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- F TUS REPOR

Prior to January 1, 2001, Medi-Cal beneficiaries were required.to submit quarterly status reports (QSRs).
With the passage of Assembly Bill 2877, Chapter 93, Statutes of 2000, this requirement was eliminated
for all Medi-Cal beneficiaries except for the first year (federal portion) of Transitional Medi-Cal (TMC).
Counties were instructed to process status reports received by December 31, 2000. Beginning

January 1, 2001, counties may not take any adverse action based on incomplete or non-receipt of QSRs.

Beneficiaries still have the responsibility to report changes that may affect their Medi-Cal eligibility, such
as changes in income, property, family composition, other health coverage, etc. within ten days of such
change. Counties must act on any’ changes that they are aware of, whether the change has been
reported directly by the beneficiary, received from the December 2000 QSR, or in conjunction with other
public assistance programs (such as when a county has generic eligibility workers for the multiple public
assistance programs and thereby becomes aware of such changes).

For status reports required under the TMC program, see Section 5B.

SECTION NO. 50191 MANUAL LETTER NO. 263 DATE: 4/03/02 4H-1
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[41 — DILIGENT SEARCH PROCEDURES

The following are guidelines to be used in determining eligibility for
persons who are comatose, otherwise incompetent, or are ammesiac and there
is no friend, guardian, or relative available to supply the information
necessary for a Medi-Cal eligibility determinatiom.

I. REFERRAL TO PUBLIC GUARDIAR OR CONSERVATOR

Upon notification from the hospital, the county welfare department
shall make 8 referral to the public guardian's or conservator's office.
If the public guardian's office accepts responsibility, the county
welfare department ghall make an eligibility determination from the
information provided by that office. If that office refuses to accept
responsibility for an individual, the county welfare department shall
complete the search for eligibility information. Documentation of the
public guardian's refusal must be in the case record.

II. DISABILITY DETERMINATION REFERRAL

The county welfare department shall make a referral to Disability
Evaluation Division (DED) for all persons vhose eligibility is deter-
mined through these procedures unless the individual is obviously under
age 21 or over age 65. The person making the referral shall sign the
MC 220, Aunthorization for Release of Information, and write “patiemt is
couatose" on the face of the form. Forms MC 221, Disability Determine-
tion and Transmittal, and MC 223, Statement of Facts for Medi~Cal
Regarding Disability, shall be completed with all asvailable information.

III. DILIGERT SEARCH

A. Persons Without Identification

If 2 member of the hospital staff has attempted to establish the
identity of a person who is admitted in a comatose, amnesiac, or
senile condition, and the person's identity remains unknown, the
county welfare department shall document in the case record that
a search by hospital staff was conducted to establish the identity
of this person.

B. Persons ti'ith Identificatm

:L’ne county welfare department shall condnct the following routine
search for a person with identification and document the results
in the case file.
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1. Property search in the county of physical presence. (If
there is information which indicates an address in another
county, a property search shall also be requested from the
county.) ‘

2. Verification of Social Security bemefits via form SSA 1610/
CA 810. )

3. Verification of Veterams' Administratiorn benefits via form
CA 5.

4. Employment Development Department clearance via form DE 8720.

5. Verification of vehicle registration through written request
to the Depar_tnent of Motor Vehicles.

6. If the personal effects of the individual indicate an account

at a specific banking institution, request information from
that bank. Request the bank to search for all accounts
belonging to the individual.

When requesting any of the above information, include a cover letter
indicating the circumstances, i.e., the individual is comatose and
therefore -cammot sign a release of information form; there is no
friend or relative to act on behalf of the individual, and the county
is trying to establish Medi-Cal eligibility.

CASE PROCESSING

Action on the application shall not be taken until a determination of
ineligibility has been established or the diligent search and the
disability determination (for persons 21-64) have been completed.
However, if a comatose person is placed in a skilled nursing facility/
intermediate care facility (SNF/ICF), Category 53 may be appropriate.
If at any time during the application process the person's condition
changes or a friend or relative is found so that information can be
obtained in the usual manner, the diligent search efforts shall cease.

Once the di{ligent search and disability deteminatﬁn have been com—

pleted, an eligibility decision shall be made. Following are the instruc-

and issuing Medi-Cal cards. :

- tions for establishing an icentity to use in opening up a Medi-Cal case
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If the person's name is unknown, use either John C. Doe or Jame C.
Doe for the case name.

B. Aid Code

‘1. If .the person's age is unknown and the person appears to be
under 21 years of age, use Ald Code B82.

2. If the person's age is unknown and appears between 21 and 64
and the disability determination has been denied, continue to
use Aid Code 53 for those persons who are in an ICF or SNF.
I1f the person is not in an ICF or SNF, deny the applicstion.
If the disability determination has been approved, use
either Aid Code 64, 67, or if the person is in lang-term care
stams, use Aid Code 63.

3. If the person's age is unknown and the person appears to be
over 65 years of age, use Aid Code 14, 17, or if the persen
is in long-term care status, use Aid Code 13.

. C. Birth Date

If unknown, use "01" for the month and "01" for the day; use the
following for the year of birth:

1. If the estimated age is under 21, use the current year minus.
10 years.

2. If the estimated age is between 21 through 64, use the current
year minus 40 years.

3. If the estimated age is 65 or over, use the current year .
winus 70 years.

D. Social Security Fumber

If unknown, leave blank. A pseudo number will be assigned by
Medi-Cal Eligibility Data System (MEDS).

E. .Health Insurance Claim Number

If unknown, leave blank,
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Since MEDS will produce a reject message if the address field is
blank, use either the address of the county welfare department or
the address of the facility where the individual is receiving

care.

NOIB If 8 comatogse person regains consciousness or is otherwise
identified after eligibility is established, revise the case record to
reflect the person's true identity and eligibility status. If the
person remains eligible for Medi-Cal and a Medi-Cal identification
number has been assigned, retain the serial number and change the aid
code if there is a change in eligibility status or category. If the
.person is found to be ineligible, discontinue the case with timely and

tdeqnate notice.
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|4J-PROMPTNESS REQUIREMENT |

A new appilicant for Medi-Cal has the right to have his/her eligibility for benefits determined as quickly as
possible to ensure his/her access to adequate medical care. Such timely eligibility determination includes
the issuance of a Notice of Action (NOA) which addresses the applicant's approval or denial of Medi-Cal
benefits, what the share of cost s, if any, and hearing rights if the applicant is dissatisfied with the action
specified in the NOA. (Refer to Procedures Section 4U for NOA compietion.)

Federal requirements (T itle 42, Code of Federal Regulations, Section 435.911) for timely determination of
eligibility are:

o Processing time standards may not exceed:
1. 90 days for applicants who apply for Medi-Cal on the basis of disability; and
2. 45 days for all other applicants.

o The 45- and 90-day time frames are inclusive from the date the SAWS 1 or other
application was filed, to the issuance of the NOA.

The 45- and 80-day requirements may be extended for those items listed in Title 22, California Codeof
Regulations, Section 50177 (1)(2) as follows:

o Theabﬂ'mmias,wi&goodcause,beenmuewmﬂweomplemd&atememof
Facts, the Suppiement to Statement of Facts for Retroactive Coverage/Restoration, or
other necessary vesifications in time for the county to meet the promptness requirement,
or

o There has been a delay in the receipt of reports or other information necessary to
determine eligibility: and the delay is beyond the control of either the applicant or the
county department. ‘

The county welfare department shall nat use these time standards as a waiting period before granting the
application if all documents and information have been provided.
REQUIREMENTS TO EXPEDITE CASE PROCESSING

The county shall expedite processing the eligibility determination within available resources for the
following situations:
o Minor consent applicants should have eligibility determined the same day of the
intake interview and should be issued a paper Medi-Cal identification card.
. Individuals who require medical treatment which will not be provided without a
Medi-Cal card shouid have eligibility determined as soon as all information has

been received by the county. A paper Medi-Cal identification card should be issued
until the applicant/beneficiary receives the plastic Benefits identification Card.

o Pregnant women are considered to have an immediate medical need.

SECTION NO.: 50177 MANUAL LETTERNO.: 147 DATE: August 9, ggJ-‘l
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The county shall refer to Procedures Section, Article 22 {Disability Determination Referrals) for the proper
compiletion of disability cases and the related promptness guidelines for referral processing.

Any delay in the determination of eligibility must be documented in the case record.

SECTION NO.: 50177 MANUAL LETTERNO.: 147 DATEAugust 9,95 4}2
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4K — PROCESSING OF MEDICALLY INDIGENT
ADULTS (MIAs) APPLICANTS

County departments may identify persons not eligible umder the provisions
of Title 22, California Administrative Code, Section 50203 or 50251, prior
to completion of a Medi-Cal application. These persons shall be informed:

a. That they have no apparent basis of eligibility for Medi-Cal.

b. Of their right to make 2 formal Medi-Cal application even though they
have no apparent Medi-Cal eligibility.

¢. Of the county MIA p;;ogram

----—-—“----------—‘---——-—------—-—-—--_----.—--_—---.
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[4L —- RSDI/UI/DI REPORTS|

I. BACKGROUND

The RSDI/UI/DI report comsists of individual listings concerming RSDI,
UIl, or DI benefits. It is provided so that counties can verify benmefit
amounts reported by the beneficiary. I1f the amount listed on the
report differs from the amount reported by the bemeficiary, the county
may need to contact the benmeficiary who must provide verification of
the correct current benefit amount.

-A. If it is determined that the amount listed in the case record is
incorrect, then the corrected benefit amount must be utilized to
determine if a share of cost should be established or changed in
accordance with Title 22, California Administrative Code (CAC),
Sections 50653.3 and 50653.5.

B. If a discrepancy exists, the county is to determine whether a
potential overpayment has occurred in accordance with Title 22,
CAC, Section 50781. If a potential overpayment has occurred,
then the appropriate referral should be completed as required
by Title 22, CAC, Section 50783,

C. It is important to know the payment status and communication codes
to properly utilize the RSDI/UI/DI information. The following two
instructions provide this informatiom: '

1. Imstructions for interpreting the report of RSDI.

2. Instructions for interpreting the UL/DI formats on the report
of RSD1/UI/DI.

II. INSTRUCTIONS FOR INTERPRETING THE REPORT OF RSDI (PVS040-A)
Numbers in parentheses are keyed to items on the Report of RSDI.

CENERAL CASE INFORMATION

(1) ROUTE: The county uses this ianformation to route the report
to the district and worker.

(2) RUN DATE: Date the report was printed.

———— A ————————— . —— ] ——_——————— - . . a————— a— — ——— — ——— ———— — — - —
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(3) PAGE: RSDI income of all persons in a case will be listed on
the report. Each person’s income will be shown on a separate
page. Persons in a case having more than one type of benefit
payment will appear under the case number but on a separate

page.
(4) CASE NO.: 1Includes aid code and case number.
(5) CASE NAME: Surname used by the county to identify the case.
(6) SSN: This is the SSN provided by the recipient.

4 -(7) CASE STATUS: Whether the case is new or cc_:ntinuing.

(8) TYPE OF INCOME: The Report of RSDI will show RSDI and either
Ul or DI income for one or more persons in the case. A
person should not receive UI and DI at the same time.

RSDI BENEFITS

(9) NAME AND SEX (as reported by SSA): This refers to the persom -
in the case who is receiving RSDI.

(10) RECEIVED mm/yy: This is the month and year that the NEW
MONTH's check is dated, e.g., 01/83 means that the RSDI check
was dated 1/3/83 and should also be received about January 3.
The new month could be differemt for RSDI, UI, and DI. ’

(11) Oo1p BENEFIT: What the bemefit amount was before it changed.

(12) NEW BENEFIT: The amount of the RSDI benefit for the most
current month reported. If there were no changes.from the
previous month, a report will not be generated.

(13) INITIAL DATE OF ENTITLEMENT: The date the person was first
entitled to receive RSDI. This does not necessarily indicate
when the first benefit amount was paid.

(14) PAYMENT STATUS CODE: This identifies the RSDI status of the
person in the month of the payment. The report will indicate
the meaning of the payment status code on the “pay-message”
lines (17). Major pay codes and messages are listed below.

Section 50167 MANUAL LETTER ¥0. 80 ( 8/8/85) iL-2
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[4M - Verification| - )

The following are guidelines to be used in verifying eligibility when determining Medi-Cal. Itis not
intended to repeat or replace regulatory material in Title 22, Califomia Code of Regulations (CCR).
This procedure is all inclusive and attempts to summarize instructions provided under other articles
within the Medi-Cal Eligibility Procedures Manual (MEPM). To the extent possible, this procedure
cross-references other documentation where a full description of the item is provided. Counties
shall refer to the documentation cross-referenced in this arlicle if a more comprehensive explanation

of a specific issue is needed.

Verification means the process of obtaining acceptable evidence of items necessary to determine
Medi-Cal eligibility which substantiates statements made by an applicant or beneficiary on the
Statement of Facts form MC 210 or Medi-Cal Annual Redetermnination form MC 210 RV. Verification

is to be provided at:

initial application, reapplication and restoration;

annual redetermination for items necessary to determine continued Medi-Cal eligibility,
subject to change, and not previously verified;

anytime a change in amount/source/provider of resources, income, or expenses is reported
by the applicant/beneficiary or discovered by the County Welfare Department (CWD); and

4

F

requests for retroactive Medi-Cal coverage. 5

Documentary evidence (written confirmation) is to be used as primary source fot all items.

When docUmentary evidence is required but is unavailable and all other verification attempts have
been attempted and are unsuccessful, then a swom affidavit signed under penalty of perjury by the
applicant/beneficiary is acceptable as verification except for the Social Security Number (SSN).

I. VERIFICATION PRIOR TO APPROVAL OF ELIGIBILIEY
Reference: -Title 22 CCR Section 50167
oy A
A. Verification of Income
Reference: Title 22 CCR Section 50167 (a), (7); 50507; 50518; 50503; 50186; MEPM Article 10 and 15

(1) Earned income

e one pay stub (pay stub not required to have been issued within the last 30
days but must accurately reflect the amount reported on the application;
see ACWDL 00-31 and Errata 00-31E) .

» a copy of last year’s federal income tax return that accurately reflects the

current income
» asigned letter from the employer that shows the gross amount and date

of paycheck
« if verification cannot be obtained by one of the above methods, the

SECTION NO.: 50167 .MANUAL LETTER NO.: 274 DATE: 02/25/03 4M- 1
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applicant/beneficiary can sign a statement, under “penalty of Qerjury,
indicating his/her gross monthly earned lncome

(2) Unearned income

» award letter or most recent cost-of-living increase notice

e |EVS/PVS printout

» cumrent bank statement if the applicant has direct deposit (NOTE: the deposit
may not reflect gross income if Medicare premiums are being deducted or
an overpayment is being collected from the client’s check)

» copy of the applicant’s current benefit check (NOTE: the check may not
reflect gross income if Medi-Cal premiums are being deducted or an
overpayment is being collected from the client’s. check)

» signed statement from the person or organization providing the income

(3) Self Employment

» receipts showing gross earnings and expenses
» business records (profit and loss statements)
» copy of most recent federal individual tax return (IRS 1040) and
appropnate Schedule D - Capital Gain or Loss.
(4) Use of Tax Return to Verify Income e
3
A copy of the most recent federal individual income tax return (IRS 10401/
1040EZ, etc.) is acceptable verification of any type of income if it accurately
reflects the income reported on the application. :

(5) Verification of Unconditionally Available Income

Unconditionally available income is income the applicantbeneficiary only has to
claim or accept. A applicant/beneficiary must apply for unconditionally available
income as a condition of eligibility. Only the individual who refuses to apply for
or accept unconditionally available income will be ineligible. Examples of
unconditionally ‘available income are Disability Insurance Benefits (DIB),
Retirement, Survivors, Disability Insurance (RSDI) benefits, Veterans
Administration (VA) benefits and Unemployment Insurance Benefits (UIB).

All applicants/beneficiaries should be considered potentially eligible for UIB and
should be referred to the Employment Development Department (EDD) to apply
for UIB; however, counties should not refer applicants/beneficiaries in the
following circumstances:

» individuals who have not worked in employment covered by UIB
+ individuals who have a UIB claim pending

+ individuals who are receiving or have exhausted their UIB

+ individuals who are receiving DIB

» individuals who are full-time employed

SECTION NO.: 50167 MANUAL LETTER NO.: 274 DATE: 02/25/03 4M- 2
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» individuals who are covered under Title 22, CCR, Seo.yon 50211
» individuals denied or discontinued from theuiB program

» children under 16 years of age with Qo employment history
» applicants who are applying for restricted Medi-Cal benefits (see ACWDL

93-59)
(6) Inkind Income

Verification is only required if it is earned or the applicanVbeneficiary claims the
amount is a lower value than the presumed maximum established in accordance
with Title 22 CCR, Section 50511. Written statement from the provider is
acceptable as verification.

(7) Fluctuating Income

Check stubs or a signed statement from the person or organization making the
payments including the amount and frequency of the payments.

(8) TipIncome

» amount reported on pay stub

» the amount actually reported by the applicant/beneficiary

» if there is a discrepancy between the amount reported on the pay stub and
the amount reported by the applicant/beneficiary, the a‘pplicant/beneﬁciary
can sign a statement, under penalty of perjury, as to the reason for the
discrepancy :

(9) Temporary Worker’s Compensation (TWC)

An award letter from the insurance company or other entity which identifies the
payment as temporary, the amount of the payment and the schedule of payments.

(10) Veteran’s Benefits or Aid and Attendaneg Payments

 cdmpleted Veterans’ Benefits Verification and Réferral form (CA 5)
_ « viewing the Veterans’ Administration check and documenting in the case
narrative (unable to copy check)

(11) Interest and Dividend Income

* IRS Interest Income Statement Form 1099
» bank statement (yearly, quarterly, monthly)
e account statement '

» payment records‘(notes/mortgages)

SECTION NO.: 50167 .MANUAL LETTER NO.: 274 DATE: 02/25/03 4M-3
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(12) Child Support/'Spousal Support ' o 5

e courl papers .

» District Attorney/Family Support (DAFS) records
* sworn affidavit from the absent parent

» copy of check

(13) Dependent Care Costs

Acceptable verifications for those who incur child care costs or costs of care for
an incapacitated person while someone is employed include:

* receipts
» cancelled checks
* signed statement from the person or organization receiving the payments

(14) Educational Grants and Loans
Financial aid papers provided by the college.

(15) Net Income from Property

» lease or sales agreement 1

* bookkeeping records (including expense receipts, tax returns, sales .
records)

1

(16) Health Care Benefits

An applicant/beneficiary who has Other Health Coverage (OHC) must provide
information about the coverage as a condition of eligibility. The Health Insurance
Questionnaire (DHS 6155) form must be completed.

<

B. Real and Personal P{operty e

See Title 22-€CR, Article 9; MEPM Article 9 and All County Weifare Directors Letters for
specific information on various property items by Medi-Cal program.

<

C. Evidence of Residence
Reference: Title 22 CCR Section 50167 (a), (10) and 50320.1

California residency is a requirement for Medi-Cal eligibility.

In determining whether a Medi-Cal épplicant/beneﬁciary meets residency requirements,
the CWD must consider all available evidence, including evidence that supports a claim
of California residency, as well as, evidence that contradicts a claim of residency.

SFCTION NO.: 501687 MANUAL LETTER NO.: 274 DATE: 02/25/03 4M- 4
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Documents provided as evidence of California residency must include,a California address
for the applicant/beneficiary. However, the address 6n"the document need not be the
current address. Document provided by a homeless person must be considered even if
it does not include an address for the applicant/beneficiary. Evidence includes but is not

limited to:

» a current California driver’s license or identification card

» a current California vehicle registration form

» any evidence the applicant is employed in California

» any evidence the applicant has registered with a public or private employment

agency in California
» any evidence that the applicant has enrolled his or her children in a California school

» any evidence that the applicant is receiving public assistance in California
» a voter registration form or receipt, a voter notification card, or an abstract of voter

of registration

Applicants must compete and sign the Medi-Cal Residence Declaration (MC 212) stating
both of the following apply:

» they do not own or lease a principal residence outside the state of California (unless
exempt under Title 22 CCR Section 50425), and
» they are not receiving public assistance outside of this state

D. ldentity
Reference: Title 22 CCR Section 50167 (a), (6) -

A California Driver's License (CDL) or identification card issued by the 'Department of
Motor Vehicles is the first choice for identification. The following, or any other document
that the CWD deems acceptable, can be used to verify identity. —

» United States citizenship or Alien Status docyment (e.g., passport)
e Birth Certificate L4

* " School Identification Card

* Marriage Record

»  Work Badge

e Church Membership or Baptism/Confirmation Record
» Social Security Card

Identity is not required for gersons who are:

» institutionalized and verified by the facility

» receiving Medi-Cal through the Aid for Adoption of Children program

» children and identity of one parent is verified; however, if only children are
applying, the county shall not require the parent’s SSN

» children requesting Medi-Cal for Minor Consent services in accordance with Title

22 CCR Section 50147.1

SECTION NO.: 50167 MANUAL LETTER NO.: 274 DATE: 02/25/03 4M- 5
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» children who are not living with a parent or relatlve and for whom a ,pubhc agency
is assuming financial responsibility in whole or in part '

» not acting on their own behalf and a government [epresentative, such as a public
guardian, is acting for them

« the spouse of a person whose identity has been verified

E. Verification of Alien Status

Reference: Title 22 CCR Section 50167, (a), (3); 50301.1; 50301.2; 50301.6; MEPM Article 7

Alien status shall be verified following the guidelines outlined in MEPM Article 7 (also see
ACWDLs 89-59 and 90-15).

Verification of U.S. citizenship is not required unless:

+ the individual claims U.S. citizenship but was born outside of the U.S. (including
children who were born in another country to U.S. citizen parents)
» there is conflicting information about the individual’s citizenship status

» citizenship is doubtful
» documentation provided does not appear valid
» the individual claims to be naturalized citizen

3

Systematic Verification of Entitlements {(SAVE) F
The SAVE system is used to verify immigration status of Medi-Cal apphcants and
beneficiaries who claim Satisfactory Immigration Status (SIS). A SAVE request is'to be
completed and forwarded to the Immigration and Naturalization Service (INS) on every
applicant or beneficiary who claims SIS. When the primary SAVE request is retured by INS
and indicates “institute secondary verification”, then the G-845 form must be completed and

forwarded to INS.

Statement of Citizenship (MC 13)
Medi-Cal applicants must complete and sign the MC 13 (sge MEPM Article 7G). Anew MC

13 is required anytime the beneficiary’s immigration statefs has changed.

-

3

et

. Pregnancy
Reference: Title 22 CCR Section 50167 (a), (8)

Acceptable pregnancy verification is a written statement from a:
» physician .
» physician’s assistant
e certified nurse midwife
e certified nurse practitioner
e licensed midwife, or -
» designated medical or clinic personnel with access to patient’'s medical record.

A signed stamped photo copy or carbon copy is acceptable, as long as, it is initialed or
counter-signed by the designated medical or clinic personnel providing the verification. The
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carbon copy signature that appears on the Pregnancy VerificatioR of the Presumptive
Eligibility, "Application for Medi-Cal Program Onl)f (PREMEDZ) does not need to be

initialed.

Pregnancy verification should include the Estimated Date of Confinement (EDC). If
pregnancy verification does not include the EDC, the eligibility worker may ask the
applicant/beneficiary for the expected date of birth. A verbal statement made by the
applicant/beneficiary regarding the EDC is acceptable and must be documented in the case

narrative file.

Pregnancy verification is not required for women applying for minor consent services.

Self-Declaration of Pregnancy )
An applicant/beneficiary may self-declare pregnancy on the application, the Statement of
Facts form, or by any other signed document. When the self-declaration is made verbally,
the eligibility worker must document this fact in the case narrative. The unborn is only
counted as one child for maintenance need calculation purposes unless written medical

pregnancy verification indicates multiple unborn children.

» For the purpose of self-declaring a pregnancy, medically verified is defined as
information received by the applicant/beneficiary from a medical provider indicating
that a positive pregnancy result has been confirmed or through a home pregnancy
test with a positive resulit.

5

» Women seeking pregnancy-related only services, whose income is at or below the
200 percent Federal Poverty Level (FPL) program, are allowed to self-declare that
their pregnancy has been medically verified. Individuals must be income eligible to
receive pregnancy-related only services and placed under the appropriate FPL

percent program category.

» Women seeking full-scope coverage, whose only linkage to eligibility is the
pregnancy, can self-declare that their pregnancy has been medically verified and

allowed sixty (60) days to provide proof of pfegnancy.

* ~When 5rggnancy verification is not provided within sixty (60) days, counties must
discontinue full-scope benefits with timely and adequate notice and must review
‘income eligibility for placement under the appropriate FPL percent program category

for pregnancy-related only services.

s
G. Verification of Blindness/Disability
Reference: Title 22 CCR Section 50167 (a), (1); MEPM Atticle 22

Acceptable verification includes:

e proof of Social Security (Title Il) benefits based on disability or blindness
» proof of Supplemental Security Income/State Supplemental Payment (SSI/SSP)
benefits based on disability or blindness

SECTION NO.: 50167 . MANUAL LETTER NO.: 274 DATE: 02/25/03 4M-7
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« proof of Railroad Retirement benefits based on pérmgngpt and total disability

Receipt of one of the above types of disability benefits can be adopted for Medi-Cal disability
determination and a referral to State Programs-Disability Adult Program Division (SP-DAPD)
is not needed. However, if the applicant is not in receipt of one of the above disability
benefits, then a disability packet must be completed and sent to SP-DAPD (see MEPM

Article 22) for a disability determination.

Receipt of disability benefits under other programs (e.g., State Disability Insurance (SDI),
Veteran’s Administration, Worker's Compensation) does not establish disability for Medi-Cal.

H. Verification of Incapacity
Reference: Title 22 CCR Section 50167, (a), (2) and 50211

Acceptable verification includes:

» proof of Social Security (Title 1l) benefits based on disability or blindness
» proof of SSI/SSP benefits based on disability or blindness
» proof of SDI or Worker's Compensation

Verification of one of the above types of disability benefits verifies incapacity, however, if the
applicant does not receive one of the above types of benefits, then one of the verifications

listed below is required: 3

» a current Medical Report or certificate of disability form

» a written statement signed by a physician, licensed or certified psychologlst or
authorized member of their staff which documents that incapacity exists and gives
the expected duration of the condition

When a current Medical Report or a written statement cannot be obtained without delay,
then a verbal statement from a licensed physician or an aythorized member of their staff
shall be accepted as verification for up to sixty (60) days pending receipt of written
verification.” . ~

. ;ﬁ i
Verification from a Chiropractor is not acceptable evidence of incapacity.

l. Legal Responsibility for a Child
Reference: Title 22 CCR Section 50167 £a), (4)

Whenever a child is applying alone on the basis that neither the parents nor any agency will
accept legal responsibility for the child, then the CWD must verify that fact. Verification can
be any verbal or written communication with the parent(s) and/or agency.

x
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J. Substantial Gainful Activity (SGA) . N
Reference: MEPM Article 22 € N

SGA disability, as determined in accordance with Section 50223 (a)(2), shall be verified by
following procedures established by SP-DAPD.

K. Former Home Listed for Sale
Reference: Title 22 CCR Section 50167 (a), (9); MEPM Article 9

Any documentation from a licensed real estate broker that substantiates the property is listed
for sale.

1. VERIFICATION REQUIRED WITHIN SIXTY (60) DAYS OF APPROVAL
Reference: Title 22 CCR Section 50168

A. Social Security Number (SSN)

The SSN for all applicants or beneficiaries must be verified within sixty (60) days of the date
of initial application unless: ,

iy

» the individual is applying for Restricted Medi-Caj or Minor Con%‘ent Services
» the individual is a newborn (SSN will be required for the newborn by the age of one

year) .
Application for an SSN or evidence of an SSN shall be confirmed by viewing:

» SSA district office notification that application for an SSN has been made
e a completed. SS-5 (application for an SSN form) or completed MC 194 (referral
notice) 7

» . completed SSA 2853 (application for SSN for newborn)

g

. A . . . .
If a social security card is not available, acceptable evidence is:

» a social security award letter
» Medicare Card or check from SSA showing the applicant name and SSN with the

letters A, HA, J, T, or M following the SSN
» other documentation from SSA upon approval by the CWD
» MEDS printout indicating a “J” code in the SSN-VER field

SSN’s cannot be required for persons not applying for Medi-Cal (e.g. parents applying for
children only). Counties may req@est the parent’s SSN but must note that providing the non-

applicant parent’s SSN is voluntary.

The signature on the Statement of Facts shall not be accepted as verification of a person’s
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. EXPARTE REVIEWS

SSN or application for a SSN. Counties are reminded that only mdlwduals apply»ng for full-
scope Medi-Cal are required to provide proof of a SSN. R

B. Medicare
Medicare Eligibility is verified by viewing:

» the Health Insurance Card (HIC) and number

» a social security award letter displaying the individual’s HIC number
» a bill for Premium Part A or Part B (SSA 1545)

» MEDS printout (QB screen)

VERIFICATION REQUIREMENTS FOR RETROACTIVE MEDI-CAL
Reference: Title 22 CCR Section 50148 and 50197

The CWD shall not require additional verification beyond that used to determine initial and
ongoing eligibility when the applicant or beneficiary completes the MC 210 A and indicates there
is no change for the requested retroactive month(s).

When the applicant or beneficiary completes the MC 210 A and indicates a change in either
income, property, health insurance, number of people living in the home or California résidence
between the retroactive month(s) requested and the current signed Statement of Facts then
verification of the change is required.

Reference: Senate Bill (SB) 87 and ACWDL 01-36 : ._,Aj

To avoid unnecéssary ahbi@repetitive requests for verification that can add to administrative
burdens, make it difficult for individuals and families to retain coverage, and cause eligible
individuals and families to lose coverage, counties shall conduct ex parte reviews to the extent

possible.
Relevant information and verification from all public assistance case files (e.g., Medi-Cal,
CalWORKSs, Food Stamps, IHSS, Foster Care, etc.) shall be obtained when appropriate.

Additionally, information and verification from other resources including but not limited to MEDS,
IEVS, SDX, BENDEX, DAFS Child Support must be used in the ex parte review.

L4
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V. ADDITIONAL VERIFICATION REQUIREMENTS

The CWD shall not require additional verifications when the applicant or beneficiary has been
previously aided in another public assistance program (CalWORKs, Food Stamps, Medi-Cal,
IHSS, etc.) and verifications in those case files are less than twelve (12) months old and
consistent with reported information on the application for Medi-Cal. However, when
verifications in those case files are inconsistent with what is reported by the applicant or
beneficiary, then current verification must be requested.
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4N—TIMELY REPORTING BY PUBLIC GUARDIANS/CONSERVATORS OR BENEFICIARY
REPRESENTATIVES

A major cause of eligibility errors refiected in Medi-Cal cases for individuals in Long-Term Care, or
others having a conservator, is the failure of the beneficiary or their representative to repori changes
to the county welfare department (CWD) that may affect Medi-Cal eligibility. The following definitions
should be noted 1o avoid possible confusion in regard to the application processes surrounding
persons who have a government representative, conservator, or other representative handling their

affairs:

Authorized Representative: A person specifically designated in writing by the
applicant/beneficiary to accompany, assist, and represent the applicant/beneficiary in
the Medi-Cal application/redelermination or fair hearing process. An Authorized
Representative cannot act on behalf of an incompetent individual.

Conservator: A person appointed by the court to act as the guardian, custodian, or
protector of another.

Public Guardian: A county agency acting as a public entity appointed to acl on
behalf of persons who have lost their ability, either mentally or physically, o handle
their own affairs. The public guardian acls as lhe individual's advocate. No private
person is allowed to be a “public guardian.” The authority vested to the pubtic
guardian is derived from the probate code and, for mental health issues, through the
Lanterman-Petric-Short (LPS) Conservatorship Acl.

Representative: A person acting on the behalf of another who is incapable of
handling his/her own personal or business affairs. The representative must have
specific and personal knowledge of the incompetent individual's circumstance. The
representative may be a friend, relative or someone else that has known the
applicant/beneficiary and will act responsibly on his/her behalf.

The public guardian frequently representis aged, blind, and disabled persons for Medi-Cal purposes.
The public guardian, or other representatives, often have conservatorship responsibilities but, in
many instances, fail to understand the importance of keeping the CWD informed timely when
changes occur to the recipients circumstances. Many of these changes are a result of changes to
income, properly, health coverage. and even dealh.

Regulations specifically exempt the public guardian from the required face 1o face interview for
application [Title 22, California Code of Regulations (CCR) , Section 50157(b),(d)(2)] and all aged,
blind, disabled persons are exempt from the face to face interview at redetermination [Title 22, CCR,
Section 50189(d)]. Due to this exemption, it is very important that the public guardian, authorized
representative, or conservator be aware of her/his on-going responsibilities.

The DHS 7068, Responsibilities of Public Guardian/Conservators or Applicant/Beneficiary
Representatives, has been developed and revised 1o assist the counties to inform the public
guardians, conservators, and representatives of their reporting responsibilities. The DHS 7068iis to
be given or mailed to the public guardian, conservator, or to the representative at the time of the
initial application and at each redetermination. The DHS 7068 is printed on NCR paper. The white
copy (lop sheet) is to be used at application and redetermination time, and should be filed in the
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case file. The yellow copy {second sheei) is to be kepl by the public guardian, conservaior, or
represeniative. (Note: Signature, address and telephone number of the public guardian,
conservator, or representative is required on this form.)

A copy of the MC 219, important information for Persons Requesting Medi-Cal, must
accompany the DHS 7068. The MC 219 must be signed and dated by the public guardian,
conservator, or representative and kept in the case file.

If the CWD mails the DHS 7068 to the representative, the following suggested cover letter may be

used.

SAMPLE SAMPLE
O 0]
O {address block} O
O o) DATE:
(@) 0]

As the Public Guardian/Public Conservator of your county, or as the applicant’s or beneficiary’s
representative, you have the responsibility to act on behailf of the individual you represent.

Title 22, CCR, Section 50185 (a)(4), requires Medi-C. eneficiaries or persons acting on their
behalf to report to the county welfare department any changes in circumstances affecting eligibility @
or share of cost within ten calendar days following the date the change occurred.

Additionally, in the event of the beneficiary’s death, Probate Code, Section 700.1, and Welfare and
Institutions Code, Section 14009.5, require you to report the death of the beneficiary within 90 days
of the date of death to the following address:

DHS - Third Party Liability Branch
Recovery Section/Estate Recovery Unit
MS 4720

P.0. Box 997425

Sacramento, CA 95899-7425
The attached DHS 7068 (Responsibilities of Public Guardians/Conservator or applicant/
Beneficiary Representatives) serves as your acknowledgement of your responsibililies as the
representative of the applicant/beneficiary. Please complete the form and return the white copy to
the eligibility worker. You should retain the yellow copy for your files.
If you have any questions regarding this form, you may contact

at

SAMPLE SAMPLE SAMPLE @
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o Sute of Cakormua—riapiin and Human Saraces Agency B of Haakh 5.

RE:

Worker number

RESPONSIBILITIES OF PUBLIC GUARDIANS/CONSERVATORS
OR APPLICANT/BENEFICIARY REPRESENTATIVES

You have accepted the responsublllty to act on behalf of
State faw and regulahon require you to report to the county welfare department any changes in the curcumslances

of the applicant/beneficiary within ten calendar days following the date the change occurred. You must also
cooperate fully on behalf of the beneficiary in any review that may be required for quality control purposes.

Changes which miust be reported within ten days include, but are not limited to.
A change in the beneficiary’s property, including community property.
A change in the beneficiary’s income.

Entitlement to Veteran’s Benefils or an increase in Veteran's Benefits.

2w oN o

Changes in health insurance coverage including enrollment in available health insurance or the discontinuance
of health insurance.

. Achange in the beneficiary's living amangement, household members, or residence.

5

6. The death of the applicant/beneficiary.

7. Achange in guardianship/conservator or representative status.

8. Any other change in circumstances which may affect eligibility or share of cost.

You are also required (pursuant to Probate Code, Section 700.1, and Welfare and Institutions Code
Section 14009.5) to report the death of the beneficiary within 80 days of the date of death to:

DHS—Third Party Liability Branch
Recovery Section/Estate Recovery Unit
MS 4720

P.O. Box 997425

Sacramento, CA 95899-7425

Refer to “IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL™ (MC 219) for a more complete
list of your reporting responsibilities.

I hereby state, under penalty of perjury, that the information on this form has been reviewed by me and that | fully
understand my responsibilittes as the guardian, conservator or representative of

Name of Banafcaary
Signature of Guartan/Congervaior or Represantaive Dxa
OMdMWuwm Teinp ol G /Ci anar or R
Ongmnal—Case Fie Copy—Guardian/Conservator or Repraseniative
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Stare of Califorme—Health and Weitare Agency - Depurunent of Henlth Services

Case Number

Worker Number

RESPONSIBILITIES OF PUBLIC GUARDIANS/CONSERVATORS
OR APPLICANT /BENEFICIARY REPRESENTATIVES

You have accepted the responsibility to act on behalf of

State law and regulation require you to report to the county welfare department any changes in the c.xrcumstancs
of the applicant/beneficiary within ten calendar days following the date the change occurred. You must also
cooperate fully on behalf of the beneficiary in any review that may be required for quality control purposes.

Changes which must be reported within ten days include, but are not limited to:
1. A change in the beneficiary’s property. including community property.

2. A change in the beneficiary’s income. |

3. Entitlement to Veteran's Benefits or an increase in Veteran's Benefits, -

4. Changes in health insurance coverage includxng enrollment in available health insurance or the
discontinuance of health insurance.

5. A change in the beneficiary's living arrangement, household members, or .residence.
“he death of the appiicant/beneficiary.

7. A change in guardianship/conservator or representative status.
8. Any other change in circumstances which may affect eligibility or share of cost.

You are also required (pursuant to Probate Code, Section 700.1. and Welfare and Institutions Code
Section 14008.5) to report the death of the beneficiary within 90 days of the date of death to:

Department of Health Services -
Recovery Section

PO. Bax 2471

Sacramento, CA 95812-2471

Refer to “IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL™ (MC 219) for a more complete 1
of your reporting respoasibilities.

1 hereby state, under penalty of perjury. that the information on this form has been reviewed by me and that I fu
understand my responsibilities as the guardian, conservator or representative of

Name of Beneficrary

S oG 1< Ator OF Representative Date

}mdwm&m Teicpone Namber of Guardian/C vame or

White--Case Copy Yellow—Guardian/Conservator or Representative Copy
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0 —— ONE MONTH EXTENDED ELIGIBILITY
(EDWARDS v. MYERS)

The following procedural instructions are for the purpose of further defin-
ing extended eligibility under the Edwards v. Myers court order.

BACKGROUND

The court order in the Edwards v. Myers case provides for uninterrupted
Medi-Cal coverage with no share of cost for families/persons discontinued
from Aid to Families with Dependent Children (AFDC) until a reevaluation of
the family's/person's eligibility or ineligibility for Medi-Cal omly is
completed and adequate and timely notice is issued. ' In making the redeter=
wmination, the county may not need to ‘seek  additional information beyond
that already in file. If the available information would permit continued
Medi-Cal eligibility on some other basis, then a notice reflecting the,
interprogram transfer of Medi-Cal eligibility should be sent. Where the
county has insufficient information to determine whether a recipient is
still eligible for Medi-Cal, the AFDC termination potice should specify the
information needed to reinstate Medi-Cal omnly. Such a terminztion notice
would be sent only if the recipient has not complied with the procedures
which the county .is required to have for reporting, as set forth in
Sections 50185 (a) (3) and (4) and 50191. This provision applies to all
persons discontinued from AFDC effective April 30, 1982 and forward for any
reason other than the $30 and one-third disregard. Additiomnally, families
eligible for Four Month Continuing must also be granted extended no share-
of-cost coverage following the discontinuance of Four Momnth Continuing if a
reevaluation is not completed prior to the end of the fourth month and in
sufficient time to allow for a temn-day notice if the Medi-Cal-only eligibility
determination adversely affects the family.

ELIGIBILITY

If the reason for AFDC discontinuance is also a condition of Medi-Cal
elzizb:.hty, or the Medi-Cal-only elngilig ‘determination can be ccmpleted
at the same time the AFDC determination of imeligibility is made, ., extended
Medi-Cal bene.f:.ts under this category are ‘e Dot required. Referrals to
Continuing Medi-Cal are not to be made for persoms being discontinued from
AFDC due to one of the following reasons (the appropriate Title 22 section
must be cited on the AFDC Notice of Actiom):

. Loss of contact. (Section 50175 (a) (5))
. Death of recipient. (Section 50176)

. Loss of Californmia residence. (Section 50320)




. Failure to complete the redetermination (remewal) process. (Section
50189) : :

. Recipient's request and recipient indicates the request to be discon-
tinued from assistance includes Medi-Cal. (Sectiom 50015)

. Admission to an institution which renders the person imeligible.
(Section 50273)

The Notice of Action used to discontinue AFDC must also state that Medi-Cal
benefits (mot just cash-based Medi-Cal) are also being terminated, and the
applicable Title 22 section authorizing the Medi-Cal discontinuance must be
cited on the notice. '

If it is not possible to immediately make a determimation of inmeligibility
for Medi~Cal only and send adequate and timely notice at the time of AFDC
discontinuance, no share-of-cost Medi-Cal must be continued until an evalua-
tion of Medi-Calwonly eligibility can be made. A Notice of Action must be
sent which contains the following wording:

"Due to an injunction issued in the Edwards v. Myers lawsuit, you are
entitled to continue to receive no share-of-cost Medi~Cal coverage
following your discontinuance from AFDC until your eligibility for
Medi-Cal only can be determined.

"If you are interested in having your eligibility for Medi-Cal only
determired, you must complete the enclosed Application/Statement of
Facts and return these forms to the county department within 20 days
of the date of this notice. If you need assistance in completing the
foms, please call M

If the beneficiary does not return the Application/Statement of Facts by
the 20th day, a 10-day Notice of Action. is to be sent discontinuing the
extended no share-of-cost Medi-Cal.

If the forms are returned by the 20th day, the beneficiary's eligibility
for Medi-Cal only should be immediately detemmined. A face to face is
optional. If the beneficiary is found ineligible for Medi-Cal omly or
eligible with a share of cost, the extended no share-of-cost Medi-Cal
coverage camnnot be discontinued until & term-day Notice of Action can be
sent. If the Medi-Cal-only determination does not adversely impact the
family's/person's entitlement to Medi~-Cal (determined eligible with mno
share of cost), a Notice of Action discontinuing the extended Medi-Cal
coverage mst be sent in sufficient time to reach the beneficiary by the
effective day of the discontinuance.
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IMPACT ON EMERGENCY ASSISTANCE AND THE NONFEDERAL AFDC PROGRAMS

Emergency Assistance Program (EAP)

Persons who receive aid under EAP only, without subsequent receipt of
state-only AFDC-U, are not eligible for continuing Medi-Cal under with the
Edwards v. Myers court order (Aid Code 38) or Four Month Continuing (Aid
Code 39) because EAP is not an AFDC program.

Nonfederal AFDC Program

Adults who are in state-only AFDC-~U cases because they do not meet conmection
to the labor force requirements are not.eligible for cash-based Medi-Cal,
nor are they entitled to Medi-Cal under Edwards v. Myers. Adults in other
nonfederal AFDC cases who were also entitled to Medi-Cal (see Article 5D)

are entitled to extended eligibility under Edwards v. Myers. Children in
nonfederal AFDC cases, including state—only AFDC-U, are entitled to extended
eligibility under Edwards v. Myers.

Discontinuance From AFDC Because Deprivatioi: No longer Exists

When deprivation ends (e.g., an absent parent returns to the home) and the
medically indigent adult persons are not eligible for Medi-Cal as medically
needy (MN), adequate and timely notice of Medi-Cal discontinuance must be
sent. These persons are not entitled-to extended no share-of-cost Medi-Cal
eligibility.

' Alleged Disability

When the county has determined that there is no basis for continuing Medi-
Cal eligibility and the beneficiary alleges disability, he/she should be
advised of his/her right to apply as a disabled person. (Refer to 4A
through 4F.) These persons are not emtitled to extended no share-of-cost
Medi-Cal pending the disability determination.

PROCESSING

Completion o_f. Forms

The CA 1 may, at the county's discretion, be mailed with the Statement of
Facts (MC 210). The CA 1 is not mandatory. If, at the time AFDC is being
discontinued, the county has sufficient information to discontinue Medi=Cal
eligibility also but fails to do so, there is no need to send the MC 210/Ca 1.
However, the family is entitled to extended no share-of-cost Medi-Cal
coverage until a ten-day notice can be issued advising the family of their
Medi~Cal imeligibility.




Verification

As Edwards v. Myers continuing eligibles (Aid Code 38) are treated as
continuing cases rather than new applications, a reasomable amount of time
should be given in which to submit verification and other necessary infor-
mation. The 60-day reguirement does not apply. Medi-Cal eligibility under
the MN or medically indigent (MI) program can be granted prior to receipt
of all necessary verification if the county department has sufficient
information to make the MN/MI determination. A face-to-face interview is
not mandatory for Edwards v. Myers cases.

County of Responsibility

Should a beneficiary move to a new county during the month of Edwards v.
Myers eligibility, the county in which the bemeficiary was receiving Aid
Code 38 eligibility is respomsible for evaluating ongoing Medi-Cal eligi-
bility and transferring the case to the new county in accordance with

. Title 22, California Administrative Code (CAC), Section 50136."

Medi-Cal Family Budget Unit

When a family is on Edwards v. Myers extended Medi-Cal coverage (Aid Code 38)
and other family members apply for Medi-Cal omly (i.e., an absent parent
returns to the home), the income and needs of the Aid Code 38 eligibles

must be included in determining the eligibility of other family members.

. 1f the other family members are determined to have a share of cost, only
‘those family members may apply their medical expenses toward meeting the
share of cost. The Aid Code 38 family members are not to be listed on the
Record of Health Care Costs form, as they have received full complement
Medi~Cal cards with no share of cost.

NOTE: While the provisions of the Edwards v. Myers court order specifically
apply __z to AFDC discontinuances and the expiration of Four Month Contin-
uing, Title 22, CAC, Section 50183, specifies that a person or family whose
Medi-Cal eligibility has been discontinued under any program other than
Supplemental Security Income/State Supplementary Payment shall be evaluated
by the county department to determine if Medi-Cal eligibility exists under
any other program. This evaluation, which is not to be comsidered extended
eligibility under Edwards v. Myers (Aid Code 38), includes persons in Nine
Month Continuing, individuzls who are mo longer linked, etc.
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[4P — CHILD HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAM

The Medi-Cal eligibility worker (EW) has three major CEDP responsibilities:

1, INFORMING
2. DOCUMENTATION OF INFORMING
3. REFERRALS

The following procedures assist all clients in learning about the CHDP
Program and ensure that the program meets all its case management responsi-
bilities to the client:

I. INFORMING
A. In all cases, CHDP informing by the Medi-Cal EW:

1. Is dome at intake and annual redeterminatioms.

2. 1s done face to face.

3. 1Is done in a language under;stood by the applicant.

4. Is done with persons under 21 years of age, or with those
persons who have responsibility for those who are under 21
years of age.

B. The EW must:

1. Give an approved brochure to the applicant. The brochure ‘
given must be in a language understandable to the applicant.
Approved Cambodian, Chinese, English, Laotian, Portuguese,
Samoan, Spanish, Tagalog, and Vietnamese versions of the CHDP

brochure are available.

2. Give a verbal explanation of the CHDP Program. All of the
following information points are contained in the brochure,
and must be included in the verbal explanationm:

a. The benefits of regular health checkups.

b. How CHDP services can be obtained.

¢c. How specific information can be obtained on the location
of the nearest providers participating in the program.

(CHDP provider lists are available from the local CHDP
program.)

Sections 50157, 50184 MANUAL me wo. 92 (9/15/86} 4P-1




d. What is included in a complete health checkup.

e. How often a checkup can be obtained through the CHDP
Program.

f. That persons on Medi-Cal under age 21 can receive regular
checkups.

g. That if needed, diagnosis and treatment services covered
* by Medi-Cal will be paid for by Medi-Cal after the share
of cost, i1f any, is met.

h. That assistance with arranging for tramsportatiom,
scheduling appointments, or referral to other meeded
services will be provided if a family requests this
assistance.

i. That if the eligible person or family does not want the
CHDP services right away, the person may request them at
a later date as long as the person remains on Medi-Czl.

5. That the bemeficiary may choose to receive the CHDP
services from the provider of his/her chcice.

k. That if a provider does not offer the fu:il ramnge of CHDP
services, the beneficiary can receive those services not
provided if the person requests them of the agency.

1. That the CHDP services are available at no cost after
the share of cost, if any, is met to the eligible
person's family. The services are paid for with a proof
of eligibility (POE) label from a Medi-Cal card.

