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NOTICE OF RULE MAKING

Pursuant to the Personal Responsibility and Work Opportunity Reconciliation Act of
1996, the State of Arkansas will no longer operate a Simplified Food Stamp Program
(SFSP) for Transitional Employment Assistance (TEA) families. This directive provides
instructions for converting the participating SFSP cases to the Regular Food Stamp
Program. This policy directive was filed under the emergency provisions of the
Administrative Procedure Act, adopted by state agency March 01, 2000.

Copies of the revised policy may be obtained by writing to the Division of County
Operations, Attention: Food Stamp Policy Section, P. O. Box 1437, Slot 1241, Little
Rock, AR 72203-1437. All comments must be submitted within 30 days of the date of
publication of this notice. If you need any material in a different format, such as large
print, contact our Americans with Disabilities Act Coordinator at 682-8920 (Voice) or
682-8933 (TDD). The Arkansas Department of Human Services is in compliance with
Titles VI and VII of the Civil Rights Act and operates, manages and delivers services
without regard to political affiliation, religion, disability, age, veteran status, sex, race,
color or national origin.

Fdth Whitney 8!

Director
Division of County Operations
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' DEPARTMENT OF HUMAN SERVICES

DIVISION OF COUNTY OPERATIONS
AMENDING LEGISLATIVE REGULATION
ARKANSAS LEGISLATIVE COUNCIL

NUMBER AND TITLE: .. =+ FS8G.00-06; Converting Cases from the SFSP to
sego ut FooREpgular Foad :Stamp Program

PROPOSED EFFECTIVE DATE:. t. :006May 1, 2000

STATUTORY AUTHORITY: The Food Stamp Act of 1977 as amended by
The Personal Responsibility and Work Opportunity Reconciliation Act of 1996.

NECESSITY AND FUNCTION:  The State of Arkansas will no longer

operate a Simplified Food Stamp Program (SFSP) for Transitional Employment
Assistance (TEA) families. This directive provides instructions for converting the
participating SFSP cases to the Regular Food Stamp Program. This policy directive was
filed under the emergency provisions of the Administrative Procedure Act, adopted by
state agency March 01, 2000,

PAGES FILED: A total of 2 pages were filed.

a8 S

Roy lj g(mdle, Jr,

Assistant Director
Office of Program Planning and Development

PROMULGATION DATE: May 1, 2000

CONTACT PERSON: Roy D. Kindle, Jr.
Assistant Director
Office of Program Planning and Development
P.O. Box 1437, Slot 1220
Little Rock, AR 72203-1437

(501) 682-8251




QUESTIONNAIRE FOR FILING PROPOSED RULES AND REGULATIONS
WITH THE ARKANSAS LEGISLATIVE COUNCIL AND JOINT INTERIM COMMITTEE

. DEPARTMENT/AGENCY HUMAN SERVICES

DIVISION .. :i+. COUNTY OPERATIONS

DIVISION DIRECTOR RUTH WHITNEY

CONTACT PERSON ROY D. KINDLE, JR.

&

t ADDRESS Donaghey Plaza South, P.O. Box 1437, Slot 1220, Little Rock, AR 72203-1437

£ PHONE NO. : 682-8251 - © i ENP) fe
INSTRUCTIONS -
§-A. Please make copies of this form for future use.
§ B. Please answer each question completely using layman terms. You may use additional sheets if n .
C. If'you have a method of indexing your rules, please give the proposed citation after “Short Title of this Rule below.
D. Submit two (2) copies of this quesuonnm:e attached to the front of two (2) copies of your proposed rule and
£ mail or deliver to: RV G
: Donna K. Davis 4 P
} Subcommittee on Administrative Rules and Regulations gl
Arkansas Legislative Council L‘; =
Bureau of Legislative Research e Tua
Room 315, State Capitol ' = LS
Little Rock, AR 72201 Ghm &
5&*******#**###*tt*******##**********##**#********#*#*******#**#*#***** *ﬂt*tﬂ#***ﬁ*%ﬁ*
1. What is the short title of this rule? - omment on
i FSC 00-06
¢ 2, What is the subject of the proposed rule?
Converting Cases from Simplified Food Stamp to the Regular Food Stamp Program
i3 Is this rule required to comply with federal statute or regulations? - YES XXX NO
- If yes, please provide the federal regulation and/or the statute citation.
: 4. ‘Was this rule filed under the emergency provisions of the
; Administrative Procedure Act? XXX YES NO
‘ | If yes, what is the effective date of the emergency rule? March 61, 2000
When does the rule expire? May 01, 2000
Will this emergency rule be promulgated under the regular
-provisions of the Administrative Procedure Act? XXX YES _NO
5. Isthis a new rule? ‘ XXX YES 'NO

Does this repeal an existing rule? XXX YES NO



Is this an amendment to an existing rule? Yes XXX NO

Is this an amendment to an existing rule? If yes, please attach s markup showing the
changes in the existing rule and a8 summary of the substantive changes.

