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QUEST CLAIM REPAYMENT AFFIDAVIT 
FoodShare members may use this form to request a one-time voluntary benefit refund be deducted from their QUEST 
Electronic Benefit Transfer (EBT) account to repay a FoodShare overpayment. This collection is strictly voluntary and may 
be used for a one-time QUEST deduction. The member may revoke this agreement in writing at any time prior to the 
benefit refund transaction. A completed copy of this form will be returned to you as a receipt when the QUEST deduction 
is complete if requested by you or required by federal regulations eCFR 273.18(g)(2)(ii)(A). 

SECTION 1 
Name – Participant Case Number 
  
Street Address Apartment / Unit Number 
  
City State Zip Code Phone Number 
    

By checking the box below, I certify that I am authorizing a deduction from my QUEST account to apply toward my 
outstanding claim. 

 One-time payment of $   to be deducted on   (mm/dd/yyyy). 

SIGNATURE – Participant Date Signed 
 

FOR AGENCY USE ONLY 

SECTION 2 – PHONE REQUEST TO AGENCY STAFF PERSON 

The above-named member has made an oral phone request to the agency staff person below to refund QUEST EBT 
benefits as a FoodShare repayment. 

SIGNATURE – Agency Staff Date Signed 
 

Print Name of Agency Staff Worker Number 
  

SECTION 3 – QUEST EBT REFUND RECEIPT 
Date Completed  
  
FS Claim Number Amount Remaining Claim Balance 
 $ $ 

 $ $ 

 $ $ 
Total Amount Deducted 

from QUEST EBT Applied Toward Claim(s) $ 

I hereby certify that the requested dollar amount has been deducted from the participant’s QUEST EBT account and that 
the funds have been applied to the claim(s) listed above. 

SIGNATURE – Agency Staff Title Date Signed 
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INSTRUCTIONS 

A FoodShare member can use this form to request that a one-time voluntary benefit refund be deducted from their 
QUEST EBT account to repay a FoodShare overpayment. The refund must be completed by the local agency/consortium 
or the Office of Inspector General (OIG). The Public Assistance Collection Unit (PACU) cannot complete the one-time 
benefit refund transaction. 

If the member is requesting the one-time refund by phone, the local agency, consortium, or OIG staff person should: 

• Complete Section 1 except the participant signature based on information provided by the member. This includes the 
amount the member requests to refund and the effective date of the refund. 

• Sign and print his/her name, worker number, and the current date in Section 2 designated for phone requests. 

• When the refund is complete, fill out Section 3 of the form and sign and date it. 

• Mail a copy to the member as a receipt. 

• Scan the form into ECF. 

If the member requests a refund in person or by mail: 

• The member should complete Section 1 of the form and sign and date it. 

• The member should return the form to the local agency/consortium or OIG. 

• The local agency/consortium or OIG should complete Section 3 of the form and sign and date it. If the member 
requests a receipt, the local agency/consortium or OIG should mail a copy to him/her. 

• The local agency/consortium or OIG should scan the form into ECF. 
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