LDSS-2921 Statewide (Rev. 4/02) DO NOT WRITE IN THE SHADED AREAS OF THIS APPLICATION PAGE 1
CENTER/ | APPLICATION DATE | UNIT ID WORKER ID CASE | SERV. | CASE NUMBER REGISTRY NUMBER | VERS |DISTRICT SUFFIX| FS |CATEGORY  |LANG NUMBER
OFFICE TYPE | IND SUFFIX REUSE

Y [ I Y Y ) Y IO | [ 11 INDICATOR
CASE NAME EFFECTIVE DATE | DISPOSITION SERVICES TRANSACTION TYPE

O O D=
OPENING || reoren || recermiFicATION
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| CONSENT TO WITHD zAMMY hPFjL!CATON [ UNDERSTMT _llM)\\XaﬂWt A IVEM by )| /oci services pistrict
: A k L —]
Signature X Date
TA AUTHORIZATION PERIOD MA AUTHORIZATION PERIOD FS AUTHORIZATION PERIOD SERVICES AUTHORIZATION PERIOD
FROM TO FROM TO FROM TO FROM TO
NEW YORK STATE

APPLICATION FOR: TEMPORARY ASSISTANCE (TA) - MEDICAL ASSISTANCE (MA) - FOOD STAMP BENEFITS (FS) - SERVICES (S), including Foster Care (FC) - CHILD CARE ASSISTANCE (CC)

We are committed to assisting and supporting you in a professional and respectful manner with your goal of achieving self-sufficiency. You, in turn, must be committed to becoming self-sufficient and must be
responsible for participating in activities to reach self-sufficiency including work activities. Whenever you see “Temporary Assistance” or “TA” on the application, it means “Family Assistance” and “Safety Net
Assistance”. We call both Public Assistance Programs “Temporary Assistance”. These TA Programs are meant to assist you only until you can fully support yourself and your family.
Please refer to the “How to Complete” instruction book (Pub-1301 Statewide) when completing this application.

RECEIVE NOTICES IN:

D SPANISH AND ENGLISH

%HESKMSRCSJGRSM [] Temporary Assistance And Medical Assistance H [] Temporary Assistance || Medical Assistance

YOU OR ANY HOUSEHOLD

MEMBER ARE APPLYING FOR || Medicare Savings Program [ IFood Stamp Benefits ] Services, including Foster Care "I child Care Assistance
DO YOU WANT TO D ENGLISH ONLY WHAT IS YOUR PRIMARY

L ANGUAGE? (Plosse ) | |eneuisH [ IspanisH [ | OTHER (specify)

APPLICANT INFORMATION

PLEASE PRINT CLEARLY

FIRST NAME M., |LAST NAME MARITAL STATUS PHONE NUMBER
N AREA CODE
HOUSE NO. | STREET ADDRESS APT.NO.|CITY @ COUNTY STATE |ZIP CODE
CARE OF NAME (Complete if you receive your mail in care of another person)
MAILING ADDRESS (IF DIFFERENT FROM ABOVE) APT.NO.[CITY COUNTY STATE |ZIP CODE
AGENCY HELPING APPLICANT/CONTACT PERSON/ AREA CODE PHONE NO.
HOW LONG YEARS [MONTHS|IS THIS A SHELTER? ANOTHER PHONE | NAME PHONE NUMBER
HAVE YOU LIVED WHERE YOU
AT YOUR D YES D NO CAN BE
PRESENT ADDRESS? REACHED AREA CODE
DIRECTIONS TO HOME
FORMER ADDRESS APT.NO.[CITY COUNTY STATE (ZIP CODE

Signature below when you turn it in. If you are eligible, you will get FS back to the date you filed. You may be able to get FS qui

If You Are Applying For Food Stamp Benefits (FS), you have the right to turn in (file) this application the same day you get itIt must have at least your Name, Address (if you have one) and
and utility expenses are more than your income and liquid resources. Talk to your worker if you have questions about this.

if you have little or no income or liquid resources, or if your rent

X

FS APPLICANT/REPRESENTATIVE SIGNATURE

DATE SIGNED

DO ANY OF THESE APPLY TO YOU?

