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REVISIONS TO SELECTED FIA FORMS

Date: Subtopic(s):
January 30, 2009 Forms

This procedure can The purpose of this policy bulletin is to inform all Job Center staff that
now be accessed on the | the following forms have been revised to conform to the Agency’s
FlAweb. formatting standards and current terminology.

The forms will also be translated to comply with Local Law 73
requirements. Under Local Law 73, applicant/participant notices that
may affect benefits must be translated into Arabic, Chinese, Haitian
Creole, Korean, and Russian.

Agreement to Repay Cash Assistance (M-15f)

Certification for Retroactive Medicaid Coverage (M-42q)

Notice to Recipient 62 Years of Age (M-50j)

Request for Shelter Payment to an Alcohol Crisis Center

(ACC) for Individuals with an Active Cash Assistance Case

(M-74h)

e Consent for Release of Information to an Employment Vendor
Concerning Alcohol/Drug Abuse Patient (M-75p)

e Plan of Self-Support Agreement for Medicaid (M-696b)

e Plan of Self-Support Agreement for Cash Assistance
(M-696¢)

e CASAC Reassessment (W-532N)

e Questionnaire on Availability of Health Insurance Coverage at
Place of Employment (W-560C)

e Application for Child-Only Cash Assistance Child Care
Payments (W-560Z2)

e Applicant’s Task List (W-680F)

HAVE QUESTIONS ABOUT THIS PROCEDURE?
Call 718-557-1313 then press 3 at the prompt followed by 1 or
send an e-mail to FIA Call Center

Distribution: X



PB #09-12-OPE

General revisions to the forms are as follows:

e The logo has been updated

e The format has been changed according to current
software requirements

e The “LLF” designation has been added on the top left-hand
corner to indicate that the form meets Local Law 73
requirements

e “Public Assistance” has been changed to “Cash Assistance,”
where appropriate

e The term “client” or “recipient” has been replaced with
applicant and/or participant, where appropriate

Additional revisions to forms M-15f, M-42q, M-50j, M-74h, M-75p,
M-696b, M-696¢, W-532N, W-560C and W-680F:

e The original face/reverse version has been converted into
separate English and Spanish versions

Additional revisions to form M-15f:

e “Department of Social Services” has been replaced with
“Human Resources Administration (HRA)”

e The heading of the shaded box has been changed to “For Use
By Division of Accounts Receivable and Billing Only”

Additional revisions to form M-50;j:

e The salutation and the closing signature have been removed
e The form number has been moved to the top left-hand corner

Additional revisions to forms M-696¢ and W-680F:
e The form is now two pages
Additional revisions to form W-532N:

e The “social security number” and “case type” fields have been
removed

e The salutation has been removed

Note: The CASAC Reassessment (W-532N) form is used to call in
participants requiring reassessment for substance abuse treatment
after the 90-day exemption period and whenever there is a need to
reassess the treatment needs of an individual enrolled in a
substance abuse treatment program.

FIA Policy, Procedures, and Training 2 Office of Procedures
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Job Center Directors must ensure that all previous versions of these
forms and their multilingual equivalents are removed from circulation
and recycled.
Samples of the revised and new forms are attached.
Effective Immediately
Related Items:
PD #01-04
PD #01-74-EMP
PD #03-09-EMP
Employment Process Manual
Attachments:
E Please use Print on M-15f Agreement to Repay Cash Assistance (Rev.
Demand to obtain copies 1/30/09)
of forms. M-15f (S) Agreement to Repay Cash Assistance (Spanish)
M-42q Certification for Retroactive Medicaid Coverage
(Rev. 1/30/09)
M-42q (S) Certification for Retroactive Medicaid Coverage
(Spanish)
M-50j Notice to Recipient 62 Years of Age (Rev.
1/30/09)
M-50j (S) Notice to Recipient 62 Years of Age (Spanish)
M-74h Request for Shelter Payment to an Alcohol Crisis
Center (ACC) for Individuals with an Active Cash
Assistance Case (Rev. 1/30/09)
M-74h (S) Request for Shelter Payment to an Alcohol Crisis
Center (ACC) for Individuals with an Active Cash
Assistance Case (Spanish)
M-75p Consent for Release of Information to an
Employment Vendor Concerning Alcohol/Drug
Abuse Patient (Rev. 1/30/09)
M-75p (S) Consent for Release of Information to an
Employment Vendor Concerning Alcohol/Drug
Abuse Patient (Spanish)
M-696b Plan of Self-Support Agreement for Medicaid
(Rev. 1/30/09)
M-696b (S) Plan of Self-Support Agreement for Medicaid
(Spanish)
M-696¢ Plan of Self-Support Agreement for Public
Assistance (Rev. 1/30/09)
M-696¢ (S) Plan of Self-Support Agreement for Public
Assistance (Spanish)

FIA Policy, Procedures, and Training
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http://fndocument/CDCOpenClient/DocContent.aspx?Library=HRAContent%5efndocument&Id=003703066&ObjType=2&Op=Open
http://fndocument/CDCOpenClient/DocContent.aspx?Library=HRAContent%5efndocument&Id=003701368&ObjType=2&Op=Open
http://fndocument/CDCOpenClient/DocContent.aspx?Library=HRAContent%5efndocument&Id=003700273&ObjType=2&Op=Open
http://fndocument/CDCOpenClient/DocContent.aspx?Library=HRAContent%5efndocument&Id=003770768&ObjType=2&Op=Open

W-532N
W-532N (S)
W-560C

W-560C (S)
W-560ZZ
W-560ZZ (S)

W-680F
W-680F (S)

PB #09-12-OPE

CASAC Reassessment (Rev. 1/30/09)
CASAC Reassessment (Spanish)

Questionnaire on Availability of Health Insurance
Coverage at Place of Employment (Rev. 1/30/09)
Questionnaire on Availability of Health Insurance
Coverage at Place of Employment (Spanish)
Application for Child-Only Cash Assistance Child
Care Payments (Rev. 1/30/09)

