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Advice No. 4369 
(U 904 G) 
 
Public Utilities Commission of the State of California 
 
Subject:  Revision of the Income-Eligibility Guidelines, and Submission of Revised 

Application Forms and Instructions for the CARE Program 
 
Southern California Gas Company (SoCalGas) hereby submits for filing with the California Public 
Utilities Commission (Commission) revisions to its Schedule No. G-CARE, California Alternate 
Rates for Energy (CARE) Program, and the associated tariff forms, applicable throughout its 
service territory, as shown on Attachment B. 
 
Purpose 
 
This filing revises SoCalGas' Schedule No. G-CARE and application forms and instructions to 
reflect the increased income-eligibility guidelines used to qualify individuals or households for the 
CARE program.  This filing is made in compliance with Public Utilities (PU) Code Section 
739.1(b)(1)1 and Ordering Paragraph (OP) 3 of Resolution (Res.) E-3524, adopted February 19, 
1998.2 
 
Background 
 
The Energy Division has determined that, pursuant to Res. E-3524 and PU Code Section 
739.1(b)(1), effective immediately beginning with the 2012-2013 income updates, the 2012 

                     
1 The Commission shall establish a program of assistance to low-income electric and gas customers with 
annual household incomes that are no greater than 200 percent of the federal poverty guideline levels, 
the cost of which shall not be borne solely by any single class of customer.  The program shall be 
referred to as the California Alternate Rates for Energy or CARE program.  The Commission shall ensure 
that the level of discount for low-income electric and gas customers correctly reflects the level of need. 
2 Res. E-3524 authorizes the energy utilities to change the income-eligibility guidelines for the CARE 
program pursuant to a communication issued by the Director of the Energy Division by May 1st of each 
year, with tariff revisions to be filed and become effective June 1st of each year.   
 

Rasha Prince 
Director 

Regulatory Affairs 
 

555 W. Fifth Street, GT14D6 
Los Angeles, CA  90013-1011 

Tel:  213.244.5141 
Fax:  213.244.4957 

RPrince@semprautilities.com 
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Federal Poverty Guidelines will be used to calculate and update the annual CARE program and 
Energy Savings Assistance (ESA) program income limits.   
 
Pursuant to a notice dated March 15, 2012, from the Director of the Energy Division, SoCalGas 
was provided with the new CARE program and ESA program income-eligibility levels to be 
effective from June 1, 2012 through May 31, 2013.  This notice further directs the energy utilities 
to file revised tariffs with the Energy Division reflecting the new income levels by May 14, 2012. 
 
Tariff Revisions 
 
Included with this filing are the updated Schedule No. G-CARE and CARE application instructions 
and forms to reflect the revised income guidelines.  The income limits for household with 1-2 
persons are now listed separately and will no longer be consolidated.  Additionally, income limits 
are now displayed for household sizes of 1 to 8 persons in alignment with actual Federal Poverty 
Guidelines.   
 
This filing includes 11 application forms:  qualified agricultural employee housing; qualified 
nonprofit group living facilities; general purpose bilingual direct mail; individually metered 
self-certification in 13 languages; individually metered self-recertification in five languages; 
bilingual form for the Capitation program; individually metered post-enrollment verification in five 
languages; sub-metered bilingual post-enrollment verification, sub-metered bilingual 
self-certification; sub-metered bilingual self-recertification; and bilingual bill insert.    
 
Protest 
 
Anyone may protest this Advice Letter to the Commission.  The protest must state the grounds 
upon which it is based, including such items as financial and service impact, and should be 
submitted expeditiously.  The protest must be made in writing and received within 20 days of the 
date of this Advice Letter, which is June 3, 2012.  There is no restriction on who may file a 
protest.  The address for mailing or delivering a protest to the Commission is: 
 

CPUC Energy Division 
Attention:  Tariff Unit 
505 Van Ness Avenue 
San Francisco, CA  94102 

 
A copy of the protest should also be sent via e-mail to the attention of the Energy Division Tariff 
Unit (EDTariffUnit@cpuc.ca.gov).  A copy of the protest should also be sent via both e-mail and 
facsimile to the address shown below on the same date it is mailed or delivered to the 
Commission. 
 

Attn: Sid Newsom 
Tariff Manager - GT14D6 
555 West Fifth Street 
Los Angeles, CA 90013-1011 
Facsimile No. (213) 244-4957 
E-mail:  snewsom@SempraUtilities.com 

 



 
Advice No. 4369 - 3 - May 14, 2012 
 
 

   

Effective Date 
 
SoCalGas believes that this filing is subject to Energy Division disposition and should be 
classified as Tier 1 (effective pending disposition) pursuant to GO 96-B.  In compliance with   
OP 3 of Res. E-3524, adopted February 19, 1998; PU Code Section 739.1(b)(1), and 
the March 15, 2012 notice from the Energy Division, the tariff sheets filed herein are to be 
effective for service on and after June 1, 2012.  
 
Notice 
 
A copy of this advice letter is being sent to the parties listed on Attachment A, which includes the 
service lists for A.11-05-018 and R.08-07-011. 
 
 
 
 

_________________________________ 
Rasha Prince 

Director – Regulatory Affairs 
 
Attachments 
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PLC = Pipeline              HEAT = Heat     WATER = Water 
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Subject of AL:     Revision of the Income-Eligibility Guidelines, and Submission of Revised Application 
Forms and Instructions for the CARE Program 
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AL filing type:  Monthly  Quarterly  Annual  One-Time  Other       
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Does AL request confidential treatment? If so, provide explanation:   No 
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Requested effective date:   6/1/12 No. of tariff sheets:   17 
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1 Discuss in AL if more space is needed. 
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ATTACHMENT B 
Advice No. 4369 

 
Cal. P.U.C. 
Sheet No.  Title of Sheet  

Cancelling Cal. 
P.U.C. Sheet No. 

 

1 

Revised 48174-G  Schedule No. G-CARE, CALIFORNIA 
ALTERNATE RATES FOR ENERGY (CARE) 
PROGRAM, Sheet 2 

 Revised 47218-G 

Revised 48175-G  Schedule No. G-CARE, CALIFORNIA 
ALTERNATE RATES FOR ENERGY (CARE) 
PROGRAM, Sheet 3 

 Revised 47218-G 
Revised 42341-G* 

Revised 48176-G  Schedule No. G-CARE, CALIFORNIA 
ALTERNATE RATES FOR ENERGY (CARE) 
PROGRAM, Sheet 4 

 Revised 47219-G 
Revised 42341-G* 

     
Revised 48177-G  APPLICATION FOR CALIFORNIA 

ALTERNATE RATES, FOR ENERGY (CARE) 
PROGRAM FOR QUALIFIED , 
AGRICULTURAL EMPLOYEE HOUSING 
(Form 6632-C, 06/12) 

 Revised 47220-G 

     
Revised 48178-G  APPLICATION FOR CALIFORNIA 

ALTERNATE RATES, FOR ENERGY 
PROGRAM FOR QUALIFIED NONPROFIT, 
GROUP LIVING FACILITIES (Form 6571-D, 
06/12) 

 Revised 47221-G 

     
Revised 48179-G  APPLICATION FOR CALIFORNIA 

ALTERNATE RATES, FOR ENERGY 
PROGRAM - GENERAL PURPOSE, DIRECT 
MAIL (Form 6491-DM, 06/12) 

 Revised 47222-G 

     
Revised 48180-G  SAMPLE FORMS:  APPLICATIONS, Self-

Certification CARE Application, Individually 
Metered Residential (Form 6491-D, 06/12) 

 Revised 47223-G 

     
Revised 48181-G  SAMPLE FORMS:  APPLICATIONS, Self-

Recertification CARE Application, Individually 
Metered Residential (Form 6674-D, 06/12) 

 Revised 47224-G 

     
Revised 48182-G  SAMPLE FORMS:  APPLICATIONS, Capitation 

Program CARE Application, (Form 6491-2D, 
06/12) 

 Revised 47225-G 

     
Revised 48183-G  SAMPLE FORMS:  APPLICATIONS, Post-

Enrollment Verification CARE Application, 
Individually Metered Residential (Form 6675-D, 
06/12) 

 Revised 47226-G 

     
Revised 48184-G  SAMPLE FORMS:  APPLICATIONS, Post-

Enrollment Verification CARE Application, Sub-
Metered Residential (Form 6675-DS, 06/12) 

 Original 47227-G 
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Cal. P.U.C. 
Sheet No.  Title of Sheet  

Cancelling Cal. 
P.U.C. Sheet No. 

 

2 

Revised 48185-G  SAMPLE FORMS:  APPLICATIONS, Self-
Certification CARE Application, Submetered 
Residential (Form 6677-D, 06/12) 

 Revised 47228-G 

     
Revised 48186-G  SAMPLE FORMS:  APPLICATIONS, Self-

Recertification CARE Application, Submetered 
Residential  (Form 6678-D, 06/12) 

 Revised 47229-G 

     
Revised 48187-G  APPLICATION FOR CALIFORNIA 

ALTERNATE RATES, FOR ENERGY 
PROGRAM - BILL INSERT, (Form 6491-BI, 
06/12) 

 Revised 47230-G 

     
Revised 48188-G  TABLE OF CONTENTS  Revised 48171-G 
     
Revised 48189-G  TABLE OF CONTENTS  Revised 47389-G 
     
Revised 48190-G  TABLE OF CONTENTS  Revised 48173-G 
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 Schedule No. G-CARE Sheet 2
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(Continued) 

 (Continued)   

(TO BE INSERTED BY UTILITY) ISSUED BY (TO BE INSERTED BY CAL. PUC) 

ADVICE LETTER NO. 4369 Lee Schavrien DATE FILED May 14, 2012
DECISION NO.  Senior Vice President EFFECTIVE Jun 1, 2012
2H10  RESOLUTION NO. E-3524

 

SPECIAL CONDITIONS  (Continued) 
 

ALL CUSTOMERS  (Continued) 
 

4. Eligibility:  A customer can qualify for the CARE discount by meeting either of the two eligibility 
requirements shown below:  

 
a. Income Eligibility:  An income-qualified customer, submetered tenant, or facility resident has 

total annual gross household income from all sources that is no more than shown in the table 
below for the number of persons in the household.  The combined income of all persons from 
all sources, both taxable and non-taxable, shall be no more than:   

 
 Number of Persons    Total Annual 
    In Household Household Income 
 1 $22,340 
 2 $30,260 
 3 $38,180 
 4 $46,100 
 5 $54,020 
 6 $61,940 
 7 $69,860 
 8 $77,780 
 

For households with more than six persons, add $7,920 annually for each additional person 
living in the household.  The above income levels are subject to change annually by the 
Commission.  

 
b. Categorical Eligibility:  If the applicant or any person in the household receives benefits from 

any of the following programs:  Medicaid; Medi-Cal; Healthy Families A&B; Women, Infant 
& Children (WIC); TANF; Tribal TANF; Head Start income Eligible - Tribal Only; Bureau of 
Indian Affairs General Assistance; Food Stamps (SNAP); National School Lunch Program 
(NSLP); Low Income Home Energy Assistance Program (LIHEAP); and Supplemental 
Security Income (SSI). 

 
The applicant for the CARE discount must be the Utility’s customer of record or a submetered tenant 
of a Utility customer.  

 
No customer, submetered tenant, or facility resident claimed on another person's income tax return 
shall be eligible for this rate.  
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SPECIAL CONDITIONS  (Continued) 
 

ALL CUSTOMERS  (Continued) 
 

5. Verification:  Information provided by the customer to the Utility is subject to verification as 
authorized by the Commission.  Refusal or failure to provide documentation of eligibility acceptable 
to the Utility, upon request, shall result in the denial or termination of the CARE discount.  

 
6. Backbilling:  Customers may be backbilled under the applicable rate schedule for periods of 

ineligibility and/or if the direct benefits to a facility’s residents claimed by the customer cannot be 
supported. 

 
7. Customer Responsibility:  It is the customer’s responsibility to notify the Utility within 30 days if 

there is a change in eligibility status, except as specified for multi-family customers in Special 
Conditions 11 and 12 below.  

 
8. Discount Calculation:  The CARE discount of 20% shall be reflected through the use of separate line 

item on the bill stated as an overall discount to the otherwise calculated customer, commodity and 
transportation charges.  

 
In addition to the Special Conditions above pertaining to all applicable customers, Special Conditions 
specific to each type of applicable customer are set forth below. 

 
SINGLE FAMILY CUSTOMERS 

 
9. Location Eligibility:  Customers are only eligible to receive this rate at one residential location at any 

one time.  
 

MULTI-FAMILY, SUBMETERED CUSTOMERS 
 

10. Tenant Qualification:  Submetered tenants, rather than the Utility’s customer of record, qualify for 
CARE by completing an application and forwarding it to the Utility, and it is the tenant’s 
responsibility to notify the Utility of a change in eligibility status.  

 
11. Customer Responsibility:  The Utility customer shall notify the Utility within 30 days following a 

reduction in the number of submetered units qualifying for the CARE rate as a result of unit(s) being 
vacated.   

 
12. Location Eligibility:  Eligible tenants can only receive this rate at one residential location at any one 

time.  
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SPECIAL CONDITIONS  (Continued) 
 

NON-PROFIT GROUP LIVING FACILITY CUSTOMERS 
 

13. Eligibility Criteria:  In order for the customer to be eligible for the CARE discount, and to be 
considered a qualified non-profit group living facility, each of the following provisions must be met:  

 
a. The facility must certify that it is one of the following:  a homeless shelter, women’s shelter, 

transitional housing, a short- or long-term care facility, or a group home for physically or mentally 
disabled persons. 

 
13. Eligibility Criteria  (Continued)  

 
b. The facility must provide a copy of its IRS Nonprofit Tax ID Form No. 501(c)(3) and state 

business license, conditional use permit or other proof satisfactory to the Utility.  Separately 
metered satellite facilities in the name of the licensed facility, where 70% of the energy supplied is 
for residential purposes, are also eligible.  

 
c. With the exception of homeless shelters, all facilities must certify that 100% of the residents of the 

facility individually meet the CARE eligibility standard for a single-person household.  A 
caregiver who lives in the facility is not a resident for purposes of determining eligibility.  A 
single-person household is eligible for the CARE discount if total annual gross income does not 
exceed $22,980. 

 
d. With the exception of homeless shelters, all facilities must certify that they provide a "special 

needs" social service, such as meals, job development training, or rehabilitation programs, in 
addition to lodging for residents who qualify for the CARE discount.  

 
e. Homeless shelters must certify that they provide at least six beds per day or night for a minimum 

of 180 days each year for persons who have no alternative residence.  
 

f. The facility must certify that at least 70% of the energy supplied to the facility's premises is used 
for residential purposes.  

 
g. Government-owned facilities are not considered qualified non-profit group living facilities, unless 

they are a qualified non-profit homeless shelter as defined above.   
 

14. Certification of Benefits:  At the time of annual renewal of eligibility, each facility is required to 
certify that monies saved through the CARE discount have benefited the residents of the facility who 
qualify for the CARE discount.  Certification shall be made under penalty of perjury and include a 
quantification of funds saved annually due to the CARE discount, and identify how those funds have 
been spent for the benefit of the qualifying residents.  
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Form 6632 –C (06/12) 

 APPLICATION FOR 20% DISCOUNT 
California Alternate Rates for Energy (CARE) Program 
For Qualified Agricultural Employee Housing Facilities 

 
 

INSTRUCTIONS 
1. PLEASE READ ALL information and instructions before you complete, sign, and date this 

application. If you have questions, call 1-800-207-8567, Monday through Friday, 7:00 am-
4:00 pm. 

 

2. DETERMINE if the facility meets the definition of a qualified agricultural employee housing 
facility.  The facility MUST meet ALL criteria to qualify for the 20% discount from the CARE 
Program. 

 

3. COMPLETE the entire application (please print or type).  Complete a separate application for 
each qualified facility (including satellite facilities). 

 

4. ATTACH all required documents.  (Application is considered incomplete without documents).  
 

5. MAIL to:  The Gas Company® 
CARE Program - ML 19A1 
PO Box 3249 
Los Angeles, CA 90051-1249 
 

 
DISCOUNT 
 

The CARE program provides a 20% discount off the utility bill for facilities that meet program 
criteria.  The discount and eligibility criteria were established by the California Public Utilities 
Commission.  The discounted rates, upon formal approval by the California Public Utilities 
Commission, are available to qualified facilities.  The facility will receive the discount after the 
utility receives and approves the completed and signed application. 

 
ELIGIBILITY CRITERIA FOR APPLICANT 
 

Each applicant MUST meet all of the following criteria: 
• Applicant must be the utility customer of record. 
• Applicant must verify that 100% of the residents and/or households meet the current CARE 

eligibility shown below, excluding any employee operating or managing the facility who 
resides at the facility.  

HOW TO QUALIFY FOR THE CARE DISCOUNT: 
 
 
 
 
   OR 
 
 

 
 
 
 
 
 
 

PUBLIC ASSISTANCE PROGRAMS: 
If another person in the household 

participates in any of these programs: 
 

Medicaid or Medi-Cal 
Healthy Families A&B 

Women, Infants, & Children (WIC) 
CalWORKs (TANF) or Tribal TANF 

Head Start Income Eligible - Tribal Only 
Bureau of Indian Affairs General Assistance 

CalFresh / SNAP (Food Stamps) 
National School Lunch Program (NSLP) 

Low Income Home Energy Assistance Program 
Supplemental Security Income (SSI) 

MAXIMUM HOUSEHOLD INCOME*:  
(effective June 1, 2012 to May 31, 2013) 

*current household income from all sources before deductions 
Number of Persons in 

Household Total Annual Income 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Each Additional Person +$7,920 

• Applicant is required to certify CARE eligibility annually by completing a new application, 
including how the discount will be used in the first year for the direct benefit of the residents. 

 



 
ELIGIBLE FACILITIES 
 
Employee Housing (privately owned), as defined in section 17008 of the Health and Safety Code, 
that is licensed and inspected by state and/or local agencies pursuant to Part I (commencing with 
Section 17000) of Division 13. 
 

• Supporting documentation required: 
 Provide copy of current permit issued by the Department of Housing and Community 

Development.   
• Total energy used must be 100% residential. 
 

Housing for Agricultural Employees (non-migrant and operated by non-profit entities), as defined in 
Subdivision (b) of Section 1140.4 of the Labor Code, that has an exemption from local property taxes 
pursuant to subdivision (g) of Section 214 of the Revenue and Taxation Code. 

 
• Supporting documentation required: 

 Provide current copy of federal 501(c) (3) tax exemption or copy of state tax exemption 
form, and current copy of local property tax exemption form. 

• Total Energy used: 
 Master-metered facilities must be 70% residential use. 
 Individually metered units must be 100% residential use. 

 
 

 
 
APPLICANTS RESPONSIBILITIES 
 

The applicant is required to: 
• Provide proof of facility’s eligibility (see Eligible Facilities) and submit required 

documentation with the application (see requirements on the application). 
• Verify that all individuals residing in the facility meet the CARE eligibility (see Eligibility 

Criteria for Applicant) and make a certification to that effect, under penalty of perjury, under 
the laws of the state of California. 

• At annual recertification, show how the past year’s discount was used and how the next 
year’s discount is expected to be used for direct benefit of the residents. 

• Maintain records of residents’ CARE eligibility, which should come from federal tax return, 
payroll stubs or similar records acceptable to the utility.  These records must be retained for 
three (3) years from the date of initial application and/or recertification. 

• Maintain accounting entries and supporting documentation of how the discount was used for 
the direct benefit of the residents.  These records must be retained for three (3) years from 
the date of initial application and/or recertification. 

• Upon request from the utility, provide documentation of the residents’ CARE eligibility 
and/or documentation of how the discount was used for the direct benefit of the residents. 

• Provide all information requested by the utility.  Failure to do so will result in denial or 
removal from the program.  The applicant may be subject to rebilling for the period they 
were ineligible for the discount as determined by the utility. 
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Application for 20% Discount 
California Alternate Rates for Energy (CARE) Program 
For Qualified Agricultural Employee Housing Facilities 

 
If you have any questions: Call The Gas Company’s CARE toll-free line at 1-800-207-8567, 
Monday through Friday, 7:00 a.m. to 4:00 p.m. 

 
1 APPLICANT INFORMATION: (please type or print) 

Name on Gas Bill  ____________________________________________________________________________  

Name of Facility _____________________________________________________________________________  
   (if different than on bill)  

Account Number  for This Facility     

Service Address ________________________________________ City ____________________, CA Zip Code __________  

Mailing Address ________________________________________ City ____________________, CA Zip Code __________  
(if different) 
Facility Contact ______________________________________________________________________________ 
(who to contact if utility needs more information) 

E-mail Address ______________________________________________________________________________ 
(optional) 

Daytime Phone ( ) -    Fax ( ) -  
 
 

2 FACILITY INFORMATION (check one)                        FOR ALL FACILITIES (continued) 
 

  EMPLOYEE HOUSING (privately owned), as 
defined in Section 17008 of the Health and Safety 
Code, that is licensed and inspected in state 
and/or local agencies pursuant to part 1 of 
Division 13. 

For recertification, I have provided information on how 
the discount was used for the direct benefit of the 
residents and I have documentation on file (if initial 
certification, leave blank).   Yes  No  
 

I understand the utility reserves the right to request 
documentation on the eligibility of the residents and the 
use of the discount. Yes  No  

 

 HOUSING FOR AGRICULTURAL EMPLOYEES 
(non-migrant and operated by non profit entities), 
as defined in  Subdivision (b) of Section 1140.4 of 
the Labor Code, that has received exemptions 
from local property taxes pursuant to subdivision 
(g) of the Revenue and Taxation Code. 

 

I understand the utility has the right to rebill me at the 
applicable rate if appropriate.  Yes  No  
 

I understand if the facility(ies), or the residents, 
become(s) ineligible to received the discount, I must 
notify the utility within 30 days. Yes  No  

 
3 DECLARATION  

  
By signing this application, I certify under penalty of 
perjury under the laws of the State of California that 
the information I have provided is true and accurate.  I 
have: 

Last year’s discount was used for_____________________ 
      IF INITIAL CERTIFICATION, LEAVE BLANK 

____________________________________________________ 
 
This year’s discount will be used for __________________ 

• Verified the CARE eligibility of all residents of the 
facility and/or households meet CARE eligibility 
guidelines. 

____________________________________________________ 
 

 
• Documentation is available to substantiate the 

above. 
By signing this application, I give my consent that the 
information provided by me may be shared with other 
energy utility companies (limited to name and address). • Verified that each facility meets the residential 

energy usage criteria.  
____________________________________________________  
Authorized Representative’s Name (please print or type)  FOR ALL FACILITIES 
 Applicant is customer of record.  Yes  No  
____________________________________________________  
Authorized Representative’s Title 100% of residents and/or households meet CARE 

eligibility guidelines.    Yes  No   
____________________________________________________  
Authorized Representative’s Signature I have provided information on how the Discount for the 

coming year will be used to directly benefit the 
residents.    Yes  No  

 
________________________________ 
Date     
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4 FOR INDIVIDUAL FACILITIES OF THE SAME TYPE, ATTACH SEPARATE SHEET FOR MORE 

THAN FOUR (4) ADDRESSES: 
 
 

Account Number:     
 
 
Service Address ___________________________________________ City ____________________CA  Zip Code ______________ 
 
 

Type of metering:   Individually metered  Master metered  
 
Energy used for residential purpose:  100%  At least 70% 
 
Total number of residents (exclude on-site manager) ________________________________________ 

 
100% of residents and/or households meet CARE eligibility criteria     Yes    No 
 

 
 
 

Account Number:    
 
Service Address ___________________________________________ City ____________________CA  Zip Code ______________ 
 

Type of metering:   Individually metered  Master metered  
 
Energy used for residential purpose:  100%  At least 70% 
 
Total number of residents (exclude on-site manager) ________________________________________ 

 
100% of residents and/or households meet CARE eligibility criteria     Yes    No 
 

 
 

Account Number:    
 
Service Address ___________________________________________ City ____________________CA  Zip Code ______________ 
 

Type of metering:   Individually metered  Master metered  
 
Energy used for residential purpose:  100%  At least 70% 
 
Total number of residents (exclude on-site manager) ________________________________________ 

 
100% of residents and/or households meet CARE eligibility criteria     Yes    No 
 

 
 
 

Account Number:    
 
Service Address ___________________________________________ City ____________________CA  Zip Code ______________ 
 

Type of metering:   Individually metered  Master metered  
 
Energy used for residential purpose:  100%  At least 70% 
 
Total number of residents (exclude on-site manager) ________________________________________ 

 
100% of residents and/or households meet CARE eligibility criteria     Yes    No 
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(See Attached Form) 
 

 

 



 
 

Application for 
California 
Alternate Rates 
For Energy 
(CARE) Program 
 
For Qualified Nonprofit 
Group Living Facilities 
 
The CARE Program provides a 20% discount on the 
utility bill for facilities that meet program criteria 
established by the California Public Utilities 
Commission (CPUC).  The discounted rate is 
available only to qualified facilities once the utility 
receives and approves the application. 
 
INSTRUCTIONS 
 

1. READ the information on page 2.  If you have questions, call The Gas 
Company® CARE Department at 1-800-207-8567. 
 

2.  DETERMINE if the facility meets the definition of a qualified 
nonprofit group living facility. The facility MUST meet ALL criteria 
to qualify for the 20% discount. 
 

3. COMPLETE the entire application (please print or type). Nonprofit 
corporations must complete this application for all qualified 
satellites. 
 

4. ATTACH all required documents. (Application is not considered 
complete without documents.) 
 
 

5. MAIL TO: The Gas Company® 
  CARE PROGRAM 
  SOUTHERN CALIFORNIA GAS COMPANY 
  PO BOX 515005 ML 19A1 
  LOS ANGELES CA 90099-9316 

                 Form 6571-D EN 



20% Discount

 
CARE Department 1-800-207-8567 (English / Spanish)                    FAX: 1-213-244-4665 
Hearing Impaired (TDD/TTY) 1-800-252-0259 (English / Spanish)  
 
 
 
Form 6571-D EN 

Terms and Conditions 
 

California Alternate Rates for Energy (CARE) Program 
For Qualified Nonprofit Group Living Facilities 

Eligible Facilities 
 
GROUP LIVING FACILITIES:  
• Defined as transitional housing (such as drug rehabilitation or halfway houses), short-term or 

long-term care facilities (such as hospices, nursing home, children’s or seniors’ homes), group 
homes for physically or mentally challenged persons, or other nonprofit group living facilities. 

• Corporation operating facility must have tax-exempt status under Internal Revenue Code 
Section 501 (c)(3).  

• Facility must be licensed by the appropriate state agency, such as the State Department of 
Social Services. 

• Facility must provide service, such as meals or rehabilitation, in addition to lodging. 
• 100% of residents must meet current CARE eligibility guidelines for a single-person household 

(see enclosed Eligibility Guidelines). 
• At least 70% of the natural gas used at the facility must be for residential purposes. 

HOMELESS SHELTERS, WOMEN’S SHELTERS, & HOSPICES: 
• Corporation operating facility must have tax-exempt status under Internal Revenue Code 

Section 501 (c)(3).  
• Facility must have a Conditional Use Permit or provide adequate proof of eligibility. 
• Facility must provide at least six (6) beds each day or night for a minimum of 180 days each year 

for persons who have no alternative residence. 
• Primary function of facility must be to provide lodging. 
• At least 70% of natural gas used at the facility must be for residential purposes. 
 
SATELLITE FACILITIES: 
• A nonprofit group living facility may consist of a licensed primary facility and related non-

licensed facilities at other locations (satellites). 
• The primary facility must be licensed by the appropriate state agency or provide adequate proof 

of eligibility and meet all other CARE criteria. 
• At least 70% of the natural gas used at the satellite facility must be for residential purposes. 
• The primary license facility’s name must appear as the customer-of-record on the gas bill for the 

satellite facility. 
 

Facilities Not Eligible 
• Group living facilities offering only a place to live and no other services. 
• Non-profit facilities providing social services only. 
• Student housing/dorms, military barracks, fraternities/sororities, privately owned for-profit 

housing, and government-subsidized housing. 
• Government-owned and/or government-operated facilities. 
 

Application Requirements 
• Completed and signed application. 
• A copy of IRS letter granting tax-exempt status of corporation operating the facility under 

Internal Revenue Code Section 501(c)(3). 
• Group living facility must also provide a copy of license from appropriate state agency, 

conditional use permit for each facility, OR other adequate proof of eligibility. 
 

Recertification 
Facilities receiving the discount are required to recertify every 2 years. To recertify, complete this 
application and provide: 

 The amount of discount received in prior year, and  
 An explanation of how the discount was used for the direct benefit of qualified residents. 

 



Form 6571-D EN 

 
 Application for 20% Discount

California Alternate Rates for Energy (CARE) Program
For Qualified Nonprofit Group Living Facilities

Name on Gas Bill Name of Facility (if different from name on gas bill) 

Service Address City State 

Mailing Address City State 

Primary Contact   

Phone FAX  

Primary Facility 
Account 
Information: 

 

E-mail Address: Account Number  

-

Type of Facility: 
 
 
 
 
 

 Group living facility: 
     Total Number of Residents at this Facility:  ___________   Total Number of Residents who are qualified: ____________ 
                                                                                                      (see Individual Eligibility Guidelines) 

 Hospice    Homeless Shelter  or   Women’s Shelter: 
     Number of Beds: ______________________    Number of Days Occupied Each Year: _________________________ 

 Other: _________________________________________________ 
        Total Number of Residents at this Facility:  ___________   Total Number of Residents who are qualified: ____________ 
                                                                                                      (see Individual Eligibility Guidelines) 
 

Primary Services 
Offered by Facility: 

 Lodging       Meals     Rehabilitation     Training     Counseling 

 Other: ________________________________________________________________ 
 

Is at least 70% of the natural gas used at the facility for residential purposes? 
Yes 

 

No 

 

Does nonprofit corporation operation facility have a tax-exempt status under Internal Revenue 
Section 501(c)(3)? 

Yes 

 

No 

 

Is the facility government-owned or operated? 
 

Yes 

 

No 

 

Name of Business License (Please attach a copy of the State-issued License or other adequate proof of eligibility for each facility) 

Name on Conditional Use Permit  (Please attach a copy of the Conditional Use Permit or other adequate proof of eligibility for each facility) 

Facility Name 

Service Address 

Account Number      - 
 

Satellite Facility?       Yes               No 

                                              

Group Living Facilities:   Total Number of Residents 
at this Facility:  

Total Number of Residents who are qualified : 
(see Individual Eligibility Guidelines)  

Hospice, Homeless Shelter, 
or Women’s Shelter:     

Number of Beds: Number of Days Occupied Each Year: 

All Qualified 
Satellite 
Facilities  
(if applicable): 
 
 

Is at least 70% of the natural gas used at the facility for residential 
purposes? 

Yes                No 

          

(Continued on Back)



Form 6571-D EN 

 

 Please complete the following information for 
all qualified satellite facilities:

Facility Name 

Service Address 

Account Number      

 -  

Satellite Facility?       Yes               No 

                                              

Group Living Facilities:   Total Number of Residents at this Facility:  Total Number of Residents who are qualified : 
(see Individual Eligibility Guidelines)  

Hospice, Homeless Shelter, or 
Women’s Shelter:     

Number of Beds: Number of Days Occupied Each Year: 

Is at least 70% of the natural gas used at the facility for residential 
purposes? 

Yes                No 

          

Facility Name 

Service Address 

Account Number      

 -  

Satellite Facility?       Yes               No 

                                              

Group Living Facilities:   Total Number of Residents at this Facility:  Total Number of Residents who are qualified : 
(see Individual Eligibility Guidelines)  

Hospice, Homeless Shelter, or 
Women’s Shelter:     

Number of Beds: Number of Days Occupied Each Year: 

Is at least 70% of the natural gas used at the facility for residential 
purposes? 

Yes                No 

          

Facility Name 

Service Address 

Account Number      

 -  

Satellite Facility?       Yes               No 

                                              

Group Living Facilities:   Total Number of Residents at this Facility:  Total Number of Residents who are qualified : 
(see Individual Eligibility Guidelines)  

Hospice, Homeless Shelter, or 
Women’s Shelter:     

Number of Beds: Number of Days Occupied Each Year: 

Is at least 70% of the natural gas used at the facility for residential 
purposes? 

Yes                No 

          

Notice to customer: Signing this application allows The Gas 
Company to share your CARE information with other utilities, so 
that you may receive their discount, if applicable. 

Authorized Representative’s Name & Title  (please print) 

 

Authorized Representative’s Signature     Date 

  

Authorized Representative’s Telephone Number 

Certification 
of Eligibility: 
 

Return to: 

Southern California 

Gas Company 

CARE Program, ML GT12F1 

PO Box 515005 

Los Angeles, California 

90099-9316 

I certify, under penalty of perjury, under the laws of the 
State of California, that the information on this 
application is true and accurate. I am authorized by this 
facility to sign this application, and I have verified the 
income eligibility of all residents. 
I am responsible for the annual renewal of the facility’s 
license from the appropriate State Licensing 
Department, or for the Conditional Use Permit, or to 
provide adequate proof of eligibility. I understand that 
Southern California Gas Company may verify the 
accuracy of this information and confirm the direct 
benefit to the residents through random samplings. 
Errors in any information provided may cause the 
account(s) to be rebilled without the CARE discount. 

 

 



 

CARE QUALIFICATIONS 
SOUTHERN CALIFORNIA GAS COMPANY 

ENCLOSURE TO APPLICATION FOR CALIFORNIA ALTERNATE RATES FOR ENERGY (CARE) PROGRAM 
FOR QUALIFIED NONPROFIT GROUP LIVING FACILITIES 

The California Alternate Rates for Energy (CARE) program provides a 20% discounted rate on your gas bill. 
 

PROGRAM QUALIFICATIONS 
Each facility must meet all of the eligibility guidelines as shown on Southern California Gas Company Form 
Number 6571B and the CARE guidelines as shown below. 
 

CARE QUALIFICATIONS 
Individual Eligibility Guidelines 

• Each resident’s annual gross income does not exceed the amount shown OR receives benefits from 
any of the public assistance programs on the chart below. 

• No resident can be claimed as a dependent on another person’s State or Federal income tax form. 
 

The following are the ways to qualify for the CARE discount:  

 
 
 

OR 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

PUBLIC ASSISTANCE PROGRAMS: 
The individual resident in facility receives  

benefits from any of the following programs: 

Medicaid or Medi-Cal 
Healthy Families A&B 

Women, Infants, & Children (WIC) 
CalWORKs (TANF) or Tribal TANF 

Head Start Income Eligible - Tribal Only 
Bureau of Indian Affairs General Assistance 

CalFresh / SNAP (Food Stamps) 
National School Lunch Program (NSLP) 

Low Income Home Energy Assistance Program 
Supplemental Security Income (SSI) 

MAXIMUM HOUSEHOLD INCOME*: 
 Total yearly income for each resident in the 
facility cannot be more than the following: 

Number of 
Persons 

Total Yearly Individual 
Resident’s Income In Facility 

Cannot Be More Than* 
1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Each 
Additional 

Person 
+$7,920 

*(effective June 1, 2012 to May 31, 2013) 

 
WHAT COUNTS AS INCOME? 
Total household income is all revenues, from all household members, from whatever sources derived, 
whether taxable or nontaxable, including, but not limited to: wages, salaries, interest, dividends, spousal 
and child support payments; public assistance payments, Social Security and pensions, rental income, 
income from self-employment, and all employment-related non-cash income. 

 

If you have any questions, please call: 1-800-207-8567. 



SOUTHERN CALIFORNIA GAS COMPANY Revised CAL. P.U.C. SHEET NO. 48179-G
 LOS ANGELES, CALIFORNIA CANCELING Revised CAL. P.U.C. SHEET NO. 47222-G
     

 APPLICATION FOR CALIFORNIA ALTERNATE RATES 
 FOR ENERGY PROGRAM - GENERAL PURPOSE 
 DIRECT MAIL (Form 6491-DM, 06/12) T

 

   

(TO BE INSERTED BY UTILITY) ISSUED BY (TO BE INSERTED BY CAL. PUC) 

ADVICE LETTER NO. 4369 Lee Schavrien DATE FILED May 14, 2012
DECISION NO.  Senior Vice President EFFECTIVE Jun 1, 2012
1H9  RESOLUTION NO. E-3524

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(See Attached Form) 
 

 

 



SoCalGas is committed to creating ways to help our customers manage their energy use and save money.  

If you have any questions, or would like more information about our assistance programs, please visit 

socalgas.com (search “CARE”) or call 1-800-427-2200. 

Sincerely, 

Ted Humphrey 

CARE Program Sr. Market Advisor 

Dear Customer,

Through our California Alternate Rates for Energy (CARE) program, Southern California Gas Company (SoCalGas®) offers a 20 percent 

discount for customers who meet certain requirements. This program is helping people save money every month, so perhaps it 

could help you too.

To see if you qualify, check the requirements listed below. The income qualifications are based on current income for the  

total number of people living in your household. If you are recently unemployed, you may now be eligible for our CARE  

program. If you think you meet the requirements, just fill out the application on the back of this letter and mail it back to  

us in the postage-paid envelope provided. This application can also be completed online at socalgas.com (search “CARE“).

If you do not qualify for the CARE program, but know someone who might, please share this with them.

CONDITIONS FOR PARTICIPATION
1) The gas bill must be in your name and the address must be your primary address. 2) You may not be claimed as a  
dependent on another person’s income tax return other than your spouse’s. 3) You will need to recertify your application 
when requested. 4) You are required to notify SoCalGas within 30 days if you no longer qualify. 5) You may be asked to 
verify your eligibility for CARE.

HOW TO QUALIFY
PUBLIC ASSISTANCE PROGRAMS:
If you or another person in your household receives 

benefits from any of the following programs:

Medi-Cal/Medicaid 

Healthy Families Categories A & B 

Women, Infants, & Children (WIC) 

CalWORKs (TANF) or Tribal TANF 

Head Start Income Eligible — Tribal Only 

Bureau of Indian Affairs General Assistance (BIA GA) 

CalFresh/SNAP (Food Stamps) 

National School Lunch Program (NSLP) 

Low-Income Home Energy Assistance Program (LIHEAP) 

Supplemental Security Income (SSI) 

MAXIMUM HOUSEHOLD INCOME:
(effective June 1, 2012 to May 31, 2013)

 Number of Persons in Household Total Annual Income*

	 1	 $22,340	

	 2	 $30,260	

	 3	 $38,180	

	 4	 $46,100	

	 5	 $54,020	

	 6	 $61,940	

	 7	 $69,860	

	 8	 $77,780	

   For each additional household member, add $7,920

* Includes current household income from all sources before deductions.

OR

CARE 20% DISCOUNT
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To qualify for the 20 percent discount, please complete the application form and return it to Southern California Gas 

Company (SoCalGas®). You will receive your discount once your completed, signed application is approved by SoCalGas. 

