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Background 

SSFSP 
Recipients 
Active as of 
July 11, 2002 

Restoration of SSFSP Benefits 

The Department did not have full funding for SSFSP benefits for FY 2002 
and implemented a funding reduction in the month of May effectively 
reducing SSFSP benefits to zero. Some funding has been made available 
and the Department will provide SSFSP benefits for the month of July only~ 

AUs with an active SSFSP member(s) with a State Funding Reduction 
amount on tile as of the close of business Thursday, July 11,2002 will be 
selected and issued the State Funding Reduction amount on tile as of the July 
benefit cycle. AU Managers do not need to take any action regarding these 
payments. 

AUs authorized as of the close of business July 11,2002 will be sent a 
BEACON-generated notice on July 15,2002, informing them of the SSFSP 
payment and that their benefits can be accessed immediately. The notice 
will include the amount of SSFSP benefits the AU will receive. The notice 
also informs recipients that the Department will contact~them if further 
mndmg becomes available. See Attachment A for a copy of the notice being 
sent to active recipients. 
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SSFSP SSFSP applicants authorized after July 11,2002 who are eligible for all or a 
Applicants 
Pending as of 

prorated July cyclical benefit must be issued a supplemental payment once -. 

July II,2002 
the AU is approved. AU Managers must issue a SSFSP Supplement/ 
Immediate Needs Issuance payment for the SSFSP benefits owed as follows: 

l On the Financial Tab of the Results Tab on the Eligibility Explorer 
window, click on the Benefit caret; and 

l Use the State Funding Reduction amount as the cyclical SSFSP amount if 
the AU is entitled to the full July cyclical benefit amount; or 

l Use the State Funding Reduction amount to calculate the prorated SSFSP 
benefits if the AU is not entitled to a full July cyclical benefit amount. 
Calculate the prorated SSFSP benefit as follows: 

l Multiply the State Funding Reduction amount by 12 (months) to get a 
yearly total; 

l Divide the amount by 365 (days) to get a daily total; 

l Multiply that amount by the number of days in the July cycle fu 
which the AU is eligible. 

l Enter the July cyclical benefit amount or the prorated amount on the 
Related Benefits window and authorize the payment on the Interview 
Wrap-up window. 

SSFSP applicants authorized after the close of business July 11,2002, will 
not receive a BEACON-generated notice informing them of the 
supplemental SSFSP payment. AU Managers must complete and send to the 
AU’s current mailing address either the SSFSP-Restore or SSFSP-Restore 
(S) form (see Attachments B and C) with the proper appeal language on the 
reverse. A multi-lingual notice must also be included. 

AU Managers are responsible for copying the necessary amount of forms. 
These forms will not be available for ordering. 

Further 
Information 

You will receive further information as it becomes available. 

Questions If you have any questions, please have your Hotline designee call the Policy 
Hotline at 617-348-8478. 



Local TAO Address Attachment A 

Clieni Name 
Client Address 

SSN: 
TAO 

Date 

AN IMPORTANT NOTICE ABOUT YOUR SSFSP BENEFITS 

Dear Client Name: 

The Department has money for the State Supplemental Food Stamp Program (SSFSP) for the 
month of July. You will not get any more SSFSP benefits unless further money is made 
available. If you are going to get more SSFSP benefits we will tell you. 

Your SSFSP benefits for July in the amount of is now in your EBT Account. 

If you get Federal food stamps the amount will stay the same unless there are other changes in 
your case. 

If you disagree with the amount of your SSFSP benefits, you have the right to a fair hearing. The 
back side of this notice has important information about your hearing rights. To ask for a hearing, 
complete the back side of this notice. 

Manual Citation 106 CMR: 360.030, 362.200, 362.220,364.600,365.520, 366.130. 

Please call your worker (Worker Name) at (Worker Phone Number) if you have any questions 
about your case. 





Attachment B 

AN IMPORTANT NOTICE ABOUT YOUR SSFSP BENEFITS 

Name SSN 

Dear 

The Department has money for the State Supplemental Food Stamp Program (SSFSP) for the month 
of July. You will not get any more SSFSP benefits unless further money is made available. If you are 
going to get more SSFSP benefits we will tell you. 

Your SSFSP benefits for July in the amount of is now in your EBT Account. 

If you get Federal food stamps the amount will stay the same unless there are other changes in your 
case. 

If you disagree with the amount of your SSFSP benefits, you have the right to a fair hearing. The 
back side of this notice has important information about your hearing rights. To ask for a hearing, 
complete the back side of this notice. 

