




NO DEPARTMENT OF HUMAN SERVICES/OEA
SFN 405 (Rev. 01-2001)

PENALTY WARNINGS:

• MEDICAID: State 'and Federal law provide for fine, imprisonment, or both for any person who
withholds or gives false information to obtain assistance to which he or she is not entitled.

A caretaker of children in Medicaid cases who does not cooperate in establishing a child's
paternity or in establishing and enforcing medical support may lose Medicaid benefits.

• TANF: Any member of your household who is found by a State or Federal court, or State
Administrative Hearing, on the basis of a plea of guilty or no contest, to have intentionally
given false information or withheld information will be barred from TANF for (12) months for
the first violation; twenty-four (24) months for the second violation; and permanently for the
third violation. The individual can also be fined up to $250,000, imprisoned for up to twenty
(20) years, or both.

Any individual convicted in State or Federal court of having made a fraudulent statement or
representation with respect to the place of residence or identity of the individual in order to
receive assistance simultaneously from two or more states shall be disqualified from receiving
benefits for a period of 10 years.

Any individual convicted under State or Federal law of any offense which is classified as a
felony by the law of the jurisdiction involved and which has an element the possession, use,
or distribution of a controlled substance (as defined in section 102(6) of the Controlled
Substances Act (21 U.S.C. 802(6)) shall be disqualified permanently from receiving TANF
benefits.

A TANF recipient who does not cooperate with child support officials, in establishing_a child's
paternity or in establishing and enforcing child support, may cause the family's TANF benefits
to be lost.

A TANF recipient who does not cooperate in looking for work, preparing for employment, and
keeping a job may cause the family's TANF benefits to be reduced.

A TANF recipient who does not cooperate in obtaining a health screening for children may
cause the family's TANF benefits to be reduced.

• FOOD STAMP PROGRAM:
Do not give false, inaccurate or incomplete information.

_ Do not buy ineligible items such as alcohol or tobacco with Food Stamp benefits.
_ Do not trade or sell your EST card.
_ Do not use or have in your possession other people's EST cards or Food Stamp benefits.

Any member of your household may be removed from the Food Stamp Program for:
• One year for intentionally breaking a Food Stamp rule;
• Two years for a second violation; or a first conviction for buying, selling, or trading Feod

Stamps for a controlled substance.
• Lifetime for intentionally breaking a Food Stamp rule a third time; or a second conviction

for buying, selling, or trading Food Stamps for a controlled substance; or conviction for
buying, selling or trading Food Stamp benefits worth $500 or more. If a court of law
finds a household member guilty of trading Food Stamps for firearms, ammunition, or
explosives, the individual is permanently barred from the program.

In addition, any household member may be removed by a court for an additional 18 months;
or prosecuted and fined up to $250,000 or imprisoned up to 20 years or both.

A Food Stamp recipient who does not. cooperate in looking for work, preparing for
employment, or keeping a job may cause the family to lose Food Stamp benefits.
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NO DEPARTMENT OF HUMAN SERVICES/OEA Case Number: '.

SFN 405 (Rev, 01·2001) . -~ ~' -
."'I.~~ #-::~~l_~.. _. 'l..'---~'.c_ \ ..",

APPLICATION FOR ASSISTANCE - PART 2 Date Received: , " .
-

NAME: First Middle Initial Last Interview Date: . . .;0. :

.,
"

.;:. ~?:!-::~:~}1-":,::: '~:;~~":::'
. .. .- - .

~.- .-:
Address Where You Live: Mailing Address: (If Different)

City: State: Zip Code: City: State: Zip Code:

Home Telephone Number: Work or Message Number: What assistance are you requesting? 0 Food Stamps

( ) ( ) OTANF o Medicaid 0 Child Care Assistance

Fill in all spaces for everyone who currently lives with you, whether you consider them household members or not. Also list anyone

who is temporarily absent. List yourself first. then your spouse, your children (including unborn children), then other adults and children
living in your home. If you need additional space, please continue on a separate sheet of paper. If you are only applying for Medicaid,
you do not need to provide the social security number and citizenship status for those who you do not want covered.

HISPANIC US
HOUSEHOLD MEMBERS RELATIONSHIP (Optional I CITIZEN
(ENTER LEGAL NAMEI TO PERSON RACE IYes (Yes MARITAL

SOCIAL SECURITY COMPLETING (Optional) or or STATUS
FIRST MIDDLE LAST NUMBER BIRTHOATE SEX APPLICATION • Nol No) ••

SELF

-
I

.