C. Special informing circumstances:

1. Informing the Blind and Illiterate — When a person is blind
or illfterate, B.l and 2 above still must be done. However,
special care needs to be taken with the CHDP explanation to
ensure that the person not only understands the program but
also kmows how to use the brochure as a reference.

2. Informing the Deaf -—— The program must be explained to a deaf
person, preferably in sign language, and a copy of the brochure
given to the persom.

Sections 50157, 50184 MARUAL LETTER NO. 92 (%/15/86) 4P=-2
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11. DOCUMENTATION AND REFERRAL RESPONSIBILITIES

A. In all cases the Medi-Cal EW must check the box in the County Use
section of the MC 210, directly opposite the CHDP question, to
indicate that the CHDP brochure and the CHDP explanation were
given.

35.  Services {these questions do not affect your eligibility for Medi-Cal} ‘ . 1

A. Are you mierested in physical exammations for any family member under 21 through :r;e Chitd
Health Disability Prevention Program? Yes OO No O

Are you interested in information on the Family Planning Program?  Yes {J No [

C. Are you interested in talking 10.a social services worker about other services which may be available
toyou? Yes [ No [ 1f yes, explain:

B. 1If the client requests CBDP services or additional CHDP informatiom,
the "Yes" box of question 35.A must be checked, and then Part A of
the CHDP Referral Form (PM 357) must be completed by the Medi-Cal
EW. If the client does not wish to participate in CHDP, or does
not want additional CHDP information, then the "No" box of question
35.A must be checked. No further CHEDP documentation for the
person with a "No" response is needed at this time.

Each county welfare department has developed their own CHDP referral
procedures with their local CBDP program. Usually, if more CHDP pro- .
gram information, but no services, has been requested by the applicant,
the family is referred to a CEDP/Early and Periodic Screemning, Diagnosis,
and Treatment (CHDP/EPSDT) program specialist to receive the additional
information. If CHDP medical and/or dental services have been requested
by the applicant, then arrangements must be made according to local
procedures. Transportation assistance and scheduling assistance must
be offered and documented as directed if a2 client asks for CHDP medical
and/or dental services. Arrangements will be made according to local
county procedures,

If the Medi-Cal EW is responsible for arranging for scheduling and/or
transportation, those arrangements must be written down for use by the
client. If no other means is available, the brochure which is given to
the client is a good place to write down these arrangements. When the
agreed upon documentation and referral responsibilities have been
completed by the Medi~Cal EW, and eligibility for Medi-Cal has been
determined, Copy 1 and Copy 2 of the CHDP Referral Form are sent to
the local EPSDT Unit/CHDP program, and Copy 3 is placed in the Bene-
ficiary's Case Record File.
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4Q — PROCEDURES FOR LONG-TERM CARE (LTC) ADMISSIONS l
AND DISCHARGES FOR SSI/SSP AND MEDI-~CAL RECIPIENTS

I. BACKGROUND INFORMATION

The Medi-~Cal Long-Term Care Facility Admission and Discharge Notifica-
tion Form, MC 171 (revised in May 1980), was developed as a means to
notify the Social Security Administration (SSA) and the counties on a
more timely basis of Supplemental Security Income/State Supplementary
Payment (SSI/SSP) and Medi-Cal recipients who enter or leave an LTC
facility. - The objective is to reduce the number and dollar amount of
overpayments that may occur because of delays in reporting the recipi-
ent's change in status.

The MC 171 is intended for statewide use, and is to be used when
SSI/SSP or medically needy/medically indigent (MN/MI) recipients enter
or leave LTC. The form is to be completed by the recipient, representa-
tive payee, or other person acting on behalf of the recipient, with the
assistance of the facility staff as needed. The LIC facilities are to
send the MC 171 to the appropriate SSA district office and to the
appropriate county welfare departments.

A second form, the Long-Term Care Facility Information for Public
Assistance or Medi-Cal Recipients (MC 1714), was developed for use by
the LTC facilities to advise SSI/SSP and Medi-Cal-only recipients of
the need to complete the MC 171 and -to inform SSA and county departments
of their change in status. Simece the MC 171A is for information onmly,
no action is required by the counties as a result of this form.

These forms may be ordered from Computer Sciences Corporation by the
facilities. Copies of both forms are included in the forms section of
the Eligibility Mamual. :

II. AIMISSIONS PROCEDURES

A. General Imstructions

As soon as an SSI/SSP or MN/MI recipient is admitted to an LTC
facility, the MC 171 and MC 171A is given to the recipient by the
facility. The MC 171 form will be completed by the recipient or
a representative payee and the facility; it should be signed by
the recipient if possible. The original of the MC 171 is semt to
the local Social Security office, a copy is sent to the local
county welfare department, and the facility should retain a copy
for their records.




Signing of the form by the recipient is not mandatory, but will
expedite the processing of the case by the Social Security office.
The recipient's signature on the form verifies that there is a
change of circumstance (and possibly status), and allows the local
Social Security office to take immediate action. If a signature
cannot be obtained, the reason will be documented by the facility
representative in the designated space (i.e., comatose beneficiary).
Documentation is important., If mo reason is given, an SSA repre-
sentative must schedule an appointment with the recipient to
document the circumstances prior to taking redeterminatjon action.

B. SSA Responsibilities
SS1/SSP Recipients
Upon receipt of the MC 171, the SSA grant reduction and termination

process is initiated since a properly completed MC 171 (signed by
the recipient) will serve as a first-party report.

A Notice of Proposed Action (SSA 8155A) is prepared and sent to

the recipient immediately upon receipt of a properly completed

MC 171. After the Notice of Proposed Action is issued, the district
office may ask the recipient to waive his or her right to a

timely notice so that action can be taken immediately. If the
waiver ics not obtained, the district office will take the appro-
priate action effective no later than 35 days (30 days plus 5 days
mailing time) after issuance of the Notice of Proposed Action,

unless the recipient asks for a reconsideration (i.e., fair hearing).

SSA will determine whether or not SSI/SSP payments will be termi-
nated and the effective date of the termination. If terminated,
an SSA "Notice of Change™ is sent to the recipient. Until such
notice is received, the recipient will continue to receive .a
monthly SSI/SSP gold check and a monthly SSI/SSP based Medi-Cal
card, which is to be used by the facility for billing Medi-Cal.
All questions concerning a person's SSI/SSP eligibility should be
referred to the local SSA offices.

Section 50167 MANUAL LETTER NO. 95 (4/10/87) 40-2




C. Department of Health Services Responsibility (Register of of SS1/LTC

Benet 1czar1es)

1.

2.

Initiate and send to the SSI/SSP bemeficiary a "Discontinuance
of SS1/SSP Medi-Cal Persons in LTC" Notice of Actiom.

Initiate and send to the counties a monthly register of
persons discontinued from SSI/SSP Medi-Cal due to LIC status.

D. County Welfare Department Respomsibilities

1.

2.

3.

b

Use the Department of Health Services register of persons
discontinued from SSI/SSP Medi~Cal due to LTC status to
identify persons needing LIC Medi-Cal.

Contact persons in the LTC facility within 30 days of admit~
tance notification and assist them with completion of a Medi-
Cal-only application, in accordance with Title 22, Califormia
Administrative Code, Section 50147.

NOTE: In some cases a recipient may continue to receive an
'SSI/SSP based Medi-Cal card after the effective date of
SS1/SSP discontinuance.

MN/MI Recipients

Upon receipt of an MC 171 from the LTC facility for am MN
or MI recipient, the county shall take appropriate action.

Iingort ant Information for Medi-Cal Nursing Home Patients

The Medi-Cal form (MC Information Notice 004 (7/86))
contains information for Medi-Cal nursing home patients
regarding the Medi-Cal coverage of various types of
medical equipment, supplies, and services that they may
need.

This form is to be provided to Hedi-Cal LTIC beneficiaries at
the time of initial application for Medi-Cal, at the time of
initial entrance to an LTC facility, and at least once a year
thereafter and may be provided at any county welfare depart-
ment contact with such bepeficiaries (e.g., redeterminationm,
change in share of cost, new application).

Section 50167
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1II.

DISCEARGE PROCEDURES

When an SSI/SSP or MN/MI recipient leaves the facility, Part III of the
MC 171 is completed by the facility, and the original and one copy are
sent to the Medi-Cal field office by the facility. The Medi-Cal field
office will retain the original and send the copy to the appropriate
county welfare department. The county shall initiate a redeterminmation
of the case upon the receipt of an MC 171 for a current MN or MI
recipient.

When a Medi-Cal beneficiary who is a possible SSI/SSP bemeficiary
leaves the LTC facility, an application for SSI/SSP may be filed by the
beneficiary at the local Social Security district office.

Section 50167 MANUAL 1ETTER RO. 95 (4/10/87)
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[4S — Instructions for the MC 210 and Supplements to the MC 210 |

A. BACKGROUND

Welfare and Institutions Code Section 14011.15 mandates a simplified Medi-Cal application
package and mail-in process for aduits and families. The intent of this law is to provide easy
access for this population to apply for and receive Medi-Cal benefits as quickly as possible.

The purpose of the Procedures seclion is to provide counties with policies and instructions,
which are effective no later than December 1, 2001. These policies and procedures apply to all
Medi-Cal applications.

As of July 1, 2000, state law prohibits counties from making @ mandatory face-to-face interview
a routine application requirement. The law also requires the development and impiementation
of a simplified application form and procedure, and simplifies the venfication requirements for

earned income and pregnancy.

B. APPLICATION FORM

1. The MC 210 (Rev. 9/01) (Medi-Cal Mail-In Application ) will replace the current MC 210
Statement of Facts (SOF). Counties are instructed to begin using the new MC 210 as
soon as administratively possible but no later than December 1*. At that time, counties
must discard their existing stock of old MC 210 SOF. However, if an old MC 210 SOF is
received, the counly must process the application and shall not require the applicant to fill
out a new MC 210.

2. Counties shall accept either the MC 210 or the MC 321 HFP application as an application
for Med:-Cal. An MC 321 received directly by the County shall be processed the same as
and MC 210 application.

3. A signed MC 210 or MC 321 Healthy Families Program (HFP) is an acceptabie
replacement for the current Statewide Automated Welfare Systems (SAWS) 1 and now
constitutes an official request for Medi-Cal benefits. The SAWS 1 can still be used but is
not a mandatory form, unless otherwise specified.

4. The HFP will accept the MC 210 application as an application for Healthy Families
benefits, when the counties determine a family has a share of cost (SOC) or is otherwise
qualified and requesis Healthy Families coverage.

5. The SAWS 2A may be used as a Medi-Cal SOF when the applicant has previously
completed the form as a request for cash aid. Il can be used in lieu of the MC 210 when
the applhcant has been found ineligible to receive cash aid (i.e. California Work
Opportunity and Responsibility 1o Kids [CalWORKs] denial). If a SAWS 2Ais used as a
SOF, a signed. dated SAWS 1 must also be filed in the Medi-Cal case

SECTION NO.: 50159 MANUAL LETTER NO.: DATE: T0/04705 5.1
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C. APPLICATION AVAILABILITY

1. Anyone may request an application to be mailed to them by calling their local county
welfare department (CWD) office.

2. Applications may be picked up from the local CWD office.

3. In the near future the MC 210 application may be downloaded from the Department
website (www.dhs.ca.qov) and either mailed or delivered to the local CWD office.

4. Applications may also be picked up from other sources (i.e. outstations, outreach
projects, elc.

REMINDER: Should the applicant request CalWORKSs or Food Stamps assistance, they must be
told to apply in person. The SAWS 1 for the mail-in process only serves to protect the date of
application for Medi-Ca! only benefits and retroactive Medi-Cal months.

NOTE: The MC 210 (Rev. 8/01} will be available in eleven threshold languages. Currently, the
languages are English, Spanish, Vietnamese, Cambodian, Hmong, American, Cantonese, Korean
Russian, Lao, and Farsi. Counties need o ensure that they have the capability to process an
application in any of the aforementioned languages. ‘

D. WHAT MUST BE SENT WITH THE APPLICATION

If the application is requested directly from the county, the following information must be
provided to the applicant.

The “New Mail-In Application and Instructions” (MC 210 {Rev. 8/01]).

Postage paid pre-addressed return envelope.

Child Health Disability Prevention (CHDP) Informational Publication.

MC 007 “Medi-Cal General Property Limitations.”

Medi-Cal Brochure (Pub. 68).

MC 219 "important Information For Persons Requesting Medi-Cal.”

MC 13 (Statement of Citizenship) for each family member applying Medi-Cal benefits,
MC 003 Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Brochure.
DHS 7077 "NOTICE REGARDING STANDARDS FOR MEDI-CAL ELIGIBILITY."

. DHS 7077-A “Notice Regarding Transfer Of A Home For Both A Married And An Unmarried
Applicant/Beneficiary.”

SOEND AWM=

E. SUBMITTING THE APPLICATION FORM -
1. Counties must not require a face-to-face interview. If counties come in contact with an

applicant or Authorized Represeniative (AR}, the county must explain his or her option to
apply by mail or to go to the CWD.

SECTION NO.: 50159 MANUAL LETTER NO.: DATE; 10704705 4s1A
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2. The application can be mailed to the CWD. The CWD will stamp the date the
application is received and forward the application for an eligibility determination. In
the event that a county, which is not the county of residence receives an
application, the county receiving the application must forward it to the correct
county as soon as administratively possible (See Article 3 Medi-Cal Eligibility
Procedural Manual . The receiving county shall honor the date stamp from the
sending county.

3. The applicant or AR may walk the application into the local CWD or outstation site
and request to leave it. The applicant may request an appointment to see an

eligibility staff member in person, by phone, or through the mail. Counties must
accommodate all requests by applicants for a face-to-face interview.

Exception to face-to-face elimination:

a. Al applications for minor consent services must be made in person at the
county Medi-Cal office or outstation sites,

b. Good cause,
¢.  Suspicion of fraud, or
d. To complete the application process when:

1. Questionable information appears on the application form or
verifications;

2. Individual/family has no visible means of support such as in-kind income
or means support not reported for the individual/family;

3.  There are obvious discrepancies between information reported on an
application and Income Eligibility and Verification System (IEVS) on
property or income; or

4.  Self-employed individual whose income and expenses do not match
reported income and questionable information could not be resolved
with follow-up telephone contact and/or mail.

Reminder: When the county requests a face-to-face interview for any reason, eligibility staff
must document the reason(s) in the case record for post-eligibility review and audit.

F. DATE OF APPLICATION

1. if an application is mailed directly to the county, the Date of Application is the date
the county receives the form.

SECTION: 50159 MANUAL LETTER NO: 254 DATE: 10/30/01 PAGE 4S- 2
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2. If the application is picked up from the county office and the applicant has contact
with a county employee, the county employee must offer the individual the SAWS 1
to complete at that time to protect the Date of Application and retroactive months.

3. If anyone calls the county office and requests that an application be mailed to
them, the county employee taking the call is responsible for completing the
SAWS 1 on behalf of the applicant to protect the Date of Application and
retroactive months. A copy of the SAWS 1 shall be forwarded with the application
at the time of mailing. It is not required that the applicant sign and return the
SAWS 1.

4.  The Date of Application will always be the earlier of the two dates if both an
application and SAWS 1 are received separately.

G. COUNTY ACTION UPON RECEIPT OF MEDI-CAL APPLICATION

1. The county will mail the applicant a letter within five working days of the county
receipt of the application, advising the applicant or AR that their application has
been received and whom they can contact for information and questions. This
letter will include a contact name, telephone number, and the address of the
appropriate CWD office.

2. The eligibility worker shall review the application for completeness. If additional
information is needed for an accurate eligibility determination, the eligibility worker
shall use information/verification contained in open public assistance (PA) case
records of the individual and their immediate family members and/or case records
that have been closed within the last 45 days. If the necessary information cannot
be obtained through available PA case records, the eligibility worker shall request
this information following current policy. Current guidelines for application
processing, property and income verifications have not changed.

REMINDER: An initial Medi-Cal-Only eligibility determination must not be delayed beyond 45
days, pending information/verification from a current or prior PA case record. Counties are
reminded that property limits must be met sometime during the month of application and will
be valid for 12 months or until there is a reported or discovered change in resources that
requires an eligibility review.

NOTE: If the application received was not requested directly from the county, the county must
ensure that the information listed in Section D is provided to the applicant.

H. RETROACTIVE MEDI-CAL

Anyone requesting retroactive Medi-Cal using the MC 210 or MC 321 HFP must also
complete the MC 210 A (Supplement to Statement of Facts for Retroactive
Coverage/Restoration). Counties must send the MC 210 A when retroactive Medi-Cal is

requested.

SECTION: 50159 MANUAL LETTER NO: 254 DATE: 10/30/01 PAGE 4S-2A
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I. COUNTY ACTION FOR INFORMATION ON THE HFP

1. If the applicant or AR indicates on the application that the CWD can send the
MC 210 (if they potentially qualify) to the HFP, the CWD must forward the MC 210 to
the HFP. Counties must not require a separate application.

2.  The MC 210 application must be accompanied by the Med-Cal/Healthy Families
Mail-In Application transmittal (MC 334) and a SOC or Federal Poverty Leve}
program denial Notice of Action (NOA). The NOA shall:

Not be older than 60 days,

Identify those family members determined to have a SOC, or denied due to
income above the federal poverty level,

Iindicate the total number of persons in the Medi-Cal family budget unit,
Clearly and separately identify all income sources and deductions, and
Include other relevant documentation (e.g. birth certificates, Immigration and
Naturalization Service documents) if available.

]

.

If the CWD system is unable to create a detailed NOA, the CWD may send a copy of
the budget (MC 176 or an automated budget) with the SOC or denial NOA Do not send
Sneede allocation budgets.

The Single Point of Entry is currently unabile to process Medi-Cal applications initiated by
other public assistance program’s statement of facts forms, such as the DFA 285 (Food
Stamps) and the SAWS 2A (CalWORKS). ‘In these situations, counties shall inform
applicants or ARs of the availability of the HFP, including a telephone number to call for
information, when the applicant(s) do not qualify for no-cost Medi-Cal

J. COUNTY FOLLOW-UP FOR FURTHER CASE ACTION

1. I an applicant or AR requests information and explanation of any program (e.g.
CHDP, Screening, EPSDT, in-Home Support Services/Personal Care Services, etc.)
or referral to any services, eligibility staff must ensure the request is met and action
taken is annotated in the case record.

2. Eligibility requirements for the Medi-Cal program have not changed. Each case
record must contain adequate information with supportive documentation to verify an
individual’s eligibility. Verification of identity, residence, alien status, income and/or
property remains a part of the eiigibility determination process. Applicants must
provide their Social Security number(s) (SSN) as appropriate, but are not required to
submit copies of their Social Security cards, unless the county is unable to verify the
number provided.

SECTION: 50158 MANUAL LETTER NO: 254 DATE: 10/30/01 PAGE 4S- 3
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K. MC 219

1. The MC 219 (11/93) form discusses the Rights and Responsibilities of an
applicant/beneficiary as well as the “Citizenship/immigration Status
Information.” This set of forms is now separate from the MC 210.

2. The MC 219 must be sent to the applicant. The MC 219 does not have to be
returned by the applicant. The county worker shall document in the case
record that the information was provided.

L. MC 210 SUPPLEMENTAL FORMS

The following are instructions to be used in determining whether a supplemental form
shouid be given to an applicant or AR. County personnel will notice that the
supplemental forms to the MC 210 are numbered MC 210 S-C, S-E, S-I, S-P, and S-W.
The 'S' represents Supplement: The -C. -E. -I. etc., refers to the title of the form as
detailed below. Not all of the supplemental forms listed below are mandated for use by
the Department. The descriptions below will explain whether a form is mandatory. If the
form is not mandatory, counties may substitute one of their own, once it has been
approved by the Department. -

MC 210 S-C ADDITIONAL CHILDREN

The MC 210 S-C is given to a client if he/she has indicated on the MC 210 that the family
has more than three children. The information for each child should be filled in
completely. If the client is requesting restricted benefits, the shaded portion for SSN
shouid NOT be completed. This form is mandatory.

MC 210 S.E STUDENT EDUCATIONAL EXPENSES

This form is given to the client if the MC 210 indicates any family member is attending
college or a similar educational institution. Information is requested on whether the client
is receiving a grant, scholarship, or loan, and any student expenses or transportation
costs. This form is not mandatory.

MC 210 S.] INCOME IN-KIND AND HOUSING VERIFICATION

The Income In-Kind and Housing Verification form has a two-fold purpose: First, the form
should be used if the client has in-kind income, and does not agree with the chart vaiue
given by the eligibility worker. If the client does not agree, he or she may use this form as
signed verification from the individual providing/sharing housing, utilities, food, or clothing
that a different amount is correct. Second, the client is residing with a relative, is paying
that relative rent, and has no other verification of residency. If a client is using this form
solely for the purpose of verifying in-kind income, it is not a mandatory form. However, if
the client wishes to use this form as verification of residency, it is mandatory. Counties

SECTION: 50159 MANUAL LETTER NO: 254 DATE: 10/30/01 PAGE 4S-3a
50161




MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

may not use any other form as verification of residency. The form may also be used as a
rent receipt from a relative.

MC 210 S-P PROPERTY

This form will be used by a client if certain property questions on the MC 210 require
additional information. For example, if a client has answered yes to owning, or having
title to, property in another State on the MC 210, this supplemental form must be
completed. The MC 210 S-P, will ask for the expenses on that property, the address of
the property, value, etc. This form is mandatory when the client has answered yes to the

related questions on the application.

MC 210 S-W WORK HISTORY (EARNING AND EXPENSES)

This form is used if the client is applying as an unemployed parent or if certain income
questions on the MC 210 require additional information, such as expenses against
income. This form is not considered mandatory.

SECTION: 50159 MANUAL LETTER NO: 254 DATE: 10/30/01 PAGE 4S- 3B
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HEALTH CARE COVERAGE
FOR PEOPLE WITH LIMITED INCOME OR RESOURCES

Physical
Therapy Pham‘aacy
: Services

infants/
Children

Vision Care
Working

Dental Care Parents
Emergency
Medical
Transportation

For FREE help to apply for Medi-Cal,
contact your local welfare office.
50159
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What is Medi-Cal?

» Health care coverage for qualifying persons who live in California, who have income
and resources below established limits

Who can get Medi-Cal?

* Persons 65 or older

» Persons who are under 21 years of age
» Certain adults between 21 and 65 years of age.
if they have minor children living with them

*» Persons who are blind or disabled

» Pregnant women

» Persons receiving nursing home care

» Certain Refugees, Asylees, Cuban/Haitian Entrants

Do I have to be a U.S. citizen to get Medi-Cal?

» No, documented and undocumented aliens may be eligible for Medi-Cal. Some persons
may receive pregnancy related and emergency services only; others are eligible for {ull
Medi-Cai benefits depending on their alien status

When Medi-Cal says “a minor child,” what does it mean?

*» A child married or unmarried under 21 years of age living in your home or away at school

What do | do to get Medi-Cal coverage?

» Complete and send in the enclosed application
*» Send copies of any required documentation {See instructions)

How can my family and | qualify for Medi-Cal coverage?

i you are in one of the groups listed in “Who can get Medi-Cal?”

above:

« We look at your income and subtract some expenses you pay 1o
decide your family’s countable income for Medi-Cal

= We look at things you and your family own (bank accounts,
vehicles, elc ) to see if you megt the resource imit. Please Note:
Nat ali the things you or your family own are counted; your local
welfare office can give you more information

If 1 do not fall into one of the covered groups,
how can | get coverage?

* Contact your local welfare office for information about medical services in your county

50159
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When Applying For Medi-Cal Health Coverage
What Should I Do If...

. . 4 ) . .
I have an immediate need for 1 filled out the application
health care services, such as . and want to mail it.
severe illness or pregnancy. » Complete the application and mail it,

using the postage-paid envelope provided

» Take this application directly 1o the nearest
with the application. Include requested

welfare office to start the application process.
v

~ : documentation, {See instructions}
J
y
1 have the application,
~ but need help. ( :
) p N I'm homeless or do not
* Read lnstruct;ons'carelfuily. L { have a mailing address.
. Contact_ your loca vye fare office for help, DO NOT MAIL THIS APPLICATION.
» Ask a friend or relative to help you, .
. J » Go to the nearest local welfare office to
turn in this application. )

I’'m a minor/teenager and want
confidential Minor Consent Services,
for family planning, pregnancy
related care, mental health, drug
and alcohol abuse treatment/
counseling, sexually transmitted
diseases (STD) or sexual assault.

