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MEDI-CAL ELIGIBILITY MANUAL LETTER NO. l32 

TO: All Holders of the Medi-Cal Eligibility Manual 

MEDI-CAl ELIGIBILITY MANUAL (MEM) PROCEDURES ON DISABILITY 

REVISIONS TO THE MEDI-CAL ELIGIBILITY MANUAL 

Enclosed are revisions to the Medi-Cal Eligibility Manual (MEM) procedures pertaining to ( isability which 
have been revised and relocated to Article 22. Article 22 is dedicated solely to di:ability issues. 
Disability procedures formerly found in Articles 4A through 4G should be removed in th ~ir entirety and 
destroyed. Articles 4H through 4S will not be renumbered; hereafter, Article 4 will be Jin with 4H. 

All counties should implement Article 22 procedures no later than October 1, 1994. 

The language and format in Article 22 have been simplified, moving away from the tradi ional narrative 
presentation to a more concise, direct approach. An Index is provided by subject oatter so that 
subjects may be easily located in sections where they are discussed. A Glossary of c Immonly used 
acronyms is also provided and found after the Index. 

The term .. client" is used throughout Article 22 to represent both an applicant and a I eneficiary. In 
situations where a procedure or policy refers only to an applicant or only to a benefic;, 'Jry, the terms 
"applicant" or "beneficiary" are specified. 

MEDI-CAL APPLICATION BASED ON DISABILITY (MABD) COMMITTEE 

Article 22 represents the major accomplishment of the Medi-Cal Application Based on Dis Jbility (MABD) 
Committee to update and reorganize disability policies and procedures. The Comn ittee includes 
representatives from the county Welfare Departments (CWD), the State Programs Br lOch-Disability 
Evaluation Division (SP-DED) of the state Department of Social Services, and the Mec I-Cal Eligibility 
Branch (MEB) of the state Department of Health Services (DHS). 

FOUR MAJOR PARTS FOUND IN ARTICLE 22 

PART I 22A Introduction to the Disability Program 

PART II 22B Agencies Involved in the Disability Evaluation Process 

PART III 22C County Welfare Department Procedures 

PART IV 220 Disability Evaluation Division Procedures 



All Holders of the Medi-Cal Eligibility Manual 
Page 2 

Articles 22A, 228 and 220 are short and largely informational. In contrast, Article 22( is extensive, 
having a significant impact on CWO's actions. Article 22C specifies the actions CWDs m .Jst take when 
processing Medi-Cal applications based on disability. 

~: Significant changes to the MEM procedures are underlined below and on subse ~uent pages. 

PART I: 

1. 

2. 

3. 

4. 

PART II: 

1. 

2. 

PART III: 

22A -- INTRODUCTION TO THE DISABILITY PROGRAM 

Identifies 

Specifies 

Discusses 

Introducei 

the Social Security Administrat on's (SSA's) 
definition of disability. 

the differences between Title II (R5DI) and Title 
XVI (SSI). 

state requirements for disability for Medi-Cal 
purposes. 

the concept of Substantial Gainf JI Activity as 
part Qf the finding Qf disability. 

22B -- AGENCIES INVOLVED IN THE DISABILITY EV~LUATION 

PROCESS 

Specifies 

Lists 

22C -- CWO PROCEDURES 

the roles of SSA, the Health C; ,re Financing 
Administration, DHS, SP-DED an. CWO. 

the responsibilities of the agenci( s involved in 
the disability evaluation process. 

22C provides a comprehensive view of CWO activities required in processing Medi-Ca applications 
based on disability and is divided into subsections C-' to C-9. These subsections presen a sequential 
progression of activities in processing a disability claim. 

C-1 Referring Disability Applications to SSA or SP-DED 

C-2 Determining Substantial Gainful Activity 

C-3 Determining Presumptive Disability 

C-4 Completing Disability Evaluation Forms 

C-5 Providing CWO Worker Observations 

C-6 Assembling and Sending SP-DED Packets 

C-7 Communicating with SP-DED and DHS about Changes and Status 

C-S Processing SP-DED Decisions 

C-9 Processing Reexaminations, Reevaluations and Redeterminations 

'~'1 
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C-1: Referring Disability Applications to SSA or SP-DED 

1. Identifies 

2. Introdyces 

3. Specifies 

4. Lists 

C-2: petlrminjng Sub.tantial Gainful Activity (SGAI 

1. Introduces 

2. Provides 

3. 

4. Introdyces 

5. Deletes 

C-3: Determining Pre.umptive Di.ability 

1. Reformats 

2. Updates 

3. Obsoletes 

the impact of the 1 990 revl ilons to the 
CFR 435.541 regarding the im lact of SSA 
disability decisions on Medi-Ca applications 
based on disability. 

optional form MC 017 (Eng/Spl which gives 
client an overview of what can. be expected 
when a disability application is fil ~ 

situations where client should t e referred to 
SSA. 

situations where client should t e referred to 
SP-DED. 

the nlW requirement to determin I if a client is 
working and engaging in Sybst IOtial Gainfyl 
Activity (SGAI before a case i; referred to 
SP-DED. 

procedures for determining if ~ client has 
impairment-related work expensl lS IIRWEI or 
iubsidv which affect how SGA is. determined. 

deductible and non-deductible impairment 
related work expenses. 

SGA worksheet (MC 272) for EW use in 
delgrmining SGA and a Work Allivity Rgport 
form (Me 273) which provide! information 
aboul SGA and dgduclions from gr PiS earnings. 

[Ugfgnces to SGA-Disablgd individyals. 
piiablgd individyali who arg diice nlinugd from 
SSIISSP dyg to gxcess incomg or eioyrces are 
discYSied in C-6. 

information released in MEM Le ter No. 128 
dated February 9, 1994. 

Prgsymplive Pisability calggo ies to bg 
consislgnl wilh SSI criteria. 

the need for two medical release:: MC 220A 
for HIV and MC 220 (12/90), as mgdical 
[eleau form MC 220 (7/93) shal bg ysgd for 
Iny mgdicil condition (including ~ IV). 
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4. ReDlaces 

5. Suggests 

C-4: Completing Disability Evaluation Forms 

1, Lists 

2. Introduces 

3, Revises 

4. Finalizes 

5. Reformats 

C-5: Providing CWO Worker Observations 

1. Provides 

2. Emphasizes 

C-6: Assembling and Sending SP-DED Packets 

1. Discusses 

2. Lists 

3. Updates 

. ~ .. 

roferences to MC 220A medical re lease form on 
PHS 7035A/C forms for HIV witll MC 220. 

but does not rOauire CWD to des onate an HIV 
Coordinator for receipt of HIV for:n1:. 

and updates forms and instructi )ns for their 
use in the disability evaluation pn Icess. 

MC 017-What You Should KnoV\ About Your 
Medi-Cal Disability Application: IIiC 222-DED 
Pending Information Update: MC 272 and 
MC 273 used for evaluating SGA 

MC 220 (1 2/90)-medical releas 3 form: MC 
221-Pisability Determination and Transmittal; 
PHS 7035A/C (HIV forms): 
DHS 7045-Worker Observations-I )isability. 

procedures on MC 223 (Statemtnt of Facts) 
sent in draft in All County Welfa fe Director's 
~r 92-43 dated July 1, 1992, 

instructions on MC 179 (90 Day ~ ,tatus Letter) 
recently released in MEM Letter No. 129 on 
February 17, 1994. 

guidelines for providing EW obser\l ations, using 
the MC 221 comments section 0 the revised 
DHS 7045. 

importance of EW observations provided to 
SP-PED. 

situations where limited and full pa ekets can be 
sent to SP-DED. 

the information required for full and limited 
packets. 

information on referrals for disc bled former 
SSIISSP recipients, retroactive M edi-Cal, and 
Railroad Retirement Board recipier ts. 
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4. Emphasizes the need to send packet no I. Iter than 1 0 
calendar days after Statement of Facts 
(MC 223) is signed. 

C-7: Communicating with SP-DED and DHS About Changes and Status 

1. Emphasizes 

2. Allows 

3. Specifies 

4. Identifies 

CoS: Processing SP-OEO Decisions 

1. Identifies 

2. Specifies 

3. Clarifies 

the need for CWD to use new ~ IC 222 (PED 
Pending Information Update =orm) when 
notifying SP-DEP about changel in a client's 
situation and identifies the types )f changes to 
be reported. 

the use of MC 4033 (Update to Disability 
Liaison Lists) for CWDs to notin DHS of any 
changes to Medi-Cal Liaison Lis1 s. This was 
provided in MEM Letter No. 120 dated 
November 2, 1993. 

methods for receiving (via a quart uly computer 
status list) and requesting case status 
information (via direct contact) 1 rom SP-DED. 
This was provided in MEM Le ter No. 121 
dated October 26, 1993. 

situations where CWD can conta:t DHS about 
problems or changes needed on di :;ability issues 
in the MEM. 

disabled, not disabled, and no ::tetermination 
codes used by SP-DED on MC 2:' 1 s. 

SP-DED and CWD actions in ::tisabled, not 
disabled and no determination de cisions. 

CWD and SP-DED actions in no determination 
decisions and lists good cause cj ·cumstances. 

C-9: Processing Reexaminations, Redeterminations and Reevaluations 

1. 

2. 

3. 

Specifies 

Extends 

Provides 

situations where cases require re 3xaminations, 
redeterminations, or reevaluation 5. 

frpm six to 12 months the til ne frame for 
reinstating client after client wa! discontinued 
from Medi-Cal for a reason other 1 han disability. 

a chart to highlight the type of e nd criteria for 
resubmitted claims, what should be included in 
the disability packet, and the el gibility status 
pending SP-DED response. 
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PART IV: 220 -- DISABILITY EVALUATION DIVISION PROCEDURES 

1. Specifies 

2. Describes 

the two components of OED w lich process 
federal and Medi-Cal disability cia ms. 

the intake and case processing pr )cedures 
SF-DEP follows in handling disability cases. 

DISABILITY FORMS UPDATE 

* 

* FORM STATUS A VAILABLE IN IMPLEMENT C BSOLETE 
DHS WAREHOUSE 

MC 017 (10/93) New Now --
MC 179 (4/93) Current Now --
MC 220 (12/90) Current Now -- 9/30/94 

MC 220 (7/93) Revised Now 10/1/94 

MC 220A (8/90) Current Now -- 9/30/94 

MC221 (12/87) Current Now -- 9/30/94 

MC 221 (6/93) Revised Now 10/1/94 

MC 222 (4/93) New Now --

MC 223 (10/90) Current Now --
MC 272 (3/94) New 811/94 10/1/94 

Me 273 (3/94) New 8/1/94 10/1/94 

MC 4033 (9/93) Current Now --
OHS 7035 A/C (1/94) Current Now -- 9/30/94 

OHS 7035 A/C (4/94) Revised 8/1/94 10/1/94 

OHS 7045 (8/93) Revised 8/1/94 10/1/94 

MC 017 (Seperate Eng/Sp) - What You Should Know About YOllr Medi-Cal Disability Application (opional) 
MC 179 (Separata Eng/Sp) - 90 Day Status Letter 
MC 220 (Combined Eng/Sp)- Authorization For Release Of Medical Information 
MC 220A (Combined Eng/Sp)- Authorization For Release Of Medical Information - AIDS 
MC 221 - Disability Determination And Transmittal 
MC 222 LA/OAK (Separata) - OED Pending Information Update 
MC 223 - Applicant's Supplemental Statement Of Facts For Medi-Cal (Currently Being Revised) 
MC 272 - SGA Worksheet (optional) 
MC 273 (Separate Eng/Sp) - Work Activity Report 
MC 4033 - Update To Disability Liaison Lists 
DHS 7035 A/C - Medical Report On Adult/Child With Allegation Of HIV 
DHS 7045 - Worker Observations-Disability (optional) 
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An E-Mail wilibesentwhentheMe272.MC 273, and DHS 7035A/C are stock! d in the DHS 
Warehouse and ready for ordering. 

Implementation of procedures and currently available new/revised forms prior to Octo ler " 1994 is 
strongly encouraged. Full implementation by October 1, 1994 is mandatory. To avoid d ,ability packet 
returns, obsolete forms should not be submitted to SP-DED after that date. 

TRAINING ON THE REVISED DISABILITY PROCEDURES 

Regional training sessions will be conducted on the revised MEM procedures. Trainin{ will be led by 
MEB staff, SP-DED staff, and a CWD representative to the MABD Committee. It is a Iticipated that 
each CWO will send two to three participants to the training session. Training dates (J me and July), 
sites, and agenda are being developed. Additional details will be provided in the near .Jture. 

The MC 223 (10/90) is being revised and is expected to be completed before trainin' begins. The 
regional training on the revised MEM procedures will include information on the revisel MC 223. 

MABD COMMITTEE MEMBERS 

Many thanks go to the members of the MABD Committee who have dedicated many hours of hard 
work at the monthly meetings, as well as hard work and research outside of the meetir OJS. Members 
of the Committee have exhibited much dedication in updating the disability procedures J allow better 
understanding of procedures so that we will be better able to serve our clients. 

For their participation, input, and dedication, special thanks go to the members of 11 a Committee, 
(alphabetically presented) as follows: 

Mary Andes, Butte County, Oroville 
Barbara Baranski, Orange County, Santa Ana 
Elaine Bilot, DHS-MEB, Sacramento 
Charles Bos, Alameda County, Oakland 
AI Cooper, DHS-County Medical Services Program, Sacramento 
Ted Duffield, SP-DED, Oakland 
RaNae Dunne, DHS-MEB, Sacramento 
Lorraine Graff, SP-DED, Oakland 
Cathi Grams, Butte County, Oroville 
Kathy Harwell, Stanislaus County, Modesto 
Bill Ivey, Los Angeles County, Los Angeles 
Karen Kazlauckas, Santa Clara County, San Jose 
Lyn lawson, Yolo County, Woodland 
Suzanne lennan, DED-Central Operations Branch, Sacramento 
Ken Loo, San Francisco County, San Francisco 
John McDaniel, Yolo County, Woodland 
Fran Meister, San Diego County, San Diego 
Les Newman, DHS-MEB, Sacramento 
Brian Olson, SP-DED, Los Angeles 
Pat Takahashi, DHS-MEB, Sacramento 
Marie Taketa, DHS-MEB, Sacramento 
Pat Walter, San Diego County, San Diego 
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ACTION REQUIRED 

Procggure Revi§ion 

Article 4 
Pages 4A-1 through 4G-3 

Filing Instructions 

Remove Page§ 

Procedural Table of Contents 
Article 4, page PTC-5 

Article 4 Table of Contents 
Pages 1 through 3 

Article 4 
4A-1 through 4G-3 

None 

DescriPtion 

Procedures pertaining to process ng 
Disabled-Medically Needy claims 

Insert Pages 

Procedural Table of Contents 
Article 4, page PTC-5 

Article 4 Table of Contents 
Pages 1 through 4 

None 

Article 22 
Index Pages 1 through 4 
Glossary 
Pages 22A-1 through 220-3 

· " 

If there are any questions regarding these procedures, please contact Ms. Pat Takaha~ li of my staff 
at (916) 657-1246. Pertinent issues and questions will also be shared in the regional tra ning sessions 
for general knowledge. 

Sincerely, 

Frank S. Martucci, Chief 
Medi-Cal Eligibility Branch 

-

Original signed by                                 
Ricardo Bustamante for 



MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

Article 4 

4H 

41 

4J 

4K 

4L 

4M 

4N 

40 

4P 

4Q 

4S 

MANUAL LETTER NO.: 

APPUCATION PROCESS 

PROCESSING OF STATUS REPORTS 

DIUGENT SEARCH PROCEDURES 

PROMPTNESS REQUIREMENT 

PROCESSING MEDICALLY INDIGENT ADULTS (MIAs) APPUCANl S 

RSDI/UIjDI REPORTS 

VERIFICATION OF UNCONDITIONALLY AVAILABLE INCOME 

TIMELY REPORTING BY PUBUC GUARDIANS/CONSER' ATORS OR 
BENEFICIARY REPRESENTATIVES 

ONE MONTH EXTENDED EUGIBIUTY (EDWARDS V MEYERS) 

CHILD HEALTH AND DISABIUTY PREVENTION (CHOP) PROGRAI1 

PROCEDURES FOR LONG-TERM CARE (LTC) ADMISSIONS AND )ISCHARGES 
FOR SSI/SSP AND MEDI-CAL RECIPIENTS 

INSTRUCTIONS FOR THE MC 210 AND SUPPLEMENTS TO THE i 1C 210 

132 DATE: MAY 2 7 1994 f I\GE PTC-5 
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Article 4 

4H 

41 

4J 

4K 

4L 

APPUCATION PROCESS 

PROCESSING OF STATUS REPORTS 

I. GUIDELINES FOR REVIEWING STATUS REPORTS FOR COl1PLETENESS 

II. STATUS REPORT NOTICE REQUIREMENTS 

DILIGENT SEARCH PROCEDURES 

I. REFERRAL TO PUBLIC GUARDIAN OR CONSERVATOR 

II. DISABILITY DETERMINATION REFERRAL 

III. DIUGENT SEARCH 

IV. CASE PROCESSING 

PROMPTNESS REQUIREMENT 

PROCESSING OF MEDICALLY INDIGENT ADULTS (MIAs) APPLlCJ NTS 

RSDIjUljDI REPORTS 

I. BACKGROUND 

II. INSTRUCTIONS FOR INTERPRETING THE REPORT OF RS )1 

III. INSTRUCTIONS FOR INTERPRETING THE UljDI FORMJ TS ON THE 
REPORT OF RSDljUljDI 

4M VERIFICATION OF UNCONDITIONALLY AVAILABLE INCOME 

4N TIMELY REPORTING BY PUBLIC GUARDIANSjCONSERV \TORS OR 
BENEFICIARY REPRESENTATIVES 

40 ONE MONTH EXTENDED ELIGIBILITY (EDWARDS V MEYERS) 

4P CHILD HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAN 

I. INFORMING 

II. DOCUMENTATION AND REFERRAL RESPONSIBILITIES 

MANUAL LETTER NO.: 
132 DATE: '" 2. 7 19M 
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4Q 

4S 

MANUAL LETTER NO.: 

PROCEDURES FOR LONG-TERM CARE (LTC) ADMISSIONS AND [ IISCHARGES 
FOR SSI/SSP AND MEDI-CAL RECIPIENTS 

I. BACKGROUND INFORMATION 

II. ADMISSIONS PROCEDURES 

III. DISCHARGE PROCEDURES 

INSTRUCTIONS FOR THE MC 210 AND SUPPLEMENTS TO THE to. C 210 

132 DATE: r~: \,Y 2 7 1994 



Article 22 

22A 

22B 

22C 

MEDI-CAL EUGIBIUTY MANUAL .. PROCEDURES SECTION 

- DISABIUTY DETERMINATION REFERRALS 

- INTRODUCTION TO THE DISABIUTY PROGRAM 

-- AGENCIES INVOLVED IN THE DISABIUTY EVALUATION PROCE: is 

-- COUNTY WELFARE DEPARTMENT PROCEDURES 

22 C-1 -- REFERRING DISABIUTY APPUCATIONS TO SSA OR SP-DED 

22 C-2 -- DETERMINING SUBSTANTIAL GAINFUL ACTIVITY 

22 C-3 -- DETERMINING PRESUMPTIVE DISABIUTY 

22 C-4 -- COMPLETING DISABIUTY EVALUATION FORMS 

22 C-5 -- PROVIDING CWO WORKER OBSERVATIONS 

22 C~ -- ASSEMBLING AND SENDING SP-DED PACKETS 

22 C-7 -- COMMUNICATING WITH SP-DED AND DHS ABOUT CHANGES P NO 
STATUS 

22 C-8 -- PROCESSING SP-DED DECISIONS 

22 C-9 -- PROCESSING REEXAMINATIONS, REEVALUATIONS AND 
REDETERMINATIONS 

22D -- DISABIUTY EVALUATION DIVISION PROCEDURES 

MANUAL LETTER NO.: 132 PAC iE PTC-22 
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Article 22 - DISABILITY DETERMINATION REFERRALS 

22A - INTRODUCTION TO THE DISABILITY PROGRAM 

1. FEDERAL DISABILITY REQUIREMENTS 

A. Adults 
B. Children 
C. SSA Definitions 

2. STATE DISABILITY REQUIREMENTS 

3. OTHER DISABILITY PROGRAMS 

22B - AGENCIES INVOLVED IN THE DISABILITY EVALUATION PROCESS 

1. SOCIAL SECURITY ADMINISTRATION (SSA) AND FEDERAL 'ROGRAMS-
DISABILITY EVALUATION DIVISION (FP-DED) 

2. HEALTH CARE FINANCING ADMINISTRATION (HCFA) 

3. STATE DEPARTMENT OF HEALTH SERVICES (DHS) 

4. STATE PROGRAMS-OED (SP-DED) 

5. COUNTY WELFARE DEPARTMENT (CWO) 

22C - COUNTY WELFARE DEPARTMENT PROCEDURES 

22 C-1 - REFERRING DISABILITY APPLICATIONS TO SSA OR SP-DED 

1. BACKGROUND 

2. FEDERAL DISABILITY EVALUATION BY SSA 

3. STATE DISABILITY EVALUATION BY SP-DED FOR MEDI-CAL 

4. WHO SHOULD NOT BE REFERRED TO SP-DED FOR MEDI CAL 

22 C-2 - DETERMINING SUBSTANTIAL GAINFUL ACTIVITY 

1. BACKGROUND 

2. WHEN TO USE THESE PROCEDURES 

MANUAL LETTER NO.: 
132 

DATE: 
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3. PROCEDURES 

A. SGA Determinations 
B. Impairment-Related Work Expenses 
C. Subsidies 
D. Notice Of Action 
E. Forms 

22 C-3 - DETERMINING PRESUMPTIVE DISABILITY 

1. BACKGROUND 

2. RESPONSIBILITIES OF CWO AND SP-DED 

A. CWO 
B. SP-DED 

3. PO CATEGORIES 

4. INSTRUCTIONS FOR CWO TO GRANT PO FOR HIV INFE :TIONS 

A. 
B. 
C. 
D. 
E. 
F. 
G. 
H. 

Forms 
Handling Of Forms 
Signature On Form 
Client Has A Medical Source 
Evaluating The Completed DHS 7035A (Adult) For 11 

Evaluating The Completed DHS 7035C (Child) For 11 

Granting PO 
Exhibits 

22 C-4 - COMPLETING DISABILITY EVALUATION FORMS 

MANUAL LETTER NO.: 

1. MC 017 fMC 017 (SP)--WHAT YOU SHOULD KNOW ~BOUT YOUR 
MEDI-CAL DISABILITY APPLICATION 

132 DATE: 
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2. MC 179/MC 179 (SP)--90 DAY STATUS LETTER 

A. Background 
B. Completing The MC179 
C. When The MC 179 Is Used 
D. Send Copy of MC 179 To SP-DED 

3. MC 220--AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 

A. How The MC 220 Is Used 
B. One MC 220 Per Treating Source 
C. How To Complete The MC 220 
D. Signature Requirements 
E. Authorized Representative (AR) Form In File 

4. MC 221--DISABILITY DETERMINATION AND TRANSMITTAL 

A. Use Of Form 
B. How To Complete The MC 221 

5. MC 222 LA/MC 222 OAK--DED PENDING INFORMATION L PDATE 

A. Use Of Form 
B. Changes To Report To SP-DED 

6. MC 223--APPLICANT'S SUPPLEMENTAL STATEMENT OF FACTS FOR 
MEDI-CAL (ENGLISH/SPANISH) 

A. Impact Of SSA's Decision 
B. Questions Which Pertain To An SSA Decision 
C. How To Complete The MC 223 

7. MC 272--SGA WORKSHEET 

8. MC 273--WORK ACTIVITY REPORT (ENGLISH/SPANISH) 

9. MC 4033--UPDATE TO DISABILITY LIAISON LISTS 

10. DHS 7035A/DHS 7035C--MEDICAL REPORT ON ADULT /:;HILD WITH 
ALLEGATION OF HIV 

11. DHS 7045--WORKER OBSERVATIONS-DISABILITY 

22 C-5 - PROVIDING CWO WORKER OBSERVATIONS 

1. USE OF MC 221 OR DHS 7045 

2. USE OF WORKER OBSERVATIONS BY SP-DED 

3. GUIDELINES 

MANUAL LETTER NO.: 132 DATE: ? 7 1994 
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22 C-6 - ASSEMBLING AND SENDING SP-DED PACKETS 

1. PREPARING THE PACKET 

A. limited Referral 
B. Full Referral 
C. Packet Information For Retroactive Medi-Cal 
D. Referrals For Disabled Former SSI/SSP Recipients 
E. The Railroad Retirement Board (RRB) Packet Refen al 

2. SENDING THE PACKET 

22 C-7 - COMMUNICATING WITH SP-DED AND DHS ABOUT CHANGES ,AND STATUS 

1. NOTIFYING SP-DED ABOUT CHANGES 

A. MC 222 LA/ MC 222 OAK - DED Pending Inforrration Update 
Form 

B. Type Of Changes To Report To SP-DED 
C. SP-DED Addresses 
D. MC 4033 - Disability Listings Update Form 

2. RECEIViNG AND REQUESTING CASE STATUS INFORMATION FROM SP-
DED 

A. Quarterly Computer Status List 
B. Use Of Disability listings Update Form (MC 4033) 
C. Questions And Inquiries On Specific Cases 

3. CONTACTING THE STATE DEPARTMENT OF HEALTH SEFVICES 

A. Problems With Case Status Information 
B. Problems With Disability Referral Policies And Procodures 
C. Consistently Delayed Decisions 
D. Updating The MEM Disability Procedures 

22 C-8 - PROCESSING SP-DED DECISIONS 

1. DISABLED 

A. SP-DED Action 
B. CWD Action 

2. NOT DISABLED 

A. SP-DED Action 
B. CWD Action 

MANUAL LEITER NO.: 132 DATE: , .. 
271)-94 " , 
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3. NO DETERMINATION DECISIONS 

A. SP-DED Action In Z56 And Z57 Decisions 
B. CWD Action For Z56 And Z57 Decisions 

22 C-9 -PROCESSING REEXAMINATIONS, REDETERMINATIONS AND REEVALUATIONS 

1. BACKGROUND 

2. PROCEDURES 

A. Reexaminations 
B. Redeterminations 
C. Reevaluations 

22D - DISABILITY EVALUATION DIVISION PROCEDURES 

1. BACKGROUND 

2. TWO COMPONENTS OF DED 

3. INTAKE 

4. CASE PROCESSING 

MANUAL LETTER NO.: 132 DATE: 
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An index of major subjects and sections where they can be found Is shown below. Acronyms and form 
numbers are found first, followed by an alphabetical listing of subjects. 

INDEX 

SUBJECT SECTION 

CWO B,C 

DHS B, C-7 

DHS 7035A/DHS 7035C C-3, C-4 

DHS 7045 C-4, C-5 

FP-OED B 

HCFA B 

IHSS C-l 

IRCA C-l 

IRWE C-2 

MC 017 C-4 

MC 179 C-4 

MC220 C-4 

MC 221 C-4, C-5 

MC222 C-4 

MC223 C-4 

MC 272 C-2, C-4 

MC273 C-2, C-4 

MC 4033 C-4, C-7 

OBRA C-l 

SGA C-2 

SP-DED B,D 

SSA B, C-1 

MANUAL LETTER NO.: 132 DATE: p.". 'J.V ,.: ? ;'~94 ItiDEX-l i. :. ~ 
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SUBJECT 

Allowance Codes 

Authorized Representative 

Closed Disability Cases 

Communicating With DHS-MEB 

Communicating With SP-DED 

CWO Procedures, Overview of 

CWO Worker Observations 

OED Procedures 

Definitions 

Denial Codes 

Disability Evaluations, Federal 

Disability Evaluations, State 

Disability Requirements, Federal 

Disability Requirements, State 

Disabled, Decision of 

INDEX 

Disabled Former SSI/SSP Recipients 

District Coordinator for HIV Forms 

Forms 

Full Referral Packet 

Good Cause 

HIV Chart 

HIV Desk Aid - Adult/Child 

Limited Referral Packet 

MANUAL LETTER NO.: 132 

SECTION 

C-8 

C-4 

C-4, C-7 
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22A - INTRODUCTION TO THE DISABILITY PROGRAM 

Methods for confirming disability are listed in the California Code of Regulations, Title 22, 
Section 50167(a)(1), (A) through (B). The following describes disability requirements for federal disability 
under Social Security and state disability under Medl-Cal. 

1. FEDERAL DISABILITY REQUIREMENTS (Title 22, Section 50223) 

A. ADULTS 

Federal law defines a person 18 years or older as disabled if the Social Security 
Administration's (SSA's) disability criteria for Title II, Retirement, Survivors and Disability 
Insurance (RSDI), or Title XVI, Supplemental Security Income (SSI), are met. 

Title /I (R8DI) Benefits 

Title XVI (S81) Benefits 

B. CHILDREN 

SSA administers monthly payments to aged, blind 
and disabled persons who have previously 
worked and have sufficient work quarters. 

SSA administers monthly payments to. aged, blind 
and disabled (ABO) persons whose income and 
resources are below certain limits. 

Children under 18 years old are disabled if they have a medically determinable physical or 
mental impairment which meets the SSI Disabled Child criteria. 

C. SSA DEFINITIONS 

Disability 

Substantial Gainful ActIvity (SGA) 

Federal law defines disability as "the inability to 
engage in any Substantial Gainful Activity (SGA) 
by reason of any medically determinable physical 
or mental impairment which can be expected to 
result in death or has lasted or can be expected 
to last for a continuous period of not less than 12 
months". 

SGA means work that (a) involves doing 
significant and productive physical or mental 
duties; and (b) Is done, or intended, for payor 
profit. 
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2. STATE DISABILITY REQUIREMENTS (Title 22, Sections 50203 and 50223) 

State law requires that Medl-Cal clients, aged 21 to 64 who allege disability, have their eligibility 
evaluated under the Aged, Blind, and Disabled-Medically Needy (ABD-MN), Title XIX program. The 
SSA disability criteria for Title IIjTitle XVI are used to evaluate disability for ABD-MN. 

The disability evaluation process also applies to clients who are eligible and I~nked to other 
programs (Aid to Families with Dependent Children-Medically Needy, Medically Indigent Children, 
etc.), who allege disability and who choose to go through this process. 

The ABD-MN program is 50 percent federally funded and allows clients to have nreater income 
deductions which may lower or eliminate their Share of Cost (SOC). 

3. OTHER DISABILITY PROGRAMS 

Disability established under other programs such as State Disability Insurance (SOl), Veterans' 
Benefits, Workers' Compensation, etc., DOES NOT establish disability for Medi-Cal. Recipients of 
such benefits who apply for Medi-Cal disability, who meet income and resource requirements. must 
have their claim sent to SP-DED for a disability decision. 
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22B -- AGENCIES INVOLVED IN THE DISABILITY EVALUATION PROCESS 

The roles of various government agencies involved in the disability evaluation process are provided below. 

1. SOCIAL SECURITY ADMINISTRATION (SSA) AND FEDERAL PROGRAMS -
DISABILITY EVALUATION DIVISION (FP-DED) 

The Social Security Administration (SSA) contracts with the Disability Evaluation Division (OED) of 
the state Department of Social Services to perform medical determinations of disability. There are 
two components of OED: Federal Programs (FP) Branches determine disability for SSA's Title II 
program and Title XVI, the Supplemental Security Income (SSI) program and State Programs (SP) 
Branches determine disability for Title XIX, Medi-Cal, using SSA's criteria for disability under SS!. 

Disability Evaluation Analysts in Federal Programs-OED (FP-DED) are responsible for obtaining 
medical and vocational documentation, ordering consultative examinations, evaluating medical 
evidence and work and/or social history, and making a disability determination along with a Medical 
Consultant. 

2. HEALTH CARE FINANCING ADMINISTRATION (HCFA) 

HCFA administers the Medicaid program and sets forth the federal regulations for its 
Implementation. HCFA has designated the state Department of Health Services (DHS) to oversee 
the Medicaid program (Medi-Cal) in California. 

3. STATE DEPARTMENT OF HEALTH SERVICES (DHS) 

DHS is responsible for implementing federal regulations, developing policies and procedures, and 
providing guidance to ensure compliance with regulations. DHS contracts with State Programs-OED 
(SP-DED) to do disability evaluations for those applying for Medi-Cal as a blind or disabled person. 

DHS works with county welfare departments (CWDs) to ensure that Medi-Cal applications based 
on disability are processed timely between SP-DED and CWDs. 

4. STATE PROGRAMS-DED (SP-DED) 

The State Programs-OED located in Los Angeles and Oakland determine disability for Title XIX, 
Medi-Cal, using SSA's criteria for disability under SS!. SP-DED does disability evaluations for clients 
applying at CWO for the Aged, Blind and Disabled-Medically Needy (ABD-MN) program. Disability 
criteria are the same for federal and state OED staff. Upon completion of the disability evaluation 
of a blind or disabled client, the CWO is advised of the decision so that the M~>di-Cal claim 
processing may be completed. 
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5. COUNTY WELFARE DEPARTMENT (CWO) 

Whereas SP-DED is responsible for the medical determination of disability. the CWO is responsible 
for the non-medical portion of determining eligibility for Medi-Cal disability. 

