lowa Department of Human Services
Appeal and Request for Hearing (Apelacion y Solicitud de Audiencia)
Complete la mitad superior de este formulario. No es necesario que llene la seccién con los datos del trabajador.

nombre

[

Identificacion: Apellidos Primer Nombre Segundo Marque los programas a los que desea apelar.

Family Investment Program (Inversién familiar, FIP),
Refugee Cash Assistance (Asistencia en efectivo
para refugiados, RCA) o PROMISE JOBS

Direccion postal ] child Care Assistance (Asistencia de cuidado infantil)
[] Food Assistance (Asistencia en alimentos)
E Medicaid incluyendo Waivers (servicios de exencion)
- . Atribucion
Ciudad Estado gggtlglo [] Audencia administrativa (solo para apelaciones de
atribucion
[ ] Abuso Infantil
Numero de teléfono Condado [] State Supplementary Assistance (Asistencia estatal
complementaria)
( ) [ ] Child Support (Manutencion de menores)
[ ] Adopcion o familia sustituta
[] otro (explicar):
Si es posible, deseo que mis beneficios []si [ No Siusted pierde esta apelacion, es posible que
continden. deba rembolsar el costo de dichos beneficios.
Deseo la asistencia de un intérprete durante la [] si [ No Sele proporcionara la asistencia de un intérprete.
audencia

En caso afirmativo, ¢qué idioma lee usted?

¢, Qué idioma habla usted?

Deseo una conferencia previa a la audiencia. []si [ No

¢,Cudl es el motivo de su apelacién? Sea breve.

Firma Fecha

Si desea contra con la ayuda de alguna persona durante esta apelacion, anote su nombre y direccién en los campos
siguientes y esa persona podra recibir informacién acerca del proceso. No es obligacion que designe a alguien.

Nombre Ndmero de teléfono
()
Direccion postal Ciudad Estado Cadigo postal

|Worker Information (Informacién del trabajador)

Worker Name Phone Number

()

Worker Number County/Office

Case Number/SID Number

Will benefits continue or did you reinstate benefits because of this appeal? [] Yes [] No
If not, why? [] Application/recertification [] Appellant chose not to have benefits continue
[] Appeal not filed before the effective date [ ] Other (explain)

If the consumer wants an interpreter, what language is needed?

The adverse action appealed is the result of a:

[ ] DDS report [] IFMC decision [] CcScC worker action

L] LBP PJ worker Office
[] Q.C.report QC worker Office
[] DIA investigation  Investigator Office

Attach a copy of the NOD being appealed. If it isn’t attached, explain why:

Tell us your vacation and training schedule for the next 3 months.
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Instructions

Use of this form is not mandatory. Any written appeal is a valid appeal.

Verbal appeals are valid only in the Food Assistance program. The worker receiving the Food
Assistance appeal should record verbal appeals on this form. Be sure to indicate that this is a verbal
appeal. Also, include the date the appeal was requested.

If you get a letter stating the consumer wants to appeal, attach the letter to this form. You need to fill in
the consumer’s information and your information.

If you do not know what the consumer is appealing, you need to indicate what you think the appeal is
about. The DHS Appeals Section will ask the consumer for additional information, if necessary. Do
not hold an appeal if you need to get additional information from the consumer.

On the front of this form, date-stamp all appeals on the date they are received in your office. If you got
the appeal in the mail, keep the postmarked envelope and attach it to this form.

Attach a copy of the Notice of Decision that the consumer appealed to this form. Send this to:

Department of Human Services
Appeals Section, 5" Floor
1305 E Walnut St
Des Moines, |IA 50319-0114

Send in an appeal summary to the DHS Appeals Section within 10 calendar days of the date the appeal
was filed. Do not delay sending in an appeal while you work on your appeal summary.

Send all new appeals to the DHS Appeals Section within one working day of receipt. Be sure to include
the Notice of Decision and the postmarked envelope, if applicable. Use local mail if available.

If the appellant requests that benefits continue, but the appellant does not meet the criteria listed in
Employees’ Manual 1-E, then issue a manural notice of decision stating that the appellant’s request for
continuation of benefits while an appeal is pending is denied. The appellant has the right to appeal this
action also.

Be sure to indicate your vacation and training schedule for the next 3 months. This will be used when
scheduling a hearing.

For more information about appeals, check out the Appeals Section intranet site at
http://dhsintranet/appeals/
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