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

Added or updated items | The following forms and poster have been added or updated on edocs:

Forms updated in the e The following forms related to Career Services were updated:
FIA-1188 series = “Referral To CareerCompass” (FIA-1188a);
» “Referral To YouthPathways” (FIA-1188c);
» “Referral to CareerAdvance (FIA-1188e);
= “Partnership Opportunity Referral Letter” (FIA-1188f);
= “Mandatory Return Appointment to CareerCompass”
(“FIA-1188K);
= “Mandatory Return Appointment to YouthPathways”
(FIA-1188L);
= “Appointment with CareerCompass for Reassessment”
(FIA-1188q);
= “Appointment with YouthPathways for Ressessment”
(FIA-1188r).

The forms were all updated as follows:

= The sentence “Please do not bring any children with you to the
appointment.” was added;

= Icons were added in front of the Appointment, Time,
Telephone, and Location fields;

= The text box after “Travel Directions” was replaced with static
text;

= “See next page” and the accompanying arrow were replaced
with the phrase “(Turn page);” and

» The disability rights language was updated.

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



Updates to FHEPS
forms

Forms updated to
comply with plain
language standards

Obsolete items

PB #18-49-OPE

The FIA-1188a, FIA-1188c, and FIA-1188e forms also had a revision
to the second sentence in the first paragraph.

The following Family Homelessness & Eviction Prevention
Supplement (FHEPS) forms were updated as follows:
= “Family Homelessness & Eviction Prevention Supplement A
and B (FHEPS A and B) Application” (HRA-146a) was revised
to add the FHEPS to Stay Worksheet on page 7, and a
reference to the FHEPS to Stay Worksheet on page 5 in the
Rental Information section; and
= “Potential Eligibility for Family Homelessness and Eviction
Prevention Supplement (FHEPS)” (HRA-146j) form was
updated to reflect that the signing bonus and 15% broker’s fee
are available through June 30, 2019.

The following forms were revised to conform with the plain language
standards:
= “Notice to All Applicants” (EXP-75Q);
= “Home Visit Needed/Homebound Process” (FIA-1028);
=  “Notice to Participant: Restriction of Rent Payment” (M-328c);
= “Notice of Intent to Reduce Cash Assistance Public Shelter
Resident” (M-328));
= “POS Applicant Interview Guide” (W-205GG).

“Put Them to Bed as if Their Life Depends On It.” (OCM-44) poster is
part of the ACS/DOHMH Sleep Safe Campaign. It promotes babies
should be put to bed to reduce the occurrence of Sudden Infant Death
Syndrome. The poster size is 24” x 36” and should be displayed
inside a frame in Lactation rooms.

The following forms have been made obsolete:

“Department of Homeless Services Shelter Intake Centers” (DSS-5);
“Important Notice enclosed. If you need help reading the notice, go to
your Center.” (EXP-75C);

“Important notice enclosed. If you need help reading the notice, go to
your Center.” (EXP-75E);

“Important notice enclosed. If you need help reading the notice, go to
your Center.” (EXP-75F);

“Important notice enclosed. If you need help reading the notice, go to
your Center” (EXP-75G);

“Introducing The Home Visit Needed / Homebound (HVN/HB) Call
Unit (FIA-1028w);

“Important Notice You Are Receiving a Supplement To Your Benefits”
(FIA-1094v);

“HRA is Changing for You” (FIA-1139);
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e “Please Update Your Contact Information” (FIA-1160);

e ‘“Important Legal Notice of Your Right to Apply for Reinstatement of
Split-Shift Home Care Services” (HRA-107);

e “Timely Aid-Continuing Fair Hearing Language Insert Conference and
Fair Hearing Information ” (M-4c).

e “Did You Ever Serve In The Military” (M-159);

e “Food Stamp Letter re: Unreported Employment” (W-120H);

e “Notice of Appointment for Recertification Interview” (W-132BB);

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

Attachments:

EXP-75Q (MLF)

FIA-1028
FIA-1028 (S)
FIA-1188a
FIA-1188a (S)
FIA-1188¢c
FIA-1188c (S)
FIA-1188e
FIA-1188e (S)
FIA-1188f
FIA-1188f (S)
FIA-1188k
FIA-1188k (S)
FIA-1188L
FIA-1188L (S)
FIA-1188q
FIA-1188q (S)

FIA-1188r

Notice to All Applicants (07/06/2018)
Home Visit Needed/Homebound Process
(06/27/2018)

Home Visit Needed/Homebound Process
(06/27/2018)

Referral To CareerCompass (07/02/2018)
Referral To CareerCompass (07/02/2018)
Referral To YouthPathways (07/03/2018)
Referral To YouthPathways (07/03/2018)
Referral to CareerAdvance (07/03/2018)
Referral to CareerAdvance (07/03/2018)
Partnership Opportunity Referral Letter
(07/03/2018)

Partnership Opportunity Referral Letter
(07/03/2018)

Mandatory Return Appointment to
CareerCompass (07/03/2018)

Mandatory Return Appointment to
CareerCompass (07/03/2018)

Mandatory Return Appointment to YouthPathways
(07/03/2018)

Mandatory Return Appointment to YouthPathways
(07/03/2018)

Appointment with CareerCompass for
Reassessment (07/03/2018)
Appointment with CareerCompass for
Reassessment (07/03/2018)
Appointment with YouthPathways for
Reassessment (07/03/2018)

Policy, Procedures, and Training

3 Office of Procedures



FIA-1188r (S)

HRA-146a

HRA-146a (S)

HRA-146]

HRA-146j (S)

M-328c
M-328c (S)
M-328j
M-328j (S)
OCM-44
OCM-44 (S)
W-205GG
W-205GG (S)
DSS-5
EXP-75C
EXP-75E
EXP-75F
EXP-75G
FIA-1028w
FIA-1094v

FIA-1139
FIA-1160

HRA-107

PB #18-49-OPE

Appointment with YouthPathways for
Reassessment (07/03/2018)

Family Homelessness & Eviction Prevention
Supplement A and B (FHEPS A and B)
Application (02/27/2018)

Family Homelessness & Eviction Prevention
Supplement A and B (FHEPS A and B)
Application (02/27/2018)

Potential Eligibility for Family Homelessness and
Eviction Prevention Supplement (FHEPS)
(07/25/2018)

Potential Eligibility for Family Homelessness and
Eviction Prevention Supplement (FHEPS)
(07/25/2018)

Notice to Participant: Restriction of Rent Payment
(08/16/17)

Notice to Participant: Restriction of Rent Payment
(08/16/17)

Notice of Intent to Reduce Cash Assistance Public
Shelter Resident (08/16/2017)

Notice of Intent to Reduce Cash Assistance Public
Shelter Resident (08/16/2017)

Put Them to Bed as if Their Life Depends On It
Put Them to Bed as if Their Life Depends On It
POS Applicant Interview Guide (02/20/2018)
POS Applicant Interview Guide (02/20/2018)
Department of Homeless Services Shelter Intake
Centers (Obsolete)

Important notice enclosed. If you need help
reading the notice, go to your Center (Obsolete)
Important notice enclosed. If you need help
reading the notice, go to your Center (Obsolete)
Important notice enclosed. If you need help
reading the notice, go to your Center (Obsolete)
Important notice enclosed. If you need help
reading the notice, go to your Center (Obsolete)
Introducing The Home Visit Needed / Homebound
(HVN/HB) Call Unit (Obsolete)

Important Notice You Are Receiving a Supplement
To Your Benefits (Obsolete)

HRA is Changing for You (Obsolete)

Please Update Your Contact Information
(Obsolete)

Important Legal Notice of Your Right to Apply for
Reinstatement of Split-Shift Home Care Services
(Obsolete)
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M-4c

M-15g
W-120H

W-132BB
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Timely Aid-Continuing Fair Hearing Language
Insert Conference and Fair Hearing Information
(Obsolete)

Did You Ever Serve In The Military (Obsolete)
Food Stamp Letter re: Unreported Employment
(Obsolete)

Notice of Appointment for Recertification Interview
(Obsolete)
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Family Independence
Administration

EXP-75Q (MLF) 7/06/2018 (page 1 of 3) ) Human Resources
(ENG Rev. 07/06/18) Sg‘)r;lr[(rrtr::glt'%tflon
Social Services

Notice to All Applicants

The application kit has the New York State Application for Certain Benefits and Services (LDSS-2921)
form. You do not have to fill out the form if you complete your interview today. If you cannot stay for
your interview, please complete the form. We will need it to start your application today.

The application kit also has important information about what you may need to apply for benefits and
services. Please read all of the information carefully.

If you do not understand this notice, please ask us for help.

Aviso a Todos los Solicitantes (Spanish)

El paquete de solicitud contiene el formulario Solicitud de Ciertos Subsidios y Servicios del Estado de
Nueva York (LDSS-2921). No es necesario que usted rellene este formulario si lleva a cabo su
entrevista el dia de hoy. Si no puede quedarse para la entrevista, favor de rellenar el formulario. Lo
necesitaremos para iniciar su solicitud el dia de hoy.

bién contiene informacion in ante sobre lo Eﬁﬁd necesite para
i08, Por favor le tdam [ an\detenidam

El paquete de solicitud
solicitar subsidios y sy

Chinese)

L T2

AR EEE R AN R A '

2y
iy
S5

A THEBHHR

Si no entiende este awso, por f

HEF RN ERS ﬁaﬂéﬂﬁ&?&’ﬁﬁ FHVEEEER - S T AlRT A AR
MREEFHEEANE - FaBRfI=R g -

2= ME X0 et SXl (Korean)
A

= AE IJEN= EE 6ls & MBIA0 et == = A
and Services) (LDSS-2921) 2AI0| Z& & H US

& M (New York State Application for Certain Benefits
LICH 25 HES 220ta 22 = L4AlS 46t 20t

—

S LICH

= AE IS0 HE U HHIAS MEGE O URE 08 HPE R0 ASUM 2 LS Fo
2H O EHAIL

IT 21 Ty .




Family Independence
Administration

EXP-75Q (MLF) 07/06/2018 (page 2 of 3) L Aman Resouross
(ENG Rev. 07/06/18) Department of
Social Services

Avi pou tout Kandida (Haitian Creole)

Pake aplikasyon an genyen ladan fom Aplikasyon Eta New York la pou Séten Avantaj ak Sevis (LDSS-2921).
Ou pa bezwen ranpli fom nan si ou fé entevyou w jodi a.

Pake aplikasyon an genyen ladan tou enfomasyon enpotan sou sa ou ka bezwen pou aplike pou avantaj ak
sevis yo. Tanpri li tout enfomasyon yo avek anpil atansyon.

Si ou pa konprann avi sa a, tanpri mande nou pou ede ou.

YBenomneHue ana Bcex saasutenen (Russian)
B nakeT JOKYMEHTOB BXOAMT hopMa 3asiBNEHNs Ha NoMyyYeHne nocobuii n ycnyr B wrate Hbto-Mopk
(LDSS-2921). Ecnu Bbl npoLunn cobeceaoBaHne CeroaHsi, 3anosnHATb AaHHyo hopmy He TpebyeTcs.

B nakeTe OKYMEHTOB Bbl TakKe HangeTe BaXHYH MH(OpMaLMO O TOM, YTO MOXET NOHaao0buTbes Ans
nogayv 3asiBfieHns Ha nony4veHme nocobui n ycnyr. lNpocbba BHUMaTENbHO 03HAKOMUTBLCS C 3TON
MHopMaumnen.

Ecnu BaM He icHO cogepxaHue HacTosiero ysegomMrieHus, OGPaNaVITer K HaM 3a NOMOLbHO.
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EXP-75Q (MLF) 7/06/2018 (page 3 of 3) ) Human Resources
(ENG Rev. 07/06/18) Sg‘)r;lr[(rrtr::glt'%tflon
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Avis a toutes les personnes déposant une demande (French)

Le dossier de demande inclut le formulaire de demande de certaines prestations et certains services
de I'Etat de New York (LDSS-2921). Vous n'avez pas a remplir ce formulaire si vous passez votre
entretien aujourd’hui.

Le dossier de demande comprend également des informations importantes sur ce dont vous pouvez
avoir besoin pour demander des prestations et services. Veuillez lire attentivement toutes ces
informations.

Si vous ne comprenyf/p@\cet a)(/ﬁ, der@dezﬁ us de l'aid€. | |

ien aw stkich|wnioskodawcdw (Polish)

Zestaw wnioskéw zawiera_formuldrz Whiosku stanul Noivy Jork/o okreslone swiadezenia i ustugi
SCi ia/tego formularza w|przypadku przeprowadzenia

<

rozmowy w dniu dzislejszy

Zestaw wnioskow zawiera rowniez wazne informacje na temat wymagan niezbednych w celu
ubiegania sie o swiadczenia i ustugi. Nalezy doktadnie przeczyta¢ wszystkie informacje.

Jesli nie rozumiejg Panstwo tego powiadomienia, prosimy zwréci¢ sie o pomoc.
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FIA-1028 (E) 06/27/2018 (page 1 of 2) LLF

Home Visit Needed/Homebound Process

You asked us for Home Visit Needed/Homebound (HVN/HB) status. This means that an HRA
worker will come to you for all your required appointments.

Right now, you have temporary HVN/HB status. This notice explains what you need to do to
get ongoing HVN/HB status.

Who do | Call If | Have Questions About This?
We have an Home Visit Needed/Homebound (HVN/HB) Call Unit to help people with HVYN/HB

status. You can call the HVN/HB Call Unit at , Monday through Friday,
9:00am to 5:00pm.

When you call this number during business hours, a worker from the HVN/HB Call Unit will
answer your call. This number is the best way to contact us for as long as you have HVN/HB
status.

You should call t

ork |

You have an e
You need tplsche

You want to make a complaint that we are not helping you with your HVN/HB status
You did not feel safe during your home visit

What do | Need to do to Get Home Visit Needed/Homebound (HVN/HB) status?

You need to give us medical or clinical documents, like a letter from your doctor. The
documents should show us that you have a disability, physical condition, or mental condition
that makes it hard for you to come to an HRA office.

What Happens at the Home Visit?

At the home visit that you asked for, you should give the HRA worker any medical or clinical
documents you have to support your Home Visit Needed/Homebound (HVN/HB) status. If you
do not have any medical or clinical documents yet, you will have up to 30 days after the home
visit to get them. We can also help you get these documents.

(Turn page)



FIA-1028 (E) 06/27/2018 (page 2 of 2) Human Resources Administration
LLF Family Independence Administration

What Happens at the Home Visit? (continued)

You and the HRA worker fill out a form called the Home Visit Needed/Activities of Daily Living
Form (CAS-102). The worker will also give you:

e Home Visit Needed/Clinician Assessment Form (CAS-103) for your doctor or clinical
provider to fill out;

¢ A postage paid envelope for your doctor or medical provider to return Form CAS-103 to
HRA within 30 days;

o HIPAA Authorization for the Disclosure of Individual Health Information (CAS-605) for
you to fill out and sign if you want our help in getting medical or clinical documents for
you.

If you need our help in getting your medical or clinical documents, you have to fill out and sign
Form CAS-605 and give us your doctor or medical or clinical provider’s contact information.
We will contact your doctor or clinical provider and ask for the documents.

What Happens if | Do Not Give You Any Clinical Documents?

If you do not give us any medical or clinical documents, and you do not want us to help you
get these documents, then we may end your temporary Home Visit Needed/ Homebound

(HVN/HB) status. [ n within 30 days. then make appmn’rments for you at
an HRA office.

If you don'’t think that you ca tc

more time.

What Happens Kﬁer Y |c uments?

We will review all \oour J_;éal or _jal ocu =nt§| We wil| then decide if yoau should have
ongoing Home Visit eeded/Homebound (HVN/HB) status.

in 30 days| you can ask us for

We will send you a notice that tells you our decision.

If we decide that you will not get HVN/HB status, we will call you to talk about it and see if
there are other ways we can help you.

If you do not agree with our decision, you or your authorized representative can file an
appeal. We will review your appeal to see if we made the right decision.

We will also contact you to remind you about your home visits and tell you other things you
need to do to keep your benefits.

Please keep this notice for future reference.

HRA Worker Name (Print) HRA Worker 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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FIA-1028 (S) 06/27/18 (page 1 of 2) LLF

Tramite de Visita Domiciliaria Necesaria/Confinamiento al Hogar

Usted nos pidio el estado de las Visita Domiciliaria Necesaria/Confinamiento al Hogar
(HVN/HB, por sus siglas en inglés). Esto significa que un trabajador de la HRA se trasladara
a su hogar para todas las citas que usted deba cumplir.

En este momento, usted tiene estado temporario de HVN/HB. El presente aviso le explica los
pasos que debe tomar para obtener estado continuo de HVN/HB.

2 A Quién llamo si tengo preguntas sobre todo esto?

Tenemos una Unidad de Llamadas de HVN/HB para ayudar a las personas con el estado
de HVN/HB. Usted puede llamar a la Unidad de Llamadas de HVN/HB al , de
lunes a viernes entre las 9:00 a.m. y 5:00 p.m.

Cuando llame a este numero durante horas laborables, su llamada sera contestada por un
trabajador de la Unidad de Llamadas de HVN/HB contestara su llamada. Esta es la mejor
manera de comunicarse con nosotros siempre que usted tenga el estado de HVN/HB.

cuanddq:

e tenga preguntas o] mqwtudes sobre Su caso

..Qué pasos debo tomar para obtener el estado de la Visita Domiciliaria
Necesaria/Confinamiento al Hogar (HVN/HB)?

Usted tiene que proporcionarnos documentos médicos o clinicos, como una carta de
su médico. Los documentos deben demostrarnos que usted padece una
discapacidad, estado fisico o mental que le dificulte trasladarse a una oficina de la HRA.

.. Qué sucede durante la visita domiciliaria?

Durante la visita al hogar que usted solicitd, debe entregar al trabajador de la HRA todo
documento médico o clinico que tenga para apoyar el estado de HVN/HB. Si usted aun no
posee documentos médicos o clinicos, dispondra de hasta 30 dias tras la visita al hogar para
conseguirlos. Nosotros también podemos ayudarle a conseguir estos documentos.

(Voltee la pagina)



FIA-1028 (S) 06/27/2018 (page 2 of 2) Administracion de Recursos Humanos
LLF Administracion de la Independencia Familiar

2 Qué sucede durante la visita al hogar? (continuacion)

Usted y el trabajador de la HRA rellenaran un formulario llamado Solicitud Necesaria para la
Visita Domiciliaria/Actividades de la Vida Diaria (CAS-102 [S]). Ademas el trabajador le dara a
usted:

o el Formulario de Visita Domiciliaria Necesaria/Evaluacion Clinica (CAS-103) para que lo
rellene su meédico o proveedor clinico;

e un sobre con franqueo pagado para que su médico o proveedor clinico devuelva el
formulario CAS-103 a la HRA dentro de 30 dias;

¢ la Autorizacion HIPAA para la Divulgacion de Informacion Médica Personal
(CAS-605 [S]) para que usted la rellene y firme, si desea nuestra ayuda para obtener
documentos médicos o clinicos.

