STATE OF CALIFORMA~HEALIH AMND WELFARE AGENCY EDMUND G. BROWN JH., Governar

DEPARTMENT OF HEALTH SERVICES

714/744 P STREET e
VCRAMEINTS, €A $3814 s ks
{(918) &45-1912 March 12, 1981 )

To: All County Welfare Directors Letter No. 81-11

REVISION OF MC 210

The Statement of Facts, form MC 210 has been revised to incorpurate changes in
the Medi-Cal program. A copy of this revision, dated October 1930, is attached.
The form is already in use in some of the countias that have converted to the-
Simplified Medi-Cal Disability Referral System (SMDRS). This form will be avail-
able to all counties on April 1.

This revision of the MC 210 includes tha following major changes:

1. Question 3¢ has been added to gather information necessary for Social
Security Number validation. The Social Security Number Validation
nrocedures are explained in All County Letter No. 81-8.

2. Question 5b asks whethsr a person who maintains a home in another state
is working or looking for work in California. Theres are proposed reg-
ulations which would allow these persons to be eligible for Madi-Cal.

It is anticipated that these regulations will be effective in September,
1981. Until that time, this question has no impact on a person's eiigi-
bility-.

3. Question 9b has been revised as part of SMDRS. Those counties whe are
not yet using SMDRS for disability determinations should continua with
the standard procedures given in Eligibility Manual Sectiom 44, if the
client answers "yes" to this question.

4. Question 24 asks for information about self-smployment that is necassary
to determine if the property listed in this quastion, and if property
listed in Question 20, can be exempt as business property in accordance
with Section 50485.

5. Question 27 implements Section 50554 (MFBU regulations) which allows
AFDC-MN and ML persons a deducticn for child support and alimony.

6. Question 30 {and part of Question 8} ask for information regarding any
funds a person has paid toward the cost of health care received in a
month for which the person is now requesting Medi-Gal. The question
is part of a planned process being developed to ensure that Medi-Cal does
not pay for care which the applicant paid for or should have paid for
in order to reduce his/her property to within the property limits.

Until you receive further instructions on this process, take no action
on Question 30 and the portion of Question 8 involved. :
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7. Question 31 has been added to determine whether Medi-Cal eligibles may be
eligible for V.A. benefits. See Procedure 10J for steps to be followed
in completing and processing the G4 5. :

8. Question 32 implements Section 50816, which requires that Medi-Cal appli-
cants and beneficiaries must take any action necessary to obtain uncon=-
ditionally available income.

Because of the major chaages to the MC 210, we would like all counties to begin
using it by May 1, 1981 whether or not you have used up your entire supply of
any prior version of the form. Because of the current limited supply of the
MC 210, we are asking that each county order only a three month supply. addi-
tional forms will be available in June.

1f you have any questions, contact your program consultant at (916) 445-1912.

Sincerely,

Original signed by

Barbara V. Carr, Acting Chief
Medi-Cal Eligibility Branch

Attachment
ce: Ma2di-Cal Liaisons
Madi-Cal Program Consultants

Expiration Date: June 30, 1981
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Statw of Caliioimiar-ugith srag Veifare Ay Departmtant of Heaith Servics

INSTRUCTIONS:

Your sligibility wil be decided on the information you give on this forrm. Be
TEMENT OF FACTS FOR MEDI-CAL sur 10 read and answr every it If you neet sxuy soece for any item, see