The following steps should be followed by CWDs when a Medi-Cal client claims to be disabled or 
blind. either verbally or in writing. such as in the Statement of Facts (MC 210). Status Report (MC 
176S), or a letter: 

Document 

Confirm 

Refer 

Review 

SECTION: 50187, 50223 

In case record how disability was evaluated. 

Disability, using methods listed in Title 22, Section 
50167(a)(1). (a) through (c). 

Client to SSA or SP-DED If disability is not 
confirmed by methods listed in Title 22, Section 
50167 (a) (1). (a) through (c). 

MC 223 to decide If a prior disability decision was 
made by SSA. If yes, responsibility for a current 
evaluation may belong to SSA and client may be 
referred back to SSA. 

An MC Information Notice 13 and a denial notice 
of action (NOA), if applicable, must be provided 
to client to take to SSA. 
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22C - COUNTY WELFARE DEPARTMENT PROCEDURES 

This section lists the various activities the County Welfare Department (CWO) perlonns in processing claims 
for Medl-Cal disability. The major CWO activities are listed In separate sections (22 C-1 to C-9) which 
provide a more comprehensive discussion and Instructions for Implementation. 

C-1. Referring Disability App/iClltions To SSA 
O,SP-DED 

C-2. Determining Substllntial GainfuiActillity 
(SGA) 

C-3. Determining PTesumptille DisabHity (PD) 

C-4. Comp/llting DisabiHty Evaluation FOTms 

C-5. PTolliding CWD Wo,ker Observations 

C-6. Assembling And Sending SP-DED 
Packets 

C-7. Communicating With SP-DED And DHS 
About Changes And Stlltus 

C-8. PTQC8ssing SP-DED Decisions 

C-9. P,ocessing Reexaminations, 
Redeterminations And RfHlllaluations 

Specifies circumstances in which disability 
applications are referred to SSA or accepted by 
CWO for referral to SP-DED. 

Provides criteria and instructions on processing 
claims when applicants are working and engaging 
in SGA 

Provides criteria and procedures for determining 
If a client can granted PD. Includes detailed 
criteria for clients with Human Immunodeficiency 
Virus (HIV) Infection. 

Provides a list of forms used in the disability 
evaluation process. Includes instructions on the 
use of the forms. 

Provides background on the Importance of CWO 
observations and how they can be provided to 
SP-DED. Includes a form which can be used to 
provide observations to SP-DED. 

Discusses limited and full packet situations, 
retroactive Medl-Cal requests, prior SSI/SSP 
recipients. and Railroad Retirement Board 
disability claims. 

Provides Instructions for notifying SP-DED about 
changes which occur during claim development 
and use of status Information reports provided by 
SP-DED. Discusses methods to communicate 
with DHS. 

Provides Information on allowance, denial and no 
determination decisions. Includes Instructions on 
CWO actions to be taken upon receipt of 
SP-DED's decision. 

Provides criteria and instructions on how 
reexaminations, redeterminations and 
reevaluations should be processed. 
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22 C-1 -- REFERRING DISABILITY APPLICATIONS TO SSA OR SP-OED 

1. BACKGROUND 

The 1990 revisions to CFR 435.541 specify the situations when client must be referred back to the 
Social Security Administration (SSA) to apply for disability benefits, or be allowed to file a Medi-Cal 
application based on disability. Therefore, it is very important that CWOs carefully review the MC 
223 (Applicant's Supplemental Statement of Facts for Medl-Cal) to determine who has jurisdiction 
over an application for disability benefits. 

NQTE: A chart at the end of this section identifies situations when a client is referred to SSA or SP-
OED after SSA has made a decision on a disability claim. 

When a Medi-Cal application based on disability is accepted from client, optional form 
MC 017 JMC 017 (Sp) may be given to client. This informational form gives client an overview of 
what can be expected when a disability application is filed. 

2. FEDERAL DISABILITY EVALUATION BY SSA 

The following are guidelines for referring client to SSA. SSA refers case to FP-OEO for a disability 
evaluation: 

SSA Has Denied Disability Status Within 
The Previous 60 Days 

SSA Has Denied Disability Status More 
Than 60 days But Within One Year Of 
Current Date 

Client must ask SSA to "reconsider" a previous 
denial action, as client has 60 days to appeal 
SSA's decision. CWO will deny the Medi-Cal 
application. 

If client has a reconsideration request pending 
with SSA, CWO will deny the Medi-Cal application. 

1. Client must ask SSA to "mopen" the 
previous evaluation. At its discretion, 
SSA mayor may not "reopen I the claim. 
CWO will deny the Medi-Cal application. 

2. If client's same condition has changed or 
worsened, CWO must refer client back to 
SSA. CWO will deny the Medi-Cal 
application. 
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SSA Denied Claim More Than One Year 
Before The Current Date 

3. If SSA denied the disability claim after 
reopening the previous decision, SSA's 
decision would be controlling over 
Medi-Cal. CWO will deny the Medl-Cal 
application. 

If client does not allege that the same condition 
has worsened .QB that there is a new condition, 
client will be asked to file a new application with 
SSA. CWO will deny the Medi-Cal application. 

NOTE: Refer to chart at the end of this section to determine when client is referred to SSA. 

3. STATE DISABILITY EVALUATION BY SP-DED FOR MEDI-CAL 

Listed below are guidelines for determining who should and should not be referred to SP-OEO 
for a Medi-Cal disability evaluation: 

A. Who Shoyld NOT Be Referred To SP-OEO 

Incapacity Or Pregnancy 
Verification 

Prior SP-DED Dec/sion -
Disabled 

Prior SP-DED Dec/sion -
Not Disabled 

Other Factors Causing 
Ineligibility 

Refusal To Be Evaluated 

Do not refer clients to request verification of 
incapacity or pregnancy. 

Do not refer client who has had a decision made 
within the past 12 months unless the 
reexamination date has passed, or there is an 
indication that the medical condition has 
improved. 

Do not refer client who has had a claim denied 
within the past 90 days. Client should be advised 
of the appeal process. 

However, If CWO believes that the SP-OEO denial 
is Incorrect, the case may be sent back for a 
reevaluation within 90 days, as discussed in C-9. 

Do not refer client who does not meet other 
eligibility factors, such as state residence or 
resource limits. 

Do not refer client who refuses to be evaluated, 
as any client has the right to refuse to be 
evaluated for a disability. 
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Prior SSA Decision-Not Disabled 

B. Who SHOULO BE Referred To SP-OEO 

No Prior SSA Evaluation 

SSA Application Status Is 
Unknown Or Pending 

SSA Application Denied Because 
of Excess Income/Resources 

SSA Approved Claim 

CWO should discuss the possibility of a disability 
referral with clients who appear to be disabled but 
who have not requested a disability evaluation. 

Example: Client is confined to a wheelchair, or 
has difficulty walking, standing or sitting; the 
Individual seems disoriented, or shows extreme 
emotional distress. 

00 not refer clients to SP-OEO who were denied 
disability status by SSA: 

1. Within 60 days: refer to SSA for a 
reconsideration. 

2. Within 12 months: client alleges same 
condition worsened; does not allege a 
new condition; did not ask SSA to reopen 
claim. 

3. More than one year ago: client does not 
allege the same condition has worsened 
or that there Is a new condition. 

4. At any time: when client appealed denial 
and decision on appealed claim is 
pending. 

Client's disability has never been evaluated by 
SSA. 

Client's application for RSOI (Title II) or SSI (Title 
XVI) is pending or client does not know status of 
claim. 

Client's application for SSI is denied for excess 
Income/resources and client has proof of such, 
and client meets income/resource requirements 
for Medi-Cal. 

SSA has set a specific onset date as the start of 
disability, and client is requesting retroactive 
Medl-Cal coverage prior to that onset date. 

SECTION: 50167,50223 MANUAL LETTER NO.: Li? 
~ I~' ... ,g ,1 22C-1.3 

~ ".' 



MEDI-CAL ELIGIBILITY MANUAL 

SSA Denied Claim 

SSA Discontinued Claim 

SSA Refuses To Reopen Claim 

Rai/road Ret/rement Board (RRB) 
Disability 

Med/-Cal Denied Claim 

Farmer SSI Recipient, 65 Years 
Or Older 

In-Home Supportive Services 
(IHSS) 

Immigration Reform And Control 
Act (lRCA) 

1. SSA denied claim within 12 months, 
alleges new condition not considered by 
SSA, has not reapplied with SSA. 

2. SSA denied claim over 12 months ago, 
same condition worsened, has not 
reapplied with SSA. 

3. SSA denied claim over 12 months ago, 
has new condition not considered by 
SSA, has not reapplied with SSA. 

SSA discontinued SSI benefits for reasons other 
than disability and client still has the medical 
condition which was the basis for the SSI 
decision. 

SSA, at its discretion, refuses to accept a 
reopening request, and client returns to apply for 
Medi-Cal disability. 

RRB determined Occupational Disability only. 

Client was denied Oisabled-MN benefits for failure 
to cooperate with SP-OEO and good cause is 
established. 

An evaluation for former blind SSI/SSP recipients 
may be necessary even if client reached age 65 
or has already been determined disabled. Under 
the Pickle Amendment to the Social Security Act, 
blind individuals are entitled to a higher SSI/SSP 
payment level than disabled or aged persons. 

Indicate "Pickle Person" on the MC 221 under 
"Type of Referral" or packet may be rejected as 
unnecessary. 

An applicant for IHSS who is NOT receiving SSI 
must have an independent evaluation of disability 
performed by SP-OEO. 

IRCA allows certain undocumented aliens to apply 
for legalization. Full Medi-Cal benefits may be 
available for those amnesty aliens who are under 
age 18, disabled, or over 65. 
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Omnibus Budget Reconciliation 
Act (OBRA) 

OBRA provides restricted Medi-Cal benefits to 
aliens regardless of allen status. These clients 
must meet all eligibility requirements, including 
linkage. 

~: Refer to chart at the end of this section to determine when client is referred to SP-
OED. 
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SSA/SP-DED CLIENT REFERRAL CHART 

Items 11 to 11 D of the MC 223, Applicant's Supplemental Statement of Facts For Medi-Cal, identify 
whether client has applied for Social Security or SSI disability benefits in the past two years. Client's 
responses determine whether a disability claim is referred to SSA or SP-DED. The following chart helps to 
identify where the claim should be referred. 

CLIENT STATUS SITUATION QUESTIONS AND ANSWERS SSA SP·DED 

1. Did Not Apply 0.11 = No X 

2. Applied Application Status Unknown or Pending 0. 11 .. Yes X 
0. 11 A .. Unknown/Pending 

3. Allowed/Denied Decision On Appeal all .. Yes X 
a 11 A .. On Appeal 

4. Allowed Has SSA award latter proving current receipt of 0. 11 A = Approved None None 
benefits. 

6. Allowed Has SSA award letter proving ourrent receipt of 0. 11 A .. Approvod X 
benefits. Needs retro Madi·Cal. 

6. Denied Ha. SSA I"tter proving denial based on income andlor 0. 11 A.. Denied X 
resources. 

7. Denied Deni,,1 within previous 60 days. Did not ask SSA to a 11 B '" Date within 60 days. X 
reconsider the previous denial. 

8. Deniad Denial within 12 months. Alleges wor.ening of .ame a 11 B .. Date within 1 2 months. X 
condition. (provides proof, if condition now meets 011C,.Ves 
Presumptive Di.ability oriteria.) Did not ask SSA to 
reopen previous denial. 

9. Deniad Danial within 12 months. H". SSA letter proving SSA 0. 11 B .. Data within 12 months. X 
refus,,1 to reopen previous deni,,1. 

10. Denied Denial within 12 months. Allogo. new condition not 0. 11 B .. Data within 12 months. X 
con.idored by SSA. Has not roapplied with SSA. allD .. Ve. 

11. Denied Denial Within 1 2 months. 0008 not allege new a 11 B .. Date within 12 months. X 
condition or worsening of same condition. a l1C/D- No 

12. Denied Denial over 1 2 months. Same cond~tion worsened, or a 11 B .. Date over 1 2 month •. X 
hes new medical p/oblam not considered by SSA. a 11C/D '" Ve. 
Has not /eapplied 0/ appealed with SSA. 

13. Denied Denial ove/ 12 months. No worsening of same a 11 B ,. Dete over 12 months. X 
oondition. or has no new medica) problems. a l1CID - No 

4/1/94 
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22 C-2 _. DETERMINING SUBSTANTIAL GAINFUL ACTIVITY 

1. BACKGROUND 

Section 435.540 of the Code of Federal Regulations (42 CFR) requires Medi-Cal to use the 
Supplemental Security Income (SSI) definition of disability to decide if a client is eligible for Medi-Cal 
disability. 

To be considered disabled, SSI requires that an Individual be: 

·unable to engage in Substantial Gainful Activity (SGA), due to a medically determined physical 
or mental impairment, which Is expected to result in death, or which is expected to last for a 
continuous period of 12 months". 

A client who performs SGA is not disabled. even if a severe physical or mental impairment exists. 

2. WHEN TO USE THESE PROCEDURES 

These procedures will be used when a client: 

• files for Medi-Cal disability, states on the MC 223 that he/she is working. and has gross 
earnings of more than $500 per month. or 

• meets the criteria for Presumptive Disability (PO), but earns over $500 per month. PO 
should NOT be approved until an SGA determination is made . 

.H.QIg: These procedures do not apply to clients who are blind or to those who return to work after 
disability has been approved. If an SGA evaluation was not performed because the client alleged 
blindness, and SP-DED found that the client was disabled but not blind. an SGA evaluation must 
be performed before eligibility as a disabled person can be established. 

3. PROCEDURES 

A. SGA DETERMINATIONS 

The EW shall determine if client is performing SGA when client has earned income of over 
$500 per month. The EW shall: 

1. Obtain: 

SECTION: 50167, 50223 

Client's gross monthly earnings (If irregular. earnings should be averaged). 
Earnings derived from In-Home Supportive Services are treated as earned 
income. Vacation or sick pay, if received within six months of ending 
work. Is considered earned Income. 
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2. Determine: Whether there are impairment-related work expenses (IRWEs) or subsidies 
that can reduce earnings below $500. (A discussion of IRWEs and 
subsidies follows.) 

4. Submit: 

5. Alert: 

Claim if "net countable earnings" are over $500. 

A full disability packet to SP-DED. including an MC 220. MC 221. and 
MC 223. only if "net countable earnings" are $500 or less. 

SP-DED via a DED Pending Information Update Form (MC 222) when a 
disability packet was sent to SP-DED and client is subsequently found to 
be engaging in SGA. 

Work Activity Report form (MC 273. Exhibit 2) may be provided to client whose earnings 
are over $500 to help in making SGA determinations. 

B. IMPAIRMENT-RELATED WORK EXPENSES 

Impairment-related work expenses (IRWEs) are certain expenses which are incurred and 
paid by an impaired client to enable him/her to work. 

1. $500 SGA Determination 

IRWEs can be deducted from gross earnings to arrive at "net countable earnings". "-, 
If "net countable earnings" are over $500. deny the application. For 
self-employment, IRWEs can be deducted from net income. if not already deducted 
from gross income as a business expense. 

Example: Client earns $750 per month and has $100 worth of IRWEs for special 
transportation costs to go to work, and for medications needed to control a seizure 
condition. As *net countable earnings' are $650 per month, client is performing SGA and 
application is denied. 

2. Allowable IRWE Deductions 

Deductions are allowed when the following conditions exist: 

a. Disabled client needs the Item/service in order to work. The need must be 
verified by the prescribing source (e.g. doctor. Vocational Rehabilitation 
[VR]). The cost must also be verified. 

b. Cost is paid by disabled client and not reimbursed by another source (e.g. 
Medicare. VR). The cost must be paid in cash. including checks or money 
orders. and not in kind. 

c. Expense is "reasonable". It represents comparable charges for the 
item/service in the community. Sources such as a medical supplier or VR 
may be contacted. 
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Example: Client states he/she needs an attendant to assist In activities to prepare 
for work. Client has a family member perform the services and is charged $15 per 
hour. "Personal Care Services provided through In-Home Supportive Services 
allows a payment of $4.25 per hour, only $4.25 should be allowed as a deduction. 

3. Budgeting of IR'b'E 

Payment must be made after client became disabled In order for cost to be 
deducted. Payment Is computed In the following ways: 

a. Recurring and Non-Recurring IRWEs 

1. Recurring costs, such as monthly payments for a wheelchair: the 
amount paid monthly is deductible. 

2. Non-recurring down payments. or full purchase price paid for an 
Item: a lump sum payment may be prorated over 12 months. 

b. Cost Incurred Before or After Work 

SECTION: 50167, 50223 

1. Before work started: Prorate the cost over a 12 month period; 
deduct only the balance of the 12 months while the client is 
working. 

Example: Client paid $600 In January for an Item. Work started 
In April. Prorate the cost over 12 months. IRWE applies to the 
balance of the 12 months of employment, or $50 per month for 
April through December. 

2. After work ended: Deduct IRWE from the last month earned 
Income is received. 
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• 

• 

• 

4. IRWE Categorie§ 

DEDUCTIBLE 

Attendant Care Services 

Performed In work setting or In 
process of assisting in 
preparations for work, the trip 
to/from work and after work 
(e.g., bathing, dressing, cooking, 
eating). 

Services which incidentally 
benefit the family (e.g., cooking 
meal for individual also eaten by 
family). 

Services performed by a family 
member for a cash fee where the 
family member suffers an 
economic loss by reducing or 
terminating work to perform such 
services. 

• Requires verification of duties, of 
amount of time spent, that they 
were paid for in cash, and that 
payment is made on a regular 
basis. 

• 

• 

• 

Transportation Costs 

Structural or operational 
modifications to vehicle, needed 
to drive to work or be driven 
to work, even if also used for 
non-work purposes. 

Driver assistance or taxicabs 
where such special 
transportation is not generally 
required by unimpaired 
individuals in the community. 

Mileage expense limited to travel 
related to employment. 

• 

• 

• 

• 
• 

• 

NON DEDUCTIBLE 

Attendant Care Services 

Performed on non-workdays or involving 
shopping or general homemaking (e.g., 
cleaning, laundry). 

Services performed for someone in the 
family other than the beneficiary (e.g., 
babysitting) . 

Services performed by a family member 
for a cash fee where the family member 
suffers 1lQ economic loss. 

Transportation Costs 

Cost of a vehicle whether modified or not. 

Cost of modification to a vehicle not 
directly related to the impairment or 
critical to the operation of the vehicle 
(e.g., paint or decor preferences). 

Cost of travel related to obtaining medical 
items or services. 
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• 

• 

DEDUCTIBLE 

Medical Devices 

Wheelchairs, hemodialysis 
equipment. pacemakers. 
respirators. traction equipment. 
braces (arm. leg, neck, back). 

Work-Related Equipment and 
Assistants 

One-handed typewriters. typing 
aids (e.g .. page-turning devices), 
electronic visual aids. 
telecommunications devices for 
people with hearing Impairments 
and special work tools. 

• Expenses for a person who 
serves as a reader for a visually 
Impaired person, expenses for an 
Interpreter for a deaf person, and 
expenses for a job coach. 

• 

• 

• 

Prosthesis 

Artificial hlp and artificial 
replacement of an arm. leg or 
other part of the body. 

Residential Modifications 

Individual Employed Outside 
Home: Modifications to exterior 
of house to allow access to 
street or transportation (e.g., 
exterior ramps, exterior railings, 
pathways. etc.). 

Individual Self-Employed at 
Home: Modifications made 
Inside home to accommodate 
Impairment (e.g., enlargement of 
a doorway leading Into an office, 
etc.). 

• 

• 

• 

• 

• 

SECTION: 50187,50223 MANUAL LETTER NO.: 

NON DEDUCTIBLE 

Mldlcal Deyices 

Any device not used for a medical 
purpose. 

WQfk-Re/ated Equipment and Assistants 

Any work-related device not paid for by 
the person with a disability or, In the case 
of a self-employed Individual, eqUipment 
previously deducted as a business 
expense. 

Prosthesis 

Any prosthetic device that Is primarily for 
cosmetic purposes. 

Residential Modifications 

Individual Employed Outside Home: 
Modifications to the house primarily 
Intended to facUltate functioning In the 
home environment (e.g .• enlargement of 
interior door frames, lowering of kitchen 
appliances and bathroom facilities, 
Interior railings, stairway chalrllft, etc.). 

Individual Self-Employed at Home: Any 
modification expenses previously 
deducted as a business expense In 
determining SGA. 
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• 

• 

• 

• 

• 

DEDUCTIBLE 

Routine Drug§./Medlcal Services 

Aegularty prescribed medical 
treatment or therapy that Is 
necessary to control a disabling 
condition (even if unsuccessful), 
such as anti-convulsant drugs or 
blood level monitoring, radiation 
treatment or chemotherapy, 
corrective surgery for spinal 
disorders, anti-depressant 
medication, etc. The physician's 
fee relating to these services Is 
deductible. 

Diagm2§,tic Procedures 

Objective of procedure must be 
related to the control, treatment 
or evaluation of a disabling 
condition (e.g., 
electroencephalograms. brain 
scans, etc.). 

Non-Medical 
AppI/ance§./Devlc9§ 

In unusual circumstances, when 
devices or appliances are 
essential for the control of 
disabling condition either at 
home or in the work setting (e.g., 
an electric air cleaner for a client 
with severe respiratory disease); 
the need Is verified by a 
physician. 

Qther Item§.IService§. 

Medical supplies 
expendable nature 
Incontinence pads, 
stockings, catheters}. 

of an 
(e.g., 

elastic 

The cost of a guide dog, 
Including food. licenses, an 
veterinary services. 

• 

• 

• 

• 

SECTION: 50167, 50223 MANUAL LETTER NO.: 

NON DEDUCTIBLE 

Routine DrUQ§.IMedical Services 

Drugs and/or medical services used for 
only minor physical or mental Problems 
(e.g., routine physical exams, allergy 
treatment, dental exams, optician 
services, etc.). 

Qjagnostlc Procedure§. 

Procedures paid for by other sources 
(e.g., VA, Medicare) or not related to a 
disabling condition (e.g., allergy testing). 

Non-Medical AQpliancS§/Device§. 

Devices used at home or at the office 
which are not ordinarily for medical 
purposes (e.g., portable room heaters, air 
conditioners, humidifiers, dehumidifiers, 
etc.) and the client has no verified 
medical work-related need. 

Qther ItemUService§. 

An exercise bicycle or other device used 
for physical fitness unless verified as 
necessary by a physician. 
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C. SUBSIDIES 

A subsidy is support an Individual receives on the job which could result in more pay than 
the actual value of the services performed. Subsidies: 

1. May involve: giving the impaired worker the same pay but more supervision or 
fewer /simpler tasks than other non-impaired workers. 

2. May result in: more pay than the actual work is worth. Workers in sheltered 
workshops or settings are generally subsidized. 

3. Are deducted: from gross earnings to arrive at "net countable earnings· for SGA 
eligibility determinations but are not considered an earned income exemption for 
budget determinations, once a medical decision is made. 

4. Should be verified: by an employer contact to confirm a subsidy exists and 
determine the value of the subsidy. 

Example: Employer states that the value of client's work is half the actual earnings. Client 
earns $800 per month. As half the work is subsidized, $400 is considered the real value 
of work and client is not engaging in SGA. NOTE: $800 is the non-exempt income for 
CWD use In computing client's budget. 

D. NOTICE OF ACTION 

If an application for Medi-Cal based on disability is denied due to performance of SGA, 
client should be sent a Notice of Action (NOA) informing him/her of the reason for the 
denial. The NOA may contain the following sample statement: 

"The reason why you are not entitled to Medi-Cal based on disability is because you are 
working and doing substantial gainful activity. This means that your earnings are over $500 
a month. which is the earnings limit if you are working and applying as a disabled person: 

..fiQIE: The Title 22 reference section is: ~ 

E. FORMS 

1. SGA Worksheet. Form MC 272 (Exhibit 1): 

May be used to compute client's earnings and IRWE/Subsidy deductions. 

a. Net earnings $500 or less: process the disability application in the usual 
manner. 

b. Net earnings more than $500: deny claim as the client is engaging in 
SGA. 
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2. Work Activity Report. Form 273 (Exhibit 2): 

Should be used to determine what client's earnings are and whether IRWE or 
subsidy applies. 

3. OeD Pending Information Update. Form Me 222: 

Must be sent if a disability packet is pending at SP-DED, and client is subsequently 
found to be engaging In SGA. 
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SOCiiiI SfiCiUmy Number 

SGA WORKSHEET 
(USED WHEN GROSS EARNED INCOME IS OVER $500) 

1. AaD EARNED INCOME 

a. Gross ..... rag. monthly •• rnings $ 

b. Paym.nt in kind (e.g .• room and board) 

c. Other 

TOTAL GROSS EARNINGS 

2. SUBTRACT IMPAIRMENT-RELATED WORK EXPENSES (IRWE) 

a. Attendant Care Servic.s $ 

b. Transportation Costs 

c. Medical D.vices 

d. Work·R.lat.d Equipment and Assislants 

•. Prosthesis 

f. Resid.ntlal Modifications 

g. Routin. Drugs and Routin. Medical S.rvic.s 

h. Diagnostic Procedur.s 

i. Non-Medical Applications and Devic.s 

j. Other Items and S.rvic.s 

TOTAL IRWE DEDUCTIONS 

3. SUBmACT SUBSIDY DEDUCTION 

4. NET COUNTABLE EARNINGS 

EXHIBIT 1 

$ ___ _ 

$ ___ _ 

$_--­

$_---

If net countabl. earnings ar. graal., than $500. applicant is engaging in SGA and claim is denied. 

,--
MC2721W41 
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EXHIBIT 2 
STATE Of CAlFOAN ..... HEAlTH ANO WELFARE AGENCy O£PAATlIENT OF HEAl TH SERVICES 

WORK ACTIVITY REPORT 
You may be considered disabled for MedI·Calll you cannot do any kind Of work tor which you arfl suited, 
and only If you CIInnot work for at IMst • yur or your condition will result In death. 
If your earnIngs are more than 1500 a month, In general you cannot be considered disabled. WOrk 
expenses and specIal work conslder.tlons related to your dlssbJllty may be deducted In figuring whether 
your eamlngfl meet the $500 earnings limits. For this reason, Information about your work activity Is 
nlHldtH1. 
Thfllnformatlon you provide atwut your work activity will be uud In making a declfllon on your claim. 
Your employer may be contacted to verify the information you provide. 

GROSS EARNING 
What is your gross monltlly pay? (II pay IS Irregular. you do not need to enter the amounl.) Allach your 
pay stubs. 

2. OTHER PAYMENTS 
Specify other payments you receive. such as tips, free meals, room or utilities. Indicate what you were 
gIven and esllmate the dollar value and how ,requently you receive them. 

3. SPECIAL EMPLOYMENT SITUATIONS Yes No 
Aller you became ill. did your JOb duties lessen? 0 0 
II yes. did you gel to keep your same pay? 0 0 
Are you employed by a tnend or relative? 0 0 
Are you in a special traIning or rehabilitation program? 0 0 

4. JOB REQUIREMENTS 
Are your job duties dillerent trom thOse at other workers with Ihe same Job Iille? 

Yes No 
a. shoner hours 0 0 
b. different pay scale 0 0 
c. less or easier du1les 0 0 
d. extra help given 0 0 
" lower production " ,..., 
t lower quality 0 :J 
g. other differences (e.g., frequent absences) 0 0 

Me 273 (3194) P1Iu.1012 
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5. EXPLANATION OF JOB REQUIREMENTS 
Describe all "yes" answers in item .. above. 

6 SPECIAL WORK EXPENSES 

Specify below eny special expenses related to your condition which are necessary for you to work. 
These are things which you paid for and not things that will be paid for by anyone else. 

Specify the amount of the expenses. Attach verification of who prescribed the item or service needed 
and the cost paid. rNe are required to verify the need for the item or service with the person who 
prescribed it.) 

Example: Attendant care services. transportation costs. medical devices. work·related equipment. 
prosthesis. modifications to your home. routine drugs and medical services necessary to control a 
disabling condition. diagnostic procedures. or similar items or services. 

7 Use this additional space 10 answer any prevIous questions or to give additional mformallon that you 
think will be helpful. 

B. Please reed the following statement. Sign and date the form. Provide address and telephone number. 

I haw completlHl thl. form conwctly and truthfully to the be.t of my knowledge and abilitle •. 

~_oI~Of""-- DIIe T""""' .. No."A ... ~ 

MaIInCI-___ a-. ApI. No .. P.O.BoI. Of RUfIII RouII) 

CIty .l1li ..... ~~ Caunry 

FOR COUNTY USE ONLY 
9. Interviewer/Reviewer Check List ("Yes· enswers should be explained below.) Check all that apply: 

a. Subaidy 0 Ves 0 No 

b. 1~.innent·Related Work Expenses 0 Ves 0 No 

c. Substantial Gainful Activity 0 Ves 0 No 

EXPLANATION: 

10.. 
Me 273 (31141 
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INFORME DE ACTIVIDAD LABORAL 
Ell po,sitNe que .. Ie conslde,.lncapllCltado(a) pat'll Medl.Ca/. $I ustad no puade haca, nlnguna cia ... 
tratMJo pIIra e/ cUilI .. t. capllc/tado, y aoIamant. s, ust.d no puada 'rat:NIjllr durante por 10 mfUlOs un eno a s, 
su condlc/cin Ie ocaslems,. la muerte. 
51sem ingresos son ,;. mas de 1500 dolare. al mes, an general a u.t.d no sa'e puede cons/darar 
mCllpllcltado. LOll gastos de IrabaJo y consldaraclones e."sc'a/es de trabajo ,./ac/onsdOil a su Incspllcldlld se 
pufHhm daduclr al ca/cular sl sus Ing,.soll cumpJan can los limltea de Ing"sos ,;. 1500. Por esta rtlZOn, .. 
nsce"lta la InformaciOn acerca de "u actlVldad labOt'lll. 
U Intomvckin que UIIted proporclonfl scfll'Ca ,;. flU IIC1tvldlld IIIbonIlu utJIlZlIra ., tom., &mil d«:Iakm ..ar.1/U 
I'fICIIImo. & potiItNa que nos comunlquemos con su pIItrono pare cornprobst' 'alnfonnsclOn que ~ ptapOtr:IoI .. 

NOmllrll 011 II pelION! .ncapIC:Il.Idl NIim.ro del Seguro SocIal 

I Nombre CIet pelrOnO D""C:COOtl CIet PatrOno No. OIIletelOno CIet pell'Ono 

PU'IIO 0 cargo 011 au lnIbajo Tasa 011 pego Mora. que 11'11181' • Ie laman' 

2 NomClre oel IllllI'Ono Dlfec:c,on dill PllI'Ono No 011 'alalono dill IllllI'Ono 

, PuaslO 0 c:a'90 011 IU II'IIbllo Tasa de pego Moras Que 11'1118,. I I. samanl 

INGRESOS BRUTOS GANADOS 
GCUal es su pago mensual bruto? (S, el page es Irregular, no necesila anOlar la canlidad.) Adjunte sus 
lalones de cheques. 

2 OTROS PAGOS 

3. 

4. 

Especifique olros pagos que uSled recrba, lales como propinas, allmenlos graluttos. servlclos publicos y 
munlclpales de cuarto. Indrque 10 que se Ie dlo y calcule el valor actual y con que trecuencia los recibe. 

SITUACIONES ESPECIALES DE EMPLEO Si No 
Despues de en/ermarse. Gse aminoraron sus obllgaclones de Irabajo? 0 0 
Si la respuesta es si, i..mantuvo el mlsmo pago? 0 0 
"Es usled empleado(a) de un amIgo 0 panenle? [J 0 
i. Esta uSled en un programa especial de capacitaclon 0 rehabililaci6n? 0 0 
REQUISITOS DE EMPLEO 
"Son sus obllgaclones de empleo dlterentes a aquellas de olros lrabaladores con el mismo puesto? 

a. horano mas corto 
b escala de pago diferenle 
c manos obligaclOnes 0 mas faciles 
d se Ie proporciona ayuda adlClonal 
.' produccion mas ba)a 

calldad mas bala 
9 Olras diterenclas (e).: laltas Irecuentes) 

Si No 
0 0 
0 0 
0 0 
f"" 0 
" f"" 

L r 
'-

0 C 

Me 273 (51'1111114) PII9II 1 of 2 
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5. EXPLICACION DE LOS REQUISITOS DE EMPLEO 
Descritla Ioclas las respuestas "afirmalivas" en el articulo 4 antenor. 

6 GASTOS ESPECIALES DE TRABAJO 
A continJaci6n, espacifique cualesqUier gaslos especiales relaCionados a su condici6n que son 
necesanos para usted para trabajar. Estos son cosas por las que usted pago y no cosas que alguien 
mispagari. 
Especifique la cantidad de gastos. Ad;unte comprObantes de quian Ie receto el artIculo 0 servicio 
necesano y el COSIO pagado. (Se nos eluge comprobar la necesidad del artIculo 0 serviclo con Ia 
persona que 10 receto.) 
Ejsmplo: ServiclOs de cuidador, COSIOS de Iransporte, aparatos medicos, eqUipo relacionado al trabajO. 
pr6tesis, modificaClones a su casa, medlcamentos de rullOa y serviclO! medicos necesanos para 
conlrolar una condicion IOCapaCltante, procedlmienlOS de dlagn6stico, 0 artlculos 0 servlClos semejantes. 

