MINUTES OF THE MEETING
HUMAN SERVICES SUBCOMMITTEE
MONTANA STATE
HOUSE OF REPRESENTATIVES

February 6, 1985

The meeting of the Human Services Subcommittee was called
to order by Chairman Cal Winslow on February 6, 1985 at
8:05 a.m. in Room 108 of the State Capitol.

ROLL CALL: All members were present.

Eligibility Determination

Lee Tickell (35:A:032) discussed an overview of the
Eligibility Determination program and spoke from his
prepared testimony (EXHIBIT 1).

Testimony was heard from the following people:

Carole Graham (35:A:440), county director for Ravalli
County, discussed that an eligiliby technician has

to be sensitive and task-oriented. She gave everyone
sets of forms that her office in Ravalli County uses
for AFDC, food stamps, nursing homes, GA, and state
medical (EXHIBIT 2).

Discussion followed concerning what the Repayment Agree-
ment form was under GA. It was explained that it was

for recipients under immediate need that get benefits
and have not told the state of all their income. They
are to repay the benefits received under this agree-
ment.

Kathy McGowan (35:B:001), from the Citizen's Advocate
Office, discussed the increase of calls from people
wanting information and how those calls are getting
more violent and angry. She supported the need for
more eligibility technicians.

Senator Story asked how many calls her office receives
in one day; approximately 100 per day.

Jim Greer (35:B:095), Yellowstone County Director,
discussed the increased workload and the increased case-
load; he said in the last two years, they have not been
able to provide assistance to people on a timely basis.
because of the requirement to verify more information.

The clients believe that the delay is because the

worker does not trust them. There is pressure on the
employee and the client. He also said the clients have

to wait for a long time for an appointment. He gave
everyone a set of letters from his eligibility technicians
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(ET), a list of the forms required for each program and
the purpose of this form, and the time involved in all
the steps (EXHIBIT 3). ‘

Sue Stephens, an eligibility technician from the
Missoula County Office, read from her prepared testi-
mony (EXHIBIT 4).

Senator Manning asked how many employees are in her
office; there are 58 total employees. He asked how
many people she could work on during the day; up to 20,
depending on how many people come through the doors.
She said she does not see the people that are first
served.

Harold McLaughlin (35:B:249), Great Falls County
Director, gave everyone a summary of information con-
cerning ETs and their determination workload (EXHIBIT 5).

Questions followed concerning whether his office puts in
overtime, if they have any busy months, and about the
high turn over in the clerical staff.

Terry Frisch (35:B:495), an ET for Lewis & Clark County,
spoke on the morale problem that presents itself with
the increased workload and the anger that appears with
this pressure. He supports meaningful staffing levels.

Jim Adams (35:B:525), Director of Field Operations for
the Montana Public Employees Association, spoke on the
increased workload and the stress caused by this, and
the result of real illness from this stress and pressure.

Norman Waterman, Lewis & Clark County Director, has seen
many changes during the years in regard to the problems
the ETs have to face. He said it is hard to imagine what
is being expected from ETs. He urged the committee to
seriously consider increasing the FTEs.

Bonnie Mueller, Lake County Director, re-emphasized the
stress with the eligibility technicians and frustrated
clients and employees.

Judy Carlson, representing the Montana Chapter of the
Association of Social Workers, urged the committee to
consider all that had been said in the meeting.

Jim Smith, representing the Montana Human Resource
Development Councils, supports the need for increased
ET staff.

Questions followed concerning if these new positions
are in state assumed counties; the PFP initiative that
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calls for 18 positions in FY86 and 36 in FY87; it is
broken down to have 10 from state assumed counties and
8 in non-state assumed counties. ‘

Additional questions followed concerning the error
rate and the sanctions put on by the error rate.

Lee Tickell discussed the sanctions; they are assessed
by taking the percentage the office is over the tole-
rated error rate and apply it to the federal dollars
paid during that period. If there is $20 million of
federal funds during a fiscal year with a 5 percent
error rate, the office will pay $1 million.

Chairman Winslow (36:A:054) asked if there could be a
point where there would be more money spent to save
money; not yet, but it is possible.

Senator Christiaens asked if the extra 18 FTEs phased
in could possible save that sanction.

County Assumption

Since county assumption has been discussed previously,
Lee Tickell briefly discussed how to address the problem
of counties that want to become state administered.

Lee Tickell discussed a set of charts and graphs that he
gave everyone concerning GA (EXHIBIT 6).

Chairman Winslow asked if there are any kinds of studies
of those people that are on GA for a few months, off of
GA and working for a few months, and then back on GA
again.

Chairman Winslow asked about the limitations of deleting
those able-bodied persons under 35.

Representative Rehberg asked what the average GA recipient
receives in unemployment for 26 weeks, and then when they
go on to GA, does that figure go up or down from the
average unemployment payment; the average unemployment
payment is approximately $160 per week.

Senator Christiaens said he would like to see as many
different variations as possible; he said he does not
think there will be a reduction of $9 million if the
benefits are cut from one month.

Representative Bradley asked if any county directors
or eligibility technicians can address any information
on how long people are on GA, what the circumstances are
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that caused them to go on GA, and whether they have
been in that county for a long time.

Jean Johnston (36:A:475), Missoula County Director,
discussed the survey did in Missoula county concerning
GA. They found the average age of the single, or the
adult without children is approximately between 30 and
33. She said out of the total of 417 receiving benefits,
78 were families, and the rest were single or two people
households. There was 21 out of the single or two people
household group who were on assistance because their
unemployment compensation ran out. She summarized why
she thought some people were asking for assistance.

Harold McLaughlin, Cascade County Director, said the
studies that his office put together indicate that 25
percent of the GA recipients in Cascade County are
Native American; this is the result of three Indian
reservations. He said that 18 percent of the recipients
of GA had not lived in the county for longer than six
months.

The meeting was adjourned at 10:10 a.m.

(L

CAL WINSLOW, Chairman
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Regarding: Eligibility Determination Program #03

Mr. Chairman, members of the committee, my name js Lee Tickell, Deputy Admin-
istrator of the Economic Assistance Division of SRS. My testimony today in-
volves an overview of program 03, or the Eligibility Determination program
within SRS,

I would first of all like to give you an overview of what is contained in pro-
gram 03. This particular program contains 80% of the FTE and spending author-
ity for county directors and combined clerical positions and 100% of the FTE's
and spending authority for the eligibility technicians, eligibility technician
supervisors, and eligibility clerical workers. By combined clerical
positions, I mean those clerical workers in predominately small counties who
do both economic assistance and social services clerical work. In addition,

' this program contains the travel and per diem costs for those FTE's which I
just mentioned. The appropriation include both state administered counties
and non-state administered counties.

The eligibility technicians are the line workers who determine eligibility for
the entire range of assistance programs administered by the Economic Assis-
tance Division. These include the programs of Aid to Families with Dependent
Children, the Medicaid program, the Food Stamp program, the State General
Assistance program and State Medical program, and in non-state administered
counties the County General Assistance program and the County Medical Assis-
tance program. In some counties where, prior to state assumption, the county
commissioners determined they wanted the county welfare offices to administer
the low income energy assistance proaram, those counties also have eligibility
workers that determine eligibility for the LIEAP program. In those cases,
however, there is no F.T.E. to cover them, even though there is 100% Federal
LIEAP administrative funds available and currently being spent. The Depart-
ment, out of necessity, continues to contract with county commissioners and
they in turn assign them to work in the county welfare office. This amounts
to approximately 21 F.T.E.

The current budget for this biennium contains a total of 318.61 FTE's and
approximately $6.3 million per year in funding, the predominance of which is
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salaries and benefits for those workers. There is approximately $108,000 for
travel and per diem for all 318.61 FTE's.

The major concerns ! have had during the past biennium is the lack of
flexibility and latitude in permitting overtime and the addition of FTE's
under, what I would consider, a realistic justification. During the last ses-
sion, provisions in HB447 contain a clause which had extremely restrictive
language in it. The language in the appropriation bill indicated that for
purposes of this program, no FTE's or spending authority could be transferred

into or out of that program. This extreme Timitation caused severe hardship
- in terms of being able to respond to bona fide requests from even non-state
administered counties for increases in the number of staff and the number of
overtime hours that may have been required to respond to bona fide workload
increases. I will get into a further discussion of this later on in my pre-
sentation.

The eligibility technicians are a critical part of the social service delivery
system, and as such are the front line workers that determine eligibility and
" deliver the benefits to clients. If these benefits, whether they be finan-
cial, medical or in the form of food stamps or Tow-income energy assistance
payments, are not delivered in a timely manner, the domino affect causes frus-
tration for the client, economic hardships to families, and the potential for
having a domino affect into causing even more problems for the social service
workers of SRS. It simply means that if economic hardships are such that they
cause pressures on families, there is the result of additional potential for
child abuse and other negative reactions. It is critical to have adequate
- staff to address that delivery of service in a timely fashion to those fam-
ilies in need.

Eligibility Technicians on the 1line and all county workers in general, are
caught in a double bind. On the one hand, there is constant pressure to serve
clients, determine eligibility and issue benefits in a timely manner, and on
the other hand to do that eligibility determination in an accurate fashion to
insure that we have a low error rate, thus not resulting in the potential or
the very real threat of federal sanctions.

I would Tike to address, first of all, the things that the department of SRS
has done to, what I would call not only work hard, but perhaps, more impor-
tantly, to work smart. During the past several years we have been under
constant pressure to develep what the federal government calls corrective
action plans. A corrective action plan is a formal written document submitted
to the Federal Government which outlines specific activities and deadlines
aimed at reducing the error rate in the federally funded programs of AFDC,
Medicaid, and Food Stamps. During the past several years we have done the
following: we have reorganized the division to allow for a Field Services
Bureau to improve the communications, and policy development for the field, we
have implemented a comprehensive manuals program to give better instructicns
to counties. MWe utilize the Field Services Bureau to conduct regular correc-
tive action meetings of county directors and eligibility technician supervi-
sors, at which time various strategies are developed to reduce the error rates
in the eligibility determination process, we have developed a unified Eli-
gibility Policy Bureau to insure uniform development of policies. e have
developed a formal quality control error siting resolution procedure to insure
that any potential error in any case reviewed by quality control is gone over
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with a fine-tooth comb to insure that the eligibility was determined properly.
We have implemented a monthly reporting and retrospective budgeting system
statewide where every single month, for the most part, every AFDC and Food
Stamp applicant is required to report on a monthly basis, any changes in their
income, resources, or other conditions that would affect their eligibility or
amount of benefit. We have implemented a system of supervisory review in the
counties where eligibility technician supervisors or county directors, or a
peer reviews the work of the county workers to insure proper eligibility
determination. We have developed better training programs, including vid-
eo-tape training to insure uniform implementation of policy. We have devel-
oped data processing system for food stamps and just recently brought that on
lire to insure that there is no duplicate participation in the food stamp pro-
gram. We have developed word processing systems to enhance the efficiency and
effectiveness of the clerical functions within numerous counties including 11
of the 12 state administered counties and 16 of the non-state administered
counties. We conduct wage matches of all kinds including unemployment bene-
fits, wages paid, individual Indian accounts with Indian Health Service and

- we'll be developing more computer matches of wage, income, and resource infor-

mation in the future. We are under a mandate to do computer matches with
Internal Revenue Service by April 1985. We are constantly monitoring and
updating our manual instructions, especially in the areas of resources and
income where most of the errors in the eligibility determination process oc-
cur. We are approximately one month away from issuing a 50-page Food Stamp
manual versus the old one of approximately 4 or 5 hundred pages which was
extremely cumbersome and awkward to use. We have, several years ago, resolved

* a federal sex discrimination appeal of the eligibility technicians, an issue

that resulted for a long period of time in frustration and preoccupation with
that court case of our Tine workers. As a result of that we have implemented
a career ladder for eligibility technicians that involves three Tlevels of
career advancement opportunities. We have got a semblance of a performance
evaluation system that insures the accountability of eligibility technicians
in the proper determination of eligibility and a variety of other ongoing
training and management initiatives to enhance and to increase the efficiency
and effectiveness of the line worker. There has been much done, but there is
still much to do. A1l the above are constantly under review to assure that we
simply don't do things "because we've always done them that way".

A1l these efforts have resulted in, what I consider to be, a working-smart
concept within the county welfare offices and office of human services.

This in turn, leads me to the second part of the bind that eligibility workers
find themselves in, and that is the constant pressure to work fast, but at the
same time to insure the reduction of errors in all the programs that we admin-
ister,

I would Tike to turn your attention to a chart which shows the result cof those
management efforts and the successful implementation at the line worker level,
that has, in fact, resulted in a significant and substantial reduction in the
error rate in all the programs that we administer. In the Medicaid program we
have gone from the highest error rate in the nation, to one of the lowest in
the nation. In the AFCC program, we have consistently been low and, in fact,
at one point Montana had the lowest error rate in the nation. In the Food
Stamp program, we have made significant strides to reduce the error rate and,
in fact, have received two national awards from the Secretary of Agriculture.
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During two periods, the State of Montana has received enhanced funding by
increasing the percent of administrative funds available from the Federal Food
Stamp program because of our error rate reduction. That's the good news. The
bad news is that the recent trend appears to be upward in terms of the number
of errors created in the AFDC and Food Stamp programs.

Through my activities as vice-president of the American Association of Food
Stamp Directors and in general, the American Public Welfare Association, it
has become increasingly apparent that the Federal Government is darn serious
about taking sanctions in those states who fail to reduce their error rate to
the 3% level in the AFDC and Medicaid program and to 5% in the Food Stamp pro-
gram. Whether this is perceived by states as an attempt to balance the feder-
al budget, through placing a burden for sanctions on the shoulders of state

administrators, state legislators and the backs of poor people, or whether
“it's an attempt to force states, in utter frustration, to adopt a federal pro-
posal for a block grant in the Food Stamp program, the future is perfectly
clear, they are serious about taking sanctions and the tolerances they have
established for those error rates are clearly below any obtainable or
cost-beneficial level because of the complexity and the constant changes that
are thrust upon us by the Federal Government.

This scenario rather reminds me of the position that both you as Tlegislators
" and the state, as administrators of these programs, find ourselves in. It
reminds me of the Fram oil filter which says that you can pay us now or you
can pay us later, but sooner or later if we don't administer these programs
with an error rate below the federally mandated tolerance, we are going to be
faced with sanctions. Although we will be in court on the issue, along with
numerous other states, it certainly casts a pell on the public's attitude
toward the programs intended to serve the poor.

The whole point of this last discussion was to indicate that during the past
two or three years, we have been doing everything we can to reduce that error
rate, and we continue to do all those things and more to keep that error rate
down. The one thing that is clear to me that to a large extent is causing the
recent rise in the error rate, is simply not having the adequate staff to do
all the necessary verification and documentation to properly determine eli-
gibility.

I have recently been reading a book, the autobiography of Lee lacocca of the
Chrysler Corporation, and I must admit that I have been somewhat influenced by
that book, in terms of the way in which he streamlined the operation and man-
agement of the Chrysler Corporation. One of the things that struck me in
reading that book, however, is that in streamlining the operation of Chrysler,
one of the things he choose not to significantly cut back on are critical
elements in the production line process, and critical quality control process-
es to insure ‘quality products in translating that into the operation of a
county welfare office, it rather strikes me that Lee ITacocca would not elimi-
nate three steps in the production process that eliminated the master cylinder
brake, the steering wheel and the left front tire. I truly believe that in
some ways we are forced into a situation similar to that in county welfare
offices, through cutting of staff or on the other hand not making adequate
staff available, some of the critical elements in the eligibility determina-
tion process are simply not getting done, not because eligibility workers
don't want to, but simply because they don't have the time to do it.
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With that, I would 1ike to focus your attention on an area of frustration that
I think, both you as legislators and I as a manager have had, and that is com-
ing up with a realistic, objective way of determining a staffing pattern for
eligibility workers that reflect not what is, but rather an objective way of
Tooking at what ought to be the ideal situation in terms of staffing patterns.
Recently the Department of SRS through a 100% federally funded technology
transfer grant from the federal office of family assistance brought in a group
of managers from Washington State that utilizes an industrial engineering
approach to analyzing the work that is done in their office of human services.
Utilizing the industrial engineering approach, Washington State actually went
out and developed a system for measuring the precise amount of time necessary
for doing various aspects of work in the eligibility process.

I have prepared an extensive handout of the analysis that Washington went
through and the efforts that we have subsequently done during the last two or
three months to apply that industrial engineering approach used in Washington
State to the Montana circumstances.

In that study, we attempted to replicate in a very general way the industrial
engineering approach that Washington uses and apply that, like I say, to the
Montana situation. We gathered extensive data from all counties in the state,
dealing with not just strictly caseload, but more importantly, the overall
workload of all counties. The result of that effort is outlined in the hand-
out that we have prepared for you. The bottom line of that study would indi-
cate that the ideal staffing pattern for the State of Montana, utilizing the
Washington system, would result in the following additional required staffing
pattern for Montana over and above current level and cver and above the LIEAP
technician issue I raised earlier:

' FTE's

Eligibility Technicians 23.47
Eligibility Technician Supervisors 4,65
Clerical Workers 47.79
Clerical Supervisors 9.55
TOTAL 85.50

I have provided the committee with a complete set of the workload indicators
and a precise number of minutes and hours that are reauired for processing
various types of applications, and would be more than happy to go into exten-
sive detail about what that staffing pattern study means. In the interest of
time, however, I will keep it brief at this point.

The reason I point out the ideal staffing pattern is simply to give you a com-
parative figure to justify those number of staff requested in the PFP process
in tier one. The addition of 18 eligibility workers in the first year of the
biennium, and 36 the second year of the biennium for a total 54 over the total
biennium. If the total number of FTE's were granted, it would not solve the
problem nor arrive at the ideal situation, but would make a significant effort
for getting to an ideal staffing pattern increase that would truly reflect,
based on the kashington experience, what the staffing pattern ought to be in
county welfare offices.

For the last part of my presentation, I would like to present to you another
chart in your packet of material which establishes, if you will, a triage or
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breakdown of the three separate elements of staffing pattern and funding
sources within the eligibility determination program.

It's jmportant to remember state law at 53-2-304 (2) MCA requires "(2) Public
assistance staff personnel attached to the county board shall be paid from
state public assistance funds both their salaries and their travel expenses as
provided for in 2-18-501 through 2-18-503 when away from the county seat in
the performance of their duties, but the county board of public welfare shall
reimburse the department of social and rehabilitation services from county
poor funds the full amount of the salaries and travel expenses not reimbursed
to the department by the federal government and the full amount of the depart-
ment's administrative costs which are allocated by the department to the coun-
ty for the administration of county welfare programs and not reimbursed to the
department by the federal government."

The first branch of the triage are staff in program 03 that are in non-state
administered counties. The funding for that set of eligibility workers if 56%
county, and 44% federal and these are open-ended federal funds. As a legis-
lator, you could authorize unlimited numbers of FTE's with no general fund
impact. In fact, to do anything different, and to continue operation under
- the current level of authorized FTE's literally puts the State Department of
SRS in the situation of telling the Yellowstone County Commissioners who may
agree with their county director to the addition of eligibility staff of hav-
ing to tell them that we simply cannot allow them to do it because SRS doesn't
have the authorization from the legislature to do so. Similarly if the
Gallatin County Commissioners wanted to add staff in their county, we would be
in a similar predicament. To me this is an intolerable situation to be put
in; to put increasing demands in terms of workload and caseload on a county
and yet not have the tools to respond to an approved request from the county
director and county commissioners of those non-state administered counties.

The second part of this triage is the furnding for state administered counties,
and in this case we are talking of 56% state funds and 44% federal funds. The
reason for this, are the requests before you in the PFP initiative , EN-23, to
provide the funding for ten additional FTE's in those state administered
counties. Previously the department had agreed that we could accommodate the
2% executive Tlevel cuts by phasing in these positions in those state adminis-
tered counties.

The third part of the triage are currently existing positions that existed in
counties that came under state assumption, that are currently funded with 56%
state or county funds depending on whether it is state administered or not
state administered county, and 44% open-ended federal funds. Three examples
are 1) county medical personnel that existed in counties, and we continued
them because they were funded throuah either county or state funds; 2) LIEAP
or low-income energy assistance program technicians that were hired in a coun-
ty and assigned to the respective county departments of public welfare and
their funding is 100% federal LIEAP dollars; and 3) are situations where the
food stamp issuance clerk is hired by the county commissioners, but assigned
to the county welfare offices for purposes of food stamp issuance. The
Department of SRS is constantly at risk of having a county indicate they are
no longer interested in issuing food stamps and asking the state to take over
that function, which they can legitimately do. VWithout the necessary appro-
priation authority, we are at risk of having that function taken over by the
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state with no FTE to accommodate them, and yet the need for issuance of food
stamps maintained in those offices.

The point of the above discussion is to impress on you the need to look at the
funding in the eligibility determination program as three very distinct parts
of that triage with three very distinct funding sources, only one of which
would have additional general fund impact, and that is in state administered
counties.

With that I will conclude my testimony by asking for your favorable consid-
eration of these PFP requests for 18 additional FTE's during FY86 and 36 addi-
tional FTE's during FY87 for a total addition of 54 during the next biennium.
I would also request your consideration of the additional FTE's requested that
have no general fund impact. And again, although this may not arrive at a
- totally adequate system, it is certainly a giant step in the right direction.
There are several other individuals who, I believe want to testify with regard
to the county operations and some of the concerns that they have had during
the past two years. Thank you, and if you have any questions, I would be more
than glad to answer them.

LEGIS/010
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INTRODUCTTON

The provision of income to persons who would otherwise have no other means of
economic support has been a national policy since the mid-1930's. Vhat began
as an emergency measure in response to the Depression has become today a vari-
ety of proorams to meet the economic, medical and nutritional needs of a por-

tion of the United States population.

What has remained fairly constant throughout this transfermation process is
the fundamental structure of state administration of most of these programs,
with the Federal government providing the bulk of the funding and regulating
the programs to a certain degree. In response to these requirements, the
State of Montana has designated the Department of Social and Rehabilitation
Services as responsible for the control, coordination and direction for public
assistance programs. The Department develops and coordinates these programs
and disseminates policy to Tocal county welfare departments where the finan-
cial and clerical staff are responsible for determining need and eligibility
for a variety of services including financial grants, food stamps and medical

assistance.

Prior to this study, the Economic Assistance Divisicn has not had a means for
determining staffing level requirements and allotinc staff to county welfare

departments.

The State of Washington Department of Social and Health Services system known

as Yorkload Plannina and Centrol (WLPC) was sugoested by the Federal



Department of Health and Human Services as the most highly developed and

"sophisticated system in the nation for achieving these goals;

Using monies from an HHS technology transfer grant, staff met with John
Deardorff, Program Manager of WLPC and Ray Church an industrial engineering

analyst.

The 1973 Washington Legislature mandated the Department of Social and Health
Services to implement an objiective means of determining staffing levels. In
1975 , the Consulting Division of Boeing Computer Services developed unique
workload standards based upon industrial engineering work measurement princi-
ples. Work standards are intended to identify the time it should take to com-

plete the requirements for determining need and elicibility for programs.

The work Toad standards developed by Washington were compared with the proce-
dures used in Montana and it was found there are no significant difference in

tasks performed.

WLPC staff ecreed to feed our current caseload numbers 1inte their existing

computer program to generate an accurate projection of staffing needs.
After analyzing Montana programs, caseloads and employees, to ensure that the
same information was being input from each state, Washington staff came up

with the following:

Staff Requirements Rased on Workload Standards and Caseload



MONTANA
STAFFING NEEDS CALCULATIOM

Montana
“Caseload Statewide 28,339
less exempt cases - 786
27,553
ELIGTRILITY TECHNICIANS

E.T.'s Statewide 174.25
less exempt FTE - 9.00
165.25

146 cases per E.T. based on Washington staffing needs projection.

27,552 ¢+ 146 = 188.72 E.T. staff needed
-165.25 present eligibility staff (adjusted)
?3.47 E.T.'s needed

ELIGIBILITY TECHNICIAN SUPERVISCORS

Standard ratio of supervisors to eligibility workers within the Department of
SRS is 1-5. Thus, 4.69 E.T. Supervisors are needed.

CLERICAL*

Clerical statewide 104.57
(69.05 F.A.)
(36.52 S.S.)

less exempt FTE - 2.65

101.92

(* clerical supervisors were included in the total clerical count.)

160 cases per clerical worker based on Washington Staffing needs precjection.

27,553 + 160 = 172.20 clerical staff needed
101.92 present clerical staff
(EA & CSD) 70.28 clerical needed

68% of present clerical staff is Economic Assistance program 03.

70.28 (total clarical needed)
.E8 (% FA)
47.7¢ FA clerical needed

CLERICAL SUPERVISORS

Stardard ratio of supervisors to clerical workers within the department 1s
1-5. Thus - 9.55 EA clerical supervisors.
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- Carter, Fallon and Wibaux
Daniels and Sheridan
Fallon

Golden Valley and Wheatland
Judith Basin

Lewis & Clark

Madison

McCone and Prairie
Meagher

Mineral

Musselshell

TOTAL

COUNTIES WITH EXEMPT FTE'S AND CASELOAD

Total
Caseload

128
99

53
22

117
59
91

112

105

786

Exempt

ET's

1.00
1.00
1.00

.50
* .50
1.00
1.00
1.00
1.00
1.00

9.00

Exempt

Clerical

.80
.80

.25
.80

2.65

Some county offices have a low caseload which may not justify an eligibility technician and/or
clerical, but it is necessary to have staff in the office to provide service to recipients,
These employees and their caseloads have been exempted from staffing need calculations in order
to prevent skewing the statewide averages.

* Lewls & Clark County has one-half time eligibility technician located in Augusta who takes
applications for all programs and then the case 1s maintained in the Lewis & Clark County
office, The position has to be excluded from Lewis & Clark County's statistics because the

caseload from Augusta is carried by workers in the Helena Office.

_13-



COUNTY ELIGIBILITY STAFF

Kok
dk *% Non
County ET Techs by ET's by Exempt Exempt Measured

Director Supr Payroll Location EI's Clerical Clerical Staff
Beaverhead 1 1.00 1.00 .80
Big Horn 1 1 4.00 4.00 1.00
Blaine 3.00 3.00 1.60 .50
Broadwater 1
Carbon 1 2.00 2.00 .50
Carter .20
Cascade 1 2 18.00 18.00 8.20 3.40
Chouteau 1 .50 .50 .80
Custer * 1 1.60 2.00 1.00
Daniels .25
Dawson * 1 1.00 1.00 .80 .60
Deer Lodge 1 1 4.00 4.00 1.00
Fallon * 1 .20 1.00 1.00 .80 .80
Fergus * 1 1 2.95 3.00 1.80
Flathead 1 2 11.00 11.00 4.00 .80
Gallatin 1 1 4.00 4.00 .80 .80
Garfield .20
Glacier 1 1 6.00 6.00 .80
Golden Valley .20
Granite .60 .60
Hil1 * ] 1 5.84 6.00 2.00
Jefferson 1 1.00 1.00 .80
Judith Basin .50 .50 .50
Lake 1 1 5.00 5.00 1.00 1.00
Lewls and Clark 1 2 10.25 10.25 .50 5.75 1.00
Liberty .16
Lincoln 1 1 6.00 6.00 2.60
Madison 1 1.00 1.00 1.00
McCone
Meagher 1.00 1.00 1.00
Mineral 1 1.00 1.00 1.00 .25 .25
Missoula 1 3 19.00 19.00 8.60 .80
Musselshell 1.00 1.00 1.00 .80 .80
Park * 1 3.00 3.00 .80
Petroleunm .05
Phillips 1.00 1.00 .80 40
Pondera * 1 2.00 2,00
Powder River .20 .80
Powell * 1 1.60 1.60
Prairie 1.00 1.00 1.00
Ravalli 1 1 5.80 5.80 2.30
Richland 1 2.00 2.00 1.00 1.00
Roosevelt * 1 1 3.00 3.00 1.00
Rosebud * 1 2.82 3.00 .80
Sanders 1 2.00 2.00
Sheridan .75 1.00 1.00 .80 .80
Silver Bow 1 1 10.00 10.00 4,60 4,00
Stillwater 1.00 1.00 1.00
Sweet Grass * 1 1.00 1.00
Teton 1.00 1.00
Toole 1.00 1.00 .80
Treasure .18
Valley ‘ * 1 3.00 3.00 1.80 1.00
Wheatland .80 1.00 1.00
Wibaux .60
Yellowstone 1 3 18.00 18.00 . 6.80 . 1.6C
TOTAL 34 23 174,25 174,25 9.00 65.40 2.65 20.50
* Denotes county director responsible for more than one county.
Fs

E.T.'s and clerical assigned to small offices with less than full caseload, but necessary
to staff office,

*%% Staff such as receptionists, human service aides, switchboard operators which are not
considered as part of caseload workers.



CASELOAD SUMMARY

Cases
Undup Count

SSI With Food Stamps 2,277
Food Stamps Only 9,898
AFDC with Food Stamps 6,484
AFDC Only 997
GA with Food Stamps 1,919
GA Only 130
State/County Medical Only : 712
State/County with Food Stamps 145
Medically Needy Incurrment Only 2,310
Medically Meedy with Food Stamps 181
Medical Assistance Only with Food Stamps 555
Medical Assistance without Food Stamps 2,731

TOTAL 28,339

-11-
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TOTAL CASELOAD BY COUNTY

Beaverhead
Big Horn
Blaine
Broadwater
Carbon
Carter
Cascade
Chouteau
Custer
Daniels
Dawson
Deer Lodge
Fallon
Fergus
Flathead
Gallatin
Garfield
Glacier
Golden Valle
Granite
Hill
Jefferson
Judith Basin
Lake

Lewis and C1
Liberty
Lincoln
Madison
McCone
Meagher
Mineral
Missoula
Musselshell
Park
Petroleum
Phillips
Pondera
Powder River
Powell
Prairie
Ravalli
Richland
Roosevelt
Rosebud
Sanders
Sheridan
Silver Bow
Stillwater
Sweet Crass
Teton

Toole
Treasure
Valley
Wheatland
Wibaux
Yellowstone

TOTAL

y

ark

-7~

397
633
460
133
254

3,229
83
483
126
323
826

427
1,951
775

970

117
613
451
22
820
1,736
15
769
117



workers would then reflect more accurately the existing workload for the en-
tire state. The 22% will increase when the exempt (dedicated) staff and re-

spective caseloads are removed from totals.

Non-Measured Staff:

Adjustments must also be made for exempt staff, i.e. telephone operators,
receptionists, human services aides, etc. (all staff not directly involved in
caseload work or caselcad support in clerical or eligibility units), as these

types of workers were not used in Washington staffing ratio.

The Washington system establishes a ratio of supervisors to line workers, thus
excluding supervisory staff from total staff in computing staffing needs.
Montana should do the same and in projecting supervisor staffina needs, use

the Department's standard ratio for supervisors to line workers.

By using the caseload/worker ratio which has been validated by the Washington
system i.e. 146/E.T, 1€0/clerical, and 76/combined, the E.A. staff needed:

presently in Montana is:

Eligibility Technicians - 723.47
Eligibility Technician Supervisors - 4.69
F.A. Clerical - 47.79
E.A. Clerical Supervisors - 0,55



Actual Staff/Washington: Actual Staff/Montana:

FST 949 ET 175
Clerical (CSD & EA) 865 Clerical (CSD & EA) 105
Combined 1814 ' 280

Average Caseload/Worker:

Washinaton Montana
FST/ET 146 1€2
Clerical 160 270
Combined 76 101

Motes and Observations:

Based on the ratio of caseload to workers as found in Montana, the ET/clerical
combination would need to complete 33% more workload standards a day (equal to
spending 2.64 hours more a day at work) than the Mashington Industrial engi-

neering staff's study showed could be done by average workers.

Exempt Staff:

Montana shall make an adjustment for dedicated staff - staff that is assigned
to less than a full caseload (small counties - rural area) and is restricted
from working any other caseload - should be removed from total staff and total

caseload should be reduced by the assigned caseload. The ratio of cases to



Based on information provided by your office concerning your current staffing
and caseload Tevels, we have developed a model to compare your staffing
requirements as measured by work standards developed by our industrial engi-

neering staff.

Terms:
Washington State Montana
Department of Social and Department of Social and
Health Services (DSHS) Rehabilitation Services (SRS)
*Financia] Service Technician (FST) *Eligibi1ity Technician (ET)

*
These positions are essentially the same.

Mashinaten Allotted Staff -  Staff requirements, as determined by caseload

analysis, allotted staff and actual staff in the

State of Washinaton are equal.

Staffing Pattern:

Washington Montana
D.S.H.S, S.R.S.
FYaa as of 12-84
Caseload Total 138,563 28,339



SUMMARY: Required Staffing for Montana

Eligibility Technicians
Eligibility Technician Supervisors
Clerical

Clerical Supervisors

Total

LEGIS/111
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. PAGE 1 OF 7
DEPARTMENT GF 3OCHAL AND HEALTH SERVICES
. W.L.P.C. PROGRAM
STANDARD SUMMARY
] ONGN. OPERATION STANDARD NO.
DSHS P Financial Grant Application A0l
ORGN. NO. EFFECTIVE DATE
Statewide (E'igibility Determination ‘December 1, 1983
W.LP.C. N0, PREVIOUS EFFECTIVE DATE - )
L. ' and Paper Processing) February 1, 1982
ANALYST PRODUCTION UNIT Each F1nanc1“a.1 o
MsL (D) Application Aporoved, Denied
z or Withdrawn (when medical assistance is not approved or conditionally denied for
spend-down ) ' :
: 5
1 2 3 N NORMAL
ELEMENT : ' : NORMAL | FREQUENCY | 0\ resPER
| NuMBER . ELEMENT DESCRIPTION MINUTES OF lpropucTion|
_ : OCCURENCE |~ ==
- '\i ' Organize desk and‘éupplies; obtain case record
Jand application forms from central area for
apoointments énd from RFIS pending for return
interviews; obtain forms and supplies from
desk or central supply; complete Internal
Requisition, DSHS 2-317, to request forms, _ N
supplies; includes cleanup and put away
oz
activities throughout application process and - ]
at beginning and end of day. 1.11 4 100 1.94
2 Pre-screen of the application and supplements;
review the case record and any information
and verification available. Includes the
initial annotation of the Verification (CONT.)
APPROVAL : '
8 TOTAL NORMAL MINUTES PER PRODUCTION UNIT ]
_ j_108.28
7 NORMAL ALLOWANCE | (% + SPECIAL ALLOWANCE 2 %= ]2 % - i 12.99
8 TOTAL STANDARD MINUTES PER PRODUCTION UNIT (8 + 7)
121.27
9 PRODUCTION UNITS PER HOUR (80 —+ LINE 8) 49
.‘lo STANDARD HOURS PER PRODUCTION UNIT (LINE 8 4+ 80) 2.02 ‘
SKILL CLASSIFICATION HRS. % CLASSIFICATION HRS. %
- |SUMMARY

osus §.118 (2/7%)




PAGE 2 OF 7

EL;LENT : z“ii : : 3 rnz&tzucv "°:;‘L
: NORMAL NUTES PER|
NUMBER ELEMENT DESCRIPTIO o MINUTES OCCS:ENCE ::!oowlpoa:
" e L i
2 >
CONT. |Document, DSHS 14-109. 9.02 |19 700 | 9.02
- 3A Initial Intake Interview: Includes all forms

completed in client's presence. Gather

application, record, forms used, travel to

" jwaiting room, call client, go to interview

booth (includes wait for booth). Read/Review

‘[Financial and Food Stamp Rights and Responsi-

bilities and qive client a copy of the DSHS

14-113 and the DSHS 12-27A. Review items on

back of application with client, checking off

each item as explained/discussed; sign and date

Annotate the Verification Record, DSHS 14-109.

Have client complete omitted questions on DSHS

14-01 and supplements. Discuss OSE co]]ectioﬁ

function and explain “Good Cause" for non-

cooperation with OSE; obtain client signature

on DSHS 18-334, return original after photo-

copied: put case number, date on front of DSHS

18-334 and case number on DSHS 14-119.  Completd

OSE Referral, DSHS 14-57a, for telephone

referrals, call OSE and relate information.

Calculate and tell client opening and ongoing

grant and food stamp amounts, if eligible;

discuss delivery of benefits. Complete a

Release of Authorization, DSHS 14-174, for

over-the-ccunter releases. Complete referral

documents; e.g., AFDC Enumeration, DSHS 14-167,

Employment Security, DSHS 14-27, as necessary.

e in me-

'
4
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DEPARTMENT QF GC

* tMLP.C. PROGRAM
Saniiniil STANDARD ﬁl]ﬁMARY

.

AL AND HEALTH SERVICES

ORON.

DSHS - Statewide

1 . o -t - o

CON'HNUATION SHEET

STANDARD NO.

A0l - Financial Apps.

1

NUMBER

ELEMENT. |

2
ELEMENT DESCRIPTION

3
NORMAL
MINUTES

4
FREQUENCY

Of
{OCCURRENCE

5
NORMAL
MINUTES PER
PRODUCTION

UNIT

3R
CONT.

Note verification needed. Comolata and

" |explain Ten Day Letter, DSHS 14-81, as

necessary. Exolain earned income computations

and requirements to report. Explain service

referral procedures: referrals for AFDC,

refugee, plus those for IRT decision. Discuss

WIN and E & T and give brochure. Discuss
Health Maintenance Organization/Medicaid

alternatives. Have client complete Group

Health Enrollment card, if necessary. Discuss

possible retroactive medical benefits, nursing

home admit dates, etc.

If client is ineligible

explain reason, Fair Hearing rights. Includes

some research, e.9., NADA Book, obtaining

telephone numbers for client, Food Stamp

tables.  Includes obtaining ashtrays, extra

chairs, waiting while client gets verification

from waiting room, car. Includes brief

contacts with clients in waiting room. Return

to desk following interview. * ‘<

30.40

100740

30.40

Return interview: as for 2A above.

13.64

102700

13.91

4A

Case coordination with DSHS staff; {ncludes

consulting supervisor and other financial

workers; contacts with other €50's; discussion

with clorical and social seryica staff. 0SE, (fONT,)

OSHSE B-118A {10-76)




PAGE 4 OF 7

! R et . 3 FREGUENCY wommaL
ELEMENT ~ NORMAL MINUTES PER
NUMBER ELEMENT DE%'“ON - MINUTES OCCUg:ENCE Pm&’c"’o"

- . _
COXT. | etc.; includes unsuccessful attempts at
telephone contacts. : 1.76 |283 100 4.63
48 | Case coordination with non-DSHS staff:
includes telephone calls frem clients and/or
client representatives; community agencies;
collateral contacts; other state agencies;
public assistance agencies §n other states,
etc.; (includes unsuccessful attempts). 2.50 |22 00 5.80
5 Forms completion outside the interview. Time L
for forms completed either entirely or
partially during the interviews or during
phone conversations is included in the inter-
view and case coordination elements. This
will affect both normal time and frequency
for some forms.
A. DSHS 1-01, Record Transfer Notige ~ 2.25 ! 100 .02
B. DSHS 2-54, Tickler File - 1.13 4 100 .05
C. DSHS 2-109, Memo 2.16 2 100 .04
D. DSHS 2-128, Registration and Control 3.89 19700 |  3.89
E. DSHS 2-132, YOCS Referral .97 | 1% 700 10
F. DSHS 2-236, Client Change of Status 2.07 100 .04
6. DSHS 2-392, M-Form Special Action Request | 1.13 | 4700 .05
M. DSHS 3-149, E & T Registration Record 1.00 | 100 18
I. DSHS 7-01, Certificatfion and Computation
of Grant 8.8 | B0 | 4.0
J. DSHS 7-03, CPA Payment Authorization 1.0 | o] o
y K. DSHS 7-13, Cne-Time Grant Authorization 2.2 | 1700 .99
L. DSHS 7-28, Motice of Yarrant Redirect 3.25 100 .03

and Proposed [ermination
DSMS 8-118A (10-78}

- e e e ey . - ~ - -- - - . -



Page 5 of 7

DEPARTME‘NT OF secaAL AND HEALTH SERVICES
S daiid L SHLP.C. PROGRAM
i STANDARD SUMMARY

ORGN. . ;..,a.a_ - . . STANDARD NO.
- 1de eo:mnumon SHEET AO1 - Financial Apps.
. . «A ‘h. -,‘“" - a
* - 2 3 FREQuENCY ommaL
ELEMENT | - ,# . . NORMAL oF MINUTES PER
NUMBER ELE!-IE!,!_! a2 MINUTES oCcCURRENCE TROPUCTION
- . UNIT
5 1
CONT. | M. DSHS 7-42, Earned Income Report 2.00 100 | - .02
84
¥. DSHS 12-05, Authorization to Issue 3.96 100 3.33
1
0. DSHS 12-86, Food Stamp Verification Record 1.87 100 .02
P. DSHS 12.90, Notice of Action Taken
: 44 .
Required on Your Food Stamp Case 1.99 100 .88
1
Q. DSHS 12-93, FS Earned Income Report .83 100 - .01
18
R. DSHS 14-01, Application for Assistance .94 100 .17
16
S. DSHS 14-08, Financial Summary 1.19 100 .19
23
T. DSHS 14-14, Letter of Denial 2.14 100 .49
) 2
U. DSHS 14-27, Employment Security Referral 1.69 100 .03
3
V. DSHS 14-30, Medical Care Award lLetter 2.85 100 .09
W. DSHS 14-32X, Medical Eligibility Income
Computation ) 2.86 2 100 .06
X. DSHS 14-36, Notice to Recipients in
Institutions 3.38 | _2—"To0 .07
Y. DSHS 14-57, Support Enforcement Referral .38 | 2700 .16
Z. DSHS 15-57A, Support Enforcement Referral
. 50
Part A 2.13 100 1.07
Ak, DSHS 14-81, Ten Day Letter 2.69 83 100 2.23
BB. DSHS 14-84, Financi{al/Social Services
Communication 1.54 26 100 40
CC. DSHS 14-80, WIN Program Volunteer Letter .60 3 100 .02
DD, DSHS 14-109, Financial Verification 1.56 | 3100 1.51
Document (Completion time for the majority

DSNS 5.118A (10.78) Ol this oM I CONTAINET 1IN clomene Ia=IhaTe e vIer s

S e e mmese cam e s e e nm e ama— -



Page 6 of 7 .

1 ~ I ' 3 4 3
ELEMENT NORMAL | FREQUENCY M":‘S::s“;;
NUMBER ELEMENT DESCRIFTION MINUTES O e |[PROC TION

OCCURRENCE{ _
5 .
| CONT.IEE, DSHS 14-119 & 18-334, Assignment & Notice

Concerning Support Cooperation .52 > 100 .28
Fr. DSHS 14-163, Inccme Gentrol Card .25 1 100 .01
GG. DSHS 14-165, Financial Assistance Award 2.95 | >~"T00 2.21
HH. DSHS 14-167, AFDC Enumeration Referral 2.25 ! 100 .02
JI. DSHS 14-174, Release Authorization 1.50 ! 100 .02
JJ. DSHS 14-194, Health Insuraﬁce Coverage .

Information .81 4700 .03
KK. DSHS 14-196, Applicant Liability Letter 3.67_|—"100 o4 |

J LL. DSHS 14-204, Spend-Down Computation -

Partial Day Eligibility 7.85 ! 100 .08
MM. DSHS 14-222, Statement of Collateral

Information .97 o8 100 .66
NN. DSHS 14-223, Statement from School .76 13 100 .10
00. DSHS 14-224, Statement from Landlord .70 32 100 .22
PP. DSHS 15-83, Letter of Award - Congregate .

Care ‘ 3.55 100 .04
QQ. DSHS 18-255, Labor and Industries

Claim Information 4,20 ! 100 .04
RR. EMS 511, Application Card 1.00 2 100 15
SS. EMS 587, WIN Registration 1.75 2 100 .16
TT. 150% Computation Form 1.33 2 100 .04
UU. HMO (or Group Health) Cards 1.57 12 100 .19
VV. CEAP Computation Forms 2,20 2 100 L1
HW. Notes to Self .67 2 100 13
XX. YNotes %o Staff 1,15 19 100 J2
YY, Verification Forms {Other Agencies) 50 ! 100_ 031

I8ME S-118A (10-79)

e e m————  —a— - . - e g -
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W.LP.C. PROGRAM
STANDARD SUMMARY

et g

DSHS - Statewide

DEPARTME'\!T OF SOC!AL AND HEALTH SERVICES

CONTINUATION SHEET

STANDARD NO.