Application for Child-Only Cash Assistance Child
Care Payments (Spanish) (Rev. 1/30/09)
Applicant’s Task List (Rev. 1/30/09)

Applicant’s Task List (Spanish)

FIA Policy, Procedures, and Training
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Family Independence
Administration

Form M-15f LLF E:mlanl I:est?urcas
ministration
Rev. 1/30/09 Department of
Social Services

Agreement to Repay Cash Assistance
(prepare in triplicate)

Case Name: Claim Cat: EAA

Case Number: Job Center:

Participant's Address:

_\ \ —
rr\n Respurces Admin stvEtion
f

, was

[—

re cy grant of istance f
rit} Income ( check forfthe monthjo

] Btdlen T

ndn+eceipt of the¢ SS| cf =Teceiyed filon) the HRA on

ck greVijoysly fepbrted a$ lost, stolen or updglivered.

arI obligatgd fto, and | hereby agree to, refurjd the above morie$ upon
ch

N

\—/ Applicant=—

For Use By Division of Accounts Receivable and Billing Only
Billing Information:

Refund Item Class Description: Refund Monthly SSI check  Code: RSI  Billing: Yes Recurring: No

Number of payments: 1 Start + End date: 30 days from applicable date above = Mail Receipt: Yes

Routing Instructions: Original to:  Division Of Accounts Receivable and Billing
180 Water Street, 9th Floor
New York, NY 10038

Duplicate to: Applicant

Triplicate to: Be scanned and placed in electronic folder



Family Independence
Administration

Form M-15f (S) LLF Human Resources
1/30/09 Administration
Department of
Saocial Services

Acuerdo de Reembolso de Asistencia en Efectivo
(preparar en triplicado)

Nombre del Caso: Categoria del Caso: EAA

NUmero del Caso: Centro de Trabajo:

Direccion del Participante:

Numero de Seguro Social:

En , Yo solicité una concesién de emergencia del Departamento de Servicios Sociales
porque mi cheque de Seguro de Ingreso Suplementario (SSI) para el mes de fue

(margde sélovno) [ do robado

Pajfa goder cumplir con

esidadeps de emergengig debid rdcibifojel cheque dg S[I, yo recibi
de partaméntp de Sepvi¢ips\Socialeq e 2

la cangidad de b

, feenbolsar la cantidad indicada

| chequg previameénte reportadp iqo,
Fecha: o 1drdo: NY

[\ \V/
— U _ U

For Use By Division of Accounts Receivable and Billing Only

Yo\ eNsuscrito, reconozo, stoy obligada(a) a, or|lo tant
mas\arrib pronto rgcipb eque|de parg/rgemplazar ¢
roba no redjbido.

ante:

Billing Information:
Refund Item Class Description: Refund Monthly SSI check  Code: RSI  Billing: Yes Recurring: No

Number of payments: 1 Start + End date: 30 days from applicable date above  Mail Receipt: Yes

Routing Instructions: Original to:  Division Of Accounts Receivable and Billing
180 Water Street, 9th Floor
New York, NY 10038

Duplicate to: Applicant

Triplicate to: Be scanned and placed in electronic folder



Family Independence
Administration

Form M-42q LLF E:mlar} l}ast?urcas
ministration
Rev. 1/30/09 Department of
Saocial Services

Certification for Retroactive Medicaid Coverage

Re:| Case Name: Case Number:

Address: Telephone:

This is to certify that the information | have given to the Human Resources Administration as a basis for

Medicaid coverage for the three-month period from to , prior
to my application for assistance is true and correct. The following information applies to my case (check one):

e thfee-month peripd prior to my apglicatipn|were the same as stated

ripd fijo to ,
or] my|application/orfassistance but werg within the
cpvéragp.

Dalte:

DNaoto:

— — ST




Family Independen
Administration

Form M-42q (S) LLF Human Resources
1/30/09 s;.lpna\mga;}ion
Saocial Services

Certificacidén Retroactiva para Medicaid

Re: | Nombre del Caso: Numero del Caso:

Direccion: Nam. de Tel:

ue he daglo a Ja Aamimra'um\d Rec¢ursos Humanos-co[mﬂm;é_
hasta

n¢ia, s Jeriduca y forrecfa. [La informacioh a

ltrds mgse e solicjtall asistencia efa [gual a la

S Inesegs @e a

idad Indicadf en mi solucitad|parerasistergia, |pero
rofde los limite§ permis|bles fdar recit;r_'lledi aifl retroactivo.

Firma del Solicitante: Fecha:

Firma del Trabajador: Fecha:




Family Independence
Administration

Form M-50j LLF E:mlar: l}ast?urcas
ministration
Rev. 1/30/09 Department of
Social Services

Date:

Case Number:

Case Name:

Our records indicate that you will be 62 years of age next month. As you know, persons who are 62 years old
may be eligible for Social Security benefits.

In order to determine if you are eligible for these benefits, you must file an application as soon as possible with

the8otrakSecurity Admigistration at th trict Office h cq dress.
rlw_; roof of your Jg and vour

m/Bureal of Vital Stafis{ics

fojlowing docunjents may be

e pf Birth

Life Insurance Policy

Census Record

Employment or Union Record with Date of Birth
Children's Birth Certificate showing your Date of Birth
Any other Official Record showing your Date of Birth

Military Discharge Papers
Social Security Award Letter
Naturalization Letter

Voter Registration Card
Prison Records

At the time you apply for Social Security benefits, your local Social Security Office will give you a referral form

which you must return with this letter in the ENCLOSED ENVELOPE no later than

If you are found eligible for Social Security benefits, the amount you receive will be budgeted against your cash
assistance needs.

Failure to apply for benefits and reply to us may result in the discontinuance of your assistance.



