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SOCaIGaS California Alternate Rates Dear Customer Estimado(a) cliente

for Energy (CAR E) The CARE program* offers a 20% discount to El programa* CARE ofrece un 20% de descuento a los
CAR ES a bout you customers who qualify based on household income or clientes que estan inscritos en un programa de
Apply online and instantly find participation in a public assistance program. If the asistencia o cumplen con las normas de ingresos. De
— ) ) application is approved, the discount will be applied to ser aprobada la solicitud, el descuento se reflejard en
= out if you could receive 20% off the next monthly bill. el siguiente ciclo de facturacion.
= your monthly natural gas bill at Please complete the enclosed application and return it Por favor complete la solicitud adjunta y regrese. Para
iy socalgas.com/CARE by mail or apply online at socalgas.com/CARE. aplicar en linea visite socalgas.com/CAREparami.
= Other programs* and services you Otros programas* y servicios para
y 5 = $ may qualify for: los que podria calificar:
o i
(o] — ——
-3 = ® Help for your home Energy Savings Assistance Ayuda para el hogar Energy Savings Assistance
< @ = Program offers home improvements from ﬁa Program ofrece mejoras al hogar sin costo, hechas
2 o g = authorized contractors at no cost. por contratistas autorizados.
0 @ X = €nergy Savings socalgas.com/Improvements €nergy Savings socalgas.com/Mejoras
Z 5) g % i Assistance Program* 1-800-331-7593 Assistance Program 1-800-331-7593
ol|la | _; i
(ol ;' N s o = TarlfaS, Alterna? pa r_a Help for medical needs Medical Baseline Ayuda con necesidades médicas Asignacion
ws(a é Pt = Energ ia de California Allowance Program offers additional natural gas at E%:__l Médica Inicial ofrece gas natural adicional a la tarifa
m - i o 52 - (CARE) the lowest baseline rate for those with qualifying k mas baja, para condiciones médicas que califiquen.
(D 2 w 8 6 = medical conditions. socalgas.com/Medical socalgas.com/Medico 1-800-431-3517
= 0 = . . 1-866-431-3517
Nz g E sS4 Aplique en linea y descubra
w n L . . . o Past due bill forgiveness may be available & | El perddn de facturas vencidas esta
o |w h'd ~ = . ) . .
u o 2 < 5 9] al instante si p0d ria recibir un for qualified customers through the Arrearage =($) disponible para clientes elegibles con el Plan de
Z |5 © 2 é <Zt 20% de descuento en su factura Management Plan 1-800-427-2200 Administracion de Pagos Atrasados. 1-800-427-2200
— =3 >
Cg % ||: oNoNe| mensual de gas natural en Help for your phone California Lifeline offers =1 Ayuda con el teléfono California Lifeline ofrece
l‘-_? <na - socalgas.com/CAREpa rami discounted telephone services for eligible servicio telefonico con descuentos para los clientes
m @ customers. californialifeline.com 2 elegibles. californialifeline.com
o
flfﬁéié";‘;ﬁ’gﬁ?"“””‘aG“C"’""a”y'“adema'“ are property of their respective owners. Help for your bill Low Income Home Energy Ayuda con la factura Asistencia de Energia
- ;Tge‘sg progéam:hreferreq to al?c:;e (a:re‘_;und_ec;bg‘CaL\Jiﬁrpia \(J:tw'hty cusFome;s and acfimigistg‘r‘es by Assistance offers Utlllty bill assistance and ? '-> para HOgareS de BajOS |ngreSOS ofrece asistencia
— a\(\)ocaateiis:nva.ehrst—i;:’\sep,”;re:t—(;erv:d baals?s_ unt such Fur:‘cﬁlse;reio \g‘:;:r vaisble. Thess programs ’ weatherization services. 1-866-675-6623 de facturas de servicios pUblicos y servicios de
o ion o S T selocion, purchase. s owmershi of vods amior oricos climatizacion. 1-866-675-6623
the sole responsibility of customer. SoCalGas makes no warranty, whether express or implied,
including the warranty of merchantability or fitness for a particular purpose, of goods or services
| | by C who choose to participate in these programs are not obligated ) .
to:urchase T‘fy additionaltgootc:‘s or sel:vi:es oftfle‘redd b)li-tanythird party. SoCalGas does not FOI’ |ﬂfo|'mat|oﬂ on the CARE pI'Og ram, Ca” SOCB'GaS at ]—800—42’7—2200
endorse, qualify, or guarantee the work of any third party. ) L .
. E. Para informacion en Espafol: 1-800-342-4545
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How to qualify
Como calificar

Apply online socalgas.com/CARE

Aplique en linea socalgas.com/CAREparami

Public Assistance Programs Maximum household income

Programas de asistencia publica LLLILE A Ingreso maximo en el hogar
If you or another person in your household effective June 1, 2025 to May 31, 2026
participates in any of these programs: en vigor del 1 de junio de 2025 al 31 de mayo de 2026
Si usted u otra persona que vive en su hogar recibe _
beneficios de cualquiera de los siguientes programas: 1-2 $42,300 $
Medi-Cal / Medicaid (I ) 3 $53,300
Medi-Cal for Families A&B N —bl ] 4  $64,300 Total

. umber o ota
Women, Infants & Children (WIC) persons in 5 $75,300 annual

CalWORKSs (TANF)" or Tribal TANF household

income*
Head Start Income Eligible (tribal only / solo tribal) NUmero de 6 $86,300 Ingreso
Bureau of Indian Affairs General Assistance personas 7 $97,300 total
camoill id en el hogar anual*
(r\:laII.:resflﬁ (Sfo::d stlalr:nps /;spamp| as pa’;ascL(;m a) 8 $108,300
ational School Lunc rograrT\ ( ) Each additional person +$11,000

Low Income Home Energy Assistance Program Por cada miembro adicional en el hogar +$11,000
Supplemental Security Income *Current household income from all sources before deductions.

