MOFFICE OF POLICY, PROCEDURES, AND TRAINING
James K. Whelan, Executive Deputy Commissioner

Human Resources
Administration

Department of . . L
505i3| Services Stephen Fisher, Assistant Deputy Commissioner

Office of Procedures

POLICY BULLETIN #18-19-OPE

MONTHLY UPDATES: (FIA-1021K, FIA-1028D, FIA-1028H, FIA-1028K, FIA-1028P,
FIA-1205, FLY-997, HRA-102G, HRA-146J, M-75P, M-75W, M-75Z, M-76J, M-76K, OCM-43,
W-147F, W-516E, W-516G, W-904KK)

Date: Subtopic(s):
April 2, 2018 Forms

The following forms and flyers have been updated on edocs:

Updated items o “Offer of a Work Activity to an Able-Bodied Adult Without Dependents
(ABAWD)” (FIA-1021k) “Case Name” changed to “Case Number” in
the demographic fields.

e Plain language updates were made to the following forms:

» “Request to Remove Home Visit Needed/Homebound Status”
(FIA-1028d):;

= “Notice of Scheduled Home Visit” (FIA-1028h);

= “Want to Renew Home Visit Needed/Homebound Status?”
(FIA-1028k);

= “Notification of Unsupported Home Visit Needed/Homebound
Status (FIA-1028p).

e “Don’t Lose Your Medicaid” (FIA-1205) is a notice that is mailed to
individuals who applied for Medicare, but did not provide proof of their
application to HRA. The individuals are instructed to provide proof to
HRA by the date that is on the letter that was sent by New York State.

e “DSS Non Discrimination Flyer” (FLY-997 [MLF]) is a new flyer that
advises the public of their right to receive respectful service from the
Department of Social Services (DSS). The flyer also provides various
ways to report instances of discrimination, sexual harassment, and
retaliation or threats for reporting such instances. The flyer size is
8.5” x 11” and must be made available to applicants/participants at
first points of contact and/or waiting rooms at all Centers. The Office
of Communication and Marketing (OCM) will deliver FLY-997 to all
Centers under separate cover. Centers must use CIWS to reorder
the flyer.

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 Fax or fax to: (917) 639-0298

Distribution: X



Obsolete items

PB #18-19-OPE

“Appeal Related Request For Medical/Clinical Information”
(HRA-102g) form was created for the ADA Compliance Office. The
form is given to individuals who appeal the agency's determination to
deny their request for a reasonable accommodation. The indivual is
instructed to use the HRA-102g form to obtain medical or clinical
documentation to give to the agency.

“Potential Eligibility for Family Homelessness and Eviction Prevention
Supplement (FHEPS)” (HRA-146j) form was updated to change the
landlord bonus amount from $1,000 to $3,500.

“DSS Non-Discrimination Policy” (OCM-43) is a new poster that
advises the public of their right to receive respectful service from the
Department of Social Services (DSS). The poster also provides
various ways to report instances of discrimination, sexual harassment,
and retaliation or threats for reporting such instances. The poster size
is 24” x 36", and should be displayed in all waiting areas.

“Shelter Arrears Repayment Agreement Worksheet” (W-147F) the
amounts in the 125% of 2018 Federal Poverty Level Guidelines table
have been updated.

The following forms have been made obsolete:

“Consent for Release of Information to an Employment Vendor
Concerning Alcohol/Drug Abuse Patient” (M-75P);

“Consent for Release of Information from Treatment Program
Concerning Alcohol/Drug Abuse Patient” (M-75w);

“Consent for Disclosure of Alcohol or Substance Abuse Treatment
Program Information and Records and Cash Assistance and Care
Information and Records” (M-752);

“Consent for Disclosure of Medical Assistance Program Records of
Alcoholism and Substance Abuse Treatment ” (M-76j);

“Consent for Substance Abuse Assessment of a Minor” (M-76k);
“Real Property Tax Credit Notice” (W-516E);

“New York State Nutrition Incentive Program (NYSNIP) Real Property
Tax Credit Notice” (W-516G);

“RTSC-Questionnaire for Minors in Residential Treatment”
(W-904KK).

Center Directors must ensure that only the latest versions of forms
(available on HRA eDocs) are used and that all previous and obsolete
versions of the forms are removed from circulation and recycled.

Effective Immediately
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Attachments:

FIA-1021k
FIA-1021k (S)
FIA-1028d
FIA-1028d (S)
FIA-1028h
FIA-1028h (S)
FIA-1028Kk
FIA-1028k (S)
FIA-1028p
FIA-1028p (S)

FIA-1205
FIA-1205 (S)

FLY-997 (MLF)

HRA-102g
HRA-102g (S)
HRA-146]
HRA-146j (S)
OCM-43 (MLF)
W-147F (E)
M-75P

M-75w

M-75z
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Offer of a Work Activity to an Able-Bodied Adult
Without Dependents (ABAWD)

Offer of a Work Activity to an Able-Bodied Adult
Without Dependents (ABAWD)

Request to Remove Home Visit
Needed/Homebound Status

Request to Remove Home Visit
Needed/Homebound Status

Notice of Scheduled Home Visit

Notice of Scheduled Home Visit

Want to Renew Home Visit Needed/Homebound
Status?

Want to Renew Home Visit Needed/Homebound
Status?

Notification of Unsupported Home Visit
Needed/Homebound Status

Notification of Unsupported Home Visit
Needed/Homebound Status

Don’t Lose Your Medicaid

Don’t Lose Your Medicaid

DSS Non Discrimination Flyer

Appeal Related Request For Medical Clinical
Information

Appeal Related Request For Medical Clinical
Information

Potential Eligibility for Family Homelessness and
Eviction Prevention Supplement (FHEPS)
Potential Eligibility for Family Homelessness and
Eviction Prevention Supplement (FHEPS)

DSS Non-Discrimination Policy

Shelter Arrears Repayment Agreement Worksheet

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

Consent for Release of Information from
Treatment Program Concerning Alcohol/Drug
Abuse Patient (Obsolete)

Consent for Disclosure of Alcohol or Substance
Abuse Treatment Program Information and
Records and Cash Assistance and Care
Information and Records (Obsolete)
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M-76j Consent for Disclosure of Medical Assistance
Program Records of Alcoholism and Substance
Abuse Treatment (Obsolete)

M-76k Consent for Substance Abuse Assessment of a
Minor (Obsolete)

W-516E Real Property Tax Credit Notice (Obsolete)

W-516G New York State Nutrition Incentive Program
(NYSNIP) Real Property Tax Credit Notice
(Obsolete)

W-904KK RTSC-Questionnaire for Minors in Residential

Treatment (Obsolete)
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FIA-1021k (E) 03/23/2018 (page 1 of 2) LLF

Date:

Case Number:

Participant Name:

Center:

Offer of a Work Activity to an
Able-Bodied Adult Without Dependents (ABAWD)

We are sorry to inform you that the federal government has told New York that we must
implement a rule that if you cannot find work, you can no longer receive Supplemental
Nutrition Assistance Program (SNAP) benefits (formerly known as food stamps), without
participating in some work or work-related activity. This is because you are able to work and
do not have dependents, a category formally known as Able-Bodied Adult Without
Dependents (ABAWD).

montHs_in_a_36-month period,

) hours|per month; or

Iman Resources

Fams]for a-combined total of at

o Comply with a community service activity offered by HRA at a not-for-profit organization
for the number of hours equal to your SNAP grant divided by the higher of the federal or
state minimum wage.

According to our records, you are not currently working or participating in an approved
work/training program for at least 80 hours per month. Therefore we are making a qualifying
work activity available to you that will enable you to meet the ABAWD work requirements.
We have scheduled the following appointment for you with an employment provider.

Appointment Date: Time: Telephone:

Provider Name:

Provider Address:
City: State: Zip Code:

For travel information, please call the New York City Transit Authority at (718) 330-1234
or 511.

(Turn page)



FIA-1021k (E) 03/23/2018 (page 2 of 2) Human Resources Administration
LLF Family Independence Administration

If you are unable to keep the appointment, please contact us at the above number before
your reporting time to arrange for a new appointment.

If you have a physical, mental health or learning problem that makes it difficult for you to get
to this location, please call us at the number above.

In addition to offering you a qualifying work activity, HRA is offering you the opportunity to
voluntarily meet with an employment provider who will assess your employment needs and
provide the training and job search activities that will assist you in obtaining gainful
employment.

If you believe that you are exempt from the ABAWD work requirements (see below for
exemptions), please bring documentation of your exemption to your appointment.

FAILURE TO MEET THE ABAWD WORK REQUIREMENTS WITHOUT GOOD CAUSE
FOR MORE THAN THREE MONTHS IN A 36 MONTH PERIOD WILL RESULT IN THE
REDUCTION OR TERMINATION OF YOUR SNAP BENEFITS.

You are exempt from the ABAWD work requirements if you are:

e Under 18 years of age or 50 years of age or older; or
ividual under[1)8 yearg of age;|or

persation; or

orivate source, suych as NYS disability or
berefits; or | |

o Physically or mentally unable to work for at least 80 hours per month; or
¢ Determined to be unable to work due to substance abuse; or
¢ A recipient of Unemployment Insurance Benefits (UIB); or

¢ A student enrolled at least half-time in any recognized school, training program, or
institution of higher education, provided you have met the student eligibility criteria for
SNAP; or

¢ An applicant for Supplemental Security Income (SSI) and SNAP, under the joint
processing provisions until an SSI determination is made; or

o Employed or self-employed and working a minimum of 30 hours per week or receiving
weekly earnings at least equal to the federal minimum wage times 30.

Do you have a medical or mental health condition or disability? Does this condition
make it hard for you to understand this notice or to do what this notice is asking? Does this
condition make it hard for you to get other services at HRA? We can help you. Call us at
212-331-4640. You can also ask for help when you visit an HRA office. You have a right to
ask for this kind of help under the law.
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FIA-1021k (S) 03/23/2018 (page 1 of 2) LLF

Fecha:

Numero del Caso:

Nombre del Participante:

Centro:

Oferta de Actividad de Trabajo para
Adulto Sano Sin Dependientes (ABAWD)

Nos disculpamos por informarle que el gobierno federal ha ordenado al estado de Nueva
York que nosotros implementemos una regla que establece que si usted no puede encontrar
trabajo, ya no puede recibir beneficios del Programa de Asistencia de Nutricion Suplementaria
(SNAP) (anteriormente conocido como cupones para alimentos), a menos que participe en
algun trabajo o actividad reIamonada con el trabajo. Esto se debe a que usted pertenece a

una categoria OfICI , D endlen~tes—€A-B]AWD) ya que

Para recibir benefici A 3 es durante un periodo de 36 meses,
v i < i WD: |

e Trabajar (ingluido trabaj 3 iely ¢ ntario) durante par lo menos 80 horas al
mes; o0

‘ ion apropado la Administracion de
Recursos Humanos (HRA) durante por lo menos 80 horas al mes; o

e Trabajar y participar en programas aprobados por la HRA de trabajo/capacitacion por
un total combinado de por lo menos 80 horas al mes; o

o Cumplir una actividad de servicio comunitario brindada por la HRA en una organizacion
sin fines de lucro por el numero de horas equivalente a su subsidio de SNAP dividido
por el superior entre el salario minimo estatal y el federal.