* RAce CODes: WH· White AI • American Indian/Alaska Native Bl· Black Ap· Asian HP - Native Hawaiian/Pacific Island

** MARITAL STATUS CODeS: MA· Married NM • Never Married 01 • Divorced se • Separated WI- Widowed

Other names used by any household members (maiden name, prior married name, etc.)

Does any household member have unpaid medical bills for any of the past If yes, which month(s):
3 months for which you would like assistance? DYes o No

Is any household member disabled (including children)? DYes ONo If yes, who?

Is any household member temporarily out of the If yes, who? Date of expected return:
home? DYes ONo

Please Check Assistance Received in the' Past If Received. By Who in Household When? County State

o TANF or AFDC -
o Medicaid

o Food Stamps

o Cash/General Assistance

o Child Care Assistance

Do you live on an Indian Reservation or Service List the name and enrollment number for each household member who is enrolled in an Indian Tribe:
Area? 0 Yes 0 No

Was any household member certified to receive
commodities distributed by a tribal program either
this month or last month? DYes oNo
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ND DEPARTMENT OF HUMAN SERVICES/OEA
SFN 405 (Rev. 01·2001)

SIGNATURE - APPLICATION FOR ASSISTANCE (FOR ALL PROGRAMS)
Signature of Applicant: Date:

Other Signature (spouse, guardian or other adult): Date:

COMPLETE THIS SECTION FOR FOOD STAMPS ONLY-
If there is more than one adult in the household, list the name of the adult you want to be the head of household for Food Stamp purposes:

Is any household member a boarder (paying someone to provide meals)? DVes DNo

Does anyone in your household purchase and prepare meals separately? If yes, who?
DVes DNo

Do you have an Electronic Benefit Transfer (EBT) card? DVes o No If yes, from what county or state did you receive it?

You may receive Food Stamps within seven (7) days with a completed application. Failure to attach proof of identity may
delay processing of this application.

Will your household's gross income for the month of application be less than $150?

Does your household have less than $100 in cash, checking, savings, CD's, etc?

Is anyone in your household a migrant or seasonal farm worker?

INCOME AND ASSETS:

o Ves

o Ves

o Ves

DNo

DNo

DNo

Gross income expected this month: $ AGENCY USE

Money in cash, checking, savings, CD's, etc.: $

SHELTER EXPENSES:

Current Rent/Mortgage $
,

Current monthly utilities: $

AUTHORIZED REPRESENTATIVE: You can designate someone to be an authorized representative. This person can apply for
benefits for you. This person will have unrestricted access to your Food Stamps. Any funds misspent by the representative will not be
replaced. Please complete the following if you wish to have an authorized representative.

Name: Address:

City: IState: IZip Code:

Name: Address:

City: IState: IZip Code:
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NO DEPARTMENT OF HUMAN SERVICES/OEA
SFN 405 (Rev. 01-2001)

AGENCY USE

APPLICATION FOR ASSISTANCE - PART 3 Date Received:

COMPLETE THIS SECTION IF APPLYING FOR MEDICAID OR FOOD STAMPS

Name: Scheduled Appointment: (DatelTime)

If you miss your appointment and you still wish to apply for Food Stamps. please contact Case Number:

the County Social Service Office to schedule a second appointment

ASSET INFORMATION

LIFE INSURANCE:

Does anyone have life insurance? DYes ONo If yes, complete the following:

NAME AND ADDRESS FACE CASH OWNER OF POLICY NAME OF
OF COMPANY VALUE VALUE PERSON INSURED POLICY NUMBER

VEHICLES:
-

List vehicles owned, jointly owned. or being purchased for all household members. (Car, truck, motor home, snowmobile, motorcycle,
3 wheeler/4 wheeler, etc.) List even if not running or not in your possession. Include vehicles registered through Tribal Motor Vehicle
or another state.

OWNER(SI YEAR MAKE/MODEL VALUE AMOUNT OWED LICENSED?

$ $ DYes DNa

$ $ DYes DNo

$ $ DYes DNo

$ $ DYes DNo

$ $ DYes DNo

$ $ DYes DNo

TRANSFERS:

If Applying for Medicaid: Has any household member sold, given away or transferred anything of value within the past
5 years? DYes DNa

If Applying for Food Stamps: Has any household member sold, given away or transferred anything of value within the
past 3 months? DYes DNa

If yes to either question, fill in the following: Date Sold or Transferred: Value:

Description: Amount of Money Received:

AGENCY USE
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ND DEPARTMENT OF HUMAN SERVICES/OEA
SFN 405 (Rev, 01-2001)

OTHER ASSETS:

For all household members, including children, identify all assets owned, shared, or being purchased. If you need additional space,
please continue on a separate. sheet of paper.