6. What state law grants the authority for this proposed rule? If codified, please give Arkansas
Code citation,
The Personal Responsibility and Work Opportunity Reconciliation Act of 1996
; L LA Trowitth
+ ar 7. Whatis the purpose of this proposed rule?
The State of Arkansas will no longer operate a Simplified Food Stamp Program (SFSP) for
Transitional Employment Assistance (TEA) families. This directive provides instructions for °

i - converting the participating SFSP cases to the Regular Food Stamp Program.
J 8. Will a public hearing be held on this proposed rule? _  YES XXX NO
; 9. When does the public comment period end? S ~30-00
10.  What is the proposed effective date of this proposed rule? B~/ ~o0
11. Do you expect this rule to be controversial? — YES XXX NO
. - Ifyes, please explain.

12, Please give the names of persons, groups, or organizations which you expect to comment on
these rules. Please provide their position (for or against) if known.

NAME GROUP/CRGANIZATION ADDRESS
David Manley Legal Services of Arkansas | 209 West Capitol, Suite 36
Attorney at Law Little Rock, AR 72201

PLEASE ANSWER ALL QUESTIONS COMPLETELY.



DEPARTMENT HUMAN SERVICES
I DIVISION COUNTY OPERATIONS

PERSON COMPLETING THIS STATEMENT Helen Davis
682-1469

TELEPHONE NO. " 6828283 FAX NO.
FINANCIAL IMPACT STATEMENT ]

—

To comply w1th Act 884 of 1995, please complete the following Financial Impact Statement and file with g
¢ the questionnaire and proposed z'ules
B

SHORT TITLE OF THIS RULE___FSC 00-06

Y Does this proposed, amended, or repealed rule or regulation
! have a financial impact? YES XXX NO

! If you believe that the development of a Financial Impact Statement is so speculative as to be cost

prohibited, please expldin.
N/A

If the purpose of this rule or regulation is to implement a federal rule or regulatlon, please give the

3.
. mcremental cost for implementing the regulation.
- [T +7] o -,
,_ 1999-2000 Fiscal Year . , 2000-2001 Fiscal Year gl O
i =
Yoy oo ] . - ! P w20 ooy
, . General Revenue $ 0 General Revenue $ 0 | mw r:f; T
| Federal Funds _§ 0 Federal Funds  § 0 | z¥= © 2o
' Cash Funds $ 0 Cash Funds $ 0__ [ 55 m =i
; Special Revenue $ 0 Special Revenue $ 0 | &Hl . o
Other $ 0 Other 3 0 | oyt L ow
Total $ 0 Total $ 0 | v =
. ]
1 4. What is the total estimated cost by fiscal year to any party subject to the proposed, amended, or
. repealed rule or regulation?
? 1999-2000 Fiscal Year §  _0 20002001 Fiscal Year ~ §  _0
ts, What is the total estimated cost by fiscal year to the agency to implement this regulation?

1999-2000 Fiscal Year $__0 2000-2001 Fiscal Year $ 0

th .
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MANUAL TRANSMITTAL

Arkansas Department of Human Services
Division of County Operations L.

Policy *~|" *| Form | X | Policy
Directive Issunance Number 00-06
. Food Stamp Certification & TEA Manual Issuance Date 3/1/00 -
From: Ruth Whitney Expiration Date Until
" Director ' Superseded

Subj:  Converting Cases From the SFSP to the Regular Food Stamp Program

The State of Arkansas willno longer operate a Simplified Food Stamp Program (SFSP) for Transitional
Employment Assistance (TEA) families. This directive provides instructions for converting the households
participating in the SFSP to the regular Food Stamp Program,

PROVIDING FOOD STAMP BENEFITS TO TEA APPLICANTS

Food stamp benefits continue to be a vital means of assistance to families participating in the TEA Program.
In order to insure that food is immediately available to households that submit a TEA application, the
following rules will become effective March 1, 2000.

Rule 1: Counties will no longer certify households under SFSP rules. The household will be asked to
complete and submit both an Application for Transitional Employment Assistance (DCO-1 80) and
a Food Stamp Application (DCO-220). The DCO-180 has been revised to remove questions
related to food stamp eligibility. [See Attachmenf T] NOTE: As ANSWER becomes operational,
one integrated application form will be used. Counties will be provided specific instructions
regarding that form when ANSWER is implemented. '

Rule 2: Counties will be allowed, but not required, to conduct a joint interview for TEA and food stamp
benefits. If a joint interview is not conducted, the household should not be required to returnon
another day or at another time to be interviewed for food stamp benefits. Rather, the county office
should schedule both interviews on the same day unless:

a) The household requests an interview on another day;

b) The household is entitled to expedited service (see rule 3 below); or

¢) The household can be seen for the food stamp interview sooner than the date scheduled for the
TEA interview and agrees to be seen on another day.

Under no circumstances should the food stamp interview be held on a day later than the TEA
interview.

e e - T m o m e SHh e e s mme e s C Ch MM = e L e e man o AR e o m O = B e e e -



-

Policy Directive FSC 00-06
Converting Cases From the SFSP to the Regular Food Stamp Program
Page 2

Rule 3: Coordination of interview times will not apply if the household is entitled to expedited service.
Instead, the household will be interviewed, and the food stamp application processed in accordance
with the policy governing expedited processing.

CONVERTING EXISTING SFSP CASES TO THE REGULAR FOOD STAMP PROGRAM

ey T Taw !

