STATE OF NEW YORK REQUEST: November 21, 2008
OFFICE OF TEMPORARY AND DISABILITY ASSISTANCE CASE #

CENTER#: 23

FH #: 5161804R

In the Matter of the Appeal of
: DECISION
I AFTER
: FAIR
HEARING
from a determination by the New York City
Department of Social Services

JURISDICTION

Pursuant to Section 22 of the New York State Social Services Law (hereinafter Social
Services Law) and Part 358 of Title 18 NYCRR, (hereinafter Regulations), a fair hearing was
held on February 27, 2009, in_, before Robert Delloff, Administrative Law Judge.
The following persons appeared at the hearing:

For the Appellant

I hc Lcgal Aid Society

For the Social Services Agency

Varkey George, Fair Hearing Representative
ISSUE

Has the Agency acted correctly with respect to its determination to reduce the Appellant’s
Public Assistance benefits?

FINDINGS OF FACT

An opportunity to be heard having been afforded to all interested parties and evidence
having been taken and due deliberation having been had, it is hereby found that:

1. The Appellant has been in receipt of Public Assistance benefits.
2. On November 7, 2008, the Agency sent a Notice of Intent to the Appellant setting forth

its intention to reduce the Appellant’s Public Assistance benefits because the Agency intended to
recoup a payment of $451.42 resulting from an Agency utility payment.
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3. On November 21, 2008, the Appellant requested this fair hearing.

APPLICABLE LAW

Section 358-2.2 of Title 18 NYCRR states:

(a) Except as provided in subdivision (b) of this section, an adequate notice means a notice of
action, or an adverse action notice or an action taken notice which sets forth all of the
following:

(1) the action the social services agency proposes to take or is taking, and if a single
notice is used for all affected assistance, benefits or services, the effect of such
action, if any, on a recipient's other assistance, benefits or services. Otherwise the
notice shall state that there will be a separate notice for other affected assistance,
benefits or services. In addition, in the case of:

(1) a reduction of public assistance or food stamp benefits: both the dollar
amount of assistance or benefits prior to the reduction and the reduced
amount must be specified;

DISCUSSION

The record establishes that the Appellant has been in receipt of Public Assistance benefits.

On November 7, 2008, the Agency sent a Notice of Intent to the Appellant, advising the
Appellant that it had determined to reduce the Appellant’s Public Assistance benefits because the
Agency intended to recoup a payment of $451.42 resulting from an Agency utility payment.

The Agency's notice, dated November 7, 2008, notifies the Appellant of its intent to reduce
Public Assistance benefits but fails to notify the Appellant of both the dollar amount of
assistance prior to the reduction and the reduced amount of benefits following the reduction, as
required by regulations cited above.

This defect in the Agency’s notice makes it void and therefore, the Agency’s determination
to reduce the Appellant's Public Assistance benefits cannot be sustained.

DECISION AND ORDER

The determination of the Agency to reduce the Appellant’s Public Assistance benefits is not
correct and is reversed.

1. The Agency is directed to restore the Appellant's Public Assistance benefits retroactive
to the date of the Agency's action.
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2. Inthe event that the Agency determines to implement its previously contemplated
action, the Agency is directed to provide the Appellant with a notice that meets the requirements
set forth in 18 NYCRR 358-2.2.

As required by 18 NYCRR 358-6.4, the Agency must comply immediately with the
directives set forth above.

DATED: Albany, New York
03/03/2009

NEW YORK STATE OFFICE OF
TEMPORARY AND DISABILITY ASSISTANCE

Commissioner's Designee
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BAST EMD JC #23 23
2322 THIRD AVE, STH
NEW YORK, NY N.Y. 10031§

r‘f:.j: The O,t)f Of Newlork,

HUMAN RESOURCES ADMINISTRATION

‘ " FAMILY INDEPENDENCE ADMINISTRATION
NOTICE OF INTENT TO REDUCE PUBLIC ASSISTANCE

CLIENT COPY .
H ' : DATE: 11/07/2008
D
205 _

; DATE " AMOUNT
UTILITY DIRECT VENDOR 11/07/2008 $451,42

Dear Sir or Madam: : .
This department Intends to reduce your public asslstance grant on
to recover an: : _