YES NO TOTAL
VALUE

AMOUNT
OWED

OWNER(S) OF
ASSETS

LOCATION/
DESCRIPTION

CA Cash on Hand

Bank Accounts: ','

BA Business Account

Certificate of Deposit

" . - ., ......~. ('

.~.' -: . ~ :.: . ........; '.''"

CDf------------------+--+---+----t-----+--------+---------l

Checking/Credit Union Account

PC

1M Individual Indian Monies Account

Savings/Credit Union Account

5V

BP Burial Plot

B5 Burial Space Items (Casket, Urn, etc.)

MV MarkerlVault

PB Prepaid Funeral Plan (Not Life Insurance)

BI

FA

"IR

Business Inventory/Equipment

Farm Equipment, Livestock, Stored Grain

Annuity Account

Retirement Fund, IRA, KEOGH, 401 K, etc.

:ft2. Home/Mobile Home (Owner Occupied)

MH Mobile Home (Not Owner Occupied)

R~ Real Property (Not up for Sale)

RP Real Property (Up for Sale)

:~~ Life Estate/Life Lease

MR Mineral Rights (Oil, Gas, Gravel, Coal, etc.)

NO Notes or Contracts for Deed

BT Boat/Motor/Personal Watercraft

CP., Camper

T~ Trailer (any kind)

BO Savings Bonds

5T Stocks/Bonds/Mutual Funds

TR Trust

50 Safety Deposit Box

OT Other

Do you expect any changes in assets next month? If yes, explain:
DYes 0 No
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NO DEPARTMENT OF HUMAN SERVICEStOEA
SFN 405 (Rev. 01-20011

UNEARNED INCOME:
Do any household members (including children) have any of the fOllowin~ income? Check 6es or no tor ~ach Item. If yes, enter the
total amount of income, before deductions, in the "Amount" column. P OOF OF ALL INC ME MUST BE PROVIDED.

TYPE OF UNEARNED INCOME YES NO RECEIVED BY WHOM HOW OFTEN AMOUNT THIS AMOUNT
RECEIVED MONTH NEXT MONTH

BIA General Assistance

Bingo/Gambling Winnings

Child Support or Alimony

Contract Sale or Rental Income

Financial Aid for Students

Income from Roomer/Boarder

Individual Indian Monies (11M)

Insurance/Lawsuit Settlement

IInterest/Dividend Income

Money from Friends, Relatives or
Others

Oil/Mineral Rights/Royalties

Pension/Retirement Benefits

Claim #

Railroad Retirement Benefits

Claim #

Social Security Benefits

Claim #

Supplemental Security Income -

SSI

TANF

Unemployment Benefits

Veteran's/Military Benefit

Claim #

Workers Compensation

Claim #
Other: (Specify)

Has anyone applied for benefits not yet received? (For example: If yes, please explain:
Social Security, SSI, Workers Comp) 0 Yes 0 No
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SFN 405 (Rev. 01-2001)

EARNED INCOME AND EMPLOYMENT INFORMATION:

SELF-EMPLOYMENT: Is any household member self-employed? DYes o No

If yes, name of business: Type of business:

A complete copy of the most current Federal Income Tax form must be provided. If you do not have a current tax return that includes
the self employment business, provide income and expense ledgers.

OTHER EARNED INCOME: Is any household member (including children) working? DYes DNo
If yes, complete this section. List information about full·time, part-time, seasonal, or temporary employment for all household members.

If space is needed to list more jobs, enter them on a separate sheet of paper. Proof of all income must be provided.

Dayls)
Gross Gross Hours of Date

Amount Amount Worked Salaryl Amount of How WeekI of
Household This Next Per Hourly Tipsl Often Month Next

Member's Name Employer's Name Month Month Week Wage Commission Paid Paid Paycheck

STUDENT STATUS

Is any household member a student? DYes DNo If yes, complete this section for each student.

WHERE ATTENDING • STUDENT WHERE ATTENDING • STUDENT
STUDENT GRADE SCHOOL STATUS CODE STUDENT GRADE SCHOOL STATUS CODE

• Student Status Codes:
PT • Part TimelHalf Time FT· Full Time HG - Half Time Graduate FG • Full Time Graduate CP • Correspondence

EXPENSES

You will not receive a deduction for any allowable expense you fail to report and verify.