Si usted necesita nuestra ayuda para obtener documentos médicos o clinicos, tiene que
rellenar y firmar el formulario CAS-605 (S) y proporcionarnos la informacion de contacto de
su médico o proveedor clinico. Nosotros nos comunicaremos con su meédico o proveedor
clinico para pedirle los documentos.

¢..Qué tal si no proporciono documentos clinicos?

Si usted no nos proporciona documentos meédicos o clinicos y no desea nuestra ayuda para
obtener dichos documentos, nosotros entonces podemos poner fin a su estado de HVN/HB
temporario. Esto > hosotrgds e programaremos

citas en una ofici

A1 4

Si usted no cree tos dentrg de 30 dias, puede
pedirnos mas tiem

. Qué sucedera una v i inicos?

Revisaremos todw ﬂmen%é \t%/s o clinicos. Posteriormente decidiremos si usted
necesita el estado e HV ) |1 L

Le enviaremos a usted un aviso que le indicara nuestra decision.

Si decidimos que a usted no se le otorgara el estado de HVN/HB, le llamaremos para tratar del
tema y constatar si le podemos ayudar de otro modo.

Si no esta de acuerdo con nuestra decision, usted o su representante autorizado pueden
interponer una apelacion. Nosotros examinaremos su apelacion para determinar si tomamos la
decisién correcta.

Nosotros también nos comunicaremos con usted para recordarle las visitas a su hogar y para
informarle de otros pasos que usted tiene que dar para mantener sus beneficios.

Favor de guardar este aviso para futura consulta.

Nombre del trabajador de HRA Firma del trabajador de HRA Fecha
(letra en molde)

El padecimiento de una afeccidon o discapacidad médica o psiquiatrica puede
impedirle entender este aviso o cumplir el mismo. Este tipo de afeccion puede obstruir el
recibimiento de otros servicios de la HRA. Si esta situacion 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-1188a (E) 07/02/2018 (page 1 of 2) LLF

Date:

Case Number:

Case Name:

Case Type:

Caseload:

Referral to CareerCompass

We are referring you to a CareerCompass provider. CareerCompass offers a set of
services designed to work closely with you to help you succeed.

will provide services that are more in line with your

personal background. By learning about what you need, you will have education, training and
job opportunities available. The main goal is to start you on a career path that is just for you.
CareerCompass is the first step!

You must go to ypyr Care i [ the location below. If
you cannot keep\ your appoinfme i blease let your provider
know in advance. [ [ )0 t.

Provider Name:

O Address:

City: State: Zip Code:

Travel Directions: Please call the MTA at 718-330-1234 or visit http://www.mta.info.

This is a mandatory appointment. If you do not go to this appointment, or miss other
program requirements, your Cash Assistance benefits may be lowered or stopped. Your
Supplemental Nutrition Assistance Program (SNAP) benefits may also be lowered or stopped
if you do not go to this appointment or if you do not do what the program requires for at least
30 hours each week. Failure to comply with Cash Assistance work requirements has no effect
on your Medicaid eligibility. There are no work requirements for Medicaid.

If you have an emergency or need to reschedule this appointment, call the telephone number
listed above before your appointment.

(Turn page)
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When you go to , they will introduce their services to you
at an orientation. This is where you will learn about the opportunities and services offered.
This is also where the rules and requirements of the program will be explained to you.

Next, they will discuss with you one-on-one about your skills and interests. They will also
talk to you about what you need to be ready for a career.

Using these discussions, they will create a service plan. This plan will describe how you can
get the tools needed for your own career path. This plan will include the things you need to do
based on your own employment or education goals.

will also make sure that you are in the right programs
and will help set up everything for you. They will also follow up with you on a regular schedule
to support your progress.

State law says that you must participate in continuous job search and other work-related
activities in order to get and keep getting Cash Assistance.

Do you have a medical or mental health condition or disability? Does this condition
rtp hat this notige ng? Does this
ces|at HRA? We can help you. Call us at
ypu-visit an|HRA office."You have a right
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Fecha:

Ndamero del Caso:

Nombre del Caso:

Tipo del Caso:

Unidad de Casos:

Recomendacion para CareerCompass

Le estamos recomendando a un proveedor de CareerCompass. CareerCompass brinda
una serie de servicios que tienen por objeto colaborar estrechamente con usted para ayudarle
a tener éxito.

le brindara servicios que van mas acorde con

su formacion personal. Tras evaluar lo que usted necesite, usted dispondra de oportunidades
de educacion, capacitacion y empleo. El objetivo principal es encaminarle en la carrera
profesional |deal D sted. 5 ¢ )gso!

, hora y local indicado
idado infantil,

Usted tiene que acudir a 3 la fech
a continuacion. Shusf i i broblen
favor de informarle de.antema edor. traer a ni

ﬁ Teléfono: |

Nombre del Proveedor:

O Direccién:
Ciudad: Estado: Cddigo Postal:

Indicaciones de viaje: Favor de llamar a la MTA al 718-330-1234 o visitar
http://www.mta.info.

Esta cita es obligatoria. Si usted no se presenta a esta cita, ni cumple otros requisitos del
programa, se pueden reducir o cancelar sus beneficios de Asistencia en Efectivo. Si usted no
se presenta a esta cita, o si no cumple los requisitos del programa por un minimo de 30 horas
semanales, también se pueden reducir o cancelar sus beneficios del Programa de Asistencia
de Nutricion Suplementaria (SNAP). El incumplimiento de los requisitos de empleo de
Asistencia en Efectivo no afecta su elegibilidad para Medicaid. No existen requisitos

de empleo para Medicaid.

Si se le presenta una emergencia o si necesita reprogramar la cita, llame antes de la misma
al numero de teléfono indicado arriba.

(Voltee la pagina)
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Al usted acudir a , e le presentaran los servicios
durante la orientacion, para que se familiarice con las oportunidades disponibles. Sera
durante la misma, donde también se le explicaran las reglas y los requisitos del programa.

Posteriormente, se conversara con usted sobre sus aptitudes e intereses en persona, asi
como de lo necesario para prepararse profesionalmente.

Mediante esta conversacién, se elaborara un plan de servicio que le indicara como obtener
lo necesario para su trayectoria profesional. El plan incluira los pasos a tomar, segun sus
propias metas profesionales o educacionales.

Ademas, se asegurara de que usted participe en los
programas apropiados y le ayudara a organizar todo. También se mantendra en contacto
periddico con usted para impulsar su progreso.

La ley estatal estipula que para obtener Asistencia en Efectivo y seguir obteniendo la misma,
usted debe participar en la busqueda continua de empleo y en otras actividades relacionadas

con el empleo.
siquiatrica?—zL& dificulta la
dn recib|r|otros servicios de

1[212-33(1-4640) Usted
también puede pedir i ici RA. Conforme a la ley, usted

¢ Padece uste
misma entende
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Date:
Case Number:

Case Name:

Case Type:

Caseload:

Referral to YouthPathways

We are referring you to a YouthPathways provider. YouthPathways offers a set of services
designed to work closely with you to help you succeed.

will provide services that are designed for people ages

18 through 24. By receiving services that support your age group, you will have education,
training and job opportunities available. The main goal is to start you on a career path that is
just for you. YouthPathways i [

[ ]
You must go to ‘ : [ ime and|at the location below. If
you cannot keep our appoi ssue, please let your provider
know in advance. i i this appc-'rh{-mept.
[elephone: |
Provider Name:
O Address:
City: State: Zip Code:

Travel Directions: Please call the MTA at 718-330-1234 or visit http://www.mta.info.

This is a mandatory appointment. If you do not go to this appointment, or miss other
program requirements, your Cash Assistance benefits may be lowered or stopped. Your
Supplemental Nutrition Assistance Program (SNAP) benefits may also be lowered or stopped
if you do not go to this appointment or if you do not do what the program requires for at least
30 hours each week. Failure to comply with Cash Assistance work requirements has no effect
on your Medicaid eligibility. There are no work requirements for Medicaid.

If you have an emergency or need to reschedule this appointment, call the telephone number
listed above before your appointment.

(Turn page)
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When you go to , they will introduce their services to you
at an orientation. This is where you will learn about the opportunities and services offered.
This is also where the rules and requirements of the program will be explained to you.

Next, they will discuss with you one-on-one about your skills and interests. They will also
talk to you about what you need to be ready for a career.

Using these discussions, they will create a service plan. This plan will describe how you can
get the tools needed for your own career path. This plan will include the things you need to do
based on your own employment or education goals. You may stay with your YouthPathways
provider or you may be able to join an opportunity through another provider that is more in line
with your goals and abilities.

will also provide you with services to help you as you
start on your career path. They have counselors who will be with you every step of the way,
whether you choose an education or job training program or want to look for a job right away.

State law says that you must participate in continuous job search and other work-related
activities in order to get and keep getting Cash Assistance.

——

B |
Do you have amedi ition o isl bility?|Does this condition
do what this notige is asking? Does this

a A7 We can help-ybu. Call us at

) visit an|HRA office. You have a right

condition make it
212-331-4640.
to ask for this ki
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Fecha:

Numero del Caso:

Nombre del Caso:

Tipo del Caso:
Unidad de Casos:

Recomendacion para YouthPathways

Le estamos recomendando para un proveedor de YouthPathways. YouthPathways brinda
una serie de servicios que tienen por objeto colaborar estrechamente con usted para ayudarle

a tener éxito.

le brindara servicios ideados para personas de 18 a 24

afnos de edad. Al usted recibir los servicios que apoyen a su grupo de edad, dispondra de
oportunidades de educacion, capacitacion y empleo. El objetivo principal es encaminarle en la

carrera profesiona fimer pdso! |
Usted tiene que a t la fecha, hora y local indicado
a continuacion. S i i probleman_gigjﬂdado infantil,
favor de informarle~de . traer a pin esta cita.
B Fecha de Ieléfono
Nombre del Proveedet” |
O Direccion:
Ciudad: Estado: Caddigo Postal:

Indicaciones de viaje: Favor de llamar a la MTA al 718-330-1234 o visitar
http://www.mta.info.

Esta cita es obligatoria. Si usted no se presenta a esta cita, ni cumple otros requisitos del
programa, se pueden reducir o cancelar sus beneficios de Asistencia en Efectivo. Si usted no
se presenta a esta cita, o si no cumple los requisitos del programa por un minimo de 30 horas
semanales, también se pueden reducir o cancelar sus beneficios del Programa de Asistencia
de Nutricion Suplementaria (SNAP). El incumplimiento de los requisitos de empleo de
Asistencia en Efectivo no afecta su elegibilidad para Medicaid. No existen requisitos
de empleo para Medicaid.

Si se le presenta una emergencia o si necesita reprogramar la cita, llame antes de la misma
al numero de teléfono indicado mas arriba.

(Voltee la pagina)
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Al usted acudir a , le presentaran los servicios durante
la orientacion, para que se familiarice con las oportunidades disponibles. Sera durante la
misma, donde también se le explicaran las reglas y los requisitos del programa.
Posteriormente, se conversara con usted sobre sus aptitudes e intereses en persona, asi
como de lo necesario para prepararse profesionalmente.

Posteriormente, se conversara con usted sobre sus aptitudes e intereses en persona, asi
como lo necesario para prepararse para su carrera profesional.

Mediante esta conversacion, se elaborara un plan de servicio, que le indicara cdmo obtener
lo necesario para su trayectoria profesional. El plan incluira los pasos a tomar segun sus
propias metas profesionales o educacionales. Usted puede continuar con su proveedor de
YouthPathways o podri a aprovecharse de una oportunidad mediante otro proveedor

que esté mas acorde con sus metas y aptitudes.

Ademas, le brindara servicios para ayudarle mientras
usted comience su trayectoria profesional. Se cuenta con asesores que le asistiran en todo
momento, ya sea si opta por un programa educacional o de capacitacion laboral o si desea

buscar trabajo de inmedjato. |
alen Efectivio|y seguir|/obteniendo la misma,
otras gctividades relacionadas

¢ Padece ustewﬁpamd@ MCIH H:dica o ps"rquiérr ca9—tl1> dificulta la

misma entender o cumplir este aviso? ¢ Le dificulta la afeccidn recibir otros servicios de

@
—_
D
>

con el empleo.

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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Date:
Case Number:

Case Name:

Case Type:

Caseload:

Referral to CareerAdvance

We are referring you to a CareerAdvance provider. CareerAdvance offers a set of services
designed to work closely with you to help you succeed.

You must go to your CareerA af the location below. If
you cannot keep your-appoi setetypur provider
know in advance. Please\do i girtrirent.

ne: |

Provider Name:

0 Address:

City: State: Zip Code:

Travel Directions: Please call the MTA at 718-330-1234 or visit http://www.mta.info.

This is a mandatory appointment. If you do not go to this appointment, or miss other
program requirements, your Cash Assistance benefits may be lowered or stopped. Your
Supplemental Nutrition Assistance Program (SNAP) benefits may also be lowered or stopped
if you do not go to this appointment or if you do not do what the program requires for at least
30 hours each week. Failure to comply with Cash Assistance work requirements has no effect
on your Medicaid eligibility. There are no work requirements for Medicaid.

If you have an emergency or need to reschedule this appointment, call the telephone number
listed above before your appointment.

(Turn page)
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When you go to , they will introduce their services to you at an
orientation. This is where you will learn about the opportunities and services offered. This
is also where the rules and requirements of the program will be explained.

Next, they will review your service plan that was created in CareerCompass. Your service
plan will describe the education, training and/or job opportunities that you need to reach your
career goals. Your CareerAdvance provider will review everything with you to make sure the
plan still meets your needs and make changes, if needed.

Depending on your service plan, you may start a job training program or immediately start to

look for a job. Either way, is there to provide the services you
need according to the plan created just for you.

After you find a job, the CareerAdvance provider will help you succeed in that job by offering
workplace support services and ongoing opportunities for career advancement.

State law says that you must participate in continuous job search and other work-related
activities in order to get and keep getting Cash Assistance.

EAWNENEAIE -

timr[ isgbility?|C is condition
this hotjoe|(ar t at this notice is asking? Does this
othér/seryvice
o ask\for help when y

to ask for this kind of help under the law.

at HRA? YVe can help you. Call us at
) visit an|HRA office. You have a right

O w»w O
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Fecha:
Numero del Caso:

Nombre del Caso :

Tipo de Caso:
Unidad de Casos:

Recomendacién para CareerAdvance

Le estamos recomendado a un proveedor de CareerAdvance. La HRA esta reemplazando
el programa para Volver a Trabajar (B2W, por sus siglas en inglés) por una serie de servicios
que tienen por objeto colaborar estrechamente con usted para ayudarle a tener éxito.

5io
de g

rmidn parte/ de su plan de servicio
para ayudarle con Ja c a seguir desarrollando su

carrera.

n la fecha, h cal indicado a
raiz de un problema de cuidado infantil,
Havor de no traer a hihos a esta cita.

I I
o
ﬂ Teléfono:

Usted tiene que acudi
continuacion. Si usted n
favor de informarie\de

Fecha de la cita:

Nombre del proveedor:

Q Direccidn:

Ciudad: Estado: Cddigo Postal:

Indicaciones de viaje: Favor de llamar a la MTA 718-330-1234 o visitar
http://www.mta.info.

Esta cita es obligatoria. Si usted no se presenta a esta cita, ni cumple otros requisitos del
programa, se pueden reducir o cancelar sus beneficios de Asistencia en Efectivo. Si usted no
se presenta a esta cita, o si no cumple los requisitos del programa por un minimo de 30
horas semanales, también se pueden reducir o cancelar sus beneficios del Programa de
Asistencia de Nutricion Suplementaria (SNAP). El incumplimiento de los requisitos de empleo
de Asistencia en Efectivo no afecta su elegibilidad para Medicaid. No existen requisitos

de empleo para Medicaid.

Si se le presenta una emergencia o si necesita reprogramar la cita, llame antes de la misma
al numero de teléfono indicado arriba.

(Voltee la pagina)
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Al acudir a , se le presentaran los servicios durante
la orientation para que se familiarice con las oportunidades y servicios disponibles. Es aqui
donde también se le explicaran las reglas y los requisitos del programa.

Posteriormente, se repasara su plan de servicios creado por CareerCompass para usted.
Su plan de servicio detallara lo que usted requiere en cuanto a educacion, capacitacion

y oportunidades de empleo para alcanzar las metas de su carrera. Su proveedor de
CareerAdvance repasara todo con usted para asegurarse de que el plan esté acorde con
sus necesidades y hacer cambios, si es necesario

Dependiendo de su plan de servicio, puede que usted empiece un programa de
capacitacion de empleo o que inmediatamente inicie la busqueda de empleo. De

cualquier modo, esta ahi para proporcionarle los servicios que
usted necesite basado en el plan creado especificamente para usted.

Después de encontrar empleo, el proveedor de CareerAdvance le ayudara a tener éxito en
el empleo, al ofrecerle servicios de apoyo de empleo y oportunidades continuas para
avanzar su carrera.

La ley estatal esti e paraobtengrAsist tigo y seguhmndo la misma,
usted debe parti a busfjleda ic tlnfrl er nfotras gc es relacionadas

con el empleo.

¢Padece usteMﬁp (&X a%f t medica o psiiquiatriga? ; Le dificulta la
misma entender plireste aviso? dificulta la afeccéﬂ—reejb Fe*cree—éervicios 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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Date:

Case Number:

Case Name:

Case Type:

Caseload:

Partnership Opportunity Referral Letter

providers and their educational service partners provide services
to help applicants/participants find and keep jobs. Based on the results of your educational
tests and Employment Plan, you have been assigned to the Partnership Opportunity
program.

The Partnership Opportunity program is designed to prepare
you for work by giving you the opportunity to gain education training skills. You will be given
3 3 program.

th
a s b
because of a child sare ue,/ple Vi

1iip Opportunity program. You
cannot ke ur appointment
infadvange. Plégfse do not bring

() | |
Appointment Date: ﬂ Telephone:
Q Provider Address:

City: State: Zip Code:

Travel Directions: Please call the MTA at 718-330-1234 or visit http://www.mta.info.

This is a mandatory appointment. If you do not go to this appointment, or miss other
program requirements, your Cash Assistance benefits may be lowered or stopped. Your
Supplemental Nutrition Assistance Program (SNAP) benefits may also be lowered or stopped
if you do not go to this appointment or if you do not do what the program requires for at least
30 hours each week. Failure to comply with Cash Assistance work requirements has no effect
on your Medicaid eligibility. There are no work requirements for Medicaid.

If you have an emergency or need to reschedule this appointment, call the telephone number
listed above before your appointment.

