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MEDI-CAL ELlGlBlLITY PROCEDURES MANUAL LETJER NO.: 254 

TO: All Holders of the Medi-Cal Eligibility Procedures Manual 

ARTICLE 4s  - MAIL-IN APPLICATION PROCESS 

Refer.: All County Welfare Directors Letter (ACWDL) Nos. 95-28, 95-52, 97-48, 
98-06, 98-09, 98-16, 98-19, 98-39, 98-42, 99-01,99-36, 00-31, 00-31 E, 
01 -06,Ol-17.01-36 and EMC2 DHS No. 98104 

Enclosed is the new procedure manual section for the Medi-Cal mail-in process and 
elimination of the face-to-face interview. This represents a compilation of instructions 
issued via the ACWDLs listed above. Counties are encouraged to implement use of 
this MC 210 revision date 8/01 as soon as administratively possible, but no later than 
December 1.2001. 

@ Welfare and Institutions Code Section 1401 1.15 mandates a simplified Medi-Cal 
application package and mail-in process for adults and families. The intent of this 
legislation is to provide easy access for this population to apply for and receive 
Medi-Cal benefits as quickly as possible. 

As of July 1, 2000, state law prohibits counties from making a mandatory face-to-face 
interview a routine application requirement. The law also required the development and 
implementation of a shortened, simplified application form and procedure, and simplifies 
the verification requirements for earned income and pregnancy. 

Some of the highlights of the procedures are: 

0 The Healthy Families Program (HFP) will now accept the MC 210 (rev 8/01), and 
appropriate Notice of Action as an application for HFP benefits. 

o The MC 2 10 (rev 8/01 ) will be available in 1 1 threshold languages. 

0 The MC 13 remains part of the application documentation. However, the 
Department of Health Services (Department) is exploring the possibility of 
eliminating this requirement. As soon as a decision is made, counties will receive 
further instructions. 
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@ Article 4 APPLICATION PROCESS 

4A through 4G - THESE SECTIONS HAVE BEEN REMOVED FROM ARTICLE 4. THE 
INFORMATION CONTAINED IN THESE SECTIONS HAS BEEN 
INCORPORATED INTO ARTICLE 22, DISABILITY DETERMINATION 
REFERRALS, EFFECTIVE MAY 27,1994. 

4H - PROCESSING OF STATUS REPORTS 

41 DILIGENT SEARCH PROCEDURES 

45 - PROMPTNESS REQUIREMENT 

4K - PROCESSING MEDICALLY INDIGENT ADULTS (MIA) APPLICANTS 

4L - RSDI/UI/DI REPORTS 

4M - VERIFICATION OF UNCONDITIONALLY AVAllABLE INCOME 

4N - TIMELY REPORTING BY PUBLIC GUARDIANSICONSERVATORS OR 
BENEFICIARY REPRESENTATIVES 

4 0  - ONE MONTH EXTENDED ELIGIBILITY (EDWARDS V. MEYERS) 

4P - CHILD HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAM 

4Q - PROCEDURES FOR LONG-TERM CARE ADMISSIONS AND DISCHARGES 
FOR SSIISSP AND MEDI-CAL RECIPIENTS 

1. BACKGROUND INFORMATION 

11. ADMISSIONS PROCEDURES 

Ill. DISCHARGE PROCEDURES 

4s - MAIL-IN APPLICATION PROCESS 

4T - ACCEPTABLE PREGNANCY VERIFICATION 

4U - NOTICES OF ACTION (NOAS) 

1. COMPLETION OF NOAs 

II. ADEQUATE AND TIMELY NOTICE 

Ill. NOAs AND AUTHORIZED REPRESENTATIVES 

IV MINOR CONSENT AND NOAs 

4V - MINOR CONSENT MEDI-CAL SERVICES 

4W - VERIFICATION OF IDENTITY 
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@ Article 4 APPLICATION PROCESS 

4A through 4G - THESE SECTIONS HAVE BEEN REMOVED FROM ARTICLE 4. THE 
INFORMATION CONTAINED IN THESE SECTIONS HAS BEEN 
INCORPORTED INTO ARTICLE 22, DISABILITY DETERMINATION 
REFERRALS, EFFECTIVE MAY 27,1994. 

4H - PROCESSING OF STATUS REPORTS 

1. GUIDELINES FOR REVIEWING STATUS REPORTS FOR 
COMPLETNESS 

II. STATUS REPORT NOTICE REQUIREMENT 

4 1 DILIGENT SEARCH PROCEDURES 

1. REFERRAL TO PUBLIC GUARDIAN OR CONSERVATOR 

II. DISABILITY DETERMINATION REFERRAL 

Ill. DILIGENT SEARCH 

IV. CASE PROCESSING 

4J PROMPTNESS REQUIREMENT 

4L RSDI/UI/DI REPORTS 

1. BACKGROUND 

11. INSTRUCTIONS FOR INTERPRETING THE REPORT OF RSDl 

Ill. INSTRUCTIONS FOR INTERPRETING THE UI/DI FORMATS ON THE 
REPORT OF RSDIIUIIDI 

4M - VERIFICATION OF UNCONDITIONALLY AVAILABLE INCOME 

4N - TIMELY REPORTING BY PUBLIC GUARDIANSICONSERVATORS 
OR BENEFICIARY REPRESENTATIVES 

4 0  - ONE MONTH EXTENDED ELIGIBILITY (EDWARDS V. MEYERS) 

4P - CHILDREN HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAM 

1. INFORMING 

II. DOCUMENTATION AND REFERRAL RESPONSIBILITIES 

MANUAL LETTER NO.: 2 s  DATE: 10130101 Article 4, TC-9 
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4Q - PROCEDURES FOR LONG-TERM CARE (LTC) ADMISSIONS AND 
DISCHARGES FOR SSIISSP AND MEDI-CAL RECIPIENTS 

1. BACKGROUND INFORMATION 

11. ADMISSIONS PROCEDURES 

Ill. DISCHARGE PROCEDURES 

4s - MAIL-IN APPLICATION PROCESS 

4T - ACCEPTABLE PREGNANCY VERIFICATION 

4U - NOTICES OF ACTION (NOAS) 

I. COMPLETION OF NOAs 

11. ADEQUATE AND TIMELY NOTICE 

Ill. NOAs AND AUTHORIZED REPRESENTATIVES 

IV. MINOR CONSENT AND NOAs 

4V - MINOR CONSENT MEDI-CAL SERVICES 

I. BACKGROUND 

II. COUNTY WELFARE DEPARTMENT RESPONSIBILITIES 

Ill. MEDI-CAL PROVIDER RESPONSlBlLlTlES 

IV. DHS RESPONSIBILITIES - BENEFICIARY EXPLANATION OF MEDI-CAL 
BENEFITS STATEMENT 

4W - VERIFICATION OF IDENTITY 

MANUAL LElTER NO.: 254 DATE: 10/30/01 Article 4, TC-2 
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0 4s-Instructions for the MC 210,and Supplements to the MC 240 

A. BACKGROUND 

Welfare and Institutions Code Section 1401 1.15 mandates a simplified Medi-Cal 
application package and mail-in process for adults and families. The intent of this law is 
to provide easy access for this population to apply for and receive Medi-Cal benefits as 
quickly as possible. 

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

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

B. APPLICATION FORM 

1. The MC 210 (rev. 8/01) (Medi-Cal Mail-in Application) will replace the current 
MC 210 Statement of Facts (SOF). Counties are instructed to begin using the 
new MC 210 as soon as administratively possible but no later than December 
1''. At that time, counties must discard their existing stock of old MC 210 SOF. 
However, if an old WIC 210 SOF is received, the county must process the 
application and shall not require the applicant to fill out a new MC 210. 

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

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

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

5. The SAWS 2A may be used as a Medi-Cal SOF when the applicant has 
previously completed the form as a request for cash aid. It can be used in lieu 
of the MC 21 0 when the applicant has been found ineligible to receive cash aid 
(i.e. California Work Opportunity and Responsibility to Kids {CalWORKs) 
denial). If a SAWS 2A is used as a SOF, a signed, dated SAWS 1 must also be 
filed in the Medi-Cal case. 

@ SECTION: 50159 MANUAL LETTER NO: 254 DATE: 10130104 PAGE 4s; 
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C. APPLICATION AVAILABILITY 

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

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

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

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

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

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

D. WHAT MUST BE SENT WITH THE APPLICATION 

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

The " New Mail-In Application and Instructionsn (MC 210 [rev. 8/01]). 
Postage paid pre-addressed return envelope. 
Child Health Disability Prevention (CHDP) Informational Publication. 
MC 007 "Medi-Cal General Property Limitations." 
Medi-Cal Brochure (Pub 68). 
MC 219 "Important Information For Persons Requesting Medi-Cal." 
MC 13 (Statement of Citizenship) for each family member applying Medi-Cal 
benefits. 
MC 003 Early and Periodic Screening, Diagnosis and Treatment (EPSDT) 
Brochure. 

SUBMITTING THE APPLICATION FORM 

1. Counties must not require a face-to-face interview. If counties come in contact with 
an applicant or Authorized Representative (AR), the county must explain his or her 
option to apply by mail or to go to the CWD. 

SECTION: 501 59 MANUAL LETTER NO: 254 DATE: 10/30/01 PAGE 4s- 1 A  
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2. The application can be mailed to the CWD. The CWD will stamp the date the 
application is received and forward the application for an eligibility determination. In 
the event that a county, which is not the county of residence receives an 
application, the county receiving the application must forward it to the correct 
county as soon as administratively possible (See Article 3 Medi-Cal Eligibility 
Procedural Manual . The receiving county shall honor the date stamp from the 
sending county. 

3. The applicant or AR may walk the application into the local CWD or outstation site 
and request to leave it. The applicant may request an appointment to see an 
eligibility staff member in person, by phone, or through the mail. Counties must 
accommodate all requests by applicants for a face-to-face interview. 

Exception to face-to-face elimination: 

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

b. Good cause, 

c. Suspicion of fraud, or 

d. To complete the application process when: 

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

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

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

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

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

F. DATE OF APPLICATION 

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

SECTION: 50159 MANUAL LETTER NO: 254 DATE: 10130101 PAGE 4s- 2 
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2. If the application is picked up from the county office and the applicant has contact 
with a county employee, the county employee must offer the individual the SAWS 1 
to complete at that time to protect the Date of Application and retroactive months. 

