
 
        FAMILY INDEPENDENCE ADMINISTRATION     
          Seth W. Diamond, Executive Deputy Commissioner 

 
 
 

James K. Whelan, Deputy Commissioner     Lisa C. Fitzpatrick, Assistant Deputy Commissioner 
Policy, Procedures, and Training    Office of Procedures 

 
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 

 
POLICY BULLETIN #09-13-OPE 

 
OBSOLETE FORMS 

 
Date: 

February 3, 2009 
Subtopic(s): 

Obsolete Forms 
 

 This procedure can 
now be accessed on the 
FIAweb. 

The purpose of this policy bulletin is to inform all staff that the following 
forms are now obsolete:  

  
 • Supplemental Transitional Work Support Program (CF-05) 
 • Action Taken On Your Application (M-3aa) 
 • Documentation of Nonresident State Charge Status (M-314) 
 • Application for Life Line Telephone Service (M-463) 
 • Affidavit Alleging Paternity (M-984d) 
 • Agreement to Comply With Employment Program Requirements 

(W-532K) 
 • 13HS – Filing SSI Application (W-533A) 
 • 139R – Resumption of Wellness/Rehabilitation Plan (W-533B) 
 • Transitional Medical Assistance (TMA) Benefits Quarterly Report 

(W-560F) 
 • Notification of Employment (W-560GG) 
 • Monthly Voucher (W-560J) 
 • Parental Acknowledgment (W-561BB) 
 • Job Club Prep Referral Letter (W-573K) 
 • EPFT ID Card Questionnaire (W-608U) 
 • Job Center Child Care One-Day Return Appointment (W-667) 
 • Determination of Separate Food Stamp Household Status  

     (W-904HH) 
 • Follow-Up To The Quarterly Contact Report (W-912AA) 
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 Child Care
  
 The information on forms W-560J and W-667 is outdated and no 

longer applicable. Form W-561BB has been replaced with the Office of 
Children and Family Services-Local District System Services  
(OCFS-LDSS-4699.4) form. 

  
 Eligibility Factors
  
 The information on these forms is outdated and no longer applicable: 

CF-05, M-3aa, M-463, and W-912AA.  
  
 Form M-314 is being obsolete because the information is contained on 

the Statewide Common Application LDSS-2921. 
  
 Form W-608U has been replaced with the Request for Identification 

Card/Temporary Medicaid Authorization/Update Existing CBIC  
(W-607A) form. 

  
 The information on form W-904HH is now included on CA and FS 

application forms. 
  
 Form M-984d has been replaced with the Affidavit of Alleged Paternity 

(CM-179) form. 
  
 Employment
  
 The information on forms W-532K, W-560GG, and W-573K is 

outdated and/or the programs are no longer applicable. 
  
 Referral for Medical Assessment
  
 Forms W-533A and W-533B are obsolete and have been replaced 

with the Medical Provider Appointment form (W-538C).  
  
 The information on form W-560F can be found on the MAP-908E. 
  
 Job Center Directors and NCA FS Center Managers must ensure that 

all copies of these forms and their multilingual equivalents are 
removed from circulation and recycled. 

  
 Copies of the obsolete forms are attached. 
  
 Effective Immediately 

  
 



                         PB #09-13-OPE

Related Items: 
  
 Employment Process Manual
 CD #02-15
 PB #00-20
 PB #02-63-OPE
 PB #07-102-OPE
 PB #08-123-OPE
 PD #07-31-SYS
 Attachments: 
  
 Obsolete Forms 
  

CF-05 Supplemental Transitional Work Support Program 
(Obsolete) 

CF-05 (S) Supplemental Transitional Work Support Program 
(Spanish) (Obsolete) 

M-3aa Action Taken On Your Application (Obsolete) 
M-314 Documentation of Nonresident State Charge Status 

(Obsolete) 
M-463 Application for Life Line Telephone Service (Obsolete) 
M-984d Affidavit Alleging Paternity (Obsolete) 
W-532K Agreement to Comply With Employment Program 

Requirements (Obsolete) 
W-533A 13HS – Filing SSI Application (Obsolete) 
W-533B 139R – Resumption of Wellness/Rehabilitation Plan 

