< ..- IDAHO DEPARTMENT OF Case Number: 0562352
Customer Name: Angelique Stark

l HEALTH & WELPARE Phone: (877) 456-1233

PO BOX 83720 For the Hearing Impaired: (800) 377-3529 (TTY)
BOISE, ID 83720-0026 Fax: (866) 434-8278
E-mail: MyBenefits@dhw.idaho.gov

Date of Notice: July 06, 2023

Angelique K Stark
700 N SHILLING AVE
BLACKFOOQT, ID 83221-1839

News for your household:

We have completed your Food Stamps re-evaluation. Your household benefit amount beginning in August 2023 is $740.00.
Your new certification period is August 01, 2023 to January 31, 2024.

The following individuals are eligible for Food Stamps.

Name Status

Piper Conan Eligible
Paysn Conan Eligible
Angelique Stark Eligible

More Information About Your Food Stamps:
Your monthly Food Stamps benefit will be available through Electronic Benefit Transfer (EBT) the 4th of each month.

If you have not already received your EBT card, you will receive it in the mail. If you have problems with your EBT Card, or
to view your Quest Card account information, or change your PIN visit www.idahoquestcard.com or contact the Idaho EBT
Customer Service Center at (888) 432-4328.

The information you reported that we considered in your benefit determination is summarized below.
Income:
You have not reported any income.

Expenses:

Angelique Stark is paying: $750.00 rent per month.

You have a cost for heating or cooling expenses.

There are no other expenses claimed for your household.

Property:

Angelique Stark reported: checking account with a value of $0.00, automobile with a value of $5,500.00, automobile with a
value of $1,000.00, checking account with a value of $0.00, savings/credit union account with a value of $0.00.

There are no other property/resources claimed for your household.

Next Steps:
Please review the information on this notice to ensure it is accurate. If it is not, contact us within 10 days of the date of this
notice to provide the corrected information.

If you also applied for cash assistance, and it has not yet been approved, your Food Stamp benefits may be reduced or
stopped without another notice if your cash aid is approved.

If you disagree with this determination, review Your Hearing Rights on the back of the first page.
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Your rights

Accessibility and interpretation services

Espariol ATENCION: si habla espafiol, tiene a su
The Idaho Department of Health and Welfare (IDHW) offers the |Spanish) disposicion servicios gratuitos de asistencia
following services free to you. Please ask if you need the following linglistica. Llame al 1-877-456-1233 (TTY: 1-800-
assistance to communicate more effectively with us: 377-3529).
« Assistance in understanding this form parhy EE L MRBEAFERPYX, EREESE
. N e = 1RBHARFE. SEENEE 1-877-456-1233 (TTY :
» Accommodation for a disability 1-800-377-3529) ,
(Chinese)

¢ Language Interpreter

Srpsko-hrvatski  |OBAVJESTENJE: Ako govorite srpsko-hrvatski,

To access any of these services, please call: 1-877-456-1233 or |Serbo- Croatian) |usluge jezitke pomo¢i dostupne su vam besplatno.
1-800-377-3529 (TTY) for those with a hearing impairment. Nazovite 1-877-456-1233 (TTY- Telefon za osobe sa
. ostecenim govorom ili sluhom: 1-800-377-3529).
Appeal/Hearing

You have the right to ask for a hearing if you disagree with IDHW's %94: kool 5 ARESAI= -7, flo] A9 AH| A
action. You have 90 days to ask for a hearing for Food Stamps, and 30 T FEE o)&s] & AdHFuUth 1-877-456-1233
days for Temporary Aid for Families in Idaho (TAFI), Idaho Child Care |Korean) :1-800-377-3529) WMo g Azle)] FHA L.
Program (ICCP), Aid to the Aged/Blind/Disabled (AABD) Cash, and
Medicaid. These timeframes start the day after IDHW gave or mailed

e
E
2

you the notice of this decision. In certain instances, you may be eligible T e . = 2t 7 == a3
to continue receiving your benefits while your appeal is being a'q'r{gzﬁr ITeT :Q
considered. If your appeal is denied, you will be liable to repay any . TOHT 32y & | 26 1-877-456-1233
benefits received during this period. If you are interested in pursuing (Nepali (fefears: 1-800-377-3529) |
this option, your appeal must be received within ten (10) days of this
notice. Please ask about this option when requesting an appeal. i __ i