7 Utihce este espaclo adlClonal para contestar cualqUier pregunra previa 0 para dar Intormaclon adicional 
que usted plense que sera Lilil 

8. Por tavor, lea la slguiente declaraciOn. Firme y leche la torma. Proporcione la dlreccion y el nLimero de 
telefono. 

He completado esta forma co"ecta y vemaderamen,e Begun mllea' conoclmlento y habllldadeB, 

I'-~-'-_J'-
Ar .. y No. de Tel6lono 

I o.,.CCJOn PoIIlllINumllto y Cal'. No. oe AOI . Apaneoo POllal 0 RUII Rurall 

10-,,- Zona Poll.' COlldeOo 

SOLO PARA USC DEL CONDADO 
9. Interviewer/Reviewer Check list ("Yes" answers should be explained below.) Check all that apply: 

a. Subsidy 0 Yes 0 No 

b Impairment-Related Work Expanses 

c. Substantial Gainful Activity 

DYes 

DYes 

o No 

o No 
EXPLANATION: ________________________ _ 

Slgnalure & Tolle ot tnleflllewer or ReVIewer I County CODe UBte 
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22 C-3 - DETERMINING PRESUMPTIVE DISABILITY 

1. BACKGROUND 

The process of Presumptive OlsabUIty (PO) allows a temporary granting of Medi-Cal eligibility 
pending a formal determination by SP-OEO, provided that client has a condition listed below that 
Is verified by a physician/medical source, and client Is otherwise eligible. 

Presumptive Disability Is granted as of the month of discovery of the disabling condition. PO islfilI 
allowed for retroactive months. 

NOTE: ONLY CLIENTS WHO HAVE CONDITIONS THAT ARE LISTED BELOW CAN BE 
GRANTED PRESUMPTIVE DISABILITY. 

2. RESPONSIBILITIES OF CWD AND SP·DED 

1. 

2. 

3. 

M,glcal Stltlmlnr 
Provided 

If SP-DED Grants PD 

If SP-DED Denltls Claim 
Alter a PD Dtlc/s/gn 

If a medical statement from client's physician 
verifies the presence of a condition specified on 
page C-3.3 .ami client is otherwise eligible, grant 
PD. 

a. Explain to client that PO temporarily 
grants Medl-Cal eligibility pending the 
formal disability decision by SP-OEO. 

b. In Item 10, ·County Worker Comments· 
section of the Me 221, check the ·PO 
approved· box. 

c. Notify the client via a Notice of Action 
(NOA) that approval Is based on PD. 

CWO should Immediately process case and grant 
PD. 

Send a NOA discontinuing the PD. Client cannot 
receive continued benefits (aid paid pending) If a 
State Hearing is not requested timely. 
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B. SP-OED 

1. 

2. 

3. 

MEDI-CAL ELIGIBILITY MANUAL 

CWO Notification 

MC221 

Formal Decision Made 

If CWO did not grant PO and SP-DED determines 
that the client meets PO criteria, the appropriate 
CWO liaison will be contacted by phone. 

When SP-DED requests that CWO grant PO, it will 
indicate In Item 16, "Basis For Decision" section of 
the MC 221: "PO decision phoned to CWO 
liaison; received by (name of contact) on (date)". 
This remark will be initialed and dated. 

A photocopy of the MC 221 will be mailed to 
CWO liaison as verification that PO was granted. 

SP-DED will process case as quickly as possible 
to make a formal determination. 

If disability is not established when a formal 
decision is made, SP-DED will indicate in Item 16, 
-Basis For Decision" section of MC 221: "Previous 
PO decision not supported by additional 
evidence". 
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3. PO CATEGORIES 

Grant PO when client meets any of the following conditions: 

NO. IMPAIRMENT CATEGORIES 

1 Amputation of two limbs. 

2 Amputation of a leg at the hip. 

3 Allegation of total deafness. 

4 Allegation of total blindness. 

5 Allegation of bed confinement or immobility without a wheelchair, walker, or crutches, due 
to a longstanding condition--excluding recent accident and recent surgery. 

6 Allegation of stroke (cerebral vascular accident) more than 3 months in the past and 
continued marked difficulty in walking or using a hand or arm. 

7 Allegation of cerebral palsy, muscular dystrophy. or muscle atrophy and marked difficulty 
in walking (e.g., use of braces), speaking or coordination of hands or arms. 

8 Allegation of diabetes with amputation of a foot. 

9 Allegation of Down Syndrome. 

10 Allegation of severe mental deficiency (Le., mental retardation) made by another individual 
filing on behalf of a client who is at least 7 years of age. The applicant al/eges that the 
client: 

(a) attends (or attended) a special school, or special classes in school because of his or 
her mental deficiency or is unable to attend any type of school (or if beyond school age, 
was unable to attend), ..il.ru! 

(b) requires care and supervision of routine daily activities (i.e., the individual is dependent 
upon others for personal needs which is grossly In excess of what would be age-
appropriate) . 

11 A child is age 6 months or younger and the birth certificate or other evidence (e.g., 
hospital admission summary) shows a weight below 1200 grams (2 pounds 10 ounces) at 
birth. 

12 Human Immunodeficiency virus (HIV) infection. (See below for details on granting PO for 
HIV Infection.) 
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4. INSTRUCTIONS FOR CWO TO GRANT PO FOR HIV INFECTIONS 

CWD may grant PD for a client with HIV Infection whose medical source confirms, on an HIV form, 
that client has specific disease manifestations. If client has no medical source, CWD will forward 
packet to SP-DED In the usual manner without preparing an HIV form or granting PD. 

If the required HIV criteria are not present, CWD should not grant PD, but should specify 
wEXPEDITE" in Item 10, "County Worker Comments" section of MC 221. 

A. FORMS 

Forms used to verify the presence of the HIV and Its disease manifestations are: 

1. 

2. 

DHS 7035A 

DHS 7035C 

"Medical Report on Aduh with Allegation of HIV 
Infection". 

"Medical Report on Child with Allegation of HIV 
Infection". (Client is considered an adult for the 
purpose of determining PD on the day of his/her 
18th birthday.) 

Instructional cover sheets attached to the forms contain Instructions to the medical source 
on how to complete them. Copies of forms may be made available to physicians and 
others, upon request. 

B. HANDLING QF FORMS 

1. 

2. 

3. 

4. 

Appointment Of District 
Coordinator 

Form Provided To 
Medica/ $ourgfl For 
Comp/fltion And Rflturn 

Client Brings Camp/flted 
Form To CWD 

T flleQhonfl Or Qthflr 
Direct Contact 

CWDs may wish to appoint a District Coordinator 
to receive the returned HIV forms to preserve 
confidentiality of Information. 

CWD generally malls the blank DHS 7035A/DHS 
7035C to the medical source for 
completion/return to the CWD. It may also be 
given to client to take to the medical source. 

alent may directly request the medical source to 
complete the form and may bring it directly to 
CWO. 

CWD may use telephone or other direct contact 
to verify presence of the disease manifestations. 

CWD will indicate at signature block "Per 
telephone conversation of (date) with (medical 
source)". 
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C. SIGNATURE ON FORM 

1. 

2. 

AccfPllbJ. Signa"'" Qn 
fJHm 

OugIignabll Slgnatul,l 
QaForm 

D. CUENT HAl? A MEQICAL SOURCE 

cwo wAl take the foIlONIng actions: 

1. 

2. 

3. 

4. 

Autborjzltlon Egr 
Release Qf Mert.lr;,'· 
Informatjon 

CorDI211rum Stctjon A Qf 
The PHS lQ;j&\1 
QH$ 70350 . 

Return EfIYIIgpe 

MaRing Thl Form 

OND will accept completed forms signed by a 
medical professional (e.g., physician, nurse, or 
other member eX hospital/clinic staff) who can 
confirm the diagnosis and severity eX the HIV 
disease manifestations. 

If there Is a question about the acceptabiity of the 
signature, call the medical professional for' 
vertficatlon. If the signature cannot be verified, 
00 NO! GRANI PO. .AdvIse SP-DE:O of CWO's 
actions and forward form and packet to SP-OED, 
If not already sent. 

a Complete MC 220 -Authorization for 
Release of Medical Information-, obtain 
client's signature, and attach the signed 
Me 220 to the OHS 7035A/I)HS 7035C. 

b. Check the -Medical Release Information-
space eX the check-block fo,rm -MC 220 
attached-. 

.tmn: WhUe the DHS 7035A/OHS 7035C 
contains an abbreviated medical release, CWO 
should use the MC 220. The abbreviated medical 
release is provided if the form ~; compaeted 
without access to an MC 220. 

Enter medical source's name and Inc~ude client's 
name, SSN, and date of birth. 

Prepare a retum envelope using the address of 
the appropriate CWD. 

Mal the OHS 7035A/DHS 7035C with attached 
MC 220 to medical source for corn~~etion/retum 
to CWD. Inctude the specially marked retum 
envelope. 
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5. 

6. 

CWQ ActiQQs fending 
Return Of The tiN Focm 

Ff)I'ffi Returnm rQ Cwp 
By QUem Qc Mill 

7. lat0(fJ11t}Rn On Qllftn.l's 
~/tfoa R,ceiyed By 
llillJt1Qn, Or OthIC 
Qi(§ct Conta~ 

8. 

9. 

M,dlc,' Eyld,n", 
BfCllytrt By CW Noaa 
riM ComDllttrt Form 

Form R""/ved VIa Fax 

CWO will not hold disability pacJ(et pending 
receipt of form. Indicate on Me 221 under 
·County Worker Comments· section that ·PO is 
pending", flag the packet, and forward to SP-OEO. 

a. Review form and verify that it is properly 
signed (physician, nurse, or other 
member of hospital/clinic S1aft). 

b. Grant PO if the appropriate combination 
of blocks has been I::hecked or 
completed (see sections E lind F below). 

c. Contact SP-OEO to determine location of 
original packet and assigned disability 
evaluation analyst (OEA). 

d. Attach a cover sheet (MC 222) to form 
indicating: 1) case name; 2) SSN; 3) 
date original packet was !;ent; 4) OEA; 
and 5) status of pending PI) case. 

a. 

b. 

Complete appropriate bloc~;s on the OHS 
7035A/OHS 7035C. 

Indicate at the signaturE! block ·Per 
telephone conversation of (date) with 
(medical source)". 

c. Grant PO if applicable. If tile packet has 
already been sent to SP-DEO, follow 6c 
and 6d above. 

a Grant PO, if applicable; forward form and 
evidence to SP·OEO. 

b. Indicate status of PO decision either on 
MC 221 or on cover sheet (MC 222). 

c. If medical evidence is received after form 
has been received and evaluated, forward 
it to SP-OEO. 

a. If guatny is DQor (e.g., pap4~r darkened by 
copier), photocopy faxed material (quality 
of fax deteriorates over time), retain the 
photocopy, and destroy the original fax. 
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Fax Sour", Is 
Quostjonablo 

b. If quality Is acceptabll. retaIn original. 

Telephone medical source to verify that the form 
was faxed by medical source. If unacceptable. 
do NOT grant PO. 

DOCUMENT THE TELEPHONE CONTACT IN THE 
CASE FILE. advise SP-OEO of ew[} actions and 
forward form. 

E. EYALVATlNG IHE COMPLEJJ:Q QHS 1035A MOULD FORM 

Grant PO if the appropriate blocks have been checked or completed on the OHS 7035A. 

1. 

2. 

At Least One Diseas, 
HIS aHa ChfCitrt In 
Soction C 

BlQMtectMaaffutatiQOs 
0( HI'{. 8SQO D Has 
Been QomQI,tlf1. 

Criteria in a. b • .AtlI.Q c below must be met: 

a. Either block in Section B has been 
checked. 

b. Any item has been checked in Section C. 
and 

c. Section F has been cOl1lpleted and 
Section G has been signed. 

Criteria In a. b • .AtlI.Q c below must '::>8 met: 

a. Section B has been checkEd. 

b. Section 0 (both 1 and 2) has been 
completed: 

• 01 - must indicate the presence 
of ·repeated manifestations of 
HIV Infection-. 

• 02 - at least one of the criteria 
shown must be chacked. and 

c. Section F has been co mpleted and 
Section G has been Signee!. 

SECTION: 50167,50223 MANUAL LETTER NO.: 132 MAY 2 7 199~C-3.7 
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aManffestations of HN Infection- means conditions that are listed in :3ection C but 
do not meet the findings specified there. 

-Repeated" means: 

• That a condition or combination of conditions occurs an average of 3 times 
a year. or once every 4 months, each lasting 2 weeks or more; or 

• Does not last for 2 weeks, but occurs substantially more fr91~uently than 3 
times in a year or once every 4 months; or 

• Occurs less than an average of 3 times a year or once every 4 months but 
lasts substantially longer than 2 weeks. 

Exhibits 2 (desk aid for adults with HIV) and 3 (chart with guidelines for evalua.ting ·repeated 
manlfestatlons-) are provided for assistance in granting PO. If CWO has questions as to 
whether the manifestations are sufficient to grant PD. CWO should send fo·rm to SP-DEO 
for the PD. 

F. EYAUJATtNS3 THE CQMPlETEP PHS 7035C (CHILO) FQRM 

Grant PO If the appropriate blocks have been checked or completed on th!~ DHS 7035C. 

1. 

2. 

N Leur One QiBu§ 
ti.u SeeQ kb'c!l« 10 
~tionC 

Otber MIOIfUJItipQs at 
til'l SfCfIgD Q HIISeeD 
pgmp/,ted 

Criteria in a, b. AN.Q. c below must be met: 

a. Either block In Section B has been 
checked. 

b. Any item has been checkE!CI In Section C 
(item 6 Is used only for a chid less than 
13 years old). and 

c. Section F has been completed and 
Section G has been signed. 

Criteria in a, b • .ANQ c below must be met: 

a. Either block In Section B has been 
checked. 

b. Section O. item 1 and 2 (a. b, or c. 
depending on child's aqe) have been 
completed. and 

c. Section F has been (:ompleted and 
Section G has been signl~. 

Exhibit 5 (desk aid for chUdren with HIV) Is provided for assistance in granting PD. If CWO 
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has questions as to whether the manifestations listed are sufficient to grant PO. CWO should 
send form to SP·OEO for the PO. 

G. GRANTING fC 

1. 

2. 

3. 

4. 

5. 

6. 

form QfJ.nf/rms eCls§ase§ 
Of HfY. And RIllUirfC/ 
Pisus§ Maa1f§station, 

E9rm kfJ.ntirm, P!'§'lDsel 
Of lifY. 1M fi.9n1 Qt TfJe 
Other Ccmctlt(paJ SbRWD 
Qn The lilY form EKiI! 

FfJ.rm ladiftiff#S HIV Is 
Stw2§kfEKt. BUI Ns2t 
Confirmed 

CWO Graat§ PO Aod 
Pasek@t Has NfJ.t aeln 
~ 

CWD Grant.I eD Aod 
Paseklt tja, §e§n 5.to1 

CWO Is VnlQ/e 7fJ. Gram 
.eJJ. 

H. EX!j1§[S 

1. OHS ZQ35A 

2. Dllk Aid 

~ront PC If the medical source cunfirms that 
required disease manifestations are present. 
whether or not the. client han Acquired 
Immunodeficiency Syndrome (AIDS) 

DO NOT GFJm PO. Process under regular 
procedures, except that CWO should specify 
"EXPEDITE" in the ·County Worker Comments· 
section of the MC 221. 

OQ NQT Grant PO if HIV is NQT confirmed by 
laboratory tests or clinical findings. Process 
under regular procedures. 

In Item 10. ·County Worker Comments· section of 
MC 221. CWO will check ·PO Approved" box and 
notify client via a NOA that approvai is based on 
PO. 

CWO will confirm location of disability packet and 
analyst, attach a cover sheet (MC 222) to form 
including case name. SSN, date oliginal packet 
sent and status of pending case, and forward 
form/cover sheet to SP-OEO. 

If CWO is unable to grant PO because form has 
not been appropriately comp/atec., or for any 
other reason, forward form and packet. If 
appropriate, to SP-OEO. This alloVis SP·OEO to 
develop case further. 

Medica! Report on Adult with Allegation of Human 
Immunodeficiency Virus (HIV) Infec:tion 

County Desk Aid for Making a PO Finding in Adult 
Qaims 
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3. 

4. QHS 7035C· 

5. DgkAid 

SEcnON: 50187,50223 

Evaluating Completion of Section D. Item 1 -
-Repeated Manifestations of HIV Infection- of Adult 
Claim 

Medical Repon on ChUd with Allega'lion of Human 
Immunodeficiency Virus (HIV) Infec:tion 

County Desk Aid for Making a PO Finding in Chnd 
Claims 

MANUAL LETTER NO.: 132 MA'1 2 7 \99bC-3.10 
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EXHIBIT 1 

~ .. --
MEDICAL SOURCE INITRUC110N SHEET FOR COMPLETION OF ATTACHID DH67035 A 

(Mldloal Report on Adult WIlt! AIl-aeUon of HUlTlln immunodeficiency YIN. [HIVllnfeo1lon) 

YOUI' patIenI, IdIrIIIIId In IeI:IIon A allIw IIt.IChed *"" his flied _ cIMn for MIdI-CW diNI:IIIIIy _ ... __ an HIV InItclion. 
MEDICAL SOURCE: ....... dIfaC:II'hII lNilnlc::lio" -'-I Md _ 1110 • .,."..1Iw IIIIaI:IMd lam\. 

L !VIPPli Qf TItS FQBN' .,..,-...MII....-n ........ tIImI~. ~ ...... ...,. _ ..... to ........................ __ .,.. .......... . ................... ......, ....... 
ThilII .. _ nlqUlllllor an llJl.lminlllian. Allhillinw ... IiII1:IIr 1-.:1 JOU 10 III out IhiIkIrm ... an ..... nwcIIciIf InIamIIIIan. TIle & ... ~ 
EvMllllcln CIvilian IN)' CIIII'&MI JOU ... 10 oIUin fullIIet .......... 10 ~ )IQUt p.IIiInt., cIIim. 

L WIll"'! COIf!LI1i ng fQIII' 
A """'i:IIiIn. I'IUIM. 01' .... '"'"'** aI • I\oIpiIIII 01' c:tinie ,tall. whO II "10 aonIIrm IIw dIagnoIlI and -"y allIw HIV d __ m ...... 1IIIIcIN 
__ lIftflllUl'~. may~ .... iglltlllllorm. 

.. .QlCAI. II' fAIE' 

A ~ aI HNIIII s.rv;c. IIWficaI .... (Me 2201 ..,1IIId by your PIIIiIIIt IIIouIr:I be allilCheCllO .,. Iorm when ,ou r"" it. • t'I ......... 
.. -...dIed. IIw nwcIIciIf .... MIllon 11ft 1M 101m .......... 111 _ lliglllld by fIIIUI' ... _. 

IV. HQW m CONNIE THE FORM' 

• .,ou,..... 1M form from your PIIiInt and SecIian A hal not been CIOIqIIIIed. piHH III in IhII ~ InIon'nIIion IIbcNI )IQUt patiII It. 

• You may not"-» ~ II allhII UCIioIlI on ..... ,orm. 
• ALWA'I'$ CCIftIIIIId IiK*on .. 
• ~ SecIfcIn C. It ............ ,au ChIC:k ... , _ 01 .,. ...,. in Sec:Iion C. go l'ighl1O Seclion E. 

• ONLY ___ ..... 0 "you ..... NOT ......... Y ...... 111 s.don C. See .,. !IpICiaI il'llCIm1IIion ~ below which will .. JOU 10 
0CII'I1IIeIa Sec:Iion O. 

• c.....- SecIfcIn E It,."...., to.".".. ___ on ,.. ......... ~.). 

• ALWA'I'$ CCIftIIIIId ........ F MIl Go NOTE: 1'hiI> kMm III nol-'-" WItif hie IlifJned. 

v. HQWXOUJUIN"fQBMmUS' 
• .......... QIn1IIIIeCI. aIgIIIId Iorm __ • poubie In .,. Nlum ."",... pnMcted. 

• .,au r"""" .,. lorm WIIIIOIII __ eoMIapI. ,,"#Ie~. aIgIIIId 101m IIIck 1O,aur PllienlIor ilium 10'" ClOU1IIY cItpIu'\I1W11 CllIIOCiaI ......... 
VL REAAL 'MWIM11CIt m.p JCI! IOSOWLm 'IiG11ON p . 

..... w. u......, 0: 

• Sec:IIon 0 ... JOU to II1II III willi QCher INIIfIa1IIianII 01 HIV JDUf P*ienI may ..... 11liii0 ... ,au 10 gift III an 111M 01 '- ,aur Plllilnrs ..." 
IO~ hal "1IIIIaId. 

• w. dO not 1-.:1 dIII.IIIIId ~. 01 1M tunc:tionII IimIIaIIIII'II ImpQMd by #Ie 11IneN; .. /WI MIld 10 InM ....,.. your ",_111'1 ...,. 10 
funcIIon lias been IIIIecled 10 • "mIIIIed" degIw in any aI ..... _lis .. See below 101' an ~ 01.,. .."" "mIIIIed." 

...... T_ Uead In s.don D: 

WhIt We ..... 8y ............................. MVI!IIIedIen t_IIMJD.fJ: 

..,.....,. _IN!. CDIIdIlian Of ~ aI CDIId'-: 

• 0cI::Iur5 an -. aI thrw linwIa ,..,. or IIIIQI W«Y tour monIhII. Md'IIalling MO _kI 01' mare; or 
_ 0-. not _lor MO ..... buI_ ~ mare IrequanCIy 1II1II ..... ..,. in _,.., or IIIIQI-r lour trI!IInIhI; Of 

_ 0cI::Iur5 .... oIWI1IIIII .. -.01.".. ... _,..,.._.-,1our 1IIOIIIhI1IUI ... ~ ............ MO-u. 

~ 01 HfV 1nIedion" may Indudll: 

• Arrt CDIIdilianllllted In Seclion C. IIUI .. haul the lindinp lIPIdied .,.,.. 1_.11 .. ~ aI .,. c.Yix not mMling .,. c:rbria ,'-1 in Item 22 01 
.,. 101m. dLarrl'le not mMlinII .,. crtIen& .~ In I\em 33 01 the Iorm); or any III"'" -.lilicn IN! • nCJI listed in Seclicn C. (.·11 •• oral hairy 
IIMIlqllUIll. "¥lSI.). 

• ManII_lalianI 01 HIV mu&1 _un In lignili::arl. ~ 'Yf'1*ImI and ligna. ( •. II .. IatIg .... lever. rnIIiIiM. wight"l. pain. night I_I· 

ConIinued 01'. _ .... 

.... 1J4. 
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...... ....,., ........... l..IIIIIIIIIIIIor~In~ .. ,..IU}: 

• WMn"""" II 111M 10 ~ fuNIIanIIIlmiIIlicIN. M __ .,.. 1hIIn ............... IhIIn _ • .......,. .... ""'" ... pour 
.-.. --"'10-' _11 ...... or Inallllnllne ..... 

• A rrwUd ...... IMJ .. IINM"I---' ~ orluncllillnl ... lI'I1:IIIlnICIor ___ only _ II ~ An IndMI:IuIII ..., ... 
....., .......... 1nIm~ III.-.,ID __ a .................. _ .. _IN __ CllIImIIIIIIarI 11 ..... _10......, ...... willi .. 
...,101l.IIICIIoft"""* .... ..,.~._.....,..,. ' 

..... ....,., ·AII"....., DIIr LMnI- .. lllfllllUI: 

• ...... c:rIdalrlMntllMUllt. ...... ImiIId 10. audI MlIviIIIII • doing hauIIIIhoIII dIDIa ~ II1II.",..... UIIng .... aII_1aIIInI 
JIIII:*:~ II1II..,..."'" 

....... : An INIMduII willi HIllIrMcIlan who. ___ c:rI ~ IUCIh _ pain I/rp:IMd by IhI __ or ........... II ftDI" ';0 IftIIrain • 
~ or._ pubIC ~ 01\ • _1OIiIM .. or wIIIIouI _ ...... 1_ Ihough he or 1M 11"10 PIII.m _ ... _ .....,--*1 '-nwtIIdlllnllaliDn c:rI ~c:rI_lMng, • 

..... ....,., ...... ~.(_ ..... IU}: 

• 80daI tunc:I/IOI*'II ~ IIw CIIIPIIiIY 10 irIIIIr'MI ......... t.IItIIy and ~ ..........., willi..,.. 

ElIMIIH: An IrIdMdu.tI 'IIIIh HIV InIecIIkIn whO ....... 01 ""'*'"" or • ...", CII ~ II1II NmiIIIDn CIIoMd by IN .,... or .. 
"....,..., __ ... in ...., w..MIiOn 01\ • _1ainId bail t_1hougIIhe or w 11"10 IIOImIIri:ID willi c:IoR lriIIndt, or ~I 
-..lIt haw,...,. dlliCullYln."....... ..... ,~ . 

..... ....,., "CD $_ II. , .... In o1'lllllllr ............ 111m '''',: 

• ~ taM in 0 timOIy IIWINII' ~ the lIbiIIy 10 -'!lin ~. pOI'IiMncIo. or p.-IO pemillimlly CI:III1IiICiOn l1li __ CIIIlIm'GIIIy 
IIDund In..- ........ 

...... : An Indllriclual wah HIV IIIIocIIOn .mo. ___ l1li HIV......., ,. ..... or .'* '1"1JIDrIII. II unllbllllO ,.ain ___ lilian or paco 

...... 10 ~ ... WItI ........ 1-1hDugh hO or W II abIo 10 CIo ..... IIIIIMIiIII III cI.IIIy 1Mn9) __ IWW nwMcI cllliI:uIIy .,.,...c.au. 

PRIVACY ACT NOncE 

The Depal1n'IMt of H .. hh SelVic; .. (DHS') ia authorizlld ID c;01lec:11II. information on lIIis 'orm under 
Sec:IiorII2D5(a). _d) ..... 1I33(oX1) 01 lie 60ciaI SocIurity Act. The inIDmIa .... on Ihis tonn II nMdod by 
DHS 1D I'I'IIk.o • doc:ioion on tho...,.,., _icInt's application for Med..c.t baMel on diIabiIity. While giving us 
tho inlotmallon on Ihis tonn ill voIunlllly. llilul'e ID pIOIIido .. or part of tho rOQ~*, inlatmalion could prevent 
an MQlna" or IimoIy dIdIion on tho naINId applicant's application. Although the information you IumisII ill 
aImolt NWI' uMCIlor lIny purpo .. olhllr than moIUng • dotwminaIion about tho eppIic:anr, disability. IUCh 
information may be diacloMd by DHS .. follows: (11 1D enIlIIo • lIIird party or agenc:y to Ulist OHS in 
oItaI:IIishing rigtllIlD ~I bonOfiII. _ (2) II:! 1Bc:iIi ..... 1isIicaI I1I1M1'd1 and .lICit ac:tmties NICOSSIII)' 1D 
USUl1l tho iNilgrily nI imp'o~t of tho Med..c.t pn:IgI'lITI. 

We may IIIao u .. the iniomwtion you give us when _ match records by eompulltr. Ma1l:hing programs 
~ _ roc:ord$ wiItIlhoH of ather fodanll .......... 1oCIII gcMIIlomonl qoncioa. Many aganciM may 
UH rrw,1I:hin; proorIIM lID find or provo thaI • potion qualifiM for bonofilll paid by tho FocIoraI GoYemmonl 
Tho law aIcMa u. 1D do Ihis IMIfl H yau do not 10l11li III it. 

Federal law poming MedicIld roqulr .. that modicaI informallon on appIic:anta .... borIIIIIc:iariM be kept 
conIdInIiaI. ((42 UniIItd SIll. Code. SIc:tIon 13111 (.) (7).») ". ,........ ~,. thIr. .. doll with 
tho cIsdoaunI of inlDrmalion c:oIII::tIId and rnainIIIinod by .... MediI:IIid ....... (42 CllliIDmill Foderal 
RogisIIor. SediDnI.c31.300 ...... ) 

--. p .~ 
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SIC1'IOIlC ~ 

IIN.ICIIMHT .... .......-: 

a 0 cw ... _ .... c.MI,_.IIICIO ........ ........ 

a. 0 ........ ..-. .............. : ............. .. 
... ......... _ WUI, ...... or __ ,-1..-; or 

II ••••• ,. of ........ -.-. ............. ......... .......... --.--............. -
IN. 0 L'-... ••• ,,,, .......... ....,..,....... .......... . ....... ......-.----=_. __ 111'1' • 

................ -1 

lIS. 0 .. F ,.c.ac. __ "' ...... 

:III. 0 C..-...f .. all' • IIIIuoIIue ........ ,-. ... --...... --.--............. ...-. c ............. IIIE.I.I ......... IUCI'I .. __ or ...... . ....-...... .. _...-- ........ ...,.....-"'-" .. -. ...... -...., 

'D. 0 ....... .-......... JO...- .. _l.-._ 
or ____ .... -... ... __ ~--

:III. 0 ........... 1111 ................ ____ , 
_UIIID~"' ____ "-",,, 

....-....... ",--_ .... -... -
a. 0 nw .... II"""'III ...... ~ _ .... ...,_ ............ -... ,........--....... -..... ................... _; .... -- ............ .. 

... '2_ 

30. 0 HlY Enc:epMI..-... ,. _ ....... "..- If ..... ..,...----_ ... ....-
31. 0 0tMr ......... ,1II1II 1IIuI1"'''''_ of NY In.dlon, 

( ................... _"". _ 1II1fti11U1II .... """".m ................. __ ... _---' ......... .. ..... .....-................ - ..... ... ..... 

-_.-

HIV WAS11ND ~ 

32.. 0 NYw ..... .,....._ ...... "'-..y ..... _ 
.. ,o ....... .,_ .. _c.,_ ......... ........, ....,. ... , .......... _ ... --_ ........ ............... ........,...._ ............ --.... .............. _1_ ........ : .. __ ... ____ ...... _.'C (100....",., ... ........, .. 

1_ ........ 

33. a ................... __ ........ _._ ... .......-..,.--.----. ...... ....... 
34. O~..,. .......... __ .• _ .......... _ 

----.-.....-"'-...) 
NEJIHIIOPATMY: 

INfECTIONS RESISTANT TO TREATMENT OR REQUIRINO 
HOSPITA.lJZATION OR INTRAVENOUS TREATIIEN1' THRIIE 011 
MOIII T_ .. ONE YIM: 

36. 0 ...... 

37 . 0 ........... 

•• o ...--. .... I'CPI 

311 • o ~ArIw* 
4(1, OWn ..... 

41. a ......... , ..... iOOIJ-
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1. ......... .... In .. .,.." NY ......... 1ncIudInI1 d __ InII'IllOI1IItd In SIcIIIon C. "- 1··.11. bIA wlIICIUI"'lPIIQIIIId ftndInp ~ 
..... Of __ ---. rwuIIng In ~ ~ .~ Of 1iIIA', ce.o.. _ ....... 1I'IIlIIIIe. WIIIg/IIIDM. PIIIn. nIgN _,. 
,.,........-,: .. ,.,. ~ 'f/INI"" _Iwd; 
b. ,.,. ......... 111...,.--.111 ... -...,..., ... :-
c:. ,.,.....,.. ...... 111 .......... . 