page 9. -

if you are compfeting this form on someens siss's behaif. the perms

“applicant” and “you” apply (D the pereon yrxi ary applying for,

“Family member” rmeans apglicent, spouse, olicant’s or spouse’s children

PLEASE USE 1N under 21,
1. Analicant's Mame (M: First Mldcha ) . Y- * j i} ‘
COUNTY USE QNLY
2. Homs Adares Numter Strset Oy Zip Coge Came Mome:
- - Stage M ,:
Mailing sdaresy (f difterant Trom soows)
N N
Home phone Work phome MAwsiane DO Ferson with wisorm to laiv macoaee § Dowes
3. FAMILY MEMBERS ) ) )
3a. List voursaif and your spouse if he/she is in the home or Medi-Cal Is baing requestad in his/her behalf, Veri'ﬁcaﬁorz of 53 &
Nama i Birthdare Living With Meadi-Cal
- _(FIr, Mictie, Last) | gax ] {Mo/DayiYr.) Marital Status . pir; g Rma.r;mn.._,
Sapa ) Date W,
Saclat Security (55) Ma. Birthiplacy Single Marrisg { Divaross rated | Widowssd| You Na Yes Mo
1. Agplicant . - =
e L1
S5 W
Cate
2. Spousa
M e e et o —— . — e — ———  A— -.-l- — _l.— —
53 #
: Bata .
=0, Listall your amd your spouse’s unsnarried children under 21 {including unborns} Jiving in the home. Also list those out of the
hame for whom you ara requesting Medi-Cal, -
Parent is: Child Livieg Mexdi-Cal
In School . PARENTS . {7 {f aoolesi With Apolicant] Feq. far Thild
Sax . .
Father's Nama - Incapa | L.
o Yoyl No H Mntheeft;s MNarcw caed | Almant c?f‘tﬂt!d plpyeas | Yex Na Yy Mo
T -
e e R N T . A IS ERSEN S
55 # Piace
&)
2.
e S S N L S R S S
S5 » Placa )
12}
3.
e e A S S L I P B S
55 a4 Placs
{2)
4, )
_______ —-——— I R U, SN LR SR SRTU B ST
55 = Prace
i2)
3
_______________ . NS U SR JR SR N
5 e Placa
- 12)
>
e S I N L __ R S S SR
3G - Flace
N 7 o PN S -
A you or any family member use a différent name than the one listed above when each of you apphied for your Social Sacurity Number?
ves Ma {1 If yes, list narmes,

AC 210 {10/30} Fage 1 ot Q




IREMEMBER: TAMILY MEMBERS INCLUDE ALL THOSE PEOFLE LISTED (N 34 AND 38)

3 Camplete for perwns. fistedd in 3a or 3b whao are not living with you,

) T Name Maress

' therg BRyDne other than yols or your family members hsted in 3a or 3b living with you? Yes §J Y

- . ' tome . Relatiooship

are you or sny fsmily member requesting MediCal fiving or currently staying outside California?  Yes [0 No I fyes:
Date teft California Dare expested to return

Reason for absence:

. Do you or any tamily member maintin a home outside Califomia? ves [ No O3
1§ yes, sre you or sny femily member working or looking for werk in California? Yes O No OO
if no, axpiain why you are in Califomia,
Are you and all fatndy rhembers requerting Medi-Cal U.S. citizens? Yes [ No O3 1f no:
T = Wame of Alien T ap o anOn tNamber

COUNT Y USE ONLY

Hove you or any famity member aver received or applied for welfare payments, food stamps sndfor editst assistance fiem a
county wetare office or another state or have you applied for SS1/SEF {godd check} from Social Security? Yes 0 No L3 1f yes:

Datt bkt He-

faate 0f ARD. Piave of _ it no Feprron For
Maere Ot Personitl whis Axpied Foar O R t Agd Tyee ot Alc bhosDay/Ye., App. ) R Escomtinamas
SRR RARY YL i

t* you or eny famity member were mot. recetving Medi-Cal in the last three manths, did you or those family members receive any
medicai care? Yes {3 No OJ if yes: '

O Fau Wirh Wedi-

et wt-Patthn Rmeriving Medical Cart whetrth (1} of Care

Yes )

Sa. Are you of any family member requesting Medi-Cal:
€5 or over? Yes I No 3 if ves, namels!
Bling? Yes 1 Ne 3 tf yves, namels) i

b. Do vou or any Tamity member have a ghysical or emouonal problem which makes it diffici:tt to work or ke care of your needs?
Yes [ Mo L] I yes:
mily Memberisy |

Fype of Froblem{s) Begimning Liete of Probiemis) |

o For Thess Monthi

-
|

Poge 2 of 9

L Wrere raouired, dete CA G

signed

Lrate Went«€d

Reewwing or applied Tor
cesh grent or eci-Cal
srourcd Augast 18722 f
ves, eheck {or 20% 85
intcresse slicibility

4 morth continuing
eligilyitity?

5G4 gisabied?

Title i1 disregsrd?