1. Conversion Period

Many households currently participating in the SFSP will become subject to quarterly reporting. (See FSC
11510 for a list of households exempt from the quarterly reporting requirements. According to FSC 11520,
a household may enter quarterly reporting only when an initial application or an application for
recertification is approved. Therefore, if SFSP conversion occurs at a case action other than an application
approval (initial or recertification), the household will not become subject to quarterly reporting. Instead,
the household will be subject to the occasional reporting requirements described in FSC 11350,

'In order to insﬁre that all former SFSP households are properly classified as a quarterly reporting household

or an occasional reporting household, all households participating in the SFSP as of March 1, 2000, must be
recertified by September 30, 2000. (This applies even if the household was converted from the SFSP to the
regular Food Stamp Program.) At the time of recertification, the household’s situation will be evaluated to
determine if the household is subject to quarterly reporting.

2. Method of Conversion

Households converting from the SFSP to the regular Food Stamp Program will experience changes in the
way the budget is calculated. Income will be handled differently with some income that is excluded under
SFSP rules being counted under regular Program rules. The county standard will no longer be used as the
household’s shelter costs. Also, households will be required to report changes under Food Stamp Program
rules rather than SFSP rules. To convert a case, the household’s budget must be recalculated using regular
Food Stamp Program rules.

a) Resources - Households containing at least one member who receives a TEA benefit are
classified as categorically eligible households. See PD FSC 99-21. Categorically eligible
, households do not have to meet the Food Stamp Program resource limits.

b) Income ~ Categorically eligible households do not have to meet gross or net income limits.
However, the worker must insure that the income declared by the household is not handled
differently under regular Food Stamp Program rules. For example, if a member of the SFSP
household is an eligible student, some income disregarded under SFSP rules may be counted

under regular Food Stamp Program rules. See FSC 5000 for an explanation of countable
income.




Policy Directive FSC 00-06
Converting Cases From the SFSP to the Regular Food Stamp Program

Page 3

c¢) Deductions — The worker must carefully examine the household’s most recent application

(DECQ-180 or DCO-220) to determine if there is adequate information to determine the
household’s current deductible expenses. This includes dependent care costs, medical costs for
disabled members and/or members age 60 or older, and shelter costs. The rules for determining
allowable deductions under regular Food Stamp Program rules may be found in the 6000

~séction of the Food Stamp Certification Manual.

Example 1 — A household contains a member who receives SSI. The household is currently
using its actual shelter costs in place of the county shelter standard. No medical expenses or
dependent care costs were declared. This case contains adequate information to determine the
household’s current expenses.

Example 2 —~ No member of the household receives SSI benefits, and on the most recent
application, the household declared a rent amount but no utility costs. This case does not
contain adequate information to determine the household’s current expenses.

If additional information is needed to determine the household’s current expenses, the worker
must use the attached notice with a Notice of Action (DCO-1) to request the needed
information. [See Atiachment 2] The household will be allowed ten days to provide the
requested information. If the.information is not provided, the expense will be disallowed. The
case will not be closed solely because the household failed to provide requested information

- about expenses.

When a household is converted from the SFSP to the regular Food Stamp Program prior to
recertification, either the household’s actual utility costs or the utility standard will be used in
the budget. Any costs incurred by the household for rent or mortgage payments, real estate
taxes on the home or homeowner’s insurance will also be allowed as a shelter cost.

Based on the information provided by the household on the notice, the worker will determine if
the household is entitled to use the utility standard of $172 when the food stamp budget is
calculated.

If the household is not entitled to the utility standard, the household’s actual declared utility
expenses will be used in the budget. When actual utility costs are allowed, the telephone
standard of $25 must be used as the telephone cost if the household incurs a telephone expense.

If the household is entitled to the utility standard, the worker will determine if the household’s
actual declared utility expenses (including the $25 telephone standard for households that incur
a telephone expense) amount to more than the utility standard of $172. If yes, the actual utility
costs will be used in the budget. If no, the utility standard will be used in the budget.

£
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Policy Directive FSC 00-06
Converting Cases From the SFSP to the Regular Food Stamp Program
Page 4

- ki

YU -

d)

Toax Ly

e)

g)

Issuance of Benefits — A categorically eligible household with one or two members will
always:recetve at least $10 in food stamp benefits. Categorically eligible households with three
or more members will receive a minimum benefit of $2.00 only if the Thrifty Food Plan
reduced by 30% of the household’s net income is at least $1.00. If the benefit calculation is
less than $1.00,'the household w111 not receive beneﬁts and will be handled as an otherwise
eligible household as éXplained in FSC 8641.

Change Reporting Requirements — Prior to conversion from the SFSP to the regular Program
at recertification, SFSP cases will be subject only to the TEA reporting requirements. See TEA
10300 for an explanation of handling changes reported to the TEA worker.

Once a household is converted back to the regular Program, that household becomes subject to
both the TEA reporting requirements and the Food Stamp Program reporting requirements. See
FSC 11100 — 31200 for an explanation of the food stamp reporting requirements.

If the household is being converted prior to recertification, the worker must issue to the
household a Change Report Form (DCO-234) and a business reply mail (BRM) envelope.