	 Total number of persons in your household (include yourself, other adults, and children): 

	 	1	   2	   3	   4	   5   6	   If more than 6:

 Are you (or someone in your household) enrolled in any of the following assistance programs? 

 YES (if yes, mark the program(s) of participation)

	

  NO

 

  Please mark your sources of income:

	 Declaration:	Please read and sign below. 
 I state that the information I have provided in this application is true and correct. I agree to provide proof of CARE eligibility if asked.   

I agree to inform SoCalGas if I no longer qualify to receive the discount. I understand that if I receive the discount without qualifying 
for it, I may be required to pay back the discount I received. I understand that SoCalGas can share my information with other utilities or 
agents to enroll me in their assistance programs.

 SIGNATURE: DATE:	

PLEASE COMPLETE IN BLACK OR DARK BLUE INK. CORRECT WAY TO MARK CIRCLES: 

2

1

3

 What is your yearly household income (before deductions, including all members of the household)? 

	 $0 - $22,340	  $22,341 - $30,260	  $30,261 - $38,180	  $38,181 - $46,100	  $46,101 - $54,020

	 If more than $54,020, enter the dollar amount here:			$															,																									.00	
per year

NAME:

ADDRESS:

CITY/ZIP:

ACCOUNT	#:

CARE APPLICATION 
FOR A 20% DISCOUNT

EMAIL:

X /  /

	 Social Security

	 SSP or SSDI

	 Pensions 

	 Interest or Dividends from Savings,  
 Stocks, Bonds, or Retirement Accounts

	 Wages and/or Profit from  
 Self Employment

	 Unemployment Benefits	

	 Insurance or Legal Settlements 

	 Disability or Workers  
 Compensation Payments

	 Spousal or Child Support

	 Scholarships, Grants, or Other Aid  
 used for Living Expenses

	 Rental or Royalty Income

	 Cash or Other Income 

HOME	PHONE: — —

		Medi-Cal/Medicaid: Under Age 65

		Medi-Cal/Medicaid: 65 or older

		Healthy Families Categories A & B

		Women, Infants, and Children Program (WIC)

		CalWORKs (TANF) or Tribal TANF

		CalFresh/SNAP (Food Stamps)

		Low-Income Home Energy Assistance Program (LIHEAP)

		Supplemental Security Income (SSI)

		National School Lunch Program (NSLP)

		Bureau of Indian Affairs General Assistance (BIA GA)

		Head Start Income Eligible - Tribal Only

Mail this application in the postage-paid envelope provided to:

SOUTHERN CALIFORNIA GAS COMPANY CARE PROGRAM
M.L. GT19A1, PO Box 515005, Los Angeles  CA 90099-9316           Southern California Gas Company – Source Code   9    4 



SoCalGas tiene el compromiso de crear maneras de ayudar a nuestros clientes manejar su uso de energía y ahorrar 

dinero. Si tiene preguntas o quisiera más información acerca de nuestros programas de asistencia, por favor visite 

socalgas.com/espanol (busque la palabra clave “CARE“) o llámenos al 1-800-342-4545.

Atentamente, 

Ted Humphrey 

Gerente del programa CARE

CONDICIONES PARA PARTICIPAR
1) La factura de gas debe estar a su nombre y la dirección debe ser su domicilio principal. 2) No puede aparecer como  
dependiente en la declaración de impuestos sobre el ingreso de otra persona que no sea su cónyuge. 3) Debe recertificar  
su solicitud CARE cuando se le solicite. 4) Debe notificar a SoCalGas en un término de 30 días si deja de calificar. 5) Tal 
vez se le pida comprobar que reúne los requisitos para CARE. 

COMO PUEDE CALIFICAR
PROGRAMAS DE ASISTENCIA PÚBLICA:
Si usted u otra persona que vive en su hogar recibe  
beneficios de cualquiera de los siguientes programas:	

Medi-Cal/Medicaid

Healthy Families Categories A & B

Programa de mujeres, infantes y niños (WIC) 

CalWORKs (TANF) o TANF tribal

Elegible para ingreso de Ventaja Inicial – Solamente tribal 

Agencia de Asuntos Indios, Asistencia General  (BIA GA)

CalFresh/SNAP (Food Stamps/Estampillas para comida) 

National School Lunch Program (NSLP) 

Programa de Asistencia con la Energía Doméstica para  
Hogares de Bajos Ingresos (LIHEAP) 

Ingreso Suplementario del Seguro Social (SSI) 

INGRESO MÁXIMO EN EL HOGAR: 
(en vigor del 1 de junio de 2012 al 31 de mayo de 2013)

	 Número	de	personas	en	el	hogar	 Ingreso	total	anual*

	 1	 $22,340	

	 2	 $30,260	

	 3	 $38,180	

	 4	 $46,100	

	 5	 $54,020	

	 6	 $61,940	

	 7	 $69,860	

	 8	 $77,780	

  Por cada miembro adicional en el hogar, añada $7,920

* Incluye los ingresos actuales del hogar de todas las fuentes de ingreso antes de deducciones.

O

Estimado Cliente:

Por medio de nuestro programa Tarifas Alternas para Energía de California (CARE), Southern California Gas Company (SoCalGas®) 

ofrece un 20 por ciento de descuento a los clientes que reúnen ciertos requisitos en el hogar. Este programa está ayudando a 

personas a ahorrar dinero mensualmente, así que tal vez le podría ayudar a usted también.

Para saber si califica, revise los requisitos que se presentan a continuación. Los requisitos de ingreso se basan en el ingreso total actual 

del número de personas que viven en su hogar. Si usted está actualmente desempleado, usted ahora puede tener derecho al programa 

CARE. Si cree usted que califica, entonces sólo llene la solicitud detras de esta carta y envíenosla por correo en el sobre con timbre pagado 

por adelantado. Esta solicitud también puede ser llenada por Internet en socalgas.com/espanol (busque la palabra clave “CARE“).

Si no reúne los requisitos del programa CARE, pero conoce alguien que tal vez califique, favor de compartir esta información con ellos.

CARE 20% DE DESCUENTO
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Para tener derecho al 20 por ciento de descuento, por favor llene el formulario de solicitud y regréselo a Southern California 

Gas Company (SoCalGas®). Recibirá su descuento una vez que su solicitud llena y firmada sea aprobada por SoCalGas.

 
 Número total de personas que viven en su hogar (inclúyase usted, otros adultos y niños):              

	 	1	   2	   3	   4	   5   6	   si mas de 6:

 ¿Está usted (o alguien que vive en su hogar) inscrito en alguno de los siguientes programas de asistencia? 

 SÍ (Si su respuesta es afirmativa, marque el/los programa/s de participación)

	  NO

 Por favor marque sus fuentes de ingreso:

 

	 Declaración: Por favor lea y firme abajo. 
 Declaro que la información que proporcioné en este formulario de solicitud es verdadera y correcta. Si se me solicita, convengo en 

presentar comprobantes de que reúno los requisitos de CARE.  Convengo en informar a SoCalGas si dejo de calificar para recibir el 
descuento. Entiendo que, si recibo el descuento sin tener derecho al mismo, se me puede exigir la devolución del descuento recibido. 
Entiendo que SoCalGas puede compartir mis datos con otras empresas de servicios públicos o agentes para inscribirme en sus programas de 
asistencia.

 FIRMA:    					 FECHA:	

POR FAVOR DE COMPLETAR EN TINTA NEGRA O AZUL OSCURA. FORMA CORRECTA DE MARCAR LOS CÍRCULOS: 

1

3

 ¿Cuál es el ingreso anual de su hogar (antes de deducciones, incluyendo a todos los miembros del hogar)?

	 $0 - $22,340	  $22,341 - $30,260	  $30,261 - $38,180	  $38,181 - $46,100	  $46,101 - $54,020

	Si es más de $54,020, escriba la suma anual: 	$	 								 					,																									.00

— —TELEFÓNO	DE	CASA:

NOMBRE:

DOMICILIO:

CIUDAD/ZIP:

NO.	DE	CUENTA:	

X /  /

CORREO	ELECTRÓNICO:

	 Seguro Social

	 SSP o SSDI

	 Pensiones 

	 Intereses o dividendos de cuentas de  
 ahorro, acciones, bonos, o cuentas  

 para el retiro

	 Salarios y/o ingresos de autoempleo

	 Beneficios de desempleo

	 Pagos de pólizas de seguro  
 o convenios judiciales

	 Pagos por incapacidad o indemnización  
 para los trabajadores

	 Pension conyugal o alimenticia

	 Becas, subvenciones u otra ayuda  
 usada para sufragar el costo de la vida

	 Ingresos por alquiler o regalías

	 Dinero en efectivo y/u otros ingresos

2

		Medi-Cal/Medicaid: menor de 65 años 

		Medi-Cal/Medicaid: 65 años o más 

		Healthy Families Categories A & B

		Programa para Mujeres, Infantes y Niños (WIC) 

		CalWORKs (TANF) o TANF Tribal 

		CalFresh/SNAP (Estampillas para comida)  

		Programa de Asistencia con la Energía Doméstica para Hogares  
de Bajos Ingresos (LIHEAP) 

		Ingreso Suplementario del Seguro Social (SSI)

		National School Lunch Program (NSLP)

		Agencia de Asuntos Indios, Asistencia General (BIA GA)

		Asistencia General Elegible para Ingreso de Ventaja Inicial -  
Solamente tribal  

Envíe ésta solicitud por correo en el sobre con timbre pagado por adelantado a:

SOUTHERN CALIFORNIA GAS COMPANY CARE PROGRAM

M.L. GT19A1, PO Box 515005, Los Angeles  CA 90099-9316         Southern California Gas Company – Source Code   9    2

SOLICITUD CARE PARA UN 
20% DE DESCUENTO
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Form 6491-D EN (06/12) 
20% DISCOUNT   

CARE APPLICATION  
 

The Gas Company’s California Alternate Rates for Energy (CARE) program provides a 20% discount on the monthly 
gas bill for eligible households.  Those who qualify and are approved within 90 days of starting new gas service will 
also receive a $15 discount on the Service Establishment Charge. The discount will be applied once your completed 
and signed application is approved by The Gas CompanySM. 

Please complete and return the application or apply online at socalgas.com (Search “CARE”) 

HOW TO QUALIFY FOR THE CARE DISCOUNT: 
 
 
 
 
   OR 
 
 

 
 
 
 
 
 
 

PUBLIC ASSISTANCE PROGRAMS: 

If you or someone in your household 
participates in any of these programs: 

 
Medicaid or Medi-Cal 
Healthy Families A&B 

Women, Infants, & Children (WIC) 
CalWORKs (TANF) or Tribal TANF 

Head Start Income Eligible - Tribal Only 
Bureau of Indian Affairs General Assistance 

CalFresh / SNAP (Food Stamps) 
National School Lunch Program (NSLP) 

Low Income Home Energy Assistance Program 
Supplemental Security Income (SSI) 

MAXIMUM HOUSEHOLD INCOME*:  
(effective June 1, 2012 to May 31, 2013) 

*current household income from all sources before deductions 
Number of Persons in 

Household Total Annual Income 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Each Additional Person +$7,920 

CONDITIONS FOR PARTICIPATION 
The gas bill must be in your name and the address must be your primary address. / You must not be claimed as a dependent 
on another person’s income tax return other than your spouse. / You must recertify your application when requested.  / You 
must notify The Gas Company within 30 days if you no longer qualify. / You may be asked to verify your eligibility for CARE. 

 
OTHER PROGRAMS AND SERVICES YOU MAY QUALIFY FOR:

Energy Savings Assistance Program: Offers no-cost energy-saving home improvements such as ceiling 
insulation, door weather-stripping, caulking and minor home repairs to eligible low-income home-owners 
and renters. For more information, please call 1-800-331-7593. 
Medical Baseline: Provides additional allowance of gas at a lower rate to customers with certain medical conditions.   
For more information, call 1-800-427-2200. 
LIHEAP: Low Income Home Energy Assistance Program provides bill payment assistance, emergency bill assistance and 
weatherization services. Call the California Dept. of Community Services and Development at 1-866-675-6623. 
California Lifeline:  A discounted telephone access for customers meeting similar income guidelines to CARE.  
For more information, contact your local telephone service provider. 

FOR MORE INFORMATION ON CUSTOMER ASSISTANCE: 
  English: 1-800-427-2200 Mandarin: 1-800-427-1429 Spanish: 1-800-342-4545 

Korean: 1-800-427-0471  Cantonese: 1-800-427-1420 Vietnamese: 1-800-427-0478 
Hearing Impaired (TDD/TTY): 1-800-252-0259 (available in English and Spanish only) 

 
 
 
 

 
 
 
 

 
   

http://www.socalgas.com/assistance


 

Form 6491-D EN (06/12) 
 

         THE GAS COMPANY 
CARE PROGRAM, ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

CARE 20% Rate Discount Application 
Please use DARK ink and print clearly to ensure proper processing 

Correct way to mark circles:  

 

1 

Customer Name  
(as it appears on your bill):  

Home Address  
(street, city, zip):   

Account Number:      

Phone Number:  ( ) -  

E-mail:                               

 
I no longer qualify or wish to participate in CARE. Please remove my account from the CARE program. 

 If you filled in this circle, please go directly to #3, sign at the bottom, and mail this form in the postage 
paid envelope provided within 90 days.

2  
Total # of adults and 

children in your 
household: 

 1         2         3         4         5         6         If more than 6:  

Are you (or someone in your household) enrolled in any of the following assistance programs? 
 

   YES (If yes, mark the program(s) of participation)▼ 

 Medi-Cal / Medicaid: Under Age 65 
 Medi-Cal / Medicaid: 65 or older 
 Healthy Families Categories A & B 
 Women, Infants, and Children Program (WIC) 
 CalWORKs (TANF) or Tribal TANF 
 CalFresh / SNAP (Food Stamps) 

 Low Income Home Energy Assistance Program 
(LIHEAP) 

 Supplemental Security Income (SSI) 
 National School Lunch Program (NSLP) 
 Bureau of Indian Affairs General Assistance (BIA GA) 
 Head Start Income Eligible - Tribal Only 

   NO  
 

What is your yearly household income (before deductions, including all members of the household)? ▼ 
  

 $0 - $22,340      $22,341 - $30,260      $30,261 - $38,180      $38,181 - $46,100      $46,101 - $54,020 
 

Ο  If more than $54,020, enter amount here: $ , .00 per year  
 

Please mark your sources of income: ▼ 

 Social Security 
 SSP or SSDI 
 Pensions 
 Interest or Dividends from: 

Savings, Stocks, Bonds, or 
Retirement Accounts 

 Wages and/or Profit from 
Self Employment  

 Unemployment Benefits
 Insurance or Legal 

Settlements
 Disability or Workers 

Compensation Payments 

 Spousal or Child Support 
 Scholarships, grants, or 

other aid used for living 
expenses 

 Rental or Royalty Income 
 Cash or Other Income 

3 
Do you agree to the following? Please read and sign below. 
I state that the information I have provided in this application is true and correct. I agree to provide proof of CARE eligibility if asked. I agree 
to inform The Gas Company if I no longer qualify to receive the discount. I understand that if I receive the discount without qualifying for it, I 
may be required to pay back the discount I received. I understand that The Gas Company can share my information with other utilities or 
agents to enroll me in their assistance programs. 
 

Signature:  X                                                                      Date:  /  /  

 
  



Form 6491-D SP (06/12) 

FORMULARIO DE SOLICITUD 
PARA EL DESCUENTO CARE 

DEL 20%  
EL PROGRAMA DE TARIFAS ALTERNAS PARA ENERGÍA EN CALIFORNIA 

El programa de Tarifas Alternas para Energía en California (CARE) de The Gas Company ofrece un descuento del 20% en la 
factura mensual de gas a los hogares que reúnen los requisitos. Aquellos que califiquen y sean aprobados en un término de 
90 días a partir del inicio de su nuevo servicio de gas también recibirán un descuento de $15 en el Cargo de Conexión de 
Servicio (Service Establishment Charge). El descuento se aplicará una vez que el formulario de solicitud debidamente llenado 
y firmado haya sido aprobado por The Gas CompanySM. 

Sírvase llenar el formulario de solicitud y regresarlo, o presentarlo en línea en www.socalgas.com/sp/asistencia 
CÓMO CALIFICAR PARA EL DESCUENTO CARE:  

 

 

 
o 

 

 

 

 

 
 
 
 

CONDICIONES PARA PARTICIPAR 
La factura de gas debe estar a su nombre y la dirección debe ser su domicilio principal. / No debe aparecer como dependiente 
en la declaración de impuestos de otra persona que no sea su cónyuge. / Debe recertificar su solicitud cuando se le solicite. / 
Debe notificar a The Gas Company en un término de 30 días si deja de calificar. / Tal vez se le pida comprobar que reúne los 
requisitos para CARE.  
  

 
OTROS PROGRAMAS Y SERVICIOS PARA LOS QUE TAL VEZ CALIFIQUE: 

Energy Savings Assistance Program: un programa de eficiencia energética para clientes de bajos 
recursos, ofrece mejoras gratuitas que ahorran energía en el hogar, tales como aislamiento de 
techo, colocación de burletes para puertas, enmasillado y reparaciones menores a la casa.  
Para más información, llame al 1-800-331-7593. 
Asignación Médica Inicial (Medical Baseline): Provee asignación adicional de gas a una tarifa menor a los clientes con 
ciertas afecciones. Para más información, llame al 1-800-342-4545.  
LIHEAP: El Programa de Ayuda Energética para Hogares de Bajos Recursos ofrece asistencia para el pago de facturas, 
asistencia de emergencia para el pago de facturas y protección de la casa contra los agentes atmosféricos. Llame al 
Departamento de Servicios a la Comunidad al 1-866-675-6623. 
California Lifeline: Acceso telefónico a precios de descuento para los clientes que reúnan requisitos de ingreso similares a los 
del programa CARE. Para más información, llame al proveedor de servicio telefónico de su localidad. 
 

PARA MÁS INFORMACIÓN ACERCA DE ASISTENCIA AL CLIENTE: 

PROGRAMAS DE ASISTENCIA PÚBLICA: 

Si usted o alguien que vive en su hogar participa en 
cualquiera de estos programas:  

 

Medicaid / Medi-Cal 
Healthy Families Categorías A & B 

Programa para Mujeres, Infantes, y Niños (WIC) 
CalWORKs (TANF) o TANF Tribal 

CalFresh / SNAP (Estampillas para Comida) 
Programa de Asistencia con la Energía Doméstica para 

Hogares de Bajos Ingresos (LIHEAP) 
Ingreso Suplementario del Seguro Social (SSI) 

National School Lunch Program  (NSLP) 
Agencia de Asuntos Indios, Asistencia General (BIA GA) 

Asistencia General Elegible para Ingreso de Ventaja 
Inicial - solamente tribal 

INGRESO MÁXIMO EN EL HOGAR:  
 (en vigor del 1 de junio de 2012 al 31 de mayo de 2013) 
*ingreso actual en el hogar de todas las fuentes antes de 

deducciones 

Número de personas 
en el hogar 

Ingreso total 
anual 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Cada personal adicional +$7,920 

Inglés:     1-800-427-2200  Mandarín: 1-800-427-1429      Español:     1-800-342-4545 
Coreano: 1-800-427-0471 Cantonés: 1-800-427-1420  Vietnamita: 1-800-427-0478 
Para clientes con limitaciones auditivas (TDD/TTY): 1-800-252-0259 (disponible en inglés y español únicamente) 

 
 

 

http://www.socalgas.com/sp/asistencia


   Form 6491-D SP (06/12) 

 

 
       THE GAS COMPANY 

CARE PROGRAM, ML GT19A1 
PO BOX 3249 

                                 LOS ANGELES, CA 90051-1249 

Formulario de solicitud para la tarifa CARE  
del 20% de descuento 

Por favor use tinta OSCURA y escriba claramente con letra de molde para asegurar el procesamiento apropiado 
Forma correcta de marcar los círculos:   

1 

Nombre del cliente  
(tal como aparece en su factura):  

Domicilio:   

Número de cuenta:      

Teléfono:  ( ) -  

Correo electrónico:  

Ο 
Ya no califico o no deseo participar en CARE. Sírvanse retirar mi cuenta del programa CARE.  

Si rellenó este círculo, por favor vaya directamente al número 3, firme en la parte de abajo, y envíe este 
formulario en el sobre con porte pagado provisto en un término de 90 días.

2 
 

Número total de 
adultos y niños que 

viven en su hogar: 
  Ο 1          Ο 2          Ο 3          Ο 4          Ο 5          Ο 6          Ο si más de 6:  

¿Está usted (o alguien que vive en su hogar) inscrito en alguno de los siguientes programas de 
asistencia? 

  Sí (Si su respuesta es afirmativa, marque el(los) programa(s) de participación) ▼ 

 Medi-Cal / Medicaid: menor de 65 años  
 Medi-Cal / Medicaid: 65 años o más  
 Healthy Families Categorías A & B 
 Programa para Mujeres, Infantes, y Niños (WIC)  
 CalWORKs (TANF) o TANF Tribal  
 CalFresh / SNAP (Estampillas para Comida) 

Programa de Asistencia con la Energía Doméstica para 
Hogares de Bajos Ingresos (LIHEAP)  

 Ingreso Suplementario del Seguro Social (SSI) 
 National School Lunch Program (NSLP) 
 Agencia de Asuntos Indios, Asistencia General (BIA GA) 
 Asistencia General Elegible para Ingreso de Ventaja Inicial - 

solamente tribal  

   No  

¿Cuál es el ingreso anual de su hogar (antes de deducciones, incluyendo a todos los miembros 
del hogar)? ▼ 

  

Ο $0 - $22,340     Ο  $22,341 - $30,260     Ο  $30,261 - $38,180     Ο  $38,181 - $46,100     Ο  $46,101 - $54,020 
 

Ο  Si es más de $54,020, escriba el monto aquí : $ , .00  al año    
 

Por favor marque sus fuentes de ingreso: ▼ 

 Seguro Social  
 SSP o SSDI 
 Pensiones 
 Intereses o dividendos de:  

cuentas de ahorro, acciones, 
bonos, o cuentas para el retiro 

 Salarios y/o ingresos de autoempleo 
 Beneficios de desempleo 
 Pagos de pólizas de seguro o 

convenios judiciales 
 Pagos por incapacidad o 

Indemnización para los trabajadores 

 Pensión conyugal o alimenticia 
 Becas, subvenciones u otra ayuda 

usada para sufragar el costo de la 
vida 

 Ingresos por alquiler o regalías 
 Dinero en efectivo y/u otros 

ingresos 

3 
¿Acepta usted lo siguiente?  Por favor lea y firme abajo. 
Declaro que la información que proporcioné en este formulario de solicitud es verdadera y correcta. Convengo en proporcionar 
comprobantes de elegibilidad para CARE si se me solicita. Convengo en informar a The Gas Company si dejo de calificar para recibir el 
descuento. Entiendo que, si recibo el descuento sin tener derecho al mismo, se me puede exigir la devolución del descuento recibido. 
Entiendo que The Gas Company puede compartir mis datos con otras empresas de servicios públicos o agentes para inscribirme en sus 
programas de asistencia. 
 

Firma:  X                                                                   Fecha :  /  /  

 
 



       Form 6491-D CH (06/12) 

20% CARE  
折扣申請表 

加州能源優惠計劃申請 
The Gas Company 的加州能源優惠 (CARE) 計劃向符合特定資格的家庭提供 20％ 的瓦斯（煤氣）費折扣。 如果

您在新開瓦斯服務的 90 天之內申請並通過審核，還可獲得 $15 的開戶手續費優惠。在 The Gas CompanySM 核
准您填寫並簽名的申請表後，您即可享受折扣。  

符合 CARE 折扣的這些種資格： 
 
 
 
 
 

或者 
 
 
 
 

 
 
 
 
 

政府協助計劃: 

如果您或您的家人從下列任一計劃中受益： 

Medicaid / Medi-Cal (加州醫療輔助計劃)、 
Healthy Families A&B (健康家庭低費兒童醫療健保計劃

類別 A 及 B)、Women, Infants  & Children (WIC, 婦
女、嬰兒和兒童營養輔助計劃)、CalWORKs (TANF)、
部落 TANF、Head Start Income Eligible (學前教育班補

助金計劃, 僅限於部落)、Bureau of Indian Affairs 
General Assistance (印第安事務局一般協助計劃)、 
CalFresh / SNAP (食物券)、National School Lunch 

Program (NSLP, 全國學童免費午餐計劃)、Low Income 
Home Energy Assistance Program (LIHEAP, 低收入家

庭能源協助計劃)、Supplemental Security Income (SSI, 
社會安全輔助金) 

家庭收入最高限額*： 
（有效期 2012 年 6 月 1 日至 2013 年 5 月 31 日） 

*包括所有來源的家庭現有稅前收入 

家庭成員人數 年收入總額 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

多一位家庭成員 +$7,920 

 
參加條件 

 

瓦斯帳單必須在您的名下並且地址必須為您的主要住宅。/ 除您配偶外，您不能是其他人報稅單上的被撫養人。/ 
您必須在被要求時，重新認證您還符合 CARE 資格。/ 如果您已經不再符合該資格，您必須在 30 天內通知 The 
Gas Company。/ 您有可能被要求提供符合 CARE 資格的證明文件。 

您可能符合條件的優惠計劃和服務： 

Energy Savings Assistance Program: 一項低收入能源效率計劃，提供免費的節能住宅

改進，如屋頂絕緣隔熱、房門天氣封條、堵縫和次要的房屋維修。  

更多訊息，請致電 1-800-427-1429（國語）/ 1-800-427-1420（粵語）。 

Medical Baseline（醫療基綫計劃）:一定醫療狀況的客戶，較多的瓦斯使用額度，只需付較低的費率。若需更多

訊息請致電 1-800-427-1429（國語）/ 1-800-427-1420（粵語）。 

LIHEAP（低收入家庭能源協助計劃）：提供帳單付費協助,緊急帳單協助和增强禦寒性能服務。請致電 California 
Dept. of Community Services and Development（加州社區服務與發展部）1-866-675-6623。 

California Lifeline（加州普濟電話服務計劃）：提供電話費優惠給類似 CARE 收入標準的低收入消費者。若需更

多訊息，請聯繫您的電話服務公司。  
 

若需更多資訊，請致電我們的客戶服務： 
        英語：1-800-427-2200      國語：1-800-427-1429      西班牙語：1-800-342-4545 
        韓語：1-800-427-0471      粵語：1-800-427-1420     越南語：1-800-427-0478 

聽覺障礙專綫 (TDD/TTY): 1-800-252-0259 （僅提供英語和西班牙語服務） 
 



   Form 6491-D CH (06/12) 

 

 

         THE GAS COMPANY 
CARE 20% 費率折扣申請表 

請用深色筆以正楷填寫清晰以確保適當受理 
正確凃圈方法：

CARE PROGRAM, ML GT19A1 
PO BOX 3249 

                                 LOS ANGELES, CA 90051-1249 

1 
 

客戶姓名：  

地址：  

帳戶號碼：      

聯絡電話：  ( ) -  

電郵地址：  

 
我不再符合或不願再參加計劃。請把我的賬戶從計劃中取消。 
如果您將這個圓圈塗黑(●)，請直接填写第 3 部分，在文件下方簽字，將此表格放在所提供的郵資已付的信封
中，在 90 天內寄回。 

2 

 您家庭中的總人數：  1            2            3            4            5            6            如果超過 6:  

您（或您的家人）是否有人參加了以下協助計劃？ 
 

   是（請把您或您家人所接受福利的計劃前塗黑) ▼ 

 加州醫療輔助計劃: 低于 65 歲       
 加州醫療輔助計劃: 65 歲或更大年齡  
 健康家庭低費兒童醫療健保計劃類別 A 及 B 
 WIC - 婦女，嬰兒和兒童營養輔助計劃 
 CalWORKs (TANF) 或 部落 TANF 
 CalFresh / SNAP (食物券) 

 LIHEAP 低收入家庭能源協助計劃 
 社會安全輔助金 (SSI) 
 全國學童午餐計劃 (NSLP) 
 印第安事務局一般援助 
 學前教育班補助金計劃（僅限於部落） 

    否 
 

請按照您的家庭年收入（税前收入，包括所有家庭成員），把適當項目前的圓圈塗黑：▼ 
  

 $0 - $22,340       $22,341 - $30,260       $30,261 - $38,180       $38,181 - $46,100      $46,101 - $54,020 
 

  如果多于 $54,020，請在此處填寫金額：$ , .00 每年 
 

請把您家庭收入所有來源前面的圓圈塗黑：▼  

 社會安全福利金 Social Security  
 社會安全輔助金 SSP, SSDI 
 退休金 
 從以下項目獲取的利息或紅利:儲蓄賬戶, 股

票, 債券, 或退休賬戶 

 工資或薪金 
 失業救濟金 
 保險或法律賠償 
 殘疾津貼或勞工補償 

 配偶或子女支付的贍養費 
 獎學金, 助學金, 或其它用于支付生

活費用的助學津貼 
 租金或權利金收入 
 現金或其它收入 

3 
您同意以下聲明嗎？請您閱讀並簽字。 
我願意證明上述申請資料正確屬實。若需要我也同意提供文件證明符合 CARE 的資格。我同意若我不再符合條件

時，即通知 The Gas Company。我暸解若不合格接受折扣，我可能須退還我之前所接受的折扣。我瞭解 The 
Gas Company 可將有關我的資料提供給其它的公用事業公司和組織團體以協助我加入他們的協助計劃。 
 

簽名：X                                                                    日期：  /  /  

 

   



         Form 6491-D KO (06/12)    

20% CARE 할인 
신청서  

캘리포니아 에너지 대체 요금 신청서 

The Gas Company 의 캘리포니아 에너지 대체 요금(CARE) 프로그램은 적격 가구의 월별 가스 요금에 대해 20% 
할인을 제공합니다. 자격을 갖추고 또한 가스 서비스를 새로 시작한 후 90 일 내에 승인을 받은 사람은 가스 
개설료에 대해 $15 할인을 받습니다. 귀하의 작성되고 서명된 신청서를 The Gas CompanySM에서 승인하면 
할인이 적용될 것입니다. 

CARE 할인 수혜 자격을 충족시키는 가지 방법이 있습니다: 
 

최대 가구 소득*: 
(2012. 6. 1 부터 2013. 5. 31 까지 유효) 

*세액 공제전 가구의 현재 총소득 

가구의 식구 수 총 연간 소득 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

각 추가 사용자 +$7,920 

공공 지원 프로그램: 

귀하나 가족일원이  다음 프로그램으로부터 혜택을 
받는 경우: 

메디케이드 (Medicaid / Medi-Cal), 
건강한 가족 유형 A 및 B (Healthy Families A&B), 

여성, 유아 및 어린이 (WIC), 
CalWORKs (TANF), 또는 부족 TANF, 

헤드 스타트 소득 자격 (Head Start - Income Eligible) 
(인디언 부족만 해당), 인디언 업무 일반 보조국(Bureau 

of Indian Affairs General Assistance), 
CalFresh / SNAP (푸드 스탬프), 

학교 점심 프로그램 (National School Lunch Program), 
저소득 주택 에너지 지원 프로그램 (LIHEAP), 

추가 사회보장 수입 (SSI) 

 
 
 
 
 

또는 
 
 
 
 
 

 

 

 

참여 조건 
가스 청구서는 귀하의 이름으로 되어 있어야 하며 주소는 귀하의 집 주소이어야 합니다. / 배우자 이외에 다른 
사람이 소득세 보고서에서 귀하를 부양가족으로 청구하지 않아야 합니다. / 요청할 경우 CARE 수혜 자격을 
재증명해야 합니다. / 더 이상 수혜 자격이 없는 경우 30 일 이내에 The Gas Company 에 통보해야 합니다. / 
CARE 에 대한 수혜자격을 입증하도록 요청 받을 수 있습니다. 

수혜 대상이 가능한 기타 프로그램과 서비스: 

Energy Savings Assistance Program – 천장 단열, 문 통풍 마개 처리, 코킹 및 경미한 주택 
수리와 같은 에너지 절약 주택 개량공사를 무료로 제공합니다.  
자세한 내용은 1-800-427-0471 번으로 문의하십시오. 

Medical Baseline (의료 저율요금) –  특정한 의학적 상태에 처한  고객들에게 저렴한 요금으로 추가 할당량의 가스를 
제공합니다.  자세한 내용은 1-800-427-0471 번으로 문의하십시오. 

LIHEAP – 저소득자 주택 에너지 지원 프로그램인 LIHEAP 는 청구금액 지원, 긴급 요금 지원 및 내후 단열 서비스를 
제공합니다. 1-866-675-6623 번의 캘리포니아 지역사회 서비스 개발부로 문의하십시오. 

California Lifeline (캘리포니아 라이프라인) –  CARE 와 유사한 소득 기준을 충족시키는 고객들을 위한 할인 전화 이용. 
자세한 내용은 현지의 전화회사에 문의하십시오. 

고객 지원에 대한 추가 사항은 다음 번호로 문의하십시오: 
 영어:  1-800-427-2200 북경어:  1-800-427-1429 스페인어:  1-800-342-4545 
              한국어:  1-800-427-0471 광동어:  1-800-427-1420    월남어:   1-800-427-0478 

청각 장애자(TDD/TTY): 1-800-252-0259 (영어와 스페인어로 만 유효함) 
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THE GAS COMPANY 

CARE PROGRAM ML GT19A1 
PO BOX 3249 

                                                                  LOS ANGELES, CA 90051-1249 

CARE 20% 요금 할인 신청서 
정확히 처리되도록 하기 위해 진한 펜을 사용하여 분명히 인쇄체로 기입 

동그라미에 바르게 표시하는 방법:   

 

1 

고객 이름: 

주소:  

구좌 번호:      

주택 전화번호:  ( ) -  

이메일 주소:  

 
본인은 더 이상 자격이 없거나 CARE 에 참여하기를 원치 않습니다. 본인의 구좌를 CARE 프로그램에서 삭제하십시오.   
이 동그라미(●) 안을 채운 경우, 직접 3 번으로 가서 하단에 서명하여 이 양식을 제공된 우송료 선불 봉투에 넣어 
90 일 내에 우송하십시오. 

2 

 귀 가구의 총 식구 수:  1         2         3         4         5         6         만약 6 개 이상:  

귀하 (또는 식구 중 누군가)는 다음 보조 프로그램에 등록되었습니까? 
 

   예 (예인 경우 참여 프로그램에 질문으로 가십시오.)▼ 

 Medi-Cal / 메디케이드(Medicaid): 65 세 미만 
 Medi-Cal / 메디케이드(Medicaid): 65 세 이상 
 가정 건강 유형 (Healthy Families Categories) A & B 
 여성, 유아 및 어린이 프로그램(WIC) 
 CalWORKs (TANF) 또는 인디언 부족 TANF  
 CalFresh / SNAP (푸드 스탬) 

 저소득자 주택 에너지 지원 프로그램인 (LIHEAP) 
 보조 사회보장 수입 (SSI) 
 학교 점심 프로그램(National School Lunch Program) 
 인디언 업무 일반 보조국(Bureau of Indian Affairs 

General Assistance) 
 헤드 스타트 소득 자격(Head Start Income Eligible) 

(인디언 부족만 해당) 

   아니오  
 

귀하의 연간 소득은 얼마입니까 (공제전, 모든 가족의 소득 포함)?  
Ο $0 - $22,340     Ο  $22,341 - $30,260     Ο  $30,261 - $38,180     Ο  $38,181 - $46,100     Ο  $46,101 - $54,020 
 

Ο  $54,020 을 초과하는 경우, 여기에 금액을 기입하십시오: 연간$ , .00  
 

귀하의 소득원에 표시하십시오:  ▼ 

 사회보장금 
 SSP 또는  SSDI 
 연금 
 저축, 주식, 채권, 또는 은퇴 구좌로 

부터의 이자 또는 배당금 

  임금 그리고/또는 자영업 수익  
  실업 혜택 
  보험금 또는 법적 타협금 
  장애 또는 산재 보상금 

 배우자 또는 자녀 부양비 
 장학금, 수여금, 또는  기타 생활  

보조금   
 임대료나 로열티 소득 
 현금 또는 기타 소득 

3 
다음 사항에 동의하십니까?  아래 사항을 읽고 서명하십시오. 
본 신청서에서 제시한 정보가 정확한 사실임을 진술합니다. 본인은 요청 받을 경우 CARE 수혜 자격 증거자료를 제출하기로 동의하였습니다. 
본인이 할인을 받을 자격이 더 이상 없게 될 경우 The Gas Company 에 통보함에 동의합니다. 자격이 없으면서 할인을 받은 경우 받은 
할인액을 환불해야 할 수 있다는 것을 본인은 이해합니다. The Gas Company 에서 다른 유틸리티 회사나 에이전트의 지원 프로그램에 
등록하기 위해 본인의 정보를 그들과 공유할 수 있다는 것을 본인은 이해합니다. 
 

서명:  X                                                                        날짜:  /  /  
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ĐƠN XIN GIẢM GIÁ CARE 20%   
 

 

ĐƠN XIN HƯỞNG MỨC GIÁ NĂNG LƯỢNG THAY THẾ CỦA CALIFORNIA 
Chương Trình Mức Giá Năng Lượng Thay Thế California (California Alternate Rates for Energy hay CARE) của The Gas 
Company giảm giá 20% trên biên nhận gas hàng tháng cho các gia đình hội đủ điều kiện. Những người nào hội đủ điều kiện 
và được chấp thuận trong vòng 90 ngày kể từ khi bắt đầu dịch vụ gas mới cũng sẽ được giảm giá $15 trên Chi Phí Nhận 
Dịch Vụ (Service Establishment Charge). Sẽ áp dụng giảm giá khi đơn xin đã điền đầy đủ và ký tên của quý vị được The 
Gas CompanySM chấp thuận. 

CÁCH HỘI ĐỦ ĐIỀU KIỆN ĐƯỢC GIẢM GIÁ THEO CHƯƠNG TRÌNH CARE: 
 

 
 
 
 
 
HOẶC 
 
 
 

 
 
 

 
 
 
 
 
 

ĐIỀU KIỆN ĐỂ THAM GIA 
Quý vị phải là người đứng tên trong biên nhận gas và địa chỉ phải là địa chỉ chính của quý vị. / Quý vị không được là người 
tùy thuộc trong hồ sơ khai thuế của người khác ngoại trừ người phối ngẫu của mình. / Quý vị phải tái xác nhận sự hội đủ 
điều kiện của mình theo chương trình CARE khi được yêu cầu / Quý vị phải thông báo The Gas Company trong vòng 30 
ngày nếu không còn hội đủ điều kiện nữa. / Quý vị có thể bị kiểm tra tình trạng hội đủ điều kiện của mình cho chương trình 
CARE. 

