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I.

IIT.

PURPOSE

This Directive provides local social services districts with information
and instructions regarding new and revised mandated Public Assistance,
Medical Assistance and Food Stamp client notices of eligibility
decisions. )

BACKGROUND

Previcusly the Department issued instructions to local districts on the
wording to be used in timely and adequate notices in 81 AIM-55, 82 AIM-5,
82 AIM-55, 84 AIM-41, 85 AIM-29 and 87 AIM-48. As a result of the
recodification of 18 NYCRR Part 358 which governs the fair hearing
process, the Department formed a camuittee to reexamine all client
notices to determine whether such notices would require revisions as a
result of changes to Part 358. The Division of legal Affairs transmitted
information about the recodification of Part 358 to local social services
districts in 88 INF-83.

The camittee, comprised of representatives of the Divisions of Medical
Assistance, 1Iegal Affairs, Legal Affairs/Fair Hearings and Incame
Maintenance decided that the necessity of changing client notices to
conform to the recodification of Part 358 would be used as an opportunity
to: (1) review all existing State-printed notices towards making their
format and language as consistent as possible; (2) develop State-printed
notices for which, in the past, only a prototype notice was provided for
local district duplication; and, (3) combine those notices for different
program areas when an eligibility decision for one program necessitated
the notification to the applicant/recipient of his/her status in another
program.

The result of this effort is the 36 new or revised notices introduced
through this ADM.
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Since the notices presented in this Directive address a variety of
program determinations, this ADM will discuss each notice individually.
The following table shows the attachment mmber of each notice and where
the narrative concerning each notice can be located.

A. OOMBINED PUBLIC ASSISTANCE, FOOD STAMPS, MEDICAL ASSISTANCE NOTICES

1. DSS-4013: ACTION TAKEN ON YOUR  APPLICATION: PUBLIC
ASSISTANCE, FOOD STAMPS AND MEDICAL ASSISTANCE COVERAGE

Attachment 1 - Narrative: Page 11
2. DSS-4014: ACTION TAKEN ON YOUR RECERI‘IFICRI'I-ON : PUBLIC

ASSISTANCE, FOOD STAMPS, MEDICAL ASSISTANCE COVERAGE AND
SERVICES
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Attachment 2 - Narrative: Page 14
Attachment 3 and 4 - Completed Notice Examples

3. DSS-4015: NOTICE OF INTENT TO CHANGE BENEFITS: PUBLIC
ASSISTANCE, FOOD STAMPS, MEDICAL ASSISTANCE COVERAGE AND
SERVICES (TIMELY AND ADBQUATE)

Attachment 5 — Narrative: Page 17

4. DSS-4016: NOTICE OF INTENT TO CHANGE BENEFTITS: PUBLIC
ASSTISTANCE, FOOD STAMPS, MEDICAL ASSISTANCE OOVERAGE AND
SERVICES (ADEQUATE ONLY)

Attachment 6 -~ Narrative: Page 18

5. DSS-4017: NOTICE OF INTENT TO CHANGE FOOD STAMP BENEFITS
(TIMELY AND ADEQUATE)

Attachment 7 - Narrative: Page 15

6. DSS-4018: NOTICE OF INTENT TO CHANGE FOOD STAMP BENEFITS
(ADEQUATE ONLY)

Attachment 8 - Narrative: Page 19
B. Employment Combined Notices (Upstate Only)

1. DSS-4003: NOTICE OF INTENT TO CHANGE PUBLIC ASSISTANCE GRANT
AND/COR FOOD STAMP BENEFITS AND/OR MEDICAL ASSISTANCE COVERAGE
FOR NON-CCMPLIANCE WITH EMPIOYMENT REIATED REQUIREMENTS (TIMELY
AND ADEQUATE) .(Notice A)
Attachment 9 - Narrative: Page 20

2. DSS-4004: NOTICE OF INTENT TO CHANGE PUBLIC ASSISTANCE GRANT
AND/OR FOOD STAMP BENEFITS AND/OR MEDICAL ASSISTANCE COVERAGE
FOR NON-COMPLIANCE WITH EMPLOYMENT REIATED REQUIREMENTS (TIMELY
AND ADBEQUATE) (Notice B)
Attachment 10 - Narrative: Page 21

3. DSS-4005: NOTIFICATION OF EMPLOYABILITY AND THE RIGHT TO
CONTEST (TIMELY AND ADEQUATE)

Attachment 11 - Narrative: Page 21
C. Public Assistance Only Notices
1. DSS—-2425: REPAYMENT OF INTERIM ASSISTANCE NOTICE
Attackment 12 - Narrative: Page 22

2. DSS-4002: NOTICE OF ACCEPTANCE/DENIALL. OF REQUEST FCOR
ASSISTANCE TO MEET AN IMMEDIATE NEED OR A SPECIAL ALIOWANCE



Dae May 22, 1989

T »s. No. 89 ADM-21 Page No.g

DSS-3808 (287

Attachment 13 - Narrative: Page 22
D. Food Stamps Notices
1. General Notices
a. DSS-3152: ACTION TAKEN ON YOUR FOOD STAMP CASE
o Attachment 14 - Narrative: Page 24
o Attachment 15 - Campleted Notice Example
b. DSS-3153: COONTINUING YOUR FOOD STAMPS
Attachment 16 - Narrative: Page 24

c. DSS-3620:  NOTICE OF INTENT TO CHANGE FOCD STAMP BENEFITS
(TIMELY AND ADEQUATE)

Attachment 17 - Narrative: Page 25

d. DSS-3621: NOTICE OF INTENT TO CHANGE FOOD STAMP BENEFITS
(ADEQUATE ONLY)

Attachment 18 - Narrative: Page 25 -
2. Food Stamp Overissuance, Disqualification and Repayment Notices
a. Overissuance Notices
(1) DSS-3156: NOTICE OF FOOD STAMP OVERISSUANCE
Attachment 19 -~ Narrative: Page 26

(2) DSS-4052: NOTICE OF FOOD STAMP OVERISSUANCE -~
INTENTTIONAL PROGRAM VIOIATION

Attachment 20 - Narrative: Page 26
b. Disqualification Notices

(1) DSS5-4050: FOOD STAMP NOTICE TO HOUSEHOLD OF
DISQUALTFIED INDIVIDUAL

Attachment 21 - Narrative: Page 27

(2) DSS-4051: FOOD STAMP NOTICE TO DISQUALIFIED
INDIVIDUAL(S) -

Attachment 22 - Narrative: Page 27
C. Repayment Agreement
DSS-4053: FOOD STAMP REPAYMENT AGREEMENT

Attachment 23 - Narrative: Page 28
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E.

Medical Assistance Notices

1.

Eligibility.

a-

DSS-3622: NOTICE OF DECISION ON YOUR MEDICAL ASSISTANCE
APPLICATION

Attachment 24 - Narrative: Page 29

The following notices, while not part of the notices

project, are included here because they are required to be

sent with same notices of eligibility determination and

are referred to in same of the Medical Assistance

narratives.

o DSS-4038: EXPIANATION OF THE EXCESS INCOME PROGRAM
Attactment 25

o DSS-3622A: NOTICE OF ELIGIBILITY FOR COVERAGE FCOR THE
TREATMENT OF AN EMERGENCY MEDICAL CONDITION

Attaciment 26

DSS-3623: NOTICE OF INTENT TO DISCONTINUE/CHANGE MEDICAL
ASSISTANCE

Attachment 27 - Narrative: Page 30
DSS-3868: NOTICE OF MEDICAL ASSISTANCE REVIEW
Attachment 28 - Narrative: Page 31

DSS-3869:  NOTICE OF DECISION ON REIMBURSEMENT OF MEDICAL
BILLS BY THE MEDICAL ASSISTANCE PROGRAM

Attachment 29 - Narrative: Page 31

DSS-3935: NOTICE OF DECISION TO ACCEPT/DENY/CHANGE YOUR
MEDICAL ASSISTANCE COVERAGE (CATASTROPHIC ILINESS PROGRAM)

Attachment 30 - Narrative: Page 32

DSS-3973: NOTICE OF DECISION ON YOUR MEDICAL ASSISTANCE
APPLICATION (EXCESS INCOME)

Attachment 31 - Narrative: Page 32

DSS~4021: NOTICE OF INTENT TO CHANGE THE CONTRIBUTION
TOWARD CHRONIC CARE OOSTS

Attachment 32 - Narrative: Page 33
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DSS-4022: NOTICE OF INTENT TO ESTABLISH A LIABILITY
TOWARD CHRONIC CARE

Attachment 33 - Narrative: Page 33

DSS-4023: NOTICE OF INTENT TO DISCONTINUE FOR FATLURE TO
QMPLY WITH RECERTTFICATION PROCEDURES

Attachment 34 - Narrative: Page 34

1long Term Care

a.

DSS-4006:  NOTIFICATION OF ADVERSE UTILIZATION REVIEW
DECISION AND FAIR HEARING RIGHTS

Attactment 35 - Narrative: Page 34

Personal Care

a.

DSS—-4007: NOTICE OF DECISION OF INITIAL AUTHORIZATION/RE-~
AUTHORIZATION/OR DENIAL, PERSONAL CARE SERVICES

Attachment 36 - Narrative: Page 35

DSS-4008: NOTICE OF INTENT TO INCREASE, REDUCE OR
DISCONTINUE PERSONAL CARE SERVICES

Attaciment 37 - Narrative: Page 35

DS5-4009: NOTICE OF DECISION TO SUSPEND THE AUTHORIZATION
FOR PERSONAL CARE SERVICES

Attachment 38 - Narrative: Page 36

Recipient Restrictions

a.

DSS-4024: NOTICE OF INTENT TO RESTRICT YOU TO A PRIMARY
MEDICATD PROVIDER (INITIAL RESTRICTION)

Attachment 39 - Narrative: Page 36

DSS-4025: NOTICE OF INTENT TO RESTRICT YOU TO A PRIMARY
MEDICAID PROVIDER (RE-RESTRICTION)

Attachment 40 - Narrative: Page 37

DSS-4028: NOTICE OF INTENT TO CONTINUE YOUR RESTRICTION
TO A PRIMARY MEDICATD PROVIDER (ADMINISTRATIVE
CONTINUATION)

Attachment 41 - Narrative: Page 37
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V.

PROGRAM IMPLICATIONS

Local social services districts must use the notices introduced through
this AIM to inform clients of the appropriate eligibility determination.
The mandated notices will ensure standardization and additionally ensure
that all clients are properly and fully advised of all aspects pertaining
to their eligibility, including appeal rights. .

REQUTRED ACTTON

Iocal districts are required to implement the new and revised mammal
notices by June 1, 1989. Where local districts are using autcomated
notices, such notices must be ready for use effective Octcber 1, 1989.
Revisions to notices which are now automated must be prepared, amd
submitted to this Department no later than August 1, 1989 to ensure
approval for the October 1st start-up date. If your district plans to
automate notices which are now marual, it is required that the new marual
notices be in use between June 1 and Octcber 1, 198S.

A. Notice Requirements
The following requirements are applicable to all notices.

1. Notice must be given for:

a. disposition of an application (accepted, pended or
denieqd) ;

b. disposition of the recertification application
(discontirued, continued with no change, contimued with a
charge);

c. changes made between recertifications (increases,
reductions or discontinuances); and

d. changes in the amount of any one of the items used in 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 notice with the specific reasan for the action and the
law and/or regulatory citations that support the action clearly
stated.

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

4. Except in the case of denials, local districts mst indicate
effective date(s) for the action(s).

5. A notice of increase in benefits must specify both the new and
former benefit amount or coverage.

6. A notice of reduction in benefits must specify both the new ard
former benefit amount or coverage.
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7.

10.

11.

Timely notice must be postmarked at least ten days before the
effective date of the notice. Regulations which govern proper
use of timely notice and adequate notice have not changed.

The client may request an agency conference at any time up to
the date of the fair hearing.

wWhen an agency action on a client's case is based in full or in
part on a budget calculation/recalculation, even if the result
is no change in the benefit amount, a copy of the budget must
be sent with the notice. (Where appropriate, the ABEL and/or
MBL Budget Narrative should also be included.)

When notifying individuals of their Medical Assistance
eligibility, 1local districts must specify the budgetary method
used to determine eligibility whenever the notice provides
space for calculations.

Dates
a. Notice Date

This is the date the worker campletes the notice.
On a timely and adequate notice, the date must be at least
ten days before the effective date of ' the action. On
adequate - only notices and notices given at application,
the date may be less than ten days fram the effective date
of the action.

b. Effective Date

This is the date the action -or change will happen.  Fair
hearing negulatlons require that notice be glven regarding
when an action will take effect. Also, in situations
which require timely and adequate notice of adverse action
(i.e. discontimuance, reduction, suspension), this date is
used to determine if aid contimuing can be given, since in
order for an appellant to have the right to aid-
contimiing, the fair hearing must be requested by
the effective date. In situations which require an
adequate - only notice, the postmark date of the notice is
used to determine whether the appellant is entitled to aid
contimiing (reinstatement) when a hearing is requested.

The Public Assistance, Food Stamp and Medical Assistance
portions of the combined notices must always be completed.

B. Factors Cammon to All Notices

l‘

Heading

a. Campletion of all sections of the heading is required
except for Office No., Unit No., Worker No. and the
telephone mumber for the unit or worker. The unit or
worker responsible for issuing the notice must be
identified.



Daie  May 22, 1989
Trans No. 89 ADM-21"

Page No. 10

DSS-3808 (28N

2.

b. Notice Date: This is the date the worker campletes the
notice.

c. Telephone Numbers

Iegal Assistance Information: In districts where
there is only one advocacy agency, the telephone
rmumber for that agency should be given. Districts
that have more than one advocacy agency shauld list a
social services mumber where the client can receive
information about advocacy agencies that represent
clients residing in the district.

Use of mumbers which are not Department of Social
Services mmbers should be cleared first with the
autside agency to assure they are correct and that
the agency is able to hardle the telephone inquiries
that might result.

Agency Conference, Fair Hearing Information and
Assistance, Record Access: The notice is designed so
that one general mmber can be given or specific
numbers for each type of information can be given.
If districts opt to use a general telephone rnurber,
then procedures must be in place to ensure that
clients who call to request information in one or
more of the above areas are directed to a person who
has the knowledge and authority to respond to the
specific need.

d. CIN/RID
The CIN/RID number is that of the head of household.

Client Rights Ianquage:

The text on the reverse side of each notice is based on ane
prototype ard the only substantive difference between the forms
is in the aid contimiing sections.

Distribution:

The State-mandated notices are camprised of three-ply
chemically carbonless paper which will eliminate the need for

photo~copying. Two copies of the notice are to be sent to the
client and the remaining copy is for the case record.

Procedures for local Equivalents

local districts must use the attached notices without modification
unless the Department has granted approval for local equivalents.

When developing local equivalent notices for consideration by the
Department, local social services districts are reminded that no
changes in the lanquage of the State-printed forms will be



* Date May 22, 1989
Trans No. 89 ADM-21 Page No.11

DSS-3808 (28N

permitted. Local district equivalent forms may be permitted when a
format change will ease 1local district administration or case
processing. For example, on the revised DSS-3153: "Contimuing Your
Food Stamps", there are three check boxes to indicate the action
which must be taken by the recipient of the notice; both autamated
and marual local equivalent versions of the DSS-3153 would be
allowed if the format change is to eliminate the checkbax(es) ard
action(s) which are never offered as options by a particular local
district. Format alterations for the purpose of adapting autamated
notices to specific local district camuter needs may also be
permitted. The heading, which is camon to all State mandated
notices, must be substantially the same on any locally revised form.

When a mamial notice with format changes, or an autamated
notice or notice generated using an electronic form is used in lieu
of a State mardated form, it is considered a local equivalent form.
As such, the form must have prior approval by this Departmwent.
Districts wishing to submit notices to this Department for approval
for use as a local equivalent should refer to the Iocal Managers
Guide, section 12, pages 1 through 5. Instructions for class A
forms must be followed.

Cambined Public Assistance, Food Stamps, Medical Assistance Notices

These notices are sent to Public Assistance applicants and
recipients. They are designed so that the effect of the action on
eligibility and/or benefit amounts of each of the three program
areas (Public Assistance, Food Stamps and Medical Assistance) can be
described. On same of the cambined notices, information about
services is also included. If a Public Assistance recipient is not
receiving Food Stamps as part of the Public Assistance case (e.q.,
the household indicated it did not want Food Stamps, the household
is receiving Food Stamps under ancther Public Assistance case or in
a separate mixed household case), this must be written on the Food
Stamp section of the cambined Public Assistance notice.

1. DSS-4013: ACTION TAKEN ON YOUR  APPLICATION: PUBLIC
ASSISTANCE, FOOD STAMPS, AND MEDICAL ASSISTANCE COVERAGE

(ATTACHMENT I)
a. Public Assistance Section

This notice is to be used to inform applicants of the decision
made on their application for Public Assistance. This notice
supersedes DSS-3515 introduced in 85 AIM-29. It replaces all
local forms presently used to inform applicants of the agency's
decision.

The recoupment statement is a requirement under Part 358. If a
Public Assistance application is accepted and a recoupment for
past overpayments is taken, the box before the recoupment
statement must be checked and a clear explanation of the reason

for the recouqpment provided.
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NOTE: It is not a requirement under Part 358 that districts
provide notice when an application is withdrawn. It is,
however, strongly recamended that districts send a
notification to the client that the application dated

_was withdrawn at the client's request and state
the reason cited by the client. A copy should be kept
in the case record. That notification can be provided
by a letter to the applicant or by a form the local
district has developed for that purpose.

Food Stamp Section

This section is used to tell an applicant the disposition of
the application - accepted, denied or pended. Department
requlation 358-2.2(a) (4) (1) requires that clients be advised
when the Authorization to Purchase (ATP) will be available or
when benefits will be available on an autamated system. The
ACCEPTED box has been modified to allow for this entry.

If an established claim is being recovered by allotment
reduction, the RECOUPMENT box must be checked. However, a
recoupment cannot be taken and this box checked unless all
appropriate procedures and notices have been used regarding
claims establishment. (See Section IV.G.2 of this Directive.)

NCTIE: If the Public Assistance applicant is not applying
for Food Stamps as part of the Public Assistance
application, the worker should make that notation in
the Food Stamp section.

Medical Assistance Section

(1) MESSAGE [ ] ACCEPTED for Medical Assistance effective
(date) for (name(s)). You will be issued a
Medical Assistance authorization entitling
all eligible applicants to full services.
The enclosed letter will clarify coverage
under the Medical Assistance Program.

INSTRUCTIONS: This box should be checked when the
applicant(s) is entitled to full coverage
under Medical Assistance either by virtue
of eligibility for Public Assistance or as
a result of eligibility under MA-Only
rules.

The clarifying letters referred to in this
message pertain to any locally developed
forms used to provide clients with general
information concerning the Medical
Assistance Program.
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(2)

(3)

(4)

MESSAGE [ ]

INSTRUCTIONS:

MESSAGE [ ]

INSTRUCTIONS:

MESSAGE [ ]

INSTRUCTIONS:

ACCEPTED for Medical Assistance with a
SPENDDOWN, effective (date) for (name(s)).
Your total monthly income is $

Your total monthly deductions are
$ . The difference between these
figqures is your monthly net incame for
Medical Assistance. This is_§___

The allowable incame standard for a fanu.ly
household your size is $__ . The
d.lfferencebetweenymrnetnmteandmls
standard ($ ) is your monthly excess
income (18 NYCRR 360-4.8). The enclosed
letter explains eligibility under the
Excess Income Program.

This box should be checked when the agency
has made a separate MA-Only determination
that the applicant(s) does not qualify for
full coverage but may be entitled to
benefits under the Excess Incame Program.
This box should only be checked for
federally-related persons whose net incame
exceeds the allowable MA-Only Incame
Stardard.

ACCEPTED effective [(date) for (name(s)).
We have determined that you transferred
S ___ in resources on (date). Because
you ou transferred these resources for less
than they were worth, you are ineligible
for mirsing hame level of care, health-
related facility or long term hame health
care program services until (date). You
will be eligible for all other Medical
Assistance services effective (date). You
will have to meet a spenddown i

for these services if there is a /] in the
box above.

This box should not be used at this time.

DENTED Medical Assistance effective (date)
for (name(s)) because

In the event that you are hospitalized you
may be eligible for Medical Assistance and
should contact this Department.

This box should be checked when the agency
has made a determination that the
applicant(s) 1is ineligible for Medical
Assistance. This ineligibility is 1likely
to be based on the same reason as the
ineligibility for Public Assistance.
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(5)

MESSAGE [ ] PENDED

[ ] We do not have encugh information to decide your
eligibility under the Medical Assistance Program.
Please contact us no later than (date) at (telephone)
so we can tell you the information we need.

[ ] Your application for Medical Assistance is being
reviewed. We will send you our decision within
thirty days.

INSTRUCTIONS: The first box under “Pended' should be
checked when the client needs to provide
the agency with additional information to
decide eligibility for Medical Assistance.

The secornd box under “Pended' should be
checked when the agency has the required
information and is in the process of re-
evaluating Medical Assistance eligibility.

DSS-4014: ACTION TAKEN ON YOUR RECERTTIFICATION: PUBLIC
ASSISTANCE, FOOD STAMPS, MEDICAL ASSISTANCE OOVERAGE AND
SERVICES

(ATTACHMENT 2)

This notice is used to inform recipients of the result of their
recertification.

a.

Public Assistance Section

When the recertification results in a negative action for
any of the programs, this notice must be postmarked at
least 10 days prior to the effective date of the action.

In addition to the actions that result in change, the
action contimuie your reqular monthly public assistance
grant unchanged is included. Previocusly it was not
necessary to send a letter to inform the client of the
result of a recertification if there was no change in the
Public Assistance grant. Clients must now be notified of
the result of their recertification, even if there is no
change in the grant amount.

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 budget and the
ABEL budget narrative must be sent with the notice.

This section has space to inform the client of other
amounts which s/he can expect to receive during the
certification pericd. For example, 1if a household
receives a recurring visitor's allowance, the amount,
reason ard dates can be entered in this space.
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The recaupment section, if applicable, must be campleted.
Food Stamp Section

In addition to the actions that result in change, the action
CONTINUE _your monthly food stamp benefit unchanged is
included. If the benefits will contimuie unchanged, and
recertification requirements for Public Assistance have been
met, the worker checks the CONTINUE box, campletes the first
line ard crosses ocut the subsequent lines under CONTINUE. If
the benefits will contimue unchanged, and recertification
requirements for Public Assistance have not been met, the
worker checks the CONTINUE box and campletes all lines. See
the Food Stamp Scurce Book section VI.A ard B and Section G of
this Directive regarding the DSS-3153: "Continuing Your Food
Stamps" for important information about PA/FS recertification
requirements, certification pericds and notice requirements.

The next version of this notice will be modified to provide two
separate boxes for ocontimue, one for when Public Assistance
recertification requirements have been met and ocne for when
Public Assistance requirements have not been met.

If a RECOUPMENT is currently in place for Food Stamps, the
worker checks the box indicating that a recoupment is being
taken against the Food Stamp benefits. The worker should not
£ill in the blank percent, but rather cross cut "at the rate of

percent (%)". The next version of this notice will
delete these words.

When a household is not participating in the Food Stamp
Program, a notation must be made on the reason line in the Food
Stamp section indicating why the household is not
participating.

For examples of campleted notices see attachments 3 ard 4.

Medical Assistance Section

Medical Assistance messages for PA Cambined Notices: DSS-4014,

‘DSS-4015 and DSS-4016 and Employment Notices: DSS-4003 and DSS-

4004 are as follows:

(1) MESSAGE [ ] CONTINUE the Medical Assistance coverage
for (name(s)) unchanged. You will contirme
to receive a Medical Assistance
authorization entitling the eligible
individual (s) to full sexrvices.

INSTRUCTIONS: This box should be checked when the agency
has determined that the change in PA has no
impact on Medical Assistance eligibility.



Daie May 22, 1989
89 ADM-21.

Trans. No.

Page No.16

DSS-3808 (2187

(2)

(3)

(4)

(5)

MESSAGE [ ]

INSTRUCTIONS:

MESSAGE [ ]

INSTRUCTIONS:

MESSAGE [ ]

INSTRUCTIONS:

MESSAGE [ ]

CONTINUE the Medical Assistance coverage
for (name(s)) perding the receipt of
information necessary to decide continued
eligibility. Please contact us no later
than (date) at (telephone) so we can tell
you the information we need.

This box should be checked when it is
unknown at the time that the Public
Assistance decision is made whether or not
the change will affect MA eligibility. 1In
these situations the client is being
requested to produce additional information
necessary in order for the agency to make
its eligibility determination.

QONTINUE the Medical Assistance coverage
for (name(s) pending our review of
eligibility. We will send you our decision

This box should be checked when it is
unknown at the time that the PA decision is
made whether or not the change will affect
MA eligibility. In these situations the
agency has the necessary information and is
in the process of making a decision.

REDUCE the Medical Assistance coverage
effective (date) for [(name(s)) from full
coverage to coverage with a SPENDDOWN.
Your total gross wonthly incaome is
$ . Your total monthly deductions
are $ . The difference between those
is your monthly NET incame for Medical
Assistance. This is $§ . The
allowable income standard for a family
household your size is $ . The
difference between your net income and this
standard ($ ) is your excess income
(18 NYCRR 360-4.8). The enclosed letter
explains eligibility under the Excess
Income Program.

This box should be checked when the change
results in the recipient's coverage being
reduced fram full coverage to coverage with
a spenddown. This will occur.primarily as
a result of increased income or a reduction
in the family household camposition.

REDUCE the Medical Assistance for
(name(s)). We have determined that you
transferred $ in resocurces on
(date). Because you transferred these
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resources for less than they were worth,
you are ineligible for mursing hame level
of care, health related facility and long
term hame health care program services
until (date). You will be eligible for all
other Medical Assistance services effective
(date). You will have to meet a spenddown
requirement for these services if there is
a [v] in the box above.

INSTRUCTIONS: This box should not be used at this time.

(6) MESSAGE [ ) DISCONTINUE Medical Assistance for (name)

effective (date) because

INSTRUCTIONS: This box should be checked when the agency
has determined that the recipient is not
eligible for Medical Assistance. This
determination of ineligibility may be for
the same reason as the Public Assistance
discontimance or for a separate reason.
It may be for finmancial (i.e., excess
resources) or non-financial (failure to
camply) reasons.

DSS-4015: NOTICE OF INTENT TO CHANGE EBENEFITS: PUBLIC
ASSISTANCE, FOOD STAMPS, MEDICAL ASSISTANCE COVERAGE AND
SERVICES (TIMELY AND ADEJUATE)

(ATTACHMENT 5)

This notice supersedes DSS-3514 - Notice of Intent to Change or
Discontinue the Public Assistance Grant and Status of Medical
Assistance Coverage introduced in 85 AIM-29. This form is used
to tell a Public Assistance recipient of changes to eligibility
or benefit amounts during the certification period -
reductions, discontimuations, suspensions, increases, or
contimiation of assistance unchanged (when an action has been

taken which did not affect the amount of the benefit).

a. Public Assistance/Food Stamp Sections

This notice is used to provide timely notice to a
recipient (i.e., notice at 1least ten days before the
action will take effect) amd must be used if the charge
requires timely notice foranypmgramareaceveredbythe
notice. For example, an increase in the Public Assistance
grant which does not require timely notice results in a
decrease to Food Stamp benefits. This notice must be used
because the adverse Food Stamp action requires timely
notice. In this situation, the effective date of the
Public Assistance change may be different (earlier) than
the effective date of the Food Stamp charge.
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The recoupment section, if applicable, must be campleted.

Additionally, for Food Stamps, if a recoupment is
caxrently in  place, the RECOUPMENT box must be checked.
The blank percent should not be filled out but rather
crossed ocut. The next version will delete the words "at
the rate of __ percent ". .
When a household is not participating in the Food Stamp
Program, a notation must be made on the reason line in the
Food Stamp section indicating why the household is not
participating.
b. Medical Assistance Section
See VI D.2, Medical Assistance section

DSS-4016: NOTICE OF INTENT TO CHANGE EENEFTITS: PUBLIC
ASSISTANCE, FOOD STAMPS, MEDICAL ASSISTANCE COOVERAGE AND
SERVICES (ADBQUATE ONLY)

(ATTACHMENT 6)

This notice is used to tell a recipient of changes to
eligibility or benefit amounts during the certification pericd,
when timely notice is not required.

Section 358-3.3(d) of the Fair Hearing regulations specify when
an adequate only notice may be sent for Public Assistance or
Medical Assistance. Federal Food Stamp requlmnem:s permit
adequate notice to be used only when the change is the result
of information reported on the monthly report. Hwever,
Federal Food Stamp requirements do permit situations in which
no notice at all is required. These Food Stamp situations are
specified in Section 358-3.3(e) of the Fair Hearing
requlations. Based on the different program requirements, this
adequate - only notice can be used for Public Assistance
households under the following circumstances:

o the corditions for adequate - only notice for PA and MA
apply and no notice is required for Food Stamps. Even
though notice is not required, the appropriate FS boxes on
the cambined notice must be completed to avoid confusing
the recipients about their Food Stamp eligibility and
benefits;

o the cordition for adequate - only notice for PA ard MA
apply and the household does not receive PA Food Stamps;

o the action being taken is based on information reported on
a monthly report;

o the action being taken is an increase for both Public
Assistance and Food Stamps or an increase in either
program that does not adversely affect the other program.
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a. Public Assistance Section

The recoupment section, if applicable, must be campleted.
b. Food Stamp Section

If a recoumment is currently in place for Food Stamps, the
worker should check the box indicating that a recoupment
is being taken against the Food Stamp benefits. The
worker should not fill in the blank percent, but rather
cross out "at the rate of percent (%)". The next
version of this notice will delete these words.

c. Medical Assistance Section
See VI.D.2, - Medical Assistance Section

DSS-4017: NOTICE OF INTENT TO GCHANGE FOOD STAMP BENEFITS
(TIMELY AND ADEQUATE)

(ATTACHMENT 7)
Food Section

This notice is used to tell a Public Assistance recipient of a
Food Stamp change during the certification pericd that does not
have any effect on Public Assistance, Medical Assistance or
Services benefits. For example, a change in Food Stamp Program
regulations that results in decreased Food Stamp benefits but
has no effect on the Public Assistance grant.

[DSS-4018: NOTICE OF INTENT TO CHANGE FOOD STAMP BENEFITS
(ADEQUATE ONLY)

(ATTACHMENT 8)

This notice is used to tell a Public Assistance recipient of a
change to Food Stamp benefits during the certification period
that does not have any effect on Public Assistance, Medical
Assistance or Services benefits and which does not require
timely notice. For example, an increase in the Thrifty Food
Plan levels results in increased Food Stamp benefits.

This notice will be used mostly to inform recipients of
increase and contimie actions. The only other time adequate-
only notice can be given for a Food Stamp action is when the
action is the result of information reported on the monthly
report. Since monthly reporting charges will most likely
affect both the Public Assistance ard Food Stamps, a DSS-4015
(Timely and Adequate) or DSS-4016 (Adequate) notice of change
would be used. The DISCONTINUE box maybeusedatlocal
district option in situations where no notice is required



Daie May 22, 1989

Trans. No. 89 ADM-21 Page No.gg
urder federal requirements. These situations are specifiedA in
Part 358 - 3.3(e) of the Fair Hearing regulations.
7. DSS-3152: ACTION TAKEN ON YOUR FOOD STAMP CASE and DSS-3153:
CONTINUING YOUR FOOD STAMPS (See Section VI.G.1)
(ATTACHMENT 14 and ATTACHMENT 16)
Under certain ciramstances these notices must be used by the
Public Assistance worker for a Public Assistance household.
See section G of this directive about Food Stamp Only Notices
for information regarding when and how these notices are used
for a Public Assistance case.
E. Employment Combined Notices (Upstate Only)
1. DSS-4003: NOTICE OF INTENT TO CHANGE PUBLIC ASSISTANCE GRANT
AND/OR FOOD STAMPS BENEFITS AND/OR MEDICAL ASSISTANCE COVERAGE
CR NONOCMPLIANCE WITH EMPLOYMENT REIATED REQUIREMENTS -
Notice A
(ATTACHMENT 9)
a. Public Assistance Section
This notice cambines the model notice of the same title
with the "Notice of Employment Program Sanction," both of
which are described in 86 AIM~10, "Revision of Public
Assistance Sanction Procedures". In addition, DSS-4003
incorporates Food Stamp language so that the notice can be
used for Public Assistance/Food Stamp recipient
noncampliance with either PA or Food Stamp employment
program requirements.
b. Food Section
If a Food Stamp sanction is proposed due to the Public
Assistance/Food Stamp recipient's failure to camply with a
Food Stamp or camparable Public Assistance employment -
related requirement, the appropriate sanction box (whole
household or individual) must be checked.
For a Food Stamp sanction, the DSS-4003 ("Notice A")
serves as a good cause inquiry letter and, for households
which do not respond to "Notice A", also fulfills
requirements for timely and adequate notice to impose the
sanction.
c. Medical Assistance Section
|~
§ See VI-D.2. - Medical Assistance Section
(=}
ﬁ NOTE: On the reverse side of DSS-4003, lamquage pertaining to
4 recovery of aid-continuing was erronecusly included. Oon

both client copies of DSS-4003 (Reverse), Contimuing Your
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3.

Benefits section, workers must strike out everything which
follows the first sentence. This correction will be made
in the next reprinting of DSS-4003.

DSS-4004: NOTICE OF INTENT TO CHANGE PUBLIC ASSISTANCE GRANT
AND/OR FOOD STAMP BENEFITS AND/CR MEDICAL ASSISTANCE CQOVERAGE
FOR NON-COMPLIANCE WITH EMPIOYMENT REIATED REQUIREMENTS -
Notice B

(ATTACHMENT 10)

a.

Public Assistance/Food Stamp Sections

As with DSS-4003, this form ocarbines two previous PA
notices and adds Food Stamp language so that it can be
used in cases of non-campliance with either PA or Food
Stamps employment program requirements. The DSS-4004 1is
used when an individual has responded to the DSS-4003 and
the local district has determined, based on the
individual's response ard any other evidence it has, that
the noncampliance with employment programs is willful and
without good cause.

For a Food Stamp sanction, the appropriate sanction box
{whole household or individual) must be checked. B

Medical Assistance Section
See VI.D.2 - Medical Assistance Section

On the reverse side of DSS-4004, language pertaining to
recovery of aid-contimuing was erronecusly included. On
both client copies of DSS-4004 (Reverse), Contimuing Your
Benefits section, workers must strike ocut everything which
follows the first sentence. This correction will be made
in the next reprinting of DSS-4004.

