CASH ASSISTANCE SEVERANCE BENEFIT AGREEMENT

Name (please print)






Social Security Number


Case#/Category/Sequence


AG size
Months Remaining On Time Limit/Extension

Section A:  To be completed by the participant

I understand that I may be eligible to receive a one-time, lump-sum cash assistance severance benefit payment of $1,000 instead of ongoing temporary cash assistance (TCA).  I certify that I have received temporary cash assistance for at least six consecutive months in Florida since 10/1/96.  If I receive the cash assistance severance payment, I may not apply for temporary cash assistance again for six months, unless an emergency is demonstrated to the Regional Workforce Board.  I further understand that if I receive a cash assistance severance benefit and reapply for temporary cash assistance within six months due to an emergency, I will have to repay the amount received.  

I may be eligible to receive transitional services, including child care, for up to 2 years after leaving the program.  Transitional services and benefits may include Medicaid, transportation, child care, and education and training.  Receipt of Medicaid and food stamp benefits are subject to the eligibility requirements of those programs.  I certify that I am employed and expect to be for at least six months and agree to provide verification of employment and earnings.  

________________________________________________
_________/_______/_______

Participant’s Signature
                        Date

Section B:  To be completed by the Regional Workforce Board 

 FORMCHECKBOX 

The participant is employed and receiving earnings and has provided verification.

 FORMCHECKBOX 

The participant expects to be employed for at least six months.

 FORMCHECKBOX 

The participant is potentially eligible to receive a $1,000 Cash Assistance Severance Benefit. (Use Diversion Program Eligibility Screening Tool to determine potential eligibility)

__________________________________________________
(________)_________________________

Regional Workforce Board Provider        (print name)
                                        Telephone Number

_____________________________________________________
______/_______/________

Regional Workforce Board Provider Signature

                     Date 

Section C:  To be completed and verified by the Department of Children and Families 

 FORMCHECKBOX 

The participant received temporary cash assistance for at least six consecutive months in the State of Florida, since 10/1/96.

 FORMCHECKBOX 

The participant is currently receiving and eligible for on-going  temporary cash assistance.

 FORMCHECKBOX 

The participant requested the cash assistance severance benefit prior to the last month of their established time limit or extension of limit for receipt of temporary cash assistance.

VERIFIED BY: 
________________________________________         ___/_____/____    (______)_____________________

DCF Staff - Name (please print)                                                Date
                         Telephone Number

If ineligible, DCF to contact RWB staff who initiated request to advise which criteria participant failed to meet.
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