AQ1-Financial Apps.

e ]
ELE;.ENT : 2 NO:MAI- FREQUENCY Mn':g::sA:sn
NUMBER | ELEMENT DESCRIPTION MINUTES pccug:ENCE PRODUCTION

6 Research manuals, terminal, microfiche,

directories, case records, resource

materials, etc. 1.66 263 100 4.38
7 Pull/Request case files from active files,

closed files, or pending files (includes

completing DSHS 2-02) 1.09 82 100 .89
8 File case records in pending files .54 68//?66/1 .37
9 Photocopy verification documents and forms .38 5 100 3.33
10 Review of documents and case records (includes

review of Ten Day Letter and previous activitly

preceding return interview). 1.02 132 100 1.42
11 Distribute pended and completed applications;

collate and staple OSE papers in sets; hole-

punch and attach verification documents and

DSHS 14-109, deliver/route referrals to

services; assemble documents; put DSHS14-81

on outside of record, band, place in RFIS

pending file; deliver/route DSHS 12-05 to

typist, DSHS 7-13 to approving authority,

DSHS 7-01 to input operator, etc,; count for

WLPC as necessary. 1.93 3 100 7.28

OBHS 8-118A (10-78)

e e e s
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DEPARTMENT OF SCCIAL AND HEALTH SERVICES
. - e W.LP.C. PROGRASM
' i STANDARD SUMMARY
- 1 ORGN. NON SYANDARD NO. i
DSHS ¥edica] Poplications -A04
ORNGN. N0. EFFECTIVE DATE
Statewide {E1iaibility Datermwination December 1, 1983
wir.C. ND. PREVIOUS EFFECTIVE DATE -
: and Paper Processing) July 1, 1983
o7 . PRODUCTION W Each medical appH 1
mst (C) cation approved, denied, with-
drawn, or conditionally denied
for spenddown.
1 2 3 s >
NORMAL
ELEMENT NORMAL ‘"“‘:f"c" MINUTES PER
NUMBER . ELEMENT DESCRIPTION MINUTES | o conence moz::::ton
1 Organize desk and supplies; obtain forms and
supplies from desk or central supply; comp1éte
Internal Requisition DSHS 2-317 to request
forms and supplies; includes cleanup and put
away activities throughout application process
and at beginning and end of day. 1.1 195700 __Yar
— 4
= .
2 Travel to distribution box {pickup point), get _ ]
case record and/or documents, return to Qork ’/j
- . n
station: .91 100 1.03
3 Prgscreen of the application and supplements;
review the case record and any information and
APPROVAL
6 TOTAL NORMAL MINUTES PER PRODUCTION UNIT ] 65.54
! ;
7 NORMAL ALLOWANCE | (K + SPECIAL ALLOWANCE 2% 12% 7.86
8 TYOTAL STANDARD MINUTES PER nooucnonm e 73.40
9 PRODUCTION UNITS PER HOUR (80 4 UNE §) Jl 82
10 STANDARD HOURS PER PRODUCTION UNIT (LINE 8 + 60) | 1.22
Sk CLASSIFICATION HRS. % CLASSIFICATION HRS. %
SUMMARY

DEMS 8-118 /79
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l 'a‘_ 2. R 3 4 no:uu.
ELEMENT ) T e : N FREQUENCY!
NUMBER ‘LEMENT"%”W" MI:Z?"AE: OCC::ENCE m :
i ' AT
verification available; includes the inftial
annotation of the Verification Record, DSHS
. 100
14-109. 3.70 100 3.70
4 Initial Interview:

Gather application, case record, and forms

i used (as appropriate); travel to waiting room;

callclient; escort client to 1nférv1ew booth

(includes wait, as necessary). Review Rights

and Responsibilities on back of application

with client, checking off each item as explain-

ed/ discussed; sign and date. Annotate the

Verification Record, DSHS 14-109. Have client

complete omitted questions on DSHS 14-01 and

supplements. Explain the various medical

programs and limitations of each. If client

is eligible, explain how to use medical cou-

pons and reporting requirements. If client

is to be conditionally denied for spenddown,

explain how to report medical expenses for

consideration. If MI is being considered,

explain the deductible. Give the client the

necessary forms. MNote verification needed.

Explain Ten Day Letter, DSHS 14+81, as necess-

ary. Explain inccme ccmputations and require-

ment to raport. Explain szrvice reverral pro-

ceduras, Discuss Group Health/Medicaid

—eiim

900 * ,nmia @
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DEPARTMENT OF $OC!AL AND HEALTH SERVICES
TN BLLDC. PROGBAM
U STANDARD SUMMARY
ORGN. STANDARD NO.
CONTINUATION SHEET . o4
3." . 5
2 2 NORMAL
ELEMENT. | ELEMENT DESCAI N NORMAL m:o::ucv MINUTES PER
NUMBER .. ""O_A. MINUTES | . ocence pnoz:%non
alternatives. Have client complete Group
Health Enrolliment card, if necessary. Discuss
possible retroactive medical benefits. If
client is ineligible, explain reason, Fair
Hearing rights. Includes some research, e.g.
NADA Book, obtaining telephone numbers for
client. Includes obtaining ashtrays, extra i
chairs, waiting while client gets verifica-
tion from waiting room or car, and getting
interpreter. Escort client to waiting room;
100
return to work station. 27.95 100 2T1.95 |
16
5 Return Interview: Same as clement 4. 11.53 100 1.84
6 Forms completion during and after interview(s).
3
A. DSHS 1-01, Record Transfer Notice. 1.50 100 .05
>
B. DSHS 1-32, Routing Slip. 1.50 100 .08
21
L. OSHS 2-02, Out Slip 41 100 .09
D, OSHS 2-128, Application, Registration
RN
d .
and Control 1.84 100/ > 04

DSHS 6-118A (10-79)

e gmes ern e et me s e s o -
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ELED;ENT - 2 N NO:MAL FHEQ:UENCY NORSMAL
ELEMENT CESCRIPTION OF  [MnuTESPER
NUMBER o MINUTES | occunnence (™00
E. DSHS 2-392, Terminal Input Special Action -
: - - 5
Request . .95 100 .05
F. DSHS 7-01, Certification and Computation
of Grant. * 100/ 1.40
G. DSHS 7-02, Registrafion and Control of
- A 3
Negotiables.’ 75 100 .02
H. DSHS 7-28, Notice of Warrant Redirect
3
and Proposed Termination. 2.50 100 .08
29
I. DSHS 12-05, Food Stamp Computation Form. 2.48 100 72
J. DSHS 12-05, Authorization to Issue Iden-
tification and Authorization Cards. 2.09 | 0l .82
K. DSHS 12-86, Food Stamp Verification/Docu-
. 3
mentation Record. 2.25 100 .07
L. DSHS 12-90, Notice of Action Taken/Re- -
quired on Your Food Stamp Case. 1.51 100 .63
3
M. DSHS 14-08, Financial Summary. 1.80 100 .05
N. DSHS 14-03A, Termination/Transfer Finan-
3
cial Summary, 1.50 1008 .05 I

OSHS 5-118A (10-78)

o
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DEPARTME&‘JT GF

oy W.LP.C. PROGRAM
“STANDARD SUMMARY

l B

$0C§AL AND HEALTH SERVICES

ORGN. STYANDARD HO.
conmnwmou SHEEY _ Ao4
3 4 8
1. 2 NORMAL
ELEMENT | AIPTION NORMAL | FRECUENCY |y nyres pen
NUMBER |’ ELEMENT DESCRIFTION MINUTES | o moz:cl::ou
0. DSHS 12-12, Authorization to Release
' : 3
Information. 1.75 104 .05
P. DSHS 14-14, Letter of Denial or Applica-
a5 .
tion Withdrawal. 2.73 100 1.23
3
Q. DSHS 14-27, Employment Security Referral.| 2.00 4}‘ .06
R. DSHS 14-30, Notice of Eligibility for
29
Medical Care. 1.83 100 .53
S, DSHS 14-32, Medical Eligibility--Income
Computation for Medically Needy Related
to AFDC, R, Under 21, Grandfathered P and
63
Medically Indigent, 4,77 100 3.01
T. DSHS 14-32A, Medjcai Eligibility--Income
Computation for Categorically and Medically
Needy Related to Title XVI (Aged, Blind,
) n
ard Disabled) 4.00 100 44
37
1, DSHS 14-31, Ten Day Lettor. 2.5% 10 .94

DSHS §-118A (10-79)




Page 6 of 8

G e

eu.ea:em | R uonanu meabency | NommL
M L MINUTES PER
ELEMENT CESCRIPTION OF
NUMBER MINUTES | ,ccurpence ng::’m
Y. DSHS 14-194, Health Insurance Coverage =
100
Information. .53 100 .63
Y. DSHS 14-196, Applicant Liability (LCP-
32
MN/MI) 2.48 100 .79
X, _OSHS 14-204, Spend-Down/Deductible Com-
_ 8 ,
putation-Partial Day Eligibility. 3.70 100! .30
. 13
Y. DSHS 14-214, Medical Consultant Referral. 1.658 100 21
]
3
Z. DSHS 14-224, Statement from Landlord, .50 10Q .02
' 5
AA, Notes to staff, 1.00 100 .05
3
BB. Motes to self. .25 100 )
7 Review documents and case records (Includes
review of Ten Day letter and previous activi- =3
ty prior to return interview). 1.24 100 .66
592
8 Photocopy verification documents and forms. .31 .100 1.84
9 Research manuals, terminal, microtiche,
directories, case records, resource materials -
etc., 3.79 1004 .91

NS $-118A (10-78)
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W.LP.C. PROGRAM
STANDARD SUMMARY

Frere

-~ -

DEPARTMENT OF SOCIAL AND HEALTH SERVICES

ORGN. STANDARD NO.
CONTINUATION SHEET ~A04
1 2 3 N Y
. NORMAL
ELEMENT . ELEMENT DESCRIPTION NORMAL | FRECCENEY luimures pen
NUMBER . N MINUTES OCCURRENCE m°z:f:'°"
10 Case coordination with DSHS staff--includes
consulting supervisor and other financial
workers; contacts wtih other CSO's; discussion
with clerical and social service staff, OSE,
tc. (includes unsuccessful attempts at tele-
phone contacts). 1.68 B4 100 1.41
—
1 Case coordination with non-DSHS staff--in-
cludes telephone calls from clients and/or
client's representatives; community agencies,
collateral contacts; other state agencies,
public assistance departments in other states
tc. (includes unsuccessful attempts at tele-
203
phone contacts). 2.03 100 4.12
12 Pull/request case files from active files,
closed files, or pending files. 1.10 23 100 .32
13 Travel to pending file, file case records;
B2
return to work station, .35 100 .29
14 Hork distributicn: Hole punch and attach #
|
verification documents and DSHS 14-109. %

DSHS 8-118A (10-78)

oo ———




Page 8 of 8
2 -, . 5
1 ’ R 3 4 NORMA L
W FREQUENCY
ELEMENT % NORMAL MINUTES PER
NUMBER ELEMENT DESCRIPTION MINUTES occug:EmE ProccC o
deliver/route referrals to services; assemble
documents; put DSHS 14-81 on outside of re-
._cord, band; deliver/route DSHS 12-05 to typist,
DSHS 7-01 to input operator, letters to mail,
etc. Annotate log and count for WLPC as _
- 100
necessary. 5.77 100 5.77
9
15 Make M-Form corrections. 1.23 100 11

DSHE S-118A {10-78)

.. a—
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e i e " Page 1 of 3
[
‘BEPARTMENT GF. SCCIAL AND HEALTH SERVICES
.:..M.,,,,' W.LR2.C. PROGRAM -
STANDAHD SUMMARY
ORaN. T {CPRRAWGN - STANDARD NO.
SHS -~ Determing £14aib BO1..
M“-D > ) - 1litv fOt EFFECTIVE DATE .-
" Statewide food stamps 9/1/82
WAP.C. NO. N s PREVIOUS EFFECTIVE DATE
. , o 9/1/80
Vet . \ = PABOUCTION UNT Each application.
A MsL (DC) PSHS 12-27 approved, pdpeng:e 2?
— —withdrawm wien Toted on DSHS 2-)
1 3 4 5
. 2 NORMAL
ELEMENT , NORMAL F“‘“::“c" MINUTES PER
NUMBER - ELEMENT DESCRIPTION MINUTES | 0oy pence | PRODUCTION
> .
1 ‘Jﬂake ready. Receive and review case record,
pplication (part 2 only, or both parts
™" ltogether) and/or other documents (mailed in or
dropped off for pended applications) prior to
conducting initial or follow-up interviews, or
completing a pended application. Obtain forms
100
land supplies. 5.55 00 5.55
2A Conduct fnitial interview in CSO or outstation
ith or without interpretor. Travel to and ‘ B
- from reception/interview area; call applicant
(includes calling "no shows"); verify household
composition, 1iving expenses, income and '
resources as required by Food Stamp Manual;
APPROVAL
8 TOTAL NORMAL MINUTES PER PAODUCTION UNIT |
440,00 |
7 NORMAL ALLOWANCE] ()% ¢+ SPECIAL ALLOWANCE 2 %=  12% 4.80
8 TOTAL STANDARD MINUTES PER PROOUCTION UNIT (6 + ) 4430
® PRODUCTION UNITS PER HOUR (80 -+ UINE 8) 1.24
10 BTANDARD HOURS PER PRODUCTION UNTT {LINE 8 -+ 40} l 75
CLASSIFICATION HRS. % CLASSIFICATION HRS. [ %
SKILL
SUMMARY
[0 ] ] l-“; Qs J

T — g o v g e gt s -

28.



1

NUMBER

SELEMENT

EENOE Bt F T
; s s .

n . 5, <« - R

ELEMENT n'.;s;gﬁi‘ihoﬂ SRR

5, A-,f"-@.y-- .|..‘.'~-_....

NORMAL.
MINUTES

4

| MORMAL

FREQUENCY
or
OCCURENCE

MNUTES PER
PROCUCTION
T

axplain rights and rasponsibilities and fair

- e

hearing procedures; check tables of issuance,

byopratibn tables, and utility standards as

necessary; make necessary calculations, inijtiate

nnotate and/or comlete forms during the

Lnterview (DSHS 2-128, DSHS 2-132, DSHS 7-01,

PSHS 7-52, DSHS 12-05, DSHS 12-27, DSHS 12-86,

- PSHS 12-60, DSHS 14-174, EMS 511 and 511-C.

Make referrals to other agencies as appropriate

(WIC, Food Bank, etc.)

16.02

100
100

16.02

2B

Conduct return interviews as above. Includes

forms initiated, annotated or ccmpleted during

interview.

8.86

13 100

1.15

3A

Initiate, annotate and/or ccmnlete forms after

the initial interview as required to approve or

leny an application, (DSHS 2-128, DSHS 2-132,

PDSHS 7-01, DSHS 7-52, DSHS 12-27, DSHS 12-86,

PSHS 12-90, DSHS 14-174, EMS 511 and 511-C).

4.73

73
100

3.45

3B

Initiate, annotate and/or ccmolete forms after

Lhe initial interview to pend an application,

(DSHS 2-128, DSHS 2-132, DSHS 7-01, DSHS 7-52,

DSHS 12-27, DSHS 12-86, DSHS 12-90, DSHS 14-174,

EMS 511 and 511-C). v

2.05

100

.55

-

Initiate, annotate and/or ccmolate forms, not

hone during initial or raturn interviews, to

8.22

Z/
100

2.22

scmoleta a nended Anplication.

ISHE §-118 BACKIR-T8)

v m— a8 e e
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DEPARTMENT OF SOCIAL AND HEALTH SERVICES
| .. e o W.LP.C. PROGRAM
i T NANDARD SUMMARY
r~—y - . PR STANDARD NO.
PSHS OONT!MUATION SHEET BO'I
L 2 3 4 No:MAL
prmld euzwenT Escaimok s |0 [
‘ i OCCURRENCE|
5 {ase coordination in person, by telephone or
 Hin writing with other than CSO staff regarding
T ‘rocessing of an application. ] 1.90 ¥ 100 .70
6 ‘:ase coordination in person, by telephone, or
in writing with CSD staff regarding processing
-~ bt an application. o 158 | 1000 1.99
'7  Photocopy: includes waiting for machine,
" kdding paper, and repairing machine as required. .65 s 100 .92
8 Research manuals, micro fiche, terminal. 2.19 g 100 .68
9 Distribute work to typist, fransmittai desk,
J&\aﬂ, pending, and permanent files. Includes
iorting. punching and bradding, c]earing ar;d
cleaning of work area, annotating WLPC. 2.89 1 100 2.89
10 Screen DSHS 12-27, part 1, for eligibility for
!B(pedited sgrv*ices. Includes receiving case
rd and part one of DSHS 12-27, reviewing
part one with applicant, explaining the
predited process to the applicant, issuing
DSHS 14-05, detailing what to bring to the
interview, and coordinating with other €SO staf
$_necessary. 7.75 >0 100 3.88
/

. DSMS §-118A (10-7¢)

- e e .-




.1
ELEMENT
NUMBER

NORMAL

MINUTES

F
FREQUENCY
OF 1
OCCURRENCE

S
NORMAL

MENUTES PER|
PRODLCTION
oy -

DONS 8-118A N0 79)
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#03 ELIGIBILITY DETERMINATION PROGRAM 1/23/85
TRgAGE
1 1 L
NON~-SAC SAC [CURRENTLY EXISTINGJ
., County
Funding: 54% County Funding: 54% State Funding: 54% State
46% Federal 46% Federal . 46% Federal
19 FTE LIEAP
2.5 Medical
Personnel

4.0 F, Stamps

Priorities for People (PFP) EN-23 Request:
STAFF (FTE) REQUEST

FY86 18 Non-SAC 10 SAC 8
FY87 36 Non=-SAC 20 SAC 16
Non-5AC 30 SAC p12

Staff Ratio -~ SAC - to Non~SAC:

ET Clerical
Number Percentage Number Percentage
SAC 94.65 54,32% 39.1 59,78
Non-SAC 79.60 45.68% 26.3 40.21

*FUNDING FOR TDEAL STAFFING PATTERN

POSI- L6% 54% S54%

TION GRADE  STEP SALARY F.T.E FEDERAL STATE COUNTY TOTAL
ET G-10 2 $15,073 15.47 § 107,262 $ 68,398 $ 57,519 $ 233,179
ET G-11 5 17,323 8.00 63,749 40,650 34,185 138,584
ETS G-12 5 18,711 4,69 40,367 25,741 21,647 87,755
Clerical G-8 5 13,847 47.79 304,997 214,037 144,004 663,038
Clerical A

Supervisor G-10 5 16,069 9.55 70,591 49,538 33,330 153,459
SUB-TOTAL $ 586,966 § 398,364 $290,685 $1,276,015
BENEFITS (22%) 129,133 - 87,640 63,951 280,723
TOTAL § 716,099 S 486,004 $354,636 81,556,738
TOTAL FY86 +2% § 730,421 § 495,724 $361,729 $1,587,873
TOTAL FY87 +2% 745,029 505,638 368,964 1,619,630
TOTAL BIENNIUM $1,475,450 $1,001,362 $730,693 $3,207,503
EXECUTIVE BUDGET REQUEST 292,900
DIFFERENCE (GENERAL FUND) $ 708,462

*May not crossfoot due to rounding.




. DEPARTMENT OF
' SOCIAL AND REHABILITATION SERVICES

B (L,L.":l,{_;.. .
oy
Q) TED SCHWINDEN, GOVERNOR y %0.6‘654210
a4 = STATE OF MONTANA e
ek ’ HELENA: NTANA 59604
January 16, 1985
T0: - Dave Lewis, V//
FROM: Pat Godbout, AdNirdbtrator
Audit and Progr liance Division
RE: Latest Quality Control Error Rates
'~ The Quality Control reports for Food Stamps and AFDC were submitted to
the federal agencies on January 4, 1985, as required. A summary of the
reports follows:
Food Stamps
Report Period 10/83 through 9/84
Cases Percentage of Total
Cases Reviewed 755 (727)* 100%
Ineligible Cases 32 ( 24) 4.2% (3.3%)
Eligible Cases with Overlssuances 105 ( 68) 13.9% (9.43%)
Eligible Cases with Underissuances 52 ( 45) 6.9% (6.2%)
Correct Cases 566 (590) 75% ( 81%)
Total Issuance All Cases $86,440 ($84,306)
Total Overissuance $ 7,325 (S 3,715) 8.5% (4.4%)
Federal Tolerance (Based on dollar
error rate rather than case
error rate) 8.4% (12%)
Amount in Excess of Tolerance 0.1% (N/A)

* (The numbers in parentheses are for the prior year.)

Responsibility for Errors

Agency Errors 118 62%

Client Errors 71 38%
Type of Errors

Excess Resources 10 5%

Income 127 67%

Incane Deductions 27 14%

Other 25 13%

AN EQUAL QPPORTUNITY EMPLOYER



Agency Errors

Policy Misapplied 45 38%
Reported Information Not Used 20 17%
Failure to Followup on information 24 20%
Failure to Verify Information 17 143
Arithmetic Errors 8 7%
Client Errors
Information Not Reported 48 68%
Information Not Correct 23 32%

See attached for error rate by region

Federal Differences:

It is important to note that the Federal Quality Control Reviewers disagreed
with the state findings in two cases. The state is heavily penalized for
differences. Given that the differences amount to additicnal issuance errors
of $46.00, the federally detemmined error rate will be approximately 8.6
percent.

Sanction:

The sanction will be approximately $59,000.00 and is detemmined by
multiplying the total amount of stamps issued during the year by the
difference between the actual error rate and federal tolerance rate
($29,229,118 times .002). Note: There are two methods of determmining
the amount of sanction. This method applies because it results in the
lower sanction. Federal regulations do not appear to allow for a waiver

of the sanction in our case. :

AFDC

Report Period 4/84 through 9/84

Cases Percentage of Total
Cases Reviewed 153 (158)* 100%
Ineligible Cases 5 ( 1) 3.3% (0.6%)
Eligible with Overpayment 10 (7) 6.5% (4.4%)
Eligible with Underpayment 3 ( 5) 1.9% (3.2%)
Correct Cases 135 (145) 88% ( 92%)
Total Payment All Cases Reviewed $46,745 ($45,973)
Total Overpayments $ 3,060 (S 1,365) 6.5% (2.9%)
Federal Tolerance 3.0% ( 4%)
Amount in Excess of Tolerance 3.5% ( N/A)

* (The number in parentheses are for the period 10/83 - 3/84.)



Federal Variances:

Federal Quality Control cited differences in one case. The additional
overpayments of $332.00 will increase the federally determined error rate
to approximately 8 percent.

Sanction:

The sanction will be approximately $395,000.00 and is determined by
multiplying the federal share of AFDC payments during the period by the
difference between the actual and the federal tolerance error rates.
There is no basis for a waiver of the sanction in our situation in the
current federal regulations.

In Fiscal Year 1985 the federal tolerance for Food Stamps drops to 5
percent and the sanction is a 10 percent reduction of the federal share
of administrative costs, for every one percent (or part thereof) the
error exceeds 5 percent. If there is no reduction in the error rate, the
sanction would be in excess of $800,000.00. The AFDC tolerance remains
the same.

cjc

cc: ILee Tickell
Jack Ellery



. ¥
cof  LISE T Yvssiw N
O .
k 9 Q\ NOISIAIG S3ILITIgysSIq .Ebzmzao,_mio\mmu;mmm NOILYLITIGVHIY % V1208
e . otaf SNO193y
o, Chl % eC  OLvIH
Le e B
0\0 /6 ONV\Q.\VQ T 160359
% 313

s iy
2] \ T,
o . \A\l ) A«V\&\ L\\\MR\W\RWJ QQ Q\\.\
% €94 Loh'6E T 5
~ . ERaA>A a e E O EIVON vy SO e e ee O
ALY N ,
u : F0007 QMQO
NOQuYD . X01U0

sAQrodd. -
L]

SY3Inwaavyg
v3AlN N3IOMO4

w3 iBuV¥I

'IASUNALY
.

<,
Ay
i SANILOY b2
A,
% wz0ns 215 NAVSYD +
L] ,\ o
L !
parirad SEYUD 13m0 NOSYI443 1Ivayy
. INOLEMOITIA W.
FIVoTLy ; U3LVMaYOu0 }
-
° \ QLYVIVIH M ° . NOLUmrw
, CNJSH 3L LU, :
ANV A . Soaryss * OSdr My
SN0 & n301000  wOLOTyrn K unngins Jimn 42607 4233 4,7y Yuos Y
WIHOYVIR N P M e d 4
13ssAan : g d
113KE13S = 7N s ] A d J.u
* - r * N
e ) 2 V3 SITTST™
3 NS v b s R P TY- Yrossiy e
AAYGIm LA INNEM N A 1 )
L] 3 .
i NMOISINTT ® H Lt onro . N b Yinosgn RTTIII
e ANQ0V L3d .
FIIE o IAION71D Snow a3 owouiNris d % ¥ v3
NICHOP 2 0vosgva QO N V¥
[} . S ) -
@1 3 1L 48V gZP RS 210 trawe g5 1~ 39 ﬁ/
° 7110 o . ¢ ? AT 7
: o Ty . f LI phroby ¥ .l./. b Oy, \ah\\?.\ig g
) . g . O
m ) i \ .
R ' N 0 F I I 4 %
X023 0n . Y 4 4 oy DS w2 g . ,
9 3 ., NOINIG Ly0d LTI 21009 3 .Nd.\v G v o3 ﬂ
> , A Y 3 4L a0 K 3 [- : W,
i o _ . A H
i | 0rsn02 o “ ”
3 ] 74511 o
[ . \
\)/x/\rr\l Srive YUIAKO 4
: N104 TT0M no? ANV IR v WOY 2 wuy,,
4 ] o s o 0w viirm e 3 USRI 15307
- SR I . A813KS e e
1 . ® JYAFN
it 4 A 027 7 Y A NOONINI ® Atudenng 4 o o 0 4| JW2uns .
_f . Tk 4350y, AR BV
rx<o_¢uxw s13 1NV a )
. -
M qoomAine 479075 BOPap 1o A W AT = VRO s § T TR et 9 S T _—
. s b Ry,
X S SR
29 v - -

1530 4 p- s v s,

VNVINOW | S s



QC: Abbreviation
for Failure

IT STARTED AS A GOOD IDEA.

BY JOHN WRAFTER o x .-

aced with skyrocketing ineligibility and overpay-
. ment rates in aid to families with dependent chil-
o SNEE dren (AFDC), the federal government in 1970 intro-

RSN " duced quality control (QC). Based on the statistical

:; - = - sampling of case records, the program initially was sold to
1 and embraced by state and local governments as a useful
i management tool. It was intended to identify causes of

: errors so that agencies could take appropriate cor-
rective action. The program turned out to be some-
thing quite different, however; and its change to afis-
cal sanctioning device represented an apparent shift in
concern for the needy to a means of combating the rising
costs of public assistance.

The use of the QC process as a means of fiscal
sanctioning has caused considerable controversy.
Inthisarticle I raise a number of questions that I hope
will stimulate discussion of the QC sanctions:

® Does the federal QC program constitute a valid

measure of AFDC program performance?

¢ Is the QC program a fair measure of relative error

rates from state to state?

¢ What unidentified costs have been incurred in

program implementation?

e Why are other federal programs not subject to

comparable processes?
5 * Has the QC program undermined the federal, state,
: local partnership in the AFDC program!?

The AFDC program, authorized by Title IV of the Social
Security Act (42 U.S.C. 601-676), provides for direct cash
assistance and social services to needy dependent children
and their parents or other relatives. The program is intended
to encourage the care of children in their own homes or in
relatives’ homes, to maintain and strengthen family life, and
to help parents and relatives gain or retain the capacity for
self-support.

Amounts of AFDC grants vary depending on need based
on such factors as family size, income, and resources.
AFDC is one of the largest federally aided, public assistance

Py

© 1984 The American Public Welfare Association
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programs providing help to about 3.6 million families in
fiscal year 1983. Program payments amounted to about
$13.4 billion in that same year with the federal share being
about $7.3 billion.

Any program with such
vitality obviously
would have a point
at which the error rate
is irreducible.

PR T (VS

~ The QC system is operated primarily by state QC staffs
with review by the Department of Health and Human Ser-
vices (HHS) regional QC staffs. HHS oversees the program
and compiles national error-rate statistics. Each state is re-
quired to select and review a statistically valid sample of its
cases every six months. The size of the samples varies from
about 150 cases in states with fewer than 10,000 cases to ap-
proximately 1,200 in states with more than 60,000 cases.
Sample cases are checked by state QC reviewers to verify
the client’s eligibility and to determine the accuracy of the
grant. The reviewer verifies information by reviewing case

‘arecords, interviewing the client, and checking with other

(collateral) sources such as neighbors, landlords, banks, and
employers.

Each state compiles the results of its review and computes
both case and payment error rates in three categories:
payments to ineligible families, overpayments to eligible
families, and underpayments to families who are eligible. A
sample of denials and terminations of grants also is re-
viewed but not in such depth as are active cases.

HHS checks a subsample of cases, and the results are
combined with those of the state to determine the official er-
ror rate for that state. '

Each state is required to develop a plan to correct the
causes of the identified errors. The plans may include ap-
propriate training for eligibility staff, revisions in program
procedures, or changes in program requirements.

The 1970 regulations set error-rate limits at 3 percent for
ineligibility, 5 percent for overpayments, and 5 percent for
underpayments. The penalty for failure to meet the
tolerances was to be termination of federal funding.

Eighteen states were cited during 1971 and 1972 for
noncompliance with the new regulations, that is, for failing
to complete the required sampling. The recalcitrant states
apparently felt the ultimate penalty, program termination,
would not be imposed and their assumptions proved to be
valid. No punitive action was taken.

Then the emphasis of the program shifted. In 1973, the
federal government quickly changed the QC focus from that
of a management tool for corrective action to one of impos-
ing fiscal sanctions on state and local governments for over-
payments to clients. States that failed to reduce case error
rates to 3 percent for ineligibility and S percent for over-
payments were to be penalized based on error rates in the
July through December 1975 sample period.

In 1975, fourteen states challenged the legality of the sanc-
tions regulation in court. The court ruled that HHS could
impose sanctions, but that the 3 percent and 5 percent error
tolerances were arbitrary and capricious and, therefore, un-
enforceable.

In 1979, HHS proposed a new sanctions regulation.
Federal funds were to be withheld for erroneous payments,
and states were to be sanctioned if they were above the me-
dian error rate for all states and had not reduced their pay-
ment error rate from the previous QC period by 6.4 percent.
The 6.4 percent figure represented the national error-rate
reduction that had been achicved between the January-june
1976 and July-December 1979 sample periods. The new
regulation committed HHS to conducting a study to deter-
mine the ultimate error-rate goal. To date, the study has not
been completed.

In its report on a fiscal year 1979 supplemental appropria-
tions bill, the House-Senate conferees directed that HHS is-
sue regulations requiring states to reduce the AFDC pay-
ment error rate to 4 percent by September 1982 or lose fed-
eral matching funds associated with erroneous payments in
excess of the target. In January 1980, HHS issued final rules
to implement the sanctions directive. After intensive lobby-
ing by the states in late 1983, House and Senate conterees
met to discuss a delay of the sanctions until fiscal year 1986.
In June 1984, the conference panel decided against the delay.
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The New York Experience

he number of cases and their dollar amounts of

underpayments in New York State have been rela-

tively insignificant. Overpayments, both totally in-

eligible and incorrectly budgeted cases, have been

significantly higher and the dollar amounts have been at
least four times those of underpayments. {See Table 1.)

From July through December 1973, the first QC period,

the overpayment error rate in the state was 26 percent. New

York steadily reduced its rate until the October 1982

through March 1983 period when it had dipped to an all-

time low of 6.1 percent. For the last two years, the error rate

has hovered between 6 and 8 percent. The error-rate
declines attest to the apparent phenomenal success New
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any system error-free
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moves toward a point

2 of diminishing returns

when its cost exceeds
that of the benefit

to be derived.
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York State and its local districts have achieved as a result of
vigorous efforts to reduce errors.

Persons with basic understanding of the AFDC program
know well the complexities of regulations, which are subject
to constant change. They know, too, of the attendant
reliance on the human factor (client and worker alike), of
the key relationship to the swiftly changing political and
economic scene, and of the vigorous demands imposed by
the QC process itself. They understand that any program
with such vitality obviously would have, even under perfect
conditions, a point at which the error rate is irreducible.
Reasonable persons also know that any program is subject
to error and that the cost to make any system error-free
moves toward a point of diminishing returns when its cost
exceeds that of the benefit to be derived. The AFDC pro-
gram is no different. The sanctions formula, however, does
not take into account the added administrative costs in-
curred in reducing errors.

Whether the phenomenon of the last two years, in which
the error rate in New York State remained in the 6 to 8 per-
cent range, represents either the irreducible minimum or the
point of diminishing returns is a subject for debate. But it is
a subject for debate.

The current administration equates QC overpayment
rates with administrative etficiency. Its position is that it
does not want to participate in the cost of those benefits er-
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Period

roneously paid because of administrative inefficiency. In
assessing this posture, it may be helpful to remember that
the AFDC program, just as other similar benefit programs,
relies heavily upon information provided by clients. In fact,
an estimated two-thirds of the payment error rate is at-
tributed to client error and the baiance attributed to the
agency. (See Table 2.)

While the QC program hardly qualifies as a measure of
agency administrative efficiency, how does it stack up as a
measure for evaluating the effective and efficient delivery of
the AFDC program?

respected Broadway critic would be reluctant to

write a critique of a three-act play based only on

the first scene of the first act. Similarly, QC can-

not be viewed as a system that evaluates the ef-
fective and efficient delivery of a family assistance program
such as AFDC. QC does provide data on misspent money,
and congressional and White House interest in QC focuses
almost exclusively on this factor — a fiscal consideration on
which social programs can never be solely judged. Federal
emphasis on QC and state and local preoccupation with the
related sanctions appear to stifle the development and/or
use of appropriate measures to improve program effec-
tiveness. QC in no way helps answer these questions re-
lating to AFDC goals: Does the program encourage the care
of children in their own homes or in the homes of relatives?

e Rttt R |
Table I. New York Smte AFDC Overpayment and p
Underpayment Dollar Error Rates by i . {g
Quality Control Period

july-December
january-une
Juty-December
Januaryjune - :
July-December

Januaryjune -
Juty-December
January-une - ;
july-December
January-june .
April-September

October 1978-March 1979 .
Apnil-September . 1979 .,
October 1979-March 1980
April-September 1980
October 1980-March {981
April-September 1981
October 1981-March 1982
April-September 1982
October 1982-March 1983°
April-September 1983°

* Qverlapping period during which quality contro cyde changed to
coincide with federal fiscal years, _ ;

5 Preliminary

Source: New York State Department of Sodal Services.
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Does the program maintain and strengthen family life? To
what extent does the program help parents and relatives
gain or retain the capacity for self-support? Does it reduce
the cycle of poverty?

In a program such as AFDC, social and organizational
costs cannot be excluded from consideration. The social cost
of underpayments should be of major concern in AFDC, a
program designed to help needy families. QC emphasizes
overpayments but pays scant attention to applicants who
are denied assistance or to clients whose grants are de-
creased.

Because of the apparent lack of data on effective perfor-
mance, a panel convened by the National Research Council
has urged HHS to develop, collect, and disseminate mea-

" sures of performance in the delivery of family assistance
. (Family Assistance and Poverty: An Assessment of Statis-

tical Needs, National Academy Press, 1983). The panel
recommended that particular attention be paid to com-
parability across states of positive measures of program
effectiveness and services delivered.

But what of the comparability of the negative measures of
QC results as a valid measure of efficiency from state to
state?

A State by Any Other Name . ..

ecause HHS sanctions state and local governments
for the value of federal funds erroneously paid,
those with high error rates must pay a relatively
larger penalty than those with low rates. The most
recently published error rates range from 1.1 percent in
Montana and 1.3 percent in North Dakota to 17.6 percent in

- the District of Columbia. (See Table 3.) Such disparate
- results, however, may not necessarily suggest inefficient

administration.
Several theories have been advanced to account for the
Wlde Vanance in error rates.

e States that use flat grants are likely to have lower
error rates than those that tailor grants to special
needs.

¢ A General Accounting Office (GAQ) study of QC in
six states (California, Hawaii, Indiana, Maine, Mary-
land, and New York) found that the client'’s word
was accepted in most cases in California; but in
Indiana and New York, reviewers verified the client's
word with from one to eleven collateral sources.!

* GAO found similar variations in the federal reexami-
nation of states’ reviews from region to region.

* The statistical validity of the results varies depending
on the size of the sample and universe of cases. In
New York, with an 8.8 percent error rate, using a 95
percent confidence level, the actual rate of error
would be somewhere between 5.8 percent and 11.8
percent. In Wisconsin, with a 10.4 error rate, using
the same confidence level, the rate could range from
5.5 to 15.2 percent.

HHS's own nationwide analysis presents a mind-boggling
array of data showing the complexities and varieties of error
causes. For example, the most recent analysis for the Oc-
tober 1980 through March 1981 period suggests that per-
haps AFDC error rates in urban areas within which the pro-
gram operates have a more than casual effect on state error
rates. A special analysis shows that, with the exception of
California’s Los Angeles County, overpayment error rates
in each of the other nine of the ten largest urban welfare
locations increase the statewide rates significantly.

New York City is a case in point. Its AFDC caseload,
concentrated in 301 square miles, exceeds the combined
caseload of 19 other states comprising 1,743,000 square
miles. This comparison raises questxons about the effect of
caseload on error rates.

But if the QC process is a valid measure neither of pro-
gram effectiveness nor of relative efficiency from state to
state, just what kind of program administration does the
federal government seek to foster with its sanctions
mechanism?

Table 2. Percentage of Case Errors Attributed to
Agency or Client i

Agency Errors Client Errors
April-September 1973 . 514 4
January-june L9774 509
July-December 1974 e 506
january-June 1975 - Not available
July-December 1975 -
January-June 1976
July-December 1976 -
January-June - -1977
July-December ’

January-june

April-September
October 1978 March 1979
April-September .. 1979
October 1979-March 1980
April-September 1980 .
October 1980-March {981
April-September 198!

Percentage of Payment Error Rate Attrlbuted to e &
Agency or Client

LT e A it Agency Errors " Client Errors |
Apri-September 1973 33 66.7
July-September 1975 34.1 659
January-June 1976 313 68.8

NoTE: The Department of Health and Human Services ordinarily does
not report the percentage of payment error attributed to the agency
and client. As these data show, during the periods in which case
errors were about 50 percent for both clients and the agency, the
payment errors were attributed one-third to the agency and two-
thirds to the client. Quality control workers report that the average
values of individual case payment errors attributed to clients are
ordinarily higher than those attributed to the agency.

Source: Department of Health and Human Services, nationwide data.
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All Field, No Hit

he Minnesota Twins ended up in first place in the
American League in 1965, seven games in front of
second-place Chicago and twenty-five games ahead
of the sixth-place Yankees. The pennant was the
first for the team, transplanted from Washington, in thirty-
three years — and the first ever for Minnesota fans. Every-
one was elated, and it did not seem to matter that the team
had more errors than any of the twenty teams of both
leagues and the worst fielding average. Among the ten
American League teams the Twins had amassed the most
runs and had the best team batting average. They were first
_in the most telling statistic of all, percentage of wins.

In a startling reversal of form, the Twins made fewer er- *

rors in the World Series than the National League Dodgers.
Some baseball buffs theorized that the manager, in prepar-
ing the team for the series, emphasized fielding proficiency
rather than the strong points that had led the team to suc-
cess. This would have been alright. The Twins did have
fewer errors than the Dodgers in the series, but the Dodgers
had more hits and captured the series in seven games.

Baseball's key measure of success is indisputable. But the
measures in programs such as AFDC are not so well-de-
fined. Because of intangible goals spelled out in authorizing
legislation, agencies are hard-pressed to devise appropriate
ways to gauge successful performance. Unlike baseball
managers with their win percentages, government managers
are unable to claim success because they lack appropriate
measures. (See “Measuring Up” by Reginald Carter in this
issue of PusLic WELFARE.)

Detrimental Effects

hile the threat of QC sanctions. motivates
states to reduce overpayments, scant atten-
tion is paid to detrimental effects in other
areas. A study of the QC process and admin-
istrative strategies employed by Massachusetts to reduce its
payment error rate from 1978 to 1980 shows that, under the
pressure of productivity quotas and stringent quality assur-
ances reviews, workers made excessive demands on clients
to document their eligibility; but management made no ef-
fort to monitor the reasonableness of worker demands.?

The study reports a substantial increase during the period in

e fair hearing decisions that sustained client challenges

of denials for procedural noncompliance, and

e “churning” of clients (the termination from and rapid

reinstatement to assistance rolls) until they could
complete procedural requirements.

A reported “churning ” phenomenon was investigated in
New York City by the New York State Department of
Social Services. In 1984 the department found that the New
York City Human Resources Administration had significant
problems in some of its efforts to cut ineligibles from the
welfare rolls. There was an “unacceptably high” rate of erro-
neous administrative closings —25 percent in the March
1983 test month — made contrary to regulation and despite
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the fact that clients had met the requirements for which their
cases were closed. Another 30 percent of the closings were
made in accordance with regulations but reopened quickly,
suggesting that clients remained needy while their cases were
closed.

Explaining how he thought these closings had come
about, New York State Commissioner Cesar Perales said

In light of phenomenal public assistance caseload growth
during the 1970s, the federal government imposed numerous
requirements for verification of need by welfare recipients and
Congress enacted fiscal penalties for states who erred in
paying benefits to ineligibles. In order to avoid sanctions and
make sure only those in need receive help, states ordered face-
to-face certifications, periodic mail surveys, and prompt

. closing procedures. Although these actions were effective in
New York State in decreasing the payment error rate from a
high in 1973 of 26 percent to eight percent in 1983, they too
often result in the interruption of benefits for mdxvxduals who
obviously need assistance.

Providing benefits to individuals who need help is, after all,
one of the key goals of the AFDC programs. The commis-
sioner promised to review the city’s performance within a
year to assure that such errors have been minimized.

The federal government
quickly changed the QC focus
from that of a management
tool for corrective action to

- one of imposing fiscal :
sanctions on state and local |
governments for
overpayments to clients.
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JRECTEI

RIS VRS JOR T OB LT

All would agree that reduction of overpayments is a
worthwhile goal of the AFDC program, just as all would
agree that fielding proficiency is a desirable goal in baseball.
To the extent that QC keeps program managers aware of
their performance in relation to that one aspect of the pro-
gram, it serves a valuable purpose. As in baseball, though,
overemphasis of errors tends to diminish other important,
and sometimes more critical, considerations.

Few can deny that the QC process is not a valid measure
of program effectiveness, and its value is limited as a relative
measure of efficiency from state to state, or that its emphasis
and sanctions can be detrimental to program success. The
process does provide, however, some measure of account-
ability of state and locally administered programs. But what
of comparable measures of programs that the federal
government itself administers?



If It’s Good for the States. ...

n contrast to the strictly enforced QC process and rel-
atively stringent sanctions brought against the states
* in the AFDC program, Congress sets no quality con-
trol standards for federally administered programs
such as social security, veterans benefits, and railroad retire-
ment benefits. These programs obviously have a more
. favored constituency and their clients —and, therefore,
“ their administration — are not as socially stigmatized. The
National Research Council panel reported that error rates
often are not published for these programs — and perhaps
not even estimated.
~ One notable exception is the quality assurance (QA) pro-
cess under the federally administered supplemental security
income (SSI) program. SSI, similar to AFDC, involves
grants of federal and state monies to elderly, blind, and
disabled persons in need. Since SSI's inception in 1974, and

MTable 3. AFDC Quality Control
October 198! — March 1982 Payment Error Rates

* Weighted average
® Incomplete data

“\Weighted average based on previous three quality control periods

* Source: ‘Department of Heafth and Human Services, Office of Famniy

Assistance. (Release dated November 17, 1983)

State Rate State Rate

US. Average? 3 !

Alabama ~Montana REE
- AMaska * X2, “Nebraska 759 |

Arizona S L K Nevada =~ . 15

Arkansas 88 New Hampshire 5.8

Calfornia L o 14 NewJersey 94

Colorado .52 NewMexico 1.9

‘Connecticut 227 " NewYork i 7..68 -

Delaware -. i+ North Carofina |~ - 3.7

District of Columbua

Florida g

Georgia ;

Hawaii : ‘Oregon ™ =777

Idaho » Pennsylvama e

Hinois SRR Y O A " Puerto Rico ¥

Indiana S35 Rhode lsland

lowa PR e

Kansas 56

Kentucky 3.4

Louisiana L 64

Maine . cesi N 53

Maryland 9

Massachusetts 55 Virgin islands

Michigan 9.0 Virginia

Minnesota 3.1 Washington

Mississippi 5.0 West Virginia 8.1

Missourt 6.1 Wisconsin 8.0¢

Wyoming 38

after the states insisted that the federal government be held
liable for errors it caused just as the states were for AFDC
errors, the federal government has measured its payment er-
ror rates. Federal regulations — not legislation — published
in 1979 set out rules governing federal fiscal liability (FFL) to
states above certain tolerance levels.

Fiscal sanctions createan  |:
adversary relationship 3
between the federal :
government and the states
when a cooperative effort
is needed to reduce error.
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In April 1984, however, HHS proposed in the Federal
Register to terminate the determination and payment of FFL
after October 1, 1984. HHS cited, among other reasons for
stopping the process, its success in administering the pro-
gram. The department stated that, as it gained experience, it
made fewer errors with the payment error rate declining
from a high of 11.5 percent in January through June 1975
period to 5.2 percent in April through September 1977 and
holding at about the 5 percent mark since that time. HHS
reasoned further that the termination would “promote more
efficient and economical administration” because the cost of
program administration, added to the cost of the QA pro-
cess, far exceeded the amount of FFL payments to states.
While admitting to a nationwide error rate of 5 percent,
HHS concluded that it had demonstrated its “successful ef-
forts to administer state funds in a proper and responsible
manner.” Cannot the same judgements be made about the
states’ administration of AFDC, a program whose nation-
wide error rate declined from 16.5 percent in 1973 to about
7 percent today, whose clients are so much more mobile and
subject to greater changes in living circumstances?

An interesting analogy can likewise be drawn between the
AFDC program and a program operated by the Internal
Revenue Service (IRS). In response to a request from the
author, IRS advised that it randomly selects returns to
determine the potential tax liability if it examined all
returns, Called the taxpayers compliance measurement pro-
gram (TCMP), it is used to ascertain the “tax gap,” which
reters to all revenue lost to the U.S. Treasury because poten-
tial taxpayers do not comply with the tax laws.

