receive medical treatment or services. For example,
we may disclose information your doctor, hospital or therapist needs to know to give you quality care and to coordinate your
treatment with others helping with your care.

For Payment: We may use or disclose information to pay for your treatment and other services. For example, we may
exchange information about you with your doctor, hospital, nursing home, or another government agency to pay the bills for
your treatment and services.

For Operating Our Programs: We may use or disclose information in the course of our ordinary business as we manage our
various programs. For example, we may use your health information to contact you to provide information about appointments,
health-related information and benefits and services. We may also review information we receive from your doctor, hospital,
nursing home and other health care providers to review how our programs are working or to review the need for and quality of
health care services provided to you and/or your family.

For Public Health Activities: We report public health information to other government agencies concerning such things as
contagious diseases, immunization information, and the tracking of some diseases such as cancer.

For Law Enforcement Purposes and As Required by Legal Proceedings: We will disclose information to the police or other
law enforcement authorities as required by court order.

For Government Programs: We may disclose information to a provider, government agency or other organization that
needs to know if you are enrolled in one of our programs or receiving benefits under other programs such as the Workers’
Compensation Program.

For National Security: We may disclose information requested by the federal government when they are investigating
something important to protect our country.

For Public Health and Safety: We may disclose information to prevent serious threats to health or safety of a person or the
public.

For Research: We may disclose information for permitted research purposes and to develop reports. These reports do not
identify specific people.

For Coroners. Funeral Directors and Organ Donation: We may disclose information to a coroner or medical examiner for
identification purposes, cause of death determinations, organ donation and related reasons. We may also disclose information
to funeral directors to carry out funeral-related duties.

For Reasons Otherwise Required By Law: DHS may use or disclose your protected health information to the extent that the
use or disclosure is otherwise required by law. The use or disclosure is made in compliance with the law and is limited to the
requirements of the law.

Do other laws also protect certain health information about me?

DHS also follows other federal and state laws that provide additional privacy protections for the use and disclosure of
information about you. For example, if we have HIV or substance abuse information, with a few exceptions, we may
not release it without special, signed written permission that complies with the law. In some situations, the law also
requires us to obtain written permission before we use or release information concerning mental health or intellectual

disabilities and certain other information. -
@
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Can | ask DHS to use or disclose my health information?

Sometimes, you may need or want to have your protected health information sent or otherwise disclosed to someone or
somewhere for reasons other than treatment, payment, operating our programs, or other permitted or required purpose not
needing your written authorization. If so, you may be asked to sign an authorization form, allowing us to send or otherwise
disclose your protected health care information as you request.

The authorization form tells us what, where and to whom the information will be sent or otherwise disclosed. You may revoke
your authorization or limit the amount of information to be disclosed at any time by letting us know in writing, except to the
extent that DHS has already taken action in reliance upon the authorization.

If you are younger than 18 years old and, by law, you are able to consent for your own health care, then you will have control of
that health information. You may ask to have your health information sent to any person who is helping you with your health care.

Except as described in this Notice, we will not use or disclose your health information without your written authorization.
For example, HIPAA generally requires written authorization before a covered entity may use or disclose an individual’s
psychotherapy notes. In most cases, HIPAA also requires written authorization before a covered entity may use or disclose
protected health information for marketing purposes or before it sells it.

What are my rights regarding my health information?

As a DHS client, you have the following rights regarding your protected health information that we use and disclose:

Right to See and Copy Your Health Information: You have the right to see most of your protected health information and

to receive a copy of it. If you want copies of information you have a right to see, you may be charged a small fee. However,

generally, you may not see or receive a copy of: (1) psychotherapy notes; or (2) information that may not be released to you
under federal law.

If we deny your request for protected health information, we will provide you a written explanation for the denial and your rights
regarding the denial.

DHS does not receive or keep a file of all of your protected health information. Doctors, hospitals, nursing homes and other
health care providers (including an HMO, if you are enrolled in one) may also have your protected health information. You also
have a right to your health information through your doctor or other provider who has these records.

Right to Correct or Add Information: If you think some of the protected health information we have is wrong, you may ask
us in writing to correct or add new information. You may ask us to send the corrected or new information to others who have
received your health information from us. In certain cases, we may deny your request to correct or add information. If we deny
your request, we will provide you a written explanation of why we denied your request. We will also explain what you can do if
you disagree with our decision.