Family Independence
Administration

Form M-50j (S) LLF Human Resources
1/30/09 Administration
Department of
Saocial Services

Fecha:

Numero del Caso:

Nombre del Caso:

Segln nuestros archivos usted cumplira 62 afios de edad el proximo mes. Como usted sabe, las personas
de 62 afios de edad pueden tener derecho a recibir beneficios de Seguro Social (Social Security benefits).

A fln de determinar si usted es eleglble para dichos benef|C|os tlene gue presentar una solicitud lo antes

la Oficina de=pistri i Adni e Segurg Social (Sogied—Seeurity

ffice), Usted debg thaerjla|presente caita junto con
lo.

edad:

ificad to de Ik Oficina de

Estadisti i ureay of Vital Statist|cs

br LO MENOS DOS de los

1
3
Q
=
=
o
Q

©
c
(1%
o
0]
=
n
Q)
(=]

Acta de Matrimonio cgn Fecha de Nadimiento
Mandato Judicial de Cl_m [0 € Nombre

Licencia de Conducir e Licencia Profesional

[ ]

e Registro de Llamado a Filas e Expedientes Escolares

e Documentos de Licenciamiento Militar e Poliza de Seguro de Vida

e Carta de Asignacion de Seguro Social e Registro del Censo

e Carta de Naturalizacion e Expediente Laboral o Sindical con Fecha de

e Tarjeta de Registro de Votacién Nacimiento

e Expedientes Penales e Acta de Nacimiento de Su Nifio con la Fecha de

Nacimiento Suya
e Cualquier otro Registro Oficial con su Fecha de
Nacimiento
Cuando usted solicite beneficios de Seguro Social, su Oficina Local de Seguro Social le proporcionara

un formulario de envio que usted debe devolver con la presente carta en el SOBRE ADJUNTO a mas tardar
el

Si se determina que usted es elegible para beneficios de Seguro Social, la cantidad que usted recibira se
presupuestara tomando en cuenta sus necesidades de asistencia en efectivo.

El no solicitar beneficios y contestarnos puede resultar en la discontinuacién de su asistencia.



Family Independence
Administration

Form M-74h LLF E:mlanl I:est?urcas
ministration
Rev. 1/30/09 Department of
Social Services

Request for Shelter Payment to an Alcohol Crisis Center (ACC)
for Individuals with an Active Cash Assistance Case

|I. Case Profile

Participant's Name:

Last Name First Name Middle

Participant's Address of Record:

Case Number: Case Type:

Name and Num

NI
L3

Participant's Signature Date

Il. Participant's Current Treatment Status

Is Participant Now Attending Substance Abuse (SA) Treatment?
™~ Yes I No For HRA use only:

Information confirmed [

If Yes, indicate

Name of SA Treatment Program: Site Code:

Address of SA Treatment Program:

Telephone Number:

Ill. ACC Making Request to RTSC

Name of Facility: Telephone Number:

Site Code: ACC Entry Date: RTSC Contact Date:

Address of Facility:

Contact Person:

Name Title Telephone Number



Family Independence
Administration

Form M-74h (S) LLF Human Resources
1/30/09 Administration
Department of
Social Services

Solicitud de Pagos de Albergue a un Centro de Crisis de Alcoholismo
(ACC) para Personas con Casos de Asistencia en Efectivo Activos

|. Perfil del Caso

Nombre del Participante:

Apellido Primer Nombre Segundo Nombre

Direccién Oficial del Participante:
Numero del Caso: Tipo de Caso:
Nombre y Nimefrq entroﬁmplea ctual://— \\\ |
Nombre del Jefede \\ // —J/ |

___/ ——
Numero de C del Jef \M/
Firma del Participante Fecha

Il. Estado Actual de Tratamiento del Participante

Acude Actualmente el Participante a su Tratamiento de AS?

[ si [ No

De ser asi, indiquelo.

For HRA use only:
Information confirmed [

Nombre del Programa de Tratamiento de AS: Cddigo del Sitio:

Direccion del Programa de Tratamiento de AS:

NuUmero de Teléfono:

Ill. Centro de Crisis ACC Que Solicita al RTSC

Nombre del Local: Numero de Teléfono:

Cddigo del Sitio: Fecha de Entrada al ACC: Fecha de Contacto RTSC:

Direccién del Local:

Persona de Comunicarse:

Nombre Cargo Numero de Teléfono



Family Independence
Administration

Form M-75p LLF Human Resources
Rev.1/30/09 Administration
Department of
Social Services

Consent for Release of Information to an Employment Vendor
Concerning Alcohol/Drug Abuse Patient

Participant's Name: Case Number:

INSTRUCTIONS: Prepare an original for the participant's Case Record. If this form is sent to another agency with a
request for information, prepare a copy and maintain the original in the participant's Case Record.
DISCLOSURE WITH PARTICIPANT'S CONSENT

I, the undersigned, give ission for HumamResourcep Admimistkatiom{HRA) arrd@tractor it designates

to disclose information §0; A \ / j
mploy! e{tvﬁn or J/ / :l

« results of my CASAC\e ajion. |
« the name, address an phone number of the treatment program, as well'as the number of hours | am
required to attend if | was referred to a treatment program.

I, the undersigned, have read the above and authorize HRA and/or its CASAC contractor to disclose such
information as herein contained. | understand that this consent may be withdrawn by me at anytime except to the
extent that action has been taken in reliance upon it. This consent shall expire one (1) year from its signing, unless
a different time period, event or condition is specified below, in which case such time period, event or condition shall
apply. | also understand that any disclosure is bound by Title 42 of the Code of Federal Regulations governing the
confidentiality of alcohol and drug abuse patient records and that redisclosure of this information to a party other
than the one designated above is forbidden without additional written authorization on my part.

Time period, event or condition replacing period specified above:

Upon termination of Cash Assistance.