IRS relies heavily upon data provided by the client (tax-
payer) as do the states for AFDC. Almost identical to QC,
TCMP uses sampling techniques to measure taxes not paid.
Again, similar to QC, the major part of the TCMP error
rate is attributed to incorrect client (taxpayer) reporting.
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Zorro Makes His Mark

Zoilo (“Zorro”) Versalles, shortstop for the Twins, -
had more errors in the 1965 season than any other

1966, did the general manager (GM) attempt to
‘penalize him for the errors he made? If he dxd it
_probably went somethmg like this, U

GM: Zorro, youTe gonna hafta take a‘s‘a/lary kcut
You had more errors this season than any player in the
£ »majoxs ‘{ou bobbled one ‘out of every twenty chances

T Db L A S e ry

: Zorro- But why are you
“the other pIayers'l

GM: Iheyre gonna hafta take their cuts, -

lelebrew “and Rollins and Olivia and prachcally all the

“rest. The new men might escape the cuts. They didnt -
- have many errors 3

Zorro: Yeah, but you understand this game. Those
guys being cut are heavy hitters like me. We're starters.
Shortstop is a tough position and Rollins is in the hot
corner. Sure, the new guys didn't have errors; but
they're not regulars like us — in there every day.

GM: Listen, Zorro. We're in bad shape finandally. In

the red. Twenty percent of the season ticket holders
haven't paid their bills, and salaries hafta be cut.

Zorro' Yeah, but why just us? What about the guys m

- .. to pay what they owe? Us players we have our
player in both leagues. When discussing his salary for .

- time.

‘We gave you and the owners and the fans ; what you_
.,dxd my part. I led the league in double plays and | the’

“be consxderanons ’

GM: Now waxt a minute, Zorro 1 know all that.

“»; i »v: eﬂ(“i

charge of collections? Can't they get the ticket holders -

famxhes to thmk about and prices are going up all the ks

GM: We gotta take chances to geta strong efense.

The Yanks had a bad year, but they still have Mantle |

and Maris. They could annhilate us next’ year @nd &E
oth

5
e

ck to the pomt Zorro “The err errors,
BB e B AP P B 2 rj’:;ﬂ..&;&;;}"&

Okay*’But errors are only part of this | game

. A winner! We won the - pennanti A

majors in doubles and most runs scored, Those she u]

GM: But the errdrs

Zorro: Yeah, but I also led the ]eague in total bases I
had a lot more home runs and runs batted in than any
other shortstop in the ma]ors Those should be

considera — ., .. .

The thmg is we have to do somet}ung about the
errors.

In 1982 testimony before the Senate Subcommittee on
Oversight of the Internal Revenue Service, IRS Commis-
sioner Roscoe L. Egger, Jr. testified that most taxpayers were
conscientious and the system was basically sound and reli-
able. He stated that income tax reported voluntarily, with-
out enforcement efforts, was 80 percent of the amount
owed. He further reported that in recent years revenue lost
to the U.S. Treasury through noncompliance with the tax
laws, the “tax gap,” had “reached alarming levels” from $31.5
billion in 1973 to $95 billion in 1981. The commissioner esti-
mated that by 1985, if no changes are made, the tax gap
would reach $133 billion.

The “administrative inefficiency” of the IRS, hovering
around the 20 percent mark, is almost three times the most
recently published 7 percent of AFDC estimated overpay-
ments experienced nationwide. (See Table 3.) With a 7 per-
cent AFDC overpayment rate in the six months beginning
October 1981, the federal share of AFDC benefits er-
roneously paid would amount to about $574 million an-
nually ($8.2 billion X 7 percent), a far cry from the esti-
mated 20 percent or $95 billion tax gap for 1981. Coinciden-
tally, the third-ranking category in unpaid taxes for 1981
was 8.2 billion due for unreported and underreported divi-
dends and interests. That item alone would have paid the
entire federal share of AFDC program costs during the same
period. State and local “administrative inefficiency” begins
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to pale when compared with federal “administrative in-
efficiency.”

Society’s commxtment to collect taxes appropriately due
and obviously needed to operate essential government pro-
grams should be no less than its commitment to provide
resources to those families most in need. The support given
to the appropriate level of government should not be based
only on efficiency.

The questionable value of QC as a measure of program

. effectiveness or as a measure of program efficiency from

state to state, its overemphasis on but one aspect of the pro-
gram to the possible detriment of other more important -
aspects, and the apparent reluctance of the federal govern-
ment to submit its programs to ‘simjlar measuFements lead
one to ask: what about the federal, state, and local govern-
ment partnership in the AFDC program?

The Jury Is Still Out

ome view the federal budget as signaling incremental
changes in fiscal and social policy. Such has not
seemed to be the case with the first thige budgets of
the Reagan administration. Rather, the Reagan
budgets have been skillfully constructed to bring about fun-
damental changes in public policy. One of those changes is a
none-too-subtle withdrawal of federal support of social ser-



:

vices programs with a shifting of the financial burden from
the federal to state and local governments. The QC sanc-
tions simply represent a part of that shift.

As previously discussed, accountability based strictly on
fiscal considerations can limit an organization's ability to
meet the valid objectives of the program it administers.
Such accountability heightens political struggles and can
limit organizational discretion, cooperation, and flexibility.

In a 1980 report to the Senate Finance Committee, the
GAO recommended that the federal government discon-
tinue fiscal sanctions against states based on AFDC error
rates. To support its position, GAO made two important
points. N

¢ Fiscal sanctions create an adversary relationship be-
tween the federal government and the states at a
time when a cooperative effort is needed to reduce
error. Using the QC system as the basis for sanctions
limits the system’s value as a means of improving
payment processes.

® Because a high error rate will result in sanctions,
there is an incentive to identify fewer errors. To be
most effective, the QC system should identify as
many errors as possible. This will give management
more information to develop corrective action plans.

Echoing a similar theme, at 1979 hearings before the
Senate Subcommittee on Public Assistance, Barbara Blum,

Inspected by

then commissioner of the New York State Department of
Social Services, stated:

Under threat of sanction, it would not be surprising if states
reduced the rigor of quality control procedures. Wk this ap-
proach could protect us from penalties, it would subvert the
very purpose of the quality control program. Imposition of
sanctions for payment errors above arbitrarily defined stan-
dards could have serious financial consequences for New York
State.

Of equal importance is the potential damage to programs

designed to provide essential services to low income persons.

he QC process alone is not a viable measure of the

effectiveness of the AFDC program. Its value as a

fiscal sanctioning device is highly suspect, and it is

likely to divert attention from other important
aspects of the AFDC program involving as yet unidentified
costs to clients and to society as a whole. .

The federal government has experience in administering
comparable programs of its own and is unlikely to want to
be held to similarly rigorous tolerances.

With today's fiscal troubles, states can no more afford the

- costs of high overpayment rates than they can afford loss of

federal funds due to sanctions. In order for the partnership
to remain intact, the Congress should take the GAQ recom-
mendations to heart and make the necessary changes. PW

John Wrafter is the director of audit operations in the Office of
Audit and Quality Control, New York State Department of
Social Services.

For “Notes and References,” see back of magazine.
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DEPARTMENT OF SOCIAL &
REHABILITATION SERVICES
RAVALLI COUNTY OFFICE OF HUMAN SERVICES

Exh bit 2
A-b- %5

310 NORTH THIRD STREET

AFDC & AFDC-MEDICAL

has an appointment on

The application should be campleted before your interview.

HAMILTON, MONTANA 53840

at am/pn

If you are late it is

possible that you will not be seen that day, but will have to have your appointment
rescheduled.

To determine eligiblity for assistance, we MUST have the following documents as they apply
to your case.

1.

TT.

IDENTIFICATION

-Drivers License

~-Birth Certificates

-Social Security Cards (For all
family members)

INCOME:
~Child Support Verification
-VA Benefits Verification
-SS Benefits Verification
-Any -Other Determined Benefits
Verification
-Wage Slips or Statement from Employer
-UC Verification Unemployment Benefits
—Closure Letter from Other State

or County
-Escrow Payments

-Family Contribution

' IIT. RESOURCE:

If

-Equity value on vehicles
-Checking Account Statement-Current
-Savings Account Statement-Current
~-Life Insurance Policies

-CD Numbers, Face Value, Interest
accumulated

-Vehicle Registrations

-Stocks, Bonds, Mutual Funds
-Mineral Rights

IV. MARTITAL STATUS:

~Separation Statements
-Marriage Licenses
-Divorce Decrees
-Other

. EXPENSES:

-Rent Receipts or Statement
-Mortgage Payments
~Child Care Receipts

. MEDICAL:

-Proof of Disability or Doctor Referral
-Pregnancy Verification
-Hospital/Medical Insurance

—Contract for Deed & Real Estate Other
than Hame

verification and documentation is not readily available by your appointment date, bring i

what you have and additional time will be given to you to obtain the items still needad.

If you fail to keep your appointment without notifying our office (363-1944/45), we will
consider that you are not interested at this time, but will reapply at a later date.



iRS—BA-—1(e) MONTANA DEPARTMENT OF SOCIAL & REHABILITATION SERVICES
Mrev. 9/78) Economic Assistance Division
County:
FACE SHEET H. H. No:
+  SURNAME: FIRST NAME: Date:
Phone:
“w{ROSS REFERENCES:
-1 _ MEMBERS OF HOUSEHOLD |
NAME BIRTH— | o grHpLace | recaT. | Race |Renicion] ebuc. | soc. sec. no. | VETER. | CENSUS
DATE STATUS |NUMBER
7
Man
Woman
) 3.
-
4,
5.
6.
-~
7.
8.
‘ 9,
]
10.
11.
112,
-
Deceased Spouse
a1 . ENT ADDRESS __
- STREET & NUMBER CITY COUNTY STATE FROM TO
-
" FAMILY STATUS
I___]Single DDivorced D Married D Deserted D Widowed D Separated D Other
—T MARRIABE T TERMINAT!ON ‘
DATE TOWN STATE DATE TOWN STATE
- | Present Marriage:
o Former Husband (name)
- Former Wife (name)
- —
Court Stipulations (support orders, custody, etc.)
| Other agencies or persons interested:
]
- ADDRESS RELATION. NAME
oy




- SRS—EA—1A APPLICATION

Rev. 8/83
o 859 REDETERMINATION FOR ASSISTANCE Page 2 of 5
. P PLEASE PRINT CLEARLY € H. H. No.
‘bCOLUMNS: A B C D E F G
, Social Security Child
]
Birthdate Number Support
Print the names of all persons who Mo./Day/Yr. and Full Time | Code
live in your present household: _and Sex | Relationship! Indian Enroliment | Student? | See Item 22
w §  First Middie Initial Last Birthplace | e 1o Applicant Number YesorNo | Below
M
1 (Man) / / SSN
“ IE
5 (Woman) (Maiden) / / SSN
1 IE
- / /7 SSN
3. IE
; [/ SSN
‘b 4, 1E
/1 SSN
’ 5. IE
= [/ SSN
ol 6 {E
/ / SSN
|z IE
/ _/ SSN
w| 8 IE
/ !/ SSN
9. IE

- TO LISTANY ADDITIONAL PERSONS WHO LIVE IN YOUR HOUSEHOLD, ASK FOR PAGE 2A, FORM EA—1A

22. COLUMN G ENTRY: Print one of the following code letters that shows the reason why the parent cannot support each
Child that is listed above. If both Parents are in the home, pick the code that applies to the Father. If there is an absent

- parent, choose the code letter that applies to the absent parent,
CODE: CODE: CODE:
1. Separation (SP) 5. Desertion (DS) 9. Jail, or Prison (JP)
2. Unemployed Parent (UP) 6. Incapacity (IC) 10. Death (DE)
3. Divorce (DV) 7. Medical Institution (M) 11. Armed Forces (AF)
4, Unmarried—Paternity (PE) 8. Unmarried—Paternity (NE) 12. Deported (DP)
ﬁ Established Not Established
23. If the parent is absent from the home, how long has he been gone? . ... ... months
: 24. Are there any members of your household that do NOT need assistance? OYes [ONo
- If “YES,’ list their names here:

25. Have you received any money from any other Welfare Agency in the last 4 months? [] Yes [] No

When: Mo. ............ Day .......... Yro oo WHhere ...
26. Do you intend to make your home in Montana? [] Yes [J No How long in present county............ Months
County of legal Residence ............ ... Current Address ...,
] 27. MONTHLY EXPENSES:
w:d RENT: $ MORTGAGE PAYMENT: $ WATER:
% 11 LIGHTS: $ TAXES: $ SEWER:
HEATING FUEL: $ TELEPHONE: $ OTHER:
MEDICAL PAYMENT $ SUPPORT and ALIMONY $




|
!

gsmp/oyment Registration and Related Data: Page 3 of &

F > 40. Are you currently registered for work at the local employment office? OYes [No
41, Have you filed for unemployment, or workmen’s compensation? OYes [No
42. Have you been out of work for 30 days, or more? (OYes [INo
43. Have you refused a job in the last thirty days? OYes [INo
44, Are you currently working 100 hours, or more, in a month? OYes [ONo

L

45, If your answer to 44 was YES, list the details here:

46. EMPLOYMENT HISTORY FOR THE LAST 3 YEARS. (List the most recent employer first.)

DATA FOR APPLICANT

DATA FOR SPOUSE OF APPLICANT

Employer’s Name City State From To

Employer's Name City State From To

50. LISTING OF ASSETS.

Print the estimated dollar ($) value of the assets listed below that YOU, OR YOUR
SPOUSE, OR ANY OTHER MEMBER OF YOUR HOUSEHOLD possess. If YOU, or any member of your
household DO NOT HAVE the asset listed below, then place a
clothing and household furniture should not be listed below. An entry is required for each asset line.

in the column marked “NONE.”” Personal

-
g

ASSETS / NONE| Yours Spouse Others ASSETS / NONE! Yours Spouse Others
Checking Account(s) $ $ $ Automobile No. 1 $ $ $
Savings Account(s) $ $ $ Automobile No. 2 $ $ $
Money NOT in a Bank $ $ $ Truck $ $ $
Credit Union Shares $ $ $ Trailer or Camper $ $ $
Savings Bond(s) $ $ $ Boat or Snowmobile $ $ $
Retirement Fund $ $ $ Motorcycle $ $ $
Stocks or Bonds $ $ $ Tools, hand & powered $ $ $
Burial Funds $ $ s Farm/Business Equipmt. $ $ $
Sigld Easstat:ome $ $ $ Livestock or Pouitry $ $ $
Other Real Estate $ $ $ Safety DP, CD, etc. $ $ $

51. Do you, or your spouse, have any life insurance? [JYes [ No Company ...
Face Value $... . ... Cash Value $...ooo oo Policy No. ...,

52. In the last 2 years, have you, or any member of your household, sold or given
away, a house, building, real estate, or other property to another person(s)? ] Yes []No

If your answer is “YES" list the details in item 80, supplemental page.

e )

' g



-y
| 60
; make a / in the “NONE" column. For any income that you receive but is not listed in column A, below, print

Page 4 of 5

. INCOME LISTING. Print the amount of money received by YOU, YOUR SPOUSE, or any other member of
your household in the correct column, below. If you DO NOT RECEIVE income from the sources listed below,

the amount in the line marked “ANY OTHER INCOME.”

A

Cc

D

E

TYPES OF INCOME

/NONE\

YOURS

SPOUSE

OTHERS

How Often
Received

UNEMPLOYMENT COMPENSATION

WORKMEN'S COMPENSATION (1A)

SOCIAL SECURITY BENEFITS

RAILROAD RETIREMENT

VETERANS ADMINISTRATION BENEFITS

RETIREMENT OR PENSION INCOME

ARMED FORCES ALLOTMENT

ALIMONY AND CHILD SUPPORT

RELATIVE CONTRIBUTIONS

INCOME FROM MORTGAGE, or Sales Contract

RENT FROM REAL ESTATE PROPERTY

tNCOME FROM ROOMERS, or Boarders

INTEREST FROM SAVINGS ACCOUNT

MONEY FROM [INDIAN TRIBAL FUNDS
B.I.LA., and/or L.I.M.

OIL OR MINERAL BENEFITS

¥ A A B h | | |8 (& & & (B | (& |0

¥ | (A (A &/ & N (A (A [ &P & (& (& |&#

ANY OTHER INCOME

A A |6H 60 A |8 (A |Hh |60 |60 (68 A (6h |6A 16» &

$

$

If you expect to receive income from any

of the above sources, explain in Block 80.

COMPLETE THIS SECTION IF ANY MEMBER OF HOUSEHOLD IS EMPLOYED

61. GROSS PAY (Before Deductions)

$

$

$

62. List your REQUIRED DEDUCTIONS,

but only if you entered Gross Pay above.

a. Income Taxes (Federal)

b. State of Montana Taxes

c. Social Security

d. Other required deductions;
| Union Dues, Medical, etc,

e. Transportation to and from work

f. Other work deductions, uniforms, etc.

g. Retirement

63. If you are self-employed, we will need a copy of your last income tax return.




Medical Problems and Related Data: Page 5 of 5

70. If the Applicant, or Spouse, is unable to work, list the reason(s) here:

71. If any member of your household is pregnant, list the name of fhe PeISON: .o
and expected date of birth: ... ...
72. Is any member of household currently covered by Health, Accident, or [0 Yes [JNo

Hospital Insurance? If “YES” enter the company name here: . . e

73. Is another person, or company, responsible for medical care that you or

any member of your family is receiving, or has received? OYes [ONo
74. Do you owe money for medical care that you, or any family member
received in the last three months? OYes [ONo
75. Do you make regular payments on medical bills, or medical insurance premiums? OYes [ONo
If “YES"”, i nt information below:
provide payme elow AMOUNT PAID PAID HOW OFTEN
a. Medical Bills (Doctor or Hospital)
b. Health, Accident or Hospita! Insurance
¢. Prescribed Medication
é d. Any other medical expense(s)
a;; . .
7B, Responsible relafive | o ] ] ADDRESS RELATION

PE—
80. Use this block for additional details, or explanation of previous BIOeks: ... ... i oo

s

90. BE SURE THAT YOU HAVE ANSWERED ALL QUESTIONS ON FORM EA-1, AND PAGES 2 TO 5, FORM EA-TA. READ CARE-
FULLY THE FOLLOWING STATEMENT BEFORE YOU SIGN:
I declare that this statement has been examined and filled out by me, and to the best of my knowledge and belief is true, accurate and complete. | understand that any misstatement will be

investigated and prosecuted. | further declare that | will promptly report to the Welfare Department all facts concerning any income or sources received by me and/or my dependents and any
change of circumstances whateverof myself and/or dependents for whom | have applied for assistance.

lunderstand | can appeal for a fair hearing to the State Department of Social Rehabilitation Services if | am not satisfied with the promptness of the action on my application, with the decision, or
with the amount of assistance which | receive.

| have been informed of the availability of Family Planning and early screening and may have these services by contacting the County Welfare Office.

! understand that this Declaration of Facts may be investigated by the Department of Public Welfare and | agree to cooperate by signing EA-4 and EA-29 and help in such an investigation by
presenting proof of the statements | have made in this Declaration.

t hereby authorize all medical providers to provide and release any medical information pertaining to myself, or any other person for whom | am applying for assistance, to the State Department of
Social and Rehabilitation Services, the State Department of Revenue, and their agents, upon their request, and hereby release said medical providers from any liability based on such release.

Benefits and services must be provided without regard to race, color, national origin, religion, political belief, age, handicap, sex or marital status. | understand | may file a complaint with the State
Department of Social and Rehabilitation Services if | feel that | have been discriminated against.

(APPLICANT OR GUARDIAN — SIGN HERE) Date (SPOUSE OF THE APPLICANT — Sign Name Here) Date

" 91. If the applicant CANNOT write, or sign his name above, a Mark will be used instead of a signature; one witness
% is then required to verify the applicant's Mark and complete 92 below.

] 92. Witness’s Signature (When Required) Date Witness Address & Zip Code

!I Date Worker's Signature



/' SRS—EA—4A STATE OF MONTANA
w Rew e DEPARTMENT OF SOCIAL & REHABILITATION SERVICES
. Economic Assistance Division
- RELEASE OF
s CONFIDENTIAL INFORMATION
AUTHORIZATION TO MONTANA SOCIAL & REHABILITATION SERVICES TO OBTAIN PERSONAL INFORMATION
[
Client’s Name: SSN:
-
Address:
(STREET) (CITY) (STATE) (2P CODE)
[
| authorize the individual, company or agency shown below to | INFORMATION SOURCE: Landlords, Neighbors, Employ-
. ers, Social Security Administration, Doctors, Hospitals, Vet-
disclose to the County Depart- | erans Administration, Bureau of Indian Affairs, Department of
" ment of Welfare of the Montana Social and Rehabilitation Serv- Labor and Industry, Assessors, Treasurers, County Clerks of
ices, the information specified below, which reiates to my | Court, Banks, Credit Unions, Savings and Loans, Buyers of
eligiblity to receive Public Assistance benefits. | understand | Contracts for Deed/Negotiable Instruments.
any information obtained will be kept confidential and will be
- used only for purposes directly connected with the administra-
tion of benefits or services. | further understand that any infor-
mation obtained may be released to a proper govemmental
agency or court of law enforcement agency for purposes of
- legal and investigative actions conceming fraud, collection of
support or establishment of third party liability.
INFORMATION TO BE REQUESTED: Family Composition, Eamed Wages, Uneamed Wages, Checking Accounts,
- Savings Accounts, Stocks, Bonds, Time Certificates, BIA-IM Funds, Veterans Benefits, Unemployment Compensa-
tion, Workmens Compensation, Loans, Personal Property, Mortgages, Contracts for Deed/Negotiable instruments,
Real Estate, etc. Also, Medical Reports or conditions to exempt participation in empioyment or County Work
Program.
]
DISCLOSURE: Please provide information requested in space below or on back of sheet.
N
]
]
'
- Signature of applicant or authorized representative:
]
X Date: -




- SRé—~EA—-32(a) MONTANA DEPT. OF SOCIAL & REHABILITATION SERVICES
(rev. 2/80)
NOTICE OF REQUIREMENT TO COOPERATE & RIGHT TO CLAIM GOOD CAUSE

FOR REFUSAL TO COOPERATE IN CHILD SUPPORT ENFORCEMENT

9

ASSIGNMENT OF RIGHTS TO SUPPORT

As a condition of eligibility, any rights to support are assigned to the Child Support Enforcement Agency, Department of Revenue,
as provided in Chapter 612 of Montana Law.

_ BENEFITS OF CHILD SUPPORT ENFORCEMENT

Your cooperation in the child support enforcement process may be of value to you and your child because it might result in the
following benefits:

-
® Finding the absent parent;
@ Legally establishing your child’s paternity;
@ The possibility that support payments might be higher than your welfare grant; and
- ® The possibility that you and your children may obtain rights to future social security, veterans or other government benefits.
WHAT IS MEANT BY COOQPERATION?
-

The law requires you to cooperate with the welfare and child support agencies to get any support owed to you and any of the child-
ren for whom you want AFDC, unless you have good cause for not cooperating.

s |n cooperating with the welfare or child support agency, you may be asked to do one or more of the foliowing things:

® Name the parent of any child applying for or receiving AFDC, and give information you have to help find the parent;
® Help determine legally who the father is if your child was born out of wedlock;

- ® Give help to obtain money owed to you or the children receiving AFDC; and
® Pay to the State any money which is given directly to you by the absent parent (you will continue to get your full AFDC grant
® from the State).

-

You may be required to come to the welfare office, child support office, or court to sign papers or give necessary information.

WHAT 1S MEANT BY GOOD CAUSE?

You may have good cause not to cooperate in the State's efforts to collect child support. You may be excused from cooperating
if you believe that cooperation would not be in the best interest of your child, and if you can provide evidence to support this claim.

IF YOU DO NOT COOPERATE AND DO NOT HAVE GOOD CAUSE

: ® You will be ineligible for AFDC.
W @ Your children will still be eligible for AFDC for their own needs. Your children’s grant will go to another person, called a
‘‘protective payee”.

HOW & WHEN YOU MAY CLAIM GOOD CAUSE

If you want to claim good cause, you must tell your Eligibility Technician that you think you have good cause. You can do this
at any time you believe you have good cause not to cooperate.

GOOD CAUSE CIRCUMSTANCES

You may claim to have good cause for refusing to cooperate if you believe that such cooperation would not be in the best interest
of your child. The following are circumstances under which the Welfare Agency may determine that you have good cause for re-
fusing to cooperate:

® Cooperation is anticipated to result in serious physical or emotional harm to the child;
@ Cooperation is anticipated to result in physical or emotional harm to you which is so serious it reduces your ability to care for
- «” the child adequately;
® The child was born after forcible rape or incest;
™ @ Court proceedings are going on for adoption of the child; or
@ You are working with an agency helping you to decide whether to place the child for adoption.

L



SRS—EA-32(a) Page 2 of 2
PROVING GOOD CAUSE

It is your responsibility to:

@® Provide the Welfare Agency with the evidence needed to determine whether you have good cause for refusing to cooperate.
(If the reason for claiming good cause is your fear of physical harm and it is impossible to obtain evidence, the Welfare Agency may
still be able to make a good cause determination after an investigation of your claim.)

® Give the necessary evidence to the agency within 20 days after claiming good cause. The Welfare Agency will give you more
time only if it determines that more than 20 days are required because of the difficulty in obtaining the evidence.

The Welfare Agency may:

® Decide your claim based on the evidence which you give to the agency, or

® Decide to conduct an investigation to further verify your claim. If the Welfare Agency decides an investigation is needed, you
may be required to give information such as the absent parent’s name and address to help the investigation. The agency will not
contact the absent parent without first telling you.

NOTE: If you are an applicant for assistance, you will not receive your share of the grant until you have given the agency the evi-
dence needed to support your claim and, if requested, the information needed to permit an investigation of your claim.

EXAMPLES OF ACCEPTABLE EVIDENCE

The following are examples of acceptable kinds of evidence the Welfare Agency can use in determining if good cause exists.

If you need help in getting a copy of any of the documents, ask the Welfare Agency. The Welfare Agency will give you reasonable
assistance which is needed to help you obtain the necessary documents to support your claim.

® Birth certificates, or medical or law enforcement records, which indicate that the child was conceived as the result of incest or
forcible rape;

® Court documents or other records which indicate that legal proceedings for adoption are pending in court;

@® Court, medical, criminal, child protective services, social services, psychological, or law enforcement records which indicate
that the alleged or absent father might inflict physical or emotional harm on you or the child;

® Medical records which indicate emotional health history and present health status of you or the child for whom support would
be sought; or written statements from a mental health professional indicating a diagnosis or prognosis concerning the emotional
health of you or the child;

® A written statement from a public or private agency confirming that you are being assisted in resolving the issue of whether
to keep or give up the child for adoption; and

@® Sworn statements from individuals, including friends, neighbors, clergymen, social workers, and medical professionals who
might have knowledge of the circumstances providing the basis of your good cause claim.

CHILD SUPPORT AGENCY PARTICIPATION AND ENFORCEMENT

The Child Support Enforcement Agency may review the Welfare Agency’s findings and the basis for a good cause determination in
your case. If you request a hearing regarding this issue of good cause for refusing to cooperate, the Child Support Enforcement
Agency may participate in that hearing.

If you are found to have good cause for not cooperating, the Child Support Enforcement Agency may attempt to establish paternity
or collect support only if the Welfare Agency determines that this can be done without risk to you or your child. This will not be
done without first telling you.

Your AFDC payment will continue. The Child Support Agency, which is the Department of Revenue in Montana, will seek court
or other legal remedies that could result in withholding of the absent parent’s property or wages to pay for child support.

| have read this notice concerning my right to claim good cause for refusing to cooperate.

(Signature of applicant/recipient) (Date)

*| have provided the applicant/recipient with a copy of this notice.

(Signature of Eligibility Technician} (Date)



SRS-EA-32

STAfE OF MONTANA CH".D SU PPORT {New 3/81)
DEPARTMENT OF SOCIAL AND EN FORCEMENT REFERRAL

REHABILITATION SERVICES

INSTRUCTIONS TO APPLICANT/RECIPIENT:

As a condition of eligibility for AFDC, you must cooperate in obtaining support for each child for whom aid is requested
by completing and returning this form. Failure to do this without good cause (as outlined on the EA-32A, Right to Claim
Good Cause) may result in your ineligibility for assistance. Please read each question carefully. You must answer all questions
except for those to be answered by the county director (in the section headed ‘““Good Cause”) and the questions
under the section headed ““Grant Award.” If a question does not apply to your situation, mark N/A in the blank. If you
do not know the answer to a question, write — DO NOT KNOW — in the blank. 7HIS FORM MUST BE RETURNED
TO YOUR COUNTY WELFARE OFFICE. UNDER MONTANA LAW, APPLICATION FOR AFDC AUTOMATICALLY
ASSIGNS TO THE STATE, THE RIGHT TO COLLECT SUPPORT IN YOUR BEHALF.

FULL NAME (First, Middle, Last) PHONE NUMBER DATE OF BIRTH

OTHER NAMES USED (Maiden, married, etc.) SOCIAL SECURITY NO. and INDIAN ENROLLMENT NO.

STREET ADDRESS/BOX NUMBER

CITY COUNTY STATE ZiP CODE

EMPLOYER NAME AND ADDRESS

WORK PHONE NUMBER WORK HOURS MAY WE CONTACT YOU AT WORK?
0O YEs O no

GOOD CAUSE

1. | have read and understand the pamphlet explaining *‘good cause” for not cooperating in obtaining child support.
2. | understand that my AFDC grant will be reduced if I refuse to cooperate in obtaining child support without ““good cause”.
3. 1 Jdo O do not have ““good cause” for refusing to cooperate in obtaining child support.

SIGNATURE OF APPLICANT/RECIPIENT: DATE:

As an authorized representative of the Department of Social & Rehabilitation Services, | have determined that:

{0 Good cause to refuse to cooperate exists in this case and support should not be pursued.

[0 Good cause to refuse to cooperate exists in this case. Please pursue support without cooperation.

0O Good cause to refuse to cooperate may exist. Please do not pursue support until | can make a determination.
O Please pursue support.

COUNTY DIRECTOR'S SIGNATURE: DATE:

GRANT AWARD L
Date of Eligibility:

Opening grant amount: $ (1st month) Grant amount: $ (2nd month)
Has applicant/recipient ever received AFDC? D Yes D No
If yes, where: when:
ACTUAL
SEPARATE FORM TO BE FILLED OUT ON EACH ABSENT PARENT ALLEGED
RELATIONSHIP BETWEEN APPLICANT AND ABSENT PARENT: {Please check appropriate box)
D MARRIED Date of marriage:
Married in: (city, county, court, state)

D DIVORCED OR LEGALLY SEPARATED: Date of order: Court Order No.

Decree issued in: {city, co., court, state)
; Attach a copy of the divorce decree and any modifications thereto.
D SEPARATED ({No legal document of separation.)

Legal separation begun? [J Yes [3No it yes, date:

Divorce begun? [1Yes {(ONo If yes, date:
D NEVER MARRIED
[] common Law

! cre ®n page 1




CHILDREN INCLUDED ON GRANT: CODES: Separation (SP) Unemp. Parent {UP}  Divorce {DV) Unmarr.-Pater. Estab. (PE)

Desertion {DS) Incapacity {IC) Med. Inst. (M) Unmarr.-Pater, not Estab. (NE)
Jail or prison {JP) Death {DE) Armed Forces (AF) Deported (DP)

Name (First, Middle, Last) DOB/Exp. DOB Social Security No. & IEN Sex |Deprivation ({cds. above)

TYPE OF SUPPORT ORDER: (Please check one)

Amount per month

e ot

|

§

[INo Order Established $
[OcCourt Order $ [ voluntarily Agreed $
] Administrative Order $ [Jother (explain) $
STATUS OF SUPPORT PAYMENTS (Please check one)
[Being received regularly and in the amount ordered/agreed to.
DBeing received regularly, but in a lesser amount than ordered/agreed to. $ being received.
[OBeing received irreguiarly: $
[OPayments not being made by absent parent.
Date of last payment
SUPPORT PAYMENTS MADE TO:
[JCerk of Court: (city, county & state)
{1 Recipient
[ Department of Revenue
O other {explain):
FULL NAME OF ABSENT PARENT (First, Middle, Last)
LAST KNOWN OR CURRENT ADDRESS (Street, City, State, Zip)
DATE LAST RESIDED THERE: PHONE NUMBER SOCIAL SECURITY NUMBER AGE

DATE OF BIRTH (Month, Day, Year) PLACE OF BIRTH (City, State)

[P

Height___  Weight__________ Color Eyes___________ Race

PHYSICAL DESCRIPTION:

Complexion Color Hair Scars or Marks

NAME OF ABSENT PARENT’'S FATHER (First, Middle, Last)

MAIDEN NAME OF ABSENT PARENT'S MOTHER (First, Middle, Last!

LIST NAMES AND ADDRESS OF HIS/HER OTHER RELATIVES/FRIENDS THAT MIGHT KNOW OF THE ABSENT PARENT'S
WHEREABOUTS.

Name Relationship Name Relationship

Street or P.O. Box Street or P.O. Box

City State Zip City State Zip

WHAT IS THE NAME AND ADDRESS AND POLICY NO. OF THE COMPANY WITH WHICH THE ABSENT PARENT HAS MEDICAL
INSURANCE COVERAGE? (LIST NAME(S) OF CHILD(REN) COVERED.)

crRC ®wm page 2




i

|

i
LIST NAMES, ADDRESSES, PHONE NUMBERS, AND APPROXIMATE DATES OF EMPLOYMENT OF LAST THREE EMPLOYERS OF
ABSENT PARENT. (most recent first) Indicate with {v”) Montana employers.

NAME ADDRESS PHONE NO. DATES WORKED

;l PRESENT SALARY

DID YOU FILE ANY JOINT INCOME TAX RETURNS WITH THE ABSENT PARENT? {F YES, WHAT YEAR(S) AND WERE THE
RETURNS STATE OF FEDERAL? ALSO NAME THE STATE WHERE THEY WERE FILED.

DOES THE ABSENT PARENT HAVE AN ARREST RECORD? If yes, name where, when and the charge.

I DOES THE ABSENT PARENT HAVE VETERAN STATUS? If yes, which? Navy, Army, Air Force, or Marine Corps.

DOES THE ABSENT PARENT HAVE THE FOLLOWING?

YES| NO
!l Give location and description.
OWN ANY PROPERTY?
,' If so, what state and number?
DRIVER’S LICENSE?
Makes, colors, states where registered, year and license number.
il OWN VEHICLES?

List name of bank, city and state, and type of account.

ﬂ BANK ACCOUNT?

List companies, account numbers, etc.

} CREDIT CARDS?

List bank, financial institution, account number, city and state of lending institution.

OUTSTANDING LOANS?

If yes, what state and amount?
UNEMPLOYMENT
COMPENSATION?

If yes, what state and amount?
INDUSTRIAL
COMPENSATION?

If yes, give details.

DISABILITY INCOME?

If yes, give details.

RETIREMENT INCOME?

If yes, Dschoo/, Ddisabi/ity state and amount?
VETERAN'S ADMIN-
ISTRATION BENEFITS?
4

APPLICANT/RECIPIENT CERTIFICATION:

 SUPPORT ENFORCEMENT BUREAU, AS LONG AS | AM RECEIVING AFDC ASSISTANCE.

il Signature of Applicant/Recipient Date:

1 UNDERSTAND THAT I MUST TURN OVER ANY CHILD SUPPORT RECEIVED BY ME TO THE DEPARTMENT OF REVENUE, CHILD

crC ®n page 3



STATE OF MONTANA SRS-EA-32

{New 3/81)
DEPARTMENT OF SOCIAL AND ACKNOWLEDGEMENT OF
REHABILITATION SERVICES AUTOMATIC ASSIGNMENT

OF RIGHTS TO SUPPORT

NOTICE TO CLERK OF COURT

1, acknowledge | have automatically assigned and
{Full name of Applicant/Recipient as it appears on Court Order}

transferred to the Montana Department of Social & Rehabilitation Services and the Department of Revenue,
Child Support Enforcement Bureau, all support rights which | or my child{ren), for whom | am
applying for or receiving Aid to Families with Dependent Children (AFDC) Assistance, have against

{Name of Absent Parent with Duty to Support 3s it appears on Court Order)

This assignment is made under the terms and conditions of Section 502 (a} (26} of Title 1V of the
Social Security Act, as amended and pursuant to 53-2-613 MCA.

This assignment shall terminate when our child{ren) cease to receive Aid to Families with Dependent
Children (AFDC) Assistance, except with respect to the amount of any unpaid support obligation that

has accrued under this assignment.

This signed form authorizes the Clerk of Court to send any support monies received under

to:

{Court Order Number) DEPARTMENT OF REVENUE

CHILD SUPPORT ENFORCEMENT BUREAU
P. O. BOX 5955
HELENA,K MT 59604

Signature of Applicant/Recipient:

Date:

page 4



SRS~EA-33 (rev, 7/80)

SOCIAL SECURITY NUMBER CONSENT STATEMENT

“| understand that providing my Social Security Number to the State agency of the State
Government lawfully charged with administering Title XIX (Medicaid) of the Social Services
Act is voluntary, The only use of the Social Security Number to be made by the State agency
is in the administration of Title XIX programs, with no disclosure of such Social Security
Number for any other purpose.”

“] hereby consent to be issued a Social Security Number by the Social Security Administra-
tion and to have my Social Security Number released for the aforementioned purposes only.”’

(Signature) (Date)



/81

Page 1 of 2

STATE OF MONTANA
DEPARTMENT OF SOCIAL AND REHABILITATION SERVICES
Economic Assistance Division

DECLARATION OF RESOURCES

{To be completed by applicant/recipient)

In addition to the resources | have identified on my application form or my eligibility redetermination form, other as-
sets befonging to me or members of my household and their values are listed below. | understand that | do not have to
list one refrigerator, one stove, one washer, one dryer, one television (or radio), or household furnishings essential for
day-today living (specifically, bedroom, kitchen, and living room furniture; and cooking utensils, dishes, and flatware).

ITEM IN WHOSE NAME VALUE

| am aware that the laws of Montana provide for a fine and/or imprisonment of any person who attempts to receive or
receives assistance to which he/she is not entitled.

Signature Date



Page 2 of 2

EVALUATION OF COUNTABLE RESOURCES

{To be completed by county welfare)

The County Director has evaluated the applicant/recipient’s itemization of assets and declares that the items listed
below are to be counted as resources against the $1,000 resource limit in accordance with AFDC manual instruc-
tions.

ITEM COUNTY CERTIFIED VALUE

County Eligibility Technician Signature Date

County Director Approval Date



i FS?M(Rev 12/33) PRIt =
“MONTANA DEPARTMENT OF SOCIAL AND
REHABILITATION SERVICES - -

o Report Month

Due Date

- MONTHLY ELIGIBILITY AND
£ INCOME REPORT

Srgn and return thrs form to your Iocal county welfare department by the the 8th of this month lf this report is no
“your food stamps, AFDC grant and /or Medicaid may be closed as of the last date of this month. ia
The information that you put on this report will be used by your eligibility technician to decide if you contmue to be eligible
for food stamp.benefits, AFDC and/or Medicaid. If you have any questrons about completrng this form, please contact your
local County Weifare Office. ’ 4
THE INFORMATION PROVIDED ON THIS FORM WILL BE SUBJECT TO VERIFICATION BY FEDERAL STATE AND
LOCAL OFFICIALS. IF INACCURATE OR INCOMPLETE, YOU MAY BE DENIED FOOD STAMPS ANDIOR BE SUBJECT
TO CRIMINAL PROSECUTION FOR KNOWINGLY PROVIDING FALSE INFORMATION. :

"IF YOUR HOUSEHOLD RECEIVES FOOD STAMPS, IT MUST FOLLOW THE RULES LISTED BELOW. ANY ME BER OF
YOUR HOUSEHOLD WHO INTENTIONALLY BREAKS ANY OF THE FOLLOWING RULES CAN BE BARRED FROM
‘THE FOOD STAMP PROGRAM FOR 6 MONTHS AFTER THE FIRST VIOLATION, 12 MONTHS AFTER THE SECOND
VIOLATION, AND PERMANENTLY AFTER THE THIRD VIOLATION. THE INDIVIDUAL WOULD ALSO BE SUBJECT TO
A FINE OF UP TO $10,000, IMPRISONMENT OF UP TO FIVE YEARS, OR BOTH, IN ADDITION TO SUSPENSION FROM
THE FOOD STAMP PROGRAM OF UP TO 18 MONTHS CONSECUTIVE TO THE ORIGINAL SUSPENSION AS WELL AS .
FURTHER PROSECUTION UNDER OTHER APPLICABLE STATE AND FEDERAL LAWS. i

DO NOT give false information, or hide information, to receive or contmue to recelve food stamps
DO NOT trade or sell food stamps or authorization cards. ‘ -
DO NOT alter authorization to participate (ATP) cards to receive food stamps to whrch you re not entrtled.
DO NOT use food stamps to buy ineligible items, such as alcoholic drinks and tobacco ' '
DO NOT use someone else’s tood stamps or ATP cards for your household

_.1. Please print your name & -
. (Head of Household)
$ocial

Security
Number,

2. ADDRESS CHANGE -

Has your address changed since your last report"
If yes, give your new address below:

3. PEOPLE IN YOUR HOME : :
Instructions: List the'names and relationship to you, of the people who live and eat with you at thls trme (rnclude yourselt)
'x

Name Relation e Name . Relation

~

o s wN
©® @ N o




SRR Ay

4. CHANGES IN YOUR HOUSEHOLD LAST MONTH

Did anyone move into or out of your household last month?
If ‘yes’, write the change below. If you ; answered ‘no’, go on to 5

. . "Date - - Date 3
- -Moved %t Moved -
( Name Out o

J
J
J.

WO S

[T AR R

member’s resources and income in this report.

5. EXPECTED CHANGES Do you expect any changes in your circumstances in the next month, such as: b
* someone starting a job, starting to receive unemployment compensation or other income or receiving a lease or
" royaity payment; or * someone moving into or out of your household? D YES (if Yes, Explam) U NO

6. WAGES - B
Did anyone in your household receive wages Iast month"
Instructions: 1. Report the earning of anyone who received wages LAST MONTH,;
2. Attach verification of earnings (paystubs) or loss of earnings (lay-off slip).

Wage Earner’'s Name Did This Person’s Income Will Income Conhnue Next Month\
‘ O Start O Continue 0 Stop - 3 Yes ~ ) No -

Employer’s Name & Address

Date Paid Earned Before Tax Tips Date Paid Earned Before Tax
1st payday 4th payday .
2nd payday o i . 5th payday
3rd payday 7 /
Wage Earner’s Name ‘ ‘ Did This Person’s Income

O Start 1 Continue ] élop
Employer's Name & Address PR

Date Paid Earned Before Tax Tips - Date Paid Earned Bel;:re Tax
1st payday ) e 4th payday . LR ; B
2nd payday 5th payday
3rd payday

(If you have earned income and your report is turned in {ate you will not be allowed the $30 + 14, child care or work expenses.
If you receive AFDC the Department must add an amount for advance Earned income Tax Credut (EITC) payments to earmngs)

7. SELF-EMPLOYMENT

Did your household have income from self-employment last month? - Oyes D NO
Instructions: If you answered yes, enter the gross self-employment income below and list your operatmg expenses on a separate
sheet. Attach verification of income and expenses or bring in your books. ;

- _ Gross Incovzn ) o [




S-74A (Rev. 12!83)
OTHER INCOME

; Instructions: 1. Report any other money your household received last month - 2. Examp|es ot mcome whlch MUST be reported
. are: Soclal Secunty benefits, Veteran s benefits, unemployment benefits, stnke pay, worker’s compensation, dlsabihty msurance

"msurance orcourt settlement, mcome tax refunds, general assistance, ADC and INDIAN INCOME |ncludmg BIA General Assistance,
Per Capita Payments sale of land or mmeral nght payments educatnonal grantslloans 3. Attach veritication of income ifit has

s changed Lo T S

T SR R - . ek Did Person’s Income | Will iIncome Continue

} Person Receiving iIncome Amount Date Received | Type of Income | Start, Change, orStop Next Month(MarkX)
iy s mnae o) ool ol o
‘ $ a O
. s ol o
$ a R

9 CHECKING OR SAVINGS ACCOUNTS (If zero, please enter zero)

For all household me'nbers s : . Savnngs $
.~ .Amount {current) S .

Add ress

Name of Bank(s)
RESOURCES AND ASSETS

10.

J

eligibility technician. Verification may be requn'ed

Resource/Asset (Bought, Sold or Received)

11. COST OF CARE FOR CHILDREN ILL OR DISABLED PERSONS
~ Did your household have a child care, ill or disabled person care expense last month?

Instructions: 1. Attach verification of your costs.
2. If reason for care is education or training, send verification of the number of hours spent in the classroom orin

tralnlng s
oA g
How Many Hours
Name of Person Monthly .- Who Provides Care? .- Per Month Was
" Receiving Care - Cost (Name and Address) “Care Provided
S
v $




HOUSING COSTS

g Was there a change in housing costs? I:I YES 1 NO

.Instructions: If yes, explam the change and attach verification of the change

C - What Was the Change(s)?.