CÁC CHƯƠNG TRÌNH VÀ DỊCH VỤ KHÁC MÀ QUÝ VỊ CÓ THỂ HỘI ĐỦ ĐIỀU KIỆN: 
Energy Savings Assistance Program - là chương trình tiết kiệm hiệu quả năng lượng cho người có lợi tức 
thấp giúp sửa chữa miễn phí trong nhà để tiết kiệm năng lượng như gắn cách nhiệt trần nhà, bịt khe cửa, trét 
chỗ hở và các sửa chữa nhỏ trong nhà. Để biết thêm thông tin, xin gọi 1-800-427-0478. 
Medical Baseline (Chương Trình Y Tế Cơ Bản) – Cung cấp thêm tiêu chuẩn gas được dùng ở mức giá 
thấp hơn cho các khách hàng đang có bệnh trạng nào đó. Để biết thêm thông tin, xin gọi 1-800-427-0478. 
LIHEAP - Low Income Home Energy Assistance Program (Chương Trình Trợ Giúp Năng Lượng Tại Gia cho Người Lợi Tức 
Thấp) giúp trả biên nhận, trợ giúp biên nhận khẩn cấp và các dịch vụ thích nghi với thời tiết. Xin gọi California Dept. of 
Community Services and Development (Sở Dịch Vụ Cộng Đồng và Phát Triển California) tại số   1-866-675-6623. 
California Lifeline - Giảm giá điện thoại cho các khách hàng hội đủ điều kiện theo hướng dẫn về lợi tức tương tự như 
chương trình CARE. Để biết thêm thông tin, xin liên lạc với nhà cung cấp dịch vụ điện thoại địa phương của quý vị. 
 

ĐỂ BIẾT THÊM THÔNG TIN VỀ TRỢ GIÚP KHÁCH HÀNG: 
Tiếng Anh:  1-800-427-2200     Quan Thoại:    1-800-427-1429     Tây Ban Nha:  1-800-342-4545 
Tiếng Hàn:  1-800-427-0471                    Quảng Đông:  1-800-427-1420              Tiếng Việt:       1-800-427-0478 

Số Máy dành cho Người Khiếm Thính (TDD/TTY): 1-800-252-0259 (chỉ có bằng tiếng Anh và Tây Ban Nha) 
 

   
 

LỢI TỨC TỐI ĐA CỦA HỘ GIA ĐÌNH*:  
(hiệu lực từ ngày 1 tháng Sáu, 2012 đến 31 tháng Năm, 2013) 

*tất cả các nguồn lợi tức hiện tại trước khi khấu trừ của gia 
đình 

Số Người trong Gia Đình Tổng Lợi Tức Hàng Năm 
1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Mỗi người bổ sung +$7,920 

CÁC CHƯƠNG TRÌNH TRỢ GIÚP CÔNG CỘNG: 

Nếu quý vị hay người nào khác trong gia đình nhận trợ 
cấp từ bất cứ chương trình nào sau đây: 
 

Medicaid, Medi-Cal, 
Gia đình Khỏe mạnh loại A&B, 

Chương trình Phụ nữ, Sơ sinh, & Trẻ em (WIC), 
CalWORKs (TANF), Bản địa TANF, 

Chương trình Mầm non cho người có Lợi tức Hợp lệ 
(Chỉ dành cho Bản địa), 

Bureau of Indian Affairs General Assistance, 
CalFresh / SNAP ( Trợ Cấp Phiếu Thực Phẩm), 

Chương trình Toàn quốc ăn Trưa tại Trường (NSLP), 
Chương trình Trợ giúp Năng lượng cho Gia đình có 

Lợi tức Thấp (LIHEAP), 
Trợ Giúp An sinh Xã hội (SSI) 
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THE GAS COMPANY 
CARE PROGRAM ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

  

1 

Tên Khách Hàng:  

Địa chỉ:   

Số Trương Mục:      

Điện Thoại Nhà #:  ()- 

E-mail:   

 
Tôi không còn hội đủ điều kiện hoặc không muốn tham gia vào chương trình nữa.  Xin rút trương mục của tôi ra 
khỏi chương trình. 
 Nếu quý vị bôi đen vào vòng tròn này, chuyển thẳng sang câu 3 (), ký tên ở dưới, và gởi mẫu đơn này trong phong bì 

đã trả trả buư phí đuợc cung cấp sẵn  trong vòng 90 ngày. 

2 
 

Tổng số người 
trong hộ gia đình 

của quý vị: 
  1         2         3         4         5         6         nếu có nhiều hơn 6:  

Quý vị (hoặc ai đó trong gia đình quý vị) có được hưởng bất cứ chương trình trợ giúp nào sau đây 
không? 
 

   CÓ (Nếu có, xin bôi đen vào vòng tròn của (các) chương trình được hưởng)▼ 
 Medi-Cal/Medicaid:  Dưới 65 tuổi 
 Medi-Cal/Medicaid: 65 tuổi hoặc hơn 
 Gia Đình Khỏe Mạnh Loại A & B 
 Chương Trình Phụ Nữ Sơ Sinh và Trẻ Em (WIC) 
 CalWORKs (TANF) hoặc TANF Bản  Địa  
 CalFresh / SNAP ( Trợ Cấp Phiếu Thực Phẩm) 

 Trơ Giúp Năng Lượng Tại Gia Cho Người Lợi Tức 
Thấp (LIHEAP) 

 Trợ Cấp An Sinh (SSI) 
 Chương Trình Toàn Quốc Ăn Trưa Tại Trường (NSLP) 
 Bureau of Indian Affairs General Assistance  
 Đủ điều kiện lợi tức cho Head Start  (Bản Địa mà thôi) 

   KHÔNG 
 

Mức lợi tức hàng năm của gia đình quý vị là bao nhiêu (lợi tức trước khi khấu trừ, bao gồm tất 
cả mọi người trong gia đình)? ▼   

 $0 - $22,340      $22,341 - $30,260      $30,261 - $38,180      $38,181 - $46,100      $46,101 - $54,020 
 

 Nếu nhiều hơn $54,020, xin điền tổng số vào đây $ ,.00  mỗi năm 
 

Xin bôi đen vào vòng tròn của các nguồn lợi tức của quý vị: ▼ 

 An sinh Xã hội 
 SSP, SSDI 
 Hưu bổng 
 Tiền Lời hay Cổ tức từ:  

Trương mục Tiết kiệm, Cổ 
Phiếu, Trái Phiếu, hay 
Trương mục Hưu trí  

 Lương và/hoặc Lợi tức Viêc Làm 
Tự do   

 Trợ cấp Thất nghiệp   
 Bồi thường Bảo hiểm hoặc Thỏa 

Hiêp Pháp Định   
 Lãnh tiền Bệnh hoặc Bồi thường 

Thương tích tại Sở làm 

 Cấp dưỡng nuôi Con hoặc Phối ngẫu  
 Học bổng, tài trợ giáo dục hay trợ 

giúp khác dùng để trang  trải chi phí 
sinh sống 

 Lợi tức cho Thuê hoặc Tiền Bản 
quyền 

 Lợi tức Tiền mặt hoặc Lợi tức Khác 

3 
Quý vị có đồng ý với điều sau đây không?  Xin đọc và ký bên dưới. 
Tôi xin khai rõ rằng thông tin mà tôi đã cung cấp trong đơn này là sự thật và chính xác. Tôi đồng ý sẽ cung cấp bằng cớ về việc hội 
đủ điều kiện theo chương trình CARE khi được yêu cầu. Tôi đồng ý báo cho The Gas Company biết nếu tôi không còn hội đủ điều 
kiện để nhận giảm giá nữa. Tôi hiểu rằng nếu tôi được giảm giá khi không hội đủ điều kiện, tôi có thể được yêu cầu phải trả lại 
khoản giảm giá đã nhận. Tôi hiểu rằng The Gas Company có thể chia sẻ thông tin của tôi với các hãng tiện ích khác hoặc các đại lý 
để ghi danh tôi vào các chương trình trợ giúp của họ 

Chữ ký:  X                                                                            Ngày:  /  /  
 

Đơn Xin Giảm Giá 20% Theo Chương Trình CARE 
Xin dùng mực đậm và viết bằng chữ in để đảm bảo xét duyệt chính xác 

Bôi đen đúng cách:  
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   طلب تخفيض

20%  
 

  
  من شرآة CARE  ,(California Alternate Rates for Energy(يوفر برنامج الأسعار البديلة للطاقة بولاية آاليفورنيا 

 The Gas Company  ين والذين تمت الموافقة عليهم % على فاتورة الغاز الشهرية للعائلات المؤهلة. آما سيتلقى أولئك المؤهل20تخفيضاً مقداره
 سيتم البدء في تطبيق التخفيض بعد أن توافق دولاراً من تكلفة تأسيس الخدمة.  15يوماً من بدء خدمة غاز جديدة تخفيضاً قدره  90خلال 

 The Gas CompanySM .على طلبك الموقع  
 )”CARE“(ابحث عن  socalgas.comوقع من خلال المأو التقدم بطلب على الإنترنت الطلب وإعادته  استيفاءيرجى 

  
  CAREآيف تتأهل للحصول على تخفيض 

 
 
 
 
 أو

 
 

 
 
 
 
 
 

 
 

 شروط الاشتراك
اتورة الغاز باسمك وأن يكون العنوان على الفاتورة هو عنوانك الرئيسي. / يجب ألا تكون مدرجا آشخص عالة على غيرك على استمارة يجب أن تكون ف

خلال  The Gas Companyالضريبة باستثناء زوجك أو زوجتك. / يجب أن تصحح المعلومات على طلب التخفيض عندما يُطلب منك ذلك. / عليك إبلاغ 
  .CAREا فقدت تأهلك لهذا البرنامج. / قد يُطلب منك إثبات تأهلك للمشارآة في برنامج يوما إذ 30

 
  قد تتأهل لبرامج أو خدمات أخرى:

Energy Savings Assistance Programيقدم تحسينات منزلية مجانية لتوفير الطاقة مثل عزل السقف :، 
لمالكي المنازل الصغيرة لأبواب والنوافذ، والترميمات المنزلية ل الخاصة بمقاومة العوامل الجويةوالمعاجين والأشرطة 

 .1-800-331-7593بالرقم والمستأجرين المؤهلين ذوي الدخل المحدود. لمزيد من المعلومات، يرجى الاتصال 
Medical Baseline – اتصل بالرقم  ،المعلومات يوفر حصة إضافية من الغاز بسعر أرخص للعملاء ذو الاحتياجات الطبية الخاصة. لمزيد من

2200-427-800-1.
LIHEAP – Low Income Home Energy Assistance Program ويقدم مساعدة في دفع الفاتورة  ومساعدة طارئة في دفع الفاتورة ،

-1رقم: على ال California Department of Community Services and Developmentوخدمات مقاومة العوامل الجوية. اتصل بـ 
866-675-6623 . 

California Lifeline  –  خدمة هاتفية مخفضة للعملاء الذين يحققون مستويات دخل مماثلة لـCARE لمزيد من المعلومات، اتصل بالشرآة المزودة .
 .للخدمات الهاتفية لمنطقتك

  :المشترك للمزيد من المعلومات حول مساعدة 

 1-888-427-1345 
 فقط)والأسبانية (باللغتين الإنجليزية  1-800-252-0259تتوفر المعلومات لمن يشكو من إعاقة سمعية بالرقم التالي: 

 
 

 
 
 

 برامج المساعدة الحكومية:

إذا آنت أنت أو أي من أفراد أسرتك تتلقون معونات من أي من 
  البرامج التالية:

 
Medicaid   أو  Medi-Cal  

 Healthy Families A&B 
Women, Infants, & Children (WIC) 
CalWORKs (TANF)  أو  Tribal TANF 

Head Start Income Eligible - Tribal Only 
Bureau of Indian Affairs General Assistance 

CalFresh / SNAP (Food Stamps) 
National School Lunch Program (NSLP) 

Low Income Home Energy Assistance Program  
Supplemental Security Income (SSI) 

 الحد الأعلى لدخل العائلة*:
 )2013مايو  31إلى  2012يونيو  1(ساري المفعول من 

       * دخل العائلة الجاري من جميع المصادر قبل الحسم
 الدخل السنوي الإجمالي  عدد أفراد العائلة

دولار أمريكي  22,340 1  
دولار أمريكي 30,260 2  
دولار أمريكي 38,180 3  
دولار أمريكي 46,100 4  
دولار أمريكي 54,020 5  
 61,940  دولار امريكي 6
 69,860  دولار امريكي 7
 77,780  دولار امريكي 8

+ لكل فرد اضافي في العائلة اضف  دولار امريكي   7,920 
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1
المشترك اسم   

:(آما يظهر على الفاتورة)   

 العنوان
:(اسم الشارع والمدينة والرمز البريدي)    

     رقم الحساب

)  رقم الهاتف ) - 

                               البريد الإلكتروني

 
 

 

ن البالغيالعائلة أفراد عدد2
 Ο 6+:          Ο 6         Ο 5         Ο 4         Ο 3         Ο 2         Ο 1 : في المنزل الساآنينوالأطفال 

  هل تشارك أنت (أو شخص آخر في عائلتك) في أي واحد من البرامج التالية؟
 

 ▼)ضع علامة أمام البرنامج أو البرامج التي تشارك فيها ،نعمب(إذا أجبت   نعم   

 Low Income Home Energy Assistance Program 
(LIHEAP) 

 Supplemental Security Income (SSI) 
 National School Lunch Program (NSLP) 
 Bureau of Indian Affairs General Assistance (BIA GA) 
  –Head Start Income Eligible قبلي فقط 

 Medi-Cal / Medicaid:   سنة 65أقل من 
  Medi-Cal / Medicaid: 65 سنة أو أآثر 
 Healthy Families Categories A & B 
 Women, Infants, and Children Program (WIC) 

CalWORKs (TANF) أو Tribal TANF 
 CalFresh / SNAP (Food Stamps) 

  لا    
 

 ▼بما فيه جميع أفراد العائلة)؟ ،دخل العائلة السنوي (قبل الخصومات ما هو
  

Ο0 – 22,340   دولارΟ22,341 –30,260   دولارΟ30,261– 38,180    دولارΟ38,181 – 46,100   دولارΟ46,101 – 54,020 دولار   

Ο في السنةدولار أمريكي              ,              .00دولار ضع الرقم هنا:  54,020عن  إذا زاد عن الدخل  

 ▼ خلك:الرجاء وضع علامة أمام مصدر أو مصادر د

 نفقة زوجية أو نفقة طفل 
منح أو منح مدرسية أو منح أخرى تُستعمل لنفقات  

 العيش
 إيجار أو علاوات 
 نقد أو مصدر دخل آخر  

 

المرتبات والأجور و/أو أرباح من عمل  
حر

تعويضات العاطلين عن العمل 
تسويات قانونية أو تأمين 
تعويضات عجز (إعاقة) أو تعويضات  

 العاملين

 Social Security 
  SSP  أو SSDI 
 معاش 
 فوائد أو أرباح من: 

حسابات ادخار أو أسهم أو 
 سندات أو حسابات تقاعد

 

3
 الرجاء القراءة والتوقيع أدناه. هل توافق على ما يلي؟

في حال طُلبَ مني. آما أوافق  CARE أصرح بأن المعلومات التي أوردتها في هذا الطلب هي صحيحة وحقيقية. وأوافق على تقديم إثبات على أهليتي لبرنامج
في حال لم أعد مؤهلاً لاستلام التخفيض. إنني أعرف أنه في حال استلامي التخفيض دون أن أآون مؤهلاً، فقد يُطلب  The Gas Companyعلى إبلاغ 

برامج  ي فيمات أو مكاتب أخرى لإدراجقد تقدم معلوماتي إلى شرآات خد The Gas Companyمني دفع التخفيضات التي استلمتها. آما أعرف بأن 
  المساعدة الخاصة بهم. 

     /  /: لتاريخ ا                                                                  X : التوقيع

  CARE % خاص ببرنامج20طلب تخفيض 
  دراسة الطلب بالشكل الصحيحيُرجى استخدام حبر غامق والكتابة بخط واضح حتى تتم 
    الطريقة الصحيحة لتعليم الدوائر:

�

Source Code: 9B 
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20% CARE  
¼ºÔâÆ ¸ÆØàôØ   

 

The Gas Company-Ç California Alternate Rates for Energy (CARE) (Î³ÉÇ ýáñÝÇ³ÛÇ ²ÛÉÁÝïñ³Ýù³ÛÇÝ ¶Ý»ñÁ 
¾Ý»ñ·Ç³ÛÇ Ñ³Ù³ñ) å³ÛÙ³ÝáõÝ³Ï ÁÝï³ÝÇùÝ»ñÇÝ Íñ³·ÇñÁ Ù³ï³Ï³ñ³ñáõÙ ¿ ³Ùë³Ï³Ý 20% ½»Õã ·³½Ç 
Ñ³ßíÇ Ñ³Ù³ñ£ Üñ³Ýù, áíù»ñ áñ³Ï³íáñí³Í »Ý ¢ í³í»ñ³óí³Íª ·³½Ç Ýáñ Í³é³ÛáõÃÛáõÝÁ ëÏë»Éáõó 90 ûñí³ 
ÁÝÃ³óùáõÙ, Ïëï³Ý³Ý Ý³¢ $15 ½»Õã Ì³é³ÛáõÃÛ³Ý Ð³ëï³ïÙ³Ý Ì³ËùÇ Ñ³Ù³ñ£ ¼»ÕãÁ ÏÏÇñ³éíÇ, »ñμ áñ 
Éñ³óÝ»ù ¢ ëïáñ³·ñí³Í ¹ÇÙáõÙÁ í³í»ñ³óíÇ The Gas CompanySM-Ç ÏáÕÙÇó£ 

ÊÝ¹ñíáõÙ ¿ Éñ³óÝ»É ¢ í»ñ³¹³ñÓÝ»É ¹ÇÙáõÙÁ Ï³Ù ¹ÇÙ»É ³éó³Ýóª socalgas.com (öÝïñ»ù §CARE¦) 

ÆÜâäºê ä²ÚØ²ÜàÆÜ²Î ¸²èÜ²È ¼ºÔâÆÜ. 
 
 
 
 

Î²Ø 
 

 
 
 
 
 
 
 

 
Ø²êÜ²ÎòàôÂÚ²Ü ä²ÚØ²ÜÜºð 

¶³½Ç Ñ³ßÇíÁ å»ïù ¿ Ò»ñ ³ÝáõÝáí ÉÇÝÇ ¢ Ñ³ëó»Ý å»ïù ¿ Ò»ñ ÑÇÙÝ³Ï³Ý Ñ³ëó»Ý ÉÇÝÇ£ / ¸áõù ã»ù Ï³ñáÕ Ï³ËÛ³É 
Ñ³Ù³ñí»É Ò»ñ ³ÙáõëÝáõó μ³óÇ áñ¢¿ Ù»ÏÇ »Ï³Ùï³Ñ³ñÏÇ Ñ³Ûï³ñ³ñ³·ñáõÙ£ / ¸áõù å»ïù ¿ ÏñÏÇÝ í³í»ñ³óÝ»ù Ò»ñ 

¹ÇÙáõÙÇ Ó¢Á, »ñμ áñ ËÝ¹ñíÇ£ / ¸áõù å»ïù ¿ Ñ³ÛïÝ»ù The Gas Company-ÇÝ 30 ûñí³ ÁÝÃ³óùáõÙ, »Ã» ³ÛÉ¢ë å³ÛÙ³ÝáõÝ³Ï 
ã»ù£ / Ò»½³ÝÇó Ï³ñáÕ ¿ ËÝ¹ñí»É ëïáõ·»É CARE-Ç Ò»ñ å³ÛÙ³ÝáõÝ³ÏáõÃÛáõÝÁ£ 

 
²ÚÈ Ìð²¶ðºð Î²Ø Ì²è²ÚàôÂÚàôÜÜºð, àðàÜò ¸àôø Î²ðàÔ ¾ àð²Î²ìàðì²Ì ÈÆÜºøª

Energy Savings Assistance Program - Ց³Íñ »Ï³Ùáõï áõÝ»óáÕ Çñ³í³ëáõ ï³Ýï»ñ»ñÇÝ ¢ 
í³ñÓ³Ï³ÉÝ»ñÇÝ ³Ýí×³ñ Ï³ñ·áí ³é³ç³ñÏáõÙ ¿ ï³Ý ¿Ý»ñ·³ËÝ³ÛáÕáõÃÛ³Ý ³ÛÝåÇëÇ 
μ³ñ»Ï³ñ·áõÙÝ»ñ, ÇÝãåÇëÇù »Ý ³é³ëï³ÕÇ Ù»Ïáõë³óáõÙÁ, ¹é³Ý »Õ³Ý³Ï³ÛÇÝ 
Ù»ñÏ³óáõÙÁ, ·³çáõÙÝ áõ Ù³Ýñ ïÝ³ÛÇÝ í»ñ³Ýáñá·áõÙÝ»ñ£ Èñ³óáõóÇã ï»Õ»ÏáõÃÛáõÝÝ»ñÇ 
Ñ³Ù³ñ ËÝ¹ñáõÙ »Ýù ½³Ý·³Ñ³ñ»É 1-800-331-7593£  

Medical Baseline - Ø³ï³Ï³ñ³ñáõÙ ¿ Éñ³óáõóÇã ·³½Ç ÃáõÛÉïíáõÃÛáõÝ ³í»ÉÇ ó³Íñ ·Ýáí áñáß³ÏÇ 
³éáÕç³Ï³Ý íÇ×³Ï áõÝ»óáÕ Ñ³×³Ëáñ¹Ý»ñÇÝ£ Èñ³óáõóÇã ï»Õ»ÏáõÃÛáõÝÝ»ñÇ Ñ³Ù³ñ ½³Ý·³Ñ³ñ»ù  
1-800-427-2200 Ñ»é³ËáëÇ Ñ³Ù³ñáí£ 
LIHEAP- Low Income Home Energy Assistance Program Ù³ï³Ï³ñ³ñáõÙ ¿ Ñ³ßÇíÝ»ñÇ í×³ñÙ³Ý 
û·ÝáõÃÛáõÝ, íÃ³ñÝ»ñÇ û·ÝáõÃÛáõÝ ¢ »Õ³Ý³ÏÇ Ñ»ï Ï³åí³Í Í³é³ÛáõÃÛáõÝÝ»ñ£ ¼³Ý·³Ñ³ñ»ù California 
Department of Community Services and Development1-866-675-6623 Ñ»é³ËáëÇ Ñ³Ù³ñáí£ 
California Lifeline  -  ¼»Õãáí Ñ»é³Ëáë³ÛÇÝ Ùáõïùª CARE-Ç ÝÙ³Ý »Ï³Ùï³ÛÇÝ óáõóÙáõÝùÝ»ñÇÝ 
áñ³Ï³íáñí³Í Ñ³×³Ëáñ¹Ý»ñÇ Ñ³Ù³ñ£ Èñ³óáõóÇã ï»Õ»ÏáõÃÛáõÝÝ»ñÇ Ñ³Ù³ñ ¹ÇÙ»ù Ó»ñ ï»Õ³Ï³Ý 
Ñ»é³Ëáë³ÛÇÝ Í³é³ÛáõÃÛáõÝÝ»ñÇ Ù³ï³Ï³ñ³ñáÕÇÝ£ 

Ð²Ö²Êàð¸ÜºðÆ OÄ²Ü¸²ÎàÆÂÚ²Ü Èð²òàÆòÆâ îºÔºÎàôÂÚàôÜÜºðÆ Ð²Ø²ðª 

1-888-427-1345 

ÈëáÕáõÃÛ³Ý ¹Åí³ñáõÃÛáõÝ áõÝ»óáÕÝ»ñ (TDD/TTY): 1-800-252-0259 (ÙÇ³ÛÝ ³Ý·É»ñ»Ý ¢ Çëå³Ý»ñ»Ý É»½áõÝ»ñáí) 
 

Ð²ê²ð²Î²Î²Ü ú¶ÜàôÂÚ²Ü Ìð²¶ðºðÀª 

ºÃ» ¹áõù Ï³Ù Ó»ñ ÁÝï³ÝÇùÇó áõñÇß ³Ý¹³Ù 
û·ïíáõÙ »ù Ñ»ï¢Û³É Íñ³·ñ»ñÇó áñ¢¿ Ù»ÏÇó 

 
Medicaid  Î²Ø Medi-Cal, 

Healthy Families A&B, 
Women, Infants, & Children (WIC), 

CalWORKs (TANF)  Î²Ø  Tribal TANF, 
Head Start Income Eligible - Tribal Only, 

Bureau of Indian Affairs General Assistance, 
CalFresh / SNAP (êÝÝ¹Ç ÏïñáÝÝ»ñ), 

National School Lunch Program (NSLP),  
Low Income Home Energy Assistance Program, 

Supplemental Security Income (SSI) 

²è²ìºÈ²¶àôÚÜ ÀÜî²ÜºÎ²Ü ºÎ²Øàôîª  
(áõÅÇ Ù»ç ¿ 2012 թ. ÑáõÝÇëÇ 1-ից ÙÇÝã¢ 2013 թ. Ù³ÛÇëÇ 31-ը) 

*Ý»ñÏ³ ÁÝï³Ý»Ï³Ý »Ï³ÙáõïÁ μáÉáñ ³ÕμÛáõñÝ»ñÇóª 
ÙÇÝã¢ Ïñ×³ïáõÙÝ»ñÁ 

ÀÝï³ÝÇùÇ ³Ý¹³ÙÝ»ñÇ 
ÃÇíÁ 

ÀÝ¹Ñ© ï³ñ»Ï³Ý 
»Ï³ÙáõïÁ 

1 $22,340  
2 $30,260 
3 $38,180  
4 $46,100  
5 $54,020  
6 $61,940
7 $69,860 
8 $77,780 

Ընտանիքի յուրաքանչյուր  
Éñ³óáõóÇã ³Ý¹³Ù 

+$7,920 
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1 

Ð³×³Ëáñ¹Ç ²ÝáõÝª  
(ÇÝãå»ë Ò»½ áõÕ³ñÏíáÕ 

Ñ³ßÇíÝ»ñáõÙ) 
 

î³Ý Ñ³ëó»ª  
(÷áÕáó, ù³Õ³ù, ÆÜ¸ºøê)   

Ð³ßí»Ñ³Ù³ñª     

Ð»é³Ëáë³Ñ³Ù³ñª  ( ) -  

¾É»ÏïñáÝ³ÛÇÝ Ñ³ëó»ª                               

2  

Ò»ñ ÁÝï³ÝÇùáõÙ 
Ù»Í³Ñ³ë³ÏÝ»ñÇ ¢ 

»ñ»Ë³Ý»ñÇ 
ÁÝ¹Ñ³Ýáõñ ÃÇíÁª 

Ο 1         Ο 2         Ο 3         Ο 4         Ο 5         Ο 6         Ο 6+:  

¸áõù (Ï³Ù áñ¢¿ Ù»ÏÁ Ò»ñ ÁÝï³ÝÇùáõÙ) Ù³ëÝ³ÏóáõÙ »ù ³ñ¹Ûá±ù Ñ»ï¢Û³É Íñ³·ñ»ñÇó áñ¢¿ Ù»ÏÇÝ£ 
 

   ²Úà (ºÃ» ³Ûá, ³å³ Ýß»ù áñ  Íñ³·(»ñ)ÇÝ »ù Ù³ëÝ³ÏóáõÙ ▼ 

 Medi-Cal / Medicaid: ÙÇÝã¢ 65 ï³ñ»Ï³Ý 
 Medi-Cal / Medicaid:l: 65 ï³ñ»Ï³Ý Ï³Ù 

³í»É 
 Healthy Families Categories A & B 
 Women, Infants, and Children Program (WIC) 
 CalWORKs (TANF) Î²Ø Tribal TANF 
 CalFresh / SNAP ( êÝÝ¹Ç ÏïñáÝÝ»ñ ) 

 Low Income Home Energy Assistance Program 
(LIHEAP) 

 Supplemental Security Income (SSI) 
 National School Lunch Program (NSLP) 
 Bureau of Indian Affairs General Assistance (BIA GA) 
 Head Start Income Eligible - Tribal Only 

   àâ  
àñù³՞Ý  ¿ Ò»ñ ï³ñ»Ï³Ý ÁÝï³Ý»Ï³Ý »Ï³ÙáõïÁ (ÙÇÝã¢ Ïñ×³ïáõÙÝ»ñÁª ÁÝï³ÝÇùÇ μáÉáñ ³Ý¹³ÙÝ»ñին 
Ý»ñ³éÛ³É)▼ 

          Ο $0 - $22,340     Ο  $22,341 - $30,260     Ο  $30,261 - $38,180     Ο  $38,181 - $46,100     Ο  $46,101- $54,020 

Ο  ºÃ» $54,020-Çó ³í»É ¿, ³å³ գումարը մուտքագրեք ³Ûëï»Õ. $ , 00 ï³ñ»Ï³Ý   

ÊÝ¹ñíáõÙ ¿ Ýß»É Ò»ñ »Ï³ÙïÇ ³ÕμÛáõñÝ»ñÁ. ▼ 

 Social Security 
 SSP Ï³Ù SSDI 
 Î»Ýë³Ãáß³Ï 
 îáÏáë Ï³Ù ß³Ñ³μ³ÅÇÝª 

ËÝ³ÛáÕ³Ï³Ý Ñ³ßÇíÝ»ñÇó, 
μ³ÅÝ»ïáÙë»ñÇó, 
³ñÅ»ÃÕÃ»ñÇó Ï³Ù Ãáß³ÏÇ 
Ñ³ßíÇó 

 ²ßË³ï³í³ñÓ ¢/Ï³Ù 
ß³ÑáõÛÃ ë»÷³Ï³Ý ·áñÍÇó

 ¶áñÍ³½ñÏáõÃÛ³Ý Ýå³ëï 
 ²å³Ñáí³·ñáõÃÛ³Ý Ï³Ù 

Çñ³í³Ï³Ý ÉáõÍáõÙ
 Ð³ßÙ³³Ý¹³ÙáõÃÛ³Ý í×³ñáõÙ 

Ï³Ù ²ßË³ïáÕÇ 
÷áËÑ³ïáõóáõÙ 

 ²ÙáõëÝáõÃÛ³Ý Ï³Ù »ñ»Ë³ÛÇ 
û·ÝáõÃÛáõÝ 

 àõëÙ³Ý Ãáß³Ï, ·ñ³Ýï, Ï³Ù 
³ÛÉ û·ÝáõÃÛáõÝ ³åñáõëïÇ 
Í³Ëë»ñÇ Ñ³Ù³ñ 

 ì³ñÓÇ Ï³Ù Ñ³ñÏÇ »Ï³Ùáõï 
 Î³ÝËÇÏ Ï³Ù ³ÛÉ »Ï³Ùáõï 

3 
Ð³Ù³Ó³ÛÝ »ù ³ñ¹Ûá±ù Ñ»ï¢Û³ÉÇÝ£ ÊÝ¹ñáõÙ »Ýù Ï³ñ¹³É ¢ ëïáñ³·ñ»É£ 
ºë Ñ³ÛïÝáõÙ »Ù, áñ ³Ûë ¹ÇÙáõÙÇ Ù»ç ÇÙ Ù³ï³Ï³ñ³ñ³Í ï»Õ»ÏáõÃÛáõÝÝ»ñÁ ×ßÙ³ñÇï »Ý ¢ ×ß·ñÇï£ ºë Ñ³Ù³Ó³ÛÝ »Ù 
Ù³ï³Ï³ñ³ñ»É CARE å³ÛÙ³ÝáõÝ³ÏáõÃÛ³Ý ³å³óáõÛó, »Ã» ³ÛÝ ËÝ¹ñíÇ£ ºë Ñ³Ù³Ó³ÛÝ »Ù ï»Õ»Ï³óÝ»É The Gas Company-ÇÝ, 
»Ã» ³ÛÉ¢ë áñ³Ï³íáñí³Í ãÉÇÝ»Ù ½»ÕãÁ ëï³Ý³Éáõ£ »ë Ñ³ëÏ³ÝáõÙ »Ù, áñ »Ã» »ë ½»ÕãÁ ëï³Ý³Ù ³é³Ýó áñ³Ï³íáñí³Í ÉÇÝ»Éáõ, 
ÇÝÓ³ÝÇó Ï³ñáÕ ¿ å³Ñ³Ýçí»É í»ñ³¹³ñÓÝ»É ëï³ó³Í ½»ÕãÁ£ ºë Ñ³ëÏ³ÝáõÙ »Ù, áñ The Gas Company-Ý Ï³ñáÕ ¿ ÇÙ 
ï»Õ»ÏáõÃÛáõÝÝ»ñÁ ÏÇë»É ³ÛÉ Ï»Ýó³Õ³ÛÇÝ ëå³ë³ñÏÙ³Ý ÑÇÙÝ³ñÏÝ»ñÇ Ï³Ù ·áñÍ³Ï³ÉÝ»ñÇ Ñ»ï, áñå»ë½Ç »ë Ù³ëÝ³Ïó»Ù Ýñ³Ýó 
û·ÝáõÃÛ³Ý Íñ³·ñ»ñÇÝ£ 

êïáñ³·ñáõÃÛáõÝª   X                                                          ²Ùë³ÃÇíª  /  /  

CARE 20% ¶Ý³ÛÇÝ ¼»ÕãÇ ¸ÇÙáõÙ 
ÊÝ¹ñíáõÙ ¿ Øàô¶ Ã³Ý³ùáí Éñ³óÝ»É ¢ ïå³ï³é»ñáí Ñëï³Ï 

·ñ»Éª Ñ³ñÏÇÝ ·áñÍ³ÍáõÙÁ »ñ³ßË³íáñ»Éáõ Ñ³Ù³ñ 
Þñç³Ý³ÏÝ»ñÁ ×Çßï Ýß»Éáõ Ó¢Á.  

�

Source Code: 9B 
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  تقاضانامه تخفيف مراقبت برای %20

 

تخفيف در قبض ماهيانه گاز. آنانی که واجد  %20 جهت خانوارهای واجد شرايط،  )CARE(برنامه نرخهای جايگزين شرکت گازدرکاليفرنيا برای نيرو 
دلار تخفيف درهزينه راه اندازی خدمات دريافت خواهند  15گيرند، همچنين روز ازشروع اشتراک جديد گاز مورد تاييد قرار  90شرايط بوده و درظرف 

  تصويب شده باشد.  )The Gas CompanySMکرد. تخفيف موقعی تعلق ميگيرد که تقاضانامه تکميل و امضاء شده شما توسط شرکت گاز(

  socalgas.comبه سايت اينترنتی (تارنما)  ين تقاضا نامه را کامل کرده ولطفا ا
 .کنيدرا جستجو  CARE”مراجعه کرده    "

 
 :شويد (CARE DISCOUNT) چگونه می توانيد واجد شرايط تخفيف مراقبت
 
 
 
 
    
 
 

 
 
 
 
 
 
 
 
 

 شرايط برای شرکت کردن
رش ماليات بر درآمد خويش قبض گاز بايد به نام شما و آدرس بايد آدرس اصلی شما باشد. / کسی به غير از همسرتان نبايد شما را به عنوان وابسته در گزا

  بايد شرکت گاز را ادعا کرده باشد. / شما بايد تقاضانامه خود را در صورتی از شما خواستار شوند مجدداً تاييد نماييد. / اگر ديگر واجد شرايط نباشيد مي
)The Gas Compnay(  رای روز مطلع سازيد. /  ممکن است از شما خواسته شود تا صلاحيت خود را ب 30ظرفCARE  .نشان دهيد  

 
برنامه ها و خدمات ديگری که ممکن است برای آنها واجد شرايط باشيد:

بهينه سازی رايگان مسکن برای صرفه جويی نيرو، به شمول عايق سازی سقـف، روزنه   برنامه کمک برای صرفه جويی  نيرو :
زل يا مستأجرين کم درآمد که واجد شرايط باشند قرار می دهد. گيری درب، درزگيری و تعميرات جزيی منزل، در اختيار صاحبان منا

 1-800-331-7593 برای اطلاعات بيشتر با اين شماره تماس بگيريد:

 Medical Baseline:  اين برنامه مقادير بيشتری گاز را با نرخ نازلتر برای مشتريان دچار بيماری های خاص فراهم ميکند. برای اطلاعات بيشتر با شماره
  تماس بگيريد. 2200-427-800-1

LIHEAP:  برنامه کمک نيروی مسکن برای افراد کم در آمد، خدمات کمک پرداخت قبض، کمک پرداخت قبض در شرايط اضطراری، اقدامات جلوگيری از
 فرنيا.  با سازمان خدمات اجتماعی  و عمران کاليرسوخ تأثيرات آب و هوا و تعديل مصرف نيرو در مسکن را ارائه ميکند

 )California Dept. of Community Services and Development(   تماس بگيريد.  1-866-675-6623به شماره  

California Lifeline:  دسترسی تلفنی با تخفيف برای مشتريانی که شرايط درآمدی مشابهی بهCARE   دارند. برای اطلاعات بيشتر با فراهم کننده خدمات
  س بگيريد.محلی تلفن خود تما

   

  برای اطلاعات بيشتر در مورد کمک به مشتريان:

1-888-427-1345 

  (صرفا به زبان های انگليسی و اسپانيولی در دسترس ميباشد) 0259-252-800-1 (Hearing Impaired (TDD/TTY)) اشخاصی که مشکل شنوائی دارند 
 

 

 حــداکـثـــر درآمـــد خـــانـــــوار*:
)2013ماه می  31تا  2012ماه جون  1 از تاريخ اعتبار(  

تمام منابع درآمد قبل از کسورات شاملخانوار * درآمد کنونی   
 تعداد افراد در خانوار کل در آمد سالانه

$22,340 1 
$30,260 2 
$38,180 3 
$46,100 4 
$54,020 5 
$61,940 6 
$69,860 7 
$77,780 8 

برای هر عضو بيشتر در خانوار  $7,920+
 اين مبلغ را بيافزاييد

 برنامه های کمک عمومی:
گر شما و يا شخص ديگری در خانوار شما در يکی از برنامه های ا

  زير شرکت ميکند:
  

, خانواده های )Medi-Cal(, مديکل )Medicaid(مدی کيد 
  )Healthy Families A&B(تندرست الف و ب 

  نوزادان و کودکان  يارانه برنامه تغذيه برای زنان،
Women, Infants & Children (WIC)(                       

 TANF ( CalWORKs(کمک موقت به خانواده های نيازمند 
    Tribal TANFکمک های موقت به قبايل سرخپوستان 

  ) مختص قبايلHead Start(واجدين شرايط درآمد "هداستارت"
  نهاد کمک های عمومی امور سرخپوستان 

 CalFresh /SNAP  (کوپون غذائی) 
  )NSLP(دارس  برنامه ملی ناهار رايگان در م

 )LIHEAP(برنامه کمک نيروی مسکن برای افراد کم درآمد 
  )SSI(يارانه درآمد تآمين اجتماعی 

  

 يا
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 نام و نام خانوادگی مشتری
(به صورتی که روی قبض شما درج 

 شده است):
 

  نشانی منزل
  (خيابان، شهر، کد پستی):

     شماره حساب:

) شماره تلفن: ) -  

:يا ايميل نشانی پست الکترونيک                                

  

2  
جمع کل افراد بزرگسال و 

6بيشتر از  Ο 1         Ο 2         Ο 3         Ο 4         Ο 5         Ο 6         Ο کودکان در خانوار شما: :  

 کرده ايد؟نويسی نام  ذيلتان) برای يکی از برنامه های کمک رآيا شما (يا يکی از اعضای خانوا
 ▼علامت بگذاريد)  ميکنيدشرکت  را که در آن یيبرنامه (ها)، استبلی (اگر پاسختان  بلی   

 کم درآمد  افراد نيروی مسکن برای يارانهبرنامه  
      )LIHEAP( 

  )SSI(يارانه درآمد تآمين اجتماعی  
 )NSLP(ايگان در مدارس  برنامه ملی ناهار ر 
 )BIA GA(نهاد کمک های عمومی امور سرخپوستان  
) مختص قبايل Head Start(واجدين شرايط درآمد "هداستارت" 

 سرخپوستان
 

  65مدی کيد: زير سن  مدی کل/ 
  يا بالاتر 65مدی کيد:  مدی کل/ 
  سالمخانواده های برنامه  Bو A گروههای 
 )WIC(و کودکان  نوزادان، ،زنان برنامه 
 ) TANF ( CalWORKs   کمک موقت به خانواده های

  قبايل سرخپوستان TANFيا  ،نيازمند
 CalFresh /SNAP (کوپن غذائی)  

  خير  
 

   ▼در آمد ساليانه خانوار شما چقدر ميباشد (پيش از کسورات مالياتی، به شمول تمامی اعضای خانوار)؟ 
 

  0 $-  22,340$     341,22 $- 260,30$    261,30 $- 180,38$      38,181 $- 46,100$       46,101-  $54,020     
 

, $ميباشد  مقدار را در اينجا بنويسيد:   54,020$اگر بيشتر از    در سال   00.
 

 خواهشمند است منابع در آمد خود را علامت بگذاريد: ▼

  نقفه همسر يا کودک  
بلاعوض، يا بورسهای تحصيلی، وچوه هديه شده   

  هر اعانه ديگرمصرفی برای هزينه سکونت
 در آمد از کرايه دادن يا حق الامتياز  
 پول نقد يا هر نوع در آمد ديگر   

  دستمزد و/يا حقوق از کار آزاد  
  مزايای بيکاری  
  غرامت های بيمه يا حقوقی  
پرداخت های از کار افتادگی يا پرداخت   

  های بيمه کارکنان
 

  سوشال سکوريتی 
 SSP or SSDI 
  حقوق های بازنشستگی  
سود يا در آمد سهام از: حسابهای  

پس انداز، سهام، اوراق بهادار، يا 
  حسابهای بازنشستگی

 

3 
  خواهشمند است متن راخوانده، در ذيل امضاء کنيد:       آيا با محتوی متن ذيل موافق هستيد؟

ده ام صحيح و درست هستند. موافقت ميکنم اگر از من خواستار شوند، مدارک اثبات واجد شرايط اظهار ميکنم اطلاعاتی را که در اين تقاضا نامه ارائه دا
اطلاع دهم. آگاه هستم اگر  )pany comThe Gas(را ارائه کنم. موافقت ميکنم اگر ديگر واجد شرايط دريافت تخفيف نباشم، به شرکت گاز  CAREبودن 

ميتواند    Company(The Gas(، ممکن است وادار به پس دادن تخفيف دريافتی بشوم.  آگاهم شرکت گازبدون داشتن شرايط لازمه تخفيف دريافت کنم
 رد.اطلاعات مربوطه  مرا با ساير شرکت های آب يا برق يا گاز يا عاملين جهت نام نويسی اينجانب در برنامه های يارانه  آنها در ميان بگذا

تاريخ:   /  /                                                                X  :امضاء

 CARE) 20%( تقاضا نامه تخفيف نرخ مراقبت
  تضمين گرددتا رسيدگی مناسب  حروف جدا و خوانا بنويسيدو رنگ جوهر تيرهبا لطفا 

 : ايره هاپر کردن دروش صحيح برای  
 

Source Code: 9B 



LOS SIS 

Form 6491-D HMO (06/12) 
CARE DAIM NTAWV THOV 

KEV PAB LUV NQI 20%  
 

Lub Lag Luam Tso Roj Zeb Ntsuam (The Gas Company) txoj kev pab cuam Lwm Cov Nqi Hluav Taws Xob Hauv 
California (California Alternate Rates for Energy) ( CARE ) muaj kev pab luv 20% rau daim nqi hluav taws xob 
txhua lub hlis rau cov tsev neeg uas tsim nyog tau. Cov tsev neeg tsim nyog tau thiab cov uas tau txais qhov kev pab 
no ua ntej 90 hnub txij li pib siv hluav taws xob tshiab yuav tau $15 luv nqi ntxiv ntawm Tus Nqi Txuas Hluav Taws 
Xob. Yuav pib luv nqi thaum twg koj sau tiav thiab kos npe tas rau tsab ntawv thov kev pab thiab lub Lag Luam Tso 
Roj Zeb Ntsuam (The Gas CompanySM) tau pom zoo tag.  

Thov sau kom txhij thiab muab tsab ntawv thov kev pab xa rov qab los yog ua ntawv mus thov kev pab saum huab 
cua ntawm socalgas.com (Nrhiav “CARE”) 

YUAV UA LI CAS THIAJ MUAJ FEEM TAU CARE QHOV KEV PAB LUV NQI:  
 
 
 
 
 
 
 
 

 
 
 
 
 
 

COV CAI NTAWM KEV KOOM QHOV KEV PAB  
Daim nqi hluav taws xob yuav tsum yog koj npe thiab qhov chaw nyob yuav tsum yog koj qhov chaw koj nyob kiag. / Yuav 
tsum tsis muaj lwm tus neeg uas koj npe ua se nrog tsuas yog koj tus txij nkawm xwb. / Koj yuav tsum rov qab muab tsab 
ntawv thov kev pab ua tshiab dua thaum twg nug txog. / Koj yuav tsum hu cuag Lub Lag Luam Tso Roj Zeb Ntsuam (The 
Gas Company) tsis pub dhau 30 hnub yog tias koj tsis tsim nyog tau cov kev pab no lawm. / Yuav nug kom muab ntaub 

ntawv pov thawj txog koj txoj kev tsim nyog tau cov kev pab CARE. 
 

LWM HOM KEV PAB CUAM THIAB KEV PAB TXHAWB UAS TEJ ZAUM KOJ YUAV TSIM NYOG TAU:  
Kev Pab Txuag Nyiaj (Energy Savings Assistance Program): Muaj kev pab txhim kho rau hauv vaj hauv 
tsev kom txhob siv hluav taws xob xws li ntsaws rwb rau qaum tsev, ntsaws kis qhov rooj, ntsaws kis kaum 
vaj kaum tsev thiab kho vaj tse me ntsis rau cov neeg yuav tsev thiab xauj tsev nyob uas tau nyiaj tsawg. 
Xav paub ntxiv, thov hu rau 1-800-331-7593.  
Txoj Kev Pab Nyiaj Them Nqi Kho Mob (Medical Baseline) – Pab nyiaj ntxiv them nqi roj tsheb pheej yig 
dua rau cov neeg muaj qee hom kev mob nkeeg.  Xav paub ntxiv, hu rau 1-800-427-2200. 
LIHEAP - Kev Pab Cov Tsev Neeg Tau Nyiaj Hlis Tsawg (Low Income Home Energy Assistance Program) pab them me ntsis nuj 
nqis, pab them nqi kub ceev thiab kev kho ntsaws vaj tse kom tiv taus huab cua.  Hu rau lub koom haum California Tuam Tsev Tswj 
Xyuas Kev Pab Txhawb thiab Tsim Zej Zog (California Department of Community Services and Development) ntawm  
1-866-675-6623. 
California Xov Tooj Cawm Siav (Lifeline) – Ib qho kev xaim xov tooj kom pheej yig rau tej cov neeg muaj nyiaj tsawg sib xws li 
CARE.  Xav paub ntxiv, hu rau koj lub lag luam txuas xov tooj.   

YOG XAV PAUB NTXIV TXOG KEV PAB NEEG:  
 

1-888-427-1345 
 

Rau Cov Tsis Hnov Lus Zoo (TDD/TTY): 1-800-252-0259 (muaj rau hom lus Askiv thiab lus Mev xwb) 
 

 
 

 

COV KEV PAB CUAM UAS SIV:  
Yog koj lossis ib tug hauv tsev neeg nyob rau ib qhov 

kev pab cuam no: 
 

Kev Pab Them Nqi Kho Mob Medicaid los sis Medi-Cal 
Healthy Families A&B 

Nyiaj Pab Poj Niam thiab Menyuam Kev Noj Kev Haus 
(WIC) 

CalWORKs (TANF) los sis Pab Pawg Neeg TANF 
Tau Nyiaj Tsim Nyog Muab Me Nyuam Kawm Ntawv 

Hauv Head Start (Pab Pawg Neeg Khab Xwb) 
Nyiaj Pab Rau Cov Xwm Txheej Neeg Khab 

CalFresh / SNAP (Nyiaj Muas Noj) 
Lub Teb Chaws Txoj Kev Pab Su Noj Dawb Hauv Tsev  

Kawm Ntawv (NSLP) 
Low Income Home Energy Assistance Program 

(Kev Pab Nqi Hluav Taws Xob) 
Nyiaj Pab Neeg Tsis Taus (SSI) 

TUS NYIAJ TSIS PUB TSEV NEEG TAU DHAU*: 
(pib txij lub Rau Hli Ntuj Hnub Tim 1, 2012 txog Tsib Hlis 

Ntuj Hnub Tim 31, 2013) 
*tag nrho tsev neeg txhua hom nyiaj khwv tau ua ntej rho 

tawm nqi se   
Pes Tsawg Leej Nyob Hauv 

Lub Tsev 
Tag Nrho Cov Nyiaj 
Khwv Tau Ib Xyoos  

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Ib Tug Neeg Twg Ntxiv +$7,920 
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1 

Neeg Qhua Lub Npe 
(raws li tshwm nram koj daim 

nqi): 
 

Chaw Nyob 
(txoj kev, lub nroog, tus ZIP):   

Txhooj Zauv:     

Tus Xov tooj:  ( ) -  

Chaw Sau Ntawv E-mail:                               
  

2  
Tag nrho cov neeg 

laus thiab me nyuam 
hauv koj lub tsev: 

Ο 1         Ο 2         Ο 3         Ο 4         Ο 5         Ο 6         Ο 6+:  

Koj (los sis puas muaj ib tus hauv koj tsev neeg) uas nyob rau ib qho kev pab cuam li no?  

   MUAJ (Yog muaj no, kos qhia (cov) hom kev pab tau koom nrog)▼ 

 Medi-Cal / Medicaid: Hnub Nyoog Qis Dua 65  
 Medi-Cal / Medicaid: 65 xyoos los Laus Dua 
 Healthy Families Categories A & B 
 Nyiaj Pab Poj Niam thiab Me Nyuam Kev Noj Kev 

Haus (WIC) 
 CalWORKs (TANF) los sis Pab Pawg Neeg TANF 
 CalFresh / SNAP (Nyiaj Muas Noj) 

 Kev Pab Cov Tsev Neeg Tau Nyiaj Hlis Tsawg (Low Income 
Home Energy Assistance Program)  (LIHEAP)  

 Nyiaj Pab Neeg Tsis Taus (SSI) 
 Lub Teb Chaws Txoj Kev Pab Su Noj Dawb Hauv Tsev 

Kawm Ntawv (NSLP) 
 Nyiaj Pab Rau Cov Xwm Txheej Neeg Khab (Bureau of 

Indian Affairs General Assistance) (BIA GA) 
 Tau Nyiaj Tsim Nyog Muab Me Nyuam Kawm Ntawv  

Hauv Head Start (Pab Pawg Neeg Khab Xwb) 

   TSIS MUAJ  
Koj qhov nyiaj khwv tau ib xyoos tau npaum li cas (ua ntej txiav cov nqi se, qhia tag nrho nyiaj ntawm 
txhua tus neeg hauv lub tsev)? ▼ 

  

Ο 0 - $22,340     Ο  $22,341 - $30,260    Ο  $30,261 - $38,180     Ο  $38,181 - $46,100     Ο  $46,101 - $54,020 

Ο  Yog tias tau ntau tshaj $54,020, sau tias tau pes tsawg rau ntawm no: $ , .00 tauj ib xyoos  
Thov khij seb koj cov nyiaj los qhov twg los: ▼ 

 Nyiaj Laus (Social Security) 
 Nyiaj Pab SSP los sis SSDI 
 Nyiaj Laus (Pensions) 
 Nyiam Paj Laum los yog Nyiaj Lag 
Luam Faib tau ntawm: Cov Nyiaj 
Txuag Cia, Cov Nyiaj Tso Ua Lag 
Luam (Stocks), Cov Nyiaj Cia Tseg 
(Bonds) los yog Cov Txhooj Cia Nyiaj 
Rau Yav Laus (Retirement Accounts) 

 Cov Nyiaj Khwv Tau thiab/los yog 
Peev tau los ntawm Kev Ua Hauj 
Lwm Rau Tus Kheej  

 Nyiaj poob hauj lwm
 Nyiaj Hais Plaub Ntug Yeej
 Nyiaj Tsis Taus los yog Nyiaj Ua 

Hauj Lwm Raug Mob 

 Nyiaj Yug Qub Txij Nkawm los 
yog Yug Me Nyuam 

 Nyiaj pab them nqi kawm 
ntawv, nyiaj pab, los yog lwm 
cov nyiaj pab tau los siv ua lub 
neej 

 Nyiaj Tau Los Ntawm Tsev 
Khiav Nqi los yog Nyiaj Faib 
Los Ntawm Tswv Lag Luam 

 Nyiaj Ntsuab los sis Lwm Hom 
Nyiaj 

3 
Koj puas pom zoo raws li cov lus no? Thov nyeem thiab kos npe rau hauv qab no.  
Kuv cog lus tias cov ncauj lus kuv tau sau nyob rau tsab ntawv thov kev pab no muaj tseeb thiab muaj tiag. Kuv pom zoo yuav npaj cov 
ntaub ntawv pov thawj kev tsim nyog tau kev pab rau CARE thaum  nug txog. Kuv lees yuav qhia rau Lub Lag Luam Tso Roj Zeb Ntsuam 
(The Gas Company) yog thaum kuv tsis tsim nyog tau cov kev pab no lawm. Kuv to taub tias yog kuv tau txais cov kev pab no yam tsis tsim 
nyog, kuv yuav tau them cov nqi lov tawm rov qab. Kuv to taub tias  Lub Lag Luam Tso Roj Zeb Ntsuam (The Gas Company) muaj cai muab 
kuv cov ntaub ntawv mus rau lwm lub lag luam tso hluav taws xob saib kom lawv muab kuv tso rau lawv cov kev pab.  
 

Kos Npe:  X                                                                   Hnub Tim:  /  /  

 
CARE TSAB NTAWV THOV KEV PAB LUV NQI 20% 

Thov siv ib tug cwj mem DUB DUB sau thiab txhob sau ntawv sib cab kom 
txhob muaj teeb meem lis.  

Txoj Kev Kos Lub Voj Kom Yog  

Source Code: 9B 



  

 Form 6491-D KH (06/12) 

¨kdasdak’sMukarcuHt«mÂ 

20 PaKry«nkm μviFIEXr (CARE)  
 
kmμviFI«nt«mÂfamBlnanard½kalIhÃ&rj”a (California Alternate Rates for Energy - CARE) rbs’¨kumhßun The Gas Company p¶l’ CakarcuHt«mÂ 20 

PaKry«nkarcuHt«mÂcMeBaHsMbu¨t TarluysMrab’pæHsMEbgNaEdlmanlkÅNî¨Kb’¨Kan’TTYlkmμviFIenaH . elakG~kEdlmanlkÅNî¨Kb’¨Kan’TTYl ehIy 

¨tUvVnGnuJïatk~¬gkML¬g 90 «f©«nkarcab’ep¶ImesvakmμhðasfμI k*nwgTTYlkarcuHt«mÂ $15 «nt«mÂtemÂIgsÄabnaesvakm μ (Service Establishment Charge) . 

karcuHt«mÂ nwgGnuvt¶eBlelakG~kbMeBj nigcuHhtÄelxa¨kdassMuenH ¨tUvVnsMerceday¨kumhßun The Gas CompanySM. 

sUmbMeBj nigepÆI¨kdasdak'Bak´sMumkvij Édak'Bak´sMutambN¶ajenA socalgas.com (Search "CARE")  

meF´aVyedImºInwgmanlkÅNî¨Kb’¨Kan’TTYlsMrab’karcuHt«mÂ : 

 
lkÅxNëcMeBaHkarcUlrUm 

sMbu¨tTarluyhðas¨tUvEtmaneQ μaH nigGasydìanrbs’elakG~k ehIy¨tUvEtmanGaydìancMbgrbs’elakG~k . / elakG~kmin¨tUveFÃIdak’ eQ μaHkUnCakUnzit 

enAk~¬gbnæ¬ksMGageTAelIfvika«nnrNam~ak’eTot CaCag¨bBnìÉb¶Irbs’elakG~keLIy . / elakG~k¨tUvEtdak’es~IsMukarbJØak’m¶geTotcMeBaH¨kdassMurbs’elakG~k 

enAeBles~IsMu . / elakG~k¨tUvEt¨Vb’¨kumhßun The Gas Company eGaydwgy”agehacNas’ 30 «f© ebIelakG~kBMumanlkÅNî¨Kb’¨Kan’TTYleTot . / 

elakG~k¨bEhlCa¨tUvVnes~IsMueGaybJØak’nUvlkÅNî¨Kb’¨Kan’TTYl CARE rbs’elakG~k. 

 

km μviFI nigesvakm μäeTot EdlelakG~kmanlkÅNî¨Kb’¨Kan’TTYlnwgTTYl :

km μviFIp¶l’CMnYysn§MsM«czamBl Energy Savings Assistance Program :  p¶l’karEklMGpæHsMEbgsn§MsM«c 

zamBledayminGs’luydUcCa kardak’¨Tnab’enAelIBitan bnæHbiTbgÅaMgFatuGakastamcenÂaHTÃa karbiTf~aMkavbiT nigkar CYsCul 

tictYc«npæHsMEbgdl’TaMgmÍas’ nigG~kCYlEdlman¨Vk’cMNUlTab.  sMrab’B&t̂manbEnÄm sUmTUrs&Bæelx  

1-800-331-7593 . 

m”aDIxal ebsLaj (Medical Baseline) :  p¶l’Ca¨Vk’CMnYy xaghðasedaymant«mÂefakcMeBaHG~kTij EdlmanlkÅxNësuxPaBCak’lak’. sMrab’B&t̂man 

bEnÄm sUmTUrs&Bæelx 1-800-427-2200. 

lIehob (LIHEAP) :  kmμviFICMnYyxagzamBl«npæHsMEbgEdl manfvikatic p¶l’CaCMnYyxagsMbu¨tTarluy CMnYyxagsMbu¨tTarluybnæan’ ehIynigesvakmμ 

xagrMedaHFatuGakas .  TUrs&Bæ ¨ksYgesvakmμshKmn_rdìkalIhÃrj”a (California Dept. of Community Services) elx 1-866-675-6623 . 

Ex§«nCIvitrdìkalIhÃrj”a California Lifeline:  lTìPaBcMeBaHTUrs&Bæedaymant«mÂefak sMrab’G~kTijEdlmanlkÅNî ¨Kb’¨Kan’TTYlbMeBjtam 

karENnaMBIcMNUlrbs’ CARE. sMrab’B&t̂manbEnÄm sUmTak’TgG~kp¶l’esvakm μxag TUrs&Bæ¨bcaM¨sukrbs’elakG~k . 

 

sMrab’B&t^manGMBICMnYyGtifiCn: 

1-888-427-1345 
 xUc¨tecok (TDD/TTY): 1-800-252-0259 (CaPasaGg’eKÂs nig eGsº”ajb”ueNöaH) 

km μviFICMnYysaFarN: 

ebIelakG~k ÉnrNam~ak’eTotenAk~¬gpæHrbs’elakG~k 
cUlrYmkmμviFINamYydUcteTA :  

 
emDIext emDIxal 

suxPaB¨kum¨KYsartam¨bePT A&B 
¨s¶I Tark ehIynig kumar (WIC) 

xlvWk (CalWORKs [TANF]) ¨TIblEFnhÃ (Tribal TANF) 
siTìiVncMNUldMbUg (Head Start Income Eligible) - 

s¨mab’EtCnCatiPaKtic 
CMnYyTUeTArbs’kariyal&ykicÍkar²Nëa (Bureau of Indian Affairs 

General Assistance) 
xle¨hÃs CalFresh / SNAP (Food Stamps) 

kmμviFIGahar«f©¨tg’²tKit«fÂrbs’kmμviFIGahar«f©¨tg’enAsalaCati 
(National School Lunch Program - NSLP) 

kmμviFICMnYyfamBlenApæHEdlmancMNUlTab (Low Income 
Home Energy Assistance Program - LIHEAP) 

cMNUlesKYrITIbEnÄm (Supplemental Security Income - SSI) 

cMNUl¨KYsarGtibrma *:  

(man¨bsiTìiPaBenAk~¬g«f©TI 1 mifuna 2012 dl’«f©TI 31 ÓsPa 2013) 

*cMNUl¨KYsarbcÍ¬bºn~mkBI¨bPBTaMgGs’muneBlkat’Tuk 

cMnYn«nmnus§rs’enAk~¬gpæH cMnYnfvikaerogral’q~aM 

 1 $22,340  
2 $30,260  
3 $38,180  
4 $46,100  
5 $54,020   
6 $61,940  
7 $69,860  
8 $77,780  

mnus§m~ak'@bEnÄm +$7,920  

É 
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         THE GAS COMPANY 
CARE PROGRAM, ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

 
 
 
 

 

1 

eQμaHrbs’G~kTij  
(dUcmanelIsMbu¨tTarluy):  

Gasyd½an 
(rd½ ¨kug kUdtMbn’):   

elxkug:   

elxTUrs&Bæ: ( ) -  

Gasyd½anGuIeml:                               

  

2  
cMnYnCneBjvy 

nigek μgk~¬g¨KYsarrbs’ 
elakG~ksrub: 

Ο 1         Ο 2         Ο 3         Ο 4         Ο 5         Ο 6         Ο 6+:  

etIelakG~k (rWnrNamYyk~¬g¨KYsarrbs’elakG~k) cUlrYmk~¬gkm μviFICMnYyNamYyxage¨kamrWeT? 
 

   man ebIman sUmKUskm μviFIcUlrYm)▼ 

 emDIext/emDIxal: e¨kam 65 q~aM 
 emDIext/emDIxal: elI 65 q~aM rWelIsenH  
 suxPaB¨kum¨KYsartam¨bePT A&B 
 kmμviFI¨s¶I Tark ehIynig kumar (WIC) 
 xlvWk (CalWORKs [TANF]) ¨TIblEFnhÃ (Tribal 

TANF) 
 xle¨hÃs CalFresh / SNAP (Food Stamps) 

kmμviFICMnYyfamBlenApæHEdlmancMNUlTab (Low Income 
Home Energy Assistance Program - LIHEAP) 

 cMNUlesKYrITIbEnÄm (Supplemental Security Income - SSI)
 kmμviFIGahar«f©¨tg’²tKit«fÂrbs’kmμviFIGahar«f©¨tg’enAsala 

Cati (National School Lunch Program - NSLP) 
 CMnYyTUeTArbs’kariyal&ykicÍkar²Nëa (Bureau of Indian 

Affairs General Assistance - BIA GA) 
 siTìiVncMNUldMbUg (Head Start Income Eligible) - 

s¨mab’EtCnCatiPaKtic 

   minman  
 

etIcMNUl¨KYsar¨bcaMq~aMrbs’elakG~k (muneBlkat’ rYmsmaCik¨KYsarTaMgGs’) manb”unμan? ▼ 
  

 $0 - $22,340      $22,341 - $30,260      $30,261 - $38,180      $38,181 - $46,100      $46,101 - $54,020 
 

               Ο  ebIe¨cInCag 54,020 sUmbJÍèlcMnYnenATIenH : $ , .00 k~¬gmYyq~aM 
KUsyk¨bPBcMNUlrbs’elakG~k: ▼ 

 sUs´al’esKYrITI 
 SSP rW SSDI 
 luyrWE¨tt 
 kar¨Vk’ ÉkMEr¨kumhßunBI: kugsn§M 

¨Vk’ Stocks, Bonds rWluyrWE¨tt 

¨Vk’Ex nig/É¨Vk’cMeNjBI  
BaNiCØkmμpæal’xÂçn  

 ¨Vk’GtÄ¨beyaCn_BIkar²tkareFÃI 
 ¨Vk’mkBIGinsUrin rW¨Vk’mkBI 

karkat’esck¶I 
 ¨Vk’Bikar rWsMNgkm μkr 

 ¨Vk’CMnYyBIb¶IÉ¨bBnì rWCMnYykUn
 ¨Vk’CMnYyGaharUbkrN_ CMnYy 

rWCMnYyäeTote¨bIsMrab’karcay 
vay«nCIvPaB 

 ¨Vk’mkBIkarCYl rWsYysar 
 ¨Vk’suTì /ÉfvikaäeTot 

3 
etIelakG~k¨BmcMeBaHkarerobrab’xage¨kameT?  sUmGan ehIycuHhtÄelxaxage¨kam .
xÆ¬MsUmEfÂgfaB&t̂manEdlxÆ¬MVnp¶l’enAk~¬g¨kdasdak’sMuenH KWBitehIy¨tUv . xÆ¬Myl’¨Bmnwgp¶l’nUvPs¬¶tagsMrab’lkÅNî¨Kb’¨Kan’TTYl«n CARE  ¨bsinCa¨tUv 
Vnes~IsMu . xÆ¬Myl’¨Bmnwg¨Vb’¨kumhßun  The Gas Company  ¨bsinebIxÆ¬MBMumanlkÅNî¨Kb’¨Kan’TTYledImºInwgTTYlkarcuHefakeT . xÆ¬Myl’fa ebIxÆ¬MTTYlkarcuH 
efakedayminmanlkÅNî¨Kb’¨Kan’TTYl xÆ¬MGac¨tUvVntMrUveGaybg’sgkarcuHefakEdlxÆ¬MVnTTYl .  xÆ¬Myl’fa ¨kumhßun The Gas Company 
GacEckcayB&t̂manrbs’xÆ¬MCamYynwg¨kumhßun nigP~ak’garäeTotedImºIcuHeQ μaHxÆ¬MenAk~¬gkmμviFICMnYyrbs’eK . 
 

htÄelxa:  X                                                                    «f©Ex:  /  /  

¨kdasdak’Bak´sMucuHt«mÂ 20% «nkm μviFI CARE 
sUme¨bITwkbß^cex μA ehIysresredaycºas’pÍitpÍg’edImºIbJØak’dMeNIrkary”ag¨twm¨tUv 

viFI¨twm¨tUvKUsrgÃg’mUl:  
�
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Form 6491-D RU (06/12) 
ЗАЯВЛЕНИЕ НА ПОЛУЧЕНИЕ 
ЛЬГОТ В РАЗМЕРЕ 20% ПО 

ПРОГРАММЕ CARE  
 

Программа штата Калифорния под названием Альтернативные тарифные ставки за пользование электроэнергией (California 
Alternate Rates for Energy, (CARE)) предлагаемая компанией The Gas Company предоставляет льготу в виде снижения 
оплаты счета за газ на 20% ежемесячно для семей, соответствующих установленным требованиям . Те семья, которые 
отвечают условиям программы и получили право на участие в ней, в течение 90 дней с начала получения новых услуг 
газоснабжения также получат льготу в виде снижения Сбора за установку услуг (Service Establishment Charge) на $15. 
Льгота будет предоставлена после того, как ваше заполненное и подписанное заявление будет одобрено компанией The 
Gas CompanySM.  
Пожалуйста, заполните и верните заявление по почте либо заполните его онлайн на вебсайте socalgas.com (в разделе 

“CARE”) 

КАК УЗНАТЬ ЕСЛИ ВЫ ОТВЕЧАЕТЕ УСЛОВИЯМ ЛЬГОТНОЙ ПРОГРАММЫ CARE: 
 
 

 
 
 

ИЛИ 
 
 
 
 
 
 
 
 
 
 

 
УСЛОВИЯ ДЛЯ УЧАСТИЯ В ПРОГРАММЕ 

Счет за газ должен быть оформлен на ваше имя и приходить на ваш основной адрес. / Вы не должны быть оформлены иждивенцем в 
налоговой декларации какого-либо другого лица за исключением вашего супруга (супруги). / Вы должны удостоверить повторно ваше 
заявление по требованию. / Вы обязаны уведомить компанию The Gas Company в течение 30 дней, если вы если вы больше не 

соответствуете требованиям программы. / От вас может потребоваться подтверждение того, что вы соответствуете установленным 
требованиям участия в программе CARE. 

 
ДРУГИЕ ПРОГРАММЫ И УСЛУГИ, НА КОТОРЫЕ ВЫ МОЖЕТЕ ИМЕТЬ ПРАВО: 

Energy Savings Assistance Program: Предлагает отвечающим требованиям участия в программе 
домовладельцам и лицам, арендующим жилье бесплатное энергосберегающее обустройство дома, 
например теплоизоляцию потолков, уплотнение дверных швов, заделку стыков, а также небольшие 
ремонтные работы. Для получения дополнительной информации, пожалуйста, звоните по телефону  
1-800-331-7593.  
Medical Baseline: Предоставляет дополнительные льготы на газ по более низкому тарифу для клиентов с определенными 
медицинскими показаниями. Для получения дополнительной информации звоните по телефону 1-800-427-2200. 

LIHEAP: Энергетическая программа социальной помощи малообеспеченным семьям  (Low Income Home Energy Assistance 
Program) предоставляет помощь в оплате счетов за бытовые услуги, оплате счетов при аварийных ситуациях и необходимых 
строительных работ с учетом климатических особенностей района. Позвоните в Отдел бытового обслуживания и развития 
штата Калифорния (California Dept. of Community Services and Development) по телефону 1-866-675-6623. 
California Lifeline: Использование телефона по сниженным тарифам для клиентов, соответствующим требованиям 
похожим на условия программы CARE. Для получения дополнительной информации об этой услуге, пожалуйста 
обратитесь к вашему местному поставщику телефонных услуг. 

ДЛЯ ПОЛУЧЕНИЯ ДОПОЛНИТЕЛЬНОЙ ИНФОРМАЦИИ ОБРАЩАЙТЕСЬ В ОТДЕЛ ПОМОЩИ КЛИЕНТАМ ПО ТЕЛЕФОНУ: 
  

1-888-427-1345 
 

С потерями слуха (TDD/TTY): 1-800-252-0259 (только на английском и испанском языках) 

ПРОГРАММЫ СОЦИАЛЬНОЙ ПОМОЩИ: 
 

Если вы или кто-либо из проживающих с вами членов 
семьи получает льготы по одной из следующих программ: 

 
Medicaid или Medi-Cal   
Healthy Families A&B 

Women, Infants, & Children (WIC) 
CalWORKs (TANF) или Tribal TANF 

Head Start Income Eligible - Только для коренного 
населения США 

Bureau of Indian Affairs General Assistance 
CalFresh / SNAP (Food Stamps) (Продовольственные 

талоны) 
National School Lunch Program (NSLP) 

Low Income Home Energy Assistance Program 
Supplemental Security Income (SSI) 

 
 
 
 

МАКСИМАЛЬНЫЙ ДОХОД СЕМЬИ*:
(действительно с 1 июня 2012 г. по 31 мая 2013 г.) 

*семейный доход в настоящий момент из всех 
источников без учета отчислений 

Кол-во членов семьи Общий годовой доход 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

На каждого дополнительного 
члена семьи добавьте 

     +$7,920
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THE GAS COMPANY 

CARE PROGRAM, ML GT19A1 
PO BOX 3249 

                                 LOS ANGELES, CA 90051-1249 
 
 

 

1 

Имя и фамилия клиента  
(так как это указано на 

вашем счете): 
 

Домашний адрес  
(улица, город, индекс):   

Номер счета:     

Номер телефона:  ( ) -  

Адрес электронной почты:                               
  

2  
Общее число детей и 

взрослых членов 
семьи, проживающих с 

вами : 
Ο 1         Ο 2         Ο 3         Ο 4         Ο 5         Ο 6      Ο Если больше 6:  

Получаете ли вы (или кто-либо из проживающих с вами членов семьи) льготы по любой из следующих 
программ социальной помощи? 
 

   ДА (Если да, укажите соответствующую(ие) программу(ы))▼ 

 Medi-Cal / Medicaid: младше 65 лет 
 Medi-Cal / Medicaid: 65 лет и старше 
 Healthy Families, категории A & B 
 Women, Infants, and Children Program (WIC) 
 CalWORKs (TANF) или Tribal TANF 
 CalFresh / SNAP (Food Stamps) 

(Продовольственные талоны) 

 Low Income Home Energy Assistance Program (LIHEAP) 
 Supplemental Security Income (SSI) 
 National School Lunch Program (NSLP) 
 Bureau of Indian Affairs General Assistance (BIA GA) 
 Head Start Income Eligible - Только для коренного 

населения США 

   НЕТ  
 

Укажите доход вашей семьи в год ( без учета отчислений, включая доходы всех членов семьи, проживающих с 
вами).▼ 
 

 $0 - $22,340      $22,341 - $30,260      $30,261 - $38,180     $38,181 - $46,100     $46,101 - $54,020 
 

Ο  Если больше $54,020, то укажите сумму здесь: $ . .00 в год  
 

Пожалуйста, укажите источники вашего дохода: ▼ 

 Social Security (Социальное 
пособие) 

 SSP или SSDI 
 Пенсии 
 Процентный доход или 

дивиденды: сберегательные 
счета, акции, облигации или 
пенсионные счета 

 Зарплата и/или доход от инд. 
предпр. деят-ти

 Пособие по безработице
 Страховые выплаты или 

выплаты по искам
 Пособие по инвалидности или 

компенсации за травмы на 
работе 

 Пособие на супруга (супругу) 
или алименты на ребенка 

 Стипендии, гранты или иные 
компенсации на проживание 

 Доходы от аренды или 
гонорары 

 Наличные деньги или другая 
прибыль 

3 
Согласны ли вы со следующим? Пожалуйста, прочтите и распишитесь. 
Я заявляю, что информация, которую я представил(а) в данном заявлении, является достоверной и правильной. Я даю свое 
согласие при необходимости предоставить подтверждение моего права на участи в программе CARE. Я обязуюсь уведомить 
компанию The Gas Company, если я не стану соответствовать требованиям, необходимым для получения льгот. В том случае, если 
я продолжу получать скидку, не соответствуя необходимым на то требования, от меня могут потребовать вернуть полученную 
скидку. Я отдаю себе отчет в том,что компании The Gas Company может передавать мою личную информацию другим поставщикам 
бытовых услуг или их представителям с целью моей последующей регистрации в их программах социальной помощи. 
 

Подпись:  X                                                                    Дата:  /  /  

Заявление на получение льгот в размере 
20% по программе CARE 

Пожалуйста, используйте ТЕМНЫЕ чернила и пишите разборчиво,  
для обеспечения точной обработки заявки 

Правильный способ закрашивания кружков:  

Source Code: 9B 



 

Pormularyong 6491-D  
APPLICATION PARA SA 20% 
NA DISKUWENTO SA CARE 

 
Ang California Alternate Rates for Energy (CARE) program ng The Gas Company ay nagbibigay ng 20% diskuwento sa buwanang gas bill 
para sa mga karapat-dapat na sambahayan. Ang mga naging kwalipikado at naaprubahan sa loob ng 90 araw mula sa pag-uumpisa ng 
bagong serbisyong gas ay makakatanggap din ng $15 na diskuwento sa Service Establishment Charge. Ibibigay ang diskuwento kapag 
naaprubahan ng The Gas CompanySM ang inyong kumpleto at nilagdaang application form.   
 

Pakikumpleto at ibalik ang application o mag-apply online sa socalgas.com (Hanapin “CARE”) 
 

PAANO MAGING KWALIPIKADO PARA SA DISKUWENTONG CARE: 

 
MGA KONDISYON NG PAGLAHOK  

Ang gas bill ay kinakailangang nasa inyong pangalan, at ang nakalahad na tirahan ay ang siya ninyong pangunahing tirahan. / Kayo ay 
dapat hindi nakatala bilang “dependent” sa income tax return ng iba maliban sa income tax return ng inyong asawa. / Kailangan ninyong 
patotohanang muli ang inyong application kapag ito’y hiniling. / Kailangan ninyong ipahayag sa The Gas Company sa loob ng 30 araw kung 
hindi na kayo kwalipikado. / Maaari kayong hilingin na patunayan ang inyong pagiging karapat-dapat sa CARE. 
 
 
 

MGA IBANG PROGRAMA AT SERBISYO NA MAAARI KAYONG MAGING KWALIPIKADO: 

Energy Savings Assistance Program: Nagbibigay ng libreng pagpapa-ayos ng bahay upang makatipid sa 
enerhiya gaya ng insulasyon sa kisame, weather-stripping sa mga pintuan, caulking at maliliit na pagkukumpuni 
ng bahay para sa mga karapat-dapat na may-ari ng bahay at mga nangungupahan. Para sa karagdagang 
impormasyon, mangyaring tumawag  sa 1-800-331-7593.  

Medical Baseline: Nagbibigay ng karagdagang palabis na gas sa mas mababang presyo sa mga mamimili na may mga tiyak na kalagayang 
medikal. Upang makatanggap ng karagdagang impormasyon, makipag-alam sa 1-800-427-2200. 

LIHEAP : Ang Low Income Home Energy Assistance Program ay nagbibigay ng tulong sa pagbayad ng  kuwenta, tulong sa pagbayad ng mga 
kuwenta kapag may emerhensiya at mga serbisyo ukol sa weatherization. Makipag-alam sa  California Department of Community Services 
and Development sa 1-866-675-6623. 

California Lifeline: Paglapit sa CARE sa pamamagitan ng telepono na may diskuwento para sa mga mamimiling ang kita ay tumatalima sa 
mga kagayang tuntunin ukol sa kita. Upang makatanggap ng karagdagang impormasyon, makipag-alam sa inyong lokal na tagatustos ng 
serbisyong telepono. 

 

UPANG MAKATANGGAP NG IMPORMASYON TUNGKOL SA TULONG PARA SA MAMIMILI: 

1-888-427-1345 
May Kakulangan ang Pandinig (TDD/TTY): 1-800-252-0259 (makukuha sa Ingles at Kastila lamang) 

 

MGA HANGGANAN NG KITA NG SAMBAHAYAN*:  
(may-bisa Hunyo 1, 2012 hanggang Mayo 31, 2013) 
*kasalukuyang kita ng sambahayan mula sa lahat ng 

pinagkukunan bago mga kabawasan 

Bilang ng Tao sa Sambahayan  
Kabuuang Kita para 

sa Taon 

1 $22,340 

2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Bawat Dagdag na Tao +$7,920 

MGA PROGRAMANG NAGBIBIGAY NG TULONG SA 
MADLA: 

Kung kayo o isa sa inyong mga kasambahay  
ay nakikilahok sa alinman sa mga sumusunod na programa: 

 
Medicaid o Medi-Cal  
Healthy Familes A&B 

Women, Infants & Children (WIC) 
CalWORKs (TANF) o Tribal TANF 

Head Start Income Eligible – Tribal Lamang 
Bureau of Indian Affairs General Assistance 

CalFresh / SNAP (Food Stamps) 
National School Lunch Program (NSLP) 

Low Income Home Energy Assistance Program 
Supplemental Security Income (SSI) 

           Form 6491-D TAG (06/12)

O 
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THE GAS COMPANY 
CARE PROGRAM, ML GT19A1 

PO BOX 3249 
                              LOS ANGELES, CA 90051-1249 

 
 

 

1 

Pangalan ng Mamimili  
(gaya ng nakalista sa kuwenta):  

Tirahan  
(kalye, lungsod, ZIP):   

Numero ng Kuwenta:     

Telepono:  ( ) -  

E-mail Address:                               
 

 
 

2  
Kabuuang bilang ng mga 

may sapat na gulang at  
mga bata sa inyong 

sambahayan: 
Ο 1         Ο 2         Ο 3         Ο 4         Ο 5         Ο 6         Ο 6+:  

Kayo ba (o isa sa inyong mga kasambahay) ay nakikilahok sa alinman sa mga sumusunod na programang nagbibigay ng tulong? 
 
   Oo (Kung oo, markahan ang (mga) programa kung saan kayo nakikilahok)▼ 

 Medi-Cal / Medicaid: Mas mababa kaysa Edad  65 
 Medi-Cal / Medicaid: 65 o higit 
 Healthy Families mga kategoriya A & B 
 Women, Infants, and Children Program (WIC) 
 CalWORKS (TANF)  o Tribal TANF 
 CalFresh / SNAP (Food Stamps) 

 Low Income Home Energy Assistance Program 
(LIHEAP) 

 Supplemental Security Income (SSI) 
 National School Lunch Program (NSLP) 
 Bureau of Indian Affairs General Assistance (BIA GA) 
 Head Start Income Eligible - Tribal Lamang 

 HINDI  
Ano ang taunang kita ng inyong pamamahay (bago mga pagbabawas, kasama ang kita ng lahat ng inyong mga kasambahay)?▼ 

    
  $0 - $22,340      $22,341 - $30,260      $30,261 - $38,180      $38,181 - $46,100      $46,101 - $54,020 
 

 Ο  Thanking higit sa $54,020, ilagay  halaga dito: $ , .00 bawat taon  
Pakisuyong markahan ang mga pinagkukunan ninyo ng kita: ▼ 

 Social Security 
 SSP o SSDI 
 Mga Pensiyon 
 Mga Interes o Dibidendo galing sa: 

Savings, Stocks, Bonds, o 
Retirement Account 

 Mga Suweldo at/o Kita 
galing sa Self Employment  

 Unemployment Benefits
 Mga Insurance o Legal 

Settlement
 Mga kabayaran galing sa 

Disability o Workers 
Compensation 

 Spousal o Child Support 
 Mga scholarship, grant, o 

ibang tulong na ginagamit 
sa mga gastos pambuhay 

 Rental o Royalty Income 
 Kuwarta o Ibang Kita 

3 
Sumasang-ayon ba kayo sa sumusunod? Mangyaring basahin at lumagda sa ibaba. 
Isinasaad ko na ang impormasyong aking ibinigay sa aplikaysong ito ay tapat at tumpak. Sumasang-ayon ako na kung ako ay hihilingan,  
papatunayan ko na ako’y karapat-dapat  sa CARE. Sumasang-ayon din ako na ipapahayag ko sa The Gas Company kung hindi na ako 
kwalipikadong tumanggap ng diskuwento. Nauunawaan ko na kung makatanggap ako ng diskuwento at ako’y hindi kwalipikado, maaari 
akong hingang-pautos na ibalik ang diskuwentong natanggap ko. Nauunawaan ko na maaring ipahayag ng The Gas Company ang aking 
impormasyon sa mga utilities o mga ahente upang matala ako sa kanilang mga programang nagbibigay ng tulong. 
 
Lagda:  X                                                                                                                    Petsa:  /  /  

Application para sa  
CARE 20% Diskuwento sa Singil 
(Pakisuyong gumamit ng MADILIM na tinta at sumulat ng malinaw 

upang makasiguro ng tamang paghanda) 
Tumpak na pagmarka ng mga bilog:  

Source Code: 9B



 

 

Form 6491-D TH (06/12) 

20% CARE DISCOUNT 

ใบสมัครเขารวมโครงการ 
 

โครงการ California Alternate Rates for Energy (CARE) โดย The Gas Company มอบสวนลด 20% 
ของคาบริการการใชกาซรายเดือนใหกับครัวเรือนที่มีสิทธ์ิเขารวมโครงการ 
ผูที่ผานขอกําหนดและไดรับการตอบรับเขารวมโครงการภายใน 90 วันหลังจากการเริ่มตนรับบริการใชกาซธรรมชาติจะไดรับสวนลดอีก 
$15 สําหรับคาธรรมเนียมเริ่มตนบริการ (Service Establishment Charge) 
ทั้งนี้ทานจะไดรับสวนลดตอเมื่อทานกรอกขอมูลและลงนามในใบสมัครอยางครบถวน 
และหลังจากใบสมัครของทานไดรับการอนุมัติจาก The Gas CompanySM 

 กรุณากรอกใบสมัครใหครบถวนและสงกลับ หรือสมัครผานระบบออนไลนที่ socalgas.com (คนหาโดยใชคําวา CARE) 
วิธีในการผานเกณฑสําหรับการรับสวนลด THE CARE DISCOUNT: 

 
 
 
 
หรือ 

 
 
 
 

 
 

 
 
 
 

 

ขอกําหนดสําหรับผูเขารวมโครงการ 
ใบเรียกเก็บเงินคาบริการกาซตองเปนชื่อของทานและที่อยูตองเปนที่อยูหลักของทาน / ทานตองไมใชสิทธ์ิเปนผูอยูในความดูแล 

(Dependent) ของผูอ่ืน นอกเหนือจากคูสมรสของทานในการเสียภาษีรายได / 
ทานตองแสดงหลักฐานตามที่ระบุไวในใบสมัครอีกครั้งหากมีการรองขอ / ทานตองแจงให The Gas Company ทราบภายใน 30 วัน 
หากทานขาดสถานะภาพในการเขารวมโครงการ / ทานอาจถูกรองขอใหแสดงหลักฐานยืนยันวาทานมีสิทธ์ิในการเขารวมโครงการ 

CARE 
 

โครงการและบริการอื่นๆ ที่ทานอาจผานเกณฑในการเขารวม: 
Energy Savings Assistance Program: (โครงการชวยเหลือดานการประหยัดพลังงาน) 
เปนโครงการที่มอบความชวยเหลือในการปรับปรงบานเพื่อการประหยัดพลังงานโดยไมเสียคาใชจาย เชน 
การติดตั้งฉนวนใตฝาเพดาน การปดชองประตู การอุดรอยแตกราว และการซอมแซมบานเล็กๆ นอยๆ 
สําหรับเจาของบานและผูเชาบานที่มีรายไดนอยซึ่งมีคุณสมบัติตามเกณฑ สําหรับขอมูลเพ่ิมเติม โปรดโทรมาที่ 1-800-331-7593 
 

Medical Baseline: (โครงการบริการทางการแพทยข้ันพ้ืนฐาน) 
โครงการน้ีจะมอบสิทธิเพ่ิมเติมในการใชกาซในอัตราต่ํากวาราคาปกติแกผูใชบริการที่มีอาการปวยบางประเภท 
ทานสามารถโทรสอบถามขอมูลเพ่ิมเติมไดที่หมายเลข 1-800-427-2200 

LIHEAP: Low Income Home Energy Assistance Program (โครงการความชวยเหลือดานพลังงานในบานสําหรับผูมีรายไดนอย) 
โครงการน้ีจะมอบความชวยเหลือในการชําระคาบริการ 
ความชวยเหลือในการชําระคาบริการในกรณีเกิดเหตุฉุกเฉินและการปรับปรุงอาคารเพื่อเพ่ิมประสิทธิภาพในการประหยัดพลังงาน 
ทานสามารถติดตอสอบถามขอมูลไดที่สํานักงานบริการและการพัฒนาชุมชนแหงรัฐแคลิฟอรเนีย (California Department of 
Community Services and Development) ที่หมายเลขโทรศัพท 1-866-675-6623 

California Lifeline: (โครงการสวนลดคาบริการโทรศัพทสําหรับผูใชบริการที่มีรายไดนอยของรัฐแคลิฟอรเนีย) 
โครงการน้ีจะมอบสวนลดคาบริการโทรศัพทสําหรับผูใชบริการที่มีรายไดอยูในเกณฑเดียวกับผูมีสิทธิเขารวมโครงการ CARE 
ทานสามารถโทรสอบถามขอมูลเพ่ิมเติมไดจากผูใหบริการโทรศัพทในทองที่ของทาน 

สอบถามขอมูลเพิ่มเติมไดที่แผนกลูกคาสัมพันธ: 

1-888-427-1345 
 

สําหรับผูที่มีปญหาในการฟงหรือหูหนวกกรุณาติดตอ (TDD/TTY): 1-800-252-0259 (เฉพาะภาษาอังกฤษและภาษาสเปนเทานั้น) 

รายไดรวมสูงสุดของครัวเรือน*:  
 (มีผลต้ังแต 1 มิถุนายน 2012 ถึง 31 พฤษภาคม 2013) 

*รายไดรวมปจจุบันของครัวเรือนจากทุกแหลงรายไดกอนหัก
ลดหยอนภาษ ี

จํานวนสมาชิก 
ในครัวเรือน 

รายไดรวม
ตอป 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

สมาชิกในครัวเรือนท่ีเพ่ิมเติม 
ใหเพ่ิมอีกคนละ 

+$7,920 

โครงการสังคมสงเคราะห: 
(PUBLIC ASSISTANCE PROGRAMS:) 

ในกรณีท่ีทานหรือสมาชิกในครอบครัวไดรับสิทธิประโยชนจากโครงการดั
งตอไปนี้: 

Medicaid, Medi-Cal หรือ Healthy Families A&B 
โครงการสงเคราะหสตรี, ทารกแรกเกิด, และเด็ก (WIC) 

CalWORKs (TANF) หรือ Tribal TANF 
Head Start Income Eligible - เฉพาะชนเผา 

Bureau of Indian Affairs General Assistance 
CalFresh / SNAP (แสตมปอาหาร) 

โปรแกรมอาหารกลางวันฟรีแหงชาติ (NSLP) 
โครงการใหความชวยเหลือดานพลังงานในบานแกผูมีรายไดนอย 

โครงการเสริมรายไดเพ่ิมเติมจากเงินประกันสังคม (SSI) 



 

 

 
 Form 6491-D TH (06/12) 

 
         THE GAS COMPANY 

CARE PROGRAM, ML GT19A1 
PO BOX 3249 

                                 LOS ANGELES, CA 90051-1249 
 

 

1 

ชื่อลูกคา 
(ตามใบแจงหนี้):  

ท่ีอยู  
(ถนน, เมือง, รหัสไปรษณีย):   

หมายเลขบัญชี:     

หมายเลขโทรศัพท:  ( ) -  

อีเมล:                               

2 

 จํานวนสมาชิกทั้งหมดในครัวเรือนของทาน: Ο 1         Ο 2         Ο 3         Ο 4         Ο 5         Ο 6         Ο 6+:  

ทาน (หรือสมาชิกในครัวเรือนของทาน) ไดรับสิทธิประโยชนจากโครงการดังตอไปน้ีหรือไม? 

   YES (ถาใช ทําเครื่องหมายทุกโครงการที่เขารวม)▼ 

 Medi-Cal / Medicaid: อายุนอยกวา 65 ป 
 Medi-Cal / Medicaid: อายุ 65 ปขึ้นไป 
 Healthy Families A & B 
 โครงการสงเคราะหสตรี, ทารกแรกเกิด, และเด็ก 

(WIC) 
 CalWORKs (TANF) หรือ Tribal TANF 
 CalFresh / SNAP (แสตมปอาหาร) 

 โครงการใหความชวยเหลือดานพลังงานในบานแกผูมีรายได
นอย (LIHEAP) 

 โครงการเสริมรายไดเพ่ิมเติมจากเงินประกันสังคม (SSI) 
 โปรแกรมอาหารกลางวันฟรีแหงชาติ (NSLP) 
  Bureau of Indian Affairs General Assistance 

(BIA GA) 
 Head Start Income Eligible เฉพาะชนเผา 

 

    NO  
 

รายไดตอปของครัวเรือนของทานคือเทาไหร (รวมสมาชิกในครัวเรือนทุกคนกอนหักลดหยอนภาษี)▼ 
 

 $0 - $22,340      $22,341 - $30,260      $30,261 - $38,180      $38,181 - $46,100      $46,101 - $54,020 
 

Ο  หากรายไดของทานมากกวา $54,020 โปรดระบุจํานวนรายไดที่น่ี: $ , .00 ตอป 

กรุณาระบุแหลงรายได: ▼ 

 เงินประกันสังคม 
 SSP หรือ SSDI 
 เงินบํานาญ 
 ดอกเบ้ียเงินฝาก หรือเงินปนผล: 
บัญชีออมทรัพย, หุน, พันธบัตร, 
หรือบัญชีสําหรับผูเกษียณ  

 คาจาง และ/หรือ 
กําไรจากอาชีพอิสระ 

 สิทธิผลประโยชนจากการวางงาน 
 เงินประกันหรือเงินท่ีไดจากการตกล
งยอมคดีความ 

 เงินชดเชยทุพพลภาพ 
หรือเงินชดเชยแรงงาน 

 เงนิชวยเหลือคูสมรสหรือบุตร 
 ทุน, เงินสนับสนุน, 
หรือเงินชวยเหลืออ่ืนๆ 
ท่ีใชในการ 
ครองชีพ 

 คาเชาหรือรายไดจากคาลิขสิทธิ์
 เงินสด หรือรายไดอ่ืนๆ 

3 

ทานเห็นดวยกับขอความตอไปนี้หรือไม? กรุณาอานและลงนามดานลาง 
ขาพเจารับรองวาขอมูลที่ขาพเจาระบุในเอกสารใบสมัครฉบับนี้ถูกตองและเปนความจริง หากมีการรองขอ 
ขาพเจายินยอมที่จะแสดงหลักฐานที่แสดงวาขาพเจามีสิทธ์ิเขารวมโครงการ CARE ขาพเจาตกลงจะแจง The Gas Company 
ทันทีที่ขาพเจาขาดสถานภาพในการไดรับสวนลดจากโครงการ ขาพเจาตกลงวา 
หากขาพเจาไดรับสวนลดโดยที่ขาพเจาไมผานเกณฑในการเขารวมโครงการ ขาพเจาอาจตองจายคืนสวนลดที่ขาพเจาไดรับ 
ขาพเจาตกลงวา The Gas Company สามารถเปดเผยขอมูลของขาพเจากับเจาหนาที่หรือบริษัทสาธารณูปโภคอ่ืนๆ 
เพ่ือลงทะเบียนขาพเจาในโครงการชวยเหลืออ่ืนๆ ได 
ลายเซ็น:  X                                                                    วันที่:  /  /  

ใบสมัคร CARE 20% Rate Discount
กรุณากรอกขอมูลใหครบถวนดวยตัวบรรจงโดยใชหมึกสีเขม  

ฝนทําเครื่องหมายวงกลม: �

Source Code: 9B 



SOUTHERN CALIFORNIA GAS COMPANY Revised CAL. P.U.C. SHEET NO. 48181-G
 LOS ANGELES, CALIFORNIA CANCELING Revised CAL. P.U.C. SHEET NO. 47224-G
     

 SAMPLE FORMS:  APPLICATIONS
 Self-Recertification CARE Application
 Individually Metered Residential (Form 6674-D, 06/12) T
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(See Attached Form) 
 

 

 



Form 6674-D EN (06/12) 

YOUR RATE DISCOUNT  
IS EXPIRING  

 
Dear Customer:                Date:  

You are currently receiving a 20% rate discount on your monthly gas bill through The Gas Company’s California 
Alternate Rates for Energy (CARE) program. In order to continue receiving the CARE discount, you are required 
to renew your eligibility within 90 days.  To renew, use one of the methods listed below:  

1. Return the completed and signed Recertification Form in the envelope provided. 
OR 

2. Call 1-866-716-3452 anytime 24 hours a day, 7 days a week, and follow the instructions to 
recertify by phone. Please have your account number ready. You can locate your account 
number at the bottom of this page, 

OR 
3. Visit our Website http://www.socalgas.com/care/recert/ and have your account number ready. 
  

HOW TO QUALIFY FOR THE CARE DISCOUNT: 
 
 
 
 
 

OR 
 
 
 
 

 
 
 
 
 

PUBLIC ASSISTANCE PROGRAMS: 

If you or someone in your household participates in 
any of these programs: 

 
Medicaid or Medi-Cal 
Healthy Families A&B 

Women, Infants, & Children (WIC) 
CalWORKs (TANF) or Tribal TANF 

Head Start Income Eligible - Tribal Only 
Bureau of Indian Affairs General Assistance 

CalFresh / SNAP (Food Stamps) 
National School Lunch Program (NSLP) 

Low Income Home Energy Assistance Program 
(LIHEAP) 

Supplemental Security Income (SSI) 

MAXIMUM HOUSEHOLD INCOME*:  
(effective June 1, 2012 to May 31, 2013) 

*current household income from all sources before deductions 
Number of Persons in 

Household Total Annual Income 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 

 
CONDITIONS FOR PARTICIPATION 

The gas bill must be in your name and the address must be your primary address. / You must not be claimed as a dependent 
on another person’s income tax return other than your spouse. / You must recertify your application when requested.  / You 
must notify The Gas Company within 30 days if you no longer qualify. / You may be asked to verify your eligibility for CARE. 

 
FOR INFORMATION ON CARE, CALL THE GAS COMPANY AT: 

$54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Each additional person +$7,920 

   English: 1-800-427-2200 Mandarin: 1-800-427-1429 Spanish: 1-800-342-4545 
Korean: 1-800-427-0471 Cantonese: 1-800-427-1420 Vietnamese: 1-800-427-0478 

Hearing Impaired (TDD/TTY): 1-800-252-0259 (available in English and Spanish only) 
 
Account Number:   

 
 
 
 

 
 

           

http://www.socalgas.com/care


Form 6674-D EN (06/12) 
 

             THE GAS COMPANY 

CARE 20% Rate Discount Recertification Form 
Please use DARK ink and print clearly to ensure proper processing 

Correct way to mark circles:  CARE PROGRAM, ML GT19A1 
PO BOX 3249 

                                 LOS ANGELES, CA 90051-1249 

1 

Customer Name  
(as it appears on your bill):  

Home Address  
(street, city, zip):   

Account Number:   

Phone Number:  ( ) -  

E-mail Address:                                    

 
I no longer qualify or wish to participate in CARE. Please remove my account from the CARE program. 

 If you filled in this circle, please go directly to #3, sign at the bottom, and mail this form in the postage 
paid envelope provided within 90 days.

2  
Total # of adults and 

children in your 
household: 

 1         2         3         4         5         6         If more than 6:  

Are you (or someone in your household) enrolled in any of the following assistance programs? 
 

   YES (If yes, mark the program(s) of participation)▼ 

 Medi-Cal / Medicaid: Under Age 65 
 Medi-Cal / Medicaid: 65 or older 
 Healthy Families Categories A & B 
 Women, Infants, and Children Program (WIC) 
 CalWORKs (TANF)  or Tribal TANF 
 CalFresh / SNAP (Food Stamps) 

 Low Income Home Energy Assistance Program 
(LIHEAP) 

 Supplemental Security Income (SSI) 
 National School Lunch Program (NSLP) 
 Bureau of Indian Affairs General Assistance (BIA GA) 
 Head Start Income Eligible - Tribal Only 

   NO  
What is your yearly household income (before deductions, including all members of the household)? ▼ 

  

 $0 - $22,340      $22,341 - $30,260      $30,261 - $38,180      $38,181 - $46,100      $46,101 - $54,020 
 

Ο  If more than $54,020, enter amount here: $ , .00 per year  
 

Please mark your sources of income: ▼ 

 Social Security 
 SSP or SSDI 
 Pensions 
 Interest or Dividends from: 

Savings, Stocks, Bonds, or 
Retirement Accounts 

 Wages and/or Profit from 
Self Employment  

 Unemployment Benefits
 Insurance or Legal 

Settlements
 Disability or Workers 

Compensation Payments 

 Spousal or Child Support 
 Scholarships, grants, or 

other aid used for living 
expenses 

 Rental or Royalty Income 
 Cash or Other Income 

3 
Do you agree to the following? Please read and sign below. 
I state that the information I have provided in this application is true and correct. I agree to provide proof of CARE eligibility if asked. I agree 
to inform The Gas Company if I no longer qualify to receive the discount. I understand that if I receive the discount without qualifying for it, I 
may be required to pay back the discount I received. I understand that The Gas Company can share my information with other utilities or 
agents to enroll me in their assistance programs. 
 

Signature:  X                                                                      Date:  /  /  
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EL DESCUENTO EN SU 
TARIFA ESTÁ POR VENCER 

 
Apreciable cliente:                        Fecha:  

Actualmente recibe en la factura mensual de gas un descuento del 20% en la tarifa a través del programa de 
Tarifas Alternas para Energía en California (CARE) de The Gas Company. Para continuar recibiendo el descuento 
CARE, debe renovar su derecho a participar en un plazo de 90 días. Para renovarlo, use uno de los métodos que 
se enumeran a continuación:  

1. Devuelva el Formulario de Recertificación debidamente llenado y firmado en el sobre provisto. 
O 

2. Llame al 1-866-716-3452 en cualquier momento las 24 horas al día, 7 días a la semana, y siga las 
instrucciones para recertificar por teléfono. Por favor tenga listo su número de cuenta. Puede localizar su 
número de cuenta en la parte inferior de esta página, 

O 
3. Visite nuestro sitio Web www.socalgas.com/care/recert/ y tenga listo su número de cuenta. 
  

CÓMO CALIFICAR PARA EL DESCUENTO CARE:  

 

 

 

O 

 

 

 
 

 
 
 

CONDICIONES PARA PARTICIPAR 
La factura de gas debe estar a su nombre y la dirección debe ser su domicilio principal. 
No debe aparecer como dependiente en la declaración de impuestos sobre el ingreso de otra persona que no sea 
su cónyuge. 
Debe recertificar su solicitud cuando se le solicite. 
Debe notificar a The Gas Company en un término de 30 días si deja de calificar. 
Tal vez se le pida comprobar que reúne los requisitos para CARE.  
 

PARA INFORMACIÓN SOBRE CARE, LLAME A THE GAS COMPANY AL: 
Inglés:     1-800-427-2200 Mandarín: 1-800-427-1429    Español:     1-800-342-4545 
Coreano: 1-800-427-0471 Cantonés: 1-800-427-1420    Vietnamita: 1-800-427-0478 
Para clientes con limitaciones auditivas (TDD/TTY): 1-800-252-0259 (disponible en inglés y español únicamente) 
 
Número de cuenta:  

 
 
 

 

PROGRAMAS DE ASISTENCIA PÚBLICA: 

Si usted o alguien que vive en su hogar participa en 
cualquiera de estos programas:  

 
Medicaid / Medi-Cal 

Healthy Families Categorías A & B 
Programa para Mujeres, Infantes, y Niños (WIC) 

CalWORKs (TANF) o TANF Tribal 
CalFresh / SNAP (Estampillas para Comida) 

Programa de Asistencia con la Energía Doméstica para 
Hogares de Bajos Ingresos (LIHEAP) 

Ingreso Suplementario del Seguro Social (SSI) 
National School Lunch Program  (NSLP) 

Agencia de Asuntos Indios, Asistencia General (BIA GA) 
Asistencia General Elegible para Ingreso de Ventaja 

Inicial - solamente tribal 

INGRESO MÁXIMO EN EL HOGAR:  
 (en vigor del 1 de junio de 2012 al 31 de mayo de 2013) 
*ingreso actual en el hogar de todas las fuentes antes de 

deducciones 

Número de personas 
en el hogar 

Ingreso total 
anual 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Cada persona adicional +$7,920 

http://www.socalgas.com/care/recert/


                  Form 6674-D SP (06/12) 
 

THE GAS COMPANY 
CARE PROGRAM, ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

Por favor use tinta OSCURA y escriba claramente con letra de molde para asegurar el procesamiento apropiado 
Forma correcta de marcar los círculos:  

1 

Nombre del cliente  
(tal como aparece en su factura):  

Domicilio:   

Número de cuenta:   

Teléfono:  ()- 

Correo electrónico:   

Ο 
Ya no califico o no deseo participar en CARE. Sírvanse retirar mi cuenta del programa CARE.  
Si rellenó este círculo, por favor vaya directamente al número 3, firme en la parte de abajo, y envíe este 

formulario en el sobre con porte pagado provisto en un término de 90 días. 

2 
 

Número total de 
adultos y niños que 
viven en su hogar: 

  Ο 1          Ο 2          Ο 3          Ο 4          Ο 5          Ο 6          Ο si más de 6:  

¿Está usted (o alguien que vive en su hogar) inscrito en alguno de los siguientes programas de 
asistencia? 

  Sí (Si su respuesta es afirmativa, marque el(los) programa(s) de participación) ▼ 

 Medi-Cal / Medicaid: menor de 65 años  
 Medi-Cal / Medicaid: 65 años o más  
 Healthy Families Categorías A & B 
 Programa para Mujeres, Infantes, y Niños (WIC)  
 CalWORKs (TANF) o TANF Tribal  
 CalFresh / SNAP (Estampillas para Comida) 

 Programa de Asistencia con la Energía Doméstica para 
Hogares de Bajos Ingresos (LIHEAP)  

 Ingreso Suplementario del Seguro Social (SSI) 
 National School Lunch Program (NSLP) 
 Agencia de Asuntos Indios, Asistencia General (BIA GA) 
 Asistencia General Elegible para Ingreso de Ventaja Inicial - 

solamente tribal  

   No  

¿Cuál es el ingreso anual de su hogar (antes de deducciones, incluyendo a todos los miembros 
del hogar)? ▼ 

  

Ο $0 - $22,340     Ο  $22,341 - $30,260     Ο  $30,261 - $38,180     Ο  $38,181 - $46,100     Ο  $46,101 - $54,020 
 

Ο  Si es más de $54,020, escriba el monto aquí : $ ,.00  al año    
 

Por favor marque sus fuentes de ingreso: ▼ 

 Seguro Social  
 SSP o SSDI 
 Pensiones 
 Intereses o dividendos de:  

cuentas de ahorro, acciones, 
bonos, o cuentas para el retiro 

 Salarios y/o ingresos de autoempleo 
 Beneficios de desempleo 
 Pagos de pólizas de seguro o 

convenios judiciales 
 Pagos por incapacidad o 

Indemnización para los trabajadores 

 Pensión conyugal o alimenticia 
 Becas, subvenciones u otra ayuda 

usada para sufragar el costo de la 
vida 

 Ingresos por alquiler o regalías 
 Dinero en efectivo y/u otros 

ingresos 

3 
¿Acepta usted lo siguiente?  Por favor lea y firme abajo. 
Declaro que la información que proporcioné en este formulario de solicitud es verdadera y correcta. Convengo en proporcionar 
comprobantes de elegibilidad para CARE si se me solicita. Convengo en informar a The Gas Company si dejo de calificar para recibir el 
descuento. Entiendo que, si recibo el descuento sin tener derecho al mismo, se me puede exigir la devolución del descuento recibido. 
Entiendo que The Gas Company puede compartir mis datos con otras empresas de servicios públicos o agentes para inscribirme en sus 
programas de asistencia. 
 

Firma:  X                                                                   Fecha :  /  /  

 
 
 

Formulario de recertificación para 
el descuento CARE del 20% en la tarifa 
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您的費率折扣 
即將過期 

 

親愛的客戶：                         日期： 

您現在正通過 The Gas Company 的加州能源優惠 (CARE) 計劃 ，享受占每月瓦斯（煤氣）帳單 20％的 CARE 折
扣優惠。若要繼續享有 CARE 計劃的折扣，您需要在 90 天內再認證您仍符合資格。您可以使用下列方法之一來重

新認證你的資格： 

1.  填寫好並在重新認證表格 (Re-certification Form) 上簽名，用所提供的信封寄回。 

或者 
                     2.  一周七天、一天 24 小時致電 1-866-716-3452，按照提示在電話上進行重新認證。 

或者 

3.  訪問網站 www.socalgas.com/care/recert/，請準備好您的賬戶號碼。 
  

符合 CARE 折扣的這些種資格： 

 
 
 
 

或者 
 
 
 
 
 
 
 
 
 

參加條件 

瓦斯帳單必須在您的名下並且地址必須為您的主要住宅。/ 除您配偶外，您不能是其他人報稅單上的被撫養人。/ 
您必須在被要求時，重新認證您還符合 CARE 資格。/ 如果您已經不再符合該資格，您必須在 30 天內通知 The 
Gas Company。/ 您有可能被要求提供符合 CARE 資格的證明文件。 

 
 

若需更多關于 CARE 計劃的資訊，請致電 THE GAS COMPANY： 

政府協助計劃: 

如果您或您的家人從下列任一計劃中受益： 

Medicaid / Medi-Cal (加州醫療輔助計劃)、Healthy Families 
A&B (健康家庭低費兒童醫療健保計劃類別 A 及 B)、
Women, Infants  & Children (WIC, 婦女、嬰兒和兒童營養輔

助計劃)、CalWORKs (TANF)、部落 TANF、Head Start 
Income Eligible (學前教育班補助金計劃, 僅限於部落)、
Bureau of Indian Affairs General Assistance (印第安事務局

一般協助計劃)、CalFresh / SNAP (食物券)、National 
School Lunch Program (NSLP, 全國學童免費午餐計劃)、
Low Income Home Energy Assistance Program (LIHEAP, 
低收入家庭能源協助計劃)、Supplemental Security Income 
(SSI, 社會安全輔助金) 

家庭收入最高限額*： 
（有效期 2012 年 6 月 1 日至 2013 年 5 月 31 日） 

*包括所有來源的家庭現有稅前收入 

家庭成員人數 年收入總額 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 77,780 

每多一位家庭成員 +$7,920 

英語：1-800-427-2200 國語：1-800-427-1429      西班牙語：1-800-342-4545 
韓語：1-800-427-0471 粵語：1-800-427-1420         越南語： 1-800-427-0478 

聽覺障礙專綫 (TDD/TTY)：1-800-252-0259（僅提供英語和西班牙語服務） 
 

賬戶號碼： 
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THE GAS COMPANY 
CARE PROGRAM ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

CARE 20% 費率折扣資格重新認證表格 

請用深色筆以正楷填寫清晰以確保適當受理 
正確凃圈方法：   

1 
 

客戶姓名：  

地址：  

帳戶號碼：   

聯絡電話：  ( ) -  

電郵地址：   

 
我不再符合或不願再參加 CARE 計劃。請把我的賬戶從 CARE 計劃中取消。 
如果您將這個圓圈塗黑(●)，請直接填写第 3 部分，在文件下方簽字，將此表格放在所提供的郵資已付的信封
中，在 90 天內寄回。 

2 

 您家庭中的總人數：  1            2            3            4            5            6            如果超過 6:  

您（或您的家人）是否有人參加了以下協助計劃？ 
 

  是（請把您或您家人所接受福利的計劃前塗黑）▼ 

 加州醫療輔助計劃: 低于 65 歲       
 加州醫療輔助計劃: 65 歲或更大年齡  
 健康家庭低費兒童醫療健保計劃類別 A 及 B 
 WIC - 婦女，嬰兒和兒童營養輔助計劃 
 CalWORKs (TANF)或 部落 TANF 
 CalFresh / SNAP (食物券) 

LIHEAP 低收入家庭能源協助計劃 
 社會安全輔助金 (SSI) 
 全國學童午餐計劃 (NSLP) 
 印第安事務局一般援助 
 學前教育班補助金計劃（僅限於部落） 

 否 
 

請按照您的家庭年收入（税前收入，包括所有家庭成員），把適當項目前的圓圈塗黑：▼ 
  

 $0 - $22,340       $22,341 - $30,260       $30,261 - $38,180       $38,181 - $46,100      $46,101 - $54,020 
 

  如果多于 $54,020，請在此處填寫金額：$ , .00 每年 
 

請把您家庭收入所有來源前面的圓圈塗黑：▼ 

 社會安全福利金 Social Security  
 社會安全輔助金 SSP, SSDI 
 退休金 
 從以下項目獲取的利息或紅利:儲蓄賬戶, 股
票, 債券, 或退休賬戶 

工資或薪金 
 失業救濟金 
 保險或法律賠償 
 殘疾津貼或勞工補償 

 配偶或子女支付的贍養費 
  獎學金, 助學金, 或其它用于支付生

活費用的助學津貼 
  租金或權利金收入 
  現金或其它收入 

3 
您同意以下聲明嗎？請您閱讀並簽字。 
我願意證明上述申請資料正確屬實。若需要我也同意提供文件證明符合 CARE 的資格。我同意若我不再符合條件

時，即通知 The Gas Company。我暸解若不合格接受折扣，我可能須退還我之前所接受的折扣。我瞭解 The 
Gas Company 可將有關我的資料提供給其它的公用事業公司和組織團體以協助我加入他們的協助計劃。 
 

簽名：X                                                                    日期：  /  /  
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귀하의 요금 할인이 
종료됩니다 

친애하는 고객님:                    날짜:  

귀하께서는 현재 The Gas Company 의 캘리포니아 에너지 대체 요금 (CARE) 프로그램을 통하여 월별 가스 요금에 대해 
20% 할인을 받고 계십니다. CARE 할인을 계속 받으시려면, 90 일 내에 수혜 자격을 갱신하셔야 합니다.   아래에 나열된 
3 방법 중 하나를 사용하여 갱신을 하실 수 있습니다. 

1. 제공된 봉투를 사용하여 작성하고 서명한 증명 양식을  제출합니다.  
또는 

2. 전화번호 1-866-716-3452 에 연중 무휴로 하루  24 시간 아무 때난 전화하여 재증명 지시에 따르십시오. 
좌번호를 준비하십시오. 귀하의 구좌번호는 이 페이지 맨 아래에 있습니다. 

또는 
3. 구좌 번호를 갖추고 저의 웹사이트www.socalgas.com/care/recert/ 를 방문하여 갱신에 임하실 수 있습니다. 

 
CARE 할인 수혜 자격을 충족시키는 가지 방법이 있습니다: 

 
최대 가구 소득*:  

(2012. 6. 1 부터 2013. 5. 31 까지 유효) 
*세액 공제전 가구의 현재 총소득 

가구의 식구 수 총 연간 소득 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

각 추가 사용자 +$7,920 

 
 
 
 

또는 
 
 
 
 
 
 

 

 
 

참여 조건 
가스 청구서는 귀하의 이름으로 되어 있어야 하며 주소는 귀하의 집 주소이어야 합니다.  
배우자 이외에 다른 사람이 소득세 보고서에서 귀하를 부양가족으로 청구하지 않아야 합니다.  
요청할 경우 CARE 수혜 자격을 재증명해야 합니다.  
더 이상 수혜 자격이 없는 경우 30 일 이내에 The Gas Company 에 통보해야 합니다.  
CARE 에 대한 수혜자격을 입증하도록 요청 받을 수 있습니다. 
 

CARE 에 대한 사항은 아래의 THE GAS COMPANY 번호로 문의하십시오: 

공공 지원 프로그램: 
귀하나 가족일원이  다음 프로그램으로부터 혜택을 

받는 경우: 
메디케이드 (Medicaid / Medi-Cal), 

건강한 가족 유형 A 및 B (Healthy Families A&B), 
여성, 유아 및 어린이 (WIC), 

CalWORKs (TANF), 또는 부족 TANF, 
헤드 스타트 소득 자격 (Head Start - Income Eligible) 

(인디언 부족만 해당), 인디언 업무 일반 
보조국(Bureau of Indian Affairs General Assistance), 

CalFresh / SNAP (푸드 스탬프), 
학교 점심 프로그램 (National School Lunch Program),

저소득 주택 에너지 지원 프로그램 (LIHEAP), 
추가 사회보장 수입 (SSI) 

영어:  1-800-427-2200 북경어:  1-800-427-1429 스페인어:  1-800-342-4545 
한국어:  1-800-427-0471 광동어:  1-800-427-1420    월남어:   1-800-427-0478 

 

청각 장애자(TDD/TTY): 1-800-252-0259 (영어와 스페인어로 만 유효함) 

 
구좌 번호:   
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THE GAS COMPANY 
CARE PROGRAM ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

CARE 20% 요금 할인 재증명 양식 
정확히 처리되도록 하기 위해 진한 펜을 사용하여 분명히 인쇄체로 기입 

동그라미에 바르게 표시하는 방법:   

 

1 

고객 이름: 

주소:  

구좌 번호:  

주택 전화번호:  ( ) -  

이메일 주소:  

 
본인은 더 이상 자격이 없거나 CARE 에 참여하기를 원치 않습니다. 본인의 구좌를 CARE 프로그램에서 삭제하십시오.   
이 동그라미(●) 안을 채운 경우, 직접 3 번으로 가서 하단에 서명하여 이 양식을 제공된 우송료 선불 봉투에 넣어 
90 일 내에 우송하십시오. 

2 

 귀 가구의 총 식구 수:  1         2         3         4         5         6         만약 6 개 이상:  

귀하 (또는 식구 중 누군가)는 다음 보조 프로그램에 등록되었습니까? 
 