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

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

G. COUNTY ACTION UPON RECEIPT OF MEDI-CAL APPLICATION 

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

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

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

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

RETROACTIVE MEDI-CAL 

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

SECTION: 50159 MANUAL LElTER NO: 254 DATE: 10130101 PAGE 4S2A 
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COUNTY ACTION FOR INFORMATION ON THE HFP 

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

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

Not be older than 60 days, 
Identify those family members determined to have a SOC, or denied due to 
income above the federal poverty level, 
Indicate the total number of persons in the Medi-Cal family budget unit, 
Clearly and separately identify all income sources and deductions, and 
Include other relevant documentation (e.g. birth certificates, Immigration and 
Naturalization Service documents) if available. 

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

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

J. COUNTY FOLLOW-UP FOR FURTHER CASE ACTION 

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

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

@ SECTION: 50159 MANUAL LETTER NO: 254 DATE: 10130101 PAGE 45- 3 
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1. The MC 219 (1 1/93) form discusses the Rights and Responsibilities of an 
applicanUbeneficiary as well as the 'Citizenship/lmmigration Status 
Information." This set of forms is now separate from the MC 210. 

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

L. MC 210 SUPPLEMENTAL FORMS 

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

MC 210 S-C ADDITIONAL CHILDREN 

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

MC 210 S.E STUDENT EDUCATIONAL EXPENSES 

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

MC 210 S.1 INCOME IN-KIND AND HOUSING VERIFICATION 

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

SECTION: 501 59 MANUAL LETTER NO: 254 DATE: 10/30/01 PAGE 4s- 3 A  
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0 may not use any other form as verification of residency. The form may also be used as a 
rent receipt from a relative. 

MC 210 S-P PROPERTY 

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

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

This form is used if the client is applying as an unemployed parent or if certain income 
questions on the MC 21 0 require additional information, such as expenses against 
income. This form is not considered mandatory. 

@ SECTION: 50159 MANUAL LETTER NO: 254 DATE: 10130101 PAGE 45- SB 
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HEALTH CARE COVERAGE 
FOR PEOPLE WITH LIMITED INCOME OR RESOURCES 

- 

NEW MAIL-IN APPLICATION AND INSTRUCTIONS 

Pharmacy 
Services 

Infants/ 
Children 

Vision Care 

-.. I Transportation R 

Care 

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

50159 
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What is Medi-Cal? 
Health care coverage for qualifying persons ~ n h o  live in California, who have income I' and resources below establist~ed limits 

Who can get Medi-Cal? 
Persons 65 or olcfer 
Persons who are under 21 years of age 
Certain adults between 21 and 65 years of 
if they have minor children living with them 
Persons who are blind Or disabled 
Pregnant wo-men 
Persons receiving nursing home care 
Certain Refugees. Asylees. Cuban/Haitian E 

age. 

Intrant s 

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

No. docurnenled and undocumented aliens may be eligible for Mecli-Cal. Some persons 
rnsy receive pregrrancy related and enlergency services only: others are eligible for full 
tvledi-Cal benefits depending on their alien status 

When Medi-Cal says "a minor child," what does it mean? 
A child married or unmarried under 21 years of age living in your home or away at school 

What do I do to get Medi-Cal coverage? 

Complele and send in the enclosed application 
Send copies of any required documentation (See instructions) 

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

i f  you are in one of the groups listed in "Who can get Medi-Cat?" 
above: - We look a! your income and subtract some expenses you pay to 

decide your family's countable income for Medi-CaI 
We look at thincjs you and yoilr family own (bank accounts. 
vehicles, etc.) to see if you meet the resource limit. Please Note: 
No1 all the things you or your family own arc counled; your local 
welfare office can give you more information 

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

I Cont~~ct  your local welfare office for inforir~ation about medical services in your county I 

- 

501 59 
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When Appbying For Medi-Cal HeaBth Cowerage 
What Should I Do If.. . 

I have an immediate need for 
health care services, such as 
severe illness or pregnancy. 

Take this application directly to the nearest 
welfare office to start the application process. 

i 

I' 

I have the application, 
but need help. 

Read Instructions carefully. 
Contact your local welfare office for help. 
Ask a friend or relative to help you. 

L 

My spouse or P are entering 
a nursing home and applying 

for Medi-Cal. 
Immediately contact your local welfare 
oflice for a copy of the notice regarding 
standards for Medi-Gal eligibility form 
(DHS 7077). This form will explain certain 
exempt resources, certain protections 
against spousal impoverishment. and 
certain circumstances under which an 
interest in a home may be transferred 
without affecting Medi-Cal eligibility. 

L i 

f \ 

I filled out the application 
and want to mail if. 

Complete the application and mail it. 
using the postage-paid envelope provided 
with the application. Include requesled 
documentation. (See instructions) 

< I 

Y 

I'm homeless or do not 
> 

have a mailing address. 
DO NOT MAIL YMIS APPLICATION. 

0 Go to the nearest local welfare office to 
turn in this application. J 

in person. I do not wanf 
to mail the appbication. 

0 Contact your local welfare office and ask 

I'm a minodteenager and wanf 
confidential Minor Consent Serwices, 

for family planning, pregnancy 
related care, mental health, dmg 

and alcohol abuse treatment/ 
counseling, sexually transmitted 
diseases (STD) or sexual assault. 

0 To maintain confidentiality. you must take 
this application to the local welfare office 
or eligibility worker site. 

DO NO+ Maik E X  
J 

f 
Remember, whether you take your application to the local welfare office or you 

' 
mail it, you should not pay anyone to help you with this application. 

www.dhs.ca.gov 
- . - a .  ' . 

For FREE help to apply for Medi-Cal. 
contact your local welfare office. 

\ / 

\ 

INSTRUCTIONS k+ ,, .. - 

501 59 
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0 
How to fill out the application 

Tear out the application . - 

Read the instructions completely If help is needed contact 
the local welfare office 

Fill out as much of the application - 
as you can Do not delay in sending 
Include requested documentation in your application 
(See instructions) 

I Whose information should you put on this application? I 
If you are an adult not living with a spouse. and you have no children. 
enter your own information. 

I f  you are legally married and living together. enter your and your 
spouse's information. 

If you zre legally married but one or both of you are living in a nursing 
home or board and care facility. enter your and your spouse's informat 

I f  your children are under 21 years of age and living with you and tl~eir 

ion. 

other parent. enter your own information. yot.lr children's and the other p:~rc.nt's. 

If you are under 21 years of age and not living with your parents. enter your 
own information. 

I f  you are an unmarried rninor under 21 years of age living with your p:~rcnl~::) and 
asking for Minor Consent confidential services. enter your own inforrn;~ttclr~. 

What will happen after l send in my application? 
The local welfare office will notify y o ~ i  within 10 working days tl.iat thcy recrbived 
your application. They will give you Ihe narne of someone you can contact lor more 
informafion about your application. 

You will receive a packet from the collnty with additional program information. 

You may receive a request for additional information that the county mill neccl in order 
to determine your eligibility. 

In most instances the local welfare office will determine your eligibility with~n .I5 days 
and notify you in writing of that decision. An eligibility determination basecl on cliaabdrty 
may take up to 90 days. 

If you are determined eligible, depending on v~liat county you live in. yo11 nray 
be able to choose a health plan by completing a separate enrollment form. 

If yoir do not qualify for no-cost Medi-Cal and you wish to apply for the I-tealthy Families 
program, the local welfare office will lorward this application to that program. 

50159 
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( APPLICATION FOR MEDI-CAE 1 
To cornplele this form. use the instructions. Print clearly. Use black or blue ink only. 

(-1 Tell us about the person who wants Medi-Cal for themselves. their family o r  chi ldren in 
their care. 

(-2) Tell u s  about the person l i t t od  in ~ e c t i b n  1, his or  her  family and the chi ldren they care  for. 
even i f  they don't want coverage. 

tdllddlc: 

$ Rela11onsh:p lo  person 
in Section I. 

J 

is not Ihe same as 
listed n Sccliori 1. p u ~  
address isthere livirla: 

I I I I 

I ?.4:1le a Female I a MAC ~crnalr 1 Male 3  erno ole 1 i) Male 3 Female 1 Male 0 l e m k  

0 Single 
Cf Marricd 
0 Divorced 

Separ~lcd 
Cf Widowed 

/ / 
h'.0 DAY YR 

b Marital Slalus: 

Nzmc of spousc(s) 
of marr~ed rn~r~or?: in 
the home. - 
Dale of Blrtt~: 

u Single 
a Married 
'3 Divorccd 
0 Sepnralcd u W~dov/ccJ 

i / 
MO DAY YR 

1 

U Single 
ti Marrrcd 

D~votcecl 
12 Scpar;~led 

Wiclowcd 
,- 

I ; 
t.10 DAY VR 

CONTINUED b - 

DLIC Dote: 

3 Has J ptlysicat. n~errtal 
or emot~onal disnbilily~ 
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9 S~nglc 
Marr~ed 

El Ovorced 
Scwra!ed 

0 W~clovvcd 

i i 
hlO DAY YR 

a Slngle 
L) Miuricd 
0 Divorccd 
'9 Separated 
9 Widowed 

I i 
MO DAY YF{ 

i I 

t.20 DAY Y f i  

CJ'ic': CI NU 

I i 
MC DAY Y R  

C) YCS 9 NO 

I I 
h?O LskY VR 

YCS 3 ~ J O  

I / 
hlO DAY YR 

O YCS U NO 

I I 
hCO O N  YR 

YCS LJ NO 
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cash aid. SSI. Food 
Stamps or Mcdi-Cal? 

c-3) Answer for all children in Scction 2. 

1 

IS Mother: 0 Employed 1s Mother. 3 ~ r n p ~ ~ d  IS Molller: Q Ernploycd 1s Molhcr: 3 crnployd 

D~::lrblie 9 Uncrnployctl 9 Dlzlblerl a Unemployed Dir.nhlvd U Unc~rlploved Disoblcd 3 Unernploy~d 

a 0ccc:ascd 0 Absent Oi%cascd Ab::enl '3 DcCca:;cd Abscrlt 

Faihcr's Nanic: Fattlcr S Namc: Farhtcr's Narsc: Fatllcr's Name: 
I 
Is Falher: D ~mp10~e.o Is Father: U ~rr~ploycd IS Father: O E,-,,~:o~c~ IS Father: 0 Enlpbytvl 

D:rabled a Uncrnploycd a Disabbd 9 Unclnployed 0 0isshlt.d Uncmplovcd 0 Di:-.llblcd L'nernylopd 

'-1 DCCCJSC~ 0 Absenl 0 Dc.ccased ASsenl C) Dcccased Abscnl 0 Dcceascd U frbsertl 

(-4) List all inincome/n~oncy received by persons listed in Section 2. 