D Pregnant

D Victim Of Domestic Violence
D Need To Establish Paternity
" INeed child Support

D Drug/Alcohol Problem

"] Fuel or Utility Shutoff

D No Place To Stay/Homeless

D Urgent Personal Or Family
Problem

D Fire Or Other Disaster
D Have No Job

D Serious Medical Problem
D Recently Lost Income

D Pending Eviction

D No Food

D Need Foster Care

[ INeed Child Care

D Other
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1
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14

15

16

17
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LIST EVERYBODY WHO LIVES WITH YOU, EVEN IF THEY ARE
NOT APPLYING WITH YOU. LIST YOURSELF ON THE FIRST
LINE. PLEASE PRINT.

DOES THIS PERSON
(INCLUDING YOUR MINOR
CHILDREN) BUY FOOD
OR PREPARE MEALS
WITH YOU?

HIGHEST SCHOOL

GRADE COMPLETED
SEX
THIS PERSON IS APPLYING FOR: DATE OF BIRTH L SOCIAL SECURITY NUMBER
(Middle Initial) s SeNE olrg M RE'é’t‘T”'._,ON OF APPLYING MEMBERS
OR (See “How to Complete” instruction book
RI| LN FIRST NAME M.I. LAST NAME TA| FS|MA|CC|FC| S |Month| Day | Year = TO YOU Pub-1301 Statewide, or talk to your worker) SESIANG
ELF
01 <
02
03 é\\
04
05
06
07
08
PLEASE LIST MAIDEN OR I':‘ine ONC |FIRST NAME M.l |LAST NAME DO NOT WRITE IN SHADED AREAS
(o}
OTHER NAMES BY WHICH YOU
OR ANYONE IN YOUR =
Li ONC |FIRST NAME M.I. |LAST NAME
HOUSEHOLD HAS BEEN  |yo°
KNOWN ‘
IF YES, WHO REASON END DATE
IS ANYONE D D
SANCTIONED? YES NO
NON-APPLICANT INFORMATION
LEGALLY
RESPONSIBLE FOR CONTRIBUTION/ CHECK IF MEMBER
LN FIRST NAME LAST NAME YEs | NO WHOM? DEEMED INCOME OF FS HOUSEHOLD
ALIEN INFORMATION INDIVIDUAL
STATUS DATE OF APPLIED FOR [EDUC/AION
ALIEN STATUS ADJUSTED ENTRY/STATUS CITIZENSHIP | SPONSORED DEGREE DEGREE
LN YES | NO |voNTH| DAY [ YEAR]| YEsS | No [ YES | NO LN RECEIVED LN RECEIVED
01 05
02 06
03 07
04 08




LDSS-2921 Statewide (Rev. 4/02) PAGE 3
RACE/ETHNIC AFFILIATION CODES ENTER APPROPRIATE CODES
H Hispanic or Latino(a)
1 Native American or Alaskan Native
A Asian CLIENT
B Black or African American IDENTIFICATION
P NatIve Hawaiian or Pacific Islander NUMBER REL SSN | SFuUI MS Sl LA EM cl EL
LN W White
l_ ENTER Y (YES) OR N (NO) IF HISPANIC OR LATINO
ENTER Y (YES) OR N (NO) FOR EACH RACE
AFFILIATION
H | A B P W
01 I I I I I I I I I I I
02 | | | | | | | I I | I
03 | | | | | | | I I | I
04 | | | | | | | I I | I
05 | | | | | | | I I | I
06 | | | | | | | I I | I
07 | | | | | | | I I | I
08 | | | | | | | I I | I
ANTICIPATED FUTURE ACTION RELATED CASE NUMBERS CONSIDER REQUESTED DOCUMENTATION IN FILE
LINENO. | CODE DATE o v . . S
TYPE Relationship oto I.D.
I I I I I I v FIIIng Unit Birth Verification
I I I I I I S i ; Marriage License
TYPE v’ Legally Responsible Relative 9
SERVICE ELIGIBILITY PROCESS CODE Social S ity Card
SFUI CODE SFUI CODE CASE v' Single Economic Unit oclal securtty ar
I I TYPE v FS Household Composition Code 9 Resolufion
SFUI CODE SFUI CODE .
; . Alien Status
| | v' FS Aged/Disabled Individual
Multi-Suffix/Co-op Case Notice (Single
NEEDED REFERRALS COMPLETED v Photo ID/AFIS Economic Unit Questionnaire)
CAP v  CBIC/PIN
. v
Services RFI/OCA
v’ Health Insurance
SSA
v/ SS-5/LDSS-4000
Legal
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CITIZENSHIP/ALIEN STATUS INFORMATION
Please read the entire page carefully before completing. If you have questions see the “How to Complete” instruction book or talk to your worker.