   예 (예인 경우 참여 프로그램에 질문으로 가십시오.)▼ 

 Medi-Cal / 메디케이드(Medicaid): 65 세 미만 
 Medi-Cal / 메디케이드(Medicaid): 65 세 이상 
 가정 건강 유형 (Healthy Families Categories) A & B 
 여성, 유아 및 어린이 프로그램(WIC) 
 CalWORKs (TANF) 또는 인디언 부족 TANF  
 CalFresh / SNAP (푸드 스탬) 

 저소득자 주택 에너지 지원 프로그램인 (LIHEAP) 
 보조 사회보장 수입 (SSI) 
 학교 점심 프로그램(National School Lunch Program) 
 인디언 업무 일반 보조국(Bureau of Indian Affairs 

General Assistance) 
 헤드 스타트 소득 자격(Head Start Income Eligible) 

(인디언 부족만 해당) 

   아니오  
 

귀하의 연간 소득은 얼마입니까 (공제전, 모든 가족의 소득 포함)?► 
  

Ο $0 - $22,340     Ο  $22,341 - $30,260     Ο  $30,261 - $38,180     Ο  $38,181 - $46,100     Ο  $46,101 - $54,020 
 

Ο  $54,020 을 초과하는 경우, 여기에 금액을 기입하십시오: 연간$ , .00  
 

귀하의 소득원에 표시하십시오:  ▼ 

 사회보장금 
 SSP 또는  SSDI 
 연금 
 저축, 주식, 채권, 또는 은퇴 구좌로 

부터의 이자 또는 배당금 

 임금 그리고/또는 자영업 수익  
  실업 혜택 
  보험금 또는 법적 타협금 
  장애 또는 산재 보상금 

배우자 또는 자녀 부양비 
 장학금, 수여금, 또는  기타 생활  

보조금   
 임대료나 로열티 소득 
 현금 또는 기타 소득 

3 
다음 사항에 동의하십니까?  아래 사항을 읽고 서명하십시오. 
본 신청서에서 제시한 정보가 정확한 사실임을 진술합니다. 본인은 요청 받을 경우 CARE 수혜 자격 증거자료를 제출하기로 동의하였습니다. 
본인이 할인을 받을 자격이 더 이상 없게 될 경우 The Gas Company 에 통보함에 동의합니다. 자격이 없으면서 할인을 받은 경우 받은 
할인액을 환불해야 할 수 있다는 것을 본인은 이해합니다. The Gas Company 에서 다른 유틸리티 회사나 에이전트의 지원 프로그램에 
등록하기 위해 본인의 정보를 그들과 공유할 수 있다는 것을 본인은 이해합니다. 
 

서명:  X                                                                        날짜:  /  /  

 
  

 



Form 6674-D VI (06/12) 
 CHƯƠNG TRÌNH GIẢM GIÁ CỦA 

QUÝ VỊ SẮP  HẾT HẠN 
 
 
Kính Gởi Quý Khách Hàng:                     Ngày: 

Quý vị hiện đang được giảm giá 20% trên biên nhận gas hàng tháng qua chương trình Mức Giá Năng Lượng Thay 
Thế California (California Alternate Rates for Energy hay CARE) của The Gas Company. Để tiếp tục được giảm giá 
theo chương trình CARE, quý vị phải gia hạn hồ sơ chứng minh hội đủ điều kiện của mình trong vòng 90 ngày. Để 
gia hạn, xin dùng một trong các cách được liệt kê dưới đây: 

1. Gởi trả Mẫu Giấy Chứng Nhận được ký tên và điền đầy đủ trong phong bì cung cấp sẵn. 

HOẶC 

2. Gọi 1-866-716-3452 bất cứ lúc nào 24 giờ mỗi ngày, 7 ngày một tuần, và làm theo hướng dẫn để tái xác 
nhận qua điện thoại. Xin chuẩn bị sẵn sàng số trương mục của mình. Quý vị có thể tìm số trương mục 
này ở phần cuối của trang này, 

HOẶC 

3. Vào mạng của chúng tôi www.socalgas.com/care/recert/ và chuẩn bị sẵn số trương mục của quý vị. 
 

CÁCH HỘI ĐỦ ĐIỀU KIỆN ĐƯỢC GIẢM GIÁ THEO CHƯƠNG TRÌNH CARE: 
 

 
 
 
 
 
 
 

HOẶC 
 
 

 
 
 

 
 
 
 

ĐIỀU KIỆN ĐỂ THAM GIA 
Quý vị phải là người đứng tên trong biên nhận gas và địa chỉ phải là địa chỉ chính của quý vị. / Quý vị không được là 
người tùy thuộc trong hồ sơ khai thuế của người khác ngoại trừ người phối ngẫu của mình. / Quý vị phải tái xác nhận sự 
hội đủ điều kiện của mình theo chương trình CARE khi được yêu cầu. / Quý vị phải thông báo cho The Gas Company 
trong vòng 30 ngày nếu quý vị không còn hội đủ điều kiện nữa. / Quý vị có thể được yêu cầu thẩm tra tình trạng hội đủ 
điều kiện của mình cho chương trình CARE. 

 

ĐỂ BIẾT THÊM THÔNG TIN VỀ CHƯƠNG TRÌNH CARE, XIN GỌI CHO THE GAS COMPANY TẠI: 
Tiếng Anh:  1-800-427-2200 Quan Thoại:  1-800-427-1429            Tây Ban Nha:  1-800-342-4545 
Tiếng Hàn:  1-800-427-0471                        Quảng Đông:   1-800-427-1420             Tiếng Việt:   1-800-427-0478 
Số Máy dành cho Người Khiếm Thính (TDD/TTY): 1-800-252-0259 (chỉ có sẵn bằng tiếng Anh và tiếng Tây Ban Nha) 
 
 
Số Trương Mục:  

 
 

  

LỢI TỨC TỐI ĐA CỦA HỘ GIA ĐÌNH*:  
(hiệu lực từ ngày 1 tháng Sáu, 2012 đến 31 tháng Năm, 2013) 

*tất cả các nguồn lợi tức hiện tại trước khi khấu trừ của gia đình 

Số Người trong Gia Đình Tổng Lợi Tức Hàng Năm 
1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Mỗi người bổ sung +$7,920 

CÁC CHƯƠNG TRÌNH TRỢ GIÚP CÔNG CỘNG: 

Nếu quý vị hay người nào khác trong gia đình nhận trợ 
cấp từ bất cứ chương trình nào sau đây: 
 

Medicaid, Medi-Cal, 
Gia đình Khỏe mạnh loại A&B, 

Chương trình Phụ nữ, Sơ sinh, & Trẻ em (WIC), 
CalWORKs (TANF), Bản địa TANF, 

Chương trình Mầm non cho người có Lợi tức Hợp lệ 
(Chỉ dành cho Bản địa), 

Bureau of Indian Affairs General Assistance, 
CalFresh / SNAP ( Trợ Cấp Phiếu Thực Phẩm), 

Chương trình Toàn quốc ăn Trưa tại Trường (NSLP), 
Chương trình Trợ giúp Năng lượng cho Gia đình có 

Lợi tức Thấp (LIHEAP), 
Trợ Giúp An sinh Xã hội (SSI) 



         Form 6674-D VI (06/12) 
  

THE GAS COMPANY 
CARE PROGRAM ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

 

 
 

1 

Tên Khách Hàng:  

Địa chỉ:   

Số Trương Mục:   

Điện Thoại Nhà #:  ()- 

E-mail:   

 
Tôi không còn hội đủ điều kiện hoặc không muốn tham gia vào chương trình CARE nữa.  Xin rút trương mục của tôi 
ra khỏi chương trình CARE. 
 Nếu quý vị bôi đen vào vòng tròn này, chuyển thẳng sang câu 3 (), ký tên ở dưới, và gởi mẫu đơn này trong phong bì 

đã trả trả buư phí đuợc cung cấp sẵn  trong vòng 90 ngày. 

2 
 

Tổng số người 
trong hộ gia đình 

của quý vị: 
  1         2         3         4         5         6         nếu có nhiều hơn 6:  

Quý vị (hoặc ai đó trong gia đình quý vị) có được hưởng bất cứ chương trình trợ giúp nào sau đây 
không? 
 

   CÓ (Nếu có, xin bôi đen vào vòng tròn của (các) chương trình được hưởng)▼ 
 Medi-Cal/Medicaid:  Dưới 65 tuổi 
 Medi-Cal/Medicaid: 65 tuổi hoặc hơn 
 Gia Đình Khỏe Mạnh Loại A & B 
 Chương Trình Phụ Nữ Sơ Sinh và Trẻ Em (WIC) 
 CalWORKs (TANF) hoặc TANF Bản  Địa  
 CalFresh / SNAP (Trợ Cấp Phiếu Thực Phẩm) 

 Trơ Giúp Năng Lượng Tại Gia Cho Người Lợi Tức 
Thấp (LIHEAP) 

 Trợ Cấp An Sinh (SSI) 
 Chương Trình Toàn Quốc Ăn Trưa Tại Trường (NSLP) 
 Bureau of Indian Affairs General Assistance  
 Đủ điều kiện lợi tức cho Head Start  (Bản Địa mà thôi) 

     KHÔNG 
 

Mức lợi tức hàng năm của gia đình quý vị là bao nhiêu (lợi tức trước khi khấu trừ, bao gồm tất 
cả mọi người trong gia đình)? ▼ 

  

 $0 - $22,340      $22,341 - $30,260      $30,261 - $38,180      $38,181 - $46,100      $46,101 - $54,020 
 

 Nếu nhiều hơn $54,020, xin điền tổng số vào đây $ ,.00  mỗi năm 
 

Xin bôi đen vào vòng tròn của các nguồn lợi tức của quý vị: ▼ 

 An sinh Xã hội 
 SSP, SSDI 
 Hưu bổng 
 Tiền Lời hay Cổ tức từ:  

Trương mục Tiết kiệm, Cổ 
Phiếu, Trái Phiếu, hay 
Trương mục Hưu trí  

 Lương và/hoặc Lợi tức Viêc Làm 
Tự do   

 Trợ cấp Thất nghiệp   
 Bồi thường Bảo hiểm hoặc Thỏa 

Hiêp Pháp Định   
 Lãnh tiền Bệnh hoặc Bồi thường 

Thương tích tại Sở làm 

 Cấp dưỡng nuôi Con hoặc Phối ngẫu  
 Học bổng, tài trợ giáo dục hay trợ 

giúp khác dùng để trang  trải chi phí 
sinh sống 

 Lợi tức cho Thuê hoặc Tiền Bản 
quyền 

 Lợi tức Tiền mặt hoặc Lợi tức Khác 

3 
Quý vị có đồng ý với điều sau đây không?  Xin đọc và ký bên dưới. 
Tôi xin khai rõ rằng thông tin mà tôi đã cung cấp trong đơn này là sự thật và chính xác. Tôi đồng ý sẽ cung cấp bằng cớ về việc hội 
đủ điều kiện theo chương trình CARE khi được yêu cầu. Tôi đồng ý báo cho The Gas Company biết nếu tôi không còn hội đủ điều 
kiện để nhận giảm giá nữa. Tôi hiểu rằng nếu tôi được giảm giá khi không hội đủ điều kiện, tôi có thể được yêu cầu phải trả lại 
khoản giảm giá đã nhận. Tôi hiểu rằng The Gas Company có thể chia sẻ thông tin của tôi với các hãng tiện ích khác hoặc các đại lý 
để ghi danh tôi vào các chương trình trợ giúp của họ 

Chữ ký:  X                                                                           Ngày:  /  /  
 

Đơn Xin Giảm Giá 20% Theo Chương Trình CARE  
Xin dùng mực đậm và viết bằng chữ in để đảm bảo xét duyệt chính xác  

Bôi đen đúng cách:   



SOUTHERN CALIFORNIA GAS COMPANY Revised CAL. P.U.C. SHEET NO. 48182-G
 LOS ANGELES, CALIFORNIA CANCELING Revised CAL. P.U.C. SHEET NO. 47225-G
     

 SAMPLE FORMS:  APPLICATIONS
 Capitation Program CARE Application
 (Form 6491-2D, 06/12) T

 

   

(TO BE INSERTED BY UTILITY) ISSUED BY (TO BE INSERTED BY CAL. PUC) 

ADVICE LETTER NO. 4369 Lee Schavrien DATE FILED May 14, 2012
DECISION NO.  Senior Vice President EFFECTIVE Jun 1, 2012
1H8  RESOLUTION NO. E-3524

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(See Attached Form) 
 

 

 



FoR	MoRE	inFoRMAtion	on	CustoMER	AssistAnCE:
English: 1-800-427-2200 Mandarin: 1-800-427-1429 Spanish: 1-800-342-4545             CONTRACTOR STAMP

Korean: 1-800-427-0471 Cantonese: 1-800-427-1420 Vietnamese: 1-800-427-0478      
Hearing Impaired (TDD/TTy): 1-800-252-0259 (available in English and Spanish only)

Energy Savings Assistance 
Program: Offers no-cost 
energy saving home improve-
ments. For more information, 
please call 1-800-331-7593.

Medical Baseline: Provides additional allowance of  
gas at a lower rate to customers with certain medical 
conditions. For more information, call 1-800-427-2200.

Low-Income Home Energy Assistance Program (LIHEAP): 
Provides bill payment assistance, emergency bill as-
sistance and weatherization services. Call the California 
Dept. of Community Services and Development at 
1-866-675-6623.

California Lifeline: Provides discounted telephone  
access for customers meeting similar income guidelines 
to CARE. For more information, contact your local  
telephone service provider.

otHER	pRoGRAMs	AnD	sERViCEs	You	MAY	QuAliFY	FoR:

Southern California Gas Company’s (SoCalGas®) California Alternate Rates for Energy (CARE) program provides 
a 20 percent discount on the monthly gas bill for eligible households. Those who qualify and are approved within 
90 days of starting new gas service will also receive a $15 discount on the Service Establishment Charge.  
The discount will be applied once your completed and signed application is approved by SoCalGas.

Please complete the application and return it in the envelope provided or apply online at socalgas.com (search “CARE“).

ConDitions	FoR	pARtiCipAtion
The gas bill must be in your name and the address must be your primary address./you must not be claimed as a dependent 
on another person’s income tax return other than your spouse./you must recertify your application when requested./you 
must notify SoCalGas within 30 days if you no longer qualify./you may be asked to verify your eligibility for CARE.

20%	DisCount		
CARE	AppliCAtion	

OR

HoW	to	QuAliFY	FoR	tHE	CARE	DisCount

MAXiMuM	HousEHolD	inCoME:	
(effective June 1, 2012 to May 31, 2013)

	 number	of	persons	 total	Annual
	 in	Household	 income*

 1	 $22,340	

	 2	 $30,260	

	 3	 $38,180	

	 4	 $46,100	

	 5	 $54,020	

	 6	 $61,940 

 7 $69,860 

 8 $77,780 

For each additional household member, add $7,920
*  Includes current household income from all sources  

before deductions.

puBliC	AssistAnCE	pRoGRAMs:
If you or another person in your household receives  

benefits from any of the following programs:

Medi-Cal/Medicaid

Healthy Families Categories A & B

women, Infants, & Children (wIC)

CalwORKs (TANF) or Tribal TANF

Head Start Income Eligible - Tribal Only 

Bureau of Indian Affairs General Assistance (BIA GA)

CalFresh/SNAP (Food Stamps) 

National School Lunch Program (NSLP)

Low-Income Home Energy Assistance Program (LIHEAP)

Supplemental Security Income (SSI) 



      
	 	 	 	 									  1             2             3             4             5             6             If more than 6:   

 Are you (or someone in your household) enrolled in any of the following assistance programs? 

  YES (If yes, mark the program(s) of participation) t

 

	  NO t

   What is your yearly household income (before deductions, including all members of the household) t

				  $0 - $22,340           	$22,341 - $30,260          	$30,261 - $38,180            	$38,181 - $46,100          	$46,101 - $54,020

				  If more than $54,020, enter the dollar amount here:   $               ,                         .00 
per year

   Please mark your sources of income: t

	

 Declaration: Please read and sign below.	
 I state that the information I have provided in this application is true and correct. I agree to provide proof of CARE eligibility if 

asked. I agree to inform SoCalGas if I no longer qualify to receive the discount. I understand that if I receive the discount without 
qualifying for it, I may be required to pay back the discount I received. I understand that SoCalGas can share my information with 
other utilities or agents to enroll me in their assistance programs.

 SIgnature: Date: 

CuStOMer naMe 
(aS It aPPearS On YOur BILL):

——

2

1

3

CARE	20%	RAtE	DisCount	AppliCAtion

PLEASE COMPLETE IN BLACK OR DARK BLUE INK. CORRECT wAy TO MARK CIRCLES: l

© 2012 Southern California gas Company. trademarks are property of their respective owners. 
all rights reserved. Some materials used under license, with all rights reserved by licensor.           FOrM 6491-2D en 0612  C Printed on recycled paper with soy-based inks.    n1230025  100K 

X /  /

 Social Security

 SSP or SSDI

 Pensions 

 Interest or Dividends from: Savings,  
 Stocks, Bonds, or retirement accounts

 Wages and/or Profit from  
 Self employment

 unemployment Benefits 

 Insurance or Legal Settlements 

 Disability or Workers  
 Compensation Payments

 Spousal or Child Support

 Scholarships, grants, or Other 
 aid used for Living expenses

 rental or royalty Income

 Cash or Other Income 

 Medi-Cal/Medicaid: under age 65

 Medi-Cal/Medicaid: 65 or older

 Healthy Families Categories a & B

 Women, Infants, and Children Program (WIC)

 CalWOrKs (tanF) or tribal tanF

 CalFresh/SnaP (Food Stamps) 

 Low-Income Home energy assistance Program (LIHeaP)

 Supplemental Security Income (SSI)

 national School Lunch Program (nSLP)

 Bureau of Indian affairs general assistance (BIa ga)

 Head Start Income eligible – tribal Only

HOMe aDDreSS
(Street, aPt #, CItY, ZIP):

aCCOunt nuMBer: SOurCe CODe:

PHOne nuMBer:

eMaIL aDDreSS:

Total # of adults and 
children in your 

household:

to qualify for the 20 percent discount, please complete the application form and return it to SoCalgas. 

You will receive your discount once your completed, signed application is approved by SoCalgas.



El programa de Tarifas Alternas para Energía en California (CARE) de Southern California Gas Company’s (SoCalGas®) 
ofrece un descuento del 20 por ciento en la factura mensual de gas a los hogares que reúnen los requisitos. Aquellos 
que califiquen y sean aprobados en un término de 90 días a partir del inicio de su nuevo servicio de gas también 
recibirán un descuento de $15 en el Cargo de Conexión de Servicio (Service Establishment Charge). El descuento se 
aplicará una vez que el formulario de solicitud debidamente llenado y firmado haya sido aprobado por SoCalGas.

Sírvase llenar el formulario de solicitud y regresarlo en el sobre provisto, o presentarlo en línea en  
socalgas.com/espanol (busque la palabra clave “CARE“).

FoRMulARio	DE	soliCituD	pARA		
El	DEsCuEnto	CARE	DEl	20%	

pARA	MÁs	inFoRMACiÓn	ACERCA	DE	AsistEnCiA	Al	CliEntE:
Inglés: 1-800-427-2200 Mandarín: 1-800-427-1429  Español: 1-800-342-4545             CONTRACTOR STAMP

Coreano: 1-800-427-0471 Cantonés: 1-800-427-1420 Vietnamita: 1-800-427-0478
Para clientes con limitaciones auditivas (TDD/TTy): 1-800-252-0259  
(disponible en inglés y español únicamente)

ConDiCionEs	pARA	pARtiCipAR
La factura de gas debe estar a su nombre y la dirección debe ser su domicilio principal./No debe aparecer como  
dependiente en la declaración de impuestos de otra persona que no sea su cónyuge./Debe recertificar su solicitud cu-
ando se le solicite./Debe notificar a SoCalGas en un término de 30 días si deja de calificar./Tal vez se le pida compro-
bar que reúne los requisitos para CARE. 

		pRoGRAMAs	DE	AsistEnCiA	pÚBliCA:
Si usted u otra persona que vive en su hogar recibe 

beneficios de cualquiera de los siguientes programas: 

Medi-Cal/Medicaid

Healthy Families Categories A & B

Programa de mujeres, infantes y niños (wIC) 

CalwORKs (TANF)o TANF tribal

Elegible para ingreso de Ventaja Inicial – Solamente tribal 

Agencia de Asuntos Indios, Asistencia General (BIA GA)

CalFresh/SNAP (Food Stamps/ 
Estampillas para comida 

National School Lunch Program (NSLP)

Programa de Asistencia con la Energía Doméstica  
para Hogares de Bajos Ingresos (LIHEAP) 

Ingreso Suplementario del Seguro Social (SSI) 

inGREso	MÁXiMo	En	El	HoGAR:	
(en vigor del 1 de junio de 2012 al 31 de mayo de 2013)

Número de personas en el hogar   Ingreso total anual*

	 1	 $22,340

	 2	 $30,260

	 3	 $38,180

	 4	 $46,100

	 5	 $54,020

	 6	 $61,940

 7 $69,860

 8 $77,780

Por cada miembro adicional en el hogar, añada $7,920

*  Incluye los ingresos actuales del hogar de todas  
las fuentes de ingreso antes de deducciones.

Energy Savings Assistance 
Program: Ofrece mejoras 
sin costo que ahorran energía. 
Para más información, llame al 
1-800-331-7593.

Asignación Médica Inicial (Medical Baseline): Provee  
asignación adicional de gas a una tarifa menor a los clientes 
con ciertas afecciones. Para más información, llame al 
1-800-342-4545. 

El Programa de Ayuda Energética para Hogares de Bajos 
Ingresos (LIHEAP): Ofrece asistencia para el pago de 
facturas, asistencia de emergencia para el pago de 
facturas y protección de la casa contra los agentes 
atmosféricos. Llame al Departamento de Servicios a la 
Comunidad al 1-866-675-6623.

California Lifeline: Ofrece telefónico a precios de descuento 
para los clientes que reúnan requisitos de ingreso similares 
a los del programa CARE. Para más información, llame al 
proveedor de servicio telefónico de su localidad.

otRos	pRoGRAMAs	Y	sERViCios	pARA	los	QuE	tAl	VEZ	CAliFiQuE:

O

CÓMo	CAliFiCAR	pARA	El	DEsCuEnto	CARE:



      
	 	 	 	 												  1             2             3             4             5             6             Si más de 6:   

 ¿Está usted (o alguien que vive en su hogar) inscrito en alguno de los siguientes programas de asistencia?

  SÍ (Si su respuesta es afirmativa, marque el(los) programa(s) de participación) t

 

	  NO t

   ¿Cuál es el ingreso anual de su hogar (antes de deducciones, incluyendo a todos los miembros del hogar)? t

				  $0 - $22,340           	$22,341 - $30,260          	$30,261 - $38,180          	$38,181 - $46,100          	$46,101 - $54,020

				  Si es más de $54,020, escriba el monto aquí:    $               ,                         .00 
al año 

   Por favor marque sus fuentes de ingreso: t

	

 ¿Acepta usted lo siguiente? Por favor lea y firme abajo.
 Declaro que la información que proporcioné en este formulario de solicitud es verdadera y correcta. Convengo en proporcionar 

comprobantes de elegibilidad para CARE si se me solicita. Convengo en informar a SoCalGas si dejo de calificar para recibir el 
descuento. Entiendo que, si recibo el descuento sin tener derecho al mismo, se me puede exigir la devolución del descuento 
recibido. Entiendo que SoCalGas puede compartir mis datos con otras empresas de servicios públicos o agentes para 
inscribirme en sus programas de asistencia.

 FIrMa: FeCHa: 

——

2

1

3

soliCituD	CARE	pARA	un	20%	DE	DEsCuEnto

POR FAVOR DE COMPLETAR EN TINTA NEGRA O AZUL OSCURA. FORMA CORRECTA DE MARCAR LOS CíRCULOS: l

© 2012 Southern California gas Company. trademarks are property of their respective owners. 

all rights reserved. Some materials used under license, with all rights reserved by licensor.    FOrM 6491-2D SP 0612 C Impreso en papel reciclado con tintas a base de soya.  n1230025  100K 

X /  /

 Medi-Cal/Medicaid: menor de 65 años 

 Medi-Cal/Medicaid: 65 años o más 

 Healthy Families Categories a & B

 Programa para Mujeres, Infantes y niños (WIC) 

 CalWOrKs (tanF) o tanF tribal 

 CalFresh/SnaP (Food Stamps/estampillas para comida

 Programa de asistencia con la energía Doméstica para  
 Hogares de Bajos Ingresos (LIHeaP) 

 Ingreso Suplementario del Seguro Social (SSI)

 national School Lunch Program (nSLP)

 agencia de asuntos Indios, asistencia general (BIa ga)

 asistencia general elegible para Ingreso de Ventaja  
 Inicial – Solamente tribal 

DOMICILIO PartICuLar
(CaLLe, nO. De aPtO., CIuDaD,  

CÓDIgO POStaL):

núMerO De Cuenta: SOurCe CODe:

teLéFOnO:

COrreO eLeCtrÓnICO:

Para tener derecho al 20 por ciento de descuento en la tarifa de gas de su factura, por favor llene el formulario de solicitud 

y regréselo a SoCalgas. recibirá su descuento una vez que su solicitud llena y firmada sea aprobada por SoCalgas.

nOMBre DeL CLIente  
(taL COMO aPareCe en Su FaCtura):

 Seguro Social 

 SSP o SSDI

 Pensiones

 Intereses o dividendos de: cuentas  
 de ahorro, acciones, bonos, o cuentas  

 para el retiro 

 Salarios y/o ingresos de autoempleo

 Beneficios de desempleo

 Pagos de pólizas de seguro o  
 convenios judiciales

  Pagos por incapacidad o Indemnización  
para los trabajadores

 Pensión conyugal o alimenticia

 Becas, subvenciones u otra  
 ayuda usada para sufragar el  

 costo de la vida

 Ingresos por alquiler o regalías

 Dinero en efectivo y/u otros ingresos

Número total de  
adultos y niños que 

viven en su hogar:



SOUTHERN CALIFORNIA GAS COMPANY Revised CAL. P.U.C. SHEET NO. 48183-G
 LOS ANGELES, CALIFORNIA CANCELING Revised CAL. P.U.C. SHEET NO. 47226-G
     

 SAMPLE FORMS:  APPLICATIONS
 Post-Enrollment Verification CARE Application
 Individually Metered Residential (Form 6675-D, 06/12) T

 

   

(TO BE INSERTED BY UTILITY) ISSUED BY (TO BE INSERTED BY CAL. PUC) 

ADVICE LETTER NO. 4369 Lee Schavrien DATE FILED May 14, 2012
DECISION NO.  Senior Vice President EFFECTIVE Jun 1, 2012
1H10  RESOLUTION NO. E-3524

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(See Attached Form) 
 

 

 



Form 6675-D EN (06/12) 
IMMEDIATE REPLY 

NEEDED 
 
Dear Customer:                   Date:  
 
You are currently receiving a 20% CARE discount on your monthly gas bill through The Gas Company’s California 
Alternate Rates for Energy (CARE) program. Your household has been randomly selected for verification of 
eligibility. To continue receiving this discount, please return the completed and signed form including required 
document(s) in the envelope provided within 90 days.  If you do not reply or are found ineligible, you may receive 
corrected billings. 
Required Documents: You only need to provide copies of document(s) from either list 1 OR 2 (not both). 
 
List 1) If you or another person in your household receives public assistance, please send documentation 

proving participation in any of the following programs: 
Medicaid, Medi-Cal, Healthy Families A&B (Monthly Premium Statement), Women, Infants, & Children (WIC), 
CalWORKs (TANF), Tribal TANF, Head Start Income Eligible - Tribal Only, Bureau of Indian Affairs General Assistance, 
CalFresh / SNAP (Food Stamps), National School Lunch Program (NSLP), Low Income Home Energy Assistance 
Program (LIHEAP), Supplemental Security Income (SSI)  

OR 
List 2) If no one in your household participates in any of the programs mentioned above, please send copies of 

income documents for every household member receiving income or aid.  The chart below lists 
income sources and required documents:  

If you receive: Acceptable Documents 
Wages, Salary, Tips, Commissions Two most recent consecutive Pay Stubs, or W2, or IRS 1040 form 

Social Security, SSI, SSDI, Pensions, Disability 
Payments, Workers Compensation, 
Unemployment Benefits 

Statements of Benefits, or Copy of the Check, or Bank 
Statements showing the deposits, or IRS Form 1040, or IRS Form 
1099 

Profit from Self-Employment  IRS Form 1040, plus Schedule C 

Rental Income, Royalty Income IRS Form 1040, plus Schedule E for rental income 

Interest or Dividends  from Savings Accounts, 
Retirement Accounts, Stocks, Bonds IRS Form 1040, or IRS From 1099(s). 

Insurance, Legal settlements Settlement documents 

Child and/or Spousal Support Court Documents, or Copy of the Check 

School Grants, Scholarships, or Other Aid Award Letters, or two most recent consecutive Pay Stubs, or 
Copy of the Check 

None of the Sources Above A statement explaining the sources of income used to support 
your household 

 
FOR INFORMATION ON CARE, CALL THE GAS COMPANYSM AT: 

English: 1-800-427-2200 Mandarin: 1-800-427-1429 Spanish: 1-800-342-4545 
Korean 1-800-427-0471 Cantonese: 1-800-427-1420 Vietnamese: 1-800-427-0478 
Hearing Impaired (TDD/TTY): 1-800-252-0259 (available in English and Spanish only) 

 
 



Form 6675-D EN (06/12) 

 THE GAS COMPANY 
CARE PROGRAM, ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

 
(1) Total number of persons in your household:   Ο 1       Ο 2       Ο 3       Ο 4       Ο 5       Ο 6      Ο If more than 6:  
 
(2) Please list names of everyone in your household (include you, additional adults, and children) and fill in the circle ( ) to 

indicate whether each person is an adult or child.  
Name Adult/Child Name Adult/Child 

1.  Ο Ο 6.  Ο Ο 

2.  Ο Ο 7.  Ο Ο 

3.  Ο Ο 8.  Ο Ο 

4.  Ο Ο 9.  Ο Ο 

5.  Ο Ο 10.  Ο Ο 

Total Annual Household Income: If your household does not participate in any of the assistance programs from List 1, 
please fill in the circle ( ) of your household’s income range per year before deductions. 

Ο $0 - $22,340       Ο $22,341 - $30,260       Ο $30,261 - $38,180       Ο $38,181 - $46,100       Ο $46,101 - $54,020 
   

 Ο If more than $54,020, enter amount here: $ , .00 per year 
                    
(3)  *YOU MUST PROVIDE PROOF THAT YOU QUALIFY FOR THIS PROGRAM* 
 I have included copies of documentation proving participation in an assistance program (list 1) OR income document(s) 

for every household member receiving income/aid (list 2).   Please fill in a circle ( ).   
 Yes      No 

(4)  DECLARATION: Please read and sign below. 
 I state that the information and documents I have provided in this application is true and correct. I agree to inform The Gas 

Company if I no longer qualify to receive the discount. I understand that if I receive the discount without qualifying for it, I 
may be required to pay back the discount I received. I understand that The Gas Company can share my information with 
other utilities or agents to enroll me in their assistance programs. 

 Signature:  X                                                                         Date:  /  /  

FOR SOCALGAS USE ONLY: 

             INC: $      HH:    INITIALS:  
 

 

 

Customer Name 
(as it appears on your bill):  

Home Address 
(street, city, zip):  

Account Number:  

Phone Number: ( ) -  

E-mail Address:                

 
I no longer qualify or wish to participate in CARE. Please remove my account from the CARE program. 

 If you filled in this circle, please go directly to #4, sign at the bottom, and mail this form in the postage paid envelope 
provided within 90 days. 

CARE 20% Rate Discount Verification Form 
Please use DARK ink and print clearly to ensure proper processing 

Correct way to mark circles:  
 

1 = CE    2 = INCOME  3 = BOTH 
BLANK = INCOMPLETE 



Form 6675-D SP (06/12) 

SE REQUIERE 
RESPUESTA INMEDIATA 

 
 
Apreciable cliente:                                                             Fecha: 

Actualmente recibe en la factura mensual de gas un descuento del 20% en la tarifa a través del programa de Tarifas Alternas 
para Energía en California (CARE) de The Gas Company. Su hogar fue seleccionado al azar para verificar que reúne los 
requisitos. Para continuar recibiendo este descuento, sírvase devolver el formulario debidamente llenado y firmado, junto con 
la documentación requerida en el sobre provisto en un término de 90 días. Si no responde o se determina que no reunía los 
requisitos, tal vez reciba facturas con los montos corregidos. 

Documentación requerida: Sólo necesita proporcionar copias de la documentación de la lista 1 ó 2 (no ambas). 
 
Lista 1) Si usted o alguien que vive en su hogar recibe asistencia pública, sírvase enviar la documentación que  

compruebe su participación en cualquiera de los siguientes programas: 

O 
Lista 2) Si ningún miembro del hogar participa en alguno de los programas mencionados con anterioridad, sírvase enviar 

 copias de los comprobantes de ingreso de cada uno de los miembros que viva en su hogar y que reciba 
ingresos o ayuda. El siguiente cuadro enlista las fuentes de ingreso y la documentación requerida:  

 
Si usted recibe: Documentación aceptable 
Salarios, sueldos, propinas, comisiones Los dos últimos talones de pago, o W2, o formulario 1040 del IRS 

Seguro social, SSI, SSDI, pensiones, pagos 
por incapacidad, indemnización para los 
trabajadores, beneficios de desempleo 

Constancias de beneficios, o copia del cheque, o estados de 
cuenta bancarios que muestren los depósitos, o formulario 1040 
del IRS o formulario 1099 del IRS 

Ingresos por autoempleo Formulario 1040 del IRS y Anexo C 

Ingresos por alquiler o regalías Formulario 1040 del IRS y Anexo E para ingresos por alquiler 
Intereses o dividendos de cuentas de ahorro, 
cuentas para el retiro, acciones, bonos Formulario 1040 del IRS o formulario 1099(s) del IRS 

Pagos de pólizas de seguro o convenios 
judiciales Documentación relativa al pago de pólizas o convenios 

Pensión alimenticia y/o conyugal Documentación judicial o copia del cheque 

Subvenciones, becas u otro tipo de ayuda 
escolar 

Cartas de otorgamiento, o los dos últimos talones de pago, o 
copia del cheque 

Ninguna de las fuentes anteriores Una declaración que explique las fuentes de ingreso usadas para 
mantener su hogar 

 
 

PARA INFORMACIÓN SOBRE CARE, LLAME A THE GAS COMPANYSM AL: 
  Inglés:     1-800-427-2200       Mandarín: 1-800-427-1429    Español:     1-800-342-4545 
  Coreano: 1-800-427-0471       Cantonés: 1-800-427-1420    Vietnamita: 1-800-427-0478 
  Para clientes con limitaciones auditivas (TDD/TTY): 1-800-252-0259 (disponible en inglés y español únicamente)  

 
 

Medicaid / Medi-Cal,  Healthy Families Categorías A & B (Declaración de Prima Mensual),  Programa para Mujeres, Infantes, y 
Niños (WIC),  CalWORKs (TANF) o TANF Tribal, CalFresh / SNAP (Estampillas para Comida), Programa de Asistencia con la 
Energía Doméstica para Hogares de Bajos Ingresos (LIHEAP), Ingreso Suplementario del Seguro Social (SSI), National 
School Lunch Program (NSLP), Agencia de Asuntos Indios, Asistencia General (BIA GA), Asistencia General Elegible para 
Ingreso de Ventaja Inicial - solamente tribal 



        Form 6675-D SP (06/12) 
 

 THE GAS COMPANY 
CARE PROGRAM, ML GT19A1 

PO BOX 3249 
LOS ANGELES, CA 90051-1249 

 

Por favor use tinta OSCURA y escriba claramente con letra de molde para asegurar el procesamiento apropiado 
Forma correcta de marcar los círculos:   

 

Nombre del cliente  
(tal como aparece en su factura):  

Domicilio particular:   

Número de cuenta:   

Teléfono:  ()- 

Correo electrónico:   

 
Ya no califico o no deseo participar en CARE. Sírvanse retirar mi cuenta del programa CARE.  
Si rellenó este círculo, por favor vaya directamente al número 4, firme en la parte de abajo, y envíe este 

formulario en el sobre con porte pagado provisto en un término de 90 días. 
(1) Número total de personas que viven en su hogar:     1        2        3        4        5       6     si más de 6:  
(2) Por favor enumere los nombres de todas las personas que viven en su hogar (inclúyase usted, adultos y niños) y marque 

el círculo (●) para indicar si se trata de un adulto o un niño.  

Nombre Adulto/Niño Nombre Adulto/Niño 

1.    6.    

2.    7.    

3.    8.    

4.    9.    

5.    10.    

Ingreso total anual en el hogar: Si su hogar no participa en ninguno de los programas de asistencia de la Lista 1, sírvase 
marcar el círculo (●) que corresponde al rango del ingreso anual de su hogar antes de deducciones. 

  $0 - $22,340       $22,341 - $30,260       $30,261 - $38,180       $38,181 - $46,100      $46,101 - $54,020 

        Si es más de $54,020, escriba el monto aquí: $ ,.00 al año                    

*DEBE PROPORCIONAR CONSTANCIA DE QUE REÚNE LOS REQUISITOS PARA ESTE PROGRAMA* 
(3)  Incluí copias de la documentación que prueba la participación en un programa de asistencia (lista 1) O comprobante(s) de 

ingreso de cada miembro del hogar que recibe ingresos/ayuda (lista 2). Sírvase marcar el círculo ().     
    Sí      No 

(4)  DECLARACIÓN: Por favor lea y firme abajo. 
Declaro que la información y la documentación que proporcioné en este formulario de solicitud son verdaderas y correctas. Convengo en 
informar a The Gas Company si dejo de calificar para recibir el descuento. Entiendo que, si recibo el descuento sin tener derecho al 
mismo, se me puede exigir la devolución del descuento recibido. Entiendo que The Gas Company puede compartir mis datos con otras 
empresas de servicios públicos o agentes para inscribirme en sus programas de asistencia. 
 

