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CENTER/OFFICE -] APPLICATION DATE UNIT ID WORKER ID CASE SERV . | CASE NUMBER REGISTRY NUMBER VERS | DISTRICT NUMBER RACIAL
- TYPE IND REUSE ETHNIC
G I O A I | w L 11| [ O WBHCATOR AFFLIATON
CASE NAME EFFECTVE DATE | DISPOSITION EXTRA PAGES | SERVICES TRANSACTION TYPE
NEW
; _H_ _H_H.._H_ D D OPENING REOPEN D
L Lttt L] e mton ] L sreom | 5 ) s
ELIGIBILITY DETERMINED BY (WORKER): DATE ELIGIBILITY APPROVED BY. (SUPERVISOR): DATE wmw»ﬂ&wmm mmwwmz FORM SIGNATURE OF PERSON WHO OBTAINED ELIGIBILITY INFORMATION DATE

O CIfe. | X

| CONSENT TO WITHDRAW. MY APPLICATION

DATE RECEIVED PROVIDER
SIGNATURE DATE BY AGENCY

AGENCY SPECIFY:

EMPLOYED BY: [ o1 SERVICES DISTRICT

DS5-2621 (Rev. 4/96) NEW YORK STATE DEPARTMENT OF SOCIAL SERVICES PLEASE PRINT CLEARLY

APPLICATION FOR: PuBLIC ASSISTANCE - MEDICAL ASSISTANCE - FOOD STAMPS - SERVICES

DO YOU WANT TO RECEIVE NOTICES IN: [J SPANISH AND ENGLISH [J ENGLISH ONLY

APPLICANT'S NAME
FIRST NAME M. [ LAST NAME MARITAL STATUS | PHONE NUMBER
wmm> ooo_mv
RESIDENCE ADDRESS APT.NO. [CITY COUNTY STATE | ZIP CODE
MAILING ADDRESS ({F DIFFERENT FROM ABOVE) APT.NO. [ cITY COUNTY STATE | ZIP CODE
. YEARS |MONTHS| ANOTHER PHONE| NAME PHONE NUMBER
HOW LONG HAVE YOU LI
g 2 VED WHERE YOU CAN ( )
AT YOUR PRESENT ADDRESS? BE REACHED AREA CODE
DIRECTIONS TCO) HOME
FORMER ADDRESS APT.NO. [CITY COUNTY STATE | ZIP CODE
IF YOU ARE APPLYING FOR FOOD STAMPS
- You can file this application the same day you receive it; if eligible, benefits are provided back to the filing date of application.
- We must accept your application if, at a minimum, it contains your Name, Address (if you have one), and Signature in this box.
- You can file your application before you have an interview. APPLICANT/REPRESENTATIVE SIGNATURE DATE SIGNED

- If you are applying for both Cash Assistance and Food Stamps, usuaily
you will only be required to have a single interview for both programs. X

CHECK WHICH PROGRAMS | [ ] CASH ASSISTANCE ] mMEDICAL ASSISTANCE [} MEDICARE BUY-IN

[] roop stamps
YOU ARE APPLYING FOR 20

L] services
40

NEED FOOD STAMPS RIGHT AWAY?...You may be eligible for EXPEDITED FOOD STAMP SERVICE.

If your household has little or no income or liquid resources, or if your rent and utility expenses are more than your income
and liquid resources, or if you do not have any place of your own in which to live, you may be eligible to receive Food Stamps
within a few days. Your worker will review your circumstances to see if you are eligible for these benefits.

DO YOU HAVE ANY OF THESE PROBLEMS? _

D FUEL OR UTILITY SHUTOFF D URGENT PERSONAL OR FAMILY PROBLEM D SERIOUS MEDICAL PROBLEM D PENDING EVICTION

D RECENTLY LOST INCOME D NO FOOD

D OTHER

D NO PLACE TO STAY/HOMELESS D VICTIM OF DOMESTIC VIOLENCE

_H_ FIRE OR OTHER DISASTER _H_ CAN NO LONGER STAY WITH RELATIVE OR FRIEND

DO NOT WRITE IN SHADED AREAS
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DS$S-2921 (Rev. 4/96)

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
AND/OR PREPARE MEALS
WITH YOU?

