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This change is being made to begin use of the new form OFS-2. It
is a replacement for the ES-2 and the current CAF shelf document.

An initial supply of the forms will be distributed to each county
as soon as they are printed. Upon receipt of the initial supply,
all copies of forms ES-2 and CAF must be destroyed. They are
obsolete upon receipt of the OFS-2 supply.

The OFS-2 was developed by a group of State Office- and District-
level staff and was later sent to each supervisor for suggestions
for improvements. The suggested changes were made where
appropriate prior to sending the form to print.

Thanks to the following group members for their months of work:
Debbie Mullins, RAPIDS; Brenda Crawford, OFS Policy Unit; Melissa
Hastings, IFM, Ohio County; Karen Thornton, OFS Legal Counsel;
Frank McCartney and Marilyn Trout, QA; Mike Stanley, WV WORKS
Supervisor, McDowell County; James Kautz, Client Services. Valerie
Taylor, who has since left the Department, also participated
actively. She was a Worker in Kanawha County. Also, thanks to all
Supervisors statewide who took the time to review the form and

provide comments.

NOTE: The OFS-2 was designed to be as much like corresponding
RAPIDS screens as possible to make entry into RAPIDS easier for the
staff. However, IT IS NOT INTENDED TO REPLACE THE NORMAL RAPIDS
INTERACTIVE INTERVIEW PROCESS AND MUST NOT BE USED AS SUCH EXCEPT

WHEN RAPIDS IS INACCESSIBLE.

Corresponding changes will be made to Chapter 1 to include the new
form and to update it for RAPIDS procedures as soon as possible.



INSTRUCTIONS

1. You must use a pen when answering the questions. DO NOT use a pencil.

2. This form is designed to be completed by you. You may have a friend or relative help you with this form, but
YOU are responsible for the information provided on the form. If you need additional help completing this form,
leave the items blank and a Worker will assist you.

X You can authorize someone outside your household to apply for Food Stamps and/or use your Food Stamps
for you. If you wish to designate such a person, please list the person you authorize on page 22.
NOTE: This person may or may not live with you.

4. If you make a mistake, please draw a line through the mistake, and then write the correct answer. Initial the
corrected answer. $502.44 DM
For Example: Income - $584-64
4% “The U.S. Department of Agriculture (USDA) prohibits discrimination in all its programs and activities on the basis

of race, color, national origin, gender, religion, age, disability, political beliefs, sexual orientation, or marital or
family status. (Not all prohibited bases apply to all programs.) Persons with disabilities who require alternative
means for communication or program information (Braille, large print, audiotape, etc.) should contact USDA’s
TARGET Center at (202) 720-2600 (voice and TDD). To file a complaint of discrimination, write to USDA, Office
of Civil Rights, Room 326-W, Whitten Building, 14th and Independence Avenue, SW, Washington, DC, 20250-
9410 or call (202) 720-5964 (voice and TDD). USDA is an equal opportunity provider and employer.”

OFS -2 APPLICATION/REDETERMINATION

The application will be considered if it contains a minimum of the Name, Address, and Signature below. The amount
of Food Stamp benefits will be determined from the date of application. The amount of cash assistance will be
determined from the date eligibility requirements are met, including signing the Personal Responsibility Contract (PRC)
and participating in orientation.

| understand that it is a criminal violation of federal and state law to provide false or misleading information for the
purpose of receiving benefits to which | am not by law entitled.

| understand my responsibility to provide complete and truthful information.

Person Providing Information:

(First Name) (M) (Last Name) (Signature) (Date)
If you are not the person requesting assistance, do you live in the home with the applicant? I YES  INO

Applicant(s) Name if Different From Above:

(First Name) {MI) {Last Name) (Signature - It Available) (Date)

(First Name) (MI) (Last Name) (Signature - If Available) (Date)

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support 1



SECTION Il  EXPEDITED SERVICES

You may qualify for expedited processing of your Food Stamp application. If eligible, this means that you will
receive coupons no later than seven (7) days after the date you apply. Answers to the following questions will
determine if you qualify for this service.