*Incluye los ingresos actuales del hogar de todas las fuentes de
'Includes Welfare-To-Work, 'Incluye Welfare-To-Work ingreso antes de deducciones.

Conditions for participation 1) You must meet the qualification requirements in one of the tables above. 2) The natural gas bill must be in
your name and the address must be your primary address. 3) You must not be claimed as a dependent on another person’s income tax return
other than your spouse. 4) You must recertify your application when requested. 5) You must notify SoCalGas within 30 days if you no longer
qualify. 6) You may be asked to verify your eligibility for CARE.

Condiciones para participar 1) Debe cumplir los requisitos de elegibilidad mostrados en una de las tablas anteriores. 2) La factura de gas
natural debe estar a su nombrey la direccién debe ser su domicilio principal. 3) No debe aparecer como dependiente en la declaracion de
impuestos sobre el ingreso de otra persona que no sea su conyuge. 4) Debe recertificar su solicitud cuando se le solicite. 5) Debe notificar a
SoCalGas en un plazo de 30 dias si deja de calificar. 6) Tal vez se le pida comprobar que relne los requisitos para CARE.

CARE Application ®
Solicitud para el programa CARE

Source . . L.

Code Please use dark blue or black ink only / Por favor use tinta azul oscura o negra Unicamente

Account Number . Please provide the first 10 digits of your account number.
NuUmero de cuenta Proporcione los 10 primeros digitos de su nimero de cuenta.

Customer Name: first and last as it appears on your bill / Nombre del Cliente: nombre y apellido que aparce en su factura

Address / Domicilio Apt #/ No. de Apto.

City / Ciudad Primary Phone / Teléfono Principal

Total number of persons in your household (include yourself, other adults and children)
Numero total de personas que viven en su hogar (incliyase usted, otros adultos y niflos)

1 2 3 4 5 6 If more than é:
Si mas de 6:

Are you (or someone in your household) enrolled in any of the following assistance programs?
i Esté 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) ®)
Sl (Si su respuesta es afirmativa, por favor rellene el/los circulo/s ®)

Medi-Cal/Medicaid: Under age 65 / Menor de 65 afios Low Income Home Energy Assistance Program (LIHEAP)
Medi-Cal/Medicaid: 65 or older / 65 afios o mas Supplemental Security Income

Medi-Cal for Families A&B National School Lunch Program (NSLP)

Women, Infants and Children Program (WIC) Bureau of Indian Affairs General Assistance

CalWORKs (TANF) or Tribal TANF Head Start Income Eligible — Tribal Only / Solamente tribal

CalFresh (Food Stamps / Estampillas para comida)

NO (If no, please answer the yearly household income question)
NO (Si es no, por favor responda la pregunta de ingreso anual)

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 - $42,300 $42,301 - $53,300 $53,301 - $64,300 $64,301 - $75,300 $75,301 - $86,300

If more than $86,300, enter the dollar amount here:
Si es mas de $86,300, escriba el monto aqui: per year / al afno

Please mark your sources of income / Por favor marque sus fuentes de ingreso
Social Security / Seguro Social Unemployment benefits / Beneficios de desempleo

SSP or SSDI / SSP o SSDI Insurance or legal settlements / Pagos de pélizas de

. . seguro o convenios judiciales
Pensions / Pensiones

Disability or workers compensation payments / Pagos por

Interest or dividends from savings, stocks, bonds, or h . ; ALY ;
incapacidad o indemnizacién para los trabajadores

retirement accounts / Intereses o dividendos de cuentas
de ahorro, acciones, bonos, o cuentas para el retiro Spousal or child support / Pension conyugal o alimenticia

Wages and/or salary / Salarios y/o ingresos Scholarships, grants, or other aid used for living expenses /

Cash, other income, or profit from self-employment / Becas, subvenciones u otros gastos de ayuda utilizados

Efectivo, otro ingreso o ganancias de trabajo independiente Rental or royalty income / Ingresos por alquiler o regalias

Declaration / Declaracién: Please read and sign below / Por favor lea y firme abajo

| state that the information | have provided in this application is true and correct. | agree to provide proof of CARE program eligibility if asked. | agree to inform SoCalGas
within 30 days if | no longer qualify to receive a discount. | understand that if | receive the discount without qualifying for it, | am required to pay back the discount | received.
| authorize SoCalGas to share my information in order to remain eligible for available energy management assistance, and price reduction and residential rate programs with
other utilities, state agencies and entities designated by the CPUC.

Declaro que la informacion 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 en un término de 30 dias si dejo de calificar para recibir el descuento. Autorizo a SoCalGas a compartir mi informacién
para seguir siendo elegible a recibir asistencia disponible para la administracién de energia, y los programas de reduccién de precios y tarifas residenciales con otras empresas
de servicios publicos, agencias estatales y entidades designadas por la CPUC.

Signature Date
Firma Fecha

No Tape/No use cinta adhesiva Moisten and Seal /Humedezca y selle No Staples/No engrape
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