FORM # 2

STATE OF CALIFORNIA – HEALTH AND HUMAN SERVICES AGENCY                                                                                                                             CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

                                                                                                                                                                                                                                                   CALIFORNIA DEPARTMENT OF HEALTH SERVICES

APPLICATION FOR CASH AID, FOOD STAMPS, AND/OR MEDI-CAL/STATE CMSP

Before completing this application, read the coversheet.  If you need more space to answer, write on the back of this sheet.

	1.  NAME OF APPLICANT (FIRST, MIDDLE INITIAL, LAST)

     
	2.   SOCIAL SECURITY NUMBER (SSN)

     
	COUNTY USE ONLY

	
	
	CASE NAME

     

	
	
	

	3.  MAIDEN OR OTHER NAME (IF ANY)

     
	2A. DATE OF BIRTH (MM-DD-YYYY)

     
	

	
	
	CASE NUMBER

     


	4.  HOME ADDRESS:  NUMBER                                  STREET

     
	5.  MAILING ADDRESS (IF DIFFERENT)

     
	DATE RECEIVED

     

	      CITY                                                      STATE                       ZIP CODE

     
	      CITY                                                         STATE                ZIP CODE

     
	TYPE OF APPLICATION:

CA:    FORMCHECKBOX 
  CA                    FORMCHECKBOX 
  RCA

FS:     FORMCHECKBOX 
  Initial    FORMCHECKBOX 
  Recert      FORMCHECKBOX 
  Rest

MC:    FORMCHECKBOX 
                        CMSP:   FORMCHECKBOX 

Homeless:

FS:     FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO

CA:     FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO     FORMCHECKBOX 
  CW42

 FORMCHECKBOX 
   Pickle Screening

Ethnic Group:

Race:

Primary Language:

CA I.N.

          FORMCHECKBOX 
  Denied / NOA prep

          FORMCHECKBOX 
  Approved

          FORMCHECKBOX 
  Expedited Grant

          FORMCHECKBOX 
  Applicant requested

                CWD to complete SAWS 1

         (     )

           (Initials)

FS E.S.

          FORMCHECKBOX 
  E.S. questions not

                completed

          FORMCHECKBOX 
  Screened for E.S.

                Date       
         (     )

           (Initials)

FS Referral for:

           FORMCHECKBOX 
  E.S. Processing

           FORMCHECKBOX 
  Regular Processing

 FORMCHECKBOX 
  CWD records cleared
 FORMCHECKBOX 
  MEDS CDB cleared

 FORMCHECKBOX 
  IEVS intiated

 FORMCHECKBOX 
  Copy of SAWS 1 and 

       coversheet given to applicant

	6.  TELEPHONE NUMBER(S):     HOME

(   )       
	                           WORK

(   )       
	                         MESSAGE

(   )       
	

	
	
	
	

	7.  Is your home address permanent?                                        FORMCHECKBOX 
   YES                FORMCHECKBOX 
   NO                 FORMCHECKBOX 
   NO PHONE

     Is not permanent, please explain:       
	

	8.  Is anyone applying for:      Cash Aid       FORMCHECKBOX 
   YES            FORMCHECKBOX 
   NO                      Food Stamps        FORMCHECKBOX 
   YES             FORMCHECKBOX 
   NO

                                               Medi-Cal        FORMCHECKBOX 
   YES            FORMCHECKBOX 
   NO                     State CMSP          FORMCHECKBOX 
   YES             FORMCHECKBOX 
   NO

     Any Other Program(s)         FORMCHECKBOX 
  YES              FORMCHECKBOX 
   NO        If "YES", explain:  In-Home Supportive Services
	

	9.  Has anyone ever asked for or gotten aid or benefits, including Medi-Cal/State CMSP/Medicaid       FORMCHECKBOX 
  YES      FORMCHECKBOX 
 NO
	

	     or Diversion cash or non-cash services?  If "YES", list:
	                                 
	

	
	TYPE OF AID/BENEFIT                      DATE(S) RECEIVED
	

	     
	
	     
	

	                               NAME(S) USED
	                      RECEIVED WHERE?  (COUNTY / STATE / COUNTRY)
	

	10. The law says we must record your ethnic group, race and language.  This won't affect your eligibility. 

      A.  Ethnic Group         FORMCHECKBOX 
   White                    FORMCHECKBOX 
  Hispanic                   FORMCHECKBOX 
  Black                   FORMCHECKBOX 
  Filipino               FORMCHECKBOX 
  Guamanian
             FORMCHECKBOX 
  Asian Indian      FORMCHECKBOX 
   Alaskan Native     FORMCHECKBOX 
  American Indian    

