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CalFresh Overissuance
Notice for IHE Pre-
Redesign

Notice generally outdated.

So many reasons this may
have happened.

Too much text and
generally limited white
space. Layout is not
intuitive.

COUNTY OF

CALFRESH OVERISSUANCE NOTICE
FOR INADVERTENT HOUSEHOLD

ERRORS (IHE) ONLY
r -
L -

Tiza many CalFresh benefits wene issued foc
£l the household.
00| the household, whom you sponsored.

Heres why:

[ | The unreparted samed income does nat gualify for the 20%

" deduction.

“iou musl repay the edra CalFresh benefits.
_ in ebra CalFrash bensfts wers Bswed for the pariad

The hausahald recaived £ in CalFresh banalils.

The househeld should have received § in CalFrash
benedits. § (exira CalFresh benefits) is what yau
received minus what you should hene receied.

[0 | Thiz amaunt was reduced by bEecause we
owed the housshald benefils from past months or we
recaived repayment of part of the amount owed. You now
owe®__ 0000

See how we figured the extra amount you got on the
warkshest that came with this notice.

*  ‘You do not have to use ary 53] benelils you get o repay this

OVEMESSUAncE.

& You may ask for a hearng if you feal you recerved exira
CalFrezh benefits bacause the County iﬂ:lhm Departmant
made a mistake.

#=  Cellecsan will be from all adults in the howsshald when e
overEsuance aocurnad.

et

Cheestions? Ask your Wiorkes.

State Hearing: If you think this action
Is wrong, you can ask for a hearing
unless you already had a hearing on
the amount you owe. The back of
this page tells how. Your benefits
may nol be changed if you ask for a
hearing before this action takes
place.

YOU MUST EITHER: A/

Pay for the axtra CalFresh benefits in full, or complede, sgn and
retum the enclosed Repayment Agreement (CF 377.7C) form
and pay as agreed.

FROGRAM ACTIONS:

#  Your repayment agreemend will be bassd on youwr cwrent
ahility to pay as figured by the cou Any changes in your
ahility 1o pay may change your manthly payments.

#* M you do not sign and refurn the agreement within 30
alier the date DF;'E ratice, the amourd af CalFresh
yau gel will be reduced by _ % beginning

. ::unu do nod repay, the county may wse obther ways of

lecting the amaunt owed, such as through the cowrls,

other collection agency mathads and
paverrment callection action.

a federal

= M this esror is laler reviewed by the courl or hearing and

dateminsd o be your faull, penalties will apply even d you <

agrés 1o rapay whal you owe.

« | the daim bacomes dalinquent or the housshald i swsd,
you may be subjact to additional procsssing charges
coets,

owed, the col fake
tax rafund andion ﬂ"ﬂﬂ o
o any praparty you awn.
ing: If you befieve this overissuance is wrong, this is your
last chance 1o ask for a hearing. W you stay an CalFresh, the
county can lower your CalFresh bensfilz to collect the
owvenssuance. I you ga off CalFresh belore the overissuance is
paid back, the county may take what you owe oul af your income
tax refund.

Rules: Thess rules apply: MPP 83-801_21, Duarts v. Sagnz.

Wou mary neviers' them at your welfane offics.

CFI77.70 M4 - FEDURID FORS - RO SUBSTITUTE PEAMITTED

Desired client action is not

/ front and center.

Notes and warnings are
mixed throughout.
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CalFresh Overissuance

Notice for IHE
New & Improved

Clear numbering makes
the notice easy to

follow and indicates the
order in which the client
should read the notice.

A key factor, whether or
not you are still receiving

CALFRESH OVERISSUANCE NOTICE

MY O e T

INADVERTENT HOUSEHOLD ERROR (IHE) COUNTY DF s s A R
A BT TSRS T8 EOCRA B ST N
a— -
[
T
-
L
T
o el )
Chspstions? Asl yowr Wiososs
r I 1
State Hearing: If you disagras with us, you
can ask for 2 hearing. If you ask for & hearlng
bafora [DATE] your banafiiz will not be
L i | changed before the hearlng. Sea the back of
thle page for more Inform L

'au may need 1o pay back the [33000 we “ovars=sued” to your houseshald

: .
B il 1c2sieer MONTH] to [MONTH]. Flease see bekow far your spticns o

FELE .

2. Here's why this happened

3. Your options to repay

NO

CalFresh, is highlighted to
lead you to options specific
to your circumstances.

Small icons are used as
an alternative visual
queue.

> ‘G Arz you still receiving CalFresh? ‘O'

t$1 1. Join the 10% or $10 repayment plan
I you don't respond, we'l assume you agree ba s 10% or
310 per month reduction (whichever is mone) in your
CalFresh benefits until your balancs is paid off, This will
start an [DATE] DR

—

f 2. Agree to another repayment plan
Fill ot and return the inclsded repayment foom by [DOTE +30),

OR

L+ 3. Ask for a state hearing
I you disagres with us, &k for a stabe hearing by filing out
the back of this page and retuming it by [DATE+90).

1. Agree to a repayment plan /
Fill ot and return the included repayment faom by
[DATE#30)
OR

7. 2. Ask for a state hearing
I you disagres with us, ask for a stale hearing by filing aut
the back of this page and retuming it by [DATE+20).

I you ane WO LOMGER receiving CalFresh, we MUST baar
fram you. [ we do not hear fram you by [DATE], we may take
waur federal incame tax refund, offset cortain federal banefits,
ar uee other ways of collecting the amaunt owed.

Hote:

refunid or oftset ceman federal bemefils.

gowernment colect on acion.

® Yoo dho ot hanee B0 use your 3351 benafiis o pay back e overissuanos
 Coleciion will be from all aduis in e household when e overissuanos: coourned
# H yois siop recehving CalFresh bedore the oyeissuance & pald back, we may fake what you owe oot of your dedemal income fax

® Hyols 80 o pay back thi oedr B SUance. ree 10 a payment plan, or have your benafits redunsd, ihe County mMay Use oiner wilys
of codkecting the amount owed, such as fheugh the cours by wages or mropenty], colkeciion agenoy methods, or a fedemal

# Hane dalmn beoomes del mgsend or the househnkd (S soed, yol mey be subipect o addiliong protessing changss of Coun Cogls.

Thesss rubss g ply: PP S3-201; PP E3-804. You mury sevairs Lheiis anl e o o ooy of @l yoer il G usly offics

CF 3TF.78 - REQWRED FOSEM - NO SUBETITUTE FERMITTED

Bolded text is used
selectively.

Notes and warnings, are
organized together.
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Up Next: Semi-
nnual Reporting
Form (SAR 7

}g:’l} CALIFORNILA DEFARTUENT OF HEALTH CARE SERVICES.
SAR 7 ELIGIBILITY STATUS REPORT B_ Y$ REPORT MONTH

TO KEEF YOUR BENEFITS COMING ON TIME, PLEASE SIGN THE FOHM AFTER 1st AND RETURM IT BY Sth
SLBUIT UONTH

BT LG
MEED HELP? {County Specific instructions wicounty ur])
Worker Name:
Worker Phone:
Caunty:
Street address:
City, State, Zip Code

CASE NUMBER HERE

[eST IDHERE]

BAR CODE:

Check the box if you would like to STOP getting any of the following: [ STOP my CalWORKs ||| STOP my CalFresh
(| STOP my Medi-Cal
1. Has anyone moved into or out of your home (including newboms) or did you move in with someone else since you last
reported? L1 Yes [ No (If yes. complete the section below)

Date of Move Name Date Of Birth RelationshipTo | Regularly Purchase And
(mmddelyy) (First, Middle, Last) You Prepare Food Together?
Lin [Jowm 7 7 ! [T ¥Es [T NO
Oin [Tow 7 7 I [ ¥ES [|'NO
Hin [1ow / ¢ i [ YES | [NO
2. Have there been any changes to your address since you last reported? [] Yes []| No (If yes, complete the section below)

MNew Address:, Date Moved:

Mailing Address (if different than above),

3. I you have moved since you last reported please fill out the section below:
i paid separately, yaur property laxes and home insurance per Mo now?
$

our rent or marigage per mont now?
B

Do you have utility costs that are not included in your rent or mortgage payment? If so, check which ones:
[] Phone [] Trash [ water ] ElectriciGas _|[] Other heating or coaling costs

4. CalWORKs only: Is anyone in your home:
A. Running from an outstanding warrant?
B. Found by a court to be in violation of probation or parole?
L[] Yes [] No (I yes, complete the section below)

AorB In what stale was the warrant issued, | Dale of warrant or violation
Name of person from above or did violation happen?

5. Medical Costs: If anyone who gets CalFresh and is 60 years old or older, or disabled, had an increase in medical costs please
complete the section below and attach proof:

Wihe had the change? Amaunt of incroase:

3

6. Child Support: Did anyone who gets CalFresh have a change in the amount of child support they have to pay since they last
reported? || Yes [ | No If yes, complets the section below and attach proof.
What was the amount paid in the Report Month? § .
Who paid support?,
7. Dependent Care: If anyone who gets CalFresh and sither works, is looking for work, or is going to school, had an increase in
out-of-pocket dependent care costs since they last reported, please complete the section below and attach proof:
What was the amount paid out-of-pocket in the Report Month? §,
Who paid: List
8. Did anyone: Get. buy, sell, trade or give away any property, land, homes, cars, bank accounts, money, payments (such as
lottery/casino winnings, back benefits from social security), or other property items since last reported?
_[—| |Yes _.—| Mo (If yes, complete the section below and attach proof. If you need more space. attach a separate piece of paper).

