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PROGRAMAS DE TRABAJO
TARJETA DE BUSQÚEDA DE TRABAJO


    DIVISION DE ASISTENCIA ECONÓMICA
[image: image2.wmf]
Complete esta Tarjeta de Búsqueda de Trabajo para pedir su reembolso.
	Nombre – Apellido

                  Nombre                                Incicial
	Número de Seguro Social 
	Condado
	Regrese la Tarjeta Completa antes de

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Representante de ISD
	Número de Teléfono
	 FORMCHECKBOX 
 Programa E&T – 

     Programa de Ayuda de Nutrición Suplemental

	
	
	 FORMCHECKBOX 
 Programa de Trabajo para Asistencia en Efectivo

	Fecha de  Solicitud   
	Nombre de la Compañía o Empleador
	Nombre de la Persona a  cargo de la Contratación
	Número de Teléfono de la Compañía/Empleador          
	Marque si se obtuvo   entrevista
	Marque Si Se  Obtuvo el Trabajo           
	Millas Recorridas

para  cada Solicitud de Trabajo Presentada

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


	Si fue contratado por favor liste lo siguiente: Nombre del Empleador, fecha de inicio, pago por hora, y horas programadas para trabajar cada semana.(
	Total de millas recorridas 
de la tarjeta: (

	
	

	Yo certifico que las solicitudes fueron aplicadas con los empleadores citados arriba. Yo entiendo que se les puede llamar a esos empleadores para verificar el estatus de la solicitud. Yo certifico que las millas recorridas reportadas son correctas.

	Firma del Solicitante      


	Fecha

	
	
	
	


NOTICE OF RIGHTS

CIVIL RIGHTS STATEMENT

All programs administered by the Human Services Department (HSD) are equal opportunity programs.  If you believe you have been treated unfairly because of race, color, national origin, age, disability, and where applicable, sex, marital status, familial status, parental status, religion, sexual orientation, genetic information, political beliefs, reprisal, or because all or part of an individual’s income is derived from any public assistance program, you may file a complaint.  Complaints of discrimination may be filed with the New Mexico Human Services Department central office or the local Human Services county office. Complaints of discrimination about the Supplemental Nutrition Assistance Program may be filed with the USDA, Director, Office of Adjudication, 1400 Independence Ave, S.W. Washington, DC 20250-9410 or call 1-866-632-9992 or 202-401-0216 (TDD). Complaints of discrimination about Cash Assistance and Medical Assistance programs may be filed with the Office of Civil Rights, Department of Health & Human Services, 1301 Young Street, Suite 1169, Dallas, TX 75202 or call 1-800-368-1019 (voice) and 1-214-767-8940 (TDD).  (08/15/11)

SPECIAL NEEDS INFORMATION

If you are a person with a disability and you require this information in an alternative format, or require a special accommodation to participate in any public hearing, program or services, please contact the NM Human Services Department toll-free at 1-800-432-6217 or through the New Mexico Relay System TDD at 1-800-659-8331 or by dialing 711. The Department requests at least 10 days advance notice to provide requested alternative formats and special accommodations.  (08/22/08)

YOUR RIGHT TO A HEARING

You can ask for a hearing if you do not agree with the information in this notice.  A hearing will give you a chance to explain why you do not agree. You can ask for a hearing by:

· Completing and returning the bottom of this letter;

· Writing or calling your local HSD office; or

· Writing the department's Hearings Bureau at Human Services Department, P.O. Box 2348, Santa Fe, N.M. 87504-2348, or by calling 1-800-432-6217 or 505-827-8164.
TIME LIMIT FOR ASKING FOR A HEARING

You have 90 days from the date of this notice to ask for a hearing. If you ask for a hearing within 13 days from the date of this notice, you will continue to get the same amount of benefits you received before we took the action in this notice. You will continue to get these benefits until the Department decides your case, unless another change is made to your case. Changes in benefits may be made after you have asked for a hearing if the reason for the change is not the same as the reason for the hearing. If you lose the hearing, you may have to pay back any benefits you received while the Department decided your case.  (Revised 9/24/02)

THE HEARING PROCESS

After you ask for a hearing, the Department will send you a letter telling you the date, time and place where your hearing will be held. The hearing is usually at the HSD county office. The hearing will be conducted by a hearing officer from the HSD Hearings Bureau. You or your representative can look at your case record and any proof we used to decide your case. You will tell why you believe HSD’s action was wrong. You may bring witnesses and present proof.  You may question the county office about the action taken and proof presented.  You may represent yourself. You may be represented by a friend, household member or an attorney. For information on where you can get free legal help, call 1-800-340-9771. After the hearing, the hearing officer will make a report. The HSD Division Director will decide whether the action was right or wrong. After the Director has decided your case, you will be sent a letter telling you of the decision and why the decision was made. (Revised  04/02/03)

PLEASE FILL IN THE SECTION BELOW, ONLY IF YOU WANT TO ASK FOR A HEARING, AND RETURN IT TO YOUR LOCAL INCOME SUPPORT OFFICE OR TO THE HEARINGS BUREAU.

(  I am asking for a hearing. I do not agree with what the Human Services Department told me in this notice because:
	

	

	


Check one of the boxes below only if you are asking for a hearing:  
( I want to continue receiving the benefits I now receive.  
(  I DO NOT want to continue receiving the benefits I now receive.

	Printed Name
	Signature                                                                                            Date



	Case Number
	Phone Number
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