13. MEDICAL COSTS

because of a total disability have a medical expense last month‘? v
Instructronsi If yes, list expense below and attach‘ve‘nflcatron of medical expense. P

PRSI . SRR

Person’s Name - . 2. Type of Medical Cost

14. RIGHTS B T T A £
If you fail to complete this report correctly and/or verify needed mformatron your case may be closed If that happens you would not
receive any benefits for the month this report covers. You have the nght however, to furnish a completed report and reapply for
benefrts -

AUTHORITY TO REQUIRE SOCIAL SECURITY NUMBERS o ;: . i
The submission of the Social Security Number (SSN) for all household members is mandatory underthe Food Stamp Act of 1977&ISamended by PL:
97-98. Your SSN will be used in the administration of the food stamp program to check the identity of household members, prevent duplicate
participation and to facilitate making mass changes. Your SSN will also be used in computer matching and program reviews or audits to make stire
your household is eligible for food stamps. This may resuit in cnmmal orcrvrl action to administrative clarms against persons fraudule ly participat-
ing in the Food Stamp Program. . : . , ) Mo )

HEARING RIGHTS ; : R '
If you disagree with any action taken as a result of this notrce (subject to an addmonal notiﬁcatron), you have the right ta re quest afairhearing. If afair
hearing is requested within 10 days of the mailing dates of the additional notice of adverse action, and if the State Department of Social and
Rehabilitation Services determines that the issues concern facts of judgements relating to your individual case rather than State policy, the action
will not be effective until the fair hearing decision is rendered. Unless you request a fair hearlng wnhm 60 days of having your benefits mduced
suspended, terminated or denied, you will not usually be granted a’hearing. *: Z Wm

Fair hearings are conducted by the Department’s Hearing Officer. Decisions by the Hearmg Offlcer are binding on the Depanment and must conform,
to Federal and State law, regulation or policy and must be based exclusively on evidence and material introduced at the hearing.- ‘v%

This information is given to advise you of your right to a fair hearing in the event that your grant is reduced or terminated as a result of noncooperat on
in returning this monthly reporting form or because of information that you have reported on this form. A HEARING NEED NOT BE GRANTED WHEN
EITHER STATE OR FEDERAL LAW REQUIRES AUTOMATIC GRANT ADJUSTMENTS FOR CLASSES OF RECIPIENTS UNLESS THE REASON FOR
AN INDIVIDUAL APPEAL IS INCORRECT GRANT COMPUTATION. AR

I understand that the information | provide on this report may result in changes in my assistance, including reducing the amount of
my checks, food stamps, and medicaid, or closing my case. | understand that such changes may be made without advance notice. |
AM AWARE THAT THE LAWS OF MONTANA PROVIDE FOR A FINE AND/OR IMPRISONMENT OF ANY PERSON WHO AT-
TEMPTS TO RECEIVE, OR RECEIVES, ASSISTANCE TO WHICH HE/SHE IS NOT ENTITLED. | HAVE ALSO READ THE PENALTY
WARNING FOR FOOD STAMPS EC

SIGNATURE:
Before you mail this form, have you:

( ) Signed the form. { )} Enclosed wage stubs or other mformatron to verrfy your income.
( )} Enclosed bills for day care, shelter expenses and so on. . .

If you have questions about this report call 1-800-332-2272, Toll Free.

-




AFDC

MA GA FS

Date

Applicant's name

INITIAL INTERVIEW

Phone

Have we had prior contacts?

The applicant:

Household composition:

Date entered county:

Where from?

Ever received assistance?

When

Address and living expenses:

Where

Landlord

Deprivation:

Applicant's income:

Child Support income. Yes

No

Property:

Vehicles:




Savings Account:

Checking Account:

Life Insurance:

Health Insurance:

Company Policy #

Contract for deed?

School Attendance:

Child Support Forms:

Registered with Job Service?

Children living with you at present time?

Comments:

Home Visit



ROUSEHOLD COMPOSITION:

THIRD PARTY LIABILITY:

RESIDENCE: ’
DEPRIVATION:

INCONE:

RESOURCES:

CHILD SUPPORT:

RECOMMENDATIONS !




SRS-EA-WS-2
(Rev. 11/82)

CHECKLIST OF HIGH RISK AREAS

AND BUDGET COMPUTATION

CLIENT’S NAME:
Date Applied for S.S. Number:

S.S. Number:

SS5 Sent In:

1.

AID TO DEPENDENT CHILDREN

Deprivation—reason:

Support Court and Order Number:

EA 32 Support Assignment Date Signed:

Work Registration: FNS 284:

WIN 8:

Employment:

Where Employed:

Hours Worked:

Earnings: Gross Amount:
Other Income {unearned):

How Verified:

Proper Persons in Budget (children living in home):

10.

11.

13.

Children Between 16—21 Years of Age Name: Age:
Name: Age:
Name: Age:

tn School: Yes [ No [ Registered WIN: Not in School:

Mandatory: EA 22 Medicai:

Exempt Reason:

Correct Shelter and Change of Address:

Real Estate: Home:

Market Value:

Rental Property:

Market Value:

Other:

Market Value:

Property Transfer: Date:

Fair Market Value:

Sale Price:
Savings and Checking Accounts: Where: Amount:
Where: Amount:
Safe Deposit Boxes: Where: Amount:
C—D’s — Credit Union — Bonds: Where: Amount:
Where: Amount:
Insurance (cash value): Type & Company
' Amount:

Cash Loan Value:

Other: ET Comments:

Worker’s Name

Date:




BUDGET COMPUTATION

I. Computation of Earned
Income Date:

1. GrossEarnings ........... Directions to
Home:

Earned Income Disregard . . . .

Mandatory Deductions. . . . . .

Child Care Expense . . . ... ..

Total Deductions. . .. ......

2.
3.
4. Personal Employment Expense.
5.
6.
7.

Net Earned Income .. . ... ..
{Subtract Line 6 from Line 1 to

Determine Line 7)
II. Other Income
Social Security, Veterans, i.a.,

UC Compensation, etc.
(Specify)

> o A w N

II1. Special Living
Arrangement

Skilled Nursing Care. . . ... ..

Intermediate Care . . . ... ...

PersonalCare .. ..........

Adult FosterCare . . . ......

ChildOnly. .. ...........

L——_—"—_ﬁ_ﬂ——ﬂ—"*

1V. Basic Requirement

Shelter Included . . ........

Shelter Not Included . . .. ...

Less Income to Budget. . .. ..

Deficit, . ...............

V. Grant Recommendation . . ‘ ‘

ET’s Signature:




SRS—EA—WS1 ELIGIBLITY INTAKE CHECKLIST

(Rev. 9/83)
CLIENTS NAME: S$.S. NUMBER:
*” REASON APPLYING FOR ASSISTANCE: AFoc [ MED. [] GgA. L] Fs.
CLIENTS RIGHTS AND RESPONSIBILITIES:
A. RIGHTS:
[] 1. The nature of a confidential relationship.
L] 2. The right to a prompt determination of eligibility (30 days for AFDC or Medicaid determination, 90 days for Medically
Needy)
L] 3. Theright to an unrestricted money payment.
L] 4. The right to a Fair Hearing.
(] 5. The right to tell his story in his own words.
L] 6. The right to continue to be responsible for himself and his own affairs.
Ll 7. Civil Rights.
U 8. Theright to inquire and be informed.
L] 9. The right to know that wage match and benefit reports are being submitted.
L] 10. Effecton eligibility if employment and income is gained.
[] 11. Notification of penalties (EA-85).
B. RESPONSIBILITIES:
] 1. To report changes in: ADDRESS, RENT, INCOME, SCHOOL GRANTS/LOANS, LUMP SUM PAYMENTS, RESOURCES,
EMPLOYMENT within 10 days of having knowledge of these changes. (EA-4 & EA-79)
(] 2. Toreport changes in household (number of children, anyone entering or leaving the household, return of absent parent or
death of a member) within 10 days.
] 3. Child support and paternity assignment, along with cooperation with the Child Support Bureau. Child Support received
after application must be turned over to C. S. B. (EA-32 & 32A).
[] 4. Enumeration (securing S. S. Numbers and cards for all persons included in the assistance grant) and to submit necessary
verification. (SS-5)
L] 5.  Work registration WIN 2 WIN 8 (manditory or voluntary registration).
L] 6. Return Monthly Report by the 8th of each month, completed, and return Six Month redetermination form by the 5th of the
redetermination month, completed.
Ul 7. Report any and all Third Party liability.
FORMS: EA-1a EA-4 EA-79 EA-1(h)

EA-32's WIN EA-85
(Not. of Pen.)

BEFORE YOUR APPLICATION CAN BE COMPLETED, YOU MUST PROVIDE THE FOLLOWING INFORMATION. IF
THESE ITEMS ARE NOT SENT TO US BY, , YOUR APPLICATION WILL BE DENIED.

INFORMATION AND REFERRALS:
SOCIAL SERVICES FAMILY PLANNING QUALITY CONTROL/ASSURANCE
MEDICAL COVERAGE LIMITATIONS LEGAL SERVICES EARLY SCREENING

WORKERS COMMENTS: (to be used by technician)

4

WORKERS NAME: DATE:

CLIENTS SIGNATURE: DATE:




SRS-FA—-85
(New 4/82)
State of Montana
Department of Social and Rehabilitation Services
Economic Assistance

NOTIFICATION OF PENALTIES

Sec. 1909, (a) Whoever-

(1) knowingly and willfully makes or causes to be made any false
statement or representation of a material fact in any application
for any benefit or payment under a State plan approved under this
title,

(2) at any time knowingly and willfully makes or causes to be made any
false statement or representation of a material fact for use in
determining rights to such benefit or payment,

(3) having knowledge of the occurrence of any event affecting (A} his
initial or continued right to any such benefit or payment or (B) the
initial or continued right to any such benefit or payment of any
other individual in whose behalf he has applied for or is receiving
such benefit or payment, conceals or fails to disclose payment
either in a greater amount or quantity than is due or when no such
benefit or payment is authorized, or

(4) having made application to receive any such benefit or payment for
the use and benefit of another and having received it, knowingly and
willfully converts such benefit or payment or any part thereof to a
use other than for the use and benefit of such other person,

shall (i) in the case of such a statement, representation, concealment, fail-
ure, or conversion by any person in connection with the furnishing (by that
person) of items or services for which payment is or may be made under this
title, be guilty of a felony and upon conviction thereof fined not more than
$25,000 or imprisoned for not more than five years or both, or (ii) in the
case of such a statement, representation, concealment, failure, or conversion
by any other person be quilty of a misdemeanor and upon conviction thereof
fined not more than $10,000 or imprisoned for not more than one year, or both.
In addition, in any case where an individual who is otherwise eligible for
assistance under a State plan approved under this title is convicted of an
offense under the preceding provisions of this subsection, the State may at
its option (notwithstanding any other provision of this title or of such plan)
limit, restrict, or suspend the eligibility of that individual for such period
(not exceeding one year) as it deems appropriate; but the imposition of a
limitation, restriction, or suspension with respect to the eligibility of any
individual under this sentence shall not affect the eligibility of any other
person for assistance under the plan, regardless of the relationship between
that individual and such other person.

(b) (1) Whoever solicits or receives any remuneration (including any kick-
back, bribe, or rebate) directly or indirectly, overtly or covertly, in cash
or in kind-

() in return for referring an individual to a person for the
furnishing or arranging for the furnishing of any item or service for
which payment may be made in whole or in part under this title, or

(B) in return for purchasing, leasing, ordering, or arranging for or
recommending purchases, leasing, or ordering any good, facility, service,
or item for which payment may be made in whole or in part under this
title,



shall be quilty of a felony and upon conviction thereof, shall be fined to not
more than $25,000 or imprisoned for not more than five years, or both.

(2) Whoever offers or pays any remuneration (including any kickback,
bribe, or rebate) directly or indirectly, overtly or covertly, in cash or in
kind to any person to induce such person-

(A) to refer an individual to a person for the furnishing or arranging
for the furnishing of any item or service for which payment may be made
in whole or in part under this title, or

(B) to purchase, lease, order, or arrange for or recommend purchasing,
leasing, or ordering any good, facility, service, or item for which
payment may be made in whole or in part under this title,

shall be quilty of a felony and upon conviction thereof, shall be fined not
more than $25,000 or imprisoned for not more than five years, or beoth.

(3) Paragraphs (1) and (2) shall not apply to-

(A) a discount or other reduction in price obtained by a provider of
services or other entity under this title if the reduction in price is
properly disclosed and appropriately reflected in the costs claimed or
charges made by the provider or entity under this title; and

(B) any amount paid by an employer to an employee (who has a bona fide
employment relationship with such employer) for employment in the
provision of covered items or services.

{(c) Whoever knowingly and willfully makes or causes to be made, or
induces or seeks to induce the making of, any false statement or repre-
sentation of a material fact with respect to the conditions or operation of
any institution or facility in order that such institution or facility may
qualify (either upon initial certification or upon recertification) as a
hospital, skilled nursing facility, intermediate care facility, or home health
agency (as those terms are employed in this title) shall be guilty of a felony
and upon conviction thereof shall be fined not more than $25,000 or imprisoned
for not more than five years, or both.

(d) Whoever knowingly and willfully-

(1) charges, for any service provided to a patient under a State
plan approved under this title, money or other consideration at a rate in
excess of the rates established by the State, or

(2) charges, solicits, accepts, or received, in addition to any
amount otherwise required to be paid under a State plan approved under
this title, any gift money, donation, or other consideration (other than
a charitable, religious, or philanthropic contribution from an orga-
nization or from a person unrelated to the patient)-

(A) as a precondition of admitting a patient to a hospital,
skilled nursing facility, or intermediate care facility, or

(B) as a requirement for the patient's continued stay in such a
facility,

when the cost of the services provided therein to the patient is paid for

(in whole or in part) under the State plan,
shall be quilty of a felony and upon conviction thereof shall be fined not
more than $25,000 or imprisoned for not more than five years, or both.

EPB/v



HOUSEHOLD SIZE | A Com! A < A C— A < VERIFICATION — NOTES
SHELTER Oy ON Oy O~ |Oy OnN Oy On
PROS RETRO PROS RETRO
GROSS MONTHLY INCOME (GMI)
1 GROSS EARNED A
B
Cc
2 TOTAL EARNED =
3 GROSS UNEARNED A
(including child support) B
Cc
4 TOTAL UNEARNED =
5 TOTALGMI (2+4) =
GMI STANDARD =
GMI ELIGIBLE Cly On | Oy On Oy OnN Oy [ON
NET MONTHLY INCOME (NMI)
6 TOTAL EARNED (line2y =
7  LESS EXCLUSIONS -
8 ADD EIC +
9 LESS$75 (pro-rate) -
10 LESS DAY CARE —
11 Sub Total =
12 LESS 30 & 1/3 DISREGARD-—
(if eligible under AFDC 404-2B)
13 BALANCE =
14 ADD TOTAL +
UNEARNED INCOME (line4)
15 TOTAL NMI =
NMI STANDARD
NMI ELIGIBLE Oy On |Ovy O~ | Oy O~ (Ovy ON
BENEFIT COMPUTATION
16 BENEFIT STANDARD =
17 LESSTOTAL NMI —
(minus 30 & 1/3 if eligible
under AFDC 404-2B and not
deducted above in line 11)
18 GRANT AMOUNT =
19 Less Recovery -
20 CHECK AMOUNT =
21 Effective Date
Worker
Date Of Action
Reviewer
Date Of Review

Board Approval




State Of Montana
DEPARTMENT OF SOCIAL & REHABILITATION SERVICES
Economic Assistance Division

NAME
SRS
EA-WS3
- AFDC BUDGET COMPUTATION WORKSHEET
D SIZE fot A [od [o! c
HOUSEH::ELTER ‘E]_Y— R ST ST I’:ljv = f:lv e VERIFICATION — NOTES
PROS RETRO PROS RETRO
GROSS MONTHLY INCOME (GMI)
1 GROSS EARNED A
B
c
2 TOTAL EARNED =
3 GROSS UNEARNED A
(including child support) B
c
4 TOTAL UNEARNED =
5 TOTALGMI (2+4)
GMI STANDARD =
GMI ELIGIBLE Oy On {Ovy On | Oy On | Oy ON
NET MONTHLY INCOME (NMi)
6 TOTAL EARNED (line2) =
7 LESS EXCLUSIONS -
8 ADD EIC +
9 LESS$75 (prorate) -
10 LESS DAY CARE -
1 Sub Total =
12 LESS 30 & 1/3 DISREGARD—
(if eligible under AFDC 404-2B)
13 BALANCE =
14 ADD TOTAL +
UNEARNED INCOME (line4)
156 TOTAL NMI =
NMI STANDARD
NMI ELIGIBLE Oy On |Oy O~ {Ov O~ Oy OnN
BENEFIT COMPUTATION
16 BENEFIT STANDARD =
17 LESSTOTAL NMI -
(minus 30 & 1/3 if eligible
under AFDC 404-28 and not
deducted above in line 11)
18 GRANT AMOUNT =
19 Less Recovery -
20 CHECK AMOUNT =
21 Effective Date
Worker
Date Of Action
Reviewer
Date Of Review
Board Approval




SRS-EA-27 MONTANA DEPARTMENT OF SOCIAL & REHABILITATION SERVICES

(Rev. 8/83) ) ‘ ]
, LETTER OF NOTIFICATION
Name of Applicant or Recipient: Organizational Unit:
.. | Street Address: g Street Address:
2 &
City and Zip Code: { - ' | City and Zip Code: Phone:
1. PROGRAM: 00 AFDC [0 MED. ASSIST. 0 GEN.ASSIST O CO. MED. D FOOD STAMPS
(0 OTHER:
2. ACTION:

Legal Basis for Action:
ARM_ '

CFR

MCA

| If you have any questions regarding this action or if there are additional facts relating to your circumstances which you have not
reported to us, please write or telephone. We will answer your questions or make an appointment to see you in person. Please
remember that this action pertains only to the circumstances you reported to us. (PLEASE READ THE REVERSE SIDE OF THIS
‘| NOTICE FOR YOUR FAIR HEARING RIGHTS).

(NAME & TITLE)

(DATE)

REQUEST FOR FAIR HEARING

This is to request a fair hearing. | am making this request because:

| understand.that the right to a fair hearing inéludes an administrative review and a pre-hearing conference. If my reasons for a fair
hearing have not been resolved during the administrative review and/or pre-hearing conference, | understand that a fair hearing will be
scheduled.. . :

I have an attorney: O Yes "0 No. My attorney’s name is:_
His/her address is: ‘ His/her phone number is:
(CLAIMANT OR AUTHORIZED REPRESENTATIVE) (PHONE) (DATE)

*TO REQUEST A FAIR HEARING COMPLETE; SIGN AND MAIL THE WHITE COPY OF THIS NOTICE TO: HEARINGS
OFFICER, BOX 4210, HELENA, MT 59604.
Distribution: White — Household; Yellow — Household; Pink — County File



4 b

“Benefits and services must be provided without regard to race, cblor, national origin, religion, political belief, age,
handicap, sex or marital status. o : ‘ ‘ )

You may file a complaint with the State Department of Social and Rehabilitation Services if you fee! that you have been
discriminated against.”

IMPORTANT

If you disagree with the action taken by the County Welfare Office, request a fair hedring immediately. |f a fair hearing is
requested within 10 days of the mailing date of this notice, and if the State Department of Social and Rehabilitation
Services determines that the issues concern facts or judgments relating to your individual case, rather than State
policy, the action will not be effective until the fair hearing decision is rendered. '

Unless you ask for a fair hearing within 90 days of having your benefits reduced, suspended, terminated or denied, you
will not usually be granted a hearing.

Fair hearings are conducted by the Department’s Hearing Officer. Decisions by the Hearing Officer are binding on the
Department and must conform to Federal and State law, regulation or policy and must be based exclusively on
evidence and other material introduced at the hearing.

The right to a fair hearing on the county’s action includes an administrative review of the action and a pre-hearing
conference on the action.

The purpose of the administrative review is to permit you to discuss the proposed action with representatives of the
Department; to present additional information to the Department concerning the action; and to obtain additional
explanations from the Department of the reasons for the action.

The purpose of the pre-hearing conference is to consider simplification of the legal and factual issues in preparation
for the fair hearing; to obtain admissions of fact and documents which will avoid unnecessary proof in.the fair hearing;
to explore any possiblity of settlement of the parties’ differences; to establish what evidence and witnesses will be
presented in the fair hearing; and to discuss any other matters which may aid in the disposition of the fair hearing.

The opportunity for you to have an administrative review or pre-hearing conference may not be used by the Depart-
ment to diminish, delay or avoid a fair hearing.

You may be represented by an attorney, or by a relative, friend or other spokesman, ar you may represent yqurself. The
Eligibility Technician at your County Welfare Office can tell you where and how to obtain free legal help. ‘

You may request a hearing orally or in writing. However, if you make an oral request, you will be asked to complete the
written request on the front section of this notice. If you need help completing the written request, the county office
can assist you. ‘

Hearing Officer ~— Box 4210 — Helena, MT 59601

FOR AFDC
RECIPIENTS ONLY

at your County Welfare Office.

Welfare Office.

Family Planning Services — As an AFDC recipient, you may be eligible for family planning services. Please ask about them

EPSDT — All Medicaid recipients under 21 years of age are eligible for Early, Periodic Screening, Diagnosis and Treatment
(EPSDT). Emphasizing pevention, this program offers a comprehensive mental health and physical examiniation to .deter-
mine whether you have any health problems. This examination inctudes height and weight measurement, a blood pressure
test, a hematocrit (blood) test, urinalysis, a hearing test, a speech/language test, growth assessment, a Denver Developmen-
tal Test (for children under 6), an immunization survey, adental assessment and a vision test. The EPSDT program also offers
follow-up diagnosis and treatment for any problems found. If you want to participate in this program, ask at your County




SRS—EA-36 MONTANA DEPT. OF SOCIAL & REHABILITATION SERVICES

LIST OF MEDICAL EXPENSES

. (Please See Reverse Side for Instructions)

This form is for you to keep track of your medical expenses incurred from:

" {Date)
When your medical expenses equal or exceed $ , bring the bills
{Amount of Required Incurment)
for the listed expenses to this office.
D‘:;ERSF PERSON RECEIVING CARE NAME OF DOCTOR, DENTIST, ETC. CHARGES

S E

The above is an accurate and complete listing of medical care charges for the dates shown above. | understand

LI that | will need to submit proof of the claimed charges.

(APPLICANT’'S SIGNATURE) {DATE)




RECIPIENT INSTRUCTIONS

Your doctor bills may qualify you for help in paying for some past and future medical care.
Bills incurred may be counted whether they have been paid or not, if the services have been
provided by a licensed practitioner.

All expenses for any of the following services will be counted.

Ambulance charges

Anesthesiologists

Chiropractors

Dentists

Doctors (of all specialties)

Drugs

Eyeglasses, hearing aids, dentures, wheelchairs, braces, etc.
Hospital Care

Medical or Hospital Insurance premiums
Nursing care in home or hospital
Nursing Home Care

Radiologists

Tests and X-rays

Therapy - Occupational, Speech, etc.
Transportation costs to get medical care
Other expenses associated

It is important that you list all of the medical care you and your family have received in the
past three months, the date the care was given, and by whom. The charge for the care must
also be known.

The best sources of information are the bills you have received for the month the care was
received. Drugstores often provide slips for prescription drugs that may be used for tax
purposes.

You may list all of the charges on the reverse side of this page or bring all of the information
to the County Welfare Office for help in organizing the information.

Be sure that you have all of the information about your expenses to date. If you have not
received a bill for some care, get a slip from the doctor’s office showing the date of visit

and the charge.
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MONTANA DEPT. OF SOCIAL & REHABILITATION SERVICES

y (rev. 5/80] Medical Assistance Bureau

| MEDICALLY NEEDY ONLY
Name: Case Number:

» | Date of Application: Certification Period: to:

Number of Eligibles in Household:

Advise Client of Availability of 3 Month Retroactive Coverage, if Applicable.

INCOME CALCULATION

MONTHLY EARNED INCOME MONTHLY UNEARNED INCOME

Gross Earnings:

Child Support:

' Disregard: RSDI:
Mandatory Deductions: Income in Kind:
Earnings Expenses: Other:

Net Earnings: Disregard:

Net Unearned Income:

MONTHLY

Net Earnings:
Plus:
" | Net Unearned:

Total

Less -

MNIL

Spenddown

X X X X
i

Date spenddown met satisfaction date:
Dates of medical eligibility:

(one day after satisfaction date)

INCURRED MEDICAL EXPENSES AND MEDICAL INSURANCE PREMIUMS

(Current liabilities and/or medical bills paid for within the Certification Period)

DATE

PROVIDER / OR THIRD
E
SERVICES FOR INSURANCE COMPANY cosT PARTY NET

CUMUL.
TOTAL




AFDC RELATED EARNED INCOME COMPUTATION

SSI RELATED EARNED INCOME COMPUTATION*

Gross Income:

Mandatory Deductions:

Work Expense:

Child Care Expense:

Transportation:

Other:

Countable Income:

Gross Income:

—65.00

> Remainder:

Countable Income:

AFDC RELATED EARNED INCOME COMPUTATION

SSI RELATED EARNED INCOME COMPUTATION

Gross Income:

Mandatory Deductions:

Work Expense:

Child Care Expense:

Transportation:

Other:

Countable Income:

Gross Income:

— 65.00

% Remainder:

Countable Income:

AFDC RELATED EARNED INCOME COMPUTATION

SSI RELATED EARNED INCOME COMPUTATION

Gross Income:

Mandatory Deductions:

Work Expense:

Child Care Expense:

Transportation:

Other:

Countable Income:

Gross Income:

— 65.00

Y% Remainder:

Countable Income:

AFDC RELATED EARNED INCOME COMPUTATION

SSI RELATED EARNED INCOME COMPUTATION

Gross Income:

Mandatory Deductions:

Work Expense:

Child Care Expense:

Transportation:

Other:

Countable Income:

Gross Income:

—65.00

% Remainder:

Countable Income:

ONE—-DAY SPECIAL AUTHORIZATIONS TO:

DATE PROVIDER

—
AMOUNT ﬂ

*1
i

.

SICNATURE GF ELIG. TECH:

DATE:
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SRS—EA-37 MONTANA DEPT. OF SOCIAL & REHABILITATION SERVICES
(rev. 4/80) Medical Assistance Bureau

ONE DAY SPECIAL MEDICAID AUTHORIZATION

THE MEDICAID PROGRAM IS NOT RESPONSIBLE FOR ANY AMOUNT
IN EXCESS OF THAT MENTIONED BELOW

TO:

This will authorize Medicaid to pay you for services rendered by you on

except for $ , which is the client’s liability.
Name: Birthdate: Client ID:
(to be taken from attached claim) (Mo. / Day / Year)
This client will be eligible during the period: to
{Mo. 7 Day 7/ Year) {Mo. / Day / Year)
TYPE OF ASSISTANCE BENEFIT CATEGORY (Circle One)

3 — State 1 — Aged 2 — ADC - Adult
4 — Medically Needy 3 — Blind 4 — ADC - Child

] male 4 — Medically Needy Child 9 — Foster Care Regular

[] Female

ATTACH THIS FORM TO YOUR MEDICAID CLAIM BEFORE SUBMITTING IT FOR PAYMENT. THE CLIENT MAY
BE BILLED FOR ANY AMOUNT DUE YOU FOR SERVICES ON THE ABOVE MENTIONED DATE IN EXCESS OF

THE AMOUNT LISTED.

{COUNTY) (SIGNED) (DATE)

Original: For use of provider named above Copy retained in case record




DEPARTMENT OF SOCIAL &
REHABILITATION SERVICES
RAVALLI COUNTY OFFICE OF HUMAN SERVICES

310 NORTH THIRD STREET

HAMILTON, MONTANA 59840

o )
FOQD STAMPS /& GENERAL ASSISTANCE

S

has an appointment on at am/pm
The application should be completed before your interview. If you are late it is
possible that you will not be seen that day, but will have to have your appointment
rescheduled.

To detemrmine eligibility for assistance, we MUST have the following documents as they apply
to your case.

1. TIDENTIFICATICON: ITTI. RESOURCES:
-Drivers License -Equity Value on vehicles
-Birth Certificates ~Checking Account Statement-Current
-Social Security Cards (for all ~Current Savings Account Statement
family members) ~Life Insurance Policies
-Alien -CD Numbers, Face Value, Interest
accumulated
2. INCQME: -Vehicle Registrations
-Child Support Verification -Stocks, Bonds, Mutual Funds
-VA Benefits Verification -Mineral Rights
-SS Benefits Verification -Lease Agreements
-Any other determined benefits wverification -Escrow & Trust Funds-locations of
-Wage Slips or Statements from
employer IV. EXPENSES:
-UC Verification-Unemployment -Rent Receipts or Statement
Benefits -Utilities Receipts
-Closure letter from Other State ~Telephone Bill
or County ~-Mortgage Payments
~-Escrow Income -Taxes~Property
—Family Contribution ~Insurance-Property

-Child Care Receipts

V. OTHER:
-Jab Service Registration Card
-Lay off statement
If Verification and documentation is not readily available by your appointment date,
bring in what you have and additional time will be given to you to obtain the items
still needed.

If you fail to keep your appointment without notifying our office (363-1944/45), we
will consider that you are not interested at this time, but will reapply at later
date.



SRIS—FS—1 (Rev. 10/83) MONTANA DEPT. OF SOCIAL & REHABILITATION SERVICES
’ Economic Assistance Division - Food & Nutrition Services For Office Use Only:

FORM APP. OMB NO. 40-R4055
Case Number:

Date received:

\
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APPLICATION FOR FOOD STAMPS — PART 1

STEP 1. Complete Page 1

To begin to apply for food stamps, you can complete this first page, tear it off and give it to us. We are required to take action on
your application within 30 days from the date you give us this first page. So, the sooner you give us the first page, the quicker you
will know whether you will receive food stamps. Now go to Step 2.

STEP 2. Complete Pages 2 - 6

PAGES 2 - 6 MUST BE COMPLETED BEFORE WE CAN SEE IF YOU'RE ELIGIBLE FOR FOOD STAMPS. You can return
pages 2 - 6 to us along with the first page or at the time of the interview we will schedule for you. Try to fill out as much as possi-
ble now. Your Eligibility Technician will help you with the rest during the interview,

Your Name: Phone no. where you can be reached:

Mailing Address: City: State: Zip Code:

If you don’t have a street address, tell us how to get to your home:

Sign here:

IF YOU NEED FOOD STAMPS RIGHT AWAY: INCLUDE AS HOUSEHOLD MEMBERS, THE FOLLOWING
PEOPLE WHO LIVE TOGETHER:

Parents and children, or brothers/sisters, under age 60.

Parents, or brothers/sisters, age 60 or older, if they live and eat meals
with the other household members.

If your household (you and the people who live and eat with
you) has little or no income right now, you may be able to
receive food stamps within a few days. Answer the following

questions only if your household has little or no income and Other people who live and eat with you (except roomers and
needs food stamps right away. boarders).
Have you ever applied for food stamps before? [ Yes BLE

If yes, where did you apply for them last?

And, when did you get food stamps last?

Has anyone in your household received any money so far this month? [:] Yes [:] No

If yes, how much? $

Did your household’s only income recently stop? D Yes [:] No
If yes, when?

Does anyone in your household expect to receive income later this month? D Yes D No D Don’t Know
If yes, how much? $ When?

If you are not employed at this time, when did your last job end? D Quit D Fired or laid off

How many people live in your home and eat with you? {include yourself)

Is anyone in your household 60 years or older? D Yes [:] No

Is anyone in your household receiving Supplemental Security Income {SSI) benefits or Social Security Disability Payments?

ﬁ""’D Yes [ |No

How much do the members of your household have in cash and savings? (give your best estimate of the total)

$




APPLICATION FOR FOOD STAMPS — PART 2

Answer the following questions honestly and completely. If you know but refuse on purpose to give any needed information, your
household {you and the people who live and eat with you) won't be eligible for food stamps.

You may complete this form at home and mail it or bring it to the food stamp office. Or, another member of your household, or
an adult who knows you, may complete and return it to us.

IMPORTANT: When you are interviewed, please bring proof of all household income - for example, pay stubs and award
letters for government benefits (such as SSI or Social Security). You will also need Social Security cards for the people in your
household. We may also need the following items: statements of all household savings and checking accounts; vehicle
registration slips; rent or mortgage receipts; & utility bills. If someone in your household is age 60, receives Social Security
Disab. Benefits or Supple. Security Income benefits, you may need to bring in your medical bills.

Having these items with you could speed up your application.

Your Name:

Mailing address:

City: State: Zip code:

HOUSEHOLD MEMBERS: INCLUDE AS HOUSEHOLD MEMBERS, THE FOLLOWING
PEOPLE WHO LIVE TOGETHER:

Fill in all blanks for each household member, including your- Parents and children, or brothers/sisters, under age 60.

self. For each person who is not a citizen, you will need to Parents, or brothers/sisters, age 60 or older, if they live and eat meals

show the food stamp office an alien registration card, such as with the other househo!d members.

INS Forms 1-151, 1-551, 1-94, or a Re-entry Permit. bogrt:eerrs)?eople who live and eat with you (except roomers and

The submission of the Social Security Number (SSN) for all household members is mandatory under the Food Stamp Act of 1977 as
amended by PL 97-98. Your SSN will be used in the administration of the food stamp program to check the identity of household
members, prevent duplicate participation and to facilitate making mass changes. Your SSN will also be used in computer matching and
program reviews or audits to make sure your household is eligible for food stamps. This may result in criminal or civil action or
administrative claims against persons fraudulently participating in the Food Stamp Program.

Name Birthdate SSN Is this person a U.S. citizen?
(Yes or No)

(Attach a separate sheet if you need more room.)

SRS—-FS—1 (Rev. 10/83) Page 2



RESOURCES

Check either ""Yes” or "Nc¢” about things

account

bonds, other

Cars, trucks, motorcycles, and other vehicles

[ Yes
I Yes
yes
1 Yes
MYes
3 Yes
CJves
Jves

If “Yes' list the year, make and mode! of each vehicle:

a. Checking

b. Savings account

¢. Cash on hand

d. Stocksor

e. Qil, mineral rights

§. Livestock

8. Boats and/or campers
h.

Yesr

i.  Real estate, othar than your bome (for example, land
or buildings you rent 1o others)

j. Do you or anyone in your household own or are you
{they) buying anything not lsed in this section?

D Yes [_JNo

CJNo
CiNo
D Mo
[OnNo
DNo
DNO
[INo
Ono

B“:’es DNO

If yes, list the things owned or being purchased. Do not list household items or personal effects.

Value $
Value $
Value $
Value $
Value $
Value $
Value $
Value $

Year

or anyone in your household owns or are buying. If you check “Yes”, give value.

Model

Value $

if yes, you may need to bring information about the value of the property, any amount owed, and how the property is used.

Value §

Have you transferred, soid, deeded or given away any houses, lots, land, money, etc., within the last 3 months? [:] Yes DNo

If yes, give date and explsin.

INCOME FROM WORK:

Fili in all blanks for each household member with a full or part-time job. If a member has more than one job, list each job separately.

include members who receive inceme from JTPA or WIN. Do not include self-employed household members.

Housshold AMe

mber

Heme of Emplover

Amount of each paycheck before
deductions such as taxes,
retirament or union dues are taken out

How often paig

Is anyone in your household self-employed?

(] Yes

DNo

If yes, give their names.

Plegse Dring last year's Federa: Tax forms for self-employed members of your household. Or, if no such tax forms were filed
last year, bring proof of self-empioyment costs and income.

Has anyone in your househo!d quit a job in the last 60 days?

If yes, what was the date they quit?

SR&-—-F&—-1
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D Yes

DNOW

i



OTHER INCOME AMOUNTS:

Source of Income Household members who
receive this income

Amount of each check
or payment

How often received

\aAFDC (Aid to Families
with Dependent Children)

Social Security —

Blue/green checks

+ SSI (Supplemental Security
Income) — Gold checks

. GA (General Assistance)

VA (Veterans Benefits)

Pensions/retirement income

Unemployment or
+  Workers’ Compensation

Child support & alimony

Money from friends or
relatives (other than loans)

Other (specify} - such as per
capita, lease or rental income

, ROOMERS AND BOARDERS: (Do not include people listed as household members.)

Does anyone pay you for meals, a room, or both?

[:] Yes

Name How much do they pay you?

DNo

If yes, complete the following:

How often

* MEDICAL:

Please list medical expenses for any household member who is age 60 or over, or who receives Supplemental Security Income (SSI)
benefits, Social Security Disability payments or Veteran’s benefits because of a total disability.
. Amount

Medical & dental services

How often is each payment due?

Hospital or nursing care

Health insurance & Medicare payments

Drugs prescribed by a doctor

y Dentures, hearing aids & eyeglasses

Transportation costs to get medical care

Services of an attendant or nurse

. Other (explain)

"

Please list the names of household members who have these expenses:

SRS—FS—1 (Rev. 10/83)
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DEPENDENT CARE: 1

Does anyone in your household pay for someone to babysit or care for a child or a disabled aduilt, so that a member can get work

or training or {ook for a job? [ ves LD
If yes, how much do you pay $ How often? )
Who provides this care? Name: -
Address: Telephone number:
SHELTER:
Please list the amount your household is biiled for each of the following items:
Amount How often is each payment due?

Rent or mortgage payment

Property taxes (if not included in mortgage)

Insurance on home {if not included in mortgage)

UTILITIES:

Check the box next to the utility costs you pay and list the amount you are billed. We must see your utility bills in order to use them as
deductions. If you have an expense for heating separate from your rent or mortgage payment you may be able to use a standard utility

allowance.
Amount How often do you get a bill?

LI Telephone (basic rate)
. Electricity
[ Gas for heating & cooking
1 oi

] Water & sewer service
.. Garbage & trash
i Installation of utilities
] Other (coal, wood)

Does anyone outside your household pay or help you pay any of the medical or shelter costs you've listed above, such as, the Energy
Assistance program for your fuel, the Department of Housing and Urban Development (HUD) or the Bureau of Indian Affairs {BIA)
for your rent or house payment, and so on? D Yes DNO

If ves, which bills do they pay? How much do they pay?

STUDENTS:

If there are students in your household who are {1) between the ages of 18 and 60 and (2) not in high school, complete the foliowing:
Nams of Student School or Program Hours of Class per week
1.

2.

If any of the students listed above receive educational grants, scholarships or loans, complete the following: ‘

Name of Student Total amount of grants, Mos. covered by grants, Tuitien and
scholarships or loans scholarships or loans mandatory fees

1. -’

2.

3.

SRS—FS—1 (Rev. 10/83) Page 5



YOUR RACIAL / ETHNIC HERITAGE:

Although you are not required to provide this information, your cooperation will help determine compliance with Federal Civil
Rights Law. In no instance will this information be used in considering your application.

& If you decline to provide this information, it will in no way affect consideration of your application. We are authorized to ask for
bﬂis information under Title Vi of the Civil Rights Act of 1964.

D Black, not of Hispanic origin [:] Hispanic [:] Asian or Pacific Islander
D American Indian or Alaskan Native D White, not of Hispanic origin

AUTHORIZED REPRESENTATIVE:

You can authorize someone outside your household to get your food stamps for you or to use them to buy food for you. If you
would like to authorize someone, write the person’s name below:

Name: Phone no:
Address:

PENALTY WARNING:

THE INFORMATION PROVIDED ON THIS FORM WILL BE SUBJECT TO VERIFICATION BY FEDERAL, STATE AND LOCAL OFFICIALS.
, IF ANY IS FOUND INACCURATE OR INCOMPLETE, YOU MAY BE DENIED FOOD STAMPS AND/OR BE SUBJECT TO CRIMINAL

PROSECUTION FOR KNOWINGLY PROVIDING FALSE INFORMATION.

ANY MEMBER OF YOUR HOUSEHOLD WHO INTENTIONALLY BREAKS ANY OF THE FOLLOWING RULES CAN BE BARRED FROM
y THE FOOD STAMP PROGRAM FOR SIX (6) MONTHS AFTER THE FIRST VIOLATION, TWELVE (12) MONTHS AFTER THE SECOND

VIOLATION, AND PERMANENTLY AFTER THE THIRD VIOLATION. THE INDIVIDUAL WOULD ALSO BE SUBJECTTOA FINEOFUPTO

$10,000, IMPRISONMENT OF UP TO FIVE YEARS, OR BOTH, IN ADDITION TO SUSPENSION FROM THE FOOD STAMP PROGRAM OF
* UP TO EIGHTEEN (18) MONTHS CONSECUTIVE TO THE ORIGINAL SUSPENSION, AS WELL AS FURTHER PROSECUTION UNDER

OTHER APPLICABLE STATE AND FEDERAL LAWS.

® DO NOT give false information, or hide information, to get or continue to get food stamps.
® DO NOT trade or sell food stamps or authorization cards.

® DO NOT alter authorization cards to get food stamps you're not entitled to receive.

® DO NOT use food stamps to buy ineligible items, such as alcoholic drinks and tobacco.

® DO NOT use someone else’s food stamps or authorization cards for your household.

YOUR SIGNATURE:

» | understand the questions on this application and the penalty for hiding or giving false information or breaking any of the ruies
listed in the Penalty Warning. My answers are correct and complete to the best of my knowledge.

| understand that | may have to provide documents to prove what |'ve said. | agree to do this. If documents are not available, |
» agree to give the name of a person or organization the food stamp office may contact to obtain the necessary proof.

| ALSO UNDERSTAND THAT | AM REQUIRED BY STATE AND FEDERAL LAW TO REPORT TO THE COUNTY FOOD
STAMP OFFICE ANY CHANGES IN INCOME AND MEDICAL COSTS OF MORE THAN $25 PER MONTH; ANY CHANGES
IN THE SOURCE OF INCOME; CHANGES IN RESOURCES IF THEY REACH OR EXCEED $1,500; CHANGES IN HOUSE-
HOLD SIZE; CHANGES IN THE NUMBER OF VEHICLES; ANY CHANGES IN ADDRESS AND ANY RESULTING CHANGE
IN SHELTER COSTS. | FURTHER UNDERSTAND THAT | MUST REPORT THESE CHANGES WITHIN 10 DAYS AND THAT
THE FAILURE TO DO SO MAY RESULT IN A LOSS OF PROGRAM BENEFITS AND IN POSSIBLE CRIMINAL PROSECU-
TION OR PENALTIES AS PROVIDED BY LAW.

Your Signature: Today’s Date:

Witness: (if you signed with an X)

gvlou or your representative may request a fair hearing either orally or in writing if you disagree with any action taken on your case. Your
case may be represented at the hearing by any person you choose.

w This is an equal opportunity program. If you believe you have been discriminated against because of race, color, national origin, age, sex,
handicap, political beliefs, or religion, write immediately to the Secretary of Agriculture, Washington, D.C. 20250.

SRS—FS$—1 (Rev. 10/83) Page 6
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MONTANA DEPT. OF SOCIAL & REHABILITATION SERVICES
Economic Assistance Division — Food & Nutrition Bureau

SHUHLANATION O FO0

Rights/Responsibility Sheet

STAMP PHOGRANM

FOOD STAMPS are coupons that are used like cash to
buy food and garden seeds at participating stores. They
cannot be used to buy tobacco, alcoholic beverages, or
things you cannot eat.

You have the right to request an application to receive
food stamps by coming to the office, sending a request
letter to the office, or by telephoning the office. You may
file the application by mail or by returning it personally
to the office. You may put your name, address and sig-
nature on PART 1, turn it in and turn in PART 2 of the
application at the interview, or you may file the entire
application at one time. We will make a decision on your
application within 30 days of the date you turned in
PART 1, whether or not the rest of the application was
turned in with it.

Household interviews are conducted in the Food Stamp
Office; however, there are certain instances when home
visit interviews or telephone interviews are conducted. If
you feel you will have difficulty coming or are unable to
come to the office, please tell us why on the bottom of
PART 1 of the application. A determination will be made,
and you will be notified of the time and place of the
interview,

If you are eligible to receive food stamps, you will be is-
sued a Food Stamp Identification Card which you will
show when you pick up the stamps and when you buy
food. In addition, you will receive an Authorization to
Participate {ATP) card (either through the mail or directly
from the Food Stamp Office). This ATP card will tell you
how many stamps you are going to receive.

Take your ATP and your Food Stamp ldentification Card
to your issuance office to pick up your food stamps. You
no longer have to buy stamps so the issuance office will
give you the amount on the ATP. The issuance office will
keep your ATP card.

You must report to the local office any changes in your
income, deductions, salary increases, inheritance, unem-
ployment benefits, etc., as well as any changes in your
household, etc. If you do not do this, it could cause you
to lose your food stamps, or not get the amount you are

entitled to according to your actual income and deduc-
tions. Any change must be reported within ten (10) cal-
endar days from the date you first know about it.

IF YOU PLAN TO MOVE, you may be able to continue
receiving food stamps for 60 days after you arrive at your
new home. Report to your current office that you intend
to move and ask that your food stamps be continued. If
moving means a change in your income or rent, or other
changes, be sure to report these also.

IF THE FOOD STAMP OFFICE TURNS YOU DOWN
and you think you are eligible, or you believe they made
a mistake figuring your income, you can ask for a Fair
Hearing. You may also request a Fair Hearing if it takes
longer than 30 days for the Food Stamp Office to decide
on your application. You will be able to tell your side of
the story or point out the mistake. {f it is determined in
a Fair Hearing that you have been wrongfully denied food
stamps, the benefits you lost will be made up to you. You
can get a Request for a Fair Hearing form at any Food
Stamp Office. Contact your local office if you think you
did net receive the right amount of food stamps.

You may be able to get independent LEGAL ASSISTANCE
to either advise or represent you at a Fair Hearing. For
help in obtaining legal counsel or other representation,
contact your County Welfare Office or call the nearest
office of the Montana Legal Services Association.

YOU MAY LOSE YOUR RIGHT TO RECEIVE FOOD
STAMPS by giving false information about your income,
expenses, or the number of persons in your household.
You may also be subject to criminal prosecution.

IT IS A FEDERAL CRIME to obtain, use or transfer
food stamps or ATP cards if you are not authorized.
Persons convicted of these offenses can be fined up to
$10,000 and imprisoned for not more than five vyears.

The Food Stamp Program is available to all people with-
out regard to sex, race, religion, color, national origin or
political beliefs. If you feel you have been treated un-
fairly, you may file a complaint with the U. S. Depart-
ment of Agriculture or request a hearing.

For additional information, contact your local County Welfare Office at or call
the Citizen Advocate Office at 1—800—332—2272 Toll Free
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STATE OF MONTANA
DEPARTMENT OF SOCIAL & REHABILITATION SERVICES

Economic Assistance Division

RELEASE OF
CONFIDENTIAL INFORMATION

AUTHORIZATION TO MONTANA SOCIAL & REHABILITATION SERVICES TO OBTAIN PERSONAL INFORMATION

Client's Name:

SSN:

Address:

(STREET) iy

(STATE) (ZIP CODE)

| authorize the individual, company or agency shown below to

disclose to the County Depart-
ment of Welfare of the Montana Social and Rehabilitation Serv-
ices, the information specified below, which relates to my
eligiblity to receive Public Assistance benefits. | understand
any information obtained will be kept confidential and will be
used only for purposes directly connected with the administra-
tion of benefits or services. | further understand that any infor-
mation obtained may be released to a proper govemmental
agency or court of law enforcement agency for purposes of
legal and investigative actions conceming fraud, collection of
support or establishment of third party liabitity.

INFORMATION SOURCE: Landlords, Neighbors, Employ-
ers, Social Security Administration, Doctors, Hospitals, Vet-
erans Administration, Bureau of indian Affairs, Department of
Labor and Industry, Assessors, Treasurers, County Clerks of
Court, Banks, Credit Unions, Savings and Loans, Buyers of

‘Contracts for Deed/Negotiable instruments.

INFORMATION TO BE REQUESTED: Family Composition, Eamed Wages, Uneamed Wages, Checking Accounts,
Savings Accounts, Stocks, Bonds, Time Certificates, BIA-IIM Funds, Veterans Benefits, Unemployment Compensa-
tion, Workmens Compensation, Loans, Personal Property, Mortgages, Contracts for Deed/Negotiable Instruments,
Real Estate, etc. Also, Medical Reports or conditions to exempt participation in employment or County Work

Program.

DISCLOSURE: Please provide information requested in space below or on back of sheet.

Signature of applicant or authorized representative:

X

Date:
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STATE OF MONTANA
DEPARTMENT OF SOCIAL & REHABILITATION SERVICES

Economic Assistance Division

RELEASE OF
CONFIDENTIAL INFORMATION

AUTHORIZATION TO MONTANA SOCIAL & REHABILITATION SERVICES TO OBTAIN PERSONAL INFORMATION

Client's Name:

SSN_

Address:

(STREET) €1y

(STATH Z1P CODE)

| authorize the individual, company or agency shown below to

disclose to the County Depart-
ment of Welfare of the Montana Social and Rehabilitation Serv-
ices, the information specified below, which relates to my
eligiblity to receive Public Assistance benefits. | understand
any information obtained will be kept confidential and will be
used only for purposes directly connected with the administra-
tion of benefits or services. | further understand that any infor-
mation obtained may be released to a proper govemmental
agency or court of law enforcement agency for purposes of
legal and investigative actions conceming fraud, collection of
support or establishment of third party liability.

INFORMATION SOURCE: Landiords, Neighbors, Employ-
ers, Social Security Administration, Doctors, Hospitals, Vet-
erans Administration, Bureau of indian Affairs, Department of
Labor and Industry, Assessors, Treasurers, County Clerks of
Court, Banks, Credit Unions, Savings and Loans, Buyers of
Contracts for Deed/Negotiable Instruments.

INFORMATION TO BE REQUESTED: Family Composition, Eamed Wages, Uneamed Wages, Checking Accounts,
Savings Accounts, Stocks, Bonds, Time Certificates, BIA-lIM Funds, Veterans Benefits, Unemployment Compensa-
tion, Workmens Compensation, Loans, Personal Property, Mortgages, Contracts for Deed/Negotiable Instruments,
Real Estate, etc. Also, Medical Reports or conditions to exempt participation in employment or County Work

Program.

DISCLOSURE: Please provide information requested in space below or on back of sheet.

Signature of applicant or authorized representative:

X

Date:




Now 10782 STATE OF MONTANA
DEPARTMENT OF SOCIAL AND REHABILITATION SERVICES

REPORT OF EMPLOYMENT INCOME

» Name of Wage Earner

(1 Please supply earnings information for period through

below.

The employee is paid (check one):

[ Weekly 0 Bi-Weekly {1 Monthly [0 Other - Specify

Pay period ending

Date of pay

Gross amount

Amounts withheld from wages:

Federal withholding

State withholding

FICA

Health insurance
[ Mandatory [J Not Mandatory

Credit union

Union dues

Special funds (flower, etc.)
71 Mandatory [ Not Mandatory

Other -- Specify
[ Mandatory [J Not Mandatory

(J Please supply the following information:

If the person is employed by you now, when was he or she hired?
If the person is not employed by you now, please answer the following:

The person was employed from to

The usual gross monthly earnings were $

The reason the employee left was

Is re-employment probable? If so, when?

Remarks:

{1 Present address of employee is?

or last known address is?

v Name of Employer

Address of Employer.

Signature of Person Preparing Report

Date




SRS-FS—-4 MONTANA DEPT. OF SOCIAL & REHABILITATION SERVICES

{new 3/79)

SELF-EMPLOYMENT

Economic Assistance Division — Food & Nutrition Bureau

RECORD

MONTH:

DAY
OF
MO.

DESCRIPTION OF

TOTAL

ARTICLES, GOODS, MATERIALS OR SERVICES RENDERED PURCH. &

EXPENDITURES

TOTAL
SALES &
EARNINGS

—
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N
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N
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N
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-]

N
!}

[2}]
o

31

PARTICIPANT’'S NAME:

CASE NO:

» PARTICIPANT'S SIGNATURE:

DATE:

* County Office will complete the Month, Participant Name and Case Number before giving the form to the household.




SRS-FS-5(New 1/82)

Affidavit of Understanding Regarding Work
Registration Requirements

I understand that under the Food Stamp Act, I will not be
eligible to receive food stamps if T refuse to follow the
requirements to register for work, seek emplovment, and accept
suitable employment. These have been explained to me by nmy
eligibility technician.

Although I may not be required to report to a Job Service Office
at this time, I wunderstand that Jjob location services are
available to me there. I agree to report to +the local Job
Service and do a job search if directed to do so at a later time.
I will accept an offer of suitable employment whether I receive
this offer through a referral from the Job Service Office or
through my own contacts.

Failure to comply with the work registration requirements may
result in disqualification of the entire household from the Food
Stamp Program.

Applicant's Signature

The following are members of the household who are required to
register for work:

4 4
and . I understand that they must also meet
the work registration requirements described to me by the
eligibility technician and summarized above. I will explain to

the household members their work registration responsibilities.

We understand that failure to complv with the work registration
requirements may result in disqualification of the entire
household from the Food Stamp Program.

Applicant's Signature



ArfIDEVIT OF SFEFAXATY NCONOMIC UNMIT

I, the undersigned, cextify that the person(s) listed on ny
application for participation in tha Pood Stamp Proyram,
customarily purchase, gstore and prepare food separately “xomn
other individuals with whom X {we) shsre common living quarters.

I authorize the Welfare Divisicn to verify this statement as
required. I understand fully that in determining the amount of
my benafita that the Welfare Division is yelyine on wmy represen-

taticen herein.

Y realize that failure to repqgrt the TRUE FACTS of my living
arrangaments could rezult in 4 denial of my application arnd/or
ternination o my future participatior,

Signature , o b Date

Case Numbar Witnesas

e ™ G e VR P . W e R Y P R Gk e A e s e O e AP B s R G O N W Ve e — s s Wk S

I8entify name(s) o2 other unig{s) livimg at the reslidencs:

Ramas ) Recsiviag Food Stéupt {(yas ar no}

R PR e —— z

RANPESE A S £ Lomc P 4 A AT e e

3
—

If yes, undexr xhat name(s) is,/axe the uniti{s) receiving stamex?

IEs < -
~




SRS—FS—2 MONTANA DEPT. OF SOCIAL & REHABILITATION SERVICES
(Rev. 383)

Date:

Name:
Address:

Dear

Case Number:

CHANGE REPORT FORM

Use this form to report any of the following changes in your household circumstances:

Changes in your total household income when it goes up or down by $25 or more a month. You don’t have to report
changes in your AFDC check.

Changes in any source of income such as getting a new job or changing jobs.
A car, or other licensed vehicle, if anyone in your household gets one.

Increases in your household’s savings if the total cash and savings of all household members now amounts to $1,500
or more.

Changes in the number of people in your household.
Your new address if you move.

Your new rent or mortgage costs if you move.
Increases in your utilities and dependent care costs.

When total medical expenses of household members age 60 or over, and members who receive Supplemental Security
(SS1) benefits or Social Security Disability payments, or Veterans benefits because of a total disability, go up or down
by $25 or more a month.

You must report these changes within 10 days of the time you learn of them. This will help make sure you get the correct

amount of food stamps.

If for some reason you can’t mail this form, you can report the changes by calling us at:

You can also use this form to report changes in the cost of caring for children or disabled adults, or changes in shelter
costs even if you haven’t moved. If these expenses go up, you may be eligible for more food stamps. For instance, if you
are now using the standard amount for utilities, you should report your actual utility costs whenever they are higher than
the standard. The change may make you eligible for more food stamps.

IF YOU PURPOSELY HOLD BACK INFORMATION ABOUT CHANGES IN YOUR HOUSEHOLD, YOU WILL OWE US THE
VALUE OF ANY EXTRA FOOD STAMPS YOU RECEIVE AS A RESULT. YOU MAY ALSO BE BARRED FROM THE FOOD
STAMP PROGRAM FOR 6 MONTHS OR MORE, AND BE FINED, IMPRISONED, OR BOTH.

Sincerely,

PAGE 1



SRS—FS§-—2 (Rev. 3/83) PAGE 2

IF YOU DIDN'T GIVE YOUR SOCIAL SECURITY NUMBERS

If you have not given social security numbers for all household members, list their names, ages and social security
numbers (SSN) below:

Name Social Security Number

1.

IF YOU STARTED A JOB OR CHANGED JOBS

You must tell us when a household member starts a new job or changes jobs.

Household Member: ] changing jobs L] new job
Name of Employer:
Expected wage: [J weekly [J everytwoweeks [ twiceamonth [ monthly

When will first pay check be received?

IF INCOME OR ANY SOURCE OF INCOME CHANGES

You must tell us if the total income received by your household goes up or down by $25 or more a month. In figuring the
change, use your household’s total monthly income before deductions such as taxes, retirement or union dues are taken
out. You don’t have to report changes in your AFDC check, but you have to report changes in other source of income.

If you have a wage stub or other document which shows what your new income is, please send it in with this form. If you
don’t have a wage stub at this time, please go ahead and report the change anyway.

Name Where does income come from Total New Amount How often received

IF THE NUMBER OR CARS OR LICENSED VEHICLES CHANGES

Has anyone in your household gotten a car, truck, boat, camper, motorcycle or other licensed vehicle since the last time
you told us about the vehicles your household owns?

Make Model Year Make Model Year

Has anyone in your household sold or traded in a licensed vehicle since the last time you told us about the cars or other
vehicles your household owns? How much did you get forit? §

Make Model Year Make Model Year

IF YOUR SAVINGS INCREASE -

You must tell us if the total amount of money that the members of your household have in cash, savings accounts,
checking accounts and in stocks and bonds increases to more than $1,500. How much does your household now have?
$




SRS—FS—2 (Rev. 3/83) PAGE 3

IF SOMEONE MOVES IN OR OUT

, Has any household member moved out or passed away? Are there any new members in your household? If so, please list
them and complete the blanks beow. include newborn children.

If entered household, give age,

Name Entered Left Social Security Number &
household household any income before deductions

1. [ Il

2 O O

3. O L]

If a new person has entered your household we must verify their social security number. Please show your eligibility
tehnician their social security card.

IF YOU MOVED OR YOUR RENT OR MORTGAGE CHANGED

If you moved, what is your new mailing address: City State Zip Code

If you don’t have a street address, tell us how to get to your home: Phone no. where you can be reached

If you moved, you must also list your new expenses below. You can also use this section to tell us that your rent or
mortgage has gone up.

Rent or mortgage payment Insurance on home Property taxes
(if not included in mortgage) (if not included in mortgage
New amount § $ $

IF YOUR UTILITIES OR DEPENDENT CARE COSTS GO UP

Have your utility bills (gas, oil, electricity, etc.) gone up? Have you started paying someone to care for a child or dependent
adult or have these costs increased? If so, you may be eligible for more food stamps. Use the space below to tell us which
costs have gone up, the new amount you are paying and how often you are billed.

Type of Cost New amount How often billed

® P BB P H P




SRS—FS—2 (Rev. 3/83) PAGE 4

IF HOUSEHOLD MEMBER'’S MEDICAL EXPENSES GO UP OR DOWN

List the medical expenses for all household members age 60 or over, and members who receive Supplemental Security ,
Income (SSI) benefits, Social Security Disability Payments, or Veteran’s benefits because of a total disability, if the total
monthly medical expenses have gone up or down by $25 or more.

Amount How often is each payment due?

Medical and dental services

Hospital or nursing care

Health insurance and medical payments

Drugs prescirbed by a doctor

Dentures, hearing aids and eyeglasses

Transportation costs to get medical care

Services of an attendant or nurse

€ (A (H A |66 |8 N (&

Other (explain)

Please list names of household members who have these expenses:

PENALTY WARNING

ANYONE IN YOUR HOUSEHOLD WHO BREAKS ANY OF THE RULES LISTED BELOW ON PURPOSE CAN BE
BARRED FROM THE FOOD STAMP PROGRAM FOR 6 MONTHS OR MORE; FINED UP TO $10,000, IMPRIS-
ONED UP TO 5 YEARS, OR BOTH; AND SUBJECT TO PROSECUTION UNDER OTHER APPLICABLE STATE
OR FEDERAL LAWS:

DO NOT give false information, or hide information, to continue receiving food stamps.

DO NOT trade or sell food stamps or authorization cards to anyone who is not authorized to use them for your

household.

DO NOT alter authorization cards to get food stamps you’re not entitled to receive.

DO NOT use food stamps to buy ineligible items, such as alcoholie drinks and tobacco.

DO NOT use someone else’s food stamps or authorization cards for your household.

YOUR SIGNATURE

| understand the penalty for hiding or giving false information. | also understand | will owe the value of any extra food
stamps | receive because | don't fully report changes in my household. | agree to prove any changes | report. | also
understand that | am required by state and federal law to report to the county food stamp office any changes in income and
medical costs of more than $25 per month; any changes in the source of income; changes in resources if they reach or
exceed $1,500; changes in household size; changes in the number of vehicles; any changes in address and any resulting
change in shelter costs. | further understand that | must report these changes within 10 days and that the failure to do so
may result in aloss of program benefits and in possible criminal prosecution or pentalites as provided by law. My answers
on this form are correct and complete to the best of my knowledge.

Do you expect the changes you have reported will remain the same next month? O YES J NO

If you answered no, please explain:

Your Signature: Today’s Date:

IF YOUR BENEFITS CHANGE

We’'ll use your answers on this form to see if your household’s benefits will change. Before we change your benefits, we'll
send you a notice explaining what will happen. If you don’t agree with our decision, you can have a fair hearing. A hearing
officer will decide if you are right.

i

-



FS-3a (New 8/83). DEPARTMENT OF

SOCIAL AND REHABILITATION SERVICES

TED SCHWINDEN, GOVERNOR P.O.BOX 4210

) STATE OF NONTANA

HELENA, MONTANA 59604

MONTHLY REPORTING AND RETROSPECTIVE BUDGETING

Starting September 1, 1983, Montana will begin a new system of
determining food stamp benefits. This new system 1is called,
"Monthly Reporting and Retrospective Budgeting". If you are
presently receiving benefits, any changes in your income or
household expenses will be handled by retrospective budgeting
procedures. When retrospective budgeting procedures are used,
the food stamp office will base your benefits on your income and
expenses two months prior.

Under this new system, households are required to report their
circumstances monthly except for households whose members are all
over age sixty (60) or permanently disabled and have no earned
income. ‘ '

Your eligibility technician will éxplain this new system to you
before you will be expected to complete monthly reports.

HOW DOES THE FOOD STAMP OFFICE DETERMINE YOUR INCOME?

When you first apply for food stamp benefits, the food stamp
office will use prospective budgeting procedures. When prospec-
tive budgeting procedures are used, your benefits will be based
on the income you have in the current month. To do this, the
eligibility technician looks at your past income and asks you
whether you expect this income to continue. If you do, this is
the amount they will use. But if you are no longer getting this
income, or expect income from a new source, then what you have
received in the past doesn't matter.

When future income is hard to predict, the food stamp office is
allowed to count only the amount of income you are certain will
actually be available to you.

Prospective budgeting procedures can only be used in the month
you apply for benefits and in the month thereafter. Retrospec-
tive budgeting procedures are used in the third and following
months in which you receive benefits.

“AN EQUAL OPPORTUNITY EMPLOYER"



FS-3a (New 8/83)
Department of Social & Rehabilitation Services

HOW IS INCOME DETERMINED UNDER RETROSPECTIVE BUDGETING PROCEDURES?

When the food stamp office uses retrospective budgeting proce-
dures, they will base your benefits on income two months prior.
The only exception is that income received in the first two
months of application from a source which no longer provides
income will not be retrospectively budgeted in the third and
fourth month.

IN RETROSPECTIVE BUDGETING, INCOME MUST BE FIGURED ON A MONTHLY BASIS ON IN-
FORMATION THE HOUSEHOLD GIVES THE FOOD STAMP OFFICE ON A MONTHLY REPORT.

In a retrospective budgeting system, the food stamp office will
require that certain households report their financial situation
each month. The reporting form will provide the food stamp
office with information concerning the household composition,
income, resources, shelter costs, dependent care costs, and
medical expenses, Completing a report form each month is called
MONTHLY REPORTING.

The food stamp office will provide households with a monthly
report form each month. The report form will usually come with
the household's monthly Authorization to Participate (ATP) card
or coupons, The monthly report must be returned to the food
stamp office by the 8th of the month. If it is not, a household
may not receive benefits on time.

IF YOU FAIL TO COMPLETE AND RETURN THE MONTHLY REPORT F ORM, YOU WILL BE GIVEN
NOTICE THAT YOUR FOOD STAMP CASE WILL BE CLOSED AND YOUR FOOD STAMP BENEFITS
WILL STOP. o ’

The food stamp office will consider your monthly report incom-
plete if: o

. it is not signed;

. it is not accompanied by verification of reported
earned income and expenses; oOr

. it omits information the food stamp office needs to
determine your eligibility or level of food stamp bene-
fits.

If you fail to complete and return the monthly report form within
10 days of the date the notice of late or incomplete monthly
report is mailed, the food stamp office will close your case and
stop your food stamp benefits. In order for your household to
receive food stamps again, you must reapply for benefits.

EPB5/h



STATE OF MONTANA
SRS FS5~1(e) DEPARTMENT OF SOCIAL AND REHABILITATION SERVICES
New 9/83
FOOD STAMP PROGRAM
EXPLANATION AND ELECTION
STANDARD UTILITY ALLOWANCE

Food Stamp Program rules allow a household to use its utility
expenses as deductible expenses. Deductible expenses reduce your
countable income and make you eligible for more benefits. Montana
has a year round Standard Utility Allowance which includes util-
ity charges for heat, lights, water, phone, and garbage collec-
tion. Your household is eligible to use this standard when you
are charged for heating at anytime during the year if the charge
is separate and apart from your rent or mortgage payment.

If you are eligible to use the standard utility allowance, you
can choose to use either vour actual monthly utility bills or the
standard allowance. If you choose to use the utility standard,
yvou will not need to furnish the food stamp office with your
utility bills each month. You can choose either the Standard
Utility Allowance or your actual utility bills, but you must use
whichever you choose for twelve (12) months from the date of your
certification.

The standard utility allowances are:

Household Size Monthly, Year Round
1 $100
2 $100
3 $140
4 $145
5+ $163

Please check one block or the other:

[:] I choose to use the Standard Utility Allowance and I under-
stand that I cannot switch from this standard for the next
12 months.

[ 1 I choose to use my actual utility expenses and I agree to
furnish the food stamp office with my utility bills each
month, I wunderstand that by not submitting some of my
utility bills, I will receive a lower deduction. I
understand that in months when my utility bills are lower
than the standard allowance, I will not receive as large of
a deduction as I would have if I had chosen the Standard
Allowance. I understand that I cannot switch to the
standard allowance for the next twelve (12) months.

Signed, Head of Household or
Responsible Household Member

Date

Office use only:

Effective Date
EPR5/1
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w HOUSEROLD COMPOSITION

Name
-
W
h .
RESOURCES
-
-
-
N
. Amount & Source
-
-
S; SLTER
%  Rent or Mortgage payment
Utilicy
. YiCATION
Perfod to

Inftial Hooth. Anmt.
i« Ongoing Month"Aact.

——————

EA-P-31

Date of request




{

O
(]

4
=3

Cert. period

to

Amount

DATE

Cert. period

to

Amount

DATE

Cert. period

to

Amount

DATE

Cert. peridd

to

Amount

DATE

Cert. Period

Amount




SRS-FS-20 (Rev. 3/83)

- Application Worksheet

Food Stamp case number

Case name
Ethnic code

““wrork Registration

Household Are work registration  If yes, give date received
Member No. forms necessary? If no, give code letter
- T Yes = No
2 "7 Yes [ No
3 "I Yes I No
.- 4 “ Yes [ No
5 i Yes [~ No
6  Yes [ No
7 T Yes [ No
]
8 “iYes [ No
9 T Yes [ No
10 T Yes [ No

Work Registration Codes

A. Under age 18 or age 60 or over

B. Mentally or physically disabled

C. Cares for child under age 12 or incapacitated person

D. Cares for child under age 18 and another member is registered or employed
E. Subject to and participating in WIN

F. Receipt of or registration required for unemployment compensation

G. Participates in drug addict or alcoholic treatment program

H. Works at least 30 hrs. per week or receives weekly earnings equal to Federal
minimum wage x 30

I. Student exemption

] age .
CltlzenShlp (see back page)

Social Security Numbers (All household members must have a #, see back page.)

—
Students (see back page)

Workspace—Licensed Vehicles

W The $4,500 market value limit applies to all licensed vehicles except a vehicle used to
transport a physically disabled household member, vehicles used as income producers
(taxi, tractor, etc.) or as a home.

-

Primary Vehicle and Vehicles Used for Work

Make

Year

Fair market value $ 3 $

Minus value limit -$4,500.00 -$4,500.00 -$4,500.00
WSE cess value $ $ $

Equity value is excluded on the first vehicle and on any vehicles used:

® 1o produce income.

e for transportation to work, or

e for transportation to training or education preparatory to employment. If both
excess value and equity apply to the same vehicle, the greater of the two
amounts is counted.

Other Licensed Vehicle

Make
Year

Fair market value $ Fair market value 3

-$4,500.00

Excess value $

Minus value limit Minus amt. owed -5
Equity value $

If both excess value and equity value apply to the sample vehicle, the greater of the
two amounts is counted as a resource.

%.Resources (do not enter the value of excluded resources)

Checking accounts $

- Savings accounts (Include IRA’
and certain Keough Plans)

-
Cash on hand
Stocks, bonds, etc.

& B B .

: Real estate (equity value)

“Countable value of licensed vehicles
(use workspace above)

Dther

Total household resources $

7 $1,500 O $3,000

8,15 ximum resources limit for household:

Verification of resources (if necessary)

Self-Employment Income (Include room and board payments)

Source of Income

Gross Monthly Amount

Verification

% 3 sehold Member

Total gross self-employment income
Subtract monthly business costs
a. List monthly income before taxes

& A B B P

add to sum on line “b” wages & salaries,

2
pg Paoce 1



Page 2

ages, Salaries or Other Income from Employment (do not count excluded income)

gor members currently on strike, enter income before the strike.)
i

‘;ousehold Member Source of Income Gross Monthly Amount Verification

$
$
$
$
b. Total gross employment income, include$ (enter on line 1, pg. 3)

line “a” (self-employment income) pg. 1

. ducational Grants, Scholarships or Loans

oo

Enter monthly income received

from educational grants, etc. $
Less monthly tuition and

mandatory fees -5

¢. Balance = §
éj nearned Income
“do not count excluded income)

$

+ $

% + 8

. +3

d. Total unearned income

%,] (Line ¢ + Line d) = $ (enter on line 2, pg. 3)
edical Expenses (List medical expenses for any household member who is age 60 or over or who receives Supplemental Security Income (SSI) benefits
benefits or Social Security Disability payments or Veteran’s Benefits because of a total disability. Do not count reimbursable expenses.)

Monthly Verification
Amount (if necessary)
Medical and dental services $
ospital or nursing care $
. Health insurance and medicare payments $
Drugs prescribed by a doctor $
«Other (specify) $
Total $
Less — $ 35.00
e$  (enteronline 13, pg. 3)
Dependent Care
!lndividual receiving care . f. Monthly cost S Maximum, if less $
(enter lesser amount on line 15, pg. 3.)
Actual Verified Monthly Amount
Shelter COStS Monthly Charge Billed
Telephone (basic rate) $ Rent or Mortgage $
Electric $ Lot Rent h)
B Gas $ Taxes $
Oil $ Insurance $
Water and sewerage $ Verification Notes:
Garbage and trash $
nstallation of utilities $
Other.
-nMonthly Utility Charge $ Standard Utility Allowance
or Total Verified cost
, Total Utility Standard $ whichever is greater: $
(Allow utility standard only if there is an obligation to pay a heat bill separate from rent or Total Shelter Costs g $

) mortgage.) (Enter on line 17, pg. 3)
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- MONTH
HOUSEHOLD SIZE

GROSS MONTHLY INCOME (GMI) (Do not

it excluded income)

. Gross Earned Income
(Line “b”, pg. 2)

2. Gross Unearned Income +
=] (Line “d"”, pg. 2)

3. Total Income (Lines 1 & 2) =

4. GMI Standard (Does not apply to households with
.. elderly or disabled members)
as| 5. GMI Eligible

Oy ON oy ON

NET MONTHLY INCOME (NMI)

6. Gross Earned Income (Line 1)

7. Less 18% Line 6 -
8. Balance =
9

-

, . Plus Unearned Income +
“ (Line 2)

10. Total Income =
11. Less Standard Deduction -
H 12. Balance =
13. Less Medical over $35 -

(Line “‘e”’, pg. 2) (Age 60 or Disabled)
q 14. Balance =

15. Less Dependent Care Cost (Line “f”, pg. 2) -
Not to Exceed Limit

= 16. Balance =
T 17. Total Shelter Cost (Line “¢”, pg. 2) =
18. Less 50% Line 16 -
wa |9 Balance =

D If household has a member age 60 or who receives SS or SSI Disability or Veteran’s Benefits becau;e of a total disability, Enter Line 19 on Line 23.

20. Maximum Combined Shelter &
Dependent Care Deduction

21. Less Dependent Care Cost, —

Line 15
22. Balance =

. Enter Line 22 or 19, whichever is less. —
Subtract from line 16

. Balance (Equals Net Monthly Income) =
(If allotment table is used, round up to nearest dollar)

. NMI Standard
. NMI Eligible Ovy ON Cy [ON

TI;ENEFIT COMPUTATION
27. Amount Thrifty Food Plan
- 28. Less 30% Line 24 -

T {Round up to nearest dollar)
1 29. Monthly Coupon Allotment | 5

. 30. Prorate Benefit for Initial Application Application filed
) and Late Recertification ] Recertification filed

')iSpOSitiOIl (See page 4 when pending or denying application)

A pproved "1 Expedited Service Household size
Uication period from / / to / / Allotment: Full month $.______ [Initial month §
—J Change Slip Given to Household Eligibility worker

P Date i /



Citizenship

t alien members, type of verification and date provided: List members whose citizenship is questionable, reason questionable, type of veri-
fication and date provided:

ocial Security Numbers

ior all members enter person’s name & how SSN verified, i.e., “SS card viewed”. (If this was done previously, check the open blank.) If some problem, give member’s name and
patus, i.e., SSN applied for, SS-5 on file 4-1-83.

1. 5.
6.
7.
4. 8.
tudents Student Eligibility Codes

Household Date Eligible Status A. Responsible for care of a dependent household member under age 6 or under

Member No. Enrolled Eligible? Code age 12 when adequate child care is not available.
7 Yes [ No B. Disabled or under age 18 or over age 60
[J Yes [C No C. Employed at least 20 hours per week
T Yes [ No D. Participate in a federally financed work study program
7 Yes —1 No E. Receives AFDC benefits.
J Yes [ No F. Less than half-time student or not attending institution of higher education
] Yes [ No

@uthonzed Representatives

Name Name

ppddress (if non household member) Address (if nonhousehold member)

s anyone eligible for meals-on-wheels or communal dining? [J Yes [ No

lSpOSlthﬂ (When not approved)

7 Pended [Z Denied

Reason Reason

Eligibility worker Eligibility worker

ate / / Date / /

Remarks

S ~ ~ Page 4



- STATE OF MONTANA
SRS—FS—20C DEPARTMENT OF SOCIAL & REHABILITATION SERVICES

(New 183) FOOD STAMP MONTHLY COMPUTATION WORKSHEET

- Hame Date

| HousEHOLD SIZE VERIFICATION
PROS RETRO NOTES

count excluded income

1. Gross Eamed Income NOTE:

e sraan Ao o
- 2. Gross Uneamed Income |10 ncome +
: : (Une 8 F5-20) egeif-empioyment
3. Total INCOME Winee 182 | rmmonat =
4. GM! Standard loens & grants

5. GMI Eligible : Oy ON 1 ov ON

» | GROSS MONTHLY INCOME (GMI) (Do not
)

NET MONTHLY INCOME (NMI)
6. Gross Eamed Income (e 1)
7. Less 18% Line 6 -
8. Balance =

9. Plus Uneamed Income +
(Lne 2

10. Total Income =
o 11. Less Standard Deduction -
12. Balance =

13. Less Medical over $35 -
" (Age 60 o Disabled)

14. Balance =
15. Less Depefdent Care Cost -

Not to Exceed Limit

16. Balance - =

17. Total Shelter Cost =
(Line 20 FS-20)

- 18. Less 50% Line 16 -

19. Balance =

» If househoid has &8 member age 60 or who recelives SS or SS| Disabllity, Enter Line 19 on Line 23,

o 20. Maximum Combined Shelter &
Dependent Dare Deduction

21. Less Dependent Care Cost, -

Une 15
22. Balance =

23. Enter Line 22 or 19, whicheveris less. -~
Subtract from line 16

24. Balance =
25. NMI Standard
26. NM! Eligible Oy ON oy ON

BENEFIT COMPUTATION
27. Amount Thrifty Food Plan

- 28. Less 30% Line 24 -
& -t 29. Monthiy Coupon Allotmant

Effective Date

Worker

Date Posted to HPR Card | .
Clerical Worker [




m SRS—FS—11

MONTANA DEPT. OF SOCIAL & REHABILITATION SERVICES

(Rev. 11/81) FOOD STAMP NOTICE OF DECISION
Name: Case No:
S Address: Auth. Rep.: -
- City: ___State: Zip: ___App. Date:
TYPE OF ACTION: ] New Application {J Change [ Re-Certification
ACTION TAKEN: C Approval [} Pended 1 Denial I Close {7 Restore or Supp. Benefits
w Household size: _ - — AFDC [ Non-AFDC Mail Issuance: Effective date: ___

FOR MORE INFORMATION CONTACT:

- Worker: - . Pnhone: Date:
Explanation of Action Taken: L} Your application has not been approved because:
We are writing to tell you about the action which the
-
County Welfare Department has
taken on your food stamp case. We have explained the action
- next to the boxes marked: :
[ You will receive food stamp benetits during the month(s) of Legal base for action: CFR
Manual Reference:
[ You didn't do everything required for us to find out if you
™ The first month you will receive _ which covers the are eligible for food stamps. Here's what you still need to do:
month(s) of _
™ After this month, you will receive
]
“Use Only for 30-day or 60-day Certifications Which are . .
Approved After the 15th of the Month If_you do this by - you won t need to rggpply.
[} We have found that your household no longer qualifies for
- (] In order to continue to receive food stamp benefits the food stamp benefits you have been receiving. Your benefits
without a break. you need to file a new application by: will be:
. ] Ended on:
- (See instructions on the back of this letter about contin [ Reduced to: per month
uing your food stamp benefits.) on:
- This change is being made because:
(] Because you needed food stamps right away. we postpon-
ed asking you to give us certain information. Before you receive
. additional food stamps. you must bring in or mail the following
information:
Legal Base for action: CFR
- Manual Reference:

If this information results in a change(s) in your eligibility "

benefits, the change(s) will be made without giving you ad-
W vance notice.

[ We have found that you are eligible for:
L] increased
» [ supplemental benefits for the period
in the amount of

[ restored or

"

Request for Fair Hearing: You can have a fair hearing on your
case if you do not agree with our decision. To request a hear-
ing. fill out & return the request on back of this form.

You can continue to receive food stamps at your current rate if

you request a hearing by .
You can then receive them until your hearing is decided or your
eligibility period ends, whichever comes first. If. however, the
hearing finds that our decision was correct, your househotd will
owe us the value of the extra food stamps you received.

Ethnic Group: [JBUTHITAILIALIW Date posted to HPR:
DISTRIBUTION:

Original to Clerical Unit and then to case file

Clerical Worker:

Copies 1 & 2 to household



CONTINUING FOOD STAMP BENEFITS

To begin the recertification process, complete the first page and as much of the rest of the
application as possible and mail or bring it to us. If you can't mail or bring in the first page,
someone else can do it for you. If we receive the first page of the application by the date shown on
the front of this letter, you complete the certification requirements and are found eligible, you will
continue to receive food stamps without a break, Otherwise, your benefits may be late,.

Please call and let us know if you cannot send your application on time. If you were sick or have
another good reason and qualify, you will get all the food stamps you missed. If we decide you did
not have a good reason for applying late, you can appeal our decision by asking for a fair hearing.

FAIR HEARING REQUEST

You can have a hearing if you do not agree with our decision on the front of this notice. At the
hearing you will have a chance to explain why you disagree. A Hearing Officer will decide who is
right.

You can still request a hearing after the date written under the hearing clause on the front of this
form, but you won't be able to receive food stamps at your current rate, If you want to discuss our
decision or ask any questions about how a fair hearing works, call the food stamp office.

If you would like a fair hearing fill out one page of this form and mail to:
Hearing Officer
Montana Dept. of Social & Rehabilitation Services
P.0. Box 4210
Helena, MT 59604

(Use this space to tell us why you want a fair hearing):

If you are requesting a hearing because of a reduction in benefits, please check one of the following:
[ 1] I want to continue receiving the amount of food stamps T now receive until the hearing,

[ 1 I do not want to continue receiving the amount of food stamps I now receive until the hearing.

(Your Signature)

Telephone number where you can be reached:

Today's Date:

LEGAL AID

If you are dissatisfied with any decision of the Department affecting benefits you are receiving or
have applied to receive, you may be entitled to independent legal assistance. For help in obtaining
legal counsel or other representation, contact the Eligibility Technician at your County Welfare
- Office or call the nearest office of the Montana Legal Services Association.

If this presents some problem, please contact you local County Welfare Office.

FOR OFFICE USE ONLY:

MNntn waradwrad hyr Hoavine (F€Edrore



SRS—FS—22 STATE OF MONTANA
{rev. 11/78) DEPARTMENT OF SOCIAL & REHABILITATION SERVICES

OF CHANGE TO
|

NAME: CASE NO:

ADDRESS:

ACTION TO BE TAKEN: [ |NewCert. [ |change [ ]close [ ]Restore Lost Benefits or Supp. Benefits
ALLOTMENT: CERTIFICATION PERIOD:

(Use Variable Allotments when changes are anticipated within the certification period)

1.  Variable Allotment: Month(s)

2. Variable Allotment: Month(s)

(NOTE: Clerical Worker will enter the Variable Allotment on a separate line on HPR card)

H. H. SIZE {AFDC or NON—AFDC) ETHNIC GROUP

B H Al A w

RESTORATION OF LOST BENEFITS OR SUPPLEMENTAL BENEFITS

Period of Recovery:

Amount to be Restored: $

AUTHORIZED REPRESENTATIVE:

DATE: ELIGIBILITY WORKER:

DATE POSTED: CLERICAL WORKER:

DISTRIBUTION: Original to Food Stamp Clerical Unit and Duplicate to Case File.



SRS-FS-71
(New 7/83)

STATE OF MONTANA
DEPARTMENT OF SOCIAL & REHABILITATION SERVICES
Helena, Montana 59604

NOTICE OF LATE OR INCOMPLETE
MONTHLY REPORT, FOOD STAMP PROGRAM

(Name and address of County Welfare Office)

TO: FROM:

Eligibility Technician

Date

] Your “Monthly Eligibility and Income Report”, due the eighth (8th) day of this month, has not been returned to our
office. Your case will be closed if you do not return your report by the date shown below. If for some reason you did
not receive this report or need help in completing the report, please contact our office.

[J  We have received your “Monthly Eligibility and Income Report” for FOOD STAMPS. However, we still need the
following information in order to determine whether you continue to be eligible for benefits:

IF THIS INFORMATION IS NOT RECEIVED BY. , YOUR
CASE WILL BE CLOSED EFFECTIVE FOR FAILURE

TO COMPLY WITH AGENCY REQUIREMENTS. Once your case is closed you will need to reapply for benefits. There may
be a waiting period for your reapplication interview.

Legal Basis for Action:
ARM 46.11.120
7 CFR 273.21

SEE BACK OF NOTICE FOR
FAIR HEARING REQUEST

Distribution:  Original to client; copy to case file.



IMPORTANT

If you disagree with the action taken by the County Welfare Office, request a fair hearing immediately. I a fair hearing is
requested within ten (10) days of the maiting date of this notice, and if the State Department of Social and Rehabilitation
Services determines that the issues concern facts or judgments relating to your individual case, rather than State policy,
the action will not be effective until the fair hearing decision is rendered.

You have ninety (90) dayé from the date your case is closed to request a fair hearing.

Fair hearings are conducted by the Department’s Hearing Officer. Decisions by the Hearing Officer are binding on the
Department and must conform to Federal and State Law, regulation or policy and must be based exclusively on evidence
and other material introduced at the hearing.

The right to a fair hearing on the county’s action includes an administrative review of the action and a pre-hearing
conference on the action.

The purpose of the adrhinistratfve review is to permit you to discuss the proposed action with representatives of the
Department; to present additional information to the Department concerning the action; and to obtain additional explana-
tions from the Department of the reasons for the action.

The purpose of the pre-heariﬁg conference is to consider simplification of the legal and factual issues in preparation for
the fair hearing; to obtain admissions of fact and documents which will avoid unnecessary proof in the fair hearing; to
explore any possibility of settlement of the parties’ differences; to establish what evidence and witnesses will be
presented in the fair hearing; and to discuss any other matters which may aid in the disposition of the fair hearing.

You may be represented by'an attbrney, or by a relative, friend or other spokesperson, or you may represent yourself. The
Eligiblity Technician at your County Welfare Office can tell you where and how to obtain free legal help.

A request for a fair hearing need not be in writing. However, the blank below is provided for your convenience. Fitl in, sign

and mail to:
Hearing Officer — Box 4210 — Helena, MT 59604
REQUEST FOR FAIR HEARING
CLAIMANT’'S NAME: SOCIAL SECURITY NO: PHONE:
STREET ADDRESS: CITY: ZIP CODE:

This is to request a fair hearing. | am making this request because:

| have an attorney: ] Yes [INe. My attorney’s name is:

His/her address is: . His/her phone number is: ’

(CLAIMANT OR AUTHORIZED REPRESENTATIVE) (DATE)




¢ +

= DEPARTMENT OF HEALTH AND HUMAN SERVICES

SOCIAL SECURITY ADMINISTRATION

Form Approved
OMB No. 0960-0066

FORM SS-5 — APPLICATION FOR A
" SOCIAL SECURITY NUMBER CARD

‘o  (Original, Replacement or Correction) MICROFILM REF. NO. (SSA USE ONLY)
Unless the requested information is provided, we may not be able 1o issue a Social Security Number (20 CFR 422.103(b))
- - ] - -
INSTRUCTIONS Before completing this form, please read the instructions on the opposite page. You can type or print, using pen with dark biue or
TO APPLICANT black ink. Do not use pencil.
NAME TO First T Middle ¥ Last
) BE SHOWN X 1
L] 1 ON CARD { !
FULL NAME AT First 1 Middie | Last
BIRTH (IF OTHER |
THAN ABOVE) ! !
OTHER i
- NAME(S)
USED
MAILING (Street/Apt. No., P.O. Box, Rural Route No.)
ADDRESS
- =4 CITY STATE : ZiP CODE
|
4 CITIZENSHIP (Check one only) ETB RACE/ETHNIC DESCRIPTION (Check one only) (Voluntary)
. . o a. Asian, Asian-American or Pacific islander (Inciudes persons of Chinese,
= D a. US. citizen ; D Filipino, Japanese, Korean, Samoan, etc., ancestry or descent)
D b. Legal alien allowed to work DbA Hispanic (Includes persons of Chicano, Cuban, Mexican or Mexican-
American, Puerto Rican, South or Central American, or other Spanish ancestry
’ [0 « Lesat alien not allowed to work or descent)
L D d. Other (See instructions on Page 2) s Dc Negro or Btack (not Hispanic)
Dd. North American Indian or Alaskan Native
D e. White (not Hispanic)
MONTH T DAY 1 YEAR | AGE. PﬁESENT . CITY . STATE OR FOREIGN COUNTRY : FCi
- DATE ! ] SONRY !
1 3 1 AGE g t
B b 7 8 ' [
BIRTH \ | ; . | t
1 1 = ! ]
4 MOTHER'S First T Middle ! Last (hermaiden name)
- NAME AT ! !
HER BIRTH ! .
FATHER'S First I Middle | Last
NAME ! |
1 ]
. a Hasthe persontistedinitem 1 above or | MONTH TYEAR
anyone acting on that person’s behalf D YES (2) D NO (1) D Don'tknow (1) If yes, : :
ever applied for a social security number card before? when: 1
b Was a card receved? . If you checked yes to a or b, complete
) O ves @ Ono @y [ oont know (1 items ¢ through e: otherwise go to ftem 11.
¢ Enter Social Security Number { J [ J - { J l J_ I ] [ I l
d. Enter the name shown on the most recent social security card e Date ot MONTH ! DAY ] YEAR
-] birth correction ! '
(See Instruction 10 ! 1
. on page 2) ! i
1 ToDAY'S MONTH [ DAY T YEAR Telephone number where we HOME N OTHER
= DATE } 1 1 l 2 can reach you during the ’ !
- 1 | day. Please include the area code. 1
WARNING: Deliberately furnishing (or causing to be furnished) false information on this application is a crime punishable by fine or imprisonment. or both.
YOUR SIGNATURE YOUR RELATIONSHIP TO PERSON INITEM 1
- 14 O se [ Other (Specity)
WITNESS (Needed only if signed by mark "X") WITNESS (Needed only if signed by mark “X")
i DO NOT WRITE BELOW THIS LINE (FOR SSA USE ONLY) DTC | SSA RECEIPT DATE
SSN
ASSIGNED - -
NPN
" BIC SIGNATURE AND TITLE OF EMPLOYEE(S) REVIEWING
DoC NTC CAN EVIDENCE AND/OR CONDUCTING INTERVIEW
-+ TYPE(S) OF EVIDENCE SUBMITTED
MANDATORY DATE
" D IN PERSON
INTERVIEW
CONDUCTED DATE
|
iDN | 1TV | bCL




DEPARTMENT OF SOCIAL &
REHABILITATION SERVICES
RAVALLI COUNTY OFFICE OF HUMAN SERVICES

X TED SCHWINDEN, GOVERNOR 310 NORTH THIRD STREET
| e STATE OF MONTANA
{406) 363-1944 HAMILTON, MONTANA 59840

MEDICAL~-NURSING HOME

has an appointment on at am/pm
The application should be completed before your interview. If you are late
it is possible that you will notbe seen that day, but will have to have your
appointment rescheduled.

| To determine eligibility for assistance, we MUST have the following documents
| as they apply to your case.

| 1. IDENTIFICATION: III. RESOURCES:
g -Birth certificates -Checking Account Statement-Current
! -Baptismal Certificates -Savings Account Statement-Current
‘ -Proof of Age from Social Security -Contracts of Property Transfers
-Social Security Cards (For all -Life Insurance Policies
family members) -Burial Agreement
-CD Numbers, Face Value,
IT. INCOME: Interest accumulated
~ -VA Benefits Verification -Vehicle Registrations
-SS Benefits Verification -Stocks, Bonds, Mutual Funds
-Any otiker Determined Benefits -Property Tax Receipts
Verification -Mineral Rights
-Closure Letter from other State -~Lease Agreement.
or county ~-Escrow & Trust Funds-~locations of
~Escrow Payments
~Family Contribution IV. MEDICAL:
-Interest Income -Copy of Medicare Card

-Hospital/Medical Insurance Policy
~Health Insurance Premium

V. OTHER:

-Face Sheet

-Appt. for Safety Deposit Box

-Power of Attormey, or Other legal

documents
If verification and documentation is not readily available by vour appointment
date, bring in what you have and additimal time will be given to you to obtain
the items still needed.

If you fail to keep your appointment without notifying our otfice (363-1844),
we will consider that you are not interested at this time, but will reapply
at a later date.