Does any household member pay c9urt ordered child suppo-r~ health insurance premiums, or vendor payments? DYes DNo

Who are the payments for: Court ordered amount: Amount you pay:

Does your household have child care expenses? DYes DNo Billed amount: Amount you pay:

Are you receiving Child Care Assistance? DYes o No Have you applied for Child Care Assistance? DYes DNo

Do you expect any changes in these expenses next month? If yes, please explain:

DYes DNo

Does anyone help you pay any of these expenses? If yes, please list what expenses, who is paying, and how much is

DYes o No oaid:
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ND DEPARTMENT OF HUMAN SERVICES/OEA
SFN 405 (Rev. 01-20011

FOOD STAMPS - PART 4

COMPLETE THIS SECTION IF APPLYING FOR FOOD STAMPS
IF NOT APPLYING FOR FOOD STAMPS GO TO PART 5

SPONSOR INFORMATION

Does any alien/refugee living in your home have a sponsor? DYes DNo o Not Applicable If yes, complete the following:

Name of Sponsor Sponsor's
Person(s) Sponsored or Agency Sponsor's or Agency's Address Telephone Number

CRIMINAL HISTORY INQUIRY

Have you or any member of your household been convicted of buying or selling Food Stamp benefits of $500
DYes DNo

or more?

Have you or any member of your household, since August 22, 1996, been found to have fraudulently DYes DNo.
reoresented his or her identity or place of residence in order to receive multiple Food Stamp benefits?

If yes, enter date of conviction: IState: ICounty:

Are you or any member of your household subject to an arrest warrant issued by an authority outside North DYes DNo
Dakota's iurisdiction?

If ye;s, enter date of warrant: IState: ICounty:

Have you or any member of your household been convicted of any crime for which jailor parole time remains DYes DNo
to be served?

If yes, enter date of conviction: IState: . ICounty:

Have you or any member of your household been convicted of a felony, for an "act" committed after DYes DNo
AUQust 22, 1996, involving the possession, use, or distribution of a controlled substance?

If yes, enter date of conviction: IState: ICounty:

DISQUALIFICATIONS:

Have you or any member of your household ever been disqualified from the Food Stamp Program?
DYes DNo

If ves, comolete the following:
NAME OF PERSON(S) WHERE DID IT HAPPEN?

DATE DISQUALIFIED LENGTH OF DISQUALIFICATION PERIOD?
DISQUALIFIED COUNTY STATE (Example, 6, 12, 24 months, or permanently)

EMPLOYMENT INFORMAnON

Has any household member left a job within the last 60 days? DYes DNo

If yes, who: IWhen? IEmployer:

Reason: o Laid off o Fired o Refused work o On leave of absence o Injury
o Quit work o On strike Oiliness o Other (Specify)
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ND DEPARTMENT OF HUMAN SERVICES/OEA
SFN 405 (Rev, 01·2001) EMPLOYMENT INFORMAnON: (Continued)

Has any household member chose to reduce hours of employment? DYes DNo

If yes, who: IWhen? IReason:

Is any household member unable to work? DYes DNo

If yes, who: IReason:

..,'
. ;~ EXPENSE INFORMATION

;
Of _. , . . . .. ..-. ~ ...... '.' ... ~:~-,.- -' ":,),' "''''~'"''~ . """ -. { ... , :-."; ~. ' . .'- .. ..r·, o. -.. ..' . ...-. ~.' .s .: ..~ .. . .. < '. ' . -: .... -;0 • ~ :. , . .,; .. . ..

Does your household have any of the following expenses? Check yes or no for each item and list amounts.
Proof of expenses must be provided. You will not receive a deduction for any allowable expense you fail to report and verify.

CURRENT EXPENSES YES NO TOTAL AMOUNT
AMOUNT YOU PAY

Rent/Mortgage (circle one)

Lot Rent

Do you pay separately for the use of a garage?

Is anyone working off any part of the rent?

Does any government agency pay any part of your rent?

Property taxes (not included in mortgage)

Homeowners insurance (not included in mortgage) -

Electricity

Do you have an air conditioner?
f+';~~~' ~t:::~'....<'~'~~ jA t,.v-..f~f -... ~ ._"..~. ':;-"-;"';--.J.~ 1, ""...'f,.,..... .' ~b-lz&,·:.t
.-t:t~~~ .... ,.;..':( >tA ~~i"~-~~S~

Are you responsible for air conditioning costs?