[ My sp o use or | are enter mg » To maintain confidentiality, you must take
a nursing home .and applying this application to the local welfare office
for Medi-Cal. | or eligibility worker site. \

» Immediately contact your local welfare DO NOT MAIL IT. J

office for a copy of the notice regarding
standards for Medi-Cal eligibility form
{DHS 7077). This form will explain certain "
exempt resources, certain protections [ I want to ask for Medi-Cal
in person. I do not want

against spousal impoverishment, and > h Y
certain circumstances under which an to mail the application.

interest in a home may be transferred » Contact your local welfare office and ask
without affecting Medi-Cal eligibility. for an interview to apply in person. J
AN

Remember, whether you take your application to the local welfare office or you
mail it, you should not pay anyone to help you with this application.
www.dhs.ca.gov

For FREE help to apply for Medi-Cal,

contact your local welfare office. )

NsTROC NS INSTRUCTIONS b
50159
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How to fill out the application

» Tear out the application
*» If help is needed contact

* Read the instructions compietely X
o the local welfare office
* Fill out as much of the application
as you can » Do not delay in sending
» Include requested documentation in your application

(See instructions)

Whose information should you put on this apphcatlon’?

* If you are an adult not living with a a spouse. and you have no children,
enter your own information.

If you are legally married and iiv'ing together, enter your and your
spouse’s information.

if you are legally married but one or both of you are living in a nursing
home or board and care facility, enter your and your spouse’s information.

If your children are under 21 years of age and living with you and their
other parent, enter your own information, your children’s and the other parent’s.
* If you are under 21 years of age and not living with your parents, enter your
own inforrmation.

* It you are an unmarried minor under 21 years of age living with your parent{s) and
asking for Minor Consent confidential services, enter your own information.

What will happen after | send in my application?
* The local welfare office will notify you within 10 working days that they received
your application. They will give you the name of someone you can contact for more
information about your application.

* You will receive a packet from the county with additional program information.
* You may receive a request for additional information that the county will need in order
to determine your eligibility.

* In most instances the local welfare office will determine your eligibifity within 45 days
and notify you in writing of that decision. An eligibility determination based on disability
may take up to 90 days.

* It you are determined eligible, depending on what county you live in, you may
be able to choose a health plan by completing a separate enroliment form.

* If you do not qualify for no-cost Medi-Cal and you wish to apply for the Healthy Families
program, the local welfare office will forward this application to that program.

R —
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ate o) Colorrng « Mesfh grw Mernoa Dervcs Semncy

(_APPLICATION FOR MEDI-CAL )

To complete this form, use the instructions. Print clearly. Use black or blue ik only.
{ SECTION 1 } Tell us about the person who wants Medi-Cal for themselves, their family or children in

their care.

Depspttmmet ot Healh Seroces

LAST NAME

FIRST KAME

MIGDLE NITIAL

HOME ADDRE S

(NUMBER AND STREE]; DD NOT LIST A P.O, BOX UNLESS MOMELESY F]

APARTMENT NUMBER

{

LX HOME PHONE #

3

CITY/STATE iJ COUNTY

2 CCDE

{

WORK PHONE o

3

MAING ADDRESS gF CIFFERENT FROM ABOVE OF PO

BOX

1 APARTIMENT NUMEER

{

MESBAGE PHUNE #

)

Ciry

P

I

CONE

fm WHAY LANGUAGE DIALELT DO YOU SPLAK BEST?

o1 VIHAT LANGUAGE 0O YO READ BESTY

{ SECTION 2 ) Tell us about the person listed in Secti;m 1, bis or her family and the children they care for,

even if they don’t want coverage.

- Adult 1/Seff < | - Adult 2
151 Mame; Last
First
Middie

3

Relationship to person
in Section 1.

it address where tiving
is not the same as
listed in Section 1. put
address where living:

Dnate O Female

{1 separated

() separated

(1 separated

£) Separated
3 widowed

< Gender: D saate O Fenale | U Mate O Fernate ] T Male 3 Femate| 1) Male {3 Female

3 Maritat Status: L1 singte U single 3 single 2 Single L1 single
U Married {23 Married L) Married 1 Marriexs L1 masried
2 Dwverced 3 Divorced LY Oivorced 2 Diverced [ Divorced

{1 separated
3 widowed

(O widowed £ widowed L) widowed
4 Name of spouse(s)
of marned minors in
the home,
fal Date of Bith: / 7 i F H ; H 7 7 ;
M DAY YR MO DAY YR MO DAY YR MO DAY YR O DAY YR
23 Pregnant. [dves Qo
Dus Date: ¢ / !
MO DAY YR MO DAY YE MO DAY YR MO DAY YR MO DAY YR
EX Has a physical, mental
P Clves Dves [ v O (lyes O ) ves 1
or emotional disability? Oves INo Dves Do Oves UNo Lyes Qo Oves Line
Disability expected ) 30 Days o Mon: 1 1130 Days or More | (330 Days or More | (30 Daye o More | L0 50 Days o More
wiaste o o .
112 monmns or More | LH2 Months or More ] L 17 Maonths o More | 1142 Montns or More [ L2 Morsbs or More
e r0e .
P (A1) CONTINUED w
50159
SECTION NO.: 50761 MANUAL LETTER NO.: 254 DATE: 10/30/01 43-8
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(SECTION 2 ) Continued

cash aid, SSI, Food
Stamps or Medi-Cal?

i “Yes,” under
what name?

Has any one ever recelved

Medi-Cal benefits BIC
card pumber, if you have o

outside California?

3 Wants medical benefits? Oves Dne dves DNo Drves Orin Oyes Do Oves Uno
rei [0 you own or are ‘
you buying a home O ves Do Dives Utio Oves dNo Oves One Dhves Une

{ SECTION 3 ) Answer for all children in Section 2.

Kol

Mothers N

Aarne!

1s Mother:
0 Dicavled
0O Deceased L Abgzent

0 Employed

~
3 Unemploved

Is Mother; 2 Employed
O psabied U Unemployed
21 Deceased 1) Abgsen

s Mother:
) thsabied
0 peceased ) Absent

U1 Employed
2 Unempstcyed

Is Mother: U3 Employed

U Disabled 1 Unemployed

Y Father's Narne:

Father's Name:

Father's Narms,

Fathers MName:

Is Father:
0O Disabied
71 Deceassd {J Absent

O Employed

O unemptoyed

Is Father: Y Employed
0 Disabled L} Unemployed
O poceased {3 Absent

is Father: 3 Employed
Y Disabled O Unemployed
Q Deceases [ Absert

tz Father: 0 Employed
O oisamtes O LUinempioyed

) peceaned Y Absent

{ SECTION 4 ) List alf income/money received by persons listed in Section 2.

3]

HAME OF FERSON RECE
INCOBMEMONEY

WING

=

SIDURCE OF HINCOMES
MOMEY BECEIVED
Emptoyment, socal security}

X HOW MUGH
IHCOMEMONEY

15 AECEVEL:

=

HOW OFTEN INCOMES
PAOREY RECEVED

lunihly, tirponthly, weekly, Diweekty, <&

{ SECTION 5 } Give information about the listed expenses/cost paid by alf persons listed in Section 2.

TYPE OF BAYMENT AME CF _Ba PCHTTERLY : CHILD CARE OR AGE R NarE OF EQ MONTHLY
YOUR FAMILY MARES PERSUN WHO PAYS | AMOUINT PAID DEPERCENT CARE PERGCH WHC PAYS ARICUNT PAID
{Lant e8I F Deperiers s ramed

Childd Support 1,

Alirrtcary 2.

Other Health 3

Insurance Prermium

Medicare Premium 4

¥
G 296 DB J—
APFLICATION ( ﬁzd )
50159
MANUAL LETTER NO.: 254 DATE: 10/30/01 4S-9

SECTION NO.:

50161
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('SECTION 5) Skip this Section if you are only applying for chifdren under 19 and/or pregnant women
{pregnancy refated services only).

Otherwise answer for all persons listed in Section 2.

m Dees anyone have cash or uncashed checks? Y ves U1 Mo
i “Yes,” list amount here {See instructions)

m Does anyone have a checking, savings acoount, or iife insurance? (See instructions) TYyes Do

IH 1= there one car or more in the household? (See instructions) 1 Yes (I No

I8 Does anyone have a coun ordered settiernent of judgement? (See instructions) O ves Do

m Does anyone have Long-Term Care insurance” {See instructions) D ves CINo

Does anyone own any items such as stocks, bonds, retirernent funds, trusts, real estate, C1yves (U No

motoy vehicles for a busingss, business accounts, promissory notes, mortgages, desds of trust,

recreational vehicles, burial trusts of funds, annuities, jewelry (not heirfoorn or wedding), ol or

mineral rights? (See wstructions)

Has anyone listed on this form transferred, sold, traded or_given away any items such as those Dyes Do
fisted above in the fast 30 memhs? (See instructions)

B

Have any tems sted in this section been spent or used as security

for medical costs? {See nstructions) D Yes O Ne

(SECTION 7) Answer only for persons who want Medi-Cal.

» » »

Boual Secunty §

[ Prace of Bith:
Btate or Country .

B LS, Citizen o Nationai? i (lves T no Ohves DINo AYes DNo Dves o Oves Tino
it “No,™ write iy date of .
’ 1NU",,1W S c.m date © ; ; ; / ; ; / / ; ;
Entry o LV.ox MO DAY YR MO DAY YR MO DAY YR MG DAY YR MO DAY YR

51] Living in a Long-Term
Care or Board and Ovyes JNo Uves One Lves o Oves U No Oves DINo
Care Facility?

i "Yes,” name of
facility:

Do you intend 1o

return home? Dves UNe Dves OnNo Oves DIno D) ves L1 No ves no

Do you mtznd to

return hame within ) X - X )
six rnonths? Dives ONe Oves Dno Oves [INo Oves Uno Oves o
Has heaith/dental cr .

X Dyes I No Uves Uro dyes no Tyes LINo Tyes UNo

vision coverage?

Had medical expenses
withir the 3 months

before the month you Oves Qno Uves Uno Oves Dno Dves Wno Oves Uno
apphed and want Medi-
Cal for those expenseas,.

o) D:{::i’:g:i Uves Wno Hno ves o Dves Jne Dves Tno
(.7\::,{:} CONTINUED
o159 MANUAL LETTER NO.: 254 DATE:10/30/01 4S-10
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( SECTION 7 ) Continued (-
EH Current or past “4 -~ e r = ~ ' £
o , Dyves LINo Oves Qo Oves O No Chves Uno dyes LIno
1.5, Military Service Y 5 1 selt () se 0 0
for adults, spouse or - self - i Selt ; Sett L Sef
child’s parents? i1 Spouse U Spouse  spouse U Spouse J Spouse
3 parent D earent O parert O parers Y parent
£ Ethnicity (race):
{optional)
E in school full time* {ves LINo Ives Ono Ovyes ONo Ohves D pio Oes Qe
s8] Living away from R ] 3 . ]
home? Ives Thno Qves UNo Oves Do Oves Dhne O ves One

{ SECTION 8 ) Information Release {Optional).

58 It family member cannot get no-cost Medi-Cal but may be able 1o get low-cost health care coverage,
can the local wellare office send this form to the Healthy Families Program? Tves Tno
60

I got help from (give name of person) when |
filled aut this application. | agree that the local weltare office may give them information about the status of this

application. Appficant please initial

{ SECTION 9 } Signature and Certification.

il | deciare under penalty of perjury under the laws of the State of California that the answers 1 have giver in this
application, and the documents given are correct and true to the best of my knowledge and belief.
i declare that | have read and understand the application instructions, the deciarations, and alf information printed
on thig application.

Signature Drate
Witness SBignature 0f persan signed with 8 mak} Date
Signature of person helping Applicant #f out the form Tidpphone MNumber Relationship to App!ec;am Date
Signature of person @tting for Apphicarnt/Beneliciary Telephione Numtser Retationship to Applicant Date

For information about any of the following programs, check the box{es) below and information
will be sent to you. See the Medi-Cal brochure, “Health Care for Families with Children”
or visit our website, www.dhs.ca.gov

1 Personal Care Service Program (PCSP). A program for in-home care.

J Access for Infants, and Mothers (AIM). A program 1o help pregnant women with moderate income
obtain health care,

i1 Woman, Infants and Children Nutrition Program (WIC). A nutrition program for pregnant and
postpartum women and children under 5.

U Famity Planning

J Child Health and Disability Program (CHDP). Preventive healthcare for children and youth.
Do you want your children or youth referred to the CHDP program? Mves LINo

X,

LI OB (
SPPLICATION ( A4
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INSTRUCTIONS

Please read before beginning application.

SECTION 1

Tell us about the person who wants
Medi-Cal for themselves, their
family or children in their care.

Questions 1-8:
Enter the name, home address
and telephone numbers of the
person who wants Medi-Cal
or the parent/carataker of
the children who

want Medi-Cal.

Questions 9-13:
Enter the phone number and
mailing address (if different than
home address provided in #2) of the
person who wants Medi-Cal. This is the address
where all information regarding the application
and health benefits will be mailed.

Question 14A-B:
Enter the language you speak and/or read best.

-
Send proof of identity. Only one person

{a parent or caretaker) in a family needs to provide
an identity document. Send a photocopy of one
of the following identily items:

» California driver license

» [dentification card issued by the Department
of Motor Vehicles

« U.S. citizenship or alien status docurnents
{passport),

= School identification card

* Birth certificate

* Marriage record

» Social Security card or document containing
a Social Security number,

» Divorce decree

* Work badge, building pass

* Adoption record

» Court order for name change

» Church membership or baptismal
"confirmation certificate

Identity proof is not needed for

» Persons in an institution

» Children in a family, if identity of one parent
has been established

« Children regquesting Medi-Cal for Minor
Consent services

» The spouse of a person whose identity bas
been verified

SECTION 2

Tell us about the person listed in
Section 1, his or her family and the
children they care for, even if they
don’t want coverage.

If you are applying for
more than 5 people,

use a separate piece of
paper or a photocopy
of pages A1, A2, A3 and
Ad of the application,

to give us infarmation
about the additional
persons.

Who counts as an adult?
» Persons 21 years of age or older

» Persons under 21 years of age who are not
living in the home of their parent or caretaker
relative and are not claimed as tax dependents

Who counts as children?

« All natural and adoptive children under 21
living in the home

* All natural and adoptive children between
18 and 21 years of age, away from home and
claimed as tax dependents

» All stepchildren under age 21 fiving in the home
Question 15:

Write the last, first and middle name of each person
in the house,

GO TO PAGE 2 wmp
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SECTION 2 ) Continued

Question 16:

How is each person related to the person in
Saction 1, Example: sell, wife, husband,
grandparents, friend, daughter, stepchild,
nephew, eic.

Question 17:

Write the complete address, if different from the
address in Section 1. Example: child is in college
and living at school.

Question 18:
Indicate gender of each person.

Question 19:
Indicate the marital status of each person histed.

Question 20:

Write the name of the spouse of any married minors
tiving in the home. Any Income of the spouse must
be listed in Section 4.

Question 21:
Write roonth, day and year of birth for each person.

Question 22:
Tell us if this person is pregnant, If “Yes,” tell us
the due date.

f Send proof of pregnancy from a doctor’s
office or a clinic within 60 days of applying
to continue receiving full Medi-Cal benefits.
You do not need to send verification if you

{ only want pregnancy related services.

Question 23:

Check “Yes,” if person is blind or has a physical of
mental #iness that is expected to last at jeast 30
days. If person is unable to work, check “Yes,” and
check the hox that hest describes how fong the
person will be unable 1o work if declared disabled.
This will help us decide if you are eligibfe for
Medi-Cal based on disability.

Question 24:

Tell us if anyone has ever had cash aid, SSI, Food
Stamps or Medi-Cal. This will help the local welfare
office check for needed information before asking
you to give it. if you checked “Yes,” tell us the
name you received benefits under.

. Benefits Identification

Question 25:

i you have ever received wedi-Cal, tell us your
Medi-Cal Benefits Identification Card (BIC)
number if you have it.

Stote of
Catiformia

Your Medi-Cal

Card (BIC) number Benetits
L > Tdentitication
can be found here, 1D No, 0183524771 Card

JARE DOE
F o9 13 1895  msee Dare (1Y 20 01

Question 26:
Check “Yes," if you are
asking for medical benefits for this person.

Question 27:

Tell us if you own or are buying a home outside
Calitornia. Your answer helps us determine your
residancy.

Send proof of California residency. You can
use your proof of income as proof of residency.
I your income is not from California, send other
proof of residence. For example: rent receipts,
utility bill or a child’s school records.

SECTION 3

Answer for alf children in Section 2.

Question 28:

Write the name of the natural or adoptive mother of
each child. Check the box to tell us if the mother is
empioyed, disabled, unemployed, deceased or
absent from the home.

Question 29:

Write the name of the natural or adoptive father of
each child. Check the box to tell us if the father is
employed, disabled, unemployed, deceased or
absent from the home.

GO TO PAGE 3 Wi
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SECTION 4

List all income/money received by
persons listed in Section 2.

Questions 30 and 31:
Use a separate fine for each person who receives
money. If @ person recgives money from two

different places, use two lines,

Example: if the applicant has
wo jobs, use one iine for
each job to report
herihis earnings.

Question 32;
Write the amount of
MoNey you receive
each time.

Ao A by

Example:

i you get money
once a week, write
the weekly amounts
irr the box.

i the monegy amourit
changes from time 1o time,
put the average amount you
get on a regular basis. We use

pay stubs or other documents you

give us 1o figure out the correct monthly income.

If you know your family’s income will go up or down
in the next few months due to overlime, promotion,
raises in pay, expected increases in child support/
alimony, fayoffs, furloughs, etc., explain on a
separate sheet of paper.

Example: Maria's gross income from her job on
this check is $1000 but her reqular monthly pay
is only 8800. Explain on the paper that Maria’s
paycheck included $200 overtime pay, or a cash
benus and how long the overtime will last or how
cften she gets bonuses.

Question 33:
How often do you receive this money?

Example: Monthly {once a month); weekly
{once-a-week); biwdckly (every cther week);
bimonthiv ftwice a month); or dasly (every day).

34

\,

Documentation of Income

» Send proof of income. Send a copy of the
most recent pay stub you have. if a pay stub
15 not available, get a signed statement from
your ernployer. Gross monthly incorne and the
dates received should be on the statement.

OR
» A copy of last year's federal income tax return,

OR
Other proof of income you may need to send;

= It a person is self-employed, send last year's
federal income tax return, include Schedule C
or F, or the last 3 months’ profit and
loss statements.

« It a person has income such as disability or
retirernent, send copies of award letters or
bank statements showing the direct deposits.

* if anyone gets child support and/or alimony
or spousal suppont, send copies of the
checks received or statements from the
District Attorney’s Farmily Support Division
for the last monih,

* If anyone gets student loans or grants, send
in coples of award letters or loan papers.

GO TO PAGE 4 b
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Give information about the listed
expenses/costs paid by all persons
listed in Section 2.

Telt us if you pay court-ordered child support,
or alimony, or have other health insurance or
Medicare premium Costs.

Medi-Cal will pay your medicare premiums and
deduct the cost of any other insurance premium
from your courtable income.

Question 34:
Write the name of the person who pays the cost.

Question 35:
Write inn the total arnount paid each month.

Question 36:
Write in The costs paid for child care and/or
disabled dependent care.

Question 37:
List the age of the child
or disabled dependent.

Question 38:
Write the name

of the person who
pays the cost.

Question 39:

List the total amount
paid monthly for
each child or
disabled dependent.

Send proof of expenses {costs)
listed in Section 5. Send in proof
of child support or alimony costs.
For childcare and dependent care,
send receipts or cancelled checks.

(SECTION 6)

Skip this section if you are only
applying for Children under 19 and/or
pregnant women applying for

. pregnancy related services only.
Otherwise answer for all persons
listed in Section 2.

If you have questions or concerns
about completing Section 6,
leave it blank and contact the
Jocal welfare office for help.

The value of the home you are living
in is not counted for Medi-Cal.

Question 40:

Tell us the amount of all cash you have on hand
and the amount of any checks you have received
but not cashed.

o

&3

Question 41:
_f anyone listed has a checking and/or savings
account or life insurance policy, please send
copies of the folowing documents:

» Account statements showing current balances
n acceunts,
« Copies of all life insurance policies.

Question 42:

if you checked “Yes,” send us a copy of the
vehicte registration(s) or pink slip{s) or estimate(s)
of value from a qualified source, such as a dealer
or mechanic.

Question 43:
If you check "Yes,” send us copies of alt court
orders, documents and agreements.

Question 44:

If you check “Yes,” send us copies of your policies,
contracts and purchase agreements, If your

policy is certified by the California Partnership

for Long-Term Care, give us a copy of your most
racent benefit statement.

GO TO PAGE 5 mé
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Questions 45-47:

f you check "Yes,” you may be asked to provide
additional information. You may also have to fill out
a property supplement form.

SECTION 7

Answer only for persons who
want Medi-Cal.

Question 48:

A Social Security number for each person applying
for full Medi-Cal benefils is required. #f you do

not have a Social Security number, do not delay
sending in this application. You can apply now

and give us the number within the next 60 days.

Pregnancy and emergency
care services may be
available to persons who
are unable to get a
Social Security number.

For information on how to apply tor a Social
Security number, call Social Security Administration
toll-tree, 1-800-772-1213.

Question 49:

Write the place of birth for each person. f born in
the United States, write the name of the state, i
born outside the U.S., write the name of the country.

Question 50:
Check "Yes™ or *No,” telling us if the person is a
Citizen or U.S. National.

Give immigration inforrnation enly for people
applying for health coverage. Do not give
information for people not applying. The State will
use this information only for eligitility determination,
information about immigration is private and
confidential.

immigrants who meet all immigration requirements
may get full Medi-Cal benefits. Undocumented
immigrants can get pregnancy refated and
emMergency services.

B PG TR
ETREICTN

&3

Send proof of immigration status or an INS
receipt showing that you applied to replace

a fost document. Many immigrants may get
fuit Medi-Cal even if they do not have a green
card or immigration decument. Copy both
sides and send proof now or witlin 30 days
of application. i you do not send thi:. proot,
you may stil be efigible for emeraency or
pregnancy related services.

0o not give immigration information abrout
people who are not asking tor MMedi Cal
information about immigration s private

and confidential.
. A

Question 51;
Tefl us if the person is in a nursing tacdity,
residential, or board and

care facility. If you
check “Yes,™ telf
us the name of
the facifity.

Question 52:
Check box 1o
show if each
person has other
health msurance
COVErage.

You can get
Medi-Cal and

still have other
heaith coverage.
Medi-Cal may cover
what your other health
ceverage does not,

GO TO PAGE € e
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SECTION 7 ) Continued

Question 53:

if you check “Yes,” Medi-Cal may be able to help
pay some or all of the paid or unpaid medical costs
you have had in the 3 months before you applied.

Question 54:

Check “Yes,” if any
person has filed a
lawsuit because of

an accident or injury,
workers compensation,
or car accident.

Question 55:

Check box{es) to show
it individual, spouse or
parent of individual is
or was in the U8,
Miltary. We are asking
for this information to see if you can get other
services or benefits,

Question 56 ({Optional):

You can chouse to enter the Ethnicity (race)

for each person, This information is used for
statistics only and has no effect on your eligibility
for Medi-Cal.

Question 57:

Check box to show if person is in school. The
earnings of a person under 21 years may not be
counted if the person is attending school.

Question 58:
Tell us if the person is living away from home, is
away at school, or out of town working.

L 6.

SECTION 8

Information Release (Optional).

Question 59:

Check “Yes,” and the local weltare office will
send this application to the Healthy Families
program if one or more of the family members
applying do not qualify for the Medi-Cal program.

The Healthy Families Program provides
comprehensive health, dental, and vision
coverage. For further information catt
1-800-880-5305 or visit their website at
www. healthyfamilies.ca.gov

Question 60:

if you fill out this item you are telling the local
welfare office it is okay to give information about
your application 1o the person you have named.

SECTION 9

Signature and Certification.

p
Who can sign this application?

= The person who wants Medi-Cal, or the
spouse of the person who wants Medi-Cal

» The conservator, guardian executor, or
caretaker of a child who wants Medi-Cal

* Someone acting for the person who
wants Medi-Cal when the person s
incompetent, in a comatose condition, or
suffering from amnesia and there is.no
spouse, conservator, guardian or executor

» Persons 14 to 21 years ofd if they are
not iving with a parerd, caretaker relative,
or foster parent

» Persons 14 to 21 requesting Minor
Conzent Services

\,

Question 61:

State and federal laws require your signature
on this application form. Your signature in this
Ig section indicates that your declarations and
answers are truthful and the documents

you submit are true and correct.

GO TO PAGE 7 'u
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Medi-Cal Confidentiality Notice
The information given in this application is private
and confidertial upder Welfare and institutions
Code 14100.2.

