LDSS-2291-CH (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 _  Bralille, 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 | 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-CH (Rev.7/16)

HER 5% B 2R R BIETE (SNAP)IER]
FEER R

R R RIS E R IR0 - R EFFEM R, T
A EARBERRN - ERAMEMEIE LS - FhEtE
AR B & B E Hwww.otda.ny.gov °

ARG R RSB E R IR - B EUWH A H S TH 8

&7 = &

WMREZE T > BAELBENEN : _ KFR _ B
#CD _ HiCD _ B3 UREEMAEEEAREE
EIEEX °

WMERAIFRR » FELGRBERE -

AL MRS BOR B TR IRR BRI A =

CASE NAME B
CASE NUMBER ek £H
frik (BEFESAEGE) W N FIRIE T EEGTR R
ABA » Fy P E e AR AN F IR A
AR HRE DL EMN -
EEEEEE S $ W BN & B BIETE (SNAP)fEFFEE Y & ih
B BREAEE -
Cf=& CI7K S
Ik S CIEA SEF &78H:
TEANEREE
FELE:

VAN Nieea il ik SRV E o

HERfE - MRIRTASR L TSIRAT I A B R AE 3R > s FIET Rl (4) B - RIS > RIE
B R A AN BRI A - DU ERHEROR R S i B A 2 R o oI DA LSS -

PR A TR AR A PIEE G B e N WK A S E HAVEE IR - FRF A PIEEER I A
RESR IS -

WA - EEKAHFZHEL+ (10) B > AR HEFWAFRFAZHET AR - 1~ G s SNAPTE
A

%4 HEA

SR A L B RSB T(SSD) - 4k fE R R HRASEIAT BRI ATHY
SRR ©


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

	REQUEST FOR REPLACEMENT OF FOOD PURCHASED WITH
	Worker Comments: _________________________________________________________________________________
	CERTIFICATION

	DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE STATEMENTS BELOW
	申請補發用輔助營養援助計畫 (SNAP)福利

	工作人員評注________________________________________________________________________________
	認證

	在您閱讀並完全理解聲明以前請勿簽署
	*請將表格寄會當地社會服務部門(SSD)，紐約市居民可使用 HRA網站找到您家附近的辦事處。




