Case No. _______________			Food Distribution Program
12497 W. Lakeshore Drive
Brimley, MI 49715
(906) 248-2527, 248-2528, Fax 248-2529
Kristine L. Schwiderson, Director



NOTICE OF DECISION for the Food Distribution Program on Indian Reservations (FDPIR)




NAME: ________________________________________________ ADDRESS: _______________________________________________________ 

CITY: ______________________________________ STATE: _______________ZIP:_________________ COUNTY: __________________________


ELIGIBILITY WORKSHEET

HOUSEHOLD SIZE 			___________________________								
MAXIMUM ALLOWABLE INCOME		$__________________________			
CALCULATIONS							
EARNED UNCOME:						       				 			
  Gross Wages/Salary    +_________________________

		  +_________________________
				
   Self-Employment        +_________________________						 
   Sub-Total	 = _________________________					
   Less 20% Deduction   - _________________________	
			
       Total Net Income Earned:   		$__________________________
UNEARNED INCOME:								
   Categorically Elig.	  +_________________________			    
    SSI, TANF, Gen Assist

   Social Security	  +_________________________						
   Unemployment/ WC  +_________________________

   Pension/Retirement   +_________________________		
    VA		
   Child Supp./Alimony  +_________________________

   Other____________ +__________________________					
       Total Income Unearned:		$__________________________

DEDUCTIONS:            
Dependent Care	  -________________________

Child Support Pd Out    -________________________

Medicare part B/D        -________________________

Medical                           -________________________

Shelter / Utility              -________________________

      TOTAL INCOME		   =	$__________________________

DO NOT WRITE ON THIS PAGE – OFFICE ONLY
EXPLANATION of NOTICE of DECISION
Your application has been reviewed and the status is:
_______Approved   
	Certified from__________________ to ________________
	Benefit (HH size)___________
You will need to reapply at the end of your certification period in order to continue to receive benefits.
		
_______Pending (see notes)
_______Changed (see notes)
_______Denied (see notes)
Notes:__________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________	
	Please provide by: ______________________in order to avoid re-applying.	

Reporting Requirements:
Certified households are required to report the following changes within 10 (ten) days of the date the change becomes known to the household:
· Changes in household composition.
· An increase in gross monthly income of more than $100. 
· When the household no longer incurs a shelter or utility expense.
· A change in the legal obligation to pay child support.

Fair Hearings
You or your representative may request a fair hearing in writing if you disagree with any action taken on your case. You can continue to receive the same level of benefits pending the outcome of the hearing. Your case may be presented at the hearing by any representative of your choice. If you are in need of free legal representation, please contact the food distribution program director listed on the front page.


Signature: ______________________________________________________
	Certification Worker


NOD Issue Date: _________________________________________________





CASE NO: ________________									
BAY MILLS INDIAN COMMUNITY
Food Distribution Program
12497 W. Lakeshore Drive, Brimley, MI 49715
(906) 248-2527, 248-2528, Fax 248-2529
Kristine L. Schwiderson, Program Director

Applications for the Food Distribution Program on Indian Reservations (FDPIR)


NAME: __________________________________________________SOCIAL SECURITY NO: ___________________________

ADDRESS: ____________________________________________ CITY: ________________________________ STATE: ______
 
ZIP: _____________    TELEPHONE: ____________________________	COUNTY: _________________________________

Are you a registered Tribal Member or live in the service area?       YES \  NO

Have you or a household member applied for or received SNAP (Food Stamps/Bridge card) last month or this current month?  YES  \  NO  
If yes, list the county __________________________________________________

Please list your household members (including yourself)

	NAME					RELATIONSHIP		SOCIAL SECURITY NO. 		DATE OF BIRTH

___________________________________________________	________________________	______________________________	__________________

___________________________________________________	________________________	______________________________	__________________

___________________________________________________	________________________	______________________________	__________________

___________________________________________________ 	________________________	______________________________	__________________

___________________________________________________	________________________	______________________________	__________________

___________________________________________________	________________________	______________________________	__________________

___________________________________________________ 	________________________	______________________________	__________________

___________________________________________________ 	________________________	______________________________	__________________

___________________________________________________	________________________	______________________________	__________________

___________________________________________________	________________________	______________________________	__________________


What is your ethnic category? (select only one)
 ______Hispanic or Latino 
______Not Hispanic or Latino 