SECTION 8

SECTION 9 - CERTIFICATION

LIST EVERYONE WHO IS APPLYING OR WHO IS REQUIRED TO APPLY.

SEE THE “HOW TO COMPLETE” INSTRUCTION BOOK OR TALK TO YOUR
WORKER.

You do not have to fill out Section 8 or 9 if you are applying for MA only and:

e You are pregnant, or
e You are applying only for coverage for the treatment of an emergency medical
condition.

You do have to fill out Sections 8 and 9 if you are:

Applying for MA only, but you do not have to include people who do not want MA.

e Applying for Child Care Assistance only, but you need to fill out the information only
for the children who would be receiving Child Care Assistance.

e Applying for Foster Care only, but you need to fill out the information only for
children who would be receiving Foster Care.

o Applying for other Services under certain circumstances.

Some social services programs require that you certify that you are a U.S. citizen or national, or an
alien with satisfactory immigration status. Other programs do not. If you are an alien and do not know
if you have satisfactory immigration status, see the "How To Complete" instruction book or talk to your
worker.
You MUST sign the Certification below only if you are a U.S. citizen or national, or an alien with
satisfactory immigration status, and you are applying for:

e Temporary Assistance (where there are children in the household or a member of the
household is pregnant), or
Food Stamp Benefits, or
Medical Assistance (except if the applicant is pregnant), or
Child Care Assistance (certification is needed for the children only), or
Foster Care (certification is needed for the children only), or
Other services under certain circumstances.
An adult household member or authorized representative may sign for all household members.
Example: A parent without satisfactory status may sign for his/her child who has satisfactory status..

An application for FS must list all persons living in the FS household. An application for TA must list all children for whom you

SIGN* AND DATE THE BOX BELOW FOR EACH APPLICANT.

are applying, their brothers and sisters and all parents of those children who live together. If you do not check whether a listed IN THE CASE OF AN APPLYING ALIEN, CHECK (v ) THE PROGRAM(S)

person is a U. S. citizen or national, or an alien, or provide an alien number for an alien, that person will not be given

assistance, and the remaining members of the household will receive reduced benefits.

FOR WHICH EACH APPLYING ALIEN HAS SATISFACTORY
IMMIGRATION STATUS. (SEE “HOW TO COMPLETE” INSTRUCTION
BOOK, PUB-1301 STATEWIDE)

Check either "CITIZEN/ .
LN | FIRST NAME Mi LAST NAME NAT'%C'Q‘S':E;EE;QE'.EN" fer '(?;C:Zgilg:; CERTIFICATION Date (4 |§|n g cls
= [ Ramona. | [ auen |y S Name
% D SETI%M\L D ALIEN A )S(ign Name
03 © ] NaronaL | ] AuEN |5 I)S;ign Name ~
04 © ez e | S
= [ Ramona. | [ auen 1y Sign Name
% D SETI%M\L D ALIEN A )S(ign Name
o ] ohmonaL | L] ALEN [ )S(ign Name
® H EE'IFIZ(ES,/A\L ﬂ ALIEN A )S(ign Name
I understand that signing this Certification may result in information
By checking a box above and by signing the certification | nderstand that signing this Certification MY result, in information
in Section 9, | hereby certify, under per_IaIt_y of perjury, fhat !mm!grat!on and _Natura_llization Service (INS) for verification of
Is,tzrt‘:slozi:iiir? irrs (r)\gfi;zgl‘:v:(:rgr: :a:lgvr;;?\g; asr:tiasfg::‘tlﬁ(; * !I'Tlgll?sr:“:rndsitsaélt:)ss,l::: F:;:IIt‘l:wa:abilg-formation above is restricted to persons

immigration status.

