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I. RlRposE 

miS Directive pruvids  local social services districts w i t h  information 
and instructions * newandrevised IMndated Public Assistance, 
Medical Assistance axd Food stamp client notices of e l ig ib i l i t y  
decisions. 

Previously the Departnwt issued hstrudx ' o n s t o l o c a l d i s t r i c t s  on the 
wo- to be used in timely and adequate notices in 81 ACM-55, 82 ACM-5, 
82 ACM-55, 84 ACM-41, 85 AIM-29 and 87 ACM-48. As a result of t he  
recodification of 18 "YcRR part 358 which governsthe fairhear ing 
proces~, the-formed a d t t e  to reexmhe a l l  c l ien t  
notices to deterrmne whether such notices &d require revisions a s  a 
resu l t  of changes to Part 358. The Division of Lfgl Affairs tranSrm 'tted 
information abaut the recodification of part 358 to locdl social services 
districts in 88 INF-83. 

The mmnittee, ccanprised of representatives of the Divisions of Medicdl 
Assistance , Lega l  A f f h ,  Lfgl Affairs/Fair H e a r i n g s  andInccm 
MainteMnce decidedthatthenecessityof changing cl ient  notices to  
conform to the recodification of Part 358 wculd be used as an opportunity 
to: (1) review all existing state-printed notices towards making the* 
format an3 language as consistent a s  possible; (2) develop S ta t e -p rh td  
notices for  which, in the past, only a pratatype notice was pruvided for  
local district duplication; and, (3) cmbine those notices for  different 
program areas when an e l ig ib i l i ty  decision for  one program necessitated 
the notification to the applicant/recipient of his/her status i n  another 
Program- 

The result  of this effor t  is the 36 new o r  revised notices intrcduced 
througt.1 this Am. 

2 

2 

2 

3 

8 

c 
B 



VI. REQUIRED ACTION 8 

A. 
B. 
C. 
D. 

E. 
F. 
G. 

H. 

N o t i c e  
Factors aarmrOn to A l l  N o t i c e s  
mcocetfures for LDcal Wvalents 
Combined Public Assistance, 
Food Stamps, M C d l  Ass- 
N O t i C e S  
Ehploymerrt Combined N o t i c e s  (upstate Only) 
public Assistance Only N o t i c e s  
Food Stamps Only N o t i c e s  
1. G e n e r a l N o t i c e 3  
2. FoodStampOverissuanCe, 

D i s q u a l i f i c a t i o n  and Repayment N o t i c e s  
a. O v e r i s s u a n C e N o t i c e s  
b. D i s q u a l i f i c a t i o n  N o t k e s  
c. R e p a y m e n t N o t i c e  

Medical Assistance Only N o t i c e s  
1. General Instructions 
2. Eligibility 

a. R e v i s e d N o t i c e s  
b. N e w N 0 t i c e s  

3. UnqTermcare 
4. persondl~areservices 

a. R e v i s & N o t i c e S  
b. N e w N o t i c e  

5.  Recipient Restrictions 

8 
9 
10 
11 

20 
22 
24 
24 
26 

26 
27 
28 
29 
29 
29 
29 
32 
34 
35 
35 - 
36 
36 

VII. SERVICES 38 

VIII . ADDITIONAL mmON 38 

Ix. EEFEmnEm 39 

Sincethenoticespreserrted in this D i r e c t i v e  address a variety of 
Program de- * tions, thismwil1diScusS each notice individually. 
The follawing table shows the attadment number of each notice and where 
the narrative concerning each notice can be located. 

A. CXNBINED PUBLIC Ass-, EOOD -, MDICAL AssISAKE "ICES 

1. W-4013: ACTION TAKEN ON YCIUR AEFLtcAcI?oN: EUBLIIC 
Assma, m D  SmME AND MEDICAL Assma 0CNERAL;E 

Attachment 1 - Narrative: Fage 11 

2. W-4014: ACTION 'IIAKEN ON YCUR -CATION: EUBLIIC 
AsslXfXKE, F W D  STAMFS, MEDICAL ASSISANa OOVERAGE AND 
SERVICES 
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A t t a c h m n t  2 - N a r r a t i v e :  
A t t a d ~ m e n t  3 ard 4 - Ccanpleted N o t i c e  Ewmples 

paSe 14 

A t t a d m e n t  5 - N a r r a t i v e :  Page 17 

4.  W-4016: NUTICE OF IfJTEKT lD WWGE BENEFITS: €WBT.JC 
ASSIsIlwCE, FOOD SlpslIPs, MEDICAL ASSISTANCE CXWEEWX AND 
sERvIcEs (AJlxmTEW) 

A t t a d m e n t  6 - N a r r a t i v e :  Page 18 

A t t a d m x m t  7 - N a r r a t i v e :  Page 19 

.- Attachment 8 - N a r r a t i v e :  age 19 

B. -1oyment Cembi.1~~3 Notices (Upstate M y )  

1. ESS-4003: "ICE OF lD HTBI;TC Ass lS"CE GRANT 
AND/OR FOOD SIMP BDEFITS AND/OR MEDICAL ASSISTANCE OCNERFGE 

ANDAD-) ( N o t i c e A )  
F o R " - c m P m i N C E w E M m D Y M E K T R E L E L T E D ~ ( -  

A t t a d m e n t  9 - N a r r a t i v e :  Page 20 

2. ESS-4004: "ICE OF l" Tro UiANGE €UEUCASSlS"CE GRANT 
AND/OR FOOD SIMP E"E AND/OR MEDICAL ASSISANCE arJERAGE 
F D R ~ 4 I M P U 3 N C E W I ' I € I D Q L O Y M E W T R E L A T E D ~  ('TIMELY 
AND ADEQEWE) ( N u t i c e  B) 

A t t a d ~ m n t  10 - N a r r a t i v e :  Page 21 

A t t a d m m t  11 - N a r r a t i v e :  Bge 21 

C. public Assistance only ~ o t i c e s  

1. Dss-2425: REPAYMEWT OF INTERIM ASSISIIANCE "ICE 

Attachment 12 - N a r r a t i v e :  Page 22 

2 .  E.5-4002: NUTICE OF ACCEPTANE/DENIAL OF FOR 
ASSISTANCE Tro MEET AN IMMEDIATE NEED OR A SPECIALALXWNCE 



A t t a t A n x m t  U - N a r r a t i v e :  Page 22 

D. EbodGtampsNotices 

1. G e n e r a l N u t i c x s  

a. DSS-3152: AC??ON TAKEN ON YCUR m D  SDMP 

o A t t a c h m n t  14  - N a r r a t i v e :  Page 24 

o A t t a c h m e n t  15 - C c a n p l e t d  N o t i c e  Example 

b. E-3153: a W l D U I X Y o u R F O O D S " € S  

A t t a d m m t  16 - N a r r a t i v e :  Page 24 

A t t a c h m n t  17 - N a r r a t i v e :  Page 25 

d. E - 3 6 2 1 :  NOTICE OF I"T TO CHANGE FOOD SllAMP 
(ADEQUATE 0N.W 

- A t t a d m m t  18 - N a r r a t i v e :  Page 25 

2. Food Stamp Overismaxe, D i s q u a l i f i c a t i o n  and Repayment N o t i c e s  

a. O v e r i s s u a n c e N o t i c e s  

'(1) IXS-3156: NOTICE OF FOOD SIlAMP OVERfSSUANCE 

Attachmerr t  19 - N a r r a t i v e :  Page 26 

(2) E-4052 :  "ICE OF FDOD SllAMP -CE - 
ll-mwrIoNAL pwx;RAM VIOLATION 

A t t a d r m e n t  20 - N a r r a t i v e :  Page 26 

b. D i s q u a l i f i a t i o n  N o t i c e s  

(1) I3ss-4050: FOOD SllAMP NOTICE 'ID HousMoLD OF 
Dl3CiUX- INDMIXTAL 

Atta- 2 1  - N a r r a t i v e :  Page 27 

c 
8 A t t a c f m r e n t  22 - N a r r a t i v e :  Page 27 

W-4053: FOOD REPAYME" 

A t t a c h m e n t  23 - N a r r a t i v e :  Page 28 
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E. MedicalAs!3istancaNOtices 

1. Eligibility. 

a. ES-3622: "ICE OF DECISION ON YCUR MEDICAL ASSISTANCE 
APPLICATION 

Attachment 24 - Narrative: 
?he following notices, while not part of the notices 
project, are included here because they are requFred to be 
sent with sane notices of eligibility determination and 
are referred to in scxne of the Medical Assistance 
IXSXZitiVe5. 

Page 29 

Attaclrment 25 

0 Dss-3622A: "ICE OF EL;IGIBIUTY FOR C0vERAL;E R3R T I E  
OF AN EMERGENCY MEDICAL O I T I O N  

Attachment 26 

b. C6s-3623: "ICE OF I"l? 'TO DISCDKI?NUE/CHANGE MEDICAL 
Assma 
Attachment 27 - Narrative: Page 30 

C. c6s-3868: " I C E  OF MEDICAL ASSIS"CE REVIEW 

Attadmmt 28 - Narrative: Page 31 

d. ES-3869: " I C E  OF DECISION ON OF MEDICAL 
RnTS BY ?HE MEDICAL A S s m C E  PEGRAM 

Attachment 29 - Narrative: Page 31 

e. E-3935: "ICE OF DECISION !ID ACCEPT/DENY/CHANGE YOUR 
MEDIcALASsIsmNcE - ( D X C  II;LNEss FRCG") 

Attadmmt 30 - Narrative: Page 32 

f. c6s-3973: "ICE OF DMlIsION ON YOUR MEDICAL ASSISENa 
m m o N  (EXCESS INaYME) 

Attachment 31 - Narrative: FBge 32 

A t t a m  32 - Narrative: page 33 



2. 

3. 

4. 

h. DSS-4022: "ICE OF I" TO ESDBLBH A LUBlUTY 
TWAFUICHWXJICCARE 

Attacfmrent 33 - N a r r a t i v e :  Page 33 

i. DSS-4023: "ICE OF m TD DIS- FQR FAII.uRE TO 
a N E T x m F a m R I m I c ? m O N ~  

Attachment 34 - N a r r a t i v e :  Page 34 

a. I-4006: "ICATION OF ADVERSE ~ Z A T I O N  REVIEW 
IECISIONANDEXRHEARINGRIQzrs  

Attachment  35 - N-tive: Page 34 

persondlcare 

a. IS-4007: "ICE OF DECISION OF INITIAL AUIRORIZATION/RE- 
lUIHORIZATION/OR IlENIAL PEXONAL CARE SERVICES 

Attacfrment 36 - N a r r a t i v e :  Page 35 

b. DSS-4008: "ICE OF IKlwT TO INCIWSE, REDJCE OR 
D- PEBSNAL CARE SERVIE 

Attachment  37 - N a r r a t i v e :  Page 35 

C. DSS-4009: NWICE OF DECISION TD SUSPEND ?HE AUIHORIZA!FION 
mpERscmLCARESERVIcEs  

Attacfiment 38 - N a r r a t i v e :  Page 36 

Recipient Restrictions 

a. c6s-4024: "ICE OF I" '110 FESTRICT YOU TO A PZUMARY 
MEDICAID FmvIDER (RmrxAL RExIRIcr ION)  

A t t a d n ~ ~ n t  39 - N a r r a t i v e :  paSe 36 

b. ES-4025: "ICE OF IWIBTC TD RESTRICT YOU 'I0 A PRlMARY 
MEDICAID FRuvIDm (RE-REsrRIcrION) 

A t t a c h m n t  40 - N a r r a t i v e :  Page 37 

C. DSS-4028: "ICE OF I N E M '  'ID aXlTNUE YCUR RFSTRICITON 
TO A PEUMARY MEDICAID FXWIDER (- 
-ON) 

Attachment  41 - N a r r a t i v e :  Bge 37 
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E s 

Imal social services districts mst use the notices introduced - 
this to infonu clients of the appropriate eligibility detemination. 
?he marxiat& notices w i l l  ensure 'zation and additionally ensure . .  
that all clients are pmperly and fully advised of all aspects pertamq 
to their eligibility, includhq appeal rights. 

LDcal districts are required to implemerrt the new and revised manual 
notices by June 1, 1989. W h e r e l o c a l d i s t r i ~ a r e u s i W a ~ ~  
notices, 1989. 
Revisions to noti- w h i c h  are nm autamtedmstbeprepared, and 
SULHnitted to this no later than August 1, 1989 to ensure 
approval for the octaber Ist start-up date. If your district plans to 
autowate notices w h i c h  are m v  manual, it is required that the new manual 
notices be in use between June 1 ard octaber 1, 1989. 

such notices mst be ready for use effective octaber 1, 

A. NoticeRequiremen ts 

?he following requirements are applicable to all notices. 

1. N u t i c e  must be given for: 

a. disposition of an application (accepted, wed or 
denied) : 

b. aispoSition of the recertification application 
(- * ed, continued with no change, continued with a 
change) : 

c. charqes mde between recertifications (im=reaseS, 
reductions or discontirruanaes); ard 

d. d-mqes in the iiI(yIIlTlt of any one of the item used the 
calculation of benefits even if there is no change in the 
benefits. 

2. All agency actions on a client's case require the appropriate 
client d c e  with the specific reason for the action and the 
law and/or regulatory citations that supprt the action clearly 
stated. 

3. If mre than one reason exists, the local district must state 
as many reasons for the action(s) as are applicable. 

4.  Excepth thecaseofdenia l s ,  locdldistricts must indicate 
effective date(s) for the action(s). 

A notice of inaease in benefits must specify bath the new and 
former benefit amxLnt or merage. 

A notice of reduction in benefits must specify both the new and 
former benefit amnmt or coverage. 

5. 

6. 
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7. Timely notice must be postmarked a t  least ten days before the 
effective date of the notice. Regulations which gavern proper 
use of timely notice d adequate notice have not &an@. 

8.  Thecl ien tmyreques tanagencyconferencea tany~ up to 
the date of the f a i r  hearing. 

an agency action on a client's case is based & full or i n  
part on a budget calaiiation/recdlculation, even i f  the result  
is no change in the benefit amount, a q of the met must 
be sent w i t h  the notice. (Where appropriate, the ABEL W o r  
MBL Eudqet Narrative should also be included.) 

When notifying inlivic3uaI.s of their Medical Assistance 
eligibility, local districts mst specify the trudgetary methcd 
used to determine eligibility whenever thenoticeprovides 
space for calculations. 

9. 

a. N o t i c e I B t e  

W is the date the worker campletes the notice. 
On a timely and adequate notice, the date must be a t  least 
tendaysbeforetheeffectivedate of the action. & 
adequate - only notices and notices given a t  applimtion, 
the date m y  be less than ten days f r a n  the effective date 
of the action. 

b. Effectivemte 

'mis is the date the action or m e  w i l l  ham. FaFr 
heariq rqulations require that notice be given mqardhq 
when an action w i l l  takeeffect. A l s o ,  insituations 
which requke,timely and adequate nutice of adverse action 
(i.e. discontmuane , reduction, suspension) , this date is 
used to determine if aid continuing can be given, since in 
order for an appellant t o  have the right to aid- 

, the faFr hear- & be requested by CQ- 
the e f f d i v e  date. In sibmtions w h i c h  require an 
adequate - only notice, the postroark date of the notice is 
used to determine whether the appellant is entitled to aid 

(reinstatement) when a hear- is requested. camnun3 

11. The Public Assistance , stamp and Medical Assistance 
portions of the ccnnbined notices must always be cmpleted. 

. .  

. .  

B. Factors to All Notices 

t 
Q 

v) n 

1. H e a d i n q  

a. -letion of all sections of the heading is requix& 
except for O f f i c e  No., Unit No., Worker No. and the 
telephone number for the uni tormrker .  m e u n i t o r  
worker responsible for ismirq the notice nust be 
i d d f  ied . 



Dalr May 22, 1989 

Trans -';0 89 ADM-21 . Page -';0.10 

c. 

b. Notice Date: 
notice. 

'Ih.is is the date the worker c:::atpletes the 

c. Tel~ne Nlnnbers 

Legal Assistance Information: In districts where 
there is only one advocacy agency, tl].e tel~one 
l'lllIItler for that agency should be given. Districts 
that have lOOre than one advocacy agency should list a 
social services number where the client can receive 
information about advocacy agencies that represent 
clients resiciin1 in the district. 

Use of numbers which are not Department of Social 
Services numbers should be cleared first with the 
a.rt:side agency to assure they are correct arrl that 
the agency is able to harrlle the telephone inquiries 
that might result. 

h;Jency COnference, Fair Heari.n;J Information arrl 
Assistance, Record Access: '!be notice is designed so 
that one general number can be given or specific 
numbers for each type of information can be given. 
If districts opt to use a general tel~one number, 
then procedures must be in place to ensure that 
clients who call to request information in one or 
lOOre of the above areas are directed to a person who 
has the krx:Mledge arrl authority to resporrl to the 
specific need. 

d. cmjRID 

'!he cmjRID rn.nnber is that of the head of household. 

2. client Rights I.amuage: 

'!he text on the reverse side of each notice is based on one 
prototype arrl the only substantive difference between the forms 
is in the aid continuing sections. 

3. Distribution: 

'!he state-rnarrlated notices are canprise:i of three-ply 
chemically carl:x:mless paper which will elilnina.te the need for 
photo-copyirq. 'IWo copies of the notice are to be sent to the 
client arrl the rema~ copy is for the case record. 

Procedures for Local Equivalents 

UX:al. districts must use the attached notices without modification 
tmless the Depa.rbnent has granted approval for local equivalents. 

When developirq local equivalent notices for consideration by the 
Department, local social services districts are remi.rrled that no 
chan;es in the language of the state-printed forms will be 
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pmitked. ~ ~ c d l  district equident forms may be pennitted when a 
tion or  case foxmatchange will ease local district admhistm 

pmcessing. For example, on the revised ES-3153: "~ntunung YaUr 
FoodStampsll, therearethreecheckbaxesto M c a t e  the action 
which must be taken by the recipient of the notice; both automated 
andmanual local equivalent versions of the W-3153 would be 
allowed if the format cfiange is to eliminate the checkbax(es) and 
d o n ( s )  which are never offered as cptions by a partipilar local 
district. Format alterations for the pupose of adapting autcgoated 
noticestospecific lccal district cmputer needs m y  also be 
permitted. ?he hading, which ~ccprrmontoa l lS ta tenrandated  
notices, must be substarrtially the same on any locally revised form. 

. .  

E 

8 

d 
v) 
0 

When a manual notice w i t h  format cf ianges,  or an autarrated 
notice or  notice generated using an el- 'c form is USBd i n  lieu 
of a State IMndated form, it is considered a l& equivalent form. 
As such, the form must have prior appruval by this Department. 
Districts w i s h i r q  to submit notices to this  Departnwt for apprwdl 
for u s e  as a IrxalequivalentshddrefertotheLDcdlManasers 
Guide, sectionl2, p a q e s l t h m q h 5 .  Instructions for class A 
forrrrs must be fOll&. 

D. CanbinedRrblicAssistance I Food Gtamps, Medical Assistance N o t i c e s  

zhiese notices are sent to public Assistance applicants ard 
recipients. %ey are designed so that the effect of the action oh 
eligibilityard/orbenefit amxlntsof each of the three program 

(public Assistance , Food Stamps and Fkdical Assistance 1 -be 
described. On sc81y3 of thecmbinednotices, informtionabout 
services is also included. I f  a public Assistance recipient is not 
receivbq Food Stamps as part of the public Assistance (e4.t 
the household irdicated it did not want Food Stamps, the hausehold 
is receiving Food Stamps d e r  another public Assistance case or in 
a separate mixed household case), this must be written on the Foal 
Stamp section of the ccxnbined public Assistance &ice. 

areas 

1. ES-4013: ACTION TAKEN ON YOUR AETUCATION: FuBL;TC 
ASSl23"CE, FIxlD SDMFS, AND MEDICAL ASSISTANCE 

a. Public Assistance Section 

T h i s  notice is to be. used to inform applicants of the decision 
made on their application for public Assistance . ?this notice 
supersedes ES-3515 irrtrodu ced in 85 ADf-29. It replaces all 
local form presently used to infom applicants of the agency's 
decision. 

The recoupment statement is a under Part 358. I f  a 
public Assistance application is accepted and a remupent for 
pastoverpaymentsistaken, the box before the recoqmmt 
statement must be checked and a clear explanation of the reason 
for the recocp-merrt provided. 



rJcllTe: Itisnotarequiranent urx3erpart 358 that districts 
prwvide notice when an application is wi thdrawn .  It is, 
haever, strunglyrecam=ded that districts serd a 
notification to the client that the application dated 

was witMrawn a t  the client's request and state 
the reason cited by the client. A a p y  should be kept 
in the case record. lhat notification --be provided 
by a letter to the aFplicarrtorbyaformthelccal 
district has developed for  that plrpose. 

b. Food sXaru3 section 

lhis section is used to tell an applicant the disposition of 
theapplication-accepted, denied or  pended. Department 
regulation 358-2.2(a) (4) (i) requires tha t  c l ients  be advised 
when the Authorization to purchase (ATP) w i l l  be available or 
when benefits w i l l  be available on an autmated system. ?he 
XCEETED box has been d f i e d  to allm fo r  this errtry. 

I f  an established claim is being recovered by allatment 
reduction, t h e ~ b o x m u s t b e c h e & e d .  Hawever,  a 
reaxpmt cannot betakenalxithisboxcheck€dunlessall  
appropriateprcc&wesandnotices have been used reqrdkq 
clainrs establishment . 
m: If the public Assistance applicant is not applying 

for  Food Stamps as part of the Public Assistance 
aFplication, the worker should make that notation in 
the Food Stamp Section. 

(See Section IV.G.2 of this Directive.) - 

c. Medical Assistance section 

(1) [ ] ACCEPTED for  Medical Assistance effective 
(date), for  hame(sl),. Y c u  w i l l  be issued a 
Medical Assistance authorization enti t l ing 
a l l  eligible applicants to full servies. 
The enclcsed letter w i l l  clarify coverage 
urder the Medical Assistance program- 

INSEEJCTIONS: RLis box s h d d  be checked when the 
applicant(s) is entit led to full coverage 
UIKkrMediCdl Assistance either by virtue 
of e l ig ib i l i ty  for  public Assistano~ or as 
a result of eligibility urder  ~ ~ - 0 n l y  
rules. 

c 
8 

?he clarifying letters referred to i n  this 
mssageper ta in to  any l d l y  developed 
form used to prwvide clients with general 
information concemiq the Medical 
Assistance program. 
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I N m c r I o N s :  

ACCWED for M e d i d  Assistance with a 
spEM)DowN, effective (date1 for fnamefs)). 
Y a J r t a t d l .  m y  incQne is $ 
Yaur total m n m y  deductions are 
$ . Thedifference between these 
figures is ymr mnthly net  incoanefor 
Medical Assistance . T h i s  is-$ 
?he allowable inccxre standard for a family 
h-old ycur s i z e  is $ . The 
difference between your net  incaTle ard this 
stardard($ . ) i s y o u r ~ y -  
i , , n c a ~  (18 NYCRR 360-4.8). Ihe enclosed 
letter -lains eligibility d e r  the 
 incomep program. 

This box should be check& when the agency 
hasmadeaseparate MA-Only determination 
that the applicant(s) does not qualify for 
f u l l  merage but m y  be entitled t o  
benefits h e r  theEsrcessInccaneprOgram. 
T h i s  box should only be checkd for 
federally-relaM persons whcse net  iname 
exiceeds the allclwable M7l-y Incae  
stardard. 

ACCEPTED effective (date). for (namefsll. 
We have detefinined that you transferred 
$ inresourceson (date). EecaLIse 
youtransferredthese resources for 1- 
than they w e r e  wrth, ycu are ineligible 
forminghcmelevel of care, health- 
related facility or long t e r m  ham= health 
care program services until _(date). You 
w i l l  be eligible for all otherMedical 
Assistance s e m i s  effective (date). You 
w i l l  have tomeet asperrMown- 
for these services i f  there is a [d] in the 
box W e .  

- 

'Ibis box s h d d  not be used a t  this time. 

DENIEJ3 Mf2dicalAssistance effective (date) 
for _Inamefs)). bemuse 

In the event that you are hospitalized you 
and 

shculd contact this Department- 
may be eligible for M d i d  Assistance 

?his box shmld be checked when the agency 
has made a de t edna t ion  that the 
applicant(s) is ineligible for Medical 
Ass- . 'Ibis ineligibility is l ikely 
to be based on the sanu3 reasonasthe 
ineligibility for Fublic Assistance. 



( 5 )  - I 1 - 
[ ] We do not have enough information to decide your 

Please contact us no later than _[date). at JteleDhone), 
so we can tell you the information t r ~ e  need. 

reviewed. Wewill serd you our decision within 

INSTRUCTIONS: The first box utder 'Pad&' shouldbe 
&e&&whentheclient needs to provide 
the agency with additional information to 
decide eligibility for Medical Assistance. 

eligibility d e r  the Medical Assistance program. 

[ 3 Yaur  application for Medical Assistance is being 

thFrty says. 

Ihesecondbox urder 'pended' should be 
check& when the agencyhastherequFred 
information and is in the process of re- 
evaluating Medical Assistance eligibility. 

This mtice is used to inform recipients of the result of their 
reoertification. 

a. Fublic Assistance section 

when the recert3. 'fication results in a negative action for 
any of the progranrs, thisnoticemustbepostmarkedat 
least 10 days prior to the effective date of the action. 

Inadditiontotheactionsthat result in dmqe, the 
action continue your reait ar monthlvcub lic assistance 
qrant uncharw ed is included. Previously it was not 
necessary to serd a letter to inform the client of the 
result of a recertification if there was no change in the 
Public Assistance grant. Clients must n a ~  be notified of 
the result of their recertification, even if there is no 
change in the grant amunt. 

If the client reports a change which results in a 
different budget calculation, even if it results in no 
change in the benefit amount, a copy of the m e t  and the 
ABEL budget narrative must be sent with the notice. 

 sectionh has space to inform the client of other 
amunts which s/he can expect to receive duringthe 
certification period. For example, if a household 
receives a reaxring visitor's allmano=, theamount, 
m n  and dates can be entered in this space. 
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The remupmt section, i f  applicable, mst be camplet&. 

b. FccdStam section 

I n  addition to the actions that result in change, the action 
c c " m V 0 u r  mnthlv food starnu benefit unchanq e d i s  
included. I f  the benefits w i l l  continue -ed, ard 
recertification requirements for  public Assistance have been 
met, t h e m r k c f i e c k s t h e ~ b o x ,  ccanpletesthe first 
line a r d c r o s s e s c n r t t h e s u b s e q u e n t l i n e s ~ e r ~ .  I f  
thebenefi ts  will cartmu ' eunchanged, a r d m  f ication 
reqkmmb for  public Assistance have nutbeenmet, the 
mrker &e&s the 03eJTINtTE box ard ccxnpletes a l l  lines. See 
the Food Stamp Source Book section VI.A ard B ard Section G of 
this Directive n q a x d u q  * the=-3153: ~ l c o r r t i n U i n g Y a u r  Food 
stamps" for  imprtant infomation a b u t  PA/€% r e c e r b  ' f ication 
requirements, certification periods ard notice requFrements. 

The next version of this notice w i l l  be modified to provide two 
separate boxes for  continue, one for  when public Assistance 
recertificationrequirementshavebeenmet and one for  when 
public Assistance requirements have not been met. 

If a REo3upMEKT is aurent lyinplaceforFoodStamps,  the 
mrkercheckstheboxinlicatingthat a recacqanent is 
taken the Food Stamp benefits. Ihe worker s h a d  not 
fill in the blank percent, but rather crass out "at the rate of 

percent (%)". The next version of this notice w i l l  
delete these words. 

Whena household is nut par t ic ipatbq in the  Food Stamp 
Pmgrani, a notation must be made on the reason line in the Food 
Stamp section Mcating why the hausehold is not 
participating. 

For examples of ccanpleted notices see attadnnents 3 ard 4. 

c. Medicalmistance section 

Medical Assistance messages for  PA C c a n b M  N o t i c e s :  
E-4015 and E-4016 and Ehployment N o t i c e s :  
4004 are as follows: 

E - 4 0 1 4 ,  
c6s-4003 and E- 

(1) MEssA(;E [ J the Medical Assistance coverage 
for  fname(sl1 unchanged. Y o u  w i l l  continue 
to receive a Medical ~ssistance 
authorization entitling the el igible  
in=tividual(s) to full services, 

INSIRUCI'IONS: ?his box should be checked when the agency 
has determined tha t  the change in PA has no 
impact on Medical Assistance el igibi l i ty .  

d 
v) 
0 
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lNslmJcrIoNs: 

(4) - c I 

al"m the Mdical Assistance caverage 
for  fmmefs)l pending the receipt of 
informatian necessary to decide continued 
el igibi l i ty .  Pleasecontactus no later 
than (date1 a t  fteledmnel so w e  can tell 
y a ~  the informatian we need. 

T h i s  box should be cfiecked'when it is 
unknmn a t  the time that the public 
Assistance decisim is made whether o r  not 
the change w i l l  affect  MA e l igibi l i ty .  In 
these situations the client is being 
requested to proztuce additional information 
necessary in onler for theagencytomake  
its e l ig ib i l i ty  determination. 

the Medical Assistance caverage 
for pemiing mr review of 
eligibility. W e  will send you ax decisian 

'Ihisbox shculd be cfiecked when it is 
unhown a t  the t i n e  that the PA decision is 
made whether or not the change w i l l  affect 
MA el igibi l i ty .  In these situations the 
agency has the necessary informtian a d  is 
in the process of making a decision. 

within thirty days. 

FZEXJCE theplledicalAssistanoe Coverage 
effective (date1 for  fnamefs)l frm full 
wverage to Coverage with a S P E " .  
Y o u r t o t a l  gross monthly inam? is 
$ . Y o u r  totdl mnthly deductions - $- . Thedifferencebetween those 
is your mnthly NET income f o r M e d i d  
Assistance . T h i s i s $  ?he 
allowable incaw standard for  a family 
hausehold your s i ze  is $ . m e  
difference between your net incame and this 
standard($ ) isyourexcess  inccgne 
(18 NYCRR 360-4.8). The enclc6ed letter 
explains eligibility &e.r the Excess - m-ogram- 

This box should be check& when the m e  
results i n  the recipient's caverage being 
rectuced f m  full average to  caverage w i t h  
a spenddawn. zhis w i l l  0ccur.primarily as 
a result of increased inccane or a reduction 
i n  the family household c a p x i t i o n .  

~ C E  the  Weal ~ssistance for  
fnamefsll. W e  have determined that you 
transferred $ inresaurceson 
fdatel. Because you transferred thesf2 



for  l e s s than  they wxe  mrth, 
ycxl are ineligible fornursirqhamelevel  
of care, h&Lth related fac i l i ty  and long 
term hane Wth care program services 
until jdatel. Yau w i l l  be el igible  for  a l l  
UtherMedicalAssiStance services effective 
_(date).  Yau w i l l  have to n e e t  a spenddawn 

for  these services i f  there is 
a [d] in the box above. 

INSTRUCTIONS: 'Ihis box s h a d  not be used a t  this t ime. 

( 6 )  MESSAGE [ ] D-Medical Assistance for  _(name2 
effective (date1 because 

t 
B 
m 

f 
ci, 
n v) 

INSJ3WCTICNS: This box should be checked when the agency 
has deterrmned ' thatthe recipient is not 

determination of ineligibility may be for  
the sam reason asthepublicAssistmce 
discontinuance or  for  a separate reason. 
It may be for  finaxial (i.e., excess 
resmmes) or nowfinancial (failure fo 
- F l y )  -- 
eligible for  Medical Assistance . T h i s  

3. ES-4015: " I C E  OF 'ID BENEFITS: RTBL;IC 
ASS-CE, FOOD SElMFS, MEDICAL ASSISIZWCE CWERAG2 AND 
SERVICES (-AND=amm 

(m- 5) 

Discontinue the Fublic Assistance Grantandstatus of Medical 
This, nutice supers&= ES-3514 - Notice of Intent to change or  

Assistance Caverage introduced in 85 AIM-29. ?his form is used 
to tell a public Assistance recipient of champs to e l ig ib i l i ty  
o r  benefit amunts durirq the certif ication period - 
reductions, discontinuations, suspensions, increases, o r  
continuation of assistance uncharrged (when an action has been 
taken which did nut affect the amrxrnt of the benefit). 

a. public Assistance/Fcd stamr, Sections 

This notice is used to provide timely d c e  to a 
recipient (i.e., notice a t  least ten days before the 
ac t ionwi l l  takeeffect)  andmustbeused i f  the change 
requires timely notice for  any program area cavered by the 
notice. For example, an in the Public Assistance 
grant wh ich  does not reqUire timely notice results in a 
decrease to Food stamp benefits. ?his notice mst be used 
because the adverse Food stamp act ionmquirest imely 
notice. In this situation, the effective date of the 
Fublic Assistance change may be different (earlier) than 
the effective date of the Food S t m p  dmnge. 
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?he reaxpmt section, if applicable, mst be ccpnpleted. 

Aaditionally, for  Food stamps, i f  a reoarpnent is 
cuxmntlyin place, t h e ~ b o x m u s t b e c h e c k d .  
T h e b l a n k p e x e n t s h d d n o t  be filled out but rather 
crcss& out. ?he next version w i l l  delete the words Itat 

the rate of - prcent %It. 

Whenahcuseholdisnotparticiptirigh the Food St;unP 
program, a notation mst be made on the reason line in the 
Food Stamp section M c a t h q  why the hausehold is not 
participtiq. 

b. MedicalAssistanCe section 

See VI D.2, Medid Ass- section 

4. ES-4016: " I Q 2  OF I"F 'I13 Cl-iNGE BENEFTIS: HTBL3C 
ASSISANCE, FOOD STAMPS, MEDICAL ASSISTANCE -AND 

(a- 6) 
cmis notice is used to tell a recipient of changes t o  
eligibility or benefit anrxznts during the certif ication period, 
when timely notice is not required. 

Section 358-3.3 (a) of the F a i r  Hearing regulations specify when 
an adequate only notice may be sent for  public Assistance or  
x4dical Assistance . FederalFood Stamp permit 
adequate notice to be used only when the change is the result 
of information reported on the m y  report. However, 
Federal Food stamp- do permit situations in which 
no notice a t  a l l  is required. nese Food stamp si.tuations are 
specified h Section 358-3.3(e) of the ??air Hear- 
regulations. Based on the differmt program requirements , *  
adequate-only notice can be used for  Public Assistance 
households d e r  the following cinxmrstanceS: 

o the conditions for  adequate - only notice for  PA and MA 
apply an3 no notice is requFred for  Food Stamps. Even 
thcugh notice is not required, the appropriate FS boxes on 
the ccpnbined notice must be completed to avoid confusing 
the recipients about their Food Stampeligibfii tyan3 
benefits : 

o thecondition for adequate - onlynotice for  PA and MA 
apply and the household does not receive PA Food Stamps; 

the action be- taken is  based on informtion 'reported on 
a mnthly report; 

o the action being taken is an irxrrease for both public 
Assistance an3 Food Stamps or  an increase i n e i t h e r  
program that does not adversely affect  the other program. 

o 



a. public Assistance Section 

?he reccprpmerrt section, i f  applicable, IIDlst be cgnpleted. 

b. FocdStamu section 

If a reccprpmerrt is currently i n  place fo r  F O ~  stamps, the 
worker should check the box Mating that a nxoupent  
isbeingtakenagahst the Food stamp benefits. The 
worker should f i l l  in the blank percent, but rather 
cross out I n a t  the rate of percent ( % ) I t .  The next 
version of this notice will delete these words. 

c. MedicdlAssistance section 

See VI.D.2, - Medicdl Ass- section 

Foad StamDS Section 

This  notice is used to tell a public Assistance recipient of a 
Food stamp change during the certif ication period that does not 
have any effect on public Assistance , MedicalAssistance o r  
Services benefits. For example, a change in Food stamp Program 
regulations t h a t  results in decreased Food Stamp benefits but 

effect on the public Assistance grant- 

?his notice is used to tell a public Assistance recipient of a 
change to Food Stamp benefits during the  o x t i f i a t i o n  period 
that does not have any effect on Fublic Assistance, Medical 
Assistance OrSewicesbenefits  anl w h i c h  does not require 
timely notice. Forexample, an hcrease i n the?hr i f tyFood  
Plan levels results in inrreased Food Stamp benefits. 