<-) Give information about the lirtcd eipenteslcost paid by all persons listed in Section 2. 

50159 
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t.10lm4.y ' 
AMOUNT IWO 

- 

IYPE OF PkYMEICI W-CE @I 1.m; 
Ah!VlJNl ?Ale Y W R  FAt.IILY MAKES 

Cl~lld Support 

Alimony 

Olhcr Hcallt~ 
Irisurarlce Premium 

Met31cnrc Prcn~iurn 

m tmlE  C! 
PCIW?N V2HO PAYS 

& CHI1 V C N Q  CiR 
~>EFTlJfrttIr CAIIE 

fl  #.' r:-.M'; rrr a.'n.*r;C?v#:r. r.ur~:l 

1. 

3 . . 
3. -- 
.I. 

i'ERSON I'IHO PAYS 
w Am. 
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(SECTION 6) Skip this Section if you  arc only applying for  chi ldren under 19 and lo r  pregnant women 
(pregnancy r e b t c d  servicm only). 

O thcmisc  answer for  all persons listed in Section 2. 

Dves anyorle have cash or unca5hecl checks? O Yes O NO 
II "Ycs." I:st ,?r~ioi:nl here (See ~nslr~rctions) 

Docs arlyanc tuvc a ct)rcking. savings xccarnl. or life inrur:~nce? (See mst~unio~?s) 9 0 NO I 
Is tlrere ono car or rnore rn the houset~o!d? (See instructions) 

0or.s nriyone have a courl ordcrcd sett!e:ltcnt or judgement? (See ~nstructions! 
9 '{cs 0 No 

3 Yes a No 1 
Does anyone have Long-Term Care i~~surince? (See instruslions) Yes !3 No I 

B Docs :myone own any items such as slocks. bonds, rctirernent funds. trusls. real cstate. U Yes O No 
rnotor vchrctes lcr a business, business accot~r?ls, promissory rlores. mortgages. deeds of !rust, 
rcc:caltonsl vehicle::. burial trusts or funds. arrrturtles. jewelry (1101 herrloom or wcdcllng). oil or 
rriineral ri[rhts? (See ~tislruclions! 

P Elas anyone Ilstecl on I t l i t  form transferrod, solcl. traded orj iven away any items such 3s thosc 9 Yes IJo 
listed above In the lasl 30 months? (Scc instructions) I 
Havc any ttc~ns listed in thts section been spent or used as sccclrrty 
for medical cosls? (Scc ~nslructions) 

(SECTION 7) Answer only for persons who wan1 Medi-Cal. 

CONTINUED b 
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e 
(SECTION 7 1  Continuctl 

1J.S. Military Service 
for adults, spouse or 
child's parents? 

(-8) Information Release (Optional). 

p If family member cannol gel no-cost Medi-CaI but may k a b l e  to get low-cost health ca:e coverage, 
can the l o c ~ l  welfxe otficc send this form to the liealthy Families Program? u Yes 9 No 

I got help from (give name ol pcrson) when l 
filled OIJ~ lhrs applicatior~. I agree lti:~I the local welfare oHlcc rnny give them information about thc slntus of this 
applic.?Iion. Applicant please inif id 

(SECTION 9\ Sianature and Certification. 

3 I declare under penalty of perjury under the laws of Ihc State of Callfornla thsl the answers I have given in this 
applical~on. and the documents given are correct and true to the best of my knowledge and bellel. 
I declare that I have read and understand the application instructions. the declarations, and all information printed 
on this application. 

Sgnalurc 0 . a ~  

Wilrir?ss Sigil~1t.l~ (ll ucsm roncd wrh o math) Oalc 

Signature of petson hcr~ing ADDIIC~III II:I OUI !hr form T'IW~OIW ~t~rnher ~O.l;l:l~:.hl~ to dppl~~;tnI 0;rte 

Stqnalurc O l  wr:m irc:i:in lor Ap~l iCor i l / ! ln~c:~~~ry  Telc~liorir Numtcr RI-lnl~onshp to Appl:canl Dale 

f For information about any of the following programs, check the box(es) below and information \ 

will be sent to you. See the Medi-Cal brochure. "Health Care tor Families with Children" 
or visit our websitc. www.dhs.ca.gov 

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

3 Access for Infants. and Mothers (AIM). A program to help pregnant women with rnoderale income 
obtain health care. 

Woman. Infants and Children Nirtrition Program (LnJIC). A nutrilion program for pregnant and 
postpartum women and children under 5. 

0 Family Planning 

9 Child Heallh and Disability Prograrn (CHDP). Preventive hcollhcare for chilclren and youth. 
Do you want your children or youth referred to the CHOP program? O ~ e s  El NO 

\ 
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INSTRUCTIONS 
Please read before beginning application. 

(-1) 
Tell us about the person who wants 

Persons in an institution 

Medi-Cal for themselves, their 
Children in a family. 11 identity of one parent 

family or children in their care. Children rcquestino Medi-Cal for Mirlor 

Questions 1-8: 
Enter the name. home addwss 
and telephone rlrrmbers of the 
person who wants Medi-Cal 
or the parent/caretaker 01 
the ch~lclren vfho 
!.rant bledi-CaI. 

Questions 9-13: 
Enter the phone ntrmber and 
rnailinq address (if different than 
l~onle address piovided in 12) of the 
person vrho v::3nts Medi-Cal. 'This is the address 
where all inlornlation regarding the 3pplication 
and health henelits w~ll be mailed. 

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

Send proof of identity. Only one person 
(a parent or caretaker) in a fanlily needs to provide 
an idenlily document. Send a photocopy of one 
of the following identity items: 

California driver license 
Identification card isstled by the Departnlent 
of PJlolor Vehicles 
U.S. citizenship or alien status doci~ments 
(passpon). 

School identification card 

Birth cerlificate 

Marriage record 

Social Security card or document containing 
3 Social Security number. 

Divorce decree 
Work badge. building pass 

Adoption record 

- I Consent services I 
The spouse 01 a person v:hose identity has 
been verlf ied 

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

If you are applying for 
more than 5 people, 
use a separate piece of 
paper or a photocopy 
of pages A 1, A2. A3 and 

a ron. A4  of the applic t ' 
to give 11s information 
about the additional 
persons. 

Who counts as an adult? 

Persons 21 years of age or (.l~lt.r - Persons under 21 years CVI \.;In0 art. rrol 
living in the home ol l l ~o~ r  11nt!*r11 or cart-lahcr 
relative and are not clnlnlud :I:: !:I% c!r:l~.r~<lt:rtts 

Who counts as children? 
1 All natural and odol,tivc: CIIIIIIIQ:-II irl~tl..r :'I 

i living in the home 

I All natrlral and ocloptive ct~rltlrvrl t.t~l\a..rt.ll 

I 18 and 21 years of :Ige. aw;~y troll1 t ~ f l l r l ~ -  :Ill(! 

claimed as :ax dependents 

1 All stepchildren uncler age 21 l ~ r ~ r ~ g  m lllc homc 

Court order lor name change 
Church membership or baptismal 

Question 15: 
Write the last. firs: and middle name el each person 

confirmation certificate 
in the house. 

GO TO PAGE 2 b 
. - 
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(SECTION 2) Continued 

Question 16: 
How is each person related to the person in 
Srction 1. Example: ssdf. vdc. husband. 
gran~parenrs. friend. daughlcr, stepchild. 
nephew, clc. 

Question 17: 
Writc the complete address. i f  different from the 
address in Section 1. Example: child is in collegc 
and living at SCIICOI. 

Question 18: 
Indicate gencier of each person. 

Question 19: 
Ir~dicste the marital status of each person listed. 

Question 20: 
Writs the name of the spouse of any married minors 
!~ving in the home. Any irlcome of the spouse must 
be listed in Section 4. 

Question 21: 
Write rnonth. day and year of birth for each persorl. I 
Question 22: 
Tell us i f  this person is pregnant. If "Yes." tell us 
!he due da:e. 

office or a clinic within 60 days of applying 
to contirjue receiving full Medi-Cal benefits. 
You do not need to send vcr~fication if you 
only want pregnancy related services. 

I Question 25: 
If you have ever received Mcdi-Cal. tell us your 
FAedi-Cal Benefits Identification Card (8IC) 
number i f  yot~ have it. 

/ \ 

Benefrts ldenlification 
Card (BE) number 
can bc found here. ID NO. 0193YdiAl 

JNlE DOE 

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

Question 27: 
-1811 us if you own or are buying a home outside 
California. Your answer helps us determine your 
residency. 

use your proof of income as proof of residency. 
If your income is not from California. send other 
proof of residence. For example: rent receipts. 

Answer for all children in Section 2. 
Question 28: 
Write the name of the natural or adoptive mother of 
each Child. Check the box to tell us if the mother is 
employed. disabled. ur~employed, deceased or 
absent from the home. 

person rvill be unable to work if declared disabled. 
This v ~ ~ l l  help us decide if you are eligible for 
h4edi-Cal based On disability. 

Question 23: 
Check "Yes." if person is blind or has a physical or 
mental ~llness that is expected to last at least 30 
clays. It  person is uriable to work. check "Yes." and 
check the box that best describes how long the 

Question 24: 
Tell us if anyone has ever had cash aid, SSI, Food 
Stamps or Medi-CaI. This v~ill help the local welfare 
office chock for needed information before asking 
you lo give it. 1 you checked "Yes." tell us the 
nanie yo11 received benefits under. 

Question 29: 
Write the name of the natural or adoptive father of 
eat,, child. Check the box to tell Lls if ,he father is 
employed, disabled. unemployed, deceased or 
absenl from the home. 

GO TO PAGE 3 b - .  
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* 

List all incomefmoney received by 
persons listed in Section 2. 

Questions 30 and 31: 
'7. -:& 

Use a separate line for each person who receives ,~s~;,;~F y;? 

nloney. If a person receives money from two 
different places, use trvo lines. b! 
Example: if the apphcarr f has f 
tivo jobs. use one Ihe for ! 
each job to report 
herihis earnings. 

Question 32: 
Write ttse amount of 
rrloney yoit receive 1 Documentation of Income each time. 