A) Do you (the household) have $100 or less in cash, savings, or checking? AYEsS ONO
B) Household Monthly Gross Income (Before Taxes): $
C) Monthly Utilities: $
D) Monthly Rent/Mortgage: A}
E) Are you a migrant/seasonal farm worker? ‘ U YES dNO
F) Has your source of income been terminated? LI YES QNO
G) Will you receive more than $25 from a new source in the next 10 days? U YES QI NO

SECTION il HOUSEHOLD COMPOSITION

Complete a box for each person who lives in your home. Complete all information for each person. Begin with
YOURSELF on Page 4. If MORE THAN five (5) persons are in the home, extra sheets are available.

NOTE: For Nursing Home or other specialized medical care, complete for YOURSELF and YOUR SPOUSE and
DEPENDENTS in the home.

Citizen/Alien/Age Declaration

| certify under penalty of perjury, by signing my name below, that | am a United States Citizen or
alien in lawful immigration status. This declaration of citizenship or alien status is a condition
of eligibility for WV WORKS, Medicaid, and Food Stamps. AIII-Y household member for whom
citizenship is not declared is not eligible to receive benefits.

_ e t owever, his income and assets
will be considered available to the remaining members of the household.

/ /
(mo)  (day)  (yn)

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support 3
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Legal Name:

Ml Applicant's Social Security Number (SSN):
If this person does not have a SSN,
list the date this person applied:

Birthdate:

Relationship to Applicant:

Is this person known by any other name(s)?
If yes, list other name:

Does this person live with you?

If no, where does this person live?

Marital Status (please check one):

If this person is under age 18, has this person been
declared an adult?

United States Citizen?
If no, complete the following:
INS Number:
Country of Citizenship:
U.S. Entry Date:

Sponsor Name:
Sponsor's Address:

Alien Status:
Alien Status Date:

Does this person speak English?

If no, what language does this person speak?

Is this person currently attending school?
If yes:
Name/Address of School:

Does this person have a High School diploma or GED

equivalent?
If no, last grade this person completed:

Did this person have any schooling after High School
or GED?

If yes, does this person hold any degrees,
licenses or certificates?
Please specify:

Does this gerson receive any of the followi g\”?
SSI ES

Foster Care | YES
Adoption Assistance YES

Does this person intend to reside in WV?
Is this person under the control of the courts and
~ work without pay? ,
If this person is not a parent, is he/she acting as a
parent to anyone under age 18?7

NO If YES, date began: (mo)
NO If YES, date began: [mo)
NO If YES, date began: [mo)

dYES UNO

Middle
i

{day) _ [yn
(mol ((day)  Jen

UYES UNO

QYES UNO

U Single/Never Been Married
] Divorced
U Widowed

QYES UNO
U YES UNO

O Married
[ Separated

(mo) [(day) __ Jyn)

(mo) {(day)  Iyn)

UYES UNO

QYES UNO

O Full-time U Part-time

QYES UNO
1201 a4
a4 Q3 Q2 4

QYES UNO
QYES UNO

8
K

1 {day)

iy

[ (day)

iyr)

/'{gay)

fym

QYES UNO
QYES UNO

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support




-8 Other Household Member

Legal Name: First

Applicant’'s Social Security Number (SSN): L
If this person does not have a SSN, (mol Lidav)
list the date this person applied:

Birthdate: (me) /_(dnul

Is this person known by any other name(s)? QYES QNO
If yes, list other name:

Does this person live with you? QYES UNO
If no, where does this person live?

Marital Status (please check one): Q) Single/Never Been Married (1 Married

U Divorced (1 Separated

] Widowed
If this person is under age 18, has this person been
declared an adult? UJYES LNO

United States Citizen? QYES UNO
If no, complete the following:
INS Number:
Country of Citizenship:
U.S. Entry Date: Lidav) i)

Sponsor Name:
Sponsor's Address:

Alien Status:
Alien Status Date; (mo) [ (day) Jyn)

Does this person speak English? dYES UNO
If no, what language does this person speak?

