Maryland Department of Human Services
Family Investment Administration

VOLUNTARY REQUEST TO CLOSE CASE
	Assistance Unit ID:_______________                                 HOH Name:_________________

Date Closed:____________________

Local Department Address:_____________________________________

_____________________________________




If you want us to close your case immediately, please place an X next to the benefit you want stopped.

Then PRINT your name, phone number, address, birth date and Customer ID if you know it, on the form below.  

You can return this form by mail, or fax to the local department address above or you can take it to your case 

manager.

Please tell us why you want your case closed?

__________________________________________________________________________________________

_____ Please stop ALL of MY ASSISTANCE
_____ Please stop my CASH ASSISTANCE
_____ Please stop my FOOD SUPPLEMENT BENEFITS (formerly known as Food Stamps)

_____ Please stop my MEDICAL ASSISTANCE

Please Print
Name:____________________________________________ Phone Number:________________________

Address (Number and Street)__________________________________________________________________

City:_________________________________  State:____________________   Zipcode:___________________

Customer ID:__________________________

Signature:_____________________________________________                      Date:______________________
DHS/FIA 1810 (Revised 07/2017) Previous editions are obsolete