The information will be disclosed only in
accordance with those Jaws.

Medi-Cal Rights, Responsibilities

and Declarations

I have the right to:

* Be treated faily and equally regardless of my
race, color, religion, national ongin, sex, age, or
political belefs.

= Agk for an interpreter,
* Ask for a fair hearing if | think a decision on iy
Medi-Cal case is unfair or wrong. } must ask for a

teanng within 90 days after | get a “Motice of Action™.
To find out about Medi-Cal fair beanngs,

call toll-froe, 1-200-952-5253.

A face-to-face imerview.

Feview Med-Cal program naes and manuals,

L]

L]

have the responsibility to:

Report any changes within 10 days in the inforrmation
I ave on this appheation.

Let tocal weltare office know i a tamily member
apphies for disabsity benefits 15 i a oublic instiiution;
or gets medeal carg tor any accident or imury caused
by angther person,

Cooperate if my case 15 revigwid.

Apply Tor avaitable income.

Cooperate with appropriate paternity deterrmnations
and medical support enforcement etforts.

Assignment of rights 1o medical support 1o the

State of Catiforria.

Assign rights to third party medical support 1o the
State of Calitornia,

+

.

o

understand that:

As a condition of Medi-Cal eligitstity, all rights 10
medical suppont are automatically assigned to the
State of California,

i1 purposely do not give needad facts, or if | give
false facts, T understand bensg may be denjed or
ended and repayment may be mquired. | may alsa
be investigated for fraud.

Persons | am applying for are not in jall, prison, or any
other correctional facility.

After my death, the State has the nght to seek
repayment frorm rmy estate for all Medi-Cal benefits
receive after age 55 unless | have u surviving
spouse, rinor child(ren), bind or permanently

and totally disabled childdiran).

W1 am admitted to a nursing facility and  have no
irtention of returning 1o my home, the Slate may
impose a ben agamnst my property.

.

Medi-Cal Privacy Notice

The Information Practices Act of 1877 and the Federal
Privacy Act require the Depariment of Health Services to
provide the {ollowing information: Weltare and Institutions
Code Section 14011 and regulations in Title 22, CCR,

] require applicants for the Medi-Cal program to provide

the eligibility information requested in this apphcation,

Thiz information may be shared with federal, state, and
local agencies tor purposes of verifying eligibility and for
cther purposes related 1o the administration of the
Medi-Cat program, inciuding cordirmation with the INS of
the imrmigration status of only those persons seeking full
seope Medi-Cal benefits, (Federal law says the INS
cannot use the information for anything else except
cases of fraud.) The informahon will be used 10 procsss
claims and make Benefits identfication Cards (BICs).
Failure to provide the required information may result

in denial of the apphcation. ;

information required by
this torm 1s mandatory,
with the excephion of
ethnicity nformation,
and any other tem
rmarked voluntary

o ofptional.

Social Hecurity
Numbers are required
by Section 1137{a)}1) of
the Social Securily Act and
by Wettare and institutions Code
Section 14011.2, uniess applying

for emergency or pregnancy refated benefits only.

e ™
An individual has a right of access
to records containing his/her personal
information that are maintained by the
Department of Health Services.
D S0 OCPEPOOWOSOOCOESTBDNRSEEIDPDPITOTRS
Contact your focal welfare office
to request your records.

\ J
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Gray Davis
Governor, State of California

Grantland Johnson
Secretary, California Health
and Human Services Agency

Diana M. Bonta, BN, DrPH,
Director, California
Department of Health Services

i
Provided by the State of California

MC 710 08/01 Engglink
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Hsare O £l SOr i AORN D003 MR BRI ARV

ADDITIONAL CHILDREN

(SUPPLEMENT 7O THE MED}-CAL STATEMENT OF FACTS—MC 210}

IF YOU HAVE MORE THAN THREE CHILDREN, LIST HERE AND GIVE THIS FORM TO YOUR WORKER.

Depantoen? of 1ast Heroons

. COUNTY USE ONLY

A Chikl s narre Birst, maceie, sty e "unbem

Rebtonstsn 10 appixaet

Laga Segurty number 0 SO0 Sex
o Yes Y Make % Ferrale
Bangate of divge undom s Jue s twe person bhnd or doatied {Pregnant o LA
o ves oNe e I o
Father s naroe s either pasent () o YESLL L NQ -
T Dectmed T mcamactded T Abuent e
Mether s name Lot g s horre Mede 221 notueste 1821 a;-dnixdz-p L
™ Yes TN o oves 7 No s oA :
B Crubcn narne (Fral mdoke, i) of Suaborm” Relatonstep 10 apdhcans
SovEst Hevunty numdet 1 school Ser
O Y i Ne T Make 7 Remaike
Bethaates or e unboms o due i5 the prrasg B 01 Gatied [Pregnant
:‘ Ten NG T g o e
s enher parent () Meticat Suppon L YES” 3

F s ngene

I lrcewmec L copaciies |

I Amment T Uneesotopmd

CAzZ1

JAOTIWAT M

Trons kvongy iy Pume

M- requened

Nos 1 Meames

L 1823 ard tax dre P

oY T Ng T Yo 1 Np
C Crold s rre (frst, rs0ely | fast) 9 Retronshag e sopkenes Caewnt
Livenge f ey | KON Prog 2]
M43
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So0a! Securty rambe: i1 PO Sex v
v T Ty Mae 7 Feoate
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) Yes i T Xes TN . .
Megicat Suppon s YES LING

fathers same
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1 Docrasee 1 st
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Mot 's S
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J
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T e P 2
1821 and T dep T

o Yes LN o Yen T No
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Linke | woig - 1 SEN Prog
ML 18
HoGR Securty vumber fn Sk Sare LI S
Y ven I by o Muse F emai '
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T Yes Nee T Yes My .
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Litvoge{srew, | SGN | Preg | DO
w1
Staagt SRCunty humber In 5o Zex
T Yex T Ne T Make T Femole
Birndate o2 diate urbom 1S dhis T the prerson bim ot dnatded [Progrant
e T . e
Fater's name 13 eatwer parent {7} taed Supront . YES o KO
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Lo O ColAmesiy M ith 5003 Hunan Srvioas Agredy

NINOS ADICIONALES

{SUPLEMENTO A LA DECLARACION DE DATOS DE MEDI-CAL--MC 210}

SI TIENE MAS DE TRES NINOS, ANGTELOS AQUIY DELE ESTA FORMA A SU TRABAJADOR(A}

Crszanttamont v Mgt Tereon,

Copsar neaerm

PARA USO DEL CONDADO

£t PRy

Sy TN

! LAesy

A Nombee del rifiq {nombre, weokd, 2peBigo) o "0 i’ Faceniessd eon of sobsitante
Lapskidgger + bvareg Grire Freg He)
M 33
Mot thet e gures Sockst LAmale @ ks pscuels”? L an -
ISES o v iFem

Fochs oe nacenentio o ok 00 Gue Se £SPerd Do #f bobw

(ESt B persons cag o N
nacRAda”? 5 % N

L Erdarusa
.y 1} Nes

b

-

Nomore del pge

LRt cualgueera G i podies

[

Widici! Zuppas

Y Mo Y teumasodo ) Ausente empiero by oy
Pornibes e Yo madie g Yiver el rafro en ¢t hogac? St MOl .
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-1 S T TiNe
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ey
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i carx
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2ir of Cablortoa - Meat@s avd Flonan Sesvses Apency tT Tnepitr ot ! Mea
Mok £ st

Property/Resources
(Supplement to the Medi-Cal Statement of Facts - MC 210)

Please fill in the fofiowing, # you answered “YES™ to certain Property/Resource gquestions from the Statement of
Facts MC 210.
Fill in the following d mote room was needed 10 kst haguid resources { Checlang/SavingsARHA'S,
“ § Stocks, £i.)

v Accoum Current
8 Type of Resovrce Owner ot Resource Number Name ond Address Value
2
;&
29 s
ER 7
w
o s
s

A,y or any lamily member answered “YES” to owning or buying any ol the items fisted under the Reat

'2 Eatate pan ol the MC 210, i m the following, List any property in any state of country and aff fand you
own, have tle to, or shase title . ITEMS: Houses, kds, land, apartments, mebie homes taxed a5 mal
property, of other,

Address or Legal Description of Propeny.
Name of Owner
Dioes anyone five thete now? i No How Inng have they hved there? ...

,"'_" MNarne of person ving there: Refationship to your S

<

S (o you ptart 1o retum to that property 1o lve? U Yes £3 Mo

w {You must natify the county within ten {10} days of any change in

:t’ shang for kving al the propey )

w

[+ ts the property currently hatesd for sale? 3 Yes 2 Mo
Fulf vatue of property (from Yax s1atementy & e ATOUNT OWEC 5
Rermt collected each month from property: S s
Expenses on propey:

» nteres e BN * nsurance . EEBG Py

S

* Taxes and ASSEEEMENIS e, (ROt o Upkesp and Repars § ToearyMantite

» Utities L Yo bty

B. Hf you ar zny lamity member armswered "YES” fo the e estate properly question, please i i the
addrezs of the property beiow

Adoress:
o you of any family member have an income indenest in a bie eutate? {1t Yes {4 No
Is the Hile estate {producingieamngiproviding/giving} income? 3 Yes 1 No

1€ 210 SF (101
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oy o arvy larmity et answeod! TYES to swrang ot or more of i Hams o the VEMICLE sochon of

50 MG 2100 Bl the toltowsng wiormaton aboul each valeslo,

Siatgment of F

stzn or ofbroad vels {ever ¢ not running) ownsd by ptw oF COUNTY USE ONLY

&

$ ‘ A, List 3l oprs, wuoss, mnlortyties

your famdy. 1 pene. wetis Thaong”
List exempt vichacle:

: b Listed tor ned for
Class ! i ; Sale? Trangpartion] T3 Verfication of nonprernd
Shor 2 11y : Dwner ;. Amount Owed
Btake and Mode §YOAT L pagistrations | : ‘ E ] velicies
H N E PoYes Wi Yan Ha . .
i < { I Vericanor of encumbtanes
H i
|
: ! ]
: | {3
H : oo
; ; 1
< H H
4 o § e
i i s
f $
-3
3
:
3
i
[ i
L
{ [ ; : ;

524
w ) . N
z") B, List any poats, campsrs (oo 0ot nelude tucks), mclos homes, o ey whaoh ate 0ot used £ viiication of presonal
';E as a horng and are not axed as sl property by Ine pounty croperty
14
p=g Listed for Used for
sy R Save? Tranuporanan
Deseription Year Chass Owoor Purchase Price PO

{Registration} o
Yes ; No Yoo e

K%

12

Wl o

w

N B R

oowilt give the gems seted A 2940 B el be

Note: i yau think the valug the Department of Malor Vedi
oo high, you may get throe apprassls of e aciuat value and the overage wailt be used.

Fags ol 3

MOC G S8 (10
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1 you or any family member answersd Y 10 pwning dems in the OTHER or BUSINESS section of the
0, please give Tooré detaded information about those terng here,

Stement of Facts, MO |

,, W A Hoyou or vy tamdy member owro terng of jleweldry valued al more than $100 each, or are applying COUNTY USE ONLY
’ under Pickle and your e are over $500, you must Bl in the tollowing:
{Do not include wedding, engagement rings, or heirlooms.) Heitoom? _ . -
Tatal Monessmpt

Ltisted for Sate?
Amount Owed

Description
Yes No Appraised Value §

p TV Exeamt

B. 1f you or any lamily member answered "YES™ to awrnng lile insurance, you must filt m the followng:
b4 h 9 b ¢

ate Currel
i Person Insured Face Policy D ) rrent
insurance Company Vatue Nomber Policy Cash
Policy Owned By Fue Issved Value
s - 3
1. Yes Noo GRSV
3 3 Exempt 00 03 S
z ) Exerngt 0 V8
T
w 5 13
X .
= Exepnpt 10 3. o
(S KX :
T— Tomt CSV §
C. M you or any farly membed apswered “YES” 1o swring one or more of the following:
1. bunal plot, vaull, of crypt, is 8 for use of yomediate family? 21 Yes LI Ne
or 2. mneral righls or mining claims, is sither listed tor sale? o Yes 2 No
281 L S
Fiease gve more detaded mformalion, Exeropt
Description:
Qwned by
Carrent Value 5 Amcunt Qwed: $
Location:
0.} you or any family member answered “YES” 1o owning a burial reserve or trust, please $ill in the
followirg:
) Bevocable .
Purchase Amount Purchased T wrevotabie
i o Dpvignated Funds
Price Owed For Whom From Whom i1 Designatec Funds
Srrent Vawie $ o
$ 3 G L
$ §
$ K

5] you or any family member answered "YES™ 1o owning one or more of the following types of business
ftems: equipment, vehicies, 1ok, invertory of materials Gnclugding fivestaock or poultry not for peraonst
sl you st give more detaded imformation by #lng i the folfowing.

14 _ Estimated | Amount
g Description of em Value Owsed
4
122
2 $ $
W
$ 3
3 $
|
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S A I W ST MR YOO S Moy

Parent Number 1

Mamo:

VOCATIONAL AND WORK HISTORY

{To 8¢ Completed By ApplicantBeneliciary}

£ A 1 e ity

List your employment and {raining history for the Inst two yenrs. Begin with your current or 1ates! job or Ursining.

i Grosns Gross
Name of Employer or | Waork or When Amount Name of Employer o | Work or When Amourt
Training Program Trairing ;| Employed Monmhty Traming Progrom Traming | Employnd Monthly
1. . 4 .,
e i Ny { {
1 Waork o E TIWork - o
: 3
3 Trasung o 4 T3 Teaineng | a §
2 %
Owork el | Awore | e
=3 s
3 Trawwng vo 5 T inwowg |, ¢ g
3 v ‘ & $ o
Dwors |7 Thwesk e
73 Tramung 7o I Y Trimne o )
Parent Number 2 Name:

List your employment and training history for the last two years. Begin with your current

or lates! job or training.

Gross Gross
Name of Employeror | Work or when Amount Name of Employer or | Work of When Amoun?t
Training Progrom Training | Employed Monttity Training Progrom Training | Employed Monthly
1 e
. , . /' F
Swesk - R o | e e .
3 Tramng Yo I * 7Y Teamiony To ;o
o & i
2 . 5 ;
Owok |0 ——— s Sywork | e .
3 Trmemrg ta ' T3 Traing To K
3 ¢ o8 6 yoem  {f
Dwork T el o viok e B
D Traeang g . ) O rmining [ w
- Froxnem 3 ot P
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MEDI-CAL U-PARENT DETERMINATION WORKSHEET
{To Be Completed By CWD Statf)

Worker rnumher:

Case ngmo

Dot

Case number:

1. Determination of Principal Wange Eamer (PWE)

Apphcation date OR date U-Parent deprivation began: —
To estabiish 24-month sarmings pericd, check momth o chart for each parent:

U

Monthnumber 1. sublmacttwovyearsbomboefay

Month number 24:  Monmth/Year immediately precedmg ne {2y —

Cuertyesr - Year
Parent 1's Eamings -
S e, 3 Dec 5 Dee
* s : Y : [ :
$ ‘ SNov.- i % o New, % PR Now
'S i 0! s: Mt ¥ o s Oxt
k ’ ; ; AR
e A . o v S”p ¥ B, i P8 Sen
Autg 3 Ao g Auty,
g

Moz,

Muar,

Fob

Fed

%
3 s
3 Jun 5 Jen b Jun.
3 Any s May $ May
5 Asa 3 Apat. % At
S E&m ¥ ¢ SM" : ) Mar % Mar,
Total § 5 Een, | o, Fub 3 Feb,
— s Gan, g i £ 4 Jan, 3 Jan,
Currentyear " Year o Year
Parent 2's Earnings
$ Dec s Dec 3 Dec
5 Movy, $ Nuw $ Moy
$ Ot $ Ot b O,
s 4 Augl e 485 “ad pug $ Aug,
$ LA elslh ;LB s Sl
e Jum. Ty “M'.}zmw 3 Jun
s
-3
s
s
S

Teat S

Juns,

Yo e e s wn
>
B4

) A A e e
g
1

Jan

The parent earming the greater amount 15 the PWE:

2. s the PWE workung 100 hours or more & month? TIYes iMoo
£

1 myes,” complate the Unempioyed Parent Worksheet (MO 837)

Mo o FNE

Noto: B ihe PWE is » recipient of Section 18345), heishe may exceed 100 hours with no carned income lest,

Frane Dot ?
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INCOME IN-KIND/HOUSING VERIFICATION
(SUPPLEMENT TO THE MC 210 STATEMENT OF FACTS)

e
i

o T " W s P . ., o ” N . ; R - 2t -

WE WEDL THE FOLLOWING INFOR IO vE County Use Box
OF THE HOUSINGHE? .
RECEIVING N EXCHANGE

x4
Y I
Y

Lo tiarres

P o

.“
o}
m
m
N
.}
e
s

Womkee Mo RO & .

IN-KIND INCOME VERIFICATION

| A Applicant Authorization Section: (Sign this section if you wan the county to verify IN-KIND INCOME) -

Nameis):

Addrens

! boreby authorize o
concerning any of the information requested below.,

counly lo conltacl

Applcant Sigoature; Tide

B. Provider Statement Section: (Stalement of person giving/sharing housing, utilities, food, clothing, etc)

from mdry Ly
Frocd L Clthing

| Free ;I pxehange for

] £ i

1. The personis) named above recen

L B3

E) Mousing Hen Ukilities : Cash

-
* Thenom E

g these dems nee .

VW have been pre

S0 previche theas dermg wnnl e

= e oxpect i

7 EWe shore housebhold oxpermes witltihe pernenda: rowned above . L5 Yes ;P

Mo, oo murmber 3}

Thar sharesd serannement g0

et

3 The 707 ek e ot the above midiess
Hosing Ko Usses P Dash

b thee abwer 5

= Thwr moher of peopis in the houss

4. My redationshep o the petaondn) named olhowve i

FCERTIFY THAT THE INFORKATION IN THIS SECTION IS TRUE ARD CORBRECT:

y £

Frovider Somature S

Asddress: - (
PartIL . HOUSING VERIFICATION . :

;
[ SIGN BELOWONLY ¥ TR AR
L TO A RELATIVE AS MUBT FL T
i BEQUESTED AROVE,
P understand that the micermation | provede an evidence of residency sury boe vertiod by oounty o slate smployees
: Al any such erplover in the verdication of thes wilormation. |

processing my appheation. | agree o cooperate witl

hereby suthonze any county o7 sihle ermployes respon

,
;
for pdrmdiastering the Med-Cal program 1o contact

L eencernanny avy of the wdorm

s prewigded sbove

18]

{ DECLARE UNDER PENALTY OF PERJURY UNDER THE LAWS OF THE STATE OF CALIFORNIA THAT THE

INFORMATION CONTAINED IN THISE STATEMENT IS TRUE. CORRECT, AND COMPLETE,

Uit

Appstand Sgnabare

AP e s
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Themixssttraess G 100 00 oo

Toseh P g

INGRESOS — NO EN EFECTIVO/VERIFICACION DE VIVIENDA
(SUPLEMENTO A LA DECLARACION DE DATOS MC 210)

Para Uso def Condado

RECLE! TA:‘.,OS LA SIGUIENTE MNFORMACION PARA DEY
3 LA VIVIERDAALQUILER, SERVICIOS PUBLICC
e T

{ 'i’MFS, ALBBENTOE O mv’»« DT USTED RECIRE SN
'*’io DE TRABAJD, :
Whosie D7

| Pam L VERIFICACION DE LOS INGRESOS NO EN EFECTIVO | m ,

ombrv‘-(

¥
'S : »

* £ G Warerse
™y

¥,

C} (/)

Por :r'odro de 12 presonte sutoriro 8l condado de 3 QU S COMUniGue Con
: con refacion a cualquupr informacion gue se $olicia enseguids.

Frma del Solchnanie: Fecha

ogor: (anupmmmmmhmm

H Sarcittn nara a Declararion odol Pro

FOIVICIOS DUDION (DG CIDARS, Aatnentios, rons
P LSl DOrsOnas] MEnconi P rs\fzfg»»{n; [orcleattio I HITR Vite st
: Vivienda? Mq sy L0 Servicros Pabkcos y Municipales Lo Almerins L Pepa L Dinero en electivo
| > Estoesh  Grawito A carmbio de :
v Hehemos proporcionado eolns articuios desds
: v Eonerd/esperamos soniinuar preponmnnande estes aniceles hasta
S srparie/oDmEarimes ot gasios del nogar con inis) persenalsl mencionaca {87 nretg T I
: {;, no €5 ask, pase A nimers 4 3
g Huesito arregio de comparts o5
L Dioosto TOTAL de 108 asios 0ol hogar o0 1a greceiin anlenor oo
Awmuder . Servioes Peblices v Munippeles 0 Almenios :
- Dinero en S :
-+ Binwmeeo de personas en ethogar en s girecoidn anterpres:

e

4. W relaoivparentesco con la{s) prrsonais) mengionadals? ariba vg
CERTIFICD QUE LA INFORMACION QUE CONTIENE ESTA SECCION ES VERDADERA Y CORRECTA:

Fenha

Firma del Froveedor

Direcoin:

VERIFICACION DE VIVIENDA .

SEOMAFL INFIBMAC N ACERG
M PRUEDBA DE RESD
SELE BIDE ARRIBA

FIRNE ABAKD SOLAMENTE St US?E ,EL SCLICITANTE, DEREA PHOPH
| G’AA‘ mA 03 ALOQUILER {REN )Qvi RE LE PAGA A ALGU r. F«‘A?m WIE |
TP YUSTED TIENE QUE COW*L Mp LA rNFOPM,«Ck) SOBHE VB mm fecs

ar weribcads por smplesdos

Enttendo que & mlonmacidn que yo proprv' ne como proela e soner Wi, pudiers s i
S ded :~o:*:f:mo ¢ del estado para ramitar mz W%mmd £s1oy 42 gouerdo en cotparar con tal omy i en iy
o verleasion de esta ormacion, "’ar medio de la preserte, auvtorzo a los enpiades dod condado o ded estado. que
| span responsables de admirssirar el programa de Medi-Cal, 2 penerse en contacsio oon
§ sAs zretsi

con relacion a cuaiquier wormadion que he proporcionads af

| DECLARO BAJD PENA DE PERJURIC, EN CONFORMIDAD CON LAS LEYES DEL ESTADD DE CAL!FORN%&,

QUE LA INFORMACION QUE CONTIENE ESTA DECLARACION £5 VERDADERA, CORRECTA, ¥ COMPLETA.

v, TRV
Formn god Sobonon
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50159 . \
SECTIONNOC.: 50161 MANUAL LETTERNO.: 254 DATE: 10/30/01 48-28







MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

IHFARTMEXT O 1B ALTH SF RS

DTAVT O CALIPUSGRA - HITRTYS ANTY WL AR ALY ST
» WL LA NG PEROR AN

COUNTY LSE DNLY

Student Educational Expenses
(Supplement to the Medi-Cal Statement of Facts - MC 210} Cao e

Cann /!k‘ s
Woemkas Mo

Date:

: Yt aTH N OO : .y PRTAIPESON
¥ you of any Iarmiyh memlr aro in coliege or attending a simiar educational Nsituion, Soo MEM 66447 for atowasts
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EXEMPT,
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Banter of Capfornar—teand and Huoise Seracns Agency D partmarnt of Meath Samroci

ENGLISH
IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL

PRIVACY AND CONFIDENTIALITY NOTIFICATION

Sections 14011 and 14012 of the Welfare and Institutions Code allow county welfare depariments to get certain facts from you
to decide if you, or the persons you represent, can get Medi-Cal benefits. You must provide these facts 1o get Medi-Cat

benefts. The information will be used: -

1. By the county welfare depantment to establish first time and ongoing Medi-Cal eligibility.
2. By Electronic Data Systerns (EDS) to process claims and make Benefits identification Cards (BICs),

By the United States (U.S.) Department of Health and Human Services fo make audnt andiguality control reviews and
verify Medicare Buy-in ang Social Securily Numbers (SSNs). )

w

4. To verify alien status with the U.S. jmmigration and Naturalization Service (INS} only for aliens who claim 1o be lawtully
admitted for permanent residence or Permanently Residing in the U.S. Under Color of Law (PRUCOL) or Amnesty Aliens
with 3 vahid and current 1-688 card.  The information the INS receives can only be used 1o determine Medi-Ca! efigibility,
and cannot be used for immigration enforcement unless you are committing fraud.