Name of Participant Signature of Participant Date Signed



Family Independence
Administration

Form M-75p (S) LLF E:mlanl l:est?urcas
ministration
1/30/09 Department of
Social Services

Consentimiento para Divulgacion de Informacién a un Proveedor de Empleo
Con Respecto al Paciente de Abuso de Alcohol/Drogas del Paciente

Nombre del Participante: Numero del Caso:

INSTRUCCIONES: Prepare una copia original para el Archivo del Participante. Si este formulario se envia a
otra agencia con una solicitud para informacion, prepare una copia y mantenga el original
en el Archivo del Participante.

DIVULGACION CON EL CONSENTIMIENTO DEL PARTICIPANTE

Yo, el suscrito, doy pefmiso g que laf Aliminisfragion de/Recu

rsos Humanps (Humarﬁ Resouraes Administration -
HRA) y a que el contrafista’al\que e esigng divulgyen jinf :

]

ofbre e[Conyaista elEmple

Esta informacion in

* resultados de mi e Servicips de|AQuso de Substancias|(GASAC). |
* siyo fui enviado a un programa de tratamiento, el nombre, direccion y numero de teléfono del programa de
tratamiento y también el nUmero de horas que debo asistir a este programa de tratamiento.

Yo, el suscrito, he leido lo anterior y autorizo a la HRA y/o a su contratista de CASAC para que divulguen tal
informacion como se indica en el presente. Entiendo que puedo retirar este consentimiento en cualquier
momento salvo en la medida que la accién que se haya tomado se basa en el mismo. Este consentimiento se
vencera al afio en un afio de ser firmado, a menos que un periodo de tiempo, evento, o condicion diferente sea
especificados mas abajo, en cuyo caso correspondera tal periodo de tiempo, evento o condicion. Entiendo
ademas que cualquier revelaciéon esta limitada por el Titulo 42 del Cdédigo Federal de Reglamentaciones
gue rige la confidencialidad de expedientes de pacientes de abuso de alcohol y drogas y que es

prohibido divulgar de nuevo esta informacién a una parte diferente a la designada mas arriba, sin autorizacion
adicional por escrito de mi parte.

Periodo de tiempo, evento o condicién como sustituto del periodo especificado mas arriba.

Al terminar la Asistencia en Efectivo.

Nombre del Participante Firma del Participante Fecha de la Firma



Family Independence
Administration

Form M-696b LLF E:mlar} l}ast?urcas
ministration
Rev. 1/30/09 Department of
Social Services

Case Number:

Case Name:

Plan of Self-Support Agreement for Medicaid

) , request approval to participate in Human Resources
Last Name, First Name (Print)

Administration's (HRA) Plan of Self-Support.

| understand that the goal of the Plan of Self-Support is to eliminate or reduce my future need for cash assistance or Medicaid
benefits. The plan provides me the opportunity to continue my Medicaid benefits for up to one year so that | may continue to
receive the medical services required to maintain employment. | understand that HRA is not required to enter into a Plan of
Self-Support. Failure to comply with the objectives of the Plan of Self-Support may affect my eligibility for continued receipt of
Medicaid benefits.

h of $elf-Support, [ agiee:

ichl/rehabilitgltidn dervides

hat are béjng feimpursed by Medicaifd pursuant

=

sulys batinentlas|described jn the Plan pf Self-Support] i

Epplicable.

r medjcal assistance, in¢ludingbut.not

y dhahgeg(s) thay mpy gffec] my eligibility
i ar{d coinpl ;

e @bové cenditions. Failure tb abide by these dondlitions could
continud Eligibility for extendedMedicaid benefits

Print Name of Individual Recommending Plan of Self-Support

Signature of Individual Recommending Plan of Self-Support Date

Title:

Agency Name:

Address:

Telephone Number:

Fax Number:




Family Independence
Administration

Form M-696b (S) LLF Human Resources
1/30/09 Administration
Department of
Saocial Services

Numero del Caso:

Nombre del Caso:

Plan de Acuerdo de Independencia Econdémica para Medicaid

Yo, , solicito aprobacion para participar en el plan de
Apellido, Nombre (En Letra de Molde)

Independencia Econdmica de la Administracién de Recursos Humanos (HRA).

Yo entiendo que la meta de este Plan de Independencia Econdmica es eliminar o reducir mi necesidad futura de
asistencia en efectivo o beneficios de Medicaid. El plan me brinda la oportunidad de continuar recibiendo Medicaid hasta por
un afio para que yo pueda continuar recibiendo los servicios médicos necesarios para mantener empleo. Entiendo que la
HRA no esté requerida a participar en un Acuerdo del Plan de Independencia Econémica. El no cumplir con los objetivos
del Plan de Independencia Econémica puede afectar mi elegibilidad para continuar recibiendo beneficios de Medicaid.

Como condicion de participacion en el Plan de Independencia Econémica de la HRA, yo acuerdo:

con\todos los [servjcios | médi refabilifacion a ser reen[b sados_npor

ependencia némicd.

50 de susfang¢iasjcoo se indicadgn fEl Plan de

ampi 10 diak, que puedanafectar mi elegibilidad para_asistencia
a i dlirdccion, in rial y cdmplimiento de trathmjento.

\Ca ngiciofes| antgdidhas. El no acatar sths condiciones|puede resultar
ar i i continug de Medicaid prolong adr.

FWcipalnd wl L | | [ ] [ ]

Escriba en Letra de Molde el Nombre de la Persona que Recomienda Fecha
el Plan de Independencia Econémica

Firma de la Persona que Recomienda el Plan de Independencia Econémica

Cargo:

Nombre
de la Agencia:

Direccién:

Ndmero de Teléfono:

NUmero de Fax:




Form M-696¢ (page 1) LLF Human Resources
Rev. 1/30/09 Administration
Department of
Social Services

Family Independence
Administration

Case Number:

Case Name:

Plan of Self-Support Agreement for Cash Assistance

, request approval to participate in Human Resources

Last Name, First Name (Print)

Administration's (HRA) Plan of Self-Support.

