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Renewal SOP Charts

TIMELY RENEWALS (15t — 15t™)

SOP to APPROVE

Process by the last workday of the last
month of the current certification
period

RECEIVE BENEFITS

Regular issuance cycle date

SOP to DENY

After the verification deadline but no
later than the last workday of the last
month of the current certification
period

UNTIMELY RENEWALS (16" — End of the Month of the

certification period)

SOP to APPROVE

By the 29™ day following the date of
application

RECEIVE BENEFITS

By 30" day from application date -
begin count the day after the
application date. This could result in a
break from AU’s regular issuance
cycle.

SOP to DENY

The 30™ day following the date of
application. If 30" day is on a weekend
or holiday, deny on the next business
day.




LATE RENEWALS (Received within 30 days after the
certification period has expired)

SOP to APPROVE

By the 29" day following the date of
application

RECEIVE BENEFITS

By 30" day from application date -
begin count the day after the
application date. This could result in a
break from AU’s regular issuance
cycle.

SOP to DENY

The 30" day following the date of
application. If 30" day is on a weekend
or holiday, deny on the next business
day.

Late renewals (those applications received within
the 30 days following the end of the certification
¥ period) may be eligible for expedited services.

Screen the renewal application to determine
potential eligibility for expedited services. Benefits
must be received within seven days if the late

renewal is subject to expedited services.




Verification for Renewals

Identity if it has changed

Residency if it is questionable

ABAWD work hours, participation, and countable months

Certain work registration exemptions (use exemption chart)

If a student is enrolled in higher education and eligibility is based on
employment criteria or work study criteria, then verification is needed

Liquid resources if the total countable liquid resources exceed 75% of the
resource limit

Countable Earned Income (but not excluded types of income)

Termination of income if it was previously budgeted in the case, regardless
of when it was terminated

Termination of income if it was not reported and not originally included in
the budget but would have put the AU over the FPL

Termination of income if it was not reported and not originally included in
the budget but does not put the AU over the FPL

Unearned income if the amount has changed by more than $50 or if the
change will result in ineligibility

Child support paid to someone outside the AU (used as a deduction)

Only if the amount has changed by more than $25 or there is a new source
or change in the obligated amount

Medical deductions if a new expense is reported that will qualify for the
Standard Deduction or will qualify for a deduction for actual expenses

Shelter expenses if the expense has changed or was not previously verified

The actual utility expense if the AU is not eligible for an SUA




Marcus Combs 508 Renewal Form

Georgia Department of Human Services
FOOD STAMP/MEDICAID/TANF Renewal Form

If you need help reading or completing this document or need help communicating with us, ask us or call
1-877-423-4746. Our services, including interpreters, are free. If you are deaf, hard-of-hearing, deaf-blind or
have difficulty speaking, you can call us at the number above by dialing 711 (Georgia Relay).

For Office Use only: Date Received Load# _ Client ID # Date Initiated Programs
Initiated: O TANF O Food Stamps O Medicaid

If you are reapplying for Food Stamps or renewing your TANF or Medicaid benefits, you can file this renewal/application
form with only your name, address and signature. However, it will help us to process your application,
recertification/renewal more quickly if you complete the entire form and provide verification of information, if it
is requested. You may use this form to file a joint renewal/application for the Food Stamp/Medicaid and/or TANF
program or for the Food Stamp Program (FS) only. Your Food Stamp renewal will not be terminated solely on the basis
that your renewal/application for another program has been denied/terminated. We will make a separate eligibility
determination for your Food Stamp renewal.

Please PRINT the name ahd address of the persoh who is reapplying for benefits in the space below:
Client Name: Date of Birth: Social Security Number:

Marcus Combs 05-15-1975 125695847
Strest Address: 1965 Briarcliff Road, Apartment 6E

Atlanta, GA 30314

Mailing Address:

Main Phone Number: Other Contact Number: Email Address:
404-555-5569 (Optional)
E-mail Communication Yes____or No___ Texting: Yes__ or No__(optional)
(optional)
What is your Preferred Language? If an interview is required, will you
. need an interpreter? Yes or No _+/
English -

Americans with Disabilities Act: Request for Reasonable Modification & Communication Assistance (if applicable):

Do you have a disability that will require a Reasonable Modification or Communication Assistance? Yes__ No ¢/
(If yes, please describe the Reasonable Modification or Communication Assistance that you are requesting):

Sign Language interpreter ___; TTY ; Large Print ; Electronic communication (email) ; Braille ; Video
Relay ___; Cued Speech Interpreter___; Oral Interpreter ___; Tactile Interpreter ___; Telephone call reminder of program
deadlines ___; Telephonic signature (if applicable) ___; Face-to-face interview (home visit) ___; Other:

Do you need this Reasonable Modification or Communication Assistance one-time ___ or ongoing ___?If
possible, briefly explain when and how long you need this modification or assistance?
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| declare under penalty of perjury to the best of my knowledge and belief that the person(s) for whom | am applying for
benefits isfare U.35. citizen(s) or are noncitizen(s) lawfully present in the United States. | further certify that all of the
information provided on this application is true and correct to the best of my knowledge. | understand and agree that
DHS-DFCS, DCH and authorized Federal Agencies may verify the information | give on this application. Information
may be cbtained from past or present employers. | understand that my information will be used fo track wage
information and my participation in work activities.

| will report any change in my situation according to Food Stamp/Medicaid andfor TANF program requirements. | will also
report If anyone in my household receives lottery or gambling winnings, gross amount of $3500 or more (before taxes or other
amounts are withheld). | will report these winnings within 10 days from the end of the month in which my household receives
the winnings. | understand if any information is incorrect, my benefits may be reduced or denied, and | may be subject to
criminal prosecution or disqualified from DHS-DFCS programs for knowingly providing incorrect information. | understand that |
can be prosecuted if | provide false information or hide information. | understand that if | fail to tell DHS-DFCS about some of
my expenses at my application or renewal interview andfor fail to verify them that DHS-DFCS will nof budget that expense in
calculating the amount of my Food Stamp benefits.

Signature: Date

JMarcus Combs 03/04/2016

Wiiness Signature if signed hy X'
Date
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Authorized Representative:

Complete this section only If you want someone to fill cut your application/renewal, complete your interview for Food
Stamps or TANF, and/or use your Food Stamp EBT card to buy food when you cannot go to the store. If you are applying
for Medicaid, you can choose more than one person o apply for Medical Assistance on your behalf.