30 + 1/3 eernings

exemotion?
Retroactive Application
Retro only 7

Retra and Cont. i
“Fayments redoted prop-
erty 1o within proporty
fimits? Yes T Mo [

) Verification of Dis-
abitity blingness (tist)

Evi.
U3 [risebility referral

Date Semt



10. Complats the following information about your livirng arrangements: COUNTY USE ONLY

1 Aent aroom, apartment, house or traifer
] Pay for room and board
L1 Work in exchange for room and board
"1 Racsive fres room
1 HReceive free room and hoard
[3 Live in a board and care facility - Verification that wil return
{3 Live in a nursing homa or hospitad home in six manths
Date entersd Date expected to retum home Yes U No O
£1 Live in and own/buying a trailer, mobile home, boat or motor vehicle which i3 not taxed as real property by the county.
Description: .
Estimated value & Amount owed 5 .
O Live in and own/buying a home or a trailer er mobile home which is taixed zs reat property by the county.
Assessedvalue S [from tax statement) Amount owed §
Land homa is located on includes mors than one parcel,.  Yes ] No (O3 If yes, complets 11,
Land home is Jocated on includes mare than one acre. Yes [ No [ MHyes, complets 11,
[3  Other living arrangarnents, Deseribe: .

11. Do you or any member of your family own sl property which you do not now live in [for example, Jand or buildings} or a
trailer or mobiile home which is taxed a8 resi property by the county and which you do not now live in?  Yes [ No [
If yes:

Description:

Address:

Verification of Income {list)
Cwner: . Usad in part as a bome Yes OJ No [

Full value {(from tax statsrent) 5 Amoumowed § . Rentcollectedeachmorthe S . Date Verifiea Ew,

Expensat aon property:

Inteeest S o Yearly [I Monthiy [0 Insurencse t s Yearty D Momhiy [

Taxes and Assessments % Yearly {0 Monthiy [J Upkeap amd Rapairs & Yearly 3 Monthly 3

Utilities & Yearly {J Monthiy [}

vyau or any family member hawe a lifs extate '{rjght 10 the use of} in amr property? Yes [ No [0 [ ves, describa:. i ] Revocable

{1 lirevocabte

13. Do you ar any family member own 2 motar vehicle (including cars, trucks, motorcydes, ste}? Yes [ No 2 If yes, list:

st For
Class Pmoual Transpartrtivn
Mayky 2md Mokl _Y_uv K rom Regisxrationt] Owner Crared Yoy Mo
A, ]
B 3
c 3
D. %
E_ . 3
14, Do you or anvy family meember own boats, campers {do ot include trucks) motor homes, mobile homes, or trailers which are not
used 25 a home and ars not taxed. as real property by the county? Yes [ No if yes, list:
Crmiy ddasens 1
Cinas Purchass Amount Traniportition
Dwtcriptiaon ‘I_n.lf {!! Rogirtarsd} Cryeridd Price Crowsd Yo o
A ~ % s
8. . 5 5
C 3 $
] $

NQOTE: If you think the valuz the Department of Motor Vehicles will give the iterms Histed in 13 — 14 will be o high, you may
orovide three appraisals of the actual value and the awerage will be used.

Page Jof 9
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!
) \ , » B !! COUNTY USE ONLY
16. Laet 2!l your zssevs and the bssets of el family members. If none, check the box marked “None®. H

- . FAMILY MEMBERS B
o CHILDREN
ITENMS E Applicant - Spuuse Name ; Name Name Hame
) Fora, b, ¢andford
a. Checks or money on hand or in S bncome in the menth
the hotse _ .18 S S 5 S 3 : inciuded?
Yes [} No 17 if yes,
amount:
b, Woney in checking account 5 s S $ b 3 s
c. Money in ssvings accounts, credit For a and/or b
unicns, or trust funds $ ) 5 s 3 & tncome frasm business of
’ setf-employment included?
d. Checks or money in safe deposit Yes [ No T7 if yes,
_nn: or held for vou _ % P g s S 5 amount:
I
e. $vosks or bonds L (See 24C)
imr e valuel s ) s s . . 5 __1s '
lvoder, marteage:, trust deeds, .
i sekes contraces festimeted
,_u....,..'“ar.kﬂ value) 7 s s 5 g S 3
n.  Othe: - Jtemize:
' . S 5 . S . S =
16. Do you or any family member have life insurance?  Yes [ No [ t yes, list:
Face
INSURANCE 1. Personlmgured | Value Date Curvent
COMPANY O Policy Palicy Cash
2. Poiicy Owned By Insurance Number issued Vislise
v ]
A 2 $ 5
L P
B 2 g 5
A ]
[ 2. By b3
17. Do you or any family member own 2 barial reserve or trust?  Yes L[] No [
i Yes, Purchase price S e Armount owed &
- s
For whotn purthased
From wiom purchased : N
18. Do yvou or any family member own a buriaf plot, vault or crypt?  Yes (] No £
For use of nmmediere farmify? yas [l Ne [

i for use of znyone other then a rember of the nmedizie family, complete the {ollowing:

Description o - Owned by
meted value § Amopunt pwed §
Location: f

Page 4 0f-8



13. Do you or any family member awn iterms of jewetry valued at more than 3100 each? (Do not incdude wedding and entagement
I yex, list:

rings or heirioons)

Yes [

No (O

Description

Estimated
Value

Amount
Owed

5

5

$

$

20. Do you ar any family member own business equipment, tools, inventory or material (induding livestock or poultry not for

personal use)? Yes 3 No 3 H yes, list:
Estimated Arnount
. Description Valie Owed
A % 5
B. S 5
c 8 b

21. Have you or any family member transferred, sold, or given away any property {including money} at any time since you first
applied for Medi-Cal or during the two years prior to that

Yes

Mo [

If yas, list:

Description of Item

Date of Transfer
Sale or Gift

Value

Armunt
Racnived

3

3

B

5

%

22 Do you or any family membar have any of the following sources of incoms, Chaek yes or no fo

amounts received.

r gach item and fill in the

COUNTY USE ONLY

Hairtooms?

Disposition of proceadi:

More: Feter to trencfer o
property recs in Title 22,

FAMILY MEMBERS
TYPE OF CHILGREN
Elo
INCOME - f = 1 t 5 use Marmar Mame: Martre:
Applican P Type of Caghy Grant:
Cash Grant {weifara}, e.g., S51/55P
{goid check) AFDC, GR or GA % 8 < % %
Social Security:
Type 3 5 [ 3 3 Veritication {List}:
Railroad Retirarmem 5 5 $ 3 3
Nonmiiitary Retirement or Pension % 3 k3 by b
Unermnplaymmse s 5 5 5 3
Dlisabitity Insurancs: Check anwe:
] Stat= ] Private s $ 5 3 3
Warker’s Compemsation 5 3 s ] -]
Vetersn’s Benefits including Gi Bil 3 3 5 s 3
Military Aliotment 3 5 3 s 3
Chitd Sunport 5 -3 $ % %
Alimony 5 5 b 5 3
Date Viaritied EN.
Payment fram roomers s 5 % s 3
Mor -rary gifts/contributions $ s $ 3 E]
Iav. . 2t income and djwidends 3 - 5 o % % !
. {ltamized
5 b 5 3 £

Page 50f 9



23, Have vou of 2ny family wember been employed at zny tine during this month? Yes [0 MWNo [ M yes, complete the following:

COAUNTY USE ONLY

A, 1. Working Member's Name o L Verifization {iist)
L2 Wame of Employer l
. o
_ Address of Employer 1
«, Daysof Work Per Week B Days i Days Days
5. Hours of Work Per Waek Hrs Hrs | ks |
6. How Often Paid tevery week, twice a month, :
every two weaeks e12,) l
7. Day of the WeekYou Are Paid
8. Gross (to1al) earnings per pay period {before
deduerions) (include tips). If self-employed,
wtite sellempioyed here and complete
No 24, ‘ s ] s
Deductions/Ex penses _iper pay period}
1. Federal income Tax g b3 %
2. Stete Income Tax g % 5
- - . - 1 ) Dizte weritied .,
3. Social Security 5 g S
__&. Mandatory Retirement g S 5
_ 5. Sue Disebiiity (SDI) $ s $
6. Bandatory Union Dues - g 5 $ i
', _Meandatory deduttion for meals 5 S s ]
. Coct of 100ls, Giothing, Hoernses 07 matenisls i
reouired solely for work g i
4. Child Care necessary for work 3 S & %
10, Orther {except transporiation) List: * Frarsportation cost allowet
; Ehpey Somputation)
. .. Transporation to Work and Tar Child Care,
2. Round trip miles per day.
b. Type &f rassportation used {own car,
somenne else’s gar, gat pool, bus, etc. }
c. Casts {per pay period]
— Ampunt paid by employee {if doesn’t use
W) LS e UG Y- DU S U S,
- TAmountpeidbyriders LS s . i
— Armpunt paid by ernployer Y |3 s
d. Cost per pay period for parking, tolls, etc. S 5 S
¢. is ppblic transporation (bus, train, e1c.} Cost - Comt Cost
availeble? ve: [ine [ s ves Cine U 8 ves [One DI §
24, Are you or any femily member setempioyed?  Yes [ o [0 i yas, comirete the following, Yimraheation
L3 = return
A Name of business: . 03 Heréress records
Type of business: i
e Verified EW.
Loeation: e it ffom
. - : : seifemmioyment:
B. Adjusted Gross income From Last Tax He Income Chenged If Na Tax Starement or Change in lncome: 3 _
Statement. Since Lsast Tax Starement | l,r?;
Estimated Yeatly Estimated Yearly aad
Yes Mo Groes Profit Bssiness Lxnenses
s . s 5
~ Cash On Hand For Business Money in Checking .
Accaunts for Business Awverage Monthly Cash Expenditures for Busipess
$ s S