You do not have to fill out Section 7 below if
~— applying only for Services
— applying only for Medical Assistance and
— an undocumented alien applying only for

a result of an emergency medical condition

— an undocumented alien applying only for

Families With Children.

IF THE HUSBAND OR WIFE OF ANYONE APPLYING LIVES SOMEPLACE ELSE, PLEASE INDICATE BELOW. (Include name and date of birth even if deceased)

FIRST NAME

M.1.

LAST NAME

DATE OF BIRTH

SOCIAL SECURITY-NO.

ADDRESS

CiTY

COUNTY

STATE| ZIP CODE

IF YOU. ARE UNDER 21, WRITE DOWN INFORMATION ABOUT YOUR ABSENT PARENT(S) ALSO.

LIST THE NAMES OF EVERYONE UNDER 21 AND WRITE DOWN ANY INFORMATION YOU CURRENTLY HAVE ABOUT THAT PERSON’S ABSENT PARENT.

NAME OF PERSON UNDER 21

ABSENT PARENT'S NAME AND ADDRESS

PARENT’S

DATE OF BIRTH

SOCIAL SECURITY

MO.

DAY

YEAR NUMBER

(Middle Initial) IS THIS PERSON APPLYING? mmx FELATION SOCIAL SEGURITY
R L FIRST NAME M LAST NAME DATE OF BIRTH | or SHIP~ NUMBERS OF L CHECK ONE AN
| N o ves| NOIMONTH! DAY | vEAR | F TO YOU APPLYING MEMBERS [ves|{ no| N FOR EACH PERSON
01 SELF or | U cmzens | O avien
NATIONAL Al | |
02 02| U cmzen | [ aen
NATIONAL Al | |
03 0| L omzen | [ aLen
NATIONAL Al | |
04 os | U omzen | [ aven
NATIONAL Al | |
05 os | U omzen | T aven
NATIONAL Al | |
06 o6 | U cmzenv | [ auen
NATIONAL Al | |
07 : 07 D CITIZEN/ D ALIEN
NATIONAL Al | |
08 os| L omzen | [J aven
NATIONAL Al |
L.nNo{ ONC | FIRST NAME M.l | LAST NAME
PLEASE LIST DO NOT WRITE IN SHADED AREAS
MAIDEN OR _
OTHER NAMES LnNo | ONC | FIRST NAME M.I. | LAST NAME
BY WHICH YOU _
OR ANYONE
IN YOUR LnNo | ONC | FIRST NAME M.l. | LAST NAME
HOUSEHOLD |
HAS BEEN LnNo | ONC | FIRST NAME M.I. | LAST NAME
KNOWN |
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you are: SIGN AFTER YOU READ AND UNDERSTAND THE CERTIFICATION BELOW. !
FOR QUESTIONS, SEE THE ‘‘HOW TO COMPLETE'' INSTRUCTIONS.
You do not have to sign in Section 8 below if you are:

ou e pregnant
you are preg — applying only for Food Stamps or only for Services j

Medical Assistance benefits as | __ applying only for Medical Assistance and you are pregnant
— an undocumented alien applying only for Medical Assistance benefits
Emergency Assistance to as a result of an emergency medical condition
— an undocumented alien applying only for Emergency Assistance To
Families With Children. S|wMs EM| CiI
pywp— L CLIENT REL | S| F| ¢ ] LA | S| S| EL
NUMBER (It Known) N SIGNATURES —Tony Tvern N I AT ON CODE| S| U} o | CODE] CODE| o} o | CODE
. o1 SIGN NAME o1
(U S T N X [ T A | | | |
02 SIGN NAME o
N I A I X O T I Y _ | w |
03 SIGN NAME 03
N A 1 X I T S _ { | |
04 SIGN NAME 04
N A I X OO AN ) _ _ _ _
05 SIGN NAME 05
[ A N N X N O ~ _ | |
,,Om SIGN NAME 06 :
Y I X N O I _ _ | _
07 SIGN NAME o7
S A A X I T O A I | | _ |
08 SIGN NAME 08
I T T X I I | I _
ANTICIPATED FUTURE ACTION RELATED CASE NUMBERS
| WITNESSED THE MARKS MADE IN LINES , . , . - Finne |- cope DATE CASE
SIGNATURE OF WITNESS DATE SIGNED TYPE
RN RRN
CERTIFICATION OF CITIZENSHIP / ALIEN STATUS S O O O
| CERTIFY, UNDER THE PENALTY OF PERJURY, BY SIGNING MY S Y
NAME ABOVE, THAT |, AND/OR THE PERSONS FOR WHOM | AM soTeooE T T s T cooe
SIGNING, AM A UNITED STATES CITIZEN OR NATIONAL OF THE _ ~ mwwm
UNITED STATES OR AN ALIEN WITH SATISFACTORY IMMIGRATION o1 Sone SFoi T Gooe
STATUS. | UNDERSTAND THAT INFORMATION ABOUT ME WILL BE _ _
SUBMITTED TO THE IMMIGRATION AND NATURALIZATION SERVICE

FOR VERIFICATION OF MY IMMIGRATION STATUS, IF APPLICABLE. | DOCUMENTATION
FURTHER UNDERSTAND THAT THE USE OR DISCLOSURE OF INFOR-
MATION ABOUT ME iS RESTRICTED TO PERSONS AND ORGANIZA-
TIONS DIRECTLY CONNECTED WITH THE VERIFICATION OF IMMIGRA-
TION STATUS AND THE ADMINISTRATION OR ENFORCEMENT OF THE
PROVISIONS OF THE PUBLIC ASSISTANCE AND MEDICAL ASSISTANCE
PROGRAMS.

After you read this, sign above. If an applicant cannot sign,
the applicant must make an ‘‘X’’ on the line, in front of a
witness. The witness should sign in the witness space.
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OR RECEIVE INCOME OF ANY KIND?

HAVE YOU EVER SERVED IN THE MILITARY?
(Army, Navy, efc.)

WHO

HAS YOUR SPOUSE EVER SERVED IN THE MILITARY?
(Air Force, Marines, etc.)

IS ANYONE IN THE HOUSEHOLD A DEPENDENT
OF SOMEONE WHO SERVED IN THE MILITARY?

WHAT IS THE NAME OF THE SPONSOR OR SPONSORING ORGANIZATION?

INCOME ANSWER ALL QUESTIONS LISTED BELOW. INCOME

o] SRR | o | dosese | w0 ol @[] wow [
WAGES, SALARY, INCLUDING OVERTIME, $ $ |
COMMISSIONS, TRAINING PROGRAMS, TIPS 01 P | NEEEE |
SELF-EMPLOYMENT : 20 | :
UNEMPLOYMENT INSURANCE BENEFITS 49 | | BEREN |
SUPPLEMENTAL SECURITY INCOME (SS1) BENEFITS 45 i
SOCIAL SECURITY DISABILITY BENEFITS 2] | | HEREN |
SOCIAL SECURITY DEPENDENT BENEFITS |
SOCIAL SECURITY SURVIVOR'S BENEFITS al | _ L L] ] |
SOCIAL SECURITY RETIREMENT BENEFITS 44 |
RAILROAD RETIREMENT BENEFITS s8] | | L LT |
RETIREMENT BENEFITS (PENSIONS) 39 ~
DIVIDENDS/INTEREST FROM STOGKS, BONDS, SAVINGS, ETC. 03 || _ [ |
WORKER'S COMPENSATION 59 | ,
NYS DISABILITY BENEFITS . _ I w
VETERAN'S PENSIONS/BENEFITS/AID AND ATTENDANCE 55 | ~ TEN “ | |
GI DEPENDENCY ALLOTMENTS 10 55 NOT WRITE TN SWADED ARERS
PUBLIC ASSISTANGE GRANT a7
EDUCATION GRANTS OR LOANS
RENTAL INCOME (RECEIVED) 31
BOARDERS/I.ODGERS INCOME (RECEIVED) 14
CONTRIBUTIONS/GIFTS {RECEIVED)
CHILD SUPPORT PAYMENTS (RECEIVED) 06
ALIMONY/SUPPORT (RECEIVED) 02
PRIVATE DISABILITY INSURANCE-HEALTH/ACCIDENT
INSURANCE POLICY INCOME
NO FAULT INSURANCE BENEFITS
UNION BENEFITS (INCLUDING STRIKE BENEFITS) 50
LOANS (RECEIVED)