Wha? Type ot Property? Ween? | Amowtnaiss? |1l Bought [| Sod [ Gave Away L] Spent
[l Gotasagift [] Taded [Jwon |[] Other
BAR T (114) ELOUBILITY STATUS AEPOAT - FOR CASH AID AND CALFRESH - REDUSRED FORM - SUBETITUTES PERMMTTED PAGE10OF2

9. Did n the Report Month? [ Yes [ Mo (If yes, complete the section below and attach proof
?"Ei;‘;r‘i lh ;'I':hed at mmglpuf the Ilrst pag;pflst each job for eaa person \[ihu ?ks Ifaygu need rr:co';‘a q:aceagn;ch acsepal %
piece of paper. ude salary, sick I yo

incl pay. tips. stc. u lost your job, attach proof.
Job #1 Job #2 Job #3
Mame of person who got income:
Source of income/Employer name:
¥ check hers [ | F hack hara[_] & chodk hore |_|
How often paid: 1l weekty [ siwesky [] omer | ) weakty [ aiwackty L] other |1 wosity ] ewesity [ other
] mormty [] Twice mananty ] moniray ] Twice monttay 1 maontniy 1 Twice manthey

Gross amount of income they got in the $ 5 s
report month: DATE{S) RECENVED: DATE(S) RECEMED: DATE(S) RECENED:
Hours worked per manth

10. Will there be any changes to your income from employment in the next six months (including income listed in #8)7
D‘ Yes [ No (If yes, explain here and attach proof). Examples: Stopping or starting a job; increase or decrease of income;
changes in hours; quitting a job or going on strike; change in how often you are paid.

11 Dld anyme get money from any other source in the Report Month: | Yes | Mo (i yes, cumplehe the section below and attach
roof.) The Report Month is listed at the top of the first page. Examples include: Social Security, Unemployment Compensation,
\.l‘alalans Benefits, State Disability Insurance (SDI), Child/Spousal Support, Warker's Compensation, Loans/Gifts, Eamed/Unearnad
Housing, Utilities, Food, etc. If you no longer get money from a source you reported, attach proof.
Name Source of income One time or month How much
5
5
5
12. Will there be any changes to money received from any other source in the next six months (including money listed in #11)7
L] Yes [_]_ No (I yes, explain hers and attach proof). Examples of changes: An increase or decreass in income or benefits, or if
you will start or stop getting income or benefits.
13. CalWORKs only: Have any of the following happened to anyone in your home since you last reported? [ || Yes [] No
(I yes, check below and attach proaf):
D_ Family Change (Married, divorced, separated, entered into a California Registered Domestic Partnership (RDP), have a
non-California Domestic Partnership (DPJ. ended a DF or RDF. bacame pregnant, or is no longsr pragnant?)
Job/Employment (Start, stop, quit a job, started a business or went on strike?)
Dlsabclny |Became cisahted or recovered from a disability or major iliness?)
(it or immigration status change, or got & new card, form, or letter from USCIS (INS)?)
Insurance (Started, stopped, or changed health, dental, or life insurance benefits, including MEDICARE?)
Custody {Any change in the amount of time you care forfhave custody of your children?)
In-Home Support Services (Started or stopped getting services?)
School Attendance
For Age 18 or older student - started or stopped schoolicollege? (You may be able to claim costs for books,
school transportation, etc.)
‘Someone paid for all of my housing. food. clothing or utility costs. (please explain)
Other,

Please read carefully, sign, and date.

By signng this form:
understand and certify, under penalty of perjury, that all my answers on this report are correct and complete to the best of my
ge.
- I undersiand the penalties for fraud are as follows: | may be sent to prison for up to 20 years and fined up to $250,000. | may have to
bany if | was not eligible to them. The first ime | break the rules Un& ﬁsa Imll not be abla to get Ca]Frash for one
Bar; Ihe second time two years; and after the third time | will not be able I
f and agree to give copies of all ducumems needed o conq:lala my semi-annual repun

that in some instances, | may be asked to give consent to the County to make whatever con!

CERTIFICATION - FRAUD WARNING

1 UNDERSTAND THAT: If on purpose | do not report all facts or wrong facts about my income, or Ia mil snams fo get or ke
getting aid or banefits, | can s legall ypmsenmg?ﬂo | may akso bg";mlg with cummm"r?g a uwpmg% in Cas %nd o
CalFresh is wrongly paid out as a result of such an action. | have received a copy of the Instructions and Penalnas for the SAR T E|Ig|b||llj'
Status Report for Cash Aid and CalFresh.
YOU MUST SIGN AND DATE THIS REPORT AFTER THE LAST DAY OF THE REPORT MONTH OR IT WILL BE CONSIDERED INCOMPLETE.

| declare under penalty of perjury under the laws of the Uniled Stales and the State of Calilornia that the facts contained in this report are true and correct

_and complete.

OO0 OoOOocod

S are necessary

determine eligi

a

WHO MUST For Cash Aid: You angﬂyour aided spnuse registered dormestic partnar ul lha ulher p@ranl {of cash-aided children) if living in the home.
SIGN BELOW: |Far CalFresh: The he membe

SIGNATURE OF MARK 1 PHONE
- )

T HIGNATORE OF BROLEE, NEGISTENED TARTHER, OR OTHER O OTHER FEREON DATE SIGNED
PARENT OF CASH AIDED CHILD(REN)

PAGE 2 OF 2
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