If the household is being converted at recertification and will become subject to quarterly
reporting as explained in FSC 11510, the worker must issue to the households a copy of the
,pamphlet, Food Stamp Quarterly Reportmg (Pub-360). The worker should briefly cover the
information i in the pamphlet with the househoId Former SFSP households not subject to
quarterly reporting will ‘be given a Change Report Form (DCO-234) and a business reply mail
(BRM) envelope. The worker should explain to the household the items to be reported for TEA
purposes and the items to be reported for food stamp purposes.

Certification Periods — At the time of conversion, the worker must note the household’s
certification period. If the last month in the certification period is October 2000 or later, the
worker must shorten the certification period at the time of conversion. Enter the new ending
month and year of certification via the automated system in use in your county. DO NOT
REKEY THE BEGINNING MONTH OF CERTIFICATION.

Notices/Forms — At the time the case is converted from the SFSP to the regular Food Stamp
Program, the household must be notified of the change in reporting requirements. If the
household’s food stamp benefit amount will change, the household must be notified of this
change. If the household will receive fewer benefits as the result of the change, the notice must
act as an advance notice of adverse action. A notice has been prepared to use with the Notice of
Action (DCO-1) to serve this function. [See Affachment 3] At any recertification, the

household must be issued a copy of the pamphlet, Food Stamp Program, Your Rights and Your
Responsibilities (PUB-279). See FSC 10540,

S FET

- iy



Rl AITNTS O e el in A v . G YT YT eV - g

" Policy Directive FSC 00-06

Converting Cases From the SFSP to the Regular Food Stamp Program
Page 5

SHORTENING CERTIFICATION PER!ODS

If a household nn:rii;cibdting in the SFSP has a certification period ending in October 2000 or later, that
household’s certification period must be shortened to end in September 2000 or earlier. Each county office
will be allowed to determine how.to schedule the recertifications for these households. A report was supplied

- to each county office accompamed by a memorandum of instruction. ,This report furnished the following

mformatlon

Casehead Name

Casehead SSN

SFSP Code

Categorical Eligibility Status Code
Certification Beginning and Ending Dates
TEA Amount

Copies of this report were maintained in the Food Stamp Section.

A second report will identify each household not classified as a SFSP household if the household meets the
SFSP criteria and has been ass:gned a 12-month cernﬁcanon but is not subject to QR. This report, which

will only be generated once, is intended to help the oounty ofﬁce 1dennfy cases that are being handled as
SFSP cases even though the case is unproperly coded 1If‘ithie county is handling the case as a SFSP case, the
coding must be corrected. If the certification period’ ends in Iuly or later, the household’s certification period
should be shortened using the county office’s predetenmned criteria. If the household should not be
classified as a SFSP case, the county office should determine if the household should have been assigned a
12-month certification period according to FSC 8710. If not, the certification period should be shortened.

To shorten a certification period, the worker must enter the new ending month and year of certification. THE
BEGINNING MONTH OF CERTIFICATION MUSI'I"NOT BE REKEYED.

On the night of the third workday, A Notice of Expiration (DCO-239) is automatically generated for all
households with a certification period ending the following month. For example, on February 3, DCO-239s
will be generated for all households with a certification period ending in March. If shortening the household’s
certification period means that a DCO-239 will not automatically be generated, the county office must
manually prepare a DCO-239 to be issued to the household. See FSC 11430 for additional information about
shortening certification periods. See FSC 10210 for instructions about completion of the DC0O-239.

The DCO-239 and an application must be mailed to the household so that the household will receive the form
any day of the next to last month of the shortened certification period. (Example — If the certification period
ends in May, the household must receive a notice of expiration any day during the month of April.)

MAINTAINING SFSP RECORDS

All records pertaining to a household’s participation in the SFSP must be maintained for three full years from
the month of origin in either the food stamp case file or the TEA case file.
Policy Directive FSC 00-06
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SHORTENING CERTIFICATION PERIODS

If a household participating in the SFSP has a certification period ending in October 2000 or later, that
household’s certification period must be shortened to end in September 2000 or earlier. Each county office
will be allowed to determine how to schedule the recertifications for these households. A report was
supplied to each county office accompanied by a memorandumiofinstruction. This report furnished the
following information: : oo TREA e

Casehead Name

Casehead SSN

SFSP Code

Categorical Eligibility Status Code
Certification Beginning and Ending Dates
TEA Amount

-

Copies of this report were maintained in the Food Stamp Section.

A second report will identify each household not classified as a SFSP household if the household meets the
SFSP criteria and has been assigned a 12-month certification but is not subject to QR. This report, which

“will only be generated once, is intended to help the county office identify cases that are being handled as

SFSP cases even though the case is improperly coded. If the county is handling the case as a SFSP case, the
coding must be corrected. If the certification period ends in July or later, the household’s certification period
should be shortened using the county office’s predetermined criteria. If the household should not be
classified as a SFSP case, the county office should determine if the household should have been assigned a
12-month certification period according to FSC 8710. If not, the certification period should be shortened.

To shorten a certification period, the worker must enter the new ending month and year of certification.
THE BEGINNING MONTH OF CERTIFICATION MUST NOT BE REKEYED.