5. By medical services providers and heaith maintenance organizations 1o certify ehgibiily.

& To Wentify heailth insurance coverage and take fecovery actions,

’

MEDI-CAL APPLICANT/BENEFICIARY RIGHTS, RESPONSIBILITIES, AND UNDERSTANDINGS

1 HAVE THE RIGHT TO:
1. Ask for an interpreter 1o heip me in applying for Medi-Cal if | have difficully in speaking or understanding the English
language
Be trealed fairly and equally regardless of my race, color, religion, national origin, sex, age, orpolitical bejiefs,
Apply as a disabled person if { think | am disabled.
Be told about the rules for retroactive Medi-Cat eligibiity.

Apply for Medi-Cal and to be told in writing whether I qualify for any Medi-Cal program, even if the county representative
tells me during the interview that ¢ appears | am not eligible.

v oA woN

6. Review Medi-Cal program rules and regulation manuals if | wart to question the basis on which my eligibility is approved
or denied.

7. Have all facts that | give to the county welfare department kept in the strictest confidence and to iook at those facts during
reguiarly scheduled office hours,

8. Receive an immediate need card, when possible and eligible, if | have a medical emergency or | am pregnant.

8. Receive Medi-Cal, as authorized, while my satisfactory immigration status is being documented and verified, if | am
otherwise eligible. Aliens who are lawfully admitted for permanent residence or PRUCOL or Ammesty Aliens with
a valid and current {-688 card are in a satisfactory immigration status.

10 Be told about the Child Health and Disability Prevention Program and the Special Supplemental Food Program for
Women, Infants, and Children, and to ask for help in receiving those services,

11, Ask for and receive information about the Family Planning Program and be told # { am eligible for those services.
12, Speak to a social worker about other public or private services or resources that | can get.

13. Be told about Medi-Cal Heatth Care Plans that my farmuly and | ¢an join 10 get a doctor and other medical care, and to
choose the aption | prefer,

MO F1Y 43790 Page 1 of 4
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IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL (Continued)

14. Lower my share of cost by providing past unpaid miedical bills (that 1 still owe).

15 Reduce my propeny reserve {c within the Medi-Cal property limit by the last day of @ month for which | want Medi-Cal,
inctuding the month | apply and to be toid how | may spend my excess property.

16. Divide countable (nonexempt) community (MY SPOUSE's AND MY) praperty by written agreement into egual shares of
separate property if ether of us entered a long-term care (LTC) facility before September 30, 1989,

17. Keep a certain amount of countable separate and commumity property if { enter an LTC facility on or after
January 1, 1880, My spouse and | have the right to be toid the arnount.

18. Have a state heanng if | am dissatisfied with an action taken {0r not taken) by the county weifare department or the State
Depantment of Health Services, excep! actions relating 1o the Health Insurance Premium Payment (HIPP) and Employer
Group Health Plan (EGHP) programs. if | want a state hearing to appeal the dacision, | must ask for it within 90 days of
the date the Notice of Action (NOA) was mailed to me. If § do not receive a NOA, | must request a hearing within 90 days
from the date § discover the action (or inaction) with which | am dissatisfied. The date of discovery 1s the date | know, or
should have known, of the action. The best way o ask for a hearning is 1o contact the nearest county welfare department.

{ HAVE THE RESPONSIBILITY TO TELL MY COUNTY REPRESENTATIVE WITHIN TEN (10) DAYS
WHENEVER:

1. Income received by me or any member of my family increases, decreass
Social Security Administration {SSA), loans, settiements, or any other sou

$. starts, or stops. This includes income from
rce.

I plan to change or have already changed my place of residence or mailing address.

A person, mcluding a néwbmn child, whetiier or hot related to me or my family, moves into or out of my home
An absent parent returns o the home.

1 or a member of my family grves birth, becomss pregnant, or ends a pregrancy.

I, my spouse, or any member of my family enters cr leaves a nursing home or 2a LTC facilty

Ne e s W

| recetve, transfer, give away, or seli real or parsenai proparty (inci udan money} or when someone gvés me or a3 member

of my family such things as 8 car, house. insurange payments, etc..
8. 1have any expenses that are paid for by someone other than mys:e .
9. 1 oramember of my family gets a job, changes jobs, or no longer has a job.
10. | bave a change in expenses related to my job or education. (For example: child care, transportation, etc )

11, {or a member of my family becomes physically or mentally impaired o that I/he/she cannot get or keep a job (this would
include a child in the family who may not be able to get a job in the future due {o the imparment)

12. 1 oramember of my faqily applies for disability benefits with the 55A, Veterans Administration, or Raitroad Retrement.
13, One of my children drops out of schoot or returns 1o schocf.
14, There is a change in the cilizenship/immigration status of any family mmember applying for or recewing Medi-Cal

15, Health insurance coverage for me or a member of my family changes.

I HAVE THE RESPONSIBILITY TO:

1. Complete and return a status report by the date required when requested by the ccunty.

2. Give proof that | am a resident of Californma

3. Make a declaration about my citizenship/immigration status.

MC 218 La0rh Page & o1+
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IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL (Continued)

Provide an SSN for myself and/or for any member of my family who has an SSN and wants Medi-Cal benefits. iffam a

4.
U.S. citizen, a U.S, national, or an alien in a salisfactory immigration status, | must apply for an S8N and provide it to the
county if | do not aready have one. i | need to apply for an SSN, | can get help from my eligibility worker, but ! must
work with the SSA 1o clear up any questions or my Medi-Cal will be denied or stopped. (Aliens who are not in a
satisfactory immigration status and do not have an SSN can gel restricted Medi-Cal without applying for an SSN if they
meet all the rules.) -

5. Apply for any income that may be available to me or any member of my family.

6. Apply for Medicare benefils if I am blind, disabled, have End Stage Renal Disease, or armn 64 years and 9 months of age
or older and eligible. 1 am responsible for telling my providers that | have both Medi-Cal and Ngedicare coverage,

54

7. Apply for and enroll in any heatlth insurance if that is available lo me and my family at no cost. | have the responsibility to
remain enrofled in the health plan when Medi-Cal approves payment of plan premiums by the State of California.

8. Report 1o the county department, and to the health care-provider, any heaith care coverage/insurance I carry or am
entitied to use, including Medicare. If | willfully fail to give this fact, | may be guilty of a criminal offense, or may be billed
by my provider. .

9, Go to my heatlth care plaﬁ {such as Kaiser, CHAMPUS,‘ or a Medicare HMO) for medical care. (Medi-Cal will not pay for
any services covered by the plan.) .

10. Give any insurance payments | receive to the Stafe if Medi-Cal has already paid for my care.

11. Go to a presentation, if presentations are given, and make a written choice, or answer if received by mail, about how
want to get my Medi-Cal benefits. i { do not go and make a choice, or choose by mail, my ehigible family members and |
may be signed up in a Medi-Cal Health Care Plan riear my home.

12, Sign and date my BIC when | get #t and ensure it is used only to get necessary health care for myself or eligible family
members. _

13. Take my BIC to my medical provider when | am sick or have an appoiniment. in emergencies when the BIC is not in
hand, 1 must get the BIC to the medical provider when possible.

14. Report to the county department when ) receive health care services because of an accident or injury caused by another
person’s action or failure to act, for which Medi-Cal has been, or may be bifted.

15. Cooperate with the State or county in establishing paternity and identifying any possibie medical coverage | or my family
may be entitled to through an absent parent.

16. Cooperate with the State of California # my case is selected for review by the quality control review team. If | refuse to
cooperate, my Medi-Cal benefits will be stopped.

| UNDERSTAND THAT:

1. Failwe to give necessary facts or deliberately giving false facts can result in Medi-Cal benefits being denied or stopped.
My case may also be investigated for suspected fraud,

2. The facts | give will be checked by computer with facts given by employers, banks, SSA, Franchise Tax Board, welfare,
and other agencies. ! will have the right to give proof to correct any facts which are found te be wrong.

3. Aliens who are not in a satisfactory immigration status and do not have an SSN can get restricted Medi-Cal without
applying for an SSN if they meet all the rules.

4. immigration status data given as part of the Medi-Cal application is confidential.

5. Based on my income,{ will have to pay or be billed for part of my medical expenses before | can get Medi-Cal.

8. i 1 do not report changes promptly, and because of this, receive Medi-Cal benefits that } am not eligible for, } may have o
repay the State Department of Health Services.

MC 219 (993) Fage ot 4
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IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL {Continued)

7. 11 am receiving Medi-Cal based on disabilily and I apply for disability benefits from the S8A, and the SSA denies my

disabilty claim, my Medi-Cal may be stopped. ¥ appeal my SSA denial right awav, my Medi-Cal will continue until the

- SSA makes a finat decision. If the SSA aflows my claim, ihen my Medi-Cal benefits will continve. If the SZA dees not
allow my claim, then my Medi-Cal benefits will stop.

8 As a condition of Medi-Cal eligibility, ajl rights to medical support and/or payment for medical services for myself and any
eligible persons that | have legal responsibility for, are automatically assigned 1o the State.

9. {f medical support is court-ordered from an absent parent for my children, the insurance carrier must affow me {o enrolf
and provide benefts to my children without the absent parent’s consent.

10, if 1 don't apply for or keep no-cost health coverage or state-paid coverage, my Medi-Cal bensif’its and/or eligibility wiil be
denied or slopped. '

11, When | apply for Medi-Cal, | will be evaluated for potential eligibility under other medical assistance programs, including
the BIPP and EGHP programs. _

12, i 1 ask a Medi-Cal provider for any services not covered by my non-Medi-Cal heaith insurance plan, | must give the
medical previder a wtten statement irom my heaith plan saying it does not offer the Medi-Cakcoverad services.

13 Medi-Cal providers cannot collect insurance copayment, coinsurance, of deductibles from me unless the payment is used
to meet my Medi-Cal share of cost and/or copaymerd.

14 If13m admitted 10 2 nursing facility and § have nd intention of retdrning 1o my home. the State may impose a len against |
my property.

15, After my death, the State has the right to seek reimbursement from my estate for all Medi-Cal benefits | received after
age 55 unless | have a surviving spouse (during his or her lifetime), minor children, blind or permanently and totally
disabled children, or i wouid create a hardship for my heirs.

16, After the death of my surviving spouse, ihe State has the right to claim from the pant of his or her estale received from
me, aff Medi-Cal benetits | received sfter age 55 up to the amount of property my spouse recsived from my estate,

. am applying for Medi-Cal benefits from

County Weifare Department {on behalf of ’ ).

" hereby state that | have reviewed the information on this form with the county representative and that | fully
Jndersstand my RIGHTS AND RESPONSIBILITIES to have my eligibilily determined for Medi-Cal and o maintain
hat eligibility. .

Apphsig R epresentatace Saraturs Tedephuone Momber Dapter

inenunie’s Sipnsiue Tedepharne fhantmy Dave

i have explained to the applicant the rights, responsibilities, and other information listed on this form.

£ ity Workey s Sigrature T phephigng Ngrater e

U ST Fage 4 of 4
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e of Caomua—Heath angd HOman Seraces Agemy Depaetnerd of Heanh Seraces

Cace Number

Case Name

SUPPLEMENT TO STATEMENT OF FACTS FOR RETROACTIVE COVERAGE/RESTORATION

My present circumstances, as listed on the Staternent of Facts which 1 signed on are true and correct statements,

{Dare}
except as specified below.

to the best of my knowledge, for the month(s) of
{low restorabons., 8N N0 Y W SDONDY i whiCh he neques is Iide s

e G TR G T ke I e (M no change, write in *No change.”) Documentation is needed 0 verfy all sources of mcome and
to suppon any difference in property, residence, etc. -

Monih: Month: Month:

Circumstances

Number of persons living m your home

Incorme—
Specily any diferences i

Amount of income

Kind of income

Work expenses

Education expenses

Child care
Al Personal Properly including motor
vehitles, boats, bank accounts, etc,
{Lowes! bank account balances should .
be listed for each month unless they Checking: Checking:
were exactly the same as the balance
listed on the Statement of Facts. List Savings: Savings: Savmas
differences or state “No change ™
Real Property (st diferences only or
state ~ No change.”)

Checiung

California Resicent 71 Yes 7} No 7 Yes 7 No [ ve O No
7 Yes 3 Ne ) vee ) No

Other Insurance Coverage Change T Yes 7 No

Other (List difterences anfy or state "No
change.”)

1 understard that | may not refroattively spend my property down in order to reduce its amount and thereby quality for Meds-Cal

Junderstand that § may be asked o prove my statements but that the counly is required by law 10 keep them confidental, and that d drssatished,
1 have a nght 0 a fair hearing. | understand that if | deliberately make false statements or withhold information, | can be proscouted for raud.

Sigratate Daw
Signature of person acty for Sppkeant and refationshp (guandian, conservator, eic.) Datr
Signature o witness (tequived £ apphcant sigoes by mons} Dare
The following person helped me to fill out this forrn:
Myme and reksbonshy W appbean Address. B Date
BN A IVIRS (Earmonty MC 213
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|4U~-NOTICES OF ACTION |

Federal regulations (Title 42, Code of Federal Regulations, Section 435.912) require that the welfare
department:

*must send each applicant a written notice of the agency’s decision on his application,
and, if eligibility is denied, the reasons for the action, the specific regulation supporting
the action, and an explanation of his right to request a hearing.”

In addition, Section 431.210 states that the notice must provide an explanation of the circumstances
in which aid paid pending applies.

i Completion of Notices of Action

Approval Notices of Action (NOA) must be sent to the applicant within the-time standards specified in

Title 22, Code of Califomnia Regulations, Section 50177. Approval NOAs must contain the names of -

the individuals affected, the application date and effective date, if different, and any other information
specific to the case, such as share of cost, restricted benefit information, etc.

For persons in a nursing facility, the original NOA should be mailed to the applicant at the nursing
facility, and, if requested by the family, a copy to the administrator of the facility. Speed letters and
other “conditional notices" are not required to be sent to the administrator. In addition, the county shall

send a copy to the individual’s representative if another person is acting on his/her behatf. )

For any adverse NOA (such as a denial, increase in share of cost or other change in benefits), the
appropriate section numbers of Title 22 must be included which would refer the individual to the
corresponding reguiation. The citation of section numbers for non-adverse NOAs is optional.

NOAs sent to deny or discontinue Medi-Cal benefits must also have the specific reasons stated that
necessitated the action. A NOA issued to deny an applicant who has not provided information
requested and needed for the efigibility determination, for example, should specifically list the items that
had been previously requested but not provided.

EXAMPLE:

Bob and Delores Doe apply on June 1, 1995. During the intake face-to-face interview on
June 9, 1995, the applicants are advised that they need to provide their last three pay stubs,
a copy of the current bank statement for a savings account at Wells Fargo Bank, and the
current statement for a checking account at their credit union.. At this time, they are given 3
written request for these items which are due on June 19. On June 20, the eligibility worker
{EW) receives two pay stubs for Mr. Doe and three for Mrs. Doe, and a bank statement for the
credit union account, but the Wells Fargo account statement and the May 19 pay stub for
Mr. Doe are still needed. The EW send a speed letter to the Doe’s stating that the Wells Fargo
statement and the May 19 pay stub for Mr. Doe must be received by June 30 or the application
will be denied.

SECTION NO.:5a17, MANUAL LETTER NO.: 145 DATE: July 18, 1925 4U-1
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On July 3 a denial NOA is sent with the following message:
*Your application dated June 1, 1995 for Medi-Cal is denied. The reason for this denial is:
You did not provide the following information requested on June 8 and June 20, 1995:

pay stub dated 5/19/85 for Bob
Welis Fargo bank statement #42315424 for May 1995."

The NOA must be specific so that the applicant knows exactly what must be provided to the county
to determine Medi-Cal eligibility. Some applicants have numerous bank accounts, life insurance
policies, etc., and a generic statement that they have not provided a "bank statement” or “iife insurance
policy” is not adequate wnhout additional identifying information.

In addition, this denial NOAwillc:tesecuons50167 (Venﬁanon PuortoApprovaI)andSOﬂS {Denial
or Discontinuance Due to Lack of information, Noncooperation or Loss of Contact). Every action that
an application may be denied on must be stated on the NOA with the corresponding regulation sections
cited.

i. ADEQUATE AND TIMELY NOTICE

'Adeqmenoﬁce'uhstbemaﬂedwweomwwmappﬁambemﬁdawmwmﬁﬂwdan
the action for the following situations:

o Factual information has been received that the beneficiary is deceased.

-] A written statement that the applicant/recipient wishes to withdraw an application or
discontinue Medi-Cal benefits.

) The beneficiary signs a waiver of ten-day notice. This will normally occur when a
change to the individuals’ income, property or family makeup would result in
termination, or increase in share of cost and the beneficiary knows that the adverse
action must take place due to that change.

L] The beneficiary’s whereabouts are unknown and mail has been returned indicating no
forwarding address. If a new forwarding address is supplied by the post office, the
county must re-mail the NOA to the new address.

0 K the new address indicates out-of-state residence.

o If information is received that the beneficiary has been approved-for Medi-Cal in another
county.

“Timely notice® is a NOA mailed at least ten days before the date of the action specified in the NOA.
nm. NOAs AND AUTHORIZED REPRESENTATIVES

Many times an applicant or beneficiary will designate another person or organization to act as the
intermediary to funnel information between the applicant/beneficiary and the county. These "authorized
representatives” (ARs) many times request that the county send a copy to them of every NOA which
is sent 1o the applicant/beneficiary.

SECTION NO.:s170,  MANUAL LETTER NO.: 3145 ' DATE: guy 18, 1995 4U-2
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Per All County Welfare Directors Letter (ACWDL) Nas. 91-98 and 93-84, the AR is only permitted a
copy of 3 NOA which the applicant/beneficiary specifically requests be sent to the AR. The counties
are not obligated to issue NOAs on a routine basis to anyone other than the applicant/beneficiary or for
those listed in | on page 4U-1 of this procedure.

There is one exception to this policy. The county is réquired to provide copies to the AR of all NOAs -
or other correspondence that the county has sent to an applicant/beneficiary in regard to a hearing
request or hearing issue if the county has received notification from the applicant/beneficiary that the
AR is aythorized to represent him/er.  (ACWDL 95-30)

v. MINOR CONSENT AND NOAs

A child applying on the basis of Minor Consent shall be given a NOA in the office at the conciusion of
the interview/eligibility determination. MC 239V is the appropriate NDA to use for Minor Consent
situations. This NOA has the appropriate section citations pre-printed-on the form. The EW should
advise the applicant/benéficiary to read and destroy the NOA if confidentiality may be compromised due
to their living situation. |

A copy of the MC 239V is attached.

SECTION NO.: 50172, MANUAL LETTER NO.: 145 DATE: July 18, 1925 4U-3
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xre s Agre SROPI - T T
MEDI-CAL - o -
NOTICE OF ACTION
APPROVAL OF BENEFITS
- COUNTY STaws -
— —_ CASE NAME:
: CASE NO.:
DISTRICT:

_ THIS AFFECTS:

Your application for Med-Ca! benefits has been approved.

3

(M)

You are entitied 1o receive Medi-Ca! penefits beginning the first gay of . You will receive 2
Megi-Cal Benefits tuentification Card soon. Do not throw this card sway. This card is good &8s long as you are
engibie for Medi-Cal. Take this piastic Carg to your goctor or other Medi-Cal provider when you request medical
services.

&ummmummwmmyNMamdmmuyum
towart your medicat care. Your share of cost is S begnung . Your share of
cost was computed as foliows:

Gross income

Net Nonexempt income

Mairtenance Need

Excess income/Share of Cos!
Ywm&dwlmmmrfmmamoimwwy The amount that you must pay or

otbhgate 1o the provider wiil be automatcairy computed. Tmngdmmmmmamnsmm
ot Regutanons. Title 22. Secuon 50653.

You are eligible tor Medi-Ca! benefits for only because you have appied tor Mmor Consent
Services ant must reapply €ach month that you need Med-Cal. The reguiatons winch require this acoton are
Catrtorrua Cooe of Regutations. Title 22. Sections 50147.1 and S0163. You will receive a paper Medi-Cal
igemrhcaton card. Take ths Carnd 1o your medical proviger when yYou obtain care for your Minor Consent neec.

" n unu

You are eligible for Medi-Cal beneins for - onty dbecause
. The regutations wiuch reguire s

aczuon are Catitornia Coge of Reguiatons. Title 22. Secuon(s):

You must tring or mail the verification ksted below by or your eligibiity for Medi-Cal
penefns will be discontnued effective the tast day of

The reguianons which require this action are Catifornia Code of Regutations, Tite 22, Section(s):

SECTION NO.: 573, ~MANUAL LETTERNO.: 145 DATE: sy 18, 1005 4U-4
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[4V — MINOR CONSENT MEDI-CAL SERVICES)|

1. BACKGROUND

California Family Code provides that a minor may, without parental consent, receive services
related to sexual assault, pregnancy and pregnancy-related services, family planning, sexually
transmitted diseases, drug and alcohol abuse, and outpatient mental health treatment and
counseling.

Minor consent services are categorized by age as follows:

UNDER AGE 12: AGE 12 YEARS AND OLDER:
e pregnancy and pregnancy-related care e sexually transmitted diseases treatment
o family planning services e drug and alcohol abuse treatment/counseling
e sexual assault services e mental health outpatient care
e pregnancy and pregnancy-related care
e family planning services
e sexual assault services

Methadone treatrnent, psychotropic drugs, convuisive therapy, psychosurgery, and sterilization are
excluded from the services which a minor may receive without parental consent. The
above-named services which a minor may receive on his/her own will be referred to as "minor
consent services.”

The Medi-Cal regulations and procedures are different for minor consent Medi-Cal coverage than
they are for full-scope Medi-Cal coverage in the areas of:

parental informing of the child’s need for medical care,
parental consent to Medi-Cal coverage for the child,
parental consent to medical treatment of the child, and
parental financial responsibility for the child's medical costs.

e & o o

State law provides that persons under 21 years may apply for minor consent services Medi-Cal
without their parents’ consent or knowledge. The statute further provides that the parents shalil
not be required to contribute to the cost of minor consent services. However, the parents’ income
and property must be considered in the eligibility determination for Medi-Cal if the child requests
other medical services not covered under minor consent services.

State law requires that the parents or guardians of a minor receiving outpatient mental health
treatment or counseling, or services for drug or aicohol related problems be contacted and
encouraged to participate in the treatment. The parents or guardian may not be contacted if the
heatth care professional treating the minor believes it would not be advantageous to the minor to
have parents or guardian involved. If the parents or guardian do participate in the treatment, they
are required to pay for their share of any services they participate in - i.e., family counseling or
individuai/couple counseling for the parent(s).

Although all minor consent cases are confidential, the parents' or guardian’s knowledge of their
child’s circumstance in no way affects eligibility for minor consent services, and no contact shall
be directed to the parentis) or guardian(s). A minor must apply for minor consent services.
Parent(s) can not apply on behalf of their minor child. However, one parent may accompany a

- 350147.1
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minor to apply for minor consent services when there is a need or desire to maintain
confidentiality with the other parent. The confidentiality requirement is not waived in this situation.
Notices of Action (NOASs) shall not be sent to the home address, etc.

COUNTY WELFARE DEPARTMENT RESPONSIBILITIES

Minor consent services, other than pregnancy and pregnancy-related services, are supported
with State funds only. California received State Plan Amendment approval to claim Federal
Financial Participation (FFP) for all pregnancy-related services provided through Minor Consent
Services. Effective October 1, 1996, these services are eligible for FFP. For all other Minor
Consent Services, no federal funds are claimed since the income and resources of the minor's
parents/guardians are not considered in establishing eligibility. Therefore, it is critical that the
following criteria be strictly adhered to:

a. Processing of Minor Consent Applicants Under 21 Years Who Are Adults

Persons under 21 years of age who are defined as adults under the definition of
regulation Section 50014 are not eligible for minor consent services and should be
processed for full-scope Medi-Cal.

b. Processing of Minor Consent Applicants Under 21 Years Who Are Not Physically
Living With Their Parent(s).

A minor must be considered living in the home to be eligible for minor consent
services.

If they are away temporarily, i.e., school/college, they are considered living in the home.
If the minor is living temporarily with another relative or friend they are considered living
in their parent(s1 home if their parent(s) are legally and financially responsible for the
minor, i.e.; minor is claimed as a dependent for income tax purposes.

If a public agency has legal responsibility for a minor he/she is not eligible for minor
consent services. If a minor is a Seriously Emotionally Disturbed (SED) child they are
considered living in the home in regard to determining Medi-Cal eligibility. An SED child
may apply for minor consent services. However, minor consent Medi-Cal will not cover
mental health treatment or counseling that is required by the child's Individual
Educational Plan (IEP), whether the SED child is in 24-hour care or a day treatment
program.