             FORMCHECKBOX 
   Laotian             FORMCHECKBOX 
   Cambodian           FORMCHECKBOX 
  Japanese                 FORMCHECKBOX 
  Korean                FORMCHECKBOX 
  Chinese             FORMCHECKBOX 
  Samoan

             FORMCHECKBOX 
  Vietnamese       FORMCHECKBOX 
   Hawaiian              FORMCHECKBOX 
  Other Asian or Pacific Islander (Specify):  

      - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

      B.  Language               FORMCHECKBOX 
  English                   FORMCHECKBOX 
  Cantonese               FORMCHECKBOX 
  Lao                      FORMCHECKBOX 
  Tagalog             FORMCHECKBOX 
  American Sign
             FORMCHECKBOX 
  Spanish             FORMCHECKBOX 
  Cambodian            FORMCHECKBOX 
  Vietnamese              FORMCHECKBOX 
  Russian               FORMCHECKBOX 
  Other (Specify):       
	

	11. Is anyone a migrant or seasonal farm worker?                                                                                   FORMCHECKBOX 
  YES      FORMCHECKBOX 
  NO


	

	12. Is anyone pregnant?     FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO    If "YES", did she get a Presumptive Eligibility card?      FORMCHECKBOX 
  YES      FORMCHECKBOX 
  NO


	

	13. Does anyone have a personal emergency?  If "YES", check  (√)  type:                                              FORMCHECKBOX 
  YES      FORMCHECKBOX 
  NO

        FORMCHECKBOX 
   Immediate Medical Need          FORMCHECKBOX 
  Pregnancy            FORMCHECKBOX 
  Child Abuse             FORMCHECKBOX 
  Domestic Abuse

        FORMCHECKBOX 
    Elder Abuse                FORMCHECKBOX 
  Other emergency which threatens health or safety.  Explain:       
	

	IF YOU NEED:    CASH AID IMMEDIATE NEED PAYMENT  ………………………………………………………………..  FILL IN ITEMS  14 - 18.

                            FOOD STAMP EXPEDITED SERVICE  …………………………….………………………………………  FILL IN ITEMS  14 - 17.


	

	14. How much liquid resources does everyone, including

      children, have?
	17. How much are your utilities that are not included in

      your rent this month?    $     
	

	       FORMCHECKBOX 
  Cash, uncashed checks or

            money orders
	
	
	YES
	NO
	

	
	$     
	18. Do you have an eviction notice or

      notice to pay or quit?
	     
	     
	

	       FORMCHECKBOX 
  Checking/savings or credit

            union account(s)
	$     
	      Have your utilities been shuf off or

      do you have a shut-off notice?
	     
	     
	

	       FORMCHECKBOX 
  Trust deeds, notes receivable,

            stocks or bonds
	$     
	      Will your food run out in 3 days or

      less?
	     
	     
	

	       FORMCHECKBOX 
  Other (explain)


	$     
	      Do you need essential clothing, such

      as diapers or clothing needed for

      cold weather?
	     
	     
	

	
	
	
	
	
	

	15. How much income did everyone, including children,

      get or will they get this month?
	      Do you need help with transportation

      to get food, clothing, medical care or

      other emergency item(s)?
	     
	     
	

	      Date
	    Amount
	          Date
	    Amount
	
	
	
	

	     
	
	$
	     
	
	     
	$
	     
	
	
	
	
	

	     
	
	$
	     
	
	     
	$
	     
	
	
	
	
	

	
	
	
	
	

	16. How much is your rent or mortgage this month?
	
	
	
	

	   $
	     
	
	
	
	
	

	
	
	
	
	

	· I certify that I have been given a copy of the coversheet.   I understand and agree  that  I  have to comply                   with eligibility rules, some of which I  may  be asked  to do before any aid can be  given. I  understand the statements I have made on this form may be checked and verified.

· I certify that if I have applied for Food Stamps the county has told me of  my  right to  Expedited   Service.
	

	· I declare under penalty of perjury under the laws of the United States of America and the State                                                                       of California that the information I have given on this form is true, correct, and complete.
	TRANSITIONING CASE NUMBER




	19. SIGNATURE (OR MARK) OF APPLICANT OR AUTHORIZED REPRESENTATIVE

     
	DATE ISSUED

     
	COUNTY OF APPLICATION



	      SIGNATURE OF WITNESS TO MARK OR INTERPRETER


	DATE ISSUED


	COUNTY OF RESIDENCE (IF DIFFERENT)




SAWS1 (6/02) CA 1/DFA 285-A1 REQUIRED FORM – SUBSTITUTE PERMITTED 