?hisnotice w i l l  be used m s t l y  t o  inform recipients of 
increase d a m t l n u  * e actions. The only other the adequate- 
only notice can be given for a Food Stamp action is when the 
action is the result of infoxmation reported on the monthly 

affezt bath the public Assistance ard Food Stamps, a E-4015 
(Timely and Adequate) or  I-4016 (Adequate) notice of change 
wwuld be used. ?he D- box m a y b e u s e d a t l d  
district option in situations where no notice i s  required 

report. sincemonthly reporting changes will most l ikely 
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- federal . nese situations are specified in 
Part 358 - 3.3(e) of the Fair Hear- regulations. 

7 .  Dss-3352: ACTXCN TAECEN ON Y W R  m D  !3D" C?SE and IES-3153: 
CDM3NlX YCUR FOOD SITIMPS (See Section VI.G. l )  

(A!t'I!A- 14 arr3 A T A U N E "  16) 

UIXler certain cirarmstances these notices IIplst be used by the 
Elublic Ass- worker for  a Rrblic Assistance household. 
S e e  section G o f t h k d h z e c t ~  've about Food Stamp Only N o t i c e s  
for informtion mgatdxq ' whenandhmthesenotices are used 
for a Rblic Assistance case. 

a. Public Assistance section 

This ra t ice  cgnbines the nodel notice of the same t i t le 
w i t h  the Wotice of ~ ~ ~ ~ ~ l o y m e n t  program sanction," both of 
w h i c h  are described in 86 AIEI-10, T?evision of public 
Ass- Sanction Pmcdwes''. In addition, tlSS-4003 
hrporates Food Stamp language so that the notice can be 
used for  public ~ssistance /Food Stamp recipient 
nonccanpliance w i t h  ei ther PA or FoodStampemplayment 
Program =¶YJ==-. 

b. Foods tam Section 

I f  a Food Stamp sanctionispraposedduetothepublic 
Assistance Food stamp recipient's failure t o  canply w i t h  a 

related the appropriate sanction box (whole 
hwsehold-ckal) nust be checked. 

Food Stamp or  canparable public Assistance anployment - 

For a Food Stamp Sanction, the ES-4003 ('?Jotice A") 
serves as a good cause inquiry letter d, for households 
which do not respond to " N o t i c e  A", also fulfi l ls  
requirements for timely and adequate mice t o  hpse the 
sanction. 

c. Medical Assistance section 

See VI-D.2. - meal Assistance section 

m: On the reverse side of IES-4003, language pertaining t o  
reoc~ery of a id-cont indq  was erroneously included. On 
bath cl ient  copies of cL;s-4003 (Reverse), C o n t i n u b  Ycur 
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-fits section, mrkers mst strike aut eveqthing w h i c h  
follcxlJs the first sentence. 'Ibis correction w i l l  be made 
in  the next reprinting of DSS-4003. 

(ATIIACHMEKT 10) 

a. public Assistance/Food Stamp sections 

As w i t h  =-4003, ulis form mines two previous PA 
noticesandaddsFccdStanplanguages0 that it can be 
used in cases of non-liance w i t h  either PA o r  Foad 
Stamps onployrent program The IS-4004 is 
used when an individual has responded t o  the IES-4003 and 
the local district has determined , based on the 
individual's respnse and any other evidence it has, that 

ard the nmmarpliance w i t h  employment prcgrams is w i l l f u l  
without good cause. 

For a Food Stamp Sanction, the appropriate sanction box 
(whole hmsehold or individual) mst be checked. - 

b. Medical Assistance Section 

See VI.D.2 - Medical Ass- section 

MYlZ: On the reverse side of =-4004, language pertah.bg to 
recovery of aid-mntinuing w a s  erronecusly included. On 
both client copies of DSS-4004 (Reverse), Continuincr Your 
Benefits section, workers nust strike out evexythbg *ch 
follows the f i r s t  sentence. T h i s  correction w i l l  be made 
in the next reprhtbq of IS-4004. 

c 
B 

v) 
0 

?his notice replaces the model notice contained in 85 AlX- 
45, Vak Hear- to Contest Determma ' t ions of 
Bnployability'v. It ITNst be prepared , and a copy issued 
t o  the applicant or recipient, every t i m e  an employability 
determination is mde and the inlividual is determined to 
be employable. An individual determined employable for 
the f i r s t  time n u s t  receive a copy of the form before 
he/she is assigned t o  anyemployment re la tedact ivi ty ,  
including registration a t  Jab Service o r  the WIN office 
for work rules or WIN services. Anindiv idua lbekj  
redetemined employable nust receive a a p y  of the form 
before that person is reassignedtoemploymentrelated 
activit ies.  



F. Public Assistance OdLy N o t i c e s  

1. ES-2425: REPAYMENT OF lNIEFUM ASSISTANCE mcE 

In addition to the change to the uniform heading Mch includes 
'"uticemte", thereareother significant changes to this 
notice. 

a. Ihe third sentence of the paragraph headed "Dear 
Sir/Madam:"haSbeenchanged. (Brackets [ ] show new 
1aKwge) 

The sentmce mreads, 'Wehavedecfuctedtheamountof 
Arblic ~ssis tance youreceivedbeginningwith the [date] 
SSI determined you [became] eligible for benefits and 
enling w i t h  the mnth after the rtlonth in w h i c h  the initial 
paymint is received". 

'Ibis larrguage reflects the Department policythatthe 
reccrvery of H a r e  Relief assistance granted should be 
calculated f r a n  the f i r s t  day of the client's eligibility 
for =I. cmsequently, it is smetims necessary to 
prorate the ,Hare Relief amXnrttoberecoveredforthi 
initial mnth of SSI eligibility. 

b. ?he regulatoxy citation has been added. 

2 .  I1ss-4002: "ICE OF ACCETTANCE/DENVU; OF FDR 
AsslS"cE 'El MEET AN IMMEDIATE NEED OR A S--CE 

'Ms nutice ccanbines the contents of d supers&=, ' W o t i c e  of 
Amqtmce/Denial of West for Assistance to mt an 
Irmnediate N e e d " h t r ~ d ~  ced in 86 ACM-7 and I S - 3 8 U :  " N o t i c e  
of Amqtame/Denial of mest for an Additional Allcrwance to 
Wt a Special or Irmnediate Need" intrcdu ced 87 AIN-18 and 
i n c l u d e d  in 89-ACM-6. 

a. public Assistance section: 

' Ihisnew, cmbinednotice is to be used whenever an 
applicant requests assistance to reet an immediate need or 
when a recipient requests an additional allowance to meet 
a special or immediate need. 

A decision on a request for an additional allawance must 
be made within 30 days of the local district's receipt of 
a ccarrpleted request fonn IS-3815: "Request For An 
Additiondl Allowance By A P u b l i c A s s i s t a n c e  Recipient", 
unless there is an ixaneaiate need. 
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In the case of an M a t e  need of an aFp1i-t or 
recipient, notice must be pmvided in acmxdance with 86 
Am-7.. 

b. 

C. 

Food stanrs section: 

Self-explanatory 

Medical Assistance section: 

lNsI!RumoNs : 

I f  yau are in need of assistance to 
help with your medical bills, you must 
“l?F+Y separately for Medical 
Assistance . I f  you wish to receive 
further infomation about eligibil i ty 

contact the agency at the phone number 
listed W e .  

under the Medical Assistance program, 

T h i s  box should be checked unless the 
c l i e n t i s  an active PA or M A a y  
recipient or has requested Medical 
Assistance. Persons determined 
eligible for immediate need or a 
special allowance (i.e., are & 
also eligible for a reauring cash 
grant) are not autamtically entitled 
tomcal Assistance . Assuch, they 
must f i leandbe foundeligible by a 
-tJ= d- ’ tion. 

Yaur Medical Assistance coverage 
remains lmchanged. 

YaUr application for Medical 
Assistance is be- review&. W e  w i l l  
SeTd y m  cur decision w i t h i n  30 days. 

This,  box should becheckedwhenthe 
clienthas requested the agency to 
determine hisher eligibil i ty for 
Medical Assistance andthe agency is 
i n  the process of evaluating the 
infoxmation submitted. 

E e 
N 
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1. GeneralNotices 

Thesenoticesaresent to Nan-Public Assistance (NPA) Food 
Stamp hauseholds. Also, the IES-3152: %&ion Tahn  on Yaur 
Food Stamp Case" arrd the ES-3153: ~lcOntinui.ng Y a r  Food 

are used for public Assistance recipients u&e.r certain 
C-. 

a. I1ss-3152: ACI'ION PLKEN ON YCUR FCOD SAMe CASE 

T h i s  notice is used to inform NPA Food Stamp hauseholds of 
the decision mde reqadng an application or 
recertification for Food Stamps. It is also used when a 
household which is apply- for Public Assistance and Food 
stampsis determined eligible for Food Stamps before 

situation is wst likely to mar when the household is 
axtitled to eqedited precessing for Food Stamps. 

eligibility for Public Assistance is determined . T h i s  

Ihe f k i t  ADcEpllED bax is usedtoacceptaFocdStamp 
wlication at application or recertx 'ficatian when a I l  
verification requirements have been ccanpleted. 'Ibis 
incldes situations where a case has been processed under 
expedited s t a x k d s  and all verification requFrements have 
been ccqleted. 

?hesecondA#IEpITEDboxkusedta accept a Food Stamp 
application that w a s  processed urder a p d i t &  stardards 
~IXI there are still verification mqukments which must 
be cmpleted. (See attachment 15 for an example.) 

This notice inforrrs the household that if the Food Stamp 
application isacceptedbefore the amount of a public 
Ass- grant is determined , the Food Stamp benefit may 
bechangedwithout further notice. l k i s  is included 
because federal regulations state that no additional 
notice is requhd in this situation. However, this 
State's practice is to give as much information as 
possible to applicant/recipient households. Therefore, 
the Faod Stamp section of the -4OU annbined PA/FS/M?i 
notice mst be ccgnpleted even if this notice has 
previously been sent to a Public Assistance household. 

m e  Recmpent box is checked if a recoupment is go- to 
betakenagainstFoodStampS when the case is opened. 
However, a recacp.xnent cannot be taken and this box checked 
unlessallappmpriateprcc&u~~and notices have been 
usedreqanhg ' claims establishment. (See Section VI.G.2 
of this Directive. ) 

b. E-3153: C3CMJDG YOUR FCOD SllAMPs 
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Th..isnoticeisusedtoinformahcusehold in receipt of 
NPA Food stamp benefits that the certificatim period is 
due to wire anl that the hausehold must take action as 
indicated inorder tocantmu ' e to receive Food Stamps and 
avoid 'on in benefits. 

aLis notice is alsoused forPA/Fs hauseho&bdertwo 
C- . First, if the Public Assistance 
certification period is less than twelve mnths and the 
Food stamp certification period is one mnth longer than 
the public Assistance period, this notice nust be sent to 
the hausehold if it fails to recertx ' f y  for public 
Assistance . It nust be sent when the E-4014: %ction 
Takenon Y o u r  F & c e r t l  'ficationI* is sent informing the 

discontinued. 
hausehold that the Public Assistance grant is being 

?he second ciramrstance is when the Food Stamp 
certification period is the same as the Public Assistance 
period. In this situation, this Food Stamp notice must be 
senttothehouseholdat the same thE as the public 
Assistance notification to recerh ' f y .  'Ihemostcammon 
situationwhere the Food stamp ard Public Assistance 
certification periods are the s a ~ ~  is when the household 
is authorized for a twelve mnth certification period. - 

If a hawhold receives this notice and fails to fulfill 
the Food stampreoerts 'fication requFrements, no further 
notice is sent (i.e., no additional notification that 
benefits have been discontinued is requind). H a e v e r ,  if 
this notice is sent at the same thE as the PA notice to 
recertify and a PA notice is being sent to discontinue the 
PA-, theFoodStampportionof the mined notice 
must be ccanpleted to avoid confusing the recipient. 

(ATI!AQiMENC 17) 

Th..is notice is an adverse action notice used to infom a 
recipient of Food Stamp benefits of the determination to 
m c e ,  discontinue or susperd such recipient's Food Stanp 
benefits within the certification period. 

If a mcapent is arrrently in place for Food stamps, the 
worker should check the box indicating that a reanpent 
is being taken against Food Stamp benefits. - 

(A!TAQiMENC 18) 

This notice is used to infom a Food Stamp recipient of a 
change in benefits, during the certification period, when 
timely notice is not nquired. 



Date May 22, 1989 

Trans. No. 89 ADM-21. Pate "0.26 

T h i s  notice indludes the action IkCRASE and should also 

358 of - Regulations is that Food stamp 
recipients be provided adequate notice of any iry=reaseS in 
benefits, o r  of any &anges in the anwxrnt of one of the 
item used in the calculation of his- Foodstamp 
benefits althcugh there is IX) &ange in the anplrrrt of Food 
Stamp benefits. 

A new box for CCWITME will be added in the next revision 
of this foxm. I n  the interim, workers should u t i l i ze  the 

box, crossing olrt the @@DIStt of discorrt h u e  and 
making other appropriate d.langes to adequately explain the 
action. 

inclub the a c t i o n a " U E .  A n e w -  of part 

?he only situation w h i c h  pennits adequate - only notice of 
reduction or suspension for  Food Stamps is when a 
reduction or  suspension occurs as a result of i n f o m t i o n  
reported on the mnthly report. New York State does not 
have an NPA m y  reporting requiranent a t  this time. 

?he D- box m y  be used a t  l o a l  district option 

reqhments. ?hese situations are specified in Section 
358 - 3.3 (e) of the Fair H e a r i n g  regulations. 

in situations where no notice is requFred urder federal 
- 

2. Food Stamp OverissuanCe, Disqualification and Repayment N o t i c e s  

?Ihese notices are used for  both public ~ssistance and Non- 
public Assistance households. 

c 
Q 

v) 
0 

lhis notice inform an irdividudl o r  household of an 
overissumce of Food Stamps resulting frcan agency 
error or  irndvertent household error and the amount 
of the aver-. 

The E-4053: 
be sent with this notice. 

I@Food Stamp Repayment Agreenmtll must 

(mm 20) 

lhis nutice informs an individual or household of an 
averksuarce of Food Stamps ard the amolnrt resulting 
frun an intentional program violation. 
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?he follawing notices mst be sent with this notice, 
as appraPriate: 

?he ES-4051: "Food Stamp Notice Tb Disquali- 
fied Inlividual*l nust be issued for a single 
person household. 

T h e  IS-4050:  food Stamp N&ce tb Hausehold 
of Disqudlified Inlividual" ard IS-4051: I v F d  
stzmcp ~otice to Disqualified Individual ( s )  must 
be issued for a multivn household. 

See Disqualification N o t i ~ p ~ P . G . 2 . b )  

The IS-4053: "Food stamp Repayment Agreemerrt" 
must acccBnpany th i s  notice if a 
"Disqualification Consent Repayment m t * *  
or cur t  o d e r  on repayment has nat been signed. 

b. Disqualification Nutias 

(1) IES-4050: FCOD SlIAMP "ICE 'I0 HousMoLD OF 
D-INDINDIVIDUAI; 

(mm 21) 

!Ibis notice infonus thehcxlsehaldthatahausehold 
memberhas been disqualified f m  receiving Food 
stamps, the period of the disqualification, how the 
disqualification was deterrmned * andthe benefits to 
whi& the hausehold isdtledasaresultofthe 
disqualification. 

?he following notices must be sent w i t h  this fonn: 

(a) W-4053: "Food Stasrp Repayment AgEeREnt"  
accQnpMy this notice Ff al*Disqualification 
c o n s e n t ~ * l o r c a u r t o d e r  on repayment 
has not been signed. 

(b) ms-4051: ltFoOd Stamp Notice to Disqualified 
zndividual ( s )  

(c) ES-4052: Wotice of Food stamp OverissuanCe - 
Intentiondl Program Violation1* 

( r n a M E N r  22) 

lIhis notice inform an individual(s) that shefie has 
been disqualified f m  receiving Food S t a q s ,  h m  the 
disqualification w a s  determined ard the pericd of 
disqudlif ication. 
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?he 
as apprcpriate: 

following natices must  be sent w i t h  this notice, 

The ES-4053: "Food Stamp Repayment m t ' *  
m a- this nutice i f  a 
l l D i s q u a l i f i c a t i o n  Consent Repayment Acpwment'' 
or a a order on repayrent -hasnotbeen 
signed. 

The E-4052: Wotice of Food Stamp 
Overissuance - Intentional program Violation11 
m s t  be issued for a single person hausehold 
being disqualified. 

The ES-4050: ftFood Stamp N o t i c e  to Household 
of Disqualified zndivictudl*@ and ES-4052: 
N o t i c e  of Food Stamp Overissuame - Intentional 
program Violation1* mst be issued for a 
nultiprson householdcontaMng a disqualified 
irdividual. 

c. IES-4053: FOOD SCAMP REE'AYMWT AGEDENT 

RLis form is used to negotiate repayment of Food Stamp 
overissuances. 

?he section on repaymmt by allotment reduction method has 
ken d f i e d  t o  a l l aw the mrkr to Wcate the type of 
allotment reduction by heckinq the appropriate box. 
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1. General- O m :  

a. Local districts must Wcate the specific details 

b. Fxcept in the case of denials, locald.&trictsmust 

regzdhg the reason(s) for the action(s). 

indicate effective date(s) for the action(s) . 
c. Local districts mst specify the m ( s )  of the 

irdividual (s) affected. 

d. Iccal districts mst specify ALL of the appropriate laws 
-or regulations upn wkich the action is based. 

e. kcal districts must specify the budgetary methal used to 
determine eligibility whenever the notice provides space 
for caldat ions.  In addition a copy of the budget must 
be enclosed w i t h  the letter if the reason for the action 
is  based on financial reasons. 'Ibis includes a l l  notices 
of acceptance. 

f.  A notice of hcrease/decrease in benefits must specify 
both the new aryl former benefit axerage (i.e., full 
merage to $2O/m. sperddm, sperddmchangefrcnn 
$20/m. to $50/m.). 

g. I fmxethanonereasonexis ts thelocal  social services 
district mst state as many for the action(s) as 
are applicable. 

2.  Eligibility 

(1) FORM I1ss-3622: “ICE OF DECISION ON YOUR MEDIC?& 
ASSISTANCE APPLICATION 

(AIITACHMENT 24) 

This form supersedes the 1/85 version of the ES- 
3622, as contained in 84 AIEI-41. 

-: kparhent  Regulation Section 360-2.5 
requires that a l l  applicants for Medical Assistance 
be sent a written notification of aaceptance or 
denial. A copy of the notice must also be sent t o  
the d c d l  provider, as appropriate. 

WHENTDU~E: Therevised notice must be used to 
notify applicants when the application for an 
irdividud or family is acoepted for full or 

denied, or 
withdrawn. 
==YencY OfiY m-ge I 
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mc!essInccane, G l t z s t r q h  'c o r  Uronic 
situations are dealt with in separate noti-. The 
r6s-3622 may be used in cambination w i t h  these 
separate notices, whenthehouseholdcirarmstances 
warrant different trea.tmerrt of incame/resmrcs for  
irrlividual case members. 

Thesection xxqrdmg ' anergencymedicdlcareard 
services is used in situations when merage must be 
restricted due to an inc3ividud1s alien status, e.g., 
illegdl/urdcamnted, students ard visitors,  o r  lRcA 
aliensrestrictedtoemergencyservices. when this 
section is capleted, t h e i n f o m t i o n c o r r t a i n d i n  
the r6s-3622A: Wotice of Eligibil i ty for m e r a g e  
of an Emergency M d k a l .  W t i o n I l ,  Attacfiment 26 of 
thisl?dmM&m t ive  Directive, mst also be attached 
to the r6s-3622. 

Wl'E: Attachment 26 scrpersedes the notice contained 
tive Directive 88 AIEI-4, ard must be inALmnlAm 

reprduced w i t h c x t  d f i c a t i o n  unt i l  asupply is 
available from this Department. 

* .  

When an individual/faxnily is denied for  excess 
ard also has excessincarne, theex& 

inzane a m m t  IIolst be idicated on the notice and the 
ES-4038: %qlanation of the E3ozess Incame 
Program1 ( A t t a c h n e n t  25) shall be enclosed w i t h  the 
Notice of Decision. (The flExplanation of the Ekcess 
Inmme h--Ogramlt w a s  previously marr3ated by 
Ahuustmtive Directive 87 AIEI-4 anl is naw 
available as form ES-4038.) 

. .  

(~~ 27) 

?his notice supersedes the 1/85 version of the ES- 
3623 as c~rrtained in 84 AIEI-41. 

w: Department Regulation section 360-2.6 

s e n t a w r i t t e n  notification whenever a change in 
Ciramrstances causes an inmaze or  rectuction in 
coverage and/or l i ab i l i t y  or  a discontinuance of 
e l igibi l i ty .  A copy of the decision Ttlust also be 
sent to the medid provider, as appropriate. 

In addition, changes to the F'ak H e a r h g  regulations, 
18 NYm 358-3.3, require that adequate notice be 
prwided to recipients when a social sewices agency 
determineS to change the amDuITt of one of the item 
used in the calculation of the Medicdl Assistance 
sperddown, even i f  there is no cham e i n  the mt 
of the Medical Assistance Spendd-. 

requkes that a l l  recipients of Medicdl Assistance be 
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W H E N ~ U S E :  ?hisnotice must be used to notify 
recipients of changes in the Medical Assistance 
el igibi l i ty  for  an irdividual or family, i.e., change 
fmn fu l l  merage to -own; increase or decrease 
in the almunt of spenfidm; when 

an irdividual or the  whole deleting/- 
case. As with the I1ss-3622, the- E-4038: 
"Explanation of the Em=ess Lnccane program," must be 
enclosed, when appmpriate. 

a .  

(3) rn E-3868: "ICE OF MEDICAL ASSIsllANcE FEVIEh' 

(ALITACHMEKT 2 8 )  

This,  notice mpersedes the 10/87 version of the Dss- 
3868, as contained in prhninistra t i ve  Diredive 87 AIEI- 
48. There are IW significant changes to this form. 

-: Department Regulation section 360- 

directreimbursement may be made to recipients or  
the i r  r e p m t i v e s  fo r  paid medical services which 
sharldhave been paid by the Medical Assistance 
Program. 'Ibis will ocav primarily as a resu l t  of 
fak hearing decisims, agency reconsiderations and 
litigation. 

WHEN 'ID USE: rlhis nu t i cemus tbeused tono t i fy  
e l icants / recipiexks o r  their representatives tha t  
the agency has reevaluated eligibility and that 
Medical Assistance merage may be available for 
benefits previously denied. 

T h i s  notice should not be us& when the f a i r  hear- 
decision di rects  that Medical Assistance be provided 
(i.e. a deternuna ' t ion of eligibility has been made in 
the decision). Ihe notice should be used in response 
t o  a reevaluation by the district of the appellant's 
e l ig ib i l i ty  where the hear- decision has directed 
the district to redetermine the appellant's 
eligibility. 

7.5(a) (1) req i res that, under airtam * cirarmstances, 

(4) rn Dss-3869: WXTCE OF DECISION ON I E M E N T  
OF MEDICAL BIILS BY THE MEDICAL ASSlXZANCE PIXGRAM 

(ATA- 29) 

T h i s  notice supersedes the 10/87 version-of the Dss- 
3869, as contained in 
48. 

t ive  Directive 87 ADM- . .  
'mere are no significant changes t o  this form. 

-: Department Regulation Section 360- 
7.5(a) (1) r q u i ~ ~  that, under certain ciramrstances, 
directre- may be made to recipients o r  
their representatives for  paid medical services which 
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shaildhave been paid by the Wcdl Assistance 
program. ?his will OCCUT primarily as a result of 
fa i r  hearing decisions, a g q  reconsiderations and 
litigation. 

WHEN m USE: 'Ibis n o t i c e m u s t b e u s e d t o n o t i f y  
agpf iats /redpients  of the agenq's decisions 
regardingreimbursanent of medical bills. When this 
&ce is used, form ES-3870 "Mdicdl Assistance 
REimbUrsanent Detail Form" must always be enclosed. 

E-3870 (10/87) (=M be f& in 87 ACM-48. 

b. N e w N d r p c :  

(1) E-3935: Wl?ICE OF DECISION 1co ACCEPT - DENY - 
cH?wGE YaLTR MEDICAL AssIsmNcE axlERAGE ( C A T A s T m r n C  -- 
RMxm7EMEKT: cepartment Regulation sections 360-2.5 
arrl 358-3.3 require tha t  al l  applicants for Medical 
Assistance be provided a written notice of acceptance 
or denial. Ihe notice must specify any limitations 
in awerage. A copy of the notice must also be sent 
t o  the medical  provider, as 21Fpropriate. 

WHEN "0 USE: .mis &cemstbeusedtonatify 

atherwise eligible u d e r  Hcnne Relief rules, and who 
have incurred orexpect toincur  inpatient hospital 
expnses, of the decision on their application. The 
W-3935 mst also be used to notify a recipient of 
cakstroph 'c merage of a m e  in hisher 
contribution to the cost of care, due to sane change 
i n  the individual*s ciramrstances . nlisnoticemust 
beusedwfietheror not a client l iabi l i ty  exists 
unless the client is eligible for full m e r a g e ,  in 
which case the ES-3622 is used. 

feberdllynoIP~cipating8pJlicants wfio are nat 

c 
5 

-: Department Regulation sections 360-2.5 
and 358-3.3 require that all applicants for Medicdl 
Ass- be provided a written notice of acceptance 
ordenial. Thenoticemstspecify any limitations 
in awexage. A copy of the d c e  mst be sent to 
the medicdl provider, as appmpriate. 

 USE: .mis notie must be used in all 
situations in wh ich  federallprelated applicants have 
excess incare. (See form ES-3622 for situations 
irrvolving excess inaane ard excess resoums.) 



t ive  FolloWing the guidelines issued i n l k h m s t m  
Directive 87 Am-4, a decision mst be made as t o  the 
existence of sufficient allamble medical apenses to 
offset an inccme overage, ard the aFpropriate 
merage to be authorized. In a l l  situations 
inV0lvh-g excess incune, the W-4038: TWplanation 
of the Excess Iname program" must be qdosed w i t h  
the rs -3973 .  Ihe m - 3 9 7 3  may be used in 
ambination w i t h  uther decision notices when 
hausehold ciramrstaru=eS warrant different tn2dtztEn.t 
of inam=/- for  irdividual case mmbers. 

. .  

m: Ihe E-3973 is irrteKzed to notify applicants 
of the e l ig ib i l i tydec is im.  Locdl.districtsmust 
canthue to use whatever method is aurerrtly in place 
to inform a r e c i p i e n t w h e n a m n t h l y ~ m h a s  
been rrret ard the appropriate merage authorized. 

(3) FUR4 W-4021: "ICE OF IMI'EKC 'ID ?HE 
commmIToN TmARD CHRONIC CAm CoSIs 

-: Departmerrt Regdation section 360-2.6 

m a w r i t t e n  notification whenever a change in 
Ciramrstan=es causes an hzease or  reduction in 

eligibil i ty.  A ccpy of the decision must also be 
smt to the deal pruvider, as appropriate. 

requFres that all recipients of Medical Assistance 52 

merageard/or  liability or  a discorrtinuance of 

WHENmUSE: lhisnoticemustbeusedto notify a 
chronic care recipient of a CfLange in the required 
cosrtribution to the cost of care in the institution. 
Pmper procedures for the no t i ce toaspouse ,  i f  
applicable, must be follaClA3dt as auUined in 
Adrmrustrative Directive 85 AIEI-37. . .  

(4) FUR4 KSS-4022: "ICE OF IMI'EKC 'I0 E S H  A 
LlmBILrlY 7JxARD CHRmIC CARE 

(ATIIACHMENT 33) 

ImmREmm: D q a r h m t  Regulation sections 360-2.5 
and 358-3.3 require that all applicants for Medical 
Assistance be pmvided a written notice of acceptance 
or  denial. The notice must specify any limitations 
in merage .  A mpy of the notice must-also be sent 
to the medicdl pmvider, as appropriate. 

WHEN m USE: nlisnoticemustbeusedwheneveran 
applicant/recipient is determined to  be residing in a 
medicdl insti tution on a pnmnent basis. 
(proceaureS for detennhbq temporary/permanent 
absence status, budge-, ard appropriate notices to 



c 
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legallyresponsiblerelatives, as required in the 
settlerrrerrt in mill v. perdles, are fcurd i n  
&humstmtive Directive 85 AIX-37 and are in no way 
changedbytheuseof th isnot ice . )  Z n t h e c a s e o f a  
recipient who w a s  previously eligible for H E L L  
Assistance witha-- , thearrrxrnt 
of the previaus speru3dawn IIlllst be irdicat& i n  the 
space pmvided, i n  order to cmply wi& Department 
Regulation 358-2.2(a) ( 2 ) .  ?he INCINE section of the 
ES-4022 pruvides space toaccawnodatethevariaus 
budgeting methodologies whi& may be applicable to an 
M v i W  entering a drroniccaresituation. In 
situations in w h i c h  a contribution t o  the cost of 
care is being mde by an LRR, the amamt of the 
cantrihtion m y  be added to the gross m t h l y  inccprre 
of the institutiandlized irrlivictudl, o r i t m a y b e  
identified as a separate anmnt elsewhere an the W- 
4022. 

. .  

If there is an apply- spuse W o r  other 
dependents residing in  the ccmnunity, a W-3622 nust 
besentto the applicant(s) in the canranunity to 
d f y  him/her of the agency's decision on the 
application for Meal Assistance. - 

(5) FUR4 W-4023: " I C E  OF INTENT 'I0 D E % " E  FDR 
E A I L u R E T D a r 4 P L Y m R E c E K I T I F I m O N ~  

Regulation 360-2.2 and 
Social Services Law section 366-a reqUire a 
redetlamna ' t ion of a w d - i s t a n c e  recipient s 
eligibility a t  least once every 12 mnths. ?he 
recipient must rtxzzt~ ' f y  an the stateprescrib& 
form. 

WHENTDUSE: ?his notice mst be used when a 
recipient is to be dkamtmu * ed for failure to appear 
for a face-to-face interview, or when an interview 
has been held but the recipient has failed to retuxn 
the required forq/documents. In the section 
mgardiq failure to return doamwts, the district 
has the option of l i s t i r y  the specific doarments on 
the E - 4 0 2 3 ,  or of attaching a separate sheet 
list- the required dcaments, such as the W - 2 6 4 2  - "Doarmerrtation Re&mmen ts", or similar local 
equivalent. 

3. LangTermcare 

(A!rrAmMEm 35) 
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!this notice supersedes the notice of the same name w h i c h  is 
Attacfrment #1 to A h h k t r a  tive Directive 80 AIM-12, T?evised 
policy ard. procedture Riqanhq ' Adverse Utilization Review 
Determination in a Residential Health Care Facility (Yaretsky 
v. Blum e t  

-: ?he partidl final judgemmt in the Y a r e t s k v  v. 

recipients who are residents of Skilled Nurs iq  Facilities 
(SNFs) and Health Related Facilities (HRFS) be notified wi-ien a 
uti l ization review cummitteedeterrmnes ' t h a t a l w e r l e v e l o f  
careisrequbd, of the ixr ight to  veto an &-of-facility 
transfer ard their right to a fa i r  hear-. 

WHEN To USE: ?he revised notice mst be used wi-ien a 
utilization review CQmnittee determineS that a resident of a 
residential health care facility (SNF or HRF) requireS a lower 
level of care. The policy ard prccedme of 80 AD¶-12 remain in 
effect ard undmqe3. 

~Caserequires, i n  part, t ha t  all Medicdl Assistance 

(ATIIACHMENT 36) 

RLis notice supersedes the 7/83 version of the 
T n i t i a l  Authorizatiq/Bauthorization/ or Denial of 
FersonalCareservices'~ notice transml ' t ted to the 
lccal social services districts in a llDear 
coarpnissioner" letter dated July 13, 1983. 

Department Regulation section 

aFplicants/recipientsof personal care services be 
sent a writ ten notification of acceptance, 
reaoceptance or denial. 

505.14(b) (5) (v) requires that dll 

t s 

wHEN?oUSE:  Therevisednotice IIp-Ist be used to 
notify applicants/recipienb of personal care 
services of the decision of initial authorizations, 
reauthorizations that rernain und'langed, or an initial 
denial of services. 

FDR4 E-4008: NUTI(IE OF IXX'EST 'I0 IN-, FEWE 
OR D I S U X P R N E  PESONAL CARE SERVICES 



May 22, 1989 I 

Page N0.36 I Trans So.  89 ADM-21 

lmis nutice slrpessedes the 7/83 version of the 
'Uotice of Intent to In=rease, Reduce or Discontinue 
personal Care Servicesq1 translll 'tted to thelccal 
socialservicesdistrictsin a "Dear * ioner" 
letter dated 7/U/83. 

-: Regulation s6$Aion 505.14 
(b) (5) (viii) requireS that recipients be sent a 
w r i t t e n  notification of intenied changes to hisfier 
persondl care Serviczzs authorizations. 

WHENmuSE: Tberwiseanotice nust be used to 

personal care services authorizations, i.e., increase 
or reduction in the care services 

a recipient's authorization; wf.len 
personal care services authorization. 

notify recipients of intemkd changes tohisfiff 

b. N e w N o t i c e  

Department %@ation section 
505.14(b)(5) ( x ) ( c )  requires that the lccd social 
services district 1"8asse5s a recipient's need for 
personalcareserviceswhen there is a change in 
that individual's lrredical axdition. ?henotice 
informs the recipient of the need to peassess the 
personal care services need ard the suspension of the 
persondl care -ices authorization. 

WHEN11OUsE: T!i.snoticemust be used to notify 
recipients of persondl care services of the decision 
to suspend an authorization due to hospitalization. 
Ihe recipient is informedthatanewassessmentof 
prsoml care services needs is necssaq prior to a 
reauthorization of service. The recipient is 
instructed to notify the case maMger when the date 
of discharge is knuwn. A new Fhysicianls order for 
h a e  care IIhlst be cehnpleted reflecting hisfiff- 
aurerrt medicdl needs of the recipient. 

5. Recipient Restriction 

a. R e v i s e d N d c e s  
c 
Fi 
a 

R 
(1) FDIFl IS-4024 : "ICE OF TD RESTRICT YOU TO A 

PRlMARY MEDICAID PRomDER (INITIAL Fu3sIlumcN) 

9 
0 

(ATACHMENT 39) 
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.mis notice sqersedes the 5/84 version of letter of 
intent (a ) ,  %ztzter of Intent to Restrict You TO a 
Primry Medicaid Pmvider", f a n d  in the Restricted 
Recipient procedure m. 
-: Department Regulation section 360-6.4 
requires that all restrictioncanclidawbesenta 
writtennotification of the state's inbmt~ 'on to 
restrict Medicaid services. 

WHEN ?r) USE: ?he revisednoticemustbeusedto 
inform the client thatbecaweofhis/herabuseor 
misuse of the Medicaid system, an in i t ia l  restriction 
will be placed on his- Medicaid -fits for a 
fifteenmmthperiod. ?heclient nust cfioose and 
obtain Medicaid services, w i t h  s ~ n e  exceptions, frm 
a prixlary provider i n  the restriction type assigned. 

E 

E 

.mis notice supers&= the  5/84 version of letter of 
intent ( b ) ,  " ~ ~ t t e r  of ~nterrt to Restrict YOU to a 
Primary W d d  Provider", farryl i n  the Restricted 
Recipient prpcedurdl Manual. 

-: Departrwrt Regulation section 360-6.4 
requFres that  a l l  r e r e s t r i c t ion  cardidates be sent a 
written notification of the state 's  'on to 
again restrict Medicaid services. 

wMF;?J ?r) USE: ?he revisednoticemstbeusedto 
inform clients, who have previously been restricted, 
that a subsequerrt restriction period w i l l  be 
imposed. zhis period will be for  three years. 

T h i s  notice supers&= letter of intent (c) , %zkter 
of Intent TO Continue Y o u r  Restriction To a primary 
Medicaid Prwider", folnd in the Restricted Recipient 
PKmdwal m. 
-: Departrwrt Regulation section 360-6.4 
requFres that all restricted r e c i p i e n t s b e s e n t a  
written notification of the state's intention to 
continue to restrict Medicaid services. 
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v) n 

WHEN To USE: 'Ihe r e v i s e d n u t i ~ ~ b e u s e d t o  
inform <Ilrrently restricted Medicaid recipients that 
because of their non-cupliance w i t h  the restriction 
p a p a n ,  their restriction period w i l l  a m t m u  ' e for 
an additional three years. me initial and 
subsequent restriction will be continu dLls. 

Sincesezvices ca t egor id  related eligibility is based an current 
receipt of public Assistance W o r  Medical Assistance , aninitialP?i/MA 
eligibility decision would not impact  m the client's services 
eligibility. cansequently, there is m need for services * o n  
notices which inform the dient of the deterrmM - tionon his/hEr initial 
application. Hcwever, a services section included on the PA ccanbined 
notices of intent to c b q e  or ' benefits andon thenu t i ce  of 
action or- 'fication. ?his sectim informs the client that a loss 
of Public Assistance benefits will require .a servics redetermination 
w i t h i n  30 days of the decision t o  reduce or dxxmtmm ' PA benefits. 

Please note that a telephane rnmrber must be entered i n  that section for 
the client to call for infomt ion .  

A. Yaurdistrictwillautanaticallyreceivea supply of these forms 
based an past oxderbq pract icesoranesthateofathree-mnth 
supply. Spanish versions of the notices w i l l  also be available. 
Requests for additional supplies or Spanish versions of the notices 

should be sent to: 
& be submitted on Form W - 4 7  (Rev. 3/81): 'W order F~zzI'', and 

New York State Dqarbmt of Social Services 

P.O. Bax 1990 
Albany, New York 12201 
A t t m t h n :  DonGuinane 

welfare Management system 

Questionscaxemhqordering f o m  shculd be addressed to m. 
Guinane by calling 1-800-342-3715, extension 6-6223. 

B. HEAP will have revised notices for heating season 1989-90. mese 

C. Department Regulation 381 is likely t o  change in the near future 
regarding mismanagement of the ADc cash grant. 

For that reason tm Public Assistance notices, ~WcXICEDF INIWT TO 
f z F s I 1 R I C ! T ~ P A Y M E ? P a n d " D ~ O N O F  FE" PA= SATEi" 
(- ad in 80 AIM-98) uere nOt included in the notices project. 
UntiltheapectedchangestoSection 381 are finalized and new 
notices are developed to reflect the c b q e s ,  districts mst use ES- 
4015 "NUI'ICZ OF INTEXT TO cHANc;E BENEFlTs: FuBI;TC ASSIST AN^, FIX)D 

shall send the '9-UI'ICE OF RTI'EWT 'K) -cT RENT PAYMEKT" or the 

w i l l  be sent to y a u u n k r  separate cover. 

SzaMPs, MEDICAL A s s I s r Z I N c E A N D ~ ~  (TIMELxANDADEQumE) and 



Dale May n, 1989 

Ihe effective date of this direct~ 've is: 

June 1, 1989 for use of manual notices 

October 1. 1989 for use of autcanatd notices. 

@&* R. B e s t ,  Jr 

w- * ioner 
Division of Medical Assistance 

t 
Q 



AppIICaliOn-PA 35540'3 P 8 9  ATTACHSST 1 
ACTION TAKEN ON YOUR APPLICATION: 

PUBLIC ASSISTANCE, FOOD STAMPS AND MEDICAL ASSISTANCE COVERAGE 

- 
The actionis) taken on your aDpI1cat~on dated are siplamed be101 nefl to the boxes that have been cwecma L 

ATTENTION: W pu M ~upw lw P a r  A r u t l m  Food St~mps 91 A(.dur A ~ m s U n o  pu may b. rsplb* lw diSCOUnf on your 
tu.phw ~uynn For mfumauon on LIFELINE. ull Nnu Yor(r To&~naW. fo#-hn a1 1 ~ 5 5 5 y x x )  

I PUBLIC ASSISTANCE 

10 ~ YOU we11 IecaNe s Whm WIII cover the 

period 10 Aner thts you WIII receive s a month 

C A RECOUPMENT at the rate of 10 percent (Y) 1s Wing I lkWI against your grant If you Wtieve inat Ihcs redualon wit1 cause your lamtry an 
undde nafdtntp you may contact your worker to explain your reasons An undue hardship eccun when a person does not have enougn 
income to eat 10 pay lor snener or utilitses. to clotha and purchase personal nncidentals or 10 p l y  lor ennordinan, mWical neeas that 
are not covered ay meatcat assistance Your worker w111 let you know what kana 01 avidince y w  nll n W  10 supDon your undue haWrhlD 
claim 11 i t  IS determvned that the recoupment ntl  cause i n  undue hardship the recoupmint may b. c h a n w  to I reduction between 5 
and t o  percent (46) The regulat#on whcn albws US 10 do this IS 18 NVCRR 352 3t(d) The fuwn tor this ruoupment is exp1ain.d Wlow 

E ACCEPTED lor the pertoe 

. 

c 

- 
GENERAL TELEP-ONE NO FOR 
OWESTIONS OR HELP .................................................... 
OR Ap.ncy Conference 

Fair Hearmg inlormation 
and usstance 

Record Access 

Lagal Assistance mtomalion . - 
1 UNIT 3" w o q w a  NAME 
I 

Y ' C E  NO UNI. No 

The Uw(S) AND/OR REGuLATION(SI W h c h  a i i m  US to do this is 

FOOD STAMPS c ACCEPTED lor the pfsod to V w  w11 recew S wnicn W~I I  cover the 

period 10 This amount nll M avmlabl* lo yw on *Her this you 

wm rueive $ . a month 

0 A RECOUPMENT 1s tmnp taken against p u r  IOOQ namp wnrms 

0 DENIED m a u s e  

Th. U W ( S )  ANDIOR REGUUTION(S) whiCh a IKm US lo do this IS 

0 PENDEDbuuw 

MEDICAL ASSISTANCE 

0 ACCEPTED lor Medical Asslnance eH8ccive 
you W~II w ~ssued i Medical Assinance authorization entitling a11 ahpiale wpltcants to iuII sewices The encbsod Iener will clmfy coverage 
under the MedcaI Assistance Pfo9ram 

lor (namofs)) 

lor (nam.(c)) 

0 ACCEPTED lor MdiC l I  Assinanti wlth 1 SPENDDOWN efl.*ive 

Your tmat montnly incorn IS S - Your mat monthly dadunions are S - 
The dinerence Miwean these tqgures is your monthly net income lo( MdicaI Assistance Thls is S The aIbwiblC m o m e  

) standard tor 1 iamdy househdd your lne  IS $ TM dinirence behueen your n* incoma and this standard IS 
IS your monthly ~ K C ~ S  incorm (18 NVCRR 360-4 8 )  The *nclo& lmer explains atigibilty undlr IM Excna Incorn Propram 

ACCEPTED *flmiva lor (namyi)) 

Wa have determi.ud that YWJ trsnslurad S -- in resourcsm on k u w  you translwfd lhese 
rwurces  tor IUS than t ~ y  m r *  worn. you are inmltgible tor nunrng home bvel of m a .  Manh related I K I I ~ ~  and long term home mann cue  

program s e w c e s  urrtil rw WII  M .IrgrDte for a11 mher Mdbal  Aursianc* serncn .))row ~ 

Vw wl1 have 10 mt 1 WMdOm Nquifment foc th.u U W E 1 8  11 there I$ an fl In the 001 .Dovi 
- 

0 DENIED Mu4ical Aulnance O f l K t w  (or ( M f W S ) )  

b w U W  

~~ 

In IM went that you are hosmatued you may M .IQIBI* lor Medical h i n a n c r  #nd should contan thm bo.nrnm 
The U W ( S )  ANDIOR REGUUTION(S) when atlorn us lo do tho8 ia 

0 PENDED 

0 w i  

0 vovr wptucatlon tor M d l u t  -stance is m n p  r.nn*.d w i  nli sew yw our - i s m  nfhin m r y  ayl 

rm haw 1 W g h  intomton to y w r  otgi~ity under the ~di-1 -stance Program p l u ~  mta us no l a w  th in 

w *n u n  t i l t  yw IM informaton *). n a a  at 

REGUUTIONS R E W I R E  THAT Y W  IMMEDIATELY NOTIFY WlS DEPARWENT 
OF ANY CHANGES IN NEEDS INCOME, RESOURCES. LIVING ARRANGEMENTS OR ADDRESS 

YOU HAVE THE RIQHT TO APPEAL THIS DEClSlON 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RfGHT TO A CONFERENCE: YOU way have a conleveve to 'ev+ew these ac:ions If you wan? a COnlere-tE yo; shodid 
2s. ':* c?e 2s soor. as pcssible At the conlerence ;! we c!sCOver that we made a wrong decision 0' if SeTauSe o! War. --. -- - yo- 3'oride we determine to change our deCiSi0- we will take cmective action and give you a nea ~ o t t c e  YOU 
- 5 :  as- '2' a con1ereq:e 3y calllng us a1 the number or. !he f irst page of this notice or by sending a Wri:ter request !t us 
a. : - e  azz-ess I:stea a! the top of the first page of t h 6  notice This number is used only for asking for a confereve 
It  ts nof the way you request a fair hearing. I f  you asr lor a confe:eice ,ou are S:IK en:iive4 ic h:: .s i :  -!; F;eh: 
;e z... 'c. fa.? hea:,ng I?!ormat;on 

RIGHT TO A FAIR HEARING: If you believe that the aaove act,onts) are wrong you may request a Slate !as* ?ea-, i ;  3y 

i '  I telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

New York City (Manhattan, Bronx Brooklyn Oueens State:, Island) (212) 488-6550 

Cattaraugus. Chautauqua. Erie. Genesee. Niagara. Orleans or Wyoming COUnty: (716) 8L7.3877 

Allegany. Chemung. Livingston. Monroe. Ontario. Schuyler. Seneca. SleUbcn, Wayne 3' Yatcs 
County: (716) 238-8282 

Broome. Cayuga. Chenango. Cortland. Jefferson. Lewis. Madison. Oneida, Onondaga Oswego. 
St. Lawrence. Tompkinc or Tioga County: (315) 428-4117 

Albany. Clinton. Columbia. Delaware. Dutchess. Essex. Franklin, Fulton. C r w n e .  Hamilton. Herkimer. 
Montgomery. Nassau, Orange, Otscgo. Pulnam. Rensselaer. Rockland. Saratoga. Schenectady. 
Schoharie. Suffolk. Sullivan, Ulster. Warren, Washington or Westchesler County: (51 81 474-8781 

I' you live In 

I! bzir love in 

I' y;.. I:ve in 

:' !6- w e  In 

!' $ 3 ~  I.ve in 

OR 

1 2 .  Writing: By sending a copy of this notice completed. to the Fair Hearing Sectton New York State Deoa'lme~:,o''Soc.a! 
Serveces p 0 BOI 1930 Alaany. New York 12201 Please keep a copy lor yourself 

- - 1 wan! a fair heaving The Agency's action is wrong because 

I BEWEFIT ARE& 

Pu311c Assistance Meaical Assistance Social Services , 
I Food Stamp Benefits 

S ;-a:,.e 31 Cltent Date 

* W E  . Y - 
60 days 

90 days 



I I ruyc wo btcmss Q W)(CICE)(TU OI DlSTIIct W E  MOTICE 
D A T E  

CASE NUYWR ClN I RID NUIMER 

1 

I -- 

GENERAL TELEPHONE No FOR 
OUESnOUS OR HELP ............__.................~................... 

~ ~ - m a m n 6 * r m m m  ~ R r r - s m m a t  brhrmnkmmm. 

REGUUnONS REOUIRE W A T  YOU IMMEDIATELY NOTlFY rnls DEPARTMENT 
OF ANY M f f i E S  IN NEEDS, I K O M E .  RESOURCES. Uvlff i  ARRANGEMENIS OF) ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO R U D  THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RIGHT ‘0 A CONFERENCE: YOU may have a conference to review these actions If YOU want a conference you should 
asr for m e  as soon as poss+ble At the conference. if we discover that we made a wrong deCiSiOfl or 11. Secause of infor- 
*allon you provide. we determine to change our decision. we will take corrective action and give you a new notice You 
may ask for a conference by calling us at t-e number on the first page of this notice or by sending a wrinen reauest to US 

at !he address listed at the top of the first Page ot this notice th is number IS used only for asking for a conference 
It fa nor fhe way you rrquear a lalr heerlng. If you 8ak lor a conference you are still entitled to a fair heamp 11 you want 
to nave your Senefits COntinUf unchanged (aid Continuing) until you get a fair hearing decision you must reaues. a ‘am 
qeariqg in the way described 3elow A request for a conference alone will not result in continuation or Dene”5 aead 
below for fair hear:ng information 

RIGHT TO A FAIR HEARING: I f  you believe that the above action(s) are wrong. you may request a State fair hearing 3y 

( 7 1  felephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

New York City (Manhattan Bronx. Brooklyn. Oueens. Staten Island) (212) 488-6550 

Cattaraugus, Chautauqua. Erie, Genesee, Niagara. Orleans or Wyoming County: (71 6) 847.3877 

Allegany. Chemung. Livingston. Monroe, Ontario, Schuyler, Seneca, S t r u k n .  Wayne or Yates 

Broome. Cayuga. Chcnango. Cortland. Jcflcrson. Lewis. Madison, Onalda, Onondaga. Oswcgo. 
St. Lawrence, Tompkins or Tioga County: (315) 428-4117 

Albany, Clinton. Columbia. Delaware. Dutchcss. Essex. Franklin. Fulton. Greene, Hamilton. Hcrktmer. 
Montgomen/. Nassau. Orange. Otsrgo. Putnam. Rensselaer. Rockland, Saraloga, Schencctady. 
Schoharie. Suffolk, Sullivan. Ulster. Warren. Washington or Wrstchertrr  County: (51 8) 474-8781 

If you live in 

If you h e  !n 

If you live in 

If you live in 

I’ yob h e  in 

County: (716) 238-8282 

OR 

w?) Writing: By sending a Copy of this notice compfeted to the Fair Hearing Section New York State Department of Social 
Services P 0 Box 1930. Albany New York 12201 Please keep a copy for yourself - - I want a fair hearing The Agency s action is wrong because 

Public Assistance Medical Assistance Social Services 

Food Stamp Benefits 

60 days 

90 days 



ATTACHMENT 3 
RIcwnficrtion-PA 

I K . C .  Smith 
Y S t r e e t  
Combine, New York 12221 

ACTION TAKEN ON YOUR RECERTIFICATION: 
PUBLIC ASSISTANCE, FOOD STAMPS, MEDICAL ASSISTANCE COVERAGE AND SERVICES - ug-s!3 w --om O S ~ o m C E  

X County 
Y S t r e e t  
Combine, New York 12221 

GENERAL E L E P W N L  NO. HM 
CUESTWAS OR HELP ................................................... 
on *gmcr t o n i ~ r ~ ~ o  555-8444 

555-4443 Fur Hunng mfonnalim 
and LYIsanC. 

R m d  *cc.u 555-1412 

555-4445 



ATTACHYEST 4 
ROCCMIhfDhPA 

ACTION TAKEN ON YOUR RECERTIFICATION: 
PUBLIC ASSISTANCE. FOOD STAMPS, MEDICAL ASSISTANCE COVERAGE AND SERVICES 

**y M ucacs Q roLKIsLI(pLII 01 DSlnICI omcc 

X County 
Y S t r e e t  
Combine , New York 12221 

r 

I 

1 t GEHEPALTELEPUOHE NO FoIl 
WESTlONS OR HELP ' I  M d  LUlSJM* 

...._.._..._._...................................... 
on Agwq Conterenc. 555-4444 

555-4443 Fur Hunng mfwmafion 

E l v l r a  Smith 
Y S t r e e t  
Combine. New York 12221 

555-4442 

L ~.glr IYISIWC. in- 5 5 5 -7122 
U Y I  on W3-m *u* reLmaNzu) 

2 Harrv Hendrlck 555-4448 
>FWE *o Uwr *o 

ni  



ATTACHMEST 5 
?:s.,o.! : ?) C-.a-ige.c; 

NOTICE OF INTENT TO CHANGE BENEFITS: PUBLIC ASSISTANCE, 
FOOD STAMPS. MEDICAL ASSISTANCE COVERAGE AND SERVICES (TIMELY AND ADEOUATE) 

GEhE4br TE-EP-OuE uC FOk 
OUES'l3NS OD *ELD 

OR Apcncy Confrfcncc 
Fati H c a q  mtofmal~on 
ana asso:a-cc 

RccofC Access 

~ e p a i  AssminCe mlormation 

............................... 

1 
i 'LLf**OhE SS 



RIGHT TO A CONFERENCE: Y3u may have a CmfCrCnCe tc 'eve* these ac:'ons I f  you want a confe*ence you shouia 
as- %* one as s o v  as posslble At  the conference 11 we 3scover that we maoe a wrong decision or 11 Secaure of inlor. 

.qI r -  ,cii 3'cvgoe we aetermine to change our deCmn we will lake correc!ive ac!ion and give you a new notice You 
- a )  JW '0' a conference 3y : a I l q  us JI the numDer on the firs! prge o! !his notice or by #ending 8 written w o u w  10 UI 
4 '  'no r)aO'rss l i # t O ~  at tho IOD 01 tho fw oago 0' this 901icO This numaof 11 u l l d  enly tor @Illin9 fop 8 C O ~ O ~ O ~ C O  
I t  i s  not fho way you rrquosf 8 fair har ing .  I f  yoc. ask Inr 9 * O n f * - o v  0-4 are ct!ll eo*!!Izd to a !c,f h e a * q  I 1  you want 
:: -ave you' Seqefits co-tipue unchanged [aid cowinc~ngl until you get a lair hearing aecision you ~ U S I  reouesi a 'a,, 
-€a. -#c 'r. the way described Selow A request for a conference alone WII~ not 'esuit in continuation 06 Denelits Reao 
3eijw lor fad hearing information 

RIGHT TO A FAIR HEARING: If you Believe !hat the above actionts) are wrong. yc- may regues' a State !a,f *ear 

1 . .  Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 
by. 

I! you live in New York City (Manhattan Bronx. Eroorlyn. Oueens Staten Island) (212) 488-6550 
1' you live in 

I! you llve In 

1' you live In 

1' you h e  

Canaraugus. Chautauqua. Erie, Goncsec, Niagara. Orleans or Wyoming County: (716) 847-9877 

Allogany. Chemung. Livingston. Monroe, Ontario. Schuyler. Senrca, Stwben. Wayne 3' Yaws 
County: (71 6) 238-8282 

Broome. Cayuga. Chenango. Conland. Jefferson. Lewis, Madison, Onoida. Onondaga Oswe50. 
St. Lawrence. Tompkins or Tioga County: (315) 426-4117 

Albany. Clinton. Columbia, Delaware. Dutchess. Essex. Franklin. Fullon. Groone. Hamilton. Herkimer. 
Montgomery. N~Is~u. Orange. Otsego. Putnam. Ronssolaer, Rockland. Saratoga. Schenectady. 
Schoharie. Suffolk. Sullivan. Ulrtrr, Warren. Washington or wostchortrr County: (51 8) 474-8781 

OR 

128 Writing: By sending a copy 01 this notice complered to the Fair Hearing Section. New York Slate Depa-tment of Social 
SCWCS p 0 Box 1930. Albany. New York 12201 Please keep a copy for yourself 

- - I want a lair hearing The Agency's action is wrong because 

Public Assistance Medical Assistance Social Services 

Food Stamp Benefits 

S ;-awe of Client Date 

60 days 

90 days 



1 *O'ICL 
DATL I 

~ A U C  A\: ~ ~ L S S  w GWC- rcb-cc 2: : s=:- i= ;t 



CS).:'f . 5: :. i'5' 

AlIENIION 11 you are wcrwng hwrc 4ss,si~ncr F O O ~  S r r m a  09 Mrarca 4smsrancr y o 0  may bc el%liDlC for L arscauw or lour 
ie!eDnon? smrce For mrownermn 00 LIFELINE CLf Nr- V O n  TwrDnone rdi.kn ar 7 6 0 0 5 S 5 . 3 0 0 3  

RrCwt 70 A CONFERENCE: Vou ma) h i v e  a cenlerence to revie* these a c b m  I! you want a c3hfcwxe you mdi: 
a$* to- 0% a8 soon as possioie At the conlorenee if we discover that we made a wtbng eecision Of i t  Because 01 into'. 
-a'J' v?- provide we dele'mine to change our decision we will take corrective action and give you a new notcc Yo, 
-a, as. '0- a conierence EJY calling US a! the number o r  tne f i% oage of this.notice or by senaiig a wrinerl *ewes* to L Z  

a' !?e ac?*ess listed at the top of tne l ies* page :' this notice 1n.s nufnber IS used only for askins lot a CS*!C?T.:E 
It i s  not the wry you requesf a fair hearing I' you v.an* tc have your benefits continde unchanged laid cs?'~nutngi J-* y;- 
ge' a tat, lea*  I; oecision you must request a !air 'learmg I* the way aescrtseo 3elow A request for a con'ermce aioie w 
not *esd* ir continuation of benefits Read selow for !at* hearing *nformation 

Public Assistance Medical Assistance Social Services 

Food Stamp Benefits 

RIGHT TO A FAIR HEARING: If you believe that the aSove act imsj  are w'onp y m  may request a Stale !a,* -Ea*,nG 3) 

-- 
60 days 

90 days 
-- 

~ 

I - '  telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL! 

I! ~3~ Ilve I? 

1' y:,- I've in 

I' yc.~ iwe in 

I' yc, I ' v e  

I! yo- live In 

New York City (Manhattan. Bronr. BTioklyn Oueecs Staten Island) (212) 488-6550 

Cattarrugus. Chautauqua. Erie. Genesee, Niagara. Orleans or WyOmlng County: (716) 8d7.3877 

Allcgany. Chemung. Livingston. Monroe. Ontario, Schuyler. Seneca, Steubcn. Wayne or Yates 
County: (776) 238-8282 
Broome. Cayuga. Chenango. Cortland. Jefferson. Lewis. Madison. Oneida. Onondaga. Oswego. 
St. Lawrence. Tompkins or Tioga County: (315) 428-4117 

Albany. Clinton, Columbia. Delaware. Dutcherr, Essex. Franklin, Fulton. Greene. Hamilton. Herkimer. 
Montgomery. Nassau. Orange. Otrego, Putnam. Renrsclaer. Rockland. Saratoga. Schrnectady. 
Schoharie, Suffolk. Sullivan. Ulster. Warren. Washington or Wcstchectcr County: (51 8) 474-6787 

. .  

OR 
121 Writing: By sending a copy of this notice como/efeu to the Fair Hearing Section. New YOrk Stale Department ot Soc 

SCrvICCS P 0 Box 1930. Albany New York 12201 Please keep a copy for yourself 

c - I wan! a !air hearing The Agency's action is wrong because 

S g-a:J.e o! Client Date 



ATTACHMEST 7 Fo,: ::a?: 4:: =-.:A 

NOTICE OF INTENT TO CHANGE FOOD STAMP BENEFITS 
(TIMELY AND ADEOUATE) 

i -  I 
1 GENiSh TE.ED*ONE hC FOR I . . . WE!.'!?NS .?? FEE.-!. . . . . . . . . . . . 7 .  . . . . . . . . . . . . . . . . . . . . 

I I I 

This agency is sending you this NOTICE to tell you we are CHANGING YOUR FOOD STAMP BENEFITS 
The changes are explained below next to the boxes that have been checked @ ~ 

FOOD STAMPS 

REDUCE your food stamp benefit from $ to $ effective - 
L' DISCONTINUE your food stamp benefit effective 
r - SUSPEND your food stamp benefit for the month(s) of - 
L INCREASE your food stamp benefit from $ to s effective 

CONTINUE your food stamp benefit unchanged at S 

The REASON for tnis actlon is 

The LAW(S) AND/OR REGULATION(S) which allows us to do this Is 

PUBLIC ASSISTANCE 

This change does NOT affect your public assistance benefits. 
~~~~ ~ 

MEDICAL ASSISTANCE 

REGULATIONS REDUIRE TUAr VOU IMMEDIATELY NOTlFV W I S  DEPARTMENT 
OF ANY CUANGES IN NEEDS, INCOME RESOURCES LIVING ARRANGEMENlS OR ADDRESS 

YOU HAVE THE RIOHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RIGHT TO A CONFERENCE: You may have a conlevence to 'evlev. !hew actions If you want a conferewe you snoUiG 
as. '5 '  :?E as sgor as posstrde At the canterence i! we oiscOve: that we mado a wrong decision or if 3ecause o! mfor. 
ca1.5- 3 * @ d m  we dercrminc to ~hahge 5 d  dec!$lo*! we WIII take eoircctive action and give you I new notice VOU 
-a !  L S R  Is* a c:+brence DY calling u5 a: ine numbel on the frrst page 0 9  tnts notice 0' ~y rending a wriner wues: io U S  

8: :-c adz'ess listed at tne tub 01 tna ,JSI Dage ot this notice h i s  numDec IS used only for asking for a con!erenc. 
I f  rs  nof me wry you requeri a 1.11 ,,errmy I yoy ~ S I  :o: 5 :on:erence YOU are st111 eniitled to a fair hearing I! you %an: 
:T *.ave you! 3enefi!s tmtinue unct,angec (aid con!inr. -5: ,II!II YOL get a !av hearing decisior. you mus! reaues: a !al* 
nca*.?g rl: tne wa) oesc~ibeC below A request for a ccnterence alone WIII not result in continuation 0' 3eief i ts Reac 
9e.aA (0' fae heamg mfovnation 

RIGHT TO A FAIR HEARING: If you believe tha: the above a::cmis) are W T ? ~  YOC may request a Slalc 'a * 7ca' 75 3y 

f : d  Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN VOU CALL) 

New York City (Manhattan Bronx Brooklyn Oueens. Sraten Island) (212) 488-6550 

Cattaraugus. Chautauqua. Erie, Genesee, Niagara, Orleans or Wyoming County: (716! 847.3877 

Allegany. Chemung. Livingston. Monroe. Ontario. Schuyler. Seneca, Steuben. Wayne 3' Yarer 
County: (716) 238-8282 

Broome. Cayuga, Chenango. Cortland. Jefferson. Lewis, Madison, Oneida, Onondaga. Ocwego. 
St. Lawrence. Tompkins or Tioga County: (315) 428-4117 

Albany. Clinton, Columbia. Delaware. Dutchess. Esiex. Franklin. Fulton. Creme. Hamilton. Herkimer. 
Montgomery. Nassau. Orange, Otsego. Putnam. Renssclaer. Rockland, Saratoga. Schcnrctady. 
Schoharie. Suffolk, Sullivan. Ulster, Warren, Washington or Westchester County: (518) 474-8781 

I' )or. live In 

1' yo& I*ve in 

'' yC.i i:vc I? 

1' .5- I've 

I' yo& lwe In 

OR 
,2 Writing: By Sending a copy of this notice compkfed to the Fair Hearing Section. New York State Depanment o! Social 

Sewces. P 0 Box 1930. Albany. Ne* YOrk 12201 Please keep a copy for yourself 

Food Stamp Benefits 

wan: a fair hearing The Agency's action IS wrong because 

90 days I 

S g-a:u*e o! Client Date 

You have the following number of days from the date of this notice to request a fair hearing 

I I B E h E C -  AREL T W L  - w -  
I I Public Assistance Meacal Assistance Social Services I 60 days I 



, . 5 :  ..”*,’ 

I This agency IS sending you this NOTICE to tell you we are CHANGING YOUR FOOD STAMP BENEFITS. 
The Changes are explained below next to the boxes that have been checked 5 

: 5 .. W l l U I I .  

FOOD STAMPS - 
I - REDUCE your food stamp benefit from S to s effective 

I - 
1 L DISCONTINUE your food stamp benefit effective - 
! - SUSPEND your food stamp benefit for the month(s) of 
. -  - INCREASE your food stamp benefit from f -  - to s 
I -  

i - CONTINUE your food stamp benefit unchanged at f I effective 

1 
I I The REASON for this action is 

I The LAWlS) AND/OR REGULATION(S) which allows us to do t h l i i s  I 
I 
I P U I L I C  ASSISTANCE 

@ This change does NOT affect your public assistance benefits 

i MEDICAL ASSISTANCE 

I This change does NOT affect your medical assistance coverage 

’ SERVICES 
l -  
L This change does NOT affect your eligibility for services 

REGULlTIONS REOUIRE THAT VOV IMMEDIATELY NOTIFY THIS DEPARTMENT 
OF ANY CHANGES IN NEEDS INCOME. RESOURCES. LIVING ARRANGEMENTS OL, ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RIGHT TO A CONFERENCE: You may have a conference to review these actions If you want a conference. you should 
as& for one as soon as possible At the conference. if we discover that we made a wrong decision or if .  because of infor 
m : i o -  you provide. we oetermine to change ouf oeciiion we WIII take corrective action and give you a new notice YO' 
may &Sk for a conference by calling us at the number on the h a t  Papa ot this notlce or by sanding a written re'pueit to us 
at tne add~ess listed at the top of ths 'I-? page c4 this *? Ice  -91 -2rrtber ;~seS Y':' (cr csking for a confeeence 

to nave your benefits cir.!;r.ue uxhanged ;aia cwtindmg) until you get a fair hearing decision. you must reaues! a fair nearing 
in w e  wab described below A request for a conference alone will not result in continuation of benefits Read below for fatr 
nea-ing onformation 

RIGHT TO A FAIR HEARING: If you believe that the above actlon(s) are wron; you may request a State fat* hear,ns by 

(:I Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

I! you live in New York City (Manhanan..Bronx. Brooklyn. Oueens. Staten Island) (212) 488-6550 
I! you live in. Cartaraugur, Chautauqua. Erie, Gonoroe, Niagara, Orleans or Wyoming County: (716) 847.3877 

If yo- live In Atlopany. Chemung. Livingrton. Monroe, Ontario. Schuyler. Senoca. Steubon, Wayne or Yatrs 
County: (716) 238-8282 

If you ti& In Broomo. cayuga, Chenrngo. Cortland. Jofferson, Lewis. Madison, OneIda. OnOndDQa. ~ s w e g o .  
St. Lawrence, Tompkina or Tioga County: (315) 428-4117 

If you live in Albany. Clinton, Columbia, Ddrwere. Dutcherr, E u r x ,  Franklin. Fulton. G r n n r .  Hamilton. Horkimer. 
Montgomey, N a l u u ,  Orange. Otrego. Putnam. Renc~elaer, Rockland, k r r t o g a ,  Schenecudy. 
Schoharic. Suffolk, Sullivan, Ulster. Warren, Washington or Westchaster County: (51.8) 474-8781 

I .  it - - *  w-" ' * c ) * *  ---*.--' - L---J-- ' I  .- -ck for Cmr;fc-ance you i r e  st111 entitled to a faor hearing If p, wan: - - . .  

OR 

(2) Wrifhp: By sending a copy of this, notoce comp2red. 10 the Fair Hearing Section. New York State Depanmenr of Soclal 
SCrViCCS. P 0 Box 1930. Albany. New York 12201 Please keep a copy for yourself. 

- 
L' I want a !air hearing The Agency's action is wrong because 

l E I l E c n  A W L  

Public Assistance. Medical Assistance. Social Services 

'IUE LIU 

60 drys 



DSS-4003 : 5:- ATTACHYEST 9 Emaloy-wnt Actton Taken. A 
NOTICE OF INTENT 

i 0 CHANGE PUBLIC ASSSTANCE GRANT AND/OR FOOD STAMP BENEFITS AND/OR MEDICAL ASSISTANCE 
COVESAGE FOR NON-COMPLIANCE WITH EMPLOYMENT RELATED REOUIREMENTS (TIMELY AND ADEOUATE) 

NAUE I N 5  ADJRLSS OF A G f N C l t f N T f R  09 j S a c '  O F C C f  
- 

EFFECTIVE 1 
ClN R13 " r U M 0 f O  

' NOTICE 
DATE 

::SE ...* teE= 

I 

- - 

~ 

GENERAL TELEPHONE NO FOR 
OUESTIONS OR HELP 

OR Agency Conlerence 
Falr Herrmg mformalion 
and assistance 

Record Access 

Legal Assostance mtorrnation 

............................. - 

I *  ;€ '.; J%? VO W W d E R  NO . UNi? OR W O R I f R  VAMf I E L E P M O N f  NO 



X S  rOG3 i ?S =i .5'5€  
;(EGJLP Tl3NS 9EQUdE 'HA 7 VOU IMMEU"U TE. V NOTIFY ?HIS DEPARTMENT 

OF A N Y  CHANGES IN NEEDS INCOME RESOURCES LIVING ARRANGEMENTS OR ADDRESS 
YOU HAVE THE RIGHT TO APPEAL THIS DECISION 

BE SURE TO READ THE FOLLOWING INFORMATION ON HOW TO APPEAL THIS DECISION 

RIGHT 10 A CONFERENCE: You may have a conlerenee to review these actiohs 11 you want a conference LOU shoulo 
ask 10' one as soon as Dosrible AI the eonlerence. 11 we dircover ihet we made a wrong decirion of 11 because 01 infor. 
-aion dou provloe we dute:niine 10 cr,ange our decision. we will take corrective action and give you a new notice YOU 
ma. B s k  tor a conference by calling us at the number on the first page of this notice or by sending a written request lo US 

at the address listed at the top of the first page of this notice This number IS used only for asking for a conference 
I t  i s  not the way you requesf a fair hearing. I f  you ask for a conference you are still entitled to a fair hearing II you want 
to have your benefils COnlinUe unchanged (aid continuing) until you gel a fair hearmg decision. you must request a fair 
hearing in the way described below A request for a conference alone will not result in continuation of benefits Read 
below for fair hearing information 

RIGHT TO A FAIR HEARING: I f  you believe that the above action(s) are wrong, you may request a State lair hearing by 

1 1 )  Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

New York City (Manhattan. Bronx. Brooklyn, Oueens. Slaten Island) (212) 468-6550 

Cattaraugus, Chautauqua, Erie, Genesee. Niagara, Orleans or Wyoming County: (716) 847-3877 

Allcgany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca. Steuben, Wayne or Yates 
County: (716) 238-8282 

Broome, Cayuga, Chenrngo, Cortland. Jefferson, Lewis. Madison. Oneida, Onondaga. Oswego, 
St. Lawrence, Tompkins or Tioga County: (315) 428-4117 

Albany, Clinton, Columbia. Delaware. Dutcheu, Euex ,  Franklin, Fulton, Graene. Hamilton. Herkimer, 
Montgomery. Nassau. Orange. Otsego, Putnam, Rensselaer, Rocklrnd, Saratoga. Schenectady. 
Schoharie, Suffolk, Sullivan, Ulster, Warren, Washington or Wertcherter County: (518) 474-8781 

If you live in 

If you live in 

If you live in 

If you live in 

If you live in 

OR 

(21 Wrifing: By sending a copy of this notice complered. to the Fair Hearing Section. New York State Depanrnent of Social 
Services P 0 Box 1930 Albany. New York 12201 Please keep a copy for yourself. - - I want a lair hearing The Agency s action is wrong because 

Signature 01 Client Date 

You have the following number of days from the date of this notice lo request a fair hearing 
r lFNEElT AFlFA I 1 

I Public Assistance Medical Assistance. Social Services 1 60 davs I 
I Faad Stama Benefits I 90 davs I 
f f  you request a fair hearing. the Stale will send you a notice informing you of the time and place of the hearing You have 
the right to be represented by legal counsel. a relative. a friend or other person. or to represent yourself At the hearing 
you. your attorney or other representative will have the opponunity to present written and oral evidence to demonstrate 
why the action should not be taken, as well as an opponunity to question any persons who appear al the hearing Also. 
you have a right to bring witnesses to speak in your laver You should bring to Ihe hearing any documents such as this 
notice paystubs. receipts medical bills. heating bills medical verification. letters. etc that may be helpful in presenting 
your case 

CONTINUING YOUR BENEFITS: If you request a fair hearing before the eHective date stated in this notice and our action 
aflects your Public Assstance. Medical Assistance. Food Stamp benefits or Social Services, you will continue to receive 
your benefits and any social services unchanged until the fair hearing decision is issued 

t{ 

1 - p  

1 4  

i n 0  

n,,,,.,,,.,,.,.,,,_ n F- nseetci+-w#+ 

LEGAL ASSISTANCE: If you need free legal assistance. you may be able lo obtain such assistance by contacting your 
local Legal Aid Society or other legal advocate group You may locate the nearest Legal Aid Society or advocale group by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this notice 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record Upon your request, you have 
the right to free copies of documents which we will present into evidence at the fair hearing Also. upon request. you have 
the right to free copies 01 other documents from your case record which you need for your fair hearing To request such 
documents or to find out how you may review your case record. call the number indicaled on the first page of this notice. 
or send a written request to us at the address listed at the top of the first page of this notice 

If you want additional information about your case, how to request a lair hearing. how to gain access to your case file 
and/or addrtional copies of documents. you may call the number indicated on the first page 01 this notice or write us at the 
address listed at the top of the first page of this notice 



I NOTICE 
' DATE , :rSE *.i'HIED 

I 

' NAME 4ND A33RESS OF LGENCVCENTER x T n C '  3 W C E  1 EFFECTIVE 1 
D A T E  

ClN Kl NVUOER 

1 



RIGHT TO A CONFERENCE: You may have a conference to review these actions If you want a conference you should 
ask for one as soon as possible At the conference i f  we discover that we made a wrong decision or if because of inlor- 
malion you provide we determine to change our decision we will take corrective action and give you a new notice YOU 
may a5k ler a eonferencc by calling us at lha numbsf an the lirst page 6l this natiec or by sending a wrinen request to us 
at the address listed at the top of the first oaoe of this notice This number is used only for asking for a conference 
I t  it not Ihe wry you requetr a fair nearing. IT you aSk for a conference you are still entitled to a fair hearing I f  you want 
to have your benefits continue unchanged (aid co?tmu,ng) until you get a fair hearing decision. you must request a 'air 
bearing in the way described below A request lor a conference alone will not result in continuation of benefits Read 
Selow for !air hearing information 

RIGHT TO A FAIR HEARING: I f  you believe that the above ac* -I(s) are wrong you may request a State fair hearing by 

( 1 1  Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

If you live in New York City (Manhattan Bronx Brooklyn, Oueens Staten Island) (212) 488-6550 

If you live in 

I! you live in 

If you live in 

If you live in 

Cattaraugus, Chautauqua, Erie, Genesee, Nirgara, Orleans or Wyoming County: (71 6) 847-3877 

Allegrny, Chemung. Livingston. Monroe. Ontarlo, Schuyler, Seneca, Steuben, Wayne or Yates 
County: (716) 238-8282 

Broome, Cayuga, Chenango. Cortland. Jefferson, Lewis, Madison. Onelda. Onondaga. Oswego, 
St. Lawrence, Tompkins or Tioga County: (315) 428-4117 

Albany, Clinton. Columbia. Delaware, Dutchess, Essex, Franklin, Fulton, Grwne, Hamilton. Herklmer, 
Montgomery, Nassau, Orange, Otsego. Putnam, Reniselaer, Rocklmd, Siratoga, Schenectady, 
Schoharie, Suffolk, Sullivan, Ulster, Warren. Washington or Weitchester County: (51 8) 474-8781 

OR 

( 2 )  Wnring: By sending a copy of this notice completed to the Fair Hearing Section, New York State Depanment of Social 
Services P 0 Box 1930, Albany, New York 12201 Please keep a copy for yourself 

- - I want a fair hearing The Agency's action is wrong because 

BENEFIT ALIEA 

Public Assistance Medical Assistance Social Services 

Food Stamp Benefits 

Signature of Client Date 

TIME LIU" 

60 days 

90 days 



A T T A C W S T  11 DSS-40Cj i 19 

NOTIFICATION OF EMPLOYABILITY 
AND THE RIGHT TO CONTEST 

(TIMELY AND ADEOUATE) 

0 You must conduct an active job search and give evidence of such efforts when requested 

0 You must accept referral to or offer of any employment in which you are able to engage. 

0 You must provide medical verification andlor undergo a medical examination or other diagnostic assess- 
ment necessary for the purpose of determining limitations on your employment or suitability for training or 
rehabilitation. 

0 You must accept referral to or enrollment in appropriate programs of vocational rehabilitation or trainrng. 
or other employment related training programs i f  necessary to improve your employability. 

0 You must accept referral to and participate in work experiences on a public work project or community 
work experience project when appropriate. 

0 You must participate in the development of a child care plan when necessary. 

OUESTIONS OR HELP ...............................F.................... 
OR Agency Conference 

Fair Hearing inlormalion 
and assistance 

Record Access 

Legal Assistance information 
I TELEPHONE NG 

- 
j=: ;t ..c UNIT NO WJRKER NO Uhil OR W O R K E R  NAME 

I YOU HAVE BEEN DETERMINED TO BE EMPLOYABLE c This is to notify you that the Department of Social Services has determined 
that you are employable effective as of the notice date above The attached form (DSS-1653. Certificate of 
Employability or DSS-2612. WIN ReferrallRegistration) advises the NYS Employment Service of this 
determination 

Department of Social Services has reviewed your 
status as an employable recipient and has determined that you continue to be employable 

,I A At your request. the 

This Action is being taken pursuant to Social Services Law Section(s) 

You have been determined to be employable, or you continue to be employable because you are not 

0 131 5 0 350-e 

Aged. as defined by Social Services Regulations 
A full-time caretaker relative of children under the age of 6 
Employed full-trme or part-trme lo capacity 
111 or injured 
Incapacitated 
In full-time traininghehabilitation 
In need of child care (non-WIN only) 
Needed in the home due to illness of another household member 
A parent or other caretaker when another adult relative is complying with employment requirements 
A person 16-19 (ADC) or 16-21 (HR) in school full-time 
A person under 16 years of age 

i 

I f  you wlllfully choose not to  comply with the above llsted requlrementr, you may be dlsquallfled from 
receiving public asslstance and/or medical asslstance for I period of time from 30 days to six months. 

If you contlnue to rafure, you wlll remaln dlrquallfled until you agrw to  comply wlth tho rsqulrementr. 

REGULATIONS REOUIRE THAT YOU IMMEDIATELY NOTIFY THIS DEPARTMENT 
OF ANY CHANGES IN NEEDS. INCOME, RESOURCES. LIVING ARRANGEMENTS OR ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RIGHT TO A CONFERENCE: You may have a conference to review these actions If you want a conference. you should 
ask IOr one as soon as possible At Ihb Conference. if we dlSCOv@r that we made a wrong d e m o n  or if. because of infor- 
-atlo* you provide. we dotermino !a change our doc~iion. we will take corrrctive action I h d  Qive you a new notice You 
may ask !Or a conference by calling us at the number on the first page of this notice or by sending a wrinen request to UI 

a: the address listed at the top of the first page of this notice inis ,lu,noer IS USSO only tor asking for a conference 
It i s  nor the way you request a fair hearing. If you as* for a conference you are still entitiea 10 a lait reeririb y~~  on; 
!o have your Senefits Continue unchanged (aid continuing) until you get a fair hearing oecision. you must pequest a fair 
hearing in the way described below. A request for a conference alone will not result in continuation of benefits Read 
Selow for fair hearing information. 

RIGHT TO A FAIR HEARING: If you believe that the above action(s) are wrong. you may request a State !air hearqng by 

11 ) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

If you live in New York City (Manhattan. Bronx. Brooklyn. Queens. Staten Island) (212) 488-6550 

If you live in' Cattaraugus, Chautauqua, Erie, Gcnesee. Niagara, Orleans or Wyoming County: (716) 847-3877 

It you live In Allegany. Chemung, Livingston. Monroe, Ontario. Schuylcr, Seneca, Stcuben, Wayne 0' Yates 
County: (716) 238-8282 

If you live in Broome. Cayuga, Chenango, Cortland, Jefferson, Lewis, Madison, Oneida, Onondaga. Oswego. 
St. Lawrence, Tompkins or Tioga County: (315) 428-41 17 

If you live in Albany. Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greenc, Hamilton. Herkimcr. 
Montgomery. Nassau, Orange, Otsego, Putnam, Rcnsselaer, Rockland. Saratoga. Schencctrdy, 
Schoharie. Suffolk. Sullivan, Ulster, Warren, Washington or Wcstchester County: (518) 474-8781 

OR 

( 2 )  Writing: By sending a copy of this notice completed. to the Fair Hearing Section. New York State Depanment of Social 
Sewces. P 0 Box 1930. Albany. New York 12201. Please keep a copy for yourself. 

- - I want a fair hearing The Agency's action is wrong because 

Public Assistance. Medical Assistance Social Services 

Food Stamp Benefits 

Signature of Client Date 

60 days 

90 days 

You have the following number of days from the date of this notice to request a fair hearing. 



ATTACHYEKT 12 

:.I1 &Met; 

PA Only 

I I 15.N ale %YUI)LS 

REPAYMENT OF INTERIM ASSISTANCE NOTICE 

! 1 -  d l  

GE%E*AL 'ELEP-ONE NO FOR 
OUESTIONS OR *ELP 

OR Agency Conlrrmcr 
Filr n r i m g  lnlormition 
and isswancr 

RKOIO Accrss 

h g i l  Asstsince intormation 

................................................... 

~ _ _ _ _ _ _ _ _  ~ 

Dear SirlMadam 

In accordance with your authorization 10 lhe Secretary ot Health and Human Services. your retroactive Suoplemenial 
Security Income (SSI) paymenl has been sent to this depanmenl This payment includes benefits for the period during 
which you received public assistance We have deducteo i e  amounl of public assistance you received beginning 
with the date SSI determined you became eligible for benefits and ending with lhe monln aner lhe monlh in which 
the initial payment was received 

The REGULATION that allows us lo do this is 18 NYCRR 370 7 
~ 

La-..? I 

I The amount of public assistance received during this period is shown below 

j Our Calculalions Show Thai. 
c 

I 

%lum Due 

TOTAL AMOUNT OP AGENCV 
RElMBURSEMENf 

lv,.,. i -1 

s Dale Reimbu- C n a  Sn t o  *(*I 

s 

1 
I ,  I I 

I I GRAND 
I TOTAL 

I I I ;(I >*cc-a*. 

' IOtAL s s s s s 
1 I I I I 

i rrEu's*S 

I certify that the a w v e  is a true nrtemenc 01 receipts and dtsbursemenls under our agreement with the Seerotary 01 Health an0 
Human services for tne purpou of lurnishing interim assistance 10 individuals as established by P.L. 9 3 .  368. as amended 

t W  
I 



RIGHT TO A CONFERENCE: YOU may have a conference to review these actions. I f  you want a cmference. y3u should 
ask lor one as soon as possible A1 the conlerence. i f  we discover thal we made a wrong decision or if. because 01 mlor. 
cation you provide. we aeiermine to change our decision. we WI~I take correciive action and give you a new notice YOU 
c.ay ask lot a conference by calling us at the number on !he first page of this notice or by Sending a written requesr to us 
a: :?c acfdress listed at the ion o! Ihe first Dage of this notice This number is used only for asking tor a conference 
It it not the way you request tair . I - - ~ I I I Q .  I ,I," $0, a & I ~ i c 8 ~ 8 ~ &  you are still Ontitled to a fair hearing Reaa 
>elow lor !air hearing information, 

RIGHT TO A FAIR HEARING: If you believe that the above action(s) are wrong, you may request a Sfate laif hea' -g by, 

11) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

New York'City (Manhanan. Bronx. Brooklyn Oueens. Siaten Island) (212) 488-6550 

Cattaraugur. Chautauqua, Eric. Genesee. Niagara, Orleans or Wyoming County: (716) 847.3877 
Atlegmy, Chemung. Llvingston. Monroe. Ontario. Schuyler. Sen-, S toukn.  Wayne or Yates 
County: (716) 238-8282 

Broome. Cayuga. Chenango. Conland. Jefferson. Lewis, Madison, OnoMa, Onondaga. Oswego. 
St. Lawrence. Tompkins or TiOgJ County: (315) 428-4117 

Albany. Clinton, Columbia. Delawrre, Dutcheu. Esux .  Franklin. Fulton. Grwne, Hamilton. Herkimer. 
Montgomery. Nassau. Orange, Orsogo. Putnam, Renwlaer ,  Rockland, Slntoga, Schenectady. 
Schohrrie, Sutfolk. Sullivan, Ulster. Warren. Washington or We8tcho8ter County: (51 8) 474-8781 

If you l ive in 

I f  you live in 

If you live in 

1' you live In 

1' you live in 

OR 
12,  Writing: By Sending a COPY of this notice comokted. 10 the Farr Hearing Section. New York State Depament o1 Soc.al 

Sewices. P 0 Box 1930 Albany. New YOrk 12201. Please keep a copy lor yourself. 

- - I want a fair hearing The Agency's action is wrong because' 

SEQEcl' A W L  
1 

Public Assis:ance Medical Assistance Social Services 

Food Stamp Benefits 

TIME . N<- 
60 days 

90 days 



b55’iSQL(t/& ATTACH!GST 13 P A  CR, 

‘NOTICE OF ACCEPTANCElDENlAL OF REOUEST FOR 
ASSISTANCE TO MEET AN IMMEDIATE NEED OR A SPECIAL ALLOWANCE 

NOTICE 
DAlE: I NAME AN0 ADDRESS o( AGENCICCNlER OR OISlRlCl OFFICE EFFECTIVE 

DATE: 

CIN I RID NUMBER 1 1  :AS€ NUMBER 

7 r 

L _J 

GENERAL TELEPHONE NO FOR 
OUESTONS OR HELP ......._......................................._.... 
OR Agency Conference 

Fair Hearing inlormarion 
and usislanca 

Record ACCESS 

Legal Assislance inlormalion 

This is to inform you that assistance to meet your 0 special or 0 immediate need will be 
provided by: 

0 an additional allowance of effective . .  
0 an emergency pre-investigation grant to meet your immediate need in the amouat of 

0 olher action 

effective ~~ 

H K f  NO UNll NO WORKER NO 1 UNll OR WORKER NAME 

I 

0 DENIAL REASON 

TELEPWONE NO 

The LAW(S) AND/OR REGULATION(S) which allows us to do this is 

PUBLIC ASSISTANCE 

I f  you are an applicant for public asslstmce, this notice does not affect your application for on- 
going public asslstsnca. You wlll also racelva a nollcr advlrlng you of the local agency declslon 
on your appllcatlon for assistance. 

If you are a recipient and your request for an additional allowance Is dcnled, your ongoing public 
asslstance case wlll not be affected. 

FOOD STAMPS 

Your entitlement to the above grant may affect your household’s Food Stamp benefits. I f  this occurs, 
you will receive a separate notice telling you of this effect and explaining it. 

MEDICAL ASSISTANCE 

0 I f  you are in need of assistance to help with your medical bills, you must apply sepaiately for 
Medical Assistance. I f  you wish to receive further information about eligibility under Ihe 
Medical Assistance Program, contact the agency at the phone number listed above. 

0 Your medical assistance coverage remains unchanged. 

0 Your application for medical assistance is being reviewed. We will send you our decision 
wilhln 30 dayr. 

REGULATK3NS REQUIRE THAT YOU lMMEDlATELY NOTIFY THIS DEPARWMENT 
OF ANY CHANGES IN NEEDS. INCOME, RESOURCES, LIVING ARRANGEMENTS OR ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RIGHT TO A CONFERENCE: You may have a conference to review lhese actions. If you wan1 a conference, you should 
ask for one as soon as possible. A1 the conference. if we discover that we made a wrong decision or if, because 01 infor- 
malion you provide. we delermine to change our decision, we will take corrective action and give you a new notice. You 
may ask for a conference by calling us at Ihe number on the first page of this notice or by sending a wrillen request to us 
a1 Ihe address listed at the top of the first page of lhis nolice. This number is used only for asking for a conlercnce. 
I f  is  no1 Ihe way you request a fair hearing. If you ask for a conference you are still entitled lo a fair hearing. Read 
below for fair hearing information, 

RIGHT TO A FAIR HEARING: I f  you believe that Ihe above action@) are wrong, you may request a Stale lair hearing by: 

(1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

If you live in: New York Clty (Manhattan, Bronx, Brooklyn, Oueens, Slaten Island): (212) 488-6550 

If you live in: Cattaraugus. Chautauqua, Erle, Genesee, Niagara, Orleans or Wyoming County: (716) 847.3877 

If you live in: Allegany, Chemung, Llvlngslon, MonroY; Ontarlo, Schuylcr, Seneca, Sleuben, Wayne or Yates 

If you live in: B r o o m ,  Cayuga, Chenango. Cortland, Jefferson, Lewls, Madison, Oneida, Onondaga, Oswcgo, 
SI. Lawrence, Tompkins or Tioga County: (315) 428-41 17 

If you live in: Albany, Clinton, Columbla, delaware, Dulchess, Essex, Franklin, Fulton, Greene. Hamilton, Herkimcr. 
Montgomery, Nassau, Orange, Olscgo, 9ulnam, -Rensselacr, Rockland, Saraloga, Scheneclady, 
Schoharic, Suflolk, Sulllvan, Ulster, Warren, Washington or Wcslchcsler County: (518) 474-8781 

OR " 

County: (71 6) 238-8282 $, .. .., - 4  +- 

I . .  

(2) Wifing: By sending a copy of lhis notice cornplefed, lo Ihe Fair Hearing Section, New York Slate Department of Social 
Services. P.O. Box 1930, Albany, New York 12201. Please keep a copy for yoursell. 

0 I want a fair hearing. The Agency's action is wrong because: 

BENEFIT AREA 

Public Assistance, Medical Assislance. Social Services 

Food Stamp Benefits & 

Signature of Client Dale 

TIME LIMIT 

60 dayf - 
90 days 

If  you want additional informalion aboul your case, how lo request a fair hearing, how lo gain access lo your case file 
andlor additional copies of documents, you may call the number indicated on the firsl page of this notice or write us a1 the 
address listed at the lop of the first page of this notice. 



ATTACHYEST 14  

i .v* : I  -.: Uh- N: HIDnltL: NZ UN,- gcl W W R f  C h A U L  

GENERAL TELEPH5NE NO FOR 
OUESTIONS OR H E L ~  ................................ 
OR Agency Conicfence 

F i i f  We8tmg mlorm8iion 
m a  assislance 

T€L€D*ONf b C  

I Recora Access 

0 ACCEPTED lor the period from 10- You will receive a benelit 

amount of $ which will cover the period 10 

This amount will be available to you on After this you will receive 
I 

NOTE I f  you are receiving Food Stamps while your application lor public assistance (PA) is pending and 
public assistance is granted which increases your household s income. this may result in your 
Food Stamp benefits being reduced or terminated without funher notice 

ACCEPTED under expedited processing standards !or the Period from 

to which will cover the period 

from to . This amount will be available to you 

on Since you qualified lor expedited application processing we postponed 
cenain verification and documentation requirements in order to issue your inftial months benefit right away 

However. your monthly benefit of S 

to 

You will receive a benefit amount 01 S 

lor the period 

cannot be issued until you bring or mail in the following inlormation 

Ih addition, you will not be eligible to receive expedited service in the future until the requested inlormation 
IS provided I1 this verification changes your eligibility or benefit amount. we will make these changes with- 
out further notice I1 you are receiving Food Stamps while your application lor public assistance (PA) IS 
pending and public assistance is granted which increases your household's income. this may result in 
your Food Stamp benelits being reduced or terminated without funher notice 

D DENIED because 

You didn't do everylhing required for us to find out if you are eligible to receive Food Stamps Here s 
what you still need to do. 

- 
If you do this by 
to reapply in order lor us to find out 11 you are eligible to receive Food Stamps 

0 A AECOUPMENT is being taken against your Food Stamp benelits 

you will not have to reapply Alter that date you will have 

The LAW(S) AND/OR REGULATION(S) which allows us to do this IS 

NOTICE 
11 you were denied Food Stamps please inlonn this office if you are later .gprovsd for Supplemental Security Income (SSI) or Aid 
to Dependent Children ( A X )  rince this may mean you are eligible for Food Slsmps 

4n"nWd Itwm .mqMbFoodsDnD( .  p u m y  br- & a  d r t m m  m yarrrvmaw YIIOI 
cor m U-WNE C M m w  V h  rr*pmr. Wlm at ldR)55MoM 

REGULATIONS REOUIRE THAT V W  IMMEDIATELY NOTIFY THIS DEPARTMENT 
OF ANY CHANGES IN NEEDS INCOME RESOURCES LIVING ARRANGEMENTS OR ADDRESS 

YOU HAVE THE RlQHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 

Elcos,rr 



RIGHT TO A CONFERENCE: YOU ma) '+.t 2 c. = - o - ; ~  . 'evtev. these a:tions If you want a conference. yo, ShouIC 
as" fof one as soon as wssible At the c;ife!encE if we c~s;ove' that we made a wrong decision or if. because o! infor. 
mation you provide. we determine to chaige ouf decisior.. wd wil l take corrective action and g ..e you a new notice Yo, 
rrlay ask lor a conference by calling us at t?e numbei 0'1 the firs! page of this q o t u  or by sending a wrinen request to 
rt the address listed at the top of :he Iirs! page CI: Inis noti& ,nis iia n t e f  is usec only for asking for a conference 
/I Is not the wry you Mqoesi lair rtoaring. I! yo3 &SK 10' a corrierence you are still entitled to a lair hearing Reac 
belo* lo. fair hearing information 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong. you may request a State fat? hearing by 

( 1 )  felephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CA-L) 

If you live in Now York Clty (Manhanan. Bronx. Brooklyn Oueens. Staten Island) (212) 488-6550 

If you live in Crttrrrugus, Chrutruqur, Erie, Genesee, Niagrra, Orlerns or Wyomlng County: (716) 647-3877 

If you live in' Allegrny, Chemung. Livingston. Monroe, Ontario, Schuyler, Sen-, Stouben. Wayne or Yrtes 
County: (71 6) 238-8282 

If you live in Broome, C D ~ U ~ D .  Chenango. Cortlrnd, Jefferson, Lewis, Madison. Oneldr. Onondaga. Oswego. 
St. Lawrence, Tompkinr or Tioga County: (315) 428-4117 

If you live in Albany, Clinton. ColIJmblr, Delrware. Dutchtss, E u c x ,  Franklin, Futton. Grwne. Hrmilton. Herkimer. 
Montgomery. Nmruu, Orange. Otsrgo, Putnam, Rcnsrelrcr. Rockland. Sarrtoga. Schenectrdy. 
Schohwie, Sutlolk, Sullivrn, Ulstor, Warren, Washlngton or WO8tChOStDr County: (51 8) 474-8781 

OR 

(2) Wrlling: By sending a copy of this notice comp/efed to the Fair Hearing Section. New York Stale Oepa?me~t of Socia' 
Services. P .0 .  Box 1930. Albany, New York 12201 Please keep a copy for yourself. 

c 

L I want a fair hearing The Agency's action is wrong because 

Signature 0 1  Client Dale 

YOU HAVE SO DAYS FROM THE DATE OF THIS NOTICE TO REOUEST A FAIR HEARING 

I f  you request a fair hearing the State will send you a notice informing you of the time and place of the hearing You have 
the nght lo be represented by legal counsel, r rolative. a friend or other person. or to represent yourself At the hearing 
you. your atlomey or other representative will have the opponunity to present wrinen and oral evidence to demonstrate 
why the action should not be taken. as well as an opponunity to question any persons who appear at the hearing Also 
you have a right to bring wrtneues to speak in your favor You should bring to the hearing any documents such as this 
notice paystubs. rocripis. medical bills. heating bills. medical verification, loners. etc that may be helpful in presenting 
your case 

LEGAL ASSISTANCE. If you need free legal assistance you may be able to obtain such assistance by contacfing your 
local Legal Aid Society or other legal advocate group You may locate the nearest Legal Aid Society or rdvocate group b) 
Checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first p a p  of this notice 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record Upon your request you have 
the right to free copies of documents which we will present into evidence at the lair hearing Also upon request you have 
the right to free copies of other documents from your case record which you need for your fair hearing To request such 
documents or to find out how you may review your case record, call the number indicated on the first page of this notice 
or send a written roquest to us at the address listed at the top of the first page of this notice 

If you want additional information about your case. how to request a fair hearing how to gain access to your case file 
and/or additional copies of documents. you may call the number indicated on the first pago of this notice or write us at the 
address listed at the top of the first pege of this notice - 



ACTIONTAKENONYOURFOODSTAMPCASE 

I N A M  A*O *301fSS OI M f N C . + € W l ~  W >!ST%* O S r t  
YOllCt 
OAX 6/3/89 

:.st *"Ye€. I Clh I42 UUUaEn X County 

-1 

1 

5 5 5- 4444 GENERAL TELEPHONE NO *OR 
OUESTONS om HELP ................................................... Maro S m i t h  

Y S t r e e t  
Food Stamps, New York 12222 

- J 

Y S t r e e t  

Food Stamps, N e w  York 1222. 

W Agency Conlafence 
and Fair assmince U a a w q  miormiinon 

R u o r a  Accaas 

L-1 4ss~siance onfnmac*on 
8' :E .rc 

1 
U N Y W  woncfe NO UNlT 0. W O l S f n  NAUf T L d - l O * f  5t 

0 2  03 Mary Jones 55 5- 422 5 

NOTE If you are receiving Food Stamps while your application for public assistance (PA) is pending and 
public assistance is granled which increases your household's income. this may result in your 
Food Stamp benefits being reduced or lerminated without further notice 

a ACCEPTED under expedited processing standards for the p a r d  from 6/3/89 

10 11 Il'l_bae_ YOU will receive a benefit amount of S 81 - which will cover the period 

from h/3/89 10 61301 89 . This amount will be available lo you 

on &no Since you Qualified lor expedlled application processing we postponed 
certain verification and documentalion requirements in order to issue your initial months benefit right away 
However, your monthly benefit of S 9 0 *  for the period 7 /1 /89  

10 11/30/89 anno1 be i u u d  until you bring or mail in the following information 

L 

I NOTICE 
I! you were 6enied Food Stamps. pleue inform this office d you are liter approved for Supplementti Security incoric '?-I' or A d  
to Dawndent Children (ADC) since this MY N a n  you are #gib$ for Food Scimoa 

-trment f rom XYZ Savings Bank wh ich  shows t h e  account  ba lance  on 
6 /3 /89  

In addition. you will not be eligible 10 receive expedited WNICO in the future until the requested information 
is provided If this verification changes your eligibility or benefit amount. we will make these changes wilk- 
out furlheir nolice If you are receiving Food Stamps while your application for public assistance (PA) IS 
pending and public assistance is granted which increases your household's income. this may result in 
your Food Stamp benefits being reduced or terminated withoul further notice 

0 DENIED because 

0 You didn'l do everylhing required for us lo  find out if you are eligible 10 receive Food Stamps. Here's 

what you gill need to do: 

If you do this by 
to reapply in order for us lo  find out i f  you are eligible 10 receive Food Stamps. 

you will no1 have to reapply Aher thal date. you will have 

c] A t3ECOUPMENT is being taken against your Food Stamp benefits. 

18  NYCRR 387.8(a)(3) The U W ( S )  AND/OR REGULATION(S) which allows us l o  do this is 



RIGHT TO A CONFERENCE: YOU ma) '+.t 2 c. = - o - ; ~  . 'evtev. these a:tions If you want a conference. yo, ShouIC 
as" fof one as soon as wssible At the c;ife!encE if we c~s;ove' that we made a wrong decision or if. because o! infor. 
mation you provide. we determine to chaige ouf decisior.. wd wil l take corrective action and g ..e you a new notice Yo, 
rrlay ask lor a conference by calling us at t?e numbei 0'1 the firs! page of this q o t u  or by sending a wrinen request to 
rt the address listed at the top of :he Iirs! page CI: Inis noti& ,nis iia n t e f  is usec only for asking for a conference 
/I Is not the wry you Mqoesi lair rtoaring. I! yo3 &SK 10' a corrierence you are still entitled to a lair hearing Reac 
belo* lo. fair hearing information 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong. you may request a State fat? hearing by 

( 1 )  felephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CA-L) 

If you live in Now York Clty (Manhanan. Bronx. Brooklyn Oueens. Staten Island) (212) 488-6550 

If you live in Crttrrrugus, Chrutruqur, Erie, Genesee, Niagrra, Orlerns or Wyomlng County: (716) 647-3877 

If you live in' Allegrny, Chemung. Livingston. Monroe, Ontario, Schuyler, Sen-, Stouben. Wayne or Yrtes 
County: (71 6) 238-8282 

If you live in Broome, C D ~ U ~ D .  Chenango. Cortlrnd, Jefferson, Lewis, Madison. Oneldr. Onondaga. Oswego. 
St. Lawrence, Tompkinr or Tioga County: (315) 428-4117 

If you live in Albany, Clinton. ColIJmblr, Delrware. Dutchtss, E u c x ,  Franklin, Futton. Grwne. Hrmilton. Herkimer. 
Montgomery. Nmruu, Orange. Otsrgo, Putnam, Rcnsrelrcr. Rockland. Sarrtoga. Schenectrdy. 
Schohwie, Sutlolk, Sullivrn, Ulstor, Warren, Washlngton or WO8tChOStDr County: (51 8) 474-8781 

OR 

(2) Wrlling: By sending a copy of this notice comp/efed to the Fair Hearing Section. New York Stale Oepa?me~t of Socia' 
Services. P .0 .  Box 1930. Albany, New York 12201 Please keep a copy for yourself. 

c 

L I want a fair hearing The Agency's action is wrong because 

Signature 0 1  Client Dale 

YOU HAVE SO DAYS FROM THE DATE OF THIS NOTICE TO REOUEST A FAIR HEARING 

I f  you request a fair hearing the State will send you a notice informing you of the time and place of the hearing You have 
the nght lo be represented by legal counsel, r rolative. a friend or other person. or to represent yourself At the hearing 
you. your atlomey or other representative will have the opponunity to present wrinen and oral evidence to demonstrate 
why the action should not be taken. as well as an opponunity to question any persons who appear at the hearing Also 
you have a right to bring wrtneues to speak in your favor You should bring to the hearing any documents such as this 
notice paystubs. rocripis. medical bills. heating bills. medical verification, loners. etc that may be helpful in presenting 
your case 

LEGAL ASSISTANCE. If you need free legal assistance you may be able to obtain such assistance by contacfing your 
local Legal Aid Society or other legal advocate group You may locate the nearest Legal Aid Society or rdvocate group b) 
Checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first p a p  of this notice 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record Upon your request you have 
the right to free copies of documents which we will present into evidence at the lair hearing Also upon request you have 
the right to free copies of other documents from your case record which you need for your fair hearing To request such 
documents or to find out how you may review your case record, call the number indicated on the first page of this notice 
or send a written roquest to us at the address listed at the top of the first page of this notice 

If you want additional information about your case. how to request a fair hearing how to gain access to your case file 
and/or additional copies of documents. you may call the number indicated on the first pago of this notice or write us at the 
address listed at the top of the first pege of this notice - 



NOTICE 
1 DATE 
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This action We are writing to lell you that your Food Stamps will end on 
; is taken in accordance with New York State Department of Social Services Regulation 387 17 In order to continue receiv- 

ing Food Stamps your household must now reapply No further benefits will be issued unless you reapply To reapply 
, and prevent an interruption of Food Stamp benefits. a member of your household must complete the enclosed 
' 

Recertification form and complete the action(s) explained next to the box(es) checked below 

c You must be interviewed again We have scheduled an interview for 

at o'clock ,at 
I f  you Cannot keep this appointment, or missed your scheduled appointment. it is your responsibility to 

reschedule this appointment by calling 

You must be interviewed again You must appear for the interview no later than t 5th 
to prevent a possible delay in processing your applicaion Telephone the following number as soon 

as possible for an interview time 

You must mail in your completed recertification form with the documentation data listed below that applies 

to you to You should mail it back as soon 

as possible. but we must receive it by If it is not received by 
this date, your food stamps will not be continued Also, mail back any documentation that is required 

DOCUMENTATION DATA When you come for the interview or mail in your recertification form, whichever applies to 

0 Documentation of any change (since the last time it was verified) in the amount of your household's income. 
i f  it has changed by t25  or more, or the source of your household's income 

0 Documentation of any change (since the last time it was verified) in actual claimed heatinglutility expenses 

0 If anyone in your household is 60 years of age or older, or receives SSI or Social Security disability benefits. 
bring or send in proof of their medical expenses that were incurred since you applied or since your last recer- 
tification. whichever is later. 

0 Documentation of any change in your living situation which includes but is not limited to changes in income. 
resources. shelter (rent, utilities. heat, etc ), family size. child care costs. etc 

