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Date 
- 
- 
- 
 
Dear ____________________, 
 
Due to a technical error, a small number of debtors for Food and Nutrition Services claims were intercepted too soon. 
Your Federal interception of $______ was among this group.  Although your intercept occurred too soon, the claim was 
correctly established and is valid. 
 
At this point, you have two options: 

Option 1: Ask for the interception to be refunded to you, or 
 Option 2: Allow the interception to remain on your claim account. 
 
Consequences of Option 1: 

 The claim balance will revert back to the amount prior to the interception and you will still owe us the money. 

 If you receive Food and Nutrition Services, your benefits will be reduced to pay the claim. 

 Your claim will be eligible for Federal interception, as well as interception of NC Income tax refunds and NC 
Education Lottery Winnings. 

 
Consequences of Option 2: 

 The claim will remain at its current balance. 

 No additional collection action will be pursued if your claim has been paid in full. 
 

If you choose Option 1, answer all the questions below the dotted line. Remove that portion of this letter and mail it no 
later than ________________ to the address below.  If no response is received by this date the interception will remain as 
a payment applied to your claim. 

NC DHHS/DSS 
Attn: FNS Program Integrity 
2420 Mail Services Center 

Raleigh, NC  27699 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

 
My Full Name is:        Referral ID:      

 
Please mail my refund to:          
 
            
 
My Date of Birth is:      The Last four digits of my SSN are:    
 
Signed:        Date:       

http://www.ncdhhs.gov/