and organizations directly connected with the verification of immigration
status and the administration or enforcement of the provisions of the
Temporary Assistance (TA), Medical Assistance (MA), Food Stamp
Benefits (FS), Services (S) and Child Care Assistance (CC) Programs.

* A person who wishes to sign the Certification but cannot write may make an "X" on the line in front of a witness. The witness must sign below.

| witnessed the marks made in lines: , , , , , Signature of witness: Date Signed:
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NON-CUSTODIAL PARENT/CHILD SUPPORT/MEDICAL SUPPORT INFORMATION DO NOT WRITE IN SHADED AREAS
If you are applying for Temporary Assistance, you must help us obtain child support/medical support for you and your children. If
you are applying for Medical Assistance only, you may have to help us obtain medical support for yourself and your applying
children. If you are applying for Child Care Assistance and/or Foster Care, you may have to help us obtain child support for the
children for whom you are applying. If you have questions, see the “How to Complete” instruction book. List the names of everyone
under 21 whose parent is not in the household, and write down any information you currently have about that person’s non-custodial
parent. If you are under 21, write down the information about your non-custodial parent who is not in the household.
NON-CUSTODIAL PARENT'S
NAME OF PERSON UNDER 21 NON-CUSTODIAL PARENT’S NAME AND ADDRESS DATE OF BIRTH SOCIAL SECURITY NUMBER
MONTH| DAY | YEAR
. |1
| | \ L | |
B. {1 A\ NN N
c I8 ol
D N NE NN
E HE NN
Do you or does anyone who lives with you get money from child support payments? D Yes D No CIRCLE WHICHEVER ARRANGEMENT APPLIES:
If yes, list below: IS THERE JOINT/SHARED/SPLIT CUSTODY? D Yes D No
WHO AMOUNT RECEIVED HOW OFTEN FROM WHOM If Yes, how determined court order/agreement of the
parties?
$ IREQUESTED DOCUMENTATION IN FILE
$ Paternity Acknowledgement
Child Support Order
$ Good Cause Form (LDSS-4279)
$ 1IV-D Attestation (LDSS-4281)
: ; : LRR Letter/Questionnaire
ABSENT/DECEASED SPOUSE INFORMATION - If the husband or wife of anyone applying lives someplace else or Other Support
is deceased, please indicate below. Death Certificate
FIRST NAME M.I.[LAST NAME DATE OF BIRTH DATE OF DEATH  [SOCIAL SECURITY NUMBER Divorce Decree
44 VA Benefits
ADDRESS H H cITY COUNTY STATE [zIP CODE Order of Filiation/Paternity
NEEDED REFERRALS COMPLETED
- - — T, CTHP
ABSENT CHILD INFORMATION - If anyone applying has a child under 18 living someplace else, please indicate CAP
below. CSS Application (LDSS-2521)
NAME OF PERSON APPLYING| NAME OF ABSENT CHILD | DATE OF BIRTH |  (Street, City, County, State | ESTABLISH- | PAY CHILD Paternity
and Zip Code) ED? SUPPORT?
Yes No Yes No CONSIDER
CD v Health Insurance of Non- v Child Health Plus
Custodial Parent/Absent
/| é Spouse Y TASA
v Petition to Family Court v SSI/SSA
|
TEEN PARENT INFORMATION TEEN PARENT: TEEN PARENT CHILDREN
Is there a teen parent under age 18 in the household?
LN NO. Marital Status
ves Lo HB LN NO. LN NO.
Who High School Diploma?
Does the teen parent’s child live in the household? LN NO. Marital Status