Is this person currently attending school? U YES ANO
If yes: Q4 Full-time U Part-time

Name/Address of School:

Does this person have a High School diploma or
GED equivalent? U YES UINO
If no, last grade this person completed: 12 a1 3104
Q4 Q3 Q2 Q

8
K

Did this person have any schooling after High School
or GED? Yoo QYEs ONO
If yes, does this person hold any degrees,
licenses or certificates? QYES UNO
Please specify:

Does this gerson receive any of the following((?
SSl UYE O If YES, date began: (xq) [ idagy /)

S UN
Foster Care U YES NO IfYES, date began: (ma) R —
Adoption Assistance U YES [ NO IfYES, date began: (mg) [(day) )

Does this person intend to reside in WV? UYES QNO
Is this person under the control of the courts and
- work without pay? . UYES UNO
If this person is not a parent, is hefshe acting as a
parent to anyone under age 187 QYES QNO

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support 5b



-B Other Household Member

Legal Name:

Applicant's Social Security Number (SSN):
If this person does not have a SSN,
list the date this person applied:

Birthdate:

Is this person known by any other name(s)?
If yes, list other name:

Does this person live with you?

If no, where does this person live?

Marital Status (please check one):

If this person is under age 18, has this person been
declared an adult?

United States Citizen?
If no, complete the following:
INS Number:
Country of Citizenship:
U.S. Entry Date:

Sponsor Name:
Sponsor's Address:

Alien Status:
Alien Status Date:

Does this person speak English?
If no, what language does this person speak?

Is this person currently attending school?
If yes:
Name/Address of School:

Does this person have a High School diploma or
GED equivalent?
If no, last grade this person completed:

Did this ’Person have any schooling after High School
or GED’ .
If yes, does this person hold any degrees,
licenses or certificates?
Please specify:

Does this person receive any of the following?
38 ! R

1 YE

Foster Care
L YE

Adoption Assistance

Does this person intend to reside in WV?
Is this person under the control of the courts and
~ work without pay? .
If this person is not a parent, is he/she acting as a
parent to anyone under age 187

First Middle
/ l

(ma) |iday) [oyn)

(mg) Liday) %
UJYES UNO

UYES UNO

U Single/Never Been Married
U Divorced
U Widowed

QYES UNO
QYES UINO

1 Married

(J Separated

Liday) L)

(mo) {{day) fyr)

QYES LINO

QYES LINO

U Full-time O Part-time

QYES UNO

Q0O a1 a90ds8 U7 ue Us

Q4 O3 Q2 Q10K

QYES UNO
QYES UNO

U NO
LI NO If YES, date began:  (ma)
U NO

If YES, date began: (o)

{ (day)

{an

/ {dav)

{lyr)

If YES, date began: (mo)

[{day)

)

QYES UNO
UYES UNO
U YES LINO

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support
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Is this application for anyone who needs or is already receiving nursing home

or other specialized medical care? U YES adNo
If yes, who? .
Name State/County of Residence (Prior to Admittance)  Date Admitted
Facility Name:

Facility Address:

Is this person still residing there? U YES A NO
Is this person expected to return home within six (6) months of

date of admission: O YES QNO
Does he/she have a spouse living in the community? QYES A NO

If yes, spouse’s name/address:

Does the person living in the nursing home or specialized care
facility provide money to the spouse living in the community? L YES A NO
If yes, how much? $

Is anyone in your household who was an SS| recipient in the past not
receiving SSI now? U YES N0

If anyone in your household is a child under the age of 13 months, was

the child’s mother eligible for and receiving Medicaid at the time of the
child's birth? d YES dNO

Has the child always lived with its mother? U YES O NO

SECTION VI  HOUSEHOLD MEMBERS/LEGAL HISTORY

Read each statement carefully and answer YES or NO to EACH statement. If you answer “YES" to a

question, then list the name of the household member(s) to whom the “YES" answer applies.