Manual Citation 106 CMR: 360.030, 362.200, 362.220, 364.600, 365.520,366.130. 

If you have any questions about your case, please call your worker at the number listed below. 

Worker Name Worker Telephone Number 

SSfFSP Restore Notice 

T 
. 
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Notice of’Request for a Fair Hearing 
Massacltusetts Department of Transitional Assistance 

-...T..:A’ 
Division of Hearings 

.- P.O. Box 167, Boston, Massachusetts 02112-0167 

YOUR RIGHT TO APPEAL: If you disagree with any action or inaction taken by the Department of Transitional Assistance 
(DTA). you have the right to appeal and receive a fair hearing before an independent referee. DTA mwt receive your request for a fair 
hearing no later than 90 days from the date on this notice. Exceptions to the 90-&y time limit are: (I) you have IO days to request a 
hearing on Emergency Assistance (EA) shelter benefits. (2) you have 30 days from the date of mailing of the notice by the Department 
of Revenue to request a hearing regarding the intercept of your state tax refund, (3) you may appeal the amount of your Food Stamp 
(FS) benefits at any time during your FS certitication period. if you think you are not receiving the correct amount. (4) you have up to 
120 days if DTA fails to act on your request for services, and (5) you have up to 120 days to appeal alleged coercive action or other- 
wise improper conduct or up to one year under certain specified circumstances. 

HOW TO APPEAL: If you wish to request a fair hearing, send this page with the bottom section completed to: 
DTA, Division of Hearings @OH), P.O. Box 167, Boston, Massachusetts 02112 or fax to (61-I) 348-5311. Please keep the copy for 
your own recoPL3. 

IF YOU ARF. CURRENTLY RECEIYlNG ASSISTANCE, READ THIS BLOCK: Your benefits will be continued until a 
decision is made on your appeal if DOH receives your appeal request within 10 days from the date on this notice. If you are appealing 
a FS issue, and your FS certification period ends before your appeal is decided, you will continue to receive the same FS beneiits only 
until the end of your certification period. If you receive assistance during your appeal, but lose your appeal, DTA can recover from you 
the assistance to which you were not entitled. If you receive TAFDC time-limited benefits during an appeal, which you then lose, the 
months for which you have received assistance will count toward your time-limited bat&s. If you do not wish to continue to receive 
assistance during your appeal, check Box A below. If you do not receive benefits during your appeal. and you win your appeal, DTA 
will promptly wrrect any underpayment. 

WHEN TEE JiEABING WILL BE HELD: You will be given at least 10 days notice prior to the fair hearing of the date, time and 
place of the hearing to permit you time to prepare your case. Fair hearings on EA shelter benefits are expedited; you will be given at 
least two days notice prior to the fair hearing of its date. time and place. If you wish to have a fair hearing scheduled sooner, check Box 
B below. If you have good cause for not being able to attend the fair hearing, please contact DOH at (617) 348-5321 or l-800-882- 
2017 (TTY (617) 348-5337 or l-800-532-6238) for the hearing impaired, before the hearing date, so that your hearing can be 
rescheduled. Failure to appear at the fair hearing without good cause may result in the dismissal of your appeal, except for the fust 
scheduled hearing involving my aspect of the FS Program where good cause for rescheduling need not be demonstrated. 

YOUR RIGHT TO BE ASSISTED AT THE HEARING: If you cannot speak English or understand it well or if you are hearing 
impaired and wish to have DOH provide an interpreter, please write that on this appeal request or call DOH at (617) 348-5321 or 
1-800-882-2017, at least a week before the hearing. At the hearing, you may be accompanied by an interpreter, attorney, or other 
representative at your expense. You may wish to contact a local legal services &ice or community agency for assistance. Information 
about local legal services offices and other services provided by community agencies in your area can be obtained by contacting you 
local office, These agencies may provide advice ox representation at no cost. 

You or your representative may subpoena witnesses. present evidence and cross-examine witnesses. The referee must make a decision 
on all evidence presented at the fair hearing. You or your representative will be permitted to see your case fde before the hearing. If 
you want to review your case file, schedule mu appointment with your worker before the hearing. 

NONDISCRIMINATION NOTICE FOR CLIENTS: Under federal and state law the Massachusetts DTA does not discriminate on 
the basis of race, color, sex, sexual orientation, national origin, religion, creed, age or disability. If you have any questions or concerns, 
we encourage you to contact the Director of Equal Opportunity, DTA, 600 Washington Street, Room 4039, Boston MA 02111, Tel. 
(617) 34X-8490 (TIY (617) 348-5599 for the hearing impaired). 