I understand that the goal of this Plan of Self-Support is to eliminate or reduce my need for cash assistance in a reasonable
length of time by disregarding the income received from my employment earnings until | have accumulated $8,350.00, or 5
months have passed, or secured employment with an annual salary of $20,850 or more. This plan provides me the opportunity
to set aside funds for future employment related expenses and to secure permanent, independent housing. | also understand
that the HRA is not required to enter into a Plan of Self-Support agreement.

| 1

t program intg my escrow account; and

ng program bﬂj of each month as

ct my eligibility for cash dssistance, including, but not
bmpliance W itT treatmennt,

inderstand fhat: | |

All withdrawals must receive prior approval from HRA to determine whether use of the funds will be allowed under the
plan's objective; and

I must submit receipts verifying that any funds withdrawn from my account were used for approved expenses; and

Inappropriate use of funds will be recovered from my grant as an overpayment and may affect my continuing eligibility
for cash assistance benefits; and

This plan will be discontinued if funds are withdrawn and used for reasons other than approved housing and/or
employment related expenses; and

Once | have accumulated funds equal to the amount approved in my Plan of Self-Support, my income will then be
budgeted in determining my ongoing eligibility for cash assistance; and

If I am terminated from or discontinue participation in my approved substance abuse treatment program, this
agreement will be terminated and any accumulated funds will be used to determine continuing eligibility for cash
assistance; and

My failure to comply with objectives of this plan may affect my eligibility for participating in a Plan of
Self-Support in the future.

I have read and understand this plan and agree to abide by the above conditions. Failure to abide by these conditions
could result in my being terminated from this plan and possibly affect my continuing eligibility for Cash Assistance.

Participant's Signature Date



Form M-696¢ (page 2) LLF
Rev. 1/30/09

Print Name of Individual Recommending Plan of Self-Support

Signature of Individual Recommending Plan of Self-Support

Title

Human Resources Administration
Family Independence Administration

Date

Agency Name

Address

Telephone Number

Fax Number

| 1




Form M-696¢ (S) (page 1) LLF Human Resources
1/30/09 Administration
Department of
Social Services

Yo,

Family Independence
Administration

Nombre del Caso:

Numero del Caso

Plan de Acuerdo de Independencia Econdémica para Asistencia en Efectivo

, solicito aprobacién para participar en el plan de
Apellido, Nombre ( Letra de Molde)

Independencia Econémica de la HRA.

Entiendo que la meta de este Plan de Independencia Econdmica es el eliminar o reducir mi necesidad de asistencia en
efectivo en un plazo de tiempo razonable sin tomar en cuenta los ingresos recibidos de mis ganancias de empleo hasta que
haya acumulado $8,350.00 o hayan pasado 5 meses, 0 haya condeguido empleo de salario anual de $20,850 o mas. Este
plan me brinda la oportunidad de ahorrar fondos para gastos futuros relacionados con empleo y para asegurar vivienda

permanente e independiente

Ademas entiendo que. la Admi

trac Recursos Humamﬂ;’no tiene la obligacion
ica.

erdo:

por el prograide.rratamiento residencial

mi Programa de Tratapniento antes del fin de cada mes
egtg acuerdo; y

§ que puedan afectal mi elegibilidlad para asistencia en
efectivo, incluyendo pero no limitado a cambios em mi direccion, ingreso salarial y cumpliento de tratamiento.

Como condicién de participacion en el Plan de Independencia Econdémica, ademas entiendo que:

todo retiro tiene que recibir aprobacion anterior de la HRA para determinar si el uso de fondos sera permitido bajo el
objetivo del plan; y

tengo que someter recibos que comprueben cualquier fondo retirado de mi cuenta fue usado para gastos aprobados; y

el uso no apropiado de fondos sera recuperado de mi concesion como un sobrepago y puede afectar mi elegibilidad
continua para beneficios de asistencia en efectivo; y

este plan sera discontinuado si fondos son retirados y usados para otros fines aparte de vivienda aprobada y/o gastos
relacionados al empleo; y

una vez que haya acumulado fondos iguales a la cantidad aprobada en mi Plan de Independencia Econémica, mi
ingreso seréa presupuestado para determinar mi elegibilidad continua para asistencia en efectivo; y

si mi participacion en mi programa aprobado de tratamiento de abuso de sustancias se termina o se discontinla, este
acuerdo se terminara y cualquier fondo acumulado se usara para determinar elegibilidad continua para asistencia en
efectivo; y

mi incumplimiento de los objetivos de este plan puede afectar mi elegibilidad para participar en un plan de
independencia econémica en el futuro.

He leido y entiendo este plan y acuerdo acatar las condiciones antedichas. El desacato de estas condiciones puede
tener como resultado que yo sea terminado de este plan y puede afectar mi elegibilidad continua para asistencia en
efectivo.

Firma del Participante Fecha



Form M-696c¢ (S) (page 2) LLF Human Resources Administration
1/30/09 Family Independence Administration

Nombre en Letra de Molde de la Persona que Recomienda Fecha
el Plan de Independencia Econémica

Firma de la Persona que Recomienda el Plan de Independencia Econémica

Titulo

Nombre de la Agencia

Direccién
Ndmero de Teléfono /_\ _\ /_ AN 1 Namerp de Fax |




Family Independence
Administration

Form W-532N LLF E:mlar: l}ast?urcas
ministration
Rev. 1/30/09 Department of
Saocial Services

Date:

Case Name:

Case Number:

Caseload:

Action Code:

Hours in Treatment:

sesjsment

aye beer appragved treatmept grogram to assist yoy infremoving

gelisufficie

an\ apppin S ydur t need$, @&s well as ydur]ability to
ivi e conditions of your donfinued eligibillty |for cash
to & speedier recovery, Which is esseptial to your

cumentation\you fi ses$ ypur current work fabilities. If ydqu dre working,

r last two p tubs or a yo ployer verifyinng your wages ;rTU'n'U'UTS'OT—
employment (no photocopies). If you are employed full-time (35 hours per week or more), you will be exempt
from any further work activities.