On the night of the third workday, A Notice of Expiration (DC0-239) is automatically generated for all
households with a certification period ending the following month. For example, on F ebruary 3, DCO-239s
will be generated for all households with a certification period ending in March. If shortening the
household’s certification period means that a DC0-239 will not automatically be generated, the county
office must manually prepare a DCO-239 to be issued to the household. See FSC 11430 for additional

information about shortening certification periods. See FSC 10210 for instructions about completion of the
DCO-239.

The¢ DCO-239 and an application must be mailed to the household so that the household will recejve the
form any day of the next to last month of the shortened certification period. (Example - If the certification
period ends in May, the household must receive a notice of expiration any day during the month of April.)

MAINTAINING SFSP RECORDS

All records pertaining to a household’s participation in the SFSP must be maintained for three full years
from the month of origin in either the food stamp case file or the TEA case file.
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POLICY ISSUES
1. Ch;ﬁ:géé-lieponed to the TEA Worker

Changes reported to the TEA worker are considered to be information known to the agency. These changes
must be reflected in the food stamp case even if the household is subject to quarterly reporting. See FSC
12300 to FSC 12330 for instructions on processing changes reported to the TEA worker and issuing notices
to these households.

2. Special Payments

Any Employment Bonus (FSC 5701.2) must be counted in the food stamp budget in the month of

anticipated receipt. Any Extended Support Transportation Payment (FSC 5701.3) must be counted in the

food stamp budget in the month of anticipated receipt to the extent that the payment does not exceed the
household’s actual job-related costs of transportation. These rules apply to both quarterly reporting and
occasional reporting households.

Inguiries to: Betty Helmbeck, Food Stamp Section, (501) 682-8284
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Arkansas Department of Human Services (DHS)
Division of County Operations (DCO

FOR OFFICE USE ONLY
ACES REG# APP DT COUNTY CAT. | ADULTS | CHILD | WORKER # WORKER NAMEB MRT | XEYDATE | opmT

)
Blr
a

2
oh S{RRKERY DENIALDATE REASQN CATEGORY QL L KEYDATE | OP DI |
E .- 3 i-:- N
N2

Application For Transitional Employment Assistance
= If you need this material in a different format, such as large print, contact your DHS county office.

INSTRUCTIONS - Please fill out as much of the application a2 you can and retom it to the DHS county office. The date the DHS
county office receives the application is your date of application. ‘ '

- You must have an interview with a case manger before your applicstian for TEA ean be processed.

~ Please answer all questions as completely and as accurately as possible. If you do not understand a question the caseworker you

-- speek with will help you, Kmkmhwm@whmm.mmhudmmﬁsmﬁuﬁm

BOCIAL SBCURITY NUMEER LASTRAME FIRSTNAMB M nTam:m RACE | s
MEDECARE NUMBER MARITAL STATUS “TELEPHONE NUMBER. WHERS YOU CAN BE REACHED
STREET ADDRESS ary FITE e coms
MAILING ADDRESS (IF INFFEKENT) ciry pTATE 21 coDs
Please list everyone in yonr home and complete each space by their name:
Is this person s Office
Name Relationship}] US I Legal Use Only
Social Security Nomber | Last First Birthdate Race | Sex %0 you it Alica | Other MRT
APPLICANT |

N O P

Does anyone in your household have earned income? YES OO NO O
If yes, enter gross amount § .
Doesmymeinymnhuwdnldhavemmedinom(lmhasSocmSemimSSI,ChildSuppm't,lhmplojmmtbmcﬁts)?
YESO NOD
Hfmmmmdmmmmmw&mwmmummm

Name Amount
Do you expect a change in any of the above? YES I NO O K yes, what and when?

DCO-180 (R. 200)
Page 1
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Family Planning - I may be eligible for Family Planning Services and: [Child Health Services (Health Checkups) The health
0O 1dowant Family Planning Services checkup program has been explained to me and:
O I want more information 0 1 do want this service for all eligible persons
D “Idonot want Family Planning Service Dldoumtthismvicefconlythefouowingpersms:
Is anyone in your household prégnant? D YES  DINO
_ D 1 do not want this service.
Unpaid Medical Expenses . )
Do you have any uripaid medical expénses from the past 3months? [1YES DINO
Would you like to register to vote? DYES DNO
DO YOU HAVE? YES{NO OWNER'S NAME | Total Value OTHER
- f.Cash or savings 3
Certificates of Deposit (CD) 3
Credit Union Accounts )
s Bank Name
Checking accounts S Bank Name
Stocks, bonds, IRAs
| Keogh Plans, Mutual Funds s
Real Estate other than Location
home $ Amount Owed $
Other (Prepaid burial plans, Total Value Description -
trust funds, etc.) : $ . .
~~=FHow many cars, trucks and vans do you and the members of your household have?
Please list below:
[Make & Year Amount Owed Who Qwns _ Medical Benefits =~
YES O NO D)
YESOO NOD

@ Doyouaanymeinymhnmemormywbuyingothubuﬂdingsorpmpmy? O YES ONO

® How have you been meeting your expenses for the past 6 months?

R Doymwanymhuhmseholdmbapuynmeyfoumamuhmamwiﬂlwhomm

live? YESO NOO

@ Anmumyo&ubus&oﬁmbumdisquﬂiﬁd.uhwymamyo&chmmmmbambm

disqualified from the AFDC or TEA Program for providing incosrect information or for failing to
‘provide information that affected eligibility and benefits? YES [ NO O
If yes, which program?