Heating costs (gas/propane/electric, etc.)

If you pay for heating or cooling, do you wish to use the Standard Utility

-
Allowance?

~i:':";':.~'t~,..... .:~,. ' '.;' '!
Do you receive or intend to apply for fuel assistance (L1HEAP)?

~ ~ . .

Water/sewer/garbage

Telephone

Expenses for a home you don't live in

Health insurance premiums (list only. for persons age 60 or over or who receive
disability benefits)
Medical expenses (List only for persons age 60 or over or who receive disability
benefits)

Do you expect any changes in expenses next month? DYes DNo

If yes, explain:

Does anyone help you pay these expenses? DYes DNo

If yes, list what expenses, who is paying, and how much is paid:
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ND DEPARTMENT OF HUMAN SERVICES/OEA
SFN 405 (Rev, 01·2001) MEDICAID - PART 5

COMPLETE THIS SECTION IF APPLVING FOR MEDICAID - IF NOT APPLVING FOR MEDICAID GO TO PART 6

I/We have lived in North Dakota since: (Month, Day, Year) IDo you intend to remain in North Dakota? DVes DNo

If anyone in the household is a stepparent, indicate date of marriage:

Does anyone have medical problems due to an accident? DVes DNo

Date of accident: IType of accident:

Does anyone in the household have a pending legal action from which they may receive money or medical DVes DNo
benefits (includinQ inheritance)?

Is any household member a veteran, a dependent or spouse of a veteran? DVes DNo

If yes, who:

.- , -. ~ '.' ' .
'!i,;:~~,fl:~..J "u':':'~ MEDICAL EXP.ENSES':,:<IttP1~;r~~>i;;-i~,"r!i~'· .. :,,:" - J .' ". , .... '. ," .,-' " ... -...-.~'._ ,. ..._ ... __ . '.........~...~__~~~_1: _ -~--~_.-.- ... '-:":"__.......~_._

Does any household member have unpaid medical bills for any of the past 3 months for which you would like DVes DNo
assistance?
If yes, provide proof of income, assets, and unpaid medical bills for each prior month requested,

Does anyone have unpaid medical bills older than 3 months? DVes DNo
If yes, provide proof of unpaid amounts that you owe, the date of service, the type of service, and the provider
of the service,

Does anyone help pay your medical costs? DVes DNo If yes, explain: .

~~':<;;';~~~~~·:Zff;~:J:~~~~ft~~TI:t:(NSOB}(Nt,_~'f.j.~.;z~sr.<e~"i.:
Has any household member turned down medical coverage from a current employer because of the cost? DYes DNo
(Medicaid may be able to helD oav the cost of this insurance)

Do you have Medicare? Type of coverage (check all that apply) Medicare number:
DVes DNo o Part A o Part 8

Does your spouse have Type of coverage (check all that apply) Medicare number:
Medicare? Dves DNo o Part A o Part 8

Is anyone covered by other health insurance? o Ves DNo If yes, complete the following:

Person(s) Covered Policy Holder Health Insurance *Type of Effective Policy Group Monthly
Name and Address Name and Address Coverage Date Number Number Premium

*Types of Coverage: (List all that apply)
A - Hospital E . Vision I - HMO Insurance P • Accident
B - Doctor F . Nursing Home J . Court Ordered P • Workers Compensation
C - Major Medical/Lab/Xray G - Cancer M· Medicare Supplement V - Veterans
o • Dental H • ChampusfTriCare N . Drug Insurance

Does anyone outside the household pay the premium? 0 Ves DNo If yes, who:

Does anyone expect any changes in health insurance coverage? If yes, explain:
0 Ves DNo
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MEDICAID - PART SaNO DEPARTMENT OF HUMAN SERVICES/OEA
SFN 405 (Rev. 01·2001)

COMPLETE PART 5a IF APPL VING FOR MEDICAL COVERAGE FOR FAMILIES WITH CHILDREN

IF THIS SECTION DOES NOT APPLY TO YOU, GO TO PART 7

ABSENT PARENT INFORMATION

You must answer the items in bold text. The remaining items are optional, however, the information would be helpful.

