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Name * Date 

Address 

Case Number SNAP Status:   Closed 

  Active 

State ID DOB SSN 

Previous Disqualifications 

Language for Translation/Interpretation (if applicable)  

 

Worker Name Worker Number Phone Number 

 

Supervisor or Designee Signature 

Attach the summary and supporting evidence to this form. 

* When requesting an administrative disqualification 

hearing for more than one member of a household, 

submit each referral separately. 

Each referral must contain a 

summary and supporting evidence. 