® Haveyouunnmbaofymhmueboldbeenfoundguiltyoforplmdguiltyormlooonﬁmdaztoa&lonyuﬁ'ensc
involvingﬂ:cmanufacuneotdisuibuﬁonofacanuolledmbsmmeonouﬁalulyl, 19977 YES O NOO

DCO-180 (R. 2/00)
Page2
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READ THE FOLLOWING CAREFULLY BEFORE YOU SIGN THIS APPLICATION,

I understand that 1 must help establish my eligibility by providing as much information as I can about my circumstances.
Iauﬂmriz:DCOwobminihfmﬁmﬁtmoﬂmMagmiesmdoﬂumwmﬁ:m&cmmyofmysmm.
T understand that no person may be denied TEA or Medicaid benefits an the grounds of race, color, sex, age, handicap,
religion, national origix, or political belief,
Imgy_'reqwstaliéa}ingfromDHSifldednimknmmadeonmyusewiﬂxinﬂnpmpeﬁmclhnitmﬂ‘ldisagmeniﬂnhe
ion.
1 agree to notify the DHS county office within 10 days if I or any of my dependents cease to live in my home, if I move, if I
hwomeunployadumymingschang:,aifanyothuchangesominmydmmm. .
Im:hmiuDHStomminenllteoordsofmimurwordsofﬁlosewhoteociveoihawrwddeedimidbmeﬁtsﬂimgh
mcmhngﬁgauwizth:ornotmypmhasmmiuedMedimidﬁmd,aforminmyltgal,adminisn-aﬁveorjudicial
procecding. .
demuadthucashmismﬁﬂbeﬁmimdmtwmly-ﬁm(n)mﬂnufmyﬁfcﬁmc.

CHILD SUPPORT ENFORCEMENT REQUIREMENTS

N, MP =1 understand that if I accept TEA cash assistance, by state
-law,lwillhavenlignedllldghu,ﬁﬂe,mdimeruﬂnmy support that I have in my own behalf or in behalf of any other
person for whom I am receiving TEA. lmdmnndﬂmaﬂmppmtpaymnindudinglhosemwiwdhymedhw}yﬁmthe

-absmtpmmmbcpaidmﬂnOﬂioeofChﬂdSwmenforcmt I understand that this assignment ends when I no
longureoeive'l‘EAe:mptasmnympaidmppmtobligaﬁonlhathasmwdatﬂnﬁmemyTEAmeisclosed. I also
understand that as a condition of eligibility for TEA, I must cooperate with the Office of Child Support Eaforcement in

. MQAD_-A:aeonditionofeﬁgl‘bﬂiwﬁxMediedieuhappﬁmmumipimtmwopmwilhﬂwOﬁuofChﬂd

SuppoﬁEnfomun:m(OCSE)inutabﬁshingputunityandobminingmediml support for each child who has a parent absent
from the home. All other OCSE services, including collection of child support payments from the absent parent, will be
meﬁdedmlmOCSErecdvulmiumnoﬁoeﬁunmcﬂmIdonuwmﬂmem.

ASSIGNMENT OF MEDICAL PAYMENTS

JalnhoﬁzemyholdaufmedimluodninfamaﬁonabmumchordnseinfomaﬁonmededﬁxuMedimiddahmDHS.
Iﬁnﬁumnhmiurdmsed’myhfumaﬁmmom:puﬁuwhomaybeﬁablefwmymdimlw. As an cligibility
omdiﬁm,lunomaﬁcallyassignmyﬁghtwmymﬂmt,jlﬁmt,orawatdwhichmybeobminedagninstnnythirdpmy
toDHSmduﬁﬂlmmtufmyammtwhichilpaidbyDHSmmybehnli I authorize and request that funds, settlement or
mmmwamwmwwmmmmm«mmmmmwmum
directly to DHS. MyapplieaﬁnnfaMndiuidbmaﬁtuhaﬂinitselfcmsﬁnmmmignmmbyopmﬁonofhwandlhanbe
amnsidaedasﬂhﬂmyﬁmd‘myuﬂlmgjﬁMuamdne&wdbyuﬁmaﬁﬁdpmy. A third party is any
pe:san,enﬁty,insﬁmﬁm;organinﬁonoroﬂnmwhiehmaybeﬁablefminjlﬂy.disau.disabilityordeaﬂnmtainedby
- me or others named herein, including estates of said individuals. Ialsoassignallﬁghminauyletﬂmmadebymeormmy

b:halfmisingmnofanychimtothemd'mdiealmpaidbyDHS,whed:uunotapmﬁonofswhsctﬂunmtis :

-designated for medical expenses. Any such fimds received by me shall be paid to DHS. A copy of this authorization may be
-used in place of the original,

S
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- ~Assistance,

Personal Responsibility Agreement

Itmc}a'smndpublicassistanoeinunpomyaslseektobeeomcself-suppmﬁveandeconomicallyindependenL I under-
smndmatitismyresponsibilitytoﬁndandkwpajobandwsmanothupomﬁalsmmesoﬁnwmeforthesupportnf
myselfandmydepmdcntchﬂdm

In return for public assistance, T agree to be held responsible for:

L

1. Imldngﬁ}:éﬁﬁ:loy:mmtufbﬂowingwmjobufamls required by my case worker before, during, and after
- approval of my application for assistance.

