NEW YORK STATE
George E. Pataki OFFICE OF TEMPORARY AND DISABILITY ASSISTANCE Brinn I. Wing
Governor 40 NORTH PEARL STREET Commissioner
ALBANY, NEW YORK 12243-0001 '

CONTACT PERSON: Forms Questions:
Bob Gullie, DI/New Technology at 1-800-343-8859,
extension 4-6055 (AV1060)
Questions:

Program :

Region I (518) 473-0332; Region IT (518) 474-9344;
III (518) 474-9307; Region IV (518) 474-9300;

Region V (518) 473-1469; Region VI (212) 383-1658

ATTACHMENTS: Attachment I - DSS-3114: Food Stamp Budget
Worksheet - not available an-line
Attachment IT - DSS-3115: Food Stamp Budget Worksheet
(Elderly and Disabled for Medical
and/or Special shelter Deductions)-
not available on-line
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The purpose of this release is to introduce revisions to the Food Stamp
Buxiget Worksheets (DSS-3114 and DSS-3115).

At the time a new or reopened Food Stamp case is approved, the
applicant/recipient receives a copy of their ABEL Budget. If the AEEL
budget is not available, the applicant/recipient receives a copy of Fom
DSS-3114 or DSS-3115 whichever is appropriate. The budget worksheets are
also used for training and auvdit purposes.

Listed below is a detailed summary of the changes which were incorporated
into the 3/98 revisions:

1.

2.

4.

The Revision Date was changed to (Rev.3/98) (DSS-3114 and DSS-3115)

The following "Legally Cbligated Child Support" procedure was added
(#17 on DSS-3114 and #14 on DSS-3115).

Enter Iegally Obligated Child Support Paid.
(DSS-3114) 17.
(ms_3115) 14. :I

Line mumbers 17 - 29 (DSS—-3114) were remmbered to 18 - 30 ard Line
mmbers 14 - 26 (DSS-3115) were remmbered to 15 - 27.

The wording in the remmbered Section 20 (DSS-3114) and remmbered
Section 18 (DSS-3115) both in the "Shelter Costs" sections was
changed to read as follows:

O] Has Heating/Cooling Costs or received HEAP for the aunrent
program year. (Enter larger of Heating/Cooling Standard or
Total of Actual Cost for Heating, Cooling, Utilities amd
Fhone) (See note 3 below)

Costs - Has Phone Cost. (Enter larger FPhone Standard or
Actual Fhone Cost) (See note 3 below) OR

O Ineligible for or did not receive HEAP for the current
program year, has No Heating/Cooling or Utility or Phone
Costs. (Enter $0) (See note 3 below)

(DSS-3114) 20
(DSS-3115) 18
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5. The second note at the bottom of the page (DSS-3114 and DSS-
3115) was changed to read:

PA Grant amounts are to be entered minus appropriate Food Stamp
exlusions. Monthly student income is to be entered mimus tuition,
fees and allowable reimbursements.

We expect that the forms will be printed and delivered to the Albany
warehouse some time in May, 1998. Your district will not automatically
receive copies.

In order to ensure that the usage of the revised forms begins within a
reascnable amount of time, you may continue to use the previous (12/91)
version until your stock is depleted, or until July 31, 1998, whichever
ocaurs first. Reorders will be filled with the 3/98 versions.

Future requests for these forms are to be submitted on Form DSS-876
(Rev.2/96): "Recuest for Forms or Publications", and should be sent to:

Office of Tenporary and Disability Assistance
Bureau of Management Services
Forms Supply, Control and Distribution
P.O. Bax 1990
Albany, New York 12201

Questions concerning ordering forms should be directed to the Bureau of
Management Services by calling 1-800-343-8859, extension 4-2702.