~.,our PIIiInI r..t IlOl '- ... _l'IIIIIlwlllliOn..:ll1imt to liliiii'" cIIIIiIIItiarI aI ....... ~: bIA. II ~ 
lINd to -' 1he NlQuiNII'IWII mAl h_ -..I'IWII In ,.,. • __ )'HI' PlrIocI. (s. ahChiId Nlnlca- 'Of 111. dllflnl1ion 01 "ftIpee»d 

~, 

.,ou.....o _~ ... _Sealon IE: 

MIll. 
I. .., ........... : 

o ......,..,....aI~." DelrL.lmllOf 

(j ......, ~ 1n~""Func:IerIInI;fiII 

F. iaiiCiCiiOUACi liiFOiiiilK* .............. T,...,: ---
' ....... _...-_CooIII 

( 

--
"~'7>' "'li~ffl~"" '~~r?::,~~~~~~~'''~~~ii*:::t< WJI"'!:' 'mp -i~~<~~iI! '!;li"~~"~~?m'~"'" > ~1>~'1~j;; 'te''(.'!i1 ~~"'"'~'/::m:,~{'''''~ %"~:; . ..>!''''' : ""''1;'';' "'< 
"' , ~~~" '"' "f'"'" :"!1j1!rrj:1i!L~~:~fJ;}:- 1"1 ~ 0 I' ) I I ~ ,~,~.~ijill :"':"'~~~&:II,."";j;:>:;~~~~I~,+t: ~ c ": >< , : 1~" "" ~' ;} "I' 

<. <~" j "~~<!"'''~" ~'''II ,";&"l"~ ~~~",""~" O~~ ;( J I;~ :.c ~tq >",r'" ,,' ,r'<Y"c:.'{",~,~,,~""\l~'~ ~~,:-\;.<yb,~"".;-~.""rv: < I' i: WI ~~ ~,.'~'l!;~~I~ 'I'/~I;~,.~_~i'" :~~'~ :, III I '!,J.~'l" I~B",~IL·1~i'j~IU:-I':,-!:ij I loll ~~":7:t ,'!;J ~ 

"'"" .. ~f; .1 .. ::~~:::~=~ii~~&~i:r~:~ftF~~!.:.~t!i~~En~~ .. ::~~~_: ~~~J:.i~~.:' .'.:0: :'~;/~::'1E=~~~~ , ~;:~.~'.fo ;;~~::;"';~:~ J ~ ~ ';~."'"U 
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EXHlBIT 2 

COLJNTY DeSK No fOB MAKING 6 Po FINDING IN ADULT ClAIMS 

The County WIll Make A 
PO Finding If: 

SEcnON: 10187, 50223 

The Following Combination of Blocks Have Been Completed, .&JQ The 
Blocks Have Been Completed as Indicated Below: 

Section B 

Section C 

Section F 

Section G 

Section B 

SectIon 0 

Section F 

Section G 

OR 

EIther block has been checked 

One or more blocks have been checked 

Medical source's name and address have 
been completed 

Signature block has been completed 

Either block has been checked 

Item 1 - has been completed showing 
manifestations of HIV infection that are 
repeated as shcMn In Exhibit 3 

Item 2 - one or more blocks have been 
checked 

Medical source's name and address have 
been completed 

Signature block has been completed 

MANUAL lETTER NO.: 132 \{s1Y ~ 7 r~~ 22C-3.18 
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EXHIBIT 3 

EVALUATING COMPLETION OF SECTION 0; ITEM 1 • -REPEATED MANIFESTATIONS OF HIV INFECTION" 
OF ADULT CLAIM 

IF: HIV manifestations listed in Section 0 include diseases 
mentioned in Section C; Items 1--41 of the DHS 7035A. but --
without the specified findings discussed there (e.g •• carcinoma of 
the cervix not meeting the criteria shown In item 22 of the form, 
diarrhea not meeting the criteria shown In Item 33 of the form); 
or any other manifestations at HIV not listed In Section C. (e.g •• 
oral leukoplakia. myositis)· 

AND: AND: THEN: 

Number of Episodes of HIV Duration of Each Episode is: 
Manifestations In The Same 
1-Year Period is: 

At least 3 At least 2 weeks Requirement is met 

Substantially more than 3 Less than 2 weeks Requirement is met 

Less than 3 Substantially more than 2 Requirement Is met 
weeks 

Unable to determine Unable to determine Refer to OED 

·REMINR~R: If there is any question as to whether the manifestation listed Is a manifestation of 
HIV, refer to OED 

ALERT: The same manifestations need not be represented In each episode. 

Examples 

Manlfestation(s) Episodes Duration Reauirement Is Met? 

Anemia 2 2 months each time Yes' 

Diarrhea 2 3 weeks each time Yes2 

Bacterial Infection 1 2 % weeks 

Pneumonia 2 1 week each time No' 
(Refer to OED) 

SECTION: 50167, 50223 MANUAL LEnER NO.: 
,.. '. 
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The requirement Is met based on '1_ than 3 episodes of anemia, each lasting substantially more 
than 2 weeks. 

2 The requirement Is met based on a total of.a episodes of diarrhea and bacterial Infection, each 
lasting It 'east 2 weeks· 

3 The requirement Is not met because there are 1_ than 3 episodes of pneumonla..llld each episode 
did not last substantially more than 2 weeks. 

SECTION: 50187, 50223 MANUAL LEnER NO.: 132U
'" -- ... ~ 220-3.18 
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EXHIBIT 4 _0111' ___ __ _01_-
MEDICAL SOURCE INSTRUC'110N atEET FOR COIFLI:T1ON OF ATTACHED DHS 1035 C 

( ..... 1_1 Report on ChUd With AI .... tlon of HumM ImmunaddclltnCy Ylrua [HIY] Infection) 

A CiIIIm hU ...... 1IIiId f. ,aur .... IdtnIIIrd In SecIkIn A 01 IN Gad'Ird 101m. f. Mrd-CIJ cINIbIIIy benIIlIII lIMed on HIV IIWeIIDn. 
MEI:)IC,Al SOURCE: PINrr dIIiNh ltitlNtl\lClllln .... ..:1_ • 110 -.-. tIw IIIMtIrd 101m. 

L PSI .. Qf 'QIS FQIIIt 
.,. ........................... .....,..,... ...... .., ................................... __ ... 10 ........ . .......... ......,.~ ....... 
11* II .......... __ ....... AI ..... -1In1IIr ..... J11111.1110 ....... torm ..... _ling IMdic:II ~ ,.. ..... 0iIIIlay 
~ DNIiIIon nwr .... ,.....,110 IIItIIIIn 1uIfMt ..... ~ 10..- fIlM Pllfill'l'l1IIIim. 

L JIIl.X GOW'f!' 'QIS fCIlII: 
A ...,.1IiIn. -. • IIIhIr -..- 01 .......... cIIItc NIIIII. who II ... 110 IIOIIfirIn IN ______ 01 IN,HIV ~ ".......... 
........ ,..--..,.,~ ... ...., .. farm. 

......... f'V· 
A~oIHNIIh ........ 1IIMkIII ...... (MC 110) ..... _,.. ................... IIWIuIII ........ IO .. IIIrm ..... ,au ...... 
a. ......... II ........... ~ ................. Iwm .... IIhiUd .. IIIgIwd_,.. .............. ........ 

IV. ear m CQIIVlE D.1Ii EQRII' 
• • yw ....... tarn'! nm fllMPIIfiII'I'I ..... I' ..... - s.aiDn A ........ --.. ...... In .. ~ InIcIrIMlan ....... 

fIlM ....... 

• You.,.," '-1O~" olIN ......... farm. 

• ALWAxa ......... SMI10n a. 
• CMIpIIIIt""" c.., ............. ,au c:Mc* ..... _ 01 ...... 111 SIc::dCIn C. go ~ 10 Section E. 

• ONLY -..... s..CIIarI DII ,.. ..... NOT c:hIcIIIId IItJ 111m In SMI10n C. See tIw ~ InICInrImIn MCIion IIIIIiIw wIIich ...... I'CIU 110 ___ SIc:Iion O. 

• ~ ...... EIf,., ............ ___ GrI,.... ........ ·.OGrIiItIrnC.). 

• ALWAxa .............. FGrIIIG. N011\:11W ....... .,. ....... UId ........... 

V. 11M TQ fIIlUlIIlJIE EQRII TQ US, 
• .... tIw --.. ....... tarn'!. 1ICIOII ...... 1n tIw ""'"' IIIMIcpe pnMIId. 

• .,au ........ tarn'! ...... ""'"' eIMIIIapI, ..... tIw ~.lIlgnecItormbD ID fIlM ............... gUoIIdIan lor _IDtIw--, 
......... alMCIIaI ..... 

• s.aIon 0 .. ,.:III ID ..... IIIhIr _ •• 1 .... 01 HIV ,... ..... nwr "-.• IIIiIo ... ,.., 110 gMt. an IdN 01 '-,.. !*IInI'11IIbII)' 
IDtuncIbon ............. ~onIr .. _ 01 ~~ ... c:hIiI'I.~. 

• We dCI NIl ............ ~ 01 .. I\.IncIionIIIImUIianI irI1:IOMd '" .. 1IInIu; _ jwt ..... 10 __ ...... fllMPIIiGrIR IbiIIy 110 
tuncIbon 1\11 .... ___ ID ..... ~. 

• For c:h/Ii:InIn ... 3ID""""" 01. '" tNt CIhIId ...... '-• .......,. ___ 0I'~ in __ to .. eligiblillor u-......... See 
...... __ ~oI"wm"nwMd.· 

...... T_ ..... lns..CllarlO: 

........... ., "Mwdl •• I111_ 01 HIV........,· ,... ..... 4'}: 

..... 1111 •• 01 HIV InIIcIIcIn' ...,. IndudIt .., c:ardIIonr IiIIIiIICI III hctlllln C. tM 1IIIIOUI tIw IiI1cIIngI ..-:1*1 ..... ('';'' GAl c:nIidIIiIiI NIl 

....... tIw attrIa ____ III ..., 71 0I_1oIm. diInIIM NIl ......... aIIIriIw-1n ...,:18 01 .. ...,...: • .., IIIhIr c:ondIIiI:IN IhII II NllIiIIIiIICI 
In ........ C.1&f., GAl .., ................... 1-

WhIt ........ lay ................... 0..& ••• , .. OIly" CIiIIIfNn.,., ,.}: 
• WNn.......,. II UNd 110 cr.atIt IuncIIIIInIIIIImIadonI. • .-_1han madrr •• 1M .. ItIan au-..... ..,.. dCIrI /lilt III'1IIr It.- JQUI' 

..... II CCIIIInMI ..... ~.I'pIiII:IM In. ___ ............ 1ac:IIy. 

• ,., IIIMIoId IirI*IiDn may .. pnMII wtan ___ ..""... • II.n:UIiN _ in1*r. Of _ wtan onIr _ ill ~. An IndMcIuaI .-I /lilt .. 
tIII.IIY PNdUded tlQll'l piII1armIng WI .:IMty 110 hIM ........ In'MIIIIn. • long ... __ 0I1miIIIIcIn II auc:h • 110 ..tcMIr ...... with .. 
UdIIItJ.1uncfIc:In ...... iOII1IIr. ~.IIId"""""" In 1/1 ~_. 

__ C~""'l 
CcnInuIId II1II_ -
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The DtIp4u1mIftt 01 Health s.rw •• (CHI) II IIIIlhoriud III collect till informalion on tIIi. torm under 
Sec:IonI mI(a). _ell. and 1833(1)(1) of ... 8aciII s.curity Act. 1M infDmwtan on flllla!m illWIIIiId br 
CHS III .,.. I dIIc:IiIian on .... NmIId appIicMt'I .,...tion lor MMIi-c.J bINd on cIiIIIbiIity. Whillt giving us 
.... 1irIfarmdon on 1111 farm II WIIurOIy ... lin III pnwIda .. fit PII1 of ............. inIDrmIIIDn c:ouId ..... 
lin -=wa .. 01 IimIIy ..." on .... rIImICI appIicInt'. 1IPPfica1ion. A/thougtI ... ~\iQn you fumiIh II 
IIIn'DIt _ UloId,..", purpDN OINt' thin nkinCI' de~ IIbcIut lie applicant. diubilily. IUd! 
inlormaliCln may bit dIctDMd by OMS .. tDIIowI: (1) III MUle • tIIin:! party or 'gIMICY III aIiIt DHI in 
~ rtF. III MIIcIi.caI benafiIa.- (2) III ....... IiIticIl-at and aucIt IIdhriIiH ~ III 
~ .... i"",-Ind iI'rIpn:wIarnar of th4t MIQ..cal program. 

WI ma}' allO UN lie inlonT8lion }'ou Clivi U. wh.n _ match r_ds by compultr. M.tching P'OCI­
CIOI'I1I8I'II our rICIOn:Ia with Itae of oth« 1edInII ..... lind local gcMIITIINI'It aganc:iH. M.", agencieI rna}' 
UN mald1inQ IWQIIIITII III lind or pt'CMI .... 1 • PI"'IO" qu.liIIn for blnlfltI paid by till F ... I ~ 
1M law allows us III do tllill _ it }'OU do not IICI'. 11:1 il 

F ...... ., IIJII'I'III'I'ing ","aid fllqUir .. tI.t medical infomalion on .pplicllnta and blnlficiariu bit !lapt 
conficIIInIial. [(42 United Sla_ Code, SItction 13911 II) (7).)) The fIOwalio", implementing .,iII law dMI wiIh 
.... diIcIoauI'I 01 informalion colleeled and maintained by .ta. Medic:IIid 1QII'ICiU. 142 California FIderII 
Rlgill., Sections 431.300 It aeq,) 

SEcnON: ·50167, 50223 MANUAL LETTER NO.: 132 NAY 2 7 ~C-3.20 
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_lIIe" ._ ... _"..... ~111_-

MEDICAL REPORT ON CHILD WITH ALLEGATION OF 
HUMAN IMMUNODEF1ClENCY V1RUS (HIY) INFECTION 

7JwiIndIrit:aMI __ blew _11«1., ~ .. ~ under",. MId-cal PfO(TfItn. II you ~ lIN Dm. fOUl"'" 
"., ....... ,...,. ... "..., ....... (71tiI ill,.".".,.., It:Ir IIIl .Minllli:wl, but .. flritIIil'll1""" inIbmwIIon.) 

IIIIII*:AI. FULIWE INFORMATION 
o ~MC .. ·~ .............. _ ....... r ... ~ .......... SInImI.""'" 
o 1....., ........... ndIIIII_,.,.. .......... OI'ItIIIcD4I ... ~ ................ OI'~ .. ScI:III s-w. .. 

...... __ Of .... InIIimIIIIIIIIn ........ CIIIIIIh..,.. lOt "'-' ImnVilldlria-lIe, m. (H\V) InIecIIan. 

IS;; 

(] ~ ... CIIIIIIIIr"*'I HIV InIII*In 0 Qhw CIIIntIIIMd .......,ftndInp. tnIdII:II hIIUIq. Md cIIIgnaIII(w) 
........ "' .. tnIdII:II ...... 

CO C5M5il1iJiii'i' Wi IiiiiC1TbA DlSEAiU iPiNM IiiIIIi( M ~l 

BACI'INAL ... ~ 

1. (] "'lllIn t rW ....................... ,.......-....... . ... --. .... ~III._ .......... --. .... . --......... .-
2. CJ ..... _'TIoI ............. __ ._ 

3. 0 Ihc ..... 11 

•. 0 1.11 ...... , .... _ ......... 

$. Cl ."....... Of NIIw_JIIIhIII.a, «e., .. It ............ ."......) --. .. --....-...-
8. Cl 1ft ............... ",..... ................ III" "" ....... , 
~ ....... ..".II1II.1$1 .............. : .... . ..---........... -.... ~ ........ .. --......... -..- ......................... ... • __ 1-*"_·_ ...... _,.... 

7.CJ .................... ~.~-...... ...... 
• 1 ,_,_ ....... pl ....... ___ ..-.....: --_. __ .. _,... 

FINIoI&.IN ICIIIClNI: 

8. CJ A.,n,,_ .. 11 

11.0 .......... -....... ---;.-....-,. ........................ ... 

11. 0 CrvI*DCIlC .......... __ ............. II,.~ -..., 

13. 0... _.unl. 

PIIoTozoAN GIl HIiuINnc .... a::TDII: 

1 •. CJ en,p ...... ltlll .. ll, .... plnllll •• III" ................. _ - ...... -_ ....... 
15. Cl ,--",I. CllrInIl".., ..... ' EftrnI ...... .." 

"-1II.11f'11111 c.tnIIlnIIMIiMI 

11. CJ .... ,.11111 ..... _._... . 

17. Cl T.I,ld 1111 ..... .,... __ .. _ .............. -
YlML 1III'a::TDII: 

1 •• CJ c,tDIII ........ a...., ...... _ ..... - .......... .... -
111. CJ ............... "'""" ........ ____ -..en. 

............ ......" ...... __ .IiIfIIIr; • ......-. ...... -......... --. ............. 
---...................... 1: ............. ......-. 

20 . CJ ..... z..w .............. _ ...... ,,_ ............. ----
21. CJ ............ iII1IIIIIItIICILU. ....... ...., 

SEC"nON: 10167, 50223 MANUAL LETTER NO.: 132 NAY 2 7 19M 22C-3.21 
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. IICTION C (-"'-'l 

a. 0 Hep."' •. t ......... In ___ .................... II, 
__._-..!e .... --................ , ....... . 
............ '; 'if) 

23. 0 c:.ra.- .... c..._.I'IC3IO .... a_....-
14. CJ 1CapoaI', ...-. ____ :._ .. 

tM ... _ft .. _IIr-, ....,.. ...... , " ...... .,..n.: ., 
_ of IN ...... _. ___ ........... ..... --.-... --. .. ...-

25. CJ L~ ",..,.,.. !e .... ~.,...... ..... _. 
.-.~.--.- ............... . 
~ ................... , 

.. 0 ~CIII c.ar-........ 

:no 0 COIMIItI .... f 1M SlllII ...................... _ . - ............................ ...,.....,. .. -. 
, ............ , .... 1aI ......... _ ... _-. .,,,,,; ••• , ...-........ __ ............... - ... -....................... --1 

211. 0 AIwMIa ____ ....-,._:111 ....... _~ --._ .. _-_ .... -..."'----. .... -•. CJ Qrlftllll~ ... __ ...... ___ , 
_t.ooo-r .... ___ .,........_ ----.----"' .. -... -

30. O~ _ ..... _ .. <IO.ooamm' ... . 
...... ,.._. -'PT. or ,_." ........ _ .... 01 
_ ......... _ ----.._<IO.ooamm' _ aI 

_1 __ --...-......-."' .. -& _:. ___ -.."' .. _.1_ 
NEUROL.OGICAL. ....... DTA11DNS OF HIV INFEct1<ItI (E.G., 
HIV ENCEPHALOPATHY. PER""IIRAL NEUROPATHY) 
.......... IN: 

3.. CJ L •••• f Prawl.",ly .... qullN. .r M.r"" Do'.y h. MhIo..,.. Do .................................. ...... ......, .......... -........... -....... ..." 
32. CJ ........ II'IIInGra .................... _...., 

33. 0 .............. ~..-. ............. ....... .,..--

GRownt Dm'l.IIIIMCI Wmt: 

34. 0 Irw......, ...... lMa (or FIIIIuN .. GaIn WIItiJhQ .. _ 
Appr.prlo .. Ra .. 'Of A,., Rnu"'n, In 0 FOil of " ......... __ ..-_""'_ .... _'_....-.2_ ....... 

35. CJ 1mNIIunWr ...... lMa". FIIIIuN .. GIIIn _ ...... 
Appropio" ...... or ..... , AtMIuI1i", In • fill. 10 ..... 
1Nnf ........ _ ............. __ ... _ .... 

-1-....-....... _ ....... 
36. 0 Inft .... ,orr Wet,hI L_ Oft • .., n- 'Ton .......... of 

....... a. 1*11 •• '01 1M) monlIII or Ic\n(IIIr 

37. 0 Grotnh ..... lrmalll, wi'" tol or .... Ior __ 1$ .......... ... 
.....,.._ .. _ ....... I0Il111 .... ...,-01 ....... _". 

-,-

38. 0 DiIrrtIM. IoIIWIg lor _""""' ....... : ~ III __ .... 

"""'""11 iftW ... '*" ",or.,..,.,. imr_ .1i_ICIII. or .... -.. 

39. 0 CIIrII_JOPII1hy ....- .... " _: or __ ......,_ 

-.-.y""--111~ 

PuL.IICIKUIY CONDITICINS: 

..0. 0 LVftIPhoid 1_ ... 11111 '-onllllN~ Lymphoid 
ttypt,..,.. •• (l,If'IPLH ............ ,. _ ...... .., .ympIOIM .... .......,.--...................... _-_ ... - ... ~-

'"FICnO"S RESISTANT TO TRIATIIENT OR REQUIRING 
HOIlffrALIZATIQN OR INTRAYENOUS TREATMENT THREE OR 

MoM TIllIS .. ONE YIAII: 

42- 0 ..... 
43. 0 ......... 

44 . o ~ ...... PCI"I 

oilS. o Sop1ic Ar1hIftIII 

... . CJ Endlc ..... 
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1. ...., ............. 01 ltV ........ IncIIdnI ...., a.- UAId In IocIIon C. IIomI 1,",,7. bUt wI1houIlhI 1II*lI"..t fIIIcI*9I dIocIt:IId 
lbcM.or.,aawllWlllolailllw _ HIVIrIfoIc:IIan; .... ....,trPO_ ~): 

MIlL , 
I. ""' ............. Func:IIonII~), c....- 0nIr ........... ctliWO ........ Gnup: 

.. ..... • .......--. ... a..-.ArIJ III 1110 1oIowiIg: 

(1) (] ~ funIIIIIIINng!II"ftIY .... 1IId IIf cIIildNn no _ilion _hili lhIc:11W'~" ( ..... 111 
w.a billtllO. IIICIIIIM, nwMdlr cIiminiIIMd IIIriIIIIan in 1M pracluCIIOn or ~ lllloundI and __ ......., ........ 11IIfly. 

1UdI. P"IIIIImIwtillIUCIIInt. ---.. or cn-inII;or 

C3) CJ .......,. Oww-6dIOIIIIII", .... Fe ...... cMmoftI_1ICI IIf an IIbMnI or II_If __ aMI fOIIlIO'IN 10 _II1II ....... .." . ......,.1IiIruIIIiIIn. or _11ImuIIiIIcIn; or 

... 1 (] ,..... ................... 011 ................... ..,.....117 ~b7*I1'OIIIhIIOPMIdP*In_ 
¥IIuoI • .., maICII'Ic ....... (Nfuding ..... ~: or ...... 117 ..- nine moM" 10 _ ....... 0fI!CIII0IwI 
~. Iudl • c:uddIIn9 or 0I1IIIIIiIIg pnMoI or .,.or; or .... 10 -..III 10'" ~a "*" or '- or 10 ...... .. 
IMnlaIo abjICI for • pariacI III lima oIIIPIQPIIaI.a 10'" 1nI.wh..-; or 

III (] A-...-.. .. 1M 1'1, .11". ~......, ...... 117 4HIINn l1li_ ............... III .. dlllcl'adlrollCllllticll..-1II 
..... - ... (LL.~-.... 1OCiIII). 

(1) CJ CiIIr.-OI' FIIw ..... 1M .,IP_II .............. acqI,IiIIId 117 4HIINn l1li_"'" ~ Iha c:tIiId't CiIIranIIIogical ago;OI' 

C2I CJ ~ FwIc:tIan ....... fIII*IIIY IICIQUiIIId 117 chiIIhn no _ ItIan ona-MllhI cHd'1 c:fIlOnCIIcIgicII..-; 
or 

C3) 0 SodIII FuncIMn ....... ,...1Iy""" 117 dIIcIIwt no _ tI\III ___ 1110 c:fIiIIh c:fIIDncIIogic:al..-; or 

(4) CJ.....-.. 1M •• panlor F!.NI6an ganarIIy"""" 117 dIiIdrWl no nga1llan IWII-\IIirdI llllha dIiIII', ~..-In 
.. 0I __ --'lIfl.2 .• 3. 

Co ., • .......- ..... ~1n ....... 21111M1CIIIII!IIInII_: 

__ c:_ 

(1) (] ~ ~ In ... ~ Cag.,..~1Iw F\n:IIan (-'daring IiIIIOtic:aI and aIhar iI'IfIIInMICIII tram 
..... 01 aIIW lncIMr.:IuIIIiIlIIIhO '- fIIoIowIIICIga llllha dIIII. __ IUdIIrIiIamIIIIan ........ and 1MIiIIIIIIII; 01 

C2I 0 MIIMd ~ In ..- IAlfqx_ ................. ~ informIIion fn:Im ........ III' o1hat indivIdIIUI ... '-
~ Of Iha dIiIII. __ 1MoId1 inIormIIIiOtIlI ................ ,; 01 

C3) CJ ~.....,.. in ~ ~. MlllncllclIIf INI1..t r.-lcllan III ~ ~ III daly IIwIng 
(~ inIorrniIion from '*""" 01 o1hat indMduali ...., t.. IIncIoa1IIdp llllha c:fIIcI, __ IUdI inlQIINI_ .. IIIIIICIoIICI and 
_iL1IbIa); or paflillanl 11_. II'IOIIadaptlva baI\avicn clMtruaMt 10 MI, 01""". lIPirnail. or PICiPOl1J, IIICIUiring p!QIaCllva 

...... ...,;01 
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F. WiiEiL iiOURCI iNi'OiiiIi11I6N ,.... ........ Tel! ---
t ........ __ -_ 

-
" ""."" "" -. - - - - -~"--

, ~ I I > 'I' J , ' • I 'i'i I" ), 'v I : \ 

It "'1",.,"1'1"1 '1 • ~ -~ 1I"t' :r~ijI,,", ."'f'f"i"'''1 If .. ·~ T,.. 
Ct~ 

......... 
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EXHIBIT 5 

COUNTY DESK AlD FOR MAKING A PO FINDING IN CHILD CLAIMS 

The County Wli Make A 
PO Finding It. 

SEcnON: 60187, 10223 

The Following CombInation of Blocks Have Been Compieted,.At:«2. The 
Blocks Have Bean Completed as Indicated Below: 

Section B 

Section C 

Section F 

SectIon G 

SectIon B 

Section D 

OR 

Either block has been checked 

One or more blocks have been checked 

ALERT: Item 6 applies only to a child 
less than 13 years of age 

Medical source's name and address have 
been completed 

Signature block has been completed 

Either block has been checked 

tram 1 - has been completed 

Birth to attainment of age 1 - One or 
more of the blocks In Item 2a has been 
checked, 

Age 1 to attainment of age 3 - One or 
more of the blocks In Item 2b has been 
checked, 
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Section F 

Section G 

Age 3 to attainment of age 18 - At least 
two of the blocks in item 2c have been 
checked 

ALERT: The appropriate item 28., b., or 
c. should be checked based on the 
chid's age 

Medical source's name and address have 
been completed 

Signature' block has been completed 
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22 C-4 •• COMPLETING DISABILITY EVALUATION FORMS 

1. MC 017/MC 017 (SP) - WHAT YOU SHOULD KNOW ABOUT YOUR 
MEDI-CAL DISABILITY APPLICATION 

This is an optional form which may be given to client who Wishes to pursue a Med-Cal application 
based on disability. This informational form gives client an overview of what can be expected when 
an application based on disability is filed. 

2. MC 179/MC 179 (SP) .... 90 DAY STATUS LETTER 

A. BACKGROUND 

Section 50177 of Title 22 of the California Code of Regulations requires CWDs to complete 
the determination of eligibility no later than 90 days from the date the client requests 
Medi-Cal based on disability or blindness. To ensure timeliness, the Radcliffe and Harris 
y, Coye. et al (Radcliffe) lawsuit specified that: 

• Independent disability determinations be made within the time limit required by law; 
and 

• A status letter be issued to client whose disability determination would not be 
decided within 90 days. 

Form MC 179 was developed for client notification by CWO If a disability packet has not 
been sent to SP-DED by the 80th day from the date disability or blindness is alleged. It 
informs client of reason(s) for a delay in the claim processing. 

The 80th day is counted from the date specified in Item 5 of the MC 221. For APPLICANT, 
date should be the SAWS 1 date; for BENEFICIARY, the date should be the date of the 
most recent MC 223, Applicant's Supplemental Statement of Facts. 

B. COMPLETING THE MC 17~ 

The MC 179 (English and Spanish) was developed for CWO use only. This status letter 
informs client that there has been a delay in processing the disability-based Medi-Cal claim 
and the reason(s) why the claim has not been referred to SP-DED. The status letter 
provides check blocks and blank spaces for completion by CWD. 

It informs client that "We are awaiting the following information": 

• For you to respond to our request for additional information. (CWDs may use their 
discretion as to inserting additional information on the blank lines.); 
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• For you to respond to our request to come into the office; 

• For you to contact your eligibility worker RIGHT AWAY because your disability 
formes} is not completed correctly; and 

• Other. (Specify reason(s) In space provided.} 

C. WHEN THE MC 179 IS USED 

County.M.!.!S.I issue MC 179 in the following situations: 

1. No later than the 80th day from date Medi-Cal based on disability is requested, if 
disability packet has not been submitted to SP-DED, or 

2. At any time prior to the 80th day if CWO knows that the packet will not be sent by 
the 80th day, or 

3. If on the 80th day, CWO has a returned SP-DED referral packet, or 

4. If CWO received a letter from SP-DED that the MC 179 was missing when SP-DEO 
received the referral packet on the 86th day or later. Attach copy of MC 179 sent 
to client to a copy of SP-DEO's letter with the comment "see attached" on 
SP-DED's letter, and send to SP-DED. 

O. SEND COpy OF MC 179 TO SP-OED 

1. Attach copy of MC 179 to SP-DEO disability packet if packet has not been sent by 
the 80th day, is not expected to be sent by the 80th day, or if on the 80th day or 
later CWO has a returned disability packet. 

Check box in item 10 of the MC 221 which specifies "(MC 179) 90-Day Status Letter 
Attached" to inform SP-DED that the letter was sent to client. 

2. Attach copy of MC 179 to copy of SP-DEO's letter which informed CWD that case 
was received by SP-DED after the 86th day without a copy of the MC 179 included. 
Enter comment "see attached" on copy of SP-DED's letter. 

3. MC 220 - AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 

A. HOW THE MC 220 IS USED 

The MC 220 authorizes the release of medical records, including testing and treatment 
records. for medical conditions Including Human Immunodeficiency Virus (HIV), Acquired 
Immune Deficiency Syndrome (AIDS), or AIDS-Related Complex (ARC) patients. 
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B. ONE MC 220 PER TREATING SOURCE 

An MC 220 signed by client Is required for each treating source (one who has treated client 
for a significant medical problem), testing facility, or agency listed on the MC 223, except 
for Social Security. Only one treating source may be designated per signed MC 220. Three 
extra MC 220s containing only client's signature should be obtained. 

C. HOW TO COMPLETE THE MC 22Q 

1. QQ.: 

2. Do Not: 

3. Do Not: 

4. Do Not: 

5. Do Not: 

6. QQ.: 

SECTION: 50167, 50223 

Enter client's name, Social Security Number, name of doctor, 
hospital, or clinic where treatment was received, and hospital or 
clinic record number. 

Enter address of treating source or beginning and ending dates of 
treatment. They will be completed by SP-OEO. However, if 
request Is for alcohol or drug abuse information, form should be 
completely filled out. 

Date form as MC 220s are only good for 9Q days from date 
entered. Forms dated more than 9Q days prior to SP-OEO's 
receipt will be returned to CWO. 

Undated forms expedite the disability process as they avoid 
returned packets due to the 9Q day requirement. However, if client 
refuses to sign form unless a date is entered, client will be allowed 
to date form. 

Alter, cross out, white out, or make changes to MC 220, as these 
are not acceptable to treating source. Any altered MC 220 will be 
returned by SP-OEO. 

Send MC 220s with photocopied signatures, as they are not 
acceptable to treating source. 

Send three extra MC 220s which contain only client's signature. 
These are used when additional treating sources are identified 
during case development. 
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O. SIGNATURE REQUIREMENTS 

The MC 220 may be Signed by: 

• CUent; 
• Legal representative of a minor or incompetent client; 
• Legal or personal representative of a client physically incapable of signing; or 
• Personal representative of an incompetent or deceased client. 

When requesting the release of medical information pertaining to minor consent services 
as specified In Article 19B, the minor (who has attained the age of 12) must sign the 
release. 

Special considerations on handling MC 220s are as follows: 

1. gient Hgs A Gugrdlan Or Conservator 

The MC 220 must include signature of guardian or conservator. Enter relationship 
to client next to signature (e.g., legal guardian). 

2. The Client Is Incompetent Or Physically Incapable of Signing 

If client Is Incompetent or physically incapable of signing, and does not have a 
guardian or conservator, MC 220 may be signed by the legal or personal 
representative who Is acting on client's behalf. Enter relationship to client next to 
signature (e.g., spouse, mother, friend). Specify reason why client cannot sign MC 
220 below signature line. 

3. The glent Can Only Sign Wnh A Mgrk 

If client can only sign with a mark (e.g., ·X") or other unrecognizable symbol (e.g., 
non-English character). MC 220 must Include: 

• Signature or mark of client; 

• Client's name, written next to the ·X· or symbol; 

• Signature of witness. ~: Witness signatures with an "X· or other 
unrecognizable symbol are not acceptable; and 

• Relationship of witness to client. 

E. AUTHORI~EO REPReSeNTATiVe (AR) FORM IN FILE 

A signed AR form grants another person authority to accompany, assist and represent client 
during application for or redetermination of Medl-Cal benefits, but does not permit the AR 
to sign MC 220s, unless client Is Incompetent. The AR form must be Included in the packet 
sent to SP·OEO to allow contact with the AR. 
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Me 220s must be signed by client unless client is a minor, has a guardian or conservator, 
is incompetent or physically Incapable 01 signing the releases. 

4. Me 221 - DISABILITY DETERMINATION AND TRANSMITTAL 

A. USE OF FORM 

This Is the transmittal and determination document shared between CWO and SP-OEO. It 
Is used only for new applications or resubmitted cases to SP-OEO. 

~: If a case Is pending In SP-OEO, QO NOT use the MC 221 to update SP-OEO 
regarding any changes or to provide new Information. Use Me 222 - OED Pending 
Information Update form Instead. 

The reverse side 01 this form provides Information on how to complete Items 5, 6 and 8. 