11/28/2008*

H

EXCESS PAYMENT OF $451.42 MADE TO CON ED & BUG

UTILITY COMPANY IN YOUR BEHALF. WE ARE CURRENTLY DEDUCTING
$19.75 FROM YQUR HOME ENERGY ALLOWANCE IN ORDER TO APPLY

THIS AMOUNT TOWARD PAYMENT OF YCUR UTILITY BILLS. SINCE
YOUR LAST RECONCILIATION IN JULY 2008 OUR RECORDS
INDICATE THAT THE AMOUNT DEDUCTED WAS INSUFFICIENT TO COVER
YOUR UTILITY BILLS AND WE ARE NOW REQUIRED TO RECCVER THE
TOTAL EXCESS PAYMENT INDICATED ABOVE.

YOUR GRANT WILL BE REDUCED BY 10 PERCENT OF YOUR
HOUSEHQLD NEEDS.
IF YOU HAVE AN EXISTING RECOUPMENT AT THE MAXIMUM RATE, NO
FURTHER REDUCTION IN YOUR GRANT WILL BE MADE UNTIL TH=Z
CURRENT RECOUPMENT IS COMPLETED.
* IF YOU ARE NOT RECEIVING A GRANT,, THE REDUCTION WILL
START IF ¥YOU RESUME PUBLIC ASSISTANCE.

+

if a reduction s to take effect beginning with the first regular grant recelved after the date of the
proposed reduction, you will be Informed of the starting date and the amount of the first reduced
grant. Thereatter, the amount recouped each cycle may vary as changes occur in your house-
hold needs and the number of recoupments on record, but will not be affected by budgsted
income. _ ’ } .

If your current household needs (pre-added, rént and mlét:éilaneous allowance if any) and the

numbe{ g:l‘ recoupments remain the same, recoupment will last fof approximatsly
issues. : , ‘

YOU MAY HAVE A CONFERENCE TO DIiSCUSS THIS NOTICE

If you do mof nderstand this notice or are i dleagreemeni with the action, we will review (e dechaion with you If you eall us at

.k & LOCAL CONTERGNCE. You o s 1 sk b » STATE AR
HEARING. You must & STATE FAIR HEARING within 60 days of the on the top
HnlulumnﬂlSTATEI%HIEEHUHNGONBI!NIuhnwlLOCALCBNFlI!NC!ﬂntThlstlflFAHIHEAIH“Bhhddby
the New York State Office of Temporary and Dizability Assistance, If you uest  STATE FAIR HEARING befurs the effective date
of this Notics, you will continue to receive your benefits unchanged until the TE FAIR HEARING decizion ls jasned. A request for
-mmmum-ﬂmmh-wdm ,

BE SURE TO READ THE REVERSE ON HOW TO APPEAL THIS DECISION.
3 See other side)
S O | o <
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CONFERENCE AND FAIR HEARING INFORMATION

CONFERENGE (Informal meating with us): It you think our declsion was wrong or If you do not understand aur decision,
please cafl the Fair Hearing and Concfiation (FHEC) Unit at the: number found on the tront, or write to your ncome
Supportidob Canterhomngaammm.mmmmemaﬁaymmmpmbhmsyoumay have. We encour-
ago you to do this even when you ask for a feir hearing, At the confarance, {f wa discover that we made a wrong decision or
i, bacause of infarmation you provids, we change our dsacision, we will take corrective action and give you a new notice. {See
Kseping Your Benefits the Same, below.) [ T Ter ’ ’

STATE FAIR HEARING

Deadline for Request: Il you want the Stats to review our decision, you musi ask for a fair hearing within 80 days from the
dale of tha notica for Public Assistance. Medical Assistance and Soclal Service issues, and S0 days for Foed Slamp issues.