Patricia A. Stevens
Deputy Commissioner
Division of Temporary Assistance







ATTACHMENT I

- LDSS-3114 (Rev. 3%8) FOOD STAMP BUDGET WORKSHEET _
LCASE NAME - First ML |Last S0C. §EC. NO, CASE NUMBER DIST,
MAILING Number & Street Chy State Zip Code
ADDRESS
*CATEGORICALLY OPEN RECERT || DENIED TOTAL NO. OF PERSONS
ELIGIBLE? (Y or N} CLOSE REASON: IN HOUSEHOLD:
INCOME
GROSS EARNED INCOME {Seo
LINE NO. _First M1, ote 1 below) Last : AMOUNT
1. 1
2, 2
3. i 3
s 4.
S. TOTALNnes 1,23, 4 5. ]
LINE NO. First W note 1 below) Last AMOUNT
8. 6.
7. 7.
8. 'Y
9. 9.
10. TOTAL knes 6,7, 8,9 10,
11. Enter countable vendor payments (paid by agency) 1.
=12, Gross income Subject 1o FS Gross income Eligibility Test (Total ines 5, 10 and 11) 12
13. Enter 20% of Line 5 ........ 13
14. Adjusted Groas Income - (Line 12 minus Line 13) 14,
| STANDARD DEDUCTION | .
15. Line 14 less standard deduciion. if negative, enter zero 15-[
| DEPENDENT CARE |
16. Enter Dependent Care up to maximum imit 16.
[LEGALLY OBLIGATED CHILD SUPPORT |
17. Enter Legally Obligated Chid Support paid ; 17.
18. Adjusted Net income (Line 15 minus knes 16 and 17). if negative, enter zero 18.
| SHELTER COSTS |
18. Actual Rent, Morigage, etc 19.
20. Property Taxes, Insurance on Building 20.

z 0 MMWmMumHWhthmmrmdeWUnﬂ
of Actual Costs for Heating, Cooling, Utilties and Phone) (See note 3 below) OR

D|mﬁgmmadummuwwummmr.mmmmmcm-mmcm.(emrwduw
Standard or Total of Actual Costs for Litiiities and Phone) (See nole 3 below) OR

[ ineligible for or did not receive HEAP for the current program year, has No Heating/Cooling Costs, has No Utiity Costs - has Phone Cost.
{Enter larger Phone Standard or Actusl Phone Cost) (See note 3 below) OR -

a lneligihleforordidndracaMHEAPlorhmnmptwmyw.hnsNoHnmglCodhgorUﬂIlyoercods.(EnuSO)
{See note 3 below) ) ' 2.

. Other 2

22
23. TOTAL kines 19, 20, 21, 22

24. Enter 50% of kine 18

25. Sheher Excess. Line 23 minus line 24. if negative, enter zero

26. Enler maximum excess shelter deduction, or amount from fine 25, whichever Is less

“27. Food Stamp Net Income. (Line 18 minus iine 26). Check net FS Income Eligibliity Limits

28. Full month's benefit amount [(appropriate Thrifty Food Plan amaunt) - (line 27 x .30 rounded to the next higher LT T T ——

R EERER

29. Claims recovery amount (Leave biank if prorating benefits) .............................

[ PARTICIPATION |

30. Monthly Coupon Allotment Amount (line 28 minus kine 29) or Prorate Benefit amount If appropriate.
PRORATION FORMULA

Line 28 x (31 - Date of Application) COUPON AMOUNT 52 $7 $10° | 340 $50

30 30. |

Notes: 1 Seli-employment income is 10 be sntered minus the cost of doing business.
2. PA Grant amounts are to be entered minus appropriate Food Stamp exclusions. Monthly student income Is 1o be entered minus tuition, fees and allowable
reimbursements.

3. Enter prorated share of the Standard or Aciual expense, whichever is greater when HEAP benefit {or expense) is shared.
AUTHORIZED REPRESENTATIVE NAME:

AUTHORIZED PERIOD: FROM TO WORKER'S SIGNATURE: DATE:

ADVERSE ACTION EFFECTIVE: SUPERVISOR'S SIGNATURE: DATE:

*Categorically eligible households are not subject to Gross or Net Eligibility Limits (lines 12 and 27).