Name 1: Phone:

Address: Apt:

City: State: Zip:

Preferred Language: Is an interpreter needed? Yes _ or No___
Name 2: Phone:

Address: Apt:

City: State: Zip:

Preferred Language: Is an interpreter needed? Yes _ or No____

For Medicaid, do you want this individual to have a copy of your Medicaid card? + Yes+ No

Americans with Disabilities Act: Request for Reasonable Modification & Communication Assistance
for Authorized Representatives (if applicable):

Does the Authorized Representative have a disability that will require a Reasonable Modification or

Communication Assistance? Yes__ No ___ (If yes, please describe the Reasonable Modification or
Communication Assistance that you are requesting):

Sign Language interpreter __ ; TTY __ ; Large Print ____; Electronic communication (email) ___ ; Braille ____:
Video Relay __ ; Cued Speech Interpreter___; Oral Interpreter ___: Tactile Interpreter ___: Telephone call reminder

of program deadlines . Telephonic signafure (if applicable) _ . Face-to-face interview (home visit) _ ;

Other:

Does the Authorized Representative need this Reasonable Modification or Communication Assistance
one-time ___ or ongoing ___ ? If possible, briefly explain when and how long you need this modification or
assistance?

FOR MEDICAID ONLY:

Do you expect to file a federal income tax return NEXT YEAR? (You can still apply for health insurance even if you
don't file a federal income tax return.)

OYES If Yes, Please answer questions a,b, and c O NO If No, Please answer question c.

a. Will you file jointly with a spouse? OYes ONo If yes, name of spouse:
b. Will you claim any dependents on your tax retum? OYes ONo

If yes, list name(s) of dependents:
¢. Will you be claimed as a dependent on someone’s tax retum? OYes ONo
If yes, list the name of the tax filer:
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If you need help reading or completing this document or need help communicating with us, ask us
or call 1-877-423-4746. Our services, including interpreters, are free. If you are deaf, hard-of-hearing,
deaf-blind or have difficulty speaking, you can call us at the number above by dialing 711 (Georgia Relay).

COMMUNITY OUTREACH SERVICES:
For more information about other DHS semvices, please visit our website at www.dfcs.georgiz.gov or call 1-877-4234746.

Please answer all questions and provide proof of all income and any expenses as requested.
CITIZENSHIP IMMIGRATION STATUS AND SOCIAL SECURITY NUMBERS:

Please fill out the chart below about the applicant and all household members. The following federal laws and
regulations: The Food and Nutrition Act of 2008, 7 U.S.C. § 2011-2036, 7. C.F.R. § 273.2, 45 C.F.R. § 205,52, 42 C.F.R. §
435.910, and 42 C.F.R. § 435.920, authorize DFCS to request you and your household members social security
number(s). Anyone who is living in your household and is not applying for benefits may be treated as a non-applicant. Non-
applicants do not have to give us information about their social security number, citizenship, or immigration status and are not
eligible for benefits. Other household members may still be able to receive benefits, if they are otherwise eligible. If you want us
to decide whether any household members are eligible for benefits, you will still need to tell us about their citizenship or
immigration status and give us their social security number (S5N). You will still need to tell us about their income and
resources to determine the eligibility and benefit level of the household. We will not report any non-applicant household
members to the United States Citizenship and Immigration Services (USCIS) Systematic Alien Verification for Entitlements
(SAVE) system if they do not give us their citizenship or immigration status. However, if immigration status information has
heen submitted on your application, this information may be subject to verification through the SAVE system and may affect
the household’s eligibility and benefit level. We will match your information with other Federal, state, and local agencies to
verify your income and eligibility. This information may also be given to law enforcement officials to use to catch people who
are running from the law. If your household has a Food Stamp claim, the information on this application, including SSN, may be
given to Federal and State agencies and private claims collection agencies for them to use in collecting the claim. We will not
deny benefits to applicant household members because other household members fail to provide their SSN, citizenship, or
immigration status. If you are applying for emergency medical services only, you do not have to provide your SSN or
information about your immigration status.
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Race Codes (Choose all that apply):
Al — American Indian or Alaska MNative AS — Asian BL - Black or African Amencan
HP — Native Hawaiian or Other Pacific Islander WH — White

By providing Race/Ethnicity information, you will assist us in administering our programs in a non-discriminatery manner. Your household is not
required to give us this information, and it will not affect your eligibility or benefit level. However, if you do not provide this information, visual
identification of race and ethnicity will be made during the first face-to-face interview.
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For Medicaid only:

Was anyone in your household in Foster Care at age 187 CYes [CNo
If you have tax dependents that do not live in the home with you, please list below.

Name: Social Security Number_ Sex. M F (please circle
one) Date of Birth Citizenship-
Relationship to you: {Please add additional pages as needed)

For Food Stamp Program only - DISQUALIFICATIONS:

(1) Have you or any household member been convicted of giving false information about where they live and who
they are to get multiple FS benefits in more than one area after 8/22/967 Yes O No

If yes, Who: Where: Whem:
(2) Do you or any household member have a felony conviction becayse of behavior related to the possession, use
or distribution of a controlled substance after 8/22/967 Yes 0 No

If yes, Who: When:
Date of offense: Date of Conviction:

Does this person have 1St Offender Status? YesO NoO
a) Are you in compliance with any terms of probation related to any sentence received as a result of a drug felony
conviction? (For Food Stamps only) Yes O No O
) Are you in compliance with the terms of parole related to any senfence received as a result of a drug felony conviction?
(For Food Stamps only) OYes ONo

¢) Have you successfully completed all the terms of probation or parole related to any drug related conviction?

