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s^ad4kodkopv,Ia[gvqkgvdtlko1ahC1nolao-kf s^n 8q;[5d7qo
dqfs,kp.s,j]t[5;jkz6hIhvC0= c]t z6hIa[zqoxt3spf9kd Medi-Cal mujgxaoxt-k-qo s^n ,ulao-kfltstIa4 9e8hvCwfhltcfCs^ad4ko 
lao-kf c]t 8q;[5d7qoD 

mkC7k;8uhwfhIa[ c]t wfhd;fdk7no s^ad4kolao-kf c]t}s^n 8q;[5d7qo mujmjkowfh1njo.shcdjG 

-njz6hIhvC0= s^n z6hIa[zqoxt3spfG
 -nj -njdkC ok,ltd5o
;aogfnvoxugdufG

-nj0vCgvdtlkoltcfClao-kfmujmjkowfhgsaoG 

 vto5,afD gvdtlkoltcfClao-kfmujmjkowfh1njo 
ohaoc,jogxaos^ad4koltcfClao-kfmujpv,Ia[wfhD 
mjko[=j9egxao8hvCwfh1njos^ad4ko le]a[[5d7qo0hkCgmuCvudD

 4ndxt8yglfD s^ad4komujmjkowfh1njoc,jopv,Ia[[=jwfhD 
mjko9e8hv'1njos^ad4koltcfClao-kfvnjoD 
gvdtlkomuj7af8yf,kouhc,jo]kpdkogvdtlkos^ad4ko 
ltcfClao-kfmujpv,Ia[wfhD

• gvdtlkomaCs,qf9e8hvCc,jo8qholt[a[ s^n 
legoqkmujwfhIa[dko1ahC1no9kdleoadCkomujvto5,afD 
9t[=jIa[legoqk0vCgvdtlkomuj[=jwfh1ahC1noD

-nj0vCgvdtlkoltcfC8q;[5d7qomujmjkowfhgsaoG

 vto5,afD gvdtlkoltcfC8q;[5d7qomujmjkowfh1njo 
ohaoc,jogxaos^adltcfC8q;[5d7qomujpv,Ia[wfhD 
mjko[=j9egxao8hvCwfh1njos^ad4ko le]a[[5d7qo0hkCgmuCvudD

 4ndxt8yglfD gvdtlkoltcfC8q;[5d7qomujmjkowfh1njoc,jo 
pv,Ia[[=jwfhD mjko9e8hv'1njos^ad4koltcfC8q;[5d7qovnjoD 
gvdtlkomuj7af8yf,kouhc,jo]kpdkogvdtlkoltcfC8q; 
[5d7qomujpv,Ia[wfhD

• gvdtlkomaCs,qf9e8hvCc,jo8qholt[a[ s^n 
legoqkmujwfhIa[dko1ahC1no9kdleoadCkomujvto5,afD 
9t[=jIa[legoqk0vCgvdtlkomuj[=jwfh1ahC1noD

 [5d7qo0hkCgmyCoahowfhxt8y[af8k,0=hdeoqf;jkfh;plao-kf c]t8q;[5d7qo .s,jgrkt;jk maC gvdtlkolao-kf c]t8q;[5d7qo wfhIa[ 
dkovto5,afD

 [5d7qo0hkCgmyCoaho[+wfhxt8y[af8k,0=hdeoqf.\j;jkfh;plao-kf c]t8q;[5d7qo grkt;jk |bjC s^n maClvC0vCgvdtlkos^ad4kolao-kf  
c]t}s^n 8q;[5d7qowfh4ndxt8yglf s^n [+wfh4ndpnjoD

4hkskdmjko,u7e4k,F dti5ok8yf8=jskshvCdko[=iydkolaC7q,0vCg0fxqd7vC mujs,kpg]d3mitla[mkCfhko]5j,ouhD 

I declare under penalty of perjury under the laws of the State of California that the information above is true 
and correct. 

            Date:
Signature of eligibility worker  

Name of eligibility worker (print): 
 First Middle Last 
Telephone number:  County:

County fi lls out this box 

Case No:      Case Name: 