OTHER

INCOME

(Please

Specify)

ANSWER ALL QUESTIONS LISTED BELOW.
YES| NO IF YES, WHO

DOES THE STEP-PARENT OF ANY CHILDREN IS ANYONE IN YOUR HOUSEHOLD AN ALIEN WHO WAS SPONSORED | YES| NO
WHO LIVE WITH YOU HAVE ANY RESOURCES FOR ADMISSION INTO THE U.S. WITHIN THE PAST THREE YEARS? 0l
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RESOURCES

ANSWER ALL QUESTIONS LISTED BELOW.

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

YES| NO

AMOUNT/VALUE

IF YES, GIVE IF YES, GIVE

WHO

WHO

HAS CASH ON HAND

$

AMOUNT/VALUE
w .

HAS A CHECKING ACCOUNT(S)

HAS A SAVINGS ACCOUNT(S) OR C.D. (CERT. OF DEPOSIT)

HAS A CREDIT UNION ACCOUNT(S)

HAS LIFE INSURANCE

HAS TITLE OR REGISTRATION TO A MOTOR VEHICLE(S)
OR OTHER VEHICLE(S) (Specify)

YEAR _____ MAKE/MODEL
YEAR ___ . MAKE/MODEL

HAS STOCKS, BONDS, CERTIFICATES OR MUTUAL FUNDS

HAS SAVINGS BONDS

HAS AN IRA, KEOGH, 401-K OR DEFERRED COMPENSATION ACCOUNT(S)

HAS A BURIAL TRUST/BURIAL FUND

HAS A BURIAL SPACE

HAS OWN HOME

HAS REAL ESTATE INCLUDING INCOME-PRODUCING AND
NON-INCOME-PRODUCING PROPERTY

IS ELIGIBLE FOR AN INCOME TAX REFUND

HAS AN ANNUITY

1S NAMED THE BENEFICIARY OF A TRUST

EXPECTS TO RECEIVE A TRUST FUND, LAWSUIT SETTLEMENT,
INHERITANCE OR INCOME FROM ANY OTHER SOURCES

HAS AN “‘IN-TRUST"' OR P.A.S.S. ACCOUNT(S)

HAS A SAFE DEPOSIT BOX

HAS RESOURCES OTHER THAN THOSE LISTED ABOVE

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 OR CREATED A TRUST IN THE PAST 60 MONTHS?

IF YES, WHEN?

MEDICAL

MEDICAL

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

YES| NO

IF YES, WHO

INDICATE IF YOU-OR ANYONE WHO LIVES

WITH YOU WHO IS APPLYING: VES

NO

iF YES, WHO

HAS ANY MEDBICAL BILLS OR MEDICALLY-
RELATED EXPENSES

IS OR WAS DRUG OR ALCOHOL DEPENDENT

HAS PAID OR UNPAID MEDICAL BILLS FOR THE
THREE MONTHS PRECEDING THE MONTH OF
THIS APPLICATION

RECEIVES TREATMENT FROM A DRUG ABUSE
OR ALCOHOL TREATMENT PROGRAM

HAS HEALTH OR HOSPITAL/ACCIDENT
INSURANCE (INCLUDING INSURANCE FROM
EMPLOYER)