B. HOW TO COMPLETE THE MC 221 

Items 1 to 4, and 7: 

Item 2: 

Item 5: 

Item 6: 

Item 8: 

Item 9: 

Item 10: 

SECTION: 50167, 50223 

Provides vltallnfonnatlon on the applicant. 

If a Social Security Number Is pending, the word "Pending" should 
be Inserted or an explanation as to why there Is no number. If left 
blank, the packet wUI be returned to CWO. 

The month. m and year must be provided. For APPLICANT. 
Insert the SAWS 1 date. For BENEFICIARY who alleges blindness 
or dlsabUIty, the date must reflect date CWO becomes aware that 
beneficiary Is requesting a reclassification to a disabled category 
(the date will most likely be date on Me 223). This Is the 
beginning date for the OO-day promptness requirement of Section 
50177 of Title 22 of the California Code of Regulations. 

Ust each separate month for which retroactive coverage Is 
requested (not more than 3 months prior to application date). 

Check all applicable boxes. 

Check If applicant Is currently in a hospital and identify hospital. 
If checked. Include MC 220 for hospital. 

Insert Information CWO needs to relay to SP-OEO. Attach 
additional sheets or forms. such as the OHS 7045 (Worker 
Observation form), as needed. If additional sheets or forms are 
attached. check ·See Attached Sheet" box. 

~: If MC 179 is attached, check "90 Day Status Letter 
Attached" box. If Presumptive Disability (PO) was granted, check 
the ·PO Approved" box. 
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Items 11 and 12: 

Items 13 to 20: 

CWO worker Information and date sent must be dearly identified. 

These will be completed by SP-DED. These inform CWO If case 
Is approved, denied or If no determination was made. The 
decision codes and reasons for the decision are found In Section 
22 C-8 -- Processing SP-DED Decisions. 

~: On the bottom of MC 221. there are boxes Indicating "Oakland" and "Los Angeles". 
When an MC 221 Is received. SP·DED will send CWO copy of MC 221 with one of the 
boxes checked to Inform CWO where the case Is located. 

5. Me 222 LA/MC 222 OAK - OED PENDING INFORMATION UPDATE 

A. USE OF FORM 

B. 

This form Is sent to SP-DED when CWO becomes aware of new or changed Information 
affecting a pending case. CWDs who send packets to Los Angeles SP·DED will use 
MC 222 LA. Other CWDs who send packets to Oakland SP-DED will use MC 222 OAK. 
Use of this form replaces the updating of SP-DED via an MC 221, which will be used only 
for new applications and resubmitted cases. 

CHANGES TO REPORT TO SP-PED 

CWDs will report the following changes to SP-DED while a disability case is pending in 
SP-OED: 

1. Change In client's address; 
2. Change In client's name, taephone or message number; 
3. Denial or discontinuance of dlent on basis of non medical Information (e.g., excess 

property); 
4. Withdrawal of application; 
5. Cancellation of Authorization for Release of Information (MC 220) by client; 
6. Death of client; 
7. Receipt of new medical evidence (attach new medical evidence to MC 222); 
8. Availability of Interpreter (provide name and phone number); 
9. Change in EW; and 

10. Any other pertinent Information which affects SP-DED's actions on a pending case. 
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6. MC 223 -- APPLICANT'S SUPPLEMENTAL STATEMENT OF FACTS FOR 
MEDI-CAL (ENGLISH/SPANISH) 

The MC 223 helps SP-DED to obtain a clear and accurate picture of client's disabling condition(s). 
Client should Identify ALL pertinent medical, vocational, social and/or third party sources who can 
provide relevant information regarding his/her condition. Addresses and telephone numbers where 
the sources can be 10cated..MY..S.I be provided. 

A. IMPACT OF SSA'S DECISION 

The 1990 revisions to 42 CFR 435.541 clarify the controlling nature of SSA's disability 
decisions, when client has made both an SSA disability application and a Medi-Cal 
application based on disability. These revisions specify when client must be referred back 
to SSA, or be allowed to file a Medl-Cal application based on disability. 

It is extremely Important that client inform CWD if there has been an SSA disability decision 
in the past, or if there is a current SSA disability claim pending. 

B. QUESTIONS WHICH PERTAIN TO AN SSA DECISION 

Questions 11 through 11 D help CWD decide when to deny an application for Medi-Cal 
based on disability and refer client to SSA, or when to submit a disability packet to SP-DED 
for an independent disability decision. 

C. HOW TO COMPLETE THE MC 22\3 

EWs should assist client in completing form thoroughly, as incomplete forms may result in 
case delays. Any discrepancy, especially in personal information, should be resolved 
before sending case to SP-DED. 

PART 1 .. PERSONAL AND MEDICAL INFORMATION 

Items 1 through 28 - Identify basic client Information. If client has alias(es), indicate name(s) 
in Item 1. 

Itfltn 3 - Provide telephone number where client can be readily reached. 

Item 4 - Complete date of birth: month, day and year. 

Item 5 - Specify Social Security Number (SSN). Enter "none" if client is OBRA or 
IRCA as SSN is not required. 

Item 6 - Specify current height and weight. 

Items 7 through 10 - Specify if client speaks English; if not, having a translator's name and 
telephone number is helpful when client needs to be contacted. 

SECTION: 50167,50223 MANUAL LETTER NO.: 132 1\,10\, I. 7 1994 22C-4.7 



Item 11 

Item 12 

Item 13 

Item 14 

Item 15 

Item 16A 
through 16C 

Item 17 

Item 18 

Item 19A 
through 190 
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- Indicate If client applied for Social Security or SSI Disability within past 
two years. 

• .!f..:rui., submit disabUIty packet to SP-DED; 

• If "vis", determine status of SSA's disability claim. 

- did SSA allow or deny claim, or is status unknown or pending? 
- when did SSA make a decision on the federal disability claim? 
- has client's condition worsened? 
- does client have new medical problems? 

~: if client Is referred to SSA because SSA's decision is binding and 
SP-DED has no authority to review the claim, CWO will deny application 
based on disability and issue denial notice of action MC 239 SO (3/92) and 
the SSA/State Appeal Right notice, MC Information Notice 13 (3/92). 

- Indicate what medical condition prevents work activity or limits activities 
of dally living, Including treated and untreated conditions. Attach additional 
pages, if needed. 

- Indicate how client's medical problem prevents work activity or limits 
activities of daily living. 

- Indicate if client stopped working due to medical problems; if so, enter 
date client stopped working. 

- Enter aU testing performed. If purpose or name of test Is unknown, enter 
·unknown test" In ·other" and give name and address of testing facility and 
date. 

- Enter COMPLETE name(s} and addressees} of all doctors. Include 
Zip Codes. Include complete addresses of any doctor who is out of 
state/county. CURRENT telephone numbers including area codes are 
essential. After diligent search, if address could not be obtained, 
specify ·client unable to provide" in address space. 

- Indicate any hospital or clinic where treatment was received. 

- List third party sources who know client well. They will be contacted if 
SP-DED needs to clarify client's ability to function. 

- Indicate what client does on a day-to-day basis and what interests 
and social functioning he/she has. This helps SP-DED determine extent 
of condition and Its effects on client's ability to function, especially In 
mental or emotional disorders. 
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- Indicate highest grade completed or year GED test was passed. 
If client Is unable to read or write despite 
stated educational level, enter ·functional illiterate" next to grade level. If 
client attended special education classes, enter "special education" next to 
grade level. 

- Indicate employment within the last 15 years. If work was performed 
during the past 15 years, complete Part 2 of form. 

PART 2 - VOCATIONAL INFORMATION 

ItfHTls 1 and 2 - Enter client's name and Social Security Number. 

ItBmS 6a and 6b - Enter job title and dates worked. Provide job description, as job 
performed may differ from what is described in the Dictionary of 
Occupational Tilles (DOT) which lists jobs performed in the national 
economy. If no description is provided by client, SP-DED will use DOT's 
job description. 

If more than two jobs were performed in the last 15 years, give client extra copies of "Part 2 -
Vocational Information- to complete. 

IiloNights Of What To Inc/WI In Job DfScriDtion: 

• Types of tools, machines or equipment used; 
• Whether writing or supervisory duties were involved; 
• Frequency and weight of lifting involved; 
• Hours spent sitting, standing and walking; 
• Other exertional requirements, such as climbing or bending; and 
• Description of alterations made to job functions to accommodate impairments, such as 

special equipment or changes in duties 

7. Me 272 -- SGA WORKSHEET 

This worksheet is used when applicant has gross earned income of over $500. 

Section I 

Section II 

Section III 

Add gross average earnings. Include in-kind payments received, such as room and 
board, and any other income, such as tips. 

Compute allowable Impairment-Related Work Expenses (IRWE is explained in detail 
in Article 22 C-1 -- Determining SGA) and deduct from gross earnings. 

If applicant's work Is subsidized (as specified in Article 22 C-1), indicate what 
subsidy is worth. 
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"Net countable earnings", after deductions, should be $500 or less in order for case 
to be referred to SP-DED. If above $500, client is performing SGA and ineligible 
for Disabled-MN. 

8. MC 273 -- WORK ACTIVITY REPORT (ENGLISH/SPANISH) 

Form is provided to applicant to Inform him/her about the $500 SGA limit. It gives applicant the 
opportunity to provide information leading to IRWE or subsidy deductions. 

Items 1 to 8 

Item 9 

Applicant completes these Items. 

EW indicates if (a) subsidy or (b) IRWE is applied to gross earned 
income and if applicant is found to be engaging in (c) SGA. 

EW indicates in "Explanation" section how a decision of SGA or 
non-SGA was determined. 

9. MC 4033 _. UPDATE TO DISABILITY LIAISON LISTS 

CWD completes MC 4033 to notify the state of any updates needed for designated liaisons and 

,-. 

mailing lists for either:-

• MEDI-CAL L1AISON(S) FOR DISABILITY ISSUES, or 

• MEDI-CAL L1AISON(S) FOR QUARTERLY STATUS LISTINGS FOR PENDING AND CLOSED 
DISABILITY CASES. 

Check appropriate listing being changed. Specify items being updated. Complete a separate form 
for each representative and corresponding information being updated. Print or type the information, 
Send form to DHS-MEB. 

10. DHS 7035A / DHS 7035C _. MEDICAL REPORT ON ADULT/CHILD WITH 
ALLEGATION OF HIV 

DHS 7035A is used for an adult, and DHS 7035C for a child, who alleges HIV, AIDS or ARC. These 
are completed by a medical source when client alleges having Human Immunodeficiency Virus (HIV) 
Infection, Acquired Immune Deficiency Syndrome (AIDS), or AIDS-Related Complex (ARC). Upon 
receipt of form, CWD processes case under Presumptive Disability (PD) criteria. 

Article 22 C-2 -- Determining Presumptive Dis<;lbility discusses in detail how this form is used and 
evaluated. 
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11. DHS 7045·· WORKER OBSERVATIONS· DISABILITY 

CWO staff should use form to record comments on an individual's physical, mental, and/or 
emotional problems. If OHS 7045 is not used to record observations, CWO should provide 
observations in Item 10, "County Worker Comments" section of MC 221. Article 22 C-4 -- Providing 
CWO Worker Observations provides guidelines in assisting EWs in providing observations to 
SP-OEO. 

OHS 7045 may be submitted to SP-OEO with the disability packet or at a later date, should EW have 
additional observations to provide. 
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STAll Of' CALlFOI'INIA· HEALTH AND welFARE AGENCY DEPARTMENT OF HEAl TH SERVICES 

WHAT YOU SHOULD KNOW ABOUT 

YOUR MEDI-CAL DISABILITY APPLICATION 
SHOULD YOU APPLY FOR MEDI-CAL DISABILITY? 

You should apply if you have a physical or mental condition that makes you unable to work for at 
least 12 months in a row. 

Have you applied for and been denied Social Security disability or SSI in the past 12 months? If you 
have, you must tell your Eligibility Worker. 

WHAT HAPPENS AFTER YOU HAVE APPLIED? 

Usually, your disability claim will be sent to the Disability Evaluation Division (OED) of the State 
Department of Social Services. A disability analyst and a medical doctor will evaluate it. Your 
Eligibility Worker does not have the authority to decide disability. 

• After the OED office receives your disability claim, they may contact you to get more 
information. If you get a letter, do what the letter says. Keep the letter and call the analyst 
named in the letter it you have questions about your disability claim. 

• The OED office may contact you to arrange tor a special medical exam. If you are asked to go 
to an exam, the exam is free to you and will be used to decide if you are disabled. Do not miss 
or cancel the exam. 

• If you receive letters or phone calls from your disability analyst, answer right away. 

• Tell your doctor(s) they may be contacted and that it will help if they send the requested 
information quickly. 

• It is important that you quickly report any changes, especially in address or telephone number 
to your county Eligibility Worker. Your worker will send this information to the disability analyst. 
If you are homeless, be sure to keep in touch with your Eligibility Worker. 

• Give your worker the phone number and address of a family member, friend, or other person 
who your worker can contact if you can't be reached. 

• If it is decided that you are disabled, your county Eligibility Worker will contact you to get current 
information on your financial situation. IT IS IMPORTANT THAT YOU PROVIDE THIS 
INFORMATION. 

Me 017 (10lIl3) 
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OEPNlTMIINT OF HEAL TM SERVICES 

LO QUE USTED DEBERIA SABER ACERCA 
DE SU SOLICITUD PARA MEDI .. CAl BASADA EN INCAPACIDAD 

(,DEBERIA USTED SOLICITAR MEDI·CAL BASADA EN INCAPACIDAD? 

Usted debe ria solicitarla si hene alguna condicion fisica 0 mental que Ie implde trabaiar p~r 10 menos 
12 meses seguidos. 

l.Ha solicitado. y se Ie ha negado mcapacldad del Seguro Social 0 881. en los ultimos 12 meses? 8i 
10 ha hecho. tiene que decirselo a su trabajador(a) de elegibilidad. 

"QUE SUCEDE DESPUES QUE USTED HAYA PRESENTADO LA SOLICITUD? 

Normalmente. se envlara su solicitud para Incapacidad a la Division de Evaluaclon de Incapacidad 
(OED) del Departamento de Servlclos Soclales del Estado. Un analista de Incapacldad y un doctor 
en medicina la evaluaran. Su trabajador de eleglbilidad no tiene la autoridad de decidir si usted 
esta incapacitado(a). 

• Una vez que la oticina de OED reciba su solicitud para incapacldad. es posible que ellos se 
comuniquen con usted para obtener mas informacion. Si recibe una carta. haga 10 que Ie dice 
la carta. Conserve la carta y lIame al analista que se menciona en la carta si tiene preguntas 
con relacion a su solicitud para mcapacidad. 

• La oficina de OED posiblemente S9 ponga en contact a can usted para hacer arreglos para que 
se haga un exam en mediCO especial, Si Ie piden que vaya a que Ie hagan un examen. el 
exam en no Ie cuesta a usted. y sa usara para decidir si esta incapacitado(a). No deje de ir al 
examen. ni 10 cancele. 

• Si recibe cartas 0 Hamadas telefonlcas de su analista de Incapacldad. conteste de mmediato. 

• Digale a su doctor(es) que es poslble que se pongan en contacto can el. y digale que ayudara 
si envia de mmedlato la Informacion que se Ie plda. 

• Es importante que usted reporte de inmediato cualesqUier cambios. especialmente de direcci6n 
o de numero de telefono a su trabajador de elegibilidad del condado. Su trabajador enviara 
esta informacion at anailsla de incapacidad. 8i no liene hogar. asegurese de mantenerse en 
contacto con su trabajador de elegibilidad. 

• De a su trabalador el numero de lelefono y la dlreccion de algun parienle. amistad. u otra 
persona con quien se pueda poner en contacto su trabajador. para en caso de que no se Ie 
pueda localizar a usted. 

• Si se decide que usted esla incapacitado. su trabaJador de elagibilidad sa comunicara con 
:Jsted para obtener Informacion al corrienle sobre S:J s:tuacicn e:::::"om::::l. ES IMPORTANTE 
QUE USTED PROPORCIONE ESTA INFORMACION. 

Me 017 fSPl110183) 
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(CounlV Adena., 
r 

L .J 
-, 0..: 

c...1Ume: 

c...No.: 

..J INaIUr 1Ume: 

DiIIric:f: 

ThiS lener IS to teU you that aU of the information necessary to refer your case to State 
Programs. Disability Evaluation Division tor a disability determination has not been 
received. 

Though federal law requires that eligibility for Medj·Cal based on disability be decided 
within 90 days, we are not able to do so in your case due to the reason(s) checked 
below. 

We are awaiting the following information: 

o For you to respond to our request for additional information 
( 

o For you to respond to our request to come into the office 

o For you to contact your eligibility worker RIGHI AY:I.&.. because 
yo:.:!' olsability form(s) is not completed correctly 

o Other 

If you have questions about your Medi-Ca! application. call me at ( 
between a.m. and p.m. 

Mel" ..... ' 
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L 
F ... : ______________ __ 

~OM~: ________ __ 

No. OM Cao: _________ _ 

.J NomDre del If ....... «a): ____ _ 

D~o: _____________ __ 

Esta cana as Dara Intormarla qua no sa ha reclbido toda la informacion necesana para 
manoar su caso a los Programas del Estado. Division de Evaluaclon de lncaoacldac 
para lIevar a cabo una detemllnaclon soore mcapaCldad. 

Aun cuando la ley federal requiere qua se dacida la elegibilidad para recibir Medi-Cal 
oasada an rncapacidad en un plazo de 90 dias. no podemos hacerlo en el caso suyo 
debldo a la(s) raz6n(es) marcada(s) enseguida. 

Estamos esperando: 

o que usted nos proporclone la informacion adicional que Ie pedlmos 
( ) 

n que usted venga a nuestra oflcina como se 10 pedimos 

o que usted se comunlQue con su trabaJador de elegibihdad OJ;;. 
INMEOIATO porque su(s} formals) de mcapacidad no esta(n) 
lIenada(s) correctamente 

o Otro 

Si liene preguntas ace rca de su sollcitud para Medi-Cal. lIameme 
al ( ) entre las a.m. y las _______ p.m. 
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_ .. e......_ ... _...,. ----
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 

AUTORIZACION PARA PROPORCIONAR INFORMACION MEDICA 

N.wne cI ~NotrtbnI dttI Solicitant. --------------------------------------SacilJs.cutty ........ 'MimtItodelStlgUfO SocIal ________________________ _ 

1.0. NUl'llber/M.imM». ~ 
------~~~~~~~------------------­, ........ Cine. VA. Of WCA811(~r.I/. eunoc.. A_ .. .., IM.....-.-. 0 MlC4B) 

I autI'IonZe 
AuD'rIoa 
to dIIc:iou my mecICIIIl'tICOrd. or other information lor the penod beginning and endmg ___ --::~~-:----que,..,.., 171M .......,. .. tn4GIco. u orra irIIonnaciOn .obnI til PfIIiOClo dfl OUWfllCN a DllWfIICN 

10 Iheatate agency th. wiN NMeW my application for disability benefits under the Social Security Act. 
a la citplMdMCII .....u que ,....., .. ml soICltud par. iHlneflClO# por II'II:IIPIC/dad bap til DtlCrero del SegUfO Social. 

I authanz. a Pf'IQI' PhotocoPY company to photocopy such medical 
rllClOlCla as a .. ANded a lMCienc. In d.t.rmlnlng my eligibility for 
such benefits. I haye belln informed thai the pflyate photocopy 
cotnj)anY will not .. Iu •• any mformatlon about mil 10 any person or 
agllncy 011'111' than tnll .tatll ag.ncy indicated aboye. 

ThiS consllnt can be wrthCIrawn at anyllmll: howavlilr. " will remain 
vahd tor any aCIII:," tak.n pnor to thll request being Withdrawn. The 
dural IOn 01 InlS conltnt shall not be any tonger than IS rllasonably 
necessary to acx:omplisn the purpose tor which" was gIVen. 1.1iI .. the 
IInat detarmlnaliOn 01 my applicatIOn for dlsabilrty baneflts ( Including 
lnll apgeals process) nus consent will Ihe" aulomatlcalty expire 
WltnOUt any wrmlln request. 

I COIlllnt to tna '1I'lIae 01 thll rllsulls of any alcohol andlor drug 
abuse Irealman!. and lor psychlalrlc records under Ihe same 
conditions as outlined above. andlOr the human Immunodehclllncy 
virus (HIV) antibody le.l and any olher indIcators of Immune status 
and medlCat record. and mformatlOn penllnmg 10 Ihe treatment 01 
AIDS or ARC (AIDS.,elated complex). I undersland Ihal .uch 
Inlormallon c:.annot be rel_ed wlthOUI my specrtlc consent. except 
In Special circumstances. 

I have read ll1e abOye and tully understand liS contents In ItS entirely 
and have askeO cuUllOns abOut anything Ihat was not clear 10 me 
and am sallsfied wnh tne answers 1 have recelyed I underSland 
Inat I nave the r'ghl 10 rllcelye a copy of thiS authonzallon on 
rllQuesl 

:0 Whom n May Concern: MedICal reports released 10 the slalll's 
Dlsabilily Evaluallon program become pan of Iha applicant's file 
SUolect to the prOVISIons ollhe Federal Privacy Act of 1974 which 
orovides Ihal. upon request. an applicant may have access 10 Ihose 
records. A conditIOn ot access 10 medICal records IS that. alIne 
;.me access IS reQuesled. Ihe applicant muSI deslgnale a 
,eoresentalive 10 reclllve, rllVlew. and diSCUSS them wltn Ihe 
aoollcanl II IS recommllnded. bUI nOI reQUired. Ihat Ihe 
raorasentallve De a pIlyslClan or other neallh service prolesslol1al 

Autonzo II un negOClO pnvado dll foIocolllado para que UClUe COPIas 
fOIO"'UCa. Oil 101 antlClltlllnlll. midIoo. que •• a -.no III'~' 
c:omo prUIIOII para IHUal'mlnar rI'II aleglbillClad para laIa. """lIfIClOS. S9 
me Informo CUll II nagOC1o prlvadO 0. totoCOPIllClO no dlVUlgara lWIqUna 
,"Iormaclon mlil a nlnguna pII,.ona 0 oapllnd.ncla Que no S •• la 
Dependllnaa lI .. allll que •• IndICa arnoa. 

ESle con.enllmlanlO puedll se, rellraoo an cualqu.e, momento: Sin 
amollrgo. permaneca,a an vigor con '"paao a CUlllqu.ar acaon QUa se 
hava Bje,aliido anlel Que .a ralorara la pellClOn. La Y1C!8naa de eSla 
petlClOn. no OUrara mas Qua 10 razonablementl necesarlo para 1II1II., a 
c:aoo el asunlo pa,a al cual .e Clo: el10 as. la del.,mnllClon flnlll De ".. 
SOhCllud para benefiCial da Incapaeac:tad (Incluy.nClO el I)I'OC8dImllnlO 
de apelacIOnas). Enloncas, a.,e eonSenllmlanlO IIXpl,.rJ 
autonulllc:.amentlil am pedlrlo por IIscntO . 

Autonzo qUI los resultados de la p,uIIOa para oetectar CUalelQUll' 
II'lItamlllntos ,alaclonadOl con at ElUSO del alc:ohol ylO aogas. ylo lOs 
axpedllntll. SlQuulltncos para que Han proparaonado. bIjo lal mamas 
c:oncClone. Qua .a .ncean arnba. 'flO las •• amene. dll 10. anlla.llfpos 
del Yll'US oe .nrrunodahallnaa humana (VI H) (HIV • humwI Immune· 
aellclllncy IllruS). y cuaillaqullr 01r01 IndlcaOorll. oe la III1/IICIOn 0& 
Inmunldild V anllcedenle. m.dlcos e informaCIOn rlllaaonaaa con 81 
tralamlenlO del SIDA (AIDS) a del compllilJo rlllaaonadO aI :;IOA (CRS: 
(ARC· AIDS"lIlarea complex). Enllllndo cua tal Intormaaon no puede 
proporC:lonarse a menDs que de rrv conlenllmanto IIxpr850. exctOlO en 
orcunSlanClas 8sPllCllllas. 

He leldo y enllindo perteClamente la informaaOn Que 'Pllleat amca 
Ha heO'lO pregumas sobre dudas QUII tenia. y eslOy sallsleO'lo c:on las 
adaraCIonllS cue me proparclonaron. Enl.enao Que Illnou al aerec:nc 
ae reclD.r una cop.a dlil eSla autonzaaOn. 5' asllo dllIIilO.· 

A QUlen Corrllsponda: Los expsdlontss mediCOS prooorclOnados a: 
programa-eslalal de Evaluaclon da Incapacldadss CDlsablhly 
Evalualton) lorman pane dellilxpadlenle del sohetlante De acuerClo a 
10 estlPulado oor al Decrelo Federal de Conhdenctahdad de 1974 
Que eSlablece que el sollcllanle puede lener acceso a e$OS 
eXOlldientes 51 aSI 10 sohclla. Una cond.clon para oOlllner acceso a 
~os exoeCllemes mediCOS sera que. al oresentarse la SOIICIIUd. e: 
sohcllanla \lene que nombrar a un representanle oara Que los 
recloa. IIxamlne. y los reoase can el sohCltanle. Es rec:omlilndable 
pero no oDligalollo. Que el representantll sea un meolco u OtlO 
prOleslonal en el ramo de la salud 
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I~TlQII ___ .""'''''1IiIC) _,.,"U.HCY __ OF ..... "" .. IMCES 

c....ty WIItIn ""."malll Adcke .. ...."-. ' .... _.1.2._'.DED) 
DO NOT MAIL TO APPlICANT 

L 
D£DADDRESS 

r 

L 
'5. D .. e~ ·6. List Relro MonIII(s) 

----1__ __,__ __, __ 
Mo Y' Me Yr Mo Yr 

2. Soc. Sec:. Ho. 

7 ..... ,lIng Adenss 

Telaphone No.: ( 

1

3. Dall of Brrth 14. erlM 

- - 0 F 

• 8, Type 01 Retarral (chlCllllOPropnate IIOleeS)) 9 Is applicant In a nosprtal? 
o Initial Ref.ral 0 Retro-Onsel o Reevaluallon o Ves 0 No 
o Rle •• mlnatlo" 0 ReeletermlnatlOn o R •• ubmllted Packsl Name of Hosonal 

o SGA-DtsabIad 0 OBRA o IRCA 
o Pickle·BIind 0 IHSS o SGAIHSS 

10. County Worker Commentts) (" More Space Needed. Anach Separate Sheel) 0 See An ached Sheel 

o 90 Day Status Lener Anached o Presumpllve DIS."lIty Approved 

II File R_ad and Approved lor Transmmal Talephone 12. Dale Sant 

WorkerNo. ____ Worker Nems __________ _ 

(pnnt nama) 

OED USE ONLY 

13 It IS determIned that tne aopllCanl 114, No Oele,m"lIlIIon 

o Is DIS.aled 0 Is Blind o Conl1nues to be DISlDled, 0 Coooerallon Issue :::::J Wnhdrawal ot 
DIsability/Blindness Onset Date ________ _ I 

I o WhereabOuts Unknown ApplICatIOn 

RHlI8m Date _______________ ~l ~~O::..-N-O-R....;e....;s ... oo ... ns....;....;e---....;....;O ...... Ot:..:...he ... r----
o Was D,saOIad lrom 10 Reg-BasIs Code 
o II Not DlSlbled 0 Is Nol Blind 0 Ceases to be DISabled 

15. DiagnosIS 

16. BasIS For Oac:lSlOn /ThIS is NOT a CenlllClllon tor IHSS) 0 S .. Anachad Sheet 

~ 7, Analyst 

• SEE BACK OF COPV 4 
Me 221 (6J93) 

SECTION: 50167. 50223 

118. Date 

I 
,19. PhysICian 

I 
DISABILITY DETERMINATION AND TRANSMmAL 

o OAKLAND o lOS ANGELES 

MANUAL LETTER NO. 132 

I Listing 

I 

20. Date 
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Due to tha teet that No.5, No.6 end NO.8 are Itams which ara fr.quantly mlsund.rstood. the following 
• .., ..... Iona .... gMtn: 

NO. 5 . .llaIA~: For a new Medi·Cal aoohcant. enter the date that the SAWS 1 was sloned. For a contlnulna case 
enter the date that the dlsabtllty was Ilrst reponed 10 1I'1e county. 

No.6. l.lm.Bl1m Womb/51: lJst all months lor whICh applicant requests coverage dunng the relroaalVe penod (nol more 
than three monthS pnor to any applicatIon date). 

No.8. (ChD.n bOX" Which apply) 

1D1tIIl. B't'",I: Ch,Ck thIS bOx 10 request flrsl lime evaluatIOn for dISability or blindness. This IS used for all initial 
referralS. 

BII'pmIDltlgo: CheCk bOx it a reexam date is auelpast due or it an evaluatIOn of a benefiCIary's dlSlbility IS needed to 
delermlne it medicaf Improvement nas occurred. Attach a copy 01 the prior MC 221. 

s.wA Plaabled: SubstantIal gainful actJVIty (SGA). CheCk bOx it an applicant was an SSI/SSP dISabled reCIPient. beCame 
Ineligible lor SSIISSP because 01 SGA (gainful emplOyment), and still has the medICal Impairment whlcn was Ihe basis of 
Ihe SSIISSP dISability delemllna1l0n 

elckIC-BUnd: Potentially blind Individuals wno are dIscontInued from SSIISSP for any reason must oe screened under 
the PICkle program (DHS 7020), BlIndneSS evaluatIOns lor lormer SSIISSP recIpients lor a determInatIOn under the Pickle 
Amendment 10 the Social Securlly Act may De necessary even it the indiVidual has reached age 65 or nas already been 
aetermmed to be dIsabled This IS because blind indIViduals are enlltled to a higher SSIISSP payment level than 
disabled or aged persons. 

BIUg.Onset: Check box only if tne benehclary was previously determined to be disabled and the case IS being 
resubmitted to evalUate lor an earlIer onset date. fOnset cannot be granled more than three months pnar to applICation.) 
Mach a copy 01 the pnor MC 221 to the packet For new reterrals, .Q.Q. HQI check this box; simply Indicate the 
requested onset In No.6. 

RedgJermtnatlon : Check bOx If a oenetlClary was preVIOusly determined to be disabled. was discontinued tor a reason 
olner Ihan cessatIOn 01 disability. AND (1) the lasl OED determination occurred 12 or more months In the past. OR (2) 
whOse reexamlnallon dale IS due/past due or unknown. Attach a copy at the prIOr MC 221. 

QABA: OmnibUs Budget Reconciliallon Act (OBRA) proVides restricted Medi-Cal benefits to aliens regardless 01 their 
allen status. This Includes aliens wno are undocumented. have Visitor visas and have 1·689, lee receIpt or the !·688A. 
employment authOnzallon card These aliens must meet all other eligibility reqUIrements, IncludIng ~ 

l.t1S.S: In Home Supportive ServICes (lHSS) Check box if a disability evaluation IS needed lor an IHSS applicant. 

Reeyaluallgn: Check box if Ihe county disagrees With OED's denial and IS sending the case back tor another review 
within 90 days of OED's deCISion Reason lor the disagreement must be explained In No. 10 Anacn a copy 01 the prior 
MC 221. 

