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(Anachmert 1)
Paga 1ol

i

Do you have an ADA contaci person within DSS whe 4 reaponaible for social services program accedt #nd 1of e
faking and réackition of sompisints from appicants/reciplents (AREY?

Yag e No
K you 1o #1, who i your ADA contact? (o535 S HEE. Q. Ghunis—
Plasse provide the ADA contacts tlaphone ¥ (Seg) lodg- 6137
;mmmm.medmumwmuﬁwuﬁd
Yai_ (Pleesmsttash ncopyofthareport) No

b Were dafiziensies found in the sell-evalumion?
Yes____(goto0) Ne {Go 1)

>

& Wate cormective amions taicem? |
Yo (Plogse sk copy of the comective setlon ple) Ne

.
T,
LI

et prooadi for handlog somplaots fom spplcanfesiionts who it 1 b bon daeind seomga o ¢
proprams due to & disability? e A e tre THLS

Yoo (Pleass sitach ooyy) No = D 3rRe
Doyauprmaqpuﬁﬁw“dpim(ﬂlmtwMﬂmed&HonmﬁmMMADA' jiony apainst
dlecrismination?

Yu | Piemesachoomy) No__ A 055-F931 /Pé

Ressonble acoommodation cxans an pdaptation or shtarstion that ghva an A/R with disabilithe mesningful sccost % pocial
BENIDAL PIOZRETAL. Do you have written ressonsbic acoomiodition proceures?

Yes___ (Plemscatischoop) No___

bomhvumwmmugmmummummmmmwm
enspexquencen of that refusal?

Yes ____ (Flossesttech copy) No

Atcest = (anera] Disabifities
a. A your hdmlyﬂbll 10, Snd usebie by, Individusia with disabiltes?
No

Yah

b. Are your p.tyﬁu nicewatks accensible to, and usable by, VNS WIN disslites?
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PRIVACY ACT STATEMENT - COLLECTION AND LISE OF SOCIAL SECUR
NUMBERS (SSNs) - The collection of SSNs is autherized for each household me
with respect to Food Stamp Benefits pursuant to the Food Stamp Act of 19 ...Am.
amended, T US Code 2011-2036). f

With respect to all other programs for which this application form requires a S9
collection of SSNs is also mandalory and is authorized under one or more’ ol the
following sections of law: 205(c) of the Social Security Act (42 U.S. Code 405), Section
1137 of the Social Security Acl (42 U.S. Code 1320b-7) and Section 7(a}2) of the
Privacy Act of 1974, See the “How To Complete” instruction book Sections 6 and 23 or
tatk to your warker.

The information we collect will be used to datermine whether your household is eligible
or continues to be sligible for assistance or benefils. We will verify this information
through computer matching programs.  This information will also be used to monitor
cornpliance with program regulations and for program managemanl.

This information may be disclosed to other State and Federal agencies for official
examinatien and 1o faw enforcement officials for {he_pumpase of apprehending persons
fleeing to avoid the law. ww WW

The information will be used to check identity, il eamed and unearned income, to
determine if absenl parents can receive health insurance coverage for applicants or
recipients, ko determine if applicanis or recipients can ablain child or spousal support
and to determine if appiicants or recipients can receive money or other help.

Information collected with respact to applicants for and recipients of Family Assistance
and Salefy Net Assistance, including SSNs, may be used o assist in the lormalion of
jury pools. .

If a FS claim arises againat your household, the information on this application, inctuding
all SSNs, may be referred {o Federal and Slate agencies, as well as pdvate daims
collection agencies, lor claims collection action. Providing the requestied information,
including the SSN of each household member, is volunlary for Food Slamp Benelfils.
However, anyone apptying who fails to give a SSN will be denied FS. SSNs of ineligible
mernbers will also be used and disclosed in the manner above.

T PR WS &U
Ty e Sy,

/i:oa the applicani or recipient is applying or receiving assislanoe (Social Sarvices

Law, 158 and 348). Other sections of this application contain additional assignments.

L) NON-DISCRIMINATION NOTICE - In accordance with Federal faw and U.S
epartrmemnt of Agriculture (USDA) and U.S. Department of Health and Hurman Service:
(HHS) palicy, this institution is prohibited from discriminating on the hasis of race, color
national origin, sex, age, or disability. Under the Food Stamp Act and USDA policy
discrimination is prohibited also on the basis of religion or political beliefs.

To file a complaint of discrimination, conlact USDA or HHS. Wiite USDA, Director
Office of Civil Rights, Room 326-W, Whitten Building, 1400 Independence Avenue
S.W., Washington, D.C. 20250-8410 or call (202) 720-5964 (voice and TDD). Write
HHS, Director, Cffice for Civil Rights, Room 506-F, 200 Independence Avenue, S.W.
Washington, D.C. 20201 or calt (202) 619-0403 (voice) or (202) 619-3257 (TDD}
USDA and HHS aras equal opportunity providers and employers.

FOOD STAMPS AUTHORIZED REPRESENTATIVE - You can authorize sameone wi
knows your household circumstances (o apply for FS for you. If you do, have them sig
in the Signature section al the bottorn of page 16. You can also authorize someor
oulside your household to get FS for you or to use ther to buy food for you. If you wou

like to authorize someane, print the persgn’s name, address and phone number direct
below. &1

REIMBURSEMENT OF MEDICAL EXPENSES

MEDICAID - You have a right as part of your Medical Assistance application, or within
two years from the date of your applicafion, to request reimbursement of expenses you
paid for covered medical cara, services and supplies received during the three month
period prior {0 the month of your application. After the date of your application,
reimbursement of covered medical care, services and supplies will only be available if
obtained from Medicaid-enrolled providers.

FAMILY HEALTH PLUS - If you are determined eligible for Family Health Plus, your
enroitment will be effective no later than 90 days fram the date of submission of your
completed appiication. It there is an error or delay in enroliment, reimbursemenl may be

available for expenses you pay as a result of the error or delay. Unpaid axpenses can be
paid only i the provider is a Medicaid enrclied provider.

SUPPORT - Applying for or receiving Family Assistance (FA), Safety Nel Assistance
(SNA) or foster care services operates as an assignment fo the State and the soclal
services district of any rights to supporl from any oiher person that the applicant or
recipient may have in his or her own right or en behalf of any other lamily member for

!
NAME, ADDRESS AND PHONE NUMBER OF >$._O%NMU REPRESENTATIVE (PLEASE PRINT)

PENALTIES - Your applicalion may be investigated. By signing this agreement you
are consenting lo cooperate in such an investigation. Federal and Stale laws provide
for penaities of fine, imprisonment or both if you do not teil the truth when you apply for
Temporary Assistance, Medical Assistance, Food Stamp Benefits, Services or Child
Care Assistance (Assistanca, Bene rvices) or at any time when you are
questioned aboul your eligibility, or ca enne else nol to tell the truth regarding
your application or your confinuing eli§fisitity”Penalties alsa apply if you conceal or fail
to disciose facts regarding your initizl and continuing eligibility for Assisiance, Benefits
or Services, or if you conceal or fail to disclose facts that would affect the right of
someone for whom you have applied to obfain or conlinue to receive Assistance,
Benefits or Services; and such Assistance, Benefits or Services musl be used for the
other person and not for yourself. Federal and State laws provide thal any transfer of
assets for less than fair markel value made by an individual or an individual'’s spause,
within 36 manths (or 60 months in the case of trust-related transfers) prior to the first of
the month in which the individual is both in receipt of nursing facility services and has
submilied an application for Medical Assistance, may render the individual ineligible for
nursing facility services or home and community based waivened services for a period
of time. It is unlawful t¢ obtain Assislance, Benefits or Services by concealing
information or providing falsa information.
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' / Page 249
&. 13 I SHrance Whesichayr sccessdie” Yas L~ No '

d. Are bathvoams and fountsing wheeichair accassible?
Yoo _L/.: -

o. Ifthw cliont erca ls sbovi & bitow the 17 odr, are thers elevaion? . p SLbe ON -
Yoo ___ No__tihorey__ /)~ M/"’L"" 4 Y

[, N2 10 6., are servicas svallable st aliormite ecooSsibis citaa? Yoo ___ No

————

2. In egcigl servioes districis with more than one district office, are 8 distict offies accessibls according o #1. 2 -9
above.

___Yes ——Mo(ge o #3) /’I/A—-

3, Whan sha ar mose district ofce is not handicap accessible, le ressonadie accommodation offsred?
m‘(m”pyormmmmnnnltmp n, or spocity) _

——

4. Doyl have proceouras for Gtermining when home visits will be provided for AfRe who sire physically or mentélty
ynadls to raval to the ofice/canter?

—Yer({go#8)  ___ No(got )
5. H No todd, what altsenats accommodasons ae provided?

8. Are the homs vist or atternate sccesnbdations procaduces In wiiting?
Yos (Dioaks #1020 8 COPy ~ QO ET) . No(gotosl)
?. mthnpoﬂcymgldnghmmammmmmmVﬁbw

Accans — Visuslivieight imngiced
[dpve BEVEK
1. 8. Are there signa in Braiie for th Viualy/sigh! mpared?
Yos __ -~ Ne __ Man's and Women's rooms
Yoo _ No Room Number
Yob No Exity
You No__ Permanant Rooms aivd Spaces
Yo No . Emvators

B.  IFNO 1 any of the abovo, how doas tha visuslly impsired person find a necessary locatin?

2 Do you have procedurde in place for ARS who, due 16 visusl impairmant, she unabie 10 read thve Bppiication,

information baoklets, notices, ete.7
Yoz ____ (Piase provide cogy) m/

OTDA (Rev. 1/2008) 17
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ACGRRS — Mental impgirment
1. bummpmmmﬁmhmmmmimpd
Yes . (Pessgprovicecopy) No_

Acceis — Nediity inpaired
1. Do you have procedures in place to assist hearing impaired A/Rs?

Yea __ (Pleass provide copy) No_ |~
2.  Is asigo-language interpreter provided? Yes No /

A, Doss the ofse/sgency hivm TTY/TTD aquipment or New York Reley Services "":y
Yas ____ {Typa of Sarvice: ) Ko

Ascsss - Limiwd Bnglish Proficiensy

1. mmhmmbwthiWW' ARs?
Yes.___(Plesse rovide copy) No__ m; MS s ,,)'

2. mmm.vd( ¢ than English languapa?

Bigne Yoe No__ LS b tn
N .
P Yo pun G*

Ofhar chant handouty: Yap_ (Descrioe: Y Na. i . PEMITE
3 a huiWupPuﬂ'diqwmhwﬁﬁngm;%_'_ 'ﬂ\/,s aﬁ D/

b. Ase the | anQuape pairt ci0s Ubea? Yot NO

OTDA (Rav. 1/3005) 18
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