i I f  you a member of your household. or an authorized representative fails to submit your recertification application form, 
3 appear for an interview ( i f  required). or provide any required documentation. you will not receive Food Stamps after the 
I end date above unless you reapply and are determined eligible 

I If  any verification is still required after the interview (or after the recertification form is received by this agency when no 
interview is required) you will be notified about what you need to provide and will be allowed at least ten days to provide it 

You may mail or bring the recertification form into this agencylcenter prior lo your scheduled interview to the Food Stamp 

We must receive your Office located at 

recirtification t o m  by- 15th to insure that you are entitled to receive 
Food Stamp benefits without a break Should you continue to be eligible The recertification form should be as complete 
as possible. but must be accepted by the district i f  at a minimum 11 contains your name. addresS: and your Signature 
In addition. i f  you file a recertification form by the 15th of the month. you must be interviewed (if an interview is required) 
by the end of that month in order to receive Food Stamp benefits without a break 

! 

- 
!d 

I - I 
i 
i 

C 

' 
f you please provide the following items (if they apply to you) 

I 

! 
i 
I 

-~ 

APPLICATION RIGHTS 
0 

0 

You have the right to request an application lor Food Stamp benelits This office must accept the application provided the 
application is signed and contains a legible name and address 
You have the right to apply lor Food Stamp benefits in person. by mail or through an authorized representative An Inter- 
view may be required 

NOTICE 
If a11 members of your household are now receiving Supplemental Security Income (SSI) or plan to apply for SSI you may reapply 
lor Food Stamps at the Social Security office instead of filing your recertification application at the Food Stamp office 
If  you choose to do this the Social Security office must also receive your application by the date shown in the above paragraph They 
will interview you and send your application with supporting documents to the Food Stamp office lor recenificatlon processing 

REGUUTIONS REOUIRE THAT VOU IMMEDIATELY NOTIFV THIS DEPARTMENT 
OF A N Y  CHANGES IN NEEDS INCOME RESOURCES LIVING ARRANGEMENTS OR ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 

\AUf A%> AJ3RESS 0' LGE'IC" CE.I*E= JP 2 S-3  :- 3 F Z  CE I 
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--- OR Agency Contcrtncc 
Falr Hcarmg miormailon 
and aswsiancc - -~ ~ 

Rtcora Access 

~09.1 Asstilance Information . ~~ 
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RIGHT TO A CONFERENCE: You may have a Conlerence to review these actions If you want a conference YOU shoulr 
ask for one as soon as possible. At the conlerence. if we Uiscover that we made a wrong deccsion or i f .  bccaust of Inlor. 
matior you provide. we determine to change our decision. we will lnke corrective aetisn nnrf ~ i v e  vou c new notice V O ~  
may ask for a conference by calling us at the number on the first page of this notice or by sending a wrltten reguest to US 

a: iPe aOL.r>s I . ~ U  YI ill= 139 i)i me iml page of this notice This number is used only for asking for a conference 
It i s  not the wry YOU request a fair hearing. II you ask for a conference you are still entitled to a fair hearing Rea? 
below for fair hearing information. 

RIGHT TO A FAIR HEARING: If you believe that the above action IS wrong. you may request a State fair hearing by 

(:I Telephoning: (PLEASE HAVE fHtS NOTICE WITH YOU WHEN YOU CALL) 

New York Clty (Manhattan. Bronx, Brooklyn, Queens Staten Island) (212) 488-6550 

Cattaraugur, Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming b u n t y :  (716) 847.3877 

Allegany, Chemung, Llvingrton, Monroe, Ontario, Schuyler, Seneca, Steuben. Wayne or Yates 
County: (716) 238-8282 

Broome, Cayuga, Chenango, Corlland, Jefferson. Lewis, Madison, Oneida. Onondaga. Oswego. 
St. Lawrence, Tompkins or f ioga  County: (315) 428-4117 

Albany, Clinton. Columbia, Delaware, Dutcherr. Esrcx, Franklin, Fulton, Greene. Hamilton. Hcrkimer. 
Montgomery, Nassau. Orange, Otsego, Putnam, Rentselacr, Rockland, Sarrtoga. Schcncctady. 
Schoharie, Suffolk, Sullivan, Water. Warren, Washington or Wcrtchester County: (51 8) 474-8781 

, 

I! y3u live in 

If you live in 

If you live in 

If ycu live in 

If yor; live in 

OR 

(21 Writing: By sending a copy of this notice completed. to the Fair Hearing Section. New York State Department of Social 
Services P 0. Box 1930. Albany. New York 12201. Please keep a copy lor yourself. 

- - I want a fair hearing. The Agency's action is wrong because: 

S i p a w e  of Client Date 

YOU HAVE 90 DAYS FROM THE DATE OF THIS NOTICE TO REOUEST A FAIR HEARING 

I f  you request a fair hearing. the State will send you a notice informing you of the time and place of the hearing You have 
the right to be represented by legal counsel, a relative. a friend or other person. or to represent yourself At the hearing 
you. your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
why the action should not be tnken. as well as an opportunity to question any persons who appear at the hearing Also 
you have a right to bring witnesses to speak in your favor You should bring to the hearing any documents such as this 
notice paystubs receipts. medical bills. heating bills. medical verification. leners. etc that may be helpful in presenting 
your case 

LEGAL ASSISTANCE: If you need free legal assistance. you may be able to obtain such assistance by contacting you' 
local Legal Aid Society or other legal advocate group You may locate the nearest Legal Aid Society or advocate group by 
Checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this notice 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record Upon your request you have 
the right to free copies of documents which we will present into evidence at the fair hearing Also, upon request you have 
the right to free copies of other documents from your cnse record which you need lor your fair hearing To request such 
Oocumenls or to find out how you may review your case record. call the number indicated on the first page of this notice 
or send a wrinen request to us nt the address listed at the tap of the first page of this notice 

I! you want additional information about your case, how to request a fair hearing how to gdln nccess to your case file 
andlor additional copies of documents. you may Call the number indicated on the first page of this notice or write us at the 
address listed at the top of the first page of this notice 



I I 
~ This agency is sending you this NOTICE to tell you we are.CHANGING YOUR FOOD STAMP BENEFITS The 

IT manges are explained below next to the boxes that have been Checked rn 

' 

I- REDUCE your Food Stamp benefits from S 

benefits is as follows 

to s effective 

The specific reason for this change in your Fooa Stamp 

~~ ~~ ~~ - 
L DISCONTINUE your Food Stamp bene*,?s as of The 

specific reason for this change in your Fooa Stamp benefits is as follows 

c SUSPEND your Food Stamp benefits for the month of The specific 
reason for this change in your Food Stamp benefits is as follows 

Your household's income for the month of exceeds the allowable limit for 
your size household Since lhis increase in income was lor one month only. your Food Stamp eligibility will 

be reinstated effective , providing this income increase does not continue 
and you continue to be otherwise eligible You do not have to reapply, however, you MUST continue to 
complete and return ALL Monthly Reports 

c! A 'RECOUPMENT IS being taken against your Food Stamp benefits 

The LAW(S) AND/OR REGUIATION(S) which allows us to do this is 

The enclosed budget worksheet for your case explains the action (reduce discontinue or suspend) checked above 

REGUUTIWS REOUIRE THAT YOU IMMEDIAIELV NOTIFY rnis DEPARTMENT 
OF ANV CHANGES IN NEEDS. INCCUIE. RESOURCES. LIVING ARRANGEMENTS OR ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RlGHt TO A CONFERENCE. You may have a confr~e%e to review theso actions I f  you want a c m f r r r ~ c e  you $hoUiC 
ash 10' one as soon as pOSSiDle At the conference if we discover that we made a wrong decision or if because of info'. 
~ a t ~ o -   yo^ provide we de te rwe  to change our decision we will take corrective action and give j o d  a -+* n o t a  Yo,. -. '_ - rV - - .,i. -, :&,, us a: ;he nuinDer on the first page of this notice or by sending a w'itter reo&s* tc us 
a: tne aodress listec at the top of the first page of this notice This number is used only for asking for a ColfeVeice 
If IS  nor fhe wry you nquer f  fair herring If you ask tor a conference you are still entitled to a fair heavine I( ~ 6 -  saw 
13 have your benefits continue unchanged (aid continuing) until you get a fair hearing oecision you must reaues a fa ( -  
hea-iig ir. the way described DCIOW A request for a conference alone will not result in continuation o! Denef ts Rea: 
b e m  lo* lair hearng intormation 

RIGHT TO A FAIR HEARING. If you believe that the above action is wrong you may reques! a State fair hearii; 3) 

I : ;  Telephoning. (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

!'  yo^ live in 

If you live IP, 

I' yo& live in 

It you live in 

I f   yo^ live in 

NOW York City (Manhattan. Bronx. Brooklyn. Oueens. Staten Island) (212) 488-6550 
Canaraugus. Chautauqua, Erie, Genesee. Niagara. Orleans or Wyoming County: (71 6) 807-3877 

Allegany. Chemung. Llvingston. Monroe, Ontario. Schuyler, Srneca, Struben. Wayne o* Yates 
County: (716) 238-8282 
Broome. Cayuga. Chenango, Cortlrnd, Jrfleraon. Lewis. Madison, Oneida, Onondaga. Oswego. 
St. Lawrence, Tompkins or Tioga County: (315) 428-4117 

Albany. Clinton, Columbia. Delaware. Dutchru .  Essex. Franklin, Futton, Grscne. Hamilton. Herkimer. 
Montgomery. Nas-u. Onnge. Otsrgo, Putnam, Aansrelaar. Rockland. Saratoga. Schenectady. 
Schoharie, Sutfolk. Sullivan, Ulstrr. Warren. Washington or Westcherter County: (518) 474-87e' 

OR 

12) Wifing: By sending a copy ot this notice comp/e!eU to the Fair Hearing Section. New York State Deoanmenl of SOCL 
Se*vices P 0 Box 1930. Albany. New YOrk 12201 Please keep a copy for yourself 

- - I want a fair hearing The Agency's action is wrong because 

Signature ot Clieni - Date 

YOU HAVE 90 DAYS FROM THE DATE OF THIS NOTICE TO AEOUEST A FAIR HEARING 

If you request a fair hearing. the State will rend you a notice informing you of the time and place of the hearing You have 
the right to be represented by M a 1  counsel. a relafive. a friend or other person. or to represent yourself At the hearing 
you your attorney or other representative will have the opponunity to present written and oral evidence to demonstrate 
why the action should not be taken. as wrll as an opportunity to question m y  persons who appear at the hearing Also 
you have a right to bring witnesses lo speak in your favor You should bring to the hearing any documents such as this 
notice paystubs receipts. medical bills. heating bills. medical verification. letters etc that may be helpful in presenting 
you' case 

CONTINUING YOUR BENEFITS: If you request a tair hearing before the effective date of the action in this notice your 
Fooo Stamps will be continued unchanged until the fair hearing decision is issued However, it you lose the lair hearing 
you will owe any Food Stamps tha! you should not have received We are required by Federal Law to recove* any For- 
Stamp overpayments We must make a claim against you for any F W  Stamps you receive that you were not entitled 
which may be collected by reduction of future Food Stamp allotments. lump sum installment payments or through legal 
action If you want to avoid this possibility you a n  check the b o x  below You can also indicate over the telephone or in a 

letter that you do not want reinstatement 01 your FW Stamps II you check the box c3 , we win take tne actionv) 
described above on the effective date list80 above 
c. - 
L I do not want my benefits reinstated and continued unchawed until the hearing dbtiSiOn IS issued 

LEGAL ASSISTANCE: t f  you need tree legal assstance. you may be able to obtain such assistance by contacting your 
local Legal Aid Socirty of other legal advocate group You may locate the nearest Legal Aid Socirty or advocate group by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this notice 

ACCESS TO RECORDS I INFORMATION: You have the right to rowow your u s e  record Upon your rrquest. you have 
the right to tree copies of documrnts which we will present into evidrnca at the fair hearing Also. upon request. you have 
lhe right to tree copies of other docurnonu from your u s e  w o r d  which you md tor your fair hearing To request Such 
documents or to find out how you may r e v w  your CUI rrcord. call the number indicated on the first page of this notice 
or send a wrmen request to us at the address listed at the top of the first pago ot this notice 

If you want additional information .bout your care. how to r.quest a fair hearing. how to gain access to your case file 
andlor additional copies of documrnts. you may call the number indicated on the lirst page of this notice or wrrte us at the 
POd'ess listed at the top of the first page of this notice 



I1 
GENERAL 'ELEPWO~E NO COD 
3tJES~IONS om HELP ............................... 

This agency is sending you this NOTICE to tell you we are CHANGING YOUR FOOD STAMP BENEFITS The 

c6anges are explained below next to the boxes that have been checked IZ . 
c 

2 REDUCE your Food Stamp benefits from S to s effective 

The specilic reason for this change in your Food Stamp 
benefits IS as follows 

c DISCONTINUE your Food Stamp benefits as of The 
spechc reason for this Change in your Food Stamp benefits is as follows. 

- 
L INCREASE your Food Stamp benefits from S to s- eff ective 

, The specific reason for this change in your Food Stamp 
benefits is as follows: 

0 SUSPEND your Food Stamp benefits for the month of The soecific 
reason for this change in your Food Stamp benefits is as follows 

Your household's income for the month of exceeds the allowable limit for 
your size household Since this increase in income was for one month only, your Food Stamp eligibility will 

be reinstated effective , providing this income increase does not continue 
and you continue to be otherwise eligible You do not have to reapply. however. you MUST continue to 
complere and return ALL Monthly Reports 

' 

0 A RECOUPMENT is being taken against your Food Stamp benefits 

The LAW(S) AND/OR REGULATlON(S) which allows us to do this is 

The enclosed budget worksheet lor your case explains the action (reduce. discontinue. suspand or increase) checked 
above - 

REGULATIONS REOUIRE TMAT YOU IMMEDIATELY NOWV mIS DEPARTUENT 
OF ANY CHANGES IN NEEDS INCOME. RESOURCES. LIVING ARRANGEMENTS OR ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RIGHT TO A CONFERENCE: YOU may have a conference to review these acftons If you want a conference. you should 
as* !c* 3ne 8s soon as Possible At the conference. 11 we discover that we made a wrong decision or it .  because of infor. 

~EI, D w d e  ye deietmine tb Change our decision. we will Illre correcfive acfion m e  give you J new notice You 
-0) a i r  10' 8 conference DY srrllng uc at tho n u m m  on the fiW oape of this notice or oy sonding 1 written request to US 
- *  *-- 3*?*ess i I? tCd at the top of the first page of this notice This number !I used only lor asking for I conference 
1' 1s no, !he w w  YOU WWeSt a fm hearing. If you ask for a conlerence you are still entitled to a fair hearing If you want 
:: ?awe your 3enefi:s cownue unEhmgea (aid contindtng) until you get a fair hearing decision. you must reauest a 'air 
va -9  :he way deSCribea Below A request for a conference alone will not result in continuation of 3eneflts Read 
Below !or fair hearng information 

RIGHT TO A FAIR HEARING: I! you Believe that the above action IS wrong. yo, -ay request a State falr clea'q sy 

i' telephoning: 

:! y O b  live in 

I f  YOU live In 

If  you h e  in 

:' you I*vC in 

I' you h e  In 

(PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

New York City (Manhattan. Bronx. Brooklyn. Queens. Staten Island) (212) 488-6550 
Cattarmugus. Chrutauqur. Erle. Genesee, Niagafa. Orleans or Wyoming County: (71 6) 847-3877 

Allegany. Chemung. Livingston. Monroe, Ontario, Schuyler. Sen-. S teukn ,  Wayne or Yetes 
County: (716) 238-8282 

Broomc. Cryuga. Chenengo. COnlrnd. Jefferson. Lewis, Madison, Oneida, OnOnd8g8. Oswego. 
St. Lawrence. Tompkins or T i q e  County: (315) 428-4117 

Albany. Clinton, Columbia. Oefrwere, Dutchou. Euax.  Franklin. Fulton. C m n e .  Hamilton, Herkimer. 
Montgomery. N e w u .  Onngo. -0, Putnam. Ranssotaer. Rocklend. Soretoga. Schenrctady. 
Schoharie, Suffolk. Sulllven. Ulster, Wanen, Washington or W n f c b r t e r  County: (516) 474-8781 

OR' 

( 2 )  Writing: By sending a copy of this notice complered. to the Fair Hearing Section. New York State Depameni of Social 
Services p 0 Box 1930. Albrny, New York 12201 Please keep a copy lor yourwll. 

- - I want a fair hearing The Agency's action is wrong Because' 

S ~ g w u ~ e  of Client Date 

YOU HAVE 90 DAYS FROM THE DATE OF ?HIS NOTICE TO REOUEST A FAIR HEARING 

I! you request a fair hearing the State will send you a notice inbrmrng you of the time and place of the hearing You have 
the right to be represented by legal counsel. a relative. 8 friend or other person. or to represent yourself A1 the hearing 
you. your attorney or other representative will have the opponunily lo  present written and oral evidence 10 demonstrate 
why the rction should not be taken, as well as an opporlunity to question any persons who appear at the hearing Also 
you have 8 right to bring wrtneses lo speak in your favor You rhouid bring to the hearing any documents such as this 
notice paystubs. feceiptt. medical bills. heating bills. medical voritication. letters. etc thll mry be helpful in presenting 
your case 

CONTINUING YOUR BENEFITS: If  you request a fair hearing wlthln ten days of the date of the postmark 01 the mailing 
o! this notice your Food Stamps will be reinstated and will tm unchanged until the fair hearing decision is issued However 
i f  you lose the fair hearing you will owe any FDod Stamps that you should no1 have received We u e  required by Federal 
Law to recover any Food Stamp overpayments We must malte a claim agrinrf you !or any Food Stamps you receive that 
you were not entitled to, which may be collected by reduetion 01 future Food Stamp allotments. lump sum installment 
payments or through legal action I1 you want to Wold this possibility you can chock the b o x  below You can also indicate 

over the telephone or in a letter that you do not want reinstatement of your Food Stamps I! you check the box , we 
will trke the anion(s) described above on the effective date listed above 

0 I do not want my benefits reinstrtsd and c0n:inued unchanged until the hearing decision IS issued 

LEGAL ASSISTANCE: I f  you need free legal rssistance, you may be able 10 obtain such auutance by contacting your 
loci1 Legal Aid Society or other legal advocate group You may lOC8le the ne8reSt Legal Aid %wly or ldVOC8te group by 
Checking your Yeflow Pages under "Lawyers" or by calling the number indicated on the first prge 01 this notice 

ACCESS TO RECORDS I INFORMATION: You have the rrght to review your cw rocord Upon your request. you hive 
the right to free copies of documents which we will present into evidence at the fair hearing Alw, upon request. you have 
the right to tree copies of other documents from your cuo rocord which you n o d  for your fur heanng To rquesl such 
documents or to !ind out how you may reviow your case record. till the numter indiu1.d on tho hm page 01 this nOliCe. 
or rand a written roquest to us m the addrm 1 i t l . d  at tho top of tho fim pago of thir noom 

If  you want additional intormition about your cue, how to request I fair heoring. how to grin a a e s  to your c.14 file 
and/or additional copies of document& you may ull tho number indiatod on tho fim page of this notice or write us I t  the 
addresr listed I t  the top of the hrst pago of this notice 



ATTACHYENT 19 

MOTICE 

NOTICE OF FOOD STAMP OVERISSUANCE 

NAME AN0 AOORESS OE AGEKYKENTEII OR DISTRICT OFFICE 

J E  NUMIER CIN I nio NUMOER 

CASE HAM (*no M NUN d PVN-II ANO AoonEss 

FFCE NO 

r 

1 UNIT NO ' WORKER NO UNIT OR WORNER NAME TELTPWNE NO 

1 GENEPAL TELEPHONE NO FOR 
OUESTIONS OR HELP .................................................... 

~~ ~ ~ ~ 

Calculation of lhe amount 01 lhis lype 01 overissuance is limited to a period 01 lwelve (12) months lrom the date 01 the discovery 01 Ihe 
ovenuuance 

Tha amount of food stamps owed by you or your household IS: 

0 s. 
US . This amount is differen1 lrom the S . indicated ahavo because you already 

repaid S - 
0 s  

S 

. This amount is  different lrom the S indicated above becauw we have subtracted 

in food stamps (hat we owed you and/or your household for the month(s) 01 

due to 

You may choose lo repay lhis Agency in one 01 the hn, methods provided in the enclosed "Food Stamp Repayment Agrwment '' II you 
decide to repay. please review the terms 01 the Agreement. sign and date the appropriate portion 01 the Agrwment and return it lo this 
Agency 

If you do not sign and return the enclosed Agreement. we may contact you again to ask for repayment This AGENCY WILL NOT REDUCE 
YOUR FOOD STAMPS by allotmenl reduction without your agrwmenlM such a reduction. However. any luture restored food slamps owed 
mey be applied toward reducing lhe amount of the mnuuance.  

The REGUUTION which allows us to do lhis is 18 NYCRR 387 19 

0 INADVERTENT HOUSEHOLD ERROR, spacilically 

Calculation 01 (he amount of this typo of mnuuance  is inrtiatly limited to a penod ol lweke (12) months from the date of Ihe discovery 01 
the overissuance. (IMPORTANT. SEE NOTE BELOW 

The amount of lood stamps owed by you or your houruhoM is: 

0 s -  
0 s  This amount is differenl from t h  S Indicated above becauw you already 

repaid S . 
0 s  

s 
This amount is different from the S 

in lood stamps that we owed you and/or your household lor the month(s) 01 

indicated ahavo because we have subtracted 

- due to 

You NUST repay thid Agency by choosing one 01 I h e  h*o methods provided in the enclosed "Food Stamp Repayment Agreement '' YOU 
NUST c h a m  a repaymenl method. sign and date the .ppropnate portion of the Agreement and return I( Mhin  t h i q  (30) days to this 
Agency II you ful to sign and return the Agreement wrthin lhim (30) days and you currently receive lood i l a m ~ .  we will begin coll8ccing 
the ovenuuance by reducing your lood stamps by lllctment reduction of 1D% 01 your household's monthly beneffl. or t t0.  whichever is 
greater Ywr  houwhotd wlll receive a separate notice before lhis reduction can occur If you currently do not receive lood nampf and fail 
to rnurn the Agreement. we may contact you again to ask for repayment or other CoIIedion actions may be taken I1 you or any member of 
your household receive lood stamps in lho future. lhis Agency may reduce your food namps at that lime Any Mure reslored lood namps 
owed may be .ppII.d toward reducing tho amount of the ovenuuence 

won. pu- to FM md sum rwguutonr (18 NYCRR pan ~90)  mar *om, m y  m m t l p . i *  mts OWISSUMW 10 mmvw II ihm 
mr m a  m w n d  on ma WUIUU~M Onmute M intrmrrm vdahon ol N F e d  Sumo PIUJTWII n 1  IS m~lnind m u  pu 
. w m  a mnnm ol mi musmfwa annmmad M InHmlONl P- V A m n  m 01 mr haryhold nmmbc nH b. y M w n d  
ha ih. P q m  (a r Mci.d prod of t o r n  7nm mourn 04 m MI b. tnwumd to khrd. bl. tom *rmnt 
04 cood s m p  om- nomd lor m .ntln - ~NIWI w m nud~m ol *I (6) horn ma cat. e( 
a m .  k -. tk mnmm~ oltk. o w d a u m a  mmv b. kwrrrd u p  klm to mpoa y.~d -. n n n mu. 
mind mn UI lmrmaul Proprun VDlum nu ormnw. you wdl M ncmnp I ypuua m(s. inlonning pu ol m d.(mninatmn 
~ d m a ~ ~ * - ~ r m m  

We edwsa you to k m p  (his Notice as a reference in the wen1 lhal an Intentional Program VkUm is found. 

The REGULATlON which al lom us lo do lhis is 18 NYCRR 387 19 

REGULATIONS REOUIRE THAT VOU IMMEDIATELY NOT/FY THIS DEPARTMENT 
OF ANY CHANGES IN NEEDS. INCOME. RESOURCES. W/NG ARRANGEMENTS M ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



DSS41SO (YO91 WVERSE 

SIGHT TO A CONFERENCE: You may have a conference to review these actions. If you want a conference, you should 
sk for one as soon as possible. At the conference, if we discover that we made a wrong decision or if. because of infor- 
mion you provide, we datermine to change our decision. we will take corrective action and give you a new notice. You 
lay ask for a conference by calling us at the number on the first page of this notice or by sending a written request to us 

at the address listed at the top of the first page of this notice. This number is used only for asking for a conference. 
I f  /a not tho wry you mqueaf 8 falr hearlng. If you ask for a conference you are still entitled to a fair hearing. Even i f  
you ask for a conference, you still have only 90 days from the date of this notice to request a fair hearing. Read below for 
fair hearing information. 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong, you may request a State fair hearing by: 

(1) reiephoning.- 

If you live in: 

If you live in: 

If you live in: 

If you live in: 

If you live in: 

(PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

Now York Clty (Manhattan, Bronx, Brooklyn, Queens. Staten Island): (212) 488-6550 

Caflaraugus, Chautauqua, Erfe, Genesee, Nlagara, Orleans or Wyoming County: (71 6) 847-3877 

Allegany, Chemung, Livlngston, Monroe, Ontario, Schuylcr, Seneca, Stcuben, Wayne or Yates 
County: (71 6) 238-8282 

Broome, Cayuga, Chenango, Cortland, Jefferson, Lewls, Madlson, Oneida, Onondaga, Oawego, 
st. Lawrence, Tompklns or Tloga County: (31 5) 426-41 17 

Albany, Cllnton, Columbla, Delaware, Dutchess, Esssx. Fmnklln, Fulton, Grsene, Hamilton. Herklmer, 
Montgomery, Nauclu, Onnge, Otsego, Putnarn, Rensselaer, Rockland, Santoga, Schenectady, 
Schoharle, Suffolk. Sullivan, Ulster, Warren, Warhlngton or Westchester County: (518) 474-8781 

OR 
( 2 )  Wlfthg: By sending a copy of this notice completed. to the Office of Administrative Hearings, New York State Depart- 

ment of Social Services, P.O. Box 1930, Albany, New York 12201. Please keep a copy lor yourself. 

I want a fair hearing. The Agency's action is wrong because: 

Signature of Client Date 

YOU HAVE 90 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING 

If  you request a fair hearing, the State will send you a notice informing you of the time and place of the hearing. You have 
the right to be represented by legal counsel, a relative. a friend or other person, or to represent yourself. At the hearing 
you, your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
why the action should not be taken, as well as an opportunity lo question any persons who appear at the hearing. Also. 
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents such as this 
notice, paystubs. receipts, medical bills, heating bills, medical verification, letters, etc. that may be helpful in presenting 
your case. 

LEGAL ASSISTANCE: If you need free legal assistance, you may be able to obtain such assistance by contacting your 
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Society or advocate group by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this notice. 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record. Upon your request, you have 
the right to free copies of documents which we will present into evidence at the fair hearing. Also, upon request, you have 
the right to free copies of other documents from your case record which you need for your fair hearing. To request such 
documents or to find out how you may review your case record. call the number indicated on the first page of this notice. 
or send a written request to us at the address listed at the top of the first page of this notice. 

I f  you want additional information about your case, how to request a fair hearing, how to gain access to your case file 
andlor additional copies of documents. you may call the number indicated on the first page of this notice or write us at the 
address listed at the top of the first page of this notice. 

- 



:AS€ N U Y I R  

r 

CIN , RID NUMBER 

7 GENERAL TELEPHONE NO FOR 
OWESTIONS OR HELP .................................................... 

The disqualified perran(s) 

Was determined to have commined an intentional violation of the Food Stamp Program after an administrative disqualification hearing 

0 waived the right to an administrative dlsqualifical~on hearing by signing a waiver on 

was found guilty of a crime or offense by a coun of law on 

Signed a disqualification consent agreement on 

held on , whicn resulted in a decision dated 

for cornmining an mientionat 
viofation of the Food Stamp Program 

c If this box IS checked, you were informed by notice dated thal you or your household had received 

an overissuance In food stamps In the amount of S You were unher informed that if it was later determined that you 
or a member of your household committed an intentional violation of the Food Stamp Program the amount 01 the overissuance might Increase 

Since Intentional Prcqram Violation was found. this Agency has taken the following steps 

0 Increased the period and the amount of the food stamp overissuance from a one year total to a total based on the entire over- 
issuance penod (up to a maximum of six years from the date that the overissuance was discovered) as set lonh in the duision. 
waiver. coun order. or consent agreement 

~ncreaied the amount of the rood starno overissuance because you or your household were not entttted to an earned income 
deduction lor that ponion of earned income which you or your household intenti(lnally failed to repon 

The REGULATION which allows US to do this IS 7 CFR 273 l#C)(Z) 

If you require clarification of the above actions. please conlac1 your CaNwrkw. 

SECTION II - AMOUNT OF FOOO STAMPS YOU OWE 
The amount of food slamp benefits owed by you or your household is’ 

0 s- 
us 

0 s  
This amount is different from the f indicated in Section I because you have 

already repaid S 

This amount is different from the S indicated in Section I becCIUSe we have sub 
tracted S 

due to 

in food stamps that we owed you andlor your household for the month(s) of 

SECTION 111 - REPAYMENT INFORMATION 
You must repay the amount of food stamps owed in the manner indicated next to the b o x  Checked below 

0 you have already iigned a “DISQUALIFICATION CONSENT REPAYMENT AGREEMENT’ or have Been given a COURT ORDER on 
repayment Therefore you must nnke repayment as fQtlows 

i _I 

~ ~~ ~ ~~ 

0 you MUST sign the e n c l o d  “FOOD STAMP REPAYMENT AGREEMENT” and return it to this Agencyby the date speci~ied in tne 

have received if the household member(s) had not bWn disqualified. or $10. whichever IS greater. will BE TAKEN from your food stamp 
allotment 

agreement IF YOU W NOT SIGN THE AGREEMENT, AN ALLOTMENT REDUCTION OF 20% 01 the amount your household would 

~~ 

The REGULATION which allows us 10 do lhis is 18 NYCRR Pan 399 

OR Agency Conference 
Fair Hearing information 
and assistance ~ ~~~~ 

Record Access 

Legal Assistance information 

REGULATIONS REOUIRE THAT VOU IMMEDIATELY NOTIFY THIS OEPARlh4ENT 
OF ANY CHANGES IN NEEDS. INCOME. RESOURCES, LIVING ARRANGEMENTS OR ADDRESS 

V W  HAVE THE RIOHT TO A FAIR HEARING ON THE AMOUNT OF THE OVERISSUANCE WhLESS THIS AMOUNT HAS BEEN ESTABLISHED AT bN ADMINI5 
T W I N E  OISOUALIFICATON HEARIM.  B Y  A COURT OF APPROPRIATE JURISDICTION. IS SET FORTH ON A DISOUALIFICATION CONSENT AGREEMEkT. 
OR AS A RESULT OF A WAIVER OF AN ADMINISTRATIVE HEARING 

BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 
E - c a w e  

IFFEE No UNIT NO W K E ~  NO UNIT 3 R  WOIUER NAME TELEPnONE NO 



RIGHT TO A CONFERENCE: You may have a conference to review the amount of the overissuance. If you want a confer- 
ence, you should ask for one as soon as possible. At the Conference, i t  we discover that we made a wrong decision or if ,  
becauae of informallon you provide. we determine to change our dOCi8iOn. we wlll take correttIvI action and givr you 4 
new notice You may ask for a conference by calling us at the number on the first page of this notice or by sending a 
written request to us at the address listed at the top of the first page of this notice. This number is used only for asking 
for a conference I f  Is not the way you request a fair hearing. If you ask for a conference you are still entitled to a fair 
hearing. Even i f  you ask for a conference, you still have only 90 days from the date of this notice to request a fair hearing. 
Read below for fair hearing information. 

RIGHT TO A FAIR HEARING: If you believe that the above action IS wrong, you may request a State fair hearing by 

(1) Telephoning: 

If you live in: 

If you live in: 

If you live in: 

If you live in: 

I f  you live in: 

(PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

New York City (Manhattan, Bronx. Brooklyn, Queens, Staten Island): (21 2) 488-6550 

Cattaraugus. Chautauqua, Erie, Genesee, Nlagara. Orleans or Wyoming County: (716) 847-3877 

Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates 
County: (71 6) 238-8282 

Broome, Cayuga, Chenango, Corlland, Jefferson, Lewis, Madison, Oneida, Onondaga, Oswego, 
St. Lawrence, Tompkins or Tioga County: (315) 428-41 17 

Albany, Cllnton, Columbia, Delaware, Dutchess. Essex. Franklln, Fulton, Greene, Hamilton, Herkimer, 
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockland, Saratoga. Schenectady, 
Schoharie, Suffolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781 

OR 

(2) Wrftlng: By sending a copy of this notice completed. to the Office of Administrative Hearings. New York State Depart- 
ment of Social Services, P.O. Box 1930, Albany, New York 12201. Please keep a copy for yourself. 

I want a fair hearing. The Agency's action is wrong because: 

r, 
'iignature of Client Date 

YOU HAVE 90 DAYS FROM THE DATE OF THIS NOTICE TO'REQUEST A FAIR HEARING 

If you request a fair hearing, the State will send you a notice informing you of the time and place of the hearing. You have 
the right to be represented by legal counsel, a relative, a friend or other person, or to represent yourself. At the hearing 
you, your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
uhy the action should not be taken, as well as an opportunity to question any persons who appear at the hearing. Also, 
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents such as this 
notice. paystubs. receipts, medical bills, heating bills. medical verification, letters, etc. that may be helpful in presenting 
your case. 

LEGAL ASSISTANCE: If you need free legal assistance, you may be able to obtain such assistance by contacting your 
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Society or advocate group by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this notice. 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record. Upon your request. you have 
the right to free copies of documents which we will present into evidence at the fair hearing. Also, upon request, you have 
the right to free copies of other documents from your case record which you need for your fair hearing. To request such 
documents or to find out how you may review your case record. call the number indicated on the first page of this notice. 
or send a written request to us at the address listed at the top of the first page of this notice. 

If you want additional information about your case, how to request a fair hearing, how to gain access to your case file 
andlor additional copies of documents. you may call the number indicated on the first page of this notice or write us at the 
address listed at the top of the first page of this notice. 



XTTACH?E?rT 2 1  
FOOD STAMP NOTICE 

OR Agency Conference 
Fair Heanng inlormation 
and assistance 

TO HOUSEHOLD OF DISQUALIFIED INDIVIDUAL 
NAME AND ADDRESS OF ACENCWCENTEL OR otsTntcT OFWE 

\SE NUUIIER 1 CIN I nio NUMBER 

OFFICE NO WORMER NO UNIT OR W W E R  NAME 

CASC NAME IaM CIO N m u  1 P r M l  AND ADDRESS I 

TELEPWHE NO 

GENERAL TELEPHONE NO FOR 
OUESTIONS OR HELP ................................................... 

It has been determined that 

violation of the Food Stamp Program and will be disqualified from receiving food stamps 

0 for a period of - months 0 permanently 

committed an intentional 

effective This determination was made as a result of: 

I An administrative disqualification hearing held on , which resulted in a 

decision dated 

0 A waiver to an administrative disqualification hearing signed on 

0 The individual@) being found guilty of a crime or offense by a court of law on 

0 A disqualification consent agreement signed on 

It was also determined that, as a result of this violation, your household received an overissuance of food stamps 

I 
for committing an intentional violation of the Food Stamp Program. 

in the amount of 5 . (IMPORTANT - SEE NOTE BELOW) 

We have reviewed your food stamp case to determine the amount of food stamps that your household is entitled 
to receive during lhis ,disqualification period. The total income of the disqualified indivtdual(s) is included in the 
food stamp budget calculation. 

As a result of this disqualification. your household's food stamp entitlement will be as follows: 

0 Your household will receive a monthly allotment of $ tn food stamps for the months of 

(The allotment may be further reduced i f  your household agrees to repay the overissuance by allotment reduc- 
tion. Your household will receive a separate notice before this reduction would occur.) 

to 

0 Although your household's certification period expired on , your household 
still may be eligible for food stamps. To see i f  you are, please contact the Food Stamp Office to find out how 
to reapply. 

- 0 You are no longer eligible for food stamps as of . because 

The REGULATION which allows us to do this is 18 NYCRR Part 399. - 
NOTE: If the eisgualifted tneivieuel ems not agrw to repay the overissuance this Agency may take appropnate action against 

you to recover the Ovenssudnce The REGULATION which allows us to do this IS 18 NYCRR 399 9(r) 

Enclosed is a budget worksheet which explains how we reduced or terminated your food stamps as described 
above. 

1 
REGUUTIONS REOUIRE THAT V W  IMMEDIATELY NOTIFY THIS DEPARTMENT 

OF ANY CHANGES IN NEEDS. INCOME. RESOURCES. LIVING ARRANGEMENrS OR ADDRESS 

YOU MAY ASK FOR A FAIR HEARING IF YOU ARE NOT SATISFIED WITH THE DECISION ON THE AMOUNT OF FOOD STAMPS YOU 
WILL RECEIVE OR IF THE DlSOUALlFlED INDIVIDUAL HAS REOUESTED TO BE BUT IS NOT RESTORED TO THE HOUSEHOLD'S FOOD 
STAMP BUWET AFTER THE END OF THE DlSOUALlFlCATlON PERIOD. 

BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 
Enclasurm 
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RIGHT TO A CONFERENCE: You may have a conference to review the benefits to be provided to the remaining household 
members during the disqualification period. or the district's failure lo restore the disqualified individual upon request to the 
household's food stamp budget alter the end of the disqualification period indicated. If you want a conference. you Should 
ask for one as soon as possible. At the conference, if we discover that we made a wrong decision or if. because of infor- 
mation you provide. we determine to change our decision. we will take corrective action and give you a new notice You 
may ask for a conference by calling us at the number on the first page of this notice or by sending a written request to us 
at the address listed at the top of the first page of this notice. This number is used only for asking for a conference. 
It is not rho way you request a fair hearing. If you ask for a conference you are still entitled to a fair hearing. Even if 

you ask for a conference. you still have only 90 days from the date of this notice to request a fair hearing. Read below for 
fair hearing information. 

RIGHT TO A FAIR HEARING: You may request a State fair hearing by: 

(1) Tekphonhg: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

If you live in: New York City (Manhattan, Bronx. Brooklyn. Queens, Staten Island): (212) 488-6550 

If you live in: Cattaraugus, Chautauqua, Erie. Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877 

If you live in: Allegany, Chemung, Livlngston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates 

If you live in: Broome, Cayuga, Chenango, Cortland, Jefferson, Lewis, Madison, Oneida. Onondaga, Oswego. 
St. Lawrence, Tompkins or Tloga County: (315) 428-41 17 

I f  you live in: Albavy, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, He 
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockland, Saratoga, Schenecaay, 
Schoharie, Suffolk, Sullivan. Ulster, Warren, Washington or Westchester County: (51 8) 474-8781 

County: (716) 238-8282 

OR 
(2) Wrifing: By sending a copy of this notice completed. to the Office of Administrative Hearings, New York Slate Depart- 

ment of Social Services. P.O. Box 1930. Albany, New York 12201. Please keep a copy for yourself. 

0 I want a fair hearing. The Agency's action is wrong because: 

Signature of Client Date 

YOU HAVE 90 DAYS FROM THE DATE OF THIS NOTICE TO REOUEST A FAIR HEARING 

If you request a fair hearing, the State will send you a notice informing you of the time and place of the hearing. You have 
the right to be represented by legal counsel. a relative. a friend or other person, or to represent yourself. At the hearing 
you, your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
why the action should not be taken, as well as an opportunity to question any persons who appear at the hearing. Also. 
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents such as this 
notice. paystubs. receipts, medical bills, heating bills, medical verification, letters. etc. that may be helpful in presw'inq 
your case. 

LEGAL ASSISTANCE: If you need free legal assistance, you may be able to obtain such assistance by contacting your 
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Society or advocate group by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this notice. 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record. Upon your request, you have 
the right to free copies of documents which we will present into evidence at the lair hearing. Also. upon request, you have 
the right to free copies of other documents from your case record which you need for your fair hearing. To request such 
documents or to find out how you may review your case record, call the number indicated on thedirst page of this notice. 
or send a written request to us at the address listed at the lop of the first page of this notice. 

I f  you want additional information about your case, how to request a fair hearing, how to gain access to your case file 
andlor additional copies of documents, you may call the number indicated on the first page of this notice or write us at the 
address listed at the top of the first page of this notice. 



DfS4OS1 lVO91 ATTACHMENT 22 

FOOD STAMP NOTICE TO DISQUALIFIED INDIVIDUAL(S) 
NAME AND ADDRESS OF AGENCVlCENTER OR DlSTRlCl OFFCE INOTICE 

DATE: 

ClN I RID NUMBER CASE NUMBER 

CASE Y4ME i 4 W  C.0 Nam( 41 P w ~ n l l  AND 4DDRESS 

JFClCE NO 

I 

UNIT NO WORUER NO UNIT 39 WORKER NAME TELEPHONE NO 

r 
OUESTIONS OR HELP .-...-........................__._............_..... 
OR Agency Conference 

You are being disqualified from receiving food stamps because of the reason checked below 

0 You were determined to have committed an intentional violation of the Food Stamp Program after an 

administrative disqualification hearing held on ,which resulted in a decision 

dated 

0 You waived your right to an administrative disqualification hearing by signing a Waiver on 