Your appointment is scheduled for:

Appointment Date: Time:

Location Name:

Address:

City: State: Zip:

Travel Directions:

This is a mandatory eligibility appointment. Due to limited space, we request that you not bring anyone
else with you. Interpreters are available if you do not speak English. If you have any guestions or are
unable to keep this appointment, call (212) 835-8300 before your appointment time (between 9:00 AM and
5:00 PM, Monday through Friday). Failure to report to or cooperate fully with this appointment may result
in the reduction or loss of your cash assistance and food stamp benefits.




Form W-532N (S) LLF
1/30/09

er\efectivo. Su partig
fal para que log

Fecha de la Cita:

Nombre del Local:

Direccion:

Ciudad:

Indicaciones de Viaje:

Fecha:
Nombre del Caso:
Numero del Caso:
Unidad de Casos:

Cabdigo de Accién:

Human Resources
Administration
Department of

Saocial Services

Family Independence
Administration

Horas de Tratamiento:

Reevaluacion de CASAC

n un programa ap

Hora:

bhdo de tratanfiento que le

iefto, jcomo también qu ¢apacidad

es para su efegipiliflad continua fle fasistencia
alrequpgracion rapida, la cual es

a evgluar sus aptitudes ge=trabaje

0s ultimop talones de|pdga o una

horas de emp|eq (no fotocopigs). Usted
a empleado(a) a tigmpo completo (85 horas a la

Estado: Cédigo Postal:

Esta es una cita de elegibilidad obligatoria. Debido al espacio limitado, le pedimos que no traiga a
ninguna otra persona con usted. Tenemos intérpretes disponibles en caso de que usted no hable inglés.
Si tiene cualquier pregunta o si no puede asistir a esta cita, llame al (212) 835-8300 antes de la hora de

Su cita (entre las 9:00 AM y las 5:00 PM de lunes a viernes). El no acudir o cooperar cabalmente con esta

cita puede resultar en la reduccion o pérdida de sus beneficios de asistencia en efectivo y cupones para

alimentos.
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Form W-560C LLF E:mlar: l:ast?urcas
ministration
Rev. 1/30/09 Department of
Social Services

Date:

Case Number:

Case Name:

Questionnaire on Availability of Health Insurance Coverage
at Place of Employment

Please complete the following questions concerning the availability of health insurance at your place of
employment. If you currently contribute toward your employer's health insurance plan, we may be able to
reimburse you for these costs. In order to receive prompt reimbursement, please submit full documentation of all
costs. The following is acceptable documentation:

Please retyrnthe complefdd guestionnai ne encloskd $elf-adfiressed stamped envelope

n\have 3 [ Yes No
verage lyy you [h insurance glan? I~ Yes | o
[ Yes | | No
If you arefcolvergd py your cqmpany: i th ilsyrande plan, please provide|the following |nfermation:

edidgal bil*_a/e senf):

L=

c. Type of Plan: [~ Family [ Individual

d. Medical services paid for by the plan:
[ Hospital [ Doctor's Services
[ Dental Services [ Optical Services
[~ Prescription Drugs [ Health Maintenance Organization (HMO)

5. Are you required by your employer/union to contribute toward your health insurance?

[~ Yes ™ No

6. | am required to contribute $ per check toward my health insurance coverage.

Participant's Signature: Date:




Family Independence
Administration

Form W-560C (S) LLF Human Resources
1/30/09 Administration
Department of
Social Services

Fecha:

Numero del Caso:

Nombre del Caso:

Cuestionario de Disponibilidad de Seguro Médico
en su Local de Empleo

Favor de contestar las siguientes preguntas acerca de la disponibilidad de seguro médico en su local de
empleo. Si usted contribuye actualmente al plan de seguro médico que ofrece su empleador, puede

gue podamos reembolsarle el costo. Para poder recibir dicho reembolso lo mas pronto posible, favor de enviar
documentacién adecuada de todos los costos. Los siguientes son documentos aceptables:

lonario de (am —

Carta del empleador

na\o on la dofunentacjor| en el sobye §on pello y direccion de

blan sdico? |si [ No
sulc sihdicdto? Isi I No
|Isi [ No

. Si usted gstg i sdgur ° su compafiia o sindicato,|fayor de propordiorjar la

siguiente i

as fa&wlas mégiéas): —

c. Tipode plan: [~ Familiar [ Individual
d. Servicios médicos cubiertos por el plan:
[ Hospital [ Servicios de doctores

[” Servicios dentales [” Servicios de 6pticos
[ Medicamentos recetados [ Organizacion de Mantenimento de Salud (HMO)

5. ¢ Es requisito de su compaiiia o sindicato que usted contribuya a su seguro médico?

[T si [~ No

6. Se me requiere que contribuya $ por cheque a mi cobertura de seguro médico.

Firma del Participante: Fecha:




Family Independence
Administration

Form W-560ZZ (page 1) LLF Human Resources
Rev. 1/30/09 Administration
Department of
Social Services

Application for Child-Only Cash Assistance Child Care Payments

Guardian's/
Caretaker's Name:
Last First M.1.
Address:
Street Apt. Borough Zip Code
Home Telephone Number: Social Security Number:
Do you need child care in order to look for work or to attend training? [ ves [ No

Employer/Training Program Name:

Employer/Training Program Address:

Street Apt. Borough Zip Code
Employer/Training Program Telephone Number: Start date:
h do\you work of aftend training? Fron: \M/ll\/l : AMPM

Nyimber of days per wee

(Attach a co FIA Sclio aifing Enrofimght Letter [WF700D], lettér of employment, Jor récent pay stubs.)

I Tklephone Numbe

\ I I l\ar\e of S

>

o

=3
—
|
[—
[—

\Wili=

’
=1
=1
i
0

chod|l

AW
N~/ —\

U _

What days do you work or attend training? Check all that apply 2
(I Sunday (I Monday (I Tuesday - Wednesday r Thursday (I Friday (I Saturday

Where are the child's (children's) parents and why are they unable to care for the child(ren)?

Are you the guardian of the child(ren) or do you have legal custody? [~ Yes [~ No

Reason for need of child care:




Form W-560ZZ (page 2) LLF Human Resources Administration
Rev. 1/30/09 Family Independence Administration

Key to Ethnic codes:
A for Asian H for Hispanic or Latino P for Native Hawaiian or other Pacific Islander
B for Black or African American | for American Indian or Alaskan Native W for White

Complete the following for each child, up to the age of 13 living with you, for whom you are requesting child care:

Date : ; Citizenship/ .
A Relationship CA Case i Ethnic
Child's Name of : Documentation
Birth to Applicant Number Provided Code
Last: First:
Last: First:
Last: First:
Last: First:
y equesting child e or Special Needs child(ren),ffromjthe dge he age off19]living with you Jlistthe
nMe hild(ren) He lease prdvi ocumentation):
UChIld ' Date ! lafionship CA Cas¢ )o(éllt.jlrieennstglt?c{ Ethnic
|rth q Applican Numbe Provided Code
7\ T // ~
[—\ [{\\ ][ —
Tﬁst: /Fir(-—" \ \ /
Lad{: / 7rst: \ \ \ /

N__~ L1 OO O O O

Income information for household members from the age of 14 to the age of 17 who are siblings of the children for whom
care is requested:

Name of Child(ren) (ChiLySF)fpgcf)rltr,]gglr,nS%cial Rﬁrgec;\egé How often?
Security benefits, etc.)

Last: First |_ Monthly l_ Weekly
|_ other (specify):

Last: First: |_ Monthly l_ Weekly
|_ other (specify):

Last: First: [ Monthty T weekly
|_ other (specify):

Last First: |_ Monthly l_ Weekly
|_ other (specify):




Form W-560ZZ (page 3) LLF
Rev. 1/30/09

Other family members living with you:

Human Resources Administration
Family Independence Administration

Date Social . . _
Name of Security Relationship to Child(ren)
; Number and Applicant
Birth b
(optional)
Last: First:
Last: First:
Last: First:
Last: First:

| swear and affirm that the information | have given is accurate.

Signal




Family Independence
Administration

Form W-560ZZ (S) (page 1) LLF E:mlar} l}ast?urcas
ministration
Rev. 1/30/09 Department of
Saocial Services

Solicitud para Pagos de Cuidado Infantil de Asistencia
en Efectivo para Casos So6lo de Nifios

Nombre del Tutor/Cuidador:

Apellido Nombre Inicial
Direccion:
Calle Apto. Condado Cédigo Postal
Ndmero de Teléfono: Casa:
Numero de Seguro Social:
¢Necesita usted cuidado infantil para poder buscar trabajo o para asistir a capacitacion? T si [ No
— —
to. ICofidado Cddigo Postal

AM/PM

Numero. de §ias|a la femana:
djunte una ¢ogia d¢ | a HIA de

rara dg Equcacion/Capacitadion| [W-700D (S)] ting| carta

dg empleo y/d tajon paga reclentes.)
N / || Nombre e Niimera de Teléjonk
Direccion de la Escuela
Calle Ciudad Estado Cddigo Postal

¢ Qué dias trabaja usted o asiste a capacitacion?
Marque [V todos los que correspondan r domingo [~ lunes [ martes [ miércoles [ jueves [ viernes

[ sabado

¢,Doénde estan los padres del nifio(a) y porqué no pueden cuidar a los nifio(s)?:

¢ Es usted el tutor de los nifio(s) o tiene usted custodia legal? [T si [ No

Razén por la cual necesita Cuidado Infantil:




Form W-560ZZ (S) (page 2) LLF

Human Resources Administration
Rev. 1/30/09

Family Independence Administration

Cadigos Etnicos:

H Hispano o Latino B Negro o Afroamericano
| Indio Americano o Nativo de Alaska P Nativo de Hawai o de otra isla del Pacifico
A Asiatico W Blanco

Llene lo siguiente para cada nifio, de hasta 13 afios de edad que viva con usted, para quien esta solicitando Cuidado
Infantil:

Ndmero de Caso Ciudadania/ .-
Nombre del Nifio I\'I::giﬁ:neto Paregéﬁzﬁgnctgn el de Asistencia en | Documentacion (:Ec;g:gg
Efectivo (CA) Proporcionada
Apellido: Nombre:
Apellido: Nombre:
Apellido: Nombre:
Apellido: Nombre:

njescalcoh el u
Sdlicitaht € /s .
Efédctiyo (CA) Proporciopada

(
N rr}ro de ¢a Ciudadafia; .
\anre del \ N f de ASistgncip e Documentfcion Codigo
Naciniento f

usted estaolicitando Cpiidado Infantil pdra nifio(s) con Ngcesiflade$ Especiales deNas edades 13 a 19 que Viven con
smm nombre( 1s nifio(s) & cgntinuacion vor e propdrcronar tQcurpentacidn.)

( ! Etnico
oo~ 1T\ i

5

/]
_

\

P N ]
Apellfdo: ombre: \ \\ /
=

—

Info del in o de los miem\rtl detrtogar ua 17 '&ffos d ad quienes son helrarosdeos niNdspara1os

cuales se solicita cuidado infantil.