(Turn page)
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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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Fecha:

Ndmero del Caso:

Nombre del Caso:

Tipo del Caso:

Unidad de Casos:

Carta de Recomendacion para el Programa Oportunidad de Colaboracién

Los proveedores de y sus socios de servicios educacionales
brindan ayuda a los solicitantes/participantes para conseguir y conservar empleo. Conforme
a los resultados de sus pruebas educacionales y su Plan de Empleo, a usted se

le ha asignado al programa Oportunidad de Colaboracion.

El programa Oportunidad de Colaboracion se ha ideado con
el fin de prepararle para el empleo, brindandole la oportunidad de adquirir aptitudes
académicas. Uste ira di infantil, siempre fue participe

Le hemos progran de Colab ion. Usted tiene
que presentarse e 8 . : _ uacion| Siusted no puede
cumplir la cita a raiz de _ " de informarle de antemano a su

I I
oS
ﬂ Teléfono:

Fecha de la Cita:

QDireccién del Proveedor:

Ciudad: Estado: Cadigo Postal:

Indicaciones de Viaje: Favor de llamar a la MTA al 718-330-1234 o visitar
http://www.mta.info

Esta cita es obligatoria. Si usted no se presenta a esta cita, ni cumple otros requisitos del
programa, se pueden reducir o cancelar sus beneficios de Asistencia en Efectivo. Si usted no
se presenta a esta cita, o si no cumple los requisitos del programa por un minimo de 30 horas
semanales, también se pueden reducir o cancelar sus beneficios del Programa de Asistencia
de Nutricion Suplementaria (SNAP). El incumplimiento de los requisitos de trabajo de
Asistencia en Efectivo no afecta su elegibilidad para Medicaid. No existen requisitos de
trabajo para Medicaid.

Si se le presenta una emergencia o si necesita reprogramar la cita, llame antes de la misma
al numero de teléfono indicado arriba.

(Voltee la pagina)
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¢Padece usted una discapacidad o afeccion 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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Date:
Case Number:

Case Name:

Case Type:

Caseload:

Mandatory Return Appointment
to CareerCompass

We have scheduled a mandatory return appointment for you. You must go to the program
location listed below. If you cannot keep this appointment, please call the telephone number

j lelephone: |

ERIRVALRI T

City: State: Zip Code:

/A
=/
=

Travel Directions: Please call the MTA at 718-330-1234 or visit http://www.mta.info.

At the time of your appointment, please bring the following:

(Turn page)
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If you have an emergency or need to reschedule this appointment, call the telephone number
listed on page 1 before your appointment. Please do not bring any children with you to this
appointment.

| understand that this is a mandatory appointment. If | do not go to this appointment, or
miss other program requirements, my Cash Assistance benefits may be lowered or
stopped. My Supplemental Nutrition Assistance Program (SNAP) benefits may also be
lowered or stopped if | do not go to this appointment or if | do not do what the program
requires for at least 30 hours each week. Failure to comply with Cash Assistance work
requirements has no effect on my Medicaid eligibility. There are no work requirements for
Medicaid.

Applicant/Participant Signature: Date:
Worker Signature: Date:
[ ]
AN\ R AR

Do you have a \medi al th dition or disgbility?|Does this condition
make it hard for yot [ ti r to do what i ing? Does this
condition makerit hard h ces|at HRAY elp you. Call us at
212-331-4640. Youc elp'when ypu visit an : have a right

to ask for this kind™©

elp under the lTaw.
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Fecha:

Numero del Caso:

Nombre del Caso:

Tipo del Caso:
Unidad de Casos:

Cita Obligatoria para Regresar
a CareerCompass

Le hemos programado una cita obligatoria para regresar a CareerCompass. Usted debe
presentarse en el local deI programa_listado a continuacion. Si no _puede cumplir esta

cita, favor de llamar i umejro\telefonico
: Ieléfonjo:

Q it \l__ 11—

Ciudad: Estado: Caddigo Postal:

Indicaciones de viaje: Favor de llamar a la MTA al 718-330-1234 o visitar
http://www.mta.info.

(Voltee la pagina)
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Favor de traer lo siguiente a la cita:

Administracion de Recursos Humanos

Administracion de la Independencia Familiar

Si se le presenta una emergencia o si necesita reprogramar la cita, llame antes de la misma al
numero de teléfono indicado en la pagina 1. Favor de no traer a nifios a esta cita.

Comprendo que esta cita es obligatoria. Si no me presento a esta cita o si no cumplo otros
requisitos del programa, se me pueden reducir o cancelar los beneficios de Asistencia en
Efectivo. Si no me presento a esta cita o si no cumplo los requisitos del programa por un
minimo 30 horas semanales, también se pueden reducir o cancelar mis beneficios

del Programa de Asistencia de Nutricion Suplementaria (SNAP). El incumplimiento de los
requisitos de empleo de Asistencia en Efectivo no afecta mi eleglbllldad para Medicaid. No

existen requisitos leo p

Firma del Solicitante/Paltici

Firma del Trabaja

Me

fcaid.

)

v

Flecha:

]

Feeha:

¢Padece usted una discapacidad o afeccion 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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Date:
Case Number:

Case Name:

Case Type:

Caseload:

Mandatory Return Appointment
to YouthPathways

We have scheduled a mandatory return appointment for you. You must go to the program
location listed below. If you cannot keep this appointment, please call the telephone number

j lelephone: |

ERIRVALRI T

City: State: Zip Code:

/A
=/
=

Travel Directions: Please call the MTA at 718-330-1234 or visit http://www.mta.info.

At the time of your appointment, please bring the following:

(Turn page)
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If you have an emergency or need to reschedule this appointment, call the telephone number
listed on page 1 before your appointment. Please do not bring any children with you to this
appointment.

| understand that this is a mandatory appointment. If | do not go to this appointment, or
miss other program requirements, my Cash Assistance benefits may be lowered or
stopped. My Supplemental Nutrition Assistance Program (SNAP) benefits may also be
lowered or stopped if | do not go to this appointment or if | do not do what the program
requires for at least 30 hours each week. Failure to comply with Cash Assistance work
requirements has no effect on my Medicaid eligibility. There are no work requirements for
Medicaid.

Applicant/Participant Signature: Date:
Worker Signature: Date:
N\ [~ [1] ]
Do you have amedica ition oj isla bility?|Does this condition
do

make it hard for'you i i o t this noticenflﬂing? Does this
condition make it hard ft S A7 We can help you. Call us at
212-331-4640.

OU Cg
to ask for this kind &

ou visit an|HRA office. You have a right
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Fecha:
Nudmero del Caso:

Nombre del Caso:

Tipo de Caso:
Unidad del Caso:

Cita Obligatoria para Volver a YouthPathways

Le hemos programado una cita obligatoria para que vuelva a Youthpathways. Usted tiene
que presentarse en el local del programa que sigue a continuacién. Si no puede cumplir esta
cita, favor de llamar al numero de teléfono que sigue a continuacion.

p
Horaf Nﬁ Teléfono: |

W0 0 P

B Fecha de fa citas

Nombre del proyegdor:

Indicaciones de viaje: Favor de llamar a la MTA al 718-330-1234 o visitar la
pagina http://www.mta.info.

Favor de traer lo siguiente a la cita:

(Voltee la pagina)
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Si se le presenta alguna emergencia o si necesita reprogramar la cita, llame antes de la
misma al numero de teléfono indicado en la pagina 1. Favor de no traer a nifios a esta cita.

Comprendo que esta cita es obligatoria. Si no me presento a esta cita, o si no cumplo otros
requisitos del programa, se me pueden reducir o cancelar los beneficios de Asistencia en
Efectivo. Si no me presento a esta cita o si no cumplo los requisitos del programa por un
minimo de 30 horas semanales, también se pueden reducir o cancelar mis beneficios

del Programa de Asistencia de Nutricién Suplementaria (SNAP). El incumplimiento de los
requisitos de empleo de Asistencia en Efectivo no afecta mi elegibilidad para Medicaid. No
existen requisitos de empleo para Medicaid.

Firma del solicitante/participante: Fecha:

Firma del trabajador: Fecha:

¢ Padece usted una discapacidad o afecciéon médica o psiquiatrica? ; Le dificulta la

misma entender/o lir este\aviso? dn reciblr atros dervicios de
la HRA? Nosotros padem esta

también puede irasist | visi

tiene el derech|oﬂde solicitar Jole

212-33(1:4640. Usted
I WL

T_— O
h =

A. Conforme 3 la ley, usted
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Date:
Case Number:

Case Name:

Case Type:

Caseload:

Appointment with CareerCompass for Reassessment

You have an appointment with your CareerCompass provider, , to
check-in. Since CareerCompass is responsible for making sure that you are getting the
services that best meet your career needs, this appointment is a chance to discuss your
progress. The goal is to find out what is working and what may need to be changed.

What this means for your current assignment:
At this time, there is no change to your current assignment. After your discussion with the

CareerCompass prov |gnmm meantime,
itles in orde p your benefits.

Reassessment

You must report a ate and time shown. If you
cannot keep your appointme 3 i lease let|your CareerCompass
provider know inladvange, ' [ ith you to this appointment.

Appointment Date: ﬁ Telephone:
Provider Name:
O Address:

City: State:  Zip Code:

Travel Directions: Please call the MTA at 718-330-1234 or visit http://www.mta.info.

This is a mandatory appointment. If you do not go to this appointment, or miss other
program requirements, your Cash Assistance benefits may be lowered or stopped. Your
Supplemental Nutrition Assistance Program (SNAP) benefits may also be lowered or stopped
if you do not go to this appointment or if you do not do what the program requires for at least
30 hours each week. Failure to comply with Cash Assistance work requirements has no
effect on your Medicaid eligibility. There are no work requirements for Medicaid.

(Turn page)
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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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Fecha:

Ndmero del Caso:

Nombre del Caso:

Tipo del Caso:
Unidad de Casos:

Cita para Reevaluacion con CareerCompass

Usted tiene una cita de seguimiento con su proveedor de CareerCompass,
Debido a que CareerCompass es responsable de brindarle los servicios mas adecuados

para sus metas profesionales, esta cita le brinda la oportunldad de analizar su progreso. La
cita tiene por obJeto establecer lo que facilita su i como los cambios eventuales

Lo que esto sig
En este momento, . 5 [la cita ¢on su proveedor de
CareerCompass, ustethpued i ion. Eplretanto, para conservar sus
beneficios, usted d ] il domo ofras actividades

Cita de reevaluacion:

Usted debe presentarse en la fecha y hora programadas al local indicado a continuacion. Si
no puede cumplir su cita a raiz de un problema de cuidado infantil, favor de informarle de
antemano a su proveedor de CareerCompass. Favor de no traer a nifios a esta cita.

Fecha de la cita: @ Hora: ﬁ Teléfono:
Nombre del proveedor:
O Direccion:
Ciudad: Estado:__ Cddigo Postal:

Indicaciones de viaje: Favor de llamar a la MTA al 718-330-1234 o visitar
http://www.mta.info.

Esta cita es obligatoria. Si usted no se presenta a esta cita, ni cumple otros requisitos del
programa, se pueden reducir o cancelar sus beneficios de Asistencia en Efectivo. Si usted no
se presenta a esta cita, o si no cumple el minimo de 30 horas semanales, también se pueden
reducir o cancelar sus beneficios del Programa de Asistencia de Nutricion

Suplementaria (SNAP). El incumplimiento de los requisitos de empleo de Asistencia en
Efectivo no afecta su elegibilidad para Medicaid. No existen requisitos de empleo para
Medicaid.

(Voltee la pagina)
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¢Padece usted una discapacidad o afeccion 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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Date:
Case Number:

Case Name:

Case Type:

Caseload:

Appointment with YouthPathways for Reassessment

You have an appointment with your YouthPathways provider, , to
check-in. Since YouthPathways is responsible for making sure that you are getting the

services that best meet your career needs, this appointment is a chance to discuss your
progress. The goal is to find out what is working and what may need to be changed.

What this means for your current assignment:
At this time, there is no change to your current assignment. After your discussion with the

YouthPathways prov Ielgnmer - meantime, you
in prder tc ur benefits.

date and time shown. If you

: 3 please let|your YouthPathways
provider know in\advanqge. Please\do [ |tf1 you to fthis appointment.

| |

ﬁ Telephone:

Appointment Date:

Provider Name:

O Address:

City: State: Zip Code:

Travel Directions: Please call the MTA at 718-330-1234 or visit http://www.mta.info.

This is a mandatory appointment. If you do not go to this appointment, or miss other
program requirements, your Cash Assistance benefits may be lowered or stopped. Your
Supplemental Nutrition Assistance Program (SNAP) benefits may also be lowered or stopped
if you do not go to this appointment or if you do not do what the program requires for at least
30 hours each week. Failure to comply with Cash Assistance work requirements has no
effect on your Medicaid eligibility. There are no work requirements for Medicaid.

(Turn page)
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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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Fecha:

Ndmero del Caso:

Nombre del Caso:

Tipo de Caso:
Unidad de Casos:

Cita para la Reevaluacion con YouthPathways

Usted tiene una cita de seguimiento con su proveedor de YouthPathways,
Debido a que YouthPathways es responsable de brindarle los servicios mas adecuados para
sus metas profesionales, esta cita brinda la oportunidad de conversar sobre su progreso. La
cita tiene por objeto establecer lo que da resultado y lo que se debe cambiar.

Lo que esto sig al:
En este momentg m sgués de|gonversar con su
proveedor de Yo ar po ueva asignacién—Entretanto,

\U

mplee; asi como otras

para conservar sus benefici 3 inuar la busqueda de ¢

Cita de reevaluac
Usted debe presentarse en la fecha'y hora programada al local indicado a continuacion. Si no
puede cumplir su cita a raiz de un problema de cuidado infantil, favor de informarle de
antemano a su proveedor de CareerCompass. Favor de no traer a nifios a esta cita.

@ Fecha de la cita: @ Hora: ﬁ Teléfono:
Nombre del proveedor:
O Direccion:
Ciudad: Estado:_ Cadigo Postal:

Indicaciones de viaje: Favor de llamar a la MTA al 718-330-1234 o visitar la
pagina http://www.mta.info.

Esta cita es obligatoria. Si usted no se presenta a esta cita, ni cumple otros requisitos del
programa, se pueden reducir o cancelar sus beneficios de Asistencia en Efectivo. Si usted no
se presenta a esta cita, o si no cumple el minimo de 30 horas semanales, también se pueden
reducir o cancelar sus beneficios del Programa de Asistencia de Nutricion Suplementaria
(SNAP). El incumplimiento de los requisitos de empleo de Asistencia en Efectivo no afecta su
elegibilidad para Medicaid. No existen requisitos de empleo para Medicaid.

(Voltee la pagina)
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¢Padece usted una discapacidad o afeccion 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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Family Homelessness & Eviction Prevention Supplement A and B
(FHEPS A and B) Application

1. Client Information

Head of Household's First Name MI____ Last Name
Current Mailing Address Street

City State Zip Code
Phone Number Alternate Phone Number

Cash Assistance (CA) Case Number

Are you in a special assessment situation? [ ] Yes [] No
2. Reason for Application

| ]

Check one:

LIFHEP stay’in your apartn

[INew FH plica n
page 1

>nter néw address at bottom of

(es N

Are yo

If No, reason for move:

[1Move from one FHEPS apartment to another FHEPS apartment (enter new address
at bottom of page 1)

Reason for move: (Must include good cause to justify move)

New apartment Address (if applicable)
Street

City State Zip Code

(Turn page)



2. Reason for Application (continued)

[ ]FHEPS Modification:
[] Change in Income
[] Change in Rent

[] Change in Household Composition

[ Application to Restore FHEPS; Prior Approval Date:

HRA-1

46a (E) 02/27/2018 (page 2 of 9) LLF

3. Proof of Eviction Proceeding (only required if you are facing eviction or have been

evicted)

Select the document(s) that is being used as proof of a past/present eviction proceeding:

[IProof of an eviction proceeding, such as a Housing Court petition, judgment, order,

or stipulation.

[IForeclosure Proceeding. Notice of possession (or writ of assistance), judgment of
foreclosure, or notice of petition and holdover.

[ Proof of Court-Ordered or City Agency vacate order.

[]Proof th
reason

Does someone in
proof?

leavethe en
y agency

ar tenant e

Q)

tfor heal-t-h—aﬁdvl?r safety

cord on the

a_doalments used as

2 [im fﬂee\ iction pre¢

pceeding r

nustbe provided.)

Indicate documentation submitted as proof of residency at the time of the eviction proceeding:

[ILease or agreement

[ DMV Records
[[ISchool Records

[ IBank Statements
[IPhone / Utility Bill
[IOther (please indicate)

(Turn page)
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4. People Who Will Live in the Apartment

List all people who will live in the apartment. Include any individuals who are not receiving
Cash Assistance and any individuals who have not moved into the apartment yet (such as a
roommate).

The person listed on line 1 should be the head of household.

No.|  LastName FirstName, Ml | Date of Birth [ Refationshipto
! Self

2

3

4

5

6

’ — — — — S

8 \IAEREA =\ '

©
/|

.
]
—
L —]
L—
L—
L—
[
[

S
/
~——

B
L—
—

—
—
J
| _—
]

(C
.

]

]

|

RN
w

—
o

—_
@)

—_
(o))

—
~

=
(0]

—_
©

N
o
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5. Income of People Who Will Live in the Apartment

If any person who will live in the apartment has income, please indicate in “Monthly Income”
column below. Indicate the source of each individual's income (e.g. CA, Supplemental
Security Income (SSl), Job, Foster Care payments).

Z
o

.| Name Monthly Income | Income Source(s)

O|IN|O|OA | W[N] -

6. Lease Information for Apartment to Receive FHEPS Supplement

Yes L[] No
|
apartmeint
L] N|ew
expiresin_Less]than_'l_)LeJar, you must

explain or provide proof that you can stay in the apartment for at least 1 year after your
application is approved. (Enter explanation below)

Is the applicant household named in the lease or agreement? [] Yes [ No

If No, please verify that each requirement below is met:

The tenant of record must have a lease or otherwise have residency [1Yes [ No
rights for at least 12 months for the residence at the time of approval
of the application; and,

The tenant of record must have an income below 200% of the Federal []1Yes [1 No
Poverty Level; and,

The applicant(s) must be named as co-tenant on the tenant of [1Yes [] No
record’s lease, in a court stipulation, or in a written agreement with

the tenant of record or landlord that grants residency rights for at least

12 months from the time of application.

(Turn page)
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7. Rental Information

Total Monthly Rent $ (If FHEPS To Stay, also see Worksheet on p. 7.)

Is the apartment rent regulated, controlled or stabilized? [] Yes [ No

If yes, is the current rent a preferential rent? [ ] Yes [ No

If yes, what is the maximum legal rent?

If the household has a roommate, please provide proof of ability to pay rent and date
residency will begin.