Pape G of €



5. Do you or any family member receive any of tha following iterns free or in exchangs for work you do? Varification {list):
—_ - - g & h T
" .nt or hot_:sing Yes £ No (3 WHo racabsesi oM wWham
wh tras: From whorm: -
». Food Yes [ No [ © reee
. . wWh Fronn whom:
3. Utilities Yes O3 Mo O O oo "
3 v A x Gato VarifTsg ..
}. Clgthing YES D N{) D Who recetves rom wharm o Varifts
g, Are you or any family member in collsge or attending a simiar educational institution?
Yes {1 No_ [ f yes, complets the foliowiog;
Student: Eildunty Students
L. 1, Mame of institution
2. Status of student Grad [0 Undergrad. [ |Grad O  Undergrad, [J|Grad [0 Undergrad. O
R i . . V -f. - - :
5. Granis, loans, schigiarships, felowships erification {iist)
1. Amount received £ 1 3
2. Sourca{s) of grants, loans, etc. Data vartiie E.W.
3. How oftan recaived Exempt:
: - [ Entirs amount
I Expanses er Term L1 Only expenses
1. Is term a semmstar, QuUarter, year
2. Tuition/fees g
3. Books, equipmerit and supplies
; s Transportation costs aliowed:
4. Child cara nm fo schoal {Show computation)
5. Transportation to-schooi~child care
a. Round trip mites per day -
, Schoal attarded how many days
T per week
C. Type of transponatidn ussd {own
car, someane eise’s car, car poal,
bus_erc.)
d. Costs [per month)
— Amount paid by studsmt (if
. _ _doesntusowncad S _ 1 N S ]
— Amount paid by riders s 3 $
e. Parking, toils, ete. )
. 15 public transpartation (bus, Yes [ Cast Yes [ Cast Yes g Cast
train, etc.) available No ] 3 No I 5 T Mo 3

7. Atrorney?

Do you or any family member pay child support or alimmf under a court ordsy or based an an agresment with the District

Yes (]

camplets the following,

No_ [

Ampount Paid

iyes

By Whom

To Whom

___parent?

Do you or any tamily membar have heatth or hospitalization insurance, including insurance paid by an employer or absent

Yes [] No [l it

yes, complete the foliawing:

Caverage (Check)

Person{s} Insured

Monthly Premium Paid

{3 cHAMPUS

]

Veterans Adminismration covef-agw:
7 lincluding CHAMPYA 2 VA

outpatient}

[ Kaiser

] Ross — Loos

due Shialdg

s Blue Cross

. :A‘l Other ____

Wi |v|wlvle

tLF

Poge 7 of §



Ua you or amy family member have Medicare coversge? ves [ o [ Vf yes, list: . J

T , ' 7 Monthly Premium
Person Covered tedicare Claim Number  Deguetion From Cheﬁ&j Paid By You |
— . - -
A | Yes [ Neo [ Yes L No O -
- e - e - = Gate Verified ..

Yes [ Mo 1 Yes £ No O3
- _ Yes [ No 1 Yes L1 HNo (]

%) rHave \mu or zny femily member made a down payreent for medical care vou will receive in whe future?

Paynent used ta bring

Yes U No [ H YES, - property within property
Amourit of Down Payment I To Wham Made whedics! Care To Be Recsived timits Yes [ Mo [
1 wes:
?—ﬁ . . [ Notice to Provider
. - Have you or any famnv‘ Mfmber ever been in the military ser\.rsce?' Yes [ No [} cas O3
B. Ace you or any family snember the spouse, parent or ehild of a person who has been in the mititary services?
Yes 3 Ne [J cas O

27 Have you or any fzmil‘y member applied fcr of do you or sny family mémber think you are eligible for any paymentfs you zre
" not pow receiving? Yes [ Mo [ 1f yes, complste the foliowing.