ABSENT PARENT(S)
CHILD(REN)'S NAME

FATHER MOTHER

Name: Name:

Address: Address:

Social Security Number: Social Security Number:

Date of Birth: Date of Birth:

Reason for Absence: Reason for Absence:

Paternity Established? DVes DNo

Employer: Employer:

Court Order Number: IWhere Filed: Court Order Number: IWhere Filed:

Name: Name:

Address: Address:

Social Security Number: Social Security Number:

Date of Birth: Date of Birth:

Reason for Absence: Reason for Absence:

Paternity Established? DYes DNo

Employer: Employer:

Court Order Number: IWhere Filed: Court Order Number: IWhere Filed:

Name: Name:

Address: Address:

Social Security Number: Social Security Number:

Date of Birth: Date of Birth:

Reason for Absence: Reason for Absence: I

Paternity Established? DYes DNo

Employer: Employer:

Court Order Number: IWhere Filed: Court Order Number: IWhere Filed:

Name: Name:

Address:" Address:

Social Security Number: Social Security Number:

Date of Birth: Date of Birth:

Reason for Absence: Reason for Absence:

Paternity Established? DYes DNo

Employer: Employer:

Court Order Number: IWhere Filed: Court Order Number: IWhere Filed:
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NO DEPARTMENT OF HUMAN SERVICES/OEA
SFN 405 (Rev. 01-2001)

MEDICAID - PART Sa (Continued)

NORTH DAKOTA HEALTH TRACKS

We encourage children and young people under the age of 21 who are eligible for Medicaid to participate in a free health program called
North Dakota Health Tracks. This program emphasizes prevention and offers a comprehensive well-child examination.

List anyone under age 21 that you would like to receive the Health Tracks Screening:

Do you want someone to help you schedule a screening IDo you want someone to help you arrange transportation for a
appointment? DYes ONo screening? DYes 0 No

PRIMARY CARE PROVIDER

List the Primary Care Provider (doctor, clinic or HMO) for each person in the household. (Not needed for refugees, disabled persons, or
anyone age 65 or older)

Household Member Name of Provider Household Member Name of Provider

-

CHILD CARE ASSISTANCE - PART 6

COMPLETE THIS SECTION IF APPLYING FOR CHILD CARE ASSISTANCE
IF NOT APPLYING FOR CHILD CARE ASSISTANCE, GO TO PART 7

CHILD CARE

Reasons for needing child care: o Employment o Training/School (Provide class schedule) o Other:

Child(renl's Name Child Care Provider's Name Child Care Provider's Address

Before payment for child care assistance can be made, a provider must be:

• Licensed or self-certified with the State of North Dakota; or

• Licensed or self-certified with the States of Minnesota, South Dakota, or Montana if in a bordering city in one of those states; or

• Licensed or self-certified with a military base; or

• Registered with a tribe; or

• An approved relative
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NO DEPARTMENT OF HUMAN SERVICES/OEA
SFN 405 (Rev. 01-2001)

SIGNATURE AND AUTHORIZATION - PART 7
COMPLETE THIS SECTION IF APPLYING FOR MEDICAID OR FOOD STAMPS

.: , ;", .",:. "' !."'~:'" .:;,:.;, i·,•· 'INFORMATION AND REFERRAL "
0,'" '; •

Information and referral services have been explained to me. My household is eligible, has been
NOTIFIED and is authorized to receive information and referral. My household has been provided
these brochures:

•

DTANF
o Medicaid
o Food Stamps
o Child Care Assistance

o Civil Rights
o Family Planning
o Child Support
DWIC

o ND Health Tracks
o Emergency Services
o Primary Care Provider Program
o Medicaid Estate Recovery

-:- PLEASE READ--.-

o Fuel Assistance
o Healthy Steps
o Other ---------

• I have received, reviewed and understand the information contained in Part 1 of the application
informing me of my rights and responsibilities.

• I understand that if I withhold information or give false information to obtain assistance, I could be
fined, imprisoned, or both.

• The information provided by me on this application is correct and complete to the best of my
knowledge.

• I agree to report to the County Social Service Office within ten (10) days any changes in income,
assets, or living arrangements which may affect eligibility to receive Medicaid or Food Stamps.

I/We authorize any person having custody or knowledge of the information relating to me or other
household members to furnish any requested information, including confidential information, to any
authorized agent of the North Dakota Department of Human Services. This release will remain valid
until revoked in writing. A copy of this authorization is as valid as the original.

Signature of Applicant:

Other Signature: (spouse, guardian or other adult)

':" . )

c.._-'!
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Date:

Date:




