STATE OF CALIFORMIA—HEALTH AND WELFARE AGENCY GEORGE DEUKMEHAN, Governor

DEPARTMENT OF HEALTH SERVICES

7147744 P STREET
SACRAMENTO, CA 95514

Pecember 15, 1983

To: All County Welfare Directors Letter No. 83- 81
STATE CORRECTIVE ACTION INITIATIVE - MEDI-CAL CARD STUFFER

Over the past several months, Department of Health Services (DHS) has issued a
series of letters dealing with Quality Control and Corrective Action. This

letter is another in the series,

Quality Control (QC) Error

Medi-Cal beneficiaries fail to report changes in income, living-afrangements,
or other eligibility factors timely to county welfare departments. This causes
eligibility or share-of-cost errors.

Corrective Action

DHS has produced a Medi-Cal card stuffer which reminds beneficiaries of their
reporting responsibilities. Attached is a draft (Attachment 1) of the stuffer,
The stuffer will be sent to all Medi-Cal eligibles, with the exception of SSI/
SSP beneficiaries (aid codes 10, 20, 60), with their January 1984 Medi-Cal cards,

County Action

Because this initiative is part of our federal QC Corrective Action Plan, it is
necessary thal we have sufficient information to evaluate the impact of the
stuffer. Therefore, we request the county to evaluate whether the warning
-stuffer appears to cause an increase in the number of beneficiaries who report
changes timely. Please distribute copies of the attached evaluation sheet
(Attachment 2) to appropriate staff. - The- information should -then be
consolidated and returned by March 15, 1984 to:

Corrective Action Unit
Eligibility Branch

714 P Street, Room 1692
Sacramento, CA §5628

If you have any questions, please contact the Corrective Action Unit analyst
assigned to you. Thank you for your assistance and feedback.

Sincerely,

ORIGINAL SIGNED BY

Carecline Cabias, Chief
Eligibility Branch

Attachment

co: Medi-Cal Liaisons
Medi-Cal Program Consultants
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STATEMENT OF FACTS FOR MEDICAL
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INSTRUCTIONS:

Department of Health Services

Attachment I

Your eligibility will be decided on the information you give on this
form. Be sure to read and answer every item. I you need extra space
for any jtem, see page 9.
If you are completing this form on someone else’s behalf, the terms
“applicant” and “you” apply to the person you are applying for.

“Family member” means applicant, spouse, applicant’s or spouse’s
children under 21,

I, Applicant's nama {print) First widale Last
2. Home AdOTess MuUmbar Street City Zip Coage
- &
MEling agOress {if ifMerent from abowve)
Home Phone B Work phore - ————- ——- WMessage phone

Person with whom to isave mnsaga;ﬂ

3. FAMILY MEMBERS

24, List your'seif mdyourspwse if he/she is in the home or Medi-Cal is being requested in hisfherr behalf.

TNE e Bifthdat Livlng With M :
((First, migcie, last) | (Mo, ayf‘?r) Marlta) Status AR AL ngﬁl;s%:td
sin- | Mar-| Di- | sepa-| wig- B
Social Security (S5) No. Birthplace ghe ried |vorced rated |owed | wes | o] ves | No
. Applicam 1 ]
et e i A S
S5 M -
hd i
- { Date
S SpCuse F_.
S PR S R N A
S% Mo ; .
- Cate -

COUNTY USE
ONLY

X Case name:

State No_: >
App Jredetermination date

Verification of ide ntity

Date Ew
Verification of 8% Na.

1.

Date Ew

m(J'!.hh.l!\J

List all your snd your spousa's unmarried children under 21 (be sure to lis{f-driborn children|, Alsg, include any chilaren

cut of the horne for whom you sre requesting Medi-Cal or whom you claimpffé deduction for income tax purposes.

Tax Record verlfication

4

in Ta T Parent Is: Enie Divig [Maal=Cal Req.
School S PRARENTS {< 11 applies) wHh Aspticemt | for Chiig
i ) Father's Name - 1 AD. [incape | Unim-
Yes Mo | & “Mother's Name keased! sent |=usmed |moved | Yes | No Yes | MNo

(2}

{2)

3C. Did you or sny £amily member use & different name than the one listed zbove when each of yvou applied for yvour Social Security
number?  Yes [J No [ if yes, list names,

TITIO Y ey
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3D. List the names and addresses of alf persons listed in 3A or 3B if they are not living in your home,
Hame Address
Ik Is there anyone other than you or your immediate family members
living with you, such & roommate, housemate, or relative? Yes [ No O If yes:
Name Relationship

5A.