HAS NOT BEEN ABLE TO WORK FOR AT
LEAST 12 MONTHS BECAUSE OF A
DISABILITY OR ILLNESS

HAS MEDICARE (RED, WHITE, AND BLUE CARD)

HAS DAILY ACTIVITY LIMITED BECAUSE OF A

HAS A HEALTH ATTENDANT

DISABILITY OR ILLNESS THAT HAS LASTED

IS BLIND, SICK OR DISABLED

OR WILL LAST AT LEAST 12 MONTHS

IS A HANDICAPPED CHILD

HAS BEEN IN A CAR ACCIDENT OR WORK-
RELATED ACCIDENT IN THE PAST TWO YEARS

IS IN A HOSPITAL, NURSING HOME OR OTHER
MEDICAL INSTITUTION

HAS ANY GOVERNMENT AGENCY (PUBLIC PRO-

IS PREGNANT

GRAM) BESIDES MEDICAL ASSISTANCE OR
MEDICARE PAID ANY OF YOUR MEDICAL BILLS?

DO NOT WRITE IN SHADED AREAS
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LISTED BELOW

INAL INFORMATION REQUIRED

YES

NO IF YES, WHO

U OR ANYOME WHOQ LIVES WITH YOU
APPLYING MOVED INTO NEW YORK
ITHIN THE PAST TWELVE MONTHS ?

YES, WHEN
OM WHAT STATE

S THIS PERSON EVER LIVED
NEW YORK STATE BEFORE?
[ ves 1 no

YES, WHEN

W OR ANYONE WHO LIVES WITH YOU
APPLYING MOVED INTO THIS COUNTY
JOTHER NEW YORK STATE COUNTY
'HE PAST TWO MONTHS ?

NO iF YES, WHO

U OR ANYONE WHO LIVES WITH YOU
D BENEFITS FOR WHICH THEY WERE

TTLED, WHICH HAVE NOT BEEN FULLY
'O THIS OR ANOTHER AGENCY ?

U OR ANYONE WHO LIVES WITH YOU
EN FOUND GUILTY OF AND/OR BEEN
IFIED FOR PUBLIC ASSISTANCE AND/OR
'‘AMP FRAUD/INTENTVIONAL

M VIOLATION ?

OR DOES ANYONE WHO LIVES WITH
NV RECEIVE ANY TYPE OF ASSISTANCE
'ICES IN NEW YORK CITY ?

OR DOES ANYONE WHO LIVES WITH
N RECEIVE ANY TYPE OF ASSISTANCE
'ICES IN ANOTHER COUNTY WITHIN
K STATE ?

OR DOES ANYONE WHO LIVES WITH
¥ RECEIVE ANY TYFE OF ASSISTANCE
'ICES OUTSIDE OF NEW YORK STATE ?

U OR ANYONE WHO LIVES WITH YOU
FOR OR RECEIVED ANY TYPE OF
NCE OR SERVICES IN NEW YORK CITY
AST SIX MONTHS ?

U OR ANYONE WHO LIVES WITH YOU
FOR OR RECEIVED ANY TYPE OF
NCE OR SERVICES IN ANOTHER
WITHIN NEW YORK STATE IN THE
MONTHS ?

U OR ANYONE WHO LIVES WITH YOU
FOR OR RECEIVED ANY TYPE OF
NCE OR SERVICES OUTSIDE OF NEW
‘ATE IN THE PAST SIX MONTHS ?

PE OF ASSISTANCE WHERE

DATE OF
LAST ASSISTANCE

[J wWAVE NoT [Z] SOLD, TRANSFERRED OR GIVEN AWAY ANY
PROPERTY TO ANYONE TO GET PUBLIC ASSISTANCE, MEDICAL

ANCE OR FOOD STAMPS.

DO NOT WRITE IM
SHADED AREAS