DSS-4005 NOTIFICATION OF EMPLOYABILITY AND THE RIGHT TO
CONTEST (TIMELY AND ADEQUATE)

(ATTACHMENT 11)

This notice replaces the model notice contained in 85 AIM-
45, “Fair Hearings to Contest Determinations of
Employability". It must be prepared , and a copy issued
to the applicant or recipient, every time an employability
determination is made and the individual is determined to
be employable. An individual determined employable for
the first time must receive a copy of the form before
he/she is assigned to any employment related activity,
including registration at Job Service or the WIN office
for work rules or WIN services. An individual being
redetermined employable must receive a copy of the form
before that person is reassigned to employment related
activities.
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F.

Public Assistance Only Notices

1.

[SS-2425: REPAYMENT OF INTERIM ASSISTANCE NOTICE
(ATTACHMENT 12)

In addition to the change to the uniform heading which includes
"Notice Date", there are other significant changes to this
notice.

a. The third sentence of the paragraph headed '"Dear
Sir/Madam:" has been changed. (Brackets [ ] show new
language) .

The sentence now reads, '"We have deducted the amount of
Public Assistance you received beginning with the [date]
SSI determined you [became] eligible for benefits and
erding with the month after the month in which the initial

payment is received".

This language reflects the Department policy that the
recovery of Hame Relief assistance granted should be
calculated fram the first day of the client's eligibility
for SSI. Conseguently, it is sometimes necessary to
prorate the Hame Relief amount to be recovered for the
initial month of SSI eligibility.

b. The regulatory citation has been added.

DSs-4002: NOTICE OF ACCEPIANCE/DENIAL. OF RBQUEST FOR
ASSTSTANCE TO MEET AN IMMEDIATE NEED CR A SPECIAL ALIOWANCE

(ATTACHMENT 13)

This notice combines the contents of and supersedes, "Notice of
Acceptance/Denial of Request for Assistance to Meet an
Immediate Need" introduced in 86 AIM-7 and DSS-3813: "Notice
of Acceptance/Denial of Request for an Additional Allowance to
Meet a Spec:.al or Immediate Need" introduced in 87 AIM-18 ard
included in 89-AIM-6.

a. Public Assistance section:

This new, combined notice is to be used whenever an
applicant requests assistance to meet 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 allowance must
be made within 30 days of the local district's receipt of
a completed request form DSS-3815: "Request For An
Additional Allowance By A Public Assistance Recipient",
unless there is an immediate need.
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In the case of an immediate need ofanapplicantior
recipient, notice must be provided in accordance with 86

AIM-7..
b. Food section:
Self-explanatory

c. Medical Assistance section:

(1) MESSAGE [ ]

INSTRUCTIONS

(2) MESSAGE [ ]

INSTRUCTIONS:

(3) MESSAGE [ ]

INSTRUCTIONS:

If you are in need of assistance to
help with your medical bills, you must
apply separately for Medical
Assistance. If you wish to receive
further information about eligibility
urder the Medical Assistance Program,
contact the agency at the phone rmumber
listed above.

This box should be checked unless the
client is an active PA or MA-Only
recipient or has requested Medical
Assistance. Persons determined
eligible for immediate need or a
special allowance only (i.e., are not
also eligible for a recurring cash
grant) are not autamatically entitled
to Medical Assistance. As such, they
must file and be fourd eligible by a
separate determination.

Your Medical Assistance coverage
remains unchanged.

Self-explanatory

Your application for Medical
Assistance is being reviewed. We will
send you cur decision within 30 days.

This box should be checked when the
client has requested the agency to
determine his/her eligibility for
Medical Assistance and the agency is
in the process of evaluating the
information submitted.
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G.

Food Stamps Only Notices

1.

General Notices

These notices are sent to Non-Public Assistance (NPA) Food
Stamp households. Also, the DSS-3152: "Action Taken on Your
Food Stamp Case" and the DSS-3153: "Continuing Your Food
Stamps" are used for Public Assistance recipients under certain
circumstances.

a. DSS-3152: ACTION TAKEN ON YOUR FOOD STAMP CASE
(ATTACHMENT 14)

This notice is used to inform NPA Food Stamp households of
the decision made regarding an application or
recertification for Food Stanps. It is also used when a
household which is applying for Public Assistance and Food
Stamps is determined eligible for Food Stamps before
e11g1b1_11ty for Public Assistance is determined. This
situation is most likely to occur when the household is
entitled to expedited processing for Food Stamps.

The first ACCEPTED box is used to accept a Food Stamp
application at application or recertification when aIl
verification requirements have been campleted. This
includes situations where a case has been processed under
expedited stardards and all verification requirements have
been campleted.

The second ACCEPTED box is used to accept a Food Stamp
application that was processed under expedited standards
ad there are still verification requirements which must
be campleted. (See attachment 15 for an example.)

This notice informs the household that if the Food Stamp
application is accepted before the amount of a Public
Assistance grant is determined, the Food Stamp benefit may
be changed without further notice. This is included
because federal regulatlons state that no additicnal
notice is required in this situation. However, this
State's practice is to give as mich information as
possible to applicant/recipient households. Therefore,
the Food Stamp section of the DSS-4013 combined PA/FS/MA
notice must be completed even 1if this notice has
previously been sent to a Public Assistance household.

The Recoumment box is checked if a recoupment is going to
be taken against Food Stamps when the case is opened.
However, a recoupment cannot be taken and this box checked
unless all appropriate procedures and notices have been
used regarding claims establishment. (See Section VI.G.2
of this Directive.)

b. DSS-3153: QOONTINUING YOUR FOOD STAMPS

(ATTACHMENT 16)
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This notice is used to inform a household in receipt of
NPA Food Stamp benefits that the certification pericd is
due to expire and that the household must take action as
indicated in order to contimie to receive Food Stamps and
avoid internuption in benefits.

This notice is also used for PA/FS households under two
ciramstances. First, if the ©Public Assistance
certification period is 1less than twelve months and the
Food Stamp certification period is one month longer than
the Public Assistance period, this notice must be sent to
the household if it fails to recertify for Public
Assistance. It must be sent when the DSS-4014:  “Action
Taken On Your Recertification" is sent informing the
household that the Public Assistance grant is being

The second ciramstance is when the Food Stamp
certification period is the same as the Public Assistance
period. In this situation, this Food Stamp notice must be
sent to the household at the same time as the Public
Assistance notification to recertify. The most comon
situation where the Food Stamp and Public Assistance
certification periods are the same is when the household
is authorized for a twelve month certification pericd.

If a household receives this notice and fails to fulfill
the Food Stamp recertification requirements, no further
notice is sent (i.e., no additional notification that
benefits have been discontimied is required). However, if
this notice is sent at the same time as the PA notice to
recertify and a PA notice is being sent to discontinue the
PA case, the Food Stamp portion of the cambined notice
mist be campleted to avoid confusing the recipient.

DSS-3620: NOTICE OF INTENT TO CHANGE FOOD STAMP BENEFITS
(TIMELY AND ADBEQUATE)

(ATTACHMENT 17)

This notice is an adverse action notice used to inform a
recipient of Food Stamp benefits of the determination to
reduce, discontimie or susperd such recipient's Food Stamp
benefits within the certification pericd.

If a recoupment is currently in place for Food Stamps, the
worker should check the box indicating that a recoupment
is being taken against Food Stamp benefits. -

DSS-3621: NOTICE OF INTENT TO CHANGE FOOD STAMP BENEFITS
(ADEQUATE ONLY)

(ATTACHMENT 18)
This notice is used to inform a Food Stamp recipient of a

change in benefits, during the certification periocd, when
timely notice is not required.
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This notice includes the action INCREASE and should also
include the action CONTINUE. A new requirement of Part
358 of Department Regulations is that Food Stamp
recipients be provided adequate notice of any increases in
benefits, or of any changes in the amount of ocne of the
items used in the calculation of his/her Food Stamp
benefits although there is no change in the amount of Food
Stamp benefits.

A new box for CONTINUE will be added in the next revision
of this form. In the interim, workers should utilize the
DISCONTINUE box, crossing cut the "DIS" of discontime and
making other appropriate changes to adequately explain the
action.

The only situation which permits adequate - only notice of
reduction or suspension for Food Stamps is when a
reduction or suspension occurs as a result of information
reported on the monthly report. New York State does not
have an NPA monthly reporting requirement at this time.

The DISCONTINUE box may be used at local district option
in situations where no notice is required under federal
requirements. These situations are specified in Sectlon
358 - 3.3(e) of the Fair Hearing regulations.

Food Stamp Overissuance, Disqualification and Repayment Notices

These notices are used for both Public Assistance and Non-
Public Assistance households.

a. Overissuance Notices
(1) DSS-3156: NOTICE OF FOOD STAMP OVERISSUANCE
(ATTACHMENT 19)
This notice informs an individual or household of an
overissuance of Food Stamps resulting from agency

exrror or inadvertent household error and the amount
of the overissuance.

The DSS-4053: "Food Stamp Repayment Agreement" must
be sent with this notice.

(2) DSS-4052:  NOTICE OF FOOD STAMP OVERISSUANCE -
INTENTIONAL PROGRAM VIOLATION
(ATTACHMENT 20)

This notice informs an individual or household of an
overissuance of Food Stamps and the amount resulting
fram an intentional program violation.
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The following notices must be sent with this notice,
as appropriate:

The DSS-4051: "Food Stamp Notice To Disquali-
fied Individual" must be issued for a single
perscon household.

The DSS-4050: "Food Stamp Notice to Household
of Disqualified Individual" and DSS-4051: "Food
Stamp Notice to Disqualified Individual(s)" must
be issued for a multiperson household.

See Disqualification Notices(VI.G.2.b)

The DSS-4053: "Food Stamp Repayment Agreement
must accompany this notice if

"Disqualification Consent Repayment Agreement"
or court order on repayment has not been signed.

b. Disqualification Notices

(1)

(2)

DSS-4050: FOOD STAMP NOTICE TO  HOUSEHOID OF
DISQUALIFTED INDIVIDUAL

(ATTACHMENT 21)

This notice informs the household that a household
member has been disqualified fram receiving Food
Stamps, the period of the disqualification, how the
disqualification was determined and the benefits to
which the household is entitled as a result of the
disqualification.

The following notices must be sent with this form:

(a) DSS-4053: "Food Stamp Repayment Agreement! must
accampany this notice if a "Disqualification
Consent Agreement" or court order on repayment
has not been signed.

(b) DSS-4051: "Food Stamp Notice to Disqualified
Individual (s)"

(c) DSS-4052: “Notice of Food Stamp Overissuance -
Intentional Program Violation"

DSS~4051: FOOD STAMP NOTICE TO DISQUALIFIED
INDIVIDUAL(S)

(ATTACHMENT 22)

This notice informs an individual (s) that she/he has
been disqualified from receiving Food Stamps, how the
disqualification was determined and the period of
disqualification.
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The

following notices must be sent with this notice,

as appropriate:

(a)

(b)

(c)

DSS-4053:

The DSS~4053: "Food Stamp Repayment Pgreane.n "
mst accampany this notice if
"Disqualification Consent Repayment Agreeme.nt"
or a court order on repayment has not been
signed.

The DSS-4052: "Notice of Food Stamp
Overissuance - Intentional Program Violation"
must be issued for a single person household
being disqualified.

The DSS-4050: "Food Stamp Notice to Household
of Disqualified Individual" and DSS-4052:
Notice of Food Stamp Overissuance - Intenticnal
Program Violation" must be issued for a
miltiperson household containing a disqualified
individual.

FOOD STAMP REPAYMENT AGREEMENT

(ATTACHMENT 23)

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

The section on repayment by allotment reduction method has
been modified to allow the worker to indicate the type of
allotment reduction by checking the appropriate box.
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H.

Medical Assistance Only Notices

1.

General Instructions:

a.

b.

f.

Iocal districts must indicate the specific details
regarding the reason(s) for the action(s).

Except in the case of denials, local districts must
indicate effective date(s) for the action(s).

Iocal districts must specify the name(s) of the
individual (s) affected.

Iocal districts must specify ALL of the appropriate laws
and/or regulations upon which the action is based.

ILocal districts must specify the budgetary method used to
determine eligibility whenever the notice provides space
for calculations. In addition a copy of the budget must
be enclosed with the letter if the reason for the action
is based on financial reasons. This includes all notices

of acceptance.

A notice of increase/decrease in benefits must specify
both the new amd former benefit coverage (i.e., full

coverage to $20/mo. spenddown, sperddown change from
$20/mo. to $50/mo.).

If more than one reason exists the local social services
district must state as many reasons for the action(s) as
are applicable.

Eligibility

a.

Revised Notices

(1) FORM DSS-3622: NOTICE OF DECISION ON YOUR MEDICAL
ASSISTANCE APPLICATION

(ATTACHMENT 24)

This form supersedes the 1/85 version of the DSS-
3622, as contained in 84 AIM~41.

REQUIREMENT:  Department Regulation section 360-2.5
requires that all applicants for Medical Assistance
be sent a written notification of acceptance or
denial. A copy of the notice must also be sent to
the medical provider, as appropriate.

WHEN TO USE: The revised notice must be used to
notify applicants when the application for an
individual or family is accepted for full or
emergency only coverage, denied, or
withdrawn,
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(2)

Excess Income, Catastrophic or Chronic Care
situations are dealt with in separate notices. The
DSS-3622 may be used in cambination with these

te notices, when the household circumstances
warrant different treatment of incame/resources for
individual case members.

The section regarding emergency medical care ard
services is used in situations when coverage must be
restricted due to an irdividual's alien status, e.q.,
illegal/urndocamented, students ard visitors, or IRCA
aliens restricted to emergency services. When this
section is ocompleted, the information contained in
the DSS-3622A: "Notice of Eligibility for Coverage
of an Emergency Medical Cordition", Attachment 26 of
this Administrative Directive, must also be attached
to the DSS-3622.

NOTE: Attachment 26 supersedes the notice contained
in Administrative Directive 88 AlM-4, and must be
reproduced without modification until a supply is
available from this Department.

When an individual/family is denied for excess
rescurces and also has excess income, the excess
incame amount must be indicated on the notice and the
DSS-4038: "Explanation of the Excess Incame
Program"” (Attachment 25) shall be enclosed with the
Notice of Decision. (The "Explanation of the Excess
Income Program" was previocusly mandated by
Administrative Directive 87 AIM-4 and is now
available as form DSS-4038.)

FORM DSS-3623: NOTICE OF INTENT TO DISCONTINUE/
CHANGE MEDICAI, ASSISTANCE

(ATTACHMENT 27)

This notice supersedes the 1/85 version of the DSS-
3623 as contained in 84 AIM-41.

REQUIREMENT: Department Requlation section 360-2.6
requires that all recipients of Medical Assistance be
sent a written notification whenever a change in
ciramstances causes an increase or reduction in
coverage and/or liability or a discontirmiance of
eligibility. A copy of the decision must also be
sent to the medical provider, as appropriate.

In addition, changes to the Fair Hearing regulations,
18 NYCRR 358-3.3, require that adequate notice be
provided to recipients when a social services agency
determines to change the amount of one of the items
used in the calculation of the Medical Assistance
sperddown, even if there is no change in the amount
of the Medical Assistance spenddown.
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(3)

(4)

WHEN TO USE: This notice must be used to notify
recipients of changes in the Medical Assistance
eligibility for an individual or family, i.e., change
from full coverage to spenddown; increase or decrease

in the amourtt of spenddown; when
deleting/discontimiing an individual or the whole
case. As with the DSS-3622, the DSS-4038:

"Explanation of the Excess Incame Program," must be
enclosed, when appropriate.

FORM DSS5-3868: NOTICE OF MEDICAL ASSISTANCE REVIEW
(ATTACHMENT 28)

This notice supersedes the 10/87 version of the DSS-
3868, as contained in Administrative Directive 87 AIM-
48. There are no significant changes to this form.

REQUIREMENT: Department Regulation section 360-
7.5(a) (1) requires that, under certain ciraumstances,

direct reimbursement may be made to rec:.plents or
their representatives for paid medical services which
should have been paid by the Medical Assistance
Program. This will occur primarily as a result of
fair hearing decisions, agency reconsiderations ard
litigation.

WHEN TO USE: This notice must be used to notify
applicants/recipients or their representatives that
the agency has reevaluated eligibility and that
Medical Assistance coverage may be available for
benefits previocusly denied.

This notice should not be used when the fair hearing
decision directs that Medical Assistance be provided
(i.e. a determination of eligibility has been made in
the decision). The notice should be used in response
to a reevaluation by the district of the appellant's
eligibility where the hearing decision has directed
the district to redetermine the appellant's
eligibility.

FORM DSS-3869: NOTICE OF DECISION ON REIMBURSEMENT
OF MEDICAL BIIIS BY THE MEDICAL ASSISTANCE PROGRAM

(ATTACHMENT 29)

This notice supersedes the 10/87 version.of the DSS-
3869, as contained in Administrative Directive 87 AIM-
48. There are no significant changes to this form.

RECUTREMENT: Department Regulation section 360-
7.5(a) (1) requires that, under certain circumstances,

direct reimbursement may be made to rec1p1ents or
their representatives for paid medical services which
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should have been paid by the Medical Assistance
Program. This will occur primarily as a result of
fair hearing decisions, agency reconsiderations and
litigation.

WHEN_TO USE: This notice must be used to notify
applicants/recipients of the agency's decisions
regarding reimbursement of medical bills. When this
notice is used, form DSS-3870 "Medical Assistance
Reimbursement Detail Form" must always be enclosed.
The DSS-3870 (10/87) can be found in 87 ADM-48.

b. New Notices

(1)

(2)

FORM DSS-3935: NOTICE OF DECISION TO ACCEPT - DENY -
CHANGE YOUR MEDICAL ASSISTANCE COVERAGE (CATASTROPHIC

TLINESS PROGRAM)
(ATTACHMENT 30)

REQUTREMENT: Department Requlation sections 360-2.5
and 358-3.3 require that all applicants for Medical
Assistance be provided a written notice of acceptance
or denial. The notice must specify any limitations
in coverage. A copy of the notice must also be sent
to the medical provider, as appropriate.

WHEN TO_USE: This notice must be used to notify
federally non-participating applicants who are not
otherwise eligible under Hame Relief rules, and who
have incurred or expect to incur inpatient hospital
expenses, of the decision on their application. The
DSS-3935 must also be used to notify a recipient of
catastrophic coverage of a change in his/her
contribution to the cost of care, due to same change
in the individual's ciraumstances. This notice must
be used whether or not a client 1liability exists
unless the client is eligible for full coverage, in
which case the DSS-3622 is used.

FORM DSS-3973:  NOTICE OF DECISION ON YOUR MEDICAL
ASSISTANCE APPLICATION (EXCESS INCOME)

(ATTACHMENT 31)

REQUIREMENT: Department Regulation sections 360-2.5
and 358-3.3 require that all applicants for Medical
Assistance be provided a written notice of acceptance
or denial. The notice must specify any 1limitations
in coverage. A copy of the notice must be sent to
the medical provider, as appropriate.

WHEN TO USE: This notice must be used in all
situations in which federally-related applicants have
excess income. (See form DSS-3622 for situations
involving both excess incame and excess rescurces.)
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(3)

(4)

Following the gquidelines issued in Administrative
Directive 87 AIM-4, a decision must be made as to the
existence of sufficient allowable medical expenses to
offset an income overage, and the appropriate
coverage to be authorized. In all situations
involving excess incaome, the DSS-4038: "Explanation
of the Excess Income Program” must be enclosed with
the DSS-3973. The DSS-3973 may be used 1in
carbination with other decision notices when
household circumstances warrant different treatment
of incame/resources for individual case members.

NOTE: ‘The DSS-3973 is intended to notify applicants
of the eligibility decision. Iocal districts must
cantinue to use whatever method is currently in place
to inform a recipient when a monthly spenddown has
been met and the appropriate coverage authorized.

FORM DSS-4021: NOTICE OF INTENT TO CHANGE THE
CONTRIBUTION TOWARD CHRONIC CARE COSTS

(ATTACHMENT 32)

REQUIREMENT': Department Regulation section 360-2.6
requires that all recipients of Medical Assistance be
sent a written notification whenever a change in
circumstances causes an increase or reduction in
coverage and/or liability or a discontimuance of
eligibility. A copy of the decision must also be
sent to the medical provider, as appropriate.

WHEN TO USE: This notice must be used to notify a
chronic care recipient of a change in the required
cantribution to the cost of care in the institution.
Proper procedures for the notice to a spouse, if
applicable, must be followed, as outlined in
Administrative Directive 85 AIM-37.

FORM DSS-4022: NOTICE OF INTENT TO ESTABLISH A
LIABILITY TOWARD CHRONIC CARE

(ATTACHMENT 33)

REQUIREMENT:  Department Regulation sections 360-2.5
and 358-3.3 require that all applicants for Medical
Assistance be provided a written notice of acceptance
or denial. The notice must specify any limitations
in coverage. A copy of the notice must .also be sent
to the medical provider, as appropriate.

WHEN TO USE: This notice must be used whenever an
applicant/recipient is determined to be residing in a
medical institution on a permanent basis.
(Procedures for determining temporary/permanent
absence status, budgeting, and appropriate notices to
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(5)

legally responsible relatives, as required in the
settlement in Brill v. Perales, are found in
Administrative Directive 85 AIM-37 amd are in no way
changed by the use of this notice.) In the case of a
recipient who was previously eligible for Medical
Assistance with a spenddown requirement, the amount
of the previcus spenddcwn must be indicated in the
space provided, in order to comply with Department
Regulation 358-2.2(a) (2). The INOME section of the
DSS-4022 provides space to accamodate the various
budgeting methodologies which may be applicable to an
individual entering a chronic care situation. 1In
situations in which a contribution to the cost of
care is being made by an IRR, the amount of the
contribution may be added to the gross monthly incame
of the institutionalized individual, or it may be
identified as a separate amount elsewhere on the DSS-
4022.

If there is an applying spouse and/or other
deperdents residing in the community, a DSS-3622 must
be sent to the applicant(s) in the camunity to
notify him/her of the agency's decision on the
application for Medical Assistance.

FORM DSS-4023: NOTICE OF INTENT TO DISCONTINUE FOR
FATIDRE TO OOMPLY WITH RECERTIFICATION PROCEDURES

(ATTACHMENT 34)

REQUIREMENT: Department Regulation 360-2.2 ard
Social Services law section 366-a require a

redetermination of a Medical Assistance recipient's
eligibility at least once every 12 months. The
recipient must recertify on the State prcscrlbed
form.

WHEN _TO USE: This notice must be used when a
recipient is to be discontinued for failure to appear
for a face-to-face interview, or when an interview
has been held but the recipient has failed to return
the required form/documents. In the section
regarding failure to return documents, the district
has the option of listing the specific doaments on
the DSS-4023, or of attaching a separate sheet
listing the required documents, such as the DSS-2642
- "Documentation Requirements®, or similar local
equivalent. .

Iorng Term Care

FORM DSS—-4006: NOTIFICATION OF ADVERSE UTILIZATION REVIEW
DECISTON AND FATIR HEARTNG RIGHIS

(ATTACHMENT 35)
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This notice supersedes the notice of the same name which is
Attachment #1 to Administrative Directive 80 AIM-12 "Revised
Policy and. Procedure Regarding Adverse Utlllzatlon Rev1ew
Determination in a Residential Health Care Facility (Yaretsky
v. Blum et al)".

REQUTREMENTS : The partJ.al final judgement in the Yaretsky v
Blum case requires, in part, that all Medical Assmtance
recipients who are residents of Skilled NMursing Facilities
(SNFs) and Health Related Facilities (HRFs) be notified when a
utilization review comittee determines that a lower level of
care is required, of their right to veto an out-of-facility
transfer and their right to a fair hearing.

WHEN TO USE: The revised notice must be used when a
utilization review comittee determines that a resident of a
residential health care facility (SNF or HRF) requires a lower
level of care. The policy and procedure of 80 AIM-12 remain in
effect and unchanged.

Personal Care Services
a. Revised Notices

(1) FORM DSS-4007: NOTICE OF DECISION OF INITIAL
AUTHORTZATTON/REAUTHORIZATTION/CR DENITAL PERSONAL CARE
SERVICES

(ATTACHMENT 36)

This notice supersedes the 7/83 version of the
"Tnitial Authorization/Reauthorization/ or Denial of
Personal Care Services" notice transmitted to the
local social services districts in a '"Dear
Commissioner" letter dated July 13, 1983.

REQUIREMENT: Department Regulation section
505.14 (b) (5) (V) requires that all
applicants/recipients of personal care services be
sent a written notification of acceptance,
reacceptance or denial. ,

WHEN TO USE: The revised notice must be used to
notify applicants/recipients of personal care
services of the decision of initial authorizations,
reauthorizations that remain unchanged, or an initial
denial of services.

(2) FORM DSS-4008: NOTICE OF INTENT TO INCREASE, REDUCE
OR DISCONTINUE PERSONAIL CARE SERVICES

(ATTACHMENT 37)
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5.

This notice supersedes the 7/83 version of the
"Notice of Intent to Increase, Reduce or Discontimue
Personal Care Services" transmitted to the local
social services districts in a "Dear Comnissioner*
letter dated 7/13/83.

REQUTREMENT' : Department Regulation section 505.14
(b) (5) (viii) requires that recipients be sent a
written notification of intended changes to his/her
personal care services authorizations.

WHEN TO USE: ‘The revised notice must be used to
notify recipients of intended changes to his/her
personal care services authorizations, i.e., increase
or reduction in the personal care services
authorization; when discontimuing a recipient's
personal care services authorization.

b. New Notice

(1)

FORM DSS-4009: NOTICE OF DECISION TO SUSPEND THE
AUTHORIZATTION FOR PERSONAL CARE SERVICES

(ATTACHMENT 38)

RECUTREMENT': Deparlment Requlation section
505. 14(b) (5) (x) (c) requires that the local social
services district reassess a recipient's need for
personal care services when there is a change in
that individual's medical ocaondition. The notice
informs the recipient of the need to reassess the
personal care services need and the suspension of the
personal care services authorization.

WHEN TO USE: This notice must be used to notify
recipients of personal care services of the decision
to suspend an authorization due to hospitalization.
The recipient is informed that a new assessment of
personal care services needs is necessary prior to a
reauthorization of service. The recipient is
instructed to notify the case manager when the date
of discharge is known. A new physician's order for
home care must be completed reflecting his/her
current medical needs of the recipient.

Recipient Restriction

a. Revised Notices

(1)

FORM DSS-4024: NOTICE OF INTENT TO RESTRICT YCOU TO A
PRIMARY MEDICAID PROVIDER (INITIAL RESTRICTION)

(ATTACHMENT 39)
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(2)

(3)

This notice supersedes the 5/84 version of letter of
intent (a), "Ietter of Intent to Restrict You To a
Primary Medicaid Provider", found in the Restricted
Recipient Procedure Manual.

REQUIREMENT: Department Requlation section 360-6.4
requires that all restriction candidates be sent a
written notification of the State's intention to
restrict Medicaid services.

WHEN TO_USE: The revised notice must be used to
inform the client that because of his/her abuse or
misuse of the Medicaid system, an initial restriction
will be placed on his/her Medicaid benefits for a
fifteen month period. The client must chocse ard
obtain Medicaid services, with same exceptions, from
a primary provider in the restriction type assigned.

FORM DSS-4025: NOTICE OF INTENT TO RESTRICT YOU TO A
PRIMARY MEDICATD PROVIDER (RE-RESTRICTICN)

(ATTACHMENT 40)

This notice supersedes the 5/84 version of letter of
intent (b), "Ietter of Intent to Restrict You to a
Primary Medicaid Provider", found in the Restricted
Recipient Procedural Manual.

m Department Regulation section 360-6.4
requires that all re-restriction candidates be sent a

written notification of the State's intention to
again restrict Medicaid services.

WHEN TO_USE: The revised notice must be used to
inform clients, who have previously been restricted,
that a subsequent restriction period will be
imposed. This period will be for three years.

FORM DSS-4028: NOTICE OF INTENT TO CONTINUE YOUR
RESTRICTION TO A FRIMARY MEDICAID PROVIDER
(ADMINISTRATIVE CONTINUATTION)

(ATTACHMENT 41)

This notice supersedes letter of intent (c), "ILetter
of Intent To Contimue Your Restriction To a Primary
Medicaid Provider", found in the Restricted Recipient
Procedural Mamal. -

REQUIRFMENT: Department Regulation section 360-6.4
requires that all restricted recipients be sent a
written notification of the State's intention to
continue to restrict Medicaid services.
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VIII.

WHEN TO USE: The revised notice must be used to
inform currently restricted Medicaid recipients that
because of their non-campliance with the restriction
program, their restriction period will continue for
an additional three vyears. The initial and
subsequent restriction will be continuous.

SERVICES

Since services categorical related eligibility is based on current
receipt of Public Assistance and/or Medical Assistance, an initial PA/MA
eligibility decision would not impact on the client's services
eligibility. Consequently, there is no need for services input on
notices which inform the client of the determination on his/her initial
application. However, a services section is included on the PA cambined
notices of intent to change or discontinue benefits and on the notice of
action or recertification. This section informs the client that a loss
of Public Assistance benefits will require a service redetermination
within 30 days of the decision to reduce or discantime PA benefits.

Please note that a telephone mumber must be entered in that section for
the client to call for information.

ADDTITIONAL, INFORMATICN

‘A.  Your district will autamatically receive a supply of these forms

based on past ordering practices or an estimate of a three-month
supply. Spanish versions of the notices will also be available.
Requests for additional supplies or Spanish versions of the notices
mist be submitted on Form WS-47 (Rev. 3/81): "“WMS Order Form", and
should be sent to:

New York State Department of Social Services
Welfare Management System
P.0. Bax 1990
Albany, New York 12201
Attention: Don Guinane

Questions concerning ordering forms should be addressed to Mr.
Guinane by calling 1-800-342-3715, extension 6-6223.

B. HEAP will have revised notices for heating season 1989-90. These
will be sent to you under separate cover.

C. Department Requlation 381 is likely to change in the near future
regarding mismanagement of the ADC cash grant.

For that reason two Public Assistance notices, "NOTICE OF INTENT TO
RESTRICT RENT PAYMENT" and "DETERMINATION OF RENT PAYMENT STATUS"
(introduced in 80 AIM-98) were not included in the notices project.
Until the expected changes to Section 381 are finalized and new
notices are developed to reflect the changes, districts must use DSS-
4015 "NOTICE OF INTENT TO CHANGE BENEFITS: PUBLIC ASSISTANCE, FOOD
STAMPS, MEDICAI. ASSISTANCE AND SERVICES (TIMELY AND ADPQUATE) and
shall send the "NOTICE OF INTENT TO RESTRICT RENT PAYMENT" or the
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locally developed equivalent as an addendum. When a determination
of mismanagement has been made, districts must use DSS-4016:
“NOTICE OF INTENT TO (HIANGE BENEFITS: PUBLIC ASSISTANCE, FOOD
STAMPS, MEDICAL ASSISTANCE AND SERVICES (ADPQUATE ONLY)" and shall
send the "DETERMINATION OF RENT PAYMENT STATUS" or the 1locally
develcped equivalent as an addencum.

IX. EFFECTIVE DATE

The effective date of this directive is:

June 1, 1989 for use of marmual notices

October 1, 1989 for use of automated notices.

Deputy Cammissio
Division of

Division of Medical Assistance



854073 289 ATTACHMENT 1 . Apphcation-PA
ACTION TAKEN ON YOUR APPLICATION: '
PUBLIZ ASSISTANCE, FOOD STAMPS AND MEDICAL ASSISTANCE COVERAGE

,rno‘ncs NAME AND ADDAESS OF AGENCY/CENTER OR DISTRIC™ DFEICE
}
¥

TASE NUMBER . CiN RID NUMBER

CASE NAME -8n¢ C/C Name * Prasan ANL ADDRESS

GENERAL TELEPHONE NO FOR
QUESTIONS OR HELP

OR Agency Conference

Fair Hearing information
ang assistance

Recora Access

— .

Legal Assistance information _

l

OFECE NO UNTT NG WORKER ND UNIT OF WORKER NAME TELEPHONE NO
pony
The action(s) taken on yout apphication cated are explained beiow naxt 10 the boxes that have been checked o

ATTENTION: K you are accepted for Pubic Assistance, Food Stamps. or Mecical Asistance. you may be ekgible for @ aiscount on your
teiaphone service. For informanon on LIFELINE, cal New York Telaphone. tol-free 8! 1-800-555-5000.
PUBLIC ASSISTANCE

—
s ACCEPTED fot the period to You wili receve $ whEeh will cover the

period 10 After this you willrecerve $ __________ __ a month.

D A RECOUPMENT at the rate of 10 percent (5] 15 being taken against your grant. If you befieve that this reduction will cause your famdy an
ungue hardsnip you May CONIAC! your worker 1o sxpiam your reasons An ungue hargship occurs when 3 person goes not have enough
income to eat. 10 pay for sheher or utilites, 10 ciothe and purchase personal incidentals. or 10 pay for extraordinary medical needs that
are not covered by medical assistance Your worker will let you know what king of evidence you will need 10 Suppon your undue hargship
clarm It 1t 1S determined that the recoupment will cause an undue hardship. the recoupment may be changed to a reduction between 5
ana 10 percent (3. The requiation which aliows us to do this 13 18 NYCRR 352.31(d) The rsason for this recoupment I1s explained beiow

— DENIED because

The LAW(S) AND/OR REGULATION(S) which allows us to do this 18

FOOD STAMPS

D ACCEPTED for the period 1 You will receive $ which will cover the
pernod to This amount will be avasiable to you on After this you
will receive$ - amonth

D A RECOUPMENT s being taken against your food stamp benefrs.
D DENIED because

The LAW(S) AND/OR REGULATION(S} which aliows us to do this 18
D PENDED

MEDICAL ASSISTANCE

D ACCEPTED for Medical Assistance effective ______~ for (name(s))
You will be 1ssued a Medical Assistance authorization entithng all ehgible appiicants to tull services The enciosed letter will Clanity coverage
ynder the Medical Assistance Program

D ACCEPTED for Medical Assistance with a SPENDDOWN, eff, for (name(s))
. Yout total monthly income is$ _________ . Your totat y ded are $

The diMerence betwean these figures 1s your monthly net income for Medical Assistance. This is $ The al ncome

stancard tor a family household your sizeis$ . The ditference between your net income and this standard ($
1s your monthly excess income (18 NYCRR 350-4.8). The enclosed letter sxplains eligibility under the Excess Income Program

D ACCEPTED off for (name(s))

Wa have determined that you transterred § in resources on . Because you transferred these
resources 101 less than they wers worth, you are inehgidle for nursing home level of care, health related facility and long term home heafth care

program services yntil . You will be ehgibie for 8)l other Medica) A Ce SOrvices oth
You wilt have 10 meet a spenddown requirement for these services if there 15 an »~ in the dox above. b
D DENIED Madical A 1t tor (name(s))

because - ——

in the even! that you are hospralized you may be shgible for Medicat Assistance and shouid contact this Department.
The LAW(S) AND/OR REGULATION(S) which atiows us to 00 this 1
D PENDED

D We do not have enough information 1o decide your eligibility under the Medical Assistance Program. Pleass contact us no later than
at $0 we can tell you the information we need.

