
To be completed by the county :

The above signed Agreement has been accepted by_________________________________________on ________________________
Date

for ______________________ County.  Payments should be made at :

STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

■■

______________________

■■
■■ ____________ ______________

■■ ____________ ____________

■■
■■ ____________ ______________

■■
■■ ___________ _______ ____________

■■ ____________ _______ ____________

(Signature of Authorized County Official)

DFA 377.7C (CH) (5/02) Required Form - No Substitutes Permitted

_____________________ ___________________ ____________