[Tiéng Viét |CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg
Please be advised that a reevaluation of eligibility will be assessed for |(Viethamese) ngén ngir mién phi danh cho ban. Goi s6
all members of the household at the time this appeal is considered. 1-877-456-1233 (TTY: 1-800-377-3529)
To request a hearing or a legal aid referral, call 1-877-456-1233, email de2r=]l Dgzlll Baslud] Oloss O8 dxlll 33 S CiS 13] 1dbsls

wisle ¢3,) 1233-456-877-1 ¢35 Jail .oloebl & 3153

us at mybenefits@dhw.idaho.gov, or fill out and submit the Fair Hearing (Arabic) 3520377-800-1 usls wall).

Request Form at mybenefitforms.dhw.idaho.gov. At the hearing, you

may represent yourself, use legal counsel, a relative, a friend, or other |5 tsch ACHTUNG: Wenn Sie Deutsch sprechen, stehen
spokesperson. (German) lhnen kostenlos sprachliche Hilfsdienstleistungen

. L . zur Verfigung. Rufnummer: 1-877-456-1233 (TTY:
Discrimination 1-800-377-3529).

In accordance with federal law and U.S. Department of Agriculture
(USDA) and U.S. Department of Health and Human Services (HHS)

policy, IDHW is prohibited from discriminating, excluding people, or ([Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
treating them differently on the basis of race, color, national origin, sex, [(Tagalog/ kang gumamit ng mga serbisyo ng tulong sa wika
age, or disability. Under the Food Stamp Act and USDA policy, [Filipino) nang walang bayad. Tumawag sa 1-877-456-1233
discrimination is prohibited also on the basis of religion or political (TTY: 1-800-377-3529).
beliefs. If you believe you have been discriminated against, please [Pycckuii BHWMAHWE: Ecnv Bbl roBopuUTe Ha PYCCKOM A3bIKe,
contact HHS, USDA or IDHW at: TO Bam JOCTYMNHbl becnnaTHble yCnyru nepeBoga.
(Russian) 3BoHuTe 1-877-456-1233 (teneTtaiin: 1-800-377-3529).
U.S. Department of Health and Human Services
200 Independence Ave, SW Room 509F, HHH Building Francais ATTENTION: Si vous parlez francais, des services
Washington, D.C. 20201 (French) d'aide linguistique vous sont proposes gratuitement.
1-800-368-1019 (Voice) Appelez le 1-877-456-1233 (TTY: 1-800-377-3529).
1-800-537-7679 (TTY)
(=P AERIE . HASRESEINBBE. BHOSHEEE
USDA Office of Adjudication THRAWRREIE
1400 |ndependence Ave. S.W. (Japanese) "ﬁ’o 1-877-456-1233 (TTY1—800-377-3529 ) F£ T,
Washington, D.C. 20250-9410 BEFEICTTEELLTN
1-800-795-3272 (Voice) Romana ATENTIE: Daca vorbiti limba romang, va stau la
1-800-877-8339 (TTY) (Romanian) dispozitie servicii de asistenta lingvistica, gratuit.

Sunati la 1-877-456-1233 (TTY: 1-800-377-3529).

Idaho Department of Health and Welfare - - — - -
Civil Rights Manager Ikirundi ICITONDERWA: Nimba uvuga lkirundi, uzohabwa

PO B 72 ) . serivisi zo gufasha mu ndimi, ku buntu. Woterefona
Bo?se o 227 28_003 . (Bantu-Kirundi) |1-877-456-1233 (TTY: 1-800-377-3529).