C. Processing Minor Consent Eligibility

At the initial intake, and when an annual redetermination is required, a new MC 210 and
21 9 must be completed. If a break occurs in the monthly reapplication for minor consent
services, a new MC 210 and 21 9 OR MC 210A must be completed. Minor consent
applicants are not required to provide their Social Security number (SSN) for
eligibility. If the minor provides his/her SSN at application, the county is not to use
the SSN for screening purposes or for any eligibility determination. To do so would
compromise the minor's confidentiality. Minor consent applicants do not have to provide
the same level of verification as an applicant for full-scope Medi-Cal. Minor consent
applicants are not required to provide any identification. Section 501 67(D)4
exempts the minor consent applicant from this requirement. In addition, Section
501671V3(8) exempts the minor consent applicant from the requirement to verify
pregnancy.

50147.1
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If the minor is employed, they must provide pay stubs. Bank account statements are
required if they own a bank account and have access to the information.

At intake, and every time a minor recertifies for minor consent services (except for
outpatient mental health services, they must complete an MC 4026 (Request For
Eligibility Limited Services). The Eligibility Worker (EW) must review the MC 4026 with
the minor and verify that the information on the MC 210 has not changed. The revised
MC 4026 contains specific rights and responsibilities that the minor must read and sign
upon initial application and all subsequent recertifications.

Minor consent eligibility is for a period of one month. Children receiving minor consent
services, including outpatient mental health services, are required to report changes,
which may impact their eligibility, to their EW in person each month.

d. Identification of Types of Minor Consent Services

Children applying for Medi-Cal minor consent services must specify the type of services
for which they are seeking coverage on the MC 4026. The Department of Health Services
(DHS) has assigned four specific aid codes to reflect eligible minor consent services.
These aid codes are effective September 1, 1997. With the implementation of these

aid codes, the "L" codes previously used are eliminated. Listed below are the aid codes
and categories of service for each:

AID CODE CATEGORY OF SERVICE

™ Restricted to minors who are at least 12 years of age
and limited to sexually transmitted diseases, drug and
alcohol abuse, family planning, and sexual assault
treatment. This aid code is not to be used for outpatient
mental health services. This aid code may have a share
of cost.

7N Restricted to pregnant minors of any age, limited to
pregnancy and pregnancy-related services. This aid
code does not have a share of cost.

7P Restricted to minors who are at least 12 years of age
and limited to sexually transmitted diseases, drug and
alcohol abuse, family planning, sexual assault treatment
and outpatient mental health treatment and counseling.
This aid code may have a share of cost.

7R Restricted to minors under age 12 and limited to family
planning and sexual assault treatment. This aid code is
not to be used for outpatient mental health services or
drug and alcohol abuse. This aid code may have a share
of cost.

50147.1
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When minors present their minor consent Medi-Cal card to a provider, the provider verifies their eligibility
through the Point of Service (POS) network. The eligibility verification system will return a restricted eligibility
service message for the minor consent service entered into Medi-Cal Eligibility Data System (MEDS). The
providers have been directed via the provider manual that minors are entitled to the category of service which
is transmitted via the eligibility verification system. Providers are also informed that minor consent services are
confidential, and parents are not to be contacted regarding their child's receipt of the requested services
(provider manual section 100-24).

e.

Minors Requesting Outpatient Mental Health Treatment and Counseling

Minors requesting outpatient mental health treatment and counseling must submit to the
county welfare department a statement from a mental health professional which states
that the child needs mental health treatment or counseling, the estimated length of time
treatment will be needed. In addition, the statement must specify that the minor meets
both of the following:

[Minor] is mature enough to participate intelligently in the mental health treatment or
counseling, and is one of the following:

(a) In danger of causing serious physical or mental harm to self or others
without mental health treatment or counseling; OR

(b) An alleged victim of incest or child abuse.

For purposes of this section, a mental health professional is: a licensed marriage, family and
child counselor; licensed clinical social worker; licensed educational psychologist;
credentialed school psychologist; clinical psychologist; licensed psychologist; or psychiatrist.

The MC 4026 does not have to be signed each month that the minor is eligible for
outpatient mental health services. The minor consent case may be approved each month
that is covered in the statement provided by the mental health professional indicating the
length of the treatment plan. However, as in all minor consent cases, the minor must
been seen and the case must be approved each month and a NOA must be issued.
The MC 239V NOA should be used for all minor consent cases.

Minor Consent Medi-Cal Card

Minor consent beneficiaries receive a paper ID card that is good for one year from the date of
issuance. Counties should not have to issue a new card when a minor reapplies for minor
consent services unless it has been 12 months since the last date of issuance, or if the card is
lost. When continuing or re-opening a minor consent case the issuance of the Medi-Cal card
can be suppressed by typing "LOGS" at the card issue site on the EW 15 screen.

A separate minor consent case does not need to be opened for minors who are already
included in a public assistance case; a Medi-Cal Family Budget Unit (MFBU) with no share of
cost, or for minors who apply for and receive Aid to Families with Dependent Children (AFDC)
cash on the basis of pregnancy. In addition, if a minor is covered under a Managed Care plan
the minor should be referred back to the plan for treatment unless the minor is requesting
drug/alcohol abuse treatment or mental health treatment. If the minor is enrolled in a Managed
Care plan and the minor requests drug/alcohol abuse or mental health treatment, a minor
consent application should be taken and processed.

50147.1
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If the minor is included in an MFBU with a share of cost, issue the minor a minor consent
Medi-Cal card. If the minor is included in a MFBU without a share of cost, issue a paper
immediate need card. If a minor requests services related to pregnancy, the unborn is
included in the MFBU as an aided child. The maintenance need for two is used. Once the
child is born the minor mother must apply for full-scope Medi-Cal for the child if Medi-Cal
coverage is desired for the child. There is no continuing eligibility for the minor's child under
minor consent services. A new case must be established for the minor's child. The minor
parent is then an ineligible member of the child's MFBU.

g. Reporting of Minor Consent Eligibles

To assure confidentiality, MEDS requires that all minor consent Medi-Cal identification cards
be issued by an on-line transaction on a MEDS terminal using pseudo numbers rather than
actual SSNs. To ensure that minor consent applicants/beneficiaries do not receive mailings
from DHS, the county welfare department must not submit a home address to DHS via
MEDS.

h. Other Health Care Coverage

If the minor is included in their parents' MFBU and the child's parent(s) have other health care
coverage (OHC), the county must remove the OHC code from the minor's paper immediate
need card. County departments shall not report other health care coverage information for
children who are applying for minor consent services unless the minor has his/her own OHC
through and employer or other accessible source.

If an immediate need card is being issued to the minor based on the parent's Medi-Cal case
and the minor has an OHC code on MEDS, the county is to use the EW 15 transaction which
will immediately and permanently remove the OHC code for that individual. This will avoid any
situation in which the Health Insurance System (HIS) will reassert the OHC prior to the minor
receiving the limited service that they are seeking. If there is no further need for a limited
service, the county will have to reenter the OHC prior to the next month of eligibility on MEDS.
This action assures assure that services are correctly tied to the OHC.

i. Confidentiality and Child Abuse Reporting Requirements

State law and regulations on minor consent services prevent the county welfare department
from contacting the parents of a child applying for minor consent services only. The Child
Abuse Reporting Law requires the county welfare department to report suspected child abuse
to child protection agencies, law enforcement agencies, and agencies responsible for
investigation of cases involving dependent children. County welfare workers should make
reports as required by Penal Code Section 11166.

3. Medi-Cal Provider Responsibilities

California regulations, Title 22. Section 51473.2 states that providers may render services to
minors without parental consent only if:

(1) Those services are related to a sexual assault, pregnancy and pregnancy related, family
planning, drug or alcohol abuse, sexually transmitted diseases, or outpatient mental health
treatment and counseling; OR

(2) The minor is living apart from his/her parent(s) and neither the parent(s) or a public agency
will accept legal responsibility for the child.

50147.1
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4. DHS Responsibilities == Beneficiary Explanation of Medi-Cal Benefits Statements (BEOMBS)

DHS will take necessary precautions to assure that children receiving minor consent services will
not receive BEOMBS (see Medi-Cal Eligibility Procedures Manual, Section 16-D). The Department
does not send a BEOMB for any beneficiary who received a sensitive service (i.e.; abortion, drug
and alcohol counseling, etc.). Therefore, minors who are issued a paper card copy on their parents'
case should not receive a BEOMB.

50147.1
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S of Caltumio-deith sng Wallare Ageacy . O of Mtk S

REQUEST FOR ELIGIBILITY LIMITED SERVICES

Beme of Agutcant (e, Fest . FOR COUNTY USE ONLY-Stans Mambar -

Cannty Ald Sesial dumber B Pursen Ne.
I]]llthllJ‘ti
PART A.
| need/continue to need services related to: (Please check one or more of the following.)
UNDER AGE 12 AND OLDER: AGE 12 YEARS AND OLDER:
1. O Sexusi Assault 3. O Sexually Transmitted Diseases
2, =] PregnancyorFamilyP!anﬁng. 4. 0 Drug or Alcohol Abuse

5. O Outpatient Mental Health®
'nmmwmm,ammammwmm
you mest the requirements for those services must be presented to your Efigibility Worker.

PART B.
1 am requesting medical assistance for the month of: /
Month Year
O 1 choose to receive my Medi-Cal card immediately upon signing this form.
OR O | request that my Medi-Cal card be sent to the following address:

Stset Number City ZIP Code

PART C. RIGHTS AND RESPONSIBILITIES
1. 1 understand that | will receive a paper Medi-Cal ID card that is good for one year from the issue date

on the card. This card is for identification only and does not verify eligibifity.

2, § understand that my eligibifity is good for one month, and each month | need Minor Consent medical
’ services | must come back into the welfare department to recertify my efigibility to at least one of the
above services. To allow time for my eligibility worker to process my recertification, | must come in

and complete this form as soon as | know | need to see a doctor or need medical care.

3. 1 understand that if any of the foliowing occurs | must tell my eligibility worker at my next interview
when | recertify my eligibility:
a. 1 move out of my parent’s/guardians’ house.
b. I get married.
c. My parent(s) stop supporting me or declaring me as a dependent for tax purposes.
d. | get a job or quit working.
e. | acquire some property; i.e.; bank accounts, automnobile, stocks, bonds, trust funds, etc.
f. 1 give birth or my pregnancy ends for any reason.

4. | will receive this card and the medical services | have requested without my parents/guardian being
comtacted.

“Swnaure of Appicant T Oats
Date

-?quun ofm

MC 4026 (11/95)
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g L Duptuns 45 SRS Sasem
MEDI-CAL P 1
NOTICE OF ACTION
APPROVAL OF BENEFITS
L -
Scumry Swem:
—_— — CASE NAME:
CASE NO.:
L - THES AFFECTS.

Your appication for Medi-Cal benefits has been approved

|

L

You are entted 10 recenve Med-Cal benetits Degmmnng the frst @y ©f . You will recwive 3
Medi-Cal Barwfits identiication Card soon. Do not throw this card awsy. Thes card 13.good 23 10ng 83 YOU are
ehpitle Ky Meti-Cal. Take thus plastc CEra 10 your SOCIOr Or Other Medi-Cal provider when you fequest medical
Services.

Sincs your ICOMe exTeeds e AMCUNt SHOWSS 10f VNG EXDENSES, YOU Nave 3 Share of COST 1o pay O Cbgate
TOWSrS your meacal care. Your shrs ot cost s §, begnng . Your share of
COSt wRS COmpUNd as follows:

Gross income

Net Nonsxempt income

Maxuenance Nesd

Excess income/Share of Cost
Your plaste care wall Show your prowder i you have 3 share of cost 10 pay. The amount that you must pay o

mumwuumymtmmmmmmsmm
of Reguiabons. Tile 22, Secuon S0653.

You sre shgie for Med-Cal benetits for only DECAUSE YOu Fave apphed for Minor Consent
Services Sna mMust f8aDPYy SICH MONTH that you need Med-Cal The reguiatons whath reurrs Uus achOn Bre
cmmcoumnmfmnwmslv.‘msoxm.vwwmamm
Ioenticaton card. Take ths Card 10 yOUT MAdICal DIOWOEr when you obtam care K your Minor Consent need.

“w e nn

You are ehguble for MednCal Denetes tor i _ only becsuse
. The regutabons wiuch require thes

acnon are Cantorrea Cooe of Regutanons. Title 22, Sechonts)

mmmww'mmwmw or your aligbeity for Medi-Cal
Denehts will Dy SCONUNUEd siectve the st aay of

TMWMMMMmMCmMWTu&m

[T — (~

WC S ol - e
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4X-Single Point of Entry Processing and
Referrals to/from the Healthy Families Program

BACKGROUND

Welfare and Institutions (W&I) Code Section 14011.1 mandates a simplified
Medi-Cal application package and mail-in process for pregnant women and
children. The intent of this law is to provide easy access for this population to
apply for and receive Medi-Cal benefits as quickly as possible. A joint mail-in
application (MC 321) for the Healthy Families Program (HFP) and Medi-Cal for
Children and pregnant women was developed. The joint application is mailed to
a single administrative vendor to be screened for income eligibility. This entity is
referred to as the Single Point of Entry (SPE). The SPE administrative vendor is
also the enrollment vendor for the HFP and in that role is referred to as the
Healthy Families Administrative Vendor (HFAV). Because the application
process between SPE, the HFP, and counties has evolved over the past several
years, the purpose of this section of the procedures is to provide counties with a
comprehensive guide to the current SPE and HFP policies and procedures.

The Application
A. Application Formats
1. MC 321

The HFP/Medi-Cal for Children and Pregnant Women application
(MC 321) is a mail-in application, to be used in lieu of the MC 210.
The MC 321 is available in ten languages (English, Spanish,
Vietnamese, Cambodian, Hmong, Armenian, Cantonese, Korean,
Russian, and Farsi). Counties may request the application in these
languages using the HFP/Medi-Cal application order form available
on the California Department of Health Services (CDHS) website.
The website address is as follows: www.dhs.ca.gov/mcs/medi-
calhome/HFApp.htm.

2. Health-e-App

Health-e- App (HeA) is a web-based application designed to
parallel the MC 321 application process. HeA is available for use
by Certified Application Assistants (CAA) and counties. It is not
available for use by the general public. Applying with HeA is a
two-step process. The first step is completing the application
information via a secured Internet site as text data. The second

SECTION NO.: MANUAL LETTER NO.: 303 DATE: 06/19/06 4X -1
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step entails faxing all supporting information and signature pages to
fax servers at SPE. The CAAs are to fax the signature page and all
supporting documentation within 24 hours from the time they
transmit the HeA. The above timelines are to allow the SPE to
send all information together to the CWD.

3. Telephone application

Application by telephone is a third way an applicant can complete
the MC 321. The applicant can call SPE at 1-800-880-5305 and
have a customer service representative electronically complete the
application. The form is mailed to the applicant for signature. The
applicant will need to confirm that the information is correct, sign
the application, and mail the application back to SPE along with
copies of the required documents, such as proof of income and
deductions, proof of citizenship/immigration status and the first
month’s premium.

B. Opt-Out

The MC 321 application informs applicants that based on the information
submitted the children will be enrolled in the program they qualify for. A
guestion on the MC 321allows applicants an opportunity to choose to enroll
in only Medi-Cal or only Healthy Families by checking the box of the
program they do not want to be enrolled in. This is considered “opting-out”.

C. Assistance with the application

If applicants need help in completing the application, they may call 1-800-
880-5305 to receive help in their language. Operators at the toll free
number can also provide applicants with the name and telephone number
of a trained CAA in their community.

[I. SCREENING PROCESS AT THE SINGLE POINT OF ENTRY FOR MAIL-IN
APPLICATIONS

A. Processing Timeframes

SPE has four business days to screen the initial application to no-cost
Medi-Cal or HFP. This includes contacting the applicant for additional or
missing information (if necessary for file clearance), file clearance,
reporting Accelerated Enroliment (AE), if applicable, and transmitting
application information to Medi-Cal Eligibility Data System (MEDS). If
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enough information is available to screen to no-cost Medi-Cal, but not
enough information is available to assign a Client Index Number (CIN), the
application is forwarded to the County Welfare Department (CWD) without
AE being issued. If there is not enough information to screen the
application to no-cost Medi-Cal, the application is forwarded to HFP for
additional research.

B. Screening Process Description

1.

SPE Mailroom Operations

Applicants submit the MC 321, joint application form, in a
pre-addressed envelope to SPE. Once received at the SPE
mailroom, the application and all accompanying documents are
assigned a document control number (DCN) stamped with the date
of receipt and are electronically imaged (scanned) into the vendor’s
automated system. Applications processed through the web-based
HeA are electronically transmitted to SPE, and are processed
identically to the paper mail-in applications that are scanned into
the system, with the exception that the date does not appear on the
HeA application. Instead the date of receipt appears on the cover
sheet entitled, “Maximus Document Separator Sheet” that
accompanies the application.

Screening Procedures

a. Initially, SPE screens all applications for the age-appropriate
no-cost Medi-Cal, Federal Poverty Level (FPL) program for
infants and children. The SPE income screening process is
based on Section 8F-11 of the Medi-Cal Eligibility Procedures
Manual (MEPM) and includes establishing the Medi-Cal
Family Budget Unit (MFBU), responsible relative
determinations, and income calculations applying all Medi-Cal
income deductions.

b. To screen for no-cost Medi-Cal, SPE conducts an age and
income screening only, based upon the information stated
on the application. The screening does not review
immigration status. Income documentation, if provided with
the application, is used for the income screening. Also, if the
child’s birth certificate is provided, it is used to determine the
age and paternity of the child.
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C. The SPE screening does not verify information that is
provided by the applicant, such as income or immigration.
SPE is not required to verify any of the information provided
with the application. It is possible that sibling children on the
same application will not be screened to the same program.

Note: Itis the responsibility of county Medi-Cal staff to
request any required verifications from the applicant for
children screened to Medi-Cal, and the responsibility of HFP
staff to request any required verification from the applicant
for children screened to the HFP.

File clearance

SPE conducts a file clearance on each applicant child and pregnant
woman, following guidelines provided by CDHS. SPE does not
request Social Security Numbers (SSN) or cards. If the SSN is
provided, it is used in the file clearance process. Based on the
results of the file clearance, SPE either assigns a CIN to individuals
that do not have a CIN, or uses an existing CIN for individuals
known to MEDS. If file clearance results in multiple CINs for an
individual, designated staff research the records and complete a
MEDS transaction to combine the duplicate records.

Accelerated Enrollment (AE)

If the screening process indicates potential eligibility for no-cost
Medi-Cal, and there is no current or future month eligibility on MEDS,
SPE reports AE eligibility to MEDS. AE coverage begins the first day
of the month in which the child was screened to no-cost Medi-Cal
and will continue until the CWD makes the final determination. SPE
cannot discontinue AE.

Applications Forwarded to the Counties

The HeA and supporting documents are intended to be mailed
together. SPE forwards a transmittal, the original mail-in
application or a copy of the HeA application and all supporting
documents received with the application to the county of residence
in any of the following circumstances (See Section F for detailed
information on transmittals). However, if SPE did not get the
supporting documentation timely, the application will be mailed first
and then SPE sends the verifications to the CWD as soon as they
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received. The field “Date original application forwarded to CWD” is
entered on the transmittal.

a. The screening process indicates potential eligibility for no-cost
Medi-Cal for any of the applicant children and the applicant did
not opt-out of Medi-Cal. These children will have an “M” in the
“Screened for” field on the detail transmittal form.

b. Children age 19-20 applying for benefits.

C. Question number 16 on the joint application, "I do not want
Healthy Families" is checked.
d. Question number 34 on the joint application, “Are any family

members who are living in the home pregnant?” is marked
yes or Section 2, questions 17-32 are answered under the
last column marked, “Pregnant Woman”.

e. Question number 36 on the joint application, "Do any of the
people listed in this section, or any of the parents listed in
Section 2, want Medi-Cal" is marked yes.

f. Question number 49 on the joint application, “Does the
pregnant woman and/or child want to apply for Medi-Cal
coverage for any expenses in the last three months?”
(Retroactive Medi-Cal) is marked yes.

NOTE: In some instances, SPE screens all of the applicant
children to the HFP, but because the parents or older
siblings want Medi-Cal, or there were medical expenses in
prior months and retroactive Medi-Cal is requested, the
application is forwarded to the county of residence. The
"screened for" indicator on the detail transmittal for those
children screened to HFP will be set to 'H.' The CWD does
not need to determine Medi-Cal eligibility for these children.
The county should only explore Medi-Cal eligibility for other
family members, and/or retroactive Medi-Cal. No paperwork
should be returned to the HFP.

6. Transmittals

SPE sends a detail transmittal with each application forwarded to
counties. A transmittal is a computer-generated form, which gives
detailed information for the reason each application is referred to the
CWD by SPE and the outcome of the income screening for each
person that requests health coverage. The application date is the
date received at SPE. This date is found on the detail transmittal.
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See Section F below for an explanation and detailed description of
the transmittal process.

Applications Forwarded to HFP

SPE forwards to the HFP the application and supporting
documentation received with the application for applicants up to
age 19 that did not opt-out of HFP in any of the following
circumstances:

a. Any child(ren) with countable income above no-cost Medi-Cal
limits.

b. A pregnant child up to age 19 with countable family income
over the 200 percent Federal Poverty Level (FPL).

C. Question number 16 on the joint application, "I do not want
Medi-Cal" is checked.

d. A county returns an application with the determination of not

eligible to no-cost Medi-Cal.
Notification

SPE sends a letter to applicants advising them that their application
was forwarded to the CWD of residence for a Medi-Cal eligibility
determination, to the HFP or both CWD and HFP. If the child is
granted AE, a Benefit Issuance Card (BIC) and information on how
to utilize Medi-Cal services are sent to the family.

C. Program Opt-Out Actions

1.

Healthy Families Opt-Out

If the opt-out question of the application indicates that HFP is not
desired, SPE does not conduct an income screening, however,
SPE will conduct a file clearance, assign a CIN for each applicant,
screen for AE and forward the application and all supporting
documentation to the CWD of residence. The county must process
the application even if the income is too high for no-cost Medi-Cal.
The county must then make a share-of-cost Medi-Cal
determination, including a property evaluation. In this instance, the
county should explain to the applicant that the children might be
eligible to HFP, and ask them to reconsider their choice. This
consent can be either a signed statement or a verbal request. The
written authorization from the applicant must accompany the
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application. If the applicant’s consent to have the application
forwarded to the HFP is verbal, the CWD should record this in their
Medi-Cal record and also indicate this in the '‘Comments' section of
the transmittal and send it to the HFP. Because the HFAV has the
application and documentation scanned into its automated system,
the county does not need to return the application or paperwork
that accompanied the transmittal from SPE/HFP. The county
should include any new verification, the budget sheet and/or NOA.

Medi-Cal Opt-Out

If the opt-out question of the application indicates that

Medi-Cal is not desired, SPE will forward the application to HFP.
HFP requests any necessary information and verifications in order
to complete an eligibility determination. If the eligibility
determination finds the applicant potentially eligible to no-cost
Medi-Cal, HFP sends a letter to the applicant asking that Medi-Cal
be reconsidered. The applicant has 90 days in which to reply to the
reconsideration letter. If the applicant returns the reconsideration
letter consenting to forward the application to the CWD within 90
days, the HFP evaluates for AE eligibility, forwards the original
application, the signed reconsideration letter, and all the supporting
documentation to the CWD. The Medi-Cal application date is the
“date referred” on the detail transmittal. If the reconsideration letter
is received beyond the 90 days, the applicant will need to submit a
new application with current verification.

D. County Responsibility

1.

Processing Timeframes

The CWD has 45 days to make a Medi-Cal eligibility determination.
The Medi-Cal application date is described in Section F below.

Eligibility Determination

NOTE: SPE does not require verifications when screening
applications. If the applicant sends in verification, it will be used in
the screening process. If no verification is received with the
application, SPE will screen children based on income amounts
listed on the application.
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Upon receiving an application from SPE or HFP, the CWD is
responsible for completing the Medi-Cal eligibility determination
based upon Medi-Cal regulations. Counties are to determine
eligibility for children and pregnant women without delay. If other
family members request Medi-Cal, the CWD is not to delay the
determination for children and/or pregnant women while obtaining
the necessary information from the other members. If additional
information is needed for an accurate eligibility determination, the
CWD shall use information/verification contained in open public
assistance (PA) case records and/or case records closed within the
last 45 days. If the above is not available, then the CWD shall
gather all required information/verifications from the applicant. The
county must report the outcome of all applications (grants and
denials) to MEDS in order to shut down the AE or Child Health and
Disability Prevention (CHDP) Gateway eligibility.