(For Food Stampsonly) O Yes O No
{3) Is anyone trying to avoid prosecution or jail for a felony? Yes JNU'/
If yes, who
(4) Is anyone violating conditions of probation or parole? Yes O No H(
If yes, who

(5) Have you orlyv household member been convicted of trading SNAP benefits for drugs after 8/22/967
YesO No

If yes, who; when:

{6) Have you or apy household member been convicted of buying or selling SNAP benefits over $500 after 8/22/967
YesO No

If yes, who; when:

(7) Have you or any housyld member been convicted of trading SNAP benefits for guns, ammunition or explosives after
8/22/967 Yes O No

If yes, who; when: P
(8) Have you or any household member received lottery or gambling winnings? YesO NoOf
If yes, who: when:

Amount received:

For the TANF Program only - DISQUALIFICATIONS

(1) Has anyone been convicted of a violent felony? Yes O NoO

If yes, who:

{2) Has anyone been convicted on or after January 1997 of misrepresenting their residency in order to receive TANF
benefits in multiple states? YesO NoO

Ifyes, who:
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(3) Has anyone been convicted of using the TANF cash assistance or TANF debit MasterCard at prohibited places listed
below: liquor stores, casinos, poker rooms, adult entertainment business, bail bonds, night clubs/salonsitavems, bingo
halls, race tracks, gun/ammunition stores, cruise ships, psychic readers, smoking shops, tattoo/piercing shops, and
spa/massage salons. YesO NoO

If yes, who: when:

Food Stamps and TANF only:

STUDENTS IN HIGHER EDUCATION: Is anyone in yoyr household enrolled at least half-time in a college,
university, vocational or technical school? Yes O No If yes, who:

School Name: Grade/Status _Graduation date:
Is the student employed? Yes 0 No O Enrolled in work study? YesO NoO
If yes, hours worked per week (Please complete the employment section below as well)

For Medicaid and TANF Only:
Is anyone in your household pregnant?

YesO NoO Mumberof expected births: MName of pregnant woman:
Baby's Due Date: Unbom baby’s father's Name:

Father's address:

MEDICAL:

For Medicaid Only:
Does anyone in the household have any unpaid medical bills? Yes O No O
If yes, please send the unpaid bills if you have a Medicaid case.

For Food Stamps Only:

Does danyone age 60 or older or disabled have medical EXPEHSES? Yes[O MNo g

Did your medical expenses such as Medicare premiums, prescription drug cost, or hospital bills change?
YesO NoO

If yes, list expenses on chart below. Attach bills, prescription drugs for most recent month(s).

Will
Household Member Billed Type of Expense Amou Date of Bill |  Insurance
{Dactor, Hospital, nt Pay?
Prescription) Owed Yesfhl-c'

Does anyone 60 years of age or older or disabled have medical expenses for transportation? Yes O No I!/
If yes, please provide the information below. If you are receiving Medicaid, provide proof.

Purpose of the trip (doctor or hospital visit, pharmacy pick- | Total miles driven: Cost of taxi, bus, parking or lodging:
up)

Does someone else pay any of these medical expenses foryou? Yes O No O
If yes, please provide information below:

Which expense is paid? 'Who pays the expense?
ITo whom does this person pay the bille? Address:
Form 508 (Rev. D&/20) -6-

10




For Medicaid only
OTHER HEALTH COVERAGE
Is anyone enrolled in health insurance now from the following?

O Georgia Department of Human Services Medicaid O PeachGare for Kids O Medicare
O VA Healthcare Programs O TRICARE (Don't check if you have direct care or Line of Duty)

O Employer Insurance: Name of Insurance__Policy Number

O Other Name of Insurance ____ Policy Number

Do you have any health insurance other than Medicaid? Yes O NoO If yes, send us a copy of your insurance
card.

RESOURCES:

(Not needed for MAGI Medicaid): Does any person in your household have any of the following resources?
YesO Noi (If yes provide the information below. If you are receiving Aged, Blind or Disabled Medicaid
(other than Medicare Savings Plans such as QMB, SLMEB or QI-1 only) provide preof.

Account/Policy #

(Do not complete
Resource Type Owner aocotljrn%%ijrlicy g Value Name of Bank, Insurance Company efc.

is the same as
your SSN)

Cash
Checking/Savings
Credit Union
Annuities

Stocks or Bonds

Safe Deposit Box

Retirement Account
(For non-MAGI Medicaid TANF only)

Vehicles
(For non-MAGI Medicaid TANF anly)

CD's/Annuities
(For nan-MAGI Medicaid/TANF anly )

Pre-Paid Funeral Plans
(For non-MAGI Medicaid TANF only)

Cemetery Plots
(For non-MAGI Medicaid TANF anly)

Trust Funds
(For non-MAGI Medicaid TANF only)

Non-Home Place Property
{For non-MAGI Medicaid TANF only)

Home Place Property
(For non-MAGI Medicaid TANF anly)

Life Insurance
(For non-MAGI Medicaid TANF only)

Other

For Aged, Blind or Disabled Medicaid only:

Have you, your spouse or someone you are applying for sold, traded, or given away a resource in the last 60
months. Yes O No O

If yes, what?
When?

. =
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EMPLOYMENT: Does anyone in your household work? Yesil MoO I yes, list information of
the employed person’s pay from employment such as wages, bonusg, and tips, and attach proof of ALL
gross income received in the last 4 weeks.

PAY |HOURS| HOW | DATE(S) | BONWUS

FERSOM WORKING EMPLOYER PER FER | OFTEMN PAID FAY TIPS
HOUR | WEEK | PAID
Sarah Combs Lane Fast Food a.60 30 |weekly | Fridays | Ne Ne

For Medicaid only

PRE-TAX EXPENSES:
O Health Insurance 5 Howr Often? How Often? [ vision Inzurance %
O Dental Insurance 5 How Often? [0 Other Deduction Type:
g How Often?
O Other Deduction Type: & How Often? O Other Deduction Type:
O g
How Often? O Other Deduction Type: 3 How Often?

O More? Please attach on a separate sheet of paper.

Pre-Tax expenses are deductions taken out of your income before taxes are applied. Not all
deductions are pre-tax.

TAX RETURN DEDUCTIONS:
Check all that apply and give the amount and how often you pay it.
NOTE: You shouldn't include a cost that you already considered in your answer to self-employment.

O Alimony Paid § How Ofteny [0 Student Loan Inferest 3
Howr Often?
O Other Deduction Type How Often?

Did anyone in your household voluntarily quit a job or voluntarily reduce his/her work hours to below
30 hours per week within the last 30 days of the date of this renewal? Yes O Nog”

If yes, who quit? Date of quit:

What Job was quit?

Why did he/she quit?

Has anyone stopped working? Yes O No & If yes, complete the following and provide proof:
‘What job stoppead? Mame of Household Member who stopped working:

Place of ernployment:

Date Pay Stopped: Date of Final Check Amount of final Pay (gross):
F T o :.T : o o
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Has anyone started working? Yes O Mo B( If yes, complete the following and provide proof:

Mame of parson who started working: Drate Started: “hone Number:
Mame of employer'business: Rate of Pay: Diate first check receivediwill be
¥ recefvad:

Haow often paid (please check one):
O Weekly O Bi-weekly O Twice a month O Monthly O Ciher

SELF-EMPLOYMENT:
Is anyone self-employed: YesO No agn yes, who?)