I. , hereby request a fair hearing before a referee of DOH. 

tl A. 1 do not wish to continue receiving the disputed amount of assistance during the appeal process. 
0 B. I request an expedited hearing. 
The reason I wish to request a fair hearing is 

Your Nmne (PIin,) 
Address 
city/ZIP 

Your Signature 

My mtbatid mlmseotative is: Name 
Address 
Telephone ( ) 

SSN 
Telephone ( 1 

Date 

me 
CityiZlP 

FHRN (Rev. l/2002) 
02-177-0102-05 



Attachment C 

Es&do de MassochusetLr 
epartamento de A&at& Transitional 

UN AVIS0 IMPORTANTE CON RESPECT0 A SW SSFSP BENEFICIOS 

Fecha 

Nombre SSN 

Direcci6n 

Estimado(a) 

El Departamento tiene 10s fondos para el Programa Suplementario Estatal de Cupones de Alimentos 
(SSFSP) para el mes de julio. Usted no recibira ningunos beneticios a menos que 10s fondos 
adicionales Sean disponibles. Si usted fuera a recibir mL beneficios SSFSP, le informaremos. 

Sus beneficios SSFSP para julio en la cantidad de estkr ahora en su cuenta de EBT. 

Si usted recibe cupones de alimentos federales, la cantidad seguira siendo la misma a menos que hay 
otros cambios en su case. 

Si usted no esta de acuerdo con la cantidad de sus beneficios SSFSP, usted tiene el derecho a una 
audiencia justa. El reverso de este aviso contiene infoimacion importante sobre sus derechos para 
una audici6n justa. Para solicitar una audickk, llene el reverso de este aviso. 

Las regulaciones utilizadas para tomar estas decisiones son 106 CMR: 360.030,362.200,362.220, 
364.600, 365.520, 366.130. 

Si usted tiene alguna pregunta con respect0 a su case, sirvase llamar a su trabajador al numero de 
telefono que aparece abajo. 

Firma del Trabajador (a) Ntimero de TeMfono 

SS/FSP Restore Notice (S) 



Avis0 para solicitar una audiencia 
Departamento de Asistmcia Transitional de Massachusetts 
Divisi6n de Audiencias (Division of Hearings) 
P.O. Box 167, Boston, Massachusetts02112-0167 

SIJ DERECHO A APELAR: Si usted no este de acuerdo con atgum acci6n tomada par el Depatamento de Tmmicional Asistencia. 
(DTA) usted time el dew&o a apelar y recibir tma audiencia ante la presencia de un &rbitm independiente. DTA debe recibk su solicitud 
pan una audiencia administrativa dentm de 90 dias de la fecba de este aviso. Las excepcibes del plaza de 90 dias son: (I) usted time IO 
dias para solicitor una audiencia acerca de 10s beneticios de albergue de Asistencia de Emergencis (EA), (2) usted tiene 30 dias desde la fecha 
en que el Depanamento de Rentas envia el aviso par U)RO para solicitor una audiencia relacianada can la interceptaci6n de su reembolsa del 
impuesto estatal, (3) si usted see que no esth wibiendo la antidad correcta, puede apelax la cant&d de su beneficios de Cupones de 
alimentos (FS) en cualquier momenta dunmte su paiodo de certiticaci6n de FS, (4) usted tiene hasta 120 dias si DTA no procede en su 
solicitud de sewicios, y (5) usted tiene lusta 120 dias a apelar supuesta acci6n coercitiva u oba conduct= inadecuada o hasta un a60 bajo 
ciertas circunstancias especiftcadas. 

COMO APELAR: Si usted desea solicitor una audimcia, lime la secci6n al fmal de este aviso y enviela a: DTA, Divisi6n de 
Audiencias (DOH), P.0. Box 167, Boston, Massachusetts 02112 o envie uo facsimil (fax) al (617) 348-5311. Por favor, retenga la 
segunda capia para sus archives. 