       Firma:  X                                                                Fecha:  /  /  
PARA USO EXCLUSIVO DE SOCALGAS: 
  

            INC: $ , HH:    INITIALS:  
 

  

Verificación para la tarifa CARE 
del 20% de descuento 

 

1 = CE    2 = INCOME  3 = BOTH 
BLANK = INCOMPLETE 



         Form 6675-D CH (06/12) 

請立即答復 
 

親愛的客戶：                               日期:  

您現在正通過 The Gas Company 的加州能源優惠 (CARE) 計劃 ，享受占每月瓦斯（煤氣）帳單 20％ 的 CARE  折
扣優惠。您的家庭被隨機選中進行資格確認。若要繼續享受此項折扣，請您將填寫好幷簽名的表格以及所需文件放

入所提供的信封中，在 90 天內寄回。如果您沒有回復或經查證不符合資格，您將會收到更正折扣的帳單。 

所需文件：您只需要提供列表 1 或列表 2 中的文件副本，而不需要提供所有兩個列表中的文件。 

 
列表 1） 如果您或您家中的其他成員接受政府協助，請您提供能够證明參與以下任何計劃的文件： 

Medicaid / Medi-Cal（加州醫療輔助計劃）、Supplemental Social Security（社會安全補助金）、CalFresh / 
SNAP（食物券）、Healthy Families A&B（健康家庭低費兒童醫療健保計劃類別 A 及 B 每月保費報表)）、

CalWORKs / TANF、部落 TANF、WIC（婦女，嬰兒和兒童營養輔助計劃）、LIHEAP（低收入家庭能源協助計

劃）、National School Lunch Program（全國學童午餐計劃）、Bureau of Indian Affairs General Assistance
（印第安事務局一般協助計劃）、Head Start Income Eligible – Tribal Only（部落學前教育補助金計劃） 

或 
列表 2） 如果您家中無人參加上述任何計劃，請您提供您家中每位成員的收入文件副本，包括所有收入和協助。以

下表格列出了收入來源和所需文件：  
 

如果您收到： 可以接受的文件： 

工資、薪金、小費、傭金 
兩份最近連續的薪金支票存根  (Pay Stubs)、W2、 或 
IRS 1040 表格 

Social Security（社會安全福利金）、SSI, SSDI（社會安

全輔助金）、退休金、 殘疾津貼、 勞工補償 失業救濟 

福利說明書（Statements of Benefits），或支票副本，

或顯示存款數額的銀行月結單 ，或 IRS 的 1040  或 
1099 表格 

自由業 (Self-Employment) 取得的利潤 IRS 的 1040 表格 ，加上 Schedule C  表格 

租金、權利金收入 
IRS 的 1040 表格，加上租金收入使用的  Schedule E 表
格 

儲蓄賬戶、退休賬戶、股票和債券中取得的利息或紅利 IRS 的 1040 表格或 IRS 的 1099(s) 表格 

保險賠償金和法律賠償金 處理結果文件 

子女和/或配偶贍養費 法庭文件或支票副本 

學校補助，獎學金或其它助學金 
獲獎信件，兩份最近連續的輔助金支票存根（Pay 
Stubs），或支票副本 

以上來源都不是 一份解釋您用於支撑家庭的收入來源的證明 
 

若需更多關于 CARE 計劃的資訊，請致電 THE GAS COMPANYSM: 

英語：1-800-427-2200      國語：1-800-427-1429     西班牙語：1-800-342-4545 
韓語：1-800-427-0471      粵語：1-800-427-1420                 越南語：      1-800-427-0478 
聽覺障礙專綫 (TDD/TTY): 1-800-252-0259（僅提供英語和西班牙語服務） 

 
 

 

  



         Form 6675-D CH (06/12) 

THE GAS COMPANY 
CARE PROGRAM，ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

CARE 計劃 20% 費率折扣確認表格 
（請用深色筆以正楷填寫清晰以確保適當受理） 

 
 

客戶姓名：  

地址：  

帳戶號碼：   

聯絡電話：  ( ) -  

電郵地址：   

 
我不再符合或不願再參加 CARE 計劃。請把我的賬戶從 CARE 計劃中取消。 
如果您將這個圓圈塗黑(●)，請直接填写第 4 部分，在文件下方簽字，將此表格放在所提供的郵資已付的
信封中，在 90 天內寄回。 

 

(1) 您家庭中的總人數：     1            2            3           4           5           6           如果超過 6:  
(2) 請列出您家庭中每位成員的姓名（包括您本人，其他成年人和兒童），並將適當的圓圈塗黑(●)以顯示該成員是

成人還是兒童。  
姓名     成人/兒童 姓名   成人/兒童 

1.    7.    

2.    8.    

3.    9.    

4.    10.    

5.    11.    

6.    12.    

家庭年收入總額: 如果您的家庭沒有參加列表 1 中的任何協助計劃，請您把能體現您家庭收入範圍的圓圈塗黑(●)。 
 $0 - $22,340      $22,341 - $30,260      $30,261 - $38,180      $38,181 - $46,100      $46,101 - $54,020 

 

如果多于 $54,020，請在此處填寫金額： $ , .00 每年 
                    
(3)                                                           *您必須提供證明您符合參加本計劃資格的資料* 
 我已經附上了能够證明參與協助計劃（列表 1）的文件副本或每個家庭成員的收入文件，包括接受的所有 

收入/協助（列表 2）。請塗黑符合您情况的圓圈(●)。     
     是      否 
 

(4) 聲明：請您閱讀並簽字。  
我聲明在此申請中提供的資料和文件均正確屬實。我同意若我不再符合條件時，即通知 The Gas Company。
我暸解若不合格接受折扣，我可能須退還我之前所接受的折扣。我瞭解 The Gas Company 可將有關我的資料

提供給其它的公用事業公司或組織團體以協助我加入他們的協助計劃。 

 簽名：X                                                                 日期：  /  /  
僅供 SOCALGAS 填寫： 
  

      INC: $    HH:           INITIALS:  
1 = CE    2 = INCOME  3 = BOTH 
BLANK = INCOMPLETE 

  

  



         Form 6675-D KO (06/12)  

즉시 회신하셔야 합니다 

친애하는 고객님:                                날짜:  

귀하께서는 현재 The Gas Company 의 캘리포니아 에너지 대체 요금 (CARE) 프로그램을 통하여 월별 가스 요금에 
대해 20% CARE 할인을 받고 계십니다. 귀 가구는 수혜 자격 확인 대상으로 무작위로 선정되었습니다. 이 할인을 
계속 받으시려면, 작성하고 서명한 양식을 구비 서류와 함께 제공된 봉투를 사용하여  90 일 내에 제출하십시오.  
회답을 하지 않으시거나 자격이 없는 것으로 판단되면, 조정된 청구서를 받으실 수도 있습니다. 

구비 서류: 목록 1 또는 2 (두 목록 모두가 아님)의 문서의 사본을 제출하면 됩니다. 
 
목록 1) 귀하나 기타 식구가 공공 지원을 받는 경우, 다음 중 해당 프로그램에 대한 참여를 입증하는 자료를 

보내십시오. 
메디케이드(Medicaid) , Medi-Cal, 건강한 가족 유형 A 및 B (Healthy Families A&B) (월 보험료 명세서),  

여성, 유아 및 어린이 (Women, Infants and Children  WIC), CalWORKs / TANF 또는 부족 TANF,  
헤드 스타트 소득 자격 (Head Start Income Eligible – Tribal Only) (인디언 부족만 해당),  

인디언 업무 일반 보조국(Bureau of Indian Affairs General Assistance),  
 CalFresh / SNAP (푸드 스탬프), 학교 점심 프로그램 (National School Lunch Program, NSLP),  
저소득 주택 에너지 지원 프로그램 (Low Income Home Energy Assistance Program, LIHEAP),   

추가 사회보장 수입 (Supplemental Security Income, SSI) 

또는 
목록 2) 식구 중 아무도 위에 언급된 어느 프로그램에도 참여하지 않는 경우, 소득이나 보조금을 받는 모든 식구에 대한 

소득 서류 사본을 보내십시오.  아래 표는 소득원과 구비 서류를 나열합니다:  
 

받는 소득: 인정되는 문서 

임금, 봉급, 팁, 커미션 최근의 2 회 연속 보수 전표 또는 W2 또는 IRS 1040 양식 

사회보장금, SSI, SSDI, 연금, 장애 지원금, 
산재보상금, 실업수당 

혜택 내역서 또는 수표 사본 또는 예금을 보여주는 은행 
내역서 또는 IRS 양식 1040 또는 IRS 양식 1099  

자영업 수익  IRS 양식 1040 과 스케줄 C   

임대 소득, 로열티 소득 IRS 양식 1040 및 임대 소득에 대한 스케줄 E 

에금 구좌, 은퇴 구좌, 주식, 채권의 이자나 
배당금 

IRS 양식 1040 또는 IRS 양식 1099. 

보험, 법적 타협금 타협 문서 

자녀 및/또는 배우자 생활비 법원 문서 또는 수표 사본 

학교 보조금, 장학금 또는 기타 보조금 수여 서신 또는 최근의 2 회 연속 보수 전표 또는 수표 사본  

위의 소득원 해당되지 않음 가족 부양을 위해 사용된 소득의 원천을 설명하는 진술서 

 

CARE 에 대한 사항은 아래의 THE GAS COMPANYSM 번호로 문의하십시오: 

 영어:      1-800-427-2200 북경어:  1-800-427-1429     스페인어:  1-800-342-4545 
 한국어:  1-800-427-0471 광동어:  1-800-427-1420 월남어:      1-800-427-0478 

 청각 장애자(TDD/TTY): 1-800-252-0259 (영어와 스페인어로 만 유효함) 
 

 
 



         Form 6675-D KO (06/12)  
CARE 20% 요금 할인 확인 양식 

정확히 처리되도록 하기 위해 진한 펜을 사용하여 분명히 인쇄체로 기입 

동그라미에 바르게 표시하는 방법: 
 

 THE GAS COMPANY 
CARE PROGRAM ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

 
 

고객 이름: 

주소:  

구좌 번호:  

주택 전화번호:  ( ) -  

이메일 주소: 

 
본인은 더 이상 자격이 없거나 CARE 에 참여하기를 원치 않습니다. 본인의 구좌를 CARE 프로그램에서 삭제하십시오.   

이 동그라미(●) 안을 채운 경우, 직접 4 번으로 가서 하단에 서명하여 이 양식을 제공된 우송료 선불 봉투에 
넣어 90 일 내에 우송하십시오. 

(1) 귀 가구의 총 식구 수 (귀하, 다른 성인 및 어린이 포함):  

   1         2         3         4         5         6        만약 6 개 이상:  

(2) 모든 식구들(본인, 성인 및 어린이 포함)의 이름을 나열하고 각 식구가 성인인지 어린이인지를 해당 동그라미( ) 안을 채워서 
표시하십시오.  

이름 성인 / 어린이 이름 성인 / 어린이 

1.  Ο Ο 7.  Ο Ο 

2.  Ο Ο 8.  Ο Ο 

3.  Ο Ο 9.  Ο Ο 

4.  Ο Ο 10.  Ο Ο 

5.  Ο Ο 11.  Ο Ο 

6.  Ο Ο 12.  Ο Ο 

총 연간 가구 소득: 목록 1 에 나열된 어느 프로그램에도 참여하지 않으시는 경우, 공제전 귀하 가구의 연간 총 소득 범위에 
해당되는 동그라미( ) 안을 채우십시오.  

 $0 - $22,340      $22,341 - $30,260     $30,261 - $38,180      $38,181 - $46,100      $46,101 - $54,020 

 $54,020 을 초과하는 경우, 여기에 금액을 기입하십시오: 연간 $ , .00 

(3)                                         *귀하는 본 프 로그램 수혜 자격이 있다는 증명서류를 제출해야 합니다*  
       본인은 보조 프로그램(목록 1) 참여를 입증하는 문서 또는 소득 / 보조금(목록 2)을 받는 모든 식구에 대한 소득 문서의 사본을 

포함하였습니다.   해당 동그라미(  )의 안을 채우십시오 
    예      아니오 

(4)   진술: 아래 사항을 읽고 서명하십시오.   
  본 신청서에서 본인이 제공한 정보와 문서가 정확한 사실이고 정확함을 진술합니다. 본인이 할인을 받을 자격이 더 이상 없게 될 경우 
The Gas Company 에 통보하기로 동의합니다. 자격이 없으면서 할인을 받은 경우 받은 할인액을 환불해야 할 수도 있다는 것을 
본인은 이해합니다. The Gas Company 에서 다른 유틸리티 회사나 에이전트의 지원 프로그램에 등록하기 위해 본인의 정보를 
그들과 공유할 수 있다는 것을 본인은 이해합니다. 

 서명:  X                                                                             날짜:  /  /  
SOCALGAS 에 한하여서만 사용： 

                                                          INC: $      HH:    INITIALS:  1 = CE    2 = INCOME  3 = BOTH 
BLANK = INCOMPLETE 
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0BCẦN HỒI ĐÁP 

1BNGAY   
 

 

Kính Gởi Quý Khách Hàng:                         Ngày:  

Quý vị hiện đang được giảm giá 20% theo chương trình CARE trên biên nhận gas hàng tháng qua chương trình Mức 
Giá Năng Lượng Thay Thế California (California Alternate Rates for Energy hay CARE) của The Gas Company. Gia 
đình của quý vị được chọn ngẫu nhiên để xác minh tình trạng hội đủ điều kiện. Để tiếp tục được giảm giá theo chương 
trình này, xin gởi lại mẫu đơn điền đầy đủ và ký tên bao gồm cả (các) tài liệu được yêu cầu trong phong bì cung cấp 
sẵn trong vòng 90 ngày. Nếu quý vị không hồi đáp hoặc cho thấy không hội đủ điều kiện, quý vị có thể nhận được biên 
nhận hiệu chỉnh. 

Các Tài Liệu Yêu Cầu: Quý vị chỉ cần cung cấp bản sao của (các) tài liệu từ danh sách 1 HOẶC 2 (không phải cả hai).  
 
Danh sách 1) Nếu quý vị hay người nào khác trong hộ gia đình được hưởng các chương trình trợ giúp công cộng, xin 

gởi tài liệu xác nhận được hưởng bất cứ chương trình nào sau đây: 
 
Medicaid, Medi-Cal, Gia đình Khỏe mạnh loại A&B ), Chương trình Phụ nữ, Sơ sinh, & Trẻ 
em (WIC), CalWORKs(TANF), Bản địa TANF, Chương trình Mầm non cho người có Lợi tức Hợp lệ (Chỉ dành cho Bản địa), 

Bureau of Indian Affairs General Assistance, CalFresh / SNAP (Trợ Cấp Phiếu Thực Phẩm), Chương trình Toàn quốc ăn 
Trưa tại Trường (NSLP), Chương trình Trợ giúp Năng lượng cho Gia đình có Lợi tức Thấp (LIHEAP), Trợ Giúp An sinh Xã 

hội (SSI) 
 

HOẶC 
 

Danh sách 2) Nếu không có ai trong gia đình của quý vị được hưởng bất cứ chương trình nào ở trên, xin gởi bản sao 
các tài liệu về lợi tức của mọi thành viên trong gia đình có lợi tức hoặc trợ cấp. Bảng dưới đây liệt 
kê các nguồn lợi tức và các tài liệu được yêu cầu:  

 
Nếu quý vị nhận: Các Tài Liệu Có Thể Chấp Nhận Được  
Lương Tuần, Lương Tháng, Tiền Thưởng, Hoa 
Hồng 

Hai Cùi Lương liên tục gần đây nhất, hay mẫu đơn W2, hoăc mẫu  
1040 IRS 

An Sinh Xã Hội, SSI, SSDI, Hưu Bổng, Trợ Cấp 
Tàn Phế, Bồi Thường Lao Động, Trợ Cấp Thất 
Nghiệp 

Bản Kê Quyền Lợi, hay Bản Sao Chi Phiếu, hoặc Bản Kê Trương Mục 
Ngân Hàng về khoản tiền ký  thác, hoặc Mẫu Đơn 1040 IRS, hoặc Mẫu 
Đơn 1099 IRS 

Lợi Nhuận Việc Làm Tự Do Mẫu Đơn 1040 IRS, Liệt Kê C   

Lợi Tức Cho Thuê, Lợi Tức Bản Quyền Mẫu Đơn 1040 IRS Liệt Kê E về lợi tức cho thuê 
Tiền Lời hay Cổ Tức từ Trương Mục Tiết Kiệm, 
Hưu Trí, Cổ Phiếu, Trái Phiếu Mẫu Đơn 1040 IRS, hay (các) Mẫu Đơn 1099 IRS 

Bảo Hiểm, Thỏa Hiệp Pháp Định Tài Liệu về Thỏa Hiệp Pháp Định 

Tiền Nuôi Con và/hoặc Phối Ngẫu Tài Liệu Toà Án, hay Bản Sao Chi Phiếu 

Tài Trợ Học Hành, Học Bổng, hay Trợ Giúp 
Khác 

Thư Tài Trợ, hoặc hai cùi lương liên tục gần đây nhất, hay Bản Sao 
Chi Phiếu 

Không có Nguồn Nào nêu Trên Một bản kê giải thích các nguồn lợi tức dùng cho gia đình quý vị  
 

ĐỂ BIẾT THÊM THÔNG TIN VỀ CHƯƠNG TRÌNH CARE, XIN GỌI THE GAS COMPANYSM TẠI: 

2BTiếng Anh:     1-800-427-2200           Quan Thoại:    1-800-427-1429            Tây Ban Nha:  1-800-342-4545 
Tiếng Hàn:     1-800-427-0471          Quảng Đông:  1-800-427-1420         Tiếng Việt:       1-800-427-0478 

Số Máy dành cho Người Khiếm Thính (TDD/TTY): 1-800-252-0259 (chỉ có bằng tiếng Anh và Tây Ban Nha) 
 
 

                                                                                                                                      



Form 6675-D VI (06/12) 
 

THE GAS COMPANY 
CARE PROGRAM ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

 

(1) Tổng số người trong hộ gia đình của quý vị:  Ο 1      Ο 2      Ο 3      Ο 4      Ο 5      Ο 6      Ο nếu có nhiều hơn 6:  
 

(2) Xin ghi tên mọi người trong gia đình của quý vị (bao gồm quý vị, các người lớn, và trẻ em) và bôi đen vào vòng tròn () 
để cho biết mỗi người là người lớn hay là trẻ em.  

Tên Người Lớn/Trẻ Em Tên  Người Lớn/Trẻ Em 

1.    7.    

2.    8.    

3.    9.    

4.    10.    

5.    11.    

6.    12.    
 

Nếu quý vị không được hưởng bất cứ chương trình nào ở trên, mức lợi tức hàng năm của gia đình quý vị là 
bao nhiêu (lợi tức trước khi khấu trừ, bao gồm tất cả mọi người trong gia đình)? 

 $0 - $22,340       $22,341 -  $30,260       $30,261 - $38,180       $38,181 - $46,100       $46,101 - $54,020 

 Nếu nhiều hơn $54,020, xin điền tổng số vào đây $ ,.00  mỗi năm 

 (3)  *QUÝ VỊ PHẢI CUNG CẤP TÀI LIỆU CHỨNG MINH LÀ QUÝ VỊ HỘI ĐỦ ĐIỀU KIỆN THAM GIA CHƯƠNG TRÌNH NÀY*  
  
 Tôi đã gởi kèm các bản sao tài liệu chứng minh được hưởng một chương trình trợ giúp (danh sách 1) HOẶC (các) tài 

liệu về lợi tức cho mọi thành viên trong gia đình có lợi tức/trợ cấp (danh sách 2). Hãy bôi đen vào vòng tròn ().  
    Có      Không 
 

(4)  LỜI KHAI: Xin đọc và ký tên bên dưới.  
Tôi xin khai rõ rằng thông tin và tài liệu tôi đã cung cấp trong đơn này là sự thật và chính xác. Tôi đồng ý báo cho The 
Gas Company biết nếu tôi không còn hội đủ điều kiện để nhận giảm giá nữa. Tôi hiểu rằng nếu tôi được giảm giá khi 
không hội đủ điều kiện, tôi có thể được yêu cầu phải trả lại khoản giảm giá đã nhận. Tôi hiểu rằng The Gas Company 
có thể chia sẻ thông tin của tôi với các hãng tiện ích khác hoặc các đại lý để ghi danh tôi vào các chương trình trợ giúp 
của họ. 

 

 Chữ ký:  X                                                                 Ngày:  /  /  
 

PHẦN DÀNH RIÊNG CHO SOCALGAS:   

           INC: $  ,      HH:            INITIALS:  
 

 

 

Tên Khách Hàng:  

Địa chỉ:   

Số Trương Mục:   

Điện Thoại Nhà #:  ()- 

Địa chỉ E-mail:  

 
Tôi không còn hội đủ điều kiện hoặc không muốn tham gia vào chương trình CARE nữa.  Xin rút trương 

mục của tôi ra khỏi chương trình CARE. 
 Nếu quý vị bôi đen vào vòng tròn này, chuyển thẳng sang câu 4 (), ký tên ở dưới, và gởi mẫu đơn này trong 

phong bì đã trả trả buư phí đuợc cung cấp sẵn  trong vòng 90 ngày. 

Đơn Xác Minh Để Được Giảm Giá  
20% Theo Chương Trình CARE 

Xin dùng mực đậm và viết bằng chữ in để đảm bảo xét duyệt chính 
xác     Bôi đen đúng cách:    

1 = CE    2 = INCOME  3 = BOTH 
BLANK = INCOMPLETE 



SOUTHERN CALIFORNIA GAS COMPANY Revised CAL. P.U.C. SHEET NO. 48184-G
 LOS ANGELES, CALIFORNIA CANCELING Original CAL. P.U.C. SHEET NO. 47227-G
     

 SAMPLE FORMS:  APPLICATIONS
 Post-Enrollment Verification CARE Application
 Sub-Metered Residential (Form 6675-DS, 06/12) T
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Form 6675-DS EN (06/12) 
IMMEDIATE REPLY 

NEEDED 
 
 
Dear Customer:                   Date:  
 
You are currently receiving a 20% CARE discount on your monthly gas bill through The Gas Company’s California 
Alternate Rates for Energy (CARE) program. Your household has been randomly selected for verification of 
eligibility. To continue receiving this discount, please return the completed and signed form AND include required 
document(s) in the envelope provided within 90 days.  If you do not reply or are found ineligible, you may receive 
corrected billings. 
Required Documents: Please provide copies of document(s) from either list 1 OR 2 (not both). 
 
List 1) If you or another person in your household receives public assistance, please send documentation 

proving participation in any of the following programs: 
Medicaid, Medi-Cal, Healthy Families A&B (Monthly Premium Statement), Women, Infants, & Children (WIC), 
CalWORKs(TANF), Tribal TANF, Head Start Income Eligible - Tribal Only, Bureau of Indian Affairs General Assistance, 
CalFresh / SNAP (Food Stamps), National School Lunch Program (NSLP), Low Income Home Energy Assistance 
Program (LIHEAP), Supplemental Security Income (SSI)  

OR 
List 2) If no one in your household participates in any of the programs mentioned above, please send copies of 

income documents for every household member receiving income or aid.  The chart below lists 
income sources and required documents:  

If you receive: Acceptable Documents 
Wages, Salary, Tips, Commissions Two most recent consecutive Pay Stubs, or W2, or IRS 1040 form 

Social Security, SSI, SSDI, Pensions, Disability 
Payments, Workers Compensation, 
Unemployment Benefits 

Statements of Benefits, or Copy of the Check, or Bank 
Statements showing the deposits, or IRS Form 1040, or IRS Form 
1099 

Profit from Self-Employment  IRS Form 1040, plus Schedule C 

Rental Income, Royalty Income IRS Form 1040, plus Schedule E for rental income 

Interest or Dividends  from Savings Accounts, 
Retirement Accounts, Stocks, Bonds IRS Form 1040, or IRS From 1099(s). 

Insurance, Legal settlements Settlement documents 

Child and/or Spousal Support Court Documents, or Copy of the Check 

School Grants, Scholarships, or Other Aid Award Letters, or two most recent consecutive Pay Stubs, or 
Copy of the Check 

None of the Sources Above A statement explaining the sources of income used to support 
your household 

 
FOR INFORMATION ON CARE, CALL THE GAS COMPANYSM AT: 

English: 1-800-427-2200 Mandarin: 1-800-427-1429 Spanish: 1-800-342-4545 
Korean 1-800-427-0471 Cantonese: 1-800-427-1420 Vietnamese: 1-800-427-0478 
Hearing Impaired (TDD/TTY): 1-800-252-0259 (available in English and Spanish only) 
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 THE GAS COMPANY 
CARE PROGRAM, ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

 
(1) Total number of persons in your household:   Ο 1       Ο 2       Ο 3       Ο 4       Ο 5       Ο 6      Ο If more than 6:  
 
(2) Please list names of everyone in your household (include you, additional adults, and children) and fill in the circle ( ) to 

indicate whether each person is an adult or child.  
Name Adult/Child Name Adult/Child 

1.  Ο Ο 6.  Ο Ο 

2.  Ο Ο 7.  Ο Ο 

3.  Ο Ο 8.  Ο Ο 

4.  Ο Ο 9.  Ο Ο 

5.  Ο Ο 10.  Ο Ο 

Total Annual Household Income: If your household does not participate in any of the assistance programs from List 1, 
please fill in the circle ( ) of your household’s income range per year before deductions. 

Ο $0 - $22,340       Ο $22,341 - $30,260       Ο $30,261 - $38,180       Ο $38,181 - $46,100       Ο $46,101 - $54,020 
   

 Ο If more than $54,020, enter amount here: $ , .00 per year 
                    
(3)  *YOU MUST PROVIDE PROOF THAT YOU QUALIFY FOR THIS PROGRAM* 
 I have included copies of documentation proving participation in an assistance program (list 1) OR income document(s) 

for every household member receiving income/aid (list 2).   Please fill in a circle ( ).   
 Yes      No 

(4)  DECLARATION: Please read and sign below. 
 I state that the information and documents I have provided in this application is true and correct. I agree to inform The Gas 

Company if I no longer qualify to receive the discount. I understand that if I receive the discount without qualifying for it, I 
may be required to pay back the discount I received. I understand that The Gas Company can share my information with 
other utilities or agents to enroll me in their assistance programs. 

 Signature:  X                                                                         Date:  /  /  

FOR SOCALGAS USE ONLY: 

             INC: $      HH:    INITIALS:  
 

 

Customer Name 
(as it appears on your bill):  

Home Address 
(street, city, ZIP):  

Facility ID :  

Phone Number: ( ) -  

E-mail Address:                

 
I no longer qualify or wish to participate in CARE. Please remove my account from the CARE program. 

 If you filled in this circle, please go directly to #4, sign at the bottom, and mail this form in the postage paid envelope 
provided within 90 days. 

CARE 20% Rate Discount Verification Form 
Please use DARK ink and print clearly to ensure proper processing 

Correct way to mark circles:  
 

1 = CE    2 = INCOME  3 = BOTH 
BLANK = INCOMPLETE 



Form 6675-DS SP (06/12) 

SE REQUIERE 
RESPUESTA INMEDIATA 

 
 
Apreciable cliente:                                                             Fecha:  

Actualmente recibe en la factura mensual de gas un descuento del 20% en la tarifa a través del programa de Tarifas Alternas 
para Energía en California (CARE) de The Gas Company. Su hogar fue seleccionado al azar para verificar que reúne los 
requisitos. Para continuar recibiendo este descuento, sírvase devolver el formulario debidamente llenado y firmado, junto con 
la documentación requerida en el sobre provisto en un término de 90 días. Si no responde o se determina que no reunía los 
requisitos, tal vez reciba facturas con los montos corregidos. 

Documentación requerida: Sólo necesita proporcionar copias de la documentación de la lista 1 ó 2 (no ambas). 
 
Lista 1) Si usted o alguien que vive en su hogar recibe asistencia pública, sírvase enviar la documentación que  

compruebe su participación en cualquiera de los siguientes programas: 

O 
Lista 2) Si ningún miembro del hogar participa en alguno de los programas mencionados con anterioridad, sírvase enviar 

 copias de los comprobantes de ingreso de cada uno de los miembros que viva en su hogar y que reciba 
ingresos o ayuda. El siguiente cuadro enlista las fuentes de ingreso y la documentación requerida:  

 
Si usted recibe: Documentación aceptable 
Salarios, sueldos, propinas, comisiones Los dos últimos talones de pago, o W2, o formulario 1040 del IRS 

Seguro social, SSI, SSDI, pensiones, pagos 
por incapacidad, indemnización para los 
trabajadores, beneficios de desempleo 

Constancias de beneficios, o copia del cheque, o estados de 
cuenta bancarios que muestren los depósitos, o formulario 1040 
del IRS o formulario 1099 del IRS 

Ingresos por autoempleo Formulario 1040 del IRS y Anexo C 

Ingresos por alquiler o regalías Formulario 1040 del IRS y Anexo E para ingresos por alquiler 
Intereses o dividendos de cuentas de ahorro, 
cuentas para el retiro, acciones, bonos Formulario 1040 del IRS o formulario 1099(s) del IRS 

Pagos de pólizas de seguro o convenios 
judiciales Documentación relativa al pago de pólizas o convenios 

Pensión alimenticia y/o conyugal Documentación judicial o copia del cheque 

Subvenciones, becas u otro tipo de ayuda 
escolar 

Cartas de otorgamiento, o los dos últimos talones de pago, o copia 
del cheque 

Ninguna de las fuentes anteriores Una declaración que explique las fuentes de ingreso usadas para 
mantener su hogar 

 
 

PARA INFORMACIÓN SOBRE CARE, LLAME A THE GAS COMPANYSM AL: 

Medicaid / Medi-Cal,  Healthy Families Categorías A & B (Declaración de Prima Mensual),  Programa para Mujeres, Infantes, y 
Niños (WIC),  CalWORKs (TANF) o TANF Tribal, CalFresh / SNAP (Estampillas para Comida), Programa de Asistencia con la 
Energía Doméstica para Hogares de Bajos Ingresos (LIHEAP), Ingreso Suplementario del Seguro Social (SSI), National 
School Lunch Program (NSLP), Agencia de Asuntos Indios, Asistencia General (BIA GA), Asistencia General Elegible para 
Ingreso de Ventaja Inicial - solamente tribal 

  Inglés:     1-800-427-2200       Mandarín: 1-800-427-1429    Español:     1-800-342-4545 
  Coreano: 1-800-427-0471       Cantonés: 1-800-427-1420    Vietnamita: 1-800-427-0478 
  Para clientes con limitaciones auditivas (TDD/TTY): 1-800-252-0259 (disponible en inglés y español únicamente)  

 
 



        Form 6675-DS SP (06/12) 
 

Verificación para la tarifa CARE 
del 20% de descuento 

 THE GAS COMPANY 
CARE PROGRAM, ML GT19A1 

PO BOX 3249 
LOS ANGELES, CA 90051-1249 

 

Por favor use tinta OSCURA y escriba claramente con letra de molde para asegurar el procesamiento apropiado 
Forma correcta de marcar los círculos:   

 

Nombre del cliente  
(tal como aparece en su factura):  

Domicilio particular:   

No. de Facilidad:   

Teléfono:  ( ) -  

Correo electrónico:   

 
Ya no califico o no deseo participar en CARE. Sírvanse retirar mi cuenta del programa CARE.  

Si rellenó este círculo, por favor vaya directamente al número 4, firme en la parte de abajo, y envíe este 
formulario en el sobre con porte pagado provisto en un término de 90 días.

(1) Número total de personas que viven en su hogar:     1        2        3        4        5       6     si más de 6:  
(2) Por favor enumere los nombres de todas las personas que viven en su hogar (inclúyase usted, adultos y niños) y marque el 

círculo (●) para indicar si se trata de un adulto o un niño.  

Nombre Adulto/Niño Nombre Adulto/Niño 

1.    6.    

2.    7.    

3.    8.    

4.    9.    

5.    10.    

Ingreso total anual en el hogar: Si su hogar no participa en ninguno de los programas de asistencia de la Lista 1, sírvase 
marcar el círculo (●) que corresponde al rango del ingreso anual de su hogar antes de deducciones. 

  $0 - $22,340       $22,341 - $30,260       $30,261 - $38,180       $38,181 - $46,100      $46,101 - $54,020 

        Si es más de $54,020, escriba el monto aquí: $ , .00 al año                    

*DEBE PROPORCIONAR CONSTANCIA DE QUE REÚNE LOS REQUISITOS PARA ESTE PROGRAMA* 
(3)  Incluí copias de la documentación que prueba la participación en un programa de asistencia (lista 1) O comprobante(s) de 

ingreso de cada miembro del hogar que recibe ingresos/ayuda (lista 2). Sírvase marcar el círculo ( ).     
    Sí      No 

(4)  DECLARACIÓN: Por favor lea y firme abajo. 
Declaro que la información y la documentación que proporcioné en este formulario de solicitud son verdaderas y correctas. Convengo en 
informar a The Gas Company si dejo de calificar para recibir el descuento. Entiendo que, si recibo el descuento sin tener derecho al 
mismo, se me puede exigir la devolución del descuento recibido. Entiendo que The Gas Company puede compartir mis datos con otras 
empresas de servicios públicos o agentes para inscribirme en sus programas de asistencia. 
 

       Firma:  X                                                                Fecha:  /  /  
PARA USO EXCLUSIVO DE SOCALGAS: 
  

            INC: $ ,  HH:    INITIALS:  
1 = CE    2 = INCOME  3 = BOTH 
BLANK = INCOMPLETE 

 

 

 



SOUTHERN CALIFORNIA GAS COMPANY Revised CAL. P.U.C. SHEET NO. 48185-G
 LOS ANGELES, CALIFORNIA CANCELING Revised CAL. P.U.C. SHEET NO. 47228-G
     

 SAMPLE FORMS:  APPLICATIONS
 Self-Certification CARE Application
 Submetered Residential (Form 6677-D, 06/12) T

 

   

(TO BE INSERTED BY UTILITY) ISSUED BY (TO BE INSERTED BY CAL. PUC) 

ADVICE LETTER NO. 4369 Lee Schavrien DATE FILED May 14, 2012
DECISION NO.  Senior Vice President EFFECTIVE Jun 1, 2012
1H8  RESOLUTION NO. E-3524

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(See Attached Form) 
 

 

 



Form 6677-D EN (06/12) 
20% CARE DISCOUNT  

APPLICATION  
 

CALIFORNIA ALTERNATE RATES FOR ENERGY 
The Gas Company’s California Alternate Rates for Energy (CARE) program provides a 20% discount on the 
monthly gas bill for eligible households. To see if you qualify, check the requirements shown below.  Please 
complete the application and return it in the envelope provided.  Once your completed and signed application is 
approved by The Gas CompanySM, you will receive the CARE discount from your property owner/manager. You 
and your property owner/manager will be notified whether or not you are approved for the discount.  

Or apply online at socalgas.com (Search “CARE”) 
 

HOW TO QUALIFY FOR THE CARE DISCOUNT: 
 
 

OR 
 

 
 
 
 
 
 
 
 
 
 

PUBLIC ASSISTANCE PROGRAMS: 

If you or someone in your household participates in 
any of these programs: 

 
Medicaid or Medi-Cal 
Healthy Families A&B 

Women, Infants, & Children (WIC) 
CalWORKs (TANF) or Tribal TANF 

Head Start Income Eligible - Tribal Only 
Bureau of Indian Affairs General Assistance 

CalFresh / SNAP (Food Stamps) 
National School Lunch Program (NSLP) 

Low Income Home Energy Assistance Program 
Supplemental Security Income (SSI) 

MAXIMUM HOUSEHOLD INCOME*:  
(effective June 1, 2012 to May 31, 2013) 

*current household income from all sources before deductions 
Number of Persons in 

Household Total Annual Income 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Each additional person +$7,920 

CONDITIONS FOR PARTICIPATION 
This address must be your primary address. / You must not be claimed as a dependent on another person’s income tax 
return other than your spouse. / You must recertify your application when requested.  / You must notify The Gas Company 
within 30 days if you no longer qualify. / You may be asked to verify your eligibility for CARE. 
 

OTHER PROGRAMS AND SERVICES YOU MAY QUALIFY FOR:
Energy Savings Assistance Program: Offers no-cost energy-saving home improvements such as 
ceiling insulation, door weather-stripping, caulking and minor home repairs to eligible low-income 
home-owners and renters. For more information, please call 1-800-331-7593. 
Medical Baseline: Provides additional allowance of gas at a lower rate to customers with certain medical conditions.   
For more information, call 1-800-427-2200. 
LIHEAP: Low Income Home Energy Assistance Program provides bill payment assistance, emergency bill assistance and 
weatherization services. Call the California Dept. of Community Services and Development at 1-866-675-6623. 
California Lifeline:  A discounted telephone access for customers meeting similar income guidelines to CARE.  
For more information, contact your local telephone service provider. 

FOR INFORMATION ON CARE, CALL THE GAS COMPANY AT: 
English: 1-800-427-2200 Mandarin: 1-800-427-1429 Spanish: 1-800-342-4545 
Korean: 1-800-427-0471 Cantonese: 1-800-427-1420 Vietnamese: 1-800-427-0478 

Hearing Impaired (TDD/TTY): 1-800-252-0259 (available in English and Spanish only) 
 
 

 
 
 

 
 

 



Form 6677-D EN (06/12) 

 

 
         THE GAS COMPANY 

CARE PROGRAM, ML GT19A1 
PO BOX 3249 

                                 LOS ANGELES, CA 90051-1249 

CARE 20% Rate Discount Application 
Please use DARK ink and print clearly to ensure proper processing 

Correct way to mark circles:  

1 

Customer Name  
(as it appears on your bill):  

Home Address  
(street, space #, city, zip):   

Facility ID:      

Phone Number:  ( ) -  

E-mail Address:                                    

 
I no longer qualify or wish to participate in CARE. Please remove my account from the CARE program. 

 If you filled in this circle, please go directly to #3, sign at the bottom, and mail this form in the postage 
paid envelope provided within 90 days.

2  
Total # of adults and 

children in your 
household: 

 1         2         3         4         5         6         If more than 6:  

Are you (or someone in your household) enrolled in any of the following assistance programs? 
 

   YES (If yes, mark the program(s) of participation)▼ 

 Medi-Cal / Medicaid: Under Age 65 
 Medi-Cal / Medicaid: 65 or older 
 Healthy Families Categories A & B 
 Women, Infants, and Children Program (WIC) 
 CalWORKs (TANF) or Tribal TANF 
 CalFresh / SNAP (Food Stamps) 

 Low Income Home Energy Assistance Program 
(LIHEAP) 

 Supplemental Security Income (SSI) 
 National School Lunch Program (NSLP) 
 Bureau of Indian Affairs General Assistance (BIA GA) 
 Head Start Income Eligible - Tribal Only 

   NO  
 

What is your yearly household income (before deductions, including all members of the household)? ▼ 
  

 $0 - $22,340      $22,341 - $30,260      $30,261 - $38,180      $38,181 - $46,100      $46,101 - $54,020 
 

Ο  If more than $54,020, enter amount here: $ , .00 per year  
 

Please mark your sources of income: ▼ 

 Social Security 
 SSP or SSDI 
 Pensions 
 Interest or Dividends from: 

Savings, Stocks, Bonds, or 
Retirement Accounts 

 Wages and/or Profit from 
Self Employment  

 Unemployment Benefits
 Insurance or Legal 

Settlements
 Disability or Workers 

Compensation Payments 

 Spousal or Child Support 
 Scholarships, grants, or 

other aid used for living 
expenses 

 Rental or Royalty Income 
 Cash or Other Income 

3 
Do you agree to the following? Please read and sign below. 
I state that the information I have provided in this application is true and correct. I agree to provide proof of CARE eligibility if asked. I agree 
to inform The Gas Company if I no longer qualify to receive the discount. I understand that if I receive the discount without qualifying for it, I 
may be required to pay back the discount I received. I understand that The Gas Company can share my information with other utilities or 
agents to enroll me in their assistance programs. 
 

Signature:  X                                                                      Date:  /  /  

 



 

Form 6677-D SP (06/12) 

FORMULARIO DE SOLICITUD PARA 
EL DESCUENTO CARE DEL 20%  

 

 EL PROGRAMA DE TARIFAS ALTERNAS PARA ENERGÍA EN CALIFORNIA 
El programa de Tarifas Alternas para Energía en California (CARE) de The Gas Company ofrece un descuento del 20% en 
la factura mensual de gas a los hogares que reúnen los requisitos. Para ver si califica, revise los requisitos que aparecen a 
continuación. Sírvase llenar el formulario de solicitud y regresarlo en el sobre provisto. Una vez que el formulario de 
solicitud debidamente llenado y firmado haya sido aprobado por The Gas CompanySM, recibirá el descuento CARE del 
propietario/administrador de su vivienda. Se les notificará a usted y al propietario/administrador de su vivienda si se aprobó 
o no el descuento.  