Are you or any famity rnernber requesting Medi-Cal living or currently staying outside California?
Yes [0 No [l Hyes: Dateleft Califomnia Date expected 10 retum
Reason for absence:

8. Do you or eny family member have a home outside California? Yes [J  No []
tf yes, are your or any family member working or looking for work in California? Yes [0 No T
If no, explain why you are in Califomia. .
6. ARE ANY OF THE PERSONS LISTED IN 3A OR 3B ALIENS? Yes i)
tf YES, compiete: e
Narree of Alien Alien Registration Number
o : Where required, date CA §
. sighed,

7 Have you or any family member ever applied for or received in California or any otherstate . R"r’:’""i““ or ap for
AFDC Cash Assistance Yes O No [0 MediCal Yes O Nodl . FoodSwmmps Yes O No O g Aot 19?5;311
SS1/55F Gold Chack veo 0 No [0  Other Wetfare Benefits Ve ‘0 - No O :f;“" chxkg‘;‘otr % St
If you answered yes on any item, cornpiete the following: T e incremse sligibility. i

o -2 '-| " Date Last Re- S
Nerne of Parsonis) Tyoe of aig | Dete ofﬁ{.&b .4 ceived {if no Reason For * ;?l?rb';;?:n?th continueng
Who Appliad For or Received Ald yee (Mo/Defy/ve) |~ =hpp.. longer receiving) | Discominuance oty
L {Mo/Day/¥r) « SGA diseblet?
s Trtie 1 disregard?
«30 + 1/3 earnings ex
: emgtion?
8. If you or any Tamily member were not receivin Med:-Cal in the last three months, did you or those . i»
~tamily members receive any medical care?  Yes s No T3 - 1 yes: zit-,;?mve appl
' IFayments Made | Do You Wish Medi- C
. . For Care Cal For Those Months| Retro only
Name of Person Recelving edics! _Care Mgfnh(s) of Care - ” o - Retro and cont. C
i“':? O wverificztion of disa:
SA. Are you or any family member rquestmg Med‘ Cal: bil itry'fbii:'tdness {iist)
Ehorover? Yes (3 Ne O I yaf*name(s)
Blind? Yes O No O if yes, namels)
B Do you or any family member have a physical or emotional problem which makes it difficult to work or
tzke care of your needs?  Yes {J  Ne [0 Ifyes:
Family Memberis) Type of Problem{s) Beginning Date of Problem{s) | Date Verifisd Ew
[ Disability ref-
- - . - . - Liste Sant
C. If the problem described in DB was caused by an injury or accident, are you seeking cormpensation O Referral to Medi-Cal

through an insurance settement or lawsuit?

Yes 0 No O

[8Co very

~ a3
vl

D {11/83)
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— Refit a room, apartment,

J Pay for room and board

£ Work in exchangs for room and board

1 Receive free room

L} Receive free room and board

T Live in 3 board and care facility

{J Live in 2 nursing Home or hospital
Date eantered .

o0 sboUt your living arTrangerments;
howsae, or traiier  $
' 5

Rent
Room and board

Date expected 1o return home

L) Live in and ownfbuying a trailer, mobile
property by the county.
Description:

heme, boat, or motor vehicle which is not taxed as real

Estimated vadue $.- Amount owed §
L2 Live in and own/ouying a home or a trailer or mobile
A d weiue § . ffromn max statement) Amount owed §
Land home is located pn incdudes more than one parcel,
Land home is jacated n includes more than oae acre,
[ Other living errengements. Describe:

Monthly payment §

Yes ) No O
Yes L1 No [2

home which is taxed as real property by the county.
Monthly payment §

If ves, complete 11.
H yes, complete 11,

1. Do you or any member of your family own real
ot buildings) or 2 trailer or mobile home which

not now livein?  Yes [0 No O If yes:

property which you do not now live in {for example, land ™~
is taxed as real property by the county and which you do

Description: .
Address: &
Owmer: Used in part as 3 home? Yes CI=No - [3-
Full valve (romtaxsiatament §.__ amount owed § Rent collected éach month €

