LDSS-2291-RU (Rev.7/16)

REQUEST FOR REPLACEMENT OF FOOD PURCHASED WITH
SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM (SNAP) BENEFITS

If you are blind or seriously visually impaired and need this
application/form in an alternative format, you may request one from your
social services district. For additional information regarding the types of
formats available, contact your social services district or visit
www.otda.ny.gov.

If you are blind or seriously visually impaired, would you like to receive

written notices in an alternative format? Yes No
If Yes, check the type of format you would like: ____Large Print
___DataCD __ AudioCD __ Brallle, if you assert that none of the

other alternative formats will be equally effective for you.

If you require another accommaodation, please contact your social services

district.

NEW YORK STATE OFFICE OF TEMPORARY AND DISABILITY ASSISTANCE
CASE NAME COUNTY
CASE NUMBER SSN DATE OF BIRTH
ADDRESS (including house and Apt number) CITY STATE ZIP PHONE NUMBER

I , am the head of household or an adult household member for the
above named case and wish to report the following to the agency representative:

My household experienced a loss in the amount of $ of food purchased with Supplemental
Nutrition Assistance Program (SNAP) benefits, destroyed as a result of:

1A power outage []A flood
[JA fire [IOther disaster  Describe:
Worker Comments:

Client Comments:

CERTIFICATION
DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE STATEMENTS BELOW

| am aware that offering a false instrument for filing as described in Article 175 of the Penal Law is a crime that may have a
maximum penalty of four (4) year's imprisonment. If | do so, | will be subject to prosecution under the Civil and Criminal
Laws of the United States and New York State and under the regulations of the New York State Office of Temporary and
Disability Assistance.

| understand | have a right to a fair hearing to contest the denial or delay of a replacement issuance for my household.
Replacements would not be issued pending the fair hearing decision.

| understand that if 1 do not sign and return this statement to the agency within ten (10) days of the date the loss was
reported, the agency will not replace the SNAP benefits.

Signature Date

*Please return this completed form to your local County Social Service Department (SSD) or for NYC residents visit the HRA website
for a list of the local center closest to you.



http://www.otda.ny.gov/

LDSS-2291-RU (Rev.7/16)

NPOCbBA Ob OBMEHE MPOAYKTOB NUTAHUA, MPUOBPETEHHbIX
HA NOCOBUE B PAMKAX NPOrPAMMbI AIOMONMHUTEJNIbHOI O MUTAHUA — SNAP

Ecnu Bbl cnenbi Unu cTpagaeTe Cepbe3HbIMU HapyLUEHUAMM 3PEHUSA, U
BaM TpebyeTca 6naHK 3aABneHns NGO 3TM UHCTPYKLMKU B APYrom
thopmaTe, Bbl MOXETE UX NONPOCUThb Y BalLero OTAena coymanbHbIX
cnyx6. [na nony4YeHns ONONHMTENbHON MH(hOPMaLIUM O UMEIOLLMXCS
BuAaax hopmaToB, CBAXUTECH C BalMM OTAENOM CouManbHbIX CRYX0 unu
noceTuTe CTPaHU4Ky www.otda.ny.gov.

Ecnu BbI cnenbl unu ctpagaete cepbe3HbIMU HapPYLUEHUAMU 3PEHUS,
XoTenu Obl Bbl NONyYaTb yBeaoMneHus B apyrom popmate? _ [la_ Hert

Ecnu ga, otmeTbTe npeanoyntaembin chopmat: _ KpynHbin wpudT
___HAuck c popmatom AaaHHbIX _ Ayamo-guck _ Asblk bpauns, ecnu
Bbl NOATBEPAUTE, YTO HN OAUH U3 APYrux oopmMaToB Bam He MOAXOAMT.

Ecnu BaMm HeoOxoanMmbl alibTepPHAaTUBHbIE YCITOBUA, ﬂpOCbG& CBA3aTbCA C
BallUM OTAEJsIOM COLUaNbHbIX CHY)KG.