Segun nuestros archivos, actualmente usted no trabaja ni participa en un programa aprobado
de trabajo/capacitacion durante por lo menos 80 horas al mes. Por lo tanto, le estamos
brindando una actividad de trabajo cualificadora que le permitira reunir los requisitos de
ABAWD. Le hemos programado la siguiente cita con un proveedor de empleo:

Fecha de la Cita: Hora: Teléfono:

Nombre del Proveedor:

Direccion del Proveedor:

Ciudad: Estado: Cddigo Postal:
Para indicaciones de viaje, favor de llamar a la New York City Transit Authority al
(718) 330-1234 o al 511.

(Voltee la pagina)
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Si usted no puede cumplir esta cita, favor de comunicarse con nosotros al numero mas arriba
antes de la hora de su cita para programar nueva cita.

Si usted tiene un problema fisico, psiquiatrico, o de aprendizaje que le dificulte trasladarse a
ese local, favor de llamarnos al numero mas arriba.

Ademas de brindarle una actividad de trabajo cualificadora, la HRA le esta brindando la
oportunidad de reunirse voluntariamente con un proveedor de empleo quien evaluara sus
necesidades de empleo y le brindara las actividades de capacitacion y busqueda de trabajo
que le ayudaran a obtener trabajo remunerado.

Si usted considera que esta exento(a) de los requisitos de trabajo (vea a continuacion las
exenciones), favor de traer a la cita la documentacion pertinente consigo.

EL INCUMPLIMIENTO DE LOS REQUISITOS DE TRABAJO DE ABAWD SIN MOTIVO
JUSTIFICADO POR MAS DE TRES MESES DURANTE UN PERIODO DE 36 MESES
RESULTARA EN LA REDUCCION O TERMINACION DE SUS BENEFICIOS DE SNAP.

Usted esta exento de los requisitos de ABAWD si:

o tiene menos de_18 anos de edad, o tiene 50 afos de edad o mas; o

anos j; edad; o

|
Veteranos (VA); o

e fuente publidao privada, como
Seguro de Dis paC| acion de estado de NY o Seguro de Discapacitacion de la
Seguridad Social (SSDI); o

¢ es fisica o mentalmente inapto(a) para trabajar por lo menos 80 horas al mes; o
¢ se le determina inapto(a) para trabajar debido a la drogadiccién; o
o recibe Beneficios del Seguro de Desempleo (UIB); o

o estainscrito(a) por lo menos a medio tiempo en cualquier escuela, programa de
capacitacién o instituto de educacion superior reconocidos, siempre que haya reunido
los requisitos de elegibilidad para estudiantes; o

¢ solicita SSI (Ingreso Suplementario de Seguridad) y SNAP, conforme a las
disposiciones de tramitacion conjunta hasta que se llegue a una determinacién de SSI; o

o esta empleado(a) o trabaja por cuenta propia y trabaja un minimo de 30 horas a la
semana o recibe ingresos semanales por lo menos equivalentes al salario minimo
federal multiplicado por 30.

¢ Padece usted una discapacidad o afecciéon médica o psiquiatrica? ; Le dificulta la
misma entender o cumplir este aviso? ¢ Le dificulta la afeccion recibir otros servicios de
la HRA? Nosotros podemos prestarle ayuda. LIamenos al 212-331-4640. Usted
también puede pedir asistencia al visitar las oficinas de la HRA. Conforme a la ley, usted
tiene el derecho de solicitar este tipo de ayuda.
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FIA-1028d (E) 02/14/2018 LLF

Date:

Case Number:

Case Name:

Center Number:

Request to Remove Home Visit Needed/Homebound Status

| no longer want Home Visit Needed/Homebound (HVN/HB) status.

| do not want someone from the Human Resources Administration (HRA) to come to my
home for appointments.

mnust go MA office for all

o meet|qgther eligibility

| know that by as ave HVN
required in-person\appointm | als
requirements.

Name:

Signature:

Date:

A medical or mental health condition or disability may make it hard for you to
understand this notice or to do what this notice is asking you to do. This kind of condition
may make it hard for you to get other services at HRA. If this is true for you, we can
help you. Call us at 718-557-1387. You have a right to ask for this kind of help under the
law.
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Fecha:

Ndmero del Caso:

Nombre del Caso:

Numero del Centro:

Peticidon para la Cancelar
el Estado de Necesidad de Visitas al Hogar/Confinamiento al Hogar

Ya no deseo el Estado de Necesidad de Visitas al Hogar/Confinamiento al Hogar (HVN/HB).

No deseo que un empleado de la Administracion de Recursos Humanos (HRA) visite mi hogar

para las citas.
2] HB tendre@sentarme a

s. Entiendo ademds que puede ser que

Entiendo que al
una oficina de la

tenga que cumplir

Nombre:

Firma:

Fecha:

El padecimiento de una afeccién o discapacidad médica o psiquiatrica puede
impedirle entender este aviso o cumplir el mismo. Este tipo de afeccidén puede obstruir el
recibimiento de otros servicios de la HRA. Si esta situacién le corresponde a usted,
nosotros podemos ayudarle. LIamenos al 718-557-1387. Conforme a la ley, usted tiene
el derecho de solicitar este tipo de ayuda.
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FIA-1028h (E) 02/14/2018 (page 1 of 2) LLF

Date:

Case Number:

Case Name:

Center:

Notice of Scheduled Home Visit

[ ] This notice is to let you know that someone from the Human Resources Administration
(HRA) will visit your home. On , we spoke to you about this visit.

We agreed to schedule your home visit for:

CIAM  [1PM

€ to talk| with you to schedule a

somegne can visit you at home.
You must call us within five business days of receiving this notice.

The purpose of this home visit is to discuss:

[ ] You must have the documents listed below when we do the home visit:

See next page -
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If you have any questions or cannot keep this appointment, call the telephone number on
page 1. You must call us before the time scheduled for your home visit.

L] This is a mandatory eligibility appointment. If you do not keep this appointment or call
us, your Cash Assistance and/or Supplemental Nutrition Assistance Program (SNAP)
benefits may end or be reduced.

[] This is a nonmandatory eligibility appointment.

[ | This is not an eligibility appointment.

A medical or mental health condition or disability may make it hard for you to

understand this notice or to do what this notice is asking you to do. This kind of condition

may make it hard ou to otherservices-at | ~Af this is true , we can help
you. Call us at -557-138 /\ ou ha?/\? a ri[; tc mr this kind of help under the law.

@ [ —/ |
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Fecha:

Numero del Caso:

Nombre del Caso:

Centro:

Aviso de Visita Programada al Hogar

[ ] Por el presente este aviso le informamos que la Administracién de Recursos Humanos
(Human Resources Administration — HRA) visitara su hogar. El :
hablamos con usted sobre esta visita.

Hemos acordado programar su cita segun indicado a continuacion:

N —

Fecha de | /\ LIAM  [IPM
Si usted no pue [ [ 2 < inmediaie-e-l:—,

L] Por el preserite_aviso/I¢ ido hablar con usted para
programar una-isi 2 Llamenos rSJ—pGFEiq-feFma;Jlos cuando

podemosvisitar su hogar. Usted debe llamarnos dentro de cinco diaslaborables de haber
recibido este aviso.

El objetivo de esta visita al hogar es tratar siguiente tema:

[] Usted debe tener los siguientes documentos durante nuestra visita a su hogar:

Vea la préxima pagina -
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Si usted tiene alguna pregunta o si no puede cumplir esta cita, favor de llamar al numero de
teléfono en la pagina 1. Usted debe llamarnos antes de la hora programada de su visita al
hogar.

[] Esta cita de elegibilidad es obligatoria. Si usted no cumple esta cita o no nos llama,
sus beneficios Asistencia en Efectivo y/o del Programa de Asistencia de Nutricion
Suplementaria (SNAP) se pueden terminar o reducir.

[ Esta cita de elegibilidad no es obligatoria.

[] Esta cita no es de elegibilidad.

El padecimiento de una afeccidén o discapacidad médica o psiquiatrica puede
impedirle entender este aviso o cumplir el mismo. Este tipo de afeccién puede obstruir el
recibimiento de gfros servicigs\de la[HRA. Si'e ion|le corresponde a usted,

S aI]H .|Gonforme a la ley, usted tiene

nosotros pod
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FIA-1028k (E) 02/14/2018 (page 1 of 2) LLF

Date:

Case Number:

Case Name:

Center:

Want to Renew Home Visit Needed/Homebound Status?

The Home Visit Needed/Homebound (HVN/HB) status of

. If the HVN/HB status is not renewed,

ends on

will have to go to

an HRA office for in person appointments.

We need the most recent medical or clinical documents to renew your status. We need these

iareringluded in this

to decide about re the HVN/HBstatus. he |
mailing. Make sure' you\comp andsjgn the forns

envelope in this matiling to se forms to

at

befo)' y

Y]
o

DU Nee(
) send

~—

~—

A !

\ ]

th

em. Use the return

I J J - L

Forms Included:

e Home Visit Needed Request Clinician Assessment Form (CAS-103). This must be signed

by a medical or clinical provider.

You can give us a letter from your provider on their letterhead instead of this form.

The letter should tell us:

¢ your condition(s) and limitations.

if your condition(s) will improve.

e when your condition(s) will improve.

how they make it hard for you to get to HRA.
how they make it hard to get benefits from HRA.

The letter should come from the provider who sees you for your condition(s).

Do you need help getting this information? If so, fill out and sign the form listed on page 2.

See next page -



FIA-1028k (E) 02/14/2018 (page 2 of 2) Human Resources Administration
LLF Family Independence Administration

o HIPAA Authorization for the Disclosure of Individual Health Information Form (CAS-605).

Make sure you write down the name and contact information for your provider on this form.
Send it to us and we will contact the provider.

Call us if you cannot return the documents and forms by . If you need help
getting medical or clinical documents, call us and let us know. The number to call is

If we do not get new documents by the due date, we will remove the HVN/HB status. You will
have to come to an HRA office for in-person appointments.