Name of teen parent’s child

D Yes

DNO

High School Diploma?
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INCOME INFORMATION: DO NOT WRITE IN SHADED AREAS
Indicate if you or anyone who lives with you receives money from: YES| NO WHO AMOUNT/VALUE WHO AMOUNT/VALUE [ cD INCOME
¥\ilssges, Salary, Including Overtime, Commissions, Training Programs,1 01 rll_g sggggE AR TR
Self-Employment 2 20
Unemployment Insurance Benefits 3 49 ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Supplemental Security Income (SSI) Benefits 4 45
Social Security Disability Benefits 5 42 ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Social Security Dependent Benefits 6
Social Security Survivor's Benefits 7 43 ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Social Security Retirement Benefits 8 44
Railroad Retirement Benefits 9 38 ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Retirement Benefits (Pensions) 10 39
Dividends/Interest from Stocks, Bonds, Savings, etc. 11 03 ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Workers’ Compensation 12 59
NYS Disability Benefits 13 33| | | | ] ] \ \
Veteran’s Pensions/Benefits/Aid and Attendance 14 55
Public Assistance Grant 15 n 37 ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Gl Dependency Allotments 16 % |:' 10
Education Grants or Loans 17 | | | | | | | |
Contributions/Gifts (Received) 18
Foster Care Payments (Received) 19 06 CONSIDER
Child Support Payments (Received) 20 02 v' Child Support Pass-Through
Alimony/Support (Received) 21 [ Explained [ Budgeted
Private Disability Insurance-Health/Accident Insurance Policy Income 22 v FS Aged/Disabled Indicator
No Fault Insurance Benefits 23 50 v Disability Review
Union Benefits (Including Strike Benefits) 24
Loans (Received) 25
Income from a Trust (Including income you are currently entitled to
receive, or were entitled to receive in the past that has not been
distributed.) 26
Training Allotments 27 31
Rental Income (Received) 28 14
Boarders/Lodgers Income (Received) 29
OTHER
INCOME
(Please
Specify)
STEPPARENT/ALIEN SPONSOR INFORMATION
Answer all Questions listed below
YES | NO WHO? NEEDED REFERRAL COMPLETED

Does the stepparent of any children who live

with you have any resources or receive any uiB
income of any kind?

n

Is anyone in your household an alien who was

sponsored for admission into the U.S.?

NAME OF SPONSOR: TELEPHONE NO.:

ADDRESS:
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PAGE 7

EMPLOYMENT INFORMATION

DO NOT WRITE IN THE SHADED AREAS

I'am currently: [ |employed [ | self-employed [ Junemployed
Gross Income $ Current hours worked Monthly REQUESIED DOCUMENTATION IN FILE
Paid: [ IWeekly [ |Bi-Weekly | |Monthly Day of the week paid CINTRAKIRFIIRCS
Employer's Name and Address: 1 1099

Employment Verification

Phone No. Income Tax Return

Self-Employment Worksheet
Is anyone else who lives with you currently:  |lemployed  [Iself-employed Bpgelobs
Who: Work Registration Form

Dependent/Child Care Form/Statement
Gross Income $ Current hours worked Monthly : Farerel o) Lomne) G Ges oty
Paid: | |Weekly [ |Bi-Weekly [ IMonthly Day of the week paid 2
Employer's Name and Address: H @

Phone No. NEEDED REFERRALS COMPLETED CONSIDER
CAP v' Eamed Income Tax Credit (Flyer)
Disability v Explaining Quarterly Reporting Requirements
Does anyone have health insurance with their employer? [ves LINo Employment v’ Net Loss of Cash Income
Who: 3 TPHI/COBRA v/ P.AS.S. Income Amount and Sources
Name of Insurance Company: ulB v Employment Sanctions
Does anyone have child or dependent care expenses due to [ IYes [ INo Worker's Compensation v Temporary Employment
employment? Drug/Alcohol v’ Disability Review
Who: 4 Domestic Violence v Individual Development Account (IDA)
Does anyone have other employment-related expenses? [ Jves [ INo ¥/ Voluntary Quit
Who: 5
If not employed, when was the last time you or anyone who lives with you worked?
Who: When:
Where: 6 CHILD/DEPENDENT CARE EXPENSES
Who Pays Amount Name(s) Age(s) Care Provider

Why did you (or they) stop working?

