State of California — Health and Human Services Agency California Department of Social Services

BALANCE LETTER COUNTY OF

Notice Date

Case Name

Case Number

Worker Name

Worker Number

Telephone Number:
Address :

(Addressee)

A payment of $ was received on for Claim #
(Date)

Your remaining balance is now $

Additional Comments:

FIN 101 (8/20) Required Form - No Substitutes Permitted
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