(Obsolete) 
W-560F Transitional Medical Assistance (TMA) Benefits 

Quarterly Report (Obsolete) 
W-560F (S) Transitional Medical Assistance (TMA) Benefits 

Quarterly Report (Obsolete) 
W-560GG Notification of Employment (Obsolete) 
W-560J Monthly Voucher (Obsolete) 
W-561BB Parental Acknowledgment (Obsolete) 
W-573K Job Club Prep Referral Letter (Obsolete) 
W-608U EPFT ID Card Questionnaire (Obsolete) 
W-667 Job Center Child Care One-Day Return Appointment 

(Obsolete) 

 Please use Print on 
Demand to obtain copies 
of forms. 

W-904HH Determination of Separate Food Stamp Household 
Status (Obsolete) 

 W-912AA Follow-Up To The Quarterly Contact Report (Obsolete) 
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http://fndocument/CDCOpenClient/DocContent.aspx?Library=HRAContent%5efndocument&Id=003770768&ObjType=2&Op=Open
http://fndocument/CDCOpenClient/DocContent.aspx?Library=HRAContent%5efndocument&Id=003696134&ObjType=2&Op=Open
http://fndocument/CDCOpenClient/DocContent.aspx?Library=HRAContent%5efndocument&Id=003702641&ObjType=2&Op=Open
http://fndocument/CDCOpenClient/DocContent.aspx?Library=HRAContent%5efndocument&Id=003700262&ObjType=2&Op=Open
http://fndocument/CDCOpenClient/DocContent.aspx?Library=HRAContent%5efndocument&Id=003781889&ObjType=2&Op=Open
http://fndocument/CDCOpenClient/DocContent.aspx?Library=HRAContent%5efndocument&Id=003807347&ObjType=2&Op=Open
http://fndocument/CDCOpenClient/DocContent.aspx?Library=HRAContent%5efndocument&Id=003782869&ObjType=2&Op=Open
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Attach the following pre-printed statement to the  

Action Taken On Your Application (M-3): 
“If you refused to appear for your initial application interview, you are 

ineligible to receive food stamps.  If you have good cause for failure to 

appear for the initial application interview, the original Food Stamp file  

date is still valid for 30 days.  Call the IS/Job Center within 30 days of the 

application date, and an appointment will be scheduled for you at a NPA 

Food Stamp Center to continue the food stamp application process.” 

 

 

 

“Si usted reusó presentarse a su entrevista para solicitar asistencia pública, 

usted no es elegible para recibir cupones de alimento. Si usted tiene buena 

razón por no haberse presentado a su entrevista, su fecha de applicación 

para coupones de alimento es válida por 30 días. Llame al Centro de 

Asistencia Pública/Trabajo durante los 30 días comenzando con la fecha 

de su solicitud y se le dará una cita con la Oficina de Cupones para que 

continúe el proceso de su solicitud para cupones de alimentos.” 

 
 

The law that allows us to do this is NYCRR…..387.5 

 



 



 



 



 



 



 



 



 



13HS- Filing SSI Application

At your last medical assessment with HSS, it was determined that you are potentially eligible for SSI.

You must now return to HSS to complete the SSI application.  HSS will assist you in completing the SSI application 
and will file the application for you.

You must report to HSS on:

Please bring your Social Security card and your Medicaid photo ID card with you to this examination.  You should
also bring any recent doctors' letters, prescriptions and forms that may provide information on the progress of your
condition.

T h e C I T Y o f N E W   
H u ma n R e s o u r c e s A d m i n i s t r a t i o n
F a m i l y I n d e p e n d e n c e A d mi ni s t r a t i on

KR  OY

Day/Date: Time:

Location:

Travel Directions:

am/pm

Verified by:

Dear Participant:

Form W-533A (face)
10/18/02

(vea al dorso)

Return Address (write or stamp in box below)

Failure to report and comply with this appointment may result in the closing of your public assistance case.

