
   State of Connecticut 
Department of Public Health 

WIC Program 

NOTICE OF PARTICIPANT ACTION 

Date of Notice: ________________ 

NAME WIC ID or DOB 

ADDRESS 

CITY/ZIP PHONE #  (    )   - 

INELIGIBILITY/TERMINATION SECTION 

 You or your infant/child are not eligible for the WIC Program for the following reasons: 

 You or your infant/child are no longer eligible (terminated) from the WIC Program for the following reasons: 

  Income is too high for the WIC Program.  
  Not in a WIC-eligible category (pregnant, postpartum, breastfeeding woman infant or child up to 5 years of age). 
  Postpartum woman 6 months past your delivery date. 
  Breastfeeding woman that discontinued breastfeeding before one year. 
  Breastfeeding woman that reached WIC eligibility limit of 12 months. 
  Child turning five (5) years old. 
  Do not have a medical/nutritional health condition.  
  Certification appointment for the Program was missed.  
  Voluntary withdrawal from the Program. 
  Other  ________________________________________________________________________ 

DISQUALIFICATION SECTION 

You are being suspended from the WIC Program for ________________________ because you broke the following WIC Program rule(s): 
  (amount of time) 

FAIR HEARING SECTION 

You have the right to a fair hearing if you do not agree with the reason for your ineligibility, termination or disqualification.   A request for a fair 
hearing must be made within 60 days of the date of this notice.  Fair hearing requests should be addressed to: 
State of Connecticut - Department of Public Health-WIC Program 
Attention: State WIC Director 
410 Capitol Avenue MS # 11WIC 
P.O. Box 340308 
Hartford, CT 06134-0308 

The local WIC Program staff will assist you in preparing the fair hearing request form if you ask for help.  Written rules for fair hearings are included 
on the fair hearing request form. 

_____________________________________________________       _______________________________________________ 
PARTICIPANT/PAYEE SIGNATURE    WIC PROGRAM REPRESENTATIVE SIGNATURE/TITLE 

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its Agencies, offices, and employees, 
and institutions participating in or administering USDA programs are prohibited from discriminating based on race, color, national origin, sex, disability, age, or reprisal or 
retaliation for prior civil rights activity in any program or activity conducted or funded by USDA. Persons with disabilities who require alternative means of communication for 
program information (e.g. Braille, large print, audiotape, American Sign Language, etc.), should contact the Agency (State or local) where they applied for benefits. 
Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339. Additionally, program 
information may be made available in languages other than English. To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint 
Form, (AD-3027) found on-line at: https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf and at 
any USDA office, or write a letter addressed to USDA and provide in the letter all of the information requested in the form. To request a copy of the complaint form, call (866) 
632-9992. Submit your completed form or letter to USDA by: (1) mail: U.S. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence 
Avenue, SW Washington, D.C. 20250-9410; (2) fax: (202) 690-7442; or (3) email: program.intake@usda.gov.
This institution is an equal opportunity provider Revised 1-2021 
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