
                                                             ADC Cash Assistance Waiver Form                                                                                                                                                                       

________________________________________                ________________________________________

 Client’s Name                                                                               MC#/SSN

· I understand that I am currently eligible to receive ADC cash assistance for my family.  I voluntarily refuse to receive ADC cash assistance effective ______________________ and request eligibility determination for medical assistance.                                     
· The reason I am refusing the receipt of ADC cash assistance for my family is: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· I understand that I may request ADC cash assistance at any time I choose.

· I understand that choosing to waive receipt of ADC cash assistance may preclude my eligibility to receive Crisis Energy Assistance and/or Emergency Assistance.

· I understand that I must report any changes in my family’s circumstances no later than 10 days following the change.

________________________________________                ________________________________________

 Client’s Signature




                  Date

________________________________________                ________________________________________

 Caseworker’s Signature                                                                               Date

Distribution: Copy - To Client; Copy - To Case File
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