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1. NAME OF PERSON REQUESTING HEARING
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STATE OF MISSOURLI, | hereby make application for a hearing provided by state law or department regulations.

4. STATE PLAINLY THE REASON FOR THE HEARING REQUEST

benefits will be restored to you.

If you are requesting a food stamp hearing, check one of these
boxes:

[J I wish to continue receiving food stamps while my hearing is
pending.

1 do not wish to continue receiving food stamps while my
hearing is pending.

5. FOOD STAMP AND INCOME MAINTENANCE (IM) (CASH/MEDICAL ASSISTANCE) RECIPIENTS:

If you are still certified for food stamps or are receiving Income Maintenance (cash/healthcare), you may choose to continue receiving benefits
while your hearing is pending. If the hearing decision shows that the plan to reduce your benefits or close your case was correct, you or your
household will be responsible for repaying the amount of benefits you received and were not entitled to receive while your hearing was
pending. If you elect to discontinue receiving benefits while your hearing is pending and the hearing decision is ruled in your favor, these lost

If you are requesting a Temporary Assistance and/or Medical
Assistance hearing, check one of these boxes:

1 wish to continue receiving Temporary Assistance and/or
Medical Assistance while my hearing is pending.

[J 1 do not wish to continue receiving Temporary Assistance and/or
Medical Assistance while my hearing is pending.
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