2. Cooperating with my case worker in developing and following my Employment Plan. DHS has informed me that the

tuppmﬁwwﬁcudesaibedintheaﬁmbedinfamaﬁmvﬁﬂbewnihblchmumededtoemnplywithmy&nploy—
ment Plan.

3 ~Acoepﬁngﬁ|nmpmt-§imeanploymauﬂmmaybeoﬁ'aed,
4. Not voluntarily terminating employment.

3. .Ensuring that my children receive their age appropriste childhood immunizations. (I understand that T will receive
~guidance form my caseworker on how to achieve this without cost to myself)

76.:—E:swingﬂ:stmyschool;gechﬂdlumdtchool.
7 IfIunanlmmarﬁedminnrpam;t,Iniﬂmddeinthchousebolﬂofapmnlegalgxmﬂim,oﬁundﬂtrclaﬁve,ah

- an approved adult-supervised living arrangement unless my caseworker approves other living arrangements. I under-
. mﬁﬁmlwduummwmﬁﬂnmﬂmmmmmﬂwnaﬁwﬁmmm

8 CoopmﬁngﬁﬁﬁeOﬁuquhiMSWEnfamhw&hgdiﬁmeﬂuﬂmumbﬁsﬁngpm—

.

. IWMhmm&wmmMIMMWhMmﬁyﬁgﬁmm

abovemquilmxsandmoaminmiqmdmmmmeslmaybcmmdmmmsimmmpﬁmofupwiﬁcpmm
~sequirement. 1 also understand that I must sign this Agreement in order to apply for Transitional Employment

Idechreunderpenaltyofperjuryﬂmtheinformaﬁonlhavepm'ldedwthisformistmenndeorrect. K1
mbmcﬁufotwhichlmmﬁgibkbmelwimwhfamﬁmapmﬁmmmmwmsuch

-- assistance will be subject to recovery by DCO. Any assistance I receive in the fiture may be reduced to recover this

- overpayment, and I may be subject to prosecution for fraud and fined and/or imprisoned.

Parent/Caretaker Relative Signature

Parent/Carctaker Relative Signature

Minor Parent Signature (if appropriate)

#o¥ f E

Case Worker's Signature
DCO-180 (R. 2/00)
Page 4
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INSTRUCTIONS
TO
DCO-180
Application for Transitional Employment Assistance

Purpose

The DCO-180 i uised as the application form for TEA, TEA Medicaid, and other Medicaid categories, The form will
also be completed to add persons to existing cases in these categories. Also, this form will be the mput document for
Tegistration and denial purposes.

mComlileﬁon )

The DCO-180 should be completed by the applicant/recipient except in the areas designated "For Office Use Only”,
Only in cases of illiteracy or disability which prohibits completion by the applicant/recipient will the caseworker com-
plete the form. The caseworker will sign as both the caseworker and the person helping complete the form in such
- cases. Any changes or additions made on this form should be completed by the applicant/recipient or the caseworker
~who originally completed the form.

N

W

Only one form will be completed for applications made on a given day. For example, TEA and TEA Medicaid applica-
tions made by the same application on the same day will require only one form. Once asigned DCO-180 is received
-—and registered, it will not be released to the applicant to take home.

For Office Use Only
©.7 A, Registration
‘Once the DCO-180 is signed and received by the county, it must be registered. Only one application can be

registered at a time. For applications with multiple categories, all data must be entered for each registration.
The top section designated "For Office Use Only" will be completed as follows:

TG A T R, | WL bt el

Field Name + Description

Register No These fields will be completed by the terminal operator. Once all registration data has
been keyed and accepted, the system will display a registernumber. If registering
multiple applications, list the register numbers in the same order as the categories were
registered.

Application Date The date (MMDDYY) the signed DCO-180'is received by the county.

R T T

DCO-180 Instructions (R. 2/00)
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County The three digit county number,
Category The appropriate two digit category code. If registering multiple applications, enter the
D category code for each type of application.
3273 - Refer to the DCO-Users Manual for valid category codes.
Adults The number of adults included in the application.
_ Children The number of children included in the application.
; -~ Worker #- The last four digits of the worker's Social Security number or the assigned worker
§
' Worker Name Name of the worker whose number is entered in field 8.
§ MRT If an MRT decision is indicated, enter "Y", otherwise, leave blank as the system will
' ~<gutomatically defaultno "N". :
KeyDate © - -Completed by the terminal operator. The date (MMDDYY) information is keyed and
X - --accepted by the system. :
% OP.IN - Initials of the terminal operator keying information into the system.
;ﬁ =~ B. TEA,TEA Medicaid Denials
% Iftheapplimﬁon(s)istobedmied,thmﬂlede:ﬁalsecﬁonmnstbecompletedandforwardedtoﬁwtaminal
; operation upon disposition. If denying more than one application with the same casehead, enter the appropriate
% twodigitcategowcodeinﬂwsmordadreywereaﬁaedonlbesystemasmdieatedinﬂlemtegoryﬁeld
! Each denial code should coincide with the appropriate category. Refer to the DCO Users Manual for a listing
i. of the denial, :
! —~Field Name -~ Description
i
= Worker # Thelast four digits of the worker's Social Security number or the assigned worker
: ~weumber. ,
& Denial Date “The effective date (MMDDYY) the application for assistance is being denied.
-~ Reason Two digit denial reason. Refer to the DCO-Users Manual for Denial Codes and
Category " Thetwo digit category code being denied.
~ ¢N Client Notice. ‘
Y - System generated notice specific to Reason (Field 15) will be generated.
N - System generated notice will not be generated. Worker will send notice.
DCO-180 Instroctions (R. 2/00)
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Field Name Description