Participant's Signature:

FIA Worker's Signature:

Date:

Date:

Action Code: 13HS

Date:

Case Name:

Case Number:

Case Category:

SSN:

Fold Here Fold Here

If you do not report to HSS within one hour of your appointment, you will not be seen.  If, for any reason, you             
cannot keep this appointment, please call prior to your scheduled appointment 

 time.
( )

 



13HS- Cómo presentar una Solicitud de SSI 

Form W-533A (reverse)
10/18/02

(See Other Side)

Fold Here Fold Here

( )

Human Resources Administration
Family Independence Administration

Fecha:

Nombre Del Caso:

Número del Caso:

NSS:

Return Address (write or stamp in box below)

Categoría de Caso:

Código de Acción:

Estimado(a) Participante:

Durante su última evalucación médica con HSS, se determinó que usted podría tener derecho a SSI. 

Es ahora preciso que usted regrese a HSS, en donde se le ayudará a llenar y a presentar la solicitud de SSI. 

Usted tiene que presentarse a HSS el:

Hora:Dia/Fecha:

Local:

Indicaciones de Viaje:

am/pm

Confirmado por:

Favor de traer con usted a este examen esta carta y sus tarjetas de Seguro Social y de identificación de Medicaid 
con foto.  Además, usted debiera traer cualquier carta médica reciente, recetas  y formularios que puedan proveer 
información acerca del progreso de su condición médica. 

Si usted no se presenta a HSS dentro de una hora de la hora de su cita, no se le atenderá.  Si por alguna razón, 
usted no puede cumplir con esta cita, favor de llamar al antes de su cita programada.

El no presentarse y no cumplir con esta cita como debido puede resultar en el cierre de su caso de asistencia pública.

Firma del Participante: Fecha:

Firma del Trabajador de FIA: Fecha:

13HS

 



139R- Resumption of Wellness/Rehabilitation Plan

In order to monitor your disability/employability, you are required to resume the Wellness/Rehabilitation Plan.

You must report to HSS on:

Day/Date: Time:

Location:

Travel Directions:

am/pm

Verified by:

Dear Participant:

Form W-533B (face)
10/18/02

(vea al dorso)

Return Address (write or stamp in box below)

Action Code:

Please bring this letter, your Social Security card and your Medicaid photo ID card with you to this examination.
You should also bring any recent doctors' letters, prescriptions and forms that may provide information on the
progress of your condition.

Failure to report and comply with this appointment may result in the closing of your public assistance case.

Participant's Signature:

FIA Worker's Signature:

Date:

Date:

139R

Date:

Case Name:

Case Number:

Case Category:

SSN:

Fold Here Fold Here

If you do not report to HSS within one hour of your appointment, you will not be seen.  If, for any reason, you             
cannot keep this appointment, please call prior to your scheduled appointment 

 time.
( )

T h e C I T Y o f N E W   
H u ma n R e s o u r c e s A d m i n i s t r a t i o n
F a m i l y I n d e p e n d e n c e A d mi ni s t r a t i on

KR  OY

 



Human Resources Administration
Family Independence Administration

Form W-533B (reverse)
10/18/02

Fold Here Fold Here

Fecha:

Nombre Del Caso:

Número del Caso:

NSS:

Return Address (write or stamp in box below)

Categoría de Caso:

Código de Acción:

139R- Reanudación del Plan de Bienestar/Rehabilitación 

Estimado(a) Participante:

A fin de poder realizar un seguimiento de su incapacidad/empleabilidad se le requiere que reanude el PLAN DE 
BIENESTAR/REHABILITACIÓN. 

Usted tiene que presentarse a HSS el:

Hora:Dia/Fecha:

Local:

Indicaciones de Viaje:

am/pm

Confirmado por:

( )

Favor de traer con usted a este examen esta carta y sus tarjetas de Seguro Social y de identificación de Medicaid 
con foto.  Además, usted debiera traer cualquier carta médica reciente, recetas  y formularios que puedan proveer 
información acerca del progreso de su condición médica. 

Si usted no se presenta a HSS dentro de una hora de la hora de su cita, no se le atenderá.  Si por alguna razón, 
usted no puede cumplir con esta cita, favor de llamar al antes de su cita programada.

El no presentarse y no cumplir con esta cita como debido puede resultar en el cierre de su caso de asistencia pública.

(See Other Side)

Firma del Participante: Fecha:

Firma del Trabajador de FIA: Fecha:

139R

 



Form W-560F (page 1)
Rev. 3/14/02

Human Resources Administration
     Family Independence Administration

TRANSITIONAL MEDICAL ASSISTANCE (TMA) BENEFITS QUARTERLY REPORT

If you have any questions or need help completing this report, call (212) 835-7681.