Please provide proof of self-employment income through tax files, business records, receipts, bills, or
statements from customers of an established business.

Is this business incorporated?  Yes O Mo O

Dees this person have any seli-employment expenses? Yes O HNo

O [yes, what type of expenses does this person have?

For Medicaid and TANF only: provide proof for self-employment expenses.
UNEARNED INCOME:

Does anyone in your household receive money from Contributions, Social Security, 551, VA, Child

Support, Unemployment, Retirement or any other income? Yes O No

If yes, complete the information below and provide proof of all income received in the last 4 weeks or the most
recent award leiter.

MHame Source Amount How Often?

For MAGI Medicaid: Income from Child support, veteran’s payment, Supplemental Security Income (S31), or
Workman's Compensation Benefits will not be counted.
DEPENDENT CARE COSTS:

Do you pay for the care of a dependent child or a dizsabled adult hougehold member? Yes O Mo E’ If yes,
complete the questions below; provide proof for Food Stamps (if the monthly amount is over 3200).

Person who requires cane: Perzon whao pays for care:
Praovider's Mame: How much provider is paid:  |How often paid:
Pravider's Phone # Reaszaon for Care:

Do you pay transportation expenses for a dependent child or disabled adult household member? Yes O No E(
Are these expenses included in the dependent care expenses? Yes O Mo O
If mo, please answer this question; Total miles driven weekly:

L
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SHELTER COSTS:

Did you or any household member start paying shelter costs or did your shelter costs change? Yes & NoO
If yes, complete the chart below.

Expense Arnount How Often? Who paid?
Renthlorigage $700 Monthly 1 did
Property Taxes

Property Insurance

Electnclly 260 Monthly 1 did

Gas

Fuel ilWood!
Kerosene
WaliSeptic
Tank/VWater'Sewage
Garbage

Telephane

Other

What is the home's primary heating or cooling source? (electricity, gas, air conditioner) elecfricify
Does someone else pay any of these household bills for you? Yes O Mo Q’ If yes, complete the chart below:
Who pays the bill? What bills are paid?

What amount is paid? To whom does this person pay the bills?

Have you received energy assistance in the last 12 months? Yes O No &

If yes, amount received 3
Do you share monthly household expenses with anyone in the home? YesO No ~ 4

If yes, who?

Comments/Documentation

Paid to whom Amount paid § per
Landlord Mame Landlord Address

CHILD SUPPORT PAYMENT:
Do you or someone in your household pay child support to someone living outside of the home? Yes O Mo 4
If yes, complete the chart below:

Who is obligated to pay? How much is the chligated amownt?
For wham is the child support paid? How much is the actual amount paid?
To whom is the child support paid? How aften is the child support paid?

For Food Stamps only, please provide proof of amount paid in the past 3 months and the legal
obligation to pay.

This section is FOR TANF RECIPIENT S ONLY — You must complete the following:

Shot Records:

|5 there any child under age 7, who is not yet enrolled in school? (Pre-K is not considered “schoal.™)
YesO MNoO

If yes, send Form 3231- Child Care Immunization form for each child under age 7.
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School Requirements:
Are all children (6-13 yrs, old) attending school? Yes O No O
If yes, name(s) of child(ren)
Mame of school(s)
Grade(s)
Is there any child 16 years of age or older who is not in school? YesO Mo O
If yes, name of childichildren?

Flease provide a copy of current check stubs if this child is employed or a statement from the provider if
engaged in any other work related activity.

Domestic Violence:
Are you or anyone in your household a victim of Domestic Viclence? Yesd MNoO
If yes, please let us know the name of domestic violence victim

After assessment, if your househald qualifies, we can walve certain program requirements, such as,
participation in work activities or referral to the Division of Child Support Services.

Auto Expense:
Are you the parent or a relative of the child (or children) and are you included in the TANF AU with the child

(or with the children)? Yesd NoO
If yes, answer the following questions:

Do you or any other adult AU member own or is purchasing an automobile? YesO Mo O
Ifyes, who? (Mame of owner)

Year, Make and Model of the vehicle:
Please list automobile note payments, Insurance, Mainienange and other related expenses:

Do you have any other recurring expenses (for example credit card bills) that you are paying? YesO NoO
If yes, please list:

RIGHTS AND RESPOMSIBILITIES FOR ALL PROGRAMS

¥YOU HAVE THE RIGHT TO:

*  request assistance filling out this form and free language assistance services (interpreters, franslated
materials, or direct in-language services) if you have trouble reading, writing, speaking or understanding the English
language.

*  request auxiliary aids and services and reasonable modifications if you or someone in your household has a
disability.

HEARING NOTICE: In all programs you have the right to reguest a fair hearing in writing or in person. You may ask for a
hearing by calling 1-877-423-4746 or you may ask for a hearing before a state hearings officer if you do not agree with
this decigion. You may be reprezented at the hearing by a lavwyer, relative, friend or anyone you choose. If you want a
hearing, you must ask for the hearing in writing or by contacting the agency within:

o 90 days from the date of this nofice for Food Stamps (SMAP)
o 30 days from the date of thiz nofice for Medicaid and TANF

Form 508 (Fev. 08/20) - 11
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The Medicaid program cannot deny you eligibility or benefits based on your race, age, sex, disability, national origin, or political or
religious beliefs. To report eligibility or provider discrimination, call the Georgia Department of Community Health’s Office of
Program Integrity (local) 404-463-T530 or (toll free) B00-5:33-0686.

¥YOU ARE RESPONSIBLE FOR:

*  giving your worker comect information and providing proof of statements needed to receive benefits. When you sign this form, you are
giving your worker permission fo get information from your employer, bank, neighbor or others so we can make sure you are receiving
the correct ameunt of benefits.

*  telling the truth at all imes. If you or someone who is applying for you provides incorrect inforrmation, you may be committing a crime,
and you may go to jail.
*  providing proof that you or amyone in your househald applying for benefits is 8 ULS. citizen or eligible immigrant.

*  coopersting with state and federsl personnel who work for Fraud Prevention or the Office of Investigative Services and who are daing
special case reviews. If you do not cooperste and we cannot determine that you are still eligible for Food Stamps, your case may be
denied or closed.