Are you or is anyone who lives with you participating in a strike? [Yes [ INo
7
Who: When:
Are you or is anyone who lives with you a migrant or seasonal farm
worker? [ves [ INo
Who: 8

What type of work would you like to do? (specify)

Could you accept a job today? [IYes [INo

If not, why?

&h |P |P |P (A |h |P |P
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EDUCATION/TRAINING DO NOT WRITE IN SHADED AREAS

INDICATE IF YOU OR ANYONE WHO LIVES WITH YOU WHO IS APPLYING FOR

ORIGERIINGIASS] STANCE: REQUESTED DOCUMENTATION IN FILE NEEDED REFERRALS COMPLETED
Has a High School diploma or G.E.D.? [ IYes INo School Attendance Verification Supportive Services

(LDSS- 3708)
Who 1

Educational Grant Worksheet

Dates attended

Child Care Statement

Dates completed

Is or has been in any training program? Ives _INo

Who FS STUDENT ELIGIBILITY CRITERIA YES NO
Does anyone 18 through 49 who is attending college half-time

Where 5 or more meet the FS student eligibility requirement?
Does anyone pay for child or dependent care to attend school

Program or training?
Is there a 16-19 year old parent who does not have a high

Dates attended school diploma or G.E.D., and who is not attending school?

Dates completed Is anyone in training?

Is 16 years of age or older and is attending Are any other supportive services appropriate?
school or college? [ Ives LINo

(N I O )
(I I A A

Are there any training related expenses?

Who 3

Where

For your children under 16, list their names and what schools they attend:

Who

School

Who

School

Who

School 4

Who

School

Who

School

Who

School
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PAGE 9

RESOURCES INFORMATION

DO NOT WRITE IN SHADED AREAS

INDICATE IF YOU OR ANYONE WHO LIVES WITH YOU WHO IS IF YES, GIVE IF YES, GIVE
APPLYING: YES | NO WHO AMOUNT/VALUE WHO AMOUNT/VALUE NEEDED REFERRAL COMPETED
Has cash on hand 1 $ Legal
Has a checking account (s) 2 Resource
Has a savings account(s) or certificate of deposit 3
Has a credit union account(s) 4
Has life insurance 5
Has title or rfegistration tq a motor vehicle(s) LIFE INSURANCE
or other vehicle(s) (Specify)
Year Make/Model FACE AMOUNT CASH VALUE
Year Make/Model 6
Has stocks, bonds, certificates or mutual funds 7
Has savings bonds 8
Has an IRA, Keogh, 401-k or deferred compensation account(s) 9
Has an irrevocable burial trust 10
Has a burial fund 11
Has a burial space 12
Has own home 13 REQUESTED DOCUMENTATION IN FILE
Has real estate including income-producing and EO% Resource Checklist
non-income-producing property 14 I O Market Value
Is eligible for an income tax refund 15 DMV Clearance
Has an annuity 16 Bank Statement
Is named the beneficiary of a trust 17 Assignment of Proceeds
!Expects to receive a trust fund, lawsuit settlement, inheritance or Car/Vehicle Title
income from any other sources 18
Has an “in trust” account(s) 19 Car/Vehicle Registration
- Bank Clearance
Has a safe deposit box 20
RFI/OCA
Has resources other than those listed above 21 1099
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 property in the past 36 months? 22
Has anyone (including your spouse, even if not applying or living with CONSIDER
you) ever created a trust in the past or transferred any assets into a “In Trust” A t:
trust within the past 60 months? v ) MU (AT S
If yes, when? 23 v Children’s Resources
VEHICLE INFORMATION v/ Lump Sum
YR. MAKE MODEL OWNER'S NAME AMOUNT OWED NADA VALUE YEESZSEMPJO LIEN HOLDER ACCOUNT NO. v’ Boats, Campers, Snowmobiles
$ v Income Tax Refund
$ v/ Individual Development Account (IDA)
*IF EXEMPT, WHY? v’ Exempt Vehicles