What is your race? (select one or more)
 ______American Indian or Alaska Native         ______Asian
 ______Black or African American                      ______Native Hawaiian or Other Pacific Islander
 ______White


Please list your entire household EARNED INCOME/ Income from Work.
									GROSS AMOUNT
	EMPLOYER’S NAME		HOUSEHOLD MEMBER		BEFORE DEDUCTIONS	HOW OFTEN PAID

_________________________________________	_________________________________	_________________________	___________________________

________________________________________ 	_________________________________	________________________	___________________________

________________________________________	_________________________________	________________________	___________________________

________________________________________	_________________________________	________________________	___________________________


Please list all your household UNEARNED INCOME, Place a zero if you do not receive.

SOURCE			HOUSEHOLD MEMBER			TOTAL AMOUNT	HOW OFTEN PAID

Social Security		___________________________________________________	________________________	__________________________

Supplemental
 Security Income –SSI	___________________________________________________	________________________	___________________________

Child Support/Alimony	___________________________________________________	________________________	___________________________

Unemployment/
Workmen’s comp		___________________________________________________	________________________	___________________________

General Assistance		___________________________________________________	________________________	___________________________

Pension/Retirement
VA Benefits		___________________________________________________	________________________	___________________________

Per Capita Payments	___________________________________________________	________________________	___________________________

Kinship/Foster Care		___________________________________________________	________________________	___________________________

Other			___________________________________________________	________________________	___________________________


Please list all household DEDUCTIONS. Place a zero if you do not pay.

SOURCE			HOUSEHOLD MEMBER			TOTAL AMOUNT	HOW OFTEN PAID
Child Care/
Child Support		_____________________________________________	_____________________	________________________

Medicare Part
B/D premiums		_____________________________________________	_____________________	________________________

Other Medical		_____________________________________________	_____________________	________________________

Shelter/Utility		_____________________________________________	_____________________	________________________


Is anyone in your household self-employed?	YES  \   NO	If yes, please provide your Schedule C tax form.






PROXY/Authorized Representative:  You can authorize someone outside your household to pick-up your USDA foods for you.

NAME					RELATIONSHIP			ADDRESS			PHONE NO.	








PENALTY WARNING
If you’re household receives USDA foods it must follow the rules below:
· DO NOT give false information, or hide information to get or continue to get USDA foods.  This includes misstatements of income and household size.
· DO NOT trades, sell, or use someone else’s USDA foods for your own household.
· DO NOT accept USDA foods and SNAP (food Stamps) simultaneously.  Participation in both SNAP & FDPIR at the same time is prohibited.
[bookmark: _GoBack]
FAIR HEARINGS
You or your representative may request a fair hearing in writing if you disagree with any action taken on your case.  You can continue to receive the same level of benefits pending the outcome of the hearing.   Your case may be presented at the hearing by any representative of your choice.  If you are in need of free legal representative, please contact the food distribution program director listed on the front page.

I understand the questions and statements of this application and my answers are correct and complete to the best of my knowledge.  I understand that I may have to provide documents verifying what I have reported.   If documents are not available, I agree to give the office representative a name or organization to contact and obtain the necessary proof.

Signature: ___________________________________________________________	Date: _______________________________

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity and sexual orientation), religious creed, disability, age, political beliefs, or reprisal or retaliation for prior civil rights activity. 

Program information may be made available in languages other than English. Persons with disabilities who require alternative means of communication to obtain program information (e.g., Braille, large print, audiotape, American Sign Language), should contact the agency (state or local) where they applied for benefits. Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339. 
To file a program discrimination complaint, a Complainant should complete a Form AD3027, USDA Program Discrimination Complaint Form which can be obtained online at: https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-ComplaintForm-0508-0002-508-11-28-17Fax2Mail.pdf, from any USDA office, by calling (833) 620-1071, or by writing a letter addressed to USDA. 
The letter must contain the complainant’s name, address, telephone number, and a written description of the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The completed AD3027 form or letter must be submitted to: 
1. mail: Food and Nutrition Service, USDA 1320 Braddock Place, Room 334 Alexandria, VA 22314; or 
2. fax: (833) 256-1665 or (202) 690-7442; or 
3. email: FNSCIVILRIGHTSCOMPLAINTS@usda.gov This institution is an equal opportunity provider

This institution is an equal opportunity provider