Kesping Your Banafits the Sams: We will keep your benafits the same as they wara baefore this notics il you ask for a falr
hearing bafore the otfective date of the notice. If you do not want your benafits to stay the same until the dacision is issued,
you must tall the State whan you write or call for a fair hearing,

Right to & Fair Hearlng: If you beligve the action(s) wa are taking is (ara) Wrong, you may request a State falr héaring by tale-
phonae, in writing, by fax, or in-person,

(1) Telephone: (212) 417-6550 (Please have this notice with you when you cafl))
. ~OR=-
(2) Write: Send a copy of this notice, with thls side compileted, to the Office of Administrative Hearings.
New York State Offica of Tormporary and Disebility Assistance,
P.O. Box 1930, Albany, New York 12201, H &
Ploase keep a copy for yoursell. . S -
Lo ’ -OR- ‘

‘ {3) Fax: Send a copy of the notice, with this side completed, to FAX Number: (518) 473-6735.
' -OR-

(4)Walk-Iin:  Bring a copy ol the notice, with this side completed, to a New York State Office of Temporary and
Disability Assistance office lsted below:

14 Boerum Place, Brogkivn
108 East 16th Sirest. Manhartan, 3rd Floor

i I

| want a fair hearing, The Agency’s action is wrong because:

Signature of Participant: Date:
Prirt Name: i Case Numbor:
Address: . - ___ Telaphone Number:

It you raquamafairhmma&am‘ﬁmmamﬂolarmmlngmoﬂho—ﬂrne and -place of the hearing. You have

e the right to be reprasented by laga! counse!, a relative, a fiend or cthar person, or to represent yoursalf. At the Fair Hearing,

¥ou o1 you rapreseniative Jyave tha opportunity ta praser wiitten and oral evidence, estabiish tacts and circumstances and
o questidn of fefute ths evidench presented by the local gency. Your attorney or other representative wifl have the oppor-
tunity to present written and oral evidence to demonstrate why the action should ol ba teken, as well as an opportunity to
question any persons who appear at the hearing. )

" LEGAL ASSISTANCE: I you naed ked lega! ssistance, you may be able to obtaln such assistance by contacting your tocal

Lagal Ald Soclety or Gthér lagal advocate group. You may lccale the nearest Legal Ald Soclety or advocste group by check-
ing your Yallow Pagas under “Lawyers”. .

ACCESS TO YOUR FILE AND COPIES OF DOCUMENTS: To help you get ready for the hesring, you have a right to look
at your casa filo, If you call or write to us, we will send you free copies of the documents from your fles, which we will give
10 the hearing officer at the fair hearing. Also, if you call or write us, we will send you {ree copias of other documents from
* your fiies which you think you may need o prepare fof your flr hearing. To ask for dotuments of to find out how to look at
youw file, call the Falr Hearing and Cancillation (FHAC) Unit at the telephone number found on the front, or write (o your

8, you should ask for them ahsad of time. .

" Incoms SupporJob Cénter at the address fstad at.the top of s natice. If you want coples of documants trom your case

i

* i your shtustion lo éxtremsly serfous, the Stiats WiIf attempt to procsss your request for a Falr Hoaring ms quickly es

possidle. 1-you call to request e Pelr Hearing, plesse be prepared 1o explain your shtustion to the parson who
ummephono.nmmhrahkwnu.phlnwﬂnmmwanelmaeowolthls notlce.

Form M-328a (reverse)
Rev. 928/00
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EAST END JC #23 23
2322 THIRD AVE, STH
NEW YORK, NY N.¥. 1003

. The Gity of Newlork

HUMAN RESOURCES ADMINISTRATION
* FAMILY INDEPENDENCE ADMINISTRATION

AVISO DEL INTENTO PARA REDUCIR ASISTENCIA PUBLICA

CLIENT COPY

‘ FECHA: 11/07/2008
D

205
FECHA CANTIDAD
PAGO DIRECTO DE UTILIDADES 11/07/2008 $451.42
Estimado(a) Sr{a):
Este Dapartamento tiene la intenclén de reduclr su concesién de asistencia
11/28/2008*
pubtica en /28/ pararocuperar:
}
PAGOS EN EXCESO DE $451.42 HECHOS A CON ED & BUG
COMPANIA DE UTILIDADES A FAVOR DE USTED. AL PRESENTE,
ESTAMOS DESCONTANDO $19.75 DE SU SUBSIDIC DE ENERGIA

PARA PODER APLICAR DICHA CANTIDAD A- SUS CUENTAS DE

UTILIDAD. DESDE EL ULTIMO DIA DE RECONCILIACION

EN JULY 2008 NUESTROS ARCHIVOS, INDICAN QUE LA CANTIDAD

DESCONTADA FUE INSUFICIENTE PARA CUBRIR LAS CANTIDADES

DE LAS CUENTAS DE UTILIDAD Y AHORA ESTAMOS REQUERIDOS

A RECOBRAR EL TOTAL DEL PAGO EN EXCESO INDICADO ARRIBA.
SU CHEQUE SERA REDUCIDO UN 10 POR CIEN DE LAS NECESIDADES
DE SU HOGAR. ‘ ) )
SI USTED TIENE UNA RECUPERACION EXISTENTE DEL PERCENTAJE
MAXIMO, - NC SE EFECTUARA NINGUNA REDUCCION ADICIONAL DE 5U
ASIGNACION HASTA QUE SE TERMINE LA RECUPERACION ACTUAL.