D Your application for Medical Asustance is being reviewsd. We will send you our decision within thirty days.

REGULATIONS REQUIRE 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 conterence 10 review these actions If you want a confererce you should
2s- ‘v cne as soor as pessidle At the conference i we C:scover that we made a wrong decision of if. because o :ntor-
~&'z" yo. DrOvide we determine 10 change Our decisior we will 1ake correclive action and give you a new notice You
=&, as« ‘c* a conterence Dy calling us at the number or the first page of this notice or by sending a writter request 1¢ us
2' '~e asctess hstea a: the top of the first page of this notice This number 1s used only for asking for 2 conference
It is not the way you request a fair hearing. 1! you ask for a conference yOu are siili enliheu € o iai? £&775 Reac
c€ o+ ‘ST tar heanng formation

RIGHT TO A FAIR HEARING: If you believe that the apove actionis) are wrong you may request a State ‘a- nez"ng oy

i1 Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
I you ive \n New York City (Manhattan. Bronx. Brookiyn Queens Staten Isiang) (212) 488-6550
¥ ysu hve in Cattaraugus. Chautauqua. Erie. Genesee. Niagara. Orleans or Wyoming County: (716) B47-3877

P ys. lve in Allegany. Chemung, Livingston. Monroe. Ontario. Schuyler. Seneca. Steuben, Wayne o° Yates
County: (716) 238-8282

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

* you 've in  Albany. Clinton, Columbia, Delaware. Dutchess. Essex, Franklin, Fulton, Greene, Hamilton. Herkimer,
Montgomery, Nasssu, Orange, Otsego. Putnam, Rensselaer. Rockland, Saratoga. Schenectady.
Schoharie. Sutfolk, Sullivan, Ulster. Warren, Washington or Westchester County: (518; 474-8781

"

OR

12- Writing: By sending a copy of this notice completed. to the Fair Hearing Section. New York State Depanment o Soc.a!
Services P O Box 1930 Albany. New York 12201 Please keep a copy for yourself.

— !want a tarr hearing The Agency’s action 1s wrong because

S.gnetare of Chent Date

Yoo nave the following number of days from the date of this notice to request a fair hearing'

| BENEFIT AREX TSE W
Pudlic Ass:stance Meaical Assistance. Soctal Services 60 gays
. Food Stamp Benetits 90 cays

It you request a fair hearing. the State will send you a notice informing you of the time and pface of the hearing You have
the nght to be represented by legal counsel. a relative, a friend or other person. or to represent yoursel! At the hearing
you. your attorney or other representative will have the opportunity to present written and oral evidence 10 gemonstrate
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 nght to bring withesses 10 speak in your favor. You should bring to the hearing any documents such as this
nctice. paystubs. receipts. medical bils. heating bills. medical verification, letters. eic. that may be helpful in presenting
you’ case

LEGAL ASSISTANCE: It you need free legal assistance. you may be able to obtain such assistance by contacting your
loca Legal Aid Society or other lega! advocate group. You may locate the nearest Legal Aid Society or advocate group dy
tnecking your Yellow Pages under “"Lawyers’ or by calling the number indicated on the first page of this notice

ACCESS TO RECORDS / INFORMATION: You have the right to review your case record. Upon your request. you have
tne nght to free copies of documents which we will present into evidence at the fair hearing. Also, upon request you have
the nght 1o free copies of other documents from your case record which you need for your fair hearing To request such
gocuments or to find out how you may raview your case record, calli 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.

1! you want agditional information about your case. how fo request a fair hearing. how to gain &tcess to your case file
ang/or agdiional copies of documents. you may call the number indicated on the first page of this notice or write us at the
agoress histed at the top‘of the lirst page of this notice.
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ACTION TAKEN ON YOUR RECERTIFICATION:
PUBLIC ASSISTANCE, FOOD STAMPS, MEDICAL ASSISTANCE COVERAGE AND SERVICES

NAME AND ADDRESS OF AGENCY/CENTER OR DISTRICT OFFICE

NOTICE
DATE:
CASE NUMBER . CiN 7 RID NUMBER
C& NAUE(AMGFON;‘NMWMS‘
I_ 1 GENERAL TELEPHONE NO. FOR

QUEST\ONS OR HELP

OR Agency Conference
Fair Heanng information

and assistance L U —

Record Access

_] Legal Asuistance information _
OFFICE MO UNTT MO WORKER NO UNIT OR WORKER NAME TELEPWONE NO

The action(s) taken on your recertification are expiained below next 1o the boxes that have been checked B :
PUBLIC ASSISTANCE

: REDUCE your reguiar monthly pubiic assistance grant fof the penod ] You
witrecove $ ________ & month beginning

: DISCONTINUE your pudiic assstance grant sffectve

7 INCREASE your reguiar monthiy public ass:stance grant for the penod o You
will recenve $ & month beginning The amount of your previous monthly grant was $

3 CONTINUE your requiar monthly public oram oed ot § for the penod )

Enmnbonscmcuc.uunngyouvﬂwiwmmmﬂmm“ 9 for the tiMe penods wivch are different from your reguiar monthly
grant a _ e e

E A RECOUPMENT at the rate of 10 percent (%) 13 Deing Laken aQanst your Grant. i you Deimve that this reduchon wil Cause your famdy an undue haraship, you may

CONLACT YOUT WOrker T0 SXPMIN YOUr reAB0NS An Undue harcship OCCUMS When & DEMSON does NOt Nave $NCUQh INCOMS [0 Sat, 10 PRy for shefter Or Uhibes. to Clothe
and purchase Personal INCIGENMAIS. Of 10 DAY 1O EXITROFCINAZY MECKCEl NESAS That WY NOL COVErSd Dy MeTICAl SIMMANCS. YOUr worket will iet you know what kind of
ndence you will Nead 10 SUDKOM YOU! UNGUS harashiD claum. If 1t 18 Setermined that the FSCOUDMeNt wll Causs &N UNOUe NArdShD, the recoupment May be changed
10 8 reduchion betwesen 5 and 10 percent (%). The reguiabon which aliows us t0 do thie 18 18 NYCRR 352.31(d). The reason for this recouprment 1 eXDIRINEd below

The REASON for tis acton is . S

The LAW(S) AND/OR REGULATION(S) wiveh aliows us 10 40 1w @

FOOD STAMPS

: REDUCE your monthly fo0d stamp beneft for the penod o You wili recene
S & MONth DegINMIng _ . The amount of yout previous monthly beneft was §

D OISCONTINUE your montnly food stamp benefit site -

: INCREASE your monthly tood stamp beneftt for the penod o L You will recerve
$ o & MoOnth DegINNING . The smount of your previous monthty beneft was $

D CONTINUE your monthly food stamp beneft unchangeds st S for the penod [

You fuied 1o meet recentficanon requirements for pubiic AsS:StANCS but can still be recerthed for food SamMps. Yw-ﬂmmrmmwmﬂmmm

$ o for ONLY one additonal month. To have your food stamp benefits continued you must reapply. We will 38nd You § 3604a78te NOLCe SAVYNG you Of how to
continue yout 100d stamp benefits. If s box & ounng your shgibiity penod you wil recene the -] for the time penods which are

different from your reguiar y beneftt

GARECOUPMENT;wmd Wﬂ(%ﬂ-mwmmwmm.

The REASON for thia action is

The LAW(S) AND/OR REGULATION(S) winch aliows us 1o do the o
MEDICAL ASSISTANCE

':] CON’TINUEih-Mw Asistance coverage for (name(s)) unchanged
You will CONtNue 10 receve & MENiCAl ASSIANCE SUThONZRtON enttimg the shgible NdMauai(s) to tull serices.

CONTINUE the Medical Assistance coverage lor (name(s)) [ -]
the reompt of INFOIMAtON NECESIArY 10 0CIGE CONTINUE PhQirity  Please COMAct us No ister than
E 50 wa can tedl you the informabon we need.

CONTINUE the Madical Asustance coversge K (name(s)) penang
our review Of ehgubity. We will 3end yOu OUf CSCIMON within therty days.

REDUCE the Medical A coversge ofte for { o(s))
from full COversge 10 COversge with a SPENDDOWN. Your total gross monthly ncome s
S Yourtotmmonthyceouctorsars$ __ 00 mmmmumvwn‘m’umwm
Thees . The aliowsdie income standard for g family housenold your size 8 $ o . The diference Detwesn your At INCOMe and e
Sancard ($ )W your monthly excess income (18 NYCRR 3804 8). The enciossd letter sxplains eigibilty under the Excess income Program

(]

0

]

D REDUCE the Medical Assistance for (i ) We heve determned that you
transterred $ _______ " resources on . & YOU tranwierred thees resourcs 10r lees than they were worth,
yOu &re neligitie for nurmng home level of care. health related facility and long 18N home health care Program services unti —
You will b eligible for all other Medcal A 200 . You wil have 10 Mest & 20SNSCOWN

reQuirement for thess services if there m an »* i The box ADOve.
[ o1scONTINUE Medical Assistance tor )

The LAW(S) AND/OR REGULATION(S) which sliows us 10 do this is

SERVICES - Recwents of Sociel Sences - A loas of Public ASSIStAnce and Medical ASSitance benefits wil require & recetsr ity for socal
20rvices within 30 days of such & GECIION. mmmmmmmmﬂumnmmmmwumm
will have to be redetermined. Please contact Services st for further information.

REGULATIONS REQUIRE 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




985-8814 dr ez.iie:

RIGHT YO A CONFERENCE: You may have a conférence (0 review these acuons. 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 of if, because of nfor-
maton you provide. we determine 10 change our dectsion, we will take cotrective action and give you a new notice You
may ask for a conference by calhng us a1 the number oOn the first page of this notice or By sending a written request 1o us
at she adoress listea at the top of the first page of this notice. This number 1s used only for asking for a conference
it is not the way you request a fait hearing. I you ask for a conference you are stil entitied to a fair heanng. if you want
to have your benefits continue unchanged (ard continuing} unt! you get a larr heanng decision. you must reques: a ‘arr
nearing :n the way described delow. A request for a conterence aione will not resuit in continuation ot pene‘:s Read
beiow for fair hearing Information.

RIGHT TO A FAIR HEARING: If you believe that the above action(s) are wrong. you may request a State fair hearing dy
(1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL) '
If you Ive 1n:  New York City (Manhattan. Bronx. Brooklyn. Queens, Staten Istand): (212) 488-6550
i you lve in" _Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847.3877

It you hve in  Allegany, Chemung, Livingston. Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

It you ive in  Broome, Cayuga. Chenango, Cortiand, Jetferson. Lewis, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

1 you ive in Albany, Clinton, Columbia. Delaware. Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockiand, Saratoga, Schenectady,
Schoharie, Suttolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474.8781

OR

Writing: By sending a copy of this notice completed. 1o the Fair Hearing Section. New York State Department ot Soc:al
Services. P O Box 1930, Albany. New York 12201. Piease keep a copy for yourse!!

—- ! want a far hearing. The Agency’'s action 1s wrong because:

2

S:gnature of Chent Date
You =ave the following number of days from the date of this notice to request a fair hearing:
BENEFIT AREA -’ TIME 1M1
Pubiic Assistance. Medical Assistance. Social Services 60 oays
Food Stamp Benefits 90 days

If you request a fair hearing, the State will send you a notice informing you of the ime and place of the hearing. You have
the right to be represented by legal counsei, a refative, a friend or other person, or to represent yourself. At the hearing
you, your attorney or other respresentative will have the opportunity 10 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 night to bring witnesses to speak in your favor. You should bring to the hearing any documents such as this
notice. paystubs. receipts. medical bilis, heating bills, medical verification, letters, etc. that may be helpful 1n presenting
your case

CONTINUING YOUR BENEFITS: If you request a fair hearing before the effective date stated in this notice and our action
atects your Public Assistance, Medical Assistance or Social Services, you will continue to receive your Public Assistance.
Medical Assistance and any Social Services at the same amount as before your recertification until the fair hearing decision
1s 'ssued Mowever. if you request a fair hearing on your food stamp case. your food stamp benefits cannot be contnued
at the same amount as before your recerification. but will be in the amount indicated on the first page of the notice !f you
lose the fair hearing, you will owe any Public Assistance money that you should not have received. In additron, we may
recover Medical Assistance benefits. Jf you want to avoid this possibility, check the box or boxes below to indicate the
program(s) for which you §0 not want your aid continued, and send this page along with your hearing request If you do
check the box or boxes. the action(s) described above will be taken on the affective date listag above as igentified under
the appropriate program. -

| do not want the following benefits continued at the same amount as before my recentification until the fair hearing decision
1S 1ssued

D Public Assistance D Medical Assistance D Social Services

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

ACCESS TO RECORDS / INFORMATION: You have the right 10 review your case record. Upon your request, you have
the right to fres copies of documents which we will present into evidence at the fair hearing. Aiso, upon request, you have
the rnight to free copies of other documents from your case record which you need for your fair hearing. To request such
Qocuments 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.

1t you want additionat information about your case, how to request a fair hearing, how 10 gain access to your case file
and/or adaitional copres of documents, you may call the number indicated on the first page of this notice or write us at the
adaress iisted at the top of the first page of this notice.



ATTACHMENT 3 .
0SS-4014 (299} Recertificaton-PA
ACTION TAKEN ON YOUR RECERTIFICATION:
PUBLIC ASSISTANCE, FOOD STAMPS, MEDICAL ASSISTANCE COVERAGE AND SERVICES

NOTICE NAME AND ADORESS OF AGEMCY/CENTER OR OiSTRICT OFFICE
SaTE: 5/20/89
CASE NUMBER - TINT AID NUMBER X County
P623 My ID Number Y Street
- Cogbine, New York 12221
CASE NAME (Ano C/O Name 1 Prasert AND ADORESS
v GENERAL TELEPHONE NO. FOR
™ st
S, Smith OR gancy Contaanes | 555-bickh
Combine, New York 12221 Fair Heanng nformation  555-4443
» Record Access 555-4542
L _j Lega! Assistance information 555-7122
OFRICE N UNIT NO WORKEA NO UNIT OR WORKER NAME TELEPHMONE NO
1 03 02 Tom Jones 555-4445

The action(s) taken on your recertification are explained below next 10 the boxes that have been checked B :
PUBLIC ASSISTANCE

REDUCE your reguiar monthly public RSISTANCS Orant for the penod o
il recove § & MOMN Deginming The amoum of yout previous monthly orant wes § .
G DISCONTINUE your pubiec assstance gram eftectve
D INCAEASE your reguiar monthly pubIc SSISTANCE Grant for the pencd 0 You
il recerve $ & month begeaning The amount of your previous monthly gramt was $
. CONTINUEmmwmmvmummnlwousucmmJ/I/SQ w__11/30/89
DNMMQM&,WNMMWMMOMN““ -] for the tme penods whech are differesnt from your regular monthly
oram
D A RECOUPMENT at the rate of 10 percent (W) 18 Deng taken agQaNSt YOu? Qram. If you bokeve that Ths recduchon will CaLS® YOUr frmvly an undue RardshP. you may

@noence you Wikl Nesd 10 UDPOM YOI UNTUS NArdshy clm nn-mmwm-\lm—mmm the recoupment may de changed
mnmmsw‘ow(\\)mmwmm .‘1 -allNYCRRmJI(d)T?-mvv-Wn-wmmm
The REASON for this achon your cilrcumstances are unchange

The LAWIS) ANGIOR REGULATION(S) which sows us 10 00 v 4 __ 18 NYCRR 351.20

FOOD STAMPS

DREDUCEWMMMWMMNW — L] You will recese
2 month beginming — ! —————

0 orSCONTINUE your montivy food stame beneft efte -

Dlmnmtmmwmumwmmw © : You wil recerve
s 4 morth begnmng . The amount of your previous monthly benefit was 3 _

] CONTINUE your monthty tood same beneft unchanged it § 90 __ for tw penod 6/1/89 © 12/31/89 .
v — P O DT T Bt O T A O O YO T P O W S OO TP T Y Y00 S TR TR Deren ot

& SOP-OMAN 03 ‘o
o 4 . you eapply SN -yOT I IODRr RIS YO
D IO SOl - Y saned il i
¥ LEs POy -PORES-Y . s

S » - ohs.
e . y

EARECOUMNT;nmd mmﬂ-mwmmmmmv
The AEASON for thm acton s your cirgumstances are unchanged

The LAW(S] AND/OR REGULATIONS) whieh aliows us 10 80 the o 18 NYCRR 387.17(f)

MEDICAL ASSISTANCE .
CONTINUE the Madical ARLetance coversge for ( ) Katherine and Rose . sncranged.
You will CONDNUE 10 rECerve & MEMICE ASIMLANCE AUTHONZADON etThng Tha shQbIe INAMAUAKS) 10 Al services.

D CONTINUE the Medical Asustance coversge for { » oenang
e receet of INOAMELON NECEESArY 10 GECKe CONDALEY ShOivity PIOASS COMACT uS MO iater ThaN .
-t nnwmmmmwmnw.

D CONTINUE the Medical AsSiStance Coversge for | pencng
O review Of shigubity. We wnll and yOu OUr JSCHMION withen Twly daye.

T mepuCE me ledcn coverage ette tor (arme(e))

from Ul Coverage © COvErags with & SPENDOOWN. (pur otal gross monthly income 13

s . YOur Otal monthiy sare$ The differsnce betwesen these 3 your MONTHYy Net INCOMS for Medcal Assistance
Tuws . The NCOMe SLANGAd for & tarrely Roussroid your sizs 8 S . . The difference Detween your net income and the
standard ($ ) % your monthiy sxceas mcome (18 NYCRRA 3804 8). The encicsed letter explans shordriity uncer the Excess income Program.

Dasouczmwmmn‘ s) We have deterrmined that you
tranglerred $ . i resources on . & YOu TANSfeTed these remources i e than they were worth,
YOU re nehgbie for NUrEING home level of CAre, Nealth reiated facsty and long WM hOMe health Cars program services untl!
You will ba shgbie for all other Meccal A sernces You wil have I Mest 3 IENSEoWN
requIrement Kr Thess 30rvices f Thers # 8" »” N The DOT SBOVE.

) 01sCONTINUE Medicas tor {
because

T TN AT NS) wheoh slows e 1 00 O u 18 NYCRR 360-6.,2

SERVICES - Recxrents of Socwl Servoss - A s of Public Asastance and Medical Assstancs benefts will requve & of your eligubity for social

eces withm 30 Gays of such & Oecwmon. This dOSS MOt NECeamrly MAdn INEt these rACEs will b termwiatnd. R Means Tt YOur CONtNg slgibelity for tNees SernoN

wil have to e rsOstermined. Plesss comtact Services Bt 555-4421 for further information.

REGULATIONS REQUIRE THAT YOU IMMEDIATELY NOTIFY THIS DEPARTMENT
OF ANY CHANGES IN NEEDS, INCOME, RESOURCES, LIVING ARRANGEMENTS OR ADDRESS
YOU HAVE THE RIGMT TO APPEAL THIS DECISION
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION




ATTACHMENT 4
0884014 ;2'%9) RAecerufication-PA
ACTION TAKEN ON YOUR RECERTIFICATION:
PUBLIC ASSISTANCE, FOOD STAMPS, MEDICAL ASSISTANCE COVERAGE AND SERVICES

NOTICE NAME ANC ADORESS OF AGENCYICENTER OR DISTRICT OFFICE
oATE: 5/3/89 o
CABE NUUBER " CIN 1 D NUMBER X County
P624 My ID Number Y Street
Combine , New York 12221
CASE NAME (Ang C/O Name  Preser AND ADDRESS
. ! GENERAL TELEPHONE NO. FOR
Elvira Smith . QUESTIONS DA MELR ........ T
Y Street OR Agency Confersnce 555-4444
Combine, New York 12221 | m :t::;:gc-:lmmon 555-4443
Record Access 555-4442
'_ _l Legal Assistance information __555-7122
OFFICE N0 UNT MO WORKER NO UNIT OR WORKER NAME TELEPHONE MO
3 01 05 Harry Hendrick 555-4448

~
The action(s) 1aken on your recerifcation are explained below next 10 the doxes that have been chacked L3 :

PUBLIC ASSISTANCE

:REWC!mwwmwmmm'umm - You
wilreconve § ________ a month beginmng The amount of your previous monthly grant was § .

C.X DISCONTINUE your pubhc asestance gram 5/13/89

D!Mmemwmmmmmw © You
wilrecone $ 2 mONth beginning The amount of your Drevious Monthly prant was §

DCMNUEmvmWMment____hhw ©

D o s DOT 18 Checked. AuNNg yOur ShGatelity DENOY you will recenve the following amounts 1or the INGcated tme Dericds which we different rom your reguisr monthly
oram -

EARECOUPMENTumm-dwwm)nwnqmmmmmvm.nmmmmmnuwmm#ywumhwummy
COMACT yOUr WOMREr 10 SXDIAM YOUr reAsONE AN UNOUe Aardship ocCurs when 8 Derson Soss NOt AAve SnouLQh INCOMe 10 aat. 1D DEY fr shetter Or Uhimes. 10 Clothe
810 PUITAAAS DOCSONAl INCIOSMAIS, OF 1 PRy Of SXITROrTING’Y Meccal NESGR KAl 88 NOL COVersd Dy Medical ABMANCE. YOr worker wwl gt you know what xing of
ndence you will Peed 1B UPEOM YOUr Undue hardshp clam. i t u wd that the t wil CSUSS AN UNCUS hardehp, mmmum
m-mmsw!omm)mmmmmunmm-uuvcnnmmm The reason Kr thes recoy f' INeq DEOw .
The REASON for s scronw _You failed to keep your appointment for a face-to-face recert1 fation

i{nterview scheduled for May 2, 1089 at Qam

The LAW(S) ANO/OR REQULATION(S) which Mliows us 10 do the W NYCRR 351,20
FOOD STAMPS
REDUCE your monthly food stamp benefit for the penod © _ . You wll recemve
S . & mOnth Degenewng . The amoumt of your previous monthly benefit was § il
 01SCONTINUE your monthwy 1000 same banet - .
Dumnuumwwmwumw © : You will recene
$ e § ONEH DEINPING 6mmwwmsmlsq

@ CONTINUE your monthly food stamp benefit unchanged st S __~ 90 for the penod
You faded 10 Mest recerUiCRDON reQUINSMEnTs 1or PUbIC ASSIANCE DUt can stll De recartiied for fOOC Sarmpe. wammwmmwu

$ ____ tor ONLY one sdditional month. To Rave your f00d Ramp Denefits continued you Must reapoly  We will 38nd yOu & SSOATEES NOBCe SAVISING you of how 10
eOntnue your 10od Stang benefs. I the dox » Gunng your shois penod you wiil recerve the foliowing amourts for the INGKCEted tMe PENCAS which are
differant from your reguiar y beneft ——

C a recourvent it e ramm of . Dercent (W)] & Deng taken aQUNSL your K00 SAMD benetts.

The REASON for th acton &

The LAWIS) AND/OR REGULATION(S) which miows us 10 do the » 18 NYCRR 387.17(a)

MEDICAL ASSISTANCE

D CONTINUE the Mechcal Assistance coversgs for (Aame(s)) unchanged.
You will CONDNUE 10 FCENS & MEAICH AMMEANCS SUTHONZELON SNTTING the ShgLIe INEMOUAKS) 1D Al servces.

: CONTINUE the Medical Assistance Coversge for (namels)) penang
the recegt of IMOrMALON NECEEIATY 10 GECSS CONTNUEd Shgxity  FISsse cONMACT us NC later than
o 0 we can tell you The miormabon we need.

G CONTINUE the Medhcs! ASMISIANCS COverage ‘or | o 9
Out review Of eiigieity. We wall Send yOu OUT GSCINION wiiten therty darys.

T REDUCE the Medcal Assstance coversge tor (name(s))

mMmDmmnmNm,wmmwwmu

S Vwmwmml——.mmwmnmwmmumwmm
Thaes . The showsbie mcome sandard for s lamidy Rousencid your azs s 8 . The differsnce Detween your net income and the
sancard ($ ________} 1 your monthly excess incoms (18 NYCRAR 380-4 §). The encicesd letter sxplains sigeieitty under the Exceas income Program

[ REDUCE the Meccas Assistance o ( We have determuned that you
transferred § n on . Bacauss you TaNshermed e reecurces 1Y iees than they were worth,
yOou a8 mehQibie fr nureng home level of care. healh reiatad taciity and iong 18N HOMe haslth Care Jrogrum services Uil —
You will e shgabie for all Ofher Medical ASSISIANCS 30MVICES . You wll have 10 Mest & OENOADWN
OQUIrEMant 1r Thase SeVices f there B AN » N the DOz EDOVe.

X o1SCONTINUE Medicar or { Elvira and Chester 5/13/89
Decaues ~to-§ fica nterv

scheduled-for Maw 2, 1989 at Qam

T LAW(T) ANDVOR REGULATION(S) whach aliows us 1 0o thie & 18 NYCBR 3A0-2.2(p) SSI _1RA=a(5)

SERVICES - Recrwents of Socal Servces - A loss of Public Assistance and Medical ASStance benefits will require & redetermenation of YOUr Sigibeity for social
0O withm 30 asys of Buch & SCEON. Thes dOSS NOt NECAsSRNYY MEaN that Thess Serncas Wil B termenated. i MEANS TAE YOI COMUNLING SKGIoHItY for TEee erCEs

i Aave to 58 reostermined. Please contact Servces at 555-4421  yor hurther information.

REGULATIONS REQUIRE THAT YOU IMMEDIATELY NOTIFY THIS DEPARTMENT
OF ANY CHANGES IN NEEDS, INCOME, RESOURCES, UVING ARRANGEMENTS OR ADDRESS
YOU HAVE THE RIGHT TO APPEAL THIS DECISION
BE SURE TQ READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION



ATTACHMENT 5

Crange-&:

3]
(5]
&
-
o
-
w
"

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

NAME aNZ ADDRESS OF AGENS™ CENTER DF D'§TRCT CFelE

t NOTICE
i DATE.

TASE NOMBER i AT NuMBES

TASE NAME anp DT Name c Presen an] 41D0ESD

GENERA, TELEP=DONE NO FOR
OUESTIONS OP =ELP

OR Agency Conference
Fart Heanng informanon

ang assisiance -
Recorc Access -
- - Legal Assistance wniormanon
s IEERE] [ WORKER NC ONT OF WDRKER NAME TELEPmONE NT

—
“ag SCTICE '3 1T 10l vO. that TRg agenty Menas 1o CHANGE YOUR BENEFITIS. Tne cnanges are expianec DeOw Nex! I INg DOXES (N3 mave Dee” tnelnec et

PUBLIC ASSISTANCE

AEDUCE your pudlc asssance grant trom § 18 enectve

D'SCONTINUE your pudihc assistance g7ant eMective

SUSPEND you' DuDHE assistance grant for the month of

INCREASE vou dudve assisiance gran or § LR ] eftectve

CONTINUE your pubuc 855:3127Ce 9Uan: uncnangec a* §

[RINIRINIRT

4 RECOUPMENT at the rate o' 10 percent (%p) s Deing tanen aQamnst your Qram H yoL Debeve that this re0usion wii Cause ydu' ‘2™ #° unCue
MarOSAC yOu M3y CONMAC! yOu' worke” 10 F yOu! TEESONS AN UNGUE NA'OSMHIC OCCUS wREn 3 DersCn GOeS NOt Rave en0uQ™ NTd™e IC ea' 1T Dav 1o
$heleT O/ Jiies 10 CIOMe BNG DUTCRASE QENeral NCOENIAIS O 10 DBy fo° #XIFROIOIMATY MEGCE! NEECs IRA! 3re NOI COverec Dy meI<a asysiatce Vour
WOrHe! Wil 181 yOU SNOW WARL RINC 0 BVIGENCE yOL wih ABEC 10 SUBDON YOU' UNGUE NAOSRIE Cig™ It 11 1S DETETMINES INBI INE "ECOLT™E™ Wi T3 8¢ &% LT
. RE’GS~C NG 'COUDTEN May De ChANQET 10 § rHCLLIION Of DEtwee™ S anc 109t The reQuIstion wnicn aliows us 10 OC tris 13 18 KYCARS 352 2° ¢ Tne reasc”
107 the recouD™ent «§ £10131N00 DEIOW

Tre REASON 0 this actior 1§

The LAW'S. AND/IOR REGULATIONIS, wricr aitows us 10 00 tis «§

FOOD STAMPS

REDUCE your fooe stamt Dene's +om § s eMective

DISCONTINUE your tooc siamp Deneft

SUSPEND your 100g stamp penetr for the month o°

INCREASE you' 1000 stamg benett trom § s -
CONTINUE you' '00C stamp Denetit gec at § ‘4
A RECDU’MEVT":' the rate o percent 1‘\7-: DeING tanen 8QAS! yOu' 100C SIaTE Denerts

Tne REASON 1or ths acuon 18

The LAWIS) AND/OR REGULATION(S) whigh aliows us 10 80 this 18

MEDICAL ASSISTANCE

w— CONTINUE the Mecica!l Assisiance coverage 10° 1nameis))
UNCNaNQeS YOu will CONMNUE 10 rACEIVE & MBOICA BLBISIANCE SUINOLZALON RNITHNG (NG SHGIDIE NOMIDUAKS: IS Tull SErviCes

CONTINUE tne Meaica! Assistance coverage 10° (nameis))

DRNAING the recePt O NIOIMBLON NECESSATY 10 CHCI0L CONINLED Bhgidrity Piease contact us no ister than

l t i $C we Can 1ot yOu the MID'MBLON we need

CONTINUE 1me Meaca Ass'stance COverage o’ inames)
DENCAG Sy’ review O @giDdily We will 387C yOu Ou' 08CISO™ within thinty Oays

[N

AECUCE tne Meaics! Assistance Qe ¢ for tname(sh
trom fuli coverage 1o coverage witn 8 SPENDDOWN  Your tota gross

momthiy mcome S YOut 10t8! mONthly 0eQuClons are $ The aifference Derweer INESE 1S yOu* MOy "l INCOME

t0- Meaical Assistance Trisis § The InComMe Sangarg for a famity housenold you* size 18 The aterence

) 1 you: monthly excess income {18 NYCRR 3504 8) The enctosed lene: exdiaing eng Dity unoer ine

Detween yout net income BNJ ths sLangaro (§
Excess Income Program

— REDUCE trhe Meoicat Assistance 10 tnamers)

We ngve getermmnec Inat you transterre0 S . " resOurses On Because yo. I"ansierrec Ihase resources
10° 1033 AN Ihey were wONth yOu Bre 1NEHGIDIe 10r AUIEING home ieve: Of Care NOANN +giatec 1aCiiny B8N0 JOnG term RO NEBR™ Care DrOG'E™ $ErVICes uhi

You wil! De ehgibie tor it Other Medicat AsSiB1aNCe 387VICES eMechive YOu will have 1o Meel &
SDENQOOWN reQuIrement 101 tReSe S8 ICES 1T IN'E 13 BN 7 1 the DOx BDOVE

— DISCONTINVE Meoica: Assisiance tor (namers))

Tre LAWIS) AND/OR REGULATION(S) which afiows us 10 00 this 15

SERVICES - Reciomnts of Sociai Senvices - A 1085 0! PuDIi ASSISUINGE ARG MOGICA! ASSSLENCE DONEMtS will require & reCMTErMNBLION D! yOur Shgidiny for SOCE
services withn 30 Gays 6f such 8 GECI8I0n TRis 008S NOT NECESEATHy MEAN That These S4rvICES will DE 19TTINEIES It MEANS IAEL YOU! COMINUING SIGIDIy 1Or IhESE SETVICRS

will Aave 10 D# recetermned Piaase comact Sennces ot for {ynher informato”

ATTENTION: I you are receiving Pubic Assistance. Food Stamps, or Medhcal Assistance. you may be eegidie for @ Giscount on your
toiephone service. For informaton on LIFELINE, call New York Telephone, toi-free st 1-800-555-5000

REGULATIONS REQUIRE 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
e BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION




o

w

o
-

RIGHT TO A CONFERENCE: You may have a ccnference tc *eview these actons If you want a conference you should
as« !or ONe as 500" as possible At the conference i we Jiscover that we maoe a wrong decision or f because of infor.
—augc= ,Cu previge we getermine 10 change our dec'son we will 1ake corrective action and give you a new notice. You
=ay asx 'O’ & conference Dy Caling us at the nymber on the first page of thig notice of Dy SONCING 3 wrilten 'eQuUes! 10 us
4 'he A00e8s Listed At the 100 O the firat page ©f this notice This number 18 usRG Only for asking for g conference
It is not the way you reques! 2 fair hearing. If yo.. ask fnr 3 confacanre un arg snlt @nntted o a far hearng 't you want
12 mave your denefits contirue unchanged (aid cortinwing) until you get a far hearing dec:sion. you must regues’ a ‘ar
~ea’ ng N the way descrnbed below A request for a corference aione wi' not result in continuaton of penetts Reag
oeiow for far hearing information

RIGHT TO A FAIR HEARING: If you believe that the above action(s) are wrong. ycu may reques’ a State ‘as ~earag by
t*. Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)

1 you ve n  New York City (Manhattan Bronx. Brookiyn. Queens Stater Isiang) (212) 488-6550

I* you ve in  Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847.3877

! you ive in  Allegany, Chemung. Livingston. Monroe, Ontaric. Schuyler, Seneca, Steuben, Wayne o Yates
County: (716) 238-8282

I you 've m  Broome. Cayuga. Chenango. Cortland, JeHerson, Lewis, Madison, Oneida, Onondaga. Oswegu.
St. Lawrence. Tompkins or Tioga County: (315) 428-4117

1 you hve in  Albany, Clinton, Columbia, Delaware, Dutchess, Essex. Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery. Nassau, Orange. Otsego, Putnam, Rensselser, Rockland, Saratoga. Schenectady.
Schohane. Sutfolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474.8781

OR

12: Writing: By sending a copy ot this notice completed. to the Farr Hearing Section, New York State Depa-tment of Sociat
Services P O Box 1830. Albany. New York 12201 Please keep a copy for yourseif

—

— [ want a far nearing. The Agency's action ts wrong because:

S g-ature of Chient Date

You nave the following number of days trom the date of thisrnotice to request a tair hearing:

BENEF:™ AREA TIME oM T
Public Assistance Medical Assistance. Social Services 60 cays
Food Stamp Benefits 90 days

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 nght 1o be represented by legal counsel, a relative. 2 friend or other person. or to represent yoursel! At the heanng
you. your attorney or other representative will have the opportunity 10 present written and oral evidence ¢ demonstrate
why the action should not be taken, as well as an opportunity {0 question any persons who appear at the hearng Aiso.
you have a right 1o 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 heipful in presenting
your case

CONTINUING YOUR BENEFITS: If you request a fair hearing before the effective date stated in this notice and our action
attects your Public Assistance. Medical Assistance, Food Stamp benehits or Social Services. you will continue to recewve
your benefits and any social services unchanged unti the fair hearing decision i1s 1ssued. However, if you lose the farr
heanng. you will owe any Public Assistance money and Food Stamp benefits that you shouid not have recewved |n add:-
tion. we may recover Medical Assistance benefits. If you want to avord this possibility, check the box or boxes below to
ingicate the program(s) for which you do not want ybur aid continued. and send this page along with your heanng request
! you do thack the hox or boxes. the action(s) described above will be taken on the eHective date histed above as identified
unger the appropriate prograrm. .