Reminder: Be Sure to Read and Answer all Questions and Sign this Form

GENERAL INSTRUCTIONS:

Answer all questions.

If you do not complete this form and return it by the due date, or if you fail to sign the form, 
your benefits may be discontinued.

If you answer Yes to a question, you must usually provide details in the space provided, or 
attach an extra sheet of paper for this purpose.

Return this form in the enclosed business reply envelope before the date listed above.
Your benefits may be discontinued if we do not get this form by that date.

1.

2.

3.

4.

DO NOT REMOVE THIS COVER SHEET WHEN YOU RETURN THE QUARTERLY REPORT

Please be sure to include your 8 weeks of pay 
stubs

FOR THE MONTHS OF: AND

This report covers the period from to

IMPORTANT: We must have your completed report by .

/ /

If this form is not returned, is late, or is incomplete, your medical assistance may be delayed, reduced or 
discontinued.

.

month year month year

 



Form W-560F (page 2)
Rev. 3/14/02

Dates
Received

Gross (total before taxes)
Amount Received

Number of Hours
Worked

INSTRUCTIONS FOR QUESTION 1

QUESTION 1
Did you or anyone on your case receive wages (income) or other earnings during the period covered by this report?

If Yes, complete the following:

Who received wages or other earned income?

What is the source of these earnings?

YESNO

1. If anyone in the household received earnings during the period covered by this report:

If someone is working, you must send in proof of how much that person earned during the period covered 
by this report.  (Include the most recent eight (8) weeks of paystubs or other proof of income received 
during the period.  If someone has other income, send in proof of that income.  Photocopies are acceptable.)

If anyone in the household stopped working or receiving income, send in proof (termination, lay-off letter, last pay stub).

QUESTION 2

List all persons living in your home:

�

2.

3.

Name Date of Birth Relationship to You

�

�

�

�

�

Write in the person's name.  
Write in the source of earned income.  This can include wages from any job or rent paid by boarders or 
self-employment.
Write in each date earned income was received during the period.
Write in the gross (before taxes) amount the person received on each date listed.
If employed, write in the number of hours the person worked each pay period.
Attach extra sheets if necessary.

Human Resources Administration
     Family Independence Administration

 



Form W-560F (page 3)
Rev. 3/14/02

QUESTION 3

A. Did anyone on your case join your household during the period covered by this report (including births and 
pregnancies)? YESNO

If Yes, complete the following:

Name(s)
Relationship
To You

Date 
Entered 
Household

Do you want 
Medicaid
for this person?

B. Did anyone move out of your household during the period covered by this report? YESNO

Name(s)
Relationship
To You

Date 
Left Household

INSTRUCTIONS FOR QUESTION 3

1. Write in any changes in your household during the period covered by this report, such as someone moved in or out, a 
parent returned home, someone became pregnant, a baby was born, etc.

2. Send in proof of any person moving into the household. Photocopies are acceptable.

QUESTION 4

Is the address printed on the label of this report your correct address? YES NO

If No, please write your correct address:

QUESTION 5

Do you pay for child care while you are working? YESNO

If Yes, list children's names, date of birth and monthly cost for each.

Name Date of Birth Monthly Cost Type of Day Care Used

INSTRUCTIONS FOR QUESTION 5

1) If Yes, list children's names, ages and monthly costs.
2) Send proof of payment: signed statement by provider/babysitter or canceled check (front and back).  Photocopies are 

acceptable.
3) List type of care provided: friend/neighbor, relative, day care center, or ACD center.