O presente su formulario en-línea en www.socalgas.com/sp/asistencia. 
CÓMO CALIFICAR PARA EL DESCUENTO CARE:  

 
 
 
 
 
 

o 

 
 
 
 
 
 
 
 
 

CONDICIONES PARA PARTICIPAR 
Esta dirección debe ser su domicilio principal. / No debe aparecer como dependiente en la declaración de impuestos de otra 
persona que no sea su cónyuge. / Debe recertificar su solicitud cuando se le solicite. / Debe notificar a The Gas Company en 
un término de 30 días si deja de calificar. / Tal vez se le pida comprobar que reúne los requisitos para CARE. 

 
OTROS PROGRAMAS Y SERVICIOS PARA LOS QUE TAL VEZ CALIFIQUE: 

Energy Savings Assistance Program: Un programa de eficiencia energética para clientes de bajos 
recursos, ofrece mejoras gratuitas que ahorran energía en el hogar, tales como aislamiento de 
techo, colocación de burletes para puertas, enmasillado y reparaciones menores a la casa. Para 
más información, llame al 1-800-331-7593. 
Asignación Médica Inicial (Medical Baseline): Provee asignación adicional de gas a una tarifa menor a los clientes con 
ciertas afecciones. Para más información, llame al 1-800-342-4545.  
LIHEAP: El Programa de Ayuda Energética para Hogares de Bajos Recursos ofrece asistencia para el pago de facturas, 
asistencia de emergencia para el pago de facturas y protección de la casa contra los agentes atmosféricos. Llame al 
Departamento de Servicios a la Comunidad al 1-866-675-6623. 
California Lifeline: Acceso telefónico a precios de descuento para los clientes que reúnan requisitos de ingreso similares a 
los del programa CARE. Para más información, llame al proveedor de servicio telefónico de su localidad

PARA INFORMACIÓN SOBRE CARE, LLAME A THE GAS COMPANY AL: 
Inglés:     1-800-427-2200     Mandarín: 1-800-427-1429      Español:     1-800-342-4545 
Coreano: 1-800-427-0471     Cantonés: 1-800-427-1420                   Vietnamita: 1-800-427-0478 
 
Para clientes con limitaciones auditivas (TDD/TTY): 1-800-252-0259 (disponible en inglés y español únicamente) 

 
 

 
 
 
 

PROGRAMAS DE ASISTENCIA PÚBLICA: 

Si usted o alguien que vive en su hogar participa en 
cualquiera de estos programas:  

 
Medicaid / Medi-Cal 

Healthy Families Categorías A & B 
Programa para Mujeres, Infantes, y Niños (WIC) 

CalWORKs (TANF) o TANF Tribal 
CalFresh / SNAP (Estampillas para Comida) 

Programa de Asistencia con la Energía Doméstica 
para Hogares de Bajos Ingresos (LIHEAP) 

Ingreso Suplementario del Seguro Social (SSI) 
National School Lunch Program  (NSLP) 

Agencia de Asuntos Indios, Asistencia General (BIA 
GA) 

Asistencia General Elegible para Ingreso de Ventaja 
Inicial - solamente tribal 

INGRESO MÁXIMO EN EL HOGAR:  
 (en vigor del 1 de junio de 2012 al 31 de mayo de 2013) 
*ingreso actual en el hogar de todas las fuentes antes de 

deducciones 

Número de personas 
en el hogar 

Ingreso total 
anual 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Cada persona adicional +$7,920 



Form 6677-D SP (06/12) 
 

       THE GAS COMPANY 
CARE PROGRAM, ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

Por favor use tinta OSCURA y escriba claramente con letra de molde para asegurar el procesamiento apropiado 

Forma correcta de marcar los círculos:   

1 

Nombre del cliente  
(tal como aparece en su factura):  

Domicilio:   

Facility ID/ Número de 
complejo habitacional:      

Teléfono:  ()- 

Correo electrónico:    

Ο 
Ya no califico o no deseo participar en CARE. Sírvanse retirar mi cuenta del programa CARE.  
Si rellenó este círculo, por favor vaya directamente al número 3, firme en la parte de abajo, y envíe este 

formulario en el sobre con porte pagado provisto en un término de 90 días. 

2 
 

Número total de 
adultos y niños que 
viven en su hogar: 

  Ο 1          Ο 2          Ο 3          Ο 4          Ο 5          Ο 6          Ο si más de 6:  

¿Está usted (o alguien que vive en su hogar) inscrito en alguno de los siguientes programas de 
asistencia? 

  Sí (Si su respuesta es afirmativa, marque el(los) programa(s) de participación) ▼ 

 Medi-Cal / Medicaid: menor de 65 años  
 Medi-Cal / Medicaid: 65 años o más  
 Healthy Families Categorías A & B 
 Programa para Mujeres, Infantes, y Niños (WIC)  
 CalWORKs (TANF) o TANF Tribal  
 CalFresh / SNAP (Estampillas para Comida) 

 Programa de Asistencia con la Energía Doméstica para 
Hogares de Bajos Ingresos (LIHEAP)  

 Ingreso Suplementario del Seguro Social (SSI) 
 National School Lunch Program (NSLP) 
 Agencia de Asuntos Indios, Asistencia General (BIA GA) 
 Asistencia General Elegible para Ingreso de Ventaja Inicial - 

solamente tribal  

     No  

¿Cuál es el ingreso anual de su hogar (antes de deducciones, incluyendo a todos los miembros 
del hogar)? ▼ 

  

Ο $0 - $22,340     Ο  $22,341 - $30,260     Ο  $30,261 - $38,180     Ο  $38,181 - $46,100     Ο  $46,101 - $54,020 
 

Ο  Si es más de $54,020, escriba el monto aquí : $ ,.00  al año    
 

Por favor marque sus fuentes de ingreso: ▼ 

 Seguro Social  
 SSP o SSDI 
 Pensiones 
 Intereses o dividendos de:  

cuentas de ahorro, acciones, 
bonos, o cuentas para el retiro 

 Salarios y/o ingresos de autoempleo 
 Beneficios de desempleo 
 Pagos de pólizas de seguro o 

convenios judiciales 
 Pagos por incapacidad o 

Indemnización para los trabajadores 

 Pensión conyugal o alimenticia 
 Becas, subvenciones u otra 

ayuda usada para sufragar el 
costo de la vida 

 Ingresos por alquiler o regalías 
 Dinero en efectivo y/u otros 

ingresos 

3 
¿Acepta usted lo siguiente?  Por favor lea y firme abajo. 
Declaro que la información que proporcioné en este formulario de solicitud es verdadera y correcta. Convengo en proporcionar 
comprobantes de elegibilidad para CARE si se me solicita. Convengo en informar a The Gas Company si dejo de calificar para recibir el 
descuento. Entiendo que, si recibo el descuento sin tener derecho al mismo, se me puede exigir la devolución del descuento recibido. 
Entiendo que The Gas Company puede compartir mis datos con otras empresas de servicios públicos o agentes para inscribirme en sus 
programas de asistencia. 
 

Firma:  X                                                                     Fecha :  /  /  

 
 

Formulario de solicitud para la tarifa CARE  
del 20% de descuento 



SOUTHERN CALIFORNIA GAS COMPANY Revised CAL. P.U.C. SHEET NO. 48186-G
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 SAMPLE FORMS:  APPLICATIONS
 Self-Recertification CARE Application
 Submetered Residential  (Form 6678-D, 06/12) T
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DECISION NO.  Senior Vice President EFFECTIVE Jun 1, 2012
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Form 6678-D EN (06/12) 

YOUR RATE DISCOUNT 
IS EXPIRING  

 
Dear Customer:          Date:  
You are currently receiving a 20% rate discount on your monthly gas bill through The Gas Company’s California 
Alternate Rates for Energy (CARE) program. In order to continue receiving the CARE discount from your property 
owner/manager, you are required to renew your eligibility within 90 days.  To renew, use one of the methods listed 
below:  

1. Return your completed and signed Recertification Form in the envelope provided, 
OR 

2. Call 1-866-716-3452 anytime 24 hours a day, 7 days a week, and follow the instructions to recertify 
by phone. Please have your account number ready. You can locate your facility ID at the bottom of 
this page, 

OR 
3. Visit our Website http://www.socalgas.com/care/recert/ and have your facility ID ready. 

 
HOW TO QUALIFY FOR THE CARE DISCOUNT: 

 

 
 
 OR  
 
 
 
 
 

 
 
 
 
 

CONDITIONS FOR PARTICIPATION 
• This address must be your primary address.  
• You must not be claimed as a dependent on another person’s income tax return other than your spouse. 
• You must recertify your application when requested.  
• You must notify The Gas Company within 30 days if you no longer qualify. 
• You may be asked to verify your eligibility for CARE. 

 
FOR INFORMATION ON CARE, CALL THE GAS COMPANY AT: 

PUBLIC ASSISTANCE PROGRAMS: 

If you or someone in your household 
participates in any of these programs: 

 
Medicaid or Medi-Cal 
Healthy Families A&B 

Women, Infants, & Children (WIC) 
CalWORKs (TANF) or Tribal TANF 

Head Start Income Eligible - Tribal Only 
Bureau of Indian Affairs General Assistance 

CalFresh / SNAP (Food Stamps) 
National School Lunch Program (NSLP) 

Low Income Home Energy Assistance Program
Supplemental Security Income (SSI) 

MAXIMUM HOUSEHOLD INCOME*:  
(effective June 1, 2012 to May 31, 2013) 

*current household income from all sources before deductions 
Number of Persons in 

Household Total Annual Income 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Each Additional Person +$7,920 

   English: 1-800-427-2200 Mandarin: 1-800-427-1429 Spanish: 1-800-342-4545 
Korean: 1-800-427-0471 Cantonese: 1-800-427-1420 Vietnamese: 1-800-427-0478 

     
Hearing Impaired (TDD/TTY): 1-800-252-0259 (available in English and Spanish only) 

 
Facility ID:   

 
 

 
 



Form 6678-D EN (06/12) 
 

                     THE GAS COMPANY 
CARE 20% Rate Discount Recertification Form 

Please use DARK ink and print clearly to ensure proper processing 
Correct way to mark circles: CARE PROGRAM, ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

1 

Customer Name  
(as it appears on your bill):  

Home Address  
(street, city, zip):   

Facility ID:   

Phone Number:  ( ) -  

E-mail Address:                                    

 
I no longer qualify or wish to participate in CARE. Please remove my account from the CARE program. 

 If you filled in this circle, please go directly to #3, sign at the bottom, and mail this form in the postage 
paid envelope provided within 90 days.

2  
Total # of adults and 

children in your 
household: 

 1         2         3         4         5         6         If more than 6:  

Are you (or someone in your household) enrolled in any of the following assistance programs? 
 

   YES (If yes, mark the program(s) of participation)▼ 

 Medi-Cal / Medicaid: Under Age 65 
 Medi-Cal / Medicaid: 65 or older 
 Healthy Families Categories A & B 
 Women, Infants, and Children Program (WIC) 
 CalWORKs (TANF) or Tribal TANF 
 CalFresh / SNAP (Food Stamps) 

 Low Income Home Energy Assistance Program 
(LIHEAP) 

 Supplemental Security Income (SSI) 
 National School Lunch Program (NSLP) 
 Bureau of Indian Affairs General Assistance (BIA GA) 
 Head Start Income Eligible - Tribal Only 

   NO  
 

What is your yearly household income (before deductions, including all members of the household)? ▼ 
  

 $0 - $22,340      $22,341 - $30,260      $30,261 - $38,180      $38,181 - $46,100      $46,101 - $54,020 
 

Ο  If more than $54,020, enter amount here: $ , .00 per year  
 

Please mark your sources of income: ▼ 

 Social Security 
 SSP or SSDI 
 Pensions 
 Interest or Dividends from: 

Savings, Stocks, Bonds, or 
Retirement Accounts 

 Wages and/or Profit from 
Self Employment  

 Unemployment Benefits
 Insurance or Legal 

Settlements
 Disability or Workers 

Compensation Payments 

 Spousal or Child Support 
 Scholarships, grants, or 

other aid used for living 
expenses 

 Rental or Royalty Income 
 Cash or Other Income 

3 
Do you agree to the following? Please read and sign below. 
I state that the information I have provided in this application is true and correct. I agree to provide proof of CARE eligibility if asked. I agree 
to inform The Gas Company if I no longer qualify to receive the discount. I understand that if I receive the discount without qualifying for it, I 
may be required to pay back the discount I received. I understand that The Gas Company can share my information with other utilities or 
agents to enroll me in their assistance programs. 
 

Signature:  X                                                                      Date:  /  /  

 

 



Form 6678-D SP (06/12) 

EL DESCUENTO EN SU TARIFA  
ESTÁ POR VENCER  

 
Apreciable cliente:                                        Fecha:  

Actualmente recibe en la factura mensual de gas un descuento del 20% en la tarifa a través del programa de Tarifas Alternas para 
Energía en California (CARE) de The Gas Company. Con el fin de continuar recibiendo el descuento CARE del 
propietario/administrador de su vivienda, debe renovar su derecho a participar dentro de 90 días. Para renovarlo, use uno de los 
métodos que se enumeran a continuación:  

1. Devuelva el Formulario de Recertificación debidamente llenado y firmado en el sobre provisto, 
O  

2. Llame al 1-866-716-3452 en cualquier momento las 24 horas al día, 7 días a la semana, y siga las instrucciones para 
recertificar por teléfono. Por favor tenga listo su número de complejo habitacional (Facility ID). Puede localizar su número de 
complejo habitacional en la parte inferior de esta página, 

O 
3. Visite nuestro sitio web www.socalgas.com/care/recert/ y tenga listo el número de complejo habitacional (Facility ID). 
  

CÓMO CALIFICAR PARA EL DESCUENTO CARE:  

 

 

 

O 

 

 

 

 

 

CONDICIONES PARA PARTICIPAR 
Esta dirección debe ser su domicilio principal. / No debe aparecer como dependiente en la declaración de impuestos de otra 
persona que no sea su cónyuge. / Debe recertificar su solicitud cuando se le solicite. / Debe notificar a The Gas Company en un 
término de 30 días si deja de calificar. / Tal vez se le pida comprobar que reúne los requisitos para CARE.  

 

PARA INFORMACIÓN SOBRE CARE, LLAME A THE GAS COMPANY AL: 
 Inglés:     1-800-427-2200 Mandarín: 1-800-427-1429    Español:     1-800-342-4545 
 Coreano: 1-800-427-0471 Cantonés: 1-800-427-1420    Vietnamita: 1-800-427-0478 
          

Para clientes con limitaciones auditivas (TDD/TTY): 1-800-252-0259 (disponible en inglés y español únicamente) 
 

Número de complejo habitacional (Facility ID):  
  

PROGRAMAS DE ASISTENCIA PÚBLICA: 

Si usted o alguien que vive en su hogar participa en 
cualquiera de estos programas:  

 
Medicaid / Medi-Cal 

Healthy Families Categorías A & B 
Programa para Mujeres, Infantes, y Niños (WIC) 

CalWORKs (TANF) o TANF Tribal 
CalFresh / SNAP (Estampillas para Comida) 

Programa de Asistencia con la Energía Doméstica para 
Hogares de Bajos Ingresos (LIHEAP) 

Ingreso Suplementario del Seguro Social (SSI) 
National School Lunch Program  (NSLP) 

Agencia de Asuntos Indios, Asistencia General (BIA GA) 
Asistencia General Elegible para Ingreso de Ventaja 

Inicial - solamente tribal 

INGRESO MÁXIMO EN EL HOGAR:  
 (en vigor del 1 de junio de 2012 al 31 de mayo de 2013) 
*ingreso actual en el hogar de todas las fuentes antes de 

deducciones 

Número de personas 
en el hogar 

Ingreso total 
anual 

1 $22,340 
2 $30,260 
3 $38,180 
4 $46,100 
5 $54,020 
6 $61,940 
7 $69,860 
8 $77,780 

Cada personal adicional +$7,920 



  Form 6678-D SP (06/12) 
 

THE GAS COMPANY 
CARE PROGRAM, ML GT19A1 

PO BOX 3249 
                                 LOS ANGELES, CA 90051-1249 

Por favor use tinta OSCURA y escriba claramente con letra de molde para asegurar el procesamiento apropiado 
Forma correcta de marcar los círculos:  

1 

Nombre del cliente  
(tal como aparece en su factura):  

Domicilio:   

Número de complejo 
habitacional:   

Teléfono:  ()- 

Correo electrónico:   

Ο 
Ya no califico o no deseo participar en CARE. Sírvanse retirar mi cuenta del programa CARE.  
Si rellenó este círculo, por favor vaya directamente al número 3, firme en la parte de abajo, y envíe este 

formulario en el sobre con porte pagado provisto en un término de 90 días. 

2 
 

Número total de 
adultos y niños que 
viven en su hogar: 

  Ο 1          Ο 2          Ο 3          Ο 4          Ο 5          Ο 6          Ο si más de 6:  

¿Está usted (o alguien que vive en su hogar) inscrito en alguno de los siguientes programas de 
asistencia? 

  Sí (Si su respuesta es afirmativa, marque el(los) programa(s) de participación) ▼ 

 Medi-Cal / Medicaid: menor de 65 años  
 Medi-Cal / Medicaid: 65 años o más  
 Healthy Families Categorías A & B 
 Programa para Mujeres, Infantes, y Niños (WIC)  
 CalWORKs (TANF) o TANF Tribal  
 CalFresh / SNAP (Estampillas para Comida) 

 Programa de Asistencia con la Energía Doméstica para 
Hogares de Bajos Ingresos (LIHEAP)  

 Ingreso Suplementario del Seguro Social (SSI) 
 National School Lunch Program (NSLP) 
 Agencia de Asuntos Indios, Asistencia General (BIA GA) 
 Asistencia General Elegible para Ingreso de Ventaja Inicial - 

solamente tribal  

 No  

¿Cuál es el ingreso anual de su hogar (antes de deducciones, incluyendo a todos los miembros 
del hogar)? ▼ 

  

Ο $0 - $22,340     Ο  $22,341 - $30,260     Ο  $30,261 - $38,180     Ο  $38,181 - $46,100     Ο  $46,101 - $54,020 
 

Ο  Si es más de $54,020, escriba el monto aquí : $ ,.00  al año    
 

Por favor marque sus fuentes de ingreso: ▼ 

 Seguro Social  
 SSP o SSDI 
 Pensiones 
 Intereses o dividendos de:  

cuentas de ahorro, acciones, 
bonos, o cuentas para el retiro 

 Salarios y/o ingresos de autoempleo 
 Beneficios de desempleo 
 Pagos de pólizas de seguro o 

convenios judiciales 
 Pagos por incapacidad o 

Indemnización para los trabajadores 

 Pensión conyugal o alimenticia 
 Becas, subvenciones u otra 

ayuda usada para sufragar el 
costo de la vida 

 Ingresos por alquiler o regalías 
 Dinero en efectivo y/u otros 

ingresos 

3 
¿Acepta usted lo siguiente?  Por favor lea y firme abajo. 
Declaro que la información que proporcioné en este formulario de solicitud es verdadera y correcta. Convengo en proporcionar 
comprobantes de elegibilidad para CARE si se me solicita. Convengo en informar a The Gas Company si dejo de calificar para recibir el 
descuento. Entiendo que, si recibo el descuento sin tener derecho al mismo, se me puede exigir la devolución del descuento recibido. 
Entiendo que The Gas Company puede compartir mis datos con otras empresas de servicios públicos o agentes para inscribirme en sus 
programas de asistencia. 
 

Firma:  X                                                                   Fecha :  /  /  

 
 

Formulario de recertificación para  
la tarifa CARE del 20% de descuento 
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Dear Customer:
You may be eligible for a 20 percent discount on your gas  
bill at your primary residence. You may also qualify for a  
$15 discount on your Service Establishment Charge if you  
are approved within 90 days of starting new gas service 
with Southern California Gas Company (SoCalGas®). Please 
review the program qualifications on the enclosed 
application to see if you qualify. If you think you qualify, 
complete the application form and mail it back to us. You 
will receive your discount once your completed, signed 
application is approved by SoCalGas. If you have any 
questions about the CARE program, or need assistance 
filling out the form, please visit socalgas.com (search 
“ASSISTANCE“) or call 1-800-427-2200. Telecommunication  
Devices for the Speech and Hearing Impaired (TDD) are 
available at 1-800-252-0259.

Estimado(a) cliente:
Usted podría ser elegible para recibir un 20 por ciento de 
descuento en su cuenta de gas de su residencia principal. 
También podría calificar para un descuento de $15 en el 
Cargo por Establecimiento de Servicio, si usted es aprobado 
durante los primeros 90 días desde el comienzo de su 
nuevo servicio de gas con SoCalGas. Por favor revise las 
calificaciones del programa en la solicitud. Si piensa que 
califica, complete y firme la solicitud y envíela a SoCalGas. 
Recibirá su(s) descuentos(s) una vez que su solicitud sea 
aprobada por SoCalGas. Si tiene alguna duda acerca de la 
solicitud, visite socalgas.com/espanol (busque la palabra 
clave “ASISTENCIA“) o llame 1-800-342-4545. Clientes con 
limitaciones auditivas (TDD) llamen al 1-800-252-0259.

For information on CARE in other languages, 
call Southern California Gas Company at:

Other Programs and Services  
You May Qualify For:

Energy Savings Assistance  
Program: Offers no-cost energy- 
saving home improvements.  

For more information, please call 1-800-331-7593.

Medical Baseline: Provides additional allowance of gas at  
a lower rate to customers with certain medical conditions.  
For more information, call 1-800-427-2200.

Low-Income Home Energy Assistance Program (LIHEAP): 
Provides bill payment assistance, emergency bill assistance 
and weatherization services. Call the California Department 
of Community Services and Development at 1-866-675-6623.

California Lifeline: A discounted telephone access for 
customers meeting similar income guidelines to CARE.  
For more information, contact your local telephone  
service provider.

Otros programas y servicios  
para los que PODRÍA calificar:
El Programa Energy Savings Assistance Program:  
Ofrece mejoras sin costo que ahorran energía. Para más 
información, por favor llame al 1-800-331-7593.

Asignación Médica Inicial (Medical Baseline): Provee 
asignación adicional de gas a una tarifa menor a los clientes 
con ciertas afecciones médicas. Para más información, llame 
al 1-800-342-4545.

Programa de Ayuda Energética para Hogares de Bajos 
Recursos (LIHEAP): Ofrece asistencia para el pago de 
facturas, asistencia de emergencia para el pago de facturas  
y servicios de acondicionamiento contra las inclemencias del 
tiempo. Llame al Departamento de Servicios a la Comunidad 
de California al 1-866-675-6623.

Servicio Telefónico Universal Lifeline (California Lifeline): 
Acceso telefónico a precios de descuento para los clientes 
que reúnan requisitos de ingresos similares a los del 
programa CARE. Para más información, llame al proveedor  
de servicio telefónico de su localidad. 

California Alternate  
Rates for Energy (CARE)

20 PERCEnT DISCoUnT  

APPLICATIon InSIDE oR APPLy AT  

socalgas.com (SEARCH “AssistAnce“)

Tarifas Alternas para  
Energía en California (CARE)

DESCUEnTo DEL 20 PoR CIEnTo  

En SU TARIFA DE GAS nATURAL  

SoLICITUD ADEnTRo o APLIQUE En  

socalgas.com/espanol  

(BUSQUE LA PALABRA CLAvE “AsistenciA“)

1-800-427-1429

1-800-427-1420

1-800-427-0478

1-800-427-0471

© 2012 Southern California Gas Company. 
Trademarks are property of their respective 
owners. All rights reserved. Some materials used 
under license, with all rights reserved by licensor.

E Printed on recycled paper  
with soy-based inks.

9-1207  N1240023  0612  2.97MM 

see inside for program details. 

SAvE 20%
See if your houSehold qualifieS.  
if you’re recently unemployed  

you may alSo be eligible.

Vea Si Su hogar califica. Si Se encuentra 
uSted recientemente deSempleado uSted 

también podrÍa calificar para el deScuento.

APPLy ToDAy!
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ACCOUNT NO./	 Please provide your account number to expedite processing./ 
NO. DE CUENTA	 Por favor proporcione su número de cuenta para facilitar procesamiento.

CUSTOMER NAME/NOMBRE DEL CLIENTE (FIRST AND LAST AS IT APPEARS ON YOUR BILL/NOMBRE(S) Y APELLIDO COMO APARECE EN SU FACTURA)

ADDRESS/DOMICILIO  APT #/NO. DE APTO. 

CITY/CIUDAD HOME PHONE/TELÉFONO DE SU CASA

EMAIL/CORREO ELECTRÓNICO:

#

ConDITIonS FoR PARTICIPATIon / ConDICIonES PARA PARTICIPAR
1) The gas bill must be in your name and the address must be your primary address. /  
La factura de gas debe estar a su nombre y la dirección debe ser su domicilio 
principal. 2) You must not be claimed as a dependent on another person’s income 
tax return other than your spouse. / No debe aparecer como dependiente en la 
declaración de impuestos sobre el ingreso de otra persona que no sea su cónyuge. 

 3) You must recertify your application when requested. / Debe recertificar su  
solicitud cuando se le solicite. 4) You must notify SoCalGas within 30 days if you 
no longer qualify. / Debe notificar a SoCalGas en un término de 30 días si deja 
de calificar. 5) You may be asked to verify your eligibility for CARE. / Tal vez se 
le pida comprobar que reúne los requisitos para CARE.

Declaration / Declaración:  Please read and sign below / Por favor lea y firme abajo
 I state that the information I have provided in this application is true and correct. I agree to provide proof of CARE eligibility if 

asked. I agree to inform SoCalGas if I no longer qualify to receive a discount. I understand that if I receive the discount without 
qualifying for it, I may be required to pay back the discount I received. I understand that SoCalGas can share my information with 
other utilities or agents to enroll me in their assistance programs. / Declaro que la información que proporcioné en este formulario 
de solicitud es verdadera y correcta. Convengo en proporcionar prueba de elegibilidad en el programa CARE si se me requiere. 
Convengo en informar a SoCalGas si dejo de calificar para recibir el descuento. Entiendo que, si recibo el descuento sin tener 
derecho al mismo, se me puede exigir la devolución del descuento recibido. Entiendo que SoCalGas puede compartir mis datos con 
otras empresas de servicios públicos o agentes para inscribirme en programas de asistencia.

SIGNATURE/ DATE/
FIRMA	 FECHA	 /	 /

CARE applicaTion / 
soliciTuD para el programa CARE

please use Dark blue or black ink only / por favor use TinTa azul oscura o negra únicamenTe

1

9E

2

3

	Social Security/Seguro Social

	SSP or SSDI/SSP o SSDI

	Pensions/Pensiones

	 Interest or Dividends from Savings, Stocks, Bonds, or  
Retirement Accounts/Intereses o dividendos de cuentas  
de ahorro, acciones, bonos, o cuentas para el retiro

	Wages and/or Profit from Self Employment/Salarios y/o  
ingresos de autoempleo

	Unemployment Benefits/Beneficios de desempleo

	 Insurance or Legal Settlements/Pagos de pólizas de  
seguro o convenios judiciales

	Disability or Workers Compensation Payments/Pagos por 
incapacidad o indemnización para los trabajadores 

	Spousal or Child Support/Pension conyugal o alimenticia

	Scholarships, Grants, or Other Aid used for Living Expenses 
/Becas, subvenciones u otra ayuda usada para sufragar el 
costo de la vida

	Rental or Royalty Income/Ingresos por alquiler o regalías

	Cash or Other Income/Dinero en efectivo y/u otros ingresos

X

-   -

form

1

HoW To QUALIFy / CoMo PUEDE CALIFICAR  

FO
R

M
 6

4
9

1-
B

I 0
6

12

no Tape/no use cinta adhesiva   Moisten and Seal/Humedezca y selle no Staples/no engrape

What is your yearly household income (before deductions, including all members of the household)? /  
¿Cual es el ingreso anual de su hogar (antes de deducciones, incluyendo a todos miembros del hogar)?

	 		$0 - $22,340 		$22,341 - $30,260   		$30,261 - $38,180     		$38,181 - $46,100     		$46,101 - $54,020 

public assisTance programs
programas De asisTencia pública

If you or another person in your household receives benefits 
from any of the following programs:

Si usted u otra persona que vive en su hogar recibe beneficios 
de cualquiera de los siguientes programas:

Medi-Cal/Medicaid  

Healthy Families Categories A & B 

Women, Infants, & Children (WIC) 

CalWoRKs (TAnF) or/o Tribal TAnF 

Head Start Income Eligible — Tribal only/Solamente tribal 

Bureau of Indian Affairs General Assistance (BIA GA) 

CalFresh / SnAP (Food Stamps / Estampillas para comida) 

national School Lunch Program (nSLP) 

Low Income Home Energy Assistance Program (LIHEAP) 

Supplemental Security Income (SSI) 

maXimum householD income 
ingreso mÁXimo en el hogar: 

(effective June 1, 2012 to May 31, 2013) 
(en vigor del 1 de junio de 2012 al 31 de mayo de 2013)

 number of Persons in Household Total Annual Income*

 número de personas en el hogar Ingreso total anual*

	 1	 	$22,340

	 2	 	$30,260

	 3	 $38,180

	 4	 $46,100	

	 5	 $54,020

	 6	 $61,940

	 7	 $69,860

	 8	 $77,780

For each additional household member, add $7,920
Por cada miembro adicional en el hogar, añada $7,920

*Includes current household income from all sources before deductions  
*Incluye los ingresos actuales del hogar de todas las fuentes  

de ingreso antes de deducciones

OR/O

2

Total number of persons in your household (include yourself, other adults, and children):
número total de personas que viven en su hogar (inclúyase usted, otros adultos y niños): 

   1   2   3   4   5   6   if more than 6:
    si mas de 6:   

		Medi-Cal / Medicaid: Under Age 65/menor de 65 años

		Medi-Cal / Medicaid: 65 or older/65 años o más

		Healthy Families Categories A & B

		Women, Infants, and Children Program (WIC)

		CalWORKs (TANF) or Tribal TANF

		CalFresh / SNAP (Food Stamps / Estampillas para comida)

		Low-Income Home Energy Assistance Program (LIHEAP)

		Supplemental Security Income (SSI)

		National School Lunch Program (NSLP)

		Bureau of Indian Affairs General Assistance (BIA GA)

		Head Start Income Eligible - Tribal Only/Solamente tribal

	no  
no 

are you (or someone in your household) enrolled in any of the following assistance programs? 
¿está usted (o alguien que vive en su hogar) inscrito en alguno de los siguientes programas de asistencia?  

	yes (if yes, please fill in the circle(s) l)./  
sÍ (si su respuesta es afirmativa, por favor rellene el/los círculo/s l).	

 		If more than $54,020, enter the dollar amount here/Si es más de $54,020, escriba el monto aquí:	$         ,             	 				.00	per year/al año 

Please mark your sources of income / Por favor marque sus fuentes de ingreso
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Schedule Number Title of Sheet Cal. P.U.C. Sheet No. 
 
GR Residential Service ...........................   48159-G,47790-G,42978-G,47110-G,42980-G 
   (Includes GR, GR-C and GT-R Rates) 
GS Submetered Multi-Family Service ...................   47111-G,48160-G,47112-G,42984-G 
   (Includes GS, GS-C and GT-S Rates) ......................................... 47113-G,47114-G 
GM Multi-Family Service .......................................   42987-G,48161-G,48162-G,41014-G 
   (Includes GM-E, GM-C, GM-EC, 41015-G,41016-G,41017-G,45295-G 
   GM-CC, GT-ME, GT-MC and all GMB Rates) 
G-CARE California Alternate Rates for Energy (CARE) Program ..............   44092-G,48174-G 
    48175-G,48176-G,42343-G,41899-G 
GO-AC Optional Rate for Customers Purchasing New Gas Air Conditioning 
   Equipment (Includes GO-AC and GTO-AC Rates) .................   48136-G,43154-G 
   40644-G,40645-G,40646-G 
G-NGVR Natural Gas Service for Home Refueling of Motor Vehicles 
   (Includes G-NGVR, G-NGVRC and GT-NGVR Rates) ..........   48163-G,43000-G  
    43001-G,41221-G 
GL Street and Outdoor Lighting Natural Gas Service .........................   48138-G,31022-G 
G-10 Core Commercial and Industrial Service 
   (Includes GN-10, 10C, and GT-10 Rates),  ..............................   46445-G,48164-G 
    47116-G,47117-G,46449-G,46450-G,46221-G 
G-AC Core Air Conditioning Service for Commercial  
   and Industrial (Includes G-AC, G-ACC and 
   GT-AC Rates) ...............  48165-G,43252-G,43253-G,43254-G,43255-G,36679-G 
    46070-G,41247-G 
G-EN Core Gas Engine Water Pumping Service for Commercial 
   and Industrial (Includes G-EN, G-ENC and 
   GT-EN Rates) ...............................  48166-G,44077-G,44078-G,44079-G,44980-G 
G-NGV Natural Gas Service for Motor Vehicles .........................   48167-G,48168-G,42521-G 
    42522-G,42523-G 
GO-ET Emerging Technologies Optional Rate for 
   Core Commercial and Industrial ................................   30200-G,43168-G,30202-G 
GTO-ET Transportation-Only Emerging Technologies Optional  
   Rate for Core Commercial and Industrial ..................   30203-G,43169-G,30205-G 
GO-IR Incremental Rate for Existing Equipment for 
   Core Commercial and Industrial ................................   30206-G,43170-G,30208-G 
GTO-IR Transportation-Only Incremental Rate for Existing Equipment for 
   Core Commercial and Industrial ................................   30209-G,43171-G,30211-G 
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SAMPLE FORMS 
 
 Applications 
 
  Medical Baseline Allowance Application (Form 4859-E, 06/11)  .............................................  47387-G 
  Medical Baseline Allowance Self-Certification (Form 4860, 07/11)  ........................................  47388-G 
  Application for California Alternate Rates for Energy (CARE) Program 
   For Qualified Agricultural Employee Housing (Form 6632-C, 06/12)  ................................  48177-G 
  Application for California Alternate Rates for Energy (CARE) Program 
   For Migrant Farmworker Housing Centers  (Form 6635) .....................................................  40407-G 
  Application for California Alternate Rates for Energy (CARE) Program 
   For Qualified Nonprofit Group Living Facilities (Form 6571-D, 06/12)  .............................  48178-G 
  Application for CARE, General Purpose, Direct Mail (Form 6491-DM, 06/12)  ......................  48179-G 
  Self-Certification CARE Application - Individually Metered Residential 
   (Form 6491-D, 06/12)  ...........................................................................................................  48180-G 
  Self-Recertification CARE Application - Individually Metered Residential 
   (Form 6674-D, 06/12) .. .........................................................................................................  48181-G 
  Capitation Program CARE Application (Form 6491-2D, 06/12)  .............................................  48182-G 
  Post-Enrollment Verification CARE Application - Individually Metered Residential 
   (Form 6675-D, 06/12)  ...........................................................................................................  48183-G 
  Post-Enrollment Verification CARE Application - Sub-Metered Residential 
   (Form 6675-DS, 06/12)  ........................................................................................................  48184-G 

Self-Certification CARE Application - Submetered Residential 
   (Form 6677-D, 06/12)  ...........................................................................................................  48185-G 
  Self-Recertification CARE Application - Submetered Residential 
   (Form 6678-D, 06/12)  ...........................................................................................................  48186-G 
  Application for CARE, Bill Insert (Form 6491-BI, 06/12 ) .......................................................  48187-G 
  Set and Turn-on Application (Form 1770H, 6-99)  ....................................................................  32482-G 
  SimplePay Direct Payment Application (Form 9706-08, 5/97)  ................................................  28499-G 
  Statement of Applicant’s Contract Anticipated Cost for  
   Applicant Installation Project, Form 66602  ..........................................................................  37772-G 
 
 Receipts and Notices 
 
  Receipt for Payment (Form 481-8, Rev. 7/96 CIS)  ...................................................................  35708-G 
  Miscellaneous Account Receipt (Form 315U)  ..........................................................................  35709-G 
  Deposit Warning Letters A and B (Form 437.1R, 11/02)  .........................................................  36782-G 
  California Penal Code Tag (Form 81-A)  ...................................................................................  36783-G 
 
 Surety or Guarantee for Account 
  Continuing Guarantee Letter (Form 6447, 1/94)  .......................................................................  36785-G 
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 The following listed sheets contain all effective Schedules of Rates and Rules affecting service and 
information relating thereto in effect on the date indicated thereon. 
 
GENERAL Cal. P.U.C. Sheet No. 
 

Title Page ......................................................................................................................................   40864-G 
Table of Contents--General and Preliminary Statement ................................   48190-G,47560-G,47813-G 
Table of Contents--Service Area Maps and Descriptions ............................................................   41970-G 
Table of Contents--Rate Schedules ..............................................................   48188-G, 48172-G,47678-G 
Table of Contents--List of Cities and Communities Served ......................................................   47970.1-G 
Table of Contents--List of Contracts and Deviations ................................................................   47970.1-G 
Table of Contents--Rules ...............................................................................................  47448-G,47212-G 
Table of Contents--Sample Forms ...................................   48189-G,47134-G,47213-G,47449-G,47450-G 

 
PRELIMINARY STATEMENT 
 

Part I General Service Information ..................................   45597-G,24332-G,24333-G,24334-G,24749-G 
 
Part II Summary of Rates and Charges ............   48155-G,48156-G,48157-G,47779-G,47780-G,48158-G 
 48120-G,46431-G,46432-G,47676-G,48129-G,48130-G,48131-G,47785-G 
 
Part III Cost Allocation and Revenue Requirement ........   45267-G,45268-G,45269-G,47786-G,47787-G 
 
Part IV Income Tax Component of Contributions and Advances .................................  47868-G,24354-G 
 
Part V Balancing Accounts 

Description and Listing of Balancing Accounts ...................................................................   47157-G 
Purchased Gas Account (PGA) .............................................................................  45754-G,45755-G 
Core Fixed Cost Account (CFCA) ........................................................................  47158-G,47104-G 
Noncore Fixed Cost Account (NFCA) ..................................................................  47159-G,47106-G 
Enhanced Oil Recovery Account (EORA) ...........................................................................   47160-G 
Noncore Storage Balancing Account (NSBA) ......................................................  46962-G,46963-G 
California Alternate Rates for Energy Account (CAREA) ...................................  45882-G,45883-G 
Hazardous Substance Cost Recovery Account (HSCRA) ....................   40875-G, 40876-G,40877-G 
Gas Cost Rewards and Penalties Account (GCRPA) ...........................................................   40881-G 
Pension Balancing Account (PBA) .......................................................................  45013-G,45014-G 
Post-Retirement Benefits Other Than Pensions Balancing Account (PBOPBA) .  45015-G,45016-G 
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