REQUEST FOR HEARING / 3AITPOC HA CJIYIIAHHUE

Fill out this form ONLY if you disagree with a decision concerning your benefits.

If you disagree with the action of the local department, you are entitled to discuss it
with a supervisor. We will help you fill out this form or you can ask for a hearing by
calling 1-800-332-6347.
3anoHUTH 3Ty (POPMY TOJIBKO B CJIy4ae eCIH Bbl He COIVIACHBI C PellIEHHEM 110 OBOXY
Bale momMomy. Ecjin BBl He COIJIACHBI C IeMCTBHAMH MECTHOIO OT/AeJIeHHsI, BbI
MOsKeTe 00rOBOPUTH BAalllM BONPOCHI C HAYAJIbHUKOM 0T/Ae1a. Mbl IOMOKEM BaM
3aM0JIHUTH JaHHYI0 (OPMY, BbI THIK e MO:KeTe 3aTpe0oBaTh CIyLIAHUS NMO3BOHUB 1-
800-332-6347.

1. Tell us who you are. Fill in the blanks in this box and complete boxes 2-4. Please print clearly. /
Pacckaxxute HaM KTO Bbl. 3a10JIHUTE HE0OX0auMYy0 HHGopMaliuio. Tak e 3armoIHUTh CEKIUU 2-4.
[Toxkanyiicta mummmre pazdopurBo.

Name / Nmsi: Date of Birth / Jlata
Poxnenus:

Address / Anpecc:

City / T'opon: State / IlItar: Zip Code / nnekc:

Phone Number / Tenedon ()

Your local office name / Mectusriit Oduc:

Your Social Security Number / Homep Comnan CekblopuTH:

2. Which programs do you want to appeal / Kakue nporpammsl Bbl annesupyere? (Check all that apply)

Medical Assistance (MA) / MeaMIMHCKYIO IOMOIb Family Investment/Social Services Programs /
Community MA / KomMyHaIbHYO IIporpamMMbl COMAJBLHON NIOMOLIH
Long Term Care MA / Jlonrocpounyo Temporary Cash Assistance (TCA) /
Bpemennyto
Your Representative’s Name / ®UHAHCOBYIO MTOMOIIIb
Wmst mpencraButens: Food Stamps (FS) / ®yxa crammbl
Address / Anpecc:
Maryland Children’s Health Program (MCHP) Purchase of Care (POC — Child
Care) / OnaTa MapuidHACKas porpaMmMma 1o JI€TCKOMY 370POBBIO yXxo/1a 3a
IETHMHU
Parent or Guardian’s Name / Umst pogutens / Transitional Emergency Medical and
OTEKyHa: Housing Assistance (TEMHA) / Ilepexoanast
I receive other benefits / I momy4aro apyryro nomomrs MeauinHackas U JKuudHasi TOMOITh
____Idonot receive any other benefits / Foster Care (FC) and/or Adoptions / £ He
MOJIy4aro IPYTyI0 OMOIIIb VY ChIHOBJIEHHE U BPEMMEHOE COJIepKaHue
___Qualified Medical Beneficiary (QMB/SLMB) / Emergency Assistance (EA) / DxcTpennas
Bo3moxeH nony4yath MEIUIIUHCKYIO TTOMOIIb MTOMOIIb
Other / lpyroe Public Assistance to Adults (PAA) /

lNocynapcTBeHHast TOMOIIB B3POCIBIM




Overpayment of TCA / Ileperuiata TCA
Overissuance of Food Stamps / [Teperutara @y Ctomnamu
Other / [lpyroe

3. What are the reasons you want a hearing / Ilo kakum nNpu4YMHaM Bbl 3anpaliuBaeTe caymanue?
____T'wasnot allowed to apply / MHe He pa3pemim nogaTh 3asBIcHUE.
_____The amount of assistance I receive is wrong / CymMMa moTy4uMoi MHOW TIOMOIIH SIBIISIETCS HEMPABUIIBHOM.
My application was turned down / Moemy 3asBIIeHIIO OBLITIO OTKA3aHO.
My assistance has been incorrectly suspended, reduced, or terminated / Most momMotip 6bu1a OIIUOOYHO OCTBAHOBJIEHA
WY yMEHBIIUHA.
My application was not handled properly / C Moum 3asiBiieHreM 00paTHUIIUCh HE MPABUIBHO.
_____Tam not receiving the services that I need / 5 He moyTyyaro HEOOXOUMYIO MHE ITOMOIIIb.
_____Tdonot agree that I should pay back assistance I received / 5l noykeH BepHYTh BBIILIAYEHHYIO MHE TOMOIIIb.

If you received a notice about this, what is the date on the notice / Eciiu BbI mostyuyn;iu nucbMo no AaHHOW NpUYKMHE,
KAKHM YHUCJIOM JATHPOBAHO MUCHMO?

Why do you want a hearing? Please tell us what happened / [louemy BbI TpedyeTe ciaymanus? Onuumure 4YTo
MPOM30LILIO.

4. I understand if I ask for a hearing within 10 days from the date of the notice and I was receiving benefits, I can still get

them while I wait for my hearing unless my benefits period ends. I may have to pay back the benefits if I lose my appeal.
$1 noHuMAal0 4YTO B CiIydae ec/iM fl 3alpouly ciaymaHue B TeyeHue 10 1Hel oT 1aThl HA NUCbME, 1 MOT'Y NIPOJOJIKATH
MoJIy4eHHe TIOMOILH, eCJIM He KOHYMTCSI CPOK moMouIy. 51 Tak ke MOHMMAIO YTO €CJIU 51 MPOUTPAI0 aNMNeJIsIIHOHHBIA
npouecce TO MeHs MOTYT 3aCTABUTh BBIILIATHTHL Ha3a/l MOJYYeHHYI0 IOMOLIb

Check here if you do not want benefits while you wait for your hearing / [locTaBbTe 31€Ch rajlouKy €ciiv He
XOTHUTE MOJTy4YaTh HOMOIb [OKA XKAETE aIleNsIHH.

Signature / [Toxmuce Date / lata

FOR AGENCY USE ONLY / JJIA NCITIOJIb3OBAHUSA ATEHCTBOM

Department: Local Office: Date Appeal Received:

Case Name: Case Number:

Appeal based on notice sent: Effective: Conference held? Y N
Benefits pending? Y N Reason:

Case record attached? Y N Reason:

Worker: Supervisor’s Approval: Date:




FOR APPEAL UNIT USE ONLY / JIISI UCIIOJ1b30BAHMS AIINEJSIIIMOHHOW CEKIIMEN
Appeal Rep:
Date:
Category:
Transmitted by:
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