35RS—EA—1(e) MONTANA DEPARTMENT OF SOCIAL & REHABILITATION SERVICES

"rev. 9/78) Economic Assistance Division
County:
FACE SHEET H. H. No:
SURNAME: FIRST NAME: Date:
) Ph :
%’ CROSS REFERENCES: one
i P ———————— m—— m— - 3 —
f MEMBERS OF HOUSEHOLD
NAME BIRTH- | ortupLace | ReLaT. | Race |Reuigton] epuc. | soc. sec. no. | VETER. | CENSUS
- DATE STATUS {NUMBER
Man
Woman
e
4,
b.
w | 6
7.
8.
“ 9.
10.
11.
” 12.
Deceased Spouse
 CURRENT ADDRESS
o v . e kS R Enann .
STREET & NUMBER CITY COUNTY STATE FROM TO
"
- FAMILY STATUS
[Isingte [[Ipivorced [Omarried [Jpeserted [Jwidowed [[] separated [J other
) mrrrprTrTTres— T T T T, TERMINAT!ON -
DATE TOWN STATE DATE TOWN STATE
Present Marriage:
- Former Husband (name)
]
Former Wife {(name)
-
Court Stipulations (support orders, custody, etc.)
Other agencies or persons interested:
-
- ADDRESS “ADDRESS ] RELATION.




APPLICATION

¥ SRS—EA--1A
Rev. 8/83]
ot REDETERMINATION FOR ASSISTANCE  Pwe20f5
@ P> PLEASE PRINT CLEARLY € H. H. No.
W COLUMNS: A B C D E F G
é Birthdate Social Security Child
) Number Support
Print the names of all persons who Mo./Day/Yr. and Full Time | Code
live in your present household: B Sex |Relationship| Indian Enroliment | Student? | See Item 22
w] First Middle Initial Last ithplace |\ | 1o Applicant Number YesorNo| Below
M
g, Mor) [/ SSN
- 1E
2 (Woman) (Maiden) / / SSN l
IE
. /7 SSN
3. IE
4 / / SSN
. : 1E
/ / SSN
5. IE
[/ SSN
s1 6. IE
yA SSN
7. lE
. / [/ SSN
8. IE
[/ SSN
9 IE
ol TO LISTANY ADDITIONAL PERSONS WHO LIVE IN YOUR HOUSEHOLD, ASK FOR PAGE 2A, FORM EA—1A
22. COLUMN G ENTRY: Print one of the following code letters that shows the reason why the parent cannot support each
Child that is listed above. If both Parents are in the home, pick the code that applies to the Father. If there is an absent
o parent, choose the code letter that applies to the absent parent.
CODE: CODE: CODE:
1. Separation (SP) 5. Desertion (DS) 9. Jail, or Prison (JP)
o 2. Unemployed Parent (UP) 6. Incapacity (IC) 10. Death (DE)
3. Divorce (DV) 7. Medical Institution (M) 11. Armed Forces (AF)
4, Unmarried—Paternity (PE) 8. Unmarried—Paternity (NE) 12. Deported (DP)
4 Established Not Established
-
23. If the parent is absent from the home, how long has he been gone? ... ... months
24. Are there any members of your household that do NOT need assistance? OYes [ONo
. If “YES,” list their names here:
” 25. Have you received any money from any other Welfare Agency in the last 4 months? [] Yes [] No
When: Mo. ........... Day ........... Yro oo Where ... .
26. Do you intend to make your home in Montana? [] Yes [J No How long in present county............... Months
" County of Legal Residence ...............c....iiiiiinis, Current Address ...
27. MONTHLY EXPENSES:
i RENT: $ MORTGAGE PAYMENT: § WATER:
,LIGHTS: s TAXES: $ SEWER:
HEATING FUEL: $ TELEPHONE: $ OTHER:
¥
MEDICAL PAYMENT $ SUPPORT and ALIMONY $




' Employment Registration and Related Data:

Page 3 of 5

40, Are you currently registered for work at the local employment office? OYes [ONo
41, Have you filed for unemployment, or workmen’s compensation? [OYes ([JNo
42. Have you been out of work for 30 days, or more? [OYes [INo
.! 43. Have you refused a job in the last thirty days? OYes [INo
44, Are you currently working 100 hours, or more, in a month? OYes [ONo

45, If your answer to 44 was YES, list the details here:

[ 46. EMPLOYMENT HISTORY FOR THE LAST 3 YEARS. (List the most recent employer first.)

DATA FOR APPLICANT

DATA FOR SPOUSE OF APPLICANT

Employer’s Name City State From To

? Employer’s Name City State From To
|

A

50. LISTING OF ASSETS. Print the estimated dollar ($) value of the assets listed below that YOU, OR YOUR

g SPOUSE, OR ANY OTHER MEMBER OF YOUR HOUSEHOLD possess. If YOU, or any member of your
household DO NOT HAVE the asset listed below, then place a

clothing and household furniture should not be listed below. An entry is required for each asset line.

in the column marked “NONE.” Personal

i ASSETS / NONE| Yours Spouse Others ASSETS / NONE| Yours Spouse Others
Checking Account(s) $ $ $ Automobite No. 1 $ $ $

[ Savings Account(s) $ $ $ Automobite No. 2 $ $ $
Money NOT in a Bank $ $ $ Truck $ $ $

) | Credit Union Shares $ $ $ Trailer or Camper $ $ $

E’ Savings Bond(s) $ $ $ Boat or Snowmobile $ $ $
Retirement Fund $ $ $ Motorcycle $ $ $

! Stocks or Bonds $ $ $ Tools, hand & powered $ $ $

' Burial Funds $ $ $ Farm/Business Equipmt. $ $ $
S:ZL E:;aﬁome $ $ $ Livestock or Poultry $ $ $
Other Real Estate $ $ $ Safety DP, CD, etc. $ $ $

51. Do you, or your spouse, have any life insurance? [JYes [J No Company ...
Face Value $.... ... ... . Cash Value $. ... ... ... Policy No. ... oo
_ 52. In the last 2 years, have you, or any member of your household, sold or given
l away, a house, building, real estate, or other property to another person(s)? O Yes [ No

If your answer is “YES" list the details in item 80, supplemental page.

'




Page 4 of 5

60. INCOME LISTING. Print the amount of money received by YOU, YOUR SPOUSE, or any other member of
your household in the correct column, below. |f you DO NOT RECEIVE income from the sources listed below,
make a in the “NONE" column. For any income that you receive but is not listed in column A, below, print

the amount in the line marked “ANY OTHER INCOME.”

A B C D E F
/ How Often
TYPES OF INCOME NONE YOURS SPOUSE OTHERS Received

UNEMPLOYMENT COMPENSATION

WORKMEN'S COMPENSATION (IA)

SOCIAL SECURITY BENEFITS

RAILROAD RETIREMENT

VETERANS ADMINISTRATION BENEFITS

RETIREMENT OR PENSION INCOME

ARMED FORCES ALLOTMENT

ALIMONY AND CHILD SUPPORT

RELATIVE CONTRIBUTIONS

INCOME FROM MORTGAGE, or Sales Contract

RENT FROM REAL ESTATE PROPERTY

INCOME FROM ROOMERS, or Boarders

INTEREST FROM SAVINGS ACCOUNT

MONEY FROM INDIAN TRIBAL FUNDS
B.1.A., and/or L.I.M.

OIL OR MINERAL BENEFITS

@O H |~ A |8 |6 P &8 &2 | (A & A v |

“H |H &H A A | A | B |l | |19 B P A

¥ P (A B (&2 (A A (A &/ A (A (A & [&H |&p

ANY OTHER INCOME

$

$

$

If you expect to receive income from any of the above sources, explain in Block 80.

COMPLETE THIS SECTION IF ANY MEMBER OF HOUSEHOLD IS EMPLOYED

61. GROSS PAY (Before Deductions)

$

$

$

62. List your REQUIRED DEDUCTIONS,

but only if you entered Gross Pay above.

a. Income Taxes (Federal)

b. State of Montana Taxes

c. Social Security

d. Other required deductions;
| Union Dues, Medical. etc,

e. Transportation to and from work

f. Other work deductions, uniforms, etc.

g. Retirement

63. If you are self-employed, we will need a copy of your last income tax return.




Medical Problems and Related Data:

70. If the Applicant, or Spouse, is unable to work, list the reason(s) here:

and expected date of birth: ...

72. Is any member of household currently covered by Health, Accident, or [0 Yes [ No
Hospital Insurance? If “YES” enter the company name here:

73. Is another person, or company, responsible for medical care that you or

Page 5 of 5

} any member of your family is receiving, or has received? CJYes [ONo
74. Do you owe money for medical care that you, or any family member
t received in the last three months? OYes 0ONo
| 75. Do you make regular payments on medical bills, or medical insurance premiums? OvYes [INo
! if “YES”, provide payment information below:
; P pay n AMOUNT PAID PAID HOW OFTEN
]
a. Medical Bills (Doctor or Hospital)
' b. Health, Accident or Hospital Insurance
i ¢. Prescribed Medication
, d. Any other medical expense(s)
[ 75 Responsible relative \ AmE ADDRESS RELATION

e——

H 90. BE SURE THAT YOU HAVE ANSWERED ALL QUESTIONS ON FORM EA-1, AND PAGES 2 TO 5, FORM EA-TA. READ CARE-
§
i FULLY THE FOLLOWING STATEMENT BEFORE YOU SIGN:
| declare that this statement has been examined and filled out by me, and to the best of my knowledge and belief is true, accurate and complete. | understand that any misstatement will be
! investigated and prosecuted. | further declare that | will promptly report to the Weltare Department all facts concerning any income or sources received by me and/or my dependents and any
% change of circumstances whateverof myself and/or dependents for whom | have applied for assistance.
{understand | can appeal for a fair hearing to the State Department of Social Rehabilitation Services if | am not satisfied with the promptness of the action on my application, with the decision, or
with the amount of assistance which | receive.
} ! have been informed of the availability of Famity Planning and early screening and may have these services by contacting the County Welfare Office.
; I understand that this Declaration of Facts may be investigated by the Department of Public Welfare and | agree to cooperate by signing EA-4 and EA-29 and help.in such an investigation by
presenting proof of the statements | have made in this Declaration.
| hereby authorize all medical providers to provide and release any medical information pertaining to myself, or any other person for whom | am applying for assistance, to the State Department of
Social and Rehabilitation Services, the State Department of Revenue, and their agents, upon their request, and hereby release said medical providers from any lability based on such release.
Benefits and services must be provided without regard to race, color, national otigin, religion, political belief, age, handicap, sex or marital status. | understand { may file a complaint with the State
Department of Social and Rehabilitation Services if | feel that | have been discriminated against.
' (APPLICANT OR GUARDIAN — SIGN HERE) Date (SPOUSE OF THE APPLICANT — Sign Name Here) Date

91. If the applicant CANNOT write, or sign his name above, a Mark will be used instead of a signature; one witness
is then required to verify the applicant’s Mark and complete 92 below.

g2, Witness’s Signature (When Required) Date Witness Address & Zip Code

pr— m’

Date Worker's Signature




SRS—EA—4A STATE OF MONTANA
(Rev. 11/83) DEPARTMENT OF SOCIAL & REHABILITATION SERVICES
il Economic Assistance Division

RELEASE OF
CONFIDENTIAL INFORMATION

AUTHORIZATION TO MONTANA SOCIAL & REHABILITATION SERVICES TO OBTAIN PERSONAL INFORMATION

Client's Name: SSN_

Address:

(STREET) (CITY) (STATE) (ZIP CODE)

i authorize the individual, company or agency shown below to | INFORMATION SOURCE: Landlords, Neighbors, Employ-
ers, Social Security Administration, Doctors, Hospitals, Vet-
disclose to the County Depart- | grans Administration, Bureau of Indian Affairs, Department of
ment of Welfare of the Montana Social and Rehabilitation Serv- | Labor and Industry, Assessors, Treasurers, County Clerks of
ices, the information specified below, which relates to my | Court, Banks, Credit Unions, Savings and Loans, Buyers of
eligiblity to receive Public Assistance benefits. | understand | Contracts for Deed/Negotiabie Instruments.

any information obtained will be kept confidential and will be
used only for purposes directly connected with the administra-
tion of benefits or services. | further understand that any infor-
mation obtained may be released to a proper govemmental
agency or court of law enforcement agency for purposes of
legal and investigative actions conceming fraud, collection of
support or establishment of third party liability.

INFORMATION TO BE REQUESTED: Family Composition, Eamed Wages, Uneamed Wages, Checking Accounts,
Savings Accounts, Stocks, Bonds, Time Certificates, BIA-lIM Funds, Veterans Benefits, Unemployment Compensa-
tion, Workmens Compensation, Loans, Personal Property, Mortgages, Contracts for Deed/Negotiable Instruments,
Real Estate, etc. Also, Medical Reports or conditions to exempt participation in employment or County Work

Program.

DISCLOSURE: Please provide information requested in space below or on back of sheet.

= | Signature of applicant or authorized representative:

X Date:




DEPARTMENT OF -
SOCIAL AND REHABILITATION SERVICES

TED SCHWINOEN, GOVERNOR £.0.80x 4210

s) —— SIATE OF MONTANA

HELENA, MONTANA 39604

has filed an application

for Montana Medicaid. To determine eligibility it
will be necessary for you to answer the followmg

questions.
We have enclosed a preaddressed-—stamped envelope for

your
days.

1.

2,

convenience. Please return this form within five (5)

Qlient's place of birth
Majden Name

Date of birth
U.S. Citizenship, 1f bom other than in U.S.

Residency for S years prior to nursing hame placement

Client's occupation prior to retirement or entry into nursing home

Spouse's Name
Spouse's occupation prior to tet.:.ranemt or entry into nursing hare

Is the client a veteran? ( )Yes ( JNo If yes, VA claim number
tas the client's spouse a veteran? ( )Yes ( }No If yes, VA
claim number

a) there are the client's savings accounts located?

Address
b) there are the client's checking acocounts located?

Address

AN Vs (VPN VEtgengele Fpdy (Ing

-1-



c) ‘there is the client's safety deposit box located?
Address
d) Noes the client own any mineral tights“.; ( )es ( )No
If yes, vhere located and address

e) Does the client have any contract for deeds or property
agreements? ( )Yes ( )No
If yes, please describe

" f) Does the client own a hane? ( )Yes ( )No

10.

11.

 which was in the account bhefore it was closed

If yes, where located

g) Does ﬁtedient;om’q' vehicle? ( )Yes ( )No
If yes, Ww has the wvehicle, where is it licensed, who
has the title and describe the wvehicle

h) Does the client have any stocks or bonds? ( )Yes ( )No
If yes, please describe :

i) Please list any other liquid resources

j) Please list any other real or personal property

Do you or anyone have any liquid, real, or personal property which
belongs to the client? ( )Yes ( )No
If yes, please describe

Does the client have any roney set aside for burial? ( )Yes ( INo
If yes, please describe

Has the client set aside money for a special purpose or for an

emergency? () Yes () No
If ves, please describe

Does the client's name appear on any acoounts or resources which
ocould be considered to be sameone elses? () Yes ( ) No
If yes, give the other person's name and the location of the

account

Has any acoount with the client's name on it been closed in the

last 2 years? ( ) Yes ( ) No
If yes, give a brief explanation of what happenad to the money

Ooes the client have any medical, accident or nursing hame insurance?

( lYes ( INo
Company Name
Company Address
Certificate No, folicy No.

DEFar~titra Nata Dv et 3 4 e




-3

12. Does the client have any life insurance? ( Mes ( )No
Corpany Name
Copany Address . ’ ras
Policy No.

Face Value of folicy .
‘Cash Surrender Value

13. what is the client's source(s) of incame and amount?

mmmmmmmlumuymum Thank you
for your time.

Si.merel'y,'

EXlIgibility Techniclan



County: E.T.

(. 1301 WORKSHEET
RESOURCE EVALUATION/REVIEW

Start Date:

Client Name:

Social Security No.

Safety Deposit Box

RELATED MA MANUAL SECTION

[[JYes [ ]No

204-2A, 204-2B,C,D,E
204-2B

204-2B

204-2C
204-4A,B,C,D,EF
204-7

204-9

204-8

204-10A

204-10A

204-10B

204-10C

204-10D

204-10F

204-10E

204-11A

204-1B

204-3

204-10G

TOTAL CURRENT MARKET VALUE

Contents:
CURRENT
MARKET
RESOURCE TYPE VALUE
Real Estate

Burial/Cemetery Plots
Other Real Property

Life Estates

Automobiles

Life Insurance

Burial Contracts/Agreements
Trusts

Savings Accounts

Checking Accounts

EQUITY
VALUE

Time Deposits
Stocks
Mutual Funds

Bonds, U.S. Savings

Bonds, Munic., Corp., Govt.

Mineral Rights
Nursing Home Account
items of Unusual Value

Property Agreements

a) If CMV is less than $1500, you need not compute equity value.
b) If CMV is more than $1500, you must compute equity value.

NEXT RESOURCE REVIEW DATE:

Rationale:

E.T. Signature

Date



FORM SRS—EA-33 -’

SOCIAL SECURITY NUMBFR CONSENT STATEMENT

I understand that providing my Social Security Number to the State agency of the State government
lawfully charged with administering Title XIX (Medicaid) of the Social Services Act is voluntary. The
only use of the Social Security Number to be made by the State agency is the administration of
Title XIX programs, with no disclosure of such Social Security Number for any other purpose.”

“I hereby consent to be issued a Social Security Number by the Social Security Administration and
to have my Social Security Number released for the aforementioned purposes only.”’

Signature

Date



SRS-EA-5(a)
(New 5/82) Department of Social and Rehabilitation Services

IMPORTANT INFORMATION ABOUT FORM SRS-EA-5,
"AGREEMENT TO SELL PROPERTY"

I. TIME LIMITS FOR SELLING PROPERTY

The time limit during which you must sell the property is:

Real Property(Houses,Land,etc.)-6 months from the date this agreement
is approved.

All Other Property-3 months from the date this agreement is approved.

Notify your welfare office immediately if you find you are unable
to sell the propertv within this time limit.

II. CURRENT MARKET VALUE

When you sign Form SRS-EA-5, vou agree to sell the resources described
on the form for their current market value. This means the highest
amount you can get by offering it on the open market.

. If you knowinglv dispose of an agreed-upon resource for less then
its current market value, the welfare office will determine what
the current market value was at the time of disposition and de-
termine the amount of your overpayment accordinglv.

ITI. NOTIFYING YOUR WELFARE OFFICE

Notify your welfare office as soon as you sell the property. Also
notify vour welfare office immediately if vou encounter difficulty
in selling the property or if vou decide not to sell the propertv.



(Now 3102 MEDICAL INSTITUTIONAL BUDGET
;'S_ﬂient Name: SS No.
" DATE

Earned Income

-
+ Unearned Income
" — Personal Needs
— Spouse/Family Maint,
- — Medical Insur. Premium
— Home Maintenance
_
Gross Available Income
~

1. SSI/BASICALLY NEEDY

Cost of Care

.
—Gross Available Income

« Eligibility [Cves [nNo|[Jves [INo|[JYes [ InNo|[JYes [INo|[JYes [ INo|[JYes [no
Effective Date

"

Worker

w 2. PRIVATE PAY

|

Gross Available Income

- — Cost of Care
Obiligation
-
X 3 Months
- Quarterly Obligation
— Medical Expense
" Deficit
Eligibility DYes DNO DYes DNO DYes DNo DYes DNO DYes DNO DYes DNO
g

Effective Date

Worker




h ‘
INTAKE AND PROBIEM 07-24-84:

lication for MA-Nursing Bame for age 76, Interview with
daughter-in-law. Previously on MA, February, 1981 through

’ . Closed due to over rescurces. (See inactive file, Fair Bearing

data' etc. . ) . )

Excess resources, mineral acres, were purchased by son, Gl and recorded
May, 1984 for $3,366.36, considered fitr market value due to inappropriatness
of an exact title search, (see lawyers letter). Money used to pay May, June and
July nursing hame charges, statement and receipt copied.

HOUSEHOLD OCMPOSITICN:

01-09-08, S26-GNED
Social Security and Medicare cards copied.

Son, GENEEEENEND 2s pover of attarney, cooied.

THIRD PARTY LIABILITY:

Medicare anly.

RESIDENCE:

North Val.ley Nursing Hame, Stevensville, ontana.
D}:IPRIVA’_I‘I;’.Q\J:

agec . f

INOOME :

Social Secupity, $294.00 monthly including $14.60 Medicare promium.
verified June 18, 1984 Bendex and copy of Januarv, 1984 £.S. check.

RESOURCES :

Checking account $ 60.48, August 1, 1984, First State Bank, Stevensville, EA-4.

Stocks 184.50, D#llea Petroleum Corporation, Inc., 123 shares at $1.50 cach.
Cash value 588.09, Glacier Life Insurance Camany,$1,650.00 face value.

Nursing bame acct. 86.44

Total $919.51.

RECOMMENDATIQONS :

fpprove Medical Assistance Nursing Hane effective Auaust |, 1964,

GBR:id



y

E 1(7/15/82)
S ’ AFDC
M.
F MA GA
N e of Applicant First/Initial/Last 2 Case No. 3 Dep |4 Date of Birth 5Sex|{6 FS CoM 7 Race| 8 Tribe {9 Enr 0w
{
L] Street — RR — Box No. 12 Second Address Line 13 Medicare No. 14 Ins. 15 Mar
v .
i
|
|16 City 17 State |18 Zip
2] rog 21 A |22 App Date 23 Open Date 24 State Start 25 Amt | 26 Date (Deny/Clo} 27 Rea 28 Pay inc |29 Ctient] 30 Done (Redeter) 31 Due
; -
oM a d f i I v On
F
Oy On
A ‘ .
A Oy On
l 44Prog]45A 146  Open 47 Close 48 Rea
! com R d g
. b Name 41 Client ID : ‘
| 8 rr——e -1 AFDC
o : b e h
MA
149 Date of Birth c f i
' 44 Prog| 45 A | 46 Open 47 Close 48 Rea
N a d g
b Name 41 Client ID 1
f : B i T AFDC
T : b e h
o =
"B Date of Birth 52 Enr|53 wiN| 54 Medicare No. c f i
' 45 A | 46 Open 47 Close 48 Rea
) CcCOM a d 9
;,)Name 41 Che’r:’t D AEDC :
o . b e h
i MA :
_ § Date of Birth 500epj51 Tribe]52 Enrf 53 wiN|54 Medicare No. 55 Ins 56 Rela | GA c f i
3 irrent Change To No.in Day Care |62 Nursing Home Care 63 Nursing Home Resources
- Countable Earned Income a Month Amount
- L i PlusEIC b Began
- ﬁ_— Less 75 (Prorate) €C . [T30&1/3 Admin.
— . Less Day Care d - Ended
- : Less 30 & 1/3 e 61 Ineligible
— Less Adult Disregards f Idu“ri ‘ium 64 Personsnaime, that received mail.if different
‘P s fromy applicant : . Future
— Balance 2nd Person g until e . Months
- " Social Security h .
- eSS ' 0 HEALTH INSURANCE
— b 7 Other Unearned i g'
i e, Net Monthly Income 3 T170Act] 71 Co No. |72 Policy No. 73 Type Cov 74 From 75 To
P"yiget Type: 3St D AFDC D MN D ) | e :
Mc
‘} Chitd Onty [] shelter [] "
— Benefit Standard | 1la d 9 ] n p poli
—— Medically Needy Standard m E
. Less Net Monthly Income n
. _ Grant Amount o 206 e h k n q
. ) Less Recovery [ B
- t_ Check Amount g
- . Incurrment Amount r 3lc f i o r
Last Run/
v 92 Month/Day/Year | Date Last Action Form Date Wa:jrker B:tr;h




DEPARTMENT OF SOCIAL &
REHABILITATION SERVICES

RAVALLI COUNTY OFFICE OF HUMAN SERVICES

310 NORTH THIRD STREET

STATE MEDICAL

has an appointment on

1.

IT.

IDENTIFICATION:
~Drivers License
~Birth Certificates
-Social Security Cards (For all Family
members)

INCOME :
-Child Support Verification
-VA Benefits Verification
-SS Benefits Verification
-Any other Determined Benefits
Verification
-Wage Slips or Statement from
Employer
-UC Verification Unemployment Benefits
~Closure Ietter from Other State
or County
-Escrow Payments
-Family Contribution

HAMILTON, MONTANA 59840

at am/pm

The application should be campleted before your interview. If you are late it is
possible that you will not be seen that day, but will have to have your appointment
rescheduled.

1 To determine eligibility for assistance, we MUST have the following documents as they
¥ apply to your case.

RESOURCES:
-Equity Value on vehicles
-Checking Account Statement-Current
-Savings Account Statement-Current
-Life Insurance Policies
—-CD Numbers, Face Value, Interest
accumilated
~Vehicle Registrations
-Stocks, Bonds, Mutual Funds
-Mineral Rights

MARITAL STATUS:

-Separation Statements

~-Marriage Licenses
~Divorce Decrees
-COther

EXPENSES :

-Rent Receipts or Statement
-Mortgage Payments

~Child Care Receipts

MEDICAL:

-Proof of Disability or Doctor Referral
-Pregnancy Verification
-Hospital/Medical Insurance bolicy

-All Medical Bills Owing

 If verification and documentation is not readily available by.your appointment date, brine
i in what you have and additional time will be given to you to obtain the items still

' needed.
. If you fail to keep your appointment without notifyingour office (363-1944/45), wo will
. consider that you are not interested at this time, but will reapply at a later date.



. 3RS—EA—1(e}

MONTANA DEPARTMENT OF SOCIAL & REHABILITATION SERVICES
wsirev. 9/78) Economic Assistance Division
County:
FACE SHEET H. H. No:
« SURNAME: FIRST NAME: Date:
bc Phone:
ROSS REFERENCES:
- " MEMBERS OF HOUSEHOLD T
BIRTH— VETER. CENSUS
: LAT. RACE |RELIGION]} EDUC. SOC. SEC. NO.
NAME DATE BIRTHPLACE RE c status |NOMBER
- Man
) Woman
3.
- 4.
i
6.
-
8.
9.
% 1 10.
. 11.
]2
-
Deceased Spouse
- STREET & NUMBER CITY COUNTY STATE FROM TO
- FAMILY STATUS
[Osingle [pivorced Married [Jwidowed [[] separated [Jother
- s Gy TERM!NA‘HON o
DATE TOWN STATE DATE TOWN STATE

Present Marriage:

@ | Former Husband {(name)

Former Wife (name)

Court Stipulations (support orders, custody, etc.)

Other agencies or persons interested:

L NAME

ESS

RELATION. NAME

ADDRESS

RELATION.




o _)_ APPLICATION
o REDETERMINATION FOR ASSISTANGCE  Pwe2ofs

" D> PLEASE PRINT CLEARLY < H.H. No.
Y COLUMNS: A B c D E F G
ﬁ Birthdate Social Security Child
. Number Support

Print the names of all persons who Mo./Day/Yr. and Full Time | Code
 live in your present household: Bi f‘”‘f Sex |Relationship! Indian Enroliment | Student? | See tem 22
| First Middle Initial Last ithplace | \yr | to Applicant Number YesorNo| Below

M

g Man) / __/ SSN
IE
- 2. (Woman) (Maiden) / / SSN
. IE
- / / SSN

3. IE
. / / SSN
- / _/ SSN
“ 5. IE
/ / SSN
i 6. 1E

/ / SSN

7. IE
I /__/ SSN
w] 8. IE

/ / SSN

9. IE

- TO LISTANY ADDITIONAL PERSONS WHO LIVE IN YOUR HOUSEHOLD, ASK FOR PAGE 2A, FORM EA—-1A

22. COLUMN G ENTRY: Print one of the following code letters that shows the reason why the parent cannot support each
Child that is listed above. If both Parents are in the home, pick the code that applies to the Father. If there is an absent

H parent, choose the code letter that applies to the absent parent.
CODE: CODE: CODE:
1. Separation (SP) 5. Desertion (DS) 9. Jail, or Prison (JP)
2. Unemployed Parent (UP) 6. Incapacity (IC) 10. Death (DE)
3. Divorce (DV) 7. Medical Institution (MI) 11. Armed Forces (AF)
" 4, Unmarried—Paternity (PE) 8. Unmarried—Paternity (NE) 12. Deported (DP)
v Established Not Established
“
23. If the parent is absent from the home, how long has he been gone? ... . ... months
24. Are there any members of your household that do NOT need assistance? JYes [ONo
-l If “YES,” list their names here:

& 25. Have you received any money from any other Welfare Agency in the last 4 months? []J Yes [] No

When: Mo. ............ Day ............ Yro o Where ...
26. Do you intend to make your home in Montana? [] Yes [] No How long in present county. ... Months
County of Legal Residence ............ ... Current Address .. ... e
1 27. MONTHLY EXPENSES:
; RENT: $ MORTGAGE PAYMENT: $ WATER:
MIGHTS: $ TAXES: $ SEWER:
. § HEATING FUEL: $ TELEPHONE: $ OTHER:
MEDICAL PAYMENT  § SUPPORT and ALIMONY §




Employment Registration and Related Data: Page 3 of 5

Q ' 40, Are you currently registered for work at the local employment office? OYes [No
41, Have you filed for unemployment, or workmen'’s compensation? Oyes [ONo
42. Have you been out of work for 30 days, or more? OYes [INo
43. Have you refused a job in the last thirty days? OYes [INo
44, Are you currently working 100 hours, or more, in a month? OYes [No

45, If your answer to 44 was YES, list the details here:

46. EMPLOYMENT HISTORY FOR THE LAST 3 YEARS. (List the most recent employer first.)

DATA FOR APPLICANT

DATA FOR SPOUSE OF APPLICANT

Employer’s Name City State From To

Employer’s Name City State From To

50. LISTING OF ASSETS. Print the estimated dollar {$) value of the assets listed below that YOU, OR YOUR
SPOUSE, OR ANY OTHER MEMBER OF YOUR HOUSEHOLD possess. If YOU, or any member of your

household DO NOT HAVE the asset listed below, then place a

in the column marked “NONE.”” Personal

clothing and household furniture should not be listed below. An entry is required for each asset fine.

-~

ASSETS / NONE| Yours | Spouse Others ASSETS / NONE| Yours Spouse Others
Checking Account(s) $ $ $ Automobile No. 1 $ $ $
Savings Account(s) $ $ $ Automobile No. 2 $ $ $
Money NOT in a Bank $ $ $ Truck $ $ $
Credit Union Shares $ $ $ Trailer or Camper $ $ $
Savings Bond(s) $ $ $ Boat or Snowmobile $ $ $
Retirement Fund $ $ $ Motorcycle $ $ $
Stocks or Bonds $ $ $ Tools, hand & powered $ $ $
Burial Funds $ $ 3 Farm/Business Equipmt. $ $ $
5‘:::} Easgat:ome $ $ $ Livestock or Poultry $ $ $
Other Real Estate $ $ $ Safety DP, CD, etc. $ $ $

51. Do you, or your spouse, have any life insurance? [JYes [] No Company ..
Face Value $. . .. .. ... .. Cash Valve $. oo, Policy No. ..o,

52. In the last 2 years, have you, or any member of your household, sold or given
away, a house, building, real estate, or other property to another person(s)? [] Yes [JNo

If your answer is “YES” list the details in item 80, supplemental page.




Page 4 of 5

]

60. INCOME LISTING. Print the amount of money received by YOU, YOUR SPOUSE, or any other member of
your household in the correct column, below. |f you DO NOT RECEIVE income from the sources listed below,
make a ~/ in the “"NONE" column. For any income that you receive but is not listed in column A, below, print

V the amount in the line marked “ANY OTHER INCOME."”
A B Cc D E F
- / How Often
TYPES OF INCOME NONE YOURS SPOUSE OTHERS Received
UNEMPLOYMENT COMPENSATION $ $ $
-
WORKMEN’S COMPENSATION (IA) $ $ $
SOCIAL SECURITY BENEFITS
., $ $ $
RAILROAD RETIREMENT $ $ $
] VETERANS ADMINISTRATION BENEFITS $ $ $
]
RETIREMENT OR PENSION INCOME $ $ $
" ARMED FORCES ALLOTMENT $ $ $
ALIMONY AND CHILD SUPPORT $ $ $
w | RELATIVE CONTRIBUTIONS $ $ $
INCOME FROM MORTGAGE, or Sales Contract $ $ $
@ | RENT FROM REAL ESTATE PROPERTY $ $ $
INCOME FROM ROOMERS, or Boarders $ $ $
w | INTEREST FROM SAVINGS ACCOUNT $ $ $
MONEY FROM INDIAN TRIBAL FUNDS
B.ILA., and/or L.I.M. $ $ $
| OIiL OR MINERAL BENEFITS $ $ $
ANY OTHER INCOME $ $ $
- If you expect to receive income from any of the above sources, explain in Block 80.
COMPLETE THIS SECTION IF ANY MEMBER OF HOUSEHOLD IS EMPLOYED
W 61. GROSS PAY (Before Deductions) $ $ $
62. List your REQUIRED DEDUCTIONS,
- but only if you entered Gross Pay above.
a. Income Taxes (Federal)
- b. State of Montana Taxes
c. Social Security
d. Other required deductions;
wil  Union Dues, Medical, etc.
e. Transportation to and from work
. f. Other work deductions, uniforms, etc.
N d g. Retirement
=1 63. If you are self-employed, we will need a copy of your last income tax return.




|
:
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Medical Problems and Related Data: Page 5 of 5

70. If the Applicant, or Spouse, is unable to work, list the reason(s) here:

and expected date of birth: ...

72. Is any member of household currently covered by Health, Accident, or [JYes [] No
Hospital Insurance? If “YES” enter the company name here: . . . SO U PR O

73. Is another person, or company, responsible for medical care that you or

any member of your family is receiving, or has received? CYes [ONo
74. Do you owe money for medical care that you, or any family member
received in the last three months? OYes [ONo
75. Do you make regular payments on medical bills, or medical insurance premiums? OYes [No
I1f “YES"”, provide payment information below:
prov paymen elow AMOUNT PAID PAID HOW OFTEN
a. Medical Bills (Doctor or Hospital)
b. Health, Accident or Hospital Insurance
¢. Prescribed Medication
d. Any other medical expense(s)
76. Responsible rf’f’_ﬁf,NAME,w 7 ADDRESS RELATION

90. BE SURE THAT YOU HAVE ANSWERED ALL QUESTIONS ON FORM EA-1, AND PAGES 2 TO 5, FORM EA-1A. READ CARE-
FULLY THE FOLLOWING STATEMENT BEFORE YOU SIGN:
| declare that this statement has been examined and filled out by me, and to the best of my knowledge and belief is true, accurate and complete. | understand that any misstatement will be

investigated and prosecuted. | further declare that | will promptly report to the Welfare Department all facts concerning any income or sources received by me and/or my dependents and any
change of circumstances whatever-of myself and/or dependents for whom | have apptied for assistance.

I understand | can appeal for a fair hearing to the State Department of Social Rehabilitation Services if | am not satisfied with the promptness of the action on my application, with the decision, or
with the amount of assistance which | receive.

t have been informed of the availability of Family Planning and early screening and may have these services by contacting the County Welfare Office.

t understand that this Declaration of Facts may be investigated by the Department of Public Welfare and { agree to cooperate by signing EA-4 and EA-29 and help in such an investigation by
presenting proof of the statements { have made in this Declaration.

| hereby authorize all medical providers to provide and release any medical information pertaining to myself, or any other person for whom | am applying for assistance, to the State Department of
Social and Rehabilitation Services, the State Department of Revenue, and their agents, upon their request, and hereby release said medical providers from any liability based on such release.

Benefits and services must be provided without regard to race, color, national origin, religion, political belief, age, handicap, sex or marital status. | understand { may file a complaint with the State
Department of Social and Rehabilitation Services if | feel that | have been discriminated against.

(APPLICANT OR GUARDIAN — SIGN HERE) Date (SPOUSE OF THE APPLICANT — Sign Name Here) Date

91. If the applicant CANNOT write, or sign his name above, a Mark will be used instead of a signature; one witness
is then required to verify the applicant’s Mark and complete 92 below.

]

92 Witness’s Signature (When Raquired) Date Witness Address & Zip Code

I Date Worker's Signature

!
]
1
3

»

8

- 3



SRS—EA—4A STATE OF MONTANA
| Rev. 1Y) DEPARTMENT OF SOCIAL & REHABILITATION SERVICES
- Economic Assistance Division
RELEASE OF

CONFIDENTIAL INFORMATION

AUTHORIZATION TO MONTANA SOCIAL & REHABILITATION SERVICES TO OBTAIN PERSONAL INFORMATION

ices, the information specified below, which relates to my
eligiblity to receive Public Assistance benefits. | understand

[ ]

Client’s Name: SSN:
]

Address:

(STREET) {CITY) (STATE) Z\P CODE)
- | authorize the individual, company or agency shown below to | INFORMATION SOURCE: {(andlords, Neighbors, Employ-
. ers, Social Security Administration, Doctors, Hospitals, Vet-

disclose to the County Depart- | grans Administration, Bureau of Indian Affairs, Department of

- ment of Welfare of the Montana Social and Rehabilitation Serv- { { abor and Industry, Assessors, Treasurers, County Clerks of

Court, Banks, Credit Unions, Savings and Loans, Buyers of
Contracts for Deed/Negotiable Instruments.

any information obtained will be kept confidential and will be
used only for purposes directly connected with the administra-
- tion of benefits or services. 1 further understand that any infor-
mation obtained may be released to a proper govermmental
agency or court of law enforcement agency for purposes of
legal and investigative actions conceming fraud, collection of
- support or establishment of third party liability.

INFORMATION TO BE REQUESTED: Family Composition, Eamed Wages, Uneamed Wages, Checking Accounts,
Savings Accounts, Stocks, Bonds, Time Certificates, BIA-lIM Funds, Veterans Benefits, Unemployment Compensa-
tion, Workmens Compensation, Loans, Personal Property, Mortgages, Contracts for Deed/Negotiable Instruments,
Real Estate, etc. Also, Medical Reports or conditions to exempt participation in employment or County Work
Program.

DISCLOSURE: Please provide information requested in space below or on back of sheet.

Signature of applicant or authorized representative:

X Date:




:
:
;

ND PRORBI.FM:

HOUSEHOLD COOMPOSITION:

RESIDENCE:

DEPRIVATION:

INCOXME:

RESOURZES:

R o R N N st SN N
LD D AT IONS

G.A.
Naunu~

Date




STATE MEDICAL BUDGET

Date of APPLICATION: H.H. COMP.
P¢ iod of Coverage Requested: CASE NAME:
—
i MAXIMUM
A. Gross F—-—I‘Egll‘%—
Earned
In . 2-375
- - 3-400
4-425
5-501
B I3ss 6-564
FICA, SS,
Fed. Tax
o GA STD:
C. Net 1-212
. Earned 2-279
s Income 3-332
~t 4-425
D: Gross 5-501
_ Unearned 6-564
Income
E,, Total |
Income
Per Month ,
- |
d ? .
F' Total If Line F is more than Line G, deny due to
ws Incame incare exceeds standards.ARM 46.25.739.(2) (b)
G- Maximum If Line F is less than Line G, finish
. Income Budget Line H.
-
Limit: (Std.X6)
Countable Income (Line F)
- Less GA Std. X & -
; T T Equals Spenddown =
-
: Pl
i us Excess Resources  + If amount client responsible
g IENT IBLE to pay is more than total
- | %?ZL\YCL RESPORS medical bills, deny due to
i no medical need.
A ARM 46.25.739(3)
- ! RECOMMEND:
|
-
!
- |
i
-
E.T. DATE




DEPARTMENT OF SOCIAL &
REHABILITATION SERVICES
RAVALLI COUNTY OFFICE OF HUMAN SERVICES

TED SCHWINDEN, GOVERNOR

) — STATE OF MONTANA

(406) 363-1944

310 NORTH THIRD STREET

HAMILTON, MONTANA 59840

DATE:

We have received an Indigency Notice for

on from

If you need help with medical bills it will be necessary for you to come into
the department office within ten days to fill out an application. It will be
necessary for you to have an appointment with an Eligibility Technician and
provide information as to your income and resources. The Eligibility
Technician, at the time of your appointment, will explain eligibility criteria

and the application process.

Sincerely,

AN EQUAL OPPORTUNITY EMPLOYER



SRS-EA-27 MONTANA DEPARTMENT OF SOCIAL & REHABILITATION SERVICES

(Rev. 8/83) » ‘
‘ LETTER OF NOTIFICATION
Name of Applicant or Recipient: Organizational Unit: B -
. RAVALLI COUNTY HUMAN SERVICES
. | Street Address: = Street Address:
S Q| 310 NORTH 3RD
- w
City and Zip Code: ‘CIHMWT MT 59840 Phone: 363-1944
1. PROGRAM: O AFDC O ’ MED. ASSIS'[ 0 GEN. ASSIST. O CO. MED. O FOQD STAMPS
OO0 OTHER:
2. ACTION:

Since your have not responded to our correspondence of

, the Ravalli County Human Services is denying your

need for help with medical bills of .
This means you are personally responsible to pay all the bills incurred

during the above confinement.

Legal Basis for Action: '
46.10.202,204 & 205
ARM

45 CFR_233.10.206.10,233.20

MCA
If you have any questions regarding this action or if there are additional facts relating to your circumstances which you have not |
reported to us, please write or telephone. We will.answer your questions or make an appointment to see you in person. Please
remember that this action pertains only to the circumstances you reported to us. (PLEASE READ THE REVERSE SIDE OF THIS
NOTICE FOR YOUR FAIR HEARING RIGHTS).

(NAME & TITLE)

(DATE)

REQUEST FOR FAIR HEARING

This is to request a fair hearing. | am making this request because:

| understand that the right to a fair hearing includes an administrative review and a pre-hearing conference. If my reasons for a fair
hearing have not been resolved during the administrative review and/or pre-hearing conference, | understand that a fair hearing will be
scheduled. :

| have an attorney: O Yes (J No. My attorney’s name is: —
His/her address is: His/her phone number is:
(CLAIMANT OR AUTHORIZED REPRESENTATIVE) (PHONE) (DATE)

*TO REQUEST A FAIR HEARING COMPLETE; SIGN AND MAIL THE WHITE COPY OF THIS NOTICE TO: HEARINGS
OFFICER, BOX 4210, HELENA, MT 59604.
Distribution: White — Household: Yellow — Household: Pink — County File



“Benefits and services must be provided without regard to race, color, national origin, religion, political belief, age,
handicap, sex or marital status.

Y

You may filé A'cormnplaint With thé State'Departiieht of Social and Rehabilitation Services if you feel that you have been

discriminated against.”
EEIT &4 VAR

ARG 50 DRE2T T OTITMAY

IMPORTANT

It you disagree with the action taken by the County Welfare Office, request a fair hearing immediately. If a fair hearing is
requested within 10 days of the malling date of this notice, and if the State Department of Soclal and Rehabllitation
Services determines that the issues concern facts or judgments relating to your indlvidual case, rather than State
policy, the action will not be effective until the fair hearing decision is rendered.

Unless you ask for a fair hearing within 80 days of having your benefits reduced, suspended, terminated or denied, you
will not usually be granted a hearing.

To oweattsayogast T g o hahengans gon wr3 o spgnv aor
Fair hearings are conducted by the Department’s Hearing Officer. Decisions by the Hearing Officer are blndlng on the
Pepartment andymust eonform-to Fedenal and-Stateniaw ! reguiation or policy and must be based excluslvely on
evidence and other material introduced at the hearing ““““““““

Fo ellsd Tuslbon drbg alad va7 Taan
The right to a fair heaTng ‘on thé county’s action inciUdes an administrative review of the action and a pre-hearing
conference-ontheaction. .13 . i: vuy <0 sldbe~avaax 2Ll 27 a¥s gov ameem oig)

The purpose of the administrative review is to permit you to discuss the proposed getionwith, reprpsentativep of the
Department; to present additional information to the Department concerning the action; and to obtain additional
explanations from the Department of the reasons for the action.

The purpose of the pre-hearing conference is to consider simplification of the legal and factual issues.in preparation
for the fair hearing; to obtain admissions of fact and documents which will avoid unnecessary proof in the fair hearing;
to explore any possiblity of settlement of the parties’ differences; to establish whatevidenge and: witnesses will be
presented in the fair hearing; and to discuss any other matters which may aid in the disposition of the fair heanng

RANIREISRANY | I 19 RN H A 3 >
The opportunity for you to have an administrative review or pre-hearing conference may not be used by the Depart
ment to diminish, delay or avoid a fair hearing.

You may be represented by an attorney, or by a relative, friend or other spokesman, or you may represent yourself. The
Eligibility Technician at your County Welfare Office can tell you where and how to obtain free legal help.

You may request a hearing orally or in writing. However, if you make an oral request, you will be asked to complete the
written request on the front section of this notice. If you need help completing the written request, the county office
can assist you.

Hearing Officer — Box 4210 — Helena, MT 59601

FOR AFDC
RECIPIENTS ONLY

Family Planning Services — As an AFDC recipient, you may be eligible for family planning services. Please ask about them
at your County Welfare Office.

EPSDT — All Medicaid recipients under 21 years of age are eligible for Early, Periodic Screening, Diagnosis and Treatment
(EPSDT). Emphasizing pevention, this. program offers a comprehensive mental health and physical examiniation to deter-
mine whether you have any health problems. This examination includes height and weight measurement, a biood pressure
test, ahematocrit (blood) test, urinalysis, a hearing test, a speech/language test, growth assessment, a Denver Developmen-
tal Test (for children under 6), an immunization survey, adental assessment and a vision test. The EPSDT program also offers
follow-up diagnosis and treatment for any problems found. If you want to participate in this program, ask at your County
Welfare Office.