Right to Receive a List of Disclosures: You have the right to receive a list of where your protected health information has
been sent, unless it was sent for purposes relating to treatment, payment, operating our programs, or if the law says we are
not required to add the disclosure to the list. For example, the law does not require us to add to the list any disclosures we may
have made to you, to family or persons involved in your care, to others you have authorized us to disclose to, or for information
disclosed before April 14, 2003.

Right to Request Restrictions on Use and Disclosure: You have the right to ask us to restrict the use and disclosure of your
protected health information. We may not be able to agree to your request. In fact, in some situations, we are not permitted

to restrict the use or disclosure of the information. If we cannot comply with your request, we will tell you why. Except as
otherwise required by law, we must grant your request to restrict disclosure to a health plan if the purpose of disclosure is not
for treatment and the medical services to which the request applies have been paid out-of-pocket in full.

Right to Request Confidential Communication: You may ask us to communicate with you in a certain way or at a certain
location. For example, you may ask us to contact you only by mail.

Right to Receive Notification of a Breach: You have the right to receive notification if there is a breach of your unsecured
protected health information

swann
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Whom do | contact about my rights or to ask questions about this notice?

You can contact the DHS HIPAA helpline, toll-free at 800-692-7462 to discuss your rights or to ask questions about this notice.
You can also contact your caseworker or health care provider or write to DHS’s Privacy Office, 3rd Floor West, Health and
Welfare Building, 7th and Forster Streets, Harrisburg, PA 17120.

You can receive important information or updates to this notice by visiting DHS’s Web site at www.dhs.pa.gov.

How do | file a complaint?

You may contact either office listed below if you want to file a complaint about how DHS has used or disclosed information
about you. There is no penalty for filing a complaint. Your benefits will not be affected or changed if you file a complaint. DHS
and its employees and contractors cannot and will not retaliate against you for filing a complaint.

PENNSYLVANIA DEPARTMENT OF HUMAN SERVICES PRIVACY OFFICE
3RD FLOOR WEST, HEALTH AND WELFARE BUILDING

7TH AND FORSTER STREETS

HARRISBURG, PA 17120

REGION I

U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES
OFFICE FOR CIVIL RIGHTS

150 S. INDEPENDENCE MALL WEST - SUITE 372
PHILADELPHIA, PA 19106-9111

EFFECTIVE: APRIL, 2003 — REVISED JULY 28, 2015
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Department of Human Services
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ATTENTION: If you speak another language, language assistance services, free of charge, are available to you. Call
1-800-692-7462 (TDD: 711).

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingUistica. Llame al 1-800692-
7462 (TDD: 711).

R WOREAEHZERE 0, T DL B AR S IR . SRR 1-800-692-7462 (TDD: 711)
BHVIMAHME: Ecnu BBl roBOpUTE Ha PYCCKOM A3BIKE, TO BBI MOXKETE BOCIIONb30BATHCS OECIIaTHBIMU

ycrmyramu nepeBoga. 3BoHute 1-800-692-7462 (tenertaitm: 711).

CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd trg ngdn ngii mién phi danh cho ban. Goi s6 1-800-
6927462 (TDD: 711).

g WischgrSunw FAanisl whsswigsmnn iwesSsaun Snoesdmaniges,

I
o1 giin 1-800-692-7462  (TTY: 711)
1-800-692-T462 23 31 Josdl Ulos &y galll S3ebusall Cilata il i 55 G gusd 15 3 i) 0T 208 13) s gala
(711 ;a5 5 pusall aZla 43 )
T @Ol E AFESHAlE A, ol AY ME|AE FEE o] &8k & lF YT 1-800-692-7462
(TDD: 71D M2 Ag}s] F4A L.

YaUuoll: % AN 9wl clletel 8L dl Fl:yes einl dsla Acall dMiL HI2 Gueo B,
$lot 521 1-800-692-7462 (TTY:711).
ATTENTION: Si vous parlez frangais, des services d’aide linguistique vous sont proposés gratuitement.

Appelez le 1-800-692-7462 (ATS : 711).

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis éd pou lang ki disponib gratis pou ou. Rele 1-800-
6927462 (TDD: 711).

TEFT T ST qiF 15T T IS HEH, SrEel Wi G 4=16 o S2er SEa e
Hd| 1-800-692-7462- W4ld T FFA TTY (711).

