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SAR 7 ELIGIBILITY STATUS REPORT §~r$ B REPORT MONTH B N
TO KEEP YOUR BENEFITS GOMING ON TIME, PLEASE SIGN THE FORM AFTER 1SUAND RETURN T BY _______sth

MEED HELP? {Coc.-m}r Sp instrucEons Wil u.rf,l
If you have any questions or need help rheer Rlarne: S

filling out this form, please call your case Month the report

. nty. .
manager. If you qo not h?ve your case must be submitted
manager’s contact information, please call

(805) 781-1600 for assistance. iy, S, Zip Code

wo: || STOP my GaWoRKs [ STOP my CalFrsh
L] STOP my Madi-Cal
Jor did you move in with someone else since ywou [ast

Gheck the box if you would like to STOP getting any of the foll

1. Hagamion2 moved into or out of yvour home (including n
reported? [ Yes [ Mo (Ifyes, complete the sectio

Date of MNanme Dzte Of Birth Relations hip To Regubarhy Punchase And
{ (First, Middle, Las You Prepare Food Together ?
Lidn L1 Qut g ) o | YES || NO
[TIn TTOu Jr7 7 i h [T YES [ | NO
Llin Ll outf 7 7 [ L YES || NO
{ LI S |
bri . r addrage sinca ] Yae [ Mo (f wes, complete the saction balow)
ALL questions must
BN A ¥V 5 Cae Moved:
be answered YES or I
NO e TP ..
3. orted pleasa fill out the saction below:
Wour rant of morbqege e month now? prﬂdxpﬂahel}nmupmperl}lIﬂsa’idl‘uneimnmepcrmoﬂhmv?
k]
Do wou haoe wtility costs that are not included in your et Dr nt? I =0, check which ones:
[l Phore L] Trsh [l waer [ ElecticiGas or cooling coskE
4. CalWORKs only: leanyone in your home:
& Running from an outstanding warrant?
E. Found by @ court to be in wiolation of probation or
] ¥es [] Mo (ifyes, complete the soction balow)
AorB In what state was the warmnt issued, okt
km&mp&m“ o mabove or did violation happen? Cate of warrant of vioktion

t. Medical Costs: Bamn:-ne who gets CalFrech and is &0 ¢ old or older, or disabled, had an increase in medical costs pleass

A ot of inease:

weted| Answer question #4 only if
you are receiving cash aid

6. Chi change in the amount of child support they have to pay since they last
rep elw and attach proof.
What was the amount paid inthe Report Month? $____
Whopad support? ___

7. Dependent Care: Ifanyone who gets CalFresh and eith , 15 looking for work, or is going to school, had an incheasa in
out-of-pocket dependent cane costs sinca they et rep complete the section below and atmch proof:
What was the amount paid out-of-pocket inthe Report Morgee! &
Whopaid: . _ List : SR
2. Didanyone: Get, buy, sell, trade or give way any prop mes care, bankacmums oy, pa;iments [euch as
lottend/cazino winnings, back benafite from socil security), or -:-ther property items sino Iast raportad?
L] Yaz [ ] Mo (Ifyes, conpleta the saction belw and attach proof. If you nead mone space, atch a sepamte piece of paper),

Who? Type of Proparty? When? Amountalue? || Bought [] Sold [ Gae Away [ | Spent
'] Gotasagift [| Tmded [] Won [ Other
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