lowa Department of Human Services OFFICIAL RECEIPT
Received From: (Name) Date
Address
The Value of: $ Form of Remittance
O cash
Explanation or Description: [ Check or Draft
[ State warrant
U Food Stamps
Check Program Type
For. | Client Name Client ID# 1 Food Stamps
(' Medical Assistance
Client SSN. Case Number 4 Facs
O rp
By: Worker Name Office 1 csru
O other
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