Vrterest S “Yearty [J Monthiy O Insurance S§__ _ Yearly O Monthiy O

Taxesand Amessmants £ . Yeery [J Monthlty 0  Upkeep and Bepairs S
Utilities B Yearly [J Morthly O ;

— ' Yearly O Morthly O

Do you or any family member have a lite esta

COUNTY USEONLY

Verification that will
turn home in six months
Yes 1 No O

re-

Verification of propért;

Date verified EW

Verlfication  of  “pood
cawse” for unutilized Prop-
ey

Date Vartfisd Ew

. Verification of income ang

expenses {Hst)

Dz1e werlfiad Ew

12, te {right 1o the use of} m any property? - Yes [J No [ O Revocahle
If ves, describe: : P 0O irrevocabie
137 De Y2 of 3Ty family member own 8 motor vehicle {including cars, trucks, mowcycies, ex.)?
Yes 01 No [0 M ves dist: i R
Class Usag for
{From T Amount Transportation
Make and Model Y oar t:‘m) Owed ves MO Verification of nonexempt
vehicles
5
s Date Verifisd Ew
$
3
&
4. Do you or any family £ or {do not include trucks), motor hames, mobile homes, or trailers
which are not used as & home snd : fnrmfroperrv by the county?
Yee [J o O yes, liet:
‘ g TD”’V Me':' ":o"; Verification of  personal
sporta
Purchase Amount fansp property
Deseription Yoor | tered) Owner Price Owed ves Mo
’ S s J Cate Veritied Ew
s 5
3
% g
OTE:D Hf you think the value the Department of Motar Vehicles wiil give the items listed in 13—14 will be 100

igh, you may provide three appraisals of the actual value and the average will be used.

WCZIC [LI/e2)

Prye I ol 10



15, DO YOU OR YOUR FAMILY HAVE ANY OF THE RESQURCES LISTED BELOW?

Cneck each item. {f YES, explain below.

H COUNTY USE ONLY
I

. .YES NO _ YES NO !
A. Checks (2t home or elsewhere] |, | O ] 1. Notes, morigages, trust deeds For A 8
? ’ . , . B, C D,
2. Cash {on hand or elsewhere) I [ ] salesconuracts . ............, [ 0 Income in the "::if"i:
C. Checkingeooount . o0 <. an .. . Q W JoTrusttund . . ............... 0 O feluded? 2
D. Savingsaccount .. .l......... a a K. Stocks, bonds, or certificates [ Olvye O No © Fyes
E. Credit union account , .. .. .. ve O O L. Other resources which can amount: i
F. Certificates of deposit . ... ..... O ] be quickly changed into ‘
G Treasury bills _ . ., ... L. ... jm] O cash $
H. Money marketfunds .. ........ O O {specify) O i
For A, B, andfor C
e e Current Name and Address Account income trom business o
Type of Resource Owner Value of Banks, etc. Number Asot{-employment included?
- 2o Jves D Mo O ityes
$ L7 femount:
X . 5 : =
— e - s - i (See 25C) T
s ' Date Veritisg Ew
i6. Do you or any family member have life insurance?  Yes [} No [ 1 yes, list:
l 1. Person Insured \F,:;C:e iDate. | Curremt
- of Policy Palicy - |.. Cash’
insurance Company 2. Policy Owned by Insurance Number Issued =t - Value
.o L - k
) ) Taowl TSV 5__
A, 2 $ ] $ ol GV S
i. ' -

m
o

Date Veritind Ew

17.

H yes, purchase price

Current value

. i
= .
For whom purchased :
S ‘ Cate veritleg v
From whom purchased _ - ‘
1€. Do you or any family member own & burial plotf’- Yes {3 No O
For use of immedizte family? Yes [J Ne [
If for use of anyone other tha :Fnembaef—af the imm;ﬁiate family, complete the feliowing:
5
Description Owned by
Estimated value § Amount owed $
Location
19. Do you of any family member own items of jewelry valued at more than $100 each? {Do not include wed-
ding and engagement rings or heiflooms.) Yes [0 No [3  If yes, list:
Heirlooms?
Estimated Amount .
Description Value Owed Appraised value
1S
A S s J‘
|
B = s |

AT FIN M) SR

Page &
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- or p;:rgltw not for pef:sona{ urser)?i Yes O No £J If yes, lis1:

| COUNTY USE ONLY

|
|
Drisposition of procesds:

i
|
Neotre: Refer to wranster ¢

property Tegs. in Title 22.

-

Estimated Amount
Description Value Owed
A $ I3
Ta
” N $ $
- LS 5
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 [J No [ If yes,
ftst:
. - Date of Amount .
L. T fer, . -
* Description of Item sgfg‘r giﬂ— Value Received-
3 s s
22. Do you or any family member have any of thé following sources of income? Check yves or no for each
itern. If yes, explain below. Include Ioans, date loan received, and whether or not loan is repayable in
“Orther.™ :
A TYPE OF INCOME .
) Ya No [ Yaz No
Cash grant (welfare), e.g., SS1/55P Veteran's benefits including GIBIll ., .. .0 O3
{pold check}, AFDC, GR, or GA .. . .. 0O 0O o ] B
. Military retirement . .. : 1
Social Security: Le., Retirement, .
Survivors, Disability . ... ... ..., . i Miiitary allotment . . . . O
Railroad Retirement . .........c... O DI Cl‘li]dsupport,....,:':...l';_.’...-.... 0o o
t Qr‘.mi_litary retirement o pertsion e D [:] Afin"lony ...... ~_,._.’.- .............. L—.] D
Unemployment Insurance Benefits Paymetit from roomers . e SR [
WIB Lo 0 O Monetary giftsicontributions . . .. ... [ O
bility insurance: check one: " Interest income and dividends . . . . . . . . O 0O
.state [ private . ........... L2304 n s ra
Other {itemlze) -, O 0O
VWorkers” Compensation .. ...... T A N ('. ‘ -.] :
) _ ) row Often?
B. Name of Person Receiving Income Amount h‘ﬂ:‘;‘,‘f\}’y
C. Do you receive of expect to ’lme a cost-ofdivingincrease to this income one or more times 2 year?
Yes [ No U] If yes, give £rie of igsgand next cost-ofdiving increase. :
Lest E: SRR Next :
72, Do you or any family membetp r —'ry c-f’;i:he following items free or in exchange for work you do?
o Who Tocelves: f - From wham:
A, Rentor howsing [ Yss 3 Ne O et
* Who recelves: From whom:
8 Food Yes 3 Na O
wh Tvess From whom:
C. Unilities Yes O No O @ recelvs v
O Clothing bvos [J Mo O WHo recelves: From whom:
24. Do you or any family member pay child support or alimeny under a court order or based on an agreement
with the district sttormey? Yes [J No [ Ifves, complete the following: :
Amount Paid By Whom To Whom
MC 216 (11783}

Type of cash grant:

i
F
| Verification liist):

Crate Veritiod (3,4

i verification (list):

i Dale Verified Ew

Page S of *



Yes [1 No (1 if yes, complete the following:

COUNTY USE OMNLY

Iy 1. Working member’s name Verification {list}
L2 il
i
2, Employer's name L O Wage stubs
3. Address of employer 1
4. Days of work per werk . - Days -~ Bays Ooys R
5. Hours of work per week Hrs Hrs Hrs. | =
6. How often paid {every week, twice 2 month,
every two weeks, e}
7. Day of the week you are paid
8. Gross (total) eamnings per pay period {before ,::‘I} -
deductions) {include Hps). Hf self-empioyed,
write self-employed here snd complete
No, 26. ’ 3 $ s
8. Occupation 1
. 1. Do you pay child care ® necessary forwork? Yes [ No O § monthly amount 1 A
2. Do you pay for the care of an incapacitated aduit living in your home in order 10 be able to work?  Verification of dependent
Yes [J No [0 % monthly amount  Name | care
Reletionship : !
C Anticipated lncome. if your income varies from month to month, show your sctua! gross income for the curremmr:m-th g Date Verlflag Ew
in Morth 1 end your estimated gross income for the following two months in Month 2 and Month 3, Tag : *
Name and Occupation Month 1 Month 2 . Month 3__::' j
$ s s -
$ $ - s ?
s $ s
D. Additional Information. Explain reasons for entries in G. Also, state any facts conceming your employ-
ment which may affect future months {for example, temporary en’?{::wloym_ent).
2% Are you or any family member ‘sr.eﬁ:employed? Yes T3 No [ If ves, complete the following. If no, Verificatian
proceed to question 27, f-f : J Taxreturn
) Business records
pal Name of business
T of business o
P ot Cate Verifiod Ew
Location
- et Income Changed Net profit from self-
Since Last if No Tax Statement or Change in Income: employment:
8.  Adjusied Grog Income From Tax Starement o <
Estimated Yearly Estimat early
Last Tax Statement Yes No Gross Profit Business Expenses | <
3 s 3
. . Money in Checking
C. Cash on Hand for Business

Accounts for Business | Average Monthly Cash Expenditures for Business

H

10 (11/81)

Fage 6 0! 10
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T 15 a parent living in the home unemployed or working less than 100 hours per month? 1 ves, COM- First Parent’s Earnings
PLETE THE FOLLOWING FOR THE CHILD{REN}'S PARENTIS} WHO IS/ARE LIVING IN THE
HOME: - - QUARTER
’ YA.[ dan- o1 Jdal- -
A. FIRST PARENT (name ). List employment and M:r ?5:1 s:-‘m %?c
trzining history for the past five years. Begin with this person’s last job or training. T EEERINEE
. Yahen Employed When Employed &
riame of Employsr | Yook or [From [/ Amount | Name of Employer | Work or [ From b Amount <
ar Training Program Training me oy yi Paid or Training Program | Training mo dy i Paid
7/ Check [To I/ / Check [To T s
< $ [ .
Owork  {From /7 [Cweekly Owork  {From 1 ¢ Dweekiy | Towal Earnings §
1. L1 Tradming : (D Training| Te {1 D Momhiy
$ QUARTER
DChwork From I DWEEle YR, Jan Apr-] Jul-i Oct-
z LI Trainingt To /4 {DOMonthiy Mar i Jun | Sept| Dec
5 = W e |
work  |From /1 / [Dweekiy 2 E|8 ?8 ElRB|E
3 D Training|To ;7 |Dmomhly | Tle Eoel el
&
Owork  {From /7 [Dweekly
4. O rraining! To /1 1D Momhiy
§
Owork From {0 D weeky
5. O Traiming]To /1 To /1 | Dimemhly
. g
[weck  {From [ From  / / {[)weekty
g. OTraining[Te =/ ¢ [[Osonthly| 12. To /D Monthiy
B. SECOND PARENT OR OTHER SPOUSE for whom aid kequested: )
1. List employnientsnd 1raining history for the past five years.
degin with this person’s last job or training. ' D Quarers
' "1 wehen Ernployed st I When Empioyed Second Parant's Esrnings
hame of Employer Work or jFrom I/ Amount | Name of Employer 1 Work or {From?, / Ampunt
Training Program Training mo chy yri Paid or Training Program | Training mo dy vy Paid QUARTER
4 Check {To ! (Chmk., T Sd YR) Jan-i Apr-] Jul-] Cet-
¢ L . Mar | Jun|! Sept| Dec
Owork  |From 7 / [Dweekly ) Dwork {From 7/ |[Dweekly o [EARMINGS
i O training|To 71 Omonthty| 7. D Trsining{Te .~ 7 DMonthly
. $ ) “"-.;_‘ B ) S ] $
Dwork  [From /7 {Dweekiy Owork Trrom 7/ / |Diwesky s
2 [JTrainingiTo !+ [Omonthiy! B. DO TrininglTe - ¢ 7 {Dsonthly
s 7 s - Total Earnings $
Owork From {7 [Dhweekly Cwork From /. %f DWeeldy )
2. O Training[To ! 1 |Owonthiy| 9. [T Trining! 7o “ D Morthiy Primary Wage Earner
< s O B 2nd Farant
Dwork  [From 7 7 [Dweskiy Owork  tFrom ¢ [ |Dweely QUARTER
4. O Trakning [To It UOMomniy| 0. [ Treining{ To ¢ {Dventhly YRJ Jdan-i Apr-l Jul-] Ot
g s t 7] Mar Jun| Sert| Dec
Ol work From ! 7 DWeekly - “Iwork From [ (U weekiy % D’ = - = e 70,2
3 O Traiming {To I 1 [Owonthiy] 11, O Training| To [ |Omomtay § - | BIE| B 1B E1B]E
5 ] -ds T T
Owork  [From 1 7 Dweekly Owork  |From /¢ {Dweekly “.{
8. O training|To {1 [DOsomthly| 12, ) Training | To {1 iL)Momnly
C. HAS EITHER PERSON LISTED IN 27A OR B RECEIVED UNEMPLOYMENT INSURANCE BENE-
FITS (WIB) WITHIN THE LAST 12 MONTHS? Yes (O No [ 1f YES, complete:
Name of Person Dates Received
O Quarers
2. uLg:
[J Etiginie O Reterral
M Stnikle M Reform!



Tome s T ORTE RIS VR AR RSTRUATRD 2 o LI R U B UIE hibelie Ui O TETUSEL 2 0D O traifing within the 1ast i COUNTY USE ON
30 dgys? if ves, complete beiow. Yﬁ O No O - - ONLY

Parent's Nams Amount of iast L.ast day of jobMralnin Hours of work/tralning In last 30 days | [
- paychack mo. day yr_g Employer statement
3 ' / / )
0 Determination of

Mame a0d Address of EmMploym/ TNy Program . | Reason for Leaving or Refusal

“good cause”’ required

4 Ke

B. Are you or anyone in yokr family participating in & labor strike? Yes [J No [J If yes, complete.

T Srrikerls)
wheo _ . . Date Person Weni on Strike ;
26, Are you or any family member in college or attending a similar educational institution? Yes [J No [ 5
i yes, complete the ﬁ:ﬂamn-g Fulk-Time [0 Part-Time [J -
Stuoerrt: Siudent: Studeni: '
A_1. Name of institution - - A - _
2. Status of student o . G O Undergrad ] |Gred [ Undergrad O Grsc}‘}"’ﬂ_r-i_l.lndergfad 0O
B, Grants, loans, scholarships, fellowships . Verification (tist);
1. Amount recetved ‘__ e B} s s P ' : g
2. Source(s} of grants, loans, et . r . ) iDate vertnse | EW
3. How often received . —- -~ I :
. S , . .. 3 - Exempt:
. Expenses Per Term - : : P T L) Entire amount

O Only expenses
i. is term g semester, quatter, year

Tuition/fees . s

N

[

Books, equipment, and supplies s

K.Y

Cnild care necessaw' fursd'uool s

Transportation costs
zllowed: [(show computa.
tion)

o

Transportation to school —child care

a. Round trip miles bér da‘y.

b. School sttended how meny days -
e e -

c. Type of transpon_zp'm trsed
(own car, someont else’s car,
car pood, bus, ete.)

d. Costs {per month}

= Amount paid by riders

e. Parking, tolls, e,

s B public tremsportation b, Cives U Cost Yes [ Cost Yes ] Cost
" train, etn.) svallable Ne [O]s Mo Gls Ho [1s

0o you or any family member have Medicare coverage? Yes {1 No [J If yes, list;
Medicare Monthly Premium
Caim Number Deduction From Check Paid by You

A ‘ Yes [0 No O Yes £ No [
B. Yes [ Nc [ Yes {] No O
c. Yes (1 No [J Yes ] No OJ

5%
(4]

’
Person Covered

Date verified  ©W

20 210 {11783) Page 8 of 3¢



- emmployer or absent parerrt? This information will not affect your eligibility for Medi-Cal,
Yes (1 No [ Myes, complete the following:

" =1 Do you or-any family member have haalth or hospitalization insurance, including insurance paid by an

l! COUNTY USE ONLY

Ferson(s) Insured

- C-ovemge {Check)

Mormthly
Premium Paid

CHAMPUS/CHAMP VA S

; Dwts MRE 2 compieted

Veterans Administration coverace
(60% or above disability rating}

Kaiser

Ross-Loos (INA]

i
|

! O Other health coverage

| code emtered

Blue Shiedd

Verification {lis)

LR )

Bite Cross .~ .

)

0ig|ofoal o

Other : S 5

=

sDate Verifing Ew

3z

Yes O No [0 1fyes,

Have you or any family ﬁte-mber made & down payment for medical care you will recejve in the fu'tt;}e?,_-___'

Pryment” used 10 brin

property within properp

Amount of Down Payment’ To Whom Made

Medical Care 1o be Aeceived

:'—‘limiur Y« O No D

H yes:

s s

_ 0 Notice to proviger

33A. Have you or any faml}yme'nber ever been in U. S, military service? Yes (O Ne I

B. Are you or any family member the spouse, parent, or child of a person who has been ir{"'U,'.S._‘mi!itary

service? Yes [J HNeo OO

34, Have you or any famfhf member applied for or do you or any famity member think You are eliﬁbie for

Yes L1 No O If yes, compiete the following:

any payment/s you are not now receiving?

, Date of Application -

Date Exprected
Month/Day/Yaar

Kind of Paymeat Person Possibly Eligible Month/Day/Yeer.
Social Security ' T

‘ability payments

Daate Varkfied Ew

h

veleran's payroents

Unemployment Benefits

Workerk'\Compensaﬁm

Medi-Cal recovery retferral

Medicare

Dete

Fending suit or insurance settie-
ment for accident or injury

Bate of accigent/injury

Other: Describe

} Medi-Cal recovery referrsl
1
Date

35
A, Are you interested in ph\gﬁ%examinations for any family member under 21 through the Child
Health Disability Preventidd Program?.. Yes [ No [J
B. Are you interestad in infégf '-'m&éfamify Planning Program?  Yes O No (O
St poX
C.  Are you interested in talking 1o s%i;'éewices worker about other services which may be available
oyou? Yes 01 No DI 1f yag;axplain:
35. Additional ianom\ation. Flease give the item number in the column to the left.

|0 CHDP brochure piven

i Date
10 CHDP reterral

:
|0 Social services referral

|
|

WC 210 {11783}



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

t agree to tell the county welfare department within TEN DAYS if there are any changes in my
{or the person’s on whose behalf | am acting) income, possessions, oF expenses or in the number
of persons in the household or of any change of address or of any change in other health insur-
ance coverage; and { agree to meet all other raponﬂblllties explained in the “Medi-Cal Responsi-
bilities Checklist”’ | have received.

¢ | understand that 1 must report immediately the death of a member of my household or the per-
son on whose behalf | am acting.

A
E

* | understand that the information | put on this form will be verified and that;l must cooperate
fully in any mvesngatlon required for quality control. =

e

S

o | understand that Section 700.1 of the Probate Code and Section 14008.5 of the Wetfare and
Institutions-Code provide for the recovery of all Medi-Cal benefits received after age 65 from the
estate of 8 Medi-Cal beneficiary if there is no surviving spouse, rnmor ch|ldren or b[md or totally
disabled children, oy

* | understand that any information gathered is confidential and not Openhfii;jnébeciion other than
for purposes directly connected with the administration of the Medi-Cal progf?am

» | understand that if 1 am dissatisfied with actions taken by the county welfare department, | have
the right to & state hearing. ; ;

iIF YOU DO NOT UNDERSTAND THES .}\-'TEMENTS OR IF YOU HAVE
ANY QUESTIONS, ASK YOUR ‘COUNTY WORKER TO EXPLAIN,

i REALIZE THAT IF 1 DEL!BERATELY MAKE F‘ALSE STATEMENTS OR WITHHOLD
INFORMATION, t (OR THE PERSON ON WHOSE- BEHALF | AM ACTING} MAY LOSE MY
MEDICAL CARD AND/OR | CAN BE PROSECUTED FOR FRAUD.,

| DECLARE UNDER PENALTY 'OF T‘*ERJURY THAT THE ANSWERS | HAVE GIVEN ARE
CORRECT AND TRUE TO THE BEST (}F MY KNDWLEDGE

Slgnature of Appllcant Dale

£

Sigrature of Person Acting fg’t’f\ppil;ﬂ Relatlonship Deate
: e
=
Signatute of witness {If Applicini Signed wWithMark) Ciate
et
Ee
Signature of Person Heiping Applicant Complete Form Address Cate

COUNTY USE ONLY EW Signature

Daie
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Attachment 2

Revised Statement of Facts for Medi-Cal
Deseription of Changes .

The format of the MC 210 has not been changed. In sequence, the format is: 1)
berscnal identification and program identification; 2) resource identification;
3) income identification; 4) linkage to AFDC; 5) other health coverage; 6)
potentially available assistance.

Please note that in the numbering Sequence, questions 1 through 22 remain
unchanged. However, questions 23 through 35 are rearranged as follows:

Current Revised E Current Revised E Current Revised
23 25 et 21 3 3
oy 26 E 28 31 : 33 27, 28
25 .23 i 2 30 " 35
26 29 E 30 32 E 35 36
s TR
Page 1

County Use Column

~- Added verification of identity. Title 22 CAC 50167 (a)(6) requires verifi-
cation of the identity of at least one parent or adult member of the case.

Case review indicates that many eligibility workers (EWs) either fail to verify
identity or fail to document such verification.

Page 2
Question 6

—- Reworded this question. The current MC 210 asks if all applicants are
citizens. The actual intent is to question alien status. This revision, which
is adapted from the AFDC Statement of Facts Supporting Eligibility for
Assistance (CA 2), clearly identifies that the question concerns alien status.

Question T

—- Redrafted this question to identify specific aid programs. The current MC
210 is inadequate for identifying potential Title IT Disregard status.



County Use Column

-— Removed reference to property spenddown.

Question 9

—— Added new item c. This question is intended to specifically question
applicants claiming disability as to whether a lawsuit/insurance settlement is
pending. Quality Control (QC) reviewers have identified cases in which
applicants have failed to disclose pending lawsults. This question should
increase identification of potential third party liability.

County Use Column

—— Added referral to Medi-Cal Recovery to Question 9C. to remind EWs of this
requirement,

Page 3
Question 10

~~ Added "monthly payment" to question regarding amount of mortgage payment.
This allows comparison of monthly income to monthly expenses and can help
identify discrepancies.

County Use Column

—- Added verification statements for Questions 11, 13 and 14, Title 22, CAC,
50167 requires that EWs verify the information contained in these questions.
Some EWs fail to document such verification.
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Question 15

-— Revised this question in order to save space. This format is used in the
CA 2 and is slightly more detailed.

County Use Column

—— Added verification statements for questions 15, 16, 17 and 19, Inappropri-
ate treatment of these resources has caused QC errors. Some EWs fail to
document verification, fail to update CSV of insurance or value of a burial
reserve or trust after the initial application. In addition, verification of
this information is required by 22 €AC 50167.
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Question 22
-- Rearranged this question in order to save space.

-- Added military retirement since it is not clearly identified on the current
form.

—-- Added sub-item C, based upon a recommendation by Quality Control and
Evaluation Branch.,

Question 23. (formerly question 25)
-- Moved this question in order to conserve space.
Question 24, (formerly question 27)

—— Moved this question in. order to conserve space.
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County Use Column

—-- Added verification instructions to questions 25 and 26 (formerly questions
23 and 24) because EWs very seldom list the type of verification provided. In
addition, some EWs neglect to verify the cost of dependent care,

Fage 7

Question 27 (formerly part of question 33)

-~ Revised completely the question on unemployed parent(s). The current MC 210
does not contain any questions about primary wage earner. In addition,

current question 33 is inadequate for identifying connection to the labor
force. These two factors are a main requirement for linkage to AFDC based

on an unemployed parent (22 CAC 50215 (b) and (c)). QC reviews indicate
deprivation errors cause between 10 and 20 percent of the State's

erroneously paid Medi-Cal dollars. Therefore, this question must be

clarified.

The format for this guestion was adopted from AFDC's CA 2.
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Question 28 (formerly part of question 33)

-~ Revised question and moved from question 33. This question also was adopted
from the CA 2, Federal and State law and regulzation prohibit AFDC/MN linked
Medicaid/Medi-~Cal coverage for persons refusing a job without good cause or for
participating in a strike., (See also 22 CAC 50215 (b) and (e)).

Question 29. (formerly question 26)

No change.

Question 30. (formerly question 29)

No change.

Page 9,

Question 31. (formerly question 28)

—— Revised this question in conformity with Recovery Branch input.

County Use Column

~— Added check for coding other health coverage.

-~ Added verification requirement, Title 22, CAC, Section 50167 (a)(T7)(T)
requires verification of available health care benefits. EWs do not always
cbtain the type of verification required.

-- Added. referral for Medi-Cal Recovery to question 34 (formerly question 32).
Title 22, CAC, Section 50771 requires county departments to nobify the State of
potential third party payments (TPL). The additions to the verification

requirements in question 34 should remind EWs of this requirement.

Pape 10, Informational Statements

-~ Moved penalty of perjury statement to immediately above signature block.

~- Added phrase on other health coverage Lo reporting responsibilities
statement.

-- Added statement on reporting death of a beneficiary.

-~ Revised statement on verification of information and QC investigations,



-~ Added "blind"™ child to statement on recovery from the estate of a decedent
beneficlary.

-~ Revised and limited statement on confidentiality.