You can call us for help at

Please fax, email or mail the documents to us at:

Fax: _ ,or _

: =D E

@ Mail: catian

City: State: Zip:

A medical or mental health condition or disability may make it hard for you to
understand this notice or to do what this notice is asking you to do. This kind of condition
may make it hard for you to get other services at HRA. If this is true for you, we can help
you. Call us at 718-557-1387. You have a right to ask for this kind of help under the law.
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Fecha:

Nudmero del Caso:

Nombre del Caso:

Centro:

¢Desea Renovar el Estado de Necesidad
de Visitas al Hogar/Confinamiento al Hogar?

El estado de Necesidad de Visitas al Hogar/Confinamiento al Hogar (HVN/HB) de

se vence el . En caso de no renovarse el

estado de HVN/HB, tendra que presentarse a una oficina de

la HRA para citas en persona.

o de HVN/HB. Se han
.|Asegurese de firmary

a.nq.ue& pagado para

W .
Fecha Limite:

Formularios adjuntos:
® El formulario Home Visit Needed Request Clinician Assessment Form (CAS-103). Este
formulario lo debe firmar un proveedor médico o clinico.

En lugar del presente formulario, usted puede presentarnos una carta de parte de su
proveedor en el membrete de éste. La carta debe indicar:

sus afecciones y limitaciones.

como éstas le dificultan trasladarse a la HRA.

como éstas le dificultan obtener acceso a los beneficios de la HRA.
si se mejoraran las afecciones.

cuando se mejoraran las afecciones.

La carta tiene que ser de parte del proveedor que atienda sus afecciones.
¢ Necesita ayuda para obtener esta informacion? En caso afirmativo, llene y firme el
formulario indicado en la pagina 2.

Vea la proxima pagina. I
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® El Formulario de Autorizacion HIPAA para la Divulgacion de Informacion Médica Personal
(CAS-605 [S]).

Asegurese de anotar en el presente formulario el nombre e informacién de contacto de su
proveedor. Nosotros nos comunicaremos con el proveedor al usted enviarnos el presente.

LIamenos si usted no puede devolver los documentos y formularios para el
Si usted necesita ayuda para obtener los documentos médicos o clinicos, llamenos para
avisarnos. Llame al siguiente numero:

Si nosotros no recibimos nueva documentacion para la fecha limite, cancelaremos el estado
de HVN/HB. Usted tendra que presentarse a una oficina de la HRA para llevar a cabo citas
en persona.

Usted puede llamarnos para solicitar ayuda al

Nico o por correlo postal a:

Por favor envien cumentos por tax, por

Fax:
g sereent )/ ) .
L/ U U/

Correo
Postal: Nombre del Local:
Direccion:
Caddigo
Ciudad: Estado: Postal:

El padecimiento de una afeccién o discapacidad médica o psiquiatrica puede
impedirle entender este aviso o cumplir el mismo. Este tipo de afeccidén puede obstruir el
recibimiento de otros servicios de la HRA. Si esta situacién le corresponde a usted,
nosotros podemos ayudarle. Llamenos al 718-557-1387. Conforme a la ley, usted tiene
el derecho de solicitar este tipo de ayuda.
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Date:

Case Number:

Case Name:

Center:

Notification of Unsupported
Home Visit Needed/Homebound Status

The medical or clinical documents that we have in your case record do not support a need for
Home Visit Needed/Homebound (HVN/HB) status. If you still need HVN/HB status, you must
mail us new and updated medical or clinical documents to support your claim. Your doctor or
clinician must sign tted. — — ]

2low. We sent a return envelope
You will Keep the HVN/HB
ter telling you the decision we

You must send ugthe S by/th¢
us the

status until we rev
make.

Documentation:

[ ] HIPAA Authorization for the Disclosure of Individual Health Information Form (HRA-108)
Note: HRA-108 is only needed if you are requesting our help getting medical or clinical
documents.

[ ] Home Visit Needed Request Clinician Assessment Form (CAS-103) signed by your
medical or clinical provider. Or send us signed current medical or clinical documents on
a provider's letterhead.

Call us immediately at 718-557-1387 if you cannot return the documents by the due date or if
you need help getting the documents.

If we do not receive updated, completed and signed medical or clinical documents by the due
date, your HVN/HB status will end. You will be required to come into a Human Resources
Administration office for all future appointments.

See next page -
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You may call us for help at: 718-557-1387.
Documents may be mailed, faxed or emailed to:

Center 90 :
Attn: HVYN/HB Request

Address: 109 E. 16th Street
3rd Floor
New York, NY 10003

Fax: 917-639-2534

2 E-mail: FIAADADocs@hra.nyc.gov

If you are not ab vide/ 7 e due date-en—page 1 or if you
need help getting mediaal do 3

If we do not receive_complete nts by the due date on page 1,

your HVN/HB status may\e

7 I I
A medical or mental health condltlon or disability may make |t hard for you to
understand this notice or to do what this notice is asking you to do. This kind of condition
may make it hard for you to get other services at HRA. If this is true for you, we can help

you. Call us at 718-557-1387. You have a right to ask for this kind of help under the law.
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Fecha:

Numero del Caso:

Nombre del Caso:

Centro:

Aviso del Estado No Justificado de Necesidad de Visitas al Hogar/
Confinamiento al Hogar

La documentacion médica o clinica que tenemos en su expediente de caso no justifica su
solicitud del estado de Necesidad de Visitas al Hogar/Confinamiento al Hogar (HVN/HB). Si
usted aun necesita el estado de HVN/HB, debe enviarnos por correo la documentaciéon
médica o clinica nyeva.y actualizada paya justificar, lamg. Su médic.o-delbe firmar todo

Usted debe envi itaci izadg par ha de|entrega indicada a
continuacion. He sobr; Neile] remitente para que isted nos envie
por correo la documen esta /HB inuara hasta que nosotros
revisemos su documentacion. Nosatre 'emos una carta que le informara de nuestra

determinacion.

Fecha de entrega:

Documentacion:

[]Formulario de Autorizacién HIPAA para la Divulgacion de Informacién Médica Personal
(HRA-108 [S]) Nota: EI HRA-108 (S) solo se necesita si usted desea solicitar nuestra
ayuda para obtener documentacién médica o clinica.

[1EI "Home Visit Needed Request Clinician Assessment Form" (CAS-103) firmado por su
proveedor médico o clinico. O envienos documentacion médica o clinica actual
firmada en membrete del proveedor.

LIamenos de inmediato al 718-557-1387, si usted no puede devolver los documentos para la
fecha de entrega o si necesita ayuda para obtener la documentacion.

Si nosotros no hemos recibido la documentacion médica o clinica actualizada, llenada y
firmada para la fecha de entrega, se vencera su estado de HVN/HB. En tal caso, usted se
vera obligado(a) a presentarse a todas las citas futuras en las oficinas de la Administracién
de Recursos Humanos.

Vea la proxima pagina. -
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Si necesita ayuda, usted puede llamarnos por teléfono al: 718-557-1387.

Los documentos se pueden enviar por correo postal, fax o correo electronico a:

Center 90 :
Attn: HVYN/HB Request

m| | Address: 109 E. 16th Street
3rd Floor
New York, NY 10003

Fax: 917-639-2534

2 E-mail: FIAADADocs@hra.nyc.gov
Si usted no puede propercionat rala feth%?df”fentrega en la
pagina 1 o si negegitaa h 2dica, fayor de Tlamar al

rmados aara—lé fecha de

Si nosotros no recibim
entrega en la pagi
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DON’T LOSE YOUR MEDICAID!

New York State recently sent you a letter telling you that you have to give us proof that you applied
for Medicare. If you do not give us this proof by the date on the letter from New York State, your
Medicaid case will close.

You can apply for Medicare online at https://www.ssa.gov/medicare, by calling 1-800-772-1213,
or by visiting a Social Security office.

After you apply for Medicare, you must give us the proof.

You can send it to us by:

Why am | getting

]

r
" Floar

LATION TO US!

You are 65 years of age or older and do not have Medicare.

When you turn age 65, you are required to apply for Medicare as a condition of eligibility
for Medicaid.

You must apply for Medicare coverage if it is available to you to continue to receive
Medicaid benefits.

If you don’t apply for Medicare, you will lose your Medicaid coverage.

What is the difference between Medicare and Medicaid?

Medicare is a federal health care coverage program for people age 65 or older. You may be
eligible for Medicare regardless of your income. You may be entitled to additional medical
benefits through this program.

Medicaid is a State run program that covers medical expenses for people with low or
limited incomes.

What do | have to do to continue to receive Medicaid?

You must apply for Medicare coverage by the due date on the letter from the State.
To apply for Medicare with the Social Security Administration,

— Call 1-800-772-1213, or
— Apply on line at https://ssa.gov/medicare/ or
— Apply in person at a local Social Security Administration office.

(Turn page)
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What do | have to do to continue to receive Medicaid? (continued)
e Send us proof that you applied:
— Your award or denial letter from the Social Security Administration, OR

— Your online confirmation letter stating that you have applied for Medicare
with the Social Security Administration.

— A copy of your Medicare card.
e Proof must be returned to the address on the front of this letter.

Do | have to pay to enroll in Medicare?

You usually don't pay a monthly premium for Medicare Part A (Hospital Insurance) coverage if
you or your spouse paid Medicare taxes for a certain amount of time while working. This is
sometimes called "premium-free Part A." Most people get premium-free Part A.

You have to pay a monthly premium for Medicare Part B supplemental coverage. Part B covers
certain doctors’ services, outpatient care, medical supplies and preventive services.

If you are not eligible for premium-free Part A Medicare, you still need to enroll in Medicare Part
B and conditional Part A. Medicaid will pay these premiums for you through the Medicare
Savings Program.

What is the Medicg — ]

The Medicare Savirigs Rrogram/(l dicare costs. This program has
2 : esource|test. If you qualify, this

2Mmium. Derpendmg upon your

Once we see that you have enrolled in Medicare, we will evaluate your eligibility for the
Medicare Savings Program. You will receive a notice once you are enrolled. If you have
guestions or concerns about this you can call the HRA Medicaid Helpline at 1-888-692-6116 or
visit your local Community Medicaid office. You can call 311 to find an office near you.

What if | need more time to apply for Medicare?

You may request an extension by calling the HRA Medicaid Helpline at 1-888-692-6116. Failure
to respond on time or ask for an extension before the due date may result in the closing of your
Medicaid coverage.

If you have any questions about this letter, call the HRA Infoline at 718-557-1399.

** If you do not give us proof that you applied for Medicare, you will lose your Medicaid!**

Do you have a medical or mental health condition or disability? Does this condition
make it hard for you to understand this notice or to do what this notice is asking? Does this
condition make it hard for you to get other services at HRA? We can help you. Call us at
212-331-4640. You can also ask for help when you visit an HRA office. You have a right to
ask for this kind of help under the law.
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iNO PIERDA SU COBERTURA DE MEDICAID!