*  (for Food Stamps) cooperating with Quality Control reviewers when they call or come to your home to interview you about the
informafion you have given your case manager. If you do not cooperate with tham, your case may be deniad or closed,
*  (for Food Stamps and TANF) repaying benefits you should not have received.

*  (for Medicaid) cooperating with Medicaid Eligibiity Quality Caonfrol or Program Integrity when they czll or come to your home fo
interview you about the information you have given your case manager.

*  (for Medicaid) members who are 55 yesrs or older and in & Mursing Home, Intermediste Care Facility, Community-
Based Servica or are enrolled in and receive senvices through a waiver program, coopersting with Estate Recovery.

If you receive Food Stamps, you must report when your total maonthly gross income goes over the income limit for your househald size. If
you are & working adult with no children, you must report when your work hours are less than 20 hours 8 wesk or B0 howrs per manth. You
must repart these changes no later than the 10th day from the end of the month in which the change ocourred.

Wou must also report when your housshold receives substantial lottery and gambling winnings. This is a cash prize won in 2 single game. I
you or & housshold member receives lottery or gambling winnings, gross amount of 3500 or more [before faxes or other amounts are
withheld), you must report these winnings within 10 days from the end of the month in which the household received the winnings.

If you receive TANF or Medicaid, you must repart all changes in your situation within 10 days of the change occuming.

| understand that any lurnp sum or “windfall” payment that any person in my Medicsid case receives must be budgeted, along with any
ather income that we might have, to determine eligibiity. In the Medicaid Program, you have a right fo:

*  Receive Medicaid even if you have other health insursnce.

*  Choose your Medicaid doctor ar provider.

*  Hawve your Medicaid application approved or denied within 10, 45, or 50 days from the date you apply, depending on the type of
Medicgi

As a condition of my Medicaid eligibility:

* | apree to assign to the State 2l rights fo medical support and fo payment for medicsl cars from any third party
(hespitsl and medical bensfits).

* | agree to cooperate with the State in idenfifying and providing information to assist the State in pursuing any third party who may be
lisble to pay for care and services. | understand that | rust report any payments received for medical care within ten days. (If you are
completing this form on behalf of another individual snd do not have the power to execute an assignment for that individual. the
individual will need to execute an assignment of the rights described above as a condition of hisiher eligibility for Medicaid).

* | agree to give the State the right to require an absent parent to provide medicsl insurence, if available. | understand | must get medicsl
support from the absent parent if it is available and must cooperate with the Division of Child Support Services in cbtaining this
support. If| do not cooperate, | understand | may lose my Medicaid benefits and only my children will receive benefits unless good
cause is established.

FOOD S5TAMP {SNAP) PROGRAM PENALTY WARNING 5: You may lose your benafits or be subject to criminal prosecution for
knowingly providing false information.

* Do not give false information or hide information to get benefits that your household should not get.

Form 508 (Rev. (%20 -12-
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* Do not use Food Stamps or EBT cards that are not yours and do not let someone else use yours.

* Do not use Food benefits to buy nonfood items such as alcohol or cigarettes or fo pay on credit cards.

* Do not trade or sell Food Stamps or EBT cards for illegal itesns: such as firearms, ammunition or controlled substance

{ill=gal drugs).

Anyone in your household who breaks any of these rules on purpose can be barred from the Food Stamp Program from
one year to permanently, fined up to $250,000, imprisoned for 20 years or both. Shelhe may be subject to prosecution
under other applicable Federal and State laws and may also be barred from the Food Stamp/SNAP program for an
additional 18 months if court ordered.

Anyone in your household who intentionally breaks the rules may not get Food S5tamps for one year for the first offense,
two years for the second offense, and permanently for the third offense.

If a court of law finds you or any household member guilty of using or receiving benefits in a transaction involving the sale
of a controlled substance, you or that household member will not be eligible for benefits for two years for the first offense
and permanently for the second offense.

If a court of law finds you or any household member guilty of having used or received benefits in a transaction involving
the sale of firearms, ammunitian or explosives, you or that household member will be permanently ineligible to participate
in the Food 5tamp Program upon the first offense of this violation.

If a court of law finds you or any household member guilty of having trafficked benefits for an aggregate amount of $500 or
more, you or that household member will be permanently ineligible to participate in the Food Stamp Program upon the first
offense of this viclation.

If you or any household member is found to have given a fraudulent statement or representation with respect to identity
{who they are) or place of residence (where they live) in order to receive multiple Food 5tamp benefits, you or that
household member will be ineligible to participate in the Food Stamp Program for a period of 10 years. | understand that if |
give false information or withhold information, | may be prosecuted for fraud.

TANF PROGRAM PENALTY WARMNING 5: In the TANF Program, an intentional action by providing false or mislesding information
to establish or maintsin an AU's eligibility, increase benefits, prevent a decrease in benefits, withholding information to aveid a
negative action or using the cash assistance at prohibited places is considered an Intentional Program Viclation.

You may be referred to the Office of Inspector General to determine your penalty based on the severity of the offense if you:

* do not report changes on fime or do not tell the truth or use the cash assistance funds or TANF DEBIT card to withdraw
cash or perform transactions st casinos, liguor stores, adult-oriented entertsinmeant facilities “strip clubs®,
poker rooms, bail bonds, night clubs/zalonsitaverns, binge halls, racefracks, gaming establishments, gun/ammunition
stores, cruise ships, psychic readers, smoking shops, tattoo/piercing shops, and spa/massage salons is strictly
prohibited, give false information about where you live so you can receive benefits in mare than one state and  convicted of
8 drug-related charge or a serious viclent felony, on or after 1/1/87.

Anyone in your household who bresks these rules on purpose can be barred from the TAMNF program from six months to
permanszntly.

For MEDICAID. committing fraud or abuse is against the law. You may be refered to the Medicaid and BeachCare for Kids® Fraud
Control Unit. Violators may be limited to using one provider, terminated from the progrep or asked to reimburse the Department of
Community Heslth for medical services provided.

Fraud is a dishonest act done on purpose. Abuse is an act that does not follow good practices.

Examples of participant fraud and abuse are:

+  Letting somecne else use your Medicsid, PaschCare for Kids™ or CMO health insurance card.