FORM SRS—-EA--28
{Revised Juty 1976)

REPAYMENT AUTHORIZATION FOR SSI ASSISTANCE

(STATE OR COUNTY)

BY
Name Social Security Number
AND
Spouse, if any Social Security Number
Street City Zip
AND
Parent, Guardian or Vendor Street City Zip
FOR AND IN CONSIDERATION of the prompt payment of interim

{State or County)
assistance (assistance furnished to or on behalf of applicants for supplemental security income
financed from State or local funds for basic needs during the period in which applications are
pending), I/we hereby authorize the Secretary of Health, Education and Welfare to make the first
payment of supplemental security income benefits to which 1/we are determined to be eligible to
receive, for and on my/our behalf, to

{County or State of Montana)

[/We further authorize the to deduct from such first payment an
{State or County)
amount sufficient as reimbursement for interim assistance paid to me/us; and after making such

deduction, the shall promptly pay the balance, if any, to me/us.
(State or County)
1t is understood that in the event of disagreement, {/we shall have the right to a hearing from the

State with respect to such appointment of such first payment.

Date Signature

Date Signature of Parent, Guardian or Vendor

Repayment Should Be Made To:
[J Sstate SRS, Helena

O County




SRS—EA-23 MONTANA DEPT. OF SOCIAL & REHABILITATION SERVICES

rev. 4/80
frov. 4/80) ASSESSMENT FOR MEDICAL ASSISTANCE APPLICATION
BLIND OR DISABLED

PART 4 —TQ BE COMPLETED BY THE APPLICANT:

This is to express my intent to apply for Medical Assistance if | am denied SSI due to excess income
and/or resources; or, am denied SSDIB due to insufficient work record, but meet the disability criteria.

This intent becomes void if | do not make an application within 30 days
after receiving denial notices from the Social Security Administration.

Please bring your denial notice when you apply to us for Medical Assistance.

1.
{Name of Applicant) (Date of Birth) (Social Security No.)
(Address) (City) {State) (Zip Code)
2. Applied for SSI: [] Yes [(JINo Applied for SSDIB: [] Yes O No
Signature: Date:
PART HH—=TO BE COMPLETED BY THE COUNTY:
3. Did the applicant receive Aid to the Disabled or Blind prior to July 1, 1973? ] Yes I No
If yes, check appropriate program and where received:
[] Aid to the Needy Blind []JAid to the Disabled
County:
State (if other than Montana):
4. Receiving Social Security Disability Title Il Benefits: D Yes L___l No

If yes, attach verification. [ verification Required

5. |If applicant is deceased, give date of death:

6. Medical Reexamination: [ Yes I No
Eligibility Technician: Date:
County: Address:

PART Ill — TO BE COMPLETED BY THE DISABILITY DETERMINATION BUREAU:

Status of Application:

[ JApproved: Effective: Medical Reexamination:
(Date) (Date)

[JDenied: Reason:
[ JReceiving SSDIB (Title I1):

{Date of Onset)

[:]This disability is of such a nature that disability existed 90 days prior to the date of onset above.
[_—_IThis disability is of such a nature that disability existed beginning:

{Date)

Disability Examiner: Date:




" | menscasas STATE OF MONTANA —

New (7/83)

SOCIAL and REHABILITATION SERVICES

FOR USE BY PHARMACIES

! NAME & ADDRESS OF PROVIDER
i OF SERVICES

¢
H

}

MAIL T0: RAVALLI COUNTY OFFICE OF HUMAN SERVICES
310 NORTH 3rd St.
HAMILTON, MT.59840

|

PATIENT: Last Name First Mid. Init.

Sex Date of Birth

Mo Day Yr

mM[] F]

}=

?
;

The individual named above is eligible for State Medical

from to

MM/DD/YY MM/DD/YY

This form authorizes the following services:

If additional services are needed, the provider must obtain
authorization from the county prior to provision of services,

By:

eligibility worker

date

Rx NUMBER DRUG NAME

DRUG NUMBER DATE WRITTEN | DATE FILLED

PRESCRIBING PHYSICIAN'S NAME

Rx NUMBER DRUG NAME

DAYS SUPPLY [NEW Rx or Refill |No. Units
Dispensed

PHYSICIAN CODE

AMT. Charged

DRUG NUMBER DATE WRITTEN DATE FILLED

PRESCRIBING PHYSICIAN'S NAME

Rx NUMBER DRUG NAME

PHYSICIAN CODE

DAYS SUPPLY [ NEW Rx or Refili [No Units
Dispensed

AMT. Charged

DRUG NUMBER DATE WRITTEN | DATE FILLED ‘
1

PRESCRIBING PHYSICIAN'S NAME

1
i

4

RX NUMBER DRUG NAME

PHYSICIAN CODE

AMT. Charged ,

DAYS SUPPLY [NEW Rx or Refill Bi)s Units
|

pensed

DRUG NUMBER DATE WRITTEN | DATE FILLED

PRESCRIBING PHYSICIAN'S NAME

{
i

.3

. UNDERSTAND THAT PAYMENT OF THIS CLAIM WILL BE
T’

t /R STATE LAWS.

YOVIDER'S
SIGNATURE:

A A £ ‘e

rereby certify that the care, services and supplies itemized have been furnished, the amounts listed are
le and, except as noted, no part thereof has been paid; payment of fees made in accordance with estab-
wihed medicaid schedules is accepted as payment in full, 1 further certify that the service(s) indicated
above has/have been provided without regard to race, color, national origin, creed, sex, religion, political
ideas, marital status, age or handicap, | hereby agree to maintain and furnish on request to the Depart-

ent or any of their duly authorized agents or representatives such records as are necessary to disclose

ily the extent of care, services, and supplies provided to individuals under the state Medical Program.

~. ANY FALSIFICATION, OR CONCEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED

PHYSICIAN CODE|DAYS SUPPLY VNEW Rx or Refill IB?. Units,

AMT. Charged
pensed

Pay Code

Coder

TOTAL CHARGES

FROM STATE FUNDS, AND

AMT. TO BE PAID Adjuster

BY RECIPIENT

DATE:

AMT. TO BE PAID
BY STATE MEDICAL

RETAIN LAST COPY FOR YOUR RECORDS.



o srs—easan1s  STATE OF MONTANA — SOCIAL and REHABILITATION SERVICES
ew (7/83) FOR USE BY PHYSICIANS AND ALL OTHERS EXCEPT DENTISTS AND INSTITUTIONS.
maiL To: RAVALLT COUNTY OFFICE OF HUMAN SERVICES
310 NORTH 3rd St.

HAMILTON, MT, 59840

J INAME & ADDRESS OF PROVIDER
OF SERVICES

4
1
i
H
i

Date of Birth

PATIENT: Last Name First Mid. init. Sex
Day Yr

DIAGNOSIS AND CONCURRENT CONDITIONS: L. . L .
The individual named above is eligible for State Medical

from to
MM/DD/YY MM/DD/YY

SIGNS AND SYMPTOMS

This form authorizes the following services:

L’RIMARY DIAG.
: If additional services are needed, the provider must obtain
authorization from the county prior to provision of services.
NDARY DIAG By:
FECO IAG. eligibility worker date
|
| PLACE OF SERVICE CODES: 1. Office 2, Home 3. Inpatient Hospital 4. Outpatient Hospital 5. Nursing Home 6. Other
DATE OF PROCEDURE Plc.of DESCRIBE EACH SERVICE, No. of
{SERVICE NUMBER Serv SUPPLY OR APPLIANCE SEPARATELY Services| CHARGES PAY W

TOTAL SERVICES ’

11

|

I AMOUNT OF PAYMENT FROM OTHER SOURCES {ENTER AS “CREDIT")

¢ NAME {$ )

TOTAL CREDITS
’ NAME s )

/hereby certify that the care, services and supplies itemized have been furnished, the amounts listed are due and, except as noted, no part thereof has been paid;
‘avment of fees made in accordance with established medicaid schedules is accepted as payment in full. I further certify that the service(s) indicated above has/
%been provided without regard to race, color, national origin, creed, sex, religion, political ideas, marital status, age or handicap. | hereby agree to maintain
A{urnish on request to the Department or any of their duly authorized agents or representatives such records as are necessary to disclose fully the extent of
are, services, and supplies provided to individuals under the State Medical Program. | UNDERSTAND THAT PAYMENT OF THIS CLAIM WILL BE
ROM STATE FUNDS, AND THAT ANY FALSIFICATION, OR CONCEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED UNDER STATE LAWS,

PROVIDER'S SIGNATURE: DATE:

RETAIN LAST COPY FOR YOUR RECORDS,



'

STATE OF MONTANA — SOCIAL and REHABILITATION SERVICES

jorm SRS—EA/SA-2
New (7/83) FOR USE BY HOSPITALS
, '?'AME&ADgggggerczgovaR MAIL TO: RAVALLI COUNTY OFFICE OF HUMAN SERVICES
I 310 NORTH 3rd St.
| HAMILTON,
{
PATIENT: Last Name First Mid. Init. Sex Date of Birth
Mo, Day YrE
"y M F0] :
. - -
' fhe individual named above is eligible for State Medical ot é’;‘{,“'“%, Time Admitted |Attending or Referring Physician
from 1o
MM/DD/YY MM/DD/YY PATIENT STATUS T PERIOD

L
}

,h'his form authorizes the following services.

STATEMEN

Mo. Day Yr

3,

Diag 1

Diag

SERVICES RENDERED

[] ves :

Rate

Charges

"’ BIGNS AND SYMPTOMS Sym1

} Accommodations  |No.Day
Sym 2
JRIMARY DIAG. Sym 3
i
} B3 H8
i TOTAL NO.
J OF DAYS
‘SECONDARY DIAG.

?URGICAL PROCEDURES; AND DATE(S}

om the county prior to provision of services,
Jy:

f additional services are needed, the provider must obtain authorization

eligibility worker

date

itemized Services Outpatient Only

INo. Serv.

e v PAT b ONLY

TOTAL SERVICES '

e

H

&MOUNT OF PAYMENT FROM OTHER SOURCES (ENTER AS “CREDIT")

NAME

iAME

TOTAL CREDITS

bby certify that the care, services and supplies itemized have been furnished, the amounts listed are due and, except as noted, no part thereof has been paid;

syment of fees made in accordance with established medicaid schedules is accepted as payment in full. | further certify that the service(s) indicated above has/
‘ave been provided without regard to race, color, national origin, creed, sex, religion, political ideas, marital status, age or handicap. | hereby agree to maintain
d furnish on request to the Department or any of their duly authorized agents or representatives such records as are necessary to disclose fully the extent of

care, services, and supplies provided to individuals under the State Medical Program.

| UNDERSTAND THAT PAYMENT OF THIS CLAIM WILL BE

FROM STATE FUNDS, AND THAT ANY FALSIFICATION, OR CONCEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED UNDER STATE LAWS,
DATE:

'ROVIDER'S SIGNATURE

RETAIN LAST COPY FOR YOUR RECORDS.




| I

Jorm SRS-EA/SA~4 STATE OF MONTANA — SOCIAL and REHABILITATION SERVICES

New (7/83

FOR USE BY DENTISTS

" {NAME & ADDRESS OF PROVIDER

! OF SERVICES

H

|

?
!

MAIL TO: RAVALLI COUNTY OFFICE OF HUMAN SERVICES
310 NORTH 3rd St.
HAMILTON, MT,59840

PATIENT: Last Name

IGNS AND SYMPTOMS

| 'REASON FOR REQUESTED
* PROSTHESIS

[o—

L —

}

First

Mid. Init. Sex Date of Birth
Mo. Day

The individual named above is eligible for State Medical

from to
MM/DD/YY MM/DD/YY

This form authorizes the following services:

If additional services are needed, the provider must obtain
authorization from the county prior to provision of services.

By:

eligibility worker date

. ovdtaleiudueinlsinininleininis matA e
|, CHECK HERE IF THIS DENTAL APPROVAL CJYes DNo
/ iS A REQUEST FOR
AUTHORIZATION,. Signature of Provider if Requesting Authorization Date Approved By: Date:

|

EXAMINATION AND TREATMENT RECORD

} Date of Surface | Tooth
Service No. No.

Procedure
Number

Description of Service No.
{Including X-Rays, Prophylaxis, Material Used, Etc.} Service Charges Payment '

1
1

TOTAL SERVICES ’

AMOUNT OF PAYMENT FROM OTHER SOURCES (ENTER AS “‘CREDIT")

$ }

Lawe
{

i
NAME

TOTAL CREDITS

(% )

" hereby certify that the care, services and supplies itemized have been furnished, the amounts
ited are due and, except as noted, no part thereof has been paid; payment of fees made in
tcordance with established medicaid schedules is accepted as payment in full. | further certify

*  the service(s) indicated above has/have been provided without regard to race, color, national origin, creed, sex, religion, political ideas, marital status, age or
Jeap. 1 hereby agree to maintain and furnish on request to the Department or any of their duly authorized agents or representatives such records as are necessary
"¢ disclose fully the extent of care, services, and supplies provided to individuals under the State Medical Program. | UNDERSTAND THAT PAYMENT
F THIS CLAIM WILL BE FROM STATE FUNDS, AND THAT ANY FALSIFICATION, OR CONCEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED

ANDER STATE LAWS,

CHECK HERE
IF A CLAIM
STATEMENT

Signature of Provider {Sign heire if a Claim Statement) Date

RETAIN LAST COPY FOR YOUR RECORDS.




INTAKE AND PRORTFM:

HOUSEHOLD OOMPOSTITION:

RESIDENCE:

DEPRIVATION:

INOOE:

RESOURCES:

RO DU TONS

G.A.
Name

D’IL\“




SRSEA.27 : MONTANA DEPARTMENT OF SOCIAL & REHABILITATION SERVICES

(Rev. &83)
LETTER OF NOTIFICATION
Name of Applicant ot Reclpient: Organizationst Unit:
. .
.. | Street Address: g Street Address:
e 2.0, box MR T
City and Zip Code: City and Zip Code: Phone:
Hamiltan, M. 59840 363 1944
: A MED. ASSIST. 2 GEN. ASSIST. T CO. MED. =
1. PROGRAM: AFDC ED. ASSIS G ED FOOD STAMPS
.} OTHER. i
2. ACTION:

Your apolication for Medical Assistonce is being vrocessed and is pencding
Social seourity Disability detemination.

Tentative State Medical has been approved for you to sce a neurologist for
ar. initial evaluation only.

Please contact me when vou have scheculed the appointment and I will issue
vou a paytent authorization to present to the vhpsicians office.

Legal Basis for Action:
ARM

CFR

MCA ,
If you have any questions regarding this action or if there are additional facts relating to your circumstances which you have not
reported to us, please write or telephone. We will answer your questions or make an appointment to see you in person. Please
remember that this action pertains only to the circumstances you reported to us. (PLEASE READ THE REVERSE SIDE OF THIS
NOTICE FOR YOUR FAIR HEARING RIGHTS). Laura Iutzenhiser, E.T. w

Gayle Baard, , 3

Eligibility Technician IIX

Carole A. Graham, (NAME & TTLE)

cc:  Peqgy Verbuxrg - . (DATE)

REQUEST FOR FAIR HEARING

This is to request a fair headng | am making this request because:_

lmmmdthatthedomtoafdfhoaﬂnglncludesmadmfnmwemiewandammngoonfemnmytaasonsforafair
hoadnghavenotbeenresolveddurlngthudmmstratmmviewmdlorpre-heuingeonfemce.lundemmdaﬂrmwm
scheduled.

| have an attomey: 0O Yes O No. Myattorbey’snmls' : —
HisMer address is: HisMher phone number is:.

(CLAIMANT OR AUTHORIZED REPRESENTATIVE) (PHONE) (DATE)

*TO REQUEST A FAIR HEARING COMPLETE; SIGN AND MAIL THE WHITE COPY OF THIS NOTICE TO: HEARINGS
OFFICER, BOX 4210, HELENA, MT 59604.

PN AL T N T Ltomivmatmatd: (Vat moember Citp




DEPARTMENT OF SOCIAL &
REHABILITATION SERVICES
RAVALLI COUNTY OFFICE OF HUMAN SERVICES

\ TED SCHWINDEN, GOVERNOR 310 NORTH THIRD STREET
o

| = STATE OF MONTANA

(406) 363-1944 HAMILTON, MONTANA 59840

e

FOOD STAMPS & GENERAL ASSISTANCE:\‘
- / -

e et et e

has an appointment on at am/pm
The application should be completed before your interview. If you are late it is
possible that you will not be seen that day, but will have to have your appointment
rescheduled. -

To determine eligibility for assistance, we MUST have the following documents as they apply .
to your case.

1. IDENTIFICATION: ITI. RESOURCES:
-Drivers License -BEquity Value on wvehicles
-Birth Certificates ~Checking Account Statement-Current
-Social Security Cards (for all ~Current Savings Account Statement
family members) -Life Insurance Policies
-Alien -CD Numbers, Face Value, Interest
accumulated
2. INCQME: -Vehicle Registrations
=Child Support Verification ~Stocks, Bonds, Mutual Funds
-VA Benefits Verification -Mineral Rights
-SS Benefits Verification -Iease Agreements
: -Any other determined benefits verification -Escrow & Trust Funds-locations of
| -Wage Slips or Statements from
1 employer IV. EXPENSES:
‘ -UC Verification-Unemployment -Rent Receipts or Statement
Benefits -Utilities Receipts
—Closure letter fram Other State -Telephone Bill
or County -Mortgage Payments
~Escrow Income -Taxes-Property
~Family Contribution -Insurance-Property

-Child Care Receipts

V. OTHER:
—~Job Service Registration Card
-Lay off statement
If Verification and documentation is not readily available by your appointment date,
bring in what you have and additional time will be given to you to obtain the items
still needed.

If you fail to keep your appointment without notifying our office (363-1944/45), we
will consider that you are not interested at this time, but will reapply at later
date.




-

<

s

AR

- SRS—EA—1A APPLICATION
(Rev. 8/83)
REDETERMINATION FOR ASSISTANCE _ Fwe20f5
- D> PLEASE PRINT CLEARLY € H.H. No.
COLUMNS: A B Cc D E F G
. Social Security Child
- . Birthdate Number Support
Print the names of all persons who Mo./Day/Yr. and Full Time |  Code
live in your present household: Bi rt?mmlj Sex |Relationship!| Indian Enroliment | Student? | See item 22
we | First Middle Initial Last Inhplace | \ye | to Applicant Number YesorNo| Below
M
g, Mer) /__/ SSN
- IE
- 5 {(Woman) (Maiden) / / SSN
IE
- /7 SSN
3. IE
/7 SSN
4, IE
- /__/ SSN
5. IE
; / / SSN
- IE
/[ SSN
7.
/ __/ SSN
w] 8 IE
[/ / SSN
9. IE
TO LISTANY ADDITIONAL PERSONS WHO LIVE IN YOUR HOUSEHOLD, ASK FOR PAGE 2A, FORM EA—1A
22. COLUMN G ENTRY: Print one of the following code letters that shows the reason why the parent cannot support each
: Child that is listed above. If both Parents are in the home, pick the code that applies to the Father. If there is an absent
- parent, choose the code letter that applies to the absent parent.
CODE: CODE: CODE:
1. Separation (SP) 5. Desertion (DS) 9. Jail, or Prison (JP)
- 2. Unemployed Parent (UP) 6. Incapacity (IC) 10. Death (DE)
3. Divorce (DV) 7. Medical institution (MI) 11. Armed Forces (AF)
4, Unmarried—Paternity (PE) 8. Unmarried—Paternity (NE) 12. Deported (DP)
Established Not Established
23. If the parent is absent from the home, how long has he been gone? . . . months
f 24. Are there any members of your household that do NOT need assistance? OYes [No
- If “YES,” list their names here:
: 25. Have you received any money from any other Welfare Agency in the last 4 months? [ Yes [ No
- When: Mo. ........... Day ........... Yr. o Where ...
26. Do you intend to make your home in Montana? [] Yes [J] No How long in present county. ... Months
County of Legal Residence ... Current Address ... e
. 1 27. MONTHLY EXPENSES:
;I RENT: $ MORTGAGE PAYMENT: § WATER:
« LIGHTS: s TAXES: s SEWER:
¢l HEATING FUEL: $ TELEPHONE: $ OTHER:
MEDICAL PAYMENT $ SUPPORT and ALIMONY $




lémployment Registration and Related Data: Page 3 of 5

E 40, Are you currently registered for work at the local employment office? OYes [ONo
41, Have you filed for unemployment, or workmen’s compensation? OYes [ONo
42. Have you been out of work for 30 days, or more? (OYes [JINo
43. Have you refused a job in the last thirty days? OYes [No
44, Are you currently working 100 hours, or more, in a month? COYes [ONo

45, If your answer to 44 was YES, list the details here:

46. EMPLOYMENT HISTORY FOR THE LAST 3 YEARS. (List the most recent employer first.)

DATA FOR APPLICANT

DATA FOR SPOUSE OF APPLICANT

Employer’s Name City State From To

Employer’s Name City State From To

50. LISTING OF ASSETS. Print the estimated dollar ($) value of the assets listed below that YOU, OR YOUR
SPOUSE, OR ANY OTHER MEMBER OF YOUR HOUSEHOLD possess. If YOU, or any member of your
household DO NOT HAVE the asset listed below, then place a
clothing and household furniture should not be listed below. An entry is required for each asset line.

in the column marked “NONE.”" Personal

ASSETS / NONE| Yours | Spouse Others ASSETS / NONE! Yours Spouse Others
Checking Account(s) $ $ $ Automobile No. 1 $ $ $
Savings Account(s) $ $ $ Automobite No. 2 $ $ $
Money NOT in a Bank $ $ $ Truck $ $ $
Credit Union Shares $ $ $ Trailer or Camper $ $ $
Savings Bond(s) $ $ $ Boat or Snowmobile $ $ $
Retirement Fund $ $ $ Motorcycle $ $ $
Stocks or Bonds $ $ $ Tools, hand & powered $ $ $
Burial Funds $ $ $ Farm/Business Equipmt. $ $ $
EEZL Eas;at:ome $ $ $ Livestock or Poultry $ $ $
Other Real Estate $ $ $ Safety DP, CD, etc. $ $ $

51. Do you, or your spouse, have any life insurance? [JYes [] No Company ...
Face Valve $...... .. ... . . Cash Value $....... ... Policy No. ..o oo e,

52. In the last 2 years, have you, or any member of your household, sold or given
away, a house, building, real estate, or other property to another person(s)? O Yes [ No

If your answer is “YES" list the details in item 80, supplemental page.

v

-



e

& { g. Retirement

Page 4 of 5

60. INCOME LISTING. Print the amount of money received by YOU, YOUR SPOUSE, or any other member of
your household in the correct column, below. |If you DO NOT RECEIVE income from the sources listed below,
make a / in the "NONE’ column. For any income that you receive but is not listed in column A, below, print

the amount in the line marked “ANY OTHER INCOME."”

A B

Cc

D

E

TYPES OF INCOME /NONE

YOURS

SPOUSE

OTHERS

How Often
Received

UNEMPLOYMENT COMPENSATION

WORKMEN'S COMPENSATION (1A)

SOCIAL SECURITY BENEFITS

RAILROAD RETIREMENT

VETERANS ADMINISTRATION BENEFITS

RETIREMENT OR PENSION INCOME

ARMED FORCES ALLOTMENT

ALIMONY AND CHILD SUPPORT

RELATIVE CONTRIBUTIONS

INCOME FROM MORTGAGE, or Sales Contract

RENT FROM REAL ESTATE PROPERTY

INCOME FROM ROOMERS, or Boarders

INTEREST FROM SAVINGS ACCOUNT

MONEY FROM INDIAN TRIBAL FUNDS
B.lLA., and/or L.I.M.

OIL OR MINERAL BENEFITS

¥ A (A [Hh |H |Hh A &8 (P B (P (& (& A |0

@O 1N (A 1A A |h A |6a |0 |&n |&» (& A |&» |

ANY OTHER INCOME

¥V & P (& A A N (A & &/ A (A |&H | |&» |

$

$

If you expect to receive income from any

of the above sources, explain in Block 80.

COMPLETE THIS SECTION IF ANY MEMBER OF HOUSEHOLD IS EMPLOYED

61. GROSS PAY (Before Deductions)

$

$

$

Vk but only if you entered Gross Pay above.

62. List your REQUIRED DEDUCTIONS,

a. Income Taxes (Federal)

b. State of Montana Taxes

'J Union Dues, Medical, etc,

c. Social Security

d. Ott)er required deductions;

e. Transportation to and from work

f. Other work deductions, uniforms, etc.

i1 63. If you are self-employed, we will need a copy of your last income tax return.




Medical Problems and Related Data:

70. if the Applicant, or Spouse, is unable to work, list the reason(s) here:

il

71. If any member of your household is pregnant, list the name of the person: ... ... ...
and expected date of birth: ... ...

72. Is any member of household currently covered by Health, Accident, or O Yes [JNo
Hospital Insurance? If “YES” enter the company name here: . i

73. Is another person, or company, responsible for medical care that you or

Page 5 of 5

any member of your family is receiving, or has received? OYes [ONo
74. Do you owe money for medical care that you, or any family member
received in the last three months? OYes [0ONo
75. Do you make regular payments on medical bills, or medical insurance premiums? OYes [No
If “YES", provid ment information below:
ES™, provide paymen ation below AMOUNT PAID PAID HOW OFTEN
a. Medical Bills {(Doctor or Hospital)
b. Health, Accident or Hospital Insurance
¢. Prescribed Medication
d. Any other medical expense(s)
76, Responsible relafive NAME ‘ ADDRESS RELATION

80. Use this block for additional details, or explanation of previous blocks: ...

90. BE SURE THAT YOU HAVE ANSWERED ALL QUESTIONS ON FORM EA-1, AND PAGES 2 TO 5, FORM EA-TA. READ CARE-
FULLY THE FOLLOWING STATEMENT BEFORE YOU SIGN:
| declare that this statement has been examined and filled out by me, and to the best of my knowledge and belief is true, accurate and complete. | understand that any misstatement will be

investigated and prosecuted. | further declare that | will promptly report to the Welfare Department all facts concerning any income or sources received by me and/or my dependents and any
change of circumstances whatever-of myself and/or dependents for whom | have applied for assistance.

tunderstand | can appeal for a fair hearing to the State Department of Social Rehabilitation Services if | am not satisfied with the promptness of the action on my application, with the decision, or
with the amount of assistance which | receive.

| have been informed of the availability of Family Planning and early screening and may have these services by contacting the County Welfare Office.

| understand that this Declaration of Facts may be investigated by the Department of Public Welfare and | agree to cooperate by signing EA-4 and EA-29 and help in such an investigation by
presenting proof of the statements | have made in this Declaration.

I hereby authotize all medical providers to provide and release any medical information pertaining to myself, or any other person for whom | am applying for assistance, to the State Department of
Soclal and Rehabilitation Services, the State Department of Revenue, and their agents, upon their request, and hereby release said medical providers from any liability based on such release,

Benefits and services must be provided without regard to race, color, national origin, religion, political belief, age, handicap, sex or marital status. | understand | may file acomplaint with the State
Department of Social and Rehabilitation Services if | feel that | have been discriminated against.

(APPLICANT OR GUARDIAN — SIGN HERE) Date (SPOUSE OF THE APPLICANT - Sign Name Here) Date
_
91. If the applicant CANNOT write, or sign his name above, a Mark will be used instead of a signature; one witness
is then required to verify the applicant’s Mark and complete 92 below.
; 92. Witness’s Signature (When Required) Date Witness Address & Zip Code
_—
Date Worker’s Signature

- @3
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STATE OF MONTANA
DEPARTMENT OF SOCIAL & REHABILITATION SERVICES

Economic Assistance Division

RELEASE OF
CONFIDENTIAL INFORMATION

AUTHORIZATION TO MONTANA SOCIAL & REHABILITATION SERVICES TO OBTAIN PERSONAL INFORMATION

Client’s Name:

SSN:

Address:

(STREET) (ciTy)

(STATE) (ZiP CODE)

| authorize the individual, company or agency shown below to

disclose to the County Depart-
ment of Welfare of the Montana Social and Rehabilitation Serv-
ices, the information specified below, which relates to my
eligiblity to receive Public Assistance benefits. | understand
any information obtained wiil be kept confidential and will be
used only for purposes directly connected with the administra-
tion of benefits or services. | further understand that any infor-
mation obtained may be released to a proper governmental
agency or court of law enforcement agency for purposes of
legal and investigative actions conceming fraud, colliection of
support or establishment of third party liability.

INFORMATION SOURCE: Landlords, Neighbors, Employ-
ers, Social Security Administration, Doctors, Hospitals, Vet-
erans Administration, Bureau of Indian Affairs, Department of
Labor and Industry, Assessors, Treasurers, County Clerks of
Court, Banks, Credit Unions, Savings and Loans, Buyers of
Contracts for Deed/Negotiable instruments.

INFORMATION TO BE REQUESTED: Family Composition, Earned Wages, Unearned Wages, Checking Accounts,
Savings Accounts, Stocks, Bonds, Time Certificates, BIA-IM Funds, Veterans Benefits, Unemployment Compensa-
tion, Workmens Compensation, Loans, Personal Property, Mortgages, Contracts for Deed/Negotiable Instruments,
Real Estate, etc. Also, Medical Reports or conditions to exempt participation in employment or County Work
Program.

DISCLOSURE: Please provide information requested in space below or on back of sheet.

Signature of applicant or authorized representative:

X Date:
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(11/84)

YOU MUST RETUR
CLUSED AS OF

UEFAKIMENT OF SOCIAL AND REHABILITATION SERVICES
ECONOMIC ASSISTANCE DIVISION

ADDENDUM TO APPLICATION FOR GENERAL ASSISTANCE

RN THIS FORM BY THE EXD OF THIS MONIR.
TIE LAST DAY OF TInE MONTH.

Please 1{st belov the needs of your household for each category.

IF THIS REPORT IS NOT RECEIVED,

It will be necessary to bring in your rent

and ud.uty receipts. The total of all your needs cannot exceed the maximum standards for household size.
Refer to the table below for the msximum amount allowable in each category.

Rent

HBome Insurance

Ucilicies

Food

@2 B P N L e

Personal Needs

Transportation $

What type of Transportation

(public, car, etc.)

Bow many miles per mo.

Ko. of

Persons in

Bousehold Shelter
1 $120
2 160
3 190
& 262
5 285
3 b ya
7 3ss
8 390

Utilities
$75

98
116
149
178
197
218
240

FOR OFFICE USE ONLY

Rent - $

Inuo hymt ]

Home P:mrty Taxes s

Home Inmuncc $ )

Utilities S

Yood S

Personal Needs S

Transportation S

Personal Irans- Maximm
Food Needs portation Scandard
$§? $ 50 $ S0 s$n2
1485 67 67 279
208 80 80 332
264 lo2 102 4285
i 120 120 S01
37 13s 135 564
416 150 150 624
475 165 165 685
$59 Each
Addit{onal

If you are a family of 9 or more, ask your worker for the tadble of standards,

THE AMOUNT YOU RECEIVE FOR SHELTER AND UTILITIES MAY EXCEED THE TOTAL OF THE TWO (SRELIER
UTTLITIES) CATEGORIES UP TO A MAXIMUM STANDARD.

ARD

Recipient S{gnature

Date

eilgidility Technlclan Slgnacure

RECIPIENT RIGHIS:

LI

To zake applicaticn withe

©

ur

delav

eligfhil

¢ inquire and Se informec crallv and
idout coverage, concitions of

7 program and ccher services avallab!

T¢ be Jetermined eiigible

e
e

inel:

vithin 30 davs of upplication.

Tc be informed of fair hearing rt

Tid.

¢
‘
e.

.

ghes.

writing

. SCCPe

Jate

° Te continuattion of Senefits Juring e tatr
NeArinR prodess,

° To have lzmeciuate n~eeds sdatisiicd.

° TOo tecelve “imelv written totioe of cental,
reducticon or terafnation O! asstatance ot oalL

part of assi{stance requested,
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MONTANA DEPARTMENT OF SOCIAL AND Report Month:
REHABILITATION SERVICES

Due Date:

MONTHLY ELIGIBILITY AND
INCOME REPORT

_Sign and return this form to your local county welfare department by the the 8th of this month. If this report is not received,
your tood stamps, AFDC grant and /or Medicaid may be closed as of the last date of this month.

The information that you put on this report will be used by your eligibility technician to decide if you continue to be eligible
for food stamp benefits, AFDC and/or Medicaid. If you have any questions about completing this form, please contact your
local County Welfare Office.

THE INFORMATION PROVIDED ON THIS FORM WILL BE SUBJECT TO VERIFICATION BY FEDERAL, STATE AND
LOCAL OFFICIALS. IF INACCURATE OR INCOMPLETE, YOU MAY BE DENIED FOOD STAMPS AND/OR BE SUBJECT
TO CRIMINAL PROSECUTION FOR KNOWINGLY PROVIDING FALSE INFORMATION.

IF YOUR HOUSEHOLD RECEIVES FOOD STAMPS, IT MUST FOLLOW THE RULES LISTED BELOW. ANY MEMBER OF
YOUR HOUSEHOLD WHO INTENTIONALLY BREAKS ANY OF THE FOLLOWING RULES CAN BE BARRED FROM
THE FOOD STAMP PROGRAM FOR 6 MONTHS AFTER THE FIRST VIOLATION, 12 MONTHS AFTER THE SECOND
VIOLATION, AND PERMANENTLY AFTER THE THIRD VIOLATION. THE INDIVIDUAL WOULD ALSO BE SUBJECT TO
A FINEOF UP TO $10,000, IMPRISONMENT OF UP TO FIVE YEARS, OR BOTH, IN ADDITION TO SUSPENSION FROM
THE FOOD STAMP PROGRAM OF UP TO 18 MONTHS CONSECUTIVE TO THE ORIGINAL SUSPENSION, AS WELL AS
FURTHER PROSECUTION UNDER OTHER APPLICABLE STATE AND FEDERAL LAWS.

DO NOT give false information, or hide information, to receive or continue to receive food stamps.

DO NOT trade or sell food stamps or authorization cards.

DO NOT alter authorization to participate (ATP) cards to receive food stamps to which you’re not entitled.

DO NOT use food stamps to buy ineligible items, such as alcoholic drinks and tobacco.

DO NOT use someone else’s food stamps or ATP cards for your household.

1. Please print your name

(Head of Household)
Social
Security
Number.

2. ADDRESS CHANGE

Has your address changed since your last report? O vyes [ NO
If yes, give your new address below:

3. PEOPLE IN YOUR HOME
Instructions: List the names and relationship to you, of the people who live and eat with you at this time. (include yourself)

Name . Relation Name Relation
1 J 6. J
2 J. 7. /.
3 - 8 .
4 ] 9. I
5, /. 10. J




4. CHANGES IN YOUR HOUSEHOLD LAST MONTH

Did anyone move into or out of your household last month? O ves O No
If ‘'yes’, write the change below. If you answered ‘no’, go on to 5.
Date Date
Moved Moved Birthdate Social Security
Name Out In Number

—_—

/A S S R
Y S NS R R
Y R Y N R
The Social Security card of a new member(s) must be provided to your Eligibility Technician. Always include any new
member’s resources and income in this report.

5. EXPECTED CHANGES Do you expect any changes in your circumstances in the next month, such as:
e someone starting a job, starting to receive unemployment compensation or other income or receiving a lease or

royalty payment; or * someone moving into or out of your household? YES (If Yes, Explain) J Nno
6. WAGES
Did anyone in your household receive wages last month? ‘ Jyes [ NO

Instructions: 1. Report the earning of anyone who received wages LAST MONTH;
2. Attach verification of earnings (paystubs) or loss of earnings (lay-off slip).

Wage Earner’'s Name Did This Person’s Income Will iIncome Continue Next Month:
- Start _ Continue = Stop  Yes = No

Employer’s Name & Address

Date Paid Earned Before Tax Tips Date Paid Earned Before Tax Tips
1st payday 4th payday
2nd payday 5th payday
3rd payday
Wage Earner’s Name Did This Person’s Income Will Income Continue Next Month?

 Start = Continue . Stop C Yes ] No

Employer’'s Name & Address

Date Paid Earned Before Tax Tips Date Paid Earned Before Tax Tips
1st payday 4th payday
2nd payday 5th payday
3rd payday

(If you have earned income and your report is turned in late you will not be aliowed the $30 + V3, child care or work expenses.
If you receive AFDC the Department must add an amount for advance Earned Income Tax Credit (EITC) payments to earnings.)

7. SELF-EMPLOYMENT

Did your household have income from seif-employment last month? O vyes [ NO
Instructions: if you answered yes, enter the gross self-employment income below and list your operating expenses on a separate
sheet. Attach verification of income and expenses or bring in your books.

C

Gross Income




!

( (

8. OTHER INCOME
Did your household have income other than from work last month? O ves 0O NO
Instructions: 1. Report any other money your household received last month. 2. Examples of income which MUST be reported
are: Social Security benefits, Veteran’s benefits, unemployment benefits, strike pay, worker's compensation, disability insurance,
pensions, military aliotments, income from property and rental property; lump sum payments, such as past social security, an
insurance or court settlement, income tax refunds, general assistance, ADC and INDIAN INCOME including BIA General Assistance,
Per Capita Payments, sale of iand, or mineral right payments; educational grants/loans; 3. Attach verification of income if it has
changed.
Did Person’s Income | Will income Continue
Person Receiving Income Amount Date Received | Type of Income | Start, Change, or Stop | Next Month (Mark X)
$ | | O [ Yes 3 No
$ O d O O Yes O No
$ O Od | [ Yes 7 No
$ O ] O] 0] Yes O No
9. CHECKING OR SAVINGS ACCOUNTS (If zero, please enter zero.)
For all household members: & Savings $ Checking
Amount (current) Amount (current)
Name of Bank(s) Address
10. RESOURCES AND ASSETS
Did anyone in your household buy, sell, or receive a resource or asset last month? Oves OO No
Resources or assets could include:
e Cash ¢ Stocks, bonds, securities, trust fund or deed  ® Land contract, house, or property
* Car, truck, camper, boat, snowmobile, motorcycle * Recreation property, cottages, buildings ¢ Life insurance (cash value)
Instructions: If anyone in your household has bought sold or received resources/assets, please list them and contact your
eligibility technician. Verification may be required.
Resource/Asset (Bought, Sold or Received) Date Price/Value
$
$
11. COST OF CARE FOR CHILDREN, ILL OR DISABLED PERSONS:

Did your household have a child care, ill or disabled person care expense last month? yes [ONo

Instructions: 1. Attach verification of your costs.
2. If reason for care is education or training, send verification of the number of hours spent in the classroom or in

training.
How Many Hours
Name of Person Monthly Who Provides Care? Per Month Was Reason
Receiving Care Cost (Name and Address) Care Provided For Care
$
$
$

* AW



12. HOUSING COSTS
Was there a change in housing costs? U yes [JnNO Examples of housing cost changes would be:
* House Payment ¢ House Rent *House Insurance e Property Taxes e Utilities (lights, water, sewage, etc.) B
Instructions: If yes, explain the change and attach verification of the change.

What Was the Change(s)?

13. MEDICAL COSTS
Did anyone in your household over 60 years of age or older, receiving SSI, social security disability or Veteran’s benefits
because of a total disability have a medical expense last month? dyes [ NoO
Instructions: If yes, list expense below and attach verification of medical expense.

Person’s Name Type of Medical Cost Amount

14. RIGHTS

If you fail to complete this report correctly and/or verify needed information your case may be closed. If that happens, you would not
receive any benefits for the month this report covers. You have the right, however, to furnish a completed report and reapply for
benefits.

This is an equal opportunity program. If you believe you have been discriminated against because of race, color, national origin, age, sex, handicap,
political beliefs or religion, write immediately to: Eligibitity Policy Bureau Chief, Dept. of S.R.S., PO. Box 4210, Helena, Montana 59604.
AUTHORITY TO REQUIRE SOCIAL SECURITY NUMBERS

The submission of the Social Security Number (SSN} for all household members is mandatory under the Food Stamp Act of 1977 as amended by PL
97-98. Your SSN will be used in the administration of the food stamp program to check the identity of household members, prevent duplicate
participation and to facilitate making mass changes. Your SSN will also be used in computer matching and program reviews or audits to make sure
your household is eligible for food stamps. This may resuit in criminal or civil action to administrative claims against persons fraudulently participat-
ing in the Food Stamp Program.

HEARING RIGHTS

If you disagree with any action taken as a result of this notice (subject to an additional notification), you have the right to request a fair hearing. If a fair
hearing is requested within 10 days of the mailing dates of the additional notice of adverse action, and if the State Department of Social and
Rehabilitation Services determines that the issues concern facts of judgements relating to your individual case rather than State policy, the action
will not be effective until the fair hearing decision is rendered. Unless you request a fair hearing within 60 days of having your benefits reduced,
suspended, terminated or denied, you will not usuaily be granted a hearing.

Fair hearings are conducted by the Department’s Hearing Officer. Decisions by the Hearing Officer are binding on the Department and must conform
to Federal and State law, regulation or policy and must be based exclusively on evidence and material introduced at the hearing.

This information is given to advise you of your right to a fair hearing in the event that your grant is reduced or terminated as a result of noncooperation
in returning this monthly reporting form or because of information that you have reported on this form. A HEARING NEED NOT BE GRANTED WHEN
EITHER STATE OR FEDERAL LAW REQUIRES AUTOMATIC GRANT ADJUSTMENTS FOR CLASSES OF RECIPIENTS UNLESS THE REASON FOR
AN INDIVIDUAL APPEAL IS INCORRECT GRANT COMPUTATION.

| understand that the information | provide on this report may result in changes in my assistance, including reducing the amount of
my checks, food stamps, and medicaid, or closing my case. | understand that such changes may be made without advance notice. |
AM AWARE THAT THE LAWS OF MONTANA PROVIDE FOR A FINE AND/OR IMPRISONMENT OF ANY PERSON WHO AT-
TEMPTS TO RECEIVE, OR RECEIVES, ASSISTANCE TO WHICH HE/SHE IS NOT ENTITLED. | HAVE ALSO READ THE PENALTY
WARNING FOR FOOD STAMPS.

Lo

SIGNATURE: DATE:
Before you mail this form, have you:
() Signed the form. ( ) Enclosed wage stubs or other information to verify your income.

( )} Enciosed bills for day care, shelter expenses and so on.
If you have questions about this report call 1-800-332-2272, Toll Free.

C C




GENERAL: ASSISTANCE check list:

- signed application

- signed addendum

- signed EA-4

- good address (residency) except transient
- S.S. cards and I.D., drivers license

- Job Service card

- verification of shelter expenses, etc.

- wage verification, if any

- Workfare Handout

- workfare assigmment - 2 copies to school
1 file copy

- explain penalty (one week or 1/4 benefit for each refusal to work or failure
to cawply with workfare instructions)

- ex'plain client responsibility to provide rent receipt and utility bill with
addendum.

- landlord agreement

- repayment agreement

-~ EA-45 Interstate Transient - transportation/medical



G.A.
Name

Datce

INTAKE AND PRORTFM:

HOUSEHOLD OOMPOSITION:

RESIDENCE:

DEPRIVATION:

INCOME:

RESOURCES :

TITUN RAmIN TR T oA .
VTG DA NOARE DRSO Al



Computation of Earned

Income Date:

BUDGET COMPUTATION
l

-
|2
-] 3
1 4
ol 5
6.
2R

1L Other Income

Gross Earnings .. . . . ..
Earned Income Disregard . . . .
Mandatory Deductions . . . . . .
Personal Employment € xpense.
Child Care Expense . . . . . . ..
Total Deductions. . . . . ... ..
Net Earned Income . . . ... ..

(Subtract Line 6 from Line 1 to
'Determine Line 7)

Social Security, Vetenrans, ia.,
UC Compensation, etc.
(Specity)

> 0 oA w N =

P

ET's Signature:

</ 2

Directions to
Home:

“ I . o i ' ' ET - Notes:




DEPARTMENT OF SOCIAL &
REHABILITATION SERVICES
RAVALLI COUNTY OFFICE OF HUMAN SERVICES

.\ TED SCHWINDEN, GOVERNOR 310 NORTH THIRD STREET
— STATE OF MONTANA
/ (406) 363-1944 HAMILTON, MONTANA 59840

LANDLORD AGREEMENT

TO LANDLORDS OF GENERAL ASSISTANCE RECIPIENTS

I agree to accept General Assistance Authorization for payment

of rent for

This is with the knowledge that rent paid by General
Assistance, with the exception of the first months, is paid in
arrears and only after compliance with the Workfare Program.

Monthly Rent Amount:

Are Utilities included:

(yes) (no)

Signature:

Date:

Address:

Phone Number:

AN EQUAL OPPORTUNITY EMPLOYER'



DEPARTMENT OF SOCIAL &
REHABILITATION SERVICES
RAVALLI COUNTY OFFICE OF HUMAN SERVICES

TED SCHWINDEN, GOVERNOR 310 NORTH THIRD STREET

s f —— STAIE OF NONTANA

(406) 363-1944 HAMILTON, MONTANA 59840

WORKFARE ASSIGNMENT

Date

is eligible for General Assistance and has

elected to receive assistance through the Workfare Program. The following

work assignment for the month of is:

Work Site: Date to Report:

No. of Hours:

Eligibility Technician

It is the client's responsibility tc return the completed work assignment
sheet to the Human Services Office.

Any recipient who refuses to participate in the County Work Program will lose
eligibility for General Assistance for one week for each refusal. Good cause
for refusal to participate will be determined by the County Director.