Residency Start Date:

List contribution(s) to Rent by individuals or organizations who are not part of the CA
household. This includes roommates or other individuals who are not on CA, whether or not
they live/will live in the apartment.

Name Rent Contribution

AN\ A Nn [~
(@t //\\ )
NNI/AV N/ |

8. Arrears (if a@ ot bej g—l'l sted, please sk p-to-Sfc:ton-Q-)-l

Total Rent Arrears Requested $ (see attached worksheets)

e

If total rent arrears requested are over $9,000, please describe any special circumstances:

Is the applicant’'s name on the submitted eviction documentation? [] Yes [ No

If the applicant’s name is not on the submitted eviction documentation, the applicant must
submit proof of the family’s portion of the accrued rent arrears for any period of time when the
FHEPS family resided in the apartment.

Indicate documentation submitted as proof of residency at time of the accrued rent arrears:
[] Lease or agreement [ ] DMV Records

[ ] School Records [ 1 Bank Statements
[ 1 Phone / Utility Bill

[] Other (please indicate) |

(Turn page)
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8. Arrears (continued)

Are there arrears for a time period when the applicant was not living in the apartment?
L] Yes [] No
If yes, list the time period(s):

9. Applicant/Participant Agreement (by signing below, you acknowledge that you have
read, understood, and agree to the following)

| agree that my full monthly rent is $ and that | owe my landlord the
amount that my rent supplement and Cash Assistance (CA) grant does not cover.

| agree to inform the household member(s) who are not part of the CA case of their
obligation to pay their share of the rent either directly to the landlord or to me as a
contribution to household expense

ctly to my |gndlord and to report to
dlord/has changed or has a new mailing

y$ and make an apppintment with my
moves in|or out of my home, if my

2 3 if the incame of anyone else in my home
changes (except or yearly cost of I|V|ng increases) or if my rent changes. While this
application is pending, | will report these changes to my preparer.

If | receive a rent supplement, | understand | cannot move without first obtaining written
approval from NYC HRA for the move. | understand that | must complete a new
application.

If | am requesting arrears, | acknowledge that the preparer explained and completed the
necessary worksheets for me.

Applicant/Participant Signature Date

10. Preparer Information

Worker Name

Location

Telephone Number Extension (if any)

(Turn page)
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11. FHEPS to Stay Worksheet

Family Size * | Maximum CA Maximum Rent Enhanced Maximum
Shelter Allowance ** | Allowed Rent (Allowed Based
on Good Cause
M *kk

1 $277 $1,018 $1,228

2 $283 $1,064 $1,284

3 $400 $1,273 $1,5634

4 $450 $1,273 $1,5634

5 $501 $1,643 $1,980

6 $524 $1,643 $1,980

7 $546 $1,843 $2,224

8 $546 $1,843 $2,224

9 $546 $1,893 $2,562

10 $546 $1,944 $2,562

1 g6 .~ |[stoees . [s2.008

2 5520, /1| || [s20m | || |seous

13 a6~ [/\\ |[\\[s2lose | )] 53,255

1 ssaN J] U\ [[\|[sene —J || [saass]

15 8546 ) | [—\ ||\ ﬁz,w? 53,602

1 $516'/ 1] (11| ||p22e8 — [saeen

17 $546 [$2.298_ 53,950

18 $546 $2,349 $3,950

19 $546 $2,400 $4,297

20 $546 $2,450 $4,297

* Number of Family members in receipt of CA
** Based on the standard shelter allowances as of October 2017

*** There must be a good cause reason to apply the Enhanced Maximum Rent, which
will be evaluated on a case-by-case basis. Explain below any good cause for
applying the Enhanced Maximum Rent. If the only reason is the landlord's
unwillingness to lower the rent, documentation must be provided that the landlord
(or his/her representative) was contacted and refused to reduce the rent to
the "Maximum Rent Allowed."

(Turn page)
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12: Monthly Accounting of Arrears Worksheet

Categories of Rent Still Due

A. B. C. D. E. F.
Month Rent Rent Paid | Rent Still Stale Failure to | Amountin Amount Amount Other
Charged Due Checks Receive | Excess of | Subject to Payable
Full Shelter| Shelter Advance as

Allowance | Recoupment | Applicant

@l
\\)u\ W/

Totals

INSTRUCTIONS: Amounts in columns "A" through "F" must equal "Rent Still Due"
1. If the column does not apply to this case, write "N/A". "E" and "F" can be left blank if these situations do not apply.

2. Shelter allowance lost due to sanctions must be included in column "F", but cannot be paid by HRA. See Worksheet on
Page 9 for calculating "sanction arrears" that cannot be paid by HRA.

No arrears will be paid unless documentation is presented that shows that arrears that cannot be paid by HRA will be
paid by the client or a third party or forgiven by the landlord.

(Turn page)
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13: Sanction Worksheet
This worksheet is to be used for months prior to the application for FHEPS or FHEPS Reinstatement when there was a Cash

Assistance sanction in effect.
Worksheet for Calculating FHEPS Sanction Arrears that Cannot be Paid by HRA
1 3 4 5 6 7 8 9 10 11
Supplement
Rent Sanction Reduction
Charged for Arrears Not | (ifany)in |Total FHEPS
a Month in to be Shelter Sanction
Total Number in Standard Excess of paid (Colum| Allowance Arrears
CA Household CA Shelter Rent Shelter Maximum Lesser of | n 3 divided | on Account Not to
(including Number of | Allowance | Charged | Allowance FHEPS Column 6 | by Column | of Sanction be paid
Sanction sanctioned Individuals for for a (Column 5 - | Supplement |and Column |2) X Column | Notto be | (Column9 +
Month individuals[s]) | Sanctioned | Household Month Column 4) Amount 7 Amounts 8* paid Column 10)
NS I/ /ISR ==
S

Totals

* For child support enforcement sanctions, multiply column 8 by 25%. In the case of both a child support and an employment
sanction, (A) multiply column 8 by 25% to get the child support sanction amount, (B) multiply column 8 by 75% and multiply
the result by column 3 divided by column 2, to get the employment sanction amount, and (C) add the results in A and B

together to get the total sanction amount.
Total Sanction Arrears for a given month should be inserted in the worksheet in Section 12, Column "F" on Page 8 as

sanction arrears that cannot be paid by HRA. If the sanction was in effect for only one cycle in the month, divide by

two and note in columns 9 and 10 above.
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Solicitud del Suplemento de las Familias Sin Techo y
de Prevencién de Desalojamiento Ay B

(FHEPS Ay B)
1. Informacion del cliente
Nombre del jefe del hogar I Apellido
Direccién postal actual Calle
Caddigo
Ciudad Estado Postal
Numero de teléfono Numero de teléfono alterno

Numero del Caso de Asistencia en Efectivo (CA por sus siglas en inglés)

¢, Se encuentra usted en una situacion de evaluacion especial? [ Si [] No

]

2. Motivodela s
Marque una casilla:

LIFHEPS \arapermanecer er
[INueva solici ¢ artamenfo (ingrese la nueva
direccidh en |, rte-inferior zo]]

i

En caso negativo, motivo de la mudanza:

[ 1Mudanza de un apartamento FHEPS a otro apartamento FHEPS (ingrese la nueva
direccion en la parte inferior de la pagina 1)

Motivo de la mudanza: (Se debe incluir motivo justificado por la mudanza)

Direccion del nuevo apartamento (si corresponde)

Calle

Cddigo
Ciudad Estado Postal

(Voltee la pagina)



HRA-146a (S) 02/27/2018 (page 2 of 9) LLF

2. Motivo de la solicitud (continuacion)
[]Modificacién de FHEPS:
[] Cambio de ingreso
] Cambio en el alquiler
[[] Cambio en la composicion del hogar
[1Solicitud para restaurar FHEPS; fecha de aprobacién anterior:

3. Prueba de procedimiento judicial de desalojamiento (sélo necesaria si usted se
enfrenta al desalojamiento o ya ha sido desalojado[a])

Seleccione el/los documento(s) que sirva(n) de prueba de procedimiento judicial de
desalojamiento anterior/actual:

[]Prueba de procedimiento judicial de desalojamiento, como peticién del Tribunal de
Vivienda, fallo, orden, o estipulacion.

[1Ejecucion hipotecaria. Aviso de posesion (o mandamiento de asistencia), fallo de
ejecucion hipotecaria, o aviso de peticion y retencion.

[1Prueba de orden de desocupacion por parte de tribunal o agencia de la ciudad.
[1Prueba - tie e salir del F&Lnto por
[ determinadp una agencia de la
|

motivos ¢ i %o)
ino oficial en los dacumentos usados

ciudad.

¢ Figura algun mie
como prueba?

L1Si (pro

[ INo (se debe presentar prueba de residencia a la hora del proceso de
desalojamiento)

inqui

Indique la documentacion presentada como prueba de residencia a la hora del procedimiento
de desalojamiento:

[IContrato o acuerdo de arrendamiento
[]Expedientes de departamento de motores y vehiculos
[ ]Expedientes académicos

[|Extractos de cuentas bancarias

[IFactura de teléfono / de servicios publicos

[]Otro documento (favor de indicar)

(Voltee la pagina)
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4. Personas que viviran en el apartamento

Liste a todas las personas quienes viviran en el apartamento. Incluya a toda persona quien
no reciba Asistencia en Efectivo y a toda persona quien aun no se haya mudado al
apartamento (como compafiero de cuarto).

La persona listada en la linea 1 debe ser el jefe del hogar.

. . c . Fecha de Relacion con
Num. Apellido Nombre, inicial nacimiento el jefe del hogar
1 Si mismo(a)
2
3
4
5
6
7 gy
N |
8 N REA =N

©
/|
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—
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Si cualquier persona que vivira en el apartamento gana ingreso, favor de indicarlo en la
columna "Ingreso Mensual" mas abajo. Indique la fuente del ingreso de cada persona (p.ej.,
CA, Ingreso de Seguridad Suplementaria [SSI], trabajo, pagos de cuidado de crianza).

Num.| Nombre

Ingreso mensual

Fuente(s) de ingreso

O |IN[OD|O | B [W]IN]| -~

6. Informacién sobre el contrato de arrendamiento para que el apartamento reciba

suplemento de FHEPS
¢ Hay contrato o a

¢ En caso afirmativo,

En caso afirmativo,

o de arrendamj

actual apartam
Si no hay contrato de a mientq ¢
menos de 1 ano, usted de i

al |

n-te—’?—QSi [ ] No

ren ato de arrendamiento?
n dej C (o] lamiento para el
| [] Nuevo
atb|o acuer sridamiento se vence en
ionarn prueba e permanecer

en el apartamento durante por lo menos 1 afio después de que se apruebe su solicitud (anote

la explicacion mas abajo)

¢, Se nombra al hogar solicitante en el contrato o acuerdo de arrendamiento? [| Si [] No

En caso negativo, favor de verificar que se cumplan todos los requisitos mas abajo:

El inquilino oficial debe tener un contrato de arrendamiento o sino

tener derecho de residencia de por lo menos 12 meses para la
residencia en cuestion a la hora de la aprobacion de la solicitud; y,

El ingreso del inquilino oficial debe ser inferior al 200% del nivel de

pobreza federal; y,

El/los solicitante(s) debe(n) estar nombrado(s) como coinquilinos en

[1Si [JNo
[1Si [1No
[1Si [ No

el contrato de arrendamiento del inquilino oficial, en una estipulacion
judicial, o en un acuerdo por escrito con el inquilino oficial

o arrendador que otorgue el derecho de residencia durante por lo
menos 12 meses desde la fecha de la solicitud.

(Voltee la pagina)
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7. Informacion de alquiler
Alquiler mensual total $ (si FHEPS Para Permanecer, vea también la hoja de
calculos en la pagina 7)
¢ Tiene el apartamento alquiler regulado, controlado o estabilizado? [[] Si [] No
En caso afirmativo, ¢ es el alquiler actual preferencial? [ Si [] No

En caso afirmativo, ¢ cual es el alquiler maximo legal?

Si hay un compafiero de cuarto en el hogar, favor de proporcionar prueba de la capacidad de
pagar alquiler y la fecha en que comenzara la residencia.

Fecha de Comienzo de la Residencia:

Lista de contribucién(es) de alquiler por personas u organizaciones que no sean parte del
hogar de CA. Esto incluye a companeros de cuarto u otras personas que no reciban CA,
independientemente de si viven/viviran en el apartamento.

Nombre Contribucion de alquiler

[~

Total de atrasos d

—

ceder a 1 Seccion 9)

g $9,000,|favor de explicar
| |

8. Atrasos (si

Si el total de los
cualquier circuns

¢ Figura el nombre del solicitante en la documentacion de desalojamiento presentada?
[]Si [J No

Si el nombre del solicitante no figura en la documentacién de desalojamiento presentada, el
solicitante debe proporcionar prueba de la porcion familiar de atrasos de alquiler acumulados
por cualquier periodo de tiempo cuando la familia de FHEPS residia en el apartamento.

Indique la documentacién presentada como prueba de residencia a la hora de los atrasos de
alquiler acumulados:

[] Contrato o acuerdo de [] Expedientes del departamento de motores y
arrendamiento vehiculos
Expedientes académicos [1 Extractos de cuentas
Factura de teléfono / de servicios
publicos
Otro documento (favor de |
indicar)

0O 0o

(Voltee la pagina)
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8. Atrasos (continuacion)

¢ Hay atrasos por algun periodo durante el cual el solicitante no vivia en el apartamento?
L] Si [] No

En caso afirmativo, liste el/los periodo(s):

9. Acuerdo del Solicitante/Participante (al fimar mas abajo, usted reconoce haber leido,
entendido, y acordado lo siguiente)

Estoy de acuerdo con que la suma de mi alquiler total mensual es de $ y
que le debo a mi arrendador la cantidad no cubierta por mi suplemento de alquiler y la
concesion de mi Asistencia en Efectivo (CA por sus siglas en inglés).

Acuerdo informar a los mlembros del hogar quienes no sean parte del caso de CA de su

amente a mi arrendador

dias si averiguo qle
i rogramar una cita con
la persona que Te 3 ‘opiado) &;s;%alguien se
muda a mi aparts i i mi ingreso ‘ pta a
alguien para recibir SSI, si el ingreso de cualquier otra persona en el hogar cambia
(excepto por el incremento del costo anual de vida) o si cambia mi alquiler. Mientras esta
solicitud esta pendiente, reportaré estos cambios a mi preparador.

Si recibo el suplemento de alquiler, entiendo que no puedo mudareme sin primero
obtener aprobacioén por escrito de parte de HRA de la ciudad de Nueva York. Entiendo
que debo rellenar una nueva solicitud.

ntro de

Iig Picture

Firma del solicitante/participante Fecha

10. Informacién de la persona que rellene el formulario

Nombre del trabajador

Ubicacion

Numero de teléfono Extensién (de haberla)

(Voltee la pagina)
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11. Hoja de calculos de FHEPS Para Permanecer

Numero de Maxima asignacién Maximo alquiler Maximo alquiler

personas en | de albergue de CA** permitido incrementado

la familia * (SOLO permitido
basado en motivo
justificado) ***

1 $277 $1,018 $1,228

2 $283 $1,064 $1,284

3 $400 $1,273 $1,534

4 $450 $1,273 $1,534

5 $501 $1,643 $1,980

6 $524 $1,643 $1,980

7 $546 $1,843 $2,224

8 $546 $1,843 $2,224

9 $546 $1,893 $2,562

10 $546 - _ $1 ,944 N $2,562

X 5o [ [\ [s7ep 52,008

12 $s46  [/\\ [\ |sploks 52,908

E Sk ] 1 [[\|[32008 55255

14 19546\ | [ — \ || \[p2hi7 53,255

15 ss46/) [ \\ || \[$2/1p7 | $3.602

16 $5467 L UL o blygl ——| $3-602-

17 $546 $2,298 $3,950

18 $546 $2,349 $3,950

19 $546 $2,400 $4,297

20 $546 $2,450 $4,297

* Numero de miembros de la familia que reciben CA
** Basado en la norma de asignaciones monetarias de albergue a partir de octubre 2017

*** Debe haber motivo justificado para solicitar el Alquiler Maximo Incrementado, el
cual se evaluara caso por caso. Explique mas abajo cualquier motivo justificado
para solicitar el Alquiler Maximo Incrementado. Si el unico motivo es el rehuso del
arrendador de reducir el alquiler, se debe proporcionar documentacion de que se
establecié comunicacion con el arrendador (o su representante) y de que éste se
rehusoé a reducir el alquiler al "Alquiler Maximo Incrementado."
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12: Monthly Accounting of Arrears Worksheet

Categories of Rent Still Due

A. B. C. D. E. F.
Month Rent Rent Paid | Rent Still Stale Failure to | Amountin Amount Amount Other
Charged Due Checks Receive | Excess of | Subject to Payable
Full Shelter| Shelter Advance as

Allowance | Recoupment | Applicant

@l
\\)u\ W/

Totals

INSTRUCTIONS: Amounts in columns "A" through "F" must equal "Rent Still Due"
1. If the column does not apply to this case, write "N/A". "E" and "F" can be left blank if these situations do not apply.

2. Shelter allowance lost due to sanctions must be included in column "F", but cannot be paid by HRA. See Worksheet on
Page 9 for calculating "sanction arrears" that cannot be paid by HRA.

No arrears will be paid unless documentation is presented that shows that arrears that cannot be paid by HRA will be
paid by the client or a third party or forgiven by the landlord.

(Turn page)
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13: Sanction Worksheet
This worksheet is to be used for months prior to the application for FHEPS or FHEPS Reinstatement when there was a Cash

Assistance sanction in effect.
Worksheet for Calculating FHEPS Sanction Arrears that Cannot be Paid by HRA
1 3 4 5 6 7 8 9 10 11
Supplement
Rent Sanction Reduction
Charged for Arrears Not | (ifany)in |Total FHEPS
a Month in to be Shelter Sanction
Total Number in Standard Excess of paid (Colum| Allowance Arrears
CA Household CA Shelter Rent Shelter Maximum Lesser of | n 3 divided | on Account Not to
(including Number of | Allowance | Charged | Allowance FHEPS Column 6 | by Column | of Sanction be paid
Sanction sanctioned Individuals for for a (Column 5 - | Supplement |and Column |2) X Column | Notto be | (Column9 +
Month individuals[s]) | Sanctioned | Household Month Column 4) Amount 7 Amounts 8* paid Column 10)
NS I/ /ISR ==
S

Totals

* For child support enforcement sanctions, multiply column 8 by 25%. In the case of both a child support and an employment
sanction, (A) multiply column 8 by 25% to get the child support sanction amount, (B) multiply column 8 by 75% and multiply
the result by column 3 divided by column 2, to get the employment sanction amount, and (C) add the results in A and B

together to get the total sanction amount.
Total Sanction Arrears for a given month should be inserted in the worksheet in Section 12, Column "F" on Page 8 as

sanction arrears that cannot be paid by HRA. If the sanction was in effect for only one cycle in the month, divide by

two and note in columns 9 and 10 above.
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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, 2019.