SI ACTUALMENTE ESTA RECIBIENDO ASISTENCIA, LEA ESTA SECCION: Sus beneticias se& continuados hasta que se 
tome una decisi6n en relaci6n si la DOH recibe su salicitud de apelaci6n denti de 10 dia.s de la fecha de este aviso. Si wted esti apelando 
un asunto relacionado a 10s Cupones de Alimmtos, y su perk& de certiticaci6n tennina antes de que se decida su apelaci6n. usted continw~ 
recibiendo la misma cantidad de knetkios de Cupones de Alimentos solamente h&a la terminaci6n del period0 de certiticackin. Si usted 
recibe asistencia duante su apelaci6n. pcm pierde la apelaci6n, DTA puede recuperar la cantidad de asistencia a la cul usted no tenin 
derecho. Si usted &be beneticios de tiempo limitado dunmte UM apelac& cual entonce~ pie&. 10s mew par cual reoihi6 a&ten& 
contar& en el total de su limite de tiem@o. Si wted no desea seguir recibiendo asistencia dnrante su apelaci611, pa favor marque la casilla A 
al fmal de la p&&a. Si usted no reck beneficios durante su apelaci6n y wted gam la apela&n, DTA pmntamente cormgild cualquier pago 
necesalio. 

CUANDO SE LLEV& A CAB0 LAAUDIENCIA: Usted debe ser notiticado de la fecha, horay luger de la audiencia dentm de 10 
dias rates de la misma para que tenga tiempo a prep- su cam. Las audiencias referentes a beneticios de EA serti acelemdw usted se le 
informare pm lo meno~ dos dias de la fecha, horay lugs de la audiencia. Si usted desea tener su audiencia fijada en tma fecha lo antes 
posibk, marque la casilla B al ful de esta p$ina Si usted time una ran% justi&& pan no atender la audiencia, par favor comtmiquese 
con la DOH al teldfono (617) 348-5321 o al t&form l-800-882-2017 o para sordomudos, (TTY (617) 348-5337 or l-800-532-6238) antes 
de la fecha de la audiencia, para que oha audiencia pueda ser pmgramada Si falla en aparecer a la audiencia sin una raz6n justificada, esto 
pudiera resulti en el rechaw de su apelaci6n. excepta en audienciss bdciales que envuelven cualquier aspecto del Programa de Cupones 
para Alimentos en do& la mz.6n justiticada para programa UM nueva cita no tiene que ser demonstmda 

SU DERECFIO A SER ASISTIDO DURANTE LAAUDIENCIA : Si usted no dotnina muy bien el ingl& o si time pmblemas de 
audickin y desea que DOH le facilite tm intkprete, sirwse indicarlo en esta solicitud de apelaci6n o Ilamar a DON al (617) 348-5321 o al 
l-800-882-2017, pa lo mews una semana antes de la fecha de su audiencia. Dumnte la audiencia usted podri estar acompafiado par un 
intkprete, abogadado u otm representante pm su pmpia cuenta. Su olkina local le puede suministrar informaci6n acerca de oficinas de 
sewicias juidicos y otms selvicios ofrecidas par agencias comunittias de su mm. Estas agencias pueden ofrecer asesoramiento jwidicu 0 
representacidn sin ning6n c&o. 

Usted o su representante puede citar a testigos, presentar evidencia y contminterragar a 10s testigas. El &bitm debe dicta? un falla teniendo en 
cuenta toda la evidencia presentada en la audiencia Usted o su represent&e poti revisar 10s expedientes de su cam antes de la audiencia si 
asi lo desea. Si desea rev& 10s expedientes de su cam. haga una cita con su tmbajador antes de la fecba de la audiencia 

AVIS0 A LOS RECIPIENTES SOBRE LA POLITICA ANTI DISCRIMIN ATORIA: Bjo lax leyes federales y estatales, el DTA 
de Massachusetts no puede disaiminar basado en la ram, color, sexo, preferential sexual, nacionalidad de origen, religion, credo, edad, o 
incapacidad. Pam ayuda con cualquier awnto pertinente a esta politica, le alentamos a que se camunique con el Director de Oportunidad 
Igual. DTA, 603 Washington Sheei, Room 4039, Boston. MA 02111. o Ilame al (617) 348-8490, o para sordomudos, TTY (617) 348-5599. 

YO, , solicito par la presente una audiencia ante un .kbitm de DOH. 
0 A. No dew seguir recibiendo la antidad de de asistencia disputa dwante el pmcesa de apelaci6n 
0 B. Solicito una andiencialo ma% pronto posible. 

El motive par el curd deseo solicitor tma audiencia es 

Nombm 

DireceiOo 

Ciudaa/CSdigo 

Firma 

El oombre de mi rcpresestlnte a&wizado es: Nombre 

Direcci6n 

Tel6flnm ( ) 

SSN 

Telefoao ( ) 

FKbP 

Tit& 

CiudadtC6digo Postal 

FHRN (S) (Rev. i/2002) 
02-178-0102-05 