2003[gjg - 390005¢) 2082005 [g§wr00m2 63 e[gpdlont 53000e0: 30R=RSI g1 208320305 Bopesontgadeu:d
opdi £:40l05 1-800-692-7462 (TTY: 711) o3 sl a3k

ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 1-800692-
7462 (TDD: 711).

KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé. Telefono-
ni né 1-800-692-7462 (TDD: 711).
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JUTR T 1-800-692-7462 TTY (711). HI B THeH|
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	Family Safety:
	Information about Domestic Violence, Sexual Assault and your TANF benefits.
	Examples of abusive behavior include but are not limited to
	PA CareerLink® - Important Information

	Are you interested in any other services?
	Questions? 
	Medical Providers Use Only
	CAO Use Only 

	It’s easy to apply!

	Application for Benefits
	Quick SNAP!
	Get SNAP Benefits Now! 
	File your SNAP benefits application today!
	It is your right to file an application today at any time before 5 p.m. The person at the county assistance office should date-stamp your application while you watch.

	Getting Started
	What do you want to apply for?
	Tell us about you, the applicant: We will need to contact an adult/parent/caretaker.
	Quick SNAP: You may be able to get SNAP within 5 days! Answer these questions, then sign this application and give it to your county assistance office by 5 p.m. today! Your county assistance office will set up an interview with you.
	Sign here:
	Tell us about people in your home:
	Person 1 (Start with yourself)
	Answer the questions below if you are applying for yourself. 
	If you are not a U.S. citizen or national, answer the following questions:

	Person 2
	Answer the questions below if you are applying for person 2. 
	If you are not a U.S. citizen or national, answer the following questions:

	Person 3
	Answer the questions below if you are applying for person 3. 
	If you are not a U.S. citizen or national, answer the following questions:

	Person 4
	Answer the questions below if you are applying for person 4. 
	If you are not a U.S. citizen or national, answer the following questions:

	Person 5
	Answer the questions below if you are applying for person 5. 
	If you are not a U.S. citizen or national, answer the following questions:

	Person 6
	Answer the questions below if you are applying for person 6. 
	If you are not a U.S. citizen or national, answer the following questions:

	Person 7
	Answer the questions below if you are applying for person 7. 
	If you are not a U.S. citizen or national, answer the following questions:

	Other questions about people in your home:
	Tell us about you, the applicant: We will need to contact an adult/parent/caretaker.
	Tax information:  Complete this section if you are applying for health care. You do not need to answer these questions if you are applying only for SNAP.
	Name of tax filer:
	Name of tax filer:
	Name of dependent

	Tax deductions:  Complete this section if you are applying for health care. You do not need to answer these questions if you are applying only for SNAP.
	Does anyone have expenses from:
( )(Check yes)
	Name of tax filer:
	Yes
	Whose expense is this?
	If filing jointly, name of spouse:
	Dependent(s):
	Relationship to tax filer:
	How often is the 
expense paid?
(one time, monthly, quarterly, twice a year, yearly)
	How much?

	Resources (also called “assets”): You do not need to answer these questions if you are applying for  SNAP benefits only or if you are applying for health care and you meet one of these exceptions: pregnant; child under age 21; have a dependent child under
	Other questions about resources: You do not need to answer these questions if you are applying for SNAP benefits only or if you are applying for health care and you meet one of these exceptions: pregnant; child under age 21; have a dependent child under 2
	Income:
	Pre-Tax Deductions
	Has anyone applied for or awaiting a decision for any of these benefits? (Check all that apply.)
	Health insurance: You do not need to answer these questions if you are applying only for SNAP.
	If you have (or had in the last 90 days) more than one type of health care coverage, please fill in a box for each policy.
NOTE: If you have more than one policy, you will need to make copies of this page and attach them.
	Policy information:

	Health insurance from your employer: You do not need to answer these questions if you are applying only for SNAP.
	If yes, complete this section and as much information as you can in Appendix B: Health Coverage from Job(s).
	List of who is (or was) covered:

	Expenses: This section is for SNAP applicants.
	Medical expenses: This section is for SNAP applicants.
	Failure to report or verify any of the above listed expenses will be seen as a statement by your household that you do not want to receive a deduction for the unreported expense.