ResybmlUed fall: Check box if the anginal packet was received by OED and subsequently retumed to the county for 
needed ln1ormatlOn. i.e. ZSS (no determlnatlOnl or Z55 (county fetum for packet deliciency, upon resubmitting to OED, 
ccunty should attach a copy ollhe SPB 10SIeller which OED prevIOusly attached to the relected packet). The county will 
fumlsh the needed ln1ormallon and return Ihe packet to OED as a Resubmitted PaCket Attach a copy of the poor Me 
221 

1.Bk6: Immigration Relorm and Control Act (IRCA) allOws certain undocumented ahens to apply for legalization. Full 
'Jedi-Ca! benefits may be available for these amnestv ahens who are under aoe 18. blind. disabled or over age 65 

s.GA.lt:1SS: Check box it an appllcant's SSI benehts nave been discontinued due to SGA and the applicant IS In need Of 
IHSS. In these OED evalUatIOns. OED must confirm that the applICant's SSI benefit was dlsconllnued due to SGA and 
prove that the Impalrment(s) tor which SSI was allOwed have not Improved. 
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OED PENDING 
INFORMATION UPDATE 

DEDADDAESS 

Los Angeles State Disability Program 
P. O. Box 30541, Terminal Annex 
Los Angeles, CA 90030-9934 

I COUNTY WELFARE DEPARl'IoENT ADDRESS 

L ...J 

I I r-,Ho 

SocUI Securily No. 
on~l ____________________ ___ 

~.Nllme 

L .J (Last. Firat. MI) ___________ _ 

Date of Binh _______________ _ 

THIS FORM MUST BE USED WHEN A OED PACKET IS PENDING AT OED AND CHANGED/ADDmONAl 
INFORMATION NEEDS TO BE SUBMm'ED TO OED (DO NOT USE MC 221 TO REPORT CHANGES OR TO 
UPDATE INFORMATION) 

Check lhe 8f)propnat. bOx or box •• and comp .... the Intormatlon 

o CHANGE OF ADDRESS 

2. 0 

3. 0 

4 0 

5. 0 

6 0 

7. 0 
8 0 
9 0 

I 001.: 

New Address: ____________________________ _ 

CHANGE OF TELEPHONE NO. 
New TelephOne No.: ( 

CHANGE OF SOCiAl SECURITY NO. 
Correcled No.: _______________ _ 

CASE CLOSED 
Dale: ________ (Discontanue Evaluation) 

CUENT DECEASED 
Death Certificate Aftached 

NON ENGLISH SPEAKING 

DYes o No 

Language Spoken:. _________ _ 

Interpreter Narne: _______ PhOne No.: ( 

UPDATED MEDICAl RECORDS ATTACHED 

CHANGE OF COUNTY WORKER (See Below) 

OTHER 

SECTION: 501671$p,U.' MANUAL LETTER NO.: 132 MAY 2 7 19C.N 22C-4.19 
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OED PENDING 
INFORMATION UPDATE 

COUNTY WELFARE DEPARTMENT ADDRESS I 

L 
DEDADDRISS I CaA¥Ho 

AMI ...... ClMHo. 

r -, 
Oakland State Disability Program Social S4IGIriIy No. 
P. O. Box 23645 onMC221 
Oakland. CA 94623·0645 

AppIicanI'I Name 
L i ILaI1. FirsI. M.) --

0 •• of Bil1h 

THIS FORM MUST BE USED WHEN A DED PACKET IS PENDING AT DED AND CHANGED/ADDmONAL 
INFORMATION HEEDS TO BE SUBMITTED TO DED (DO NOT USE MC 221 TO REPORT CHANGES OR TO 
UPDATE INFORMATION) 

CheCk the appro.,nate bOx or boxes and complete the Intormetlon 

1. 0 CHANGE OF ADDRESS 

.J 

New~U: _________________________________ _ 

2. 0 

3. 0 

4. 0 

5 0 

6 0 

7. 0 
8. 0 
9. 0 

I DIM: 

CHANGE OF TELEPHONE NO. 
New TelephOne No.: ( 

CHANGE OF SOCIAL SECURITY NO. 
CorrecttKi No.: ___________ _ 

CASE CLOSED 
Date: ________ (DiscontRie Evaluation) 

CUENT DECEASED 
Death Certificate Attached 

NON ENGLISH SPEAKING 

DYes o No 

Language Spoken: ________ _ 

Interpreter Name:, _______ Phone No.: ( 

UPDATED MEDICAL RECORDS ATTACHED 
CHANGE OF COUNTY WORKER (See Beiow) 

OlliER 

T ....... ~ 
( ) 
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APPUCANTS SUPPLEMENTAL STATEMENT OF FACTS 
FOR MEDI·CAL COUNTY USE ONLY 

Counly I Aid c. .. H4n1l., 

Send OnqlOal to OED 
PART 1 - PERSONAL AND MEDICAL INFORMATION 

aA. __ 

211.-,_ 

3" __ 

) OD __ iflllolll
7 

YEsD NOD 

CHICK If 
0 .. _ 

o fAIl •• ' D'" 

11 hava YOU apphed tor Social SaCurnv or SUPPlemenlal Secull1Y Income (551) ~ 
oenal1l5 In me pasl 2 vears 1 
IF YES. PLEASE ANSWER THE F.JLLOWING 

A Was your Social Secur~y or 551 apPlicatiOn allowed or demed? Allowed C 
6. Dale ot mosl recent deciSion on your Social Secuflly or 551 applICation' _____ _ 

C Has your medICal problemisl wgrseoe:d since your last olllCllllon? 

i 

1·'-ZII·COO. 

..,,1 
1

9
.

00 
___ "_1 

I .... _IOc:.u_or 

I 
YES C NO C 

Dented C UnknOWn/pending C 

YES C NO C 
IF YES. please explain __________________________________ _ 

o Do you haye any .QUI[ meOlCal problamts) whlCII YOU did not haye when the lasl 
ollClSlOn on your SOCial Sacurdv/SSI applICatIOn was made? YES 0 NO C 
IF YES. wllal medical problem(S) _______________________________ _ 

• LISl all meDICal prOOlBms IpnVSICa' or mental) lOallleao yOU trom worlling or IImll Your CallY aCIlVllles. 
ana glye Ine date tllal eacn Ollnese prcPlems Ilfst Degan 10 bOtller you. 

Type 01 madlcal probtem: Beglnntng Data (montlllyelr) 

13. Descnbe 1I0w your medlC8l proalamlS) a!tact your abllily to work or limn your actIVates Isucn as smlDg. standlDg. 
waIling. bttlng, benolng. ,aacnlng. etc.) 

14 Old you naye to stop working pecause 01 your meolCal oroblem(s)? 
IF YES. wllatlS Ille dale lIOU nac ta 5100 workIng? _______ _ 

l.Ie zn 1101901 

YES 0 NO C 

Plge'0I6 
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1 5. Havl you hac! any at Ii'll 1oI1DW11'19 lists In Ii'll Lui '2 mantns: 

CMck Approprtatl 
BlOCk or BloCks Test WHERE DONE: (clinic, WHEN DONE: 
VIS No lab. hospital. doctOr) montl'loylar 

CI'IISIX-ray 

011'111 X-lay (Naml ,hit body pan 
hlrl: 

Brlatnlng T.stl (PFT) 

BIoocI Ta.ts 

O1hlr (Speaty: 

NOTE: BI lUll \0 InCludl Ii'll nlml' and aCICIII'SIS ot any otflcas, cllniC$, labs. or nospRals nOled abOVI In 
SlCllOn 16 or 17 ollnll torm. 

16A IDENTIFY BELOW ALL DOCTORS WHO HAVE SEEN OR TREATED YOU FOR ¥OUR MEDICAL PROBLEM(S) 
IN THE PAST 12 MONTHS 

it YOU haVI not blln Ualled ,n Ine casl 12 montns. cneck nare: 0 

TELEPHONE HUt.8ER ,.na __ ._, 
) 

HOW OFTEN 00 YOU SEE THIS OOCTOR1 1 
al'( 

DATE FIRsr SEEN? 

1lfM:1 ..... 
1111_ 

DATE LAST SEEN? 

TVPF OF T1=It::ATMENT 01'1 MEDICINES RECEIVED ISUCII al surglll'f. cnamotlllrapv, rllOllDon. and 1111 meOlClnIS you lake lor your .1nI1l 
or ,"Iury. ,I !<nown II no nllmen, fit meCIoc.nes Wille ·!IoONE·.) 

o IDENTIFY BELOW ANY OTHER dOctor YOU nave IIIn SInce your ~lnln or ,",ury DIgIn: 

TelEPHONE NUt.8EAI __ a_1 

I 

MOW OFTEN 00 YOU SEE THIS OOCTOR1 DATE FIRST SEEN? 

REASONS FOR VISITS talloW ."'ISS or InfUry tor wn.cn you lIao an l.am,nallOlllnl_nl) 

IU"' 

DATE LAST SEEN? 

TYPE OF TREATMENT OR MEDICINES RECEIVED Isucn liS surgery enamOl/'lerapv. radlllllOn. and the mllCllClnes you take lOr YOUr ~1nIII' 

or ,nfury. 1I!<n_n II no nalmanl or _e •. Wf'I8 "NONE·) 

"11982016 
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16C. IDENTIFY BELOW ANY OTHER DOCTOR YOU HAVE SEEN SINCE YOUR ILLNESS OR INJURY BEGAN 

-
I"~ ... 

HOW CIFTEH DO YOU sn THIS DOCTOR? DATi FIRST SlEN? 

;:;CASONS FOR V1sm. ~,no .. _.u 0( Inlury lor whl;;n you 1IlaC!:ln CX:I."nin::aClIl\·II'U1I'nenlj 

TYPE OF 'mEATMENT OR MEDICINES RECEIVED CIUCIh • ....,.,.,. --.,. '''lIOn. IIICIIWII'IIICiIIWIItI you ... __ -. 
OtI'lJUIY. If --.. II no...-_ .......... wn. "NON!'.) 

NOTE IF YOU HAVE SEEN OTHER DOCTORS SINCE YOUR IlLNESS OR INJURY BEGAN. LIST THEIR NoWES. ADDRESSES. 
OATES AND REASONS FOR VISITS ON AN ATTACHED SHEET OF PAPER. 

17. Have you DHn ....,....,., or " .... d al a dlnic lor your lilnel. or tnJUIY? YES 0 NO 0 
If YES. sl'Iow Itliloltowlng: 

1= lUI.. , __ 
liiiii iiii1' 

tot ... .,.,._. 

- ..... on """'-' ....... -.-nllI I ~ ... -. 
YES 0 NO C II "VES·. SHOW OATES ________ ..... 

__ IOIUl_ 

YES 0 HOC ________ ........ 1 DuH .. _ w"VES·.SHOWDATES _ • 

R.ason lor ~alIZ"lOn or ClInIC VII"S: 

6 _ .. _ .. _ 

1-
IIUIiIifI iViii .... 

YES C NOD """ES·.SHOWDATES _______ ........ 

1

1JIt •• ~ ...... UIOn. 

_!'OU ..... _1 
YES 0 NO 0 I 

DuH ....... 
H"YES".SHOWDATES ________ .... 

Rlason lor nosptWlZlllon or ClInIC VlIIIS: 

. a IS THERE ANYONE ELSE (a Inand. fa'allve. socIa' WOrKer. OIC.1 we may conlaCllor more Informauon aboUl your IlInlSS or ,"fUry 
and now II limn, your aally aeWd .. S or keeps you trem WOrlllng' 

If so. olease lISt billow 

,OORUS PHONE_R REWIONSHIP TO YOU 
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1 9. Social and fducallOnal tntCfrmmon: 

D~ vour dally ICWIIIIH ,n lhe foliDwl"'!J .,e .. and ,late now mucn you GO and now oIIen. 

A HOUSEWORK 'Inc!udlnt;l COOKing. cleanIng. sllapPlng. anll odd 10/)$ around lhe house and OIlier Slnlllar 

ac11V1I .. S): 

B RECREATION AND HOBBIES (ganten"'g.lIlking. '-g. bowIlII9. reliChng. blh"'g. mullCal ""ereill. etc.): 

C SOCIAL ACTIVITIES 'VISIIS w~n relatll/as. Inanos. neighbors. etc. Inclulle onone COntac1S as well as Dersonat YlSIIS.): 

IJ. MEANS OF TRANSPORTATION lorlYl car. nde bus. mOlorcycle. walk. rtde Willi someone else. etc.): 

co Whal IS Ille n19ne51 gra08 YOU comoilled In SChool? ________ _ 

F I c:ompI8IlC1 SChoOl in 19 __ 

G. I PIIIedtheGEDin 19_ 

20. r"""I Illave tilI worked In lhe lasl 1S Yllrs. Sign below. 

o III.". worked In lhe last 1 S years. Sign below AND COMPLETE PART 2 OF THIS FORM. 

I haYl aompleled tllis form COmtClly anll truthfully to the be.l 01 my llnawllClge :.r.c :11)1 .... 5. 

AUIHOflllEO REPAUEHT"TI~~ 101_, 

COMPLETED WITH 
ASSISTANCE OF ____ ~~ ___ _ 

NAME TITLE OR RELATIONIIHIP 

IHEPHOHE 

TELEPtCINE 

Plge.016 
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PART 2 - VOCAT10NAL INFORMAT10N 

APPUCANT'S SUPPLEIoIENTAL STATEMENT OF FACTS FDA MEDIoCAL 
• Send Original 10 OED 

F .... __ .... _ 

c I hllve wor1led in Ih. lUllS y.ars Th,s 's a catC1'1OllOn of all the lObs I have don. tor all.asl30 cavs dunna In. last 15 yaars. I have 
IWlIId WIth my IIICIII nlCltII lOb. (" you nad moll than rwo lObs. completa IIddItlClnlJ PIII's of IhlS torm.) 
a. Job TIll. _____________ Type of BlMin ... ________________ _ 

Oaa. Worked (Mon1l1 and Year) From ____________ _ 

~ ---------------------Hours Per Week _______ _ Rate 01 Pay _______ _ P.r ___________ _ 

DDCRIP1'1ON OF THIJ08 

This il whall did and now I did n. 

Tna .. a" Inl IDOlS. machln.s. llno IQUlClmenl I ulld. 

I look IhlSlong 10 IIlIrn thl lOb dava or ________ momns 

I wmta. com_ad r.pons. or pertormad srmtla, dUllls. 0 V" 

I had ~ ruponsibillllls. 0 V .. 

D No 

D No 

PHYSICAL ACTMTY 

CirclIOna 

I wllked Ihls many nour. a day a, wor1I: 

I SIOOd this many hOurs a day at wor1l: 

I sallhls many n:Jurs a day at work: 

I climbed thIS mucn: :J navar 

I benl ov.r 'hIS muc:t1: :::J navel 

H •• vaesl weight I lihed: 

o 

o 

o 

2 

2 

2 

3 

3 

3 

o occasIOnally 

o oc:caslClhllly 

4 5 

4 5 

4 5 

Welghll ohen IIl1ed/earned: 

6 7 8 

6 7 8 

6 7 8 

..J trlOUenlly 

o traauanlly 

o 101bs. o SO Ibs. 

o 201bs o Ov.r 100 1Il$. 

o U!:> 10 10 Ibs. 

o Up to 251bs. 

o Up 10 SO Ibs. 

DOver 50 Ibs. 

Old you h_ any ot your curr.nt madlCal problema whln you par10rmald this job? 

If ya •• nama ot medICal probIem(l) 

If yll. did your ImplOy.r make speaal arrangemanls tsuch a. Ixtra b"aks. Spacial 

eQUlPm.nt. change In lOb du"e •. 'IC.I so you could contInua 10 work? 

o V.s 

o V.s 

:J constanlly 

o constantly 

ONo 

ONo 
II yas. desc:nbe Ih. soeaal IIrangemen'l1 mad. ________________________ _ 

PLEASE COMPLETE REVERSE SlOE OF THIS PAGE. 
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o. Job TIIlo ________________ Typaol Buunns ___________________ _ 

Datn WOrked IMonth and 'I'lIar) From ______________ _ 
To _______________________ _ 

Hours Par Waak ___________ _ Ratll of Pay __________ _ Po, __________________ _ 

D~PnONOFTHEJOB 

This I' what I did and nnw I did II 

Tn. .. • ,. Ihe tools. mllChlnes. and equIPment I used. 

IIOOiI thll long 10 learn Ihe job dayaor months 

I wrote. completed repons. or l)enOrmed similar dUlleS. 0 Ves 0 No 

I had SUpervisory rnponslbllit18s. 0 V.s 0 No 

PHYSICAL AcnvrTY 

elrcleOna 

I walkllO tnlS many nours a aav at WO'K 0 ;: 3 .! 5 -
I slOOd IhlS many nours a day al WOrK 0 2 3 4 5 6 7 

I sallh.s many 110urs a day al work 0 2 3 .! 5 6 
...... 

I cllmbed.l1ls much: ...J nevar 0 ::Iccasronally 0 IreQUenl1y 

I benl oval thIS much: :J naver 0 occaSIOnally 0 lreQullnlly 

HeaViest weight I lined: Weight I nlten IIl1ed/earned: 

o 'Olbs D SOlbs. 

o 20lbs D OVllr 100 Ibs. 

o Up 1010 lb •. 

:J Up 10 ~S tbs. 

o Up to SO lb •. 

D OVllr SO Ibs. 

Did you nava any 01 your curren, meClcal orcoilims wnen yOU Ollnormea IhlS lob? ...J Yes 

It Ves. name 01 medical prablem(S) 

It ,(liS. did your emo'''''''' make SDeclal arrangements 'SUCI1 as eXlla breaks. spaCIal 
equlj)man1. chanr ,uD dulles. eIC.) so you COUIO conllnUlilD wllIk? :J Yes 

lIye •• 0e1Cn1' 

CHECK c: .:>FTHE FOLLOWING: 

o I ha,O nad Olhar IODS In Ihe last tS years ana l1ave completlld anolher page 01 vocallana) hlSlory. 

o I "-Ie mn had any othar lObs In lne last IS vaars. 

I nave complaled tnlS torm correC1IV anc lrutntull~ to Ine oesl ot my KnowleDge and 3bllltles. 

8 

8 

8 

, 0.:. 

...J constanlly 

...J constantly 

o No 

o No 

Plge.ot 6 
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S14TEOFCAlIFOJllMA ..... E.ALTWANO WElFAREAGINCY 

SOCiiii S41CUnty NumDer 

SGA WORKSHEET 
(USED WHEN GROSS EARNED INCOME IS OVER $500) 

1. AQIl EARNED INCOME 

a. Gross average monthly earnings $ 

b. Payment in kind (e.g., room and board) 

c. Other 

TOTAL GROSS EARNINGS 

2. SUBTRACT IMPAIRMENT-RELATED WORK EXPENSES (IRWE) 

a. Anendant Care Services $ 

b. Transportation Costs 

c. Medical Devices 

d. Work-Related Equipment and Assistants 

e. ProsthesIS 

f. Residenhal Modifications 

g. Routine Drugs and Routine Medical ServICes 

h. Diagnostic Procedures 

I. Non-Medical Applications and Devices 

j. Other Items and ServICes 

TOTAL IRWE DEDUCTIONS 

3. SUBTRACT SUBSIDY DEDUCTlON 

4. NET COUNTABLE EABNING$ 

DEPARTMeNT OF "EAl"'" SfIlMCE 5 

s ___ _ 

s ___ _ 
$ ___ _ 

S ___ _ 

If net countable earmngs are greater than $500, applicant is engaging in SGA and claim is denied. 

ICounly~ Ual8 

MC 272 (3194) 
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OEPARTWeOlT OF ~EAj. ~ SflMC£S 

WORK ACTIVITY REPORT 
You may be consklered disabled tor Medl·Callf you cannot do any kind of work for which you are suffed. 
and only If you cannot work tor at 'east a year or your condition will resUlt In death. 
If your earnings ars mars than $500 a month. In gsneral you cannot be considered disabled. Work 
expenses lind ,plICllIl work consideratIons related to your dlsabllffy may be deducted In figuring whether 
your earnings mHt the $500 earnings limits. For this reason, Informatton about your work activity Is 
nHeltld. 
The Information you provide about your work activity will be used In making a deciSion on your claim. 
Your employer mey b. contacted to vertfy the Information you provide. 

flue or Name 01 Your Job , Rale 01 Pay I HOUrs WoikBd Per Week 

GROSS EARNING 
What IS your gross monthly pay? (II pay IS Irregular, you do not need to enter the amount) Attach your 
pay stubs. 

2 OTHER PAYMENTS 
Specify other payments you receive. such as tips. free meals. room or utilities. Indicate what you were 
given and estimate the dOllar value and how frequenUy you receive them. 

3, SPECIAL EMPLOYMENT SITUATIONS Yes No 

Alter you became ill. dId your lob duties lessen? 0 0 
" yes, did you get to keep your same pay? 0 0 
Are you employed by a fnend or relative? 0 0 
Are you in a special tralO,"g or rehabilitation program? 0 0 

4. JOB REQUIREMENTS 
Are your Job duties dlflerentlrom lhOse of other workers with the same job tille? 

Yes No 
a. shOner hOurs 0 0 
b different pay scale 0 0 
c. less or easier duties 0 0 
d extra help given 0 0 

lower production 
"""1 

t: 

I lower quality :J 
g. other differences (e.g., frequent absences) 0 C 

MC273r~1 
PlIO" 012 
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5. EXPLANATION OF JOB REQUIREMENTS 
Describe all "Yes" answers in item 4 above. 

6 SPECIAL WORK EXPENSES 
Specify below any special expenses related to your condition which are necessary for you to work. 
These are things which you paid for and not things that will be paid for by anyone else. 

Specify the amount of the expenses. At1ach verificallon of who prescribed the item or servICe needed 
and the cost paid. rNe are required to verify the need for the item or service with the person who 
prescribed it.) 

Example: Attendant care servICes, transportation costs, medical devices, work-related equipment. 
prosthesis. modihcahons to your home. routine drugs and medical services necessary to control a 
disabling condition, diagnostic procedures, or similar Items or servICes. 

7 Use thiS additional space 10 answer any previous questions or 10 give addltlonallntormallon that you 
think will be helpful 

8. Please read the following statement Sign and date the form. Provide address and telephone number. 

I have completed this form correctly and tnrthfully to the best of my knowledge and abilities, 

S..,..UN 01 AppIIc:IonI or ~ DIlle 

I 
lelephone No. & ....... Cooo 

MakIg _ 4N11 __ Slr .. l. ApI. No .. P.O. Sol. or Hural Rolli.) 

City and $I.Il. Z~COOO I ~~ 
FOR COUNTY USE ONLY 

9. Interviewer/Reviewer Check List ("Yes" answers should be explained below.) Check all that apply: 

a. Subsidy 0 Yes 0 No 

b. Impairment-Related Work Expenses 

c. Substantial Gainful Activity 

DYes 

DYes 

o No 

o No 
EXPLANATION: ________________________________________________ __ 

I Oatil 

Me 273 (:111M) 
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STAn; Of CAliFORNIA· HEAlTH AND I'IIiLFARE AlDENeY DEPARTMENT Of HEAL TH SEAVICES 

INFORME DE ACTIVIDAD LABORAL 
E$ poslD/e que se Ie con.,dere InCliplIcltlldo(lI) pllrll Med/·Cal, 5/ u51ed no puede hacer nlngu". cill .. de 
t{lDIIlo para el cual es'li eapacltado, y .sol.mente 5/ usted no puede trabajar durante por /0 menD_ un a"o 0 51 
5U condlelon Ie ocaalonar. la muette. 
SI sus Ingre.os .on de mIlS de 1500 dolll' •• III m •• , en general a us,.d no 5e Ie puede conslderll' 
Inellpllcltado. Los gastos de traba/o y eons/derae/one. especl./e. de trablljo relae/onados a su Incapacldad s. 
pueden deduelr al calcular s/ su. mgresos cumplen con los limite. de Ingresos de $500. Por esta ",zon, .e 
"flCe.ltlila Intormaclon IIcerea de su aettvldad laDoral. 
La Inforrnllc/on que usted propore/one aeerea de su actlllld/ld laborsl .e utillZtlnt al toma, u". declsJOn sobtW au 
recIIImo. Es posIbie que nos comumquetTlos can SU p.Jtrono p.JrB comprobar laln#ormac/On qc.HI ~ pmporr:ionlI. 

Nombfe de I. persona Incapac:tl8CIa 

I NomDro del pelrllno I Dlrec:clon del p'lI'ono 

Pueslo 0 cargo de su 111II:NI!0 I T 858 de P1190 

, 
2 Nombfe del patrono O"eec.on oel palrono 

PueSlo 0 cargo de au lraba!o Tasa de pa90 

INGRESOS BRUTOS GANADOS 

Numero del Segura SocI.1 

No de 101810no del PIIlrlIno 

Horas que tra bala II Ia semana 

I 

I No 011 tetelono 001 palrllne 
! 

I Horas que trabala 8 18 semana 

i.. Cual es SU pago mensual bruto? (SI el pago es Irregular, no neceslta anotar la cantldad) Adjunte sus 
talones de cheques. 

:; OTROS PAGOS 
Especlflque otros pagos que usted reclba. tales como proplnas, ahmentos gratUitos, servlclos publicos y 
mumclpales de cuarto Indlque 10 que se Ie dlo y catcule el valor actual y con que Irecuencla los recibe 

3. SITUAC10NES ESPECIAlES DE EMPlEO Si No 
Despues de entermarse. i..se amlnoraron sus obhgaclones de trabajo? 

...., 0 ......) 

Si la respueSla as si, i-mantuvo el mlsmo pago? :J 0 
.:,Es usted empleado(a) de un amigo 0 panenle? -: 0 
i..ESta usted en un programa especial de capacitaclon 0 rehabilltaci6n? ::J 0 

4. REQUISITOS DE EMPLEO 
i..Son sus obllgaclones de empleo dllerentes a aqueUas de otros trabaladores con el mlSrno pUeSlo? 

a. 
b 
c 
d 

g. 

Me 273 (SP) (11941 

horano mas corto 
escala de pago dtferente 
menos obligaclones 0 mas laciles 
se Ie proporClona ayuda adlClonal 
produCClon mas ba,a 
caltdad mas bala 
otras dlferenclas (el lallas trecuentes) 

SECTION: 50167, 50223 MANUAL LETTER NO.: 
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5 EXPLICACION DE LOS REQUISITOS DE EMPLEO 
Describa tOdas las respuestas "atlrmallvas" en el articulo 4 antenor. 

6 GASTOS ESPECIALES DE TRABAJO 
A continuaclon. especiflque cualesqUier 9aslos especlales relaclonados a su condition que son 
necesanos para usted para trabalar. ESlos son cosas por las que usted pag6 y no cosas que algulen 
mas pagani. 

Especdique la canlldad de gaslos. Adjunte comprobantes de quien Ie receto el articulo 0 servicio 
necesano y el CosIO pagado. (Se nos eXlge comprobar la necesldad del articulo 0 se(Vlclo con la 
persona que 10 receto.) 

E,Iemplo: Servlclos de cuidador. costos de transpone. aparatos medicos. equlpo relaclOnado allraba,o. 
protesls. modlflcaclones a su casa, medlcamentos de rullna y servlclos medicos necesanos para 
controlar una condicion Incapacltanle, procedlmlentos de dlagnOslico. 0 articulos 0 se(vICIOS semejantes 

--: Utilice este espaclo adlClonal para conlestar cualquler pregunta previa 0 para dar informaCion adlClOnal 
que usted plense que sera ulll 

8 Por lavor. lea la slgutente deCIaraclon F,rme y teche la torma Proporclone la dlrecclon y el numero de 
lelelono. 

He comp/etldo esla forma correcta y verdaderamente segun mlleal conoclmlento y habllldades. 

ftcna Ar •• y No da T .ltlono 

Cona.ao 

SOLO PARA USO DEL CONDADO 
9 Intetvlewer/Revl8wer Check list ("Yes" answers should be explained below) Check all tnat apply: 

a Subsidy 

b l~alrmenl·Related Work Expenses 

c Substantial Gainful Activity 

EXPLANATION: 

: (,ountv !';oae I . 

I 
Me 27:) {SPI ,31941 

SECTION: 50167, 50223 MANUAL lETTER NO.: 

0 Yes 

0 Yes 

0 Yes 

132 

o No 

o No 

o No 

Dale 

MAY :2 7 

Pave 2 ot 2 

~",~2C-4.31 ,'.A 

'-, 



MEDI-CAL ELIGIBILITY MANUAL 

DEPoVITMEHT OF HEAl. TN RIWICES 

DISABILITY LISTINGS UPDATE 

__ MEOI·CAL LIAISoN(S) FOR DISABILITY ISSUES 

MEOI-CAL LIAISoN(S) FOR QUARTERLY STATUS 
LISTINGS FOR PENDING AND CLOSED DISABILITY 
CASES 

(PLEASE INDICATE WHICH LIST IS TO BE UPDATED WITH A CHECK MARK) 

PLEASE USE THIS FORM TO TRANSMIT THE NAME OF YOUR COUNTY'S REPRESENTATIVE. OR IN 
COUNTIES WHERE MUL TIPLE CONTACTS Will BE NECESSARY. PLEASE PROVIDE THE SAME 
INFORMATION FOR EACH REPRESENTATIVE ON A SEPARATE FORM. IT WOULD BE APPRECIATED IF 
THE INFORMATION IS PRINTED OR TYPED. 

COUNTY: ______________________________________ __ 

UAISON: ___________________________ _ 

UAISON'S POsmON TlTLE: ________________ _ 

LIAISON'S TELEPHONE NUMBER: ____________ _ 

ALTERNATIVETELEPHONENUMBER: ____________________ _ 

OFFICE ADDRESS: 

RETURN TO; 

SECTION: 50167, 50223 

Department of Health Services 
Medi·Cal Eligibility Branch 
Attn: Unit B Clerical Supervisor 
714 P Street. Room 1376 
P. O. Box 942732 
Sacramento, CA 94234·7320 

MANUAL LETTER NO.: 132 
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[)epartnent ot HeaIIh SerW:et 

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION Of ATTACHED DHS 7035 A 
(Medical Report on Adult With Allegation of Human Immunodeficiency Virus [HIV] Infection) 

Your patient. Identified in &letlon A of the attached form. has filed a claim for Medi-Cal disability benefits based on HIV infection. 
MEDICAL SOURCE: Please detach this Inslruction sheet and use It to complete the attached form. 

I. PURPOSE OETHIS FORM' 

I! ylKI compill .. and return the attached lonn promptly, YOiJr patient may be able to receive medlClI benelita whlill _ .ra proce_Iog hla or 
her clalm for ongoing disability benefill. 

This is not a request for an examination. At Ihis time. we simply need you to fill out this form based on existing medical information. The State Disability 
Evaluation Division may contact you later to obtain further evidence needed to process your patient's claim. 

II. WHO MAY COMPLETE THIS FORM; 

A physician, nurse. or other member of a hospital or clinic staH, who is able to confirm the diagnosis and seyerity 01 the HIV disease manifestations 
based on your records. may complete and sign the lorm 

III. MEDICAL RELEASE' 

A Department of Health Services medical release (Me 220) signed by your patient should be allached to the form when you receive it. If the release is 
not altached. the medical release section on the lorm itself should be signed by your patient. 

fII. !:lOW TO COMPLETE THE FORM' 

• ~ you receiYe the form from your patient and Section A has not been completed. please liII in the identilying inlormation about your patient. 

• You may not have 10 complete an 01 the sections on the form. 

• ALWAYS complelll Section B. 

• Comple .. Section C, If appropriate. If you check at least one aftha items in Section C. go right to Section E. 

• ONLY completa Section D II yOiJ have NOT checked any item In Section C, See the special inlormation section below which will help you to 
complete &letion D. 

• Comple .. Section E II you wlahlo provide comment. on YOiJf p.tlent's coOOllloO(s). 

• ALWAYS complete Sectlona F and O. NOTE: Thislonn i. not complelll until it Ie .Igned. 

v, tlQW IQ RETURN THE FORM TO US: 

• Maittha completed, signed form w; soon as pos6ible In tha return envelope provided. 

• If you received the form w~hout a return enyelope. give the completed, signed form back to your patient for return to the county department of social 
services. 

VI. IPECIAL INEQRMATION 10 !:lELP YQIJ TO CQMPLETE lijiCTIgN D; 

How We UIII Section 0: 

• Section D asks you to tell us what other manijestalions of HIV your patient may have. It also asks you to give us an idea of how your patient's ability 
to function has been alfected. 

e We do not need detail"d descriptiOI16 of the functional limitations imposed by the illness; we iust need to know whether your patient's ability to 
function has been affected to a 'marked" degree in any of the areas listed. See below for an explanation of the term "marked.' 

Spacial Tanns Ullad in $action 0: 

Wh.t We Mesn By HRepeeled" "snlleelatlona of HfIIlnillction (_ IIfHn 0,1) : 

'Repeated" means that a cond~ion or combination 01 conditions: 

• Occurs an average of three times a year, or once every four months, each lasting two weeks or more; or 

e Does not last for two weaks, but occurs subslantially more frequently than three times in a year or once every four months; or 

• OccUI'8 1888 ohen than an average of th_ times a year or once every four months but lasls substantially longer than two weeks. 

What W. Mean By • ... nlfeel.llona of HfIIlnlection (_/1fHn D,l) : 

"Manifestations of HIV Infection' may include: 

e Any condilions listed in Section C, but without the findings specified there, (e.g .• carcinoma of the cervix not meeting the criteria shown in Item 22 01 
the lorm. diarrhea not meeting the criteria shown in Item 33 of the form); or any other condition that is not listed in Section C. (e.g .• oral hairy 
leukopfakla. myositis), 

• Manilestations of HIV must resu« in significant. documented symploms and signs, (e.g .• latigue. lever, malaise. weight loss, pain. night sweats). 

Continued on reverse ...... 
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Wh.t w ..... n By "M.rtced~ Limitation or Rntriction in Functioning (_Item 0.2): 

• When "marlwd· is used to describe functional limitationa, ij maana more than moderate, but len than extreme. "Marked· does not imply that your 
patient is confined to bed, hoapHaliled, or in II nursing home. 

• A marked limitation may be present when aeveral aclrvities Dr functions are impaired or even when only one is impaired. An individual need not be 
totally precluded from performing an ac1ivijy to have a marked limitation, as long as the degree of limitation is such as to aeriously interfere with the 
abjlily to function independenlly, appropriately, and eHectively. 

Wh.t W. "'an By "Activit •• 01 Dally Living" (_Item 0.2); 

• Activrties of daily living include. but are not limned to, such activities as doing household chores, grooming and hygiene. using a post oHice, taking 
public: transportation, and paying bills. 

Eumpte: An individual w~h HIV infection who. because of symptoms such as pein imposed by the illness or its treatment. is not able to maintain a 
houaehold or take public transportation on a sustained basis or wrthout assiS1ance (even though he or she is able to perform some sell-care 
activities) would have marked limitation of activities of daily liVing. 

What We MIlan By "Social Functioning" (_/1rHn 0.2J: 

• Sociallunctioning Il1Cludea the capacity to interact appropriately and communicate effectively with others. 

