STATE OF CALIFORNIA — HEALTH AND HOMAN SEFVICEB ABENGY CALIFORMA DEPARTMENT OF S00IAL GERYICES

REASSESSMENT INFORMATION -
ADOPTION ASSISTANCE PROGRAM

CHAD'S NAME

CHAD'S DATE OF BIRTH

CHRLI'S ARP BENEFIT CASE NUMBER

L - -

DUE DATE (14 DAYS AFTER DATE MAILED)

Thapmpqseofttﬁsfonnis!opro\ﬁdetheadopﬁonagencywllhanwdateofﬂwﬁaedsofmechidforwhomyouareracaivhganAdopﬁon
Assistance Program (AAP) benefit and Medi-Cal coverage. Failure to complete and rotum this form within two weeks (14) days of the date it
was malied may cause interruption or.delay.in your receipt of the benefit, If this form Is not retumed to the adoption agency by the date & is due,
haagencywmooncludethat-anMPbeneﬁtism—bngermqmredandﬂmAAPbeneﬁtmdMedi-Calcommgemaystop. Please complete,
sign and date this form within two weeks, attaching extra sheets i necessary, and send it to: .

NAME OF ADOPTION AGENCY

COUNTY OF SANTA CLARA
avoRESS Social Servicgs Agency

333 W_Julian Strest
San Jose, California 95110-2335

TELEPHONE

( 408 ) -975-5119

Check ( v} one of the following: )

O weare legally responsible for the support of the child, and we are suppoiting the child.
D0 We are no longer legally responsible for the support of the child,

00  We are no longer supporting the child.

Check (v} one of the following

0 1. uweno longer wish to receive an AAP benefit and/or Medi-Cal coverage for the above-named child. If the child's need changs, i/we
may contact the agency at that time.

[} 2. iWe continue to need an AAP benefit and/or Medi-Cal coverage for the above named child. The needs of the chiid have not changed
to wairant a reduced level of payment, nor has there been any change in the child's income. 1/We request that the AAP benefit
continue at the current level. /We understand that my/our child's next reassessment date will be on

NEXT REEASSESSMENT DATE

L1 3. ywe continue to need an AAP benefit and/or Medi-Cal coverage for the above named child. | am/we are requesting an increase in the
AAP benefit because the needs of the child have changed. | am/we are providing the agency the following information fo assist the
agency in determining whether or not increased assistance will be granted, and if 5o, in what amount. (Please compleie Section 1)

D3 4. vWe continue to need an AAP benefit andlor Medi-Cal coverage for the above named child. I/We request that the AAP benefit for

the above named child be decreasedt0$___________ because the needs of the child have changed. I/We understand if at anytime
the child's needs change we may contact the agency 1o renegotiate the AAP benelit.







