LDSS-3115 (Rev. 9/01) FOOD STAMP BENEFITS BUDGET WORKSHEET
NYS Elderly and Disabled for Medical and/or Special Shelter Deductions) OTDA
CASE NAME - First M.l. | Last SOC. SEC. NO. CASE NUMBER DIST. CENTER
MAILING Number & Street City State Zip Code
ADDRESS
*CATEGORICALLY OPEN RECERT |_ DENIED TOTAL NO. OF PERSONS
ELIGIBLE? (Y or N) CLOSE REASON: IN HOUSEHOLD:
INCOME
GROSS EARNED INCOME (See note 1 below)
LINE NO. First M.I. ast AMOUNT
1. 1.
2. 2.
3. 3.
4. TOTAL INES 1, 2, 31ttt ettt ettt et et et et es e s et ea e et o2 es e s e es e eees e et es 2R en e es e s e e s e e e s e s eees e eses £ b es e e s oAt ee e st eseae et em s eE e s e st e e eneeees e esen e et en s e b e s ene e en et eseeneneaee 4.
5. B0% OF lIN@ ...ttt ettt ettt ettt ettt ettt b ettt ettt et e e
LINE NO. Firs UNEARNED INCOME ﬁje.e note 1 below) Last AMOUNT
6. 6.
7. 7.
8. 8.
9. IO B NI oY o TSRS 9.
10.  Enter countable vendor payments (P@id DY @QENCY) ........oiuiiiiiiiiii ittt ettt ettt 10.
11, Adjusted Gross INCOME = TOTAL HNES 5, 9, T0 ...eouiiiiiiitieitieiti ettt ettt ettt bt et e e et e et e bt es et em et ea et ea et ea et em et em et ea et e a et ea et em et emeeemeeenbeenbeenteenneanneenns 11.
[ STANDARD DEDUCTION |
12.  Line 11 less standard deduction. If NEGAtiVE, ENEEI ZEIO............c.iiuiiiiiii ettt ettt 12.
| DEPENDENT CARE |
13.  Enter Dependent Care up t0 MaXiMUM TN ........ooiuiiiiiiii ettt ettt ettt ettt et et et ettt ettt e e et e b e 13.
| LEGALLY OBLLIGATED CHILD SUPPORT |
14. Enter Legally Obligated Child SUPPOIt Paid.............ccoiiiiiiiiiii bbbt sb e b e s b e b eina 14.
[ MEDICAL EXPENSES |
15.  Enter Allowable Medical EXpenses MinuUS $35 AEAUCHION ...........ciiiiiiiieiie ettt ettt et e e e e e sae st e e sessesteeseeneeseeneeneensensenseseenseenesnensens 15.
16.  Adjusted Net Income. Line 12 less line 13 and 14. If N@Gative, ENTEI ZETO............ccuiiiiiiii e 16.
| SHELTER COSTS |
N et (U= 1 =T o Y o g (o F= o T T =1 (USROS 17.
18.  Property Taxes, INSUranCe 0N BUIIAING ........oouiiiiiiiiii ettt ettt 18.
19. [JHas Heating/Cooling Costs or received HEAP for the current program year (Enter larger of Heating/Cooling Standard or Total
of Actual Costs for Heating, Cooling, Utilities and Phone) (See note 3 below) OR
] Ineligible for or did not receive HEAP for the current program year, has No Heating/Cooling Costs - has Utility Costs. (Enter larger of Utility
Standard or Total of Actual Costs for Utilities and Phone) (See note 3 below) OR
] Ineligible for or did not receive HEAP for the current program year, has No Heating/Cooling Costs, has No Utility Costs - Has Phone Cost.
(Enter larger Phone Standard or Actual Phone Cost) (See note 3 below) OR
] 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) 10.
20, ORI ettt s R SRRttt 20.
27, TOTAL IINES 17, 18, 19, 20.....uiiiieieetetiteteie ettt es ettt ettt es s s ete s et e s s se e s e s e s e s et e s s s ee s s e s e s et et s s e s e s e s s e b s bt s sn s s s e s et e b st se s nses et e bt s es s e nsesnsesas 21.
22, ENEI 50% OF INE 16 .....oeieieitieieeeieiei ettt ettt ts sttt ettt eeses e e ee e e e e 22 es e s eseseaee S22 ee e s e s e s ee 2 o2 s2 o2 e e ns e s e b s s e 2 s e e s es e e s e s e s s s ee e e et s et et es s s s eseaenas 22.
23.  Shelter Excess. Line 21 185 liN@ 22. [f NEGALIVE, BNIEE ZETO...........c.cveveeeeeeeeeeeeeeeeeeee et ee et eee et e e e e e et ee et eseaseeeseseseae s s esesesesnssesesesesssnsseseessesnsesarena 23.
*24.  Food Stamp Net Income. Line 16 less line 23. Check net FS Income Eligibility LIMItS .............ocoueveievivierccceeeeeeeeeee st ese e 24.
25.  Full month’s benefit amount [(appropriate Thrifty Food Plan amount) - (line 24 x .30 rounded to the next higher dollar amount)]................ccc......... 25.
26.  Claims recovery amount (Leave blank if Prorating DENEILS) ...............c.ovveveveueeeeieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeseveteeeeeeeeneneseneeeesseneneessensesansnsseneeensanana 26.
| PARTICIPATION |
27.

Monthly Allotment Amount (line 25 minus line 26) or Prorate Benefit amount if appropriate.
PRORATION FORMULA
Line 25 x (31 - Date of Application)

30

27. BENEFIT AMOUNT

Notes: 1

Self-employment income is to be entered minus the cost of doing business.

2. TA Grant amounts are to be entered minus appropriate Food Stamp exclusions. Monthly student income is to be entered minus tuition, fees and allowable
reimbursements.

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

AUTHORIZED PERIOD: FROM

TO

WORKER'’S SIGNATURE:

ADVERSE ACTION EFFECTIVE:

DATE:

SUPERVISOR’S SIGNATURE:

DATE:

*Categorically eligible households are not subject to Gross or Net Eligibility Limits (line 24).