KeyDate Completed by the terminal operator. The date (MMDDYY) information is keyed and
accepted by the system,

OP INT Initials of the terminal operator keying information into the system.

[L1%

Routing and Retention
Form DCO-180 will be forwarded upon completion by the worker tothe terminal operator. Ifthe transaction is

~accepted on line, the terminal operator will initial and date the form and return it to the worker. The form should then be
filed in the case record and retained until the case record is destroyed.

.

DCO-180 Instructions (R. 2/00)
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ARKANSAS DEPARTMENT OF HUMAN SERVICES
FOOD STAMP PROGRAM

REQUEST FOR INFORMATION

County Date
Casehead’s Nar_n__e_‘ ] Casehead’'s SSN
Worker

The Arkansas Department of Human Services, Division of County Operations, has been operating a Simplified Food
Stamp Program for households where all members receive TEA benefits or a combination of TEA and SSi benefits,
We will no longer be operating a Simplified Food Stamp Program in Arkansas. Effective March 1, 2000, we began
converting all households from the Simplified Food Stamp Program to the regular Food Stamp Program.

Your household has been participating in the Simplified Food Stamp Program. In order to
convert your food stamp case to the regular Food Stamp Program, we need some
information. Please answer the following questions and return this form in the enclosed
self-addressed, stamped envelope on or before .

1.

Do you pay rent for your residence? YES O NO O
If yes, how much is your rent payment? $ each month.,

. Are you buying your home? YES O NO O

If yes, how much is your house payment? $ each month.

. Do you pay utility costs for your residence? YES O NO OO
if yes, enter your current monthly utility costs? (Do not include past-due costs.)
$ Natural gas, butane gas or other heating fuel  $ Electricity
$ Water and Sewer $ Telephone
$ Other (Explain ) $ Garbage/Trash Pickup
How do you heat your home? What kind of fuel do you use?

Do you use an air conditioner in the summer? YES Q@ NO O
Do you live in a public housing project? YES O NO QO

. Does or currently have medical
- expenses not covered by his or her Medicaid card? YES O NO O

If yes, please provide receipts, bills, or statements to verify his or her current medical expenses.

. Do you or anyone in your household pay someone to care for a child or a disabled or elderly adult so

that a household member can work, attend training or school, or look for work? YES 3 NO 3
if yes, give name of person or daycare center.
Telephone number Address
Amount paid $ How often do you pay?

6. Does anyone help pay any of the costs listed on this form? YES 0 NO O

Please sign here Enter the date here

if yes, which costs?
Who helps pay them?
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ARKANSAS DEPARTMENT OF HUMAN SERVICES

FOOD STAMP PROGRAM
NOTICE OF CONVERSION
County a - Date
Casehead’s Name: -. . Casehead's SSN
| FTUN
S 1A 1anual Issuance Date (LY

The Arkansas Department of Human Services, Division of County Operations, has been operating a
Simplified Food Stamp Program for households where all members receive TEA benefits or a
combination of TEA and SSI benefits. We will no longer be operating a Simplified Food Stamp
Program in Arkansas. Effective March 1, 2000, we began converting all households from the
Simplified Food Stamp Program to the regular Food Stamp Program.

. Your food stamp case has been converted to the regular Food Stamp Program.
. Your household is entitled to receive food stamp benefits until

1

2

3. You were receiving $ in food stamp benefits.
4

. Beginning you will receive $ in food stamp benefits.
. O NI LY I I da. o8 v o Ll ANIY
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Use the attached Change Report o report changes in your circumstances.

: o spe - _ruuif:[r‘\P“‘L"j
FOT fOOQ—StamD e“qib"lty:':[} g n h ceast s tae s aber 0 TR ap Nemor -

e You must report changes in your total household income when it goes up or down by more than
$25 per month. (You do not have to report changes in your TEA check.)

e You must report new income from any source. - « e

¢ You must report if income from any source stops. r

e You must report if your household's liquid resources (cash, savings, stocks, bonds, etc.) increase
to $2,000 or more. ‘ - L

e You must report the acquisition of any licensed vehicle.

» You must report changes in the number of people in your household.

e You must report any new address. If you move, you must also report your new rent or mortgage
and utiiity costs.

For TEA eligibility:

e You must report any change in income regardless of the amount received or how often received.

* -You must report if your household's liquid resources (cash, savings, stocks, bonds, efc.) increase
to $3,000 or more.

¢ You must report the acquisition of any licensed vehicle.

e You must report your new address if you move.




