LDSS-2291-KO (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
Data CD Audio CD Braille, 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:
[ ]A power outage [ ] flood
[ ]Afire [JOther 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-KO (Rev. 7/16)

B3 9 XY = 2 13 (SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM: SNAP)
Folgos TYHE HEY WA 23
AsH7E A = A A Aol o] o)A o] AA 2] thA] B4 o
2ot Aol s A EX] Xl A 284S 88D
AU 7H F4 9 Bl Bd F7H A EE AW 3T
ALE] FA] Aol 9] 84 1 www.otda.ny.govE HHESHI Al L.

AL B Ee A AZ FNAA BS, FAME A Yoz
%gz«]ausqrz}? o °FHe

A9 %, AHAE F 9] o] AT3AA 2 2 23
Laoeco [ledec 08744244 3450
A o)A FAS EA7 gk T E

2 7o) Mul2r)t Ba g AS, AP AHS BA) A 7o El84A17)
sk ok

378 YA gl A 2

Alo] 2= g A 7l
Aol A~ HE SSN(ALE] B W) Jddd
Fa(TH H o} E W5 ZF)) Al T THHS At s

rlo

(2) 8 7] %]

7] A 7FES] 7 s A9l 7 LYol Eel
S Aol Al thg Bl g A& s aAk ok

£
SN

9l 7k o o] Az Slal], G B3 A9 3 & 71 9(SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM:
PEEEEEDERENEE g £42 YLk

il
f

g
[

O]7~ -1

OF9 de WS ¢t ol 3fist7] Hol= A 3HA] Al L
2Qe Gl A5z 718 vhsk 2ol 89 FHe) AZS A 4d Bere JAPL Ve 4 g W
AT S dn ASHT ST FTE ST AL AL 11E L AT D I el
785 91 ol A1 e (0TDA)] ol olal 728 T E A,
Bl AE Wl Aol Al AFEE AF Aol g AL xS Belais] A 34D FA3 03
AT 982w e AF B B4R B9800 A3 012 el Bk AEHA 2 AN
2o &4 wn IRz 109 ol o] £ A%A ] e F 9 7 shl AFTA = 75, SNAP S el
o gk A 7} Al 35 A = the A S ol gt
/\iﬂﬂ %]_Z]-

AE FHE B S E AT EA KGN AZHAL EE 7 8A ATAS] 45 HRA GATo] Eo] FEote] A
A9 A8 8 P 2E Felo] b5 g



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
	보충 영양 지원 프로그램(SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM: SNAP)

	사회복지사 코멘트: ______________________________________________________________________________
	인증서

	다음의 진술 내용을 읽고 이해하기 전에는 서명하지 마십시오

	CASE NAME: 
	COUNTY: 
	CASE NUMBER: 
	SSN: 
	DATE OF BIRTH: 
	ADDRESS  nc uding house and Apt number: 
	CITY: 
	STATE: 
	ZIP: 
	PHONE NUMBER: 
	I: 
	n the amount of: 
	be: 
	i: 
	ent Comments: 
	CERTIFICATION: 
	Date: 
	fill_16: 
	fill_17: 
	fill_18: 
	fill_19: 
	fill_20: 
	fill_21: 
	fill_22: 
	fill_23: 
	fill_24: 
	fill_25: 
	fill_7: 
	fill_8: 
	fill_9: 
	fill_11: 
	fill_14: 
	fill_15: 
	fill_27: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off