Example: An individual with HIV infection who, because of symptoms or a pattern of exacerbation and remission caused by the illness or its 
treatment, cannot engage in social interactIOn on a sustained basis (even though he or she is able to communicate with close friands or relatives) 
would have marked difficulty in maintaining SOCial functIOning. 

What W. MIlan By "Completing Talk. In I Timely Manner" (_11.",0.2): 

• Completing tasks in a timely manner involves the abilRy to suslain concentration, persistence, or pace to permit timely completion of tasks commonly 
found in work ae«lngs. 

Example: An individual with HIV infection who. because of HIV·ralated fatigue or other symptoms, is unable to sustain concentration or pace 
adequate to complete simple work·related tasks (even though he or she is able to do routine activities of daily lilting) would have marked dHficu~y 
completing tasks. 

PRIVACY ACT NOTICE 

The Department of Health Services (DHS) is authorized to collect the information on this form under 
Sections 205(a). 233(d). and 1633(e)(l) of the Social Security Act. The information on this form is needed by 
DHS to make a decision on the named applicant's appHcation for Medi·Cal based on disability. While giving us 
the information on this form is IIOluntary, failure to provide all or part of the requested information could prevent 
an accurate or timely decision on the named applicant'S application. Although the information you furnish is 
almost never used for any purpose other than making a determination about the applicant's disability. such 
information may be disclosed by DHS as follows: (1) to enable a third party or agency to assist DHS in 
establishing rights to Medi-Cal benefits. and (2) to facilitate statistical research and audit activities necessary to 
assure the integrity and improvement of the Medi ·Cal program. 

We may also use the Information you gIve us when we match records by computer. Matching programs 
compare our records with those of other federal, state, and local government agencies. Many agencies may 
use matching programs to find or prove that a person qualifies for benefits paid by the Federal Government. 
The law allows us to do this even if you do not agree to it. 

Federal law governing Medicaid requires that medical information on applicants and beneficiaries be kept 
confidential. ((42 United States Code, Section 139a (a) (7).)) The regulations implementing this law deal with 
the disclosure of information collected and maintained by slate Medicaid agencies. (42 California Federal 
Register, Sections 431 .300 et seq.) 
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Dep8' .. ent.t __ 

MEDICAL REPORT ON ADULT WITH ALLEGATION OF 
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION 

The individual named below has filed an application for disability under /he Medi-Cal prOf)ram. If you complete this form, your patient 
may be able to receive early medical benefits. (This is not a request for an examination, but for existing medical information.) 

MEDICAL RELEASE INFORMATION 

o Form Me 220, 'Authorization to Release Medical Inlormation" to Ihe Department of Health Services, anached. 

o I hereby alAhorize the medical source named below to releqe or disclose to the Department of Health SelVices or Department of Social Services any 
medical records or other inlotmation regarding my trealment for human immunodeficiency virus (HIV) infection. 

Aflpicant'. SignlllUre (Re<!ujred only if F"",, Me 220 i. NOT an",hed) Oal. 

A. IDENTIFYING INFORMATION: 
MiidICai Source'. Nam. 

B. HOW WAS HIV INFECTION DIAGNOSED? 

o Laboratory lesting conlitming HIV inleclion 0 Other clinical and laboralory findings, medical hislOry, and diagnosis(es) 
indicated in the medical evidence 

C. OPPORTUNISTIC AND INDICATOR DISEASES (Please check, if applicable): 

BACTERIAL INFECTIONS: 

1. 0 Mycobac .... lallnfectlon. (a.g ca .... od by M. 8",um4mrac.IIuIa"" 12, 0 Muconnyco.hI 

M kan .... ', or M. tubelruloeoo), at • lite od'Ier than ,"" Iu""s, okin, or 
ceMul or tolar lymph nod .. 

2, 0 Pulmonary Tuberculolhl, ..... tant to t",almenl 

3, 0 Nocardlo.la 

4. 0 Salmonella Bact_ill, ".""" .. n. nontyphoid 

5, 0 Syphill. or Neuro.yphlll •• (o.g .. meningoy,,,,,ular .yphilis) 

...... i"" in nllUl'Oiogic or other _Ullia. 

6, [] Multiple or Recur"nt Baderlal Infaetlon(.), Including pelvic 

inflammatory disease. requiring hoapitalization or intraveflOlls antibiotic 

treatment thr .. or more til118'8 in one year 

FUNQAL INFECTIONS: 

7. 0 Aspergillo.hI 

8. 0 Candidla.hI. al a oil. other than the slYn, un"" ..... tract, Intestinal 
trac1, or or.' Of' vulvovaginal mucOUl membranes; or candidiasis 
invoilling the _haguo, InlChaa, bronchi, or lungs. 

9., 0 Coocldloldomyco.l •• at a llil' oth.r Ihan Ihe lung" or lymph 
nod ... 

10. 0 CrypIOOOOCOllhl, at a site other than 1M lung" (8.g., Cf\/ptococcal 
mar/ngilio) 

11. 0 HhllapIa8llloal.,.' a _ .. other than the "'''''' o. Iy""h ncd .. 

DHS 1005" (.,..) 

PROTOZOAN OR HELMINTliIC INFECTIONS: 

13. 0 Cryptoaporldlo.I •• laoaporla.hI. or Mlcro.porldloel., with 

diarrhea lasllng 1D4' one momh or Iooger 

14. 0 Pneumocy.UI Carlnll Pneumonia or EXlr.pulmonlry 
Pneumooy .. 11 C.rinllinfection 

15, 0 Strongyloidlaal., extra4n ..... nal 

16. 0 Toxaplaamoal •• 01 an organ other thon the Iy ... , lIjlI .. n, or lymph 
nod., 

VIRAL INFECTIONS: 

17. 0 CytomegaloviNI 01_18. 01 • llile olher than tha i .. r, spleen, 

or: lymph nod .. 

18. 0 Herpe. Simplex VINS. caulling rrucocutan"""o intaction, (e.g., 

oral, genital, perianal) Ias1ing for one month Of' bnger; eM' infection at • 

~t. other than the skin or mucous membran •• , (e.g., bronchitil, 

pnaumanito, _hagilia, or encephaitia): or cft_minat4KI inleeton 

t9. 0 HetpH 20 ...... di_mineted or with """ltidermatomal.",ptionsthat 

... reelstan. 10 t..atm ... 

20. 0 PlVgl8Uive MullHooaI Leukoencephllopllhy 

21. 0 Hepilltl., r •• ulling in chronic Ii •• r dis .... manit .... d by 

appropriate findingo, (e.g., peniatenl asciI", bll>oding _hag.al 

.aric •• , h_tic encephalopathyl 

PllQlll0U 
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SECTION C (continued) 

MAUGNANT NEOPLASMS: 

22. 0 Carcinoma of the Clrvlx, in ...... , FIGO ."'g8 " and i>erond 

23. 0 Kapoal'. Sarcoma, with _let.naive oraIIeBio",.; or involvement 01 

1"'. gaatroint •• tinal tract, lunge, Or other viscera' organs; Or 
involvement of the skin or mucou. membran •• with a:dena,ve 

fungating or uarabng MlStOllS not nMropOnding 10 tr.tmen. 

24. 0 lymphoma, 01 any ty"", (e g., primary lymphoma of tho b,ain, 

Burldtl'. lymphoma, imIJ'UnobIa01ic: "",oma, othar non·Hodgkin·. 

lymphoma, Hodgkin'. di_) 

25. 0 SqulII110ua Cell Carcinoma 01 the Anus 

SKIN OR Mucous MEMBRANES: 

26. 0 Conditions of the Skin or Mucoul Membranes, WIth 

extentdw fungating or ulcer.vog lesions not fWspondlng to treatment. 

(e g., dermatological conditions such as eczema or pSOriaSIS, 

vvtvo'llaglOaJ or other mucosal candida, condyloma C.4iluaed bV human 

papillom.virus, genital ulc.,ativa di_aM) 

HEMATOLOGIC ABNORMAUllES: 

27. 0 Anemll (hematocrit ",,";.,ng at 30 """,ant or ", •• ), roquonng Dna 

or more btood transfuSiOns on an average of at least once .wry t\¥O 

month. 

28. 0 Granulocytopenia, with aboolute neutrophil count. r.""atedly 
beJow 1,()(X) celafmm' and documented reauranl systemc bac1erial 

Infection. oca.ming lit least tn,... t,m.. in the last five months 

29. 0 Thrombocytopenia, With platelet count. r.peatedly below 

40,OOO/mm' with a1 least 1 apontaneoo. hemorrhage, requiring 

tran"usion In the \a .. 5 months. or 'l4'i1h intracranial b.eding in the 

faO! t2 months. 

NEUROC.OGICAL ASNORMAUllES: 

30. 0 HIY Encephalopathy, characterized by cogniti.e or motor 

dyoIfunction lIIat lmi .. func1ion and prog'_" 

31. 0 Other Neurological Manllestatlona of HIY Infection, 
(e 9 • peripheral neuropathy). wi1h signIficant and persia'ent 

disorganization 0' motor fUnction in 1wo ex1remltie. r •• ulling tn 

sustained disturbance of grOM and dexterous movements. or gmt and 

at"lon 

DHS 7036" 14/1104) 

HIV WASllNG SYNDROME: 

32. 0 HIY Wasting Syndrome, cha"'cterized by involuntary weight 10 .. 
of 10 percent or more of baseliM (or other significant inyo"'ntary 
weight 10 .. ) and, in the _nee 01 • concur",nt illn ... that could 

explain lIIe finding., in\lOMng: chronic diarrhea with 2 or mOl'a 100M 

stools daity Jasting for 1 month or tonger; or chronic weakne.a and 

documented f ••• r gr .. ter than 38'C (100.4"F) for the majority of 

1 month or longer 

DIARRHEA: 

33. 0 Diarrhea, 'asting tor one month or tanger, resistant to treatment, and 

requiring intravenous hydration, intravenous alimentation. or tube 
feeding 

CARDtOIolYOPATHY: 

34. 0 Cardiomyopathy (chronic heart failure, or cor pulmonal., or other 

sever. cardiac abnormality not responSIve to treatment) 

NEPHROPATHY: 

35. 0 Nephropathy, .... ulting on chronic renal failur. 

INFECTIONS RESISTANT TO TREATMENT OR REQUIRING 
HOSPITALlZA1l0N OR INTRAVENOUS TREATMENT THREE OR 
MORE TIMES IN ONE YEAR: 

36. 0 Sepall 

37. D Meningitis 

38. 0 Pneumonia (non-PCP) 

39. 0 Septic ArthrlUa 

40. 0 Endocarditis 

41. 0 Slnulltll, radiographically documented 

Page 2 of 3 
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D. ornER MANIFESTATIONS OF HIV INFECTION: 

1. Repellled M.ulllelltlorw of HIV Infection, including diseases mentioned In Section C, "ems 1-41, but without the specified findings described 
above, or other diseases, resutting in slgn~icant, documented symptoms or signs, (9.g .• fatigue. fever, malaise, weight loss, pain, night sweals). 
PIIt_ 1Ip8CI1fy: 

a. The mannestatiol'16 your patienl has had; 
b. The number of episodes occurring in the same one-year period; and 
c. The approximate duration of each episode. 

Remember, your patient need nol have the same manif.stalion each lime 10 meetlhe definition of repealed manijestaliol'16; but, all man"eslalions 
used 10 meel Ihe requirement must have occurred in the same one-year period. (See attached instructions for the definition 0' 'repeated 
man"estations. .) 

" you need more space, please usa Section E: 

AIJ.Q.. 
2. Any of the Following: 

o Marked restriction of Aetlvlti4MI of Dally Living; or 

o Marked dilfk:uhies in maintaining Socia. Functioning; or 

o Marked dilfk:uhies in completing lasks in a timely manner due 10 deficiencies in Concentration, Pltralatance. or Palle. 

E. REMARKS (Please use Ihis. space ij you lack aulficient room in seclion 0 or to provide any other comments you wish abo~ your patient): 

F. MEDICAL SOURCE INFORMATION (PIN. Prinl or Type): 
-.. 

SneiAddrn. 

DHS 7035 A \4.'N1 
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Doi>w"""".' He .... _ 

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 C 
(Medical Report on Child With Allegation of Human Immunodeficiency Virus [HIV] Infecllon) 

A claim has been filed tor your palien~ idenlJfied in Section A of the atlached form, for Medl-Cal disability benefits based on HIV infection. 
MEDICAl.. SOURCE: Please detach this Instruction sheet and use illo complele the attached form. 

I. PUBfIOSE OEDiIS EORM' 

If you comple. and return the attached form promptly. your patient may be able to receive medical benellta while _ are proceulng hla or 
her claim for ongoing dl8abillCy beneflla. 

This IS not a request for an examination. At Ihis time. we simply need you 10 fill oul this torm based on exisling medical information. The Slale Disability 
E.alualion Division may contact you later 10 oblain further evidence needed 10 process your palient's claim. 

II. WHO MAY COMPLETE THIS EORM; 

A physician, nurse, or other member of II hospital or clinic slaff, who is able 10 confirm Ihe diagnosis and sevenly of lhe HIV disease manifestations 
based on your records, may complele and sign Ihe form. 

III. MEDICAL BELEASE' 

A Department of Heanh Services medical release (Me 220) signed by your pallent's parent or guardian should be anached 10 Ihe form when you receive 
it. It the release i. not al1ached, the medical release section on Ihe form itseN should be signed by your patient's parent or guardian. 

IV, HOW TO COMPLETE THE FORM: 

• H you receive the form Irom your patient·s parent or guardian and Section A has nol been completed, please fiU in lhe ident~ying information about 
your patillnt. 

II You may not have to complete all of Ihe sections on 1he form. 

• ALWAYS complele Section B. 

• Cample. Section C. If IIPproprll'., It you check at leasl one of the l10ms in Section C, go right to Section E. 

• ONLY camplete Section 0 il you have NOT chedc.d any item In Section C. See the special information section below which will help you to 
complete Section D. 

• Campill. Section E If you wlah to provide commenta on your patient's condltlon(8). 

• ALWAYS complete Sectlona E and G. NOTE: Thilllonn Is nol complete until It la signed. 

V. HQW TQ eETUBN DiE EOOU TO US· 

• Mal the completed, signed form as soon as possible in Ihe return envelope provided. 

• ~ you received the form without a rei urn envelope, give the completed, signed form back to your patient's parent or guardian for return to the county 
department 01 social services. 

VI. SPECIAL INFORMATION TQ HELP yoo TO COMPlETE SECTION D: 

How W. UN Section D: 

II Section D asks you to tell us what other manHestalions 01 HIV your pallenl may have. It also asks you 10 give us an idea of how your patient's ability 
to function has been aHecled. Complete only the areas of lunctioning applicable to the child's age group. 

e We do not need detailed descriptions of the lunctional limitalions imposed by the illness; we just need 10 know whether your patient's ability 10 
function has been affected to the extenl described. 

• Eor children age 3 to anainmenl of age 18, the child muSI have a "marked" restriction of functioning in two areas 10 be eligible for lhese benefits. See 
below for an explanation of Ihe term "marl<ad.· 

Special Terma Uled In Section D: 

What We Milan By "ManH.atatlona 01 HIV Infection" (_/1lIMI 0.1) : 

"Manifestations 01 HIV Infection" may include any conditions hsted in Section C, but withoul the findings specified there, (e.g., oral candidiasis not 
meeting the cr~eria shown in Item 27 of the form, diarrhea not meeling the criteria shown in Item 38 of the form): or any other conditions that is not listed 
in Section C, (e.g., oral hairy leukoplakia, hepatomegaly). 

What W. Mean 8y "Marked" (_1fIfm D.2.o-Appliee Only /0 Chlld",n AQ19 3 /0 18); 

• When "marked" is used to describe functional limilations, it means more Ihan moderate, but less than extreme. "Marked" does not imply that your 
patient is confined to bed, hosp~atized, or placed in a residentiallreatment facility. 

• A marked limitation may be present when several activities or functions are impaired or even when only one is impaired. An individual need nol be 
totally precluded from perlorming an activity to have a marked limitation, as long as the degree of limitation is such as to seriously interlere with the 
ability to function independently, approprialely. and effectively in an age-appropriate manner. 

OHS 703$ C (C<wersIleeI) 141114) Continued on reverse ...... 
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PRIVACY ACT NonCE 

The Department 01 Health Services (DHS) is authorized to collect the information on this form under 
Sections 205(a), 233(d), and 1633(e)(1) 01 the Social Security Act. The information on this lorm is needed by 
DHS to make a decision on the named applicant's application lor Medi-Cal based on disability. While giving us 
the information on this form is voluntary, failure to provide all or part of the requested information could prevent 
an accurate or timely decision on the named applicant's application. Although the information you furnish is 
almost never used for any purpose other than making a determination about the applicant's disability, such 
information may be disclosed by DHS as follows: (1) to enable a third party or agency to assist DHS in 
establishing rights to Medi-Cal benefits, and (2) to facilitate statistical research and audit activities necessary to 
assure the integrity and improvement of the Medi-Cal program. 

We may also use the information you give us when we match records by computer. Matching programs 
compare our records with those of other federal, state, and local government agencies. Many agencies may 
use matching programs to find or prove that a person qualifies for benefits paid by the Federal Government. 
The law allows us to do this even If you do not agree 10 it. 

Federal law governing Medicaid requires that medical information on applicants and beneficiaries be kept 
confidential. {(42 United States Code, Section 139a (a) (7).)) The regulations implementing this law deal with 
the disclosure of information collected and maintained by state Medicaid agencies. (42 California Federal 
Register, Sections 431 .300 et seq.) 
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DejIa'''''''' •• ,--

MEDICAL REPORT ON CHILD WITH ALLEGATION OF 
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION 

The individual named below has filed an application for disability under the Medi-Cal program. If you complete this form. your patient 
may be able 10 receive early medical benefits. (This is not a request for an examination. but for existing medical information.) 

MEDICAL RELEASE INFORMATION 

o Form Me 220, "Authorization to Release Medical Information· to the Department of Health SelVices, attached. 

o I hereby ilulhorize the medeal source named below to r!ilease or disclose to the Department of Health SelVices or Department of Social SelVices any 
medical records or other information regarding the child's Irealment for human immunodeficiency virus (HIV) infection. 

"",""canl'a Pa"",I'. Of Guardian'. Siglllllu •• (Raq"''' only " Form Me 220 " NOT "",,ched) 

A. IDENTIFYING INFORMATION: 
1II_ ...... ·.NIIn. 

B. HOW WAS HIV INFECTION DIAGNOSED? 

Date 

U Laboratory testing confirming HIV Infection o O:her clinical and laboratory findings. medical hislory. and diagnosis(es) 
indicaled in the medical evidence 

C. OPPORTUNISTIC AND INDICATOR DISEASES (Please check. if applicable): 

BACTEFIAL INFECTIONS: 

1. 0 Mycobacterial Inlecllon, (a.g. caUHd by M .• "'um·onl .... llulare. 
M. ken ..... or M. IubelClJloois). at • oiIa other lilan the lungs, sIIin, or 
caNicaI or hi Iar tv. nod .. 

2. 0 PuImOOllry Tuberculo •• , reoi.",nllo treatment 

3. 0 N_rdlo •• 

4. 0 Salmonella Baclanlmia, recurrent nontyphood 

5. 0 Syphilis or Neur08yphllis. (0 g . mentngovascul.r syphilIS) 
resulting in neurologic 01' other sequelae 

6. 0 In a child lesltnon 13 yeara of aga. Multlpl. or Recurrent 
Pyogenic Bacterial Inleetlon(8) of the following types: sapsis. 
pneumonia, meningitis, bone Of' i~nt in'ection, or abaca" Of ao 
intornal O'llan or body cllYity ( ... luding otili. media or ""perliciaJ oIIin 
Ot Ift.lC088I abscesaes) occurring two 0( more times in two veara 

7. CJ Mulllp" or Racur .. nt Bect.rtsllnfectlOn(8). Including peMc 

inftammatory di ...... ~jnng hoaptal:l:ation or intflllvenoue antibiotic 

treatment thr .. Of mora timu In one yea' 

FUNGAL INFECTIONS: 

8. 0 Aspergilioais 

9. 0 Candidlsa., at a sita Dlhar "'an tho wn. urinal)' Iract. Inl ... tinal 
tract, or oral or YUlvovaginal mucous membranes, or candidiasis 
invohingtile eeopilagua. tree'-. bn>nchi. or .. ng. 

10. 0 Coccldloldomycoals, .t. oil. oth"r "'an tile lung. or lymph nod •• 

11. 0 CryptOCOCCO ••. at a site «har than tila lunga. (a.g .. cryptoc:cccal 
menlngotia) 

12. 0 Hllllopleamoa •. at 0 oite othar than th.'ungs or tvmph nod .. 

13. D Mucormyco •• 

PROTOZOAN OR HELMINTHIC INFECTIONS: 

14. 0 Cryptoeporidi08 •• l80aportsa •• or Microsporidloais, with 
diarrhea lasting for one month or longer 

15. 0 Pneumocy.lia Culnii Pneumonia or EXlrapulmonary 
Pneumocylllie CarinI! Infection 

16. 0 Strongyloldlaal8. axtra-inte.tinal 

17. 0 Toxoplasmosis, 01 an organ otilar th.n the ivor. aplaan. or tv. 
node. 

VIRAL INFECTIONS: 

16. 0 CytomegaloviN8 Olaea_. at a sit. othar "'an tha i ... r. ap_. 
or Iy",.h nod .. 

19. 0 Herpes Simpl •• Viru8, cau.ing mucocutaneous infaction. 
(a g .• oral. gan~al. perianaQ laating for one mon'" or Iongor; or inloclion 
at a oiIe other than this wn or ....,ccu. me""'ran ... (e.g .• bronchiti •• 
pnaumonib. eeophagitis. or ancephalti.); or di_minated infec1ion 

20. 0 Herpes Zoster, di ... minated or Mth rrultidermalOmaleruption.thltt 
.,. r ... tant to trutmen. 

21. 0 Prog .... IY. MUHifae .. Leukoencephaiopathy 

PlIQIItol4 
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SECTION C (comlnultd) 

22, 0 H.patltl., r .. "lting in chronic li •• r d, ..... menil •• tad by 

approprial. indings, ( •. g., ,nlreelable aocit •• , esophageal varic •• , 

h..,.tic .ncophalopalhy) 

MAUGNANT NEOPLASMS: 

23. :J Carcinoma of the Cervix, on ...... , FIGO .... g. II and beyond 

24. Ll Kaposi'. Sarcoma. with exte,."". oral lesions, or InvoiWllment of 

lhe gastrointestinal tract, lung8, or o1her ytscaral organ$; or 

,,',,",ol'll'emenl of the skin or mucous membrane .. w.th extenSolve 

1Yf!~a1ing or \.lle.crating lesions not responding to tr .. 1~nt 

25, 0 Lymphoma 01 any type, (. g, primary lymphoma of the brain, 

Burkitt'. tympnoma, imrnunoblastic .arcoma, oth.r "on~Hod9k,"'s 
lymphoma, Hodgkin'. di ...... ) 

26, 0 Squamou. Cell Carcinoma of the Anua 

SKIN OR Mucous MEMBRANES: 

27, CJ Conditione of the Skin or Mucou. M.mbran •• , w,th 

eKtensiw fungating or ulcera1lng lesions not ,.sponding 10 treaUT\IInt, 

(e.g., dermato.ogieal condition. such a. eczema or psorlas,s, 

whlov.ginal or CIIher mucosal c.neida, condvloma caused by hllman 

paplll<>ma';rus, genital "tc:o<ativ. di ..... ) 

HEMATOLOGIC ABNORMAUTlES: 

28, 0 A.---.III (hematocrit peraioting .t 30 perc.nt or less), requiring one 
or more blood transfue.ions on an av.rage of at leaat onoe every two 

months 

29, 0 Granulocytopenia, with aboolut. neutrophil coont. repeatedly 

below 1,000 cellslmm' and documented recurrent aystelTllc b8t1enal 
infectIons occurring at .ast th,... times in thelasf five months 

30. 0 Thrombocytopenia, wit~ plat.tet coont 01 ~O,OOO/mm' or .... 

despite prescribed therapy, or recurrent upon withdrawal of 

treatment, or plat."t coonts repeatedly below 40,OOO/mm' w,th .t 

least 1 spontaneous hemorrhage, requnng 1fansfu$lon, In the last 5 

month.; or WIth in1racranial bleoedlng In t .... last 12 months: 

NEUROLOGICAL MANIFESTATIONS OF HIV INFECTION (E.G., 
HIV ENCEPHALOPATHY, PERIPHERAL NEUROPATHY) 
RESULTING IN: 

3L 0 Loea 01 Pr.vioualy Acqulr.d, or Mark.d D.lay In 
Achieving, Developm.ntal MiIe8l0n •• or Inlellactual 
AbUlty ~ncluding 1108 sudden acq"isition of. new learning d,oabooty) 

32. 0 Impaired Brain Growth (acqu,,,,d microcephaly or bra .. atrophy) 

33. 0 Prog ..... lv. Motor Dy.functlon affeeling g8,t and .tauon or 

fine and gr0l8 molar skills 

DHS 7030!iC Io4IIM) 

GROWTH DISTURBANCE WITH: 

34, 0 Involunt.ry Weight Loaa (or FllllUre to Gllln W.lght) III an 
Appropriate Rat. for Ag.) R •• ulling In a Fall of 
15 Peroentile. from •• tabiahed growth curve (on atandard growth 

charts) tto.t per.ots for 2 month. 0( longar 

35, 0 Involuntary Weight Loa. (or Failure to Gain W.lght) at an 
Approprlat. Rate for Ag.) R •• ultlng In I Fan to Below 
Third Peroentlle ',om .stabiohad growth curw (on standard growth 

chartll) ttoat peraiots fO( two months or longer 

36, 0 Involuntary Weight Lo .. Gr •• t.r Than T.n Percent of 
Baseline that persisiS for two months or longer 

37. 0 Growth Impalrm.nt, with lall or gr •• ter than' 5 percentil .. in 

height which is sust8lned: or fa" to. or persistence of, height below the 

third percentile 

DIARRHEA: 

38, 0 Diarrhea, lasting lor on. month or Iong .. r; r.a .... nt to Ireatmont, and 

requiring intravenous hydration, Intravenous alimentation, or tube 

leading 

CARDIOMYOPATHY: 

39, 0 Cardiomyopathy (chronic heart lailure; or other .... r. cardiac 

abnormalty not _nli"", 10 Ireatmont) 

PULMONARY CONDITIONS: 

40, 0 Lymphoid Int.retitlal Pneumonia/Pulmonary Lymphoid 
Hyperplaala (LIF'/PLH complex), with r •• piratory symptoms that 

agrtificantly interfe,.. INith 8ge-appropriate activities, and that cannot be 

controlled by p",.cnbed tr.atment 

NEPHROPATHY: 

41, 0 Nephropathy, ",suibng in chronic r.nallailur. 

INFECTIONS RESISTANT TO TREATMENT OR REQUIRING 
HOSPITALIZATION OR INTRAVENOUS TREATMENT THREE OR 
MORE TIMES IN ONE YEAR: 

42. :J Sepai. 

43. 0 M.nlngltis 

44. 0 Pneumonia (non-PCP) 

45, 0 Septic Arthritia 

46. 0 Endocarditis 

47, 0 Slnualtis, r.eiographically documanted 
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D. OTHER MANIFESTATIONS OF HIV INFECTION: 

1. Any "anlfeltatlona of HIY Infection Including Any DIae .... Lilted in Section C, Ilems 1-47, but without the specified findings described 
above. or any other manifestations of HIV inlection; please specify type of manifestation(s): 

----~~--------------- --~--------~-----------------

------------- -------------------------------

MID.. 
2. Any of tile Following Functional Llmltallone.), ComplMe Only the Itam. for the Chlld'a ""'nt Age Group: 

•• Birth to Attainment of Age OIw-Any of the following: 

(1) 0 CognltlvviCommunlOlltlve Functioning generally acquired by children no more than one-half the child's chronological age, (a.g., in 
inlants birth to IIlx monlha, markedly diminished variation in the production or imijation of sounds and severe 'eeding abnormalijy, 
such a8 problema wijh sucking, swallowing, or chewing); or 

(2) 0 Molor Development generally acqUired by children no more than one· half the child's chronological age; or 

(3) 0 Apathy, OYer-Excitability, or Fearfulne •• , demonstrated by an absent or grossly excessive response to visual stimulalion, 
audhory stimulation, or tactile alimulalion; or 

(4) 0 Failure 10 SUltaln Soclallnllraction on an ongoing, reciprocal basis as evidenced by inability by six months to participate in vocal, 
visual, and motoric exchanges (including facial expressions); or failure by age nine months to communicate basic emotional 
responses, such as cuddUng or exhibiting protest or anger; or failure to aitend to the caregiver's voice or 'ace or to explore an 
inanimate object 'or a period of time appropriate to the infant's age; or 

(5) 0 Attai.-nt of Development or Function generally acquired by children no more than two-thirds of the child'a chronological age in 
two or more areal (i.e., cognilivllicommunicative, motor, and SOCial). 

b. Age One to Attainment of Age Thl'll-Any of the lollowing: 

(1) 0 Grou or Fine Motor Development at a level generally acquired by children no more than one-hall the child's chronological age; or 

(2) 0 CognitivelCommunicatlve Function at a level generally acquired by children no more than one~half the child's chronological age; 
or 

(3) 0 SocIal Function at a level generally acquired by children no more than one-half the child's chronological age; or 

(4) 0 Attal.-nt of Development or Function generally acquired by children no more than two-thirds of the child's chronological age in 
two or more areas covered by 1, 2, or 3. 

c. Age 3 to Attainment of Age 18-Umitation in at least 2 of the following areas: 

(1) 0 Marked impairment in age-appropriate CognllivelCommunlcatlva Function (considering historical and other information from 
parents or other individLIIIls who have knowledge of the child, when such inlormation is needed and available); or 

(2) 0 Marlwd impairment in age-appropriale Social Functioning (considering information from parents or other individuals who have 
knowledge of the child, when such information is needed and available); or 

(3) 0 Mar1<ed impairment in PersonaJ/Behavioral Function as evidenced by marked restriction 01 age~appropriate activities of daily living 
(considering informalion from parents or other individuals who have knowledge 01 the child. when such informal ion is needed and 
available); or persislsnt serious maladaptive behaviors destructive 10 sell, others, animals, or property, requiring protective 
intervention; or 

(4) 0 Deficienclllll of Concentration, Peralll8nce, or Pace resulting in frequent failure 10 complele tasks in a timely manner. 

Page 3 0/4 
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E. REMARKS (Please UIIe tnis space if you lack lulficient room in Seelion 0 or to provide any other comments you wish about your patient.): 

F. MEDICAL SOURCE INFORMATION (Plea .. Print Of Type): _. 

OHS 7036 C (<1194) 

SECTION: 50167, 50223 MANUAL LETIER NO.: 1.32 
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WORKER OBSERVATIONS - DISABILITY 

Applicant SSN 

Check aoorooriate resoonses and exolaln in Remarks where necessary. 

1. Did this parson appear Pale? Jaundiced (yellow)? 

2. Was this person wearing a hearing aid? YesL No 0 
3. Was this person wearing glasses? Yese No C 

a. During the interview. did this person use a 
magnifYing glass? Yese No 0 

4. Did this person 
a. Use a cane? Yes = No L 
b. Use a wneelchair? Yes = No 
c. Use a walker? Yes = No 
d. Walk with a limp? Yes = No 

If Yes. RighI Left 

5. Did this person 
a. Appear to have an Injury? Yes = No 

,..., 
'--

If Yes. explain below 
b. Appear to be confused/disoriented? Yes = No 

--, 
L-

It Yes, explain below. 
c. Have a noticeable breathing difficulty? Yes = No L.. 

Remarks: 

EW Oale ____ _ 
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22 C-5 _. PROVIDING CWO WORKER OBSERVATIONS 

Because Eligibility Workers (EWs) have direct contact with clients, observations about a client's condition 
should be provided to SP-DED. Observations can assist SP-DED by identifying additional conditions or by 
enhancing information provided by client. 

1. USE OF Me 221 OR DHS 7045 

EWs may record observations about medical conditions in "CWO Representative Comments" section 
of MC 221 or on the optional DHS 7045 (Worker Observations - Disability) form. The DHS 7045 
may be submitted to SP-DED with disability packet, should observations be extensive and exceed 
space provided on MC 221. or at a later date. should EW have additional observations to provide. 

Unusual behaviors which suggest mental conditions should be noted. as they are frequently not 
admitted to by client and because they may severely restrict client's ability to work. 

EW comments will not be used exclusively to determine if client is or is not disabled. 

2. USE OF WORKER OBSERVATIONS BY SP-DED 

As SP-DED performs a complete evaluation of a claim, and not only client's alleged condition, it is 
very important that all conditions be Identified. 

Example: Client al/eged disability on the basis of stomach cancer but did not say she had back 
and foot problems. She thought the cancer was the disabling problem because it was the only 
condition being treated. SP-DED determined that the cancer was not disabling. Because the EW 
noted on the DHS 7045 that client was limping and appeared uncomfortable sitting, SP-DED also 
explored these observations and found client had back and foot problems. Client was found 
disabled based on her back and foot problems. 

3. GUIDELINES 

The following guidelines will assist EWs in providing observations to SP-DED and include some of 
the more frequently occurring actions or behaviors which may be observed. They are not 
all-inclusive. 

Physical Mobility 

SECTION: 50167, 50223 

Difficulty walking, standing. sitting. or need for 
another person's assistance in doing these; 

Use of mobility devices, such as wheelchairs, 
braces, canes. crutches; 

Discomfort while sitting for extended periods of 
time. or the need to stand periodically to stretch 
or relax certain muscles; 
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PhysIcal Appearance 

Other Physical Problems 

Special Senses 

SECTION: 50167, 50223 

Difficulty with joints or fingers with stiffness. 
swelling. shaking. trembling. or the inability to flex 
fingers resulting in difficulty writing. picking up 
forms. etc. 

Example: Client stood up periodically throughout 
the interview. She said that she had an inflamed 
disc in her back that made it hard for her to sit 
for long periods for time. 

Height and weight. recent. significant change in 
weight. unusually thin. overweight. short. 
malnourished appearance; 

Unusual skin conditions such as scaling. peeling. 
unusual color. scarring. with signs of 
disfigurement or deformity; 

Absence of any extremities. and use of a 
prosthetic device. 

Example: Client had noticeable difficulty walking 
and sitting. He wore a brace on the right leg and 
walked with a limp. He braced himself as he sat ._, 
down. However, he had full use of his upper 
extremities. 

Breathing difficulties. such as frequent coughing 
or rapid breathing; 

Example: Client frequently coughed throughout 
the interview. When asked if she had a cold, she 
said, "No, I just cough a lot in the morning". 

The appearance that drugs. alcohol. or 
medication may be affecting client's 
physical/mental functioning. 

Problems with hearing. use of hearing aid. 
reliance on another to explain what is said. hears 
only very loud speech; 

Problems with seeing. use of glasses. use of 
magnifying glass to read forms; 

Problems with speaking. speech is difficult to 
understand. slurred or impeded. 

MANUAL LEITER NO. 132 



MEDI-CAL ELIGIBILITY MANUAL 

Mental And Emotional Status 

SECTION: 50167, 50223 

Example: Client indicates difficulty reading and 
hearing. She used a magnifying glass when 
reading with her glasses on. She said she had 
an amplifier on her phone, but she was noted not 
to wear a hearing aid and was able to answer 
questions without trouble. 

Does not know his/her name, date and/or time, 
is disoriented, does not know where he/she is or 
the reason for the interview; 

Has difficulty understanding things, not due to a 
language barrier, limited attention span and poor 
memory; 

Conversation is repetitive or wandering and 
responses to questions are inappropriate; 

Exhibits signs of deterioration of personal habits. 
such as poor hygiene or grooming; 

Shows signs of emotional distress. such as 
unusual crying or laughter, or inappropriate 
outbursts of anger; 

Has unusual mannerisms, such as constant 
twitching of the neck, and inappropriate dress; 

Example: Client arrived for appointment at 
correct time but wrong day. She rambled on 
about various subjects. She seemed confused 
and disoriented and her memory was poor. She 
was vague and evasive when discussing 
problems. 

132 
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22 C-6 _. ASSEMBLING AND SENDING SP-DED PACKETS 

Disability packets containing forms filled out by client or CWO will initiate a disability referral. SP-DED uses 
these forms and other Information in Its disability evaluation process. 

1. PREPARING THE PACKET 

A. LIMITED REFERRAL 

Contains 

Submit Only Under These 
Circumstances 

1. MC 221, Disability Determination and 
Transmittal, and reason for limited referral 
shown in "Remarks" section. 

2. Copy of prior MC 221, if available. 

1. When packet is sent within 30 days of 
SP-DED's decision for a reevaluation and 
no new treating sources are alleged. 

2. When an earlier onset date on an 
approved case is needed, if within 12 
months of application, and no new 
treating sources are alleged for earlier 
onset date. 

If SP-DED is unable to establish an earlier 
onset date with information available, it 
may return case as a Z56 to request 
additional information. 

3. When client is discontinued from Title XVI 
due to Income or resources and not in 
receipt of Title II benefits. This includes 
those who were entitled to IHSS prior to 
being discontinued from SSI due to 
earnings. 

4. When application is made on behalf of 
deceased client and appropriate 
documentation of death is sent. NOTE: If 
death certificate is not available, MC 220s 
signed by appropriate next-at-kin should 
be sent. 

132 
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Caution Recommended in 
Limited Packet Referrals 

B. FULL REFERRAL 

5. When CWO is unable to verify receipt of 
SSI benefits, and requests only 
verification of SSI benefits for IHSS 
purposes. 

Limited packet cases which do not meet the 
criteria listed above may be returned by SP-DED 
to CWO for a full packet. 

A full referral packet contains the following forms: 

MC 179 

MC220 

MC 221 

MC223 

Appointment of Representative, If 
Applicable 

SSA Documents, If Available 

Death Certificate, If Applicable 

90 Day Status Letter 

1. For applicant: sent at 80 days after 
application date (SAWS 1). if packet has 
not yet been sent to SP-DED for any 
reason. 

2. For beneficiary: sent at 80 days from 
date MC 223 was signed. 

(MC 179 box on MC 221 must be checked, if 
applicable.) 

Authorization for Release of Medical Information 
for each treating source (plus three extra releases 
with signatures only) 

Disability Determination and Transmittal 

Applicant's Supplemental Statement of Facts for 
Medi-Cal 

Allows SP-DED to discuss case with Authorized 
Representative. 

Any SSA document regarding benefits or 
application filed. 

Include copy if client deceased but do not hold 
packet if unavailable. (If packet already sent to 
SP-DED, forward with MC 222.) 
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Other Any applicable medical documentation previously 
received, including documentation used for 
granting PD. If medical records are readily 
available, they may be submitted with packet. 
However, do not delay sending packet to obtain 
medical records. 

C. PACKET INFORMATION FOR RETROACTIVE MEDI-CAL 

At Initial Application 

Within 12 Months Of Original 
Application And Prior To SP-DED 
Decision 

Within 12 Months Of Application 
And Atter A Favorable SP-DED 
Decision 

1. Determine if client requested retroactive 
Medi-Cal on MC 210; 

2. Have client complete MC 210A for 
specified months; and, 

3. Assemble and send full packet to 
SP-DED. 

1. Have client complete MC 210A and 
specify months requested; 

2. Complete and send MC 222 to SP-DED 
and specify retro months requested 
under "Other" section. 

1. Have client complete MC 210A and 
specify months requested; 

2. Complete and send limited packet to SP-
OED and indicate retro onset on MC 221, 
along with copy of MC 221 which showed 
the SP-DED allowance. 

D. REFERRALS FOR DISABLED FORMER SSI/SSP RECIPIENTS 

Clients under 65 years of age who are discontinued from SSI/SSP for reasons other than cessation 
of disability (e.g .. excess income and resources). and who are not receiving Title II benefits, will 
need to be referred to SP-DED to determine if disability established by SSA still exists. Disabled 
former SSI/SSP recipients may also include individuals in long term care (LTC). 

These clients fall under Ramos v. Myerlj> court settlement, which entitles client to an extension of 
Medi-Cal after SSI discontinuance, pending CWD determination of eligibility based on current 
information from client. Additional information on Ramos v. Myers can be found in Article 5E. 
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Responsibilities 

CWD 

SP-DED 

1. Submit a limited packet to SP-DED 
immediately upon client's application for 
Medi-Cal. Only the MC 221 is needed. 
Indicate in the Comments Section that 
"SSI/SSP discontinued for reasons other 
than cessation of disability". 

2. Grant temporary Medi-Cal eligibility 
pending a formal disability determination 
by SP-DED. 

1. 

2. 

SP-DED may be able to adopt SSA's 
disability decision and onset date by 
querying SSA records. The MC 221 will 
be sent to CWO indicating approval. 

If SSA's mandatory reexam date (SSA 
expected the medical condition to 
improve) has passed or if SSA's disability 
decision cannot be verified, SP-DED may 
return a limited packet to CWO as a 256 
case (no determination). A full packet will 
be requested. 

E. THE RAILROAD RETIREMENT BOARD (RRB) PACKET REFERRAL 

The RRB, a federal agency responsible for the retirement system for railroad employees, uses SSA's 
disability criteria for Total and Permanent Disability benefits, but not for its Occupational Disability 
benefits. 

Recipients of Occupational Disability who apply for Medi-Cal disability must have their claim sent 
to SP-DED for a disability evaluation. 

The following steps are taken when an applicant for Medi-Cal based on disability, or when a 
Medi-Cal beneficiary requests reclassification as a Medi-Cal disabled person: 

1. Award Letter Available 

When a client presents an RRB disability benefit award letter, benefit change notice, or other 
verification from RRB, determine what type of RRB disability benefit is awarded. 

Total And Permanent Disability Client is disabled for Medi-Cal purposes. Retain 
copy of RRB's written statement; OR, document 
disability onset date (or date benefits began), type 
of RRB disability award, and date of verification 
for the file. 
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Occupational Disability 

Type Of Award Not Identified 

2. Award Letter Not Available 

Occupational Disability 

Reclassification Request 

2. SENDING THE PACKET 

Occupational Disability is based on an inability to 
perform one's last railroad job and does not 
consider the ability to perform other work. 
Submit a full packet (MC 220, MC 221, MC 223) 
to SP-DED. 

Client is responsible for obtaining a written 
statement from RRB which identifies the type of 
disability benefits awarded. Set a reasonable 
time frame for compliance. If the client is unable 
to obtain this verification, submit a full packet to 
SP-DED and an MC 220 which authorizes SP-DED 
to obtain copies of the RRB award information. 

If client states that award is for Occupational 
Disability, and does not wish to obtain verification 
from RRB, refer full packet to SP-DED and 
include MC 220 which authorizes SP-DED to 
obtain copies of RRB award information. 

If Medi-Cal beneficiary alleges that RRB has 
determined that he/she is disabled and would like 
to be reclassified to Medi-Cal disabled category 
but fails, or refuses without good cause, to 
cooperate in providing proof about RRB disability 
benefits, deny Medi-Cal request for reclassification 
on basis of failure to cooperate. 

DO NOT DISCONTINUE MEDI-CAL BENEFITS 
until/unless all other linkage ceases or another 
reason for discontinuance exists. 

Check forms and information included in packet to ensure consistency of client's name, Social 
Security Number and date of birth. Resolve any discrepancy before sending packet. 

Send packet to SP-DED no later than ten calendar days after date on the Statement of Facts 
(MC 223) is Signed by client, unless there are circumstances beyond CWD's control. When the ten 
day rule is not met, the situation must be documented in case. 

Example: Client fails to give completed information to CWO timely. Case record documents this 
as the reason tor not sending packet within ten days. 
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22 C-7 -- COMMUNICATING WITH SP-DED AND 
DHS ABOUT CHANGES AND STATUS 

1. NOTIFYING SP-DED ABOUT CHANGES 

A. Me 222 LA! MC 222 OAK ~ OED PENDING INFORMATION UPDATE FORM 

While a disability evaluation Is pending, CWO will notify SP-DED about changes In client's 
situation which affect eligibility or which would enable SP-DED to contact client. MC 222 
LA/OAK is used to submit changes and to report information to SP-DED. 

CWDs who send packets to Los Angeles SP-DED will use MC 222 LA. Other CWDs who 
send packets to Oakland SP-DED will use MC 222 OAK. 

B. TYPE OF CHANGES TO REPORT TO SP-DED 

1. Change In client's address. 
2. Change in client's name, telephone or message number. 
3. Denial or discontinuance of client on basis of non medical information (e.g., excess 

property). 
4. Withdrawal of application. 
5. Cancellation of Authorization for Release of Information (MC 220) by client. 
6. Death of client. 
7. Receipt of new medical evidence (attach new medical evidence to MC 222). 
8. Availability of interpreter (provide name and phone number). 
9. Change In EW. 

10. Any other pertinent Information which affects SP-DED's actions on a pending case. 

C. SP-DED ADDRESSES 

Disability packets from Imperial, 
Los Ang818s, Orang8, Riversid8, 
K8rn and San DI8g0 Counti8s 
must be sent to: 

Disability packets from all other 
Counties must be sent to: 

Department of Social Services 
Disability Evaluation Division 
Los Angeles State Programs Bureau 
P.O. Box 30541, Terminal Annex 
Los Angeles, CA 90030 
(213) 965-3316/ 8-730-3316 CALNET 

Department of Social Services 
Disability Evaluation Division 
Oakland State Programs Bureau 
P.O. Box 23645-0645 
Oakland, CA 94623 
(510) 286-3706 / 8-541-3706 CALNET 
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D. MC 4033 - DISABILITY LISTINGS UPDATE FORM 

CWDs will use MC 4033 to notify the state of any changes to 1) Medi-Cal Liaison List for 
Disability Issues, or 2) Medi-Cal Liaison List for Quarterly Status Listings for Pending and 
Closed Disability cases. Check appropriate list and specify Items being updated. 

These lists are updated on a regular basis and contain names and phone numbers of CWO 
liaisons which DHS-MEB and SP-DED may need to communicate with CWDs. 

2. RECEIVING AND REQUESTING CASE STATUS INFORMATION FROM SP-DED 

A. QUARTERLY COMPUTER STATU§ LI§T 

CWDs will receive a quarterly computer status list from SP-DED regarding pending and 
closed disability cases, along with instructions on Its use. If a particular case was 
forwarded to SP-DED prior to most recent quarterly list and does not appear on list, CWO 
may contact SP-DED Operations Support Unit Supervisors by telephone or in writing to 
obtain status information, as follows: 

Los Angeles §tate Programs Bureay 

Brian Olson 
Operations Support Unit Supervisor 
DSS - OED - LASPB 
P.O. Box 30541, Terminal Annex 
Los Angeles, CA 90030 
(213) 965-2061 / 8-730-2061 CALNET 

Oakland State Programs Bureay 

Lorraine Graff 
Operations Support Unit Supervisor 
DSS - OED - OSPB 
P.O, Box 23645-0645 
Oakland, CA 94623 
(510) 286-0630/8-541-0630 CALNET 

B. U§E OF DI§ABILITY LI§TING§ UPDATE FORM (MC 4033) 

A combined list of Medi-Calliaisons, district office codes, addresses and telephone numbers 
will be used to distribute the quarterly status reports. Form MC 4033 (Disability Listings 
Update) should be used and sent to the Department of Health Services (DHS) to provide 
updated information to the list DHS' address is listed on the form. 

C. QUESTIONS AND INQUIRIES ON §PECIFIC CASE§ 

In urgent or unusual circumstances, questions and inquiries about specific cases may be 
directed to the Disability Evaluation Analyst (DEA) assigned to the case, or the Unit 
Manager. To determine which DEA or Unit is assigned to case, provide client's name and 
Social Security Number to Masterfiles, at the following numbers: 

Los Angeles State Programs Bureay Oakland §tate Programs Bureau 

Masterfiles: Masterfiles: 
(213) 965-3316/ 8-730-3316 CALNET (510) 286-1503/8-541-1503 CALNET 
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3. CONTACTING THE STATE DEPARTMENT OF HEALTH SERVICES (DHS) 

A. PROBLEMS WITH CASE STATUS INFORMATION 

If CWDs experience problems with obtaining case status Information which cannot be 
resolved with SP·DED, appropriate CWO staff should notify the state Department of Health 
Services, Medi·CaI Eligibility Branch (DHS-MEB). 

B. PROBLEMS WITH DISABILITY REFERRAL POLICIES AND PROCEDURES 

CWDs should refer disability referral policy and procedure issues to DHS-MEB through their 
Medi-Cal liaison or disability coordinator. 

C. CONSISTENTLY DELAYED DECISIONS 

Where disability decisions are consistently delayed (I.e., not completed in a timely manner), 
CWD should notify DHS-MEB through appropriate channels. 

D. UPDATING THE MEM PISABILITY PROCEDURES 

DHS-MEB may be informed in writing about corrections, updates or additions to the MEM 
so that disability procedures may be kept up to date. 
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22 C-S - PROCESSING SP-DED DECISIONS 

1. DISABLED 

A61 

A62 

A63 

A64 

A6S 

A98 

A99 

B61 

A. SP-OEO ACTION 

Fully Favorable Allowances 

Partially Favorable Allowances 

MC 221 disability portion will be completed. 

MC 221 Attachment will be included with MC 221 
If disability onset date is AFTER date of 
application, or If client was not found disabled 
during requested period of retroactive coverage. 

A personalized denial notice (rationale for 
decision) will give the reasons for the less than 
favorable allowance. 

ALLOWANCE CODES 

Condition meets severity of SSA LI§llng gf Iml2ilr[!:!li~nti. 

Condition equals severity of Listing. (For chUd, medically/functionally equals level of 
severity of listing.) 

Medical/vocational considerations. (For child, Individualized Functional Assessment is 
of comparable severity.) 

Medical/vocational consideratlons--arduous unskilled work profile. 

Continuance for reexamination case review. 

Reversal by Administrative law Judge at State Hearing. 

Adoption of federal (SSA) allowance. 

Statutory blindness. 

B. CWO ACTION 

Approve 

Tickle 

Applicant as disabled, If otherwise eligible, or 
reclassify beneficiary as Olsabled-MN. 

Case for resubmittal to SP-OED as reexamination 
case when a reexam date is shown. Reexam 
dates are set when medical improvement is 
expected. 
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Personalized denial notice (rationale for decision) 
to client which explains a partially favorable 
allowance . 

.NQm: The MC 221 and MC 221 Attachment are 
NEVER sent to client. 

2. NOT DISABLED 

A. SP-DED ACTION 

N30/N40* 

N31/N42* 

N32/N43* 

N34/N45* 

N35/N46* 

N39 

N40/N51 * 

N44 

N51* 

N55 

MC 221 Block is checked "is not disabled" or "is not blind"; 
is NEVER SENT TO CLIENT for any reason. 

MC 221 Attachment Explains specific reasons for denial and is NEVER 
SENT TO CLIENT for any reason. 

Personalized Denial Notice 
(PDN) 

The PDN Is an unnumbered, untitled, and 
unsigned sheet which explains the reason for 
denial and can be mailed to client. 

DENIAL CODES 

Condition not severe. 

Capacity for SGA--any past relevant work. 

Capacity for SGA--other than past relevant work. 

Condition prevented SGA for a period of less than 12 months. (For child, 
condition disabling for a period of less than 12 months.) 

Condition prevented SGA at time of decision but is not expected to prevent SGA 
for a period of 1 2 months. (For child, condition disabling at time of decision but 
not expected to disabling for a period of 12 months.) 

Client willfully fails to follow prescribed treatment. 

For child, Individualized Functional Assessment shows conditions not of 
comparable severity. 

For child, impairment not severe. 

Blind evaluation only--not statutorily blind. 

Cessation on reexamination case review. 

.. Indicates visual impairment alleged 
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8. CWP ACTION 

Evaluate 

Deny/Discontinue Claim 

Send Notice of Action (NOA) 

Evaluate eligibility under other existing Medi-Cal 
linkage before denying/discontinuing client. 

If disability is the only linkage to Medi-Cal, 
client will be denied/discontinued. 

If denied/discontinued, send NOA along with a 
copy of the Personalized Penial Notice to client. 

3. NO DETERMINATION DECISIONS 

Z53 

Z54 

Z55 

Z56 

Z57 

Z58 

"Z" codes Indicate that no substantive decision was made to allow or deny a claim, and generally 
signify that some action Is needed by CWP. After taking appropriate action, CWO should send a 
9O-Pay Status Letter (MC 179) to client (except for Z53 and Z54 cases), if it is now the 80th day, 
or if it is evident that SP-PEP will not be able to make a decision by the 90th day. If MC 179 is sent 
to client, include copy in packet being resent to SP-PEP. 

NO DETERMINATION CODES 

Adoption of federal (SSA) denial. 

Withdrawal by CWP. 

CWP return for packet deficiency. 

Other no determination situations (non redetermination cases). 

Other no determination situations In redetermination cases only. 

Other no determination situations for redetermination cases with Inappropriate reexam dates. 

Significance of Z Codes 

Z53 Adoption of federal (SSA) denial 
SSA's disability decision Is controlling over Medi-Cal's decision. 

Z54 Withdrawal by CWO 
When CWP requests that SP-PEP stop development due to withdrawal of claim, SP-OEO 
will do so and send MC 221 to CWO. After sending NOA, no further CWO action is 
necessary. 

Z55 CWO return for packet deficiency 
This return from SP·PEP means that additional Information Is needed. CWO will complete 
the information requested and forward packet to SP-PEP. 
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Z56 Other no determination situations (non redetermination cases), AND 
Z57 Other no determination situations In redetermination cases only 

See below for discussion on Z56 and Z57 cases 

Z5S Other no determination situations for redetermination cases with inappropriate reexam 
dates 
If SP-DEO incorrectly set a reexam date, MC 221 will be sent to CWO with a comment 
"inappropriate diary date". Other than removing the reexam date from CWO records, no 
further action is needed by CWO. 

A. SP-OED ACTION IN Z56 AND Z57 DECISIONS 

Me 221 Returned to CWD SP-DED may Indicate that a decision could not be 
made and why. 

SP-DED may ask help In locating client, obtaining 
client's cooperation In attending a consultative 
exam, completing forms, or having client contact 
SP-oED. 

B. CWO ACTION FOR Z56 AND Z57 DECISIONS 

1. Evaluate If Good Cayse Exists 

CWO will attempt two separate contacts with client (phone. letter or in person). per 
Title 22. Section 50175 (a) (1) and (6), to obtain client cooperation or needed 
information. If good cause Is claimed, determine If there Is good cause for non 
cooperation. Good cause includes: 

a. Failure of CWO to provide client with appropriate forms. 

b. Failure of CWO to inform client that failure to cooperate with SP-DED will 
result in denial jtermlnatlon. 

c. Failure of postal service to deliver required formes) or information in a 
timely manner. 

d. Physical or mental Illness or incapacity of client or authorized 
representative which precludes timely completion of requested information 
or requests to be present at scheduled appointments. 

e. Level of literacy along with social or language barriers which precludes 
client or authorized representative from comprehending instructions. 

f. Failure of CWO to proper1y process SP-DED packet. 

g. Unavailability of transportation to reach a required destination. 
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If Good Cause Exists 
And Alter 30 Days of SP-
DED Closure 

If Good Cause Exists 
and Under 30 Days of 
SP-DED Closure 

If Good Cause Does Not 
Exist 

After gaining client's cooperation, CWO must 
resubmit a full packet containing: 

1. New MC 221, new MC 223 if a new 
medical condition Is claimed and/or there 
are new or additional medical sources or 
Information, and 

2. Additional MC 220, as necessary. 

CWO wYI submit only 

1. New MC 221 if there are no new 
allegations or treatment sources; or 

2. New MC 221 and MC 223 if a new 
medical condition Is claimed and / or there 
are new or additional medical sources or 
information, and 

3. Additional MC 220, as necessary. 

Deny application or discontinue beneficiary, if no 
other linkage exists. 

2. Determine Whether State Hearing Was Requested 

If State Hearing 
Requested by Client 

If State Hearing Not 
Requested by Client 

CWO shall follow the decision of the hearing. 

CWO must have the client reapply. 
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22 e-g -- PROCESSING REEXAMINATIONS, REDETERMINATIONS 
AND REEVALUATIONS 

1. BACKGROUND 

Cases which have had a decision made by SP-DED shall be resubmitted for another review by 
SP-DED for any of the following reasons: 

A. reexaminations 
B. redeterminations 
C. reevaluations 

IMPORTANT: Because the criteria tor resubmitted cases differ from initial referrals, the type of 
referral must be correctly identified on MC 221. Include copy of prior MC 221 in SP-DED packet 
whenever possible to provide a more complete picture of client's overall medical condition. 

2. PROCEDURES 

A chart at the end of this section summarizes the procedures and identifies types of resubmitted 
cases, criteria for resubmitting cases, what forms to Include in the SP-OED packet, and what client's 
eligibility status Is while a SP·DED decision Is pending. 

A. REEXAMINATIONS 

Resubmit case to SP-DED when a reexam date is due or when EW observes or receives 
Information that the medical condition may have improved. 

Submit a.1Yll SP·DED packet Including copy of prior MC 221 and any new medical 
information, If received by EW. Evaluate as follows: 

1. Reexam pates Set For Expected Medica! Improvement 

Most reexaminations occur when a mandatory reexam date set for expected 
medical improvement is due. The reexam date is shown on prior MC 221. 

Example: SP-DED approved case In 5/93. The condition was expected to improve and 
a reexam date of 11/94 was set. By 11/94, a SP-DED packet must be submitted for a 
reexamination. 

EXCEPTION: If file Ihows that SP-DED adopted a Social Security Admlnlltration (SSA) 
allowance, contact SSA to determine whether dll8bllHy continuel. If SSA benefHs 
continue, no referral to SP-DED Is needed when the reexam date il due, al SSA's 
determination Is binding until SSA reviles Hs decision. 
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2. Client's Condttlon May HAve ImQroved 

A reexamination Is also needed when EW observes or receives information that 
client's condttion may have Improved. 

Example: Client becomes employed within 12 months of date of application for 
disability. 

Example: Client came In using a walker or crutches, but is observed leaving office 
without their use. 

Medical Improvement must be proven by SP-DED prior to termination of benefits, 
except when there Is refusal to cooperate or If whereabouts are unknown. 

B. REDETERMINATIONS 

This type of referral is made when client was previously determined to be disabled, was 
subsequently discontinued from Medl-Cal for a reason other than disability, then reapplies 
alleging that disability continues to exist. Evaluate as follows: 

1. Decl§ion MAde Within 12 Months of R8IPl)lIci1lon Date 

If SP-DED's decision was made within 12 months of reapplication and reexam date"-
is not currently due or past due, and there is no reason to suspect that client's 
condition has Improved, reinstate client's Medi-Cal without submitting packet to SP-
DED. 

Example: SP-DED approved case In 5/92 with a reexam date of 5/93, and client 
was discontinued for reasons other than disability In 12/92 and reapplies in 2/93. 
Redetermination Is not necessary and Medl-Cal benefits may be reinstated. 

2. Deci§ion MAde Mor' Than 12 Months Prior to ReAPplication Date 

If it has been more than 12 months since SP-DED's decision and anyone of the 
following conditions exist, send a full SP-DED packet including a copy of prior 
MC 221: 

• No reexam date was set; 
• A reexam date Is currently due or past due; and 
• A reexam date is unknown, as In an intercounty transfer. 

Example: SP-DED approved case In 5/92 with a 5/93 reexam date. Client was 
discontinued In 12/92 for reasons other than disability and reapplies in 6/93. A 
referral to SP-DED for a redetermination is necessary. 

SECTION: 50167, 50223 MANUAL LETTER NO.: l3o? MAY 2 7 !~?4 22C-9.2 



.. 

MEDI-CAL ELIGIBILITY MANUAL 

C. REEVALUATIONS 

This type of referral Is made within 10 days of SP-OEO's decision when CWO believes that 
the SP-OEO denial Is Incorrect. In general, a full SP-DEO packet Is needed. 

EXCEPTION: When packet Is sent wlthinJ.Q days of SP-OEO's decision, or an earlier onset 
date on an approved case Is needed, and no new treating sources are alleged in either 
situation. limited packets consisting of the prior MC 221 and a new MC 221 may be sent. 
SP-OED will attempt to make a decision with the available information; however, if additional 
information is needed. SP-OED may return the case as a Z56 decision. 

1. SP-OED Independently Reviewed Claim 

Send a SP-DED packet when client, or someone acting on his/her behalf, alleges 
any of the following: 

• Client's condition has worsened; 
• There is new medical evidence not previously presented; and 
• A new medical condition was not previously considered. 

Example: On 10/7/93, SP-DED denied a client who al/eged disability due to heart 
disease. On 11/27/93, the client's husband called to inform EW that his wife has 
had a serious heart attack and was admitted to the hospital. Submit a full packet, 
as It Is over 30 days since the prior decision. 

2. SP-OEO Adgpted SSA's Oeclsign 

New Condition 

If SP-DEO adopted SSA's denial and client has a totally new physical or mental 
condition that was not previously considered by SSA and client has decided not 
to appeal SSA's decision, refer case to SP-OEO. 

Example: An SSI claim was denied because client's Jeg problem was not 
disabling. Client then learned that he/she also has cancer, which was not 
considered in SSA's decision, and client decided not to appeal the SSt denial. 
Refer claim to SP-DED. 

Same Condition 

If SP-OED adopted SSA's denial and client alleges a worsening of the ..H.!ll! 
condition which was evaluated by SSA, or has new medical evidence on the.H.!!!! 
condition which was not previously considered by SSA, either of which occurred 
within 12 mgnth, of SSA's denial, refer client back to SSA to appeal. 

If It has been over 12 months since SSA's denial, and client has not returned to 
SSA to reapply, send a packet to SP-OED. 
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220 ... DISABILITY EVALUATION DIVISION PROCEDURES 

1. BACKGROUND 

The Disability Evaluation Division (OED) of the State Department of Social Services is responsible 
for the medical determination of disability, whereas the County Welfare Department (CWD) is 
responsible for the non-medical portion of determining eligibility for Medi-Cal disability. 

2. TWO COMPONENTS OF OED 

The Federal Branches determine disability for the Social Security Administration's (SSA's) Title II 
program and Title XVI, the Supplemental Security Income (SSI) program. 

There are two Bureaus of the State Programs (SP) Branch, one located in Los Angeles, the other 
in Oakland. They determine disability for Title XIX, Medi-Cal, using SSA's criteria for disability under 
SS!. 

3. INTAKE 

Upon receipt of a disability packet sent from CWD, SP-DED will perform the following activities: 

Disability Packets Received 

Disability Packets Accepted 

Case Assigned 

Case Queried 

SECTION: 50167,50223 

Upon receipt, packets are reviewed for 
completeness. If incomplete or incorrect, SP-DED 
returns packet with a cover letter explaining 
actions needed by CWD, prior to resubmitting 
packet to SP·DED. 

If complete, packets are accepted and pertinent 
applicant information Is entered into SP-DED's 
computer. 

Cases are aSSigned to a medical review team: a 
Disability Evaluation Analyst (DEA) and a Medical 
Consultant (MC), a medical doctor. The DEA/MC 
team assesses medical and vocational factors in 
disability claims. 

Cases are queried via the SP-DED computer 
system to determine If there is a federal Title II or 
Title XVI disability claim pending. 

No valid federal decision available or pending 
~: SP-DED processes the claim and makes 
an Independent determination. 
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4. CASE PROCESSING 

valid fed era! decision available: SP-DED adopts 
the federal decision. 

Pending federal daim: SP-DED assesses the 
status of the pending claim and either initiates 
development or waits to adopt the federal 
decision. 

SP-DED develops cases to obtain all necessary medical or other relevant evidence, such as a 
vocational and/or social history. SP-DED performs the following activities: 

Obtains Medical Evidence 

Makes Client Contact 

Applies Disability Criteria 

Assesses Vocational Factors For Adults 

Assesses Age-Appropriate Activit/es For 
Children 

Initiates Presumptive Disability (PO) 

Medical evidence is needed to document 
Impairments in terms of specific signs, symptoms 
and laboratory findings. 

Client contact may be made to obtain additional 
Information. Client may also be asked to go to a 
consultative examination paid for by the state. If 
contact is unsuccessful, claim may be returned to 
CWD for assistance in contacting client or 
obtaining necessary cooperation to process 
claim. 

Medical criteria for Disability are based on SSA's 
listing of Impairments which contain over 100 
medical conditions that would ordinarily prevent 
an adult from working or, for children, from 
performing age appropriate activities. 

Vocational factors are assessed to determine 
client's ability to do work-related activities when a 
finding of disability cannot be made on medical 
considerations alone. 

When a finding of disability cannot be made on 
medical considerations alone, SP-DED assesses 
a child's ability to function independently and 
effectively in an age-appropriate manner. 

When a PD decision has not been made and 
client has a condition for which PD can be 
granted, SP-DED will alert the CWD and 
document the PD deCision. 
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Performs Medical Deferment 

Documents Decision 

Performs Reexaminations 

SECTION: 50167,50223 

Cases can be medically deferred for up to three 
months when Mure evidence is needed to assess 
duration and severity of an impairment. 

Medical deferment Is an exception to the rule, 
rather than a routine procedure. Common 
reasons are strokes or heart surgery. 

When a decision Is made, it Is explained on MC 
221 or Its attachment. The original copy is sent 
to CWO . 

.NQII;: If a decision is less than fully favorable, 
CWO may use the Personalized Denial Notice to 
explain to client the reason for the decision, but 
should.om send a copy of the MC 221 or its 
attachment with client's Notice of Action. 

When a reexam date arrives, CWO must submit 
cases for a medical review by SP-DED, except for 
decisions which were adopted from a federal 
claim. 

Disability ends If evidence shows there is medical 
Improvement related to the ability to work, or the 
ability to engage in age-appropriate activities in 
Disabled Child cases. 
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