Person Passibly Eligible Dare nf Application Pate Expected
. i - Mhosovth [0y [ eac Mhpeh {Ldare (Y ear

Kind pt Peyment

Sagiel Security-

isehility Paymeis

wereran's Payments

Anrmpioyment Benefits

Wwarker's Compensation

wedicsre

“mnding swit or _in;u-ranoe settlement ’ {rate of accident/injury
i _sccident OF Injury
«r: Describe

N JPLETE ONLY IF THE FAMILY INCLUDES CRILDREN UNDER 21
33 ka mnt Jiving in the home urempioyed or wotiing bess than TO0 houwrs per month?
Yes [ e O Hf vis compiete the following:

. If Umempioyed, Working Less in School Acrively Seeking DPete Began
- Last Day Worked Than 100 Hours Cr Training Full-Time Emplorrenty Geetig Employment |
Momih / Day [/ Year Yes No Yes No Yes No Momth [ Day / Year
M / ‘ ) ! /
B. Inthe last 36 days has the unemployed parent: ' ’
it a job or employment related traiming? ves [ No O . ) Good cause
Refused a joi: or employment relsted training? ves [ No [ Ifves explainwhy Yes 1 Neo 3

C. Rid the m:‘shpioyed parent repeive or was hefshe efigibe to receive unemployimen: insurance srnafits within the [ast 12 months?
Yes [ No [
Bid the unempioyed parent sam 550 or more or attend 5 days ot more of work teining in the {ast 20 quarters?

3, Yes [J No [ if yes, complete the foliowing:
(Enter tha vear and check the approprizte guertecs)
YEAR 19 - )} B 19— 19 . 9.

Jan. Ap-r. Sul. foen | dzn. | Apr | dJut. | Ocr | dan. | Apr. | dul. Oct. | Jdan. | Apr. § dul. 1 Oct. [ dan. P Apr. | Jul. | Oct.
QUARTER | grar. | sun, | Sep. V Dec. | Bar. | Jun. | 8ep. | Dee. | Mar. | Jun. | Sep. | Dec. | Mar. | Jun, | Sep. | Dec #ar_ §Jun. | Sep. j Dec.

~r

Vlore (raining
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-

34, Serviess {these guestions do not affect your eligibliity for MedhCal)

Age yau interested in physical examinations for any farmiby mernber under 21 through the Child MHealth Disability
Prevention Program? Yes [J No (O

Are you interestad in information on the Family Ptanning Program? Yes [ Ne U]

Are you interested in talking 1o 2 Social Services workar sbout other services which may be availabie 1o you?
Yes {1 Ne 1 if yes, explain:

35. Additional information, Pleasa give the item number in the cofumn 1o tha left:

BE SURE YOU HAVE READ EVERY ITEM AND ANSWERED ALL THE QUESTIONS.
READ THE FOLLOWING CAREFUILLY BEFORE SIGNING.

| declara under penaity of periury that the answers | have given are carract and trus 10 tha best of my knowl=dze,

1 agree to 2l the County Welfare Department within 10 DAYS if there are aay changes in my {or the parsen’'s on whose
behalf | am actingl incame, possessians, or expensas or in the number of persons in the household, or of any chaage of
addrass, and | agree to meet all other respomsibiities explained in the “Madi-Cal Responsibilities Chacklist” | have
received,

I understand that | may be asked 10 prove my statements, and that my ehgibility mav be subject to a quality control
review.

I understand that the county is required by law to keep all information { provide confidential,

¥ understand that if 1 am dissatisfisd with actions taken by the County Weifare Department, | have the right 1o a State
hearing,

' REALIZE THAT IF | DELIBERATELY MAKE FALSE STATEMENTS OR WITHHOLD INFORMATION, | (OR THE
PERSON ON WHOUSE BEMALF | AM ACTING) MAY LOSE MY MEDI-CAL CARD AND/CGR | CAN BE PROSECUTED FOR

FRAUD.

Signaturs of Applicant : ’ Dats
Sigmature of Parson Acting For Applicant Ratatiansimip Dats
?g:s‘aturn af Yizrress (H Apglicant Signed With Mark) Date
Signaturs of Peron Haiping A;—;:)—i::::nt Ca.-;w;:;;";orrn Addrwan T Bae

COUNTY USE ONLY E. . Slynaturs

Date

[CI CHOP Brochure Given

Date

[J CHDP Referral

U1 Sccial Services Referral
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