U YES UNO (1) Isany member(s) of your household violating their probation or parole?
Member(s):

U YES QNO (2) Isany member(s) of your household currently fleeing from law enforcement officials?
Member(s):

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support 7



ASSETS

YES

NO

OWNER’S NAME(S)

LOCATION

ACCOUNT
NUMBER(S)

CURRENT
VALUE

HOW
DIVIDED

Jings Accounts

Checking Accounts

Money Market Accounts

Credit Union

Cash on Hand

Christmas Club

Stocks

Bonds/Savings Bonds

Certificates of Deposit

Trust Funds

IRA/Keogh

Profit Sharing

Escrow Account/Home
Sale

Funeral/Burial Funds

Burial Plots

Livestock

liness Equipment

Property (Including Life
Estates & Dower Rights)

Homestead Property

Non-Homestead Property

Other Real Estate

Mobile Home

Farm/Tractor Equipment

Mineral Rights

Personal Collections

Camper/Trailer

ATV or 3-4 Wheeler

Snowmobile

Airplane

Boat

Other (Please list):

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support




VEHICLES (Include ALL automobiles, motor homes, trucks, and/or motorcycles.) continued

irMake/Model of Vehicle:
Name(s) on Vehicle Registration:
Is this vehicle in your possession?
Monthly Payment Amount:
Number of Payments left:
Is it licensed?
License Number:
State in which it is licensed:
Do you have the right to sell this vehicle without the agreement
of any other parties who share ownership?

U YES

U YES

QANO

L NO

O YES

QNO

Year/Make/Model of Vehicle:
Name(s) on Vehicle Registration:
Is this vehicle in your possession?
Monthly Payments Amount:
Number of Payments left:
Is it licensed?
License Number:
State in which it is licensed:
Do you have the right to sell this vehicle without the agreement
~* any other parties who share ownership?

L YES

LIYES

U NO

UNO

O YES

dNO

Year/Make/Model of Vehicle:
Name(s) on Vehicle Registration:
Is this vehicle in your possession?
Monthly Payment Amount:
Number of Payments left:
Is it licensed?
License Number:
State in which it is licensed:
Do you have the right to sell this vehicle without the agreement
of any other parties who share ownership?

[ YES

Q YES

U NO

U NO

O YES

U NO

Year/Make/Model of Vehicle:
Name(s) on Vehicle Registration:
Is this vehicle in your possession?
Monthly Payment Amount:
Number of Payments left:
Is it licensed?
License Number:
State in which it is licensed:
Do you have the right to sell this vehicle without the agreement
of any other parties who share ownership?

U YES

L1 YES

QNO

QNO

Q YES

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support
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SECTION VIl  EARNED INCOME ONLY

inyone in your household employed or self-employed? U YES U NO
If YES, complete the following for each person who is
self-employed or employed.
If NO, go to the next section titlted UNEMPLOYMENT HISTORY.
1) Name of person who is employed:
Job Title:
Employer's Name:
Employer's Address:
Employer's Telephone Number:
Employment Begin Date: (mo) [(day)  J{yr)
How Often Paid? U Every 2 Weeks J Once a Week
O Twice a Month {J Once a Month
U Other (Specify):
Number of Hours Worked each Pay Period:
Gross Payment Amount: (For Pay Period b
As Stated At Right)
Are earnings expected to stop: Q YES U NO
If so, when? (mo) / (day) 1 {yr)
2) Name of person who is employed
Job Title:
Employer's Name:
Employer's Address:
Employer's Telephone Number:
Employment Begin Date: (mel [ (dav) L)
How Often Paid? (U Every 2 Weeks U Once a Week
(O Twice a Month 1 Once a Month
(] Other (Specify);
“Number of Hours Worked each Pay Period:
Gross Payment Amount: (For Pay Period $
As Stated At Right)
Are eamings expected to stop: U YES QNO
If so, when? (mo) [iday) I(y)
3) Name of person who is employed:
Job Title:
Employer's Name:
Employer's Address:
Employer's Telephone Number:
Employment Begin Date: (mo) [{dav) ___J(yn)
How Often Paid? [ Every 2 Weeks U Once a Week
U Twice a Month (J Once a Month
[ Other (Specify):
Number of Hours Worked each Pay Period:
Gross Payment Amount: (For Pay Period $
As Stated At Right)
Are earnings expected to stop: U YES CINO
If so, when? (mo) / (day) I (yr)

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support

12



Are there expenses related to this employment? O YES dNO

If yes, Type and Amount:

Is anyone in your household blind with work-related expenses? U YES U NO
If yes, what type of expenses?
Amount of Monthly expenses? $

Has anyone in your household received a lump sum payment U YES U NO

in the last three (3) months?

