STATE OF CAUFORMIA—HEALTH AND WELFARE AGENCY ) GEORGE DEUKMENAM, Governor

DEPARTMENT OF HEALTH SERVICES

714/7244 P STREET
SACRAMENTO, CA 95814

November

To: All County Welfare Directors Letter No. 84- =&

SURVEY -- USE OF THE MONTHLY EEPORT FORM (CA-T7) IN THE MEDI-CAL PROGRAM

REecently Fresno County requested the Department of Health Services to
develop a common monthly report form for the Food Stamp, AFDC and Medi-Cal
programs. It was suggested that we combine the Departmeni of Social
Services' CA-T and the Medi-Cal MC 176S into one form to eliminate
eligibility workers' and recipients' time spent in duplicate reporting.

In order to evaluate the feasibility of consolidating forms, we are asking
for your comments in the attached questionnzire. Your participation in this
survey will be very helpful to us in developing a better recipient reporiing
systemé Please complete and return the attached questionnaire by November
30, 1984,

Please direct any questions regarding this subject to RaNae Hazby of my
staff at (916) 324-4955, (ATSS) 8-U454-4955,

Sincerely,

Original signed by

Doris Z.Soderberg, Chief
Medi-Cal Eligibility Branch

Attachments

ce: Medi-Cal Liaisons
Medi-Cal Program Consultants

CGH17RH. 1
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REPGRTING FOZRM QUESTIONNAIRE

Does your county require Medi-Czl beneficiaries to coapliete and return
a Status Report monthly? (3See Title 22, CAC, Section 5C161.)

Yes

No, we require a status report each (specify
time perioc, =.g., quarter).

Dc your Meci-Tal eligibility werkers alsc hzve continuirg (i.e., post-
intake) casslcads in other programs? (Check one)

Yes

No, they orly handle Medi-Cel .

If yes, what cther program(s} do EvWs hendie? (2.g., lon-Assistance
Food Stamps (IIAFS), or NAFS and AFDC, etc.):

If recipients wereé only reguired to {ill oul cone form, such as a
modified Ci-7, for Medi-Cal, AFDC and KAFS, how would you ensure that
the eligibiiity workers in ezch program receive and process the form?
What problems and solutions do you envision?

What impact might a combined form have on errcr rates?



10.

What impact might a combined form have on recipients?

What impact might a combined form have on eligibility workers?

What impact might a combined form have on administrative and program
costs?

What else snould we consider in evaluating this proposal?

Do you support this proposali?

Would your county be willing to work on a task force to design such a
form?

(Please attach other pages as needed)
Return to:

RaNae Hamby

Medi-Cal Eligibiiity Banch
714 P Street, Room 1682
Sacramento, CA 95814
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‘ORTANT: PLEASE COMPLETE, SICN, AND RETURN TRIS FORM TO THEWELFARZI CZPARTIMENT !N THE ENCLOSED
E =

STAMPED ENVELOPE BY THE __  OF THE MONMTE FGLLOWINST THE MONTH LISTED ABOVE, IF YOU
DO NOT RETURN THIS FORM, YOUR ELIGIBILITY FOR MEDICAL MAY BZ DISCONTINUED.

P 3

- ]

it vou no fonger want Meci-Cel, piease complete and sign Part A. (Do not eomoiete Pent E.) tlail this form 1o the Welfare Department.

AT A, DISCONTINUANCE REDQUEZST
i no longer want Medi-Cz! services and would like myy Medi-Cal case discontirzed zs of the lzst day of:
[undersiznd that | may rezpoly for Medi-Cal at any time in the future.

Nonth Year

Sigmature Date