~~~~~~ ~ ~ 

0 

0 
Based on the above, you are subject to disqualification from the Food Stamp Program for the period of time 
checked below: 

0 
0 
0 For 

At the end of your disqualification period you must contact the Food Stamp Office i f  you want to reapply 
for food stamps. You will not be automatically restored to the Food Stamp Program. 

0 

You were found guilty of a crime or offense by a court of law on 
an intentional violation of the Food Stamp Program. 

You signed a disqualification consent agreement on. 

for committing 

For 6 months because this was your first intentional program violation. 

For 12 months because this was your second intentional program violation. 

months as contained in the sentencing by the court. 

If this box is checked, you are permanently disqualified from receiving food stamps because this was your 
third intentional program violation. 

THE ACTION BEING TAKEN AT THIS TIME IS CHECKED BELOW: 

0 I f  you are currently getting food stamps, beginning on 
receive any food stamps for the period identified above. 

you will not 

0 If you are not getting food stamps now, you will be subject to the above disqualification penalties whenever 
you apply and are eligible for food stamps again. 

The REGULATION which allows us to do this is 18 NYCRR 399.6. I - 
I I f  you do not agree with this decision, you can appeal this decision in an appropriate court of law. 

If you have any questions, please call the Food Stamp Office at 



.AS€ YUMBER 

1 
CASE NAME ( A M  CtC Nan* 11 Preuni l  AN0 4DDRESS 1 

CIN I RID NUMBER 

OUESTIONS OR HELP ............................._......____._.___...... 
OR Agency Conference 

Y 
I 

)FFICE NC I TELEPHONE NO UNIT NO I WORKER NO UNIT OR WORKER NAME 

SECTION II - METHODS OF PAYMENT 

1 REPAYMENT BY CASH AND/OR FOOD STAMPS METHOD 

You may repay the entire amount 01 the werisuance in cash or lood stamps a11 at once or you may use casn or lood stamps lo repay pan 
of the claim now and then repay the rest in installments You may Choose to repay the entire amount 01 the overissuance in tnstallrnents 

Please check the repayment method you msh to use and sign your agreement 

0 AII at once 

0 Monthly Payments only 

Type 01 Repayment 0 Cash 0 Food Stamps 

I agree to repay by this method 

Signalura 01 disqualilied individual 11 in the household 

Signeture of head 01 household 
(I1 not the same as the disqualified individual) 

0 We will contact you to discuss the repayment method you have chosen and give you a written statement showing how much you will be 
repaying (and how long your payments will continue should yw choose to repay through monthlylquanerly paymenls) 

II you la11 to make payments as agreed you will be contacted to discuss a new repayment schedule or it a participating household your 
benelits may be reduced by allotment reduction 

0 If your houSehOld’S Iinancial circumstances change. you may contact this Agency at the telephone number above to renegoliale your 
repayment agreement 

0 Part now, the rest in monthly payments 

Ouanerly Payments only 

0 Part now. the rest in quarterly payments 
(11 you receive your lood stamps quarterly) 

(if you receive your food stamps quarterly) 

Date 

Date 

OR 
2 REPAYMENT BY ALLOTMENT REDUCTION METHOD 

Should you choose this repayment method, the amount of lood stamps we will keep lrom your hOUSbh0ld’S moplhly/quafterly allotment is 
explained next to the box  checked below 

0 AGENCY ERROR. The amount will be discussed with you and will be the amount you agree to pay each montiquarter 

0 INADVERTENT HOUSEHOLD ERROR NOT CAUSED BY THE AGENCY - (0% of your housbhold‘s monthly benelit. or $10. which- 

0 INTENTIONAL PROGRAM VIOLATION . 20% 01 the amount your household M U M  have received I1 the household member(s) had 

ever is greater 

nm b w n  disqualilied. or $10, whichever is greater 

We will send you a notice lo explain the method used to determine the amount of your lood stamp allotment reduction and tell you the 
amount 01 food stamps you will get while you are repaying mth this method This repayment schedule may change without notice 11 your 
lood stamp allotment amounl changes 

I agree to repay by this method 

Signeturn of disqualified individual if in the household 

Slgnatun 01 head 01 household 
(I1 not the same as the disqualified individual) 

If your household’s financial circumstances chnnge. you may contact this agency at the telephone number above to renegotiate your repay- 
ment agreement 

Date 

Date 

IF YOU NEED HELP IN COMPLETING THIS AGREEMENT, PLEASE CALL US AT THE TELEPHONE NUMBER ABOVE 



NOtlCC 
I OATC: 

:AS€ w u a i n  1 SIN I 110 Nuuacm 

I 
I GENERAL TELEPHONE NO FOR 

OUESTIONS OR HELP .................................................... .1 

C A M  A N 0  AODLIESS OC AGCNCV'CEMTLC 08 31Sl.C- ;8SCt 1 
I 

I --t 

c! ACCEPT the Medical Assistance application dated , with coverage 
as follows: 

- OR Agency Conlrrmce 
Fair nranng mlormatlon 
and amstance -~ 
Record Accesi 

Legal Assistance information - 

c All covgred care and services effective , for (name(s)) 
If  the eligible 

individual(s) does not already have a valid Medical Assistance Identification Card(s) and is entitled 
to receive one. one will be sent within 15 days. This card must be shown to the Medical Assistance 
provider whenever care is needed. 

I 

Emergency medical care and services only. for (name(s)) 
~ ~ , from to 

c The applicant(5) may be eligible for direct reimbursement of medical expenses paid on or after 

. We will notib you of our decision. 

DENY the Medical Assistance application dated for (name@)) 
because. 

. The allowable Medical Assistance 0 The applicant(s) has RESOURCES totaling $ 

resource standard is $ The difference between these (S 1 
is the EXCESS RESOURCE amount. 

0 In addition to excess resources, the applicant(s) has EXCESS INCOME in the amount of 
/month. The enclosed information explains how individuals may become $ 

eligible under the EXCESS INCOME PROGRAM. 

c Other 

0 TAKE NO ACTION on the Medical Assistance application dated for 

(name(s)) 
since it was withdrawn. 

The LAW(S) AND/OR REGULATION(S) which allows us to do this is 

If any of these actions were taken because of financial circumstances, we have enclosed a budget work- 
sheet(s) so that you can see how we determined eligibility for benefits. 

- 

Limited to illegal andlor undocumented aliens. 

ATTENTION: Parsons a c c w ~  lor M.drcU Amstanco may be rIqiWa for U~tnwm 00 (h.n WWmnr WICI 
For mbmaoon on UFEUNE. call Now Yon TeWhona. rolchvo at 1800555.5000 

REGUUTIONS R M U I R E  THAT YOU IMMEDIATELY NOTIFY THIS DEPARTMENT 
OF ANV CHANGES IN NEEDS, INCOME. RESOURCES. LIVING ARRANGEMENm OR ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DLCISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RIGHT TO A CONFERENCE: You may havr a conferencr to review them actiona. If you want a mnfrrencr, you should 
aJk !Or O W  a9 won M pO8sibIO. At the conference. if we diUr)ver that we mado the wrong decision or if, W u w  of in&. 
matlon you provide. m chtmirn to chango our decision. we will take corrmivo action and gtw yw a new noti-. you 
may ask for a conferam by ulllng us at the number on the first page of this no t i u  or by wnding a w r i n ~  rsqued to us 
at the address listed at the top of the first page of this notice. This riumber is used only for asking for a conferonce. 
It /a nor th. wry you rrqrnrr a hfr hurlng. If you ask for a conference you are still entitled to a far hemng. Read 
below for fair hesnng information. 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong. you may request a State fair hearing by: 

(1) Tolophonlng: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

I f  you live in: New York City (Manhattan, Bronx. Brooklyn. Oueens, Staten Island): (212) 4886550 

If you live in: Cattonugut. Chautauqua, Erfo, G o n e w ,  Nlrgan, Oriornr or Wyoming County: (71 6) 847-3877 

If you live in: Allqany, Chomung, Llvlngrton, Monroa, Ontario, Schuyler, SWU, Stoukn,  Wayno or Y a t n  
County: (716) 238-8282 

If you live in: Bloome. Cayuga, Chenango, Cortland, Jefforron. Lowlr, Madloon, Omldr, Onondaga. Oaw.oo, 
St. Lawmnce, Tompklnr or Tloga County: (315) 426-4117 

If you live in: Albeny, Clinton, Calumbla, Dolrwrre, Dutcheu, b x ,  Fnnldln, Fukon, Gmno, Hamlkon, Horklmer. 
Montgomery, Nusou, Onngo, OUOQO, Putrum, R m w h r ,  Roekknd, Sontoga, Schenoctldy, 
Schohrie. Suffolk, Sullivan, Uirter, Wamn, Wuhlngton or Wostchortor County: (518) 4748781 

OR 

(2) WrfHng: By sending a copy of this notice compkted. to tho Fair Hearing Sectin, New York State Department of Social 
Services. P.O. Box 1930, Albany, New Yo& 12201. Please keep a copy for yourself. 

0 I want a fair hearing. The Agency's action is wrong t)ecauw: 

Signature of Client Date 

YOU HAVE 80 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING 

If you request a fur heanng, th. State will s e d  you a notla informing you of the h m  and plaw of the heanng. You have 
the right to be represented by legd WUW, a d.thr., a f n M  or 0th.r pUUOn, or to m t  youndf. At the hemng 
you, your attorney 01 othw mil haw the opportunity to preaonl wnttm and oml em%nu to demonstrate 
why the a d m  should ro( k Won. u mli u M opportunity to quc#tkn my pMonr who .pp.u at the hemng. Alw. 
you have a nght to M n g  to sp.lk in your favor. Yw should bring to th. h.Mng any documents such as this 
nottcu, paynuba, receipts. modk.l billr. heathg kllr. m e d M  v.nfiutkn, I.n.n. etc. that may be h lp fu l  in prownttng 
your cam. 

LEGAL ASSISTANCE If you nssd free legal oaaiaMce, you may k able to obtun such asamtnnce by contacting your 
local L e g a l  Aid Society or Other 1Sg.l advocate group. You may lacpto the nearwt LoQd Ad SOuot~ or advocate group by 
checking your Yellow Pages under "Lawyers" of by calling the number indicated on the R n t  p.90 of this notice 

ACCESS TO RECORDS I INFORMATION: You have the nght to rmew your cam rscord. Upon your request. you have 
the nght to free copies of document9 which we mil present into evidsnco at the fur hemng. Also. upon request you have 
the right to free copies of other documenm from your WI rrcord whch you need for your Wr hOMng. To request such 
documents or to find out how you may rmw your cam record. call the number indIca1.d on the hrst page of (his notico. 
or send a W e n  request to us at the addnsr listed at the top of the fir% p.0. of this not-. 

If you want additional information about your w., how to requast a hur bmng, how to gun ACcOw to your caw fils 
andlor additional copies of document& you may 41 th. number indicated on the fimt p.ol of thu not~ce or write us a1 the 
addreso Iiated at the top of tho A n t  p.0. of Lhir nottcr. 



EXPLANATION OF THE EXCESS INCOME PROGRAM 

The following is an explanation of how you may become eligible for Medical Assistance and receive help 
with your medical bills even though your income may be over the limit. Please contact your social services 
worker if you need help understanding this letter. 

If you have applied for Medical Assistance. our written notice to you will tell you if you have income over 
the Medical Assistance income level and tho amount by which your income is over. This amount is also 
called excess income. If your net income is over (in e x c m  of) the Medical Assistance level for your family 
size for a period in which you want help with your medical bills, you may receive Medical Assistance coverage 
only if either of the following conditions are met. 

A. Outprtlrnt Can and Sorvlco (On. Month Ellglblltty) 
You can become eligible for Medical Assistance for outpatient care and services if in any month you 
have medical bills that are equal to or more than the amount of your excess income. 

This is possible under the Exco8s Income Program which provides outpatient coverage on a month- 
to-month basis for people who become eligible by bringing us their paid or unpad medical bills which 
add up to at least the amount of their monthly excess income. You must present these medical bills 
to the agency when they add up to at lenst the amount of your excess income. 

When you incur (owe) or have paid the amount of your monthly excess income and have submitted 
these bills and/or receipts to the agency, you may receive Medical Assistance coverage for all other 
eligible outpatient services for that month. 

OR 

8. Outprtlrnt and Inprtlrn~arpitrl Can a d  S.rvk# (SIX M o n t h  Ulglblllty) 
You can become eligible for Medical A5sidMCe far all appropriate medical care and services (inpatient 
and outpatient) if you become haspitallred and/or am seeking help with your inpatient hospital bills, 
and if you incur (owe) or have paid an amount of medical bills equal to your monthly excess income 
for six months. Once you have medical bills (paid or unpaid), including any other medical bills besides 
your hospital bill that equal this six months' figure and present them to the agency, you will then 
receive Medical Assistance coverage each month for these six months for all other covered medical 
expenses (whether in-hospital or not). 

C. Modlun, Prtvrtr Ifuunna and Uw of Bill 
If a bill or service is covered in full by Wkan or private insurance, it cannot count as a medical 
expense to meet your monthly excesn. If only part of n bill ie covered by Modlc8.n 01 private insur- 
ance, then that portion which remain8 (nat covered by Medicare w private insurance) can count 
toward reducing or eliminating your monthly e x u ~ 8 .  

Bills for your care, your spouse's care H you live with your spouse M your children under 21 may be 
counted toward your monthly excusa within the following guidelines. Medical bills of a child living with 
you will be considered if the child is Included In the c8w. MedW bills of a child who is not paft of 
your household may also be coosjdefed 50 long M yw m providing medical suppact for the child. 
Bills for your parents care if you are under 21 and lh with your parents may also be counted toward 
meeting your monthly excess. Unpaid bills from prior month8 may be counted toward meeting your 
monthly ex-. Once unpaM bills, whether old 01 current, am credtted toward meaing your monthly 
excess, they cannot be counted again. 

After you have enrolled in the Ex- Incomr Program, you must armnp to either bring in or mail 
in your bills and receiptr each month once you have accumulated medical expenses equal to or 
greater than your excess income. 



We suggest that you make m y  necessary docton appointments oc flll prwcriptima in the earty part 
of each month so that, after you have met your excess amount, you can have the benefit of B Medical 
Assistance card to use for the payment of other medical expenses for that month. Medical Assistance 
may also be available for unpaid and certain paid bills for services and supplies received in the three 
calendar months prior to the month you applied. 

D. Pmymont of M e d l c r l  81118 
It is important to check to 5 8 6  i f  your doctor or other medical pemn accepts Medical k i s tance  
payments. Medical Assistance will only pay bills from a doctor, druggist or other provider who accepts 
payments under New York's Medical Assistance Program. However, wen if the doctor or other 
medical person does not accept Medical Assistance payments, you may still usa bills from that 
person, whether paid or unpaid, to meet your excess income amount to qualify under the Exceu 
Income Program (See &Ow). 

E. Allowmble Medlul Exponsm 
You should note that when meeting your excess amount, you can use doctor bills as well as medical 
expenses such as: 

- Transportation expenses to obtain necessary medical services (in most cases). 

- Medical expensas or payments made to therapists, nurses, personal car0 attendants and home 

- Prescription drug bills. 

- Payments made toward surgical supplies, medical equipment, prosthetic devices, hearing aids 

health aides (as required by a physician). 

and eye glasses (as ordered by a doctor). 

You can also use medical expenses which are not covered by the Medical Assistance Program 
such as: 

- Chiropractor's service (and other n o m e r e d  services). 

- Services from nongartlcipatlng p d d e n  (people who pmvide medical services but do not 
accept Medical Assistanca payments). 

- Some over-the-counter drugs and medlcal suppliw such M bandaw and dressings may be 
applied toward reduction of your ex- income If they have been ordered by a doctor or are 
modluily nocu8ary. Bills for cosmajcs and other m e d i c a l  items are not acceptable. 

Certain of thew Mils can be counted only if required by a phydcim. Some of these seervices and 
supplies can also k paid for with your Medical ASSiStMce card, bvt may have m e  restrictions. 

Should there bo a change in your c i rcumstam (financial, household size, ac.). your eligibility in 
the Ex- I nco rn  Program could be affected. All c h m w  must be m e d  to your local social 
~ r v i c ~  om-. 

IF YOU HAVE ANY QUESTIONS, PLEASE CONTACT YOUR MEDICAL ASSISTANCE 
EUQlBlUTV EXAMINER FOR DETAILS. 



MA.Only 

NOTICE OF ELIGIBILITY FOR COVERAGE FOR THE TREATMENT 
OF AN EMERGENCY MEDICAL CONDITION 

: U E  NAME C I S €  NUMBER 041E 

he applicant(s) indicated on the attached DSS-3622 has been determined to be eligible for Medical Assistance 
overage for emergency medical care and services only, for the reason indicated below: 

0 Section 1903(v) of the Social Security Act provides that aliens who are not lawfully admitted for per- 
manent residence or otherwise permanently residing jn the United States under color of law may only 
be provided Medical Assistance coverage for treatment received as a result of an emergency medical 
condition. 

0 The Immigration Reform and Control Act of 1986 (P.L. 99-603) provides that aliens whose status has 
been adjusted to that of Lawful Temporary Resident (LTR) are limited to Medical Assistance coverage 
for emergency services only, unless the alien is: a Cuban-Haitian entrant; aged, or certified blindldisabled; 
under 18 years of age: or a pregnant woman. 

he carelservices provided to (name(s)) 

n by has been 
etermined necessary for the treatment of an emergency medical condition. Therefore, coverage will be provided 
)r this treatment as follows: 

0 FUII coverage 

0 Coverage with a SPENDDOWN requirement. 

Gross monthly income s 

Net monthly income s 
Total monthly deduc!ions - 8 

Allowable income standard - S 
Monthly excess income s .  

Based on these calculations, the liability toward the cost of care for the period of treatment is 

s . (See the enclosed "Explanation of the Excess Income Program" for information on 
how this liability may be met.) 

0 Coverage will be provided for inpatient hospital expenses which exceed S , the 
total amount for which you are responsible under the Catastrophic Illness Program. To determine this 
amount, we use the lesser of 25% of your annualized net income or the difference between your 
annualized net income and the Public Assistance standard for a household your size. 

'he provider@) of medical carelservlces has been notified of your eligibility for Medical Assistance coverage. 

REGUUTIONS REQUIRE THAT YOU IMMEDIATELY NOTIFY THIS OEPARTMENT 
OF ANY CHANGES IN NEEDS. RESOURCES. LIVING ARRANGEMENTS OR ADORESS 

BE SURE TO READ THE ATTACHED NOTICE ON HOW TO APPEAL THIS DECISION 
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CHANGE 

c We will 0 Increase Decrease the amount the Medical Assistance household must soend or 
incur on medical expensos each month in order fo rocetve Medical Assistance coverage. based on fhe 
following calculations: 

Gross Monfhly Income s 
Total Deductions S 

Balance s 
Allowable Income Standard a 
New Monthly Excess Income S 

New Excess Income (six months) $ 

The former monthly excess income amount was s 
The former excess income amount for six months was t 

We will change the manner in which we compute the Medical Assistance spenddown as follows 

Gross Monthly Income S 

Total Deductions s 
Balance s 
Allowable Income Standard s 
Excess Income (monthly) s 
Excess Income (six months) s 

These calculations do not result in any change in the amount you must spend or incur on medical 
expenses each month in order to receive Medical Assistance coverage for the eligible individuals 

This change is effective 

0 Change in income as follows: 

and is k i n g  made as a result of 

.~ ! Other (non-financial) change in circumstances. 

Ptorw rrrd tho rnclo8od oxplrnrtlon of tho EXCESS INCOME PROGRAM. I 

0 DISCONTINUE the Medical Assistance coverage for (name@)) - 
effective ~ zecause 

- 
1 

i The LAW(S) AND/OR REGULATION(S) which allows us to do this IS 

If any of these actions were taken because of financial circumstances. we have enclosed a budget worksheef(s) so 
that you can se4 how we determined eligibility for benefits. 

A ~ W f l O N :  Proms M e &  AJUI1WCO mmy D# Y@lO h? 0 dntoUnl On mW rrrphvn WNZI 
For vtlonne(r0n gn LlFEUNE. cIN New YOR TeWhOM. Wl-bO I I  1-800-5S- 

REGUUNONS REOUlRE THAT YOU IMMEDIATELY NOTIFY THIS DEPARWENT 
OF A N Y  CMANGES IN NEEDS. INCOME. RESOURCES. LIVING ARRANGEMENTS OR ADORESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RIGHT TO A CONFERENCE: You may have a conference to review these actions. If you want a conference. YOU Should 
aSk for One as soon as possible. At the conference. i f  we discover that we made the wrong decision or i f .  Because of infor- 
mation you provide. we determine to change our decision. we will take CortecIIve action and give you a new notice you 
may ask for a conference by calling us at the number on the first page of this notice or By sending a written request 10 us 
at the address listed at the top of the first page Of this notice. This number is used only for asking for a conference. 
It i s  not the way you roquert J fair hr~ring.  I f  you ask for a conference you are still entitled to a fair hearing. if YOU want 
to have your benefits continue unchanged (aid Continuing) until you get a fair hearing decision. you must request a !air 
hearing in the way described below. A request for a conference alone will not result in continuation of benefits. Read 
below for fair hearing information. 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong, you may request a State fair hearing SY: 

(1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

If you live in: New York City (Manhattan, Bronx. Brooklyn. Queens. Staten Island): (212) 488-6550 

If you live in: Cattaraugus. Chautauqua, Erlo, Genesee, Nlagara, Ortrans or Wyomlng County: (716) 847-3877 

If you live in: Allegany, Chemung, Livingston, Monroo. Ontarlo, Schuyler, Sen-, Strubrn, Wayne or Yatas 
County: (71 6) 238-8282 

If you live in: Broome, Cayuga. Chenango. CoHland, Jeffrrson. Lewia, Madlwn. Oneida. Onondaga. Oswago, 
St. Lawrencr, Tompklns or Tloga County: (31 5) 428-41 17 

If you live in: Albany, Cllnton. Columbia, Delawarr. Dutchear, E w x ,  Franklln. Fulton. G m n r .  Hamilton, Harkimrr. 
Montgomery, Naruu ,  Orange. Otsego, Putnam. Renrrelarr, Rockland, Saratoga. Schenectady. 
Schoharle, Sutlolk, Sullivan. Ulster, Warren, Washington or We8tchrster County: (51 8) 474-8781 

OR 

(2) Writlng: By sending a copy of this notice completed. to the Fair Hearing Section. New York State Depanment of Social 
Services. P 0. Box 1930. Albany. New York 12201. Please keep a copy for yourself 

- - I want a fair hearing. The Agency's action is wrong because: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING 

If you request a fair heanng. the State will send you a notice informing you of the time and place of the hearing You have 
the right to Be represented by legal counsel. a relative. a friend or other person. or to represent yourself At the hearing 
you, your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
why the action should not be taken. as well as an opportunity to question any persons who appear at the hearing Also. 
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents such as this 
notice. paystuBs. receipts. medical bills. heating bills. medical verification. letters. etc. that may be helpful in presenting 
your case 

CONTINUING YOUR BENEFITS: If you request a fair hearing before the effective date stated in this notice you will con- 
t m e  to receive your benefits unchanged until the fair hearing decision is issued. However. i f  you lose the fair nearing. 
we may recover the cost of any Medical Assistance benefits that you should not have received. If you want to avoid this 
possibility. check the box below to indicate that you do no! want your aid continued. and send this page along with your 
hearing request If you do check the box, the action described above will be taken on the effective date listed above 

c I agree to have the action taken on my Medical Assistance benefits. as described in this notice prior to the 

LEGAL ASSISTANCE: If you need free legal assistance. you may be able to obtain such auisTance by contacllng your 
local Legal Aid Society or other legal advocate group You may locate the nearest Legal Aid Society or advocate group by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated OE !he first page of this notice 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record. Upon your rewest you have 
the right to free copies of documents which we will present into evidence at the fair heanng. Also. upon request you have 
the right to free copies of other documents from your case record which you n o d  for your fair heanng To request such 
documents or to find out how you may review your case record. call the number indicated on the first page of this notice. 
or send a written request to us at the address listed at the top of the rim page of this notice 

If you want additional information about your case, how to request a fair hearing, how to gain access to your case file 
and/or additional copies of documents, you may call the number indicated on the first p a w  of this notice of write US at the 
address listed at the top of tho first page of this notice. 

issuance of the fair hearing decision 
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been reevaluated as a result of your: 

Fair Hearing decision. dated 

D Agency reconsideration 

L; Being a class member in the ' court case 
P 

Therefore: 
P 
i: See attached Notice of Decision (DSS-3622) for details of your eligibility. 

We have determined eligibility as follows: 

~ 

Since we have determined eligibility as shown above, you may now be eligible for payment of certain 

medical bills. Please send or bring to us any medical bills for medical care, services or supplies that you 

have for the stated time period Please send us theso bills within 30 days from the date of this notice 

New York State Regulations, Part 500. only allows us to pay these bills for you i f  they are for Services 

covered under the Medical Assistance Program If you have already paid these bills, we can only reimburse 

you at the Medical Assistance rate. We will notify you when we have determined which bills are payable 

and how much we are going to pay 

REGUUTIONS REOUIRE THAT VOU IMMEDIATELV NOrIFY THIS DEPARWENT 
OF ANY CHANGES IN NEEDS, INCOME. RESOURCES. L IV I f f i  ARRANGEMENB OR A D O R E S  

YOU nAvc TnE RIGHT TO APPEAL THIS DECISION 
BE SURE TO RUD THE SACK OF THIS NOTICE ON now TO APPUL THIS DECISION 



RIGHT TO A CONFERENCE: YOU may have a conference 10 review these actions If you want a conference YOU should 
ask for one as soon as possible At the conference. if we discover that we made a wrong decision or i f  Secause of tnfor. 
mrtion you provlae. we eererm~nr to ehrnge our eeclslon. we will Irk6 corroctiv@ actten and give you I I  new netlgt) you 
may #all far a ebntoronoo Iry ealllng ua at the numoet On t f ~  fiml Page Of thi8 nOllcr or by sending a written request to us 
at the address listed at the lop of the first page of this notice This number IS used only for asking for a conference 
It is not tho way you foquOSt a fair hoaring. If YOU ask for a COnfeWnCe YOU are still entitled to a fair hearing Read 
Selow for fair hearing mformation 

RIGHT TO A FAIR HEARING: If  you believe that the above action is wrong. you may request a State fair hearing by. 

( 1 ) Tolephoning: 

If you live in: 

I f  you live in: 

I f  you live in: 

If you live in: 

I f  you live in. 

(PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

New York Clty (Manhattan, Bronx. Brooklyn. Queens. Staten Island): (21 2) 486-6550 

Cattaraugur, Chautauqua. Erle. Gonosor, Nlagarr. Orlrrnr or Wyoming County: (71 6) 847-3877 
Allogany, Chemung, Llvlngrton, Monroo. Ontarlo. Schuyler, Sonoca. Stoubon. Waynr or Yator 
County: (716) 238-8282 

Broome. Cayuga. Chonango. Cortland. Jefforson. Lowlr. Madison. Onoida. Onondaga, Oswego, 
St. Lawronce, Tompkinr or Tbga County: (315) 4284117 

Albany, Cllnton. Columbia. Dolawrrr. Dutchou, E w x .  Frrnklln, Fulton. Groono, Hamilton. Hrrkimor. 
Montgomory, Naruu .  Orango, Ot8.go. Putnam, Ronroolaor. Rockland, Saratoga. Schonoctady. 
Schohario, Suffolk, Sulllvan. Ulrtor. Warron, Washington or Wortchostor County: (51 8) 474-8781 

OR 

(2) Writing: By sending a copy of this notice completed. to the Fair Hearing Section. Now York State Department of Social 
Services. P 0 Box 1930. Albany, New York 12201 Please keep a copy for yourself. 

want a fair hearing. The Agency's action IS wrong because: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING 

If you request a fair hearing, the State will rend you a notice informing you of the time and place of the hearing You have 
the right to be represented by legal counsd. a relative. a friend or other person. or to represent yourself. At the hearing 
you. your attorney or other representative will havo the opportunity to present written and oral evidence to demonstrate 
why the action should not bo taken, as well as an Opportunity to question any persons who appear at the hearing Also. 
you have a right to bring witnesses to speak in your favor You should bring to the hearing any documents such as this 
notice. paystubs. receipts. medical bills. heating bills, medical verification. letters. etc. that may be helpful in presenting 
your case 

LEGAL ASSISTANCE: If you need free legal assistance. you may be able to obtain such assistance by contacting your 
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Society or advocate group by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this notice 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record. Upon your request. you have 
the right to free copies of documents which we will present into evidence at the fair hearing. Also. upon request. you have 
the right lo free copies of other documents from your case record which you need lor your fair hearing To request such 
aocuments or to find out how you may review your case record. call the number indicated on the first page of this notice. 
or sena a written request to us at the address listed at the top of the firsl page of this notice. 

If you want additional information about your case. how to request a fair heanng. how to gain access 10 your case file 
andlor additional coDies of documents. you may call the number indicated on tho first page of thib notice or write us at the 
address listbd at the top of the first page of thia notice. 
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GENERAL TELEPWONE NO FOR 
OUESTIONS OR WELP .................................................... 

This notice IS lo advise you of this Department's decision regarding reimbursemenf of medical bills. 

G The provider(s) listed on the enclosed DSS-3870 (Medical Assistance Reimbursement Detail Form) IS (are) to be 
paid for services 10 you or your dependents for fhe amounf(s) shown. That form aefails the oill(s) you sent US. 

A check for $ is being mailed to you. This represents a reimbursement (payment) to you 
for medical services which you paid. The enclosed form details these reimbursement amounts 

These payments are being made a$ a result of your lair hearing, agency (re)consideration. or as a resulf of a 

COUR case, pursuant lo the notice(s) dated 

In computing the amount of these checks, the Department reviewed the bill(s) sent to us These bills fotaled 

S , Denied bills, if any, are listed along with the reason(s) for denial on fhe enclosed 
DSS-3870 (Medical As~is~ance Rermbursemenf Defail Form). 

The remaining bills are to be paid at the Medical Assistance rate in effect at the time the services were rendered 
(less your excess income. if any). 

0 The bills subminod are not reimbursable by the Medical Assistance Program. The reason@) for denial are listed 
on the enclosed DSS-3870 (Medical Assistance Reimbursement Detail Form). 

The LAW(S) AND/OR REGULATION(S) which allows us to do this is Section 365(a) of Social Services Law and 18 
NYCRR 360-7.5(aHl). 

E7clos"r. 

REGUUTIONS REOUIRE T n l T  YOU IMMEDIAELY NOTIFY THIS DEPARWENT 
OF ANY CHAffiES IN NEEDS. INCOME. RESOUKES. UVlff i  ARRANGEMENIS M ADDRESS 

YOU HAVE THE RlOHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RIGHT TO A CONFERENCE: Yo; may have a conference to review these actions. If you want a conference jhOuid 
ask for one a t  Swn as possible. At the conference. i f  we discover that we made a wrong decision or if. because of infor. 
mation you provide. we determino to change our decision. wo will tako correctivo action and givo you a new notice YOU 

at tho aadrosr llrted at rho too of tho flfat pig0 Of thin notico. thin numD0r ir used only for raking tor 1 ~ o n t ~ r e n ~ o  
It Is not fhr way you roquost a lair hoarlng. If YOU ask tor a conferemce you are still entitled to a fair hearing Read 
betow tor fair hearing information 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong, you may request a State fair hearing by 

may ask !or I tanl8rtntc by eelling ua i t  rne number an th6 !hi page af this n e ~ e  or by s m n g  i wr~tttn raqu#st 10 u~ 

(1 )  Telophoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

I f  you live in: N8w York City (Manhattan. Bronx. Brooklyn. Oueens. Staten Island): (212) 488-6550 

If you live in: Cattaraugur. Chautauqua. Erio, Gonerso, Nlagrra, Orleans or Wyoming County: (716) 847-3877 

If you live in: Allegrny, Chemung, Llvingston, Monroo, Ontrrlo, Schuylrr. Sonoca, Strubon. Wayno or Yatea 
County: (716) 238-8282 

If you live in: Broom.. Cayuga. Chrnrngo, Cortlrnd. Jofforson, Lowla. MadlsOn, Onoida, Onondaga, Oswego. 
St. Lawronco. Tompklnr or Tlogr County: (315) 428-41 17 

I f  you live in: Albany. Cllnton, Columbia, Dolrware, Dutcheu. E u r x ,  Franklin, Fulton, Groono. Hamilton. Horkimor. 
Montgomrry, Naruu.  Orango, Otsogo, Putnrm, Ronurlarr.  Rocklrnd, Saritoga. Schenectrdy, 
Schoharlo, Suffolk, Sulllvon, Ulrtor, Wrrron, Washington or Wortchostor County: (51 8) 474-8781 

oa 
(2) Wrlflng: By sending a copy of this notice complered. to the Fair Hearing Section. New York State Departmont of Social 

Services. P.0. Box 1930, Albany, New York 12201. Please keep a copy for yourself. 

P 
Lf want a fair hearing. The Agency's action is wrong because: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO AEOUEST A FAIR HEARING 

If you request a fair hearing. the State will send you a notice informing you of tho time and place of the hearing You have 
the right to be represented by legal counsel, a relative. a friend or other person. or to represent yourself At the hearing 
you, your attorney or othw representative will have the opwnunity to present written and oral evidence to demonstrate 
why the action should not be taken. as well as an opportunity to question any persons who appear at the hearing Also. 
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents such as this 
notice. paystubs. receipts. medical bills. heating bills. medical venficabon. letters, etc. that may be helpful in presenting 
your case 

LEGAL ASSISTANCE: I f  you need free legal assistance. you may be able fo obtain such assistanc8 by contacting your 
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Society or advocale group Oy 
checking your Yellow Pages under 'Lawyers" or by calling the number indicated on the first page of this notice 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record. Upon your reques! you 'lave 
the right to free copies of documents which we will present tnto evidence at the fair hearing Also, upon request you have 
the right to free copies of other documents from your case record which you need for your fair hearing To *eauest Such 
documents or to find out how you may review your case record. call the number indicated on the first page 0 )  *?is notice 
or send a written request to us at the address listed at the top of the first page of this notice. 

I f  you want additional information about your case. how to request a fair hearing. how to gain access 10 .:-' :as0 Me 
andlor additional copies of documents. you may call the number inaicated on tho first page of this notice or A' 'e JS ar me 
addreSS listed at the top of the tirst page of this notice. 
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NOTICE OF DECISION TO ACCEPTIDENYXHANGE YOUR MEDICAL ASSISTANCE COVERAGE 
(CATASTROPHIC ILLNESS PROGRAM) 

qo I 

GENERAL TELEPHONE NO FOR I 
OUESTIONS OR HELP 

4 ..................................................... 

For the 12 month period from 
to be as follows: 

to 

Income s 
Deductions - s  
Annualized Net Income s 

we estimated your income and deductions 

You are responsible for paying the lesser of the following loward your inpatient hospital care. 

(a) 25% of your annualized net income t 

(b) the difference between your annualized net income and the Public Assistance standard The Public Assist- 

The difference between your annualized net 

OR 

ance standard for a household your size is t 

income and the Public Assistance standard is S -. 

You are also responsible for spending your excess resources. i f  any, toward your inpatient hospital care Your excess 
resources are calculated by determining the difference between your resourcrs and Ihe Medical Assistance resource 
exemption standard. 

Your Resources s 
Medical Assistance Exemption - $ 

Excess Resources s 

BASED ON THE ABOVE CALCULATIONS, THIS DEPARTMENT WILL: 

c! ACCEPT your application dated for the Catastrophic Illness Program from 

to Before the Medical Assistance Program can help pay your hospital expenses 
you must first verify spending your excess resource amount (if any), on your hospital bill Once verified. we will 

pay those covered expenses that exceed S 

Provldd your clrcumrtrncrr remrln unchrngd.  you are eligible for Medical Assistance for any other 

inprtlrnt care and services for one year bepinning 

, the total amount for which you are responsible 

0 DENY your application dated for the Catastrophic Illness Program because 

- 
0 CHANGE (c Reduce c Increase) your contribution as follows: 

You were previously informed that you were responsible for S . 
on a change in your income. resources or other change. you are now responsible for s 
your hospital bill($). 

-toward your hospital bilI(sj Based 

toward 

a TAKE NO ACTION on your application dated for the Catastrophic Illness Program since 
it was withdrawn. 

The 1AW(S) AND/OR REGULATlON(S) which allows us to do this IS Section 366.2 of tho Social Services Law and 

18 NYCRA 360-3.8 ~. 
The enclosed budget worksheet@) explains these calculations. 

REGULATlONS REOUIRE THAT VOU IMMEDIATELV NOnFV TwlS DEPARTMENT 
OF ANY CHANGES IN NEEDS, INCOME RESOURCES. LlVlNG ARRANGEMENTS OR AOORESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE 8ACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION i-C'OS"W 



RIGHT TO A CONFERENCE: You may have a conference to review these actions. If you want a conference should 
ask for one as soon as possible. At the conference. if we discover that we made the wrong decision or If .  3ecause of Infor. 
vation you provide, we determine to change our decision. we will take correctwe act~on and give you a new notrce. you 
may ask for a conference by calling us at the flumber On the first page of this notice or by sending a written request 10 
at the address listed at the top of the first page of this notice. This number is used only for asking for a Conference. 
It is nor rho way you r.quost a fair hoarlng. I f  YOU ask for a confcrencd you are still entitled to a fair hearing. 11 YO,, wa,y 
!o have your benefits continue unchanged (aid Continuing) until you get a fair hearing decision. you must request a fajr 
?caring in the way described below. A request for a Conference alone will not result in continuation of benefits. Read 
below for fair hearing information. 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong, you may request a State fair hearing by: 

(1 )  ToIephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

I f  you live in: Now York Clty (Manhattan. Bronx. Brooklyn. Queens. Staten Island): (212) 488-6550 

If you live in: Cattarrugus, Chrutruqur. Erio. Generoo. Nlrgrrr, Orlornr or Wyoming County: (716) 847.3877 

If you live in: Allegrny. Chemung, Livingston. Monroe. Ontrrlo, Schuylor, Senoca. Strubon, Wryno or Yates 
County: (716) 238-8282 

If you live in: Broome, Cayuga. Chenrngo, Cortlrnd. Jefferson. Lowlr. Mrdlron. Onoidr. OnOnd8gr. Oswego. 
St. Lawronco, Tompkinr or Tlogr County: (315) 42841 17 

I f  you live in: Albany, Cllnton. Columbia. Delrwere. Dutcheu, E s u x .  Fnnklin, Fulton, Greone. Hamilton. Hcrkimer, 
Montgomery, N~SMU, Orrngo. Otsego, Putnrm. Ronsrolrer. Rocklrnd, Srrrtogr, Schenectrdy, 
Schohario, Suffolk. Sullivan, Ulrtor, Wrrren, Wrrhlngton or Wostchertor County: (51 8) 474-8781 

OR 

(2) Writlng: By sending a copy of this notice compkred. to the Fair Hearing Section. New York State Depanment of Social 
Services. P.0 .  Box 1930, Albany, New York 12201. Please keep a copy for yourself. - 

k I want a fair hearing. The Agency's action is wrong because: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REOUEST A FAIR HEARING 

If you request a fair hearing, the State will send you a notice informing you of the time and place of the hearing. You have 
the right to be represented by legal counsel. a relative, a friend or other person. or to represent yourself At the hearing 
you, your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
why the action should not be taken. as well as an opportunity to question any persons who appear at the hearing. Also. 
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents such as this 
notice. paystubs. receipts. medical bills. heating bills. medical verification. letters, etc. that may be helpful in presenting 
your case 

CONTINUING YOUR BENEFITS: If you request a fair hearing before the effective date stated in this notice you will con- 
tinue to receive your benefits unchanged until the fair hearing decision is issued. However. i f  you lose the fair hearing. 
we may recover the cost of any Medical Assistance benefits that you should not have received. If you want to avoid this 
possibility. check the box below to indicate that you do not want your aid continued, and send this page along with your 
hearing request. If YOU do check the box, the action described above will be taken on the effective date listed above 

I agree to have the action taken on my Medical Assistance benetits. as described in this notice prior to the 
issuance of the fair hearing decision. 

LEGAL ASSISTANCE: If you need free legal assistance. you may be able to obtain such assistance by Contacttng your 
local Legal Aid Society or other legal advocate group. You may locate the nearest L e g a l  Aid Soci8ty or advocate group by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this nOl.Ce 

ACCESS TO RECORDS I INFORMATION: YOU havo the right to review your case record. Upon your request YOU have 
the right to free copies of documents which we will present into evidence at the fair hearing. Also. upon request. you have 
the right to free copies of other ~ocuments from your case record which you need for your fair hearing To request sucn 
dOCUmOntS Or to find out how you may review your case record. call the number indicated on tho first page of this notice. 
or send a written request to us at the address listed at the top of the first page of this notice. 

If you want additional information about your case. how to request a fair hearing, how to gain access to your Case fife 
andlor additional copies of documents. you may call the number indicated on the first page of this notice Or Write us at the 
address listed at the top of the first page of this notice. 
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The total gross monthly INCOME is $ . The total monthly deductions are $ 

The difference between these is the net monthly income. This is $ The allowable income 

standard for a family household your SILO is $ The differsncr between the monthly net 

income and this standard ($ ) is the monthly spenddown or excess income amount. 

The excess income for six months is $ 

* o n m  w J N I ~  aa **On*En wuc I 'lJL€?rON€ r0 

BASED ON THE ABOVE CALCULATIONS, THIS DEPARTMENT WILL: 

ACCEPT the application dated ~ for (name@)) 

with a SPENDDOWN requirement for. 

a OUtpitlrnt Modlcrl C8rr OnQ. You have verified paid or unpaid medical expenses (outpatient or inpatient) 

which equal S , (the excess income for the month(s) of 

The Medical Assistance Program will pay those covrrsd outpatient 
expenses which oxcoed tho monthly spenddown for the month(s) noted. The applicant(s) noted above may 
become eligible for Medical Assistance for outpatient care and sacvices in any month by submitting to this 
Depanment bills or receipts for medic8l expenses equal to the monthly spenddown amount indicated above 

0 Outpitlrnt and Inpatlent Hospital Modlcrl Car0 (all covered care and services) - You have verified paid 

or unpaid medical expensor which equal 5 (the excess income for the six month period 

from to ) The Medical Assistance Program 
will pay any additional covorod medical expenses incurred during this six month period. 

0 The applicant(s) anticipates meeting the excess income amount on a month-tcrmonth andlor six month 
basis. When medical bills and/or receipts have been submitted to the Depanment for the appropriate 
amount, the eligible individual(s) will receive the corresponding Medical Assistance coverage 

@ DENY fhe application dated for (name@)) > 

because you have indicated 
in the application that the applicantls) does not have any unpaid medical bills. or any paid medical  ills 'or ser- 
vices received within three months prior to the month of application which egual or exceed the montnly spend- 
down, nor does the appkcant(s) anticipate incurring bills in this amount. Should this situation change vou may 

The LAW(S) AND/OR REGULATION(S) which allows us to do this is Srction 366.2(b) Of tho Social Servces Law 

and 18 NYCRR 36060 

The enclosed budget worksheet(s) explains these calculations. 

PLEASE READ THE ENCLOSED EXPLANATION OF THE EXCESS INCOME PROGRAM. IF THE APPLICATION 
HAS BEEN ACCEPTED AND THE ELIGIBLE INDIVIDUAL(S) DOES NOT ALREADY HAVE A VALID MEDICAL 
ASSISTANCE IDENTIFICATION CARD(S) AND IS ENTITLED TO RECEIVE ONE, ONE WILL BE SENT WITHIN 
15 DAYS. 

reapply - 

AnWrlON:  PWWI71 acc.Dnd hV MOUICOI A u I I t M C #  mey & .I- W J dtYOUnt  01 l)mr n*phom W C O .  
For mlonnrm on LIFELINE. cUI Now Y O R  To40cWmo. rorurW #r I -8CGSSQQ).  

REGUUTIONS REOUIRE THAT Y O U  IMMEDIAELELY NOnM THIS D E P A R W E N I  
OF ANY CHANGES IN NEEDS. INCOME. RESOURCES, LIVING ARRAf f iEMENn OR ADDRESS 

YOU HAVE THE RlOHT TO APPCAL THIS DECISION 
BE SURE TO READ THE 8ACK OF THIS NOTICE ON HOW TO APPUL THIS OECISION 



RIGHT TO A CONFERENCE: You may have a conference to review these acttons. If you want a conference. you snouid 
ask for on6 as soon a!# ~03sibl6. At fhe conlmnce. if we diseovei that we rnaec I wrong d0C13iOn or it. because of intor. 
mation you provide. wo derermine to change our docision. wo will take corrbctive action and give you a new notice. YOU 
may ask for a conference by calling us at the number on the first page of this notice or by sending a written request to US 

at the address listed at the top of the first page of this notice. This number IS used only lor asking for a conference. 
H is nor tho wry you q u o a t  J talr hoering. If you ask for a confersnce you are still entitled to a fair hearing. Read 
3elow for fair hearing information. 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong, you may request a State fair hearing by: 

(1) Tolophoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

If you live in: Now York City (Manhattan, Bronx. Brooklyn, Oueens. Staten Island): (212) 486-6550 

If you live in: Catfrrrugur, Chautruqur, Erie. Gonesee, Nlrgarr. Orlernr or Wyoming County: (716) 847-3877 

I f  you live in: Allegrny, Chomung. Livingnton, Monroo, Ontario, Schuylor, Son-, Strubon. Wayno or Yates 
County: (716) 238-8282 

If you live in: Broomo, Cayuga, Chonango, Cortlrnd, Joffonon, Lowir, Mrdlson, Onoidr, Onondaga, Oswogo. 
St. Lrwrenco. Tompklnr or Tloga County: (31 5) 42841 17 

If you live in: Albany, Clinton, Columblr, Delrwrre, Dutchou. ESMX, Franklin, Fulton. G r n n o ,  Hrmitton, Herkimer. 
Montgomery, Nassau, Omngo. Otsogo, Putnam, R o n ~ l r r r ,  Rocklrnd. Srratogr, Schenectady, 
Schohrrlo, Suffolk. Sulllvrn, Ulrtor, Wrnon,  Washington or Wo8tchostor County: (51 8) 474-8781 

OR 

(2) Writlng: By sending a copy of this notice complered. to the Fair Hearing Section. New York State Department of Social 
Services. P 0. Box 1930. Albany, New York 12201. Please keep a copy for yourself. 

want a fair hearing. The Agency's action is wrong bscause: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REOUEST A FAIR HEARING 

If you request a fair hearing. the State will send you a notice informing you of the time and place 01 the hearing You have 
the right to be represented by legal counssl. a relative, a friend or other penon. or to represent yourself At the hearing 
you. your attorney or other representative will have the opportunity to present written and oral evidence 10 demonstrate 
why the action should not be taken, as well a3 an opportunity to question any portans who appear at the hearing Also, 
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents sucn as this 
notice. paystubs, receipts. medical bills. heating bills. medical verification. letters. etc. that may be helpful in presenting 
your case. 

LEGAL ASSISTANCE: If  you need free legal assistance. you may be able to obtain such assistance by contacting your 
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Society or advocate grow by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this notice 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record. Upon your reauest you have 
the right to free copies of documents which we will present into evidence at the fair hearing. Also. upon request you have 
the right 10 free copies of Other documents from your case record which you nesd for your fair hearing To reabest Such 
documents or to find out how you may review your case record. call the number indicated on the first page of fnis notice. 
or send a written request to us at the address listed at the top of the first page of this notice. 

If you want additional information about your case, how to request a fair hearing. how to gain access 10 your case file 
andlor additional copies of documents. you may call the number indicated on the first page of this notice or vyr 'e as at the 
address listed a1 the top of the first page of this notice. 



053-4;. LZ,. ATTACHMST 32 Only 
NOTICE OF INTENT TO CHANGE THE CONTRlBUTlON TOWARD CHRONIC CARE COSTS 

This notice is to inform you that this Department has recalculated the contribution required toward the cost of care 

for the individual named above. Effective , this Department will: 
I k INCREASE the monthly contribution required toward the cost of this individual's care from S to 

s 
The total available income each month (including any support from the recipient's spouse) is f 

The total monthly deductions (including the appropriate income standardlpertonal needs allowance) equal 

s The contribution toward the cost of care is the difference. or S 

REDUCE the monthly contribution required toward the cost of this Individual's care from S to 

s 
The total available income each month (including any support from the recipient's spouse) is S 

The total monthly deductions (including the appropriate income standardlpersonal needs allowance) equal 

s The contribution toward the cost of care is the difference. or S 

This change is being made as a result of: 

The U W ( S )  AND/OR AEGULATION(S) which allows us to do this is ! h t i o n  366 of the Social Services Law and 18 NYCRR 
360-4.9 and 360-4.3(f). 

The enclosed budget worksheet@) explains these calculations. 

REGULATIONS REQUIRE THAT VOU IMMEDIAELV NOn- THIS DEPARTMENT 
OF ANY CHANGES IN NEEDS. INCOME. RESOURCES. LIVING ARRANGEMENIT OR ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS OEClSION 



RIGHT TO A CONFERENCE: You may have a conference to review Ihese actions. If you want a conference. should 
ask for one as soon as possible. At the conference. If we discover thal we made the wrong decision or I f .  oecause of Infor. 
mation you provide. we determine to change our decision. we will, take corrective actton and give you a new notic- you 
may ask for a conference by calling us at the number on the first page of this notice or by sanding a wrinen reguest 10 us 
at the address listed at the top of the first page of this notlce. This number is used only for asking for a conference 
If i s  not fhr way you rrquorf a fair hearing. I f  you ask for a conference you are still entitled to a fair hearing. i f  YOU want 
to nave your benefits continue unchanged (aid continuing) until you gel a fair hearing decision. you must request a fair 
hearing in the way described below. A request for a COnfOrenCe alone will not result In continuation of benefits. Read 
betow lor fair hearing information 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong, you may request a State fair hearing by. 

1 1 1  Tolrphoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

If you live in: Now York City (Manhattan. Bronx. Brooklyn. Oueens. Staten Island): (212) 488-6550 

It you live in: Cattaraugur, Chautauqua, Erlr. Gonrrro. Nlagarr, Orloanr or Wyomlng County: (716) 847.3877 

If you live in: Allegrny. Chrmung. Livingston, Monroo, Ontrrlo, Schuylrr. Srnoca, Strubon. Waynr or Yatrs 
County: (716) 238-8282 

It you live in: Broom., Cayuga, Chrnrngo. Cortlrnd, Jrfferron. Lrwir. Madison. Onoida. Onondaga, Oswcgo. 
St. Lawrrncr, Tompklnr or Tloga County: (315) 428-4117 

If you live in. Albany, Clinton. Columbia, Delrwrrr. Dutchru.  E-x, Franklin. Fulton. Groonr. Hamilton. Herkimar. 
Montgomrry, Nasuu. Orangr, Otrrgo. Putnam, Rrn r r r l r r r ,  Rockland. Sarrtoga. Schrnrctrdy. 
Schoharir, Suffolk, Sulllvan, Ulrtor, Wanrn, Washington or Wrr tchrr t r r  County: (51 8) 474-8781 

OR 

(2) Wrfffng: By sending a copy of this notice cornpkreu. to the Fair Hearing Section. New York State Depanmenr of Social 
Services. P 0. Box 1930. Albany. New York 12201. Please keep a copy for yoursolf. 

- 
'- I want a lair hearing. The Agency's action is wrong because: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REOUEST A FAIR HEARING 

If  you request a fair hearing. the State will send you a notice informing you of the time and place of the nearing You have 
the right to be represented by legal counsel. a relative. a friend or other person, or to represent yourself At  !ne hearing 
you. your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
why the action should not be taken. as well as an opportunity to question any persons who appear at the nearing Also. 
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents sucn as this 
notice. paystubs. receipts. medical bills. heating bills. medical verification. letters, etc that may be helplul In 3resenting 
your case 

CONTINUING YOUR BENEFITS: If you request a fair hearing before the effective date stated in this notice ~ c u  will Con- 
tinue to receive your benefits unchanged until the fair hearing decision is issued However, i f  you lose tf-e 'air nearing. 
we may recover the cost of any Medical Assistance benefits that you should not have received If you 'want '2 3void this 
possibility check Ihe box below lo indicate thal you do not want your did continued. and send this page 34c-g n4:n your 
hearing request If you do check the box. the action described above will be taken on the effective date w e c  dJovc 

c I agree to have the action taken on my Medical Assistance benefits. as described in this no:i;e :*c' !O !he 
lssuance of the fair hearing decision - 

LEGAL ASSISTANCE: If you need free legal assistance. you may be able to obtain such assistance Sy ::-*2:*V your 
local Legal Aid Society or other legal advocate group You may locate the nearest Legal Aid Society or acvc:i'* 70uD 3 Y  
cneckiig your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this -c' :? 

ACCESS TO RECORDS I INFORMATION: YOU have the right to review your c a N  record. Upon your reabes' .ou have 
the right to free copies of documents which we will present into evidence at the fair hearing. Also. upon regbest you have 
the right to free copies of other documents from your case record which you need for your fair hearing To 'eQuOS1 Such 
documents or to find out how YOU may review your case record. call the number indicated on the first page of this notice. 
or send a written request to us at the address listed at the top of the first page of this notice. 

If you want additional information about your case. how 10 request a fair hearing. how to gain access to your Case 1110 
andlor additional copies of document,, you may call tho number indicated on the first page of this noticr or write US St the 
address listed at the top of the first page of this notice. 



QSS 4 0 2 ~  zest ATTACHSST 33 U A  On4 

NOTICE OF INTENT TO ESTABLISH A LIABILITY TOWARD CHRONIC CARE 

VAUE A h 0  ADODESS OF GF.*ClCEUtER CR 3 S'SC' :s: CF. LCCECTIVE 1 y::. DATE: 
I 

1st w iv  

- i 

Z E Q E R A L  TELEPWONE NO FOR 
OUES~IONS om MELP 

OR Agency Conference - -  i 

Legal As i~s i i nce  mformation - I 

..................................................... 

I Fair Heirtng inlormaim 
m a  ass~stinc~ - -  

i 
Record Accew I 

1 

This Department has made a decision concerning eligibility under the Medical Assistance Program of the individual 
named aoove. wno has been determined to DO residing in a medical institution on a permanent basis. (If the tnaivioual 
was previously in receipt of full Medical Assistance coverage or Medical Assistance coverage subject to a SDenOdOwn 

amount of f - , the required contribution towards institutional COSIS is explained below ) 

Date of Application: 

Date of Institutionalization' 

Date of Chronic Care Status. 

We have calculaled the total monthly contribution toward the cost of this individual's care for the periods indicated. as follows 

From: To: 

Gross monthly income f 
Deductions - 
Income Standard/ 
Personal Incidental 
Allowance - 
Conlribution per mo. S 

Payable to: 

INCOME 

- To: . To: i From: 
Gross monthly income S 
Deductions - 
Income Standard/ 
Personal Incidental 
Allowance - 
Contribution per mo. S 

Payable to: 

Gross monthly income S 
Deductions - 
Income Standard/ 
Personal Incidental 
Allowance - 
Contribution per mo. S 

Payable to: 

RESOURCES 

Resources. i f  any, must also be considered in calculating your eligibility. 

From To From To 

Your total resources equal 
Medical Assistance exemption - S Medical Assistance exemption - S 

Excess Resources 

Any excess resources must be contributed toward the cost of care during the period 

The Medical Assistance Program will pay any additional covered institutional costs during the authorized Per od 

The LAW(S) AND/OR REGULATION(S) which allows US to do this IS Section 366 of the Social Sewic_es Law and 18 NYCRR 
360-4 9 and 360-4 3(0. 

The enclosed budget worksheet($) exDlains lhese Calculations 

s Your total resources equal S 

t Excess Resources S 

REGUUVONS REouiRE THAT YOU IMMEDIATELY N O W V  rwis D E P A a w E N r  
OF ANY CHANGES IN NEEDS. REsouacCs,  LIVING ARRANGEMENTS oa ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 

E-cfosutr 



RIGHT TO A CONFERENCE: You may have a conference to review these actions If you want a conference YOU snould 
aSk for one as soon as possible At the conference. if we discover that we made the wrong decision or i f  because of infor. 
mation you provide, wo drtrrminr 10 cnrnge our dSCiSiOn. we will take corrective actlon and give you a new notlee you 
may ask for a conference by cllling us at the numDer on the first page of thts noticr or ~y sending 8 wrtnen rrquo~t to u, 
at the address listed at the top of the first page of this notice This number is used only for asking for a conference 
I f  ts  no1 the wry you f.quo8f J fJh hearing. If you ask for a conference you are still entitled to a fair hearing If want 
to have your benefits continue unchanged (aid continuing) until you get a fair hearing decision. you must request a fair 
hearing in the way described below A request for a conference alone will not result in continuation of benefits Read 
below for fair hearing information 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong, you may request a State fair hearing by 

(1 )  Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

New York Clty (Manhattan. Bronx. Brooklyn, Queens. Staten Island) (212) 488-6550 

Cattarrugus. Chautauqua, Erte. Gonoroo, Nlagara. Orlranr or Wyoming County: (716) 847-3877 

Atlegany, Chemung, Livlngston, Monroo, Ontario, Schuylor, Seneca, Steuben, Wayno or Yates 
County: (716) 238-8282 

Broome, Cayuga. Chenango, Cortland, Jefferson. Lowlr, Madlson. Oneida. Onondaga, Oswego. 
St. Lawrence, Tompklnr or Tloga County: (315) 428-41 17 

Albany, Cllnton, Columbla. Delrwarr, Dutcheu. E u r x ,  Franklin, Fulton, Greens. Hamilton. Herkimar. 
Montgomery, Nassau, Orange, Otsogo, Putnam, Ranr8rlaor, Rockland, Saratoga, Schrnectsdy, 
Schoharlo. Suffolk. Sulllvan, Ulster, Warren, Warhington or Westchestar County: (51 8) 474-8781 

I f  you live in 

I f  you live in 

If you live in 

If you live in 

If you live in 

OR 

(2) WrIUng: By sending a copy of this notice cornpktsd. to the Fair Hearing Section. New York State Departmrnt of Social 
Services. P 0 Box 1930. Albany, New York 12201. Please keep a copy for yourself - 

L. want a fair hearing The Agency's action is wrong because: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REOUEST A FAIR HEARING 

If  you request a fair hearing, the State will send you a notice informing you of the time and place of the hearing You have 
the right to be represented by legal counsel. a relative. a friend or other person. or to represent yourself At the hearing 
you. your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
why the action should not b3 taken, as well as an opportunity to question any persons who appear at the hearing Also. 
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents such as this 
notice paystubs. receipts. medical bills. heating bills, medical vrrification. leners. etc that may be helpful in presenting 
your case 

CONTINUING YOUR BENEFITS: If you request a fair hearing before the effective date stated in this notice. you will Con- 
tinue to receive your benefits unchanged until the fair hearing decision is issued. However. i f  you lose the fair hearing. 
we may recover the cost of any Medical Assistance benefits that you should not have received. I f  you want fo avoid this 
possibility. Check the box below to indicate that you do not want your aid continued. and send this page along with your 
hearing request. If  you do check the box. the action described above will be taken on the effective date listed above 

G I agree to have the action taken on my Medical Assistance benefits. as described in this notice prior to the 
issuance of the fair hearing decision. 

LEGAL ASSISTANCE: If you need free legal assistance, you may be able 10 obtain such assisbnce by conracfing your 
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Sociery or advocate group BY 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this notice 

ACCESS TO RECORDS I INFORMATION: You have the right fo review your care record. Upon your request you have 
the right to free copies of documents which we will present into evidence at the fair hearing. Also. upon request you have 
the right to free copies of other documents from your cafb record which you need for your fair hearing To WQUeSt Such 
documents or to find out how you may review your care record. call the number indicated on the first page of this notice. 
or send a written rsquest to us at the address listed at the top of the l in t  page of this notice 

If you want additional information about your care. how to request a fair hearing. how to gain access to your Case file 
andlor additional copies of d ~ u m e n t s .  you may call the number indicated on the first page of this notice or write US at the 
address listed at the top of the first page of this notico. 



05&02¶ 2891 ATTACHMEXT 3 4  MA Onh, 
NOTICE OF INTENT TO DISCONTINUE 

FOR FAILURE TO COMPLY WITH RECERTIFICATION PROCEDURES 
c m c n n  1 MWA 4*0 rOOnlY W AGCNCyCfNTfR ?I O a $ l q c -  3 6 m t ~  

D A T E  

GENERAL TELEPWNE Ho FOR 
OUESTDNS OR MELP .................................................... 
OR Agency Contwencm 

Fair Meanng tntormaiion 
ma WNK~ 

~ ~~~ 

This notice is to advise you that this Department will discontinue the Medical Assistance coverage of (name(s)) 

effective because: 

0 

0 

You or your representative failed to appear for a face-teface interview on 
this office in order to determine continued eligibility for Medical Assistance. 

at 

If you believe that Medical Assistance should not be discontinued, you or your representative must recertify for 
eligibility. You may do this by appearing at this otfice on or before the effective date specified above. 

If you or a representative were unable to appear for the scheduled interview but do wish to continue receiving 
Medical Assistance. you must contact this Department at the telephone number listed above before the effective 
date of this Department's intended action to discontinue coverage. 

If you or your representative have had your face-teface interview and/or rescheduled the date of the original 
interview please contact this office. 

You or your representative failed to return the recertification form and/or all of the documents necessary to deter- 

mine continued elibibility of (name@) 

for Medical Assistance. The following items are needed: 

0 ~wer t i f i a t i on  ~ o r m  c3 Documentation c] See Attached 

If you wish Medical Assistance to continue. you must return the completed recertification statement andlor all 
of the required documents. to this office on or beforr the effective date noted above. 

If you have submitted the completed recertification form and all of the required documents. please call this 
oftice at the number listed above to confirm that we have received the information. 

If you need a new recertification information packet. you or your represmtativr may obtain one by calling or 
wnting to this othce (numben and address listed at the top of this notice). If coming to our onice A 3erSOn. 
please bring this notice with you. - 

The LAW(S) AND/OR REGUUTION(S) which allow us to do this is 18 NYCRR W 2 . 2 .  

REGULATIONS REOUIRE mAr vou IMHEDIAELV Nonm mrs OEPARWENT 
OF ANY CHANGES IN NEEDS. INCOME. R E S W X E S .  W I N O  ARR*NGEA(WTS Oir AGORE= 

YOU HAVE W E  R!WT TO A P P U L  THIS DLClSlON 
BE SURE TO R U D  THE 0ACK OF THIS NOTICE ON HOW TO A P P L U  THIS DECISION 

' 



RIGHT TO A CONFERENCE: You may have a conference !o review these actions. If you want a conference YOU snouid 
ask for one as soon as possible At the conference. if  we discover that we made the wrong decision or if because of infor- 
mation you provide. we doterrnine 10 chango our eeclston. we will take corrective action and give you a new qotlce YOU 
may ask for a conference by calling us at the number on tho first page of this notice or by sending a written rOQUeSt to 
at the address listed at the top of the first page of this notice This number is used only for asking for a conference 
It is not tho wry you roquost a fair hoorfng. If you ask for a conferenc-e you are still entitled to a fair hearing. I f  YOU want 
lo have your benefits continue unchanged (aid continuing) until you get a fair hearing decision. you must request a fair 
hearing in the way described below. A request for a conference alone will not result in continuation of eenefits Read 
below for fair hearing information. 

RIGHT TO A FAIR HEARING: If you believe that the aeove action is wrong, you may request a State fair hearing by: 

( 1 )  re~ophoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

If you live in: Now York City (Manhattan. Bronx. Brooklyn. Queens. Slaten Island): (212) 488-6550 

If you live in: Cattaraugur, Chautauqua. Erlo, go no so^. Nlagara. Orloans or Wyoming County: (716) 847.3877 

If you live in: Allogany. Chomung, Livingston. Monroo. Ontario, Schuylor, Sonrca, Strubon, Wayne or Yates 
County: (71 6) 238-8282 

If you live in: Broome, Cayuga, Chonango, Cortland, Jofferson; Lowlr. Madison, Oneida, Onondaga. Oswego, 
St. Lawrencr, Tompkinr or Tiogr County: (315) 4284117 

I f  you live in: Albany, Clinton, Columbia, Dolawarr, Dutchors. Eaux, Frrnklln, Fulton, Groonr. Hamilton, Herkimor. 
Montgomory, Na tuu .  Orang., Otsego, Putnam. Ronssolaor, Rockland, Sarrtoga. Scflonoctady. 
Schohario, Suffolk. Sullivan, Ulrtor, Wanon, Washington or Wottchortor County: (51 8) 474-8781 

OR 
(2) Writlng: By sending a copy of this notice completed. to the Fair Hearing Section, New York State Department of Social 

Services. P.O. Box 1930. Albany. New York 12201. Please keep a copy for yourself. 

? I want a fair hearing. The Agency's action is wrong because: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING 

I f  you request a fair hearing, tho State will send you a notice informing you of the time and place of the hearing You have 
the right to be represented by legal counsel, a relative. a friend or other person. or to represent yourself At [he hearing 
you. your attorney or other representative will have the oppoftunity to present written and oral evidence !o demonstrate 
why the action should not be taken, as well as an opportunity to question any persons who appear at the qearing Also. 
you have a right to bring witnesses to speak in your favor You should bring to the hearing any documents such as Ihis 
notice. paystubs. receipts. medical bills. heating bills. medical verification. letters. etc. that may be helpful n vesenting 
your case 

CONTINUING YOUR BENEFITS: If you request a fair hearing before the effective date stated in this notice ,ou will con- 
tinue to receive your benefits unchanged until the fair hearing decision is issued. However, i f  you IOSe the 'air hearing. 
we may recover the cost of any Medical Assistance benefits that you should not have received If you wan! '3 avoid this 
possibility. Check the box below to indicate that you do not want your aid continued. and send this page lion9 aith your 
hearing request If you do check the box, the action described above will be taken on the effective date listcc move 

G I agree to have the action taken on my Medical Assistance benefits. BJ described in this notlce :'or to the 
issuance of the fair hearing decision 

LEGAL ASSISTANCE: I f  you need free iagai dssistance. you may be able to obtain such assiyance Dy ::"3C' "9 Your 
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Society or aobci.i'? Group by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the fiNt page Of this Y' 

ACCESS TO RECORDS I INFORMATION: YOU have the right to review your case record. Upon your rea-ei' .ou have 
the right to free copies of documents which we will present into evidence at the far hearing. Also. upon reckes: have 
the right to frW copies of other documents from your case record which you n o d  for your fair hearing f o  'PCueSt SUCh 
documentS or to find out how you may review your case record, call the number indicated on the first page Of  I n6  nOtiC0. 
Or Send a written request to us at the address listed at the top of the first page Of this nOtlC0 

I f  you want additional information about your case. how to request a fair hearing, how to gain aCCeSS 10 Your Case file 
andlor additional copies of documents. you may call the number indicated on the first page of this notice or write US at the 
address listed at the top of the first page of this notice 
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I NAME AN0 AOORESS (x bGENClhENTER OR OlSTRCT WFCI EFFECTIVE 
DATE: 

NOTIFICATION OF ADVERSE UTILIZATION REVIEW DECISION 
AND FAIR HEARING RIGHTS 

OR Agency Confrrrncr 
Fair Hearing informatmn 
and assistanca 

Record Accra ' 

L 

r 

Legal Asslstancr information 

7 GENERAL TELEPHONE NO FOR 
OUESTIONS OR HELP ........._......._............. =........._.......... 

)FFICE NO UNIT NO TELEPHONE NO 

On the Utilization Review Committee at your facility decided that you 

do not require (skilled nursing, health related) facility level of care which you have been receiving. As soon 
as arrangements are made, you should be (transferred to a facility, 

discharged). 

The reason for this decision and a copy of your Long-Term Care Placement Form (PRI or equivalent) which 

lives an evaluation of your present condition are attached. 

As a result of this decision, this Department of Social Services intends to stop Medicaid payment for your 

present level of care on . I f  you require placement in another level of 

care facility, Medicaid payments may continue beyond this date until a transfer can be made. 

A transfer cannot be approved or implemented to a location outside your present facility unless you volun- 

tarily agree to specifically identified facilities or locations. I f  you now object to such a transfer, you should 

immediately contact the social worker in your facility and your social services district representative identi- 

fied below,.A transfer from one level of care to another level of care within a two level facility (combined 

SNF-HRF, or combined HRF-Domiciliary Care Facility, etc.) can be approved and implemented without 

your voluntary consent. 

The REGULATIONS upon which this action is based are as follows: 
18 NYCRR 505.9(8), 358.3, 358.4, 360-2.8, 360-2.9, 360-6.5. 505.20 AND 
10 NYCRR 416.9, 421.13, 85.14-85.17, 414.14, 730.17. 731.11, 740.14, 741.14. 

TELEPHONE NUMeER IAME OF AUTHORIZED DEPARTMENT REPRESENTATIM TITLE 

. .  I I 
,ICNATUAE OF AWTHOR12EO OEPARTMENT REPRESENTATIVE 

I 

REGULATIONS REOUIRE THAT YW IMMEDIATELY NOTIFY THIS DEPARWENT 
ff ANY CHANGES IN NEEDS. INCOME, RESOURCES. UVINQ ARRANGEUENrS OR ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL M I S  DECISION 

E ~ l a u r r  

cc Patient's Physician 
Patient's Relative, Sponsor, Represenlalive 
Facility Administrator 



RIGHT TO A CONFERENCE: You may have a conference to review these actions If you want a conference you should 
ask for one as soon as possible At the conference, 11 we discover that we made a wrong decisionlor 11. because of infor- 
mation you provide, we determine to change our decision, we will take Corrective action and glve you a new notice You 
may ask for a conference by Calling us a1 the number on the first page of this notice or by sendingla written request to US 
at the eddreas lirled at the lop Of the first page of this notice. This number Is used only for asklng for a conference 
I t  Is  nof the way you requerf a fair hearfng. If you ask lor a conlerence you are still entitled to a lair hearing If you want 
to have your benefits continue unchanged (aid continuing) unlil you get a lair hearing decision. you must request a fair 
hearing in the way described below. A request for a conlerence alone will not result in continuation 01 benefits Read 
below lor lair hearing inlormation. 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong, you may request a State fair hearing by: 

(1) Telcphonlng: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

I1 you live in: 

I f  you live in: 

If you live in: 

If you live in: 

11 you live in: 

New York City (Manhattan. Bronx, Brooklyn. Oueens, Staten Island): (212) 488-6550 

Cattaraugus. Chautauqua, Erie. Genesee, Nlagara, Orleans or Wyomlng County: (71 6) 847-3877 

Allegany, Chcmung, Livingston, Monroe, Ontario, Schuylcr, Seneca, Steubcn. Wayne or Y a t o  
County: (71 6) 238-8282 

Broome, Cayuga. Chenango, Cortland, Jefferson. Lewis, Madison, Onelda, Onondaga. Oswcgo, 
St. Lawrence, Tompklnr or Tloga County: (315) 428-4117 

Albany, Cllnton, Columbia, Delaware, Outchess. Essex. Franklln, Fulton, Grcene. Hamllton, Hcrklmer, 
Montgomery, Nassau, Orange. Otsego, Putnam, Rensrelaer, Rockland, Saratoga, Schenectady, 
Schoharle, Sutfolk. Sulllvan, Ulster. Warren, Washlngton or Wertchester County: (51 8) 474-8781 

oa 
(2) Wrfffng: By sending a copy of this notice cornplefed, to the Fair Hearing Section, New York Slate Department of Social 

Services, P.O. Box 1930, Albany, New York 12201. Please keep a copy for yourself. 

0 I want a fair hearing. The Agency's action is wrong because: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REOUEST A FAIR HEARING 

Please note that the Fair Hearing will be held at your nursing home or health related facility upon your request. When making 
your request. by whichever method. It is important that you stale that you are appealing a utillralion review decision. 

t i  you request a lair hearing, the Slate will send you a notice informing you of tho limo and place 01 the hearing. You have 
the right to be represented by legal counsel, a relative, a friend or other person, or lo  represent yourself. At the hearing 
you, your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
why the action should not be taken, as well as an opportunity to question any persons who appear at the hearing. Also, 
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents such as this 
notice. payslubs, receipts, medical bills. heating bills, medical verilication, letters, etc. that may be helpful in presenting 
your case. 

CONTINUING YOUR BENEFITS: If you request a lair hearing before the eflective date stated in this notice. you will con- 
linue to receive your benelits unchanged unlil the lair hearing decision is issued. However, i f  you lose the fair hearing. we 
may recover Medical Assistance benefits. If you want to avoid this possibility, check the box below to indicate that you do 
not want your aid continued. and send this page along with your hearing request. If you do check the box. the action 
described above will be taken on the ellective date listed on Ihe first page of this nolice. 

0 I agree to have the action taken on my Medical Assistance benelils. as described in this notice. prior lo the 
issuance of the lair hearing decision. - 

LEGAL ASSISTANCE: I f  you need free legal assistance. you may be able to obtain such assistance by contacting your 
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Society or advocate group by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this notice. 

ACCESS TO RECORDS I INFORMATION: You have the right to review your c a w  record. Upon your request, you have 
the right to lree copies of documents which we will present into evidence at the fair hearing. Also. upon request. you have 
the right to free copies of other documents from your case record which you need for your fair hearing. To request such 
documents or to find out how you may review your case record, call the number indicated on the first page 01 this notice. 
or send a written request to us at the address listed at the top of the first page of this notice. 

If you want additional information about your case, how to request a fair hearing, how to gain access to your case file 
andlor additional copies of documents, you may call the number indicated on the first page of this notice or write US 81 the 
address listed at the top of the lirst page of this notice. 



ATTACHYENT 36 H A  Only 

NOTICE OF DECISION OF INITIAL AUTHORIZATION/ 
REAUTHOAIZATION/OR DENIAL PERSONAL CARE SERVICES 

I GENERAL TELEPHONE NO FOR 
OUESTIONS OR HELP 

OR Agency Conference 
Fair Merring mformriion 
a d  asatstance 

I-......-.....~........._........_......_.._..__..._. 

I Record Accwsi 

This is to inform you of the following action taken on your request for personal care services, effective 

: (Please mad carefully) 

0 INITIALLY AUTHORIZED 

Personal Care Services have been initially authorized for hours per day, days 
per week. The personal care services has been determined to be: 

[7 Level I (Environmental and Nutritional Functions) 

0 Level I1 (Personal Care, Environmental and Nutritional Functions) 

0 Level 111 (Personal Care, Environmental and Nutritional Functions, and Health Related 
Tasks) 

Your authorization period is from to 

0 REAUTHORIZED 

Personal Care Services have been reauthorized for 
per week. The personal care services have been determined to be: 

hours per day, days 

0 Level I (Environmental and Nutritional Functions) 

0 Level I1 (Personal Care, Environmental and Nutritional Functions) 

0 Level 111 (Personal Care, Environmental and Nutritional Functions, and Health Related Tasks) 

Your authorization period is from to 

0 DENIED 

We intend to take this action because: 

The REGULATION which allows us to do this is 18 NYCRR 505.14. - 

ATTENTION: p.rroOs rmmnp M.drcal Asus1~nce rnwy tm eIi91M lor discounf on rtmu WWtorm s m z r .  
FW mlOrmmKn on LIFELINE. can ~ n *  YOR r w .  twm at i-800~.~50(#. 

REGULATIONS REOUIRE m r  rou IMMEDIAELV NOTIFY mis DEPARTMENT 
OF ANY CHANGES IN NEEDS, INCOME. RESOURCES, LIVING ARRAffiEMENfS OR ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RIGHT TO A CONFERENCE: You may have a conference to revtew these actions. If you want a conference. you Should 
ask for one as soon as possible. At the conference. if we discover that we made a wrong decision or if. because of infor- 
mation you provide. we determine to change our decision, we will take corrective action and give YOU a new notice. YOU 
may ask for a conference by calling us at the number on the first page of this notice or by Sending a written request to US 
at the address listed at the top of the first page of this notice. This number is used only for asking for a conference. 
If is not tho way you mqurst a fair hraring. If YOU ask for a conference you are still entitled to a fair hearing. Read 
below for fair hearing information. 

RIGHT TO A FAIR HEARING: I f  you believe that the above action is wrong, you may request a State fair hearing by: 

(1) Telrphoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

If you live in: New York Clty (Manhattan, Bronx, Brooklyn. Queens. Staten Island): (212) 488-6550 

If you live in: Cattaraugus, Chautauqua, Erle, Geneare. Niagara, Olleana or Wyomlng County: (716) 847-3877 

If you live in: Allegany, Chemung, Livingaton. Monroe, Ontario, Schuylrr, Senocr. Strubon, Wayne or Yatea 
County: (71 6) 238-8282 

If you live in: Broom., Cayuga, Chenango. Cortland, Joffemon, Lrwls, Madison, Oneida, Onondaga, Oswego, 
St. Lawrence, Tompkinr or Tioga County: (315) 42841 17 

If you live in: Albany, Clinton, Columbia, Delaware, Dutcheu, Essex. Franklin, Fulton. Greene, Hamilton, Herklmer. 
Montgomrry, Nassau. Onngr ,  Otsego, Putnrm, Rrnrufarr ,  Rockland, Saratoga, Schenectady, 
Schoharle, Suffolk. Sullivan, Ulatrr, Warren, Wrshlngton or Westchrstrr County: (51 8) 474-8781 

OR 

(2) Writlng: By sending a copy of this notice completed. to the Fair Hearing Section, New York State Department of Social 
Services. P.O. Box 1930, Albany, New York 12201. Please keep a copy for yourself. 

I want a fair hearing. The Agency's action is wrong because: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REOUEST A FAIR HEARING 

If you request a fair hearing. the State will send you a notice informing you of the time and place of the hearing You have 
the right to be represented by legal counsal. a relative. a friend or other person, or to represent yourself At the hearing 
you. your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
why the action should not be taken, as well as an opportunity to question any persons who appear at the hearing Also. 
you have a right to bring witnesses to speak in your favor. You should bring to the heanng any documents such as this 
notice. paystubs. receipts, medical bills, heating bills. medical verification, letters. etc. that may be helpful in presenting 
your case. 

LEGAL ASSISTANCE: If you need free legal assistance. you may be able to obtain such assistance by contacting your 
local Legal Aid Society or other legal advocate group You may locate the nearest Legal Aid Society or advocate group by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this notice 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record. Upon your request. you have 
the right to free copies of documents which we will present into evidence at the fair hearing Also. upon request you have 
the right to free copies of other documents from your case record which you need for your fair hearing To request such 
documents or to find out how you may review your case record. call the number indicated on the first page of this notice 
or send a written request 10 us at the address listed at the top of the first page of this notice 

If  you want additional information about your case, how to request a fair hearing, how to gain access to your case file 
andlor additional copies of documents. you may call the number indicated on the first page of thimotice or write us at the 
address listed at the top of the first page of this notice. 
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NOTICE OF INTENT 
TO INCREASE, REDUCE OR DISCONTINUE PERSONAL CARE SERVICES 

N A u C  A N 0  ADORCSS OF AGENCVCENrEn 01 D I S T l h T  3 C W E  l WTlCL ; 111: 
r3AS1. W W 1 . R  

1 

1 -  J 

GENERAL TELEPHONE NO FOR 
OUESTONS OR HELP ....................._............................. 
OR Apency Conference 

Fair Hoannp mformrtion 
and rsuffancr 

Record Accass 

Logal A~i f fance mlormahon 

This is to advise you that effective , this agency intends to: 

INCREASE YOUR PERSONAL CARE SERVICES 
Your personal care services have been increased from: 

hours per day, 
. hours per day, 

days per week to: 

days per week. 

The personal care services have been determined to be: 
0 Level I (Environmental and Nutritional Functions) 
0 Level II (Personal Care, Environmental and Nutritional Functions) 
0 Level Ill (Personal Care, Environmental and Nutritional Functions, and Health Related Tasks) 
Your authorization period is from to 
We intend to take this action because: 

0 REDUCE YOUR . .  PERSONAL CARE SERVICES 
Your personal care services have been reduced from: 

hours per day, 
- hours per day, 

days per week to: 

days per week. 

The personal care services have been determined to be: 
0 Level I (Environmental and Nutritional Functions) 
0 Level II (Personal Care, Environmental and Nutritional Functions) 

' Level 111 (Personal Care, Environmental and Nutritional Functions, and Health Related Tasks) 
Your authorization period is from to 

We intend to take this action because: 

0 DISCONTINUE YOUR PERSONAL CARE SERVICES 
We intend to take this action because: 

The REGULATION which allows us to do this is 18 NYCRR 505.14. 
SONATURE w WORKER 

X - ~~~ 
~~ ~ 

A m N I I O N :  Penom ncmrnp h4.dtc.l Awsfanc.  may M d W  lor UiSOXmf On Ihr n*pM. S O m U .  

REGUUnONS REOUIRE THAT YOU IMMEDIAlELY NOTIFY TwlS DEPARWENT 
OF ANY CHANGES IN NEEDS. I K O M E .  R E S O U m S .  UVl f f i  ARR*WEMENtS M ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 

For nhmnabon on LIFELINE. CU Nmv YOR T o W Y U M .  rc+k.. at 1-60@5554000. 



RIGHT TO A CONFERENCE: You may have a conference to review these actions. If you want a conference. you SROUIO 
ask for one as soon as Possible 41 the conference. if we discover that we made a wrong decision or i f .  oecause of Infor. 
mation you Provide. we determine to change our decision. we will take corrective action and give you a new notice YOU 
'nay ask for a conference by calling us at the number on the first page of this notice or by sending a written request !o US 
I t  :he address listed at the top of the first page of this notice. This number is used only for asking for a conference 
I t  is nor the way you requesf a fair herring. If you ask for a conference you are still entitled to a fair hearing if YOU want 
:o nave your benefits continue unchanged (aid conbnumg) until you get a fair hearing decision. you must request a fajr 
Tearing .n the way described Selow A request for a conference alone will not result in continuation 31 benefits Read 
?elow !or fair hearing information. 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong, you may request a State fair hearing 3y 

111 Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

If you live in' New York City (Manhattan. Bronx. Brooklyn. Queens. Staten Island): (212) 488-6550 

If you live in. Cattaraugus. Chautauqua, Erie, Generee. Niagara, Orleans or Wyoming County: (716) 847-3877 

I t  you live in: Allegany, Chemung, Livingston. Monroe. Ontario, Schuyler. Seneca, Steuben, Wayne or Yates 
County: (716) 238-8282 

If you live in. Broome. Cayuga, Chenango, Cortland, Jefferson, Lewis, Madison, Oneida, Onondaga. Oswego. 
St. Lawrence, Tompkins or Tioga County: (315) 428-41 17 

If you live in' Albany, Clinton. Columbia. Delaware. Dutchesr. Essex. Franklin, Fulton, Greene. Hamilton. Herkimcr. 
Montgomery, Nassau. Orange, Otrego, Putnam. Rensselaer, Rockland, Saratoga. Schenectady. 
Schoharie. Suffolk. Sullivan, Ulster, Warren, Washington or Westchester County: (51 8) 474-8781 

OR 
2) Writing: By sending a copy of (his notice compkted. to the Fair Hearing Section. New York Stare Department of Social 

Services. P 0 Box 1930. Albany. New York 12201. Please keep a copy for yourself. 

I #ant a lair hearing. The Agency's action is wrong because: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REOUEST A FAIR HEARING 

If you reauest a fair hearing. the State will send you a notice informing you of the time and place of the hearing You have 
the vght to be represented by legal counsel. a relative. a friend or Other person, or to represent yourself At the hearing 
you your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
ivhy the action should not be taken as well as an opportunity to question any persons who appear at the hearing Also 
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents such as this 
notice paystubs. receipts medical bills. heating bills. medical verification. leners. etC that may be helpful in presenting 
your case 

CONTINUING YOUR BENEFITS: If you request a fair hearing before the effective date stated in this notice you will con- 
tinue to receive your benefits unchanged until the fair hearing decision is issued However, i f  you lose the fair nearing. we 
may recover Medical Assistance benefits If you want to avoid this possibility. check the box below to indicate :hat you do 
not want your aid continued. and send this page along with your hearing request If you do check the 00s !he aCliOn 
described above will be taken on the effective date listed on the first page of this notice. 

7 

!J 1 agree to have the action taken on my Medical Assistance benefits. as described in this not ce 3. or !O the 
issuance of the fair hearing decision - 

LEGAL ASSISTANCE: If you need free legal assistance. you may be able to obtain such assistance by co?*ac*-g your 
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Society or aavcca:r group Oy 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this no: cc 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record Upon your reabesl you have 
the right to free copies of documents which we will present into evidence at the fair hearing. Also. upon requesl you have 
the right to free copies of other documents from your case record which you need for your fair hearing To request Such 
documents or to find out how you may review your case record. call the number indicated on the first page of this notice 
or send a written request to us at the address listed a1 the top of the first page of this notice 

If you want additional information about your case, how to request a fair hearing. how to gain access to your case Ilk 
andlor additional copies of documents you may call the number indicated on the first page of this notice or write us at the 
address IiSted at the top of the first page of this notice. 
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This is to advise you that your authorization for personal care services has been suspended due to 

your hospitalization. A new assessment of your personal care services needs will be necessary prior 

to the reauthorization of services. 

GENERAL TELEPHONE NO FOR 
cuEsnoNs on HELP )-........-.-.-...._..-.-........................_..I 

As soon as you know the date when you will be discharged from the hospital. please call your case 

manager, at , to inform 

himlher of your discharge date. At the same time, your physician should complete a new physician’s 

order for home care reflecting your current medical needs. 

The REGULATION which allows us to do this is 18 NYCRR 505.14. 

IGNATURE OF WORKER 

ATTPJtKIN: Fwstmr mcwvmg Ma&# A w n n c .  m8y b. d91W Ibr J dreowt On rrU n*pnonr sarmx. 
for nlrnnarm on UFEUNE. UY N.rr Y c d  TeWhcfm. nWI” at 1600555sooO. 

R)H~UUTIONS RrnuIRE mir YOU iMMEoiAmr Nonm THIS OEPARWENT 
Of ANY CHAffiES IN NEEOS. I N C W E ,  RESOUXES. U V l f f i  ARRAWEMENTS OR ADDRESS 

YOU HAVE THE RlQHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 



RIGHT TO A CONFERENCE: You may have a conference to review these actions. If you want a conference. you Should 
ask lor one as soon as pouible At the conference, if we discover that we m8de a wrong dsci8ion or if, because 9f infor- 
IplatiOn you provide. we detOrmin6 to Chafige bur decision. we will take corrective attion and give you a new notice. YOU 
may ask for a contsrrnce by calllna US at the number On the first page of this noticr or by sending a written request to us 
at the address listed at the top of the first Page Of this notice. This number IS used only for asking for a conference 
It Is nor tho way you mquott a h l r  hordng. If YOU ask for a conference you are still entitled to a fair hearing Read 
below for fair hearing information. 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong, you may request a State fair hearing by. 

(1) rolrphoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

If you live in’ Now York City (Manhattan. Bronx. Brooklyn. Oueens, Staten Island): (212) 488-6550 

If you live in: Cattaraugua, Chautauqua, Erie, Grnesoo, Nlrgart. Ortoant or Wyomlng County: (716) 847-3877 

If you live in: Atlogany, Chemung, LlVlt’IgStOn, Monroo, Ontario, Schuylrr, Seneca. Steukn, Waynr or Yates 
County: (716) 238-8262 

If you live in. Broomo. Cayuga, Chenengo, Cortland, Jofferron, Lrwir. MBdlWn. Onrldr, Onondaga, Oswrgo, 
St. Lawrence, Tompklnr or Tloga County: (315) 428-41 17 

If you live in Albany, Clinton, Columbla, Ddawrrr. Dutcheu, E-x, Franklin, Fulton, G m n r .  Hamilton, Horklmer. 
Montgomrry, Nassau, Orang., OtMgo, Putnam, Rrnrulaor. Rockland. Saratoga, Schenoctady, 
Schohartr, Suffolk. SUlllVan, Ulrtrr, Wanrn, Warhlngton or Wrrtchrrtor County: (51 8) 474-8781 

OR 

(2) Wrltlng: By sending a copy of this notice completed. to the Fair Hearing Section. New York State Department of Social 
Services, P 0 Box 1930. Albany. New York 12201. Please keep a copy for yourself. 

0 I want a fair hearing. The Agency’s action is wrong because: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING 

If you request a fair hearing, the State will send you a notice informing you of the time and place of the hearing. You have 
the right to be represented-by legal counsel. a reiatiw, a friend or other penon, 01 to represent yourself. At the hearing 
you, your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
why the action should not be taken, as well as an opportunity to question any persons who appear at the hearing. Also. 
you have a right to bring witnesses to speak in your favor. You should bnng to the heanng any documents such as this 
notice, paystubs. receipts. medical bills. heating bills. medical verification. letters. etc. that may be helpful in presenting 
your case. 

LEGAL ASSISTANCE: If you need free legal assistance. you may be able to obtain such assistance by contacting your 
local Legal Aid Society or other legal advocate group. YOU may locate the nearest Legal Aid Society or advocate group by 
checking your Yellow Pages under “Lawyers” or by Calling tho number indicated on the first page of this notice. 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record. Upon your request. you have 
the right lo free copies of documents which we Wi l l  Present into evidence at the fair hearing. Also. upon request. you have 
the right to free copies of other documents from your C a w 3  record which you need for your fair hearing. To request such 
documents or to find out how you may review Your CW record. C a l l  the number indicated on the first page of this notice, 
or send a written request to us at the address listed at the tOP Of the first page of this notice. 

If YOU want additional information about Your C-. how to request a fair hearing. how to gain access to your case file 
and/or additional copies of documents. YOU maY call, the number indicated on the tint page of this notice or write us at the 
address listed at the top of the first Page Of this notlm. 
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A review of your Medicaid record indicates that you have used an excessive andlor potentially hazardous 
number of medical services. Attached are copies of your Summary Medical and Pharmacology Assess- 
ments which describe your excessive use of Medicaid Services. The Medical Assistance Program intends 

to limit your care to a provider of your choice. A primary provider is the single 
from which you will be able to receive services. 

- -8 

As of your Medical Assistance Authorization will be restricted to the following: 

0 a primary pharmacy 

GENERAL TELEPHONE NO FOR 
OUESTIONS oa HELP 

OR Agency Conference 
Falr Heanng informalion 
and assistance 

Record ACCW 

................................. 

Legal Assmanto information 

0 a primary physicianlclinic 
When necessary your primary physicianlclinic will make referrals to other 
physicianslclinics for you. 

In an emergency any doctor or clinic enrolled in the Medicaid Program will serve you. Dentists, optom- 
etrists. podiatrists, methadone maintenance treatment and certain other Medicaid services are not restricted. 

You should be aware that you have the right to request a change of your primary provider every three 
months or sooner when there is good cause. These circumstances include, but are not limited to. the 
following: 

0 A change in residence 

0 Provider withdrawal from the Restriction Program 

You must contact this office with the specific information and your request for a provider change will be 
considered. The final determination as to whether a request will be approved is the responsibility of this 
office. After 15 months. your records will be reviewed to determine if the restriction should be continued. 

Please enter the names of: 

on the enclosed selection form and mail it to us in the enclosed return envelope. We are asking you to 
select.three (3) choices so that the consent of one provider is assured. We will contact providers in the 
order you give us. You will receive a letter from us confirming the name of your primary.provider. Failure 
to choose providers within two weeks of the date of this letter will allow the agency to select your primary 
providers based on the names of providers found in your record. 

The REGULATION which allows us to do this is 18 NYCRR 360-6.4. 

,FL CE %O 

ATTENtlON: Ptoonr fvmvmg MdfCal AwatLnC. may b. drgIbh hY a &scow? m mUr tS@” 1.NE. 
For mfonn~m on UFEUNE. uly New VOn T . k p h M .  W-he  at 1goO5SixyIo 

REGUUTIONS REOUIRE mAr vou IMMEDIAELV N o n m  rnis DEPARWENT 
OF ANY CHANGES IN NEEDS, INCOME. RESOURCES. UVlNQ ARRANGEMENrS oc) ADDRESS 

YOU HAVE THE RIGHT TO APPEAL THIS OEClSlON 
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION 

JNIT w WORXER NO UNIT OR WOWEa NAUC *ELEP*ONC YO 



RIGHT TO A CONFERENCE: You may have a Conference 10 review these actions If you want a conference, you spould 
ask for one as soon as possible At the conference if we discover that we made a wrong decision or If OecauSe of n!or. 
marion you provide we determino to change our decision4 we will Iake COrreCIlve aClr0n and glva you a h e w  natlea yo,, 
may ask for a eonterence by calling us a1 tho numart on the f i r i t  prgr of this flotico at try sonaing I written -equcst !O 
at the address listed at the top of the first page Of this nOtiCe This number IS used only for asking for a conference. 
If is nor rho way you request a lair hearing. If you ask for a conference you are still entitled to a fair hearing I f  you *ant 
'0 have your oenelits continue unchanged (aid continuing) un' you get a fair hearing decision. you must request a 'an: 
bearing In the way described below A request for a conference alone will not result in Continuation of benefits Reaa 
3elow for fair hearing information 

RIGHT 10 A FAIR HEARING: If you believe that the above action is wrong. you may request a State !aw nearing SY 

I 11 f r l rphoning: 

If you live in: 

If you live in. 

If you live in. 

If you live in: 

I f  you live in. 

(PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

New York City (Manhattan. Bronx. Brooklyn. Oueens. Staten Island): (212) 488-6550 

Cattaraugus, Chautauqua. Erie, Genrsre, Nlagrra, Orlrans or Wyoming County: (71 6) 847.3877 

A l k W V .  Chemung. Livingston. Monroe, Ontario, Schuyler. Seneca. Steubon. Wayne or Yater 
County: (71 6) 238-8282 
Broome, Cayuga. Chenango. Cortland. Jefferson, Lewis. Madison, Oneida. Onondaga. Oswrgo. 
St. Lawrence, Tompkinr or Tioga County: (315) 428-4117 

Albany, Clinton, Columbir. Delaware. Dutcherr. Esser, Franklin. Fulton, Greenc. Hamilton. Hcrkimer. 
Montgomery, Nars8u. Orang.. Otsrgo, Putnam, Renasolrrr, Rockland. Saraloga. Schencttrdy. 
Schoharie, Suffolk. Sullivan. Ulster. Warren. Washington or Wostchrrter County: (51 8) 478-8761 

OR 
12) Writing: By sending a copy of this notice complered. to the Fair Hearing Section. New York Slate Deoartmcnl of Soclal 

Services. P 0. Box 1930. Albany. New Yolk 12201 Please keep a copy for yourself 
- - I want a fair hearing The Agency s action is wrong because' 

Signature 01 Clirnt Date - 
YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING 

If you request a fair hearing. the Slate will send you a notice informing you of the time and place of the hearing VOU have 
the right to be represented by legal counsel, a relative. a friend or other person. or to represent yoursell A1 'he nearing 
you your attorney or other representative will have the opportunily to present written and oral evidence 10 demonstrate 
why the action should not b r  taken. as well as an opportunity to question any persons who appear at !he nearing Also 
you have a right to bring witnesses to Speak in your lavor You should bring to the hearing any documents sucn as this 
notice PayStubS. receipts. medical bills. heating bills. medical verification. Iefters. etc that may be helplui n vesenting 
your case. 

CONTINUING YOUR BENEFITS: If you request a fair hearing before the effective date stated in this notice you *dl Con- 
tinue to receive your benefits unchanged until the fair hearing decision is issued. However, i f  you bse  the 'air "caring. We 
may recover Medical Assistance benefits If you want to avoid this possibility. check the box below to indlCale -at you do 
not want your aid continued. and send this page along with your hearing request I f  you do check the 301 'ye aCtlOn 
lescribed above will be taken on the effective date listed on the first page Of this notice 

L I agree to have the action taken on my Medical Assistance benefits. as described in this nOtl:e 2 . : .  !O me 

LEGAL ASSISTANCE: If you need free legal assistance. you may be a b h  to obtain such asslstanze OY ::-* I:' your 

local Legal Aid Society or other legal advocate group YOU may locate the nearest Legal Aid SOclely Or aa.;' "- ;'7bD 'y 
checking your Yellow Pagss under "Lawyers" or by ca1lir.g !he number indicated on the first page of lhlS Y '  a 

ACCESS TO RECORDS I INFORMATION: YOU have the right to review your case record Upon your reare" nave 

the right to free copies of documents which we will present into evidence at the fair hearing Also upon reabe5' I O U  nave 
the right to free copies of other documents from your case record which you need for your fair hearing lo ''cuest 
documents or to find out how you may review your case record. call the number indicated on the first page 0' "" not'Ce. 
0 7  send a wrinen rwuest to us at the address listed at the top of the first page of this notice 

r case file 
If YOU want additional information about your case. how to request a fair hearing. how 10 gain 
and/or additional copies of documents. you may call the number indicated on the first page Of this 
~ddress  listed at the top ot the first page of this notice. 

- 
issuance of the fair hearing decision 

lo 
Or write us 
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NOT!CE OF INTENT TO RESTRICT YOU TO A PRIMARY MEDICAID PROVIDER 
IRE-RESTRICTION\ 

. 

--.1 
I GENERAL TELEPWNE NO FOR 

OUESTIONS OR MELP .............................. 
OR Agency Conlerence 

Fair Hearing intonnation 
ana assistancw 

A review of your Medicaid record indicates that you have used an excessive andlor potentially hazardous 
number of medical services. Attached are copies of your Summary Medical and Pharmacology Assess- 
ments which describe your excessive use of Medicaid services. The Medical Assistance Program intends 

to limit your care to a provider of your choice. A primary provider is the single 
from which you will be able to receive services. 

As of your Medical Assistance' Authorization will be restricted to the following: 

a primary pharmacy 

0 a primary physicianlclinic 
When necessary your primary physicianlclinic will make referrals to other 
physicianslclinics for you. 

In an emergency any doctor or clinic enrolled in the Medicaid Program will serve you. Dentists, optom- 
etrists, podiatrists, methadone maintenance treatment and Certain other Medicaid services are not restricted. 

You should be aware that you have the right to request a change of your primary provider every three 
months or sooner when there is good cause. These circumstances include, but are not limited to, the 
following: 

0 A change of residence 

0 Provider withdrawal from the Restriction Program 

You must contact this office with the specific information and your request for a provider change will be 
considered. The final determination as to whether a request will be approved is the responsibility of this 
office. Since you were restricted before and your Medicaid usage subsequent to the restriction has again 
shown misuse, this new restriction period will be for three years. After three years, your records will be 
reviewed to determine i f  the restriction should be continued. 

Please enter the names of: 

- ~~ 

on the enclosed selection form and mail it to us in the enclosed return envelope. We are asking you to 
select three (3) choices so that the consent of one provider is assured. We will contact providers in the 
order you give us. You will receive a letter from us confirming the name of your primary provider. Failure 
to choose providers within two weeks of the date of this letter will allow the agency to select your primary 
providers based on the names of providers found in your record. 

The REGULATION which aJlows us to do this is 18 NYCRR 3606.4. 

Am?NIK)N: P u s n r  r#mng M d k 8 I  A w s n n a  moy 6. hx a dscwult on W tehpbma UMIX. 
For ntcnnaba, on UFEUNE. CJ N.cr Y a *  T.kphorr. f o M u  a1 18oQUC5COO. 

REGUUnONS RMUIRE THAT YOU IMMEDIATELY NOnfV THIS DEPARTMENT 
OF ANY CHANGES IN NEEDS. INCOME, RESOURCES, UVlNG ARRANGEMENTS OR ADDRESS 

YOU HAVE THE RlQHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF T n t s  NOTICE ON now TO APPEAL mis DECISION 

Ennoaufr 



RIGHT TO A CONFERENCE: You may have a conference to review these actions If  you want a conference YOU shoU.a 
ask for one as soon as Possible At the conference if we discover that we made a wrong decision or i f  Decause of infor- 
mation YOU provide. we determine to change our decision we will take corrective action and give you a new notice YOU 
may ask for a conference by calling us at the number on the first page of this notice or by sending a written request to US 

at the address lisrou at fne fop of the first page of !his notice This number IS used only for asking for a conference 
It is  nof the way you roquost a /air hoaring. If you ask for a conference you are still entitled to a lair hearing i f  YOU want 
to have your benefits continue unchanged (aid confinuing) until you get a fair hearing decision. you must request a 'air 
bearing in the way described below A request for a conference alone will not result In continuation of benelits Read 
aelow for fair hearing information 

RIGHT TO A FAIR HEARING: If you believe that the above action is wrong. you may request a State fair hearing 

{ I )  Telrphoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

I f  you live in: 

I f  you live in. 

I f  you live in: 

If you live in: 

If you live in. 

Now York City (Manhattan. Bronx. Brooklyn. Queens. Staten Island): (21 2) 488-6550 

Cattaraugur. Chrutruqua, Erie, Genesee. Nlagan, Orleans or Wyoming County: (71 6) 847-3877 

Allegany, Chomung, Livingston, Monroo, Ontarlo, Schuylor, Senocr, Steubrn, Wryno or Yates 
County: (716) 238-8282 

Eroome. Cayuga. Chrnango. Cortland, Jefferson. Lewis, Madison. Onelda. Onondaga. Oswcgo. 
St. Lawrence, Tompkins or Tioga County: (315) 428-41 17 

Albany. Clinton, Columbfa. Delawaro. Dutchesr, Essox. Franklin. Fuiton, Groono, Himilton. Herkimor. 
Montgomery. Nassau, Orang., Otsego. Putnam, Rensselaer, Rockirnd, Saratoga, Schenectady, 
Schohrrie. Suffolk. Sulllvan. Ulster, Warren. Washington or Westchostor County: (51 8) 474-8781 

OR 
( 2 )  Writing: By sending a copy of this notice completed. to the Fair Hearing Section. New York State Depanment of Social 

Services. P 0 Box 1930. Albany. New York 12201 Please keep a copy for yourself. 

- - I want a fair hearing. The Agency's action is wrong because: 

Signature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING 

If you request a fair hearing, the State will send you a notice informing you of the time and place of the hearing You have 
the right to be represented by legal counsel, a relative. a friend or other person. or to represent yourself At the hearing 
you your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
why the action should not be taken, as well as an opportunity to question any persons who appear at the hearing Also. 
you have a right to bring witnesses to speak in your favor You should bring to the hearing any documents such as this 
notice. paystubs. receipts. medical bills. heating bills. medical verification. letters, etc. that may be helpful in presenting 
your case 

CONTINUING YOUR BENEFITS: I f  you request a fair hearing before the effective date stated in this notice you will con- 
!inue to receive your benefits unchanged until the fair hearing decision is issued However, if you lose the lair hearing. we 
may recover Medical Assistance benefits. If you want to avoid this possibility. check the box below to indicate that you do 
not want your aid continued. and send this page along with your hearing request. I f  you do check the Box. the aCtlOn 
described above will be taken on the etfective date listed on the first page of this notice. 

I agree to have the action taken on my Medical Assistance benefits. as describod in this notice. prior to the 
issuance of the fair hearing decision 

LEGAL ASSISTANCE: If you need free legal assistance, you may be able lo obtain such assistance by contacting your 
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Sociary or advocate group by 
checkirg your Yellow P q e s  milor  "Lawyers" or Sy calldig the number adicated on !he first page of this notice 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record Upon your request you have 
the right to free copies of documents which we will present into evidence at the fair hearing. Also. upon request you have 
the right to free copies of other documents from your case record which you need for your fair hearing To request Such 
documents or to find out how you may review your case record. call the number indicated on the first page of this notice. 
Or send a written request to us at the address listed at the top of the first page of this notice. 

If you want additional information about your case, how to request a fair hearing. how to gain access to your case file 
andlor additional copies of documents. YOU may call the number indicated on the first page of this notice or write us at the 
address listed at the top of the first page of this notice. 



NOTICE 

:AS€ Y U Y m  

O A W  

- 
1 GENERAL TELEPHONE NO FOR 

OUESTIONS OR HELP ...-.........,-............-.....__........._._._._. 

NAUE AND ADDIfSS OF AG€NCVCENTEC OL 3lSTRKT W C C E  ' emcrwe 

i i ~  I RID N u u i t a  

OATC 

OR Agency Conlarenee 
Fair HeInnp intonna11on 
and assistanew 

)Fc'CE %O 

I I Record Access 

UNIT No 1 UNIT OR WORKER HAYE TELEPUONE UO 

The REGULATION which allows us to do this is 18 NYCRR 3 W . 4 .  

A review of your Medicaid record while you were restricted indicates that the restriction should be 
continued. Attached is a summary of why your restriction is being continued. The Medical Assistance 
Program will continue to limit your care to a primary for an 
additional three-year period. 

A primary provider is the single 
receive sewice. 

from which you will be able to 

For the three-year period beginning 
Authorization will continue to be restricted to the following: 

0 a primary pharmacy 

c] a primary physicianklinic 
When necessary your primary physicianklinic will make referrals to other 
physicianslclinics for you. 

, your Medical Assistance 

In an emergency any Medicaid doctor or hospital will serve you. Dentists, optometrists, podiatrists. 
methadone maintenance treatment and certain other Medical sewices are not restricted. 

You should be aware that you have the right to request a change of your primary provider every three 
months or sooner when there is good cause. These circumstances include, but are not limited to, 
the following: 

0 A change in residence 

0 Provider withdrawal from the Restriction Program 

You must contact this office with the specific information and your request for a provider change will 
be considered. The final determination as to whether a request will be approved is the responsibility 
of this office. After three years, your records will be reviewed to determine if the restriction should be 
continued. 

According to our records, you are currently restricted to the primary provider@) listed on the anached 
sheet, and these assignments will be continued. 

Enmwre 

ATTWIK)N: Pwscfts r u e v w ~  Mdcd Asastame may 0. hw a drrWrn cn thw nkphon suwm. 
FW m i m  on LIFELINE. uy NW rorf ruepmm. l ~ ~ h r  at ~ - ~ ~ + ~ 5 4 0 0 .  

R f f i U U 7 " S  REQUIRE THAT Kw IMMEDIATELY NOTIFY THIS DEPARWENJ 
OF ANY CHANGES IN NEEDS. INCOME, RESOURCES. UVlffi ARRANOEMENrS OR ADORES 

YOU MAVE THE RIGHT TO APPEAL THIS DECISION 
BE SURE TO READ THE BACK OF THIS NOTICE OH HOW TO APPEAL THIS DECISION 
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RIGHT TO A CONFERENCE: You may have a conference to review these actions. I1 you want a conference. YOU sh&ld 
ask for one as soon as possible. At the conference. i f  we discover that we made a wrong decision or if. because of infor. 
mation you provide. we determine to change our decision. we will take corrective action and give you a new notice. you 
may ask for a conference by calling us at the number on the first page of this notice or by sending a written request 10 us 
at the address listed at the top of the first page of this notice. This number is used only for asking for a conference. 
It  it nof tho way you f W U 0 8 t  a fair hearing. If you ask for a conference you are still entitled to a fair hearing. Read 
aelow for fair hearing information. 

RIGHT TO A FAIR HEARING: If you believe that the above action IS wrong, you may request a State fair hearing by: 

(1) Tolephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) 

If you live in: Now York City (Manhattan. Bronx, Brooklyn. Oueens. Staten Island): (212) 488-6550 

If you live in: Cattaraugur. Chautauqua, Erlo, Gonoroe, Nlagara, Orlranr or Wyoming County: (716) 847-3877 

If you live in: Allegany, Chomung, Llvingrton, Monroo, Ontarlo. Schuylor, Sonoca. Steubon, Wayno or Yator 
County: (716) 238-8282 

If you live in: Broomo, Cayuga, Chonrngo, Cortland. Jofforron, Lowlr. Madlaon, Onolda, Onondaga. Oswego. 
St. Lawronco, Tompkinr or Tloga County: (315) 428-41 17 

If you live in: Albany, Clinton, Columbla, Delawaro, Dutchou, Esur,  Fnnklln. Fulton. Groono, Hamllton. Horkimor. 
Montgomrry, Naruu,  Orango, Olsogo, Putnam, Ronwlaor, Rockland, Saritogo, Schenectrdy. 
Schohario, Suffolk, Sullivan, Ulrtor, Warron. Washington or Wortchorler County: (518) 474-8781 

. ,  

OR 

(2) Wrlllng: By sending a copy of this notice completed. to the Fair Hearing Section. New York State Department of Social 
Services. P 0. Box 1930. Albany, New York 12201 Please keep a copy for yourself. 

a I want a fair hearing. The Agency's action is wrong because: 

Sagnature of Client Date 

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REOUEST A FAIR HEARING 

It you request a fair hearing, the State will send you a notice informing you of the time and place of the hearing. You have 
the right to be represented by legal counsel. a relative. a friend or other person. or to represent yourself At the hearing 
you. your attorney or other representative will have the opportunity to present written and oral evidence to demonstrate 
why the action should not be taken, as well as an opportunity to question any persons who appear at the hearing Also. 
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents such as this 
notice. paystubs. receipts, medical bills. heating bills. medical verification. letters, etc. that may be helpful in presenting 
your case 

LEGAL ASSISTANCE: If you need free legal assistance. you may be able to obtain such assistance by contacting your 
local Legal Aid Society or other legal advocate group You may locate the nearest Legal Aid Society or advocate group by 
checking your Yellow Pages under "Lawyers" or by calling the number indicated on the first page of this notice. 

ACCESS TO RECORDS I INFORMATION: You have the right to review your case record. Upon your request. you have 
the right to free copies of documents which we will present into evidence at the fair hearing. Also. upon request. you have 
the right to free copies of other documents from your case record which you need for your fair hearing. To request such 
documents or to find out how you may review your case record, call the number indicated on the tirst page of this nOtiCI. 
or send a written request to us at the address listed at the top of tho first page of this notice. 

i f  you want additional information about your case. how to requost a fair hearing how to gain access to your case file 
andlor additiorlal copier 01 documents. you may cai! the number indicated on tne firs peg0 01 this ngtlce or write us at the 
address listed at the top of the first page of this notice. 
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