If yes, received from whom and for what reason?

Date Received: (mo) lday)  1(y)
Ongoing? U YES U NO
Earned? U YES L NO
Gross Amount: $

Any Expenses Involved?

If yes, Type and Amount:

CASE COMMENTS: (For Office Use Only - DO NOT WRITE IN THIS AREA)

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support
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SECTIONIX EMPLOYMENT HISTORY continued : Complete the following for all other household members. List the
most recent two (2) places of employment.

Co-Applicant’s Name:
Name of Employer:
Employer's Address:

Job Title/Occupation:

Reason No Longer Employed:

Length/Dates of Employment: From (mo) [(day) 1y To (mo) ! (day) I {yr)
Type of Employment: U Part-Time U Full-Time U Temporary

Hourly Wage: $

Name of Employer:

Employer's Address:

Job Title/Occupation:

Reason No Longer Employed:

Length/Dates of Employment: From (mo) / (day) Iyy  To (mo) [ (day) I (yn)
Type of Employment: U Part-Time JFull-Time U Temporary
“Hourly Wage: $

Other Household Member’s Name:

Name of Employer:

Employer's Address:

Job Title/Occupation:

Reason No Longer Employed:

Length/Dates of Employment: From (mo) / (day) Iy)  To (mo) / (day) I (yr)
Type of Employment: U Part-Time U Full-Time U Temporary

Hourly Wage: $

Name of Employer:

Employer's Address:

Job Title/Occupation:

Reason No Longer Employed:

Length/Dates of Employment: From (mo) | (day) ({yr)  To (mo) / (day) %)
Type of Employment: O Part-Time U Full-Time O Temporary

$

Hourly Wage:

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support
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SECTIONXI UNEARNED INCOME: Please complete this section for EVERYONE who lives in your home. Check YES
or NO and fill in the requested information. Does anyone in your household, including all children, receive
any of the following income?

INCOME
SOURCE

YES

NO

PERSON FOR WHOM
INCOME IS RECEIVED

INCOME BEFORE
DEDUCTIONS

HOW OFTEN
RECEIVED

BEGIN DATE

Adoption Assistance

Annuities/Payments

Assistance from Another State

Black Lung

Smaﬂt ble/Contribution from
ources

Child Support

Spousal Support (Alimony)

Dividends

Foster Care Or Guardianship
Payments

Interest

Military or Other Allotment

Money from Other Person(s)

Non-LIEAP Energy Assistance

Dayments from Sale of
perty

Railroad Retirement

Su&p
cm—Hud Renb’UhIlty
O Hud Rent/Utility

Royalties (Gas, Oil, etc.)

Sick/Disability Benefits

Social Security

Psugﬁlemental Security Income

Trust Fund Payments

Unemployment Compensation

United Mine Workers (UMW)

P,

orke) s Compensation
ype: ermanent
Termporary U

Other Retirement/Pensions

ther:

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support
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Does anyone in your household, or an institutionalized
individual, pay or is required to pay guardian,
committee, power of attorney, or attorney fees?

If yes, type of fee:

To whom paid?

For whom paid?

Amount: $

SECTION XV MEDICAL EXPENSES

Does anyone in your household have any medical
expenses (Food Stamps ONLY)?

JYES UNO

YES NO

! NAME:

6 P H

EXPENSE TYPE BILLED AMOUNT BILLED FOR/PAID

FREQUENCY  DATE OF SERVICE

/ /
/ /
/ /
/ /

2 NAME:

EXPENSE TYPE BILLED AMOUNT BILLED FOR/PAID

FREQUENCY  DATE OF SERVICE

$
$
$
$

/ /
/ /
/ /
/ /

SECTION XVI MEDICAL/HEALTH INSURANCE/REIMBURSEMENTS

Does anyone in your household have health insurance coverage?