* 81 NO ESTA RECIBIENDO BENEFICIOS, LA REDUCCION EMPEZARA

CUANDO REANUDE LA ASISTENCIA PUBLICA.

81 una reduccién se va a fiavar a cabo comenzando con la primera concesién recibida a partir de Ia fecha
de Ia reduccion propuesta, se le informard la fecha en que comienza y la cantidad de la primera conge-
sién reducida, De alll en adslants, |a cantidad recuperada cada ciclo pugda varlar de acuerdo & camblos
on las necesidades de au hogar y ¢l numero de mwporadones en raglsiro, paro no serd afectada por
Ingreso presupuestado.

€l sus necesidades actuales de su hogar (pre-sumade, alquiler y asignaciofies misceldneas, sl
existe alguno) y el nimero de recuperaciones permanace Igual, la recuperacién durard

madamente___18 ____ emislonas, .

USTED TIENE EL DERECHO DE APELAR ESTA DECISION
ﬂmdmnﬁnhuunhouﬂmdmﬂnmhndhmﬂunﬁmh&ﬂnmwduﬂmd

{212) 828-2914 JMWGOWCMMMMMMM:MMVETA
IMPARCIAL ESTATAL. Used debe seilcitar uns VISTA IMPARCIAL ESTATAL. Used debe solicitar In VISTA IMPARCIAL
ESTATAL a no mis de 60 diss de ta fechs que aparecs en este aviso pars Asistencia Péhiica y avuncs de Asistencia Médica. Usted debe
cumplir con este tmite da tiempo pars uﬂdhrmuvmﬂ“lM@thML!BINﬂ“qumdll uns CONFERENCIA LOCAL
pﬂmﬂuLlVBtAnﬁ%!cuilsn“%LlunduHhpndNﬂl“nlﬁthﬂkld and Disablity Asshstance. S usted
soficita una VISTA IMPARCIAL ESTATAL antes de ba fecha de vigencia de este aviso, sxted continuard reciblendo s beneficios hasta
lnlhduhﬂadlhVﬂﬂiHHHMHﬂALﬂHMIALll!!ﬂdllhnlﬂdhﬂpﬁ‘HICUNT!IINCHJINHUqFﬂﬂlﬂhﬂﬂuﬂ&
tard o Ls continoncién de sus benefiston.

ASEGMDELEEREWWMMOMMADEM

Form M-328a (face) : '
Rev. 9/2800 t , (vea al dorso)
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INFORMACION SOBRE CONFERENGIA Y AUDIENCIA IMPARCIAL

CONFERENCIA (Reunién infarmal con nosatros): Si usted considara que nuastra decislén fuo errénea o 8l no entiende
nuestra decisidn, por favor llame ai Falr Mearing and Conclliation (FHAC) Unit, al nimasro de teléfono que aparece al frents,
o escriba a su Income Support/Job Center para acordar una ¢ita. A veoes esta ¢s 1a manerz més rdpida para resoiver
cualquier problema que usted pueda tenar, Nosatros le recomendames que haga esto aun cuando ha eolicitado una eudi-
encla Imparcial. SI durante la‘confarencla nosotros descubrimos que tomamos una decisiin ermdnea o s, debido a Ia infor-
maclon que usted proves, determinamos cambiar nuestra decision lomeramos accidn comectiva y le proporcionaremos una
nuova notificacién. (Vea debajo: Manteniende Sus Bensficios Igga!n.]

AUDIENCIA IMPARCIAL ESTATAL , . '
Limite.ds Tiempo para Peticiones: Si usted desea que el estado revise nuestra decisién, usted deba soficitar una audiencia

tmparcial antes de los 60 dias de la fecha del aviso de Asistancla Publica, Asistencia Médica y Asuntos de Servisios
Sociales, y anias g ios 80 dias para ?sunlos de Cupones de Alimento.