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):




. Human Resources HRA-1486j (S) 07/25/2018 LLF
Administration
Department of
Social Services

Fecha de Vencimiento:

Posible Elegibilidad para el Suplemento
de la Prevencion 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 dlas Los agentes inmobiliarios pueden recibir una
cuota de agente de ta el 15% del _

? ]

\\

estéj isponibles hasta el 30 de junio
|
/

Es necesario qtﬁbs/cés/eros ublu En caso de s:.)'h"&ri'tar| uota del agente, es
presenten los siguientes documentos necesario ademas presentar los
llenados: siguientes documentos llenados:

* El bono por la firna y\g cu el ag
del 2019.

El alquiler maximo su

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 2. Broker’'s Request for Enhanced Fee
(W-147n) 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),
if requested

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):
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Date:

Case Number:

Case Name:

Case Address:

Landlord:

Notice to Participant: Restriction of Rent Payment

Dear Participant:
You received a rent advance on to stop eviction.
From now on your r: i ur landlord twice a month. This is called a

ng|with your next benefit.

-3’ because you failed to pay rent when
nce grant

If you need help in i 3 any quest-iens,Jp-eese-ealll your

Center at

We will send a copy of this notice to your landlord.

You can view payments made to you or for you on the ACCESS HRA website,
www.nyc.gov/accesshra and our NYC ACCESS HRA mobile app. The mobile app is available
for free in the Apple App and Google Play stores.

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.

YOU HAVE THE RIGHT TO APPEAL THIS DECISION.
BE SURE TO READ THE CONFERENCE AND FAIR HEARING INFORMATION
SECTION OF THIS NOTICE FOR HOW TO APPEAL THIS DECISION.

(Turn page)
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Conference and Fair Hearing Information

CONFERENCE

If you think our decision is wrong, or if you do not understand our decision, please call us to
set up a conference (a conference is an informal meeting with us). To do this, call the Fair
Hearing and Conference (FH&C) unit phone number on page 1 of this notice or write to us at
the address on page 1 of this notice. Sometimes this is the fastest way to solve a problem
you may have. We encourage you to do this even if you have asked for a Fair Hearing. If you
ask for a conference, you are still entitled to a Fair Hearing.

STATE FAIR HEARING

Deadline: If you want the State to review our decision, you must ask for a Fair Hearing
within sixty (60) days from the date of the notice for Cash Assistance, medical assistance, or
social services issues; and you must ask within ninety (90) days for Supplemental Nutrition
Assistance Program (SNAP) issues.

If you cannot reach the New York State Office of Temporary and Disability Assistance by
phone, by fax, in person or online, please write to ask for a Fair Hearing before the deadline.

How to Ask for a Fair Hearlng If you believe the deC|S|on(s) we are making is/are wrong,
you may request a ; ’ nane g:[fax, in personar online.

(1) TELEPHONE 5 notice in hand when you call.)

(2) WRITE: If) of th|s entire notice, with
eted, to:
s nd Disability Assistance
P. O Box 1930
Albany, NY 12201
(3) FAX: Fax a copy of this entire notice, with the "Fair Hearing Request" section

completed, to: (518) 473-6735.

(4) IN PERSON: Bring a copy of this entire notice, with the "Fair Hearing Request"
section completed, to the Office of Administrative Hearings, New York
State Office of Temporary and Disability Assistance at: 14 Boerum
Place, Brooklyn NY 11201

(5) ONLINE: Complete an online request form at:
http://www.otda.state.ny.us/oah/forms.asp

(Turn page)
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What to Expect at a Fair Hearing: The State will send you a notice that tells you when and
where the Fair Hearing will be held. At the hearing, you will have a chance to explain why you
think our decision is wrong. To help explain your case, you can bring a lawyer and/or
witnesses such as a relative or a friend to the hearing, and/or give the Hearing Officer any
written documentation related to your case such as: pay stubs, leases, receipts, bills and/or
doctor's statements, etc. If you cannot come yourself, you can send someone to represent
you. If you are sending someone who is not a lawyer to the hearing instead of you, you must
give that person a letter to show the Hearing Officer that you want that person to represent
you. At the hearing, you, your lawyer, or your representative can also ask questions of
witnesses whom we bring, or you bring, to explain the case.

If you have a disability, and cannot travel, you may appear through a representative such
as a friend, relative or lawyer. If your representative is not a lawyer, or an employee of a
lawyer, your representative must bring the hearing officer a written letter, signed.

LEGAL ASSISTANCE: If you need free legal assistance, you may be able to obtain such
assistance by contacting your local Legal Aid Society or other legal advocate group. You may
locate the nearest Legal Aid Society or advocate group by checking the Yellow Pages

under "Lawyers."

ACCESS TO YOUREILE AND COPIES OF DOCUMENTS To help you get ready for the

hearing, you have/a rite, or e will send
you free copies o 3 ife Il give to the Hearing Officer at
the Fair Hearing. \A i ite | ou free copies of specific
documents from yeur fi ni | ; repare foryour qair Hearing. To
ask for documents or te;call (718) 722-5012, fax (718) 722-
5018 or write to i ' air Hea 3 ace, Brooklyn, New York
11201. If you wa ieg nents , : uldLask for them ahead

of time. They will be n 3 ) the-date of the hearing.
Documents will be mailed to you onIy if you speC|f|caIIy ask that they be mailed.

AVAILABILITY OF POLICY MATERIALS: The Office of Temporary and Disability
Assistance (OTDA) policy issuances and HRA policy issuances and manuals are available to
you or your representative to determine whether a fair hearing should be requested or to
prepare for a fair hearing. OTDA policy issuances and manuals are posted on the OTDA
website at http://www.otda.ny.gov/legal. In addition, upon request to HRA, specific OTDA
and HRA policy issuances and manuals are also available to explain how the agency
reached its determination. To request policy issuances and manuals, call (718) 722-5012, or
fax (718) 722-5018, or email CRO@hra.nyc.gov or write to HRA Division of Fair Hearing,
14 Boerum Place, Brooklyn, NY 11201.

INFORMATION: If you want more information about your case, how to ask for a Fair Hearing,
how to see your file or how to get additional copies of documents, call or write to us at the
phone number/address listed on page 1 of this notice.

(Turn page)
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FAIR HEARING REQUEST

Continuing Your Benefit(s): If our decision affects your benefits and you ask for a Fair
Hearing within ten (10) days of the date of this notice, we will restore your benefits to the
level that they were at before this notice, until a Fair Hearing decision is issued. If you ask for
a conference only, and not a State Fair Hearing, your benefits will not be restored to the level
that they were at before this notice.

If you lose the Fair Hearing, you will have to pay back any benefits that you received, but
should not have received, while you were waiting for the Fair Hearing decision. If you ask for
a Fair Hearing and you do not want your benefits to be restored while you wait for the
decision to be issued, you must tell the State when you call for a Fair Hearing, OR check the
box below and send back this notice.

[ ] I do not want my benefits restored while | wait for the Fair Hearing decision
to be issued.

[] I want a Fair Hearing. The Agency's decision is wrong because:

| ]
) l
Print Name: Case Number:
Name M.I. Last Name
Address:
Telephone:
City: State:  Zip Code:

Signature: Date:
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Fecha:

Numero del Caso:

l_ _I Nombre del Caso:

Direccién del Caso:

Casero:

Aviso al Participante: Restriccion del Pago de Alquiler

Estimado(a) participante:

Usted ha recibido un anticipo de alquiler el para prevenir el desahucio.

De ahora en adelayite sus i [ u/dasero dds veces al mes. Esto

Nosotros retiraremosa asi algui idio|normal a p'aTﬁT-tlje Su proximo
pago de beneficip

Hemos tomado esta di X gla Estatal § 381.3 por Usted no| pagar alquiler
cuando se incluyo su asignacion de alquiler en el subsidio de asistencia en efectivo.

Si usted necesita ayuda en administrar sus pagos o si tiene cualquier pregunta, favor de
llamar a su centro al

Nosotros le enviaremos una copia de este aviso a su casero.

Puede revisar los pagos que se le han hecho a usted o a nombre suyo en el sitio Web
de ACCESS HRA, www.nyc.gov/accesshra y en nuestra aplicacién mévil NYC ACCESS
HRA. La aplicacion movil esta disponible gratis en las tiendas de Apple App y Google Play.

¢ Padece usted una discapacidad o afeccion 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.

; USTED TIENE EL DERECHO DE APELAR ESTA DECISION.
ASEGURESE DE LEER LA SECCION DE INFORMACION DE CONFERENCIAS Y AUDIENCIAS
IMPARCIALES DE ESTE AVISO SOBRE COMO APELAR ESTA DECISION.

(Voltee la pagina)
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Informacién sobre Conferencias y Audiencias Imparciales

CONFERENCIA

Si usted considera que nuestra decision ha sido errénea, o si no la entiende, por favor
lldAmenos para programar una conferencia (reunion informal con nosotros). Para ello, llame al
numero de teléfono de la unidad de Audiencias Imparciales y Conferencias (FH&C) en la
pagina 1 de este aviso, o escribanos a la direccion en la pagina 1 de este aviso. A veces
éste resulta el modo mas rapido de solucionar algun problema que tenga. Le recomendamos
que asi lo haga, aun si ha solicitado una Audiencia Imparcial. En el caso de solicitar una
conferencia, usted seguira teniendo derecho a una Audiencia Imparcial.

AUDIENCIA IMPARCIAL ESTATAL

Fecha Limite: Si usted desea que el Estado revise nuestra decision, tiene que solicitar una
Audiencia Imparcial dentro de sesenta (60) dias a partir de la fecha de este aviso para
asuntos de Asistencia en Efectivo, asistencia médica, o de servicios sociales; y tiene que
presentar solicitud dentro de noventa (90) dias para asuntos del Programa de Asistencia de
Nutricién Suplementaria (SNAP).

Si usted no logra comunicarse con la Oficina del Estado de Nueva York de Asistencia
Temporaria y para Discapacitados por teléfono, por fax, en persona o por Internet, favor de
solicitar por escrito una Audiencia Imparcial antes de la fecha limite.

ela que la Mién(es) que

diencia Imparcial Estatal por

la mano|gl llamat.

na copialpara sj) de todo este aviso, con

Office of Administrative Hearings

New York State Office of Temporary and Disability Assistance
P.O. Box 1930

Albany, NY 12201

(3) FAX: Faxee una copia de todo este aviso, con la seccion "Peticion de
Audiencia Imparcial" llenada, al numero: (518) 473-6735.

(4) EN PERSONA: Traiga una copia de todo este aviso, con la seccion "Peticion de
Audiencia Imparcial" llenada, a la Oficina de Audiencias
Administrativas, Oficina de Asistencia Temporaria y para
Discapacitados del Estado de Nueva York (Office of Administrative
Hearings, New York State Office of Temporary and Disability
Assistance) a la siguiente direccién: 14 Boerum Place, Brooklyn,
NY 11201.

(5) POR INTERNET: Llene un formulario de peticion electrénica en:
http://www.otda.state.ny.us/oah/forms.asp

(Voltee la pagina)
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Qué Puede Esperar de La Audiencia Imparcial: El Estado le enviara una notificacion que
le informara de cuando y donde se llevara a cabo la Audiencia Imparcial. En la audiencia,
usted tendra la oportunidad de explicar la razén por la que considera que nuestra decisiéon es
errénea. Para ayudarle a presentar su caso, usted puede traer a la audiencia a un abogado
y/o testigos como familiares o amigos, y/o entregarle al Funcionario de la Audiencia cualquier
documento escrito relacionado con su caso tal como: talones de paga, contratos de
arrendamiento, recibos, cuentas y/o declaraciones médicas, etc. Si no puede acudir a la
audiencia, puede enviar a alguien que le represente. Si tal representante no es abogado,
usted debe proporcionarle una carta para que el Funcionario de la Audiencia sepa que usted
desea que esa persona le represente. Durante la audiencia, usted, su abogado o su
representante también pueden interrogar a los testigos por parte nuestra o suya, para aclarar
el caso.

Si usted padece una discapacidad, y no puede trasladarse, puede comparecer mediante
un representante, o un amigo, pariente o abogado. Si su representante no es abogado, ni es
empleado de abogado, su representante debe traerle al funcionario de audiencias una carta
escrita y firmada.

ASISTENCIA LEGAL: Si usted necesita asistencia legal gratuita, puede obtener tal
asistencia al comunicarse con la Sociedad de Ayuda Legal (Legal Aid Society) de su
localidad u otro grupo legal de abogacia. Usted puede ubicar la Sociedad de Ayuda Legal o
grupo de abogacia mas cercana al buscar en las Paginas Amarillas (Yellow Pages)

bajo "lawyers" (abogados).

arle a prepararse para
3 5 .|Si usted nos llama,
nos escribe o nos manda 2 okCiona r itas de los|documentos de
su archivo, los mi mos'que s and i iencias durante la Audiencia
Imparcial. Ademas g icion por fax, le
enviaremos copi ivo 'y que
usted considere netes | solicitar
documentos o para averiguar cOmo revisar su archlvo lldmenos al (718) 722-5012, por fax al
(718) 722-5018 o escriba a: HRA Division of Fair Hearing, 14 Boerum Place, Brooklyn,
New York 11201. Si desea copias de documentos contenidos en su archivo, debe solicitarlas
con anticipacion. Estas se le proveeran dentro de un plazo adecuado antes de la fecha de la
audiencia. Se le enviaran por correo los documentos solo si lo solicita especificamente.

DISPONIBILIDAD DE MATERIALES DE POLITICA: Las expediciones de la politica de la
Oficina de Asistencia Temporaria y para Discapacitados (OTDA) y las expediciones de la
politica y manuales de la HRA estan disponibles para usted y su representante para
determinar si se debe solicitar una Audiencia Imparcial y prepararse para la misma. Las
expediciones y manuales de la politica de OTDA se publican en el sitio Web de la OTDA en
http://www.otda.ny.gov/legal. Ademas, previa solicitud a la HRA, hay disponibles
expediciones y manuales que explican como la agencia llegé a su determinacién. Para
solicitar expediciones de politicas y manuales, llame al (718) 722-5012, o envie un fax

al (718) 722-5018, o envie correo electrénico a CRO@hra.nyc.gov, o escriba a HRA
Division of Fair Hearing, 14 Boerum Place, Brooklyn, NY 11201.

ou aiv

INFORMACION: Si usted desea mas informacion sobre su caso, cémo solicitar una
Audiencia Imparcial, como revisar su archivo o como obtener copias adicionales de
documentos, llame o escribanos al numero telefénico y/o direccién que aparecen en la
pagina 1 de este aviso.

(Voltee la pagina)
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PETICION DE AUDIENCIA IMPARCIAL

Continuacién de su(s) Beneficio(s): Si nuestra decision afecta sus beneficios y usted
solicita una Audiencia Imparcial dentro de diez (10) dias a partir de la fecha de este aviso,
nosotros restauraremos sus beneficios al nivel anterior a este aviso, hasta que se emita la
decision de la Audiencia Imparcial. Si usted solicita sélo una conferencia, en vez de una
Audiencia Imparcial Estatal, no se restauraran sus beneficios al nivel anterior a este aviso.

Si usted pierde la Audiencia Imparcial, tendra que devolver cualquier beneficio que haya
recibido sin derecho a ello, mientras esperaba la emision de la decision. Si solicita una
Audiencia Imparcial y no desea que sus beneficios se restauren mientras espera la decision
de la Audiencia Imparcial, usted debe informar al Estado al llamar para una Audiencia
Imparcial, O marcar la casilla a continuacion y devolver este aviso.

[ INo deseo que se restauren mis beneficios mientras espero que se emita la decisién
de la Audiencia Imparcial.

[ IDeseo una Audiencia Imparcial. La decision de la Agencia es errénea porque:

| ]
I
En Letras
de Molde: Num. del Caso:
Nombre I.  Apellido
Direccion:
Teléfono:
Cddigo
Ciudad: Estado: Postal:

Firma: Fecha:
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Date:

Case Number:

Case Name:

Notice of Intent to Reduce Cash Assistance
Public Shelter Resident

We will reduce your cash assistance grant starting . This is because you are
currently living in a public shelter that provides you with meals.

For more information refer to law 18 NYCRR § 352.8.

Your Supplemental Nutrition Assistance Program (SNAP) grant will be increased or remain
unchanged.

Your Medicaid be

Amount of New SNAP Grant: $

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.

YOU HAVE THE RIGHT TO APPEAL THIS DECISION.
BE SURE TO READ THE CONFERENCE AND FAIR HEARING INFORMATION
SECTION OF THIS NOTICE FOR HOW TO APPEAL THIS DECISION.

(Turn page)
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Conference and Fair Hearing Information

CONFERENCE

If you think our decision is wrong, or if you do not understand our decision, please call us to
set up a conference (a conference is an informal meeting with us). To do this, call the Fair
Hearing and Conference (FH&C) unit phone number on page 1 of this notice or write to us at
the address on page 1 of this notice. Sometimes this is the fastest way to solve a problem
you may have. We encourage you to do this even if you have asked for a Fair Hearing. If you
ask for a conference, you are still entitled to a Fair Hearing.

STATE FAIR HEARING

Deadline: If you want the State to review our decision, you must ask for a Fair Hearing
within sixty (60) days from the date of the notice for Cash Assistance, medical assistance, or
social services issues; and you must ask within ninety (90) days for Supplemental Nutrition
Assistance Program (SNAP) issues.

If you cannot reach the New York State Office of Temporary and Disability Assistance by
phone, by fax, in person or online, please write to ask for a Fair Hearing before the deadline.

How to Ask for a Fair Hearlng If you believe the deC|S|on(s) we are making is/are wrong,
you may request a ; ’ nane g:[fax, in personar online.

(1) TELEPHONE 5 notice in hand when you call.)

(2) WRITE: If) of th|s entire notice, with
eted, to:
s nd Disability Assistance
P. O Box 1930
Albany, NY 12201
(3) FAX: Fax a copy of this entire notice, with the "Fair Hearing Request" section

completed, to: (518) 473-6735.

(4) IN PERSON: Bring a copy of this entire notice, with the "Fair Hearing Request"
section completed, to the Office of Administrative Hearings, New York
State Office of Temporary and Disability Assistance at: 14 Boerum
Place, Brooklyn NY 11201

(5) ONLINE: Complete an online request form at:
http://www.otda.state.ny.us/oah/forms.asp

(Turn page)
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What to Expect at a Fair Hearing: The State will send you a notice that tells you when and
where the Fair Hearing will be held. At the hearing, you will have a chance to explain why you
think our decision is wrong. To help explain your case, you can bring a lawyer and/or
witnesses such as a relative or a friend to the hearing, and/or give the Hearing Officer any
written documentation related to your case such as: pay stubs, leases, receipts, bills and/or
doctor's statements, etc. If you cannot come yourself, you can send someone to represent
you. If you are sending someone who is not a lawyer to the hearing instead of you, you must
give that person a letter to show the Hearing Officer that you want that person to represent
you. At the hearing, you, your lawyer, or your representative can also ask questions of
witnesses whom we bring, or you bring, to explain the case.