	Criminal history inquiry: You do not need to answer these questions if you are applying only for health care.
	Voter Registration (Optional): This section is for U.S. Citizens only
	COUNTY ASSISTANCE OFFICE STAFF WILL COMPLETE THIS BOX BASED UPON YOUR RESPONSE ABOVE
	CAO USE ONLY
	Your Rights and Responsibilities  Read about your rights and responsibilities:
	Prohibitions and Penalties  Read about your responsibilities:

	ALL BENEFITS, SNAP, CASH, MEDICAL ASSISTANCE
	IF THIS HAPPENS WITHOUT GOOD CAUSE

	SNAP
	IF THIS HAPPENS WITHOUT GOOD CAUSE

	CASH
	IF THIS HAPPENS WITHOUT GOOD CAUSE

	SNAP WORK RULES
	IF THIS HAPPENS WITHOUT GOOD CAUSE

	CASH WORK RULES
	IF THIS HAPPENS WITHOUT GOOD CAUSE
	THIS MAY HAPPEN (PENALTY)
	THIS MAY HAPPEN (PENALTY)
	THIS MAY HAPPEN (PENALTY)
	THIS MAY HAPPEN (PENALTY)
	THIS MAY HAPPEN (PENALTY)

	Understanding Your Rights and Responsibilities
	Sign here:

	DHS PROVIDES:
	American Indian or Alaska Native Family Member (AI/AN)
	Tell us about your American Indian or Alaska Native family member(s).
	AI/AN PERSON 1 Please Print All Information
	AI/AN PERSON 2 Please Print All Information


	Appendix A
	Health Coverage from Job(s)

	Appendix B
	Your Rights and Responsibilities  Read about your rights and responsibilities:
	Prohibitions and Penalties  Read about your responsibilities:

	ALL BENEFITS, SNAP, CASH, MEDICAL ASSISTANCE
	IF THIS HAPPENS WITHOUT GOOD CAUSE

	SNAP
	IF THIS HAPPENS WITHOUT GOOD CAUSE

	CASH
	IF THIS HAPPENS WITHOUT GOOD CAUSE

	SNAP WORK RULES
	CASH WORK RULES
	IF THIS HAPPENS WITHOUT GOOD CAUSE
	IF THIS HAPPENS WITHOUT GOOD CAUSE
	THIS MAY HAPPEN (PENALTY)
	THIS MAY HAPPEN (PENALTY)
	THIS MAY HAPPEN (PENALTY)
	THIS MAY HAPPEN (PENALTY)
	THIS MAY HAPPEN (PENALTY)

	Understanding Your Rights and Responsibilities
	Notice of Privacy Practices
	This notice describes how medical information about you may 
be used and disclosed and how you can get access to this 
information. Please review it carefully.
	What is protected health information?
	Who sees and shares my health information?
	Why is my protected health information used and disclosed by DHS?
	Do other laws also protect certain health information about me?
	Can I ask DHS to use or disclose my health information?
	What are my rights regarding my health information?
	Whom do I contact about my rights or to ask questions about this notice?
	How do I file a complaint?


	Effective: April, 2003 – Revised July 28, 2015





	Other services of interests: 
	PROVIDER NAME: 
	PROVIDER NUMBER: 
	Emeregency: Off
	Emergency Information: 
	Application registration number: 
	Caseload: 
	County: 
	District: 
	Record Number: 
	Date Stamp: 
	Are you interested in Supplemental Security Income (SSI)
?: Off
	Are you interested in Long Term Care (nursing home care)?: Off
	Are you interested in School meals (free or reduced cost)?: Off
	Are you interested in Food banks?: Off
	Are you interested in LIHEAP (energy assistance)?: Off
	Are you interested in Intellectual disability services?: Off
	Are you interested in Home and Community Based Services (Waiver Services)?: Off
	Are you interested in special allowances for employment and training such as tools?: Off
	Are you interested in Housing assistance?: Off
	Are you interested in Vocational rehabilitation?: Off
	Are you interested in Employment and training?: Off
	Are you interested in Immunizations (shots)?: Off
	Are you interested in veterans' services: Off
	Are you interested in Well Baby Clinic?: Off
	Are you interested in other?: Off
	Are you interested in WIC (Women, Infants and Children)?: Off
	Are you interested in Lifeline (reduced cost phone service)?: Off
	Are you interested in Family planning/birth control?: Off
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