Maintenlendo Sus Beneficios lgualss: Nosotros maintandrames sus baneficios iguales a como estaban antes de esta avigo,
6l solicita una audiencia imparclal antes ds la facha actuel de este aviso. Sl usted no desea que sus beneficios parmensz-
canilmales hasla que se emita una decisidn, usted debe comunicarselo al estado cuando escriba o llame para sollcitar una
audiencia Imparciai. :

Carecho a una Conterencia Imparcial: Si usted crae que la(s) accidn(es) qua estames tomando es(stn) erénea(s), usted
puede sclicitar una Audiencla imparcial Estatal por telétono, por oscﬂto. por fax, © en persona.

(1) Liame: (212) 417-8550 (favor de tener este aviso 0 mang cuando llame.)
-0

" (2) Escriba:  Envie una copla de este lado m. a: Oftice of Administrative Haarings, New York State
Office of Tamporary and Disability Assistance, PO, Box 1830, Albany, New York 12201,
R:thvormﬂmaunawplam_ug_md. ’

b1

{3) Fax: Envlie una copla de agte aviso, con g lado completads, al nimsro da Fax: (518) 473-6735.

(4) Ueve: Lieve una copia de este aviso, con este lado complatado, a una de las oficinas de New York State
. Office of Temporary and Disabikty Assistance qua aparecs listada debajo: -
1 n

1 16th h
330 Wast 34th Street, Manhatian. 3rd Flgor
Deseo una audlencia imparcial. La accién de ia agencia es errénea porque:

” 2
Firma del Participante: - Fecha:
Nombre tmpreso: ' : Numero ds Caso:
Diraccién: : - Namero de Talétono:_

Siusted soficita una audiencia imparcial, el estado le enviara una notificacion informdndole ta hora y e! lugar da la audien-
cla. Usted flena ol derecho de sar representado(a) por un abogado, un femiliar, un amigo u otra psrsona, o puede repra-
senterse a & miamo. Duranta 'a Audlencla imparclal, ef solichante/participants o su representants tiene la oportunidad de
presantar evidencias escritas u orales, establacer hechos y circunstancias y cuestionar o argumantar ka evidencla presen-
tada por la agencia local. Su abogado u otro representanta tendré la oportunidad de presentar evidancia escrita y oral par
demostrar la razdn por la cual la accién no debe ser flevada a cabo, asi como también tendré oportunidad de imemogar a
culquier persona que se presente a la audiencia. " R

ASSISTENCIA LEGAL: Si usted necasita asistancia legal gratis, usted puede obtener tal ayuda contac-tando la socledad
de ayuda lagal de 8u localidad (Logalm&dm)umgmxlamhummdelmwhmmw
ayuda legal © grupo de abogacia mas cercano, buscando an sus nas amariltas bajo “tawyers® (ebogados).

ACCESO A 8U REGISTRO Y COPIAS DE DOCUMENTOS: Para ayutlario a prepararse para |a sudiencia, usted tisne dere-
cha a revisar el registro de su caso. Si usted nos Hama o escribe le erviaremos coplas gratis de ks documentas de sus reg-
istros, loa cuales entregaremos al oficial de audiencia en la audiencia imparcial. Tamblén, si usted nos llama o escribe, le
anviaremcs copias gratis de otres documentos de su registro que considere que pusde utliizar para su audiencia imparcial.
Para solicitar documantos o para saber cGMO revisar su registro, llama al Fair Hearing and Conclilation (FHAC) Unit al nimero
de teiélono que aperacs al frente, o escriba a su income SupporiJob Center a la direccion quo aparece en la parts super-
or de este aviso. Si usted desea copias de documentos del registro de su caso, ustad debe solicitartas con enticipacidn.

81 su sitiacion es extremadamants seria, of estade Intentark pracessr su peticlon una audiencls Imparcial lo més
pronto posibie. S! usted hama para soficitar une audidnela imparcial, por fevor sste preparado para expilcar su
sluzcitn a [s parsona que contsste el tetétono. S1 usted soficita uns sudiancia Impercial pouoeﬂlo. por tavor
axplique su sltuacion y adjunte una copla de este avise. .
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