
RECONCILIATION APPOINTMENT NOTICE

                       DATE: _____________________
     CASE NAME : _____________________
CASE NUMBER : _____________________

 OFFICE: _____________________

A reconciliation appointment is scheduled for you on:   DAY ______________________ TIME____________________

The purpose of this meeting is to (See box checked below):

(     ) Decide if you had good cause for failing to meet the following requirement:

You must attend this appointment to avoid a sanction.  You may have a representative with you at this
appointment if you wish.  If you are sanctioned, your cash assistance will be reduced or stopped during the
sanction period.  If you failed to cooperate with Child Support Enforcement, your medical benefits will also stop.
You have the right to appeal a sanction decision.  (See bottom of page.)

If we decide that you had good cause for failing to meet the requirement, you will not be sanctioned.

If we decide that you did not have good cause for failing to meet the requirement, you may sign an agreement to
cooperate.  If you fulfill the agreement, you will not be sanctioned.

If you do not come to this meeting and we do not hear from you, you will be sanctioned.  Your benefits will
go down or stop.

(     ) Settle a disagreement regarding your family plan and the activities in it.

It is important that you please: • be on time.  If you are late, you may be considered absent;
• bring this notice;
• bring identification, like your medical card; and
• bring proof of good cause if you failed to meet a requirement.

Contact your worker, __________________________,  at _____________________ to reschedule or make other
arrangements for an interview if you have a good reason why you cannot attend the above appointment.

If you failed to meet a requirement and you do not complete the reconciliation agreement or have good
cause, you will be sanctioned.   During the sanction period, your assistance will be reduced or stopped.   You
have 60 days after the date on the sanction notice to appeal the sanction decision and be given a fair
hearing.  Such appeal must be filed with the Department in writing or by calling toll-free, 1-800-435-0774.
Your local office will help you fill out the appeal form, if you wish.  You may represent yourself at this hearing
or you may be represented by anyone else, such as a lawyer, relative or friend.
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