Names of persons covered:

Who carries the insurance policy?
Relationship to Owner:

Insurance Provider's Name:
Insurance Provider's Address:

Group Name:
Premium Amount: $
How often paid?

Policy Begin/End Date:

Has anyone in your household voluntarily stopped
health insurance for a child within the last six (6)
months?

If yes, for whom?

How much was paid for the insurance

that stopped? $

QYES QNo

From: (mo)

/ (yr) To: (mo) / (day) I {yr)

U YES dNO

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support

19



I

Hoddng Ajjwe4 jo 8ayQ/saljiue g uaipiy) 10} neaingryHHA AM (6661 '0¢ Jequiaidag) WHOA 2-S40

JBY0

[eAoway ysel|

auoyds|a]

S}ONPO.d POOAN/POOM

1oMmag

R

Ayotnoal3

(0D

aUuss0IBY/I0 18N

SED d1

894 [Rjuay yue) suedoid

(lesmeN) seo

§]s07) Jieday

Juswhed jorjUDD pueT

UBOT BWOH B[IgoW

sjuaLssassyAluadold jewads

90URINSU| BINJONAS

Jusy 107

lusy

Xe] Ausdoid

o | e || |em || e8| | | 2| er | R | en | & | ]| B | ] | |

abebopy

Qlvd NOHM Ol

HIGWNN
LINNOJJV ¥IWOLSND

INNOWY
ATHINOW

Tg3aHL
SAVd OHM JINVN S.NOS¥H3d

NI
SI 7719 3HL IWVN SINOS¥3d

3ISN3dX3

'SYIYY A3AVHS a3137dWOD LON 0Q :sasuadxe Buimoj|oj 8y} noge Uoeu.I0pul au} (e Ul i

ON QO S3AD

¢luswipede Jo swoy e Bujuiejulew 1o} s)S02 18)jays 8ABY SWOY UIN)a1 0} SPUSJUL OUM [ENPIAIPUI POZI[EUONNIISUI UE SB0P JO S}S00 J8)j8ys 8AeY pjoyasnoy JnoA uj suoAue sa0Q

S3SNIAdX3 ¥3LT3HL

X NOILO3S



CHILD’S NAME NON-CUSTODIAL ADDRESS MARRIAGE ABSENCE
PARENT'S DATE DATE
NAME: I [
SSN: (moldaylyear) | (moldaylyear)
NAME: /[ I
SSN: (mol/daylyear) | (mo/daylyear)
NAME: ¥ [
SSN: (mo/daylyear) | (mo/dayl/year)
NAME: [ [
SSN: (mo/dayl/year) | (mo/daylyear)
NAME: I I
SSN: (mo/dayl/year) | (mo/day/year)
Good Cause Claimed for not cooperating with Child Support Enforcement? QO YES UNo
Non-Custodial Parent's Place of Employment:
Non-Custodial Parent's Wages: $
s the Non-Custodial Parent(s) Court Ordered to
provide medical support? O YES L NO
SECTION XXI LEGAL GUARDIAN/PROTECTIVE PAYEE/AUTHORIZED REPRESENTATIVE
Does anyone in your household have a legal guardian,
power of attorney (POA), or committee? JYES A NO
If yes, complete the following:
Name:
Address:
Telephone Number:
Does your household have a protective payee (substitute): JYES UNO
If yes, name of protective payee?
Address:
Telephone Number:
Does your household have an authorized representative? L YES U NO
If yes, name of authorized representative?
Address:
Telephone Number:
SECTION XXII MILITARY SERVICE RECORD
Is or has anyone in your household been in the Military? L YES G NO

If yes, complete the chart on the followin% page.
If no, please go to the next section titled Potential Resources.

OFS-2 FORM (September 30, 1999) WV DHHR/Bureau for Children & Families/Office of Family Support
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CASE COMMENTS: (For Office Use Only - DO NOT WRITE IN THIS AREA.)
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