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Restaurant Meals Program for the Homeless,  
Elderly, and Disabled

Date:
Case Name: 
Case Number: 
Worker Name:
Worker ID:
Worker Phone Number:
Customer ID:

Dear Restaurant Meal Program Participant:

This notice is to inform you that your access to the Restaurant Meals Program has ended. You are no longer 
homeless, disabled (receiving Social Security Disability, Railroad Retirement), or receiving Cash Assistance 
Payments for Immigrants (CAPI).

You can still use your CalFresh benefits to purchase groceries from your local market, but you will no longer 
be able to purchase prepared meals using your EBT CalFresh benefits from participating restaurants.

If you have any questions or want more information about the Restaurant Meals Program, please contact 
your Eligibility Worker.
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