If Yes, complete the following:

Human Resources Administration
     Family Independence Administration

 



Form W-560F (page 4)
Rev. 3/14/02

QUESTION 6

Are you currently receiving Transitional Child Care Benefits? NO YES

If Yes, list each child receiving Transitional Child Care and the total amount:

Name Total $

QUESTION 7

A.  Does your company or union have a health insurance plan? YES NO

B.  Are you covered by this plan? YES NO

If Yes, date coverage started

C.  Are you a member of this plan? YES NO

D.  If you are covered, please provide the following information:

Name of Plan:

Address:

TYPE OF PLAN: FAMILY INDIVIDUAL

Medical services paid for by the plan:

HOSPITAL

DENTAL SERVICES

PRESCRIPTION DRUGS

DOCTOR'S SERVICES

OPTICAL SERVICES

HEALTH MAINTENANCE ORGANIZATION

E.  Are you required to contribute towards your health insurance? YES NO

Monthly Amount Name of Health Insurance Carrier

If Yes, complete the following and send in proof of the monthly amount you have paid for health insurance coverage.  
Photocopies are acceptable.

If No, why not?

If No, why not?

Human Resources Administration
     Family Independence Administration

 



Form W-560F (page 5)
Rev. 3/14/02

QUESTION 8

Did you or anyone on this medical assistance case receive income other than wages during the period covered by this 
report?  Examples of other income are Social Security, Child Support, Unemployment Benefits, Veterans Benefits, 
Workers Compensation, NYS Disability.

YES NO

If Yes, complete the following:

Who Received Income? Source of Income Monthly Amount

WARNING: If this form is not returned, is late, or is incomplete, your Medical Assistance may be 
delayed, reduced or discontinued.  If you cannot complete or return the form on time, please 
contact the Work Related Benefits Unit at (212) 835-7681.

REMINDER:  Sign this form in the space provided below.

CERTIFICATION: I understand that the information I provide on this report may result in changes in 
my assistance, including reducing my Medicaid coverage.  I understand that such changes may be 
made without advance notice.  I am aware that Federal and State Laws provide for fine and/or 
imprisonment of any person who fraudulently attempts to receive, or fraudulently receives, Medicaid 
to which the person is not entitled.  I understand that I must contact the Work Related Benefits Unit 
immediately to report any change that occurs or if I have any doubt about needing to report any 
change.

Participant's Signature: Date:

Day Telephone Number:

Human Resources Administration
     Family Independence Administration

 



 



 



 



 



 



 



 



 



 



 



 



W-667 (Face)         Human Resources Administration 
7/98          Family Independence Administration 
 
 
 

JOB CENTER CHILD CARE ONE-DAY RETURN APPOINTMENT  
 
 
 
 
 
Participant’s Name: _____________________ 
 
Registration Number: ____________________ 
 
 
In accordance with my assessment, I understand that I must report to my assigned 
activity on the following Start Date_______________ or risk rejection of my 
application for Family Assistance benefits. 
 
 
In order to participate in my activity, I must make child care arrangements for my 
children who need care. 
 
 
I will bring back this form and the Child Care Provider Form no later than  
 
____________________ so that I do not risk rejection of my application for benefits. 
                     (Date) 

 
I understand that this is a mandatory return appointment. 
 
 
 
Participant’s Signature: ________________________________ Date:______________ 
 
 
 
Social Service Planner’s Signature: _______________________Date:______________ 
 
 
 
 
 
 
 
 

 



W-667 (Reverse)         Administración de Recursos Humanos 
7/98          Administración de Independiencia de Familas 

 
 
 
 
 
 

CENTRO DE TRABAJOS 
FORMULARIO PARA REGRESAR EN UN DÍA A UNA CITA PARA 

LOS ARREGLOS DE CUIDADO INFANTIL 
 
 
 
 
 
 
Nombre del Participante:        
 
Número de Registración:       
 
 
 
De acuerdo con mi evaluación, tengo entendido que me debo de reportar a mi actividad 
designada empezando en la fecha siguiente       o corro el 
riesgo de que mi solicitud para recibir beneficios de Ayuda para Familias sea rechazada. 
 
 
Para poder participar en mi actividad, es necesario que haga arreglos para el cuidado de 
mi(s) hijo(a)(s) que necesita(n) ser cuidado(a)(s). 
 
 
Devolveré este formulario y el Formulario de Proveedor de Cuidado Infantil (Child Care 
Provider Form) a más tardar el      para que no corra el riesgo de que mi 
solicitud para recibir benificios sea rechazada. 
 
 
Tengo entendido que esta cita próxima es obligatoria. 
 
 
 
Firma del Participante:         Fecha:    
 
 
Firma de Ayudante de Servicios Sociales:      Fecha:    
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