" LDSS-3115 (Rev. 398)

FOOD STAMP BUDGET WORKSHEET

ATTACHMENT TT

NYS (Elderly and Disabled for Medical and/or Special Sheiter Deductions) OTDA
CASE NAM_E - First 50C. SEC. NO. CASE NUMBER DIST. CENTER
MAILING Number & Street Chty Stete Zip Code
ADDRESS
*CATEGORICALLY OPEN RECERT | ) DENIED ] TOTAL NO. OF PERSONS
ELIGIBLE? {¥ or N} CLOSE REASON: IN HOUSEHOLD:
INCOME - ___
| LINE NO. Pt oo ED INCONS (So0 note 1 ) Last AMOUNT
1. 1
2 2,
3. 3
4. TOTALNnas1,2,3 4
5. B0% ofine 4 8.
LINE NO. Fiest - FOIRCO _ﬁ.l. rowe 1 below) Last AMOUNT
6. 8.
7. 7.
8, 8.
9. TOTALtnes6, 7,8 | A

10. Enter countable vendor payments (paid by agency)

11. Adjusted Gross Income - TOTAL kines §, 9, 10

10.
11.

{STANDARD DEDUCTION |

12. Lina 11 less standard deduction. If negative, enter zero

2

[ DEPENDENT CARE |
13. EmerDependenlCareupbma:dmmm

wf ]

| _LEGALLY OBLUGATED CHILD SUPPORT |

14, ErﬂerLengObligathMdSuppOﬂPtid

wf[ ]

| MEDICAL EXPENSES |
15. Enter Allowable Medical Expenses minus $35 deduction

16. Adjusted Net income. Line 12 less line 13 and 14. if negative, enter 2er0

15,
16.

[_SHELTER COSTS |

17. Actual Rent, Morigage, efc
18. Property Taxes, insurance on Buliding

15. [J Has Heating/Cooling Costs o mcaived HEAP for the curment progrem year (Enter Larger of Heating/Cooling Standard or Total

of Actual Costs for Heating, Caoling, Utilities and Phone) (See note 3 below) OR

17
18,

Dwuw«mmmuwuummmr,mNommncm-mmcm.(Enurmerdum

Standard or Total of Actus! Costs jor Utiilies and Phone) (See note 3 beiow) OR

O ineligible for or did not receive HEAP for mmumnmmr.mmmmwwm,mmmcm-mmm

(Enter larger Phone Standard or Actual Phone Costl) (See note 3 below) OR

] mmummmmuwuummm.mmmmam«mcm.(Entarso)
: 19.
2.

{See note 3 below)
. Other

- TOTAL lines 17, 16, 19, 20

20
2t
22. Enter 50% of ine 16
23. Sheiter Excess. Line 21 less line 22. If negalive, enter zero

. Food Stamp Net income. Line 16 less kna 23. Check net FS Income ENgibility Limits

25. Full month's benefit amount [(appropriate TMﬂ.y Food Plan amount) - (ine 24 x .30 rounded 10 the next higher doltar 8mMOUNT] .....ovreemcicsssssssasnees

26. Claims

PARTICIPATION

27. Monthly Coupon Aligtment Amount (line 25 minus Eine 26) or Prorate Benedfit amount  appropriste.
PRORATION FORMULA

g REURE

COUPON AMOUNT

$10

Line 25 x (31 - Date of Application) _
30 zr. |

Notes: 1 Self-employment income is Lo be entered minus the cost of doing business.

2. PA Grant amounts are 10 be entered minus appropriate Food Stamp exclusions. Monthly student income is to be enterad minus tuition, fees ard aliowable
reimbursements.

3. EmerpromedsiweofiheSmdumm,mbmmnﬂamem)hmm.

AUTHORIZED REPRESENTATIVE NAME:

AUTHORIZED PERIOD: FROM TO WORKER'S SIGNATURE:

DATE:

ADVERSE ACTION EFFECTIVE: SUPERVISOR'S SIGNATURE:

*Categorically sligible households are not subject 1o Gross or Net Eligibility Limits (line 24).

DATE:







