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	Enter Information: 
	Enter applicant or beneficiary’s notice date_af_date: 
	Enter applicant or beneficiary’s mailing address: 
	Enter applicant or beneficiary’s case number: 
	Enter eligibility worker’s name: 
	Enter eligibility worker’s identification number: 
	Enter eligibility worker phone number: 
	Enter county office hours: 
	Enter county office address: 
	Enter applicant or beneficiary’s name: 
	Enter date_af_date: 
	Enter authorized representative’s name: 
	Enter here if you want to limit any duties of the authorized representative: 
	Check here if Authorized representative requested cancellation: Off
	Check here if Applicant or beneficiary requested cancellation: Off
	Check here if Applicant or beneficiary asked for changes to the authorized representative duties: Off