CERTIFICATION OF WORK BY SUPERVISOR

I hereby certify that did report for and
satisfactorily completed hours of work on each day as follows:

Signature of Work Supervisor

AN EQUAL OPPORTUNITY EMPLOYER'
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SRS-EA-27 MONTANA DEPARTMENT OF SOCIAL & REHABILITATION senwcss

{Rev. 8/83)
LETTER OF NOTIFICATION .
Name of Applicant or Recipient: Organlzational Unit:
1., - RAVALLI- COUNTY HUMAN- SERVICES
.. | Street Address: g Street Address: . !
sl L = - 310-NORTH ‘3RD
- w
: T 1 " lcityand Phone:
ClysdzpGodes e ?&%ffiron, MT 59840 " 363-1944
1. PROGRAM. ‘D AFDC 7 E] AME,D ASSIST ‘ D GEN ASSIST D CO MED D., FOODSTAMPS

{1 OTHER:__

2. ACTION: your General Assistance application has been approved for

Shelter, taxes & 1nsurance $ $
Utilities o '$ - B
Personal Needs $ s - $
Transportation $ $

You have been determined exempt from the Workfare Program for the months of

e

You will not be required to file a new application until if you
submit a food stamp monthly report and a new General Assistance Addendum by the 8th of
each month. All changes in your circumstances must be reported within 10 days. Late
reporting could affect the follwing month's benefits.
County check is enclosed Yes No Amount$
You received a county check for § .

Vouchers have been sent to ‘
Legal Basis for Action: '

ARM

-CFR

MCA

If you have any questions regarding this action or if there are additional facts relating to your circumstances which you have not
reported to us, please write or telephone. We will answer your questions or make an appointment to see you in person. Please
remember that this action pertains only to the circumstances you reported to us. (PLEASE READ THE REVERSE SIDE OF THIS
NOTICE FOR YOUR FAIR HEARING RIGHTS).

(NAME & TITLE)

(DATE)

REQUEST FOR FAIR HEARING

This is to request a fair hearing. | am making this request because:

t'understand that the right to a fair hearing includes an administrative review and a pre-hearing conference. If my reasons for a fair
hearing have not been resolved during the administrative review and/or pre-hearing conference, | understand that a fair hearing wilt be
scheduled.

| have an attomey: = Yes  No. My attomey’s name is: —
His/her address is: ' . Histher phone number is:
(CLAIMANT OR AUTHORIZED REPRESENTATIVE) {(PHONE) (DATE)

*TO REQUEST A FAIR HEARING COMPLETE, SIGN AND MAIL THE WHITE COPY OF THIS NOTICE TO: HEARINGS
OFFICER, BOX 4210, HELENA, MT 59604.

Nictrmhiitimmn: WARito - Mosicahmicd Vaolina, - MAanicahnlAd Rink . Aiintv Eila




i Form SRS—EA/SA—6

ta New (7/83)

STATE OF MONTANA

DEPARTMENT OF SOCIAL AND REHABILITATION SERVICES

GENERAL ASSISTANCE AUTHORIZATION and INVOICE

i | VENDOR
hl NAME:

DATE
ISSUED

ISSUED BY AND RETURN TO:

RAVALLI COUNTY OFFICE OF HUMAN SERVICES
310 NORTH 3rd St.

STREET ADDRESS

HAMILTON, MT 59840

CITY

STATE

ZiP

ﬁ,,, Services Authorized:

ws| VALID ONLY From

WORKFARE: YES NO

To For
Name of Client or Family
SS# *

NO SUBSTITUTES ARE AUTHORIZED.

i- Return this form to the issuing office with the
bottom portion complete.
for your records.

Retain the copy Authorized Official

- DATES OF DESCRIPTION OF ARTICLES OR SERVICES UNIT
DELIVERY OF UNIT |QUANTITY| cosT AMOUNT
5 SERl\'I{IE?VISOR (Enter complete description and any other applicable information)
-
-
TOTA
- OTAL P

=

SIGNED:

¢

I CERTIFY THAT THIS CLAIM IS CORRECT AND JUST IN ALL RESPECTS,
AND THAT PAYMENT OR CREDIT HAS NOT BEEN RECEIVED.

TITLE:

f gr

r

£ — — —

DATE:

v

FOR SRS USE ONLY ¥ ARISAAIIIIIIIIHIHHHIIIMIIW

APPROVED FOR PAYMENT:

DATE:




-’

ORIGINAL (White) — Program Integrity Bureau Dept. ot Revenue Use Only
DUPLICATE (Yeilow) — Program Integrity Bureau For Accounting Purposes Only:

TRIPLICATE (Pink) — Originating County AFDC $
QUADRUPLICATE (Gold) — Recipient Food Stamps $
,(See EA Manual, 201-2, and AFDC Manual, 503—2B, for purpose and use of this form) Medicaid s
> Penalty/interest $
Other S
Total S

CODE Other J

SRS—EA—12 MONTANA DEPT. OF SOCIAL & REHABILITATION SERVICES | Z:;:'“" Use Only:
(Rev. 5/84) Economic Assistance Division aory
Recovery Mathod Code
REPAYMENT AGREEMENT [sotscan:
Frequency
Fiscal
(PLEASE TYPE) A
(1) County: (6) AFDC Overpayment [ Regular C Ward $
(2) Case Name: (7) Food Stamp Overissuance $
(3 Address._... . (8) Medicaid Overpayment s
Zip (9) AFDC Period of Overpayment From.__J/__/___To:___/ J___
(4) Social Security Number: (10) Medicaid Period of Overpayment From.__/__/__To.__/ /| __
(5) Repayment By: [ Grant Reduction (ADC only)
(J Cash 0 Coupon Payment [0 Monthly Allotment Reduction (0 Restored Benefits 0 Other
(11) 1/WE, HEREBY AGREE TO PAY TO THE STATE OF
MONTANA THE SUM OF AT THE RATE OF
PER FOR:
(Frequency) (Reason for Overpayment)
(ATTACH EITHER EA-16F OR FS-27, WHICHEVER IS APPROPRIATE)
PAYMENTS SHALL BEGIN ON OR BEFORE AND
(first of month)
CONTINUE ON A REGULAR BASIS FOR
(frequency) (vears/months)
WITH A FINAL PAYMENT OF:

IN THE EVENT THAT DEFAULT IS MADE IN ANY OF THE ABOVE PAYMENTS AS THEY BECOME DUE,
THEN THE ENTIRE AMOUNT OF THE UNPAID BALANCE SHALL BECOME IMMEDIATELY DUE &
PAYABLE WITHOUT FURTHER DEMAND.

ALL STATUTES OF LIMITATION APPLICABLE TO THIS AGREEMENT ARE HEREBY FOREVER WAIVED.
IIWE HAVE ENTERED INTO THIS AGREEMENT VOLUNTARILY.

(Date) (Signature)
(Date) (Signature)
(Address)

Money orders and cashiers checks are to be made payable to the Department of Social & Rehabilitation Servcies and
mailed to the Fiscal Bureau, P.O. Box 4210, Helena, MT 59604.




DEPARTMENT OF SOCIAL &
REHABILITATION SERVICES
RAVALLI COUNTY OFFICE OF HUMAN SERVICES

TED SCHWINDEN, GOVERNOR 310 NORTH THIRD STREET

= — SIATE OF MONTANA

(406) 363-1944 HAMILTON, MONTANA 59840

WORK PROGRAM HANDOUT

The General Assistance Work Program which you are applying for
is a program designed to assist you on a temporary basis in an
emergency situation when you are unable to find other work.

If you are found eligible for the General Assistance Work
Program, you will be assigned manual labor to compensate for
the amount of assistance given to you. If you do not work
your assigned days, you will lose eligibility for one week for
each refusal.

While you are on this program, you will be expected to comply
with the following:

1. Register at Job Service within 3 working days of
application for General Assistance.

2. Bring in verification of all earned and unearned
income from any and all employment in month of
requested certification.

3. If physically unable to work, provide a doctor's
statement to that effect.

4. If you refuse a job, you will be determined
ineligible for any further General Assistance for a
period of thirty days.

AN EQUAL OPPORTUNITY EMPLOYER™



SRS—EA—45
(Rev. 11/83)

STATE OF MONTANA
DEPARTMENT OF SOCIAL & REHABILITATION SERVICES

AFFADAVIT
NON-RESIDENT AND INTERSTATE TRANSIENT

DECLARATION FOR TRANSPORTATION

State of Montana
County of

County Office of Human Services

l, , declare that | am unable to pay for my
own basic needs or transporation for return to my state of origin/residence. | am not a resident nor
do | intend to reside in the State of Montana. { am en route to my state of origin/residence, but
because of unexpected hardship | am unable to reach that destination.

Signature/Date

DECLARATION FOR MEDICAL

1, declare that while traveling in the
State of Montanal have been accidently injured. | am not a resident of the State of Montana nordo
| intend to become a resident. | am en route to my state of residence/origin.

I am unable to pay in part or in full for the medical expenses resulting from said accidental injury. |
have no other resources (medical insurance, worker's compensation or other liable third party)
that can pay for these expenses.

Signature/Date



- Fawﬂbz Souwwee, Lue.

2201 4th Avenue North Phone 259-2269
BILLINGS, MONTANA 59101

TRAVELERS AID . LINDA ROBBINS
REPRESENTATIVE EXECUTIVE DIRECTOR

Tebrusry 1, 1985

Mr. Cal Winslow, Chairman
Human 3ervices Appropriations Committee

Dezr lir. Winslow,

Family Service, Inc. is a United iay agency set up to help families in
emergency situations with groceries, clothin~, small prescriptions, small cas®
loans, gasoline to get to jobs or jcb interviews, etc., %We are entirely United
Waey surnvorted, and supplement that with donztions and revayments. We are also
a desisgnated County ‘elfare vendor and i‘ontana Medicsid vendor.

Ve are in constant contact with Yellowstcne County Resource Department,
verifying situations and checking on when Food Stamvps and ADC are due on our
clients, If they've already received thelr zllocaticns, we are 2ble to find
that out to avoid duplication of services.

In 1284, we experienced a 27% overall increasse in the number of familics
asking us fer sssista=nce over 128%, Much of this reaze is directly zttributable
to the understaffing at Country Jelfare. ' hen a client goes there to set un an
appointment, more often than not, they are needing ™elp rizsht then., Today is
February 4@ - I just called County ‘elfsre and they are schedulin: appointments
for March 4%, Then, of course, they have 30 days to rrocess the application.

If the client is needing sssistance right now, they are automatically sent here

to Family Service. Tha longest we are able to helv any one family is a week &t

a time. ‘e kncw when we see a family for assistznce today that we're looking =at
giving them assistance once per week for up to 2 months.

We hsve budgetted U5C,000.C0 for dirsct assistsnce to clients for 1635. 1In

sre

O

January, we spent just over 34500.CC just for greceries. That mesns we & already
over—budgeykcr 12851 If there is no relief at County lelfare soon, I'm afraid there
will be no help available in 3illinzs for meny familiss bvefore this year iz over.,
Zach case-worker is so overburdened that it is tzking the full 3C dsys to
vrecess their zoplications. Thes strzin of such a—geavy work-lcad is being felt in
this office, and I caen tell, if nct by voice alone, thot the strain at County
Yelfare is retting too ~sreat, On thz other zide is the c¢lient. In many cases,
just going in to awply vas the hardest thing they've ever had to do zna it took
quite swhils Fus c Tacid hat there were no tors zltornatives., Then, fTo he rut

4 -— A

L v v

12y become anrry and frustrates, IS thoy'vnr never nod
tanca i
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Gunman
From Page One

to talk to his mother, Greer said, but
by then Hansen had returned.

Greer and Brun said Mrs. Hansen
told them her husband was a Viet-
nam veteran suffering from emotion-

al problems related to his service in
the war.

Greer said he thinks Hansen had
been unemployed off and on. Welfare
workers have known the Hansen
family for several years, he said.

Minutes after police had hauled

off Hansen, the welfare office was
still buzzing with excitement. Wel-
fare empioyees were willing to talk
about the incident, but de¢lined to
give their names, saying they did not
want to advertise who they were to
other angry clients.

“Everybody ran out,” one woman
said. “I thought it was going to be an-
other one of those McDonald’s mas-
sacres.”

On July 18 a recently fired secu-

rity guard opened fire on a McDon-
ald’s restaurant in San Ysidro, Calif.,
killing 21 people and injuring 20 oth-
ers. The gunman was shot and killed
by a police sharpshooter.

“We ran to the back,” another wel-

my God.' My worst fear was that he’d
shoot someone.”

When Hansen came in with his
gun, one of the receptionists said she
took about five clients who were in
the waiting room into an office be-
hind a brick wall. Employees, she
said, took off running to the back of
the building.

“We get threats like this all the -

time,” she said. “But nothing ever
happens .

One woman who was behind the ‘

counter near the door Hansen en-

-tered said she was very frightened.

‘“There's no protection here,” she
said. “What if it would have been real
busy and there would have been a lot

fare employee said. “I thought ‘Oh

of people in the waiting room?”

.
' Hansen from behind about 3:30 p.m.. The rifie,

e

IR

‘ ,:f By ROBIN BULMAN -
> Of The Gazette Staff "

- anhtened welfare workers herded clients -

" into offices while others fled the building Friday
" afternoon when a disgruntled food stamp recipi-

ent followed through on his threat to seek sath-
| faction with a gun.
Minutes after emenng the Yellowstone

" County welfare office, located at 3021 Third
- Ave. N, the man was subdued by a city police

detective, who happened to be there on an unre-
. lated matter, and two uniformed officers.

3 He was identified as Charles Hansen, 39, of

905 Bench Blvd. -
Detective Frank Brun said he disarmed

. he said, had no bullets in the chamber but four
" live rounds in the magazine. '

“By the time 1 got the canndges out, the
uniformed officers were still | flghtmg him on
the floor,” Brun said.

~7 < No-shots were"fired mmughmxtthe inci- )

.dent, he said, which lasted Bo more than twg or
‘three minutes. "¢

3

v’ Hansen was a.rrest.ed on mlsdemeanor dxs-

;

orderly conduct charges and booked into_the
Yellowstone County Jail about 4:40 p.m., police
said. He was released several hours later and
give a notice to appear in court. Hansen has no
prior arrests, police said. . ... . g
An office worker who asked not to be iden-

s gl

;- tified estimated that about 60 people were in t.he
~ building at the time.

According to welfare director Jun Greer,
Hansen had come to the office with his wife to
resolve a question about his food stamp eligibil-

_ ity. Greer said that before he could taik to Han-

sen or locate his file, Hansen left, saying he

~ would return with a gun.

" the police,” Greer said.

“His wife said when he left we‘d better call
o
But the police did not respond immedi-
ately, according to the receptionist who made
the call. “They asked me my life history,” she
said. “They asked me how long it would take
him to get here. I said about eight minutes.”
Brun, who was in an office in the rear of
the building, said that Greer told him of the po-
tentially volatile situation when Hansen first
left. Brun said Greer also told him that police
headquarters had been notified, but had said no
one could respond immediately.
When Greer returned to say Hansen had

OFflce

FRANK BRUN
dlsarms rmeman

amved with a nne Brun saxd he t.old Greer to.

notify police again. .o . i’y «v ;i on 4y 3nEy
“I walked out and the guy was coming -. -

through the door,” Brun recalled. “He was very

irate, upset and screaming and hollering about. . . k .

food stamps. He said he wanted the guy in

charge. I told him I was more or less in charge, . .

but he said that wasn’t good enough.” .

Brun said he could not grab the rifle t.hen -

because he was holding his own pistol out of
Hansen’s sight. ~

Hansen turned when two uniformed offi- -

cers arrived and told him to put down the gun,
Brun said. At that point, Brun said he grabbed .
the rifle from Hansen.

Hansen’s wife remained there dunng the -

incident, Brun said. A welfare employee said
Mrs. Hansen told several people who walked
into the office during the incident to leave,

“She tried to tell him to calm down,” Brun
said. “I was trying to calm him down because
he was so irrational His replies were a lot o!
yelling and screaming.”

According to Greer, Mrs. Hansen tned bo
telephone her husband to defuse the situation
when he first left the office, but could not reach
him. Hansen's son then called the welfare office

(More on Gunman, Page BA)
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2/4/85

To Whom It May Concern:

As an elipibility technician in Yellowstone County I see an urgent need

for more technicians. The majority of people I see daily are destitute.
They are out of money, out of food, and possibly facing eviction and/or
utility shut-off. Because of the number of these clients each technician
is required to see because of caseload size, we are unable to process these
clients in a timelv manner. The clients become frustrated and rightly

so. What they don't realize is that we are doing to very best we can.

They are not concerned with numbers only with their own situation.

They become angry and sometimes threatening. As a technician it is hard

to tell people that we understand their position and that we are doing

our very best but it may be 30 days or so before they receive assistance.
That is the situation. The reason is because we are short staffed. We
desparately need more FTEs. Currentlv in Yellowstone County we are fully
staffed with eligibility technicians but caseloads are unmanageable because
of their size.

The benefit of more FTEs would not be onlv to the clients and the current
staff but also to the community. Currently service organizations such as
The Salvation Army, Saint Vincent DePaul and Family Services are having
to help a number of our clients because of the delay in our services.
Landlords become upset because clients are not receivine assistance and
so are not paying their rent.

We are doing the very best we can but we are becoming frustrated and

worn out. This is shown by the amount of turn over we have in our office
in the eligibility d@vision. A greater number of technicians would allow
us the time to process cases in a more expedient manner. It would alse
allow us more job sati§faction rather than frustration.

Thank you for your consideration. Any help would be greatly appreciated.

%&LCLL& OLLcOw\ b/u%bv(’ T



Moore then 200 new people are coming to our office each -month to apply for
AFDC related programs. Most of them will return to pursue eligibility.

We have people who apply for these assistance programs who are not elibible
for any assistance e but will slip through and will be approved for

a money grant, medical or fiood stamps, simply because they are experts

at deception. We do not have the time to do more than a quick evaluation
of the circumstances they present to us.

Additional staff would truly reduce the number of people who are being
approved for assistance they are not eligible for. And would also

reduce the number of people who are receiving assistance now that are
not eligible.

Janet Schweigert. E.T.
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RESOURCE DEPARTMENT 3021 3RD AVENUE N
JAMES C. GREER, JR., DIRECTOR Phane 248-1891
BILLINGS, MONTANA
59101

February 4, 1985

Cal Winslow, Chairman
Human Services Appropriations Subcommittee

Dear Mr. Winslow:

We are writing this letter in hopes that you will realize the workload situation
of the Eligibility Technicians at the County level.

We realize that determining the SRS budget needs is not an easy task and thought
that any input we could provide would be of help to you,

There are currently 1,426 households on non-assistance Food Stamps in our county.
Approximately 1300 of these cases must be reviewed and the allotments changed
monthly. We, here at the Yellowstone County Resource Department, have a total

of four personnel to complete this task. This amounts to 325 changes, per worker,
per month.

These figures do not include the 122 new food stamp interviews, we have weekly,
between the four of us. It also doesn't include the monthly food stamp recipients,
whom are on County General Assistance, within our unit. The General Assistance
cases must also be reviewed and changed monthly. Those cases total approximately
25 per month.

We have enclosed a copy of a study which we compiled and presented to the
Legislative Candidates in early November 1984, which we hope will show some
justification in allowing additional full-time employees.

We thank you for your consideration in allowing our input.

Sincerely,

) -

/
/o / ! 1 i B
) / » 0
Pz fafat Lol
Betty,/Vogel Pat West
E.T. Supr. E.T.IT’

ST N ‘ 7
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‘Barb Harvey  TGwen Stone
E.T.I E.T.I



Page 1

I. FOOD STAMP DENIAL 1 ,
Forms required § Purpose of Each:

SRS FS-1 FOOD STAMP APPLICATION Client completes this form. Eligibility
Technician (ET) assists client if necessary and fills in any
blank sections of the form with verbal information received
from the client.

SRS FS-20 APPLICATION WORKSHEET This is the form which the ET uses to
record verifications and documentation the client submits in
order to establish eligibility for Food Stamps. The ET also
uses this form in order to compute the client's eligibility
amount.

SRS FS-26 NEGATIVE ACTION REPORT This is a report the ET must send to
the State SRS office, on a monthly basis, in order to report
that a denial was done on the case. It must also include the
basis for the denial.

County Form RUNNING RECORD This is a form kept in the front of the client's
file so that the next ET that works on the case can tell what
the last action on the case was. It also records the basis for
the action taken.

FS-11 FOOD STAMP NOTICE OF DECISION This is the letter to the client
informing them of the decision which was made on their application.

County Form FOOD STAMP MASTER CARD This form enables the ET to glance at
the card file to tell the last action taken on the Food Stamp
portion of the file. The card includes the client's address, number
of members in the household, phone number, net income, and most
recent Food Stamp allotment. It also enables ET to see if closure
or denial has been done and the reason for it.

TOTAL FORMS FOR FOOD STAMP DENIAL 6

AVERAGE TIME FOR THIS PROCESS (FORMS ONLY) 10 min.
AVERAGE TIME FOR THIS PROCESS (INTERVIEW ONLY) 15 min.
TOTAL TIME FOR THE FOOD STAMP DENIAL PROCESS 25 min.

II. FOOD STAMP APPROVAL
Forms Required § Purpose of Each:

SRS FS-1 FOOD STAMP APPLICATION Client completes this form. Eligibility
Technician (ET) assists client if necessary and fills in any
blank sections of the form with verbal information received
from the client.

SRS FS-20 APPLICATION WORKSHEET This is the form which the ET uses to
record verifications and documentation the client submits in
order to establish eligibility for Food Stamps. The ET also
uses this form in order to cempute the client's eligibility
amount.

(continued on page 2)



FOOD STAMP APPROVAL (cont.) «

FS-11

County Form

SRS FS5-18

* SRS EA-4a

SRS FS-53

SRS FS-5

SRS FS-1le

Co. 31

County Form

(cont. Page 3)

Page 2 a

FOOD STAMP NOTICE OF DECISION This is the letter to the client %ﬁ
informing them of the decision which was made on their applicatio

the card file to tell the last action taken on the Food Stamp
portion of the file. The card includes the client's address,

number of members in the household, phone number, net income,

and most recent Food Stamp allotment. It also enables ET to see %
if closure or denial has been done and the reason for it.

FOOD STAMP MASTER CARD This form enables the ET to glance at %

NOTICE OF EXPIRATION OF BENEFITS Notice to the client informing
them that their certification has expired and that they must
submit a new application and set up another interview with tech-
nician.

RELEASE OF CONFIDENTIAL INFORMATION This is a form that the clien
must sign in order to receive assistance. This form, once signed,
enables the County Welfare office to investigate Family Composi-
tion, Earned Wages, Unearned wages § income, Checking and Savings i
Accounts, Stocks, Bonds, Time Certificates, BIA Funds, VA Benefits,
Unemployment Compensation, Workmens Compensation, Loans, Personal
Property, Mortgages, Contracts for Deed/Negotiable Instruments,
Real Estate, etc. Also, Medical Reports or conditions to exempt
participation in employment or County Work Program. All of this
must be explained to the client prior to them signing it.

JOB SEARCH REFERRAL This form is used to schedule applicant for
and inform them of their appaintment for Job Search. Job Search
is a program which is run by the Employment Security Division
through the local Job Service office. A Job Service Placement
Counselor attempts to find them work, while at the same time, 3
-

the client must apply for a certain number of jobs. This program
last 8 weeks.

AFFIDAVIT OF UNDERSTANDING This form must be signed by the Head
of Household showing that they understand that the members of
the household, whose names appear on the form, must be registered
at the Job Service and accept any employment offered to them.

STANDARD UTILITY FORM This form explains to the client that they
have the option of either using their actual utility bills to
determine the Food Stamp allotment, or using the State standard
for utilitjes. In order to qualify for the Standard Utility
amount, the client must be responsible for paying their own heat
expehses. The client must sign this form showing which they have
chosen.

This is a County form which is sent to the American Indian client'.ﬁ
BIA Headquarters requesting information on the client's tribal
accounts and land lease income.

RUNNING RECORD This is a form kept in the front of the client's
file so that the next ET that works on the case can tell yhat
the last action on the case was and the basis for the action

taken,
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EA-la COMPUTER FORM which must be filled out and mailed into the State
SRS Data Processing Unit so that the client and all members of
the household can be entered onto the SRS computer. This form
includes all members of the household's Social Security Numbers,
Birthdates, Sex, and date of eligibility.

EA-2 COMPUTER FORM which is a supplement to form listed above. This
supplemental form is used wnen there are more than 4 me¢....7s in
the household.

SRS FS-8 MAIL ISSUANCE REQUEST This is a form which must be completed
if the client requests that the Food Stamps be sent directly to
their address, rather than picking them up at the Courthouse.

FS-74 MONTHLY REPORT FORM Even though this form doesn't have to be
completed at the time of the interview, the ET must go over this .
form with the client to ensure that the client knows what is
required on the form,the month that the form inquires about,
date due, and which verifications must be submitted with it.

County: Form MRRB (Monthly Reporting Retrospective Budgeting) NOTEBOOK PAGE
Each client must have one of these written up on them. The only
households that are exempt from this are those on Social Security,
Supplemental Security Income, Social Security Disability, or any
other fixed income. This is a page which the technician keeps
in a notebook with information regarding the case on it.It must
include Name, Address, Phone, Application date, Interview date,
Ethnic code, Social Security Number, Job status, Names of all
members of the household, Income and Income Source, Resources,

Day Care Expenses, Name of Landlord, Rent amount, Utility Amounts,
Certification Period and Amount Issued. This form is used so the

ET doesn't have to refer to the file every time a question regarding
the case comes up.

EA P-31 REQUEST FOR INFORMATION ON UNEMPLOYMENT COMPENSATION & WAGES
This form is sent weekly to the State SRS office. The Data
Processing Unit then returns computer readouts on each client,
showing an®  Unemployment Benefits or wages received in the
. last 6 months.

Copies of Identification, Social Security Cards, Vehicle registrations, tax,
and Insurance on residence, must be taken and attached to this
SN batch of forms.

TOTAL FORMS FOR FOOD STAMP APPROVAL 17
TOTAL AVERAGE INTERVIEW TIME 29 Min,
TOTAL AVERAGE PAPERWORK TIME 21 Min.
TOTAL AVERAGE TIME FOR COMPLETION OF CASE 50 Min.
Average Number of these per day, per worker 8

Total time per day, if all were completed 6% - 7 hrs.



III. MRRB (MONTHLY REPORT CHANGES) *+ - *

Page 4 g

Forms required § Purpose of Each:

FS-74

FS-7;
SRS FS-20c
FS-11
County Form

County Form

County Form

MRRB FORM (MONTHLY REPORT FORM) This is the form that the clientg
submits monthly to report any changes in address, number of
household members, expected changes wages, self employment income,
unearned income, checking and savings account:balances, resources,
day care expenses, housing costs and medical costs. This form %a
must be accompanied by verification of all information.

NOTICE OF LATE OR INCOMPLETE MONTHLY REPORT This is a notice
the ET must send to the client telling them that their monthly
report is past due, or incomplete.

FOOD STAMP MONTHLY COMPUTATION WORKSHEET This is the worksheet
which the ET uses to compute the new allotment, based on the
monthly report submitted by the client.

FOOD STAMP NOTICE OF DECISION This is a letter to the client

informing them of the change which was made on their coupon
allotment.

RUNNING RECORD This is the form kept at the front of client's
case file so that the next ET that works on the case can tell
what the last action taken on the case was.

MRRB NOTEBOOK PAGE This is the page which the ET keeps in a
notebook for quick reference regarding the case. All changed
information must be updated on this form, so that there is
always the most current information on the case available.

FOOD STAMP MASTER CARD This form enables the ET to glance

at the card file to tell most recent action taken on the case,
and allotment amounts. This form must be updates monthly so "
that all current information regarding the case is available. %

EA-1la COMPUTER FORM which must be updated monthly and resubmitted
so that all current information regarding the case is entered
into the SRS computer.

EA-2 COMPUTER FORM used when there are more than 4 members in the
household. This form must be updated when information must be
changed.

TOTAL POSSIBLE FORMS 9

S TOTAL HOUSEHOLDS ON MONTHLY REPORTING 750

TOTAL TIME PER MONTHLY REVIEW WHEN NO CHANGES REQUIRED 8 min.

TOTAL TIME PER MONTHLY REVIEWS WHICH REQUIRE CHANGES 20 min.

TOTAL WHICH MUST BE COMPLETED DAILY IN ORDER TO MEET DEADLINES 9

TOTAL DAILY TIME REQUIRED FOR COMPLETION OF MONTHLY CHANGES 3 Hrs.

"
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IV. COUNTY GENERAL ASSISTANCE (WORK PROGRAM)

Forms Required § Purpose of Each: -

SRS EA-1A

EA-79

County Form

SRS EA-1le

SRS EA WS1

SRS EA-4a
(two)

Co. 22

Co. 39

Co. 25

APPLICATION FOR ASSISTANCE This form is used for all programs,
other than Food Stamps. It is to be completed by the client;
however, the technician must also double check the form and

make sure that it is completed correctly. The date that the form
is received in the Welfare office is then used as the applicant's
date of application.

DECLARATION OF RESOURCES This form must accompany the application
form. The client must list on this form any resources not covered
under the questions on the application form. The client must list
anything they have more than 1 of, e.g. TV, stereo, washer/dryer,
etc.

WORK PROGRAM QUESTIONNAIRE This form also accompanies the applica-
tion form. It saves time for the ET so that the ET doesn't have
to ask the questions verbally.

FACE SHEET This is an informational form which the ET completes.
It contains names, birthdates, birthplaces, relationships to the
applicant (for additional members), race, educational background,
Social Security numbers, Veteran status, address, martial status
and background as well as the client's next of kin. This form is
kept in the file for informational purposes.

ELIGIBILITY INTAKE CHECKLIST This form covers the rights and
responsibilities of the client. The ET must go over each item
with the client to assure that they understand their rishts and
responsibilities. The ET and the client must sign this form.

RELEASE OF CONFIDENTIAL INFORMATION This is a form that the

client must sign in order to receive assistance. This form, once
signed, enables the County Welfare office to investigate Family
Composition, Earned Wages, Unearned wages & income, Checking and
Savings Accounts, Stocks, Bonds, Time Certificates, BIA Funds,

VA Benefits, Unemplovment Compensation, Workmens Compensation,
Loans, Personal Property, Mortgages, Contracts for Deed/Negotiable
Instruments, Real Estate, etc. Also, Medical Reports or conditions
to exempt participation in the County Work Program. All of this
must be explained to the client prior to them signing it. The
client must sign 2 of these forms. One is used for the Food Stamp
portion of the application; one for the General Assistance portion.

This is a County Form which is given to the client. The ET must
go over this form with them. It is an informational form on which
some of the County Work Program requirements are explained.

This is also a County Form which is given to the client. This
form accompanies the above form (Co. 22) and covers more of the
County Work Program requirements for eligibility.

Also a County Form. This is a form that the client's Landlord
must complete. It is used for informational purposes only, to
verify address, rent amount, and to whom the rent check should
be issued. This form must also be signed by the client,which
gives the ET the right to release information to the landlord
regarding rent situation only.

(cont. Page 6)



COUNTY GENERAL ASSISTANCE (WCRK PROGRAM) cont.

JTPA Form

SRS FS-1a

Co.26

Co. 23

County Form

Co. 31

SRS FS-20

EA P-31

SRS FS 18

County Form

(cont. Pg. 7)
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JOB SERVICE OF MONTANA JTPA APPOINTMENT & REGISTRATION VERIFICATIE%
This form is used to set up appointment for and verify registration
with the Job Training Partnership Act (JTPA) program through the
Job Service.

PUBLIC ASSISTANCE AFFIDAVIT REQUEST FOR FOCD STAMP BENEFITS

This form is used as a food stamp application for the Public %ﬁ
Assistance applicants. This form is completed by the client and |
double-checked for accuracy by the technician.

EMPLOYMENT RECORD This is a County form used by the client to ;
report any income received. If the client received no other income,
this form is not required. If the client works part-time, they .
would have to submit one of these weekly. §

WORK RELIEF ORDER This is a County form used for informing the
client of dates, times, and the place they will be working, on %i
the County Work Program. It is given to the client, generally the
day before they are required to report for work. They must first
complete all other requirements of the County Work Program prior
to being scheduled for work. The client receives one of these
schedules monthly.

CASE PROGRESS RECORD This is a form used for ET to make
dictation regarding the client, e.g. if they are cooperating,
special situations, etc... This is used basically to document
the client's situation for the case record.

This is a County form letter sent to the American Indian client's
BIA headquarters requesting information on their tribal accounts
and land lease income.

APPLICATION WORKSHEET Technician's worksheet and computation
form which must include all documentation and verification of
information used to compute Food Stamp allotment.

REQUEST FOR INFORMATION ON UNEMPLOYMENT COMPENSATION BENEFITS
& WAGES This form is sent weekly to the State SRS office. The
Data Processing Unit then returns computer readouts on each
client, showing any Unemployment Benefits or wages received in
the last 6 months.

NOTICE OF EXPIRATION OF BENEFITS Notice to the client informing
them that their certification has expired and that they must

submit a new application and set up another interview with tech-
nician.

file so that the next ET that works on the case can tell what
the last action on the case was. It also records the basis for
the action taken.

RUNNING RECORD This is a form kept in the front of the client's %
3
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COUNTY GENERAL ASSISTANCE (WORKAPRQGRAM) cont.

SRS FS-5

SRS FS-53

SRS FS-le

Co. 24

FS-74

EA-1a

EA-2

County Form

SRS EA-27

(cont. pg.8)

AFFIDAVIT OF UNDERSTANDING This form must be signed by the Head
of Household showing that they understand that the members of the
household, whose names appear on the form, must be registered
at the Job Service and accept any employment offered to them.

JOB SEARCH REFERRAL This form is used to schedule applicant
for and inform them of their appointment for Job Search. Job
Search is a program which is run by the Employment Security
Division through the local Job Service office. A Job Service
Placement Counselor attempts to find them work, while at the
same time the client must apply for a certain number of jobs.
This program lasts 8 weeks.

STANDARD UTILITY FORM This form explains to the client that
they have the option of either using their actual utility bills
to determine the Food Stamp allotment, or using the State stand-
ard for utilities. In order to qualify for the Standard Utility
amount, the client must be responsible for paying their own

heat expenses. The client must sign this form showing which

they have chosen.

JOB APPLICATION VERIFICATION This is a County form used to
verify where the client has applied for work. The employer,
to whom the client has applied for work, must complete the
form. The client must complete 10 of these forms each week.
The Technician must then put each one of these into a log
book. NOTE: The Technician must transfer, by hand, the
information on these forms into a log book. The original
form, which was filled out by the employer, is then
destroyed. .

MONTHLY REPORT FORM Even though this form doesn't have to

be completed at the time of application, the ET must to over
this form with the client to ensure that the client knows

what is required on the form, the month that the form inquires
about, date due, and which verifications must be submitted
with it. This form is used for food stamps only.

COMPUTER FORM which must be filled out and mailed into the

State SRS Data Processing Unit so that the client and all members
of the household can be entered onto the SRS computer. This form

includes all members of the household's Social Security Numbers,

Birthdates, Sex, and date of eligibility.

COMPUTER FORM This form is used as a supplement to form
listed above (EA-1a). This supplemental form is used when
there are more than 4 members in the household.

BUDGET SHEET This form is used to notify the County Board
and clerical staff what action is being taken on the case
e.g. approval, denial, closure, etc.

LETTER OF NOTIFICATION This letter is used to inform a client
as to whether their application has been approved or denied or

closed. It would also indicate to the client any special require-
ments of the program which would be required prior to the
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i "

assistance being rendered to them.

.%@1(@@g@§ -

For each County Work Program application approved, the ET must have a note-
book page with the person's name, Social Security Number, Birthdate, Resource
Information, Landlord and Landlords address § phone, Rent amount, Utility
Coverage, and any representative the client may have appointed to represent
him. The ET uses this page to keep track of dates of Job Service visits

& Dates and amounts of assistance given to him by the County.

B Baad

Since we have recently made the initial application process into a group
meeting, the ET is able to see up to 20 new applicants at one time. This
process takes 45-60 minutes for each meeting held. Currently, there is
only 1 meeting per week.

The County Work Program client is required to report to the ET at least %
one time each week. The hour of 8:00 a.m. to 9:00 a.m. is set aside for

this purpose. Any person who has already been through the initial application =«
process, may 'drop in'" at this time and will be seen by the technician. %ﬁ
No appointment is necessary, therefore, the ET is subject to seeing 1 to

unknown number of clients between the hour of 8 § 9:00 a.m., Monday through
Friday. NOTE: Some clients do come in more than once each week.

AVERAGE NUMBER OF CLIENTS SEEN BETWEEN 8-9 a.m. daily 6

AVERAGE TIME PER CLIENT DAILY 8 min.

# OF FORMS REQUIRED FROM APPLICATION TO APPROVAL/DENIAL 30 «
AVERAGE TIME FOR APPROVAL/DENIAL ACTION 21 min. %

V. MISCELLANEQUS DUTIES

MAIL 12 min/day
CREDIT REPORTS (REVIEW INFORMATION) 5 min/day
BILLINGS TIMES (REVIEW INFORMATION) 5 min/day
INDIAN LIST (LIST OF THOSE ON COMMODITIES-MUST REVIEW INFORMATION 5 min/day
VOUCHERS ( WRITTEN FOR ITEMS REQUIRED BY GENERAL ASSISTANCE WORKERS) 7 min/days?
VERIFICATION OF THOSE THAT SHGWED UP FOR WORK S5 min/day
CONSULTATION WITH SUPERVISOR 12 min/day
PREPARING FOR GROUP MEETINGS (GATHERING PACKETS FOR APPLICATIONS) 30 min/wk ”
CHECKING APPLICATIONS TO SEE IF THEY QUALIFY FOR EMERGENCY ASSISTANCE 10 min/day#
HELPING CO-WORKERS ON CASES (QUESTIONS) 11 min/day
LETTERS TO CLIENTS (MISCELLANEOUS REMINDER LETTERS) 6 min/day
GATHERING FILES AND/OR FORMS 11 min/day
ASSISTING AND INSTRUCTING GENERAL ASSISTANCE WORKERS 6 min/day
HANDLING IRRATE CLIENTS @ THE FRONT DESK 15 min/dg_ |
CHECKING COMPUTER READOUTS RE: REPAYMENTS, UNEMPLOYMENT, WORKMEN'S g
COMPENSATION, POSSIBLE DUPLICATE APPLICATIONS 20 min/day
FILING § UPDATING COMPUTER FORMS AND MONTHLY REPORTER PAGES § CARDS 15 min/day
CHECKING & SORTING COMPUTER READOUTS (EA P-31) 15 min/wk ;
i

(fcont . pace 9)
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ORGANIZATIONAL TIME 12 min/day
SIGNING LETTERS AFTER TYPING BY THE CLERICAL STAFF 4 min/day
JOB SEARCH WARNING & CLOSURE LETTERS 10 min/day
NOTATING OVERISSUANCES WE HAVE NO TIME TO DO 5 min/day
PHONE CALLS FROM CLIENTS & RETURNING PHONE MESSAGES 32 min/day
REVIEWING QUALITY CONTROL FINDINGS 10 min/day
CHANGING CLIENT ADDRESSES S min/day
SEARCHING FOR LOST FILES & CARDS 11 min/day
NOTATING WHAT HAS BEEN PAID ON OVERPAYMENTS & CURRENT BALANCES OWING 2 min/day
UPDATE MANUAL MATERIAL 10 min.
OVERPAYMENT COMPUTATIONS AND WORKUPS 1-4 hrs each
REVIEWING NEW POLICY 45 min. time
ATTENDING WORKSHOPS 1-5 days tir
DENIALS OF APPLICANTS WHOM DID NOT KEEP THEIR APPOINTMENTS - 2 hrs./mo
CLOSURES OF CASES WHERE NO MONTHLY REPORT WAS SUBMITTED 1 hr./mo

LOGGING COUNTY GENERAL ASSISTANCE WORKERS JOB APPLICATIONS 32 hrs/mo



Exhnibit &
A-6- 55~
MR. CHAIRMAN, MEMBERS OF THE COMITTEE: MY NAME IS SUE STEPHENS.

I AM AN ELIGIBILITY TECHNICIAN FROM THE MISSOULA COUNTY OFFICE OF HUMAN
SERVICES. I AM HERE TO TELL YOU OF THE NEED FOR MORE ELIGIBILITY STAFF.

Our job is to determine eligibility for all catagories of assistance
for our clients in a timely manner. The catagories of assistance are:
immediate needs, Medicaid, Medically Needy, Medicaid Waiver, Food Stamps,

Aid to Families with Dependant Children, General Assistance, State Medical,

and Nursing Homes. There are different requirements and paper work for each
program. Our job is becoming impossible to do. The last time our staff was
increased wasiin 1981 and then only slightly. Since that time caseloads have
increased and the number of required forms has increased significantly. For
example, we now have 38 food stamp forms compared to 20 several years ago. There
are now 55 ADC forms compared to 44; and these are just 2 of the programs that
we deal with. The rules and regulations continually change, increase and become
more complex. Combined with the increased paper work, this causes delays and
errors in trying to serve the public in a timely manner with the same staff of

4 years ago. |

Our clients are becoming frustrated and angry with the system that is
intended to serve their needs. The elderly and disabled and Medicaid Waiver
clients who are less vocal groups may have their benefits delayed for several
months due to the priority currently being placed on General Assistance and
immediate need cases.

There is also a shortage of clerical positions in our office. As a result,
more pressure is put on the eligibility workers to do their own clerical work in
order to meet deadlines. In addition, clerical workers are rotated to cover
duties for which we need more workers. This affects the flow of work in the

entire office.



The pressure for timely and accurate eligibility determination ssséér
with our present staff has caused staff burn out leading to missed time
from work due to job stress. This in turn creates additional pressure on
the remaining staff who has to cover for the absent workers. I believe the
recent increase in our error rate, and possible monetary sanctions from the
Federal Government against Montana,are a direct result of understaffing.

If you—ESEé—to Missoula today to apply for food stamps, the first
available appointment would be on February 25th. The first appointment
available for ADC would be on February 20th. At times it has taken weeks
to get an appointment. That results in an application not being processed
with in the 30 day requirement. Federal and State laws require that
assistance be provided to those in need and that assistance be provided
within required time limits. PLEASE GIVE US THE STAFF WE NEED TO CARRY
OUT MONTANA'S OBLIGATION TO SERVE IT'S NEEDY CITIZENS EFFECTIVELY AND
EFFICIENTLY.
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CASCADE COUNTY OFFICE OF HUMAN SERVICES

Eligibility Determination Workload Information
Authorized FTE's by work area:

18.0 FTE Eligibility Technicians

. 2.0 FTE Fligibility Technician Supervisors

1.0 FTE Administrative Officer
3.0 FTE Typists

1.6 FTE Clerical Supervisors
1.0 FTE Food Stamp Issuer
1.8 FTE Accounting Clerks

.8 FTE @ County Director, Receptionist, Telephone Operator, Supply Clerk,
.2

Secretary, Word Processor.
Total FTE for Eligibility Determination

33
Eligibility Technician work activity:
A. Maintenance of open and continuing cases.

1. Continuing households as of 1/1/85 (household = 1 or more persons living
together and receiving benefits).

917 households receiving only Food Stamp benefits
166 households receiving only AFDC benefits
2l; households receiving only General Assistance benefits
522 households receiving only Medical benefits (322 in nursing homes)
1992 households receiving multiple benefits
3621 total households represents average of 201 per Eligibility Technician

2. Summarized description of work tasks.

-Redetermination/recomputation per monthly reports (GA, AFDC, FS).
~Changes per informatiom from clients & other sources.

-Other changes (address, members)

-Requesting information (SSA, Tabor, financial institutions, etc.).
~Records and reports (case files, transmittals).

-Coordination (other agencies, WIN, Job Search).

B. Intake - the receiving and disposition of new applications.

1. Volume = 583 Intakes were initiated in January, 1985 representing an
average of 32 1/3 per Eligibility Technician.

2. Summarized description of work tasks.

-One or more face to face interviews.

-Examine and evaluate information presented.

-Identify and aquire necessary additional information.

~Explain and interpret programs, procedures, rights and responsibilities.
~Make eligibility determination and provide written notice of decision.
-Compute benefits; retoractive, current and future.

-Establish records and complete reports.



ITI.

VI.

Administrative & Clerical Support Activity in January, 1985:

A. Delivering benefits.

1. 2618 Food Stamp Allotments issued (1529 by mail, 1089 in office).

2. 1227 checks for General Assistance, AFDC, LIEAP, etc. were issued.

B. Other client related activity.

1. 1801 people were welcomed and served by the Receptionist.

2. 600 to 800+ daily incoming calls handled and routed by Telephone Operator.

Coordination Between Eligibility Determination and Social Service Units:

A,

Social Service funded positions.

21.0 FTE professional Social Worker and Social Worker Supervisor positions.

10.0 FIE Home Attendant positions (provision of in-home personal & support serv.
_6.8 FTE Administrative and clerical positions.

37.8 Total FIE for Social Services.

"Separation" (FFP) prohibits eligibility determination by Social Workers.

Procedures in place for internal referral leading to counselling and referral.

Problems and Responses:

A‘

Bo

Co

Open Intakes to Appointments.
-Abuses, multiple returns, appointments exceeding LO%
-Appointments now at 15 work days after contact.

Uneven Work Flow to Greater use of mail.
~Calendar v.s. fiscal month.

Immediate Needs Mandate to Reorganization.
-Specialized work assignment; terminated hospital service; reassigned workloads.

Summary - Personal Judgements:

Ao
B.

C.

Heavy workloads diminish efficiency (150 cases = error free work standard).
Heavy workloads lead to employee dissatisfaction (classification appeals) .

Heavy workloads create client dissatisfaction (inability to respond to
new and changing needs).
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