El gobierno del estado de Nueva York hace poco le envié una carta en la que le indicaba que debia entregarnos
una constancia de que solicit6 la cobertura de Medicare. Si no nos entrega esta constancia antes de la fecha
que figura en la carta anteriormente mencionada, procederemos a cerrar su caso de Medicaid.

Puede solicitar la cobertura de Medicare por Internet visitando https://www.ssa.gov/medicare, llamando al
1-800-772-1213 o acudiendo a una oficina de la Administracion del Seguro Social (Social Security
Administration).

Una vez que solicite la cobertura de Medicare, debe proporcionarnos una constancia.
Puede enviarla de la siguiente manera:

N

s Cente

Street, 1 zt'-qu

10003

=

Z = (n

_ICITUD DE|MEDICARE!
| | |

¢Por qué recibi este av
e Tiene 65 afios 0 mas y no tiene Medicare.

e Una vez que cumple 65 afios, tiene la obligacion de solicitar la cobertura de Medicare como condicion
para ser elegible para recibir Medicaid.

e Siesta a su disposicion, debe solicitar la cobertura de Medicare como condicién para recibir los
beneficios de Medicaid.

e Sino solicita la cobertura de Medicare, perdera su cobertura de Medicaid.

¢, Cudl es la diferencia entre Medicare y Medicaid?

e Medicare es un programa federal de cobertura médica para personas de 65 afios o mas. Usted puede
ser elegible para recibir la cobertura de Medicare independientemente de sus ingresos. Es posible que
tenga derecho a recibir beneficios médicos adicionales a través de este programa.

e Medicaid es un programa dirigido por el estado que cubre los gastos médicos de personas con ingresos
bajos o limitados.

¢ Qué tengo que hacer para continuar recibiendo la cobertura de Medicaid?

e Debe solicitar la cobertura de Medicare antes del plazo que figura en la carta enviada por el gobierno del
estado. Para solicitar la cobertura de Medicare ante la Administracién del Seguro Social:

— llame al 1-800-772-1213;
— presente la solicitud por Internet visitando https://ssa.gov/imedicare/ o

— presente la solicitud en persona acudiendo a una oficina local de la Administracion del
Seguro Social.

(Continla en la siguiente pagina)
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¢ Qué tengo que hacer para continuar recibiendo la cobertura de Medicaid? (Continuacion)

e Envienos una constancia de que presenté la solicitud:
— su carta de adjudicacién o rechazo por parte de la Administracion del Seguro Social,

— la carta de confirmacion de Internet donde se confirme que usted ha solicitado la cobertura
de Medicare ante la Administracion del Seguro Social O
— una copia de su tarjeta de Medicare.

e La constancia debe enviarse a la direccion que figura en la primera pagina de esta carta.

¢ Tengo que pagar parainscribirme en Medicare?

Por lo general, no debe pagar ninguna prima mensual para la cobertura de la Parte A de Medicare (seguro
hospitalario) si usted o su conyuge pagaron los impuestos de Medicare durante un tiempo determinado mientras
trabajaban. En ocasiones, esto se conoce con el nhombre “Parte A sin primas”. La mayoria de las personas recibe
los beneficios de la Parte A sin primas.

Es necesario que pague una prima mensual para recibir la cobertura complementaria de la Parte B de
Medicare. La Parte B cubre ciertos servicios médicos, atencion médica ambulatoria, suministros médicos y
servicios preventivos.

Si no es elegible para recibir los beneficios de la Parte A sin primas de Medicare, aln debera inscribirse en
la Parte B de Medicare y en la Parte A condicional. Medicaid cubrira estas primas a través del Programa de
Ahorros de Medicare (Medicare Savings Program).

ayuda a pagar los costos de Medicare.
| programa de Medicaid y no tiene

pimas de (si corresponde)
mbién tubraTos costos de copago

No es necesario que haga nada para inscribirse, ya que nosotros lo haremos por usted.

Una vez que veamos que se ha inscrito en Medicare, evaluaremos su elegibilidad para el Programa de
Ahorros de Medicare. Cuando se inscriba, recibira un aviso. Si tiene preguntas o inquietudes sobre esto,
puede llamar a la Linea de ayuda de Medicaid de la Administracién de Recursos Humanos (Human
Resources Administration, HRA) al 1-888-692-6116 o acudir a una oficina de Medicaid en la comunidad
local. Puede llamar al 311 para buscar una oficina cercana a su hogar.

¢ Qué sucede si necesito mas tiempo para solicitar la cobertura de Medicare?

Puede solicitar una prérroga llamando a la Linea de ayuda de Medicaid de la HRA al
1-888-692-6116. Si no responde a tiempo ni solicita una prérroga antes del plazo indicado, es posible que
pierda su cobertura de Medicaid.

Si tiene preguntas sobre esta carta, llame a la Linea de informacion (Infoline) de la HRA al 718-557-1399.

** iSi no nos entrega una constancia de que solicit6 la cobertura de Medicare, perdera sus beneficios de
Medicaid!**

¢, Padece usted una discapacidad o afeccién médica o psiquiatrica? ¢ Le dificulta la misma entender o
cumplir este aviso? ¢ Le dificulta la afeccion recibir otros servicios de la HRA? Nosotros podemos
prestarle ayuda. Llamenos al 212-331-4640. Usted también puede pedir asistencia al visitar las oficinas
de la HRA. Conforme a la ley, usted tiene el derecho de solicitar este tipo de ayuda.




»> Get help in your language

You have the right to respectful service every time
you interact with us.

To report instances of discrimination, harassment,
or retaliation or threats for reporting these, you can:

»> Obtenga ayuda en su idioma.

Tiene derecho a recibir un servicio respetuoso cada
vez que interactle con nosotros.

Para informar sobre casos de discriminacién, acoso,
o represalias o amenazas por haber presentado

una queja, puede:

:E ) ConstituentAffairs@dss.nyc.gov

) Department of Social Services
} Departamento de Servicios Sociales

718 291 4141
718 291 4141
“\\ ) NYC Commission on Human Rights “\\ c 8_ 5 de Derechos H del
718 722 3131 ) Comisién de Derechos Humanos de la

ciudad de Nueva York 718 722 3131

D Divison de Derechos Humanos del

m estado de Nueva York 718 741 8400

N > ony4ynte nomoLlb Ha CBOEM A3bIKe.
>>?,' Hyj’gﬁﬁ‘}zﬁ D%l: EI/:”‘}JJJBjJ Bbl MMeeTe NpaBo Ha yBakMTeAbHOe

6 6 .
BRSO TE S - 2B EARTS - Caobutme o Cayaany AmekpUmIHAII A
EERFZI  BERR 7

ol IX Mepax MAM
HYTEDE - BRETLA: um o6pasom:

:E ) ConstituentAffairs@dss.nyc.gov

) NY State Division of Human Rights
718 741 8400

3 MaNbHbIX CNYXKO

41141

Alno npasam

2 L.Hbto-Vopka

3131
OtaeA no 3awmTe Npas YeAoBeKa

) wrtaTta Heto-Mopk

718 741 8400

>> Obtenez de I'aide dans votre langue.

718 291 414

5 AREITH A
718 722 31

. AN AER
718 741 8400

Kreyol Ayisyen

»Jwenn ed nan lang ou.

)

Ou gen dwa pou resevwa sevis ak respe chak
fwa ou pran kontak ak nou.

Pou pote plent pou moun ki fé diskriminasyon
kont ou, tizonnen ou, oswa pran vanjans oswa
menase ou paske ou pote plent pou bagay sa
yo, ou kapab:

5 Depatman Sevis Sosyal
718 291 4141

5, Komisyon Dwa Moun Vil New York
718722 3131
Divizyon Dwa Moun Eta New York
718 741 8400

Q)

FLY-997 (MLF)

Nous nous engageons a vous offrir un service
courtois et respectueux chaque fois que vous
prenez contact avec nous.

Pour signaler un cas de discrimination, de
harcelement ou de représailles/de menaces
pour avoir signalé un cas de discrimination
ou de harcélement, vous pouvez:

5 Département des services sociaux
718 291 4141

5 Commission sur les droits de I'homme
de la ville de New York 718 722 3131

5 Service des Droits de I'homme de
I'Etat de New York 718 741 8400

L Human Resources
Administration
Department of |

Homeless Services
Department of
Social Services
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> Uzyskaj pomoc w swoim jezyku.
Ma Pan(i) prawo do petnej szacunku obstugi za

kazdym
zgh

razem podczas kontaktéw z nami.
i¢ przy i ryminacji, nekania,
b grézl 7 powodu zgtoszenia takich

stug Spotecznych
18 2914141
Komisja [Praw Cztdwieka miasta NYC

N

718722 3131
Wydziat Praw Cztowieka stanu
Nowy Jork 718 741 8400
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Department of
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APPEAL RELATED REQUEST FOR MEDICAL/CLINICAL INFORMATION

You have appealed the Agency's determination to deny your request for a reasonable
accommodation that requires medical/clinical documentation. Please follow the instructions
below.

INSTRUCTIONS AND INFORMATION

» Please have your provider complete pages 3 and 4 of this form. We need this
information to make a decision about your reasonable accommodation appeal request.
If you want to send the pages to us yourself, you can do so by mail to:

Human Resources Admlnlstratlon

ADA-Compliance
Floor |

150|Greenwich S
Ne rk, 1C

You may also the sto 3 33
or give them our

ARappe a-I-s@hIra.nvc.qov

m

> Please si Authari n|page 6 if you want your|provider to send
the forms t us ill let information with your provider. |
Your provider should send us pages 3 and 4 of this form. We will also accept
signed documentation on the licensed provider's letterhead.

> You (or your provider) must provide us with any medical/clinical documents
that support your request within thirty (30) days.

» You are responsible for returning documents to us (or making sure that your
provider does) in support of this reasonable accommodation appeal request.

We will review all documentation provided to us and send you a written notice about
our decision on your Reasonable Accommodation Appeal Request.

(Turn page)
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NEED HELP GETTING DOCUMENTS?

> If you need help getting documents from your provider, please sign and return the
HIPAA Authorization on pages 5 and 6. This will let us talk to your provider and get the
documents we need.

> If your conditions make it hard for you to get medical/clinical documentation in support
of your reasonable accommodation appeal request, please call us at 212-331-4640 for
help.

(Turn page)
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REQUEST FOR MEDICAL/CLINICAL INFORMATION

INSTRUCTIONS FOR PROVIDER

Your patient has requested that the New York City Human Resources Administration
(HRA) provide him/her with a reasonable accommodation/modification in order to receive
meaningful access to HRA'’s programs, benefits and services. Please provide a detailed
description of the specific physical and/or mental condition(s) that affects the patient’s
ability to perform certain tasks and engage in certain activities, any reasonable
accommodation needed and the relationship between the accommodation and the
patient’s disability or condition. You may attach additional medical information to the
forms as needed.

Please fax this completed form to 917-639-0333 or return this to the patient.

Name of Patient (Please Print): Date of Birth:

Social Security Number, if known: Case Number, if known:

Name of Provider:
Address of m /_\ _\ /_ ellﬁhone pumEeﬂ
Provider: &\u \\ // )) dical Provider:
1) Please state(p\atl}j\ n/gdmaJ\gnc

3l health condition(s):

O
| =—]
=
Ea
o

2) Please provide a detailed description of the specific physical and/or mental health
restrictions/limitations affecting the patient’s ability to perform certain tasks and engage in
certain activities. Please describe how this affects the patient’s ability to travel and
participate in HRA appointments.

(Turn page)
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3) Indicate whether the patient’s condition(s) is permanent, chronic or temporary. If the
patient’s condition(s) is temporary, please state its anticipated duration.

4) Indicate what treatment if any the patient is currently receiving associated with his/her
medical and/or mental health conditions(s) including, but not limited to, any medication or
therapy.

5) Please describe the reasonable accommodation needed by the patient and how the
accommodation will assist the patient with their medical and/or mental health conditions.

— [ —
condjtion(s) make |t difficult for the
le fully descrite—t-he—riifficulties the

6)

[] Traveling and/or Taking Public Transportation: Describe:

[] Cognitive Functions (i.e. concentrating, remembering, understanding). Describe:

[] Sitting or Standing for extended periods of time. Describe:

[ | Being in crowded places. Describe:

Licensed Provider's Signature: Date:

Provider's License number:

(Turn page)



L Human Resources HRA-102g (E) 03/06/2018 (page 5 of 6) LLF
Administration
Department of
Social Services

HIPAA AUTHORIZATION FOR THE DISCLOSURE OF
INDIVIDUAL HEALTH INFORMATION

Patient Name:
Patient Address:
Social Security Number: Date of Birth:

I, or my authorized representative, request that health information regarding my care and
treatment be released as set forth on this form. In accordance with Article 27-F of the New
York State Public Health Law, the Privacy Rule of the Health Insurance Portability and
Accountability Act of 1996 (HIPAA), and 42 U.S.C. § 290dd-2 and its implementing
regulations at 42 C.F.R. Part 2, | understand that:

1. This authorization may include disclosure of information relating to ALCOHOL and
DRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy notes, and
CONFIDENTIAL HIV* RELATED INFORMATION only if | place my initials on the
appropriate line in ltem 10(b). In the event the health information described below
includes any of these types of information, and | |n|t|al the line on the box in Item 10(b), |
specifically authorize release of such |nfor ati icated in Item_10(b) to the NYC

ligible for|federal disability

G . mental heattirtreatment

information, wh| i S d informatignarnd/or alcohol or
: ministration (SSA)|for its review of my

3. I understand that1have the right to request a list of people who may receive or use my
HIV related information without authorization. If | experience discrimination because of
the release or disclosure of HIV-related information, | may contact the New York State
Division of Human Rights at 212-961-8650 or the New York City Commission of Human
Rights at 212-306-7450. These agencies are responsible for protecting my rights.

4. | understand that signing this authorization is voluntary. My treatment, payment to
treatment providers, enrollment in a health plan, or eligibility for benefits will not be
conditioned upon my authorization of this disclosure. However, if | do not authorize HRA
to share my medical information with SSA, this may result in a discontinuance of my
Cash Assistance (CA) benefits.

% Human Immunodeficiency Virus causes AIDS. The New York State Public Health
Law protects information which reasonably could identify someone as having HIV
symptoms, infection, or AIDS, or that reasonably could identify someone who may
have been exposed to HIV or AIDS through contact with a protected individual.

(Turn page)
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5. | understand that | may revoke this authorization except to the extent that HRA and my
medical provider have already acted upon it.

| may revoke this authorization at any time by writing to the health care provider at the
address specified below and to HRA at: NYC Human Resources Administration,
Office of Constituent Services, 150 Greenwich Street, 35th Floor, New York, NY
10007.

6. Authorized recipients of my medical information may, in certain instances, have the right
to redisclose my medical documentation without the need to obtain additional written
consent from me. | understand that such redisclosures may no longer be protected by
federal or state law.

7. This authorization does not authorize my medical provider to discuss my health
information or medical case with anyone other than the NYC Human Resources
Administration as specified in item 10(b).

AUTHORIZATION TO DISCUSS HEALTH INFORMATION
8. Name and address of health provider or entity to release this information:

— —

RENAREEN '

o) s Information will be sent: NYC Human
C lian cer, 150 Gra‘e‘nwiph Street,

>

DT .

ed: Medical Records|for the erlltire year prior to the
(indicate by initialing): | |

10(a).

L] Alcohol/Drug Treatment O Mental Health Information
L] HIV Related Information
10(b). By initialing here , | authorize
(initials) (Name of individual health care provider)
to discuss my health information with the NYC Human Resources Administration.
11. Reason for release of information: At request of patient

12. Date or event on which this authorization will expire: One year from that date of
signature

13. If not the patient, name of person signing form:
14. Authority to sign on behalf of patient:

All items on this form have been completed and my questions about this form have been
answered. In addition, | have been provided with a copy of the form.

Signature of Patient or Authorized Representative by Law Date
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PETICION DE INFORMACION MEDICA/CLINICA
RELACIONADA CON LA APELACION

Usted ha apelado la determinacion de la agenica de denegar su peticion de arreglo
razonable que requirre documentacién médica/clinica. Favor de seguir las instrucciones mas
abajo.

INSTRUCCIONES E INFORMACION

Favor de pedirle a su proveedor que rellene las paginas 3 y 4 de este formulario.
Necesitamos esta informacién para tomar una decisidn respecto a su peticion de
apelacion de arreglo razonable. Si usted desea enviarnos estas paginas por cuenta

propia, envielas por correo a:
iéaation l

nd [Floor

|
También @de i 639-0333, enviarlos por correo

electrénic 2garselos a su trapajador

» Favor de firmar la Autorizacion de HIPAA en la pagina 6, si usted desea que su
proveedor nos envie los formularios Esto nos permitira tratar de la informacién
con su proveedor. Su proveedor debe enviarnos las paginas 3 and 4 de este
formulario. También aceptaremos documentacion firmada en paple
con membrete del proveedor con licencia.

> Used (o su proveedor) debe proporcionarnos todos los documentos
médicos/clinicos que justifiquen su solicitud dentro de treinta (30) dias

> Usted es responsable de devolvernos los documentos (o asegurarse de que su
proveedor lo haga) para justificar esta peticion de apelacion de arreglo razonable.

> Nosotros revisaremos toda la documentacion proporcionada y le enviaremos a usted
un aviso por escrito de nuestra decision respecto a su peticion de apelacidon de arreglo
razonable.

(Voltee la pagina)
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¢NECESITA AYUDA PARA OBTENER DOCUMENTOS?

> Si usted necesita ayuda para obtener documentos de su proveedor, favor de firmary
devolver la Autorizacion HIPAA en las paginas 5 y 6. Esto nos permitira hablar con su
proveedor y obtener los documentos que necesitamos.

> Si su situacién le dificulta obtener documentacion médical/clinica para justificar su
peticion de apelacion de arreglo razonable, favor de llamarnos al 212-331-4640 para
ayuda.

(Voltee la pagina)
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PETICION DE INFORMACION MEDICA/CLINICA

INSTRUCNIONES PARA EL PROVEEDOR

Su paciente ha solicitado que la Administracién de Recursos Humanos (HRA por sus
siglas en inglés) le conceda un arreglo/modificacion razonable a fin de recibir acceso
efectivo a los programas, beneficios y servicios de la HRA. Favor

de proporcionar una descripcion detallada de la(s) afeccion(es) fisica(s) y/o mental

(es) que le impiden al paciente desempefiar ciertas tareas y participar en

ciertas actividades, cualquier arreglo razonable necesario y la relacion entre el arreglo y
la discapacidad o estado del paciente. Usted puede adjuntar informacion médica
adicional a los formularios, segun necesario.

Favor de faxear este formulario rellenado al 917-639-0333,

o devolvérselo al paciente.
Nombre del paciente (en letra de molde): Fecha de nacimiento:

Numero de seguridad social, de saberlo: Numero del caso, de saberlo:

Nfambr-e’del proﬂ /_\ _\ /’ ]‘" ’ I
Direceién o \\ JIV N [EAtiere gepestone
DAV

1) Favor de indlk\ﬂa( /)( 4f7§cmon\é§

psiquiatf

o
=
meay

Q

—~~~

[92)

<

(o)

ca('s)-pel pac'renlte:

2) Favor de proveer una descripcion detallada de las restricciones/limitaciones especificas
que afecten la capacidad del paciente de realizar ciertas tareas y de participar en
ciertas actividades. Favor de describir como esto afecta la capacidad del patiente de
transportarse y de participar en citas de la HRA.

(Voltee la pagina)
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3) Indique si la(s) afeccion(es) del paciente es/son permanentes, cronicas o temporarias. Si
las afeccidn(es) del paciente es/son temporaria(s), favor de indicar la duracion anticipada.

4) Indique qué tratamientos, de haberlos, el paciente recibe actualmente asociados con su
(s) afeccion(es) médicas y/o psiquiatricas, incluidos, sin limitarse a, todo medicamento o
terapia.

5) Favor de describir el arreglo razonable necesario para el paciente y como dicho arreglo
ayudara al paciente con sus afecciones médicas y/o pisquiatricas.

6) cas y/o pgiquiatricag participar en las
vor de/describir en detalte{as
a silla marcaday):

Transportarse y/o viajar por transporte publico: Descripcion:

[

[l Funciones cognitivas (p.ej., concentracion, memoria, comprension). Descripcion:

[] Permanecer sentado(a) o parado(a) por tiempo prolongado . Descripcion:

[] Estar en sitios concurridos. Descripcion:

Firma del proveedor con licencia: Fecha:

Numero de licencia del proveedor:

(Voltee la pagina)
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AUTORIZACION HIPAA PARA LA DIVULGACION
DE INFORMACION MEDICA PERSONAL

Nombre del paciente:

Direccion del paciente:

Fecha de
Numero de Seguridad Social: nacimiento:

Yo, o mi representante autorizado, solicito/a que se divulgue la informacion médica respecto
a mi cuidado y tratamiento tal como se estipula en el presente formulario. Conforme al
Articulo 27-F de la Ley de Salud Publica del Estado de Nueva York, la Regla de
Confidencialidad de la Ley de 1996 de Portabilidad y Responsabilidad de Seguro Médico
(HIPAA), y 42 U.S.C. § 290dd-2 y las reglas de implementacion en 42 C.F.R.

Parte 2, entiendo que:

1. Esta autorizacion puede incluir la divulgacion de informacion relacionada con
ALCOHOLISMO y DROGADICCION, TRATAMIENTO DE SALUD
MENTAL, excepto las notas de psicoterapia e INFORMACION CONFIDENCIAL
RELACIONADA CON VIH* sélo si anoto m|s iniciales en la linea indicada en el Articulo
3 : 3 [continuacion incluya cualquiera
3 casilla en el Articulo 10(b),
n el Articulo 10(b) por

€
ka-(ﬁYC HRA).

2. ] i T 3 [ te eleg|ble para beneficios
- ue mis datos de

3 | ' macion confidencial
relacionada conVIH y/o expedientes de tratamiento para alcoholismo o drogadiccién a la
Administracién de Seguro Social (SSA) para que revise mi elegibilidad para beneficios
federales para discapacitados.

3. Entiendo que tengo derecho de solicitar una lista de las personas quienes pudieran
recibir o utilizar mis datos relacionados con VIH sin autorizacion.Si sufro discriminacion
debido a la divulgacion de informacién relacionada con VIH, puedo comunicarme con la
Division de Derechos Humanos del Estado de Nueva York al (212) 961-8650 o con la
Comisién de Derechos Humanos de la Ciudad de Nueva York al (212) 306-7450

4. Entiendo que la firma de esta autorizacion es voluntaria. El tratamiento, el pago a los
proveedores del mismo, la inscripcidn en un plan médico, o la elegibilidad para
beneficios no estaran sujetos a condiciones, al yo autorizar esta divulgacion. No
obstante, si yo no autorizo a la HRA para compartir mis datos médicos con la SSA, esto
puede resultar en la discontinuacion de mis beneficios de Asistencia en Efectivo (CA por
sus siglas en inglés).

% El Virus de Inmunodeficiencia Humana causa el SIDA. La Ley de Salud Publica de
Nueva York protege la informacién que pueda identificar dentro de lo razonable a
una persona con sintomas o infeccion de VIH o SIDA, o identificar dentro de lo
razonable a alguien que pueda haber sido expuesto al VIH o SIDA mediante
contacto con una persona protegida.

(Voltee la pagina)
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5. Entiendo que yo puedo anular esta autorizacion excepto en la medida que la HRA y mi
proveedor médico ya la hayan cumplido.

Puedo anular esta autorizacidén en cualquier momento al escribir al proveedor médico a
la direccion de la HRA indicada a continuacion: NYC Human Resources
Administration, Office of Constituent Services, 150 Greenwich Street, 35th Floor,

New York, NY 10007.

6. Bajo ciertas circunstancias, los destinatarios autorizados de mis datos médicos
pueden tener derecho a divulgar nuevamente mi documentacién médica, sin tener que
obtener consentimiento adicional por escrito de parte mia. Entiendo que tal nueva
divulgacién puede carecer del amparo de la ley federal o estatal.

7. Esta autorizacion no le concede a mi proveedor el derecho de tratar con nadie de
mi informacion médica o de mi caso médico excepto con la Administracion de
Recursos Humanos de la Ciudad de Nueva York, como se estipula en el articulo

10(b).

AUTORIZACION PARA TRATAR DE INFORMACION MEDICA

8. Nombre y direccion del proveedor médico o entidad autorizados para divulgar esta

previo a la‘fec

10(b). Al anotar mis iniciales aqui

de la ciudad de Nueva York.

de la firma

L1 Tratamiento para Alcoholismo/ Drogadiccion

13. A no ser la firma del paciente, nombre del firmante:
14. Autoridad para firmar a nombre del paciente:

informacion:
(@& |
9. Nombre y direecion de ja sta infor ion. NYC Human
Resources i , 150 Gre ich Street,
42nd Flo
10(a). Informaci adicos| para todo el afo
ique_con_si

S iniciales):

I Informacion relacionada con VIH

, autorizo a

[J Informacion Psiquiatrica

(iniciales) (Nombre del proveedor de cuidado médico particular)

11. Motivo de la divulgacion de datos: A peticidon del paciente

para tratar de mi informacion médica con la Administracion de Recursos Humanos

12. Fecha o circunstancia en que se vencera esta autorizacion: Un ano desde la fecha

Se han rellenado todos los articulos presentados en este formulario, y se han contestado mis
preguntas respecto a este formulario. Ademas, se me ha proporcionado una copia del

formulario.

Firma del paciente o representante legalmente autorizado(a)

Fecha
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Expiration Date:

Potential Eligibility for Family Homelessness and
Eviction Prevention Supplement (FHEPS)

is potentially eligible for the FHEPS
program, subject to her/him locating an apartment and final approval of her/his FHEPS
application.

The FHEPS program helps eligible families secure permanent housing. Landlords agreeing
to rent to FHEPS clients will receive the full first month’s rent in advance plus the next three
(3) months FHEPS rent supplement, as well as a $3500 lease signing bonus. Landlords may
also request a reservation incentive equal to one month’s rent, if they agree to hold the
apartment for 30 days. Brokers may receive a broker’s fee of up to 15% annual rent.”

* The signing bonus and 15% broker’s fee are available through June 30, 2018.

The maximum rent is ﬁ@fl\
|
L ¥
Thefollwing comoibhd ocurent | || n poe B ediemion e
are required from la daui g 'P
~— = = = —
1

| |
1. Signed lease or agreement in writing t

. I;ndlord/Managing Agent’s Statement

rent apartment for one year (W-147m)

2. Security Voucher 2. Broker’'s Request for Enhanced Fee
(W-147n) Payment by Check (HRA-121)

3. Landlord’s W-9 (needed to receive 3. Copy of broker’s license

$3,500 landlord bonus)

4. Unit Hold Incentive Voucher (HRA-145),
if requested

For more information on the FHEPS program please visit www.nyc.gov/hra.

If you have any questions, please contact

(Contact Name and Number)

CA#:

CARES # (if applicable):
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Fecha de Vencimiento:

Posible Elegibilidad para el Suplemento de la Prevencién de Desahucio
y del Estado sin Techo de Familias (FHEPS)

Es posible que reuna los requisitos del
programa de FHEPS, segun su capacidad para conseguir apartamento y la aprobacién final
de su solicitud de FHEPS.

El programa de FHEPS ayuda a las familias elegibles a conseguir la vivienda permanente.
Los caseros que acuerden alquilar a los clientes de FHEPS recibiran por adelantado el
alquiler total del primer mes mas el suplemento de alquiler de tres (3) meses de FHEPS, al
igual que un bono de $3500 por la firma del contrato de arrendamiento. Ademas, los caseros
pueden solicitar incentivo de reserva que equivalga al alquiler de un mes, si acuerdan
reservar el apartamento por hasta 30 dias. Los agentes inmobiliarios pueden recibir una

cuota de agente de hasta el 15% del alquiler anual.* _
[ ]
* El bono por la firina y\a cu el age 16% lestan disponibles hasta el 30 de junio
del 2018.
|
El alquiler méxi(;Ko su / \ \ )

~~—~—
Es necesario qbng,s/ch/eros U | \_/ =h caso de solicitar cuota del agente, es

presenten los siguientes documentos necesario ademas presentar los
llenados: siguientes documentos llenados:

1. Contrato de arrendamiento o acuerdo 1. Landlord/Managing Agent’s Statement
por escrito de alquilar el apartamento (W-147m)
por un ano firmados

2. Security Voucher (W-147n) 2. Broker’'s Request for Enhanced Fee
Payment by Check (HRA-121)

3. EI' W-9 del casero (necesario para 3. Una copia de la licencia del agente
recibir el bono del casero de $3,500)

4. Unit Hold Incentive Voucher (HRA-145),
a peticion.

Para mas informacion sobre el programa de FHEPS, por favor visite www.nyc.gov/hra.

Ante cualquier pregunta, por favor comuniquese con

(Nombre y nimero de contacto)

Nuam. de CA:

Num. de CARES (si corresponde):




»> Get help in your language

You have the right to respectful service every time
you interact with us.

To report instances of discrimination, harassment,
or retaliation or threats for reporting these, you can:

) ConstituentAffairs@dss.nyc.gov

D Department of Social Services
718 291 4141

» NYC Commission on Human Rights
718722 3131

D NY State Division of Human Rights
718 741 8400

)

»> Obtenez de I'aide dans votre langue.

Nous nous engageons a vgls offriryn service
courtois et respectueux cha is due vous

» Obtenga ayuda en su idioma.
Tiene derecho a recibir un servicio respetuoso
cada vez que interactiie con nosotros.

Para informar sobre casos de discriminacion,
acoso, o represalias o amenazas por haber pre-
sentado una queja, puede:

=P<] ConstituentAffairs@dss.nyc.gov

Q

S

@

Departamento de Servicios Sociales
718 291 4141

Comision de Derechos Humanos de la
ciudad de Nueva York 718 722 3131
Divisén de Derechos Humanos del
estado de Nueva York 718 741 8400
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» Uzyskaj pomoc w swoim jezyku.
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Date:

Case Number:

Case Name:

Center:

Department of

Social Services

Human Resources Administration Family Independence
Department of Homeless Services Administration
W-147F (E) 03/27/18 (page 1 of 2)

Shelter Arrears Repayment Agreement Worksheet
(Use for EAF and SNA Applicants Only)

APPLICANT INFORMATION (To be completed by the JOS/Worker.)

A Print Name:

B. 1.

Last Name First Name M.1.
Address: [] N [0 I|
City: state \ | Zip Code:

Is thg hqysehold eli i .atiom [1Yds TINo

of Eligibility ilies,

form W-145

If Yes, a repaym xception in the No emvw]

If No, go to Qu — l

Is the household applying for recurring SNA? L] Yes L1 No

If Yes, see the asterisk (*) below and proceed to Section C.

If No, proceed to question 3.

Is the household applying for ESNA assistance? L] Yes [ ] No

If Yes, proceed to Section C.

If No, reevaluate category of assistance. Return to question 1.

Note: If shelter arrears are paid under Emergency Assistance to Needy Families (EAF), any amount that exceeds the
maximum monthly shelter allowance is to be recovered. Complete the Emergency Assistance to Needy Families
(EAF) Agreement to Repay Excess Shelter Arrears (W-147KK).

For applicants found eligible under recurring Family Assistance (FA) or Safety Net Assistance (SNA), any amount
that exceeds the maximum monthly shelter allowance is to be recouped. Complete the PA Recoupment Data Entry Form —
WMS (LDSS-3573) and enter the recoupment in the Welfare Management System (WMS).

* If the applicant is applying for recurring SNA but eligibility has not yet been established for recurring assistance, the
Repayment Agreement should be signed in the event that the recurring case is not opened. If the recurring case is
opened, the Repayment Agreement is null and void and the arrears should be claimed under the recurring SNA. In this
situation, any arrears that exceed the maximum shelter standards for the month of application and/or for any prior
months must be recouped from future SNA grants.



W-147F (E) 03/27/18 (page 2 of 2)

Shelter Arrears Repayment Agreement Worksheet (continued)

C. Household size: (Include all persons residing in the applicant's house or apartment.)

D. The household's gross monthly income at the time of application: $

Human Resources Administration
Family Independence Administration

(Include all earned and unearned income [including SSI] for all persons residing in the applicant's household.)

125% of the 2018 Federal Poverty Level Guidelines

For_E_ach
Size of Household | 1 2 3 4 5 6 7 8 9 10 A aditional
Member:

Monthly Amount
(Rounded) $1,265 | $1,715 | $2,165 | $2,615 | $3,065 | $3,515 | $3,965 | $4,415 | $4,865 | $5,314 $450

E. 125% of the Federal poverty level for the household size in Section C: $

int in Section D?
t. Complete the
Shelter/Ajreprs Repayment Agreement

rre
NA

ter arrears paynm ert.

G. Total arrears requested: $

H. Estimated monthly repayment amount: $

(The amount in Section G divided by 12.)




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 {SSiQ he Re es A minisw +re-v;-m'|tractor it designates
to disclose information m W [\

ployment/\Vendgr :l :l
e results of my CASAC tion. | |
e the name, address an ephone number ofthe treatment program, as well as the number of hours | am

required to attend if | was referred to a treatment program.

This information will in¢lude:

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



Form M-75w (face)

2/28/01
Write or Stamp Retum Addressin Box

The CITYof NEW YORK
:Q Human Resources Administration
Familylndependence Administration

Participant's Name:

Social Security No.:

Address:

Consent for Release of Information from Treatment Program Concerning
Alcohol/Drug Abuse Patient

_acord. -f-bh-le-H-Fm ix—alnt fe—a-n-l)ther agency with a
th

vintain the originallin the|participant's Case Record.

:IPANTQ)NSE NT —

| | I
< < J —O i

INSTRUCTIONS: Prepares
requept

[, the undersigned, give

Treatment Program:

Treatment Program Address:

to disclose information about my treatment and recovery, including diagnosis, work history, functional limitations, progress
in treatment and employment preparation services received, to:

Employment Program:
for the purpose of receiving employment preparation and job placement services.

[, the undersigned, have read the above and authorize the staff of the treatment program designated above to disclose
such information as herein contained. | understand that this consent may be withdrawn by me at any time 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:

Six (6) months post employment

Participant's Name {print) Signature of Participant Date



Form M-75w (reverse)

2/28/01
Write or Stamp Retum Addressin Box

The CITYof NEW YORK
lHuman Resources Administration
Familylndependence Administration

Nombre del Participante:

Nuam de Seguro Social:

Direccion:

Consentimiento para Revelar Informacion del Programa de Tratamiento del Paciente con
Respecto al Abuso de Alcohol/Drogas

INSTRUCCIONES: Prepare-+ iginal para/e edif Caso del pf.m.uddmj Sileks Lfcm:hulario es enviado a otra
agencia con una peticié acign, grepaneluna Tantenga la originall jen e| Expediende de Caso del
participante.
fa 0]
Yo, el suscrito doy perm
Programa de Tratamie
N4

H.i‘IIENTCJELI PA QTICIFEE
Direccion de Programa de Tratamiento:

para que revele informacion sobre mitratamiento y recuperacidn, incluyendo diagnosis, historial de empleos, limitaciones
funcionales, progreso en el tratamiento, y servicios de preparacion de empleo recibidos al:

Programa de Empleo:
con el proposito de recibir servicios de preparacion y colocacion de empleo.

Yo, el suscrito firmante he leido lo antedicho y he autorizado al personal del programa de tratamiento designado mas arriba a
que revele tal informacién como esta contenida en la presente. Yo entiendo que éste consentimiento puede ser retirado por
mi en cualquier momento excepto hasta el punto que la accién que haya sido tomada dependa de ello. Este consentimiento
vencera un (1) afio a partir de ser firmado, a menos que sea especificado mas abajo un periodo de tiempo, evento o
condicion diferente, en cuyo caso dicho periodo de tiempo, evento o condicion aplicara. Ademas entiendo que cualquier
revelacion esta limitado por el Titulo 42 de el Cédigo Federal de Reglamentaciones que govierna la confidencialidad de los
expedientes de pacientes por abuso de alcohol y drogas vy |la revelacion de nuevo de esta informacion a una parte diferente
de la que ha sido designada mas arriba es prohibido sin autorizacion adicional por escrito de mi parte.

Periodo de tiempo, evento o condicion reeplazando el periodo specificado mas arriba:

Seis (6) meses después de ser empleado

Mombre del Paricipante (En letras de molde) Firma del Participante Fecha



Form M-75z (page 1) LLF IR, Tiuiman Resources | Framiy independence
Rev. 5/10/12 e = Adminisiration | Administration
IS W ERmER Dopartment of [
- e W e oJoocial Services i

Consent for Disclosure of Alcohol or Substance Abuse Treatment Program
Information and Records and Cash Assistance and Care Information and Records

Federal law and regulations protect confidentially of alcohol and substance abuse treatment records. In
general, the program to which you were referred or now attending, or attended in the past may not disclose
any program information regarding your treatment to anyone outside, and may not disclose any information
identifying you as an alcohol or substance abuser, unless you consent in writing to such disclosure.

Also, state law and regulations protect the confidentially of all information contained in your cash assistance
record, which is maintained by the New York City Human Resources Administration. The Human Resources
Administration (HRA) cannot disclose any information maintained in your cash assistance record unless you
consent in writing to such disclosure.

Sign AFTER you read and understand the consent you are giving.
You may ask question about anything you do not understand.

uest (i [
Partigigant's N Treatnjent Proyifler with Provider Code

(i) The New York iii) the ignal Assoc a{-'reﬁ—fn Drug Abuse
Problems Substanc (SACAR)-anrd (iv) the New—¥efk State Office of
Temporary Disabilit vith and disclose ealch other the following
information:

—

| | 1]

=

My name, address and other personal identifying information.
2. Information contained in my cash assistance records (such as case composition, fair hearing information,
employability status, actions taken on my cash assistance case).

3. Results of any formal alcohol or substance abuse assessment(s) performed by an alcohol or substance
abuse counselor credentialed by the New York State Office of Alcoholism and Substance Abuse Services.

4. Prior alcohol/substance abuse treatment.

5. Referal(s) made to an appropriate treatment program(s).

6. Date(s) of admission(s) or referral(s) to any treatment program.

7. Diagnoses and prognoses made by treatment program(s).

8. Assessment results and history, including evaluation of psychosocial and vocational functioning.
9. Treatment plan, progress, and compliance.

10. Toxicology results.

11. Attendance/Removal roster.

12. Discharge plan, date of discharge and discharge status.

13. Employment, education and training related information.

14. Other:

| authorize the release of the above information to the above organizations to share and communicate with
each other for the purpose of screening and assessing my need for appropriate alcohol or substance abuse
treatment; making a referral to an appropriate treatment program; monitoring my progress and attendance in a
treatment program; monitoring my participation and compliance with treatment; verifying my eligibility for cash
assistance and assisting in my achievement of sobriety and economic self-sufficiency.



Form M-75z (page 2) LLF Human Resources Administration
Rev. 5/10/12 Family Independence Administration

| understand that this release does not authorize the disclosure of confidential HIV-related information. | also
understand that information released/shared pursuant to this content will not be-released to any organization
or individuals except to those organizations or individuals that | have authorized to share information in this
consent.

If | am required to apply for benefits furnished by the Social Security Administration (SSA), | understand that
the information specified in this consent form may be shared with SSA for the limited purpose of applying for
benefits from SSA.

| understand that | may revoke my consent at any time, except to the extent that the treatment program listed
or the City or State agency or the National Association on Drug Abuse Problems Substance Abuse
Centralized Assessment Program (SACAP), which is to make the disclosure, has already taken action in
reliance on my consent. If not previously revoked, this consent will terminate upon the closing of my cash
assistance case.

Signature of Participant Date

ANEYA
Signature of parent, guardian or perdoh auihorized tolsign U Date
(in lieu of participant, wherg [equired

NADAP Counselor/CASAU ) @ Date




Form M-76j (face) 4%, The CITY of NEW YORK

2/05/02 _ S :
“*Human Resources Administration

Family Independence Administration

CONSENT FOR DISCLOSURE OF MEDICAL ASSISTANCE PROGRAM RECORDS
OF ALCOHOLISM AND SUBSTANCE ABUSE TREATMENT

Federal and state laws and regulations protect the confidentiality of alcohol and drug abuse treatment records.
In general, the medical assistance program (Medicaid) may not tell anyone about your treatment or disclose
any information identifying you as an individual with an alcohol or drug abuse problem unless you consent to
that disclosure in writing.

Alcohol and drug abuse are chronic, relapsing conditions which can cause other serious healtlh problems and
limit your ability to work. HRA has programs and services that can help people receive treatment to help them
to become clean, sober and self-sufficient. By signing this consent form, you give HRA permission to look at
your Medicaid records to assist in determining if your have received treatment for problems with alcohol and/or

drugs. HRA will work with you if speC|aI services are needed

N\
an ders the cqnsent you gre giving.
S q es 0 t anythi

)
ign
ou qa ) you jJ‘rr_oTlund- star c:l

— UD \U/ . _

- — ] ’l )
(Applicant's name) N N— N ~(Social Securty Number)

J

Ll
o

1%

o
-

authorize and request the New York State Medical Assistance Program (Medicaid) to disclose information
related to medical assistance program funded treatment | have received in the past twenty-four months for
alcohol or drug abuse, to the New York City Department of Social Services/Human Resources Administration
to assist in assessing my ability to work, to assist in assessing the severity of my condition and to assist in
identifying a clinically appropriate treatment. If | am required to apply for benefits administered by the Social
Security Administration the information specified above may be shared with the Social Security Administration.

| understand that this release does not authorize the disclosure of confidential HIV-related information. |
understand that my refusal to consent will have no effect on my eligibility or continued eligibility for public
assistance or medical assistance. | understand that, except to the extent that the program that is to make the
disclosure has already taken action in reliance on it, | can rescind this consent at any time.

If I do not take back this consent it will end upon Discontinuance of Public Assistance and Medical
Assistance Benefits.

(Signature of Applicant) (Date Signed)

(Case Number)

(Signature of Parent, Guardian or Person Authorized to sign in Lieu of Applicant, where required.) (Date Signed)
(Date Signed)

(Social Services Department Contact Person/Title)



Form M-76j (reverse) Human Resources Administration
2/05/02 Family Independence Administration

CONSENTIMIENTO PARA REVELAR EXPEDIENTES DEL PROGRAMA DE ASISTENCIA
MEDICA DE TRATAMIENTO DE ALCOHOLISMO Y DE ABUSO DE DROGAS

Las leyes y reglamentaciones federales y estatales protegen la confidencialidad de expedientes de
tratamientos por el abuso de alcohol y drogas. En general, el Programa de Asistencia Médica (Medicaid) no
puede proveerle datos a nadie acerca de sus tratamientos o revelar ninguna informacion identificandole
como una persona con un problema de abuso de alcohol o drogas, a menos que usted consienta a esa
revelacion por escrito.

El abuso de alcohol y drogas es una condicion crénica y reincidente, la cual puede causar otros serios
problemas de salud y limitar su capacidad para trabajar. La HRA tiene programas y servicios que pueden
ayudar a personas a recibir tratamientos para ayudarles a convertirse en personas limpias, sobrias y
autosuficientes. Al firmar este formulario de consentimiento, usted le otorga el permiso a la HRA de revisar
sus expedientes de Medicaid para asistir en determinar si usted necesita tratamiento para problemas de
alcohol y/o drogas. La HRA trabajara con usted si se necesitan servicios especiales.

Usted/plied& hater pkgguntas\golre cualfuljér cosaljque no entlend

NS

(Nombre del Solicitant \ w \\y | | NUmefo de Segilro Social)

autorizo y solicito al Programa de Asistencia Médica del Estado de Nueva York (New York State Medical
Assistance Program - Medicaid) a revelar informacién relacionada al tratamiento financiado por el programa
de asistencia médica que he recibido en los ultimos veinticuatro meses por el abuso de alcohol o drogas al
Departamento de Servicios Sociales/Administracion de Recursos Humanos de la Ciudad de Nueva York
(New York City Department of Social Services/Human Resources Administration) para asistir en determinar
mi capacidad de trabajar, para asistir en determinar la severidad de mi condicién y para asistir en identificar
tratamientos y servicios clinicamente apropiados. Si estoy requerido a solicitar beneficios administrados por la
Administracién de Seguro Social (Social Security Administration), la informaciéon especificada mas arriba
puede ser compartida con la Administracion de Seguro Social.

Firme ES Fﬁ a tlend nsa_nimieﬂLo_q.uJé'es 4 ot g.an.d.ol
» i}

Yo entiendo que este consentimiento no autoriza el revelar informacion confidencial relacionada con VHI
(HIV). Entiendo que mi rechazo en consentir no afectara mi elegibilidad o elegibilidad continua para asistencia
publica o médica. Entiendo que, con la excepcion de hasta el punto que acciones hayan sido tomadas
confiando en ellas, por el programa que ha de hacer la revelacion, yo puedo anular este consentimiento en
cualquier momento.

Si no cambio de opinion acerca de este consentimiento, el mismo terminara al Discontinuarse los Beneficios
de Asistencia Publicay Médica.

(Firma del Solicitante) (Fecha de la Firma)

(NUmero de Caso)

(Firma del Padre, Guardian o Persona Autorizada a firmar en lugar del Solicitante, donde se requiera.) (Fecha de la Firma)

(Persona Contacto/Titulo del Departmento de Servicios Sociales) (Fecha de la Firma)



Form M-76k LLF

Rev. 12/5/08 Human Resources | Family independence
Amnlnhh'lﬁlnn Adminestration
Department
Social Services
Date:

Case Number:

Case Name:

Center:

Consent for Substance Abuse Assessment of a Minor

Federal law and regulations protect the confidentiality of a minor's alcohol and substance abuse treatment records. In
general, the treatment program to which the minor was referred or is now attending or attended in the past may not, absent of
your written consent, disclose to anyone outside of the program information identifying the minor as an individual with an

alcohol or substance abuse problem or disclose any information regarding his/her treatment.
emm (SACAP) and the
he minor named below

Hesignate
f you s|dn this consént form| you are authorizing SACAP
nan Respurces Adnpihistration (HRA) the results of the

r the a);l;licant’s/pa ti

Cipanf’'$ case record.

- 1
, , give permission for the SACAP and the
First Name of Parent/Guardian Last Name of Parent/Guardian
CASAC it designates to assess whether has a substance abuse disorder that

Name of Minor

requires treatment. | also give SACAP and the designated CASAC permission to disclose the results of the substance abuse
assessment to HRA.

| understand that this consent may be withdrawn by me in writing at any time except to the extent that SACAP, the designated
CASAC and/or HRA has already taken action in reliance upon my consent.

If not previously revoked, this consent shall expire upon the termination of my Cash Assistance, Food Stamps, and/or
Medicaid case.

| 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 ones designated
above is forbidden without additional written authorization on my part.

Name of Parent, Guardian or Authorized Person (Print) Relationship to Minor

Signature of Parent, Guardian or Authorized Person Date

Signature of Minor Date



b

mily independence

Form W-516E Fa
Adminisiration

Rev. 8/21/12

=t

iman Resources |
minisiration i
Department of I
0Cial oernvices I

|
|

Date:

Case Number:

Case Name:

Real Property Tax Credit Notice

Note: As of August 29, 2012, any reference to the Food Stamp Program in this notice shall mean the
Supplemental Nutrition Assistance Program (SNAP), and any reference to Food Stamps shall mean SNAP

benefits. _l |_ _| _l

Our records indicat
an average rent of

g9 for at|least six (6) monihs and that you have paid
. Thergfore, yau| may be |eligible to|receiyg a New York State Real

one in ypur ﬁoljseh bld is pge 65 or older, it may be

-

more than $75).

THE MONEY YOU C IS URS TOIKEEP. Yoy po npt have to inform your Job
Center or Non Cash\AsSigtarice Sugplementl W Aksistande Program| (NCA SNAP) Center when you
receive the credit. There-will be angeinryour C Assi /SNAP Denetits because of it.

To help you apply for the credit, we have enclosed a computerized Real Property Tax Credit for Homeowners
and Renters (Form IT-214), which we have completed using information from our files.

In order to receive your credit, you or your spouse must sign and date the enclosed form at the bottom of page 2,
in the area marked by "Taxpayer(s) sign here." You must mail the form to: State Processing Center, P.O. Box
61000, Albany, NY 12261-0001.

The New York State Department of Taxation and Finance will review the form and determine whether or not you
are eligible for the credit. PLEASE DO NOT CONTACT YOUR JOB CENTER OR NCA SNAP CENTER.

You are responsible for the accuracy of the information we have provided on the enclosed IT-214 form on
your behalf regarding your residency, whether you can be claimed on another taxpayer's Federal return and
the information concerning all of your household members. If we failed to list any individual who is a member
of your household, please add the name(s) to the list on page 1 of the enclosed IT-214 form.

Do not sign the form if any of the financial information is incorrect. You should instead seek the
assistance of a qualified tax preparer and/or file a regular 1T-214 form if you are eligible for the credit. Visit
the IRS Web site at www.irs.gov/efile for details on filing an income tax return without paying a qualified tax
preparer for help.

Do not complete this form if you have already filed an IT-214 form for the current tax year.

Mail Job #154




Human Resources | Family independence
¥
i
i

Form W-516G

Administration Adminisiration
Rev. 8/21/12 Department of
Sociai Services

Date:

Case Number:

Case Name:

New York State Nutrition Incentive Program (NYSNIP)
Real Property Tax Credit Notice

e Supblemental Nutrition
ofits.

Note: As of August 29 p Program shall mean|t
irps shall mean SNAP be

[T

- refore, you may be

for at l€ast=six (6)|mont
eligible to receive a [New Yofk $tate of up c%ror yourr houg (if anyone in your

THE MONEY YOU R

i
Cash Assistance Suppleméntal &Profrar

There will be no change in your SNAP benefits because of it.

S—T0 K You|do n
h (NCA Center w

o inform your Non
receive the credit.

To help you apply for the credit, we have enclosed a computerized Real Property Tax Credit Form (IT-214),
which we have partially completed using information from our files. Since you are enrolled in the New York State
Nutrition Incentive Program (NYSNIP), other information required to complete the IT-214 is no longer available
to us and therefore must be provided by you.

Please provide information for questions 19, 20, 21, 22, 28, 30, 31 and 33 on the IT-214 because we are unable
to complete them for you. You must provide the information asked for in these questions in order to determine if
you qualify for this credit.

In order to receive your credit, you or your spouse must sign and date the enclosed form at the bottom of page
2, in the area marked "Taxpayer(s) sign here." You must mail the form to: State Processing Center, P.O. Box
61000, Albany, NY 12261-0001.

The New York State Department of Taxation and Finance will review the form and determine whether or not you
are eligible for the credit. PLEASE DO NOT CONTACT YOUR NCA SNAP CENTER.

You are responsible for the accuracy of the information we have provided on the enclosed IT-214 form on
your behalf regarding your residency, whether you can be claimed on another taxpayer's Federal return and
the information concerning all of your household members. If we failed to list any individual who is a member
of your household, please add the name to the list on page 1 of the enclosed IT-214 form. Attach additional
sheets if necessary.

Do not sign the form if any of the financial information is incorrect. You should instead seek the
assistance of a qualified tax preparer and/or file a regular IT-214 form if you are eligible for the credit. Visit
the IRS Website at www.irs.gov/efile for details on filing an income tax return without paying a qualified tax
preparer for help.

Do not complete this form if you have already filed an IT-214 form for the current tax year.
Mail Job #513



Form W-904KK LLF

Rev. 12/5/08 Human Resources | Family independence
Aﬁnlnhkﬂjnn Adminisiration
Department
Social Services

RTSC — Questionnaire for Minors in Residential Treatment

Last Name: First Name:

Parent/Guardian:

Address:

City: State: Zip:

Has the parent/guardian signed the parental Consent for Substance Abuse Assessment of a Minor (M-76k) release form?

" yes [ No Iy, — ]

2 N
Tﬁ};ed momf /\
Treatment Program: [\

L/
Please answer the follpying quutio : :l
Were you court-mandated to aftgnd the above-mentjdnid progragn? [T Yes [~ No
A

i

If Yes, please select orle\of th¢ follpying

[ Parole opatign
[ other:
Are you currently receiving Cash Assistance? [ vyes [~ No

If Yes, what is the case number?

What is the relationship between you and the case head?
Where will you reside upon completion of this program?

Address:

City: State: Zip:

Where did you reside prior to entering treatment?

Address:

City: State: Zip:

Please be advised that if you are under 16 years of age and are permanently out of your parent's/guardian’'s household, a
referral to the Administration for Children’s Services (ACS) and the Office of Child Support Enforcement (OCSE) is required.

ACS Referral: [~ Yes [ No If Yes:

Date
OCSE Referral: [~ Yes [~ No If Yes:

Date
Applicant’s Signature Date
Treatment Program Representative (Print Name) Title

Treatment Program Representative (Signature) Date
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