*  Getting prescriptions with the intent of abusing or selling drugs

*  Using forged documents to get services

*  Misusing or sbusing equipment that is provided by Medicaid or PeachCare for Kids™

*  Providing incorrect information or allowing others to do so in order fo obtain Medicaid or BaachCage. for Kids”
eligibility

*  Failure to report changes which ccour in income, living arrangements, or resources

Form S0& (Rev. 0820)
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ou should report instances of fraud and abuse to:
Medicaid/ PeachCars for IﬁdsE' Fraud & Abuse Hotline (404) 463-7590 or toll free at (300) 533-0636 or by U3 Mail at:

Department of Community Health, OIG Pl Section, 2 Peachtree Street, NW sth Floor,
Atlanta, GA 30303

VOTER REGISTRATION INFORMATION

If you are not registered to vote where you live now, would you like o apply fo register to vote here today?

| do not want to answer the Voter Registration question

Applying to register or declining to register to vote will not affect the amount of assistance that you will be provided by
this agency.

If you would like help in filling cut the voter registration application form, we will help you. The decision whether to
seek or accept help is yours. You may fill cut the application form in private.

If you believe that someone has interfered with your right to register or fo decline fo register to vote, your
right to privacy in deciding whether to register or in applying to register fo vete, or yvour right to choose
wyour own poliical party or other political preference, you may file a complaint with the Secretary of State
at. 2 Martin Luther King Jr. Drive, Suite 802, West Tower, Aflanta, GA 30334 or by calling 404-656-2871.

IF ¥OU DO NOT CHECK EITHER BOX, YOU WILL BE CONSIDERED TO HAVE DECIDED NOT TO REGISTER TO
WOTE AT THIS TIME.

A copy of the Georgia Voter Registration application is included with DFCS applications, renewals, and
change of address forms. You can also request a Voter Registration application from your cageworker. If you
complete a Voter Registration application, submit it to the Georgia Secretary of State’s Office following the
ingtructions provided on the Voter Registration application.
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*You sheuld report instances of fraud and abuse to:
Medicaid/ PeachCare for Kids®™ Fraud & Abuse Hotiine (404) 463-7590 or toll free at (S00) 333-0636 or by US Mail at:

Department of Community Health, QIG P| Section, 2 Peachtres Street, NW Eth Floor,
Atlanta, GA 30303,

VOTER REGISTRATION INFORMATION

[fyou are not registered to vote where you live now, would you like to apply to register to vote here today?

| do not want to answer the Voter Registration question

Applying to register or declining fo register to vote will not affect the amount of assistance that you will be provided by
this agency.

[f you would like help in filling out the voter registration application form, we will help you. The decision whether to
seek or accept help is yours. You may fill out the application form in private.

[fyou believe that someone has interfered with your right to register or to decline to register to vote, your
rght to privacy in deciding whether to register or in applying to register to vote, or your right to choose
your own political party or other political preference, you may file a complaint with the Secretary of State
at. 2 Martin Luther King Jr. Drive, Suite 02, Vest Tower, Aflanta, GA 30334 or by calling 404-656-2871.

IF ¥OU DO NOT CHECK EITHER BOX, YOU WILL BE CONSIDERED TO HAVE DECIDED NOT TO REGISTER TO
VOTE AT THIS TIME.

A copy of the Georgia Voter Registration application is included with DFCS applications, renewals, and
change of address forms. You can also request a Voter Registration application from your caseworker. If you
complete a Voter Registration application, submit it to the Georgia Secretary of State's Office following the
instructions provided on the Voter Registration application.
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PLEASE 5IGN & DATE BELOW IN THE BOX THAT BEST FITS YOUR SITUATION.

IF YOU ARE RENEWING YOUR MEDICAID AND FOOD STAMPS OR TANF, YOU MUST SIGN AND DATE EITHER
BOX @ ORBOX @_AND BOX 2.

PLEASE RETURN THIS FORM BYTHE 10™ OF THE FOLLOWING MONTH OR AT LEAST TWO DAYS PRIOR TO
YOUR FOOD STAMP APPOINTMMENT.

©  For Medicaid only — sign here when the ApplicantMember/Legal Guardian iz completing:

If | am applying forrenswing Medicaid for myself, | declare under penalty of pesjury that | am a LS. Citiman andior qualified immigrant
present in the United States. If | am a parent or legal guardian, | declare that the applicant{s) is & U.S. Cifizen and/or quslified immigrant
in the United States. | further certify that all of the information provided on this application is true and correct to the best of my
knowledge.

{Signature} (Diate)

@  For Medicaid only — sign here when a Person Other Than Applicant/Member/Parent/Legal Guardian is
completing:

| certify to the best of my knowladge and belief that the personis) for whom | am applying for'remewing Medicaid isfare LS. citizen(s) or
are lawfully present in the United States. | further cerify that all of the information provided on this application is true and correct to the
best of my knowledge.

{Signature) [Date)

Phone where you can be reached

If the ApplicantMember/Parent/Legal Guardian wants this person as the personal representative,
she or he must check here and sign balow O ¥es 0 Mo

(ApplicantMember'Parent'Legal Guardian) [Date)

& For Food Stamps andior TANF — when the Applicant/Recipient/Legal Guardian is completing: | declare under
pensalty of perjury to the best of my knowledge and belief that the persen(s) for whom | am applying for benefits is/are U.5. citizen(s)
or are noncitizen(s) lawfully present in the United States. | further cedify that all of the informetion provided on this application is true
and correct to the best of my knowledge. | understand and agree that DHS-DFCS, DCH and authorized Federal Agencies may verify
the information | give on this application. Information may be obisined from past or present employers. | understand that my
information will be used to frack wage information and my participation in work activites.

| will report any change in my situation according to Food Stamp/Mediceid andlor TANF program reguirements. | will slso report If
anyone im my household receives lottery or gambling winnings, gross amount of $3500 or more (before taxes or other amounts are
withheld). | will report these winnings within 10 days from the end of the month in which my household receives the winnings. |
understand if any information is incorrect, my benefits may be reduced or denied, and | may be subject to criminal prosecution or
disqualified from DHS-DFCE programs for knowingly providing incorrect information. | understand thet | can be prosecuted i |
provide false information or hide information. | understand that if | fail to tell DHS-DFCS sbout some of my expenses at my
application or renewsl interview and/or fail to verify them that DHS-DFCS will not budget that expense in calculating the amount of
my food stamp benefits.

JMarcrs Combs 03-04-2016
=hgnatues (Date)
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(Keep these documents for your information)

This chart explains some of the terms used on this form.

Applicant

\&n individual who chooses to apply for or fo receive public assistance/benefits.

Assistance Unit (AL)

|&n aszistance unit incledes eligible individuals who lve together and receive public assistance/benefits.

Caretaker |& parent. relative or l=gal guardian who applies for and receives TANF with children in his or her care.
Client Id | unique number assigned to an individual receiving public assistance/benefits.
Disqualified

[The action taken to remove an individual frorm 3 Food Stamp or TAMF cass because they did not tell the truth
|and received benefits that they should not have received.

Electronic Benefit Transfer
(EBT)

[The system used in Georgia to pay benefits to individuals wha are eligible for Food Stamps. Indiduals
receiving assistance are issued an EBT debit card, which is used o access their food stamp accounts.

EEEICapd-Debit
MasterCard

[The State of Georgia has implemented a convenient “electronic” payment option for the TANF recipients called
he EREIRApd debit Master Card. Under this payment option money is deposited in the recipient's account on

Ena first calendar day of the month. The recipient has immediate access to his or her funds. hecayss the funds
re electronically loaded to the debit MasterCard.

Grantee Relative

|5 parent. relstive or bzgal guardian who applies for and receives TANF in his or her name on behalf of the
children.

Gross Income

|& person's total income before faking ta=es or other deductions into account.

Houszhold Members

Individuals who e in your home. For Food Stamps, individusls wha live together and purchase and prepare their
meals together.

Income

Fayments such as wages, salaries, commissions, bonuses, worker's compensation, disability, pension,
retirement benefits, interest, child support or any other form of money received.

Middle Class Tax Relief Act
of 2012

[This Act prohibits the use of cash assistance funds or TANF Debit Cards to withdraw cash or perform
[ransactions at casinos, liquor stores, sdult-eriented entertainment faciliies, poker rooms, bail bonds, night
clubsisalonsitaverns, bingo halls, meatracks. gaming establishments, gun/ammunition stores, cruise ships,
psychic readers, smoking shops, tatteo/piercing shops, and spa/massage salons. The use of cash assistance
[funds or the TANF Debit Card at these businesses will constitute an intenticnal program violation (fraud) on the
part of the recipient.

Non-applicant \&n Individual who does NOT apply for or receive public assistance/bensfits; non-applicants are not required to
provide an 55N, pitizenship or mmigration status.
Payee |% payee is an individual who accepts responsibility for receiving cash assistancs and spending the funds on

behalf of the AL A payee may or may not be an AU member.

Pre-Tax Ezpenses

Pre-Tax expenses are deductions taken out of your income before taxes are applied. Mot all deductions are
pre-tax. Most common pre-tax deductions are health insurance, dental insurance, wision insurance, etc.

hitp:hwnwirs.gow

Gualified Alienflmmigrant

quslifizd aliendmmigrant is 8 person whe is begally residing in the .5, who falls within one of the follawing
ategories: a person lawfully admitted for permanent residence (LPR) under the Immigration and Mationality
({IMAY; Amerasian immigrant under section 584 of the Foreign Dperations, Export Financing and Related
Frogram Appropriations Act of 1988; a person who is granted asylum under section 208 of the INA; Refugees,
dmitted under section 207 of the INA; & person parofed into the US under section 212(d}{5) of the INA for at
l=as1 one year. A person whose deporfation is being withheld under s=ction 243(h) of the INA as in effect prior
o April 1, 1997, or s=ction 241(b){3) of the IMA, as amendsd; a person who is granted conditionsl enfry under
ection 203(a)(7) of the INA as in effect prior to April 1, 1880; Cubsn or Haifisn immigrants a5 defined in section
01(e) of the Refugee Education Assistance Act of 1880; wictims of human frafficking under section 107(b)(1) of
he Trafficking Victims Protection Act of 2000; battered immigrants whao meet the conditions set forth in section
31 (] of the Personal Responsibility and Wark Opporfunity Reconciliation Act of 1888, as amended. Afghsn or
(raqi immigrants gramted special immigrant status under section 101(a){27) of the INA {subject fo specified
onditions). ); Amenican indizns bom in Canada living in the U.5. under section 288 of the IMA or non-citizens of
derally-recognized Indian tribe under Section 4g) of the Indian Self-Determination and Education Assistance
and Hmaong or Highland Laofian tnbal members that rendered assistance to U.5. personnel by taking partin
military or rescus operation during Visinam Era (8051804 - BI0T1975).
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Resources

|Cash, property, or assets such as bank accounts, wehicles, stocks, bonds. and e insurance.

Taxable Income

Fayments such as wages, salaries, commissions, benuses, disability, pension, refirement bensfits, interest, or
lany other form of money received.

Tax Dependent

\an individual who expects to be claimed on a tax filer's fax return.  http:fenanirs.gov

Tax Filer

An individual who expects to filz a tax return.  httpiwene.irs.gov

Taxz Return Deductions

|+23 to line 35. They include: Educator expenses; Form 2106; Health Savings Forrm B888; Moving Expenses

Tax return deductions are the allowable IRS deductions found on your tax retumn form 1040, starfing with line

Form 390%; Penalty/Early Withdrawal of Savings; Alimony Paid; IRA Deduction; Student Loan Interest; Tuition
and Fees Form 3317; Domestic Production Activities Form 3803, hitp:iwairs.gov

Trafficking in the
SHAP/Food Stamp
Program

Trafficking SNAP benefits means:

(1) Buying, selling. stesling, or othenwise exchanging SNAF bensfits issued and accessed via EBT cands, card
numbers and PIN numbers or by manual voucher and signaturs, far CASH or consideration other than eligible
food, either directly, indirectly. in complicity or collusion with others, or acting alone: {2) The exchange of
firearms. ammunition, explosives, or contrelled substances; (3) Purchasing a product with SNAP bensfits that
has a container reguiring a return deposit with the intent of obiaining cash by discarding the product and
returning the container for the deposit amount, intentionally discarding the product, and intentionally returning
the container for the deposit amount; (4} Purchasing & product with SMNAP benefits with the intent of obtaining
cash or considerstion other than efigible food by reselling the product, and subseguently intentionally reselling
the preduct purchased with SMAP benefits in exchange for cash or consideration other than eligible food: (5)
Intentionally purchasing preducts onginally purchased with SMAP bensfits in exchange for cash or
consideration other than eligible food. (5) Atiempting to buy, sell, steal, or otherwise affect an exchange of
SMAP benefits issued and accessed via Elecironic Benefit Transfer (EBT) cards, card numbers and personal
identification numbers (FIMs), or by manual voucher and signatures, for cash or consideration other than—
eligitle food. either directly, indirecily, in complicity or collusion with others, or acting alons.
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Notice of ADA/Section 504 Rights

Help for People with Disabilities

The Georgia Department of Human Services and the Georgia Department of Community Health (“the Departments®) are
required by federal law* to provide persons with disabilities an equal opportunity to participate in and qualify for the
Departments’ programs, services, or aclivities. This includes programs such as SMAP, TANF and Medical Assistance. The
Departments provide reasonable moedifications when the modifications are necessary to avoid discrimination bazed on
disability. For example, we may change policies, practices, or procedures to provide equal access. To ensure equally
effective communication, we provide persons with disabilities or their companions with disabiliies communication
assistance, such as sign language interpreters. Our help is free. The Departments are not required to make any
maodification that would result in a fundamental alteration in the nature of a service, program or activity or in undue financial
and administrative burdens.

How to Request a Reasonable Modification or Communication Assistance

Please contact your caseworker if you have a disability and need a reasonable modification, communication assistance, or
extra help. Forinstance, call if you need an aid or service for effective communication, like a sign language interpreter. You
may contact your caseworker or call DFCS at 404-557-3433 or DCH at 675-245-7449 to make your request. You may also
make vour request using the DFCS ADA Reasonable Modification Request Form, which is available at your local DFCS
office or online at hitps:/idhs georgia.goviforms-notices, or you may obtain the DCH ADA Reasonable Modification Request
Form at the DCH Katie Becket Team office or online at hitps://medicaid.georgia.gov/programs/all-
programs/tefrakatiebeckett, but you do not have to use a form.

How to File a Complaint

ou have the right to make a complaint if the Departments have discriminated against you because of your disability. For
example, vou may file a discrimination complaint if you have asked for a reasonable modification or sign language
interpreter that has been denied or not acted on within a reazonable time. You can make a complaint orally or in writing by
contacting your case worker, your local DFCS office, or the DFCS Civil Rights, ADA/Section 504 Coordinator at 2 Peachiree
Street N.W., Ste 19-454, Atlanta, G4, 30303, 404-557-3735. For DCH, centact the KB TEAM ADA/Section 504 Coordinator
at 5815 Live Oak Pkwy Suite 2-F, Norcross, GA, 30093, 678-245-7449.

You can ask your case worker for a copy of the DFCS civil rights complaint form. The complaint form is also available at
hitps://dhs.geomia.govidocuments/dics-discrimination-complaint-form-0. If you need help making a discrimination complaint,
you may contact the DFCS staff listed above. Individuals who are deaf or hard of hearing or who may have speech
disabilities may call 711 for an operator to connect with us.

You may also file a discrimination complaint with the appropriate federal agency. Contact information for the U.S.
Department of Agriculture (USDA) and U.S. Depariment of Health and Human Services (HHS) is within the “USDA-HHS
Joint Mondiscrimination Statement” included within.

*Section 504 of the Rehabilitation Act of 1973 Americans with Disabiliies Act of 1930; and the Americans with Disabliifizs
Act Amendments Act of 2008 enzure persons with dizsabilities are free from unlawiul discrimination.

Under the Department of Human Service (DHS), vou may also file other discrimination complaints by contacting your local
DFCS office, or the DFCS Civil Rights, ADASection 504 Coordinator at 2 Peachtree Street N, Ste 19-454, Atlanfa, GA,
30303, 404-657-3735. For complaints alleging discrimination based on limited English proficiency, contact the DHS Limited
English Proficiency and Sensory Impaired Program at: Two Peachtree Street, N.W., Suite 29-103 MW, Aflanta, GA 30303
or call 404-557-5244 (voice), 404-463-7591 (TTY), 404-651-6315 (fax).

Under the Department of Community Health (DCH) policy, the Medical Assistance programs cannot deny you eligibility or
benefits based on your race, age, sex, disability, national origin, or political or refigious beliefs.

To report Medicaid eligibility or provider dizcrimination, call the Georgia Department of Community Health's Office of
Program Integrity (local 404-463-7590) or (toll free) 800-533-0686. You may also report suspected Medicaid fraud by
calling (toll free) 1-800-533-0636.
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Nondiscrimination Statement

Thig institution i prohibited from discriminating on the basis of race, color, national origin, disability, age, sex and in some
cases religion or political beliefs.

The U.5. Depariment of Agriculture also prohibits dizcrimination based on race, coleor, national origin, sex, religicus creed,
disability, age, political beliefs or reprisal or retaliation for prior civil ights activity in any program or activity conducted or
funded by USDA

Persons with disabilities who require alternative means of communication for program information {e.g. Braille, large print,
audictape, American Sign Language, etc_), should contact the Agency (State or local) where they applied for benefits.
Individuals who are deaf, hard of hearing or have speech disabiliies may contact USDA through the Federal Relay Service
at {300) &77-8339. Additicnally, pregram information may be made available in languages other than English.

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027),
found online at: hitps-/fwwaw usda govicascrhow-to-file-a-program-discrimination-complaint, and at any USDA office, or write
a letter addressed to USDA and provide in the letter all of the information requested in the form. To request a copy of the
complaint form, call (866) 632-9992. Submit your completed form or letter fo USDA by:

1) mail: U.5. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410

(2] fa (202) 690-7442; or

(3)  email: program.intake@usda.gov.

For any other information dealing with Supplemental Nufrition Assistance Program (SMAP) issues, persons should either
contact the USDA SNAP Hotline Mumber at (800) 221-5689, which is alzo in Spanish or call the State Information/Hotline

Mumbers (click the link for a listing of hotline numbers by State); found online at:
hitp:www. fns. usda govisnapicontact info/hotlines him.

To file a complaint of discrimination regarding a program receiving Federal financial assistance through the U.5. Department
of Health and Human Services (HH3), write: HHS Director, Office for Civil Rights, Room 515-F, 200 Independence Avenue,
S.W., Washington, D.C. 20201 or call (800) 365-1019 (voice) or (800) 537-7697 (TTY).

This institution is an equal opportunity provider.

Form 508 (Rew. 08/720) - 18-

24