OPWC LUTATA HbIO-AOPK M0 BPEMEHHOW MOMOLL M MO NOMOLLW HETPYAOCMOCOEHbLIM

CASE NAME OKPYT
HOMEP [ENA SSN JATA POXLEHNA
ALPEC (k1. Homep doma u Keapmupbi) roroq LUTAT WHOEKC CEMEMHOE
NMONOXEHWE
ﬂ, , SBNSOCb [NaBoi wnu COBEPLUEHHONTIETHAM  YNEHOM  rpynmnbl

COBMECTHO MPOXMBALLMX NN, AEN0 KOTOPbIX YKa3aHO Bbile M XoTen (xoTena) 6bl coobLmMTL NPeACTaBUTENO areHTCTBa
CnegyoLLy UHMOPMaLMIO:

Halwa rpynna nuwwunack npoaykToB NUTaHns Ha cymmy $ , Ip1OBpeTeHHbIX 3a cyeT
nporpammbl gononHutensHoro nutaHus SNAP, KoTopble NCNOPTUNKCH B pesynbTaTe:

[1MepeboeB B CHabXEHUN 3NEKTPOIHEPTUE []HaBogHeHus

[IMoxapa [10pyroro CTUXMinHoro 6eaCTBIS, YKaXKUTE KaKoro:

MpuMeYyaHusi COTPYAHMKA:

MpumMeyaHus KnueHTa:

] 3ABEPKA CBEAEHWN ]
HE NOANUCBLIBAUTE 3TO 3AABNEHWUE 1O TEX MNOP, NOKA Bbl HE NPOYUTAETE ErO U HE NMOUMETE
CMbICIT NPUBEAEHHBIX HUXE YTBEPXAEHWN

£ noHMmaro, 4To npedcTaBneHne MoadenbHbIX JOKYMEHTOB, B COOTBETCTBMM CO CTaTben 175 yronoBHOro kogekca,
SBNAETCS NPECTYNNEHNEM, U MAKCUMalbHbIM Haka3aHWeM 3a €ro COBEPLUEHWE MOTYT SBUTLCS 4 rofa NuweHns ceobopbl.
Ecnu g coBepLuy Takoe npecTynnenue, s 6yay nognexats cyaebHoMy npecnefoBaHnio B COOTBETCTBUM C rPaXaaHCKUM 1
yrONOBHbIM 3akoHoaaTensctBom CLUA 1 B cootBeTcTBMM ¢ NpaBunamu Odmca wrata Hblo-Mopk no BpeMeHHoi noMoLuy
1 N0 NOMOLLY HETPYAOCMNOCOBHBIM.

A 3Halo, YTO Y MeHs1 eCTb NpaBo Ha crpaBeannBoe cyaebHoe pa3dupatenbeTBo, YToObl OCMOPUTL OTKA3 UMK 3adepXKKy
Bblda4n 3aMeHbl, UCTpaLUMBAEMOi MHOKW Ans Tpynnbl COBMECTHO CO MHOW npoxuBawowmx nuy.  O6meH 6yget
NpefoCTaBreH TOMbKO Nocne BecnpucTpacTHOro CRyLUaHmsl, Ha KOTOPOM OyAeT NPUHATO COOTBETCTBYIOLLEE PELLEHME.

£ NnoHUMalo, YTO €CNN 9 He MOAMNULLY U He BEpHY 3TO 3asBNeHNe B areHTCTBO B TeueHne 10 (1ecstn) AHem ¢ TOro OHS, YT
s coobLmn 0 notepe, areHTCTBO He BO3MecTUT nocobme SNAP.

Moanwuck Dara

*MoxanyiicTa, BepHUTE 3anosHeHHY0 (hopMy B Ball MECTHLIN OTAEN CoLManbHbIX CAYXO UNK B MECTHOE OTAENEHME YNpaBeHus
HRA, ecnu BbI XuBeTe B ropoge Hito-Wopk (cnncok otaenexuit Ha Bebeaite HRA).
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