If you have a disability, and cannot travel, you may appear through a representative such
as a friend, relative or lawyer. If your representative is not a lawyer, or an employee of a
lawyer, your representative must bring the hearing officer a written letter, signed.

LEGAL ASSISTANCE: If you need free legal assistance, you may be able to obtain such
assistance by contacting your local Legal Aid Society or other legal advocate group. You may
locate the nearest Legal Aid Society or advocate group by checking the Yellow Pages

under "Lawyers."

ACCESS TO YOUREILE AND COPIES OF DOCUMENTS To help you get ready for the

hearing, you have/a rite, or e will send
you free copies o 3 ife Il give to the Hearing Officer at
the Fair Hearing. \A i ite | ou free copies of specific
documents from yeur fi ni | ; repare foryour qair Hearing. To
ask for documents or te;call (718) 722-5012, fax (718) 722-
5018 or write to i ' air Hea 3 ace, Brooklyn, New York
11201. If you wa ieg nents , : uldLask for them ahead

of time. They will be n 3 ) the-date of the hearing.
Documents will be mailed to you onIy if you speC|f|caIIy ask that they be mailed.

AVAILABILITY OF POLICY MATERIALS: The Office of Temporary and Disability
Assistance (OTDA) policy issuances and HRA policy issuances and manuals are available to
you or your representative to determine whether a fair hearing should be requested or to
prepare for a fair hearing. OTDA policy issuances and manuals are posted on the OTDA
website at http://www.otda.ny.gov/legal. In addition, upon request to HRA, specific OTDA
and HRA policy issuances and manuals are also available to explain how the agency
reached its determination. To request policy issuances and manuals, call (718) 722-5012, or
fax (718) 722-5018, or email CRO@hra.nyc.gov or write to HRA Division of Fair Hearing,
14 Boerum Place, Brooklyn, NY 11201.

INFORMATION: If you want more information about your case, how to ask for a Fair Hearing,
how to see your file or how to get additional copies of documents, call or write to us at the
phone number/address listed on page 1 of this notice.

(Turn page)
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FAIR HEARING REQUEST

Continuing Your Benefit(s): If our decision affects your benefits and you ask for a Fair
Hearing within ten (10) days of the date of this notice, we will restore your benefits to the
level that they were at before this notice, until a Fair Hearing decision is issued. If you ask for
a conference only, and not a State Fair Hearing, your benefits will not be restored to the level
that they were at before this notice.

If you lose the Fair Hearing, you will have to pay back any benefits that you received, but
should not have received, while you were waiting for the Fair Hearing decision. If you ask for
a Fair Hearing and you do not want your benefits to be restored while you wait for the
decision to be issued, you must tell the State when you call for a Fair Hearing, OR check the
box below and send back this notice.

[ ] I do not want my benefits restored while | wait for the Fair Hearing decision
to be issued.

[] I want a Fair Hearing. The Agency's decision is wrong because:

| ]
) l
Print Name: Case Number:
Name M.I. Last Name
Address:
Telephone:
City: State:  Zip Code:

Signature: Date:
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Fecha:

Nudmero del Caso:

Nombre del Caso:

Aviso de la Intencion de Reducir la Asistencia en Efectivo
Residente de Refugio Publico

Nosotros reduciremos su subsidio de Asistencia en Efectivo a partir del . Esto
se debe a que usted actualmente reside en refugio publico que le provea comidas.

Para mas informacion, remitase a la ley 18 NYCRR § 352.8.

Su subsidio del Programa de Asistencia de Nutricion Suplementaria (SNAP) se incrementara
0 permanecera sin i

| ]
Sus beneficios d
- . : NI I
Canti ~fectivo: |$
C ncia en Efectivo:|$

Cantidad del subsidio actual de SNAP: $

Cantidad del nuevo subsidio de SNAP: $

¢Padece usted una discapacidad o afeccion 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.

) USTED TIENE EL DERECHO DE APELAR ESTA DECISION.
ASEGURESE DE LEER LA SECCION DE INFORMACION SOBRE CONFERENCIAS Y
AUDIENCIAS IMPARCIALES DE ESTE AVISO SOBRE COMO APELAR ESTA DECISION.

(Voltee la pagina)
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Informacion sobre Conferencias y Audiencias Imparciales

CONFERENCIA

Si usted considera que nuestra decision ha sido errénea, o si no la entiende, por favor
lldamenos para programar una conferencia (reunion informal con nosotros). Para ello, llame al
numero de teléfono de la unidad de Audiencias Imparciales y Conferencias (FH&C) en la
pagina 1 de este aviso, o escribanos a la direccion en la pagina 1 de este aviso. A veces
éste resulta el modo mas rapido de solucionar algun problema que tenga. Le recomendamos
que asi lo haga, aun si ha solicitado una Audiencia Imparcial. En el caso de solicitar una
conferencia, usted seguira teniendo derecho a una Audiencia Imparcial.

AUDIENCIA IMPARCIAL ESTATAL

Fecha Limite: Si usted desea que el Estado revise nuestra decision, tiene que solicitar una
Audiencia Imparcial dentro de sesenta (60) dias a partir de la fecha de este aviso para
asuntos de Asistencia en Efectivo, asistencia médica, o de servicios sociales; y tiene que
presentar solicitud dentro de noventa (90) dias para asuntos del Programa de Asistencia de
Nutricion Suplementaria (SNAP).

Si usted no logra comunicarse con la Oficina del Estado de Nueva York de Asistencia
Temporaria y para Discapacitados por teléfono, por fax, en persona o por Internet, favor de
solicitar por escrito una Audiencia Imparcial antes de la fecha limite.

Como Solicitar una Audiencia Imparcial: Si usted considera que la(s) decisién(es) que

udiencia Imiparcial Estatal por

olal llamai.

na copialgara si)|de todo este aviso, con

iencia Im;fe_mja]ﬂllla ada_ a:

Office of Administrative Hearings
New York State Office of Temporary and Disability Assistance
P.O. Box 1930

Albany, NY 12201

(3) FAX: Faxee una copia de todo este aviso, con la seccion "Peticion de
Audiencia Imparcial" llenada, al niumero: (518) 473-6735.

(4) EN PERSONA: Traiga una copia de todo este aviso, con la seccion "Peticion de
Audiencia Imparcial" llenada, a la Oficina de Audiencias
Administrativas, Oficina de Asistencia Temporaria y para
Discapacitados del Estado de Nueva York (Office of Administrative
Hearings, New York State Office of Temporary and Disability
Assistance) a la siguiente direccién: 14 Boerum Place, Brooklyn,
NY 11201.

(5) POR INTERNET: Llene un formulario de peticion electrénica en:
http://www.otda.state.ny.us/oah/forms.asp

(Voltee la pagina)
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Qué Puede Esperar de La Audiencia Imparcial: El Estado le enviara una notificacion que
le informara de cuando y dénde se llevara a cabo la Audiencia Imparcial. En la audiencia,
usted tendra la oportunidad de explicar la razon por la que considera que nuestra decisiéon es
erronea. Para ayudarle a presentar su caso, usted puede traer a la audiencia a un abogado
y/o testigos como familiares o amigos, y/o entregarle al Funcionario de la Audiencia cualquier
documento escrito relacionado con su caso tal como: talones de paga, contratos de
arrendamiento, recibos, cuentas y/o declaraciones médicas, etc. Si no puede acudir a la
audiencia, puede enviar a alguien que le represente. Si tal representante no es abogado,
usted debe proporcionarle una carta para que el Funcionario de la Audiencia sepa que usted
desea que esa persona le represente. Durante la audiencia, usted, su abogado o su
representante también pueden interrogar a los testigos por parte nuestra o suya, para aclarar
el caso.

Si usted padece una discapacidad, y no puede trasladarse, puede comparecer mediante
un representante, o un amigo, pariente o abogado. Si su representante no es abogado, ni es
empleado de abogado, su representante debe traerle al funcionario de audiencias una carta
escrita y firmada.

ASISTENCIA LEGAL: Si usted necesita asistencia legal gratuita, puede obtener tal
asistencia al comunicarse con la Sociedad de Ayuda Legal (Legal Aid Society) de su
localidad u otro grupo legal de abogacia. Usted puede ubicar la Sociedad de Ayuda Legal o
grupo de abogacia mas cercana al buscar en las Paginas Amarillas (Yellow Pages)

bajo "lawyers" (abogados).

ACCESO A SU ARCH : repararse para
la audiencia, usted ¢ 3 i ' S d nos llama,

nos escrlbe 0 NOS iona de los documentos de
durante la Audiencia

Imparcial. Ademas 3 mor fax, le
enviaremos copias gra : BS ifi i hivo y que

usted considere pecesari ara $€ pe i ial. Para solicitar

3 ) isa archi : ) 722-5012, por fax al
, Brooklyn,
New York 11201. Sic ebe solicitarlas
con anticipacion. Estas se Ie proveeran dentro de un plazo adecuado antes de la fecha de la
audiencia. Se le enviaran por correo los documentos solo si lo solicita especificamente.

DISPONIBILIDAD DE MATERIALES DE POLITICA: Las expediciones de la politica de la
Oficina de Asistencia Temporaria y para Discapacitados (OTDA) y las expediciones de la
politica y manuales de la HRA estan disponibles para usted y su representante para
determinar si se debe solicitar una Audiencia Imparcial y prepararse para la misma. Las
expediciones y manuales de la politica de OTDA se publican en el sitio Web de la OTDA en
http://www.otda.ny.gov/legal. Ademas, previa solicitud a la HRA, hay disponibles
expediciones y manuales que explican como la agencia llegé a su determinacién. Para
solicitar expediciones de politicas y manuales, llame al (718) 722-5012, o envie un fax

al (718) 722-5018, o envie correo electrénico a CRO@hra.nyc.gov, o escriba a HRA
Division of Fair Hearing, 14 Boerum Place, Brooklyn, NY 11201.

INFORMACION: Si usted desea mas informacidn sobre su caso, como solicitar una
Audiencia Imparcial, como revisar su archivo o como obtener copias adicionales de
documentos, llame o escribanos al numero telefénico y/o direccién que aparecen en la
pagina 1 de este aviso.

(Voltee la pagina)
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PETICION DE AUDIENCIA IMPARCIAL

Continuacién de su(s) Beneficio(s): Si nuestra decision afecta sus beneficios y usted
solicita una Audiencia Imparcial dentro de diez (10) dias a partir de la fecha de este aviso,
nosotros restauraremos sus beneficios al nivel anterior a este aviso, hasta que se emita la
decision de la Audiencia Imparcial. Si usted solicita solo una conferencia, en vez de una
Audiencia Imparcial Estatal, no se restauraran sus beneficios al nivel anterior a este aviso.

Si usted pierde la Audiencia Imparcial, tendra que devolver cualquier beneficio que haya
recibido sin derecho a ello, mientras esperaba la emision de la decision. Si solicita una
Audiencia Imparcial y no desea que sus beneficios se restauren mientras espera la decision
de la Audiencia Imparcial, usted debe informar al Estado al llamar para una Audiencia
Imparcial, O marcar la casilla a continuacion y devolver este aviso.

[INo deseo que se restauren mis beneficios mientras espero que se emita la decision
de la Audiencia Imparcial.

[|Deseo una Audiencia Imparcial. La decision de la Agencia es errénea porque:

| ]
I
En Letras
de Molde: Num. del Caso:
Nombre I.  Apellido
Direccion:
Teléfono:
Cddigo
Ciudad: Estado: Postal:

Firma: Fecha:
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DEPENDS ON IT. BECAUSE IT DOES.

Babies sleep safest on their backs. |t makes it easier for them to breathe,
and they are less likely to choke if they spit up.

Babies sleep safest alone, on their backs, in a bare crib or bassinet — not in bed with you.

H ® @ ® @
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To learn more about Safe Sleep visit
nyc.gov/safesleep or call 311.
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PONGALOSA DORMIR COMOSIFUERA UNA
CUESTION DE VIDA O MUERTE. PORQUE LO ES.

Los bebés duermen mas seguros boca arriba. Les es mas facil respirar
y hay menos riesgo de que se ahoguen si vomitan.

Los bebés duermen mas seguros solos, boca arriba, en una cuna o moisés vacios: no en la cama con usted.

H ® @ @ @

NO ALMOHADAS NO COBIJAS NO JUGUETES NO BOCA ABAJO NO EN LA CAMA
CON USTED
Para uhterner_rrfés informacion sobre el suefio seguro m B mentcne " | Sy
para bebés, visite nyc.gov/safesleep o llame al 311. para Nifios Sehad Monkal
Orcinia derd Bhcalds (l;;:;:ﬂ:wml m;ﬂn:mwn Wl MPH

OCM-44(S)



Department of

Social Services

Human Resources Administration
Department of Homeless Services

Administration

W-205GG (E) 02/20/2018 (page 1 of 5) LLF

POS Applicant Interview Guide

If you complete this form, it will help speed up the interview. You do not need to complete
this form. For each question, check "Yes," "No" or "Don't know." If you do not understand a
question or you do not know the answer, check M the box labeled "Don't know."

Give the form to the Worker when you meet with him/her.

Employment Information
Indicate if you or anyone who lives with you that is applying:

1. Is participating in a strike. [1Yes | No |[I] Don't know
2. Is anyone in the household a migrant or seasonal farm Cves |11 No |01 Don't know
worker.
| ]
What Type of Work You Would\Like o, Do
Please check Mithe boxes est cripe the ftype vork you would like to do. This
section applies to'yo ly. |
[] Carpentry - E\M;ééseﬁg\?r \\ // [l Hardypérson | Clerical
[] Sewing \k/@/%éﬁurity\\ \V/ [l House Palnting |(|[_] Data Entry
[] Cosmetology S Méchanic- 2 Y HHchild Care—— f-Receptionist
[] Cooking [ ] Food Services [] Health Care [ ] Word Processing
[] Housekeeping [] Domestic [] School Aide [] Sales
1 Computer [] Building Maintenance |[] Hospital Work [1 Other Specify:
[] Typing [] Construction [] Home Care
[] Photography [] Janitorial [] Livery/Taxi

(Turn page)
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Current Income
Indicate if you or anyone who lives with you receives:

Human Resources Administration
Family Independence Administration

1. Social Security dependent benefits. L] Yes [] No |L] Don't know
2. Social Security survivor's benefits. []Yes [l No |L] Don't know
3. Social Security retirement benefits. []Yes [1 No [|L[] Don't know
4. Railroad retirement benefits or railroad retirement .
dependent benefits. L) Yes L) No L] Don't know
5. Retirement benefits (pensions). L[] Yes []1 No |L] Don't know
6. Dividends/interest from stocks, bonds, savings, etc. []Yes [l No |L] Don't know
7. Worker's Compensation. []Yes [l No |L] Don't know
8. New York State bility b efits. []Yes L1 Don't know
7% nialm—
9. Gl dependenc(ygo\éent%/\\ \ / ) )j Yes [] Don't know
[/
10. Public Assista%%nt/ \ \\ // — 1] Yes ] Don't know
11. Rental mcomUe@l{ \Y/ L] ‘leﬁ L1 Don't know
12. Alimony/support (received). []Yes [ | Don't know
13. Private disability insurance-health/accident :
insurance policy income. Ll Yes L No |[J Don't know
14. No-fault insurance benefits. [] Yes [] No |[J Don't know
15. Union benefits (including strike benefits). [1Yes |L]l No |LI] Don'tknow
Grandparent/Stepparent/Non-Citizen
Please answer the following questions about your household:
1. Is anyone in your household a non-citizen who was \
sponsored for admission into the U.S.? LlYes |LINo |LIDon'tknow
2. Does the stepparent/grandparent of any children who
live with you have any resources or receive income of |[[] Yes |[] No |[I] Don't know
any kind?

(Turn page)
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Resources
Please indicate if you or anyone who lives with you and is applying has any of the following
resources:
1. Has cash available. [1Yes |l No |[] Don'tknow
2. Has a checking account(s). [1Yes |l No |[I] Don'tknow
3. Has a savings account(s) or CD (certificate of deposit).|[] Yes |[] No | Don't know
4. Has a credit union account(s). [1Yes |[lNo |[I] Don'tknow
5. Has stocks, bonds, certificated, or mutual funds. [1Yes |L] No [] Don't know
6. Has an IRA, Keogh, 401k or deferred compensation ,
account(s)? [1Yes |1 No |[I Don'tknow
7. Has an irrevocable burial trust. [1Yes |[lNo |[I]Don'tknow
~
8. Has a burial fuﬁ /_\ N\ | Yes |["No— | Don't know
9. Has a burial sp;\Q /u\ \\ // —j []Yes [LI'No ] |LI Don'tknow
v
10. Has real est incl pr ng|and . | ,
nom- mcomewz ope r\ § VZ ] Yes |l No | ] Don't know
N U [N R Y A ]
11. Has an annuity. []Yes | No |[J Don'tknow
12. Is named the beneficiary of a trust. []Yes |[] No [ ] Don't know
13. Expects to receive a trust fund, lawsuit settlement, ,
inheritance or income from any other sources. [JYes L1 No ][] Don'tknow
14. Has an in-trust account(s). [1Yes |[J No [LIDon'tknow
15. Has a safe deposit box. [1Yes |[[] No [LI]Don'tknow
16. Has anyone (including your spouse even if not
applying or living with you) given away any cash or .
sold/transferred any real estate, income or personal Ll'Yes 101 No L] Don't know
property in the past 36 months?
17. Has anyone (including your spouse even if not
applying or living with you) ever created a trust in .
the past or transferred any assets into a trust within L'yes |L No [ Don't know
the past 60months?

