| NTERI M ASSI STANCE RH MBURSEMENT I M 3110
FOR I NI TI AL PAYMENTS Rev. 2-00
(Aut hori zati on)

| Prior | | NUVBER HOLDER | DENTI FI CATI ON
| _Error | | | LAST NANE | FI RST_NAME

o iepl | ion | |

I
| __ REI MBURSEMENT |
[ I
I
|

| |_SOCIAL SECURITY NUMBER
L | I I I

[ |
I

e |

17880

=

I, the undersigned, authorize the Secretary of the United States Departnment of Health and Human Services (U.S. DHHS)
to send my initial payment of supplenental security inconme (SSI) benefits to the State of Kansas, Departnent of Soci al
and Rehabilitation Services.

| further authorize the Departnment of Social and Rehabilitation Services to deduct fromny initial paynent an anount
equal to the sumof al public assistance benefits (not including assistance paynments financed wholly or partly with
Federal funds) made to, or on behalf of, nme by the Department of Social and Rehabilitation Services beginning with the
day of the nonth | amfound eligible for an SSI paynent and ending with the month nmy SSI paynents begin.

| understand that after naking the above deductions fromny first paynent, the Departnment of Social and Rehabilitation
Services shall pay to ne the balance, if any, no later than 10 working days fromthe date the Departnment of Social and
Rehabi litation Services receives ny initia payment fromthe Secretary of the U S. DHHS.

| further understand that | have the right to a fair hearing before the Departnent of Social and Rehabilitation
Services if | feel that the ampbunt deducted frommy initial paynment of SSI benefits was nore than the anmpbunt of public
assi stance benefits paid to, or on behalf of, ne by the Departnent of Social and Rehabilitation Services.

| further understand that this authorization is effective for one (1) year fromthe date | sign it and that it wll
cease to have effect at the end of one (1) year unless | file for SSI within that time or one of the followi ng events
occurs earlier, in which case the authorization will cease to have effect as of the date of such event: (1) final
determination on my claim and no timely request for review is filed by me; or (3) the state and I agree to

term nate the authorization.

| further understand that signing this formneans: (1) | want to file for SSI paynments; (2) | must file for SSI with a
soci al security office and that Social Security will decide if | ameligible for SSI; and (3) ny eligibility for SSI
can begin as early as the date the Departnent of Social and Rehabilitation Services receives the signed formif | file
the SSI application wthin 60 days fromthat date.
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