Example: Send proof of income. Send a copy of the 
i: yoc.~ get rnoricy most recent pay stub you have. If a pay stub 
orrcc a wcek. write A is not available. get a signed statement from 
t!re wenk!y arno~lnts 

I your employer. Gross monthly incornc and the 
rl: the box. 

1 dates received should be on the st at ernent. 
1: the rnoriey amount 
changes from :;me lo iirne. F( OR 

separate sliee! of paper. 
I1 a person has income such as disability or 

Exsmple: Mariais Gross income frcm her job on retirement, send copies of avdard letters or 
this ct:eck is  SlOCO bcrt her regulsr rnonrhly pay bank statements stlowing Ilie direct deposits. 
is o ~ l y  S800. Expkin on the pzper that Maria's 
pa;~c.cleck inch~ded S200 overtirnc pay, ccr a cast? If anyone gets child support and/or alimony 
bcnus and how lorlg the overrime will last or how or SPOUS;?~~ support. send copies of the 
cften $ 1 7 ~  ~ e f s  honusns. checks received or statcmerlts from the 

District Attorney's Farnily Support Division 

Question 33: for the last month. 

How often cfo you receive this money? 
If anyone gets student loans or grants, send 

Example: ~Monlhly (once a rnocth): wetkly in copies of award letters or loan papers. 
!once-a-week); brweekly (every other week); 
t?imonthly {t~~/i./ic@ a nionth): or da2y (every dd?y). 
h?'. 7:"CnFI 
UI:.IW.~.:Q~J; GO TO PAGE 4 b 

-- pu! thc average anlouni you I get on n regulrrr basis. We use 
pay sic;bs or other documents ycu 
give us to figure out tile cOrrCCf rnonttrly income. I 

I f  y c i ~  know your family's income will go up or down 
in the next few months due to overtime. promotion, 
raises in pay. expected increases in child support/ 
alimony. layoffs. furloughs. etc.. cxpl~in on o 

501 59 
SECTION NO.: 50161 

A copy of last year's federal income tax rcturn. 

OR 

Other proof of income you may need to send: 

I f  3 person is self-employed, send last year's 
federal income tax return, include Schedule C 
or F. or the last 3 months' prof~t .?nd 
loss stalenienls. 
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I 

Give information about the listed 
expenses/costs paid by a// persons 
listed in Section 2. 

about completing Section 6, 
leave it blank and contact the 

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

Tell us if you pay courl-ordered child support. 
or alimony, or have other health insurarice or 
Medicare premium costs. 

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

- pregnancy related services only. 
Othetwise answer for a// persons 
listed in Section 2. 

f I 

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

\ 1 

Question 34: 
Write t l ~e  nnmc- of the person who pays Ihe cost. 

Question 35: 
V'Jrile in the total smount paid cach monlli. 

Question 36: 
Write 1r1 tile costs paid for child care andlor 
disablecl depenclent care. 

r:C ?:O Mr. 
I.l..tliY( 71. H'. 

t 

The value of the home you are living 
in is  not countecl for P!edi-Cal. 

Question 40: 
Tell 11s the amount of all cash you have on hand 
and the amount of any checks you have received 
but not cashed. 

Question 41: 

I If  yoir check "Yes." send trs copies of all court 
orders. doc~lments and agreements. 

Question 37: II anyone listed has a checking and/or savings 

List the age of Ihe child account or life insurance policy. please send 
or drsal~led dependent. copres ol the follov~ing documents: 

Accoirnt statements showing current balances 
Question 38: in accour~ts. 
Write the nan?e Copies of 311 life insurance policies. 
of the person who 
pays the cost. Question 42: 

I f  you checked "Yes.' send us a copy of the 
Question 39: velricle registrztion(s) or pink slip(s) or estimate(s) 

List tile lolal an~ount ol value from a qualified source, such as a dealer 
paid mont!ily for or mechanic. 
each chrld or 
disabled dependent. "' , Question 43: 

Question 44: 
I f  yo11 chcck "Yes." ssnd us copies of your policies. 
contracts and purchase agreements. If your 
policy is cerlified by the California Partnership 
for Long-Tarn Care. give us :I copy of your most 
recent benefit siaternent. 

GO TO PAGE 5 b 
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Questions 45-47: 
If you check "Yes." you may hc asked to provirle 
ndditiorial informaliori. You rrlay also have to fill cut 
a property supplcrnent lorrn. 

Answer only for persons who 
want Medi-Cal. 

Question 48: 
A Social Security ni~rnber for each person applying 
tor full Medi-Cal berielits 1s required. If you do 
not have a Social Security number. do not delay 
sending in this appl~cation. You can apply now 
and give 11s the number within the next 60 days. 

I \ 
Pregnancy and emergency 

care services may be 
available to persons who 

are unable to get a 
Social Security number. 

e For informr~tion on how to RDDI:' lor a Social . .  , 
Secur~ty number, call Social Security Administration 
toll-tree. 1-800-772-1 213. 

Question 49: 
Write the place of birth for each Derson. I f  born in 
the united States. write the namk of the state. I f  
born outside the US.. write the name of the country. 

Question 50: 
Check "Yes" or "No." telling us i! :he person is a 
Citizen or U.S. National. 

Give immigration iriforrriation only for peoplc 
npplyi1.1g for health coverage. Do not give 
inlormation for people not applying. The State will 
use this information only for eligibility deicr~ninal~on. 
Intormalton about mimigration is private and 
confident~al. 

Immigrants who meet all in~migrstion requirements 
may get full Medi-Cal benefits. Undocun~ented 

- - 

Send proof of immigration status or an INS 
receipt showing lhat you applied to replace 
a lost document. Many immigrants rnay get 
full Medi-Cal even i f  they do not have a green 
card or ~mmigration docurnenr. Copy both 
s~des and send proof now or within 30 days 
of appl~calion. I f  yo11 do not send this proof. 
you may still be eligible tor emergency or 
pregnancy related services. 

Do not give immigration information about 
people who are no1 asking for Medi-Cal. 
Inform:~lion about immigration is private 
and confidential. 

Question 51: 
Tell us i f  the person is in a nursing facility. 
residential, or board and 
care facility. I f  you - - 
check "Yes." tell 
US the carrle of 
thc facility. 

Question 52: 
Check box lo 
shovr i f  each 
person has other 
health insurance 
coverage. 

You can get 
hlcdi-Cal and 
still have other 
hcaltti coverage. 
Medi-Cal niay cover 

immigrants can gel pregnancy related and v!hat your other health 
emergency sewices. ccvernge cloes not. 
*Y; 710 CLSl 
rr.c.~~nzrlr n. , GO TO PAGE G b 
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(SECTION 7) Continued 

statistics only and has no effect on your eligibility 
for fvledi-Cal. TI19 person who wants h4edi-Cal. or the 

spouse of the persorl who wants Medi-Cat 

Question 53: 
If you check "Yes.' Medi-Cal may be able to help 
pay some or 311 of llre paid or unpaid medical costs 
you in the months you applied. 

Question 54: 
Check "Yes." if any 
person has filed a 
lawsuit because of 
an accident or injury. 
workers compensation. 
or car accident. 

. - 
Question 55: 
Check box(esj to show 
i f  sidividual. Spotrse or 
parent of ind~vidiial is 
or was i r r  Itle U.S. 
M~lltary. We are asking 
lor this inforomlion to see l f  you can get olhcr 
services or benefits. 

Question 56 (Optional): 
You can choose to enter the Ethniclty (race) 
for each person. This information is used for 

Question 57: 
Check box to show if is in school. The 
earnings ot a person under 21 years may not be 
counted i f  the person is attending school. 

Information Release (Optional). 

Question 59: 
Check "Yes." and the local welfare office will 
send Ihis application to the Healthy Families 
progrnrn r f  one or more of the family members 

applying do not quslify for the Medimcat program. 

The tieslthy Families Progr:rrn provides 
compretii?nsive health. dental. and vision 
cover3ge. For further information call 
1-800-880-5305 or visit their website at 
www.healthyfarnilics.ca.gov 

Question 60: 
I f  you 1111 out this item yotr are telling the local 
wclfare oflice il IS okay to give information about 
your appllcat~on to the person yo11 have named. 

(m) 
Signature and Certification. 

f Who can sign this application? 

Question 58: 
Tell us i f  the person is living away frorn home, is 
avmy at school. or oirl o i  to~vn ~orkirrg. 
V,: : o  cvpr 
:t:rIPVlFhS 

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

Someone acting tor the person who 
wants Mcdi-Cal when the person IS 

incompetent. in a comatose condition, or 
suffering from amnesia and thcre is no 
spouse. consewator. guardian or executor 

I'ersons 1.1 to 21 years old if they are 
not liv~ng w1tt1 a p:~renl. caretaker relative, 
or foster parer11 

Persons 14 lo 21 requesting Minor 
Consent Services I 

Question 61: 
State and federal laws require your signature 
on this applicstion form. Your signatilre in this 
sectiori inc!icales that your declarations and 
ans\vers are tri~ttiful and the doclrments 
you strbrr~it are true ancl correct. 

B GO TO PAGE 7 L) 
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I 

I Medi-Cal Confidentiality Notice 
Tl~c inforrnntion given in this npplicat~on 1s private 

; ~ r ~ t l  corlf~dcntial under Wclfarc ant1 Insttlut~ons 
Coclc 14100.2. 

The inforrr~:rlion will bc disclosed only in 
accordance vritli those laws. 

Medi-Cal Rights. Responsibilities 
and Declarations 
I have the right to: 

Be Ireatcd fairly ;fr~d eq~rally regardless of my 
race. color, relig~on. rl:~lional origin, sex. aye. or 
politicnl bclief~. - Ask lor nn inlerpreler. 
Ask for a fair Iieallng i f  I tltir~k a dccision on rrly 
Mucli-Gal case is rrnfnir or wrorlg. I rntrsl ar.k lor a 
tle:trirlg within 90 d3ys after I get i r  "Nolice of Act~on". 
To frrtd orrt aboul Fdcdi-Cnl fair hcarinss. 
colt toil-trce. 1-8110-952-5253. 
A !ace lo-face tr1lc~;i~:v. 
Revisw rvledl-Cal progtam rulcs nrtcl rnar~ualn. 