(Turn page)
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Medical
Please indicate if you or anyone who lives with you and is applying:

1. Is in a hospital, nursing home or other medical .
institution. [1Yes |[[J No [[] Don'tknow

2. Has any medical bills or medically related expenses. |[] Yes |[] No |[[J] Don't know

3. Is or was drug or alcohol dependent. [1Yes |[]lNo |[]Don'tknow

4. Has been in a car accident or work-related accident in

the past two years. [1Yes |1 No |[]Don'tknow

Shelter (Housing) Expenses
Please answer the following questions about your housing/shelter:

1. Does any person, group or organization outside the

household pay any of the household expenses? Ll'Yes |LJNo (L] Don'tknow

2. Do you (or any, e ho lives\with y ) hav | [ ]‘?l
ut|I|ty/teIepho llatio f es se rate prm(your\ | L] [Yes |[[JTNo— |[] Don't know
rent or mortg

— '

Other Expense

Please indicate if ne w ||\ h|you and is applying:] |

1. Pays tuition and/or fees. [1Yes |[] No |[LI Don'tknow

2. Pays court-ordered or voluntary child support. [1Yes |[J] No |[I Don'tknow

3. Pays alimony/spousal support. [1Yes |[]lNo |LI]Don'tknow

4. Owes at least four month's court-ordered support for a
child under 21.

5. Buys or plans to buy meals from a home delivery or
communal dining service.

[1Yes |[]No | Don'tknow

[1Yes |[]No |[LI]Don'tknow

(Turn page)
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Other Information
Please answer the following questions:

Human Resources Administration
Family Independence Administration

1. Have you or any member of your household been
convicted of making a fraudulent statement or .
representation of residence in order to receive [JYes |L1No [[JDon'tknow
temporary cash assistance in two or more states?
2. Have you or anyone who lives with you who is applying
moved into this country from another New York State |[] Yes |[[] No |[J Don't know
country within the past two months?
3. Have you or anyone who lives with you received
benefits for which they were not entitled and which [JYes [[J] No |[J] Don'tknow
have not been fully repaid to this or another agency?
4. Have you or anyone who lives with you ever been
found guilty of and/or been disqualified for Cash :
Assistance and/or SNAP benefits because of [lYes |01 No L1 Don't know
fraud/intentional program violation?
5. Do you or does anyone who lives with you receive any ,
type of assistance or services now? [1Yes L1 No L1 Dontknow
6. Have you or e\who liyes with yjou recelved \ | ,
assistance oferw es in }(’Aﬁ;ast” 9\ /: \ [ Yes No | L1 Don't know
7. Have you sol ferr iven|away any of your/
property to an rary\ Assistanae or [ Yes 3—Ne—| [] Don't know
SNAP beneflrt-s cl
8. Are you or an you olsehdl feeiiyﬂ;
prosecution, ¢ flne or conviction\for d felony and [[L] Yes No ||[] Don't know
actively being pursued by law enforcement?
9. Are you or any member of your household violating .
probation or parole according to a court-order? L'Yes |01 No LI Don'tknow
10. Have you or anyone in your household ever been in
the U?/S. miIitar);? Y [1Yes |[J] No |[I Don'tknow
11. Has your spouse ever been in the U.S. military? [1Yes |[] No |[LI] Don'tknow
12. Is anyone in the household a dependent of someone .
who is or was in the U.S. military? Ll Yes |01 No L1 Don't know
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Guia POS para la Entrevista del Solicitante

Si usted rellena este formulario mientras espera, el tramite de su solicitud se efectuara con
mayor prontitud. El rellenar este formulario es opcional. Usted no tiene que llenar este
formulario. La contestacién para todas las preguntas, debe ser "Si", "No" o "No sé". Si
no entiende alguna pregunta o no esta seguro(a) de la contestaciéon, debe marcar M la
casilla: "No sé".

Al usted reunirse con su trabajador, entréguele el formulario.

Informacién sobre el empleo
Indique si usted o algun otro solicitante que viva con usted:

1. Esta participando en alguna huelga []Si L[] No [ ] No sé
N\ —1 ]

2. Es trabajador ﬁ?fﬂ@@ te ag{?\ Itor o %stacihﬁal. _\\ [l Si ‘I:I'Nﬁ' [ ] No sé

)] =

cofrespondan a trabgjos que (g usted le interesaria
usted. [ | || | |

Qué clase de trabajo |
Favor de marca I
desempenar. Estasecci

[] Carpinteria L] Mensajero [] Servicios de [] Trabajo de oficina
mantenimiento
[] Costura [ ] Seguridad [ ] Pintura de casas |[| Procesamiento
de Datos
[] Cosmetologia [ ] Mecanica [ ] Cuidado infantil [] Recepcionista
[] Cocina [ ] Servicio de [] Servicios médicos |[] Procesamiento de
comidas textos
[ | Limpieza de casas |[_| Trabajo doméstico |[ | Asistente escolar |[] Ventas
[] Computacion [] Mantenimiento de |[] Trabajo en [ ] Especifique otro
edificios hospitales interés:
[] Mecanografia [] Construccién [] Cuidado
doméstico
[] Fotografia [l Limpieza de [] Chofer de taxis
edificios

(Voltee la pagina)
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Ingreso Actual
Por favor indique si usted o alguien que viva con usted recibe dinero de:

1. Beneficios de Seguro Social para dependientes. ]Si [ INo [ INo sé
2. Beneficios de Seguro Social para sobrevivientes. ]Si [ INo [ INo sé
3. Jubilacién de Seguro Social. []Si [ INo [ INo sé
4. Beneficios ferroviarios de jubilacién o de dependientes ]Si INo [INo sé
5. Beneficios de jubilacion (pensiones). L]Si [ INo [ INo sé
6. Dividendos/intereses sobre acciones, bonos, ahorros, etc.. |[]Si INo [INo sé
7. Indemnizacion Laboral. []Si [ INo [ INo sé
8. Beneficios de incapacidad del Estado de Nueva York. ]Si [INo [ INo sé
9. Asignaciones de dependencia para soldados (Gls). [1Si 1No [1No sé
10. Subsidio de Asistencia Publica. 1Si [ INo [ INo sé
11. Ingresos por ?//gK\{e alqﬁf‘?r recibidos) _\\ Csi | ICINe  [CINo sé
12. Pension allm t|C|aXn\1an ion pandivarcio ¢ [1Si 1No [1No sé
separacion ( .
13. Ingreso prlvad I|z quro _ 1Si FNO [ INo sé
discapacidadfsalud/accjdentes.
14. Beneficios p é@c,olg /1yes sw\r% do r\é%‘oll dad. 1S l_an! [1No sé
15. Beneficios sindicales (incluyendo beneficios de huelga). [ 1S [TNo |[INo sé

Abuelo(a)/Padrastro/Madrastra/No Ciudadano(a)
Favor de contestar las siguientes preguntas sobre su hogar:

1. ¢Hay algun extranjero en su familia que haya sido L1Si [ INo [ INo sé
patrocinado(a) para ingresar a los EE.UU.?
2. ¢ Tiene el padrastro/la madrastra del/de la abuelo(a) de ]Si INo [INo sé

cualquiera de los niflos que vivan con usted recursos o
recibe ingresos de cualquier tipo?

(Voltee la pagina)
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Recursos

Favor de indicar si usted o algun solicitante que viva con usted tiene los siguientes recursos:
1. Tiene dinero en efectivo disponible. []Si [ INo [ INo sé

2. Tiene cuenta(s) corriente(s). L]Si [INo [INo sé

3. Tiene cuenta(s) de ahorro o C.D. (certificado de depdsito). |[]Si [ INo [ INo sé

4. Tiene cuenta(s) de asociaciones de crédito. []Si [ INo [ INo sé

5. Tiene acciones, bonos, certificados o fondos mutualistas. []Si [INo [ INo sé

6. Tiene IRA, KEOGH, 401K o cuenta(s) de compensacion ]Si INo [INo sé
diferida.

7. Tiene fondo fiduciario irrevocable de entierro. ISi [INo [ INo sé

8. Tiene fondo de entierro. L]Si [ INo [INo sé

1 ——_ [ ]

N, /m | .
9. Tiene solar pa(a(eﬁn'\ejro. //\\ \ / j C1Si [ TNoO [INo sé

L

10. Tiene bienes Wes/ﬁﬁ\les J | l|Osi | TONo  |CINosé
11. Tiene anuaIiAM Z/ \X \W L1Si [ INo [ INo sé
K | |

0O
/f
/_O’
§

12. Es el beneficiario nombrado de un fideicomiso. C1Si [INo [INo sé
13. Espera recibir un fideicomiso, indemnizacion por 1Si [INo [INo sé
una demanda, herencia o algun ingreso de cualquier otra
fuente.
14. Tiene cuenta(s) fiduciaria(s). L1Si [ INo [INo sé
15. Tiene caja de seguridad bancaria. L]Si [ INo [INo sé
16. ¢ Alguien (incluyendo a su esposola], aunque no esté ]Si INo [INo sé

solicitando o viviendo con usted) ha cedido dinero en
efectivo o vendido/transferido bienes inmuebles, ingresos
o bienes personales durante los pasados 36 meses?

17. ¢ Ha creado alguien (incluyendo a su esposo[a], aunque |[]Si [INo [INo sé
no esté solicitando o viviendo con usted) o traspasado
activos a un fideicomiso durante los ultimos 60 meses?

(Voltee la pagina)
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Informaciéon Médica
Favor de indicar si usted o algun solicitante que vive con usted:

1. Esta internado(a) en un hospital, hogar para ancianos u []Si [1No [ INo sé
otra institucién médica.

2. Tiene cuentas médicas o gastos relacionados con []Si [ INo [ INo sé
atencion médica.

3. Es o ha sido drogadicto o alcohdlico. L]Si [ INo [ INo sé

4. Ha sido victima de un accidente automovilistico o accidente|[]Si [INo [ INo sé

relacionado con su trabajo en los ultimos dos afios.

Costos de (Albergue) Vivienda
Por favor responda las siguientes preguntas sobre su hogar/vivienda:

1. ¢Paga alguna persona, grupo u organizacion fuera del C1Si [INo [ INo sé
hogar algun gasto del hogar?
[T N |

£\

[\ [\
2. ¢Recibe uste oal\gﬂna sona que vivg ¢on usted) C]Si [INo [INo sé
cargos de instalacion par, vicios\publicos/teléfonos,
separados dehalquiler/hi ca? |
Otros Gastos MH - \‘/ \* -

Favor de indicar si usted o algun solicitante que viva con

usted:

1. Paga matriculas y/o cargos docentes. L1Si [ INo [ INo sé

2. Paga pensién alimenticia/compensatoria por divorcio o C]Si [INo [INo sé
separacion.

3. Paga manutencion de nifios dictada por tribunal o L1Si [ INo [ INo sé

voluntaria.

4. Debe por lo menos cuatro meses de pagos para [1Si [ INo [ INo sé
manutencion de un niflo menor de 21 anos de edad por
orden judicial.

5. Compra o piensa comprar comidas de un servicio a C1Si [INo [INo sé
domicilio o de cenas comunales.

(Voltee la pagina)
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Otros Informacién

Por favor responda las siguientes preguntas:

1. ¢Ha sido usted o algun miembro de su hogar condenado |[]Si INo [INo sé
por declaraciones falsas sobre su residencia para recibir
Asistencia en Efectivo temporaria en dos o0 mas estados?

2. ¢Se ha trasladado usted o algun solicitante que viva con [1Si [INo [1No sé
usted a este condado desde otro condado del Estado de
Nueva York durante los ultimos dos meses?

3. ¢ Ha recibido usted o alguien que viva con usted beneficios |[]Si [INo [ INo sé
a los cuales no tengan derecho y que no hayan sido
completamente reembolsados a esta u otra agencia?

4. s Ha sido usted o alguien que viva con usted declarado C1Si [ INo [ INo sé
culpable y/o ha sido descalificado de Asistencia en
Efectivo y/o beneficios por fraude/violacion intencionada al
programa?

5. ¢ Recibe actualmente usted o alguna persona que viva con |[]Si INo [INo sé
usted algun tipo de asistencia o servicios? _

6. ¢ Ha recibido i ent ted g alguna/perspt 1Si DNd [ INo sé
viva
con usted algun tipo de a |3Z&n ia z rvi iz ? > .

7. ¢ Ha vendido usted, transferida o cedido dlglino [de sus/ S | =N [CINo se
bienes a alguien con el prapasito de recioir Asistencia
Temporaria o@gnefi [ ;Ae Sﬁ\ PP

8. ¢ Esta usted o algun yaigmbro dé $u hogar hbyendo para | [(1SI [ [CINd  [[CINo sé

evitar enjuiciamiento, encarcelamiento o condena por
delito mayor?

9. ¢ Esta usted o algun miembro de su hogar en infraccion de |[]Si [INo [INo sé
libertad condicional o vigilada y activamente perseguido(a)
por las fuerzas del orden, conforme a orden judicial?

O
2]

10. ¢ Ha servido usted en las fuerzas armadas de EE.UU.? C1Si [INo [INo sé

11. ¢ Ha servido su esposo(a) alguna vez en las fuerzas []Si [INo [ INo sé
armadas de EE.UU.?

12. ¢ Es alguien en el hogar dependiente de una persona C1Si [INo [INo sé

que haya servido en las fuerzas armadas de EE.UU.?
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Department of Homeless Services Shelter Intake Centers
All intakes are open 24 hours a day, including weekends and holidays.

Families with Minor Children:

Prevention Assistance and Temporary Housing (PATH)
151 East 151st Street
Bronx, NY 10451

How to Get There: Take the 2, 4, or 5 train to 149th Street/Grand Concourse
Station. Head west on East 149th Street toward Grand Concourse. Walk north on
Grand Concourse two blocks, to East 151st Street and turn left. Walk two blocks to
Walton Avenue. The PATH office is located at the corner on your right.

Families withoGt Minc [ [ ] |
Adult Fa f ‘ k nte
400-430
New Yor :|
How to GEg 3 | e [the 6 train to 28th Btreet. Walk east to 1st
Avenue, 1 eet. On the bus|take the M15 to 29th
Street. —] ]

Single Adult Men:

30th Street Intake Center
400-430 East 30th Street
New York, NY 10016

How to Get There: Take the 6 train to 28th Street. Walk east to 1st Avenue, turn
left, and go north to 30th Street. Entrance is now at 30th Street and 1st Avenue.

Single Adult Women:

® HELP Women's Shelter
116 Williams Avenue (between Liberty Avenue and Glenmore Avenue)
Brooklyn, NY 11207

How to Get There: Take the C train to Liberty Avenue.

® Franklin Shelter
1122 Franklin Avenue (near 166th Street)
Bronx, NY 10456

How to Get There: Take the 2 train to 149th Street, followed by the #55 bus to
166th Street and 3rd Avenue.
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Important notice enclosed. If you need help reading the notice, go to your Center.

The enclosed notice schedules you for a recertification appointment. Please go to your Center on the
date and time stated on the notice.

Aviso importante adjunto. Si necesita ayuda para leer el aviso, remitase a su Centro.

El aviso adjunto le programa a usted una cita de recertificacion. Favor de presentarse a su Centro en la
fecha y hora indicadas en el aviso. (Spanish)

AL il 38 all ) Gl e UadY el B L8 Baclue ) dalag S 1) ala jUad) (38 se
(Arabic) . oUaaY) 8 cp ) sSaall i gll 5 s Ul A Al il S all ) ) sasdl (o AlaY) il 13e g el 3 jall SUaAY) dasy

it~ R = gl e
Bﬁfim[qﬂiﬂpﬁz}ﬁwﬁ K 3R] A i e || A ?JJEF'EJ'E"J (CY NN
(Chinese)
| | — 1
] ] || I

Avi enpotan anekse. Si w bezwen éd pou li avi sa a, ale nan Sant ou.

Avi anekse a pwograme w pou yon randevou pou reseétifikasyon. Tanpri ale nan Sant ou sou dat la ak |
a ki endike sou avi sa a. (Haitian Creole)

R SXIX7I S E|o{ J&LICE SKIME ele ol EF0| RS AIH MEIE L2 FAAIL.
=

=
S

rn

SXIME Sl Hlete MUS of|of dHE H2AlA ELIch SXIAMof Lok s ™2t Alztod|
H

28 FMAIL. (Korean)

ME

il
i

MpunaraeTca BaxkHoe n3aBeleHune. Ecnm 6e3 noctopoHHen nomouwm Bbl He MOXeTe npoynTaTb
n3BelWeHne, obpaTtutecb B MeCTHbIN LieHTp.

B npuvnaraemom nsBeLLeHnM cogepXuTca nHdopmaumsi 0 ToM, 4To Bam HasHavyeHo
nepeoceuaeTenscTeoBaHune. B nsselleHnn ykasaHbel gata n spems nocelleHus LleHtpa. (Russian)
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Important notice enclosed. If you need help reading the notice, go to your Center.

The enclosed notice is to inform you that your Center has changed. Your new Center is listed
on the notice.

Aviso importante adjunto. Si necesita ayuda para leer el aviso, remitase a su Centro.

Por el aviso adjunto se le informa que su Centro ha cambiado. Su nuevo Centro aparece en el
aviso. (Spanish)

AL i) Sl ) G o UaRY) el B B Bacla ) Aalay S 13) sl jUad) (3B e
(Arabic) .JBay) &z e aaall Sl Gl c s a8 ad il 58 el ol 38 5al) Jad ) elalay

Y

h §
=113
::If.%
=

FEH —ty E A y

e e

W B 1 28 2R 2 AR SR ) L N LhE R - (Traditional Chinese)

Avi enpotan angkse. $j v $a a, alé nan Sart oL

Avi anekse a se p or
(Haitian Creole)

e. Sgrjt nouyjo w endike soll avi a.

SR XA SSEN JUSLICH SXAHE e O E=0| ELQ0otAIS MEE Y20 FAAL.
SSE SAANeE dEIIHEZUSS 2 S LCH M2 HEE dEIF S XA L2
USLILCH (Korean)

Mpunaraetcsa BaxxHoe n3BeLweHne. Ecnu 6e3 noctopoHHen nomolwu Bbl He MoxeTe
npouynTaTb U3BeLeHne, oopaTuTecb B MeCTHbIN LleHTp.

B npunaraemom n3BeLLEHNN COAEPXKUTCA MHPOPMaLUsA O TOM, YTO Balum gaHHble nepeaaHbl B
apyron LleHTp. Agpec HoBoro LleHTpa yka3aH B uaselleHun. (Russian)
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a9l fTwfy iige | 3t {SfEf o UTeam TTmeF TS 3, ST AT @FE
|

T F@e IA=E (Fu AR @R ©f TEE T AR ATAE qod (Fu [FRiEe
elfiFge a®|(Bengali)

BEM— i EEE . WREREDE R A, FRIEERRS L.
258 P 38 0 A AR A% R AR TR . HT I OME B B RTEZE A . (Simplified Chinese)

sl oy Al B 65 o SO 33 (e AT alsE oS Gl 81 (gl ) Sluada
= TN gpe ol S WS O & s i T S QIS e o b S Sl o S ol g Sluie

(Urdu)
FRWANANI | o —

Avis important
centre.

S

le pauﬂ: I'a
gé. Votre nouvelgu cetre figure sur l'avis.

1 U [

S, llu'cf-VOUS a votre

L’avis ci-joint vou
(Francais)

5

.Siv)s vez b
e guejvyatre c

W zalgczeniu wazne powiadomienie. Jesli potrzebuje Pan(i) pomocy w przeczytaniu
powiadomienia, nalezy uda¢ sie do centrum.

Zatgczone powiadomienie informuje o zmianie centrum. Nowe centrum jest podane w
powiadomieniu. (Polish)
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Important notice enclosed. If you need help reading the notice, go to your Center.

The enclosed notice requires you to provide your Center with information or documents. Please go to
your Center on the date and time stated on the notice.

Aviso importante adjunto. Si necesita ayuda para leer el aviso, remitase a su Centro.

El aviso adjunto estipula que usted proporcione a su Centro informacion o documentacion. Favor de
presentarse a su Centro en la fecha y hora indicadas en el aviso. (Spanish)

Al S el A Gl s UadY) Bp1 8 B Bacluia ) Aalay S 1Y) by jUsd (38 4e

o sSaall gl 5 g )l b ad il HS el ) semall (a g Ay s_wial) laiiusall 5f il slaally 58 sal) g i Gaal) aY) el 3k
(Arabic) ._U=aYy)

— T T —

ARF5H 1=

i ey

eff— (3 E el spi )
BT ol T S

%‘EstI[‘L‘\Q (Chinese)

-
—

| ]

] [ I

Avi enpotan anekse. Si w bezwen éd pou li avi sa a, ale nan Sant ou a.

Avi anekse a egzije w pou founi Sant ou avek enfomasyon oswa dokiman yo. Tanpri ale nan Sant ou
sou dat la ak |é a ki endike sou avi sa a. (Haitian Creole)

52 SXIM7t S3Elo] U&LICE SXIME e ol =80l ERSAIH MEE YE&H FAAL.

SSE SEIMol et st MEo| SELE MFE MEstAoF & LICH SKIAol| Lot = et

Alzto] ME{E E 2 FAA|IL. (Korean)

MpunaraeTtcsa BaxHoe usBeweHne. Ecnm 6e3 noctopoHHen nomowm Bbl He MoXeTe NpounTaTh
M3BeLleHne, obpaTtutTecb B MeCTHbIN LieHTp.

B npunaraemom usBeLLeHnn coaepxnTcs nHdopmaumsa o Tom, 4to Bam Heobxoammo npeaoctaBuThb B
MecCTHbIN LieHTp cBegeHus o cebe nnu JokymeHTbl. B n3BelleHnn ykasaHbl fata u BpeMs noceLeHns
LleHTtpa. (Russian)
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Important notice enclosed. If you need help reading the notice, go to your Center.

The enclosed notice is a notice of intent to discontinue your benefits. Please go to your Center
for more information.

Aviso importante adjunto. Si necesita ayuda para leer el aviso, remitase a su Centro.

Por el aviso adjunto se le informa a usted de la intencion de discontinuar sus beneficios. Favor
de concurrir a su Centro para mas informacion. (Spanish)
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Avi ou jwenn nan anviop la se yon avi ki la pou fe ou konnen nou sispann avantaj ou yo.
Tanpri ale nan Sant ou pou jwenn plis enfomasyon. (Haitian Creole)
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(Korean)

Mpunaraetcsa BaxxHoe n3BeLweHue. Ecnu 6e3 noctopoHHen nomowu Bbl He MoxeTe
npouyuTaTb U3BeLeHne, oopaTuTecb B MeCTHbIn LleHTp.

lMpunaraemoe yBegomneHme aBnseTca yBegoMeHeM o npeanonaraemom npekpaLieHmm
BbINnaTtbl nocobun. 3a gononHUTeNbHON MHpopMmaumen obpawantecs B cBon LIeHTp.
(Russian)
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a.llﬂ.c]atioEs. Pdur en savoir plus,

Avis important
centre.

L’avis ci-joint est ion| de_v

rendez-vous a vot

\"2J

W zalgczeniu wazne powiadomienie. Jesli potrzebuje Pan(i) pomocy w przeczytaniu
powiadomienia, nalezy udaé¢ sie do centrum.

Zatgczone powiadomienie informuje o zamiarze zaprzestania swiadczen. Prosimy o udanie sie
do centrum w celu uzyskania dodatkowych informacji. (Polish)
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FIA-1028w (E) 02/06/2017 LLF
Date:

Case Number:

Case Name:

Center:

Introducing The Home Visit Needed / Homebound (HVN/HB) Call Unit

This letter is to let yonknd
status.

We are sending
information only. olly

We now have a THB
Unit telephone is

'mmf@le with HVN/HB

% stalus. [This-letter is for your

-

@)

P

HVN/HB| statys. The HVN/HB Call
1 ]

When you call this number during business hours, a worker from the HVN/HB Call Unit will
answer your call. This number is the best way to contact us for as long as you have HVN/HB

status.

You should call the HVYN/HB Call Unit number when:

You have questions about the HVN/HB Process

You want to check on the status of your HVN/HB paperwork

You have an emergency that you need us to help with

You need to schedule a home visit

You have questions or concerns about your case

You need to report any changes in your household

You want to make a complaint that we are not helping you with your HVN/HB status

You did not feel safe during your home visit

You can call this number Monday through Friday, 9:00am to 5:00pm.

We will also contact you to remind you about your home visits and tell you other things you
need to do to keep your benefits.

Please keep this notice for future reference.
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Date:

Case Number:

Participant Name:

Important Notice

You Are Receiving a Supplement To Your Benefits

Due to an error, your Cash Assistance (CA) case was rebudgeted and your benefits were
reduced without advance notlce To correct this, we are issuing you a supplement to increase

your benefits to the td chafge ydur benéfits in the future, we

will send you a ng

We apologize fo

caused-you.
1 1

If you have any g

I I
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HRA is Changing for You

The Human Resources Administration (HRA) is changing for you! There will be new self-service
options at the in

fpendatiag Fenter —

inthe main reception area
1 |

These changes may re

our tickei for HRA services:

I ]

o Enter information to locate your case
e Tell us what you need to do at the Center

Easy-to-use scanners for a speedier document drop-off

Use the scanners to submit documents for your case.

Answer a few questions, scan your documents, and the images get
linked directly with your case record.

HRA staff will be in the self-service areas to help you if you need assistance, if you have a
disability, or if you read or speak a language that is not available at the ticket machines or

scanners.

General Center Information

Location:

Business Hours: through , AM to PM

If you need travel directions, call NYC Transit Information at (718) 330-1234 or visit the MTA
website at www.mta.info.
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FIA-1160 (E) 01/27/2016 LLF

Date:
Case Number:

Case Name:

Please Update Your Contact Information

We are updating our records. The contact information below is what we have on file for your
case. Please review the information and make any corrections/updates if needed.

If the information we have is not correct, or if there is any missing/blank information,

please enter the correct information below and mail this form to the Human Resources

Administration, Family Independence Administration, P.O. Box 982, New York, NY, 10276-

0982, using the enclosed, stamped envelope. A sheet with our address printed on it has been
iSO ddr ho i

provided; please fi

ough thererveigpervigow—y

Thank you. /\
Informatié + We Lla\1'e—q$‘ Fﬁ?\\ \ } Your-Updatles/Carrections
Primary Teleph N telfr: ” U Primhary| Telephone Nuirber
..... ml..ml----.— ----;------------------.
Is this a cell phone? L1YES L[] NO
Would you like to receive text messages from us?
[1YES []NO

Additional Contact Number: Additional Contact Number:

Is this a cell phone? L1YES [ NO

Would you like to receive text messages from us?
1 YES [] NO

E-mail address:

E-mail address:

Would you like to receive text messages from us about your case? [ ] YES [ ] NO

Would you like to receive text messages from us about employment opportunities? [ ] YES [ NO



HUMAN RESOURCES ADMINISTRATION m HRA-107 (E) 9/21/2012
HOME CARE SERVICES PROGRAM

Human Resources

109 EAST 16TH STREET, 5TH FLOOR Administration
NEW YORK, NY 10003 e raylneld i

IMPORTANT LEGAL NOTICE OF YOUR RIGHT TO

APPLY FOR REIN EHSHIFFHOME CARE

| Septdmber|3, 2012, ydur split-shift

are or werqg termjnated. Because of a
it-shift serviceq reinsfated.
| ]
If you wish to be considered for possible reinstatement of split-shift services, or if you would like a copy of the
court’s decision, please contact either of the legal services programs below:

N

recent federal court detision/yot

Cardozo Bet Tzedek Legal Services
55 Fifth Ave. , New York, N.Y. 10003
Telephone: 212-790-0240

OR

JASA/LEGAL SERVICES FOR THE ELDERLY IN QUEENS
97-77 Queens Blvd, Suite 600, Rego Park, New York 11374
Telephone: (718) 286-1500

If you wish to be considered for possible reinstatement of split-shift services, you must contact one of
the above legal services programs AS SOON AS POSSIBLE but no later than 21 days after you
receive this notice.

Please be aware of the following : As a Medicaid recipient you may also receive a notice informing you about
enrolling with a Medicaid Managed Long term Care agency. Do not ignore notices about Managed Long
Term Care. You must still follow the directions about Managed Long Term Care, even though you are
requesting to be considered for possible reinstatement of your split-shift care.
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Timely Aid-Continuing Fair Hearing Language Insert
Conference and Fair Hearing Information

CONFERENCE

If you think our decision is wrong, or if you do not understand our decision, please call us to set up a conference (informal
meeting with us). To do this, call or write to the Center that handles your case. Sometimes this is the fastest way to solve a
problem you may have. We encourage you to do this even if you have asked for a Fair Hearing. If you ask for a conference,
you are still entitled to a Fair Hearing.

STATE FAIR HEARING

How to Ask for a Fair Hearing: If you believe the decision(s) we are making is/are wrong, you may request a State Fair
Hearing by telephone, writing, fax, in person or online.

(1) TELEPHONE: Call (800) 342-3334. (Please have this notice in hand when you call.)

(2) WRITE: Send a copy of the entire notice, with the "Fair Hearing Request" section completed, to:
Office of Administrative Hearings

o vork Offic and Disability “ﬁ‘r_ _l _|

(3) FAX: air Hearipg Request” $ection comélgted, to:

(4) IN PERSON: -air Hepfing Request| secligan completed, to the Office

te-OﬁLi:e ;f_'I:emIporay and [nsab'dity Assistance at: 14

(5) ONLINE: Complete an online request form at: http://www.otda.ny.gov/oah/forms.asp

What to Expect at a Fair Hearing: The State will send you a notice that tells you when and where the Fair Hearing will be
held. At the hearing, you will have a chance to explain why you think our decision is wrong. To help explain your case, you
can bring a lawyer and/or witnesses such as a relative or a friend to the hearing, and/or give the Hearing Officer any written
documentation related to your case such as: pay stubs, leases, receipts, bills and/or doctor's statements, etc. If you cannot
come yourself, you can send someone to represent you. If you are sending someone who is not a lawyer to the hearing
instead of you, you must give that person a letter to show the Hearing Officer that you want that person to represent you. At
the hearing, you, your lawyer or your representative can also ask questions of witnesses whom we bring, or you bring, to
explain the case.

If you have a disability, and cannot travel, you may appear through a representative, either a friend, relative or lawyer. If
your representative is not a lawyer, or an employee of a lawyer, your representative must bring the hearing officer a written
letter, signed.

LEGAL ASSISTANCE: If you need free legal assistance, you may be able to obtain such assistance by contacting your local
Legal Aid Society or other legal advocate group. You may locate the nearest Legal Aid Society or advocate group by
checking the Yellow Pages under "Lawyers."

ACCESS TO YOUR FILE AND COPIES OF DOCUMENTS: To help you get ready for the hearing, you have a right to look
at your case files. If you call, write or fax us, we will send you free copies of the documents from your files, which we will give
to the Hearing Officer at the Fair Hearing. Also, if you call, write or fax us, we will send you free copies of specific documents
from your files which you think you may need to prepare for your Fair Hearing. To ask for documents or to find out how to
look at your file, call (718) 722-5012, fax (718) 722-5018 or write to HRA Division of Fair Hearing, 14 Boerum Place,
Brooklyn, New York 11201. If you want copies of your documents from your case file, you should ask for them ahead of
time. Usually, they will be sent to you within three working days of when you asked for them. If you make your request less
than five working days before your hearing, your case file documents may be given to you at your hearing.
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INFORMATION: If you want more information about your case, how to ask for a Fair Hearing, how to see your file or how to
get additional copies of documents, call or write to us at the phone number/address listed on page 1 of the attached notice.

FAIR HEARING REQUEST

Continuing Your Benefit(s): Your benefit(s) will continue unchanged until a Fair Hearing decision is issued, if you ask for a
Fair Hearing before the effective date stated in this notice. However, Food Stamp Benefits cannot be continued beyond the
last date of your Food Stamp certification period if you failed to recertify your Food Stamp case (see 18 NYCRR § 358-3.6).

If you lose the Fair Hearing, you will have to pay back any benefits you received, but should not have received, while you
were waiting for the decision. If you do not want your benefits to stay the same until the decision is issued, you must tell the
State when you call for a Fair Hearing or, if you send back this notice, check the box below:

" 1do not want to keep my benefits the same until the Fair Hearing decision is issued.

Deadline: If you want the State to review our decision, you must ask for a Fair Hearing within sixty (60) days from the date of
the notice for Cash Assistance, medical assistance or social service issues, and ninety (90) days for Food Stamp issues.

If you cannot reach the New York State Office of Temporary and Disability Assistance by phone, by fax, in person or online,

please write to ask for a Fair Hearing before the deadline.

[ I want a Fair Hearifig. Th g|e1

D
j;>

— 1 || |—
WULE]E

Print Name: Case Number:
Name M.l. Last Name
Address: Telephone:
City: State: Zip Code:

Signature: Date:




The CITYof NEW YORK
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Form M-15g (face)
11/28/01

Did You Ever Serve In The Military?

If so, you may be eligible for care and services at a Veteran's Administration (VA) hospital, even if you
never served during wartime or in a war zone!

Do you...

- Have an other than dishonorable discharge, having served prior to September 6, 19807?

- Have an other than dishonorable discharge from the active military, with 24 consecutive months
served, since September 6, 19807

* Have active military service in the Army, Navy, Marine Corps, Air Force or Coast Guard?

- Have time of service in the Persian Gulf War?

If so...

_

b [T ]

- Contact your lg

Available Services
Did you kno
- Inpatient and\®
* Alcohol and syb
- Family counseling
- Pharmacy services
* Readjustment counseling
- Nursing home and domicillary placement
- Special aid for blind veterans
- Specialized Services for homeless Veterans

i

rvicegrsuch as
al hedlth services

1 U [

In Addition...

Your veteran status may entitle you to additional benefits such as:
- Disability compensation

- Pension or aid & attendance household benefits

- Education and training benefits

. Life insurance

. Burial benefits

Check out the VA today!
The call is free! For more information or questions, please call: 1-800-827-1000
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¢, Sirvio Usted Alguna Vez En Las Fuerzas Armadas?

De ser asi, usted puede ser elegible para cuidados y servicios en un hospital de la Administracion de
Veteranos (Veteran's Administration - VA), aln si usted nunca sirvié tiempo de guerra o en una zona de

guerral

Tiene usted...

- Un licenciamiento, excepto uno deshonroso, habiendo servido previo al 6 de Septiembre de 1980?

- Un licenciamiento, excepto uno deshonroso, de las fuerzas armadas activas con 24 meses de
servicio consecutivo desde el 6 de Septiembre de 19807

* Servicio militar activo en el Ejército, Marina de Guerra, Infanteria de Marina, Fuerza Aérea Force, 0
Guarda Costa?

- Tiempo de servicio en la Guerra del Golfo Pérsico?

De ser asi...

- Comuniquese GO ) rei—l ] |

r,m, tajes cd FEI

pacientes interno$ y externos

140 L1

- Servicios de farmacia

* Asesoramiento de readaptacion

- Colocacién en hogar de ancianos y domiciliaria

- Asistencia especial para veteranos ciegos

- Servicios Especializados para Veteranos sin hogar

Ademas...

Su condicién de veterano puede calificarle para beneficios adicionales tales como:
- Compensacion por incapacidad

- Beneficios de Pensién o Ayuda y Asistencia para el hogar

- Beneficios de Educacion y entrenamiento

- Seguro de Vida

- Beneficios de entierro

ilnformese acerca de la VA hoy!
iLa llamada es gratis! Para mas informaciéon o preguntas, favor de llamar al: 1-800-827-1000
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Date:

Case Number:

Case Name:
SNAP Center:
Address:

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.

The New York State Department of Temporary and Disability Assistance has advised us that the member(s) of your
household listed below has/have been employed by the employer(s) indicated. At your recent SNAP eligibility interview,
however, you failed to report this employment.

In order to resolve this issue, the following documentation for each individual listed below must be presented to the SNAP

Office indicated at the top”of thi : ] I I

1. Verification of Social
Administration).

2. If still working: the fodr (4) mogt if re ayed. If p np!oy]nent nicoms is ?lﬁerent each period,

=

other ddcumentati the Social Security

hat emplpyment has gnded grld the date of termination
qunt of benefit and t gntitlement began.

)] docdrr entatior{. Y also rlturn to provide the
documentation for any other household member whose name is listed below, if he/she is unable to do so.

An appointment has been scheduled for you on at AM/PM. If this appointment is

inconvenient or you have any questions regarding this matter, please call

Your application will be automatically rejected if the documentation is not provided by . It is to your
advantage to ensure that the documentation is provided as soon as possible. When you provide us with the documentation,
we will process your application immediately; if you are eligible, you can receive benefits quickly.

Please provide the documentation requested in this letter as soon as possible to the SNAP Center listed above. If you were
instructed at the time of your interview to provide any other documents, you or the household member who is providing the
documents requested in this letter should bring them to the appointment.

Name of Household Member Employer/Address Employment Period
1. Quarter 20
2. Quarter 20
3. Quarter 20
4, Quarter 20

Supervisor/Worker Name Date
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Form W-132BB LLF b ggmiar; ?e?urces
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Date:

Case Number:

Case Name:

SNAP Center:

Notice of Appointment for Recertification Interview

Food Stamp Program in this notice shall mean the

NOTE: As of August
ﬂuy refdrence c[ Food |Stam§s |sha|| mean SNAP

Supplemental Nutritig
benefits.

We have been info g u are|rnow_marrig
Assistance Progra afld forimation.

o
<

Supplemental Nutrition

It is important that we ort to th|s office by;

Your spouse should asco S AP Center Miﬁeaﬂenjof hig/her @ from employment

and any other income/resources. Your spouse should bring his/her four (4) most recent paystubs. If the amount
your spouse earns is not always the same, s/he should bring in his/her eight (8) most recent paystubs. If your
spouse is no longer employed, s/he should bring a letter from the employer verifying that s/he is no longer
employed and his/her unemployment insurance records.

If you are separated or no longer married, please bring court papers and/or other legal documents.

At the interview will will redetermine your eligibility to continue to receive SNAP. In addition to the employment
information requested above, also bring the documents listed on the enclosed form.

If you have any questions, please call:

If you do not report for this interview by the above date, your benefits will expire and you will not receive SNAP
benefits beginning:
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