
CHANGE REPORT  

 

NAME (print): ______________________________________  SSN: ________________________________________ 

CASE NUMBER: ____________________________ WORKER NAME: _______________________________________ 

PROGRAM(s):           SNAP         Health Care Coverage          Child Care Assistance          TANF          LIHEAP   

** REMEMBER TO ATTACH THE VERIFICATION FOR EVERY ITEM THAT HAS CHANGED. IF YOU DO NOT PROVIDE 
VERIFICATION, YOUR CASE MAY CLOSE.** 

 

1. ADDRESS – Please complete this section if you have had a change in address. 

NEW ADDRESS NEW MAILING ADDRESS (IF DIFFERENT) DATE OF MOVE 
   
   

 

2. A. INCOME (EARNED) – Please complete this section if you have had a change in earned income. 

HOUSEHOLD MEMBER EMPLOYER NEW, ENDED OR 
CHANGED 

DATE OF 
CHANGE 

DATE OF FIRST/LAST 
PAY STUB 

     
     

Additional info for NEW employment:  Rate of pay: _________ Hours per week: _________ Tips anticipated: _________       

      How often paid:          Weekly          Bi-weekly          Monthly          2x month          Other ______________________ 

Additional info for ENDED employment: Reason:         Quit          Fired          Laid off          Other ______________________ 

B. INCOME (UNEARNED) – Please complete this section if you have had a change in unearned income. 

HOUSEHOLD MEMBER INCOME SOURCE 
(EX: UNEMPLOYMENT, CHILD 

SUPPORT, SOCIAL SECURITY, ETC) 

NEW, ENDED OR 
CHANGED 

AMOUNT HOW OFTEN REC’D 

     
     

 

3. HOUSEHOLD MEMBERS - Please complete this section if anyone has moved in or out of the household. 

NAME RELATIONSHIP DATE MOVED IN DATE MOVED OUT DATE OF BIRTH SSN 
      
      

 

4. ASSETS - Please complete this section if anyone has had a change in assets (including new members).  
HOUSEHOLD 

MEMBER 
TYPE OF 
ASSET 

OPENED/
CLOSED, 
BOUGHT

/SOLD 

AMOUNT 
OR 

VALUE 

DESCRIPTION 
(NAME OF BANK OR 

VEHICLE - 
MAKE/MODEL/YEAR) 

OTHER – EXPLAIN  
(PROPERTY, LAND, LIFE 

INSURANCE, ETC.) 

      
      
      

 

 



5. EXPENSES – Please complete this section if anyone has had a change in expenses such as child/spousal support 
paid, child/adult care, rent, utilities, or medical for individuals disabled or age 60+.  

HOUSEHOLD MEMBER TYPE OF EXPENSE NEW AMOUNT DATE OF CHANGE 
    
    

 

6. HEALTH INSURANCE – Please complete this section if anyone has had a change in health insurance coverage. 

HOUSEHOLD MEMBER STARTED OR 
ENDED 

EFFECTIVE 
DATE  

HEALTH INSURANCE PROVIDER (COMPANY) 

    
    

 

7. A. CHILD CARE ASSISTANCE (ACTIVITY) – Please complete this section if you have had a change in your allowable 
activity. NOTE: If you are starting post-secondary education, you must complete the Postsecondary Education 
Information form (SFN113) and submit a copy of your class schedule.  

HOUSEHOLD MEMBER ACTIVITY  STARTED/ENDED DATE 
    
    

 B. CHILD CARE ASSISTANCE (CHILD’S HOURS OF NEED) – Please complete this section if you have had a change 
in your child’s hours of need for daycare. 

Name of child Date Hours Increased Child Care Hours Required Per Week 
   
   

 C. CHILD CARE ASSISTANCE (PROVIDER) – Please complete this section if you have had a change in providers.  

Name of Child Care Provider (daycare) Date Started Date Ended For Which Child(ren) 
    
    
    
    

 
PENALTY WARNING/RELEASE OF INFORMATION 

Changes you report can be checked by Federal, State and Local officials or by computer matches. Anything you may have 
told us that is incorrect may cause you to lose your benefits and/or subject you to criminal prosecution for knowingly 
providing false information. DO NOT GIVE FALSE INFORMATION OR HIDE INFORMATION! 

I/We authorize any person having custody or knowledge of the information relating to me or other household members 
to disclose any requested information, including confidential information other than protected health information, to 
any authorized agent of the North Dakota Department of Human Services. I authorize the North Dakota Department of 
Human Services and the carrier(s) providing Healthy Steps insurance to release to each other information regarding any 
services or benefits I receive under Healthy Steps, if my child is eligible. This authorization will remain valid until revoked 
in writing or until coverage ends. A copy of this authorization is as valid as the original.  

I understand that the information I provide on this report may result in a change in my benefits, including a lower 
amount of benefits or no benefits. I understand that such changes may be made to my benefits without timely notice. I 
certify under penalty of perjury that all the information that I have given on this report is true and correct to the best of 
my knowledge.  

 

__________________________________________   _____________________   ________________________________ 
Signature              Date                Phone number 
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