For more information about the Idaho Department of Health and |<=£ GGl Sopas P OMegud S o SIS wsld 0L 2 ST s
Welfare’s nondiscrimination policy, visit: ‘ 1233-456-877-1 uls w550 ks ol (TTY:
healthandwelfare.idaho.gov (Farsi) 1-800-377-3529) & (s wiby L

IBES NOA 0562352 Page 2 of 5


healthandwelfare.idaho.gov

Questions?

If you have questions about the information in this notice you can call us toll free at (877) 456-1233, for hearing impaired
(888) 791-3004, Monday through Friday 8:00am — 5:00pm.

If you have questions about other programs and services, contact the 2-1-1 CareLine Program. This program provides
statewide community information and referrals for a variety of Health and Human Services Programs dedicated to helping
Idaho residents. You can contact the 2-1-1 CareLine for more information by dialing 211 or (800) 926-2588.
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IDAHO DEPARTMENT OF Case Number: 0562352

Customer Name: Angelique Stark

HEALTH & WELPARE Phone: (877) 456-1233

PO BOX 83720 For the Hearing Impaired: (800) 377-3529 (TTY)
BOISE, ID 83720-0026 Fax: (866) 434-8278
E-mail: MyBenefits@dhw.idaho.gov

Date of Notice: July 06, 2023

DEPT H & W-CENTRAL OFFICE
PO BOX 83720
BOISE, ID 83720-0026

Change Report Form Rev 0612027

Submit this form only when you have a change to report

To ensure you receive the correct benefit, please report changes in your situation. You can report a change on your idalink
account at idalink.idaho.gov. You can also report a change using this form, calling IDHW, or visiting a local IDHW office.

Important: Attach proof of the changes you are reporting

Use this form to report a change Contact the Department

1. Complete all fields Phone: 1-877-456-1233

2. Sign the form Fax: 1-866-434-8278

3. Mail to address above or return the form to IDHW. Email: mybenefits@dhw.idaho.gov

Local office: healthandwelfare.idaho.gov

First Name Middle Name Last Name Case number or Social Security Number

Daytime Phone Phone type (choose one) If none, where can we leave a message?

[[] Home []work []Cell

Briefly describe what changed:

Date change occurred or will occur:|Will this change continue next month?
[]Yes []No If no, describe why not:

Signature (must be completed)

Failure to accurately report changes in your situation may result in a loss or reduction of benefits and legal action to recover overpayments.
Under penalty of perjury, | swear or affirm that the information | provide is true and complete.

Signature of applicant Date

If any member of your household receives Medicaid, answer the following questions:

1. Tell us the total amount of all earned and unearned income your household receives for the current year (January-December)
Include: Wages, salary, tips, self-employment, rental, retirement, unemployment, disability, and tribal gaming payments,
NOTE: DO NOT include Social Security survivors, SSl, or other tribal income. $

2. Tell us the total amount of Social Security disability or Social Security income your household receives for the current year
(January-December). $
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Important: Please Attach Proof of Your Changes

Directions: Use the following table to identify which changes to report depending on the type of benefits you receive. If you
have questions, please call your local Health and Welfare office.

Report These Changes
Temporary Nursing
Medicaid/ Cash Home, Home
Report the changes listed Food | CHIP or | Child | Assistance based
in this column Stamps| AABD | Care for Services,
Cash Families Assisted
(TAFI) Living
Increases to your income X
A new address X X X X
Change in child care provider X
When someone leaves or joins your household X X X
Change in activity hours from part time to full time OR X
full time to part time
Activity hours change to zero X
If your out of pocket medical expenses decreases X
If your income increases over the stated limit for your X X X X X
program
When a household member between age 18 and 49,
who does not have a minor child in the home, begins X
working less than 80 hours per month.

Current Monthly Income Limits for Food Stamps
Household Size| Gross Income Limit
1 $1,473
$1,984
$2,495
$3,007
$3,518
$4,029
$4,541
$5,052
$5,564

10 $6,076
Each Additional +$512

O|lo(N(fojO|B|W|DN
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