-
| 0o not want the foilowing benetits continued unchanged until the fair hearing decision 1s issued:

D Public Assistance D Medical Assistance D Food Stamps D Social Services

LEGAL ASSISTANCE: If you need free Isgatl assistance. you may be able to obtain such assistance by contacting your
locai Lega! Aid Society or other legal advocate group. You may locate the nearest Lega! Aid Society or advocate grouc iy
checking your Yeliow Pages under “'Lawyers™ or by calling the number indicated on the first page of this notice.

ACCESS TO RECORDS / INFORMATION: You have the right 10 review your case record. Upon your request. you have
the nght 10 free copies of documents which we will present into evidence at the fair hearing. Also, upon request. you have
the nght 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, calf the number indicated on the first page of this notice.
or send a written request t0 us at the address listed at the top of the first page of this notice.

Y you want agdiional information about your case. how to request a fair hearing, how o gain access to your case file
and/or adaitional copres of documents, you may call the number indicated on the first page of this notice or write us at the
agoress listed-at the top of the tirst page of this notice.
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Tss.acte D3 ATTACHMENT 6
NOTICE OF INTENT TO CHANGE BENEFITS: PUBLIC ASSISTANCE.
FOOD STAMPS. MEDICAL ASSISTANCE COVERAGE AND SERVICES (ADEQUATE ONLY)

NOTICE NAME AND ADCARESS OF AGENCY ZENTER OR S §7a.0° 7508
DATE
R Th AT NUMBER
CASE NAME 8z 22 Name c Prggenr an D ADDOEET
GENERA, “E_EP=ONE N FOR
OQUESTIONS OR mELF .
OR Agency Conference .
Far measng info"mation
. ano assisiatce -
Recorc Access - -
- - Legal Ass stance informaton ;
e it ol Nt NG WORKER N 20 5F nOBKEE NAME TELEPmO™E %O Y
1
. : S
— '
z

Tee SITZE $ser vou TR s agensy mengs 1o S=ANGE YOUR BENEF TS The IRaages are €xDA0C DEIOw NETTIC TNE DORES 1ND° "Bt 200" toeeer .

PUBLIC ASSISTANCE

REZ L2 vou DuduC assstance grat o= § s eftectve

S'STONTNUE your DuDlis 288 stance Qrant efect ve

SUSPEND vour DubHC aSSiSIANCE Gram 107 the month ot

INCREASE you’ DudhC ass:siance grant trom § _ - s

CONTINUE voo' DUDMC 335:S1a0CE Grant unchangec 3t §

4 AECOUPMENT at the tate o' *0 percent 0e: ig Deng 1ave™ 302 757 yOur Qrant I yOL Delieve tha' 1™'s T€3uCLO” wit' CAJSE vOU" 3™ 1 3 U"C.® ME'I8™ 2 vO. T
CO"HAZT yOLT wOTRET 10 EXDIT YOU' 'ERSO™T A LnTue TI'OSNS OCIU'S WNET B DE'SOR JOES N0' MAve ENDUGR NCOME 10 €8T 1C DRy 'C° $ORTE O° Ul 1 es I ILTNe
2 D,,Th83€ JENET3 NCEENMAIS 07 12 DAy 10 €r1°A0°C 127y TEC.CA NELOS Tha 3T 01 COvE'eC Dy MEGIEE BISSIANCE YOU' WO wl 18 vO. 470w whR' A 3
€v/0€7CE yO. Wi NEEC 1T SUDDOT YOU' JNTue NATASN.C CIMM [ 11 1§ ML PMINEC INB! The rRCOUDMEN” will ZBuse BN UNOUE "BTOSND 1he TRCSICTEN TAy De changec
1€ 2 'eCULto" O Detwee” & ang 108z The reguiaten whc™ 2NOWS us 1C 0 tnis 18 Y8 NYCAR 352 3131 The reason for the (4COLDME"" ‘s €XD.2 "€C Dedw

l
|
}

.

~e REASON e s acto” g

i TR LAWS ANDIOR REGULATIONIS whic™ anows us 1 9C ™ 18

b

i FOOD STAMPS

— REDUCE vour '00C stamp pene'r o= § 0 efective
: DISTONTINUE you 1000 S1aML Denet: e%ectve

;‘ : SUSPENT your 100C SIaTMC Dene'! 197 the memt of
: INCREASE you' 1000 Stame Dene'e frow § o

— CONTINJE you' 100¢ Stamp Seme't unchangec at §

9

—_— o
— A RECOUPMENT Gt ne rate o percent (%o, 5 DENG tane~ agaINs! you' 10OC SIE™ME Dene‘ts

Tne REASON tor this acton s

The LAWIS) AND/OR REGULATIONIS; which aliows us 10 00 s s

MEDICAL ASSISTANCE

e CONTINUE 1ne Meoicat Assistance coverage ‘or inameis)]
UNCNANGEC YOu will COMINUE 10 *ECeve 3 MECICA: BESISIANCE BUTRONZATON ENNIING N BHQIDIE NAVIOWAIS: tE Tul Serv.Cces

— CONTINUE tne Meoicat Assistance coverage 1o (nameis))

pengng e receD: o' intormatior necessa‘y 10 gecde continued ohigdinty Piease contact us no 1ate” than

a 30 we £3n 1¢! you the informaion we neet

CONTINUE 1he Meciza! Agsis1ance COverage 10- (namers))
DENE "G Ou' 'Rvilw O EUGIDIy W wilt $87C yOu DU OECISION WRIA thiny Gays

REDUCE the Megica: Assisiance coverage evective 1or (namets),

from tull g® 10 coverage win a SPENDDOWN  vou- 10t8° ¢rost

Your 10ta! monthily seguctions are § . The cMerence Detween these 1§ yOu' MOATRI, net nCOME

montnty mcome s §

The atterence

tor Mea:cai Ass Trug 18 $ Tre 1ACOMe S1ENCAro for 8 18Mily NOUSENOIC YOU* $:20 18 §

DETwee” yOur NEt INCOME AN this S1ANOATY {$
Excess income Program

} 18 your monthiy excess income (18 NYCRAR 3604 8, The enciosec iene: expiang *ugiDinty ynoe: Ihe

= REDUCE tre Maoical Assigtance 10t (NEMeLS))

We nave 0eIermIngC INAT you transterred 8 m tesources on ! yOu 1rENSIE’'8E thase rES0UTCRS
1C° 138 TRa” they were wonh yOu 878 NELQIDIe 10’ NUISING NOMe leve! O' Care REAIN reistes ity §nc 1ONG ler™ MOME Neaith care Drogram services untd

YOu will have 10 mee: & $DENG-

1 You wili De sugidie 10’ B Other Maaita! ASSISIANCE Services eftective

30w~ rgQuirement 107 Inese SErviCes ! INETE 5 8T 7 M NG DOT BDOVE

w— DISCONTINUE Meaica: Assistance for inamats))

eftectve because

The LAWS, ANDIOR REGULATION(S] which aliows us to 00 this 1§

SERVICES - Recioents o Social Services - A 1oss of Pubic ABHSIENCE GnG MEOICE! ASSISIANCE Denefts wi' (@QuITE & rEOMErMINBNION Of you* engiditty for SOCi
$#°v:Cot wiifun 30 0ays of Such 5 0eceon This 0OSS NOt NECESSANy MAsN INE! INESE SETVICES will DE 1ETMINSISE 1t MEsns NBI yOUr CONLIAUING BhQIDIItY 107 these SETVICeS

! Rave 10 De re0eiermingd Pigase conuact Services 8t for further mformanion

REGULATIONS REQUIRE 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

E~ciosoce



DES.azve 3 2t opes

ATTENTION I you #re recewing Pubhc Assistance FooC Stamds o° Medica' Assistance you may be ehgioie for 8 0iscount or your
terepnone service For ntormanon or LIFELINE car: New Yora Tewphone tofi-tree 81 1-800-555 5000

RIGHT TO A CONFERENCE: You may have a conlerenze 10 review these actions f you want a conlerence you sShau's
a8~ 10° Ome as soon 83 possidie At the conference. i we discover thal we made & wrong decision of it because of infor.
ma'on you Drovige. we determine 10 change our decision we will take corrective action and give you a new notice Yoo
~ay as- 0" a comerence Dy cang us a! the numbper Or the first page of this notice 07 Dy Sencing a written reques' (0 us
a1 the aczress listed at the top of tne firs: page :° this notice Th:s number 1s used only for asking tor a confzrence
it is not the way you request a fair hearing. 1! you v.ant tc have your benefds continue unchanged (aid contnuIng: u=t yC.
ge: a far neasng gectsion. you must regquest a far nearing n the way gescrided deiow A request for 2 conference aone w

not resy!* ir contnuation of benets. Reacd below for tair hearing mnformation

RIGHT TO A FAIR HEARING: !f you believe that the above actionts) are wrong you may request a Siale ‘a =ear.ng by

1"+ Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL,
I yo. lve i New York City (Manhattan. Bronx. Brooklyn. Queens. Staten island) (212) 488-6550
1 ys_ 've in  Cattaraugus, Chautauqua. Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847.3877

* you ve in  Allegany, Chemung. Livingston, Monroe, Ontario, Schuyler. Seneca, Steuben, Wayne or Yates
County: (716) 238-8282 .

I* yo. lve '~ Broome. Cayuga. Chenango. Cortland. Jetterson. Lewis. Madison, Oneida. Onondaga. Oswego.
St. Lawrence. Tompkins or Tioga County: (315) 428-4117

I yo. hve in  Albany, Clinton, Columbia. Delaware, Dutchess, Essex. Franklin, Fulton, Greene, Hamilton. Herkimer.
Montgomery. Nassau, Orange. Otsego, Putnam, Rensselaer, Rockland. Saratoga. Schenectady.
Schoharie, Suttoik. Sullivan, Uister, Warren, Washington or Westchester County: (518) 474-8781

OR

Writing: By sending a copy of this notice completed. to the Fair Hearing Section. New York State Department ot Soc
Services. P O Box 1930. Albany New York 12201 Please keep a copy for yourseit

2

—

— !wan a ‘ar hearing The Agency’'s action 1s wrong because

S:grature o! Chent Date

You nave the tollowing numder of days from the date 0! this notice 1o request a far heanng

BENES " AREA TME 0T
Pubhc Assistance Medica! Assistance. Social Services 60 cays .'
Food Stamp Benetits 90 days ‘

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 ngnt 10 be represented by legal counsel, a relative, a fneng or other person. or 10 represent yourself At the hearing
you your attorney or other representative will have the opportunity 10 present written ang oral evigence to demonstrate
why the actior should not be taken. as well as an opportunity 1o Question any persons who appear at the heanng. Alsc
you have a night 1o bring witnesses to speak in your favor. You should bring to the heanng any documents such as this
notice Daystubs receipls medical bils, heating bills. medical verification. letters. etc. that may be helpful 1n presenting
you' case

CONTINUING YOUR BENEFITS: If you request a fair hearing within ten days of the date of the postmark of the mailing of
thig notice and our action atects your Public Assistance. Madical Assistance. Foog Stamp benefits or Social Services. yo
ass:stance benefits and any social services wili be reinstated (a:id continuing) and wiil remamn unchanged until the fair hearing
decision 15 1ssued However, If you lose the farr hearing. you will owe any Public Assistance money and Food Stamp benetits
that you shouid not have received In agdition, we may recover Medical Assistance benetits. If you want to avorg this possioiiity
check the box or boxes below {0 indicate the program(s) for which you 00 Not want your aid continued. and send this page
along with your heanng request If you do check the box or boxes. the action(s) described above will be taken on the effective
cate iisted above as rdentihed under the appropriate program
-

| go not wan! the foliowing benefits continued unchanged until the fair hearing decision is issued
= Public Assistance [0 Medical Assistance G Food Stamps O social Services

LEGAL ASSISTANCE: !f you need tree legal assistance. you may be able to obtain such assistance by contacting your
local Legal Aig Sociely or other lega! advocate group You may locate the nearest Legal Aig Society or agdvocate group by
checking your Yeliow Pages unoer "Lawyers' or by caling the number indicated on the first page of this notice

ACCESS TO RECORDS / INFORMATION: You have the nght to review your case record. Upon your request. you have
the night to free copies of documents which we will present Into evidence &t the fair hearing. Also. upon request, you have
the nignt 1o free copies of other documents from your case record which you need for your fair hearing. To request such
documents or 1o find out how you may review your case record, call the number ingicated on the first page of this notce.
or send a written request 1o us &t the address listed at the top of the first page of this notice

#f you want additional information about your case. how 1o request & fair hearing. how to gan access to your case file
ang/or addiional copres of documents, you may call the number indicated on the first page of this nouice or write us at the
aodress listed at the top of the first page of this notice



ATTACHMENT 7 Foos Siamg Actgm.2a

D88.4317 35
NOTICE OF INTENT TO CHANGE FOOD STAMP BENEFITS
(TIMELY AND ADEQUATE)
TNOTICE NAME ANC ADJRESS OF AGENC" SENCEF OF 0§ 5.0 OFERCE B!
DATE i
TTasE h.vsES

{

T Cin . AT NUMBER

ZASE NAME A=z 0T Name ¢ Pragen aNT ADDRESS

GENERAL TELEPHONE NG FOR
QUESTIONS OR HE.P -

OR Agency Conterence
Fair Hearing intormanon

- Lega! Ass:stance informanon

ang assistance —_—

Recorg Access [

W

WNORKES NT UNIY OR WORKER NamE TELEPmONE NO
i

Thus agency s 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 D

—

FOOD STAMPS

: DISCONTINUE your food stamp benefit effective

- SUSPEND your food stamp benefit for the month(s) of

: REDUCE your food stamp benefit from § to § effective

: INCREASE your food stamp benefit from $ to$

: CONTINUE your food stamp benefit unchanged at

The REASON for thus action is

eftective

The LAW(S) AND/OR REGULATION(S) which aﬂov;s us to do this Is

PUBLIC ASSISTANCE

E This change does NOT aftect your public assistance benefits.

MEDICAL ASSISTANCE

[__;- This change does NOT affect your medical assistance coverage.

SERVICES

E This change does NOT affect your eligibility for services.

ATTENTION: ¥ you are recesving Food Starmps,
ca¥

may be elipible for a chscount on your telaphone service

you
For information on LIFELINE, New York Teiephone. toi-fres. a1 1-800-555-5000

REGULATIONS REQUIRE 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 1o review hese actions !f you want a conference you shouig
as- 'C' nE as $O0n as possidle Al the conference. if we OisCOver tha! we mage 3 wrong decision or it because o! intor.
a3t~ ydu D'Ov.08. we delerming (0 Change our J8:Sion we will take corrective BCUOA BRD give you 3 new notice You
~a, 25« 13" 8 conierence Dy caling us a! the number on the first page of this notce O' Dy SENCIND & WHitler reques’ 10 us
2: 1ne aoczress histeo at the top O the wrst page o! this nouice (s number 1 used only for asking for a conference
1t 15 NO! the way yOu reques: & 18ir neering. 1. yOu a$# 07 & cONterence you are stll entitied 10 a fair heanng 1! you wan:
1o mave you' benefis continue unchanges (aid CoNtINL =5t unlil yoL get a ‘ar heanng OBCISION yOu Mus: reJues: a fa-
neasng 'm tne way gescribed below. A request for a conference aione will not result 1n continuaton o denetts Reac
oe.on for fa:r hearing «nformation

RIGHT TO A FAIR HEARING: !f you befieve tha: the above astionis) are w'cng you may request a State ‘a - nea ag oy

t1+ Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
I you hve i New York City (Mannattan. Bronx. Brooklyn Queens. Staten Island) (212) 488-6550
# yoo bve in  Cattaraugus. Chautauqua. Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877

" vcu lve in  Allegany, Chemung. Livingston. Monroe. Ontario. Schuyler, Seneca, Steuben. Wayne o Yates
County: (716) 238-8282

¥ yo, ive in  Broome, Cayugs, Chenango. Cortland. Jetferson, Lewis, Madison, Oneida, Onondaga. Oswego.
St. Lawrence, Tompkins or Tiogs County: (315) 428-4117

I you ve in  Albany, Clinton, Columbia. Delaware. Dutchess. Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery. Nassau, Orange, Otsego. Putnam, Rensselaer, Rockiand, Saratoga. Schenectady.
Schoharie, Sutfolk, Sullivan, Ulster, Warren, Washingion or Westchester County: (518) 474-8781

OR

2 Writing: By sending 3 copy of this notice completed. 1o the Fair Heanng Section. New York State Department of Socia!
Services. PO Box 1930. Aibany. New York 12201 Piease keep a copy for yourself.

wan! a fair heanng The Agency's action 1 wrong because:

g-a:ure o! Cuent Date

f

Il

You have the toliowing number of days from the date of this notice 10 request a farr hearing

BENEF'™ AREA TIME i
Public Assistance. Meaical Assistance. Social Services 60 gays
Food Stamp Benetits 90 cays

1! you request a fair hearing. the State will seng you a notice informing you of the time and place of the heanng You have
the nght to be represented by legal counsel. a relative. a fnend oOr other person. Or 10 represent yourself. Al the hearng
you your attorney or other representative will have the opportunity t0 present written and oral evigence to demonstrate
w"y the actior should not be taken. as well as an opportunily t0 qQuestion any persons who appear at the hearing Also
you Nave a ngn! 10 dring witnesses 1o speak in your favor You shouid bring to the hearing any gocuments such as this
notice paystuSs receipts medical bilis. 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 of the action in this notice you will
continue 10 recewve your 100a stamp benelits unchanged unti! the fair hearing decision 15 1ssued However if you lose the
far nearing you will owe any Food Stamp benefits that you should not have received If you want 1o avoid this possibility

check the box E below 10 inchcate that you do not want your aid continued. and send this page along with your heanng
request If you do check the box. the action(s) cescribed above will be taken on the effective cate listed on the first page
o' thus notice -

— 1 do not want my Food Stamp benefits continued unchanged until the fair hearing decision 1§ issued

LEGAL ASSISTANCE: If you need free legal assistance. you may be abie to obtain such assistance by contacting your
iocal Lega' Aig Society or other legal advocate group You may locate the nearest Legal Aid Society or advocate group Dy
checking yout Yellow Pages under “'Lawyers’” or by calling the number indicated on the first page of this notice

ACCESS TO RECORDS / INFORMATION: You have the right to review your case record. Upon your request. you have
tne right to free copies of documents which we will present into evidence at the fair heanng. Also. upon request, you have
the right 10 free copies of other documents from your case record which you need for your farr heaning. To request such
gocuments or 10 hind out how you may review your case record. call the number indicated on the first page of this notice.
of send a written request to us at the address listed at the top of the first page of this notice

I' you want agditiona! information about your case. how to reqguest a fair hearing. how to gan access to your case fie
angr/or acoitional copies of documents, you Mmay cail the number indicated on the first page of this notice or write us af the
agzoress istec at the top of the first page of this notice



ATTACHMENT 8

Fosc S:a=: Acton.Fa

854000 33 .
NOTICE OF INTENT TO CHANGE FOOD STAMP BENEFITS
(ADEQUATE ONLY)
NO™ICE NAME AN ASLBESS OF AGENIT DENTER I3 TR OFECE
DATE
AR LTS 1 L) £n AZ NuMBES
CASE (AUE aet ST tgeme - Fiege it SIT3EEC
SENESA, TELEP=CNE NO FOR
L CWESTIONE Om mEE .
OR Agency Conterence
Far Hearng nformaton !
ano assistance . .
Recorc Access - -
- - Legai Ass:stance snformator 000
RN RS EN=E 2T N o OB WOARES avE TELE®HONE O

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 E

FOOD STAMPS

: REDUCE your food stamp benefit from $ to $ effective

| : DISCONTINUE your food stamp benefit effective

! .._._ SUSPEND your food stamp benefit for the month(s) of

: INCREASE your food stamp benelit from $ _ — to$s effective

: CONTINUE your food stamp benefit unchanged at $

The REASON for this action 15

3

The LAW(S) AND/OR REGULATION(S) which atiows us 10 do this is

PUBLIC ASSISTANCE

This change does NOT affect your public assistance benefits.

MEDICAL ASSISTANCE

E This change does NOT affect your medical assistance coverage.

+ SERVICES
[—
= This change goes NOT affect your eligibility for services.

ATTENTION: ¥ you 8re recewving Food SIamps. you Mmay De eigibie for 8 Sscount on your Niephone service
For mformation on LIFELINE. caXk New York Telaphons. tol-free. at 1-800-555-5000

REGULATIONS REQUIRE THAT YOU IMMEDIATELY NOTIFY THIS DEPARTMENT
OF ANY CMANGES 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



DSS-4210 78y =:.73%:

RIGHT TO A CONFERENCE: You may have a conference 1o review these actions |f you want a conference. you shoulg
asx 1or one as so0ON as possible At the conferenre. if we discover that we mage a wrong decision of if. because of infor
malo" you Provide, we delerming 10 change oul CeCISION we will take corrective ACHiOn and give you & new notce Yo,
may ask for & conference by calling us at the number on the first page of this notice of By nndmg 2 writien request to v
at the address listed at the 1op of the !-rt page ¢f this ~auze Thir ~umber ¢ used o°', for asking for a conference
1o ie mas ok geezi smss snmeiasd o daiy hassiee W oe ack for 3 crRistsnce you are Still emltled to a fair heaning If you want
1o nave your benefits corurue urchanged (aig continuing) until you get a fair hearing gecision. you must reques! a fair hearing
in the way described below A request for a conference alone will not result in continuation of benefits Read below for far
neasing nformation

RIGHT TO A FAIR HEARING: If you believe that the above action(s) are wrong you may request a State fa- hearing by

(%1 Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
) you ive in  New York City (Manhattan, Bronx, Brooklyn. Queens. Staten island). (212) 488-6550
i you ve in.  Cattaraugus, Chautauqua. Erie, Genesee, Nisgara, Orieans or Wyoming County: (716) 847-3877

It you ive :n. Allegany, Chemung. Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

M you hve n  Broome, Cayuga, Chenango. Cortiand, JeHerson, Lewis, Madison, Oneids, Onondaga. Oswego.
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

it you ive in.  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockiand, Saratoga, Schenectady.
Schoharie. Suffolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: By sending a copy of this notice compieted. to the Fair Hearing Section, New York State Department of Soc.a!
Services. P O. Box 1930. Albany, New York 12201. Please keep a copy for yourselt.

e I want a fan hearing The Agency’s action is wrong because:

Signature of Chent Date

[

You have the following number of days from the date of this notice 10 roqueslt a farr hearing'

BENEFIT AREA TIME LIV "
Public Assistance. Medical Assistance, Social Services 60 days
Food Stamp Benefits 90 days

I you request a fair hearing. the State will send you a notice informing you of the time and piace of the heanng. You have
the nght to be represented by legal counsel. a relative. a friengd or other person, or to represent yoursel!. At the hearing
you. your attorney Ot Other representative will have the opportunity to present written and oral svidence to demonstrate
why the action should not be taken. as well as an opportunity 10 question any persons who appear at the hearing Also.
you have a rnght to bring witnesses to0 speak n your favor. You should bring to the heanng any documents such as this
notice paystubs. receipts. medical bills, heatng bills. medical verification, letters, etc. that may be heiptul in presenting
your case. :

CONTINUING YOUR BENEFITS: If you request a tair hearing within ten days of the date of the postmark of the maiing of
this notice. your Food Stamp benefits will be renstated (aid continuing) and will remain unchanged until the fair hearing deci-
s10n 18 1ssued. However, if you lose the fair hearing, you will owe any Food Stamp benefits that you should not have receivec

i you want to avoid this possibility, check the box B below to indicate that you do not wan! your aid continuec. and send
this page along with your hearing request. If you do check the box, the action(s) described above wili be taken on the eftective
date histed on the first page of this notice.

D | do not want my Food Stamp benefits continued unchanged until the fair hearing coc:sno; is issueg.

LEGAL ASSISTANCE: If you need free legal assistance. you may be able to oblain such ass:stance by contacting your
local Legal Aid Society or other legal advocate group. You may locate the nearest Lagal Aid Socisty 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 / INFORMATION: You have the right to review your case record. Upon your request. you have
the right to free copres of documents which we will present into evidence at the fair hearing. Aiso. upon request, you have
the night 1o free copies of other documents from your case record which you need for your fair hearing. To request such
documents of 10 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.

¥ you want additional information about your case, how 1o request a fair hearing. how to gain access to your case file
ang/or addtional copies of documents, you may call the number ingicated on the first page of this notice or write us at the
aooress hsted at the 1op of the first page of thus notice.



085-4003 I 5% ATTACHMENT 9 Employment Action Taken - A
NOTICE OF INTENT
TO CHANGE PUBLIC ASSISTANCE GRANT AND/OR FOOD STAMP BENEFITS AND/OR MEDICAL ASSISTANCE
COVERAGE FOR NON-COMPLIANCE WITH EMPLOYMENT RELATED REQUIREMENTS (TIMELY AND ADEQUATE)

' NOTICE | erreCTIVE NAME AND ADDRESS OF AGENCY/CENTER OR L STRICY OFF(CE l
DATE: i DATE:

1
|
[ cesg s veER [CIN"AID NUMBER
|

CASE NAME Anc C.C Name * Present: AND ADDRESS

GENERAL TELEPHONE NO FOR
QUESTIONS OR NELP

OR Agency Conference
Fair Hearing information
and assistance -
Aecord Access o

Legal Assistance intormation
ZEEZE NS JNiT ND WORKER NO UNIT OR WORKER NAME TELEPHONE NO

=g NOTICE s 1C teit yOu Inat this agency ntends o CHANGE YOUR BENEFIT(S) Anthough the changets) are exptained below next 10 Ihe DORIeS) INa! nave deen

znecrec you SNOUIC rBad ALL the «nformanon on both sides of ts notice

]

|

! You should contact this agency by phone or in parson 1o s8¢

! before the effective date of this notice. If you do not contact the agency, your failure will be 8 wilttul and your will be or
g . if you do this sgency. your will ged untlt you have had the chence 10 explain the circumgtances of your non-

comphance. 'l 'S yOur 1RSPONSIDIily 10 Give e3SONS Wy we Should NOt taxe this Action. We will then review your SxpIINalon. A10NQ with any other reievant rlormaton
ang Maxe 3 inal ceterminanon You wil be actified 1 wriing of the resulls of the review

I we getermne that you 0id not willfully and without Good cause tal or refuse 10 comply with empioyment requirements. this notice will be nulbhed anc ¢ aCIC™ wib De
tawen 10 *educe Or Qiscontinue your benefits

* we getermine Ihat you 0 willfully ang without good cause fai or refuse 10 comply with employment related requirements you wilt receve anothes ~ohce anC car
‘ecuest b 'as hearng at that me 10 review the proposec change

PUBLIC ASSISTANCE

— REDUCE your pubiic assistance grant from § s L]

— OISCONTINUE your pudhc grant

Tne REASON for this action s that on you failea 1o

Tre LAW:S; AND/OR REGULATIONIS) whicn alfows us 10 do this ¢ : SSL 131.5/ 18 NYCRR 385 14 D SSL 350-e/-g/ 18 NYCRA 392 10

Tns Pubic Assistance sanction wit begin on ang will last for oa2ys and

WAl SuUCT Me 35 yOu ¢ willing 1IC COMDIy
Jutng Ihe SANCHON DETOC yOu will receive NO DUDLC assislance You have the night 10 reapply at any time before the and of the sanchon byt we strongly recommend that

yOu CONtact thhs agency on o before 10 insure timely processing of your new 3pphicaton
At t=at ume you Mus! Show that you 3re willing 10 COMPly with employment DroQram requirements 10 meet this ehgibiity requirement 1cr assistance You By 'espply
a%er s gate tut :f you GO SO there May De Oelavs N yOur Qeming pubic assisiance

FOOD STAMPS

REDUCE your food stamp beneht from § s H

DISCONTINUE your ‘000 stamp benetit etfectve
INCREASE your fooc stamp benefit from $ 0s$ #
CONTINUE your fooc stamp benefit unchangea at $

(NIl

-

ne REASON for this action s

-

he LAW(S) AND/OR REGULATION(S) which allows us to do this 18

Your entire food stamp household will be sanctioned for two months. because the head of your household failed 1o comply

You may reapply for 1000 stamps at any ime either duning or after the sanction period If you reapply during the sanction period. you May fe-estaniisn you' ehgidilty
1o+ 1o0c stamps if the incividual who failed to comply erther comphes with the requirement. 15 found to be exempt from work registration leaves the "cusenoic Or 3
new principal wage earner joins your household

— You will be sanctioned for two months

Your housenold May request 10 have you added back into your 100d stamp case at any time. erther during or after the sanction period I they request t0 have you
aocec guring the sanchon perod. you mMay re-estadbhsh your ehgiDiity for 1000 stamps if you either comply with the requirement or are found 10 be exempt from
wOre registration

MEDICAL ASSISTANCE

— CONTINUE the Mecical Assistance ge for 2
unchangec You will continue 10 receve 3 MeGiCA! assiStance Suthorzaton entitling the ehgible navidualis) to full services

«— CONTINUE the Meaicai Assistance coverage for (name(s))

penaing the receot of nformation necessary (o decide continued ehgibility Pisase contact us no later than _

at 0 we can tell you the nformation we need

— CONTINUE the Meaical Assisiance coverage for
pencing our review df ehgidility We will send you our decision within thinty nnys

— REDUCE the Meaical coverage et tor
from fult coverage 1o coverage with :SPENDDOWN vz 012t gross
monthiy ncome s $ Your total monthiy are$ The ditference between these 13 yOur montnty net ncome
for Meaical Assistance This s § The ncome for & family housenold your size i § Tre aference
Detween yout nel ncome and thus standard ($ ) 18 your montnly excess income (18 NYCRR 3604 8) The letier exp ] y wnaer the
Excess Income Program
: REDUCE the Meoica! Assistance for (nameis))
We have getermined that you transterred $ 1 resources on 8 you transterred these esources
for iess than they were worth. you 8re inehgibie for nursing home tevel of care. heatth related faciity and jong term home hesith care program services until
You will be ehgibte for ail other Medical Assis! e services You will have to meet a
spenccdown requirement 1ot thess services if there 18 an »” n the DOx above
: DISCONTINUE Medical A tor )
effectve _____ b

Trne LAW(S) AND/OR REGULATION(Si which allows us 10 00 this 13

SERVICES - Recipients of Social Services - A loss of Public Assistance and Medical Assistance benefits will require a redetermination of your ehgidihty for social
services within 30 cays of such a decision This does not necessarnly mean that these services will De terminated It means that your continuing eligibility for these services

w' 7ave to be ‘egeterminea Please contact Services at for turther information

Enciosue
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4003 2 S REGULATIONS REGUIRE THAT YOU IMMEDIETE. Y 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 FOLLOWING INFORMATION ON HOW TO APPEAL THIS DECISION

RIGHT TO A CONFERENCE: You may have a conferance 1o review these actions. If you wam & confetenze. you should
ask for one as soon as possibie. At the conference, if we discover that we made a wrong decision of If. because of intor-
TatoN yOu Provive. we ucternine 1o criange our decision, we will take corrective action and give you a new notice. You
me, ask tor a conierence by calling us at the number on the first page of this notice or by sending a wnitten request to us
at the acdress hsted at the top of the first page of this notice. This number s used only for asking for a conference
It is not the way you reques! a fair hearing. If you ask for a conference you are still entitied to a fair hearing if you want
to have your benefits continue unchanged (aid continuing) untid you get a fair hearing decision, you must request a fair
hearing n the way described below. A request for a conference alone will not resull in continuation of benefits. Read
pelow for fair hearing information.

RIGHT TO A FAIR HEARING: If you believe that the above action(s) are wrong. you may request a State farr hearing by.
11) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
It you ve in:  New York City (Manhattan, Bronx, Brooklyn, Queens, Staten Island): (212) 488-6550

It you live in:  Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877

if you hve in- Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

I you live in. Broome, Cayuga, Chenango, Cortland, Jetferson, Lewis, Madison, Oneida, Onondaga, Oswegqo,
S1. Lawrence, Tompkins or Tioga County: (315) 428-4117

It you live in:  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, 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) Writing: 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.

— 1 want a far hearing. The Agency’'s action is wrong because:

Signature of Client Date .

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

BENEFIT AREA TIME (InmiT
Public Assistance. Medical Assistance. Social Services 60 days
Food Stamp Benefits 90 days

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 night 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 veritication, letters, etc. that may be helpful in presenting
your case.

CONTINUING YOUR BENEFITS: If you request a fair hearing before the etlective date stated in this notice and our action
atlects your Public Assistance, Medical Assistance, Food Stamp benefits or Social Services, you will continue to receive
yow benems and any socual services unchanged until the fair heanng dec:smn is issued. Hewove&—o#—yeu—-&ese—he—fe«

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

ACCESS TO RECORDS / 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.

It 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 page of this notice or write us at the
address listed at the top of the first page of this notice.



] ATTACHMENT 10
088. 004 z 8% Empicyment Action Taxen - B

NOTICE OF INTENT
TO CHANGE PUBLIC ASSISTANCE GRANT AND/OR FOOD STAMP BENEFITS AND/OR MEDICAL ASSISTANCE
COVERAGE FOR NON-COMPLIANCE WITH EMPLOYMENT RELATED REQUIREMENTS (TIMELY AND ADEQUATE)

NOTICE EFFECTIVE : NAME AND ADDRESS OF AGENCY/CENTER DR DISTRICT DFFICE ]
DATE: DATE:
TASE WUMBER CIN RID NUMBER

CASE NAME anc O Name ' Orese~ AND ADDRESS

GENERAL TELEPHONE NO FOR
QUESTIONS OR HELP -

OR Agency Conterence

Fair Hearing information
ang assistance -

Record Access -

1 1
; i Legal Assistance information

#ElEnC UNT NG WORKER NO UNIT OR WORKER NAME TELEPHONE NO

=5 %CTICE 5 to tell you that this agency «ntends 10 CHANGE YOUR BENEFIT(S) Althougr the changes) are explained pelow next 10 the DCxies. "3 ~ave deen

hecvec : vOou ShoulC read ALL the nftormanon or both sides 0 this notice

PUBLIC ASSISTANCE
— REDUCE your pubhc assistance grant from § s eftoctive

— OISCONTINUE your pubhc assistance grant etective

Tae BEASON for this acton 15 that atter a review of your Case as well as the which you p 10 uS. ¢ has been geterminec that or

you willfylly ang without good cause taleg or retusea

Tae LAWIS) AND/OR REGULATIONIS) which allows us 10 do This 18 I SSL 131.5/18 NYCRR 385 14 l:' SSi 350-e/-9 1 18 NYCRR 392 10

Teg Pooic Assistance sancton will pegin on ang will last for Oays and
Jotl SuCn hme as you are wilhng to compry
DutnG e SARCION DENOd yOu will reCRIVE N0 PUDIC ASSiStance YOu have the night 1o reapply at any time before the #nd of the Sanction bul we S*ONQly “ecommeng that

¥Ou 2201aCT t™is agency on of Defore 10 :nsure tmely processing of yout “ew appucation
At 1na1 tme you MUSt SNOW thatl yOu are wihing 10 COMPly with employment Drogram requirements (0 meet this ehgibiity requirement for ass:iStance YOu May 'eadDdly
ane 1™s gate out o vou 0O SO there May be delays " yout Geting pubhc assistance

FOOD STAMPS
REDUCE your tooc stamp benefit from § 8 etfective
DISCONTINUE your 1000 Stamp Denefit eMecive

INCREASE your 1000 stamp benetd trom § [N Y

FHNH

CONTINUE your toos stamp benett unchanged at §

]

~¢ REASON tor tmis acton 1§

ne LAWIS) AND/OR REGULATION(S) which aliows us 10 do this 15

— Your entire t00d stamp household will be sanctioned for two MONths. because the head of your household failed 10 comply
You may reapply 10t 1000 SIAMPS 8t any time edher guning Or after the sanction panod. I you reapply guring the Sanction perod. you May fe-estaphsh your engibity
for tood stamps «f the mawvidual who 1aded 1o comply erther with the requ . 13 found 10 De exempt from work reQ:stration. leaves ine Roysencic. of 3
new PHNCIpal wage earner oINS you! household

—

— You wili be sanctioned for two months
Your housenold may request 10 have you added baCk mto your 1000 Stamp CASS A1 any ime either dunng of after the sanction period If they recuest tc nave you
20060 dunng Ine sanction period. you may re-establish your #hgibility for 00 Stamps it you sither comply with the requirement or are lound (o De exempt trom
wore registration

MEDICAL ASSISTANCE

— CONTINUE the Meaical Assistance coverage for
uncnangea You will CONtinue 10 receve 8 Medical 8SS:S13NCe authorzaton entitling the eligible ndividualts) 1o futl senices

— CONTINUE the Meoical Assistance coverage ‘ot

peng ng the recept of Mtormation necessary 1C oecide continued ehgibihty Please contact us no later than

a SO we can tel you the informaton we need

— CONTINUE ine Medical Assistance coverage for
penaing our review of engibinty We will send you out aocmon within thly cays

— REDUCE the Mesicat Assistance coverage for (name(s))
from tull coverage to coverage with 8 SPENDDOWN  Your total gross

monthly income 1s $ Your 1otat monthly ded s are $ The aiference between these 1S your Monthn, ~et :ncome

for Mechcal Assisiance This s § The artterence

between your net income and this Standara ($ .} 18 your monthly excess ncome {18 NYCRR 350-4 8) The enciosed latter explains ehgibiity unger the
Excess Income Program

The aliow able income standard for & family househoid your size 's §

— -

. REDUCE the Medaics! Assistance tor {namef(s)) oL
We have getermined that you transterred $ in resources on 8. yOu transferreC these ‘esources
1or iess than they were worth. you are inehgible for nursIng home leve! O! care nheann reisted faciily and IONg term home heanth cCAre Program services until

You will be ehgibie for alt othet Medical AssiStance services You wil have 1o meet 3

$DENOCOWN requITement for tnese Services if there 15 an » in the dox above

— DISCONTINUE Megical A for ( )
efiecive bec:

The LAWIS) AND/OR REGULATION(S} which afiows us 10 €0 this 18

SERVICES - Recinients of Socisl Services - A loss of Public Asuistance ang Medical Assistance benefits will require a receter of your y for socw

services within 30 days of such a decision. This does not necessarnly mean that these services will be terminated It means that your continuing ehgrd ity lov m'u services

will have to be rgaeterminad Pisase contact Services at for further information

REGULATIONS REQUIRE 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
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RIGHT TO A CONFERENCE: You may have a conference to review these actions. f you want a conference. you should
ask for one as soon as possible. At the conference. if we discover that we made a wrong deciston or if. because of infor-
mation you provide. we determine 10 change our decision, we will take corrective action and give you a new notice. Yoy
faay ask for a confarence by calling us at the rumbder on the first page of this notice or by sanding A written request 1o us
at the address listed at the top of the first paae of this notice. This number is used only for asking for a conference.
It is not the way you request a fair nearing. It you ask for a conference you are still entitled to a fair hearing It you want
to have your benefits continue unchanged (aid continuing) untl you get a fair hearing decision, you must reques! a ‘arr
heanng in the way described below. A request for a conference alone wil not result in continuation of benefits. Read
below for tair hearing information.

RIGHT TO A FAIR HEARING: If you believe that the above ac <n(s) are wrong. you may request a State farr hearing by:
(1} Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YQU CALL)

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

it you lve in:  Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877

If you ive in.  Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

It you ive in. Broome, Cayuga, Chenango. Cortland, Jetferson, Lewis, Madison, Oneida, Onondaga. Oswego,
. St. Lawrence, Tompkins or Tioga County: (315) 428-4117

if you live in'  Albany, Clinton, Columbia, Deiaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockland, Saratoga, Schenectady,
Schoharie, Sutfolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: By sending a copy of this notice completed. to the Fair Hearing Section, New York State Depantment of Social
Services, P.O. 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 Chent Date

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

BENEFIT AREA TIME LIM'T
Public Assistance. Medical Assistance. Social Services 60 days
Food Stamp Benefits 90 days

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 counse!, a relative, a friend or other person. or to represent yourself. At the hearing
you. your attorney or other representative will have the oppoftunity 10 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 heanng. Also,
you have a right to bring witnesses to speak in your favor. You should bring to the hearing any documents such as this
nolice. paystubs. receipts. medical bills. heating bilis, medical verification, letters, etc. that may be helpful in presenting
your case.

CONTINUING YOUR BENEFITS: I you request a fair hearing before the effective date stated in this notice and our action
attects your Public Assistance, Medical Assistance, Food Stamp benetits or Social Services, you will continue 10 receive
your benefits and any social services unchanged until the fair hearing decision is issued. *Mowever1t-youtose—the—tamr-
rewrgTyoTwirowe ary-Pobe=A randkood-Semp-benehts—that-you-shoutdnot-tave-receved~trraoc-

© - Y 8gdica 65i6tance-benelits- = 3At-1¢ - .... be ’n 0
8 ’ !. . Heoti g ! ¢

v

LEGAL ASSISTANCE: If you need tree lega! 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 / INFORMATION: You have the right to review your case record. Upon your request, you have
the night 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 listad 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
ang/or additional copies of documents, you may call the number indicated on the first page of this notice or write us at the
aodress histed at the top of the first page of this notice.



ATTACHMENT 11

NOTIFICATION OF EMPLOYABILITY
AND THE RIGHT TO CONTEST
(TIMELY AND ADEQUATE)

DSS-40C3 289

[NOTICE EFPECTIVE NAME AND ADDRESS OF AGENCY/CENTEA OR DiSTRICT DFFCE
DATE: . OATE:
ZASE NUMBER CiN / RID NUMBER
CASE “AME .aac £ T Name * Sresent AND ADDRESS
— ——
GENERAL TELEPHONE NO- FOR
QUESTIONS OR HELP
OR Agency Conference
Fair Hearing information
and assistance
_} Record Access
— Legat Assistance information
SEELE NC UNIT NO WORKER NO UNIT OR WORKER NAME TELEPHONE NG
YOU HAVE BEEN DETERMINED TO BE EMPLOYABLE

[: This is to notify you that the Department of Social Services has determined
that you are employabie effective as of the notice date above. The attached form (DSS-1653. Certificate of
Employability or DSS-2612, WIN Referral/Registration) advises the NYS Employment Service of this
determination.

) .
— At your request, the Department of Social Services has reviewed your
status as an employabie recipient and has determined that you continue to be employable.

This Action is being taken pursuant to Social Services Law Section(s) D 131.5 D 350-e.

You have been determined to be employable, or you continue to be employable because you are not:
Aged. as defined by Social Services Regulations
A full-time caretaker relative of children under the age of 6
Employed full-time or part-ime 1o capacity
it or injured
Incapacitated
in full-time training/rehabilitation
In need of child care (non-WIN only)
Needed in the home due to iliness of another househoid member
A parent or other caretaker when another adult relative is complying with employment requirements
A person 16-19 (ADC) or 16-21 (MR) in schoot fuil-time
A person under 16 years of age

DUTIES OF AN EMPLOYABLE PERSON

As an employable person you are expected to meet one or more of the requirements listed below as assigned
by this Agency. The purpose of these requirements is to assist you in finding and keeping a job so that you
will no longer be in need of public assistance.

The legal basis for these requirements may be found in Social Services Law Sections 131.5 through 131.7-a;
Sections 164 and 164-b; Sections 350-b, 350-e, 350-g, 350-k and 350-I. Further details may be found in 18
NYCRR Parts 385, 388, and 392.

® You must register with the New York State Job Service and report, as scheduled by this Agency or the
Job Service, for manpower services and certification.

You must enroll in, accept referral 10, and take part in the WIN Demonstration Program when appropriate.
You must conduct an active job search and give evidence of such efforts when requested.

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

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

® You must accept referral to or enrollment in appropriate programs of vocational rehabilitation or training,
or other employment related training programs it necessary to improve your employability.

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

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

If you willfully choose not to comply with the above listed requirements, you may be disqualitied from
receiving public assistance and/or medical assistance for a period of time from 30 days to six months.

If you continue to refuse, you wiil remain disqualified until you agree to comply with the requirements.

REGULATIONS REQUIRE 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
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RIGHT TO A CONFERENCE: You may have a conference 10 review these actions If you want a conference. you should
ask 1or one as soon as possible At the conferance. if we giscover thal we made a wrong decision or If, because of infor-
MAlo" you provide. we daterming i 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
ar the address listed at the top of the first page of this notice. Ims numoper 15 used only tor asking for a conference
It is not the way you request a fair hearing. I you as» for a conference you are sull entiieg 10 a fan fieafifiy  you waft
10 have your benehts continue unchanged (ard continuing) until you get a tair hearing decision. you must request a fair
hearing n the way described below. A request for a conference alone will not result in continuation of benefts Read
below for fair hearing information.

RIGHT TO A FAIR HEARING: If you believe that the above action(s) are wrong. you may request a State far hearng by
11) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)

If you live in.  New York City (Manhattan, Bronx. Brookiyn, Queens. Staten Istang) (212) 488-6550

' you hve 1n:  Cattaraugus, Chautauqus, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) B47-3877

¥ you hve in  Allegany. Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

i you ive 1n  Broome. Cayuga, Chenango, Cortland, Jefferson, Lewis, Madison, Oneida, Onondaga, Oswego.
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

If you live in-  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton. Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockland, Saratoga. Schenectady,
Schoharie, Sutfolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

Writing: 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.

@

— lwant afar hearing. The Agency’s action is wrong because:

Signature of Client Date

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

BENEFIT AREA TIME M7
Public Assistance, Medical Assistance. Social Services 60 gays
Food Stamp Benefits 90 days

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 nght 10 be represented by legal counsel. a relative, a friend or other person, or to represent yourself. At the hearnng
you. your attorney or other representative will have the opportunity to present written and orai evidence 1o 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 nght to bring witnesses to speak n your lavor. You should bring to the hearing any documents such as this
notice. paystubs. receipts. medical bils. heating bills. medical verification, letters, etc. that may be heipful in presenting
your case

CONTINUING YOUR BENEFITS: If you request a fair hearing within ten (10) days of the eHective date of this notice
you will not have to comply with the empioyment related requirements outlined above even if these requirements were
assigned 1o you before you decided to request a hearing, unless and until a fair hearing decision is 1ssued which fings
you employable.

It you request a hearing after more than ten days have passed from the effective date of this notice. you must comply
with the employment related assignments given you by this Agency and cqntinue 10 perform therg uniess and until a farr
hearing decision 1s 1ssued which finds you unempioyable.

LEGAL ASSISTANCE: If you need free lega! assistance, you may be able to obtain such assistance by contacting your
local Lega! Aid Society or other legal advocate group. You may locate the nearest Legal Aig 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 / INFORMATION: You have the right to review your case record. Upon your request, you have
the nght to free copies of documents which we will present into evidence at the fair hearing. Also, upon request, you have
the nght to free copies of other documents from your case record which you need for your fair hearing. To request such
documents or 1o 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.

! you want additional information about your case, how to request a fair hearing, how to gain access 10 your case fiie
and/or 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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SEC. 2428 S 29
REPAYMENT OF INTERIM ASSISTANCE NOTICE
f NOTICE EFFECTIVE | ~AME ANC ADDRESS OF AGENCY/CENTES SR J.57CT DFF.CE
DATE: DAYE:
ZaSE  MBEA v WL NUMBER
Sa9% 8 o3 4% oo ea @ o Ly = LlRE3D
GENERAL TELEPHONE NO FOR
QUESTIONS OR =ELP P P P,
OR Agency Conference . 1
Fair Hearing :nformation
and assistance -
. Recorg Access -———
; - - Legal Assistance information
LTINS P,q..- NG WORKER NC UNIT DR WORKES NAME TELEPONE NO

Dear Sir/Madam:

In accordance with your authorization 1o the Secretary of Health and Human Services, your retroactive Suppiemental
Securtty Income (SS!) payment has been sent to this depanment. This payment includes benefits for the period dunng
which you received public assistance. We have deductec ne amount of public assistance you received beginning
with the date SS! getermined you became eligible for benehits and ending with the month after the month in which
the imitial payment was recewved

The REGULATION that allows us to do this is 18 NYCRR 370.7.
The amount of public assistance received during this period is shown below.

Our Calculations Show That:
" —
‘l LI There is no balance due you D There is a balance due of $
I'3UB.'C ASSISTANCE BENEFITS CALCULATION

-5 19 19 19 19 19

Jacley

Feor.a

Mgeen

Ape.

e
May ]

Jane

Juty
August
Septemoer

Ocover

Novemoe’ . GRANOD
TOTAL

Decemder

TOTAL s s H H H

AEMARKS

I certy that the above 1S a trus statement of receipts and disbursements under ouf agreement with the Secretary of Heaith and
Human Services for the purpose of furnishing interm assistance to individuals as estabiished by P.L. 93 - 368, as amended

Worne’ 3 Signaiure . Taie

Amoun ot SSI Chece $ Date of $SI Creck
Date SSi Check Receved By Depanment
of Socu! Serces o

Less Amount 0f mome Rete’ Benedts

Retyng Due S Date Rembursement Check Sem Yo You

TOTAL AMOUNT OF AGENCY
AEIMBURSEMENT H

REGULATIONS REQUIRE 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
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RIGHT TO A CONFERENCE: You may have a conference 10 review these actions. if you want a conference, you should
ask 10r one as $0ONn as possibie At the conference. iIf we discover that we made a wrong dectsion ot f. because of inior-
m™ation you provide. we geterming to change our decision, we wiil take corrective action and give you a new notice You
=3y ask {or a conference by calling us at the number on the first page of this notice or by sending a wriften request 1o us
ar ‘ne address usted at the ton nf the hrst page of 1his nonce This number 15 used only for asking for a conference
it is Not the way you request 8 18ir wweinty. . ,Lu ask O @ Ohicisuce you are stll entitied to a far hearing Reag
>elow for ‘air hearing information.,. )

RIGHT TO A FAIR HEARING: If you believe that the above action(s} are wrong. you may request a State fai nea- ~g by

1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
It you ive :n  New York City (Manhattan. Bronx, Brooklyn Queens. Staten Isiand) (212) 488-6550
I you ve 1n-  Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 8B47.3877

If you ive in. Allegany, Chemung, Livingston, Monros, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

! you ive in  Broome, Cayugs. Chenango. Cortland, Jefferson, Lewis, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tiogs County: (315) 428-4117

I you bve 1n  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomaery, Nassau, Orange, Otsego, Putnam, Rensselser, Rockland, Sarstogs, Schenectady,
Schoharie, Sutfolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

12: Writing: By sending a copy of this notice completed. 1o the Farr Hearing Section, New York State Department of Soc:a!
Services. P O Box 1930 Aibany. New York 12201. Please keep a copy for yourselt.

— ! 'want a far hearing. The Agency’s action is wrong because:

S-gnature of Chent Date

You nave the following number of days from the date of this notiz2 10 request a fair heanng:

! BENEFIT AREA TIME ‘W™
Public Assistance. Medical Assistance. Social Services . 60 cays
Food Stamp Benefts 90 days

!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 1o be represented by legai counsel, a relative, a triend or other person, or 1o represent yourseif. At the hearnng
you. your attorney or other representative will have the opportunity 10 present wntisn and oral evidence to demonsirate
why the acton should not be taken, as well as an opportunity 10 GuEstion any persons who appear at the hearing Also.
you have a nght to bring witnesses 10 speak 1n your favor. You shouid bring to the hearing any documents such as this
notice. paystubs. receipts, medical bills, heating bills, medical verification. istters, etc. that may be heiptul in presenting
your case -

LEGAL ASSISTANCE: If you need free lega! assistance. you may be able to obtain such assistance by contacting your
iocal Legal Aid Society or other legal advocate group. You may locats the nearast Legal Aid Society of 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 / INFORMATION: You have the right to review your case record. Upon your request. you have
the nght to tree copies of documents which we will present into svidence at the fair hearing. Also, upon request, you have
the nght to free copies of other documents from your case record which you need for your fair hearing. To request such
gocuments or to find out how you may review your case record, call the number indicated on the first page of thus notice,
or send a written request to us at the address listed at the top of the first page of this notce.

If you want additional information about your case, how to request a fair hearing, how to gam access to your casa file
ang/or aggimonal copies of documents, you may call the number indicated on the first page of this notice or write us at the
agoress listec at the top of the first page of this notice
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"NOTICE OF ACCEPTANCE/DENIAL OF REQUEST FOR
ASSISTANCE TO MEET AN IMMEDIATE NEED OR A SPECIAL ALLOWANCE

l NOTICE EFFECTIVE NAME AND ADDRESS OF AGENCY/CENTER OR OISTRICT OFFICE
DATE: DATE:
CASE NUMBER CiN 1 RID NUMBER
CASE NAME (Ang C/O Name if Present) AND ADOAESS
r— I GENERAL TELEPHONE NO. FOR

L

QUESTIONS OR HELP

OR Agency Conference
Fair Hearing information
and assistance
Record Access

—J Legal Assistance information

OFFICE NO

UNIT NO WORKER NQ UNIT OR WORKER NAME TELEPHONE NO

On

, you requested assistahcé to meet a special or immediate need of

g

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

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

D an additional allowance of effective

D an emergency pre-investigation grant to meet your immediate need in the amount of
effective

D other action

DENIAL REASON

PUBLIC ASSISTANCE - :

If you are an applicant for public assistance, this notice does not affect your application for on-
going public assistance. You will also receive 8 notice advising you of the local agency decision
on your application for assistance.

If you are a recipient and your request for an additional allowance Is denied, your ongoing public
assistance case will not be affected.

FOOD STAMPS

Your entitiement to the above grant may affect your household's Food Stamp benefits. If this occurs,
you will receive a separate notice telling you of this eflect and explaining it.

MEDICAL ASSISTANCE

D I you are in need of assistance to help with your medical bills, you must apply separately for
Medical Assistance. It you wish to receive further information about sligibility under the
Medical Assistance Program, contact the agency at the phone number listed above.

D Your medical assistance coverage remains unchanged.

D Your application for medical assistance is being reviewed. We will send you our decision
within 30 days. .

REGULATIONS REQUIRE 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
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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, 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 conlerence.
It is not the way you request a fair hearing. I you ask for a conference you are still entitled to a fair heaning. Read
below for fair hearing information.

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

(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, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847.3877

If you live in: Allegany, Chemung, Livingston, Monro#; Ontarlo, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282 L.,

w *4 T

i you live in: Broome, Cayuga, Chenango, Cortland, Je"ersz)n. Lewis, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

i) yod live in: Albany, Clinton, Columbia, L';elaware, Dutchess, E.;.sex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, ‘Rensselaer, Rockland, Saratoga, Schenectady,
Schoharie, Suffoik, Sullivan, Ulister, Warren, Washington or Westchester County: {518) 474-8781

OR Lo i

(2) Writing: 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 yoursel.

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

Signature of Ciient Date

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

BENEFIT AREA TIME LiMIT
Public Assistance, Medical Assistance, Social Services 60 days
Food Stamp Benelits » ’ 90 days

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 yoursell. At the hearing
you, your altorney 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 / 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 tair hearing. To request such
documents or to find out how you may review your case record, call the number indicated on theirst 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 you want additiona! informatlion 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 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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D85.2152 e, 2185 Applization/Recetticaton.F§
ACTION TAKEN ON YOUR FOOD STAMP CASE
i NOTICE NAME AND ADDAESS OF AGENCY/ICENTEF OF DISTAICT OFECE 1
OATE
ASE N UMBER IC:\ RAIZ NUMBE R

L

I8

L}

! ]
I CASE NAME .Ang T/C Name ¢ Preseas AND ADDRESS

GENERAL TELEPHONE NO FOR
QUESTIONS OR MELF -

OR Agency Conference

Farr Hearing information
and sssisiance -

Record Access -

Legal Assistance information

1]
'
1
[Eadd=UE UNCNC WORKES NC UN'" OR WORKER NAME TELEPHONE NT

The action(s) taken on your application/recertification request for Food Stamps dated
1s explained below next to the box(es) checked E :

D ACCEPTED for the period trom to . You wilt receive a benefit
amount of $ which will cover the period 10
This amount wilt be availabie 10 you on . After this you will receive

NOTE: If you are receiving Food Stamps while your apphcation tor public assistance (PA) 1s pending and
pubhc assistance 1s granted which increases your household's income, this may result in your
Food Stamp benefits being reduced or terminated without further notice.

D ACCEPTED under expedited processing standards for the period from

to . You will receive a benefit amount of § ________ ____ which wili cover the period
from to . This amount will be available to you
on . Since you qualified for expedited application processing. we postponed
certain verification and documentation requirements in order to issue your initial months benetit nght away.
However, your monthly benefit of $ for the period

to cannot be issued until you bring or mail in the following information:

I addition, you will not be eligible to receive expedited service in the future until the requested information
is provided. If this verification changes your eligibility ot benefit amount, we will make these changes with-
out further notice. If you are receiving Food Stamps while your application for public assistance (PA) 1s
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 further notice.

D DENIED because

D You didn't do everything 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 you will not have 10 reapply. After that date. you will have
1o reapply in order for us to find out if you are eligible to receive Food Stamps.

D A RECOUPMENT is being taken against your Food Stamp benefits.
The LAW(S) AND/OR REGULATION(S) which aliows us to do this is

NOTICE
i you were denied Food Stamps, please inform this office if you are later upproved tor Supplemental Security income (SSI) or Aid
1o Dependent Children (ADC) since this may mean you are eligible for Food Stamps

ATTENTION: ¥ you are sccepted for Food Stamps, you may be elipible for 8 ciscount on your eephone service
For mformetion on LIFELINE, caf New York Telephone, tok-free. st 1-800-555-5000

REGULATIONS REQUIRE 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

Eaciosute
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RIGHT TO A CONFERENCE: You may *z.¢ 2 ¢ ='e~i: . eview these actions If you want a conference. you shoulc
as« for one as soon as possible At the conference If we Siscove’ that we made a wrong dectsion or if. because of infor-
maton you provide. we determine 10 change our decisior. we will take corrective action ang gve you a new notice Yo
may ask for a conference by calling ue a! the numbei 0~ the firs: page of this notice or by sencing a written request 10

at the address histed at the top of the first page o tais notice IS nu-nter 1S usec only tor asking for a conference
It is not the way you reques: » 14ir ne8ring. 1! you asx 10’ & conlerence you are shil enttied to a far heanng Reac
below for fair hearing information

RIGHT TO A FAIR HEARING: if you believe that the above action 1s wrong. you may request 3 State fair hearing by

(1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
i you live in  New York City (Manhattan, Bronx. Brooklyn Queens. Staten Isiand) (212) 488-6550
f you live in  Cattaraugus, Chautsuqua, Erie, Genesee, Nisgara, Orlesns o Wyoming County: (716) 847-3877

i you live in:  Allegany, Chemung. Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

! you ive in  Broome, Cayugs, Chenango, Cortland, Jetferson, Lewis, Madison, Oneida, Onondaga. Oswego.
St. Lawrence, Tompkins or Tiogs County: (315) 428-4117

I you live in  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer.
Monigomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockland, Saratoga. Schenectady.
Schoharie, Sutfolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: By sending a copy of this notice completed to the Fair Hearing Section. New York State Depatment of Socia’
Services. P.O. Box 1930, Albany, New York 12201. Please keep a copy for yoursei!.

.

«— | want a farr hearing The Agency's action is wrong because:

Signature of Cirent Date

YOU HAVE 90 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST 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 10 be represented by lega! 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 10 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 Lega! 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 TC RECORDS / INFORMATION: You have the right to review your case record. Upon your request. you have
the nght to free copies of documents which we will present into evidence at the fair hearing. Aiso. upon request. you have
the night to free copies of other documents from your case record which you need for your fair hearing To request such
gocuments of 10 find out how you may review your case record, call the number indicated on the first page of this notice
of send 3 written request to us at the address listed at the top of the first page of this notice.

! 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 page of this notice or write us at the
adaress isied at the top of the first page of this notice. -
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DS§S5.3157 <. 209 Application/Recenfication-F S

ACTION TAKEN ON YOUR FOOD STAMP CASE

WOTICE NAME AND ADORESE OF AGENCT/CENTER OB DISTART OFFiCE
oate  6/3/89
TaSE wumBER - o A womseR X County
Y Street
F632 | My ID Number tree
SASE NAME .Anc 2'C Name  Besent AND ASDRESS Food Stamps, New York 12222
~ I GENERAL TELEPHONE NO FOR
Maro Smith l QUESTIONS OR MELP 555-4444
.................................................... 4
Y Street OR Agency Conference —_—
Food Stamps, New York 12222 Fair Hearing information
and ass:stance D e S —
_J Recora Access —————— e
- Lega! Assistance information
838 NC UN'T NO wWORKER NO UNT OR WOAKER NAME TELEPRONE NG
1 02 03 Mary Jones 555~4225

The action(s) taken on your application/recertification request for Food Stamps dated___6/3/89
15 explained below next to the box(es) checked :

D ACCEPTED for the period from 10 . You will receive a beneft
amount of $____ ___ _ which will cover the period to
This amount will be available to you on . Alter this you will recewve

NOTE: If you are receiving Food Stamps while your apphcation for public assistance (PA) is pending and
public assistance 1s granted which increases your household's income, this may resuit in your
Food Stamp benefits being reduced or terminated without further notice.

@ ACCEPTED under expedited processing standards for the period from 6/3/89
to__11/37/89 . You will receive a benefit amountot $ _81. __ which will cover the period
from £/3/89 to 6/30/89 . This amount will be available to you

on_gl4/RQ . Since you qualified for expedited application processing. we postponed
certain verificabon and documentation requirements in order to issue your inittal months benefit right away.

7/1/89

However, your monthly benefit of $ 90. for the period

1o 11/30/89 cannot be issued until you bring or mail in the following information:
_hank statement from XYZ Savings Bank which shows the account balance on
6/3/89

in addition, you will not be eligible to receive expedited service in the future until the requested information
is provided. If this verification changes your eligibility or benefit amount, we wili make these changes with-
out further notice. If you are receiving Food Stamps while your application for pubhc assistance (PA) 1s
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 further notice.

D DENIED because

D You didn’t do everything required for us to find out if you are eligibie to receive Food Stamps. Here's
what you still need to do:

If you do this by you will not have 1o reapply. After that date, you will have
to reapply 1n order for us to find out if you are eligible to receive Food Stamps.

D A RECOUPMENT is being taken against your Food Stamp benefits.

The LAW(S) AND/OR REGULATION(S) which aliows us 1o do this is 18 NYCRR 387.8(a)(3)

NOTICE
It you were denied Food Stamps, please inform this office if you are later approved tor Supplementz! Security Income "S™" ar Aid
to Dependent Chiidren (ADC) since this may mean you are sligidle for Food Stamos

ATTENTION: ¥ you are accepted Rr Food Stamps. you may be eligiie for & chscoun! on your IephoNe service
For mformation on LIFELINE, call New York Telephone, toi-free. af 1-800-585-5000

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

YOU HAVE THE RIGHT TO APPEAL THIS DEC!SION

Ecros BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION
ciosure
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RIGHT TO A CONFERENCE: You may *z.¢ 2 ¢ ='e~i: . eview these actions If you want a conference. you shoulc
as« for one as soon as possible At the conference If we Siscove’ that we made a wrong dectsion or if. because of infor-
maton you provide. we determine 10 change our decisior. we will take corrective action ang gve you a new notice Yo
may ask for a conference by calling ue a! the numbei 0~ the firs: page of this notice or by sencing a written request 10

at the address histed at the top of the first page o tais notice IS nu-nter 1S usec only tor asking for a conference
It is not the way you reques: » 14ir ne8ring. 1! you asx 10’ & conlerence you are shil enttied to a far heanng Reac
below for fair hearing information

RIGHT TO A FAIR HEARING: if you believe that the above action 1s wrong. you may request 3 State fair hearing by

(1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
i you live in  New York City (Manhattan, Bronx. Brooklyn Queens. Staten Isiand) (212) 488-6550
f you live in  Cattaraugus, Chautsuqua, Erie, Genesee, Nisgara, Orlesns o Wyoming County: (716) 847-3877

i you live in:  Allegany, Chemung. Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

! you ive in  Broome, Cayugs, Chenango, Cortland, Jetferson, Lewis, Madison, Oneida, Onondaga. Oswego.
St. Lawrence, Tompkins or Tiogs County: (315) 428-4117

I you live in  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer.
Monigomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockland, Saratoga. Schenectady.
Schoharie, Sutfolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: By sending a copy of this notice completed to the Fair Hearing Section. New York State Depatment of Socia’
Services. P.O. Box 1930, Albany, New York 12201. Please keep a copy for yoursei!.

.

«— | want a farr hearing The Agency's action is wrong because:

Signature of Cirent Date

YOU HAVE 90 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST 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 10 be represented by lega! 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 10 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 Lega! 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 TC RECORDS / INFORMATION: You have the right to review your case record. Upon your request. you have
the nght to free copies of documents which we will present into evidence at the fair hearing. Aiso. upon request. you have
the night to free copies of other documents from your case record which you need for your fair hearing To request such
gocuments of 10 find out how you may review your case record, call the number indicated on the first page of this notice
of send 3 written request to us at the address listed at the top of the first page of this notice.

! 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 page of this notice or write us at the
adaress isied at the top of the first page of this notice. -
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0853083 T g8 Recertficanon-F$
CONTINUING YOUR FOOD STAMPS
; NOTICE NAME ANZ 2DDRESS OF AGENCY'CENTER DR S.§YAZ" JFF.CE R
! DATE
TIASE WMBER T AID NUMBER
;
DB AME Az U0 e Test w0l mperiul
SENERA. TELEPHONE NO FOR
QUESTIONS OR HELP ————————.
OR Agency Conference . o
Fair Hearing intormation
ang assistance _—
Record Access -
- - Legat Assistance information .
€2 Tov- N0 ]wonsl NO UN DR WORKE® NAME TECEPHONE NG
1
We are writing to tell you that your Food Stamps will end on This action

1S 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 tssued 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:

=

L— You must be interviewed again. We have scheduled an interview for

at o'clock at .
If you cannot keep this appointment, or missed your scheduled appointment, it 1s your responsibility to

reschedule this appointment by calling

You must be interviewed again. You must appear for the interview no later than____________15th
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 shouid mall it back as soon
as possible. but we mus! receive it by . It it is not received by

this date, your food stamps will not be continued. Also, mail back any documentation that 1s required.

DOCUMENTATION DATA: When you come for the interview or mail in your recertification form, whichever apples to
you. please provide the following items (if they apply to you):

o Documentation of any change (since the last time it was verified) in the amount of your household’s income,
it it has changed by $25 or more, or the source of your household's income.

® Documentation of any change (since the last time it was verified) in actual claimed heating/utility expenses.

® |f anyone in your household is 60 years of age or older, or receives SS! or Social Security disabihity 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.

® 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.

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

If any verification is still required atter the interview (or after the recertification form is received by this agency when no
interview 1s 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 recentification form into this agency/center prior to your scheduled interview to the Food Stamp
Office located at We must receive your

recerification form 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 if at a mimmum it contains your name. address?T and your signature
In addition. if 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.

APPLICATION RIGHTS
® You have the nght 1o request an application for Food Stamp benefits. This office must accept the application provided the
application 1s signed and contains a legible name and address.
®  You have the right to apply for Food Stamp benefits in person, by mail or through an authorized representative. An inter-
view may be required.

NOTICE
If all members of your household are now receiving Supplemental Security Income (SSI) or plan to apply for SSI. you may reapply
for Food Stamps at the Social Secunty 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 for recertitication processing.

REGULATIONS REQUIRE 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
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RIGHT TO A CONFERENCE: You may have a conference to review these actions. If you want a conference. you shoule
ask for one as soon as possible. At the conference, if we discover that we made a wrong decision or if. because of infor-
manor you provide. we deterrmine 1o change our decision. we will take corrective actinn and give vou & mew hotce 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 16 us
a: 1@ A0CL-est niww AL wie WP L INE 181 page of this notice. This number 1s used only for asking tor a conference
It is not the way you request a fair hearing. 1 you ask for a conference you are still enttled to a farr hearing Reas
below for far hearing information.

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

(Y1 Telephoning: (PLEASE MAVE THIS NOTICE WITH YOU WHEN YOU CALL)
I you ve in- New York City (Manhattan Bronx, Brooklyn, Queens. Staten Island) (212) 488-6550
if you hve in.  Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) B47-3877

It you ve in  Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

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

i you hve in- Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton. Herkimer.
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockiand, Saratoga. Schenectady.
Schoharie, Suffolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2} Writing: By sending a copy of this notice completed. to the Fair Hearing Section, New York State Depantment of Sociat
Services P.O. Box 1930, Albany, New York 12201. Please keep a copy for yourself.

—— | want a far hearing. The Agency’s action is wrong because:

Signature of Chent Date

YOU HAVE 80 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 nght to be represented by legal counsel, a relative, a friend or other person, or to represent yoursel!. 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 bilils. medical verification, fetters, etc. that may be heipful 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 Aig Socrety or other lega! 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 / INFORMATION: You have the right to review your case record. Upon your request. you have
the rnight to free copies of documents which we wil! present into evidence at the fair hearing. Also, upon reques!. you have
the night to free copies of other documents from your case record which you need for your fair hearing. To request such
dgocuments of 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 lirst page of this notice.

1! you want addiional information about your case, how to request a fair hearing, how to gdln access 1o your case file
and/or additional coptes of documents, you may cail the number indicated on the first page of this notice or wnte us at the
aadress hsted at the top of the first page of this notice.
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ATTACHMENT 17
& ¥ Crange-
NOTICE OF INTENT TO CHANGE FOOD STAMP BENEFITS
(TIMELY AND ADEQUATE)

"

w

NAME ANC ADDRESS OF AGENI Y CENTES OF D'STRIT DFeCE

" NOTICE
i DATE
i;Ass NoMEBES SV RiD NUMBER
i A -
' ZASE NAME Anc T mame - B-sess BT ADDAESE
H GENERA, TELEPMONE NO FOR
QUESTIONS DR HELP
OR Agency Conference .
Fairr Heaning ntormanon
and assistance
Recory Access ——
,
! —_— — Lega! Assistance niormaton
CTEFIEND | N NS WORKEFR NG UNT OF WORKER NAME TELEPRONE NO

!
1
i
l}

This agency 1s sending you this NOTICE to tell you we are CHANGING YOUR FOOD STAMP BENEFITS The

changes

—
-

[l

C

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

are explained below nex! to the boxes that have been checked L=J .

REDUCE your Food Stamp benefits trom $ 08 eftiective

The specific reason for this change in yout Food Stamp

benefits 1s as foliows

DISCONTINUE your Food Stamp bene‘rs as of The
specific reason for this change 1n your Food Stamp benetits 1s as follows.

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

Your householid's income for the month of exceeds the aliowable hmt for
your size household Since this increase 1n income was for one month only, your Food Stamp ehgibility will

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

A RECOUPMENT is being taken against your Food Stamp benefits.

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

JREVEE (R

ATTENTION: I you are recenving Food Stamps. you may be ekgible for 8 ciacount on your telephone service
For informaton on (IFELINE, call New York Telephone, tok-iree. at 1-800-555-5000.

REGULATIONS REQUIRE 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
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RIGHT TO A CONFERENCE. You may have a conference 10 review these actions If you want a conference you shoule
asxk 10° One as sOON as possible Al the conference. if we discover that we rage a wrong decision ofr f because of infor.
mano~ you provide. we detergune 10 change our gec:sion. we will take corrective action anc give yOu 2 néw notice YO,
By e v m wui siuoed W, caminy US @1 1he Aumber on the first page of this ‘notice or by senging a writter, reQues’ 1¢ us
ai the aogdress histeC at the top of the hirst page of this notice This number 1s used only for asking for a conference
It is not the way you request @ fair hearing. |f you ask for a conference you are stil entitied to a far heaning I yo_ wan*
1o have your benefits continue unchanged (a:d continuing) until you get a fair hearing gecision. you must reques: a fa:-
neasng In the way described below. A request for a conference aione will not resuft in continuation of denefts Reas
beiow tor tar hearing information

RIGHT TO A FAIR HEARING: !f you believe that the above action 1s wrong. you may request a State farr nearng oy

(% Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOQU CALL)
* you ve in.  New York City (Manhattan. Bronx, Brooklyn. Queens. Staten sland). (212) 488-6550
It you ve in- Cattaraugus. Chsutaugua, Erie, Genesee, Niagara, Orleans or Wyoming County:. (716) 847-3877

1 you Iive n  Allegany, Chemung. Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben. Wayne o Yates
County: (716) 238-8282 '

t you ive in  Broome. Cayuga. Chenango, Cortland, Jetterson, Lewis. Madison, Oneida, Onondaga. Oswego.
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

it you hve 1n Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Frankiin, Fulton, Greene. Hamilton, Herkimer.
Montgomery. Nassau, Orange, Otsego, Putnam, Rensselaer, Rockiand, Saratoga. Schenectady.
Schoharie, Sutfolk, Sullivan, Uister, Warren, Washington or Westchester County: (518) 474-87¢°

OR

Writing: By sending a copy of this notice compieted. to the Fair Hearing Section, New York State Department of Soci.
Services. P.O Box 1830. Albany. New York 12201 Please keep a copy for yourself.

2

— | want a farr hearing The Agency's act:ion 1s wrong because’

Signature of Chent Date

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

i you request a fair hearing, the State will send you 8 notice informing you of the ime and place of the hearing You have
the nght to be represanted by legal counsei, & relative, a friend Or other parson, oOr 1o represent yourself. At the heanng
you. your attorney or other representative will have the opportunity 1o present written and oral evigence 10 demonstrate
why the action should not be taken, as well as an opportunity to question any persons who appear at the hearing Aisc.
you have 3 nght 1o bring witnesses to speak in your favor. You should bring 10 the hearng any documents such as Ihis
notice. paysiubs. receipts, medical bilis, heatng bills, medical verification, letters, etc. that may be helpfui in presenting
your case

CONTINUING YOUR BENEFITS: It you request a far hearing before the effective date of the action in this notice. your
Fooa Stamps will be continued unchanged until the fair hearing decision 1s issued However, if you fose the fair hearing.
you will owe any Food Stamps that you should not have received. We are required by Federal Law 1o recover any For
Stamp overpaymehts We must make a claim against you for any Food Stamps you recewe that you were not entitied .

which may be collected by reduction of future Food Stamp aliotments, lump sum instaliment payments. or through legal
acton M you want 10 avoid this possibility you can check the box below. You can also indicate over the telephone of in a

letter that you do not want remnstatement of your Food Stamps. I you check the box . we will take the action(s)
gescribed above on the effective date listed above.

f—
L. 1 do not want my benefits reinstated and continued unchanged until the hearing decision 15 issued

LEGAL ASSISTANCE: ! you need free legal assistance, you may be able 10 obtain such assistance by contacting your
local Legal Aid Society ot other legal advocate Qroup You may locate the nearest Legal Aid Society or agvocate group by
checking your Yellow Pages under “‘Lawyers™ or by caliing the number indicated on the first page of this notice

ACCESS TO RECORDS / INFORMATION: You have the right to review your case record. Upon your request. you have
the night to free copies of documents which we will presant into evidence at the fair hearing. Also, upon request. you have
the right 1o free copies of other documaents from your case record which you nesd for your fair hearing To request such
gocuments or 10 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 1o us at the address listed at the top of the first page of this notice

H 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 page of this notice or write us at the
acdress iisted at the top of the first page of this notice.
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NOTICE OF INTENT TO CHANGE FOOD STAMP BENEFITS
(ADEQUATE ONLY)

Cha~geFs

NAME AND ADDRESS OF AGENC™ TENTES DA 2 473207 DFFCE

NOTICE
DATE
P I5E W wBEd S AT NUVBEE
-
TASE NAME 4nc T T s amvgrs Diggee AnD ASIRESS
GENERAL "ELEPONE NO FOR
SUESTIONS OR MELP .
OR Agency Conference _
Farr HMeanng ntormgtion
anc assistance -
Recorg Access -
- - Legal Assistance intormanon
IEEZE AT NN ADAEA WO UN'T SR WORKES nAME TELEPHONE ~O

Tris agency s sending you this NOTICE to tell you we are CHANGING YOUR FOOD STAMP BENEF!TS The
cﬁanges are explained below next to the boxes that have been checked g .

! REDUCE your Food Stamp benefits from § 08 ettective

The specific reason for this change in your Food Stamp

benefits s as follows:

E DISCONTINUE your Food Stamp benefits as of The
specific reason for this change in your Food Stamp benefts is as follows:

w— INCREASE your Food Stamp benefits from $ to$ efective
;, The specific reason for this change in your Fooo Stamp

benefits 1s as foliows: ‘ .
D SUSPEND your Food Stamp benefits for the month of . The specific

reason for this change 1n your Food Stamp benefits is as foliows:

Your household's income for the month of axceeds the allowabie limit for
your size househotd. Since this increase In income was for one month only, your Food Stamp eligibibty will

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

D A RECOUPMENT s being taken against your Food Stamp benefits.

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

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

ATTENTION: H you are receiving Food Stemps, you may be ekgidle for 8 discount on your felephone .
For informaton on LIFELINE. call New York Telaphone. tok-ree, at 1-800-555-5000.

REGULATIONS REQUIRE 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 THKIS DECISION

E~osure



RIGHT TO A CONFERENCE: You may have a conference 10 review these actions. If you want a conference. you should
as« !0 one as soon as possible At the conference, if we GiscOver thal we made a wrong decision or if, because of infor.
maisn U DFOv.de we Gelerming 10 Change our 08Cision. we will take corrective action ang give you 8 New notice You
ey #sx 10t p conierance Dy £alling UM Bt the number on the fits! Dage of this notce or By sending & wntten request id us
=t =0 3m7-@ss icted at the top of the first page of this notice. This numper s used only for asking for a conference
1+ is ngt the wav vou request » 1l hearing. If you ask for a conference you are still entitied to a far hearing If you want
12 mave your benefls continue unchangec (aid continuing) until you get a farr hearing decision, you must request a ‘ar
neating 0 the way described beiow. A request for a conference aione will not result 1n conhnuation of denetts Read
betow for fair hearing information

RIGHT TO A FAIR HEARING: If you believe that the above action 1s wrong. yo. —ay request a State fair heanng by

i Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
* you hve . New York City (Manhattan. Bronx, Brooklyn, Queens, Staten Isiand) (212) 488-6550
it you hve in. Cattarsugus, Chautauqua, Erie. Genesee, Niagara, Orlsans or Wyoming County: (716) 847.3877

i you I've in  Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

i* you ve in  Broome, Cayuga, Chenango, Cortland. Jefterson, Lewis, Madison, Oneida, Onondaga. Oswego.
St. Lawrence, Tompkins or Tiogs County: (315) 428-4117

I you live in  Aibany, Clinton, Columbia, Delawsre, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nasssu. Orange. Otsego, Putnam. Rensselser. Rockland, Saratogs. Schenectady.
Schoharie, Suttolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR’

Writing: By sending a copy of this notice completed. (o 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.

2

- | want a far hearing The Agency’s action 1s wrong because:

Signature of Chent Date

YOU HAVE 80 DAYS FROM THE DATE OF ',l"HIS NOTICE TO REQUEST A FAIR HEARING

It you request a fair hearing, the State will send you & notice informing you of the time and place of the hearng You have
the nght to be represented by legal counsel. a reiative, a friend or other person, Or to represent yourselt. At the hearnng
you. your attornsy 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 10 question any persons who appear at the hearing Also.
you have a nght to bring witnesses to speak in your favor. You shouid bring to the heanng any documents such as this
notice. paystubs, recepts, medical dills, heating bills, medical verification, letters, eic. that may be helpful 1n presenting
your case.

CONTINUING YOUR BENEFITS: il you request a tair hearing within ten days of the date of the postmark of the mailing
o! this notice. your Food Stamps wili be reinstated and will be unchanged untl the far heanng cecision 1S 1ssued. However.
i you lose the tarr hearing. you will owe any Food Stamps that you should not have received. We are required by Federal
Law to recover any Food Stamp overpayments. We must make a claim against you for any Food Stamps you receive that
you were not entitied to, which may be coliected by reduction of future Food Stamp allotments. lump sum instaliment
payments. or througn lega! action. If you want to avoid this possibility you can check the box below. You can aiso indicate

over the telephone or 10 a letter that you do not want reinstatement of your Food Stamps !f you check the box . we
will take the action(s) described above on the sffective date listed above.

D | do not want my benefits reinstated and continued unchanged until the hearing decision is issued

LEGAL ASSISTANCE: )if you nsed irse legal assistance, you Mmay be able to obtain such assistance by contacting your
local Legal Aig 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 / INFORMATION: You have the right to review your case record. Upon your request, you have
the nght to iree copies of documents which we will present into evidence at the fair hearing. Aiso, upon request, you have
the right to free copies of other gocuments from your case record which you need for your fair heanng. To request such
gocuments or to ing 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 cass, how 1o 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 page of this notice or write us at the
agaress fisted at the 1op of the first page of this notice.



ATTACHMENT 19

0SS-315% (2:89)
NOTICE OF FOOD STAMP OVERISSUANCE
l NOTICE NAME AND ADDRESS OF AGENCY/CENTER QR DISTRICT OFFICE
DATE:
\SE NUMBER CIN/ RID NUMBER
CASE NAME ({And C/O Name 1 Prasert) AND ADDRESS
r 1 GENERAL TELEPHONE NO. FOR

QUESTIONS OR HELP . -

OR Agency Conference

Fair Hearing information
and assistance

Record Access

L -

Legal Assistance information

OFFICE NO UNIT NO. WORKER NO UNIT OR WORKER NAME TELEPHONE NO

IT HAS BEEN DETERMINED that you or your household receved an overissuance of food stamps during the months of

to in the total amount of § for the foilowing reason:

O

AGENCY ERROR:; specifically:

Calculation of the amount of this type of ovenssuance is limited to a penod of tweive {12) months from the date of the dnscovuy of the
overissuance.

The amount of food stamps owed by you of your household is:

O s. .

D S . This amount is different from the § . indicated above because you already
repaid § _

D s e .This amount is different fromthe $ ____________ indicated above bacause we have subtracted

H in food stamps that we owed you and/or your housshold for the month(s} of

due to

You may choose to repay this Agency in one of the two mathods provided in the enciosed ‘‘Food Stamp Repayment Agreement.’” if you
decide 10 repay, please review the terms of the Agreement, sign and date the appropnate portion of the Agreement and return it to this
Agency.

If you do not sign and return the encliosed Agreemsnt, we may contact you again to ask for repayment. This AGENCY WILL NOT REDUCE
YOUR FOOD STAMPS by allotment reduction without your agresement 40 such a reduction. Howevov any future restored food stamps owed
may be applied toward reducing the amount of the ovenssuance.

The REGULATION which allows us to do this is 18 NYCRR 387.19.

INADVERTENT HOUSEHOLD ERROR,; specifically:

Calcuiation of the amount of this type of overissuance is inttially imited 10 a penod of twelve (12) months from the date of the discovery of
the overissuance. (IMPOATANT - SEE NOTE BELOW)

The amount of food stamps owed by you or your household is:

O s.

D s . This amount is different from thve $ . indicated above becauss you already
repaid $ .
D $ __  ___.This amount is different from the $ ind d above because we have subtracted
] : in food stamps that we owed you and/or your household for the month(s) of
due to

You MUST repay this Agency Dy choosing one of the two methods provided in the enclosed “'Food Stamp Repayment Agreement.” You
MUST chooss a repayment method, sign and date the appropnate portion of the Agreement and return it within thirty (30) days to this
Agency. If you fail to sign and return the Agrsement within thirty (30) days and you currently receive lood stamp3, we will begin collecting
the overissuance by reducing your food stamps by aliotment reduction of 10% of your household's monthly benefit, or $10, whichever 1s
greater. Your household will receive a separate notice before this reduction can occur. If you currently do not receivs food stamps and fail
to return the Agreement, we may contact you agam to ask lor repayment or other collection actions may be takan. If you or any member of
your housshoid receive tood stamps in the future, this Agency may reduce your food stamps at that time. Any future restored food stamps
owed may be applied toward reducing the amount of the overissuance.

NOTE: Pursuant to Federal and State Reguiations (18 NYCRR Part 399). this Agency may i gate this ove! 10 determine if the
acta that resulted in the Overssuance constitisle an intenhonal wolaton of the Food Stamp Program. if 1 1s determined that you
and/or & member of your housshold commttad an Intentional Program Violation, you of your household member wilt be sanctoned

from the Program for & specified penod of time. The of the over may be increased 10 inciude the total amount
of Food Stamp overissuance received for the entire overissuance period up to & maximum of six (§) yesrs from the date of
Y. the of the may be increased it you felled to report samed income. If it is Ceter-

mined that an Inmentonal Program Violation has occurmed, you will be recemng a separite notice INfOMIng you of the determination
and the new OvensSsUANCS amount.

We advise you to keep this Notice as a reference in the svent that an Intentional Program Violation is found.
The AEGULATION which allows us to do this is 18 NYCRR 387.19.

Enciosure

REGULATIONS REQUIRE 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
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RIGHT 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-
1ation you provids, we determine to change our decision, we will take corrective action and give you a new notice. You
1ay ask for a conference by calling us at the numbaer 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 the way you request a fair hearing. |f 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
tair 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)
If you live in: New York City (Manhattan, Bronx, Brooklyn, Queens, Staten Island): (212} 488-6550
i you live in: Cattaraugus, Chautauqua, Erle, Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877

If 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, Cortiand, Jefferson, Lewis, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

It you live in: Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockiand, Saratoga, Schenectady,
Schoharie, Sutfolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: 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.

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

Signature of Client 4 Date

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

1f 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, medica!l bills, heating bills, medical verification, letters, etc. that may be helptul 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 / 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
and/or additional copies of documents, you may cafl 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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NOTICE OF FOOD STAMP OVERISSUANCE
INTENTIONAL PROGRAM VIOLATION

NAME AND ADDRESS OF AGENCY/CENTER OR DISTRICT DFFICE

NOTICE
DATE:
CASE NUMBER CIN( RIO NUMBER
CASE NAME (Ang C/O Name if Prasent) AND ADORESS
r ! GENERAL TELEPHONE NO FOR

QUESTIONS OR HELP

OR Agency Conference

Fair Hearing information
and assistance

Record Access

. I

Legal Assistance information

OFFICE NO UNIT NO WORKEA NO. UNIT OR WORKER NAME TELEPHONE NO

SECTION | — AMOUNT AND REASON FOR OVERISSUANCE

it has been determined that you or your househoid received an overissuance of food stamps in the amount of $ pecause of

an Intentional Program Viotation committed by Specitically,

The disqualified person(s):
Was determined to have committed an intentional violation of the Food Stamp Program after an admunistrative disqualification heanng
heid on . whicn resulted in a d r dated

Waived the nght to an administrative disqualificat:on hearing by signing a waiver on

D Was found quilty of & cnme or otfense by a court of law on for commiting an intentionat
viotation of the Food Stamp Program.

D Signed a disqualification consent agreement on

[
E It this box is checked, you were informed by notice dated that you or your household had receved

an overissuance in food stamps in the amount of § . You were runther informed that if it was later determined that you
or a member of your household committed an intentional viotation of the Food Stamp Program, the amount of the ovenssuance might increase.

Since Intentional Program Violation was found, this Agency has taken the following steps:

D increased the period and the amount of the food stamp overnssuance lrom a ons yeir total to a total based on the entire over-
1ssuance penod (up to a maximum of six years from the date that the ovenssuance was discovered) as set forth in the decision,
waiver, court order, or consent agreement.

D Increased the amount of the food stamp ovenssuance because you oOr your household wers not entitied to an sarned ncome
deduction for that portion of sarned income which you or your household intentionaily faiied to report.
7

The REGULATION which allows us to do this is 7 CFR 273.18(c)2).
It you require clarification of the above actions, please contact your caseworker.

SECTION §l - AMOUNT OF FOOD STAMPS YOU OWE
The amount of food stamp benefits owed by you or your household is:

Os__

D H . This amount is ditferent from the $ I" 1 1n Section | because you have
already repad §
D s . This amount s different from the $ indicated in Section { because we have sud-

tracted $ in food stamps that we owed you and/or your household for the month(s) of

duse to - ~

SECTION i1l - REPAYMENT INFORMATION
You must repay the amount of food stamps owed in the manner indicated next to the box checked below:

You have already signed a “"DISQUALIFICATION CONSENT REPAYMENT AGREEMENT" or have been given a COURT ORDER on

repayment. Therefore, you must maks repayment as follows:

-

D You MUST sign the enclosed “FOOD STAMP REPAYMENT AGREEMENT™ and return it to this Agency by the date specified in the
agreement. IF YOU DO NOT SIGN THE AGREEMENT. AN ALLOTMENT REDUCTION OF 20% of the amount your household would
have received if the housshold member(s} had not been disqualitied. or $10, whichever is greater, will BE TAKEN from your food stamp
aliotment.

The REGULATION which allows us to do this is 18 NYCRR Part 399.

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

YOU HAVE THE RIGHT TO A FAIR HEARING ON THE AMOUNT OF THE OVERISSUANCE UNLESS THIS AMOUNT MAS BEEN ESTABLISHED AT AN ADMINIS-
TRATIVE DISQUALIFICATION HEARING. 8Y A COURT OF APPROPRIATE JURISDICTION, IS SET FORTH ON A DISQUALIFICATION CONSENT AGREEMENT,
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

Enclosure
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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, it we discover that we made a wrong decision or if,
becauae of information you provide, we detarmine to change our decision, we wili take corrective action and give you a8
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 the way you request a fair hearing. If you ask for a conference you are still entitied to a tair
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 TQO 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)
It 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, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

If you live in: Broome, Cayuga, Chenango, Cortiand, Jetferson, Lewis, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

if you live in: Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockland, Saratoga, Schenectady,
Schoharie, Sutfoik, Suitivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: 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 yourseit.

D 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 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 Lega! Aid Society or other legal advocate group. You may focate 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 / 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 recerd, call the number indicated on the first page of this notice,
ar 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
andl/or 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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ATTACHMENT 21

FOOD STAMP NOTICE
TO HOUSEHOLD OF DISQUALIFIED INDIVIDUAL

NAME AND ADDRESS OF AGENCY/CENTER OR DISTRICY OFFICE

NOTICE
1 DATE:
ASE NUMBER CIN / RiD NUMBER
CASE NAME (Ang C/O Name f Presenty AND ADDRESS
r ] GENERAL TELEPHONE NO. FOR

QUESTIONS OR HELP

OR Agency Conference

Fair Heanng information
and assistance

Record Access

L -

Legal Assistance information

OFFICE NO UNIT NO WORKER NO UNIT OR WORKER NAME TELEPHONE NO
It has been determined that committed an intentional
violation of the Food Stamp Program and will be disqualified from receiving food stamps
D for a pericdoft __________months D permanently
effective . This determination was made as a result of:
D An administrative disqualification hearing held on ., which resulted in a

decision dated

D A waiver to an administrative disqualification hearing signed on

D The individual(s) being found guilty of a crime or offense by a court of law on
for committing an intentional violation of the Food Stamp Program.

D 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
intheamountof$ . (IMPORTANT - SEE NOTE BELOW)

We have reviewed your food stamp case to determine the amount of food stamps that your househoid is entitied
to receive during this disqualification period. The total income of the disqualified individual(s) is inciuded in the
food stamp budget calculation.

As a result of this disqualification, your household's food stamp entitlement will be as follows:

D Your household will receive a monthiy allotment of $ in food stamps for the months of

to .
(The allotment may be further reduced if your household agrees 1o repay the overissuance by allotment reduc-
tion. Your household will receive a separate notice before this reduction would occur.)

D Although your household’s certification period expired on your household
stil! may be eligible for food stamps. To see if you are, please contact the Food Stamp Office to find out how
to reapply.

a D 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 disqualified individual does not agree to repay the overissuance. this Agency may take appropriate action agamst

L~ you 1o recover the overnssuance. The REGULATION which allows us to do this is 18 NYCRR 399.(f).

Enciosed is a budget worksheet which explains how we reduced or terminated your food stamps as described
above.

REGULATIONS REQUIRE THAT YOU IMMEDIATELY NOTIFY THIS DEPARTMENT
OF ANY CHANGES IN NEEDS. INCOME, RESOURCES, LIVING ARRANGEMENTS 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 DISQUALIFIED INDIVIDUAL HAS REQUESTED TO BE BUT IS NOT RESTORED TO THE HOUSEHOLD'S FOOD
STAMP BUDGET AFTER THE END OF THE DISQUALIFICATION PERIOD.

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

Enciosure
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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 penod, or the distnct's failure to restore the disqualified individual upon request to the
household's food stamp budget after the end of the disqualification period indicated. If you want a conference, you shauld
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 the way you request a fair hearing. If you ask for a conference you are still entitled to a tair hearing. Even if
you ask for a conference, you still have onfy 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) 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
It you live in: Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877

It you live in: Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

!f you live in: Broome, Cayuga, Chenango, Cortland, Jefferson, Lewis, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

If you live in:  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, He
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockland, Saratoga, Schenec:aay,
Schoharie, Suffolk, Suflivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781
OR

(2) Writing: By sending a copy of this notice completed, to the QOffice of Administrative Hearings, New York State Depart-
ment of Social Services, P.O. Box 1930, Aibany, New York 12201. Please keep a copy for yourself.

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

Signature of Client Date

YOU HAVE 30 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST 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, ietters, etc. that may be helpful in presening
your case.

LEGAL ASSISTANCE: If you need free legal assistance, you may be able to obtain such assistance by contacting your
local Legal Aid Socisty 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 / 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 thedirst 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 you want additional information about your case, how to request a fair hearing, how to gain access to your case tile
and/or 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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FOOD STAMP NOTICE TO DISQUALIFIED INDIVIDUAL(S)

| NOTICE NAME AND ADDRESS OF AGENCY/CENTER OR DISTRICT OFFICE

DATE:

CASE NUMBER . CIN / RID NUMBER

CASE NAME 1Ang C/O Name «f Prasent) AND ADDRESS

[_' _-] GENERAL TELEPHONE NO FOR
QUESTIONS OR HELP

OR
Agency Conference

Record Access

L —J Legal Assistance information

OFFICE NO UNIT NO WORKER NO UNIT DR WORKER NAME TELEPHONE NO

You are being disqualified from receiving food stamps because of the reason checked below:

D 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

D You waived your right to an administrative disqualification hearing by signing a Waiver on

D You were found guilty of a crime or offense by a court of law on for committing
an intentional violation of the Food Stamp Program.

D You signed a disqualification consent agreement on .

Based on the above, you are subject to disqualification from the Food Stamp Program for the period of time
checked below:

D For 6 months because this was your first intentional program violation.
D For 12 months because this was your second intentional program violation.
D For _______ months as contained in the sentencing by the court.

At the end of your disqualification period you must contact the Food Stamp Office if you want to reapply
for food stamps. You will not be automatically restored to the Food Stamp Program.

D 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:

D it you are currently getting food stamps, beginning on you will not
receive any food stamps for the period identified above.

D 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.

1

L" you have any questions, please call the Food Stamp Office at

The REGULATION which allows us to do this is 18 NYCRR 399.6.

It you do not agree with this decision, you can appeal this decision in an appropriate court of law.
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FOOD STAMP REPAYMENT AGREEMENT

[wotice NAME AND ADDRESS OF AGENCY/CENTER OR DISTRICT OFFICE

DATE:

~ASE NUMBER . CIN / RiD NUMBER

CASE NAME (Ang C/C Name | Present) AND ADDRESS

_—
M GENERAL TELEPHONE NO FOR
QUESTIONS OR HELP

Agency Conference

Record Access

]
= — Legal Assistance information

OFFICE NC UNIT NO WORKER NO UNIT OR WORKER NAME TELEPHONE NQ

SECTION | - INSTRUCTIONS
It has been determined that you or your household received $ maore food stamps than you were eligible 1o receive. The

reason you owe benefits and the method of repayment is explained below next to the box that has been checked
D AGENCY ERROR

You may choose to repay us by selecting one of the two methods in Section H below. If you decide to repay. please carefully review the
terms of this Agreement, sign and date the Agreement under the method you wish to repay and return it to this Agency by

If you do not sign and return this Agreement, we may contact you again to ask for repayment. We will not reduce your food stamps by
allotment reduction without your agreement to such a reduction. However, any future restored food stamps owed may be applied toward
reducing the amount of the overissuance.

INADVERTENT HOUSEHOLD ERROR D INTENTIONAL PROGRAM VIOLATION
You must repay us by selecting one of the two methods in Section |l below. SIGN and date this Agreement under the method you wish to
repay us by and return it to this Agency by

It you fail to sign and return this Agreement by this date and you currently receive food stamps, we will begin collecting the overissuance
by reducing your food stamps by allotment reduction. Your household will receive a separats notice before this reduction would occur. if you
currentty do not receive food stamps and you fail to sign and return this Agreement, we may contact you again to ask for repayment or other
coltectron actions may be taken. Aiso, piease note any future restored food stamps owed may be applhed toward reducing the amount of the
overissuance.

SECTION It - METHODS OF PAYMENT
1.

REPAYMENT BY CASH AND/OR FOOD STAMPS METHOD

You may repay the entire amount of the overissuance in cash or food stamps all at once, or you may use cash or food stamps 1o repay pan
of the claim now and then repay the rest in installments. You may choose to repay the entire amount of the overissuance in instaliments.

Please check the repayment method you wish to use and sign your agreement:

D Al at once E] Part now, the rest in monthly payments D Part now, the rest in quanterty payments
Monthly Payments only Quarterly Payments only (if you recewe your food stamps quanterly)
(i you receive your food stamps quarterly)
Type of Repayment: D Cash D Food Stamps
I agree to repay by this method.
Signature of disqualitied individual if in the household i : Date
Signature of head of household Date

(i not the same as the disqualified indivigual)

& We v_vnn'comact 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 you choose to repay through monthly/quarterly payments).

® |t you fail to make payments as agreed, you will be contacted to discuss a new repayment schedule or, if a paricipating household. your
benefits may be reduced by allotment reduction.

@ If your household's financial circumstances change, you may contact this Agency at the telephone number above to renegotiate your
repayment agreement.

Should you choosa this repayment method, the amount of food stamps we will keep irom your household's moathly/quarterty allotment is
explained next to the box checked below:

D AGENCY ERROR - The amount will be discussed with you and will be the amount you agree to pay each month/quarter.

D INADVERTENT HOUSEHOLD ERROR NOT CAUSED BY THE AGENCY - 10% of your household's monthly benefit, or $10, which-
ever is greater.

D INTENTIONAL PROGRAM VIOLATION - 20% of the amount your household would have received if the household member(s) had
not been disqualified, or $10, whichever is greater.

We will send you 8 notice to explain the method used to determine the amount of your food stamp allotment reduction and tel! you the
amount of food stamps you will get while you are repaying with this method. This repayment schedule may change without notice if your
food stamp allotment amount changes.

| agree to repay by this method.

Signature of disquaiified individual if in the household Date

Signature of head of household : Date
(It not the same as the disqualified individual)

I your household’s financial circumstances change, you may contact this agency at the telephone number above to renegotiate your repay-
ment agreement.

IF YOU NEED HELP IN COMPLETING THIS AGREEMENT, PLEASE CALL US AT THE TELEPHONE NUMBER ABOVE.
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MA Onty
NOTICE OF DECISION ON YOUR MEDICAL ASSISTANCE APPLICATION
vomee AME AND ACDAESS OF AGENCY CENTER OR SSTRC SeeeE ]
| oare:
+ —
CASE NUMBER CIN - MID NUMBER '
| !
ZASE NAME :Ang CIO Name t Presenti AND ADDRESS
GENERAL TELEPHONE NO FOR
QUESTIONS OR HELP —_—
OR Agency Conference -
Fair Heanng information
and assistance -—
Record Access -
i
- - Legal Assistance information _
g SFECE NO | LNIT NO WORKERA NO uUMIT OR WORKER NAME TELEPRONE NO

This Department has made a decision concerning eligibility under the Medical Assistance Program. We
are sending this notice to tell you that this Department will:

D ACCEPT the Medical Assistance application dated i , with coverage
as follows:

D All covered care and services effective , for (name(s))

. 1t the etigible

individual(s) does not already have a valid Medical Assistance Identification Card(s) and 1s 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.

D Emergency medical care and services only, for (name(s))

. _ , from to

: The applicant(s) may be eligible for direct reimbursement of medical expenses paid on or after
. We will notify you of our decision.

D DENY the Medical Assistance application dated for (name(s))
because:;

D The applicant(s) has RESOURCES totaling $ ______. . The allowable Medical Assistance
resource standard is $ ________ . The difference between these ($ ____ _ )

is the EXCESS RESOURCE amount.

D In addition to excess resources, the applicant(s) has EXCESS INCOME in the amount of

$ ___ _ __ __ Imonth. The enclosaed information explains how individuals may become
eligible under the EXCESS INCOME PROGRAM.

D Other:

D 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 thi§ is d

It 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 and/or undocumented aliens.

ATTENTION: Persons accepted lor Medrcal Assistance may be eiigibie for @ discount on the telephone servic:
For information on LIFELINE, call New Yorx Telephone. toiktree at 1-800-555-5000.

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

YOU HAVE THE RIGHT TO APPEAL THIS DECISION
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION
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RIGHT TO A CONFERENCE: You may have a conference 10 review these actions, If you want a conference, you shouid
ask for one a8 soon as possible. At the conference, if we discover that we made the 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 conferance 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 riumber is used only for asking for a conference.
It Is not the way you request 8 fair hearing. 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 bslieve 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)
If you live in:  New York City (Manhattan, Bronx, Brooklyn, Queens, Staten Island): (212) 488-6550
if you live in: Cattaraugus, Chautauqua, Erle, Genesse, Nlagara, Orleans or Wyoming County: (716) 847-3877

If you live in: Allegany, Chemung, Livingston, Monroe, Onterlo, Schuyler, Senecs, Steuben, Wayne or Yates
County: (716) 238-8282

if you live in: Broome, Cayuga, Chenango, Cortland, Jefferson, Lewis, Madison, Oneida, Onondags, Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 4284117

It you live in: Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Frankiin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nssssu, Orange, Otsego, Putnam, Rensselaer, Rocidand, Saratoga, Schenectady,
Schoharie, Sutfolk, Sulitvan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: By sending a copy of this notice completed, to the Fair Hearing Section, New York State Department of Sociai
Services, P.O. Box 1930, Albany, New York 12201. Please keep a copy for yourself.

D | want a fair hearing. The Agency's action is wrong becauss:

Signature of Client Date

YOU HAVE 80 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 represanted by legal counsel, a reiative, a friend o other person, or to represent yoursalif. At the hearing
you, your attorney of other representative will have the opportunity to present written and oral evidence to demonstrate
why the action should not be taken, as weli as an opportunity to quastion any persons who appear at the hearing. Also,
you have a right to bring witnesses 1o 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, stc. that may be helpful in presenting
your case.

LEGAL ASSISTANGE: If you need free legal assistance, you may be able to obtain such assistance by contacting your
local Legal Aid Society or other lsgal 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 / INFORMATION: You have the right to review your case record. Upon your request. you have
the right to free copies of documants which we will present into evidence at the fair hearing. Also, upon request. you have
the right to fres 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 writtan 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 Qain access 10 your case file
and/or 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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EXPLANATION OF THE EXCESS INCOME PROGRAM

T'.” following is an explanation of how you may become eligible for Madical Assistance and receive help
with your medical bills even though your income may be over the limit. Pleass contact your social services
worker if you need help understanding this letter.

It 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 the amount by which your income is over. This amount is also
called excess income. If your net income is over (in excess of) the Medical Assistance level for your family
size for a period in which you want help with your medical biils, you may receive Medical Assistance coverage
only if either of the following conditions are met.

A. Outpatient Care and Service (One Month Eligibility)

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 incomse.

This is possible under the Excess Incoma Program which provides outpatient coverage on a month-
to-month basis for people who become eligibie by bringing us their paid or unpaid medical bilis 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 least the amount of your excess income.

When you incur (ows) 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

B. Outpatient and Inpatient/Hospital Care and Services (Six Month Eligibllity)

You can become eligible for Medical Assistance for all appropriate medical care and services (inpatient
and outpatient) if you become hospitalized and/or are 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 bilis besides
your hospital bill that equal this six months’ figure and present them to the agency, you will then
receive Maedical Assistance coverage each month for these six months for all other covered medical
expenses (whether in-hospital or not).

C. Medicare, Private Insursnce and Use of Biil

It a bill or service is covered in full by Medicare or private insurance, it cannot count as a medical
expense to meet your monthly excess. lf only part of a bill is covered by Medicare or private insur-
ance, then that portion which remains (not covered by Medicare or private insurance) can count
toward reducing or eliminating your monthly excess,

Bills for your care, your spouse’s care if you live with your spouss or your children under 21 may be
counted toward your monthly excess within the following guidelines. Medical bills of a child living with
you will be considered if the child is included in the case. Medical bills of a child who is not part of
your household may aiso be considered so long as you are providing medical support for the child.
Bills for your parents care if you are under 21 and live with your parsnts may also be counted toward
meeting your monthly excess. Unpaid bills from prior months may be counted toward meeting your
monthly excess. Once unpaid bills, whether old or current, are credited toward meeting your monthly
excess, they cannot be counted again.

After you have snrolled in the Excess Income Program, you must arrange to either bring in or mail

in your bilis and receipts each month once you have accumulated medical expenses equal to or
greater than your excess income.

Continued on Reverse
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Wae suggest that you make any necessary doctors appointments of fill prescriptions in the early part
of each month so that, after you have met your excess amount, you can have the benefit of a Medical
Assistance card to use for the payment of other medical expenses for that month. Medical Assistance
may aiso 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. Payment of Medical Bills

It is important to check to ses if your doctor or other medical person accepts Medical Assistance
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, even if the doctor or other
medical person does not accept Medical Assistance payments, you may still use bilis from that
person, whether paid or unpaid, to meet your excess income amount to qualify under the Excess
Income Program (See below).

E. Allowable Medical Expenses

You should note that when meeting your excess amount, you can use doctor bills as wsll as medical
expenses such as:

— Transportation expenses to obtain necessary medical services (in most cases).

— Medical expenses or payments made to therapists, nurses, personal care attendants and home
heaith aides (as required by a physician).

— Prescription drug bills.

— Payments made toward surgical supplies, medical equipmant, prosthetic devices, hearing aids
and eye glasses (as ordered by a doctor).

You can also use medical expenses which are not coverad by the Medical Assistance Program
such as:

— Chiropractor’s service (and other non-coversd services).

— Services from non-participating providers (people who provide medical services but do not
accept Medical Assistance payments).

— Some over-the-counter drugs and medical supplies such as bandages and drsssings may be
applied toward reduction of your excess income if they have been ordered by a doctor or are
medically necessary. Bills for cosmetics and other non-medical items are not acceptable.

Certain of thess bills can be counted only if required by a physician. Some of these services and
supplies can also be paid for with your Medical Assistance card, but may have some restrictions.

Should there be a change in your circumstances (financial, household size, etc.), your eligibility in
the Excess Income Program could be affected. All changes must be reported to your local social
sarvices office.

IF YOU HAVE ANY QUESTIONS, PLEASE CONTACT YOUR MEDICAL ASSISTANCE
' ELIGIBILITY EXAMINER FOR DETAILS.



ATTACHMENT 26
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NOTICE OF ELIGIBILITY FOR COVERAGE FOR THE TREATMENT
OF AN EMERGENCY MEDICAL CONDITION

<ASE NAME . CASE NUMBER DATE

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:

O

O

he care/services provided to (name(s))

n

Section 1903(v) of the Social Security Act provides that aliens who are not lawfully admitted for per-
manent residence or otherwise permanently residing in 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.

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 blind/disabled;
under 18 years of age; or a pregnant woman.

by has been

etermined necessary for the treatment of an emergency medical condition. Therefore, coverage will be provided
or this treatment as follows: :

a
0

a

Full coverage

Coverage with a SPENDDOWN requirement.

Gross monthly income $
Total monthly deductions ~ — §
Net monthly income $
Allowable income standard — §
Monthly excess income $

Based on these calculations, the liability toward the cost of care for the period of treatment is

$ . (See the enclosed "Explanation of the Excess Income Program’ for information on
how this liability may bs met.)

Coverage will be provided for inpatient hospital expenses which exceed $ , 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 ditference between your
annualized net income and the Public Assistance standard for a household your size.

‘he provider(s) of medical care/services has been notified of your eligibility for Medical Assistance coverage.

REGULATIONS REQUIRE THAT YOU IMMEDIATELY NOTIFY THIS DEPARTMENT
OF ANY CHANGES IN NEEDS, RESOURCES, LIVING ARRANGEMENTS OR ADORESS

8E SURE TO READ THE ATTACHED NOTICE ON HOW TO APPEAL THIS DECISION
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NOTICE OF INTENT TO DISCONTINUE/CHANGE MEDICAL ASSISTANCE
r oricE EFPECTIVE NAME ANO ACORESS OF AGENCYCENTER DR 215°AIC” CFE CE 1
oATE: , DaTE: '
SASE NUMBER i CiN/ RID NUMBER

i ZASE NAME rana C/O Name it Pegeent AND ADORESS

GENERAL TELEPHONE NO FOR
QUESTIONS OR WELP -

OR Agency Conterence
Fair Hearng information
ana assistance .
Recorg Access B

— J—]

Legal Assistance nformation
ZFE.CENO wNiIT NO NCAXER ~O UNIT OR WOAKEA NaAME TELEPHONE NO

This is to acvise you that this Department intends to take the action(s) indicated on your Medical Assistance case:
O cHange '
D We will D Increase D Decrease the amount the Medical Assistance household must spend or

incur on medical expenses each month in order to receive Medical Assistance coverage, based on the
following caiculations:

Gross Monthly Income
J Total Deductions

Balance

Allowable income Standard

New Monthly Excess Income

® M " »n »

New Excess Income (Six months)

The former monthly excess income amount was $

The former excess income amount for six months was $

D We wili change the manner in which we compute the Medical Assistance spenddown as follows:

Gross Monthly Income H
Total Deductions $
Balance $
Aliowable Income Standard $
Excess Income (monthly) H

Excess Income (six months) $

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 aligible ingiviguals.

This change is effective and is being made as a result of

G Change in income as follows:

D QOther (non-financial) change In circumstances:

Please read the enclosed explanation of the EXCESS INCOME PROGRAM, -

D DISCONTINUE the Medical Assistance coverage for (name(s))
effective — cecause:

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

It any of these actions were taken because of financial circumstances, we have enciosaed a budget worksheet(s) so
that you can see how we determined eligibility for benefits.

ATTENTION: Persons recenmg Medical Assistance mey be elipbie for 8 discount on hew (9/ephone service.
For information on LIFELINE. call New Yorx Telephone, toi-ree ar 1-800-555-5000.

REGULATIONS REQUIRE 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
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RIGHT TO A CONFERENCE: You may have a conference to review these actions. If you want a conterence. you should
ask for one as soon as possibie. At the conference. if we discover that we made the wrong decision or if, because of infor-
mation you provigs, we determine to change our decision. we will take corrective action and give you a new nAptice. You
may ask for a confersnce by calling us at the number on the first page of this notice or by senging a written request to us
at the address hsted at the top of the first page of this notice. This Aumper i1s used only for asking for a conference.
It is not the way you request a fair hearing. |f you ask for a conference you are still antitled to a fair hearng. if you want
1o have your benefits continue unchanged (aid continuing) until you get a fair hearing decision, you must request a ‘arr
hearing in the way described below. A request for a conference alone will not result n continuation of benefits. Read
below for tair hearing information.

RIGHT TO A FAIR HEARING: It 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)
I you live in:  New York City (Manhattan, Bronx, Brooklyn, Queens, Staten Island): (212) 488-6550
If you tive in: Cattarsugus. Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877

If you live in: Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

] yo'u live in: Broome, Cayuga, Chenango, Cortland, Joﬂorsoﬁ. Lewis, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

i you live in:  Albany, Clinton, Columbis, Delawsre, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockland, Saratoga, Schenectady,
Schoharie, Sutfolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474.8781

OR

(2) Writing: By sending a copy of this notice complated. to the Fair Hearing Section, New York State Department of Soc:al
Services. P.O. 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

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

CONTINUING YOUR BENEFITS: !f you request a fair hearing before the affective date stated in this notice. you will con-
tinue to recerve your banefits unchanged until the fair hearnng decision is issued. Mowever, if you lose the far 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 not want your aid continued, and send this page aiong with your
hearing request. !f you do check the box, the action descnbed above will be taken on the effective date listed above.

E:‘ | agree to have the action taken on my Medical Assistance benefits, as described in this notice. prior to the
1ssuance of the fair hearing decision.

LEGAL ASSISTANCE: If you need fres lagal 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 or: the first page of this nouice

ACCESS TO RECORDS / INFORMATION: You have the rnight 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 nght to free copias 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
and/or additional copres of documents, you may call the number indicated on the first page of this notice or wnite us at the
address listed at the top of the first page of this notice.
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2385-2068 e 299 VA Ty
NOTICE OF MEDICAL ASSISTANCE REVIEW

~°°:'$: NAME AND ADDRESS OF AGENCY CENTER OR DISTACT SFSCE -‘

<ASE NUMBER ) i AID NUMBER

TASE VAME Ang CO Name ! 3rqgenn AND ADDRESS

]
|
|
i

GENERAL TELEPHONE NO FOR
QUESTIONS OA HELP

o
b

............................... SeTTTTTT]TT}]TTTTT
Agency Conference __ {
Fair Hearing information '
ang assistance - —
|
Record Access . !
| - - / |
: Legal Assistance wformanon |
— —
) SEECE NQ yNIT NO NOAKEA NO JNIT SR WORKER NAME TELEPHONE NO :

] — —— for the Medical Assistance Program has

{
This notice is to advise you that the eligibility of (name(s)) '
i
|

been reevaluated as a result of your:

D Fair Hearing decision, dated

D Agency reconsideration

—
L~ Being a class member in the . court case.

Therefore:
{_ See attached Notice of Decision (DSS-3622) for details of your eligibility.

E Wae have determined eligibility as foliows:

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 these bills within 30 days from the date of this notice.

“~ New York State Regulations, Part 500, only allows us to pay these biils for you if they are for services
(covered under the Medical Assistance Program. if you have aiready paid these bills, we can only reimburse
you at the Medical Assistance rate. We will notity you when we have determined which bills are payable

and how much we are going to pay.

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

YOU MAVE THE RIGHT TO APPEAL THIS DECISION
BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THIS DECISION
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RIGHT TO A CONFERENCE: You may have a conterence to review thess actions, If you want a conference. you should
ask for one as soon as possible. At the conference. it we discover that we made a wrong decision or «f. because of nfor.
mation you provide, we delerming o change our decision. we will take corrective action and give you a fsw noties. You
may asK for & conference By calling us at the numoer on the first page of this notice or by sending a wnitten request to us
at the address listed at the top of the first page of this nouce. This number 1s used only for asking for a conference.
It is not the way you request a fair hearing. !t you ask for a conference you are still entitied to a fair heanng. Read
Selow for fair hearing snformaton.

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)
it you live in: New York City (Manhattan, Bronx, Brooklyn, Queens, Staten Isiand). (212) 488-6550
If you live in: Cattaraugus, Chautauqua, Erie, Geneses, Nisgara, Orleans or Wyoming County: (716) 847-3877

if you live in:  Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

It you live in:  Broome. Cayugs, Chensngo, Cortiand, Jetferson, Lewis, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

If you ive in:  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Renssslaer, Rockiand, Saratoga. Schenectady,
Schoharie, Suffolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

CR

(2) Writing: By sending a copy of this notice completed. to the Fair Hearing Section, New York State Department of Sociai
Services. P.O. Box 1930, Albany, New York 12201. Piease keep a copy for yourseif.

—
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 REQUEST 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 representsd by legal counsel, a relative, a fniend or other person, or to represent yourself. At the hearing
you. your attorney or other represantative wiil have the opportunity 10 present written and oral evidencs 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 night to bring witnesses to speak in your tavor. You should bring to the hearing any documents such as this
notice. paystubs, receipts, medicai bills, heating bills, medical verification, letters, atc. that may be heiptul in presenting
your case.

LEGAL ASSISTANCE: !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 Yeilow Pages under "Lawyers’ or by cailing the number indicated on the first page of this notice.

ACCESS TO RECORDS / INFORMATION: You have the right to review your case record. Upon your request. you have
the rnight to free copies of documaents which we will present into evidence at the fair hearing. Also. upon request. you have
the nght 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.

! you want additional information about your case, how 1o request a fair hearing, how to gain access !0 your case file
and/or adaitional copies of documents, you may cail the number indicated on the first page of this, notice or write us at the
address isted at the top of the first page of this notice.
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NOTICE OF DECISION ON REIMBURSEMENT OF MEDICAL BILLS BY
THE MEDICAL ASSISTANCE PROGRAM

NOTICE NAME ANO AQDRESS OF AGENCY CENTER DA S § Aic SFECE
OATE:
TASE NUMBER T+ WD NUMBER
ZASE NAME 1Ang C/O Name | Pragann AND ADQRESS
. -—
H GENERAL TELEPWONE NO FOR
QUESTIONS OR WELP
OR Agency Conterence
Fair Hearng information
and assistance P,
, Record Access e e
_— - Legal Assistance information
SFECE NO JNIT NO ~ORKER NOQ UrIT OR WORKER NAME TELEP=ONE VO

O

O

g

This notice i1s to advise you of this Department’s decision regarding reimbursament of medicat bills.

The provider(s) listed on the enclosed DSS-3870 (Medical Assistance Reimbursement Detal Form) is (are) to be
paid for sarvices to you or your dependents for the amount(sj shown. That form detais the bili(s) you sent us.

A check for § 1S 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 as a resuit of your fair hearing, agency (rejconsideration. or as a result of a

court case, pursuant to the notice(s) dated

In computing the amount of these checks, the Department reviewed the bill(s) sent to us. These bills totaled

s . Denied bills, if any, are listed along with the reason(s) for denial on the enclosed
DS8-3870 (Medical Assistance Reimbursement Detail Form).

The remaining bills are to be paid at the Medical Assistance rate in effsct at the time the services were rendered
(less your excess income, if any).

The bilts submitted are not reimbursable by the Medical Assistance Program. The reason(s) 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 dOvlhlS is Section 365(a) of Social Services Law ang 18
NYCRR 360-7.5(a)1).

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

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

Encosure




RIGHT TO A CONFERENCE: You may have a conference to review these actions. !f 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 @Ive you 3 new notice. You

may sk for & conferance Dy calling us at the nUMDBSS BN (he first page of this Actice o By SENAING & wrttsn reausst 16 Us
at the address listed at the tep of the. tiest page of this notice. This number 1s used only for asking for a conlerence
It is not the way you request a fair hearing. It you ask for a confer8nce you are still entitled to a fair hearing. Read
betow for fair hearing information.

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

(1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
If you live :in:  New York Clty (Manhattan. Bronx, Brooklyn, Queens. Staten Istand): (212) 488-6550
I you live in: Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877

If you live in: Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

It you five in:  Broome, Cayuga, Chenango, Cortland, Jefferson, Lewis, Madison, Oneida, Onondags, Oswego.
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

It you live in:  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Frankiin, Fulton, Greene. Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockiand, Saratoga, Schenectady,
Schoharie, Sutfolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

Writing: By sending a copy of this notice completed, to the Fair Hearing Section, New York State Department of Soc:al
Services, P.O. Box 1930, Albany, New York 12201. Please keep a copy for yourseif.

2

p—
L. want a far hearing. The Agsncy's action is wrong because:

Signature of Client Date

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING

It you request a farr hearing, the State will send you a notice informing you of the time and place of the hearng. You have
the night to be represented by legal counsel, a relative, a friend or other person, or 10 represent yourseif. At the hearing
you, your attorney or other representative will have the opportunity to present written and oral ewidence to demonstrate
why the action should not be taken, as well as an opportunity t0 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, medicai 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 agvocate group oy
checking your Yellow Pages under ‘Lawyers’ or by calling the number indicated on the first page of thus notice

ACCESS TO RECORDS / INFORMATION: You have the right to review your casa record. Upon your request you have
the nght to free copies of documants 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 -equest such
gocuments or to find out how you rmay review your case record, call the number indicated on the first page ot :nis notice.
or send a written request t0 us at the address listed at the top of the first page of this notice.

it you want additional information about your case, how to request a fair hearing, how to gai@ access to .c.- case file
and/or additiona! copies of documents, you may call the number indicated on the first page of this notice or a- ‘e Js at the
aadress histed at the top of the first page of this notice.
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NOTICE OF DECISION TO ACCEPT/DENY/CHANGE YOUR MEDICAL ASSISTANCE COVERAGE
(CATASTROPHIC ILLNESS PROGRAM)

' NOTICE EFFECTIVE NAME ANC ADDRESS OF AGENCY CENTER DR Di5TAIC" JFECE
‘l DATE: OATE:
ASE vuMEEA CIN ' MO NYMBER

SASE NAME 1Ang C/O Name -t Segsenn AND ADORESS

GENERAL TELEPHONE NO. FOR
QUESTIONS OR HELP
OR Agency Conference

Fair Hearing nformation
and assistance

o

Recorg Access

— e

LeqQai Assistance information

<FECE NO i oIt NO WORKER NO YNIT OR WORKER NaAME TELEPONE NO

This Department has made a decision concerning your eligibility for Medical Assistance coverage of Inpatient Mospital
Care and Services Only based on the following calculations:

For the 12 month penod from to we estimated your income and deductions
to be as foilows:

Income S

Deductions - §

Annualized Net income $

You are responsible for paying the lessar of the following toward your inpatient hospital care:
(a) 25% of your annualized netincome $____ _ OR
(b) the difference between your annualized net income and the Public Assistance standard. The Public Assist-
ance standard for a household your sizeis$ . . The difference between your annualized net
income and the Public Assistance standard is $

You are-aiso responsible for spending your excess resources, if any, toward your inpatient hospital care. Your excess
resources are calculated by determiming the difference between your resources and the Medical Assistance resource
exernption standard.

Your Resources $
Medical Assistance Exemption — $
Excess Resources s

BASED ON THE ABOVE CALCULATIONS, THIS DEPARTMENT WILL:

D ACCEPT your application dated ______________ for the Catastrophic lliness Program from

to . Betore the Medical Assistance Program can help pay your hospital expenses
you must tirst venty spending your excess resource amount (if any), on your hospital bill. Once ventied, we will

pay those covered expenses that exceed $ ___________, the total amount for which you are responsible.
Provided your circumstances remain unchanged, you are eligible for Medica! Assistance for any other
inpatient care and services for one year beginning

D DENY your application dated for the Catastrophic lliness Program because:

D CHANGE (L Reduce [ Increase) your contribution as follows:
You were previously informed that you were responsible for § _ toward your hospital biil{s) Based
on a change in your income, resources or other change, you are now responsibie for $ _— toward
your hospital biii(s).

D TAKE NO ACTION on your application dated for the Catastrophic iliness Program since
1t was withdrawn.

The LAW(S) AND/OR REGULATION(S) which allows us to do this is Section 366.2 of the Social Services Law and
18 NYCRR 360-3.8

The enclosed budget worksheet(s) explains these calculations.

REGULATIONS REQUIRE 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
E-closure BE SURE TO READ THE BACK OF THIS NOTICE ON HOW TO APPEAL THiS DECISION
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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, if we discover that we made the wrong decision or «f. because ot intor-
mation you provide, we detsrming 1o change our 0eciSion. we will take corrective action and Give you a new notice. You
may ask for a contference by catling 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 1S used only for asking for a conference.
It is not the way you request a fair hearing. |l you ask for a conterencd you are still entitled to a farr hearing. If you wart
'o have your benefits continue unchanged (a:d continuing) untl you get a fair hearing decision. you must request a ‘ar
nearing in the way described below. A request for a conference aione will not resuit In continuation of benefits. Reag
below for fair hearing information.

RIGHT TO A FAIR HEARING: If you believe that the above action 15 wrong, you may request a State faw hearing by:

(1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
It you live in:  New York City (Manhattan. Bronx, Brooklyn, Queens. Staten Istand): (212) 488-6550
it you live 1n:  Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847.3877

It you live in: Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

I you live in: Broome, Cayugs, Chenango, Cortland, Jefferson, Lewis, Madison, Oneida, Onondaga., Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

It you live in:  Albany, Clinton, Columbia, Delaware. Dutchess, Essex, Franklin, Fuiton, Greene. Hamilton, Herkimer,
Montgomery, Nasssu, Orange, Otsego, Putnam, Rensselser, Rockland, Saratoga, Schenectady,
Schoharie, Suffoik, Suilivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

Writing: By sending a copy of this notice completed, to the Fair Hearing Section, New York State Depantment of Social
Services. P.O. Box 1930, Albany, New York 12201. Please keep a copy for yourseif.

(2

i\ ) want a fair heaning. 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

It you request a fair hearing, the State will send you a notice informing you of the time and place of the heanng. You have
the right to be represented by legal counsel, a reiative, a friend or other person, or to represent yourseit. At the hearning
you, your attornay or other representative will have the opporturity to present written and oral evidence to demonstrate
why the action should not be takan, as well as an opportunity to question any persons who appear at the hearnng. Also.
you have a nght to bring witnesses to speak in your favor, You shouid bring to the hearing any documents such as this
notice. paystubs, receipts, medical bills, heating bills, medical verification, letters, etc. that may be heiptul in presenting
your case.

CONTINUING YOUR BENEFITS: If you request a fair hearing before the effective date stated in this notce. you will con-
tinue to recerve your benefits unchanged until the fair hearing decision is issued. However, if you fose the fairr hearing,
we may recover the cost of any Madical 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 listea above.

D | agree to have the action taken on my Medical Assistance benefits, as described in this notice. prior to the
issuance of the faw hearing decision.

LEGAL ASSISTANCE: If you need fres legal assistance, you may be able to obtain such assistance by contacting your
local Legal Aid Society or other lega! advocate group. You may locate the nearest Legal Aid Socifty or advocate group by
checking your Yeliow Pages under “‘Lawyers’ or by calling the number indicated on the first page of this not.ce

ACCESS TO RECORDS / INFORMATION: You have the right to review your case record. Upon your request. you have
the night to free copies of documents which we will present into evigencs 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
documants or to find out how you may review your case record. call the number indicated on the first page of this notce.
or send a written request 10 us at the address listed at the top of the first page of this notice.

H you want additional information about your case, how to request a fair hearing, how to gain access t0 your case file
and/or additional copies of documents, you may call the number indicated on the first page of this notice or write us at the
aadress histed at the top of the first page of this notice.



ATTACHMENT 31
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VA Za
NOTICE OF DECISION ON YOUR MEDICAL ASSISTANCE APPLICATION "
(EXCESS INCOME)
uonc!! NAME AND ADORESS OF AGENCY/CENTER OR S5 AT SFcE ]
DATE: H
CSASE NUMBER CIN G RIG NUMBER
ZASE NAME -Ana C0 Name ! Peggent) anD ACDRESS
GENERAL TELEPHONE NO FOR
L OO O e —mm————
OR Agency Conference -
Fair Hearng intormanon
ang assistance -
, Record Access -
- - Legal Assistance nformation
[=Fe.Ct ~O INT NO ~NORKER ~O INIT DR WORKER NAME TELEPRONE NO

This Department has made a decision concerning your eligibility for Medical Assistance coverage under the EXCESS
INCOME PROGRAM.

The total gross monthly INCOME is S The tota! monthly deductions are $

The ditference between these is the net monthly income. This is $ The allowable income
standard for a family household your size 18 $ The ditferance between the monthly net
income and this standard ($ ) is the monthly spenddown or excess income amount.

The excess income for six months is $

BASED ON THE ABOVE CALCULATIONS, THIS DEPARTMENT WiILL:

D ACCEPT the application dated . for (name(s))
with a SPENDDOWN requirement for:

G Outpatient Medical Care Only - You have venfied paid or unpaid medical expenses (outpatient or inpatient}
whichequal $ _____ __, (the excess income for the month(s) of

. The Medical Assistance Program will pay those covered outpatient
expenses which exceed the monthly spenddown for the month(s) noted. The applicant(s) noted above may
become eligibie for Medical Assistance for outpatient care and services in any month by submitting to this
Department bills or receipts for medical expenses sgual to the monthly spenddown amount indicated above.

D Outpatient and inpatient Hospital Medical Care (all covered care and services) - You have verified paid
or unpaid medical expenses which equai $§ (the excess income for the six month period

from to ). The Medical Assistance Program
will pay any additional covered medical expenses incurred during this six month pernod.

D The applicant(s) anticipates meeting the excess income amount on a month-to-month and/or six month
basis. When medical bills and/or receipts have been submitted to the Department for the appropnate
amount, the eligible individual(s) will receive the corresponding Medical Assistance coverage.

D DENY the application dated for (name(s)) SR

because you have indicated
in the apphication that the apphcani(s) does not have any unpaid medical bills, or any paid medical dills for ser-
vices received within thres months prior to the month of application which equal or exceed the monthly spend-
down, nor does the applicant(s) anticipate incurring bills in this amount. Should this situation change. you may
reapply.

The LAW(S) AND/OR REGULATION(S) which allows us to do this is Section 366.2(b) of the Social Services Law
and 18 NYCRR 360-4.8

The enclosed budget worksheet(s) explains these caicufatons.

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.

ATTENTION: Persons accepted for Medicel ASiSIance may De eigible for 3 THSCOUN! ON thew (eephons sevice.
For information on LIFELINE. call New Yorx Telephone. toi-ree st 1-800-555-5000.

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

E~ciosure
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RIGHT TO A CONFERENCE: You may have a conferance to review these actions. If you want a conlsrance. you should
ask for one as 300N as potsibie. At the confarance. if wa discover that we made a wrong decision of if, because of infer.
mation you provide, we determine to change our decision, we will take corrective action and Qive 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 writtan request !0 us
at the address listed at the top of the first page of this notice. This number i1s used only lor asking for a conference.
It is not the way you request a fair hearing. If you ask for a contarénce you are stil entitied to a fair hearing. Read
oelow for fair heanng information. :

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

(1) Telephoning: (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
It you live in:  Cattarsugus, Chautauquas, Erie, Genesse, Nlagara, Orlesns or Wyoming County: (716) 847-3877

i you live in: Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

it you live in: Broome, Cayuga, Chenango, Cortland, Jetferson, Lewis, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

If you live 1n: Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fuiton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockiand, Saratoga, Schenectady,
Schoharie, Sutfolk, Sulllvan, Ulster, Warren, Washington or Westchester County: (518) 474.8781

OR

{2) Writing: By sending a copy of this notice complsted. to the Fair Hearing Section. New York State Department of Sociat
Services, P.O. Box 1930, Albany, New York 12201. Please keep a copy for yourseif.

M
!_; want a far hearing. The Agency's action is wrong because:

Signature of Client Date

YOU HAVE §0 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING

It you request a far hearing, the State will send you a notice informing you of the time and place of the hearing. You have
the ngnt to be represented by legal counsel, a relative, a friend or other person, or to represent yourseil. At the hearng
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 0 your favor. You should bning to the heanng any documents such as this
notice. paystubs, receipts, medical bills, heating bills, medical verification, letters, etc. that may be helpful :n presentng
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 / INFORMATION: You have the right to review your case record. Upon your request. you have
the night to free copies of documents which we will present into evidence at the fair hearing. Also, upon request. you have
the nght to free copies of other documents from your case racord which you nesd for your fair hearning To request such
documents or to find out how you may review your case record, call the number indicated on the first page ot :nis nouce.
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 zase hle
and/or additionat copies of documents, you may call the number indicated on the first page of this gotice or wr e s at the
address listed at the top of the first page of this notice.
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ATTACHMENT 32
NOTICE OF INTENT TO CHANGE THE CONTRIBUTION TOWARD CHRONIC CARE COSTS

: NOTICE l EFFECTIVE NAME ANC A0ORESS OF AGENCY CENTER OR Si§TaCT SFECE
DATE: { DATE:
SASE NUMBER CiN_ D NUMBER

ZASE vAME Ang C/O Name ¢ Tegenu AND ASDRESS

GENERAL TELEPHONE NO FOR
QUESTIONS OR HELP

OR Agency Conterence
Fair Heanng intormation
ang assistance ————
Record Access ——

Legal Ass:stance nformation
[—
| SFECE NO wNIT N wCAKER NQ JNIT OR WORKER NAME TELEPHONE NO

This notice 18 to inform you that this Department has recaiculated the contribution required toward the cost of care

for the individual named above. Effective . this Department will:

E INCREASE the monthly contnibution required toward the cost of this individuai's care from S _________ ___to
s
The total available income each month (including any support from the recipient's spouse) is $
The total monthly deductions (inciuding the appropriate income standard/personal needs allowance) equal
S e The contnibution toward the cost of care I1s the ditference, or $

F:_, REDUCE the monthly contribution required toward the cost of this individuat's carefrom $ ________ _ __ _to
$
The total available :ncome each month {including any support from the recipiant’'s spouse) is $
The total monthly deductions (including the appropriate income standard/personal needs allowance) equal

S . The contribution toward the cost of care is the ditference, or §

This change is being made as a result of:

The LAW(S) AND/OR REGULATION(S) which allows us to do this is Section 366 of the Social Services Law and 18 NYCRR
360-4.9 and 360-4.3(f).

The enclosed budget worksheet(s) explains these calculations.

REGULATIONS REQUIRE 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

Enciosure

NAME CF MEDICAL FACILITY
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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, | we discover that we made the wrong decision or f. pecause of infor-
maton you provide. we determine to change our decision. we wili 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 1o us
at the address listed at the top of the first page of this notice. This number 1s used only for asking for a conference
It is not the way you request a fair hearing. If you ask for a conference you are still entitied to a fair hearng. If you want
to have your benefits continue unchanged (aid continuing) until you get a fair hearing decision, you must request a fair
heanng n the way described beiow. A request for a conferance alone will not result in continuation of benefits. Read
petow for tair hearing information.

RIGHT TO A FAIR HEARING: !f you believe that the above action 1s wrong, you may request a State fair hearing by:

1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
If you live in:  New York City (Manhattan. Bronx, Brooklyn, Queens. Staten Isiand): (212) 488-6550
It you live in: Cattaraugus, Chautauqua, Erle, Genesee, Niagara, Orleans or Wyoming County: (716) 847.3877

If you tive in: Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

It you live in: Broome, Cayuga, Chenango, Cortliand, Jetferson, Lewis, Madison, Oneida, Onondaga, Oswego.
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

It you hive in:  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockiand, Saratoga, Schenectady,
Schoharie, Sutfolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474.8781

OR

Writing: By sending a copy of this notice compietad. to the Fair Hearing Section. New York State Department of Social
Services, P O. Box 1930. Albany. New York 12201. Pleass keep a copy for yourseit.

(2

— | 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 iegal counsel. a relative, a friend or other person, or to represent yourselt 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 guestion any persons who appear at the nearing. Also.
you have a nght 1o bring witnesses to speak in your favor. You should bring to the hearing any documents such as this
notice. paystubs, receipts, medical bills, heaung bills, medical verification, letters, etc. that may be heipful \n presentng
your case.

CONTINUING YOUR BENEFITS: if you request a fair hearing before the effective date stated in this notice ycu will con-
tnue to recetve your benefits unchanged unti! the fair heaning decision i1s issued. However, it you lose tre ‘ar neanng.
we may recover the cost of any Medical Assistance benefits that you should not have received. If you want '2 avoud this
possibility. check thé box below to indicate that you do not want your aid continued. and send this page aic=3 ~ih your
hearing request. It you do check the box. the action described above will be taken on the effective date iistec adove.

E | agres to have the action taken on my Medical Assistance benefits, as described in this notce =°cr 0 the
issuance of the tarr heaning decision.

LEGAL ASSISTANCE: If you need free legal assistance, you may be able to obtain such assistance by z:-°3lirg your
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Society or acvcis'2? 3roup Jy
checking your Yellow Pages under “Lawyers’ or by calling the number indicated on the first page of this ~c* =2

ACCESS TO RECORDS / INFORMATION: You have the nght to review your case record. Upon your request ,ou have
the nght to free copies of documents which we will present into evidence at the fair hearing. Also, upon request you have
the rnight to free copies of other documents from your case record which you need for your fair hearing. To request such
documents or 1o find out how you may review your case record, cail the number indicated on the first page ot this notice.
or send a written request (0 us at the address listed at the top of the first page of this notce.

if you want additional information about your case, how to request a fair hearing, how to gain access to your case fie
and/or additional copies of documents, you may call the number indicated on the lirst page of this notice or write us at the
address hsted at the top of the first page of this notice.
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NOTICE OF INTENT TO ESTABLISH A LIABILITY TOWARD CHRONIC CARE

NOTICE EPFECTIVE NAME AND ADDAESS OF AGENCY'CENTER CR = §°aiCT 2F2CE 1
oATE: DATE: :
SSE NUMBER CiN DD NUMBER

il Z1SE NAME Ang CO Nme ! Prasenn 4ND AODRESS
SENERAL TELEPHONE NO FOR
QUESTIONS OR MELP — )
OR Agency Conference . 1
Fair Hearng information i
ang assistance PR
i
Record Access 1
i - - Legal Assistance nformation ]
<FECEC -V NO NCRKER NO | wNIT R NORKER NAME TELEP=ONE NO i
i
i

This Department has made a decision concerming eligibility under the Medical Assistance Program of the ndividuai
named above. who has been determined to be residing 1n a medical institution on a permanent bas:s. (If the indiviaual
was previously in recept of full Medical Assistance coverage or Medical Assistance coverage subject to a spenodown

amountof S, the required contribution towards institutional costs is exptained below.)
Date of Application:

Date of institutionalization:

Date of Chronic Care Status:

We have caiculated the total monthly contribution toward the cost of this individual's care for the penods indicated. as follows:

INCOME

From: To: — T, From: To:
Gross monthly income $_____ | Gross monthly income $§_____ | Gross monthly income $
Deguctions — . | Deductions — | Deductions —
Income Standard/ Income Standard/ Income Standard/
Personal Incidental Personal Incigental Personal incidental
Aliowance - | Allowance - | Allowance -
Contribution permo. $____ | Contribution per mo. $______ | Contribution per mo. $
Payabie to: Payable to: Payable to:

RESOURCES

Resources. if any, must also be considered in calculating your eligibility.

From To From To

Your total resources equal | J Your total resources equat $ -
Medicat Assistance exemption — $ Medical Assistance exemption — $ _____ __
Excess Resources s Excess Resources L

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 authonzed per:0d.

The LAW(S) AND/OR REGULATION(S) which allows us to do this is Section 366 of the Social Services Law and 18 NYCRARR
360-4.9 and 360-4.3(N.

The enclosed budget worksheet(s) explains these calcutations.

REGULATIONS REQUIRE THAT YOU IMMEDIATELY NOTIFY THIS DEPARTMENT
OF ANY CHANGES IN NEEDS. 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

Encrosure

NAME JF WESICAL FACL.TY
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RIGHT TO A CONFERENCE: You may have a conference lo review these actions. If you want a conference, you snouig
ask for one as soon as possible. At the conference. if we discover that we made the wrong decision or if, because of infor-
matien you provide, we determing 10 change our decision, we will take cOrrective action and give you & new nolce. Yau
may ask for a conference by calling us at the number on the first page of this notice or Dy sending a written request 'go us
at the address listed at the top of the first page of this notice. This numper is used only for asking for a conference
It is not the way you request a fair hearing. it you ask for a conference you are still entitied to a fair hearing. It you wani
o have your benefits continue unchanged (aid continuing) until you get a fawr hearing decision, you must request a far
hearing in the way descnbed below. A request for a conference alone will not result in continuation of benefits. Reaq
below for fair hearing information.

RIGHT TO A FAIR HEARING: It 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)
It you live in: New York Clty (Manhattan, Bronx, Brooklyn, Queens, Staten Island): (212) 488-6550
If you live in: Cattaraugus, Chautauqua, Erle, Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877

I you live in:  Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

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

!t you live in:  Albany, Clinton, Columbla, Delaware, Dutchess, Essex, Frankiin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockland, Saratogs, Schenectady,
Schoharie, Suffolk, Suilivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: By sending a copy of this notice completed. to the Fair Hearing Section, New York State Department of Soc:al
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

1f you request a fair hearing, the State will send you a notice informing you of the time and place of the hearning. You have
the night to be represented by legal counsel, a relative, a friend or other person, or to represent yourseil. 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 t0 question any persons who appear at the hearng. 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 heipful in presenting
your case. :

CONTINUING YOUR BENEFITS: If you request a fair hearing befors the effective date stated in this notice. you will con-
tnue to receive your benefits unchanged until the fair hearing decision is issued. However, if 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

D | agree to have the action taken on my Madical Assistance benefits, as described in this notice. prior to the
issuance of the fair heanng decision.

LEGAL ASSISTANCE: Il you need iree legal assistance, you may be able to obtain such assistance by contacting your
local Legal Aid Society or other legal advocats group. You may locate the nearest Legal Aid Society or advocate group dy
checking your Yeliow Pages under "Lawyers' or by calling the number indicated on the first page of this nouce

ACCESS TO RECORDS / 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 prasent into evidence at the fair hearing. Alsa. upon request. you have
the nght to free copies of other documents from your cass record which you need for your fair hearing. To request such
documents or 10 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 1o us at the address listed at the top of the first page of this notice.

it you want additionai 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 page of this notice or wnte us at the
address listed at the top of the first page of this notice.
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ATTACHMENT 34 . MA Only
NOTICE OF INTENT TO DISCONTINUE
FOR FAILURE TO COMPLY WITH RECERTIFICATION PROCEDURES
NOTICE EFrRCTIVE NAME AND ADORESS OF AGENCY/CENTER OR DISTRICT DFFICE
DATE: DATE:
TASE NUMBER TIN ' WG NUMBER
CASE NAME (Ang C/O Name it Bresemt) AND ADORESS
- ] GENERAL TELEPHONE NO FOR
... QUESTIONSORMELP  ...... T
OR Agency Conterence
Fawr Heanng information
ang assistance ——
—] Record Access ——
- Legal Assistance nformavon ___
SFECE NO UNIT NO WORKER NO UNIT OR WORKER NAME TELEPMONE NO

This notice is to advise you that this Department will discontinue the Medical Assistance coverage of (name(s))

effective

because:

D You or your representative failed to appear for a face-to-face interview on at

this office 1n order to determine continued eligibility for Medical Assistance.

It you believe that Medicai Assistance should not be discontinued, you or your representative must recertity for
eligibility. You may do this by appearing at this office 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 betore the effective
date of this Department’s intended action o discontinue coverage.

If you or your representative have had your face-to-face interview and/or rascheduled the date of the onginal
interview please contact this office. ,

You or your represantative failed to return the recentification form and/or all of the documents necessary to deter-

mine continued eliyibility of (name(s)

for Medical Assistance. The following items are needed:

D Recertification Form D Documentation D See Attached

If you wish Medical Assistance to continue, you must return the completed recertification statement anasor all
of the required documents, to this office on or before the effective date noted above.

If you have submitted the completed recertification form and all of the required documents. please call this
office at the number listed above to confirm that we have received the information.

If you need a new recertification information packet, you or your representative may obtain one by calng or
writing 10 this office (numbers and address listed at the top of this notice). If coming to our oftice .» derson.
please bring this notice with vou.

The LAW(S) AND/OR REGULATION(S) which aliows us to do this is 18 NYCRR 360-2.2.

REGULATIONS REQUIRE THAT YOU IMMEDIATELY NOTIFY THIS DEPARTMENT
OF ANY CHANGES 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
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RIGHT TO A CONFERENCE: You may have a conference !0 review these actions. if you want a conterence. you should
ask for one as soon as possible. At the conference. f we discover that we made the wrong decision or if. because of infor-
maton you provide. we determine {0 change our GeCiSion. we will take corrective action and give you & 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 1o us
at the address hsted at the top of the first page of this notice. This number 1s used only for asking for a conference.
it is not the way you request a fair hearing. it you ask for a conference you are still entitied to a fair hearing. If you want
to have your benefits continue unchanged (aid continuing) until you get a fair heanng decision. you must request a tair
hearnng in the way described below. A request for a conference alone will not resuit in continuation of benehts. 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 dy:

(1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
It you live in:  New York City (Manhattan, Bronx. Brooklyn. Queens, Staten isiand): (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, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

It you live in: Broome, Cayuga, Chenango, Cortiand, Jetferson; Lewis, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

It you live in:  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene. Hamiiton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselser, Rockiand, Saratoga, Schenectady,
Schaoharie, Sutfolk, Sullivan, Uister, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: By sending a copy of this notice completed. to the Fair Hearing Section, New York State Department of Sociat
Services, P.O. Box 1930, Albany, New York 12201. Please keep a copy for yoursalf.

™ .
' | want a farr 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

It you request a fair hearing, the State will send you a notice informing you of the time and place of the heanng. You have
the nght to be represented by legal counsel, a relative, a friend or other person, or to represent yourself. At the hearnng
you. your attorney or other representative will have the opportunity to present written and oral evidence 0 demonstrate
why the action should not be taken, as well as an opportunity to question any persons who appear at the hearng. Also.
you have a right to bring witnesses to spsak in your favor. You should brning to the hearing any documents such as this
notice. paystubs. receipts, medical bills, heating bills, medical venfication, ietters, etc. that may be hetpful :n presenting
your case.

CONTINUING YOUR BENEFITS: If you request a fair hearing before the effective date stated in this nouce. you wil con-
tinue to receive your benefits unchanged until the fair hearing decision is issued. However, if you lose the ‘air heanng,
we may recover the cost of any Medical Assistance benefits that you should not have received. If you want :0 avoid ths
possibility, check the box below 1o 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 atfective date nstec adove

l: | agree to have the action taken on my Medical Assistance benefits, as described in this notce =¢or to the
issuance of the fair hearing decision.

LEGAL ASSISTANCE: !f you need [r@e iegai assistance, you may be able to obtain such assigiance by -:-°3cing your
local Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Society or agvcca'e 3roup By
checking your Yellow Pages under “‘Lawyers’ or by calling the number indicated on the first page of this ~=* @2

ACCESS TO RECORDS / INFORMATION: You have the right to review your case record. Upon your rec.<s’ ,Ou have
the right to free copies of documents which we will present into evidence at the fair hearing. Also, upon reaues: you have
the nght to tree copies of other documents from your case record which you need for your fair hearing. To -ecuest such
documents or to find out how you may review your case record, call the numbaer indicated on the first page of this notice.
of send a written request 10 us at the address iisted at the 1op of the first page of this notice.

' you want additional information about your case., how to request a fair hearing, how to gain access 0 your case file
and/or aaditional copies of documents, you may call the number indicated on the first page of this notice or write us at tre
address listed at the top of the first page of this notice.
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NOTIFICATION OF ADVERSE UTILIZATION REVIEW DECISION
AND FAIR HEARING RIGHTS

ice EFFECTIVE NAME AND ADDRESS OF AGENCY/CENTER OR DISTRICT OFFICE
ATE: DATE:
MEDICARE NUMBER CIN NUMBER

CASE NAME (Ana C/O Name f Present) AND AODAESS

r j GENERAL TELEPHONE NO FOR
QUESTIONS OR HELP

OR Agency Conlersnce
Fair Hearing information

and assistance ——————— e

Record Access

L- _I Legal A 1ce infor

OFFICE NO UNIT NO WORKER NO. UNIT OR WORKER NAME TELEPHONE NO

On the Utilization Review Committee at your facility decided that you
do not require (skilied nursing, health related) facility level of care which you have been receiving. As soon

as arrangements are made, you should be (lransferred to a tacility,,
discharged).

The reason for this decision and a copy of your Long-Term Care Placement Form (PRI or equivalent) which
nives 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 . If 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. If 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(B), 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,

NAME OF AUTHORIZED DEPARTMENT REPRESENTATIVE I NTE ] TELEPHONE NUMBER

1

SIGNATURE OF AUTHORIZED DEPARTMENT REPRESENTATIVE

REGULATIONS REQUIRE 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

Enciosure

cc: Patient's Physician
Patient's Relative, Sponsor, Representative
Facility Administrator
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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, if we discover that we made a wreng decision,or if, because of infor-
mation you provide, we determine to change our decision, we will take correclive action and give you a new notice. You
may ask lor 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 lisied at the top of the first page of this notice. This number is used only for asking for a conference.
It Is not the way you request a fair hearing. If you ask for a conference you are still entitled to a fair hearing. I you 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 wili not resuit in continuation of benefits. Read
below for fair hearing information.

RIGHT TO A FAIR HEARING: I 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)
It you live in: New York City (Manhattan, Bronx, Brooklyn, Queens, Staten Isiand): (212) 488-6550
If you live in: Cattaraugus, Chautsuqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877

It 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, Lewls, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tloga County: (315) 428-4117

Il you live in: Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Frankfin, Fulton, Greene, Hamiiton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselasr, Rockland, Saratogs, Schenectady,
Schoharie, Suffolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: 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 yourseif.

D | 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

Please note that the Fair Hearing will ba held at your nursing home or health related facility upon your request. When making
your requsst, by whichever method, it is important that you state that you are appealing a utilization review decision.

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 eflective date stated in this notice, you will con-
tinue to receive your benelits unchanged until the fair hearing decision is issued. However, if 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 effective date listed on the first page of this notice.

D | agree to have the action taken on my Medical Assistance benefits, ac 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 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 / 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 evidance 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 notics.

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 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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NOTICE OF DECISION OF INITIAL AUTHORIZATION/
REAUTHORIZATION/OR DENIAL PERSONAL CARE SERVICES

I noTice EFFECTIVE NAME ANO ADDRESS OF AGENCY/CENTER OR DISTRICT DFFICE
+ DATE: DATE:
IE NUMBER CiN/ RiID NUMBER

CASE NAME (And C/O Name o Pragent) AND ADORESS

— -
| GENERAL TELEPHONE NO. FOR
QUESTIONS OR HELP
OR Agency Conterence
Fair Heanng information
- and assistance ——
_J Record Access —————
- Legs! Assistance mnformation
SFECE NO UNIT NO WORKEA NO UNIT OR WORKER NAME TELEPRONE MO

This is to inform you of the following action taken on your request for personal care services effective
: {Please read carefully)

O INImALLY AUTHORIZED

Personal Care Services have been initially authorized for _______ hours per day, ____ days
per week. The personal care services has been determined to be:

D Level | (Environmental and Nutritional Functions)

D Level Il (Personal Care, Environmental and Nutritional Functions)

D Level lll (Personal Care, Environmental and Nutritional Functions, and Health Related
Tasks)
Your authorization period is from to

[0 RreauTHORIZED

Personal Care Services have been reauthorized for ________hours per day, ___ ___ days
per week. The personal care services have been determined to be:

D Level | (Environmental and Nutritional Functicns)
D Level Il (Personal Care, Environmental and Nutritional Functions)
D Level 1ll (Personal Care, Environmental and Nutritional Functions, and Health Related Tasks)
Your authorization period is from to
O oeneo

We intend to take this action because:

The REGULATION which allows us to do this is 18 NYCRR 505.14. -

| SIGNATURE OF WORKER

L

ATTENTION: Persons recerving Medical A may be eligible for @ discount on thew lelephone service.
For information on LIFELINE, call New York Telephone, toii-free at 1-800-555-5000.

REGULATIONS REQUIRE 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 THiIS DECISION
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RIGHT TQ A CONFERENCE: You may have a conference to review thess actions. !f you want a conference. you should
ask for one as soon as possible. Al the conference. if we discover that we made a wrong decision or if, because of nfor-
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 conferance by calling us at the number on the first page of this notice or by sending a written request (o 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 the way you request & fair hearing. It you ask for a conference you are still entitied to a far hearng. Read
below for faw 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)
if you live in: New York City (Manhattan, Bronx, Brooklyn, Queens, Staten !sland). (212) 488-6550
it you live in: Cattaraugus, Chautauqua, Erie, Genesee, Niagars, Orleans or Wyoming County: (716) 847-3877

If you live in: Allegany, Chemung, Livingston, Monroe, Ontarlo, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

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

If you live in:  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselaer, Rockland, Saratoga, Schenectady,
Schoharie, Sutfolk, Sulllvan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: 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.

D | 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 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 counsei, a relative, a friend or other person, or to represent yourseif. At the hearing
you, your attorney or other representative will have the opportunity to present written and oral evigdence 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 shouid bring to the hearing any documents such as this
notice, paystubs, receipts, medical bills, heating bills, madical verification, letters, etc. that may be heipful 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 / 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. Aiso, 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 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 page of thissnotice or write us at the
address listed at the top of the first page of this notice.
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ATTACHMENT 37 MA Onty
. NOTICE OF INTENT
TO INCREASE, REDUCE OR DISCONTINUE PERSONAL CARE SERVICES

— EFFECTIVE NAME ANG ADDRESS OF AGENCY/CENTER OR DISTRICT OFFICE
A oaTE:
;":Ast NUMSER ) TINT IO NUMBER

CTASE NAME (Ang /0 Name - Presann AND ADDRESS

: 1 GENERAL TELEFMONE NO FOR
QUESTIONS OR MELP

OR Agency Conference

Fair Hesnng nformation
and asustance

RAecord Access B e

- —l Legal Assistance information
 SFF.CE NO UNIT NO WORKER NO UNIT OR WORKER NAME TELEPHONE NO
This is to advise you that effective , this agency intends to:

D INCREASE YOUR PERSONAL CARE SERVICES

Your personal care services have been increased from:
. hours per day, — days per week to:
choursperday, _____________ days per week.

The personal care services have been determined to be:

D Level | (Environmental and Nutritional Functions)

[:] Lavel Il (Personal Care, Environmental and Nutritional Functions)

D Level i {(Parsonal Care, Environmental and Nutritional Functions, and Health Related Tasks)
Your authorization period is from to

We intend to take this action because:

(J REDUCE YOUR PERSONAL CARE SERVICES

Your personal care services have been reduced from:
.hoursperday, _____________ days per week to:
.hours perday, . days per week.

The personal care services have been determined to be:

D Level | (Environmental and Nutritional Functions)

D Level Il (Personal Care, Environmental and Nutritional Functions)

D “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:

(J DISCONTINUE YOUR PERSONAL CARE SERVICES

Wae intend to take this action because:

The REGULATION which allows us to do this is 18 NYCRR 505.14,

SIGNATURE OF WORKER

ATTENTION: Persons recerving Medical Assistance may be eigible for @ discount on thew felephone service.
For mformaton on LIFELINE, cal New York Teiephone, toi-free st 1-800-555-5000.

REGULATIONS REQUIRE 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
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RIGHT TO A CONFERENCE: You may have a conference 10 review these actions. It you want a conference. you sroula
ask for one as soon as possible. At the conference. iIf we discover that we made a wrong decision or if. because of :ntor-
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 conterence by calhing us at the number on the first page of this notice or by sending a written request *0 us
at the address hsted at the top of the first page of this notice. This number 1s used only for asking for a contference
it is not the way you request a fair hearing. !f you ask for a conference you are stil entitled to a taw hearing. It you want
10 have your benefits continue unchanged (aid continuing) until you get a farr hearing decision. you must request a fa.r
mearing .n the way described below A request for a conference atone will not result in continuation of benefits Read
2elow for tar hearing information.

RIGHT TO A FAIR HEARING: !f you beleve that the above action i1s wrong, you may request a State ‘arr hearing by

11) Telephoning: {PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
If you ive in:  New York City (Manhattan, Bronx, Brooklyn. Queens, Staten fsland): (212) 488-6550
It you hve 1n:  Cattaraugus. Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877

It you hve in:  Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

1t you hve in. Broome. Cayuga, Chenango, Cortland, Jefferson, Lewis, Madison, Oneida, Onondaga. Oswego
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

if you live 1in:  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene. Hamiiton, Herkimer.
Montgomery, Nassau. Orange, Otsego, Putnam, Rensselaer, Rockland, Saratoga. Schenectady.
Schoharie. Suftolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR
2} Writing: By sending a copy of this notice completed. to the Fair Hearing Section, New York State Department of Soc:al
Services. P O. Box 1930. Albany. New York 12201. Please keep a copy for yourself.
| mant 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 tair hearing, the State will send you a notice informing you of the time and place of the hearing. You have
the night to be represented by legal counsel, a relative. a friend or other person, or to represent yoursel! At the hearing
you. your attorney or other representative will have the opportunity to present written and oral evidence to gemonstrate
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 nght 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 venficaton, 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 wil con-
nnue to receive your benefits unchanged until the fair hearing decision is issued. However, if you lose the fair hearing. we
may recover Medical Assistance benefits. If you want to avoid this possibility. check the box below to inaicate that you do
not want your aid continued. and send this page atong with your hearng request. It you do check the box the action
described above will be taken on the effective date histed on the first page of this notice.

r—
{_! | agree to have the action taken on my Medical Assistance benefits. as described in this notice e-or 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 coniacting your
Iocal Legal Aid Soctety or other legal advocate group. You may locate the nearest Legal Aid Society or agvecate group by
checking your Yeliow Pages under “Lawyers’ or by calling the number indicated on the first page of this not.ce

ACCESS TO RECORDS / INFORMATION: You have the nght 1o review your case record. Upon your reques! you have
the rnight to free copies of documents which we will present into evidence at the fair hearing. Also. upon request you have
the nght to free copies of other documents from your case record which you need 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 nouce.
or send a wntten request 10 us at the address listed at the top of the first page of this notice.

It you want additional information about your case, how to request a fair hearing. how to gain access to your case fite
and/or additional copies of documents, you may call the number indicated on the first page of this notice or wnte us at the
acdress listed at the top of the first page of this notice.
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THE AUTHORIZATION FOR PERSONAL CARE SERVICES

ATTACHMENT 38

NOTICE OF DECISION TO SUSPEND

I'womice eFFECTIVE
' OATE: DATE:
ASE NUMBER TIN T RID NUMBER
CASE NAME (Ang C/O Name ¢ Presert) ANO ADONESS
- —I GENERAL TELEPHONE NO FOR
QUESTIONS OR HELP
.............................. eTTT e s e T e e 4
OR Agency Conterence
Fait Heanng information
and assistance
: Record Access —————
L . I
Legal Assistance information _
OFFICE NO TUNIT NO WORKER NO UNIT OR WORKER NAME TELEPHONE NO

— N YT T Y T —
NAME ANO ADOAESS OF AGENCY/CENTER OR DISTRICT OFCE

MA Only

manager,

to the reauthorization of services.

at

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

As soon as you know the date when you will be discharged from the hospital, please call your case

, to inform

him/her of your discharge date. At the same time, your physician shouid 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.

SIGNATURE OF WORKER

X

ATTENTION: Persons recerving Medical Assustance may be eligible for a discount on thew telephone service.

For miormaton on LIFELINE, call New York Teiephone, tol-free at 1-800-555-5000.
REGUULATIONS REQUIRE 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
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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, if we discover that we made a wrong decision of if, because of infor-
mation you provide, we detsrmine to change our decision, we will take corrective action and give you a new notice. You
rmay 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 the way you request a fair hearing. It you ask for a confersnce you are still entitled to a fair heanng. 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)
If you live in: New York City (Manhattan, Bronx, Brooklyn, Queens, Staten Island): (212) 488-6550
i you live in: Cattaraugus, Chautauqua, Erie, Genesee, Nisgara, Orleans or Wyoming County: (716) 847-3877

if you live in: Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

It you live in: Broome, Cayuga, Chenango, Cortland, Jetferson, Lewis, Madison, Oneida, Onondaga, Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

If you live in:  Albany, Clinton, Columbia, Delaware, Dutchess, Essex, Frankiin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselasr, Rockland, Saratoga, Schenectady,
Schoharie, Sutfolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: 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.

D | 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 represant 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. Aiso,
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 nead free legal assistance, you may be abie 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 / 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
and/or additional copies of documents, you may call' the number indicated on the first page of thig notice 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 RESTRICT YOU TO A PRIMARY MEDICAID PROVIDER
(INITIAL RESTRICTION)

"NOYICE EFFECTIVE NAME AND ACDAESS OF AGENCY/CENTER OR DISTRICT JFF.CE
DATE: DATE:
ZASE MUMBER CIN. RID NUMBER

ZASE NAME Ang C O Name ! Presenn aND ADDRESS

GENERAL TELEPHONE NC FOR
QUESTIONS OR HELP

OR Agency Conterence
Fair Hearnng nformation
ang assistance .

Record Access

Legal Assistance information
| SFECE NO ) JINIT NO ‘\'WORKER NO A UNIT OR WORKER NAME TELEPHONE NO

A review of your Medicaid record indicates that you have used an excessive and/or 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:

D a primary pharmacy

D a primary physician/clinic
When necessary your primary physician/clinic wiil make referrals to other
physicians/clinics 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:

® A change in residence

®  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. Alter 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 wiil aliow 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.

ATTENTION: Persons receiving Medical Assistance may be eligible for a discount on their telephone service.
For information on LIFELINE. call New York Telephone, toll-free at 1-800-555-5000.

REGULATIONS REQUIRE 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 CF THIS NOTICE ON HOW TQO APPEAL THIS DECISION

Enciosure
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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. if we discover that we made a wrong decision or i oeca.u;e of '::;,.
mation you provige. we determine to change our decision, we will take corrective aclion and give you i Agw nolice . \"ou
may ask tor a conlerence by calling us at the numBer on the first page of this notice or by senaing a written request ‘e us
At‘the aaaress listed at the top of the first page of this notice. This number 18 used only for asking for a conferénc:
It is not the way you request a fair hearing. I! you ask for a conference you are still entitied 1o a fair hearing. If you wanz.
0 have your benefits continue unchanged (aid continuing) un*  you get a fair hearing decision, you must re;quest a ‘ar

hearnng n the way described below. A request for a conferen
. ce alone will not result in continuation of f
telow for tair nearng information. of penefis. Read

RIGHT TO A FAIR HEARING: It you believe that the above action i§ wrong. you may request a State far neanng Sy:

(1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
't you live in: New York City (Manhanan, Bronx. Brooklyn. Queens. Staten istand): (212) 488-6550
it you ve in:  Cattaraugus, Chautauqua. Erie, Genesee, Nliagara, Orieans or Wyoming County: (716) 847-3877

1t you live in:  Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca. Steuben. Wayne or Yates
County: (716) 238-8282

It you live in: Broome, Cayuga, Chenango, Cortland. Jefferson, Lewis, Madison, Oneida. Onondags. Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

It you live in:  Albany, Clinton, Columbis, Delaware. Dutchess, Essex, Franklin, Fulton, Greene, Hamiiton. Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselser, Rockland, Saratogs. Schenectady,
Schobharie, Suffolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 473-8781

OR

(2) Writing: By sending a copy of this notice completed. to the Fair Heanng Section. New York State Department of Social
Services, P.O. Box 1930. Aibany. New York 12201. Please keep a copy for yourse!t.

— | want a farr heanng. The Agency's action 1s wrong because:

S:gnature of Client Date

YOU HAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING

1t you reguest a tarr hearing, the State will send you a notice intorming you of the time and place of the hearing You have
the right to be represented by legal counset. a relative. a friend or other person. of to represent yoursel! At the hearng
you. your attorney or other reprasentative will have the opportunity to present wntten and orai evigence '0 cemonstrate
why the action should not be taken, as weil as an opportunity 10 quastion any persons who appear at the heanng Also.
you have a nght to bring witnesses to speak in your favor. You shouid brnng to the hearing any documents such as this
notice. paystubs. receipts. medical bills. heating bills. medical verfication, letters, etc. that may be heiplul n presenting
your case.

CONTINUING YOUR BENEFITS: If you request a fair hearing befors the etfective date stated in this notice you il con-
tinue to receive your benefits unchanged unt! the fair hearing decision is issued. However, if you lose the ‘ar reanng. we
may recover Medical Assistance benefits. If you want to avord this possibility, check the box below to ingicate :nat you do
not want your aid continued, and send this page along with your hearing request. 1t you do check the 2ox :he action
described above will be taken on the effective date listed on the first page of this notice.

| agree to have the action taken on my Medical Assistance benefits, as described in this notce C--o° 10 the

issuance of the fair hearning decision.

LEGAL ASSISTANCE: If you need Irea legal assistance. you may be able to obtain such assistance by $I77R ~g your
tocal Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Socety of ac'-:-'._ :
checking your Yellow Pagas under “"Lawyers’ or by calling the number indicated on the first page of this ~¢* ™=

ACCESS TO RECORDS / INFORMATION: You have the right to review your case record. Upon your rédues’ .0u ::::
the night 1o free copres of documents which we will prasent into evidence at the fair hearing. Also. upon reaues: You; ch
the ngnht to free copies of other documents from your case record which you need for your fair hearing T r.ec':uesn;?“
documents or to find out how you may review your case record, call the number indicated on the first page o' ™S :
or send a written request to us at the address listed at the top of the first page of this notice.

n access to your case fle

i to ga!
If you want additional information about your case. how to request a fair hearing, how 1o g r wite uS at the

and/or additional copies of documents, you may call the number indicated on the first page of tis notice 0
address histed at the top of the first page of this notice.
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<7 NOTI!CE OF INTENT TO RESTRICT YOU TO A PRIMARY MEDICAID PROVIDEH

(RE-RESTRICTION)

[DONCE EFFECTIVE NVAME AND ADDRESS OF AGENCYCENTER CR DiSTRICT JFFICE j
DATE: DATE:
SE NUMBER CIN - RID NUMBER
CASE NAME (Ang C/O Name f Dresent) AND ADDRESS
—
i GENERAL TELEPHONE NO FOR
QUESTIONS OR MELP
................................ 4
OR Agency Conference
Farr Heanng mnformation
and assistance -
__J Record Access ——
‘ - - Legal Assistance mtormation
JFECE NO yNIT NO WORKER NO UNIT OR WORKER NAME TELEPHONE NO

i A review of your Medicaid record indicates that you have used an excessive and/or potentially hazardous
1’ 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:

D a primary pharmacy

D a primary physician/clinic
When necessary your primary physician/clinic will make refaerrals to other
physicians/clinics 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
fotlowing:

® A change of residence

®  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
oftice. 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 if the restriction should be continued.

Please enter the namaes 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 360-8.4.

ATTENTION: Persons receiving Medical Assistance may be ehigible for & discount on their telephone service.
For miformation on LIFELINE, cal New York Telephone, toii-iree at 1-800-555-5000,

REGULATIONS REQUIRE 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

Enciosure
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RIGHT TO A CONFERENCE: You may have a conference to review these actions. if you want a conference. you showu.d
ask for one as soon as possible. At the conference. it we discover that we made a wrong decision or if. because of for-
mauon you provide. we determine to change our decision. we will take corrective action and give you 3 new notice. You
fmay ask for a conferance by caling us at the number on the first page of Inis NOICe Or Dy sending a writien request to us
at the acdress histed at the top of the first page of this notice. This number i1s used only for asking for a conference.
It is not the way you request a fair hearing. It you ask for a conference you are still entitied to a farr heanng. !f you want
o have your benefits continue unchanged (ard continuing) unti you get a tair hearing decision. you must request a ‘air
hearng in the way descrnbed 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 far hearing dy:

(1) Telephoning: (PLEASE HAVE THIS NOTICE WITH YOU WHEN YOU CALL)
f you live in:  New York City (Manhattan, Bronx. Brooklyn, Queens. Staten Isiang): (212) 488-6550
! you live in:  Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877

If you ive in:  Allegany, Chemung, Livingston, Monroe, Ontario, Schuyler, Seneca, Steuben, Wayne or Yates
County: (716) 238-8282

If you live in:  Broome, Cayugs, Chenango, Cortland, Jefferson, Lewis, Madison, Oneida, Onondaga. Oswego,
St. Lawrence, Tompkins or Tioga County: (315) 428-4117

!f you live in: Albany, Clinton, Columbia, Delaware, Dutchess, Essex. Frank!in, 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) Writing: By sending a copy of this notice compiated. to the Fair Hearing Section, New York State Depariment of Social
Services. P.O. Box 1930. Aibany. New York 12201. Please keep a copy for yourseif.

—_—

— | 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 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 to be represented by legal counsel, a relative, a friend or other person, or to represent yourseif. 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 1o question any persons who appear at the heanng. Also.
you have a right t0 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 heipful in presenting
your case.

CONTINUING YOUR BENEFITS: If you request a fair hearing before the effective date stated in this notice. you will con-
tnue to receve your benefits unchanged until the fair hearing dectsion 1s i1ssued. However, If 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 effective date listed on the first page of this notice.

[: ! agree to have the action taken on my Medical Assistance benefits, as described in this notce, prior to the
1ssuance of the fair heanng decision.

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 Socigty or agvocate group Dy
checking your Yellow Pages undor “‘Lawyers' or by calling the number :ndicated on the first page of this notice

ACCESS TO RECORDS / INFORMATION: You have the right to review your case record. Upon your request. you have
the right to frea copies of documents which we will prasent into evidence at the fair hearing. Also. upon request. you have
the night to free copies of other documents from your case record which you need 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 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 hle
and/or 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.



038420 <o, NOTICE OF INTENT TO CONTINUE YOUR RESTRIETION TO A MA Only
o o PRIMARY MEDICAID PROVIDER ’
. (Administrative Continuation)
" NOTICE | gFFECTIVE NAME AND ADDRESS OF AGENCY/CENTER O DISTAICT JFF.CE
OATE: DATE:
SASE VUMBER CIN/' D NUMBER

LASE NAME 1Ang C/O Name 1 Dragant) AND ADDRESS

GENERAL TELEPHONE NO FOR
QUESTIONS OR HELP

OR Agency Conference

Fair Hearing information
anc assistance

Record Access -

- Legal Assistance information
SFECE ~O UNIT NO WORKER NO UNIT OR WORKER NAME TELEPHONE NO

—_— e

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 from which you will be abie to
receive service.

For the three-year period beginning your Medical Assistance
Authorization will continue to be restricted to the following:

D a primary pharmacy

D a primary physncuan/clmnc
When necessary your primary physician/clinic will make referra!s to other
physicians/clinics for you.

In an emergency any Medicaid doctor or hospital will serve you. Dentists, optometrists, podiatrists,
methadone maintenance treatment and certain other Medical services are not restricted.

You shouid 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 cnrcumstances include, but are not limited to,
the following:

® A change in residence

® 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(s) listed on the attached
sheet, and these assignments will be continued.

The REGULATION which allows us to do this is 18 NYCRR 360-6.4.

ATTENTION: Persons recenng Medical Assistance may be eligible for a discount on thew telephone service.
For informabon on LIFELINE, caXk New York Teisphone, toi-free at 1-800-555-5000.

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

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

Enclosure
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RIGHT TO A CONFERENCE: You may have a conference to review these actions. If you want a conference. you sndul;
ask for one as soon as possible. At the conference. if we discover that we made a wrong decision or i, 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 ot this notice. This number is used only for asking for a conference.
It is not the way you request a fair hearing. ! you ask for a conterence you are stil entitled to a fair hearing. Read
below for tair hearing information.
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RIGHT TO A FAIR HEARING: If you beheve 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)
It you live in:  New York City (Manhattan, Bronx, Brooklyn, Queens, Staten Istand): (212) 488-6550
if you live in: Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans or Wyoming County: (716) 847-3877

It you live in: Allegany, Chemung, Livingston, Monrce, Ontario, Schuyler, Sensca, Steuben, Wayne or Yates
County: (716) 238-8282

If you live in: Broome, Cayuga, Chenango, Cortland, Jefferson, Lewis, Madlison, Oneida, Onondaga, Oswego,
St. Lawrsnce, Tompkins or Tioga County: (315) 4284117

It you live 1n: Aibany, Clinton, Columbia, Delaware, Dutchess, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer,
Montgomery, Nassau, Orange, Otsego, Putnam, Rensselser, Rockiand, Saratoga, Schenectady,
Schoharie, Suffolk, Sullivan, Ulster, Warren, Washington or Westchester County: (518) 474-8781

OR

(2) Writing: By sending a copy of this notice completed. to the Fair Hearing Section, New York State Department of Social
Services, P.O. Box 1930, Aibany, New York 12201. Please keep a copy for yourseif.

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

Signature of Client Date

YOU RAVE 60 DAYS FROM THE DATE OF THIS NOTICE TO REQUEST A FAIR HEARING

It you request a fair hearing, the State will sand you a notice informing you of the time and place of the hearing. You have
the rnght 10 be represented by legal counsel, a relative, a friend or other person, or to represent yourself. At the heanng
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 pressnting
your case.

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

ACCESS TO RECORDS / INFORMATION: You have the right to review your case record. Upon your request. you have
the nght to free copies of documents which we will present into evidence at the fair hearing. Also, upon request. you have
the nght to free copies of other documents from your case record which you need for your fair hearing. To request such
documants 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.

It you want additional information about your case, how to reguest a fair hearing how to gain access to your case file
and/or additioral copies of documents, you may cail the number indicated on tne first page of this notice or wnite us at the
aqdress listed at the top of the first page of this notice.
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