The CWD must request any necessary information from the
applicant for other family members requesting Medi-Cal or
retroactive Medi-Cal and complete the determination based upon
Medi-Cal regulations.

Rights and Responsibilities

The MC 321 contains a short list of Medi-Cal Rights and
Responsibilities. Counties must send the applicant an MC 219
upon receipt of the referral from SPE. A returned, signed copy of
the MC 219 is not required; however, the counties must document
that the MC 219 was mailed and the date mailed in the case file.

Immigration Status

Question 25 on the MC 321, asks if the person requesting coverage
is a U.S. citizen or National? If the question is answered “no,” the
applicant must provide verification of his/her satisfactory
immigration status (SIS). The verification may be sent in with the
MC 321 or within 30 days. If counties have all other information
necessary to make an eligibility determination and the child is found
to be otherwise eligible for no-cost Medi-Cal, the child must be
approved for Medi-Cal with full-scope benefits. Once the
verification of SIS is received, the CWD must run the Systematic
Alien Verification for Entitlements (SAVE). SAVE will ultimately
determine an alien’s immigration status. If the immigration
verification is not received within the 30 days, the CWD shall
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reduce benefits to restricted scope coverage after a ten-day notice

of action period. If the CWD receives verification that the applicant
is not eligible to full-scope Medi-Cal, the CWD shall issue a ten-day
notice and reduce benefits to restricted scope coverage.

Brochures/Forms

The following program brochures/forms are not included with the
revised mail-in application and instructions. Upon receipt of the
mail-in application, counties are to send the following
brochures/forms to the applicant:

The CHDP Informational Publication.
MC 007 “Medi-Cal General Property Limitations.”
Medi-Cal Brochure (Pub 68)

MC 003 Early and Periodic Screening, Diagnosis and
Treatment (EPSDT) Brochure.

The above items may be mailed at the same time as the MC 219.
Application tracking

W&I Code Section 14011.9 mandates the department to issue
instructions to CWDs via an all-county letter to establish an
automated system for tracking the status of applications received
by a CWD via SPE. As a result, All County Welfare Directors Letter
(ACWDL) 03-08 instructed counties to submit separate transactions
for each individual listed on the application. Two MEDS
transactions are designed for this purpose, AP18 and AP34.

a. AP18 — Reports the receipt of an application. In instances
where the CWD can determine the disposition of the
application at the point of initial processing (e.g., denial due
to duplicate application), the denial/referral can be submitted
via the AP18.

b. AP34 — Updates pending application information, reports the
denial of an application or updates the status on a pending
application previously reported to MEDS via an AP18. This
transaction is also used to report a HFP referral.

County Returns to SPE
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If after making the determination, the CWD finds that the child(ren)
is not eligible for no-cost Medi-Cal, the CWD is to return the
Healthy Families Administrative Vendor (HFAV) Transmittal Form
with the “County Response Area” completed and the necessary
enclosures. The only exception to the above are undocumented
children. These children do not meet the eligibility criteria for HFP.
See Section F of this procedures manual below for an explanation
and detailed description of the transmittal process.

V. HFP ACTIONS

A.

Processing Timeframes

HFP has ten calendar days from the date the application is received from
SPE to complete the application review of a complete application and 20
calendar days from date of receipt for applications needing further
information or documentation (i.e., incomplete applications).

Applications screened to the HFP by SPE

In order for the HFP staff to determine eligibility for the HFP, all the
necessary verifications, health plan choice, and premium payments must
be processed prior to HFP enrollment. Once eligibility has been
established, health coverage begins in ten calendar days. Once eligibility
is established, children are covered for 12 months unless the child turns
19, is disenrolled for nonpayment of premiums, or the family submits a
written disenrollment request. If eligibility is not established within 20
calendar days from the date the application was received by HFP, the
applicant is denied HFP and the applicant is sent the appropriate denial
letter with appeal rights.

Initial applications forwarded to the CWD by the HFP

If the HFP determines that one or more of the children are potentially
eligible for no-cost Medi-Cal, the application and supporting documents
will be forwarded, under cover of a transmittal, to the CWD of residence.
If all factors have been met for AE, the children’s AE eligibility will be
reported to MEDS by SPE. The Medi-Cal application date is the date the
application was received at SPE. This date is found on the detail
transmittal.

Annual Eligibility Review (AER)
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Each year the family must submit an AER packet in order for the HFP to
make a redetermination of eligibility. HFP mails the packet not more than
75 days and not less than 60 days prior to the subscriber’s anniversary
date with the program. The due date displayed on the AER packet is the
subscriber’s anniversary date in the HFP. AER packets are generally
accepted all the way up until the last day of the anniversary month. If at
AER, the HFP determines that one or more of the children are potentially
eligible for no-cost Medi-Cal and the family authorized the AER to be sent
to Medi-Cal, the AER application and supporting documents will be
forwarded, under cover of a transmittal, to the CWD of residence. These
children will receive two months of Bridging. The Bridging program
provides an additional two months of HFP for the child(ren) thus allowing
the CWD time to make a Medi-Cal determination. The Medi-Cal
application date is the “Date referred” on the detail transmittal.

E. Add-A-Person Applications — non-AER

Sometimes, an Add-a-Person application is received at the HFP during
the 12-month eligibility period, not at the AER, and the children screen to
no-cost Medi-Cal. In these instances, if the family authorized the
application to be sent to Medi-Cal, the Add-a-Person form, the last
application or AER on file with HFP, and all supporting documentation will
be forwarded to the CWD of residence. If all factors have been met for
AE, this eligibility will be reported to MEDS by SPE. The Medi-Cal
application date is the date the add-a-person application was received at
HFP. This date is found on the detalil transmittal. Only the person on the
add-a-person form will be evaluated for eligibility.

F. Add-A-Person Applications — AER

An Add-a-Person application can be received at HFP with the AER
packet. This may cause all the children or some of the children to be
screened to no-cost Medi-Cal. In these instances, if the family authorized
the application to be sent to Medi-Cal, the Add-a-Person form, the AER,
and all supporting documentation will be forwarded to the CWD of
residence. If all factors have been met for AE, this AE eligibility for the
added child will be reported to MEDS by SPE. The other children on the
AER form who are determined to have income below the HFP income
level will be granted an additional two months of Bridging HFP coverage
while their application is forwarded to the CWD or the Reconsider Medi-
Cal letter is sent. The Medi-Cal application date is the “Date referred” on
the detail transmittal.

SECTION NO.: MANUAL LETTER NO.: 303 DATE: 06/19/06  4X-11




MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

Re-enrollment Form

If a child is disenrolled from HFP, the family may complete a
re-enrollment form within 60 days of disenrollment. HFP disenrollment
always occurs on the last day of the month. The re-enrollment form must
be accompanied by proof of income and deductions as well as the first
month’s premium and any past due amount. If the HFP determines that
one or more of the children are potentially eligible for no-cost Medi-Cal,
and the family authorized the application to be sent to Medi-Cal, the
re-enrollment form, the last application received and all current supporting
documents will be forwarded, under cover of a transmittal, to the CWD of
residence. If all factors have been met for AE, the children’s eligibility will
be reported to MEDS by SPE. The Medi-Cal application date is the “Date
referred” on the detail transmittal.

Premium Re-evaluation Form

At any time of the year, a member may ask for a Premium
Re-evaluation Form in order to request HFP to reevaluate the monthly
premium. This form must be accompanied by proof of income and
deductions. If the HFP determines that one or more of the children are
potentially eligible for no-cost Medi-Cal and the family authorized the
application to be sent to Medi-Cal, the Premium Re-evaluation, the last
application or AER form received and all current supporting documents
will be forwarded, under cover of a transmittal, to the CWD of residence.
The children who have been on HFP will be bridged for two months in
order to allow the CWD adequate time to make an eligibility determination.
The Medi-Cal application date is the “Date referred” on the detalil
transmittal.

V. CWD Forwarding to HFP

A.

New applications

If the CWD determines that the applicant child(ren) is eligible for share-of-
cost Medi-Cal or is denied Medi-Cal, the family income is below 250
percent FPL and the parent/caretaker consents, then the case will be
forwarded to the HFP. The most current application, supporting
documents, copy of the NOA sent to the client showing the SOC amount
or denial reason and a copy of the Medi-Cal Budget Computation
Worksheet (unless the complete budget computation is found on the NOA)
will be forwarded, under cover of a transmittal, to the HFP.
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VI.

Redeterminations

If at the annual redetermination the family’s income is found to be above
the child's FPL for no-cost Medi-Cal, but within the HFP income
guidelines, and the applicant authorizes the application to be forwarded to
HFP, then the CWD will forward the application to the HFP. The packet
must include the most current application, supporting documents, copy of
the NOA sent to the client showing the SOC amount and a copy of the
Medi-Cal Budget Computation Worksheet (unless the complete budget
computation is found on the NOA) under cover of a transmittal, to the
HFP. These children will receive one month of Bridging. The Bridging
program provides an additional month of no-cost Medi-Cal for the
child(ren) thus allowing adequate time for the child to apply for HFP.
Note: If the family has given the CWD authorization to forward the
application to HFP, the CWD must forward the application to HFP for a
determination and not request the family to send in a new application to
the HFP.

TRANSMITTALS

Transmittal forms are the main form of communication between SPE, HFP, and
the CWDs. For this purpose there are four transmittals. They are the HFAV
Summary Transmittal; HFAV Detail Transmittal; County Summary Transmittal,
and County Detail Transmittal. Below are instructions on completing and reading
each of the transmittals.

HFAV Summary Transmittal
1. Description

This is a computer-generated summary of all applications being
referred to the CWD. The CWD shall review the HFAV Summary
Transmittal for accuracy prior to assigning the cases. If CWDs
discover a discrepancy between the number of applications listed
and the actual applications sent, the CWDs are to contact the SPE
Liaisons immediately (See Section G below regarding SPE
Liaisons).

2. Explanation of Fields

County Name This identifies the County to which the
applications belong. Please review the
transmittal to ensure the county identification is
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correct. If it does not belong to your county,
please return it immediately to:

Healthy Families

Attn: SPE

P.O. Box 138005

Sacramento, CA 95813-8005

ii. | Courier Number | SPE use only.

iii. | Total Apps Total number of new applications (same as
intake at CWD).
iv. | Total PREs Total number of cases determined to be

potentially eligible to Medi-Cal at the time the
Premium Re-evaluation form is evaluated.

v. | Total AERs Total number of cases determined to be
potentially eligible to Medi-Cal at the Annual
Eligibility Review (same as redeterminations at

CWD).

vi. | Total AAPs Total number of add-a persons (same as
CWD).

vii. | Total Addl Total number of cases having sent in additional

information or verification since the original
application was forwarded to the CWD.

viii. | Total Grand total of applications sent and should be
Transmittals the total of above 5 categories (ii-vii).

iX. | Family Number | Thisis the SPE/HFP case number. Itis also
(FMN) known as the Case Control Number (CCN).

This number is needed when CWDs contact
HFAV with questions regarding a case. This
FMN can also be used as a search option in
MEDS via IAPP screen to track an application.

X. | Transfer Type Specifies the type of document, such as new
application AER, AAP, Addl...or Pre

xi. | AE Eligible A “Y” in this column means the child was
granted AE.

xii. | DCN Document Control Number (DCN): a tracking

number used by SPE

B. HFAYV Detail Transmittal

1. Description
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This is a computer-generated form that accompanies each
application referred to the CWD by either SPE or the HFP. The
transmittal is a summary of each application sent and advises the
CWD how the application was screened by summarizing items,
such as how each person is screened, the family composition, and
income used.

2. Explanation of fields

a. Case Level Information

County Name This identifies the designated County. Please review
the transmittal to ensure the county identification is
correct. If it does not belong to your county, please
return it immediately to:

Healthy Families

Attn: SPE

P.O. Box 138005

Sacramento, CA 95813-8005

Date original If this field contains a date it is because SPE or the
application HFP had previously sent the original application.
forwarded to SPE/HFP are now forwarding changes, new

CWD verification or new information on one or more
members of the application. Use this date to track
when the original application was forwarded to the
CWD.

Case Control This is the same as the FMN on the Summary
Number (CCN) Transmittal. This is the SPE/HFP case number.

Date Received This is the date SPE received the original
application. Use this date as the Medi-Cal
application date for new applications and for Add-
A-Person applications not associated with the
AER.

Date Referred This is the date the HFP determines an application
should be referred to Medi-Cal. Use this as the
Medi-Cal application date for HFP AER, Add-a-Person
applications associated with the AER, Premium
Re-evaluation Form, Re-enrollment Form and when a
family opts out of Medi-Cal and then signs a
reconsideration letter.
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Opt-out of HF

Y= Family does not want HFP. The county must
process the application even if the income is too high
for no-cost Medi-Cal. The county must then make a
share-of-cost Medi-Cal determination, including a
property evaluation. The county should explain to the
applicant that the child(ren) might be eligible for the
HFP, and ask if they want to reconsider their choice.
The family’s consent can be either a signed statement
or a verbal request. If the consent to have the
application forwarded to the HFP is verbal, indicate
this in the '"Comments’ section of the transmittal and
return it to the HFP.

Unlisted Member
Wants Medi-Cal

Y= Question number 36 on the joint application, "Do
any of the people listed in this section, or any of the
parents listed in Section 2, want Medi-Cal" is marked
yes. The CWD will make a Medi-Cal determination for
these individuals.

N = No other family members are requesting Medi-Cal.

Retro MC
Requested

Y = Question number 49 on the joint application,"
Does the pregnant woman and/or child want to apply
for Medi-Cal coverage for any expenses in the last
three months?” (Retroactive Medi-Cal) is marked yes.
The CWD will make a determination for retro Medi-Cal
based on the regulations for retro Medi-Cal.

N = Applicant is not requesting retro Medi-Cal.

Type

This designates the type of application being
forwarded:

SPE: A new case that was screened to Medi-Cal
through Single Point of Entry.

HF: A case that was screened to Medi-Cal by an
Eligibility Enrollment Specialist (EES) through Healthy
Families (This would include initial applications
screened to HFP originally but further verification
screens them to Medi-Cal, Re-enrollment).

AER: This case was screened to Medi-Cal during the
Annual Eligibility Review.

ADD: This case was screened to Medi-Cal while an
Add-a-Person form was worked on by HFP.

PRE: This case was screened to Medi-Cal while a
Premium Re-evaluation form was worked on by HFP.
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b. Individual Level Information

Member

Numeric number assigned to each member of the
application. (Same as person number in the CWD).
1=Applicant

2-99 All other persons

CIN#

This is the Client Identification Number (CIN) that SPE
has assigned to this individual.

Names

Last Name; First Name; Middle Initial: This should list
all the names of individuals listed on the application.
CWD should review for accuracy.

Relation to
Applicant

This indicates the individual’s relationship to the
applicant as determined by SPE or HFP.

1 * | Applicant’s child M * | Adopted child

2 * | Second adult's N Niece or nephew
child

3 * | Significant other @) Other

A Aunt or uncle P Parent

B Step-child Q * | Cousin

C Common child S Spouse

D * | Son or daughter- | T Stepfather
in-law

F Foster child U * | Unborn

G Grandparent Vv Stepmother

H * | Dependent of a W Ward
minor dependent

J Brother or sister X * Ex-spouse

K Grandchild Y Self
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L Legal
guardianship

Date of Birth

The date of birth for each individual. CWD should
review for accuracy.

SSN

The social security number for each individual, if
provided. CWD should review for accuracy.

Screened for

This field indicates which program the individual has
been screened to:

M = Medi-Cal

H = Healthy Families

N = Not screened to either program

Pregnant
Indicator

Y = Question number 34 on the joint application, “Are
any family members who are living in the home
pregnant?” is marked yes or Section 2 questions 17-32
are answered under the last column marked,
“Pregnant Woman”.

N = Not pregnant

Counties shall expedite eligibility determinations
for all preghant applicants.

AE Start Date

Effective date of Accelerated Enroliment. The AE
effective date is the first day of the month in which
eligibility is determined. This eligibility is only
terminated when the county reports a Medi-Cal
eligibility determination (approval or denial) on
MEDS.

Budget Unit

The budget unit the individual belongs to per SPE/HFP
screening.

* These relationship codes are not used at this time. CDHS will advise county staff if
these codes will be used in the future.

C. Income/Budget Unit Section

Member The member number to whom the income is
associated.

Frequency of A = Weekly

Income B = Bi-weekly
C= Bi-monthly
D = Monthly
E = Yearly

Type of Income

SPE/HFP assigns a number or letter to each type of
income.
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1 Employee pay G | RSDI
stub

2 Federal tax form H | Veterans

3 Award letter [ Railroad Retirement

4 W2 (not accepted |J | SDI

by HFP)

5 Bank statement K | Worker’'s
with direct deposit Compensation

6 Employer L | Unemployment
statement

7 Quarterly P&L M | Pension/retirement
statement

8 NOA N | Grants

9 Child support O | Settlements

A Alimony P | Gift

B SSA Q | Lottery/bingo

C Self-employment R | Other
statement (not
accepted by HFP
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F Affidavit

Income Type The gross amount of income associated with this

Amount member, income type and frequency as determined
by HFAV.

Budget Unit The Budget Unit number that HFAV associates with
the corresponding income and individual. Not used
by CWD.

Family Size The total number of family members on the case
used by HFAV to determine income levels for the
corresponding Budget Unit. (Same as MFBU in
CWD).

Total Gross Total monthly income, before deductions, as

Income determined by HFAV.

Deductions The total amount of deductions allowed by HFAV for

the corresponding Budget Unit. This includes the $90
deduction for work, when appropriate.

Total Net Income

This is the Total Gross Income minus deductions.

Percent FPL

This is the percentage of the Federal Poverty Level
for the corresponding Budget Unit, as determined by
HFAV.

Members These are the members who are part of this Budget
Unit. (Same as MBU in CWD).
d. County Return Section
Case Name CWD enters the case name.
Case Number CWD enters the county case number.
County CWD enters the name of the person completing the

Representative

transmittal.

Phone Number

CWD enters the phone number for the above person.

Date Referred

CWD enters the date the transmittal is being
completed for return to SPE.

Reasons for
Return to SPE

CWD checks the appropriate box(es) for why the
transmittal is being returned.
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Applicant checked “I do
not want Healthy
Families.” Applicant
now wants Healthy
Families.

If the applicant has
given written permission
to forward the
application to HFP, then
forward the written
statement. |If
authorization was over
the phone, use the
comment section to
record the authorization.

CIN was missing, now
located or a new one
assigned.

Check this box if a new
CIN is assigned, the
wrong CIN was listed on
top portion or if there are
CIN merges needed.

Amount of child support
or child care expense
shown on application
not verified.

Check this box if the
verification is not being
provided, and this
results in the member(s)
having a SOC. CWD
must indicate the
member, the SOC
amount and provide the
NOA and budget sheets.

Changes in household
membership.

Check this box if the
CWD has a change in
family composition,
which results in a
different eligibility
determination.
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Not eligible for Medi-Cal. | Check this box if it
applies and use the next
few boxes to further
explain.

Member Changes

For the person(s) who is affected, use the same
member number at top portion of transmittal.

County Assigned
CIN#

List the CIN that the CWD found as the correct
number.

Active Case
Individual on...

If SPE/HFP included a person who is active on a PA
program, list the program they are active on.

Not Eligible for

Not currently in use. This field was placed on the

Medi-Cal... transmittal for Parental Expansion which has not
been implemented.

Comments Include any additional information that affected the
eligibility determination.

Enclosures Check the appropriate boxes. CWD must include
NOA and budget worksheets.

C. County Summary Transmittal
1. Description

This is the summary of all applications being referred from the
CWD to HFP. The transmittal can be completed on line at
www.dhs.ca.gov/publications/forms/medi-cal/eligibilityby

number.htm. The form number is MC 363S.

a. Explanation of Fields

County Name

This field identifies the sending CWD.

Number of Referrals

The number of referrals must agree with the total
number of applications listed on this transmittal
as well as with the total number of applications
sent.

Contact Person

Name of person to be contacted at the CWD
regarding the applications.

Telephone

Telephone number of the person listed above.
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Case Name List the case names of all the applications that
will be forwarded with the transmittal.

Case Number List the corresponding county case number for
each case listed.

D. County Detail Transmittal
1. Description

This transmittal is to be used with county initiated applications only.
The County Detail Transmittal can be completed on line at
www.dhs.ca.gov/publications/forms/medi-cal/eligibilityby
number.htm. The form number is MC 363. Do not use this
transmittal for County returns of applications that originated at the
HFAV. For county returns, only use the County Response Section
of the HFAV detail transmittal.

2. Explanation of Fields

County Name This field identifies the sending CWD.

County Name of person to be contacted at the CWD

Representative regarding the applications.

Telephone Number Telephone number of the person listed above.

Date Referred The date the CWD mails the application to.
HFAV.

Case Name List the case name of the application that will be
forwarded with this transmittal.

Case Number List the corresponding county case number for
the above case.

Applicant Name Name of the person identified as the applicant.
This can differ from the case name.

Language Spoken Applicant’s primary spoken language, if known.

Language Written Applicant’s primary written language, if known.

Applicant Phone Phone number for the applicant.

Number

One or more Changed mind about not wanting Healthy

individuals Families: The applicant originally opted-out of
HFP but has subsequently requested HFP. If
the applicant gave the authorization to forward
the application in writing, please include the
authorization with the application. If the
authorization was verbal, please make a
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notation in the “Comments” section of the
transmittal.

Were determined ineligible for Medi-Cal (see
comments): If anyone listed on the application
is not eligible for no-cost Medi-Cal for reasons
other than having a SOC, please notate the
person(s) and the reason under the “Comments”
section.

Were determined to have a SOC (see below):
For any individual found to have a SOC, please
check this box and enter the information in the
section below.

Type of Application

Food stamps only application: Starting
07/01/03, HFP accepts these applications.
School lunch application: Starting 07/01/05,
HFP accepts these applications. HFP will still
need to contact the applicant to obtain health
plan information and the premiums.
Redetermination (RV): Check this box if you
are forwarding the MC 210RV. HFP will still
need to contact the applicant to obtain health
plan information and the premiums.

HF Requested

Yes = This individual has requested HF benefits
No = This individual has not requested HF
benefits, but is included in the MFBU for
budgeting purposes.

M/C FBU

Yes = This individual is included in the MFBU for
budgeting purposes.

No = This individual is not included in the MFBU
for budgeting purposes.

List all Household
Members

List all the household members by name.

CIN Number

List the CIN attached to this individual. HFAV
will use the CIN provided. Please ensure that
any CIN discrepancies have been resolved.

Social Security
Number

List the Social Security Number for this
individual, if available.

Sex

Identify the individual’'s gender.

Date of Birth

List the date of birth for this individual.

Relationship to
Applicant

List the relationship of individual identified to the
applicant.
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Individual Gross
Income

List the gross income used in the budget for
each individual. If the individual has more than
one source of income, list each source of
income on separate lines.

Type of Income

Identify the type of income known for this
individual. If the individual has more than one
source of income, list each type of income on
separate lines.

Share-of-Cost Amount

Enter the SOC amount for this individual.

Enclosures

The CWD must include: Medi-Cal NOA,
Medi-Cal budget worksheet and a copy of the
application (MC 210 or MC 210RV).

The CWD may include, if available: Birth
certificates, Immigration verification, verification
of residency, and any other verification pertinent
to eligibility.

Comments

Explain why the application is being forwarded
to HFP. ldentify any individuals who are
receiving Public Assistance (SSI, CalWORKS,
etc.)

VIl.  COUNTY LIAISONS

There are two different types of liaisons available to CWDs to ensure that SPE
and/or HFP issues and problems are resolved.

A. County Liaisons at SPE

SPE retains three County Liaisons with experience in determining
Medi-Cal eligibility. They have two main functions.

1. SPE Eligibility Issues

SPE liaisons handle questions regarding SPE screening,
transmittals, HFP eligibility, and/or CWD return applications.
Effective January 1, 2004, the SPE County Liaisons can be
reached at (916) 673-4602 or via e-mail at
SPELiaisons@maximus.com.
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2. MEDS Issues

The liaisons also handle CWD questions and requests regarding
MEDS discrepancies. They can be reached via
e-mail at HFPMEDS@maximus.com.

Note: The contact information provided above is solely for the use
of County and State personnel. Please do not give out to the
public.

B. County Liaisons at DHS
CDHS has analyst positions appointed to be liaisons between SPE/HFP

and CWD. DHS liaisons can be contacted if problems and/or issues
cannot be resolved at the SPE liaison level.
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