REQUEST FOR HEARING

Fill out this form only if you disagree with the action taken on your case.

If you disagree with the action of the local department, you are entitled to discuss it with a supervisor.

We will help you fill out this form or you can ask for a hearing by calling 1-800-332-6347.

1. Tell us who you are.  Fill in all the blanks in this box, and complete boxes 2 – 5.  Please Print.

Name ___________________________________________________________________________________

Address _________________________________________________________________________________

City _______________________ State ____  Zip Code ___________ Phone number (____)______________

Your local office name: ______________________     Your Social Security Number:_____________________


2.
What are the reasons you want a hearing?

___  I was not allowed to apply.

___  My application was turned down.

___  My application was not handled properly.

___  The amount of assistance I receive is wrong.

___  My assistance has been incorrectly

        suspended, reduced, or terminated.

___  I am not receiving the services that I need.

___  I do not agree that I should pay back

        assistance I received.

___  Other (specify) __________________







3.	Which programs do you want to appeal?


	(( check all that apply)


___  Temporary Cash Assistance (TCA)


___  Food Stamps (FS)


___  Purchase of Care (POC – child care)


___  Transitional Emergency Medical and


        Housing Assistance (TEMHA)


___  Foster Care (FC)


___  Medical Assistance (MA)


___  Emergency Assistance (EA)


___  Other (specify) __________________





Why do you want a hearing?  Please tell us what happened.   ________________________________


_______________________________________________________________________________________


_______________________________________________________________________________________





I understand if I ask for a hearing within 10 days from the date of the notice and I was receiving benefits, I can still get them while I wait for my hearing unless my benefit period ends.  I will have to pay back the benefits if I lose my appeal.





Check here if you do not want benefits while you wait for your hearing:





Please sign here:


 Signature _________________________________________   		Date ________________________











FOR AGENCY USE ONLY





Department ___________________  Local Office ___________________  Date Appeal Received __________


Case Name ____________________________________  Case Number _____________________________


Appeal based on notice sent: _____________ Effective: ________________ Conference held?  Y ___  N ___


Benefits pending? Y ___  N ___  Reason:  _____________________________________________________


Case record attached? Y ___  N ___  Reason: __________________________________________________


Worker: ________________________  Supervisor’s approval: ____________________  Date: ___________





FOR APPEAL UNIT USE ONLY


Appeal Rep: _____________________________ 					Date: ___________


Category ________________________________ Transmitted by __________________________________
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