I have the responsibility to: - Heporl any clmnycs w~ttltrt I 0  days i r i  the irlforrnatiorr 
I g ' ~ e  cn 1111s appllcntion. - Let local c.elt:rrc otficc. know if a Inmtly nicnihc-r 
npplte:: for disabil~ly ~CII~IIIS: is in a publrc tnstit~rlion: 
or gets nied~cnl care !or any :~cciderit or tnp.try c:wsr.cl 
l ~ y  smother persori. 
Cooperate if my case 1s rcvtcwed. 
Apply for ~va i l ~b le  ir~come. 
coop era:^ wilh npproprrate paternity dcterrr~~inst~ons 
and medical support ertforcerrrent etlorts. 
Assign:nerrt ol rights to rnedicnl  upp poll to Ihe 
Stale 01 Callfornts. 
Cisstgn rights to thi~d party rnec!ical s~~pport to ttie 
St:lte 01 Californi;r. 

I understand that - As a condition of hqerJi-CzI ctig~b~lily. :ill rights l o  
rntxJlcal support arc autornaticnlly asslgnccl to the 
State 01 Calilorn~:i. - I f  I purposely do not give needed facts, or i f  I give 
false facts. I understand benelits may be clenicd or 
eridcd :):id rcpayntcnt may be rcqtrired. I nlay also 
be invcr.ticjalcd lor fraud. 
Persons I am zpplying for arc r~ot in jail. prrsorl. or any 
o:her corrntionnl f:lc~lily. 
After niy death. I t ~c  State has the rrgttl to seek 
r?p:rym!nl fronr nly estate for all l'sledi-Cel bencf~l-, 
1 receivcs ntlcr age SS urllcss I tt:tve n suwrving 
spousc. mlnor ctlrlrl(rcrt!. Ol~rld or pet m:~ricntly 
:~nd tolnlly cflsabled chrld(wn). 
I f  I nni nclmltted lo  n nrrrsirip facllily and I have no 
irilcnliorl ot returrling lo rlly home. the St3te may 
itnpose 3 lien ag:rinst rny prcrf~erty. 

I Medi-Cal Privacy Notice 

Tt~c lnlomlation Practices Act 01'1977 and tlie Federal 
Privacy Act require the Deprrrtrnent o l  Heallh Services to 
provide Ilic following inform:llion: Weltere and Institutions 

! Code Srctlor~ 1401 1 and regulations in l"1l1e 22. CCR. 
require iipptic3nts for Ihe Mcdi-Cal progr:lm to pro:,ide 
llic clrgibility irtlormal~on rrqueslcd in this application. 

'rha in!ornintion rnny be s1iol.c.d with federal. stale. and 
Imnl agerrcles lor purposes of vertlylng eligibility artd lor 
cther purposes related to Ihe ndmiritstration of the 
Mcdl-C:rl prograrrr. Including conl~rmatiori with t h ~  INS d 
thc ~mrnlgration slatus of only tlrosc persons sceklng l l r l l  
scope Medi-Cal benefits. (Fedcral law says the INS 
cannot irse !he inforntotion for anylhing else except 
c:lscs ol 1:aird.) The tnforrnat~on vrill bc used to process 
chinis and make Benefits Identtlicotion Cards (BICs). 
Failure to provale t t : ~  requirecf information may result 
i r i  denial of the :~ppl~cation. 

lnlorrnalion required by 
lhis lor~n 8s rnariclat~ry. 
with thc exceptton of 
ethnicily ~nforrnalion. 
:J~c! any otticr ilem 
rnorkcd voluntary 
or opllonnl. 
Social Sc'cirrity 
N~r;rll?ers art? requlmcl 
by Scclron 11 3i(a)(l) of 
ttiu Social Security Act and 
by Wclfnrc ar!cl Inst~tulions Code 
Section 1301 1.1. unless applying 
lor erliergency or' pregnancy rs!aled benefits only. 

An individual has a r i g h t  of access 
to records containing hidher personal 
information that are maintained by the 

Department of Health Services. 
080...~O.~~.....b~.~~OO~b 

Contact your local welfare office 
to request your records. 

--- 
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Grny Davis 
Govcrnor, Slalc of C~lrfornia 

Cnntland Johnson 
Sccrctnry. California Healtll 
and Human Scrviccs Agency 

Diana M. Bontii. R.N.. Dr.EII. 
Dircctor, Calilorrrin 

Dcprvtment of Hcaltl~ Scnr~ccs 

06 z,-..,. g 

Provided by the State of California 
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n 

ADDITIONAL CHILDREN 

= vr. x ~3 1- ~ c .  m I - I I 
r amr B nnm. I: CTJY:I ~ r m i  (4 

I 
- ue0c;ncuppm j YES ND . 7- - .  - -we 1 h.%ml 2 uw?rm.u .= 2 ; 

:mm: : name Chle h n n q  n wmc Hrd#&I.~q-- - 
2 ~nIKnm.1671.dndcu0cp.7 . 

3 Ye: - - NO . . 
D Dulc's ?arm: (:as!. a&. L7g:l J 'tm:cm' Hen~on.rp lo a-s 

SCC.~I S..WW? nmmiff: III -LW 52. - . I  . 
;. rn r, 2 W a c  : Fmm 

n-7:r: cr bxlc 1m3cm 8: Ovc. I: DR. 3~rm S n C  a O e 7 W d  Rrgrun - 3 7- Z m  . - v -  Z -  
r 3%: % =~I-v 1% CCM =I! ( / I  M O ~ W I S ~ ~ ~ ~ ~ ~ V E S ' : ~ * F J ~ .  . 

3UouJ.A Ctnuprnrw~X.im c.-.4rc zCI\z, , 
. . 

' . '"' .. .., .: 
W ~ Y ' E  n m .  Chid ilrrirq m KM. /Tad. C B I  mxax%d 2 m,, 1 ~ 2 r  &&ao&.? .?.; 

-3 Y.-s , - - . .- rro .. - 

(SUPPLEMENT TO THE MEDCCAL STATEMENT OF FACTS--MC 210) 

IF YOU HAVE MORE THAN THREE CHILDREN. LlSTtfERE AND GNE THIS  FORM TO YOUR WORKER. 

C Chld > 1 .,I?*. [:.%I. zMCIC. 155:) 0. 'tn.IXm' 

-,I :r.eunly n:mw 
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SKCII Scrney man& 

~?PX~IC C-I a,lu MDD~ B L~U: 

+ m e  . . . .. .'. 
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w~Ld.En'J.2 !O 33GWrl 

- - 
hsrroOr SCx - In\ - -. 1 m -. k t *  : r m t k  
IZ LY: XI.;OOCJIRC or amom tfit.qran 

. . 
& z d  

k c  i3 

.. . 1 

ea:d:,:,- o' J:,x.~~.wII r: cw I IS w ~rr-- L ~ I  Q OS>B;<C I.%-* 

k.'l:lonsllm a a.wc.w 

In YJYJd S e n  

5 v n  ~m = wnle 7 ~ m h -  

=;N 

. .:a: 

. , 

n., 

P 

. .: 

w rSN 

. 

!- 
Ln* m*l 

LIC. I1 





MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

NIP;IOS ADlClONALES PARA uso DEL CONDADO 

(SUPLEMENTO A LA DECLARAClON DE DATOS DE MEDI-CAL-rJIC 210) C- -nr - 

c.r* mmc-. 

SI TIENE MAS DE TRES NINOS. ANOTELOS AOUI Y DELE ESTA fORWA A SU TRABAJADOR(A) - 
A h-br dad nrhO Inom3rv. mcbsl. ap:.I!#03) 0 'm .r.rrr' I r*:,r#.n:vr;o col 4.4 solr.:anlc 

- 
.'rm~~ a+ h u t 0  : u n l  1 ,,A-,IL!C .I I.: c:L~I-IJ~ 1 : rzc  

--- -y!.:z ; , ? 

D Nomsr drr nlM :M~PI.. ~ogtJ. :tp.l:eo) o 'm KICCI' Parcn:r-a con CI -d~:~nlc  D c n l  _ _ 1 ,+- 1 ? MCI 13 
Numoo del L<9ulo *a1 L)...a9? a t a  t7 .~1t l . r ! '~  S e a 0  

1 3 S l  
- 

8 ::o - 0 Haw :7 Frsa 
FCCIU ee nacmrnto o t c ~ % t  cn 01rc >c rsXr.n %ICL*:~ PI I7:a I ,E$u h wrrora om> 0 nmt- 1 ,.EPJx~I;L'JLL~.I 

Md;ldnY Ss 3 h'oi Fs 3 No 

Nmnrrc act p~crc  'E;LV cu.lguwa a! w. lx~?I:s :/! :adul sww n U YES 5 xo 
-- Nuen J trGm8C.h L--* -J ~ ~ ~ ~ : ~ .  . 

N W ~ U ~  cc u waelr L V l v ~  CI nlh3 en rl r-n 1 ,.:o~ea m a ,  
-3 CA 2.1 

- 1 NO: m  10-71 SnC lu dcv.7 
3 N* 
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I 

PropertyIResources 
(Supplement to the Medi-Cal Statement of Facts - MC 210) 

Pleasc i l l1  in the lollowtng. r l  you arlcrvercd "YES' lo  cerlirrn Propcrty/Resourcc questions l rom t l ~ c  Stalemen1 ol 
T;icts MC 21 0. 

rd.mre ol Owncr . . 
Docs :tnyonc llvr Ih~rt? now7 r: YCS U NO How long have Itley I,vvud lhcre? 

CI Ycs 0 NO 

I:: Ihr: prvpcrty currently 11::lcd lor z:tlc7 DY!!S ONO 

Full vnlua ol popvm (tron~ lax Sl;~tcnx?nl) S Amount ovrcd. S - 
Hcnl collcclcd each m n l h  lforn pror~eny S -. .- 
Expen-ses on ~ropvny 

S VVI..*,-.N* Incurancc S >ra*t)Mmmm 

I:rr?:: and A$s~-bSnk:nl~ S u..,~r.nwuq Upkeep 3 r d  Rcpalrs 5 i-.nn,wmua 

S \ . . . " m l ,  

6. I1 you or m y  Iamr!y membcr nn:.bvcrcd Y E S '  lo Ihc Irtc estrrlc propcny gucslion, plcasc 1111 rn Ihc 
:rddrc~s ol Ihr: propcny tclox. 

--- 
Do yorr or any lornily rncmbrr havc :an rncornc IIIIC~L'SI 111 R laic ~.51nIc7 [I Y c s  ;I No 

b Ihe lilr C~I:I:C (producrrr~~eamrn~plo~~~d~r~~~g~i~~) incorncv n YCS CI ~o 
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!I ?o:, c: :::iy : , t ~ ' : ;  r..-rbf I ;IP.:.WCI~-~I ")'! .?- IG gnnlnc OIF or nvrc a: f>i. !iCmT :I the irL!+iCLE BCC~IO~! 01 
' 1 .  Sl.~icm#-ti: c.! ?PC::. Ell(: :'lCl ! I1 :rl in.. lr~::~.~~~:;:; ~r:!u!rnr11~0ti ir3oul C3Ch VC~ICIC. --- 

COUNTY USE ONLY 

-.- -... - 
0 Vcr~:catmn 01 11~11crc~~1  

----- '3 Verl:lcllai nl cnumlxoncc 

--..- 
- 

-. 

-.- . . 
a I 

I 

rn 
W 

6. List any Doals. campers {do no* rncI~:@:a- l!ur.Lcj. mc:5: :10:1rc5, or :r;#llc.l:: v:l.!rP, a:.. no1 115c:f - C vcrcrolm 01 pc;sonul 
X 3s n homc 3nd are nrsl I.?,.,% :I: !?.I! p10pcC.1 bv lnc mcrilv orcp2q 
W 
> 

Orvnrr 

- 
- 

- - -  

- 

i 

Note: I1 yo~r  lhlrik :h:. v:,l~n~ llrc Qcpat:nrc~rrl of Molor V..l,n 1r.r ::.111 GW. Ihi. r:i::~, :lb:ctl rr: A .!PC! ,R ?;all pc 
Iw hlgh, you m:ry gc: 0 : r r r  ~WIJIS:I~S CI: :!I< :IC:II:II ~-JIvc. and 1h.n s\.r!;r~;!~ vdlll bc ~::.rd 
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3 

----- 1 Ye!: 1 - i - , N O l ;  1 4qlf3 i5ce"~l"cs- 

E 5c:npl ------- -- -- -. - --- - - 

- 
II yo11 or any fnrcrly mprlihrr .rri:..n.r~rr.rl "YES' lo osr:nirlg rlcrns in llrc OTtiER or BUSINESS scclivn 01 l l lc 
S::rlc~rnrr~l 01 FJCIS. t.4C 210. plr.;l::e !JIVC rnorc dt:l:rrl~;t ~ r t lo r r~ :a l~u~~ .>Imtrl t h o x  )!ern2 larc. 

-- I 8. II you Or any lanilly n w m m  r m r L ! l N  " Y E h  lo o~-;rm~r~~hb irrrurmncc. you must I. ~n I l l ~ !  b i l~mmg,  I 

' I  

----- - - --- - .- - ..- 
Verso* lnsurrd 

1nsur:lncc Cvrnpanv 
Policy Ownrd By 

--. -.--.--. . -. -- - --- .-- - 

I I 

I I## d C:.V 
C. I t  ynrr fir nny h: r~~ l ;  tTtPn1bc.l answr.:cd 'YCS' lo ob*:rilny onc or marc ot 111e lollow~nq: 

A. If you or ;rrly 1,1rr11!y rr~crr~ba:r own ttcms @I jrvdcllv v;~ltrcc! .I: rrlorr? tJi.rn $100 c:tcti. 01 :rlc ;tpply~ng 
undcr Ptcklc* 3 rd  your 11!:1nr. ;1rc ovcr ESGO, yo11 rntr:,; l r i l  in Itte Inllm-ring: 
(Do no1 include v~cdcling. engagcn~cnt rings. or heirlooms.) --- ---- - - 

--;i:cd lor SJIC? 
Description 1- -- 1 Amount 01vcJ 

csv .. 

C O U ~  

Iicirloom? -- -, 

1W;rl Norwx~n~pt 

I I I?~rr~;rl plol, u;rul;. or crypl. is I: lor usc ol ~mniudtulc lamily" 

[ or 2. rn~ncral 11!1h19 or rn!nlnp cla~ms. is e~lhcr l~slcd lor m!c? 7, YP:: 

( Please g~vc more dclal l~d mlorrrialron. - s- 

( Orvncd by: - -.- --.-- . ---. . I 

J 
D. II you or ;Illy lorn~ly nrcmbcr nnsvtclccl "YES to ou:ning a burral rcscrve or Irusl. plcase 1111 I:) It10 

:ollovrrng. ---- -- -- 
Purchasrd 

For Whom From Whom -- --.-- -- 

@> 
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S -- - -------.- - -. .-.--- 1: I C s I -- -.. . -- - -  - -- - -.-- - -.------- ----- -- - 
i s I S 

II yo11 or any I%nr~ly ln(.n~bcr :~n:.rvcrt:d -YES' lo vwntr?y one or nlorc 01 Ihr lollow~ng Iypes 01 bus~r:cs:. 
rlrrn!.. e~u ip rn~n l .  vfbhrcIes. ICIOIE. lnvclllory or mirle:~:rls (incl~rd~ng llveslock clr poirllry no1 lor persnn;rl 
use) you mvsl ~ ~ : v c  rliolrt delarlctl ~n~lnrm;~tron hy lt!l~ri!j n I11p lo l lomr~~. 

U) 
II) 
w z 
V) 
3 
m 

e .- -------- - I 

-- -- - .--- -- ---- -------- ---- 
Descriplron of llem 

I 

~ s l i r n ~ ~ ~ l  Amount 
Value Ovrcd 

I s s 

j s  
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Pv?.!EDI-CAL U-PARENT DETERMINATION 'NORKSHEET 
(To Bc Complclcd By CYlD S:aff) 

n /rpplication dale OR S i ~ ! c  UP3rml dc;,::vatirrn bc~nn: 
b. To c&zS:i~h 2~-mon:h e.mincs w: i~d.  thnck mc2:h cr? c!nfllc- vach pa:rnl: 

t,lon:h nunbcr 1: sub:rilCi :wO ye.?:$ !:am line (a): .- - 

, --. 

. . ;'I 5 - - K %--. ; 
I... I oc:: . . .  

--- .-... ; . .-. 

Jv: -, 

r S *.- --! 

I Tc:al: s 
A r  

----a 

1 P~:cnl2's Earnings 

! . - -. .:.nu 

I 
- .  

9-: - --. --- 
- .-- 21% ---.. 
. . - - .JL+ -- .. . 
. .b.:-l -* . -- - 

K l y  . -.-- 

---_I-. +::.-- - - . 
*:,.> 

Tois!: S ---- - -- . 
! --.- --!s - .  ---. J::z 

L ------ -- - .. 
Thc pared earr:mg the grc:ilt.i zz:~.;:l: is :he W E :  --- - . -.--.- - -- - 

$h.wm n' P'.';r t 

Z Is :he ?WE working ICO ho!!is o: no:? a rnonlh7 :TYe- ,  : T K O  
11 -p:..- comp!crc :11c Unemployed Parcn: V!o:kshcs: {f41C 25). 

Noto: If lhc PWE Is 3 rcciptcnt O i  Scction 1S31(b). hekhr may cxcccd 100 hour, wr!h no c a m e  lncornr IcsL 
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VOCATIONAL AND WORK HISTORY 
P o  Bc Complc:cd Sj. AppliwnUBcnc!ici3:y) 

P~rcn t  Number 1 t.:.?::-p. - -- - --- 
List your ernplo)mcnt and 1:aininp history lor the last two ycnrs. Begin with your current 0: IJtcsl job or training. 

Parent Number 2 Name: 

Lis t  your employment and training history lor the tast two yezrs. Bcgin wilh your current or latest job or training. 

50 1 -59 
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Gross 
Nmnc 0, Ernploycr or 

' 

Work or I When Amouni 

' 
Traning P r o g m  h ~ n ~ n p  1 Emplowd 1 Monthly , 

L.  

J itax.y 

I, 

I 

Gross 
Knr 0, Emplop or Work or 1 m n  1 

Training Prognm I Tnining Employed MonIhly 

1. . 
I 

I i S 

--- I 

- 
I 

r.:- I I g Wo* --- 
5 

7 , I i --- 
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..l-.q., .no..rtrmr* . r : - t r . ~ - . . o . - . .  A,... . 
:-# m.--.< ..b,-. , ..,.. ", -. .-.I i l... 1 ..., 

INCOME IN-KINDIHOUSING VERIFICATION 
(SUPPLEMEh'l TO THE F.lC 210 STATEMENT OF FACTS) 

. . . . .- - - .-  - -- 
Cour~ly  U:;r Eox /.-ie.;E tICK!.l THE i;LLO';LI:E:Ci l : : i ~ ~ < M , i ~ l ~  TO DEiiii:.:iilB THE VILIJE I 

- . . 
i OF THC HOU.C.ltJW;iEi..T. UTILITiES. r'9oi-J OTi CL07Hii.X TI!AT YOU i\i iE ,m,..,:L,,, -. . - . - 
i L'ECEI1lINC> FACE CIR It4 EXC!iA:JCE FC>ji V!OHK 
1 L a - -  N.. -. - - - --- . 
1 , V l ~ * h - l K o  . . .-&:I. .--- I 

I 

' f<:lil>:.(:)~-.- . - , 

I ... --. -- -. ..-- . 
! :*dd:~sr.: , - --  -* - -,- - -. . . . ------ - . - 

i I hcrcby .?ulhorizr - . . - . - . . - - . . . - collrrfy IO con?.-zcl - , .- ...- --. -- . - 

I 
conccrninp any o: Ihc i1:lorn:.71ion r~qur*:;lcd br'lorv. 

I 
i I 

A~;)~Ic:I:I! S:~~:LI!IIIC. . -- Il.;lc,. . . I 
--A ---- ------.- - -.- - -- 

i 
i 'I ill!. pcr:.on(:.) rl;s:n~.d n tm~r:  ri.cc+~cr. frorn r;~ci~n:r :.l:r:i!y 

-. 7 

! ; 1 Hoz;.-i:i!.JRr:r~t ;J U~i;itlt.:. j f r d  I:'! Ch,:t~;rlc; C!  C:I:.~I 
1 T t l :~  i n ;  ['.I EICC ! 1 I:: r-x(:t~:s::~~ for -- - - -. -. . , . -.. 
! - Lr#'jt' 11.1Si' tl!:t'fl jVl7'~:fj:ri~1 !tl!.*.t' ;:l':IY. ?.lXl. -- - .- . . .-- - . - 

i - L'-vVt. I.X:NT.I lc> CO~!I:~:II- :<I ;!rf,vutr: tli~.zr* !lt-:r:c ~::.::l . --. - . 

3 T!IL' TOTAL : I):.! c! in\l:*;!*h~ltl ik:n.. .I: :):I. ntsr,*.,~.;:tidrt-*..: ::. I 
- 

I - 1 t1c. nrrrrlc: d {:c.cy:c i:! Ill! !lc~ll..,.~loItl ;I: :Ill. ;:k.vc. :1d911.-:. ::. -- -. .. I 
f.:y rVi:~lm:>:;h:p 10 Ihr j v rmr i ( r . )  1 1 ~ 7 i < * r j  :I!~V!. !::. - - - -- . . .. - ! 

. . . . . - -  -. ' 
I CERTIFY THAT THE 1NFORf:A TlON IN THIS SECTION IS TRUE AND CORRECT: i i 

I 

1 SiCM 9k?iYN 0 : L Y  IF Y W .  7 %  &:TL:CAt:I. V:,\Nl TO PROV:I?F :NiQFIL:kTICXr! -ViIi il;i:E !fQlJS:?!C. On R3!T  i';.i3 i 

1 10 A RELATIVE AS FV:DESCE 0; ;lESlt>T?:CY. PEiCGf YOU :SIGN. Y i X I  !.:lisT FILL IK 1::; K!lUb:?:(; I:.iOi<!.':s~i~~N ! 
1 Af CL;ES?ED AROVE. - -- .-. . - --.---- .- .--. . - . _ _ _  _. _ _ .  .- --. . 
1 1 ..+ ,:,-1- . ... 8 1  .... lnld 1Ih-11 :tlr- r:.!cr:rri.~lrr~:: I ;vcr..:cj.- :I:; c.:.i:!r-rtr.. o! rcr.:dt.r:r.y ri::!y ! h a  SI':;!II-~ L J ~  cc,uiitp cat e.I:~l~. t.::~p!oyu:r:: 

procc:rirlq I:* :l;pl:rliion i :I!;II~.- in m~p"a! : .  ~r!ll :~:ly rlcll i-tnpluycv KI L18 V~.II!IC:IIIO~I U: 111i.. ~:~f(r:m:tb~: 
! tt,*rcby :iult~~,:i:c :~:vy cc,~rr~ly o: :::.I!!* ~ r ~ t i d o y ~ t :  r!r.p<::15:!,1~- f c x  ,~tj::iir:;!Jc:irq lilt: P.?cd~-C:ll ~:cI~~:I!:I !O ~Oll i . !Cl  

. -- .. . cc:ar.rrlr:iq :r:ly of iht. ~;~lnrn~::l~r*~ prcwiJ,.d n k ~ v t .  i i 
i I DECLARE UNDER PEt;ALTY O f  PER.;IIRY IJiJDER T!tE LA1.:'S OF THE STATE OF CALIFORNIA THE1 , 
: I:JFORi.!ATiON CONTAINED IN TtiiS S i  ATELiErJT IS T2llE.  CORRECT, AND C0F;iPLETE. l 
; ,2;q,l1r:rnl Ril;::::!rr:c. - . - - - .  . -- . . .. U:111- . . . - - . -- . . -- -. . - - - . - - . . - - . .. -. -.------ . - -- 

I 
V ..,P:.,..'..,l 
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'I 

v - + ~ . - ~ I s  .,..- 
INGRESOS - NO EN EFECTIVO~VER~FICAC~ON DE VIVIENDA 

(SUPLEtilENTO A LA DECLARACION DE DATOS MC 210) - --- - ---- -- .- .---- - -----. . ---- -. . - I - .  --. - - . ____  __ _ 
I Pan Urxr dcl Condado , ! Ii.FCCSi ;,\.%3S LA S!BIJIEt:TE I'.IFCRA:AClOh' PZ\R/: DEiEn!.ti~:;\3 C I , , - , - -- - - - -  - - 
' v;.: G;i :>ii ! A  ~l~l~t.l[):&':,~Ql'::Er?. SERViCtOS PLlfKICOS Y a 

C.'.J'KJlr=.. - - -- . . . , . _ . . __ ; h:!j?.'ICil'C,LFS. MIldEh'i'CS 0 iiOi'ir OilE USTEU SEClEE GRA7IS 0 A 
: CAh13lO l)E TR~~f3:irO. 

I 
, <.I.-P so. -. ., . . - ..-- . - . 
, a.;m.*. PXa . --.- - --. - .-&ct- - , . . - ! i 

' ---------.- ..-. ---. I 
i 

1 !);l!.xo:1. -- - --- - - . - -- - --.- . -..- . i 
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

IMPORTANT lNFORFdATlON FOR PERSONS REQUEST1NG MEDI-CAL (Continued) 

14. Lower my sharc of cost by providing pas1 unpa~d rned~cal bills (Ihal I still owe). 

15. Reduce my property reserve to wllh~n the Medi-Cal propecy Irm:! by ihe last day of a monih for which I want Medi-Cal. 
including the month I apply and to be loid hcw I ntsy spend niy excess property. 

16. Divide countab!e (nonexempt) community (MY SPOUSE'S AND MY)  prcipccy by written agreement into equal shares of 
separa!e property rf ether of us enlcred a long-term car? (LTC) facil~iy before September 30, 1989. 

17. Keep a certain amount of countable separate and conimunrty property rf I enter an LTC facility on or after 
January 1. 1990. My spouse and I have the right to be told the amount. 

18. Have a state hearlng 11 I am dlssalisfied wilh an aclion laken [or no1 taken) by the county welfare department or the State 
Departmenl of Health Services. excepi aziions rela:ing lo the HeaI1:i Insurance Premium Payment (HIPP) and Employe: 
Group Health Plan (EGHP) programs. If I wan1 a slale hearing lo appeal :he decis~on. I must ask for it within 90 days of 
Ihe dale the Notice of Action (NOA) was mailed lo me. If  I do not receive a NOA. I must request a hearing within 90 days 
from the date I dtscovrr Ihe action (or ~nac~ion) r>lth which I am dtssallsfied. The date of discovery is the date I know. or 
should have known, of [he acrlon. The best way to ask for a hearlng IS lo contact the nearest county welfare departmenl. 

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

1. Income received by me or any member of my family increases. decreases, slans. or stops. This includes lncomc from 
Soclal Security Adm1nistrat:on (SSA). loans. sedlements. or any o!frer source. 

2. 1 plan to change or have already changed my place of res!dence or mailing address. 

3. A person. inclufl~ng a newbcrri chrld. whe!he: cr !lot relaled lo me cr ir:)? ian1i:y. moves into or out of my hcme. 

4. An absent pzren: returns Lo Ihc home. 

5. 1 or a member of my famr!y grves bich. Seconts pregnaDt. or ends a p:egnancy. 

6. 1, my spouse. or any member of my farn~ly anlers cr ieaves a nurslng home or Zn LTC facility. 

7. 1 recelvc, tracsfe:. give away. or seli reai o: pcrscrrai property (inciudrng money) or when someone gives me or a member 
of my family such things as a car. house. Iisurance payments. clc.. ' 

8. 1 have any expenses that are pad for by scnleonu olhc: lhan myself 

9. 1 or a member of my fami!y gets a job. changes joSs, or no longer has a job. 

10 1 have a change in expenses relaled lo my job or education. (For example: ch~ld care, transporlat~on. etc.) - 
11. I or a member of my family becomes physically o: mentally Impaired so (hat Ilhelshe cannot get or keep a job (this would 

include a child In the family who may not be able lo set a job in the filture due lo  the impairment). 

12. 1 or a member of my farprly applres for drssbil~ly knef i ls  with the S M .  Veterans Adminrstrat~on, or Railroad Retirement. 

13. One of my children drops out of school or returng lo school. 

14. There is a change in !he citizenshiphmmigra!~on status of any family member applying for or receiv~ng Medi-Cal. 

15. Health insurance coverage for me or a member of my l a m 3  changes. 

I HAVE THE RESPONSlBlLlTY TO: 

1. Complete and relurn a status report by the date required when requested by the counly. 

2. Glvc proof that I am a resident of Californ~a. 

3 Make 2 declaratton about my c~lizcnshiplimml~:a!ron stalus. 
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MEDI-CAL ELlGlBlLlN PROCEDURES MANUAL . 

IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL (Continued) 

4. Provide an SSN !or myself andlor for any member of my family who has an SSN and wants Medi-Cal benefits. If I am a 
U.S. citizen. a U.S. natronal. or an alien in a satisfactory immigration status. I must apply for an SSN and provlde 11 to Ihe 
county i f  I do not already have one. If I need to apply for an SSN. I can get help from my eligtbility worker, bul I must 
work with the SSA lo clear up any questions or my Medi-Cal will be denied or stopped. (Aliens who are no1 in a 
satisfactory immigralion status and do not have an SSN can get restricted Medr-Cat without applying for an SSN if they - 
meet all the rules.) 

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

6. Apply for Medicare benefits if I am blind. disabled, have End Stage Renal Disease. or am 64 years and 9 months of age 
or older and eligible. I am responsible for telling my providers that I have bolh Medi-Cal and Yedrcare coverage. 

i) 

7. Apply for and enroll in any health insurance if that is available to me and my family at no cosl I have the responsibility lo 
remain enrolled in the health plan when Medi-Cal approves payment of plan premiums by lhe Stale of Caltfornia. 

8. Report lo  the counly department. and to the health care-provtder. any health care coveragelinsurance I carry or am 
entitled to use, including Medicare. If I willfully fall lo give this fad. I may be guilty of a criminal offense. or may be billed 
by my provider. 

9. Go to my heanh care plan (such as Kaiser. CHAMPUS.' or a Medicare HMO) for medial a re .  (FAedi-Cal will not pay for 
any sewices covered by the plan.) 

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

11. Go to a presentation. if presentations are given, and make a written choice. or answer if received by mail. about how I 

0 
want to get my Medi-Cal benefits. I f  I do not go and make a cholce, or choose by mail. my ellgible family members and I 
may be signed up in a Medical Heallh Care Plan near my home. - 

12. Sign and date my BIC when I gel it and ensure 11 is used only to get necessary health care for myself or eligible family 
members. 

13. Take my 81C to my medical provider when I am sick or have an ~ppointmcnt. In emergencies when the BIC is not in 
hand, I must get the BIC to the medical provider when possible. 

14. Report lo  :he county department when I receive health care services because of an accident or injury caused by another 
person:s action or lailu:e to act. for wh~ch Medi-Cal has been. or may be billed. 

15. Cooperate with Ihe State or county in establishing paternity and identifying any possible medical coverage I or my family 
may be entitled lo lhrough an absent parent. 

16. Cooperate with the State of California if my case is selected for revlew by the quality control review team. If I refuse to 
cooperate. my Medi-Cal beneftts will be stopped. 

I UNDERSTAND THAT: 

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

2. The fads I give will be checked by computer with facts given by employers. banks. SSA. Franchise Tax Board. wellare. 
and olher agencies. I will have the right to give proof to correct any facts which arc found to be wrong 

3. Aliens who are not in a satisfaclory immigralion status and do not have an SSN can get restricted PAedi-Cal without 
applying for an SSN if they meel all the rules. 

4.  Immigration slatus dala given as part of the Medi-Cal application is conftdential. 

5. Based on my income:l will have lo pay or be billed for part of my med~cal expenses before I can get ~edi-Gal. 

6. If I do no1 report changes promptly. and because of :his, receive Medi-CJI benefits that I am not eligible for. I may have 10 
repay thc Stale Department of Health Services. 

- 
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MEDI-CAL ELlGlBlLlN PROCEDURES MANUAL 

IMPORTANT INFORMATION FOR PERSONS REQUESTING IJIEDI-CAL (Continued) 

7. I f  I am receiving Medl-Cal bascd on disabilily and I apply for disability benefits from the SSA. and the SSA denies my 
disability claim. my Medl-Cal may be slopped. I f  I appeal my SSA denial righ: away. my Mcdi-Cal will continue until the 

. SSA makcs a final decision. If the SSA allows my claim, :hen my Medi-Cal beneMs w~ l l  continue. If the SSA docs not 
allow my claim, then my Medi-Cal benefils w~l l  stop. 

8. As a condition of Medi-Sal eligibihly, all rights to medical supporl andlor payment for medical services for myself and any 
eligible persons that I have legal responsibil~ty for. are automatically ass~gned to Ihe Slate. 

9. If medical support is court-ordered from an absent parent for my children. ;he insurance carrier must allcv, me to enroll 
and provlde benefils io my children without the absent parenl's consenl. 

10. If I aon't apply lor or keep no-cost health coverage or state-paid coverage. my Medi-Cal benpf;lls andlor eligibility wi;l be 
denied or stopped. 

I I. When I apply for Medi-Cat. I will be eva!ualed for potmlial eligibilily under olher medical assistance programs. including 
the HIPP and EGHP p:ograms. - 

12. If I ask a Medi-Cal prov~dcr !or any services not covercd by my non-Medi-Cal health insurance plan. I must give the 
med~cal prcvider a vfr~t!en statcn~enl from my heaith plan saying it does not offer the Medi-Cabcovered services. 

13 Medl-Cal providers cannet collect insurance copayment. colnsurancc. or deductibles from me unless the payment 1s used 
to meet my Medl-Cal share o! ccsl andlor ccpaymcpf. 

14. If I am adm~tted lo a r?ursing facllity and I have nd inlention of ietkning l o  my home. ;he %ale may impose a licn against . 
my properly. 

15. After my death. Ihe Slate has the rlght lo seek re~mbursement froin my estate for all Ikledi-Cal benefils 1 received after 
age 55 unless I have a suffiving spouse (during h ~ s  or her tiletime). minor children. bllnd or permanently and totally 
disabled children. or I; wou:d creale a hardship for my heirs. 

16. Afler the deal11 of my surdiving spouse, the State has the right to clam from the part of his or her estate received from 
mc. all Medi-Cal benefits I received after age 55 up lo the amount of propeny my spouse recoiyud from my estale. 

, am applying for Medi-Cal benefits from 

County bVelf2re Department (on behalf of )- 

' hereby state that I have reviewed the informa!ion o n  this form with Ihe county representative and that I fully 
1nders:and my RIGHTS AND RESPONSIBILITIES to have my eligibi11:y determined for Medi-Cal and to maintain 
.hat eligibility. 

I have explained to the appl~cant the rights. responsibilities. and other information listed on this farm. 
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

CS:C U3m - Cxe Number 

SUPPLEMENT TO STATEMENT OF FACTS FOR RETROACTIVE COVERAGEIRESTORATION 

h4y present urcumst3nccs. as llstrd on the St:rlcmcnt of Facts which I zigncd on . are true and correct statemcnls. 
i0a.l 

lo the best of my knowledge. for Ihe mmlh(s) of extepl as spcc%cd below. 
~ m ~ % . o . r . r w * * v l . n z M n h U I D r n g u a u o l M )  

. .. . . . . .  : .  (11 no change. wnle In 'NO cnsnge.') Oocumcnwtlon is needed lo verify an sources of mom and 
to supporl any dlflerence in property. rradence, etc. - 

-- - --.A- - 
Monlh: Month: -- - phh: 

Spccibi any ddlerenccs in: 
Amount ol income 
Kind of in~ome 
Work expenses 
Educalron expenses 

Circumsbnccs 

Number of perran: Imng ~n your home 

C ~ I I ~  a r e  I I 
Ail Personal Propee ~ncluding motor I 

I 
i 

vchides. box:. bank accounts. etc. 
(Lowesl bank account balances should 
be llsted for each month unless lhcy 
wcre exactly the same 3s the balancc 
11s:ed on thc SWlemeni of Facts. Lb! " 
drfferences or swte 'No change.' I 
Real Pr~perty (list dtflerences only or 
slate ' No charge ') 

I 

Checking: 

Savings: 

Chcclung: 

Savmgs: 

change.') I 
I I 

I un&r,mnd lh31 1 m8y not re1:oa~tvely spend my property down in order D reduce its amounl and there9y qualify lor kledi-Gal. 

I 

I undcrbbnrl th1l I may I%? asked to prove m y  stjternenls bul that Ihe counlv 1s rcauired bv  law lo  keevlhem confidenllal. and that il disutls!ied. 

Calilornij Resident 

OIher Insurance Covcnge Change 

I 

. . .~ ~ - .  
I haw 6ghl to a fair hear~ng I unCcrsland that if I delibentely make blse stjlementz or wilhhold informal~on. I M be proscculcd for fraud. 
S?F.IIJIC DJB 

0 Yes 0 No 

c Yes C No 

Olhcr (List difleremes only or slate 'No 

0 yes 0 No 

0 yes !3 No 
1 

I 

a Yes 0 NO 

C) Yes 0 No 

I 

The fotlow~ng person helped me lo fill out this form: 

SlgNhnU 01 W m  XI- trr JDDL- and rucJlm~rJqa (pu~dc~!~.  cuccrnl~. C L )  
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

WGUSH 
IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL 

PRIVACY AND CONFIDENTIALITY NOTIFICATION 

Sections 1401 1 and 14012 of the Welfare and Institut~ons Code allow cotrnty welfare deparlrnents to gel =earn facts from you 
l o  decrde i f  you. or the persons you represen!. can get Medi-Cal benefits. You must provide lhesc facts to get Medi-Cal 
benefds The information will be used: - 

1. By the county welfare department lo establish first time and ongoing Medi-Cal eligibility. 

2. By Electronic Data Systems (EDS) to process clalms and make Benefits 1denlifica:ion Cards (BICs). 

3. By the United S:ales (U.S.) Departmen1 of Health and Human Services lo make audn andt.qua!ity can:rol r e v i m  and 
vertfy Medicare Buy-In and Social Secur~ly Numbers (SSNs). 

4. To verdy allen slatus w~th Ihc U.S. 1mmigrat:on and fiat~rralizat~on Service (INS) only for aliens vrho claim to be lawfully 
admitted for permanenl residence or Permanently Residing in the U.S Under Color of Law (PRUCOL) or Amnesty Aliens 
wilh a valid and currenl 1-688 card. The information Ihe INS rcceivcs can only be used to determine Medi-Cal eligrbility. 
and cannot bc uscd for immigration enforcement unless you are comrn~tt~ng fraud. 

5. By mcdical services provrdcrs and health rnalntenarice organ~za:ions to certify e11g1SiI1ty. 

6. To idenllfy health 1nsu:ance coverage and take iecwery ac!ions. 

MEDI-CAL APPLlCANTlBENEFlClARY RIGHTS, RESPONSIBILITIES, AND UNDERSTANDINGS 

I HAVE THE RIGHT TO: 

1. Ask for an interpreter 13 he!p me in apply~ng fo: Me&-Cat d I have d~ficully In speak:ng or understanding the English 
language. 

2. Be treated fairly and equally regardless o i  my race, color, religion. natlonal orlgln. sex. age. or.po:itical beliefs. 

3. Apply as a disabled person if I lhink I am disab:ed. 

4. Be told about the rules for retroactive Medi-Cal eligibility. 

5. Apply for Medl-Cal an8 to be lold i n  wriling whether I qualify for any Medi-Cal program. even if the county represenlalive 
tells me during the ~nterview that 11 appears I am not eligible. 

6. Review Medi-Cal program rules and regulatton manuals i f  I want to quesllon the basis on which my elig~bility is approved 
or denied. 

7. Have all facts that I grve to Ihe cognly welfare deparlrnenl kept in Ihc strictest confidence and to iook a1 those facts during 
regularly scheduled office hours. 

8. Receive an lmmed~ate need card. when possible and eligible. if I have a rnedlcal emergency or I am pregnant. 

9. Receive Medi-Cal. as authorized. while my satisfactory imniigration status is being documented and ver~fied. i f  I am 
otherwise ellg~ble. Aliens who are lawfully admitted for permanent residence or PRUCOL or Amnesty Aliens wilh 
a valid and current 1688 card are in  a satisfactory immigration status. 

10 Be told ab0l~t the Child Health and Disability Prevenlron Program and the Speclai Supplemental Food Prog:am for 
Women. Infants. and Children, and to ask for help in recetvlng lhose services. 

1 1 .  Ask for and recei-ve information about the Family Planning Program and be told if I am digiS;e for lhose services. 

12 Speak to a social worker about other public or private services or resources that I can get. 

13. Be told aboul Me&-Cal Healih Care Plans that my famlly and I o n  join to gel a doctor and olher medical wre, and to 
choose Ihe option I prefer. 
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