Tipo de Ingreso )
Nombre del/de los Nifio(s) (g:‘g”l:‘rtg”S‘ii‘gi';l‘jfs';i?osér']';%rgﬁg gS' gzg;gjigg ¢Con qué frecuencia?
Seguro Social, etc.)
Apellido: Nombre: ™ mensual [ semanal
|_ otro (especifique):
Apellido: Nombre: ™ mensuat [ semanal
[ otro (especifique):
Apellido: Nombre: ™ mensuat [ semanal
[ otro (especifique):
Apellido: Nombre: |_ mensual |_ semanal
|_ otro (especifique):




Form W-560ZZ (S) (page 3) LLF
Rev. 1/30/09

Otros miembros de la familia que viven con usted:

Human Resources Administration
Family Independence Administration

Numero de Seguro

Parentesco con el/los Nifio(s) y

Nombre Fecha de Nacimiento Social A Saligianie
(opcional)
Apellido: Nombre:
Apellido: Nombre:
Apellido: Nombre:
Apellido: Nombre:

Juro y afirmo que lainformacion que he proporcionado es verdadera.

Firma

Fecha




Form W-680F (page 1) LLF

Rev. 1/30/09 Human Resources | Family independence
Aﬂnlnhh’ﬁlnn AdMinsiration
Department
Social Services
Date:

Case Number:

Case Name:

Job Center:

Applicant's Task List

Please review the tasks listed below and indicate those you are able to do by checking the "Yes" column and
those you are unable to do by checking the "No" column. If you check the "No" column, you must specify the
condition/limitation that you have that prevents you from doing the task.

sk O\ M \ Yes | N ~Specify[Cdhdition/Limitafion

s _\ [\ - —
damree Y | 1

Iiend somédtithes I \
Béﬁd\often

/
3qyat \ I
cimb—_ \__ |

\
Grasp objegts} I \
\

=

Fush andpll] [ |/ \

ach abgve sh(lukler level \ \ \ v
\StMsMrt rleri[)ds (2 hourﬂp& dhy \
Wﬂg rleﬂl)ds (6 or morb-hbulsq)er da»)-’ — -

Walk for short periods

Walk for long periods

Lift light objects (like a grocery bag)
Lift medium objects (like a chair)
Lift heavy objects (like a table)
Carry light objects

Carry medium objects

Carry heavy objects

Work in an office

Work outdoors




Form W-680F (page 2) LLF
Rev. 1/30/09

Human Resources Administration
Family Independence Administration

Task Yes No

Specify Condition/Limitation

Work around machinery

Work around vibration

Work around dust or fumes

Work at high heights

Other (specify)

| certify that the statement above is accurate and true to the best of my knowledge. | understand that | may be
given a work assignment according to my abilities as | have indicated above, and that providing false
information may lead to the rejection of my application, or the suspension/reduction of my benefits.

Applicant's Signature

Date

w 'S _Signature

Date




Form W-680F (S) (page 1) LLF
1/30/09

s Human Resources | Family independence
Administration Admineglration
Depariment of
Bocial Services

Fecha:

Numero del Caso:

Nombre del Caso:

Centro de Trabajo:

lista siggiiehtey marque |
' junto cciones|q
e impi ar\esa acclon

marque la
razén o

ed puede tomar
var de indicar

C <

uvJ

allsa o Condicié

\
Equilibrar \ I \
\nclinarse de Jez fn fuando \ \

I\clinarse eg’qedteﬁwente

N
poorare / | | 1|

Werasb—’ L

Agarrar objetos

Jalar y Empujar

Extender los brazos sobre el nivel de los hombros

Estar parado(a) por tiempo corto (2 horas al dia)

Estar parado(a) por tiempo largo (6 horas o mas al dia)

Caminar por tiempo corto

Caminar por tiempo largo

Levantar objetos livianos (como una bolsa de compras)

Levantar objetos medianos (como una silla)

Levantar objetos pesados (como una mesa)

Cargar objetos livianos

Cargar objetos medianos

Cargar objetos pesados

Trabajar en una oficina

Trabajar al aire libre




Form W-680F (S) (page 2) LLF Human Resources Administration
1/30/09 Family Independence Administration

Accién

Trabajar cerca de maquinas
Trabajar cerca de vibraciones
Trabajar donde hay polvo o humo
Trabajar en lugares altos

Otras (favor de explicar)

Si | No Causa o Condicion

Certifico que las declaraciones anteriores son veridicas segin mi leal saber y entender. Entiendo que al marcar

la columna "Si", podria ser asignado(a) a un trabajo de acuerdo a mis aptitudes y que proveer falsa informacion
tendria como resultado el rechazo de ésta solicitud, o la suspension/reduccion de mis beneficios.

rma del Soplicitante

echa

el Trabajado ,Fe ha
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	REVISIONS TO SELECTED FIA FORMS 

	Date: 
	January 30, 2009
	Forms
	The forms will also be translated to comply with Local Law 73 requirements. Under Local Law 73, applicant/participant notices that may affect benefits must be translated into Arabic, Chinese, Haitian Creole, Korean, and Russian.
	 Agreement to Repay Cash Assistance (M-15f)
	 Certification for Retroactive Medicaid Coverage (M-42q)
	 Notice to Recipient 62 Years of Age (M-50j)
	 Request for Shelter Payment to an Alcohol Crisis Center (ACC) for Individuals with an Active Cash Assistance Case (M-74h)
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	 Application for Child-Only Cash Assistance Child Care Payments (W-560ZZ)
	 Applicant’s Task List (W-680F)
	General revisions to the forms are as follows:
	 The logo has been updated
	 The format has been changed according to current  
	      software requirements
	 The “LLF” designation has been added on the top left-hand corner to indicate that the form meets Local Law 73 requirements
	 “Public Assistance” has been changed to “Cash Assistance,” where appropriate
	 The term “client” or “recipient” has been replaced with applicant and/or participant, where appropriate
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	 The heading of the shaded box has been changed to “For Use By Division of Accounts Receivable and Billing Only”
	Additional revisions to form M-50j:
	 The salutation and the closing signature have been removed
	 The form number has been moved to the top left-hand corner
	Additional revisions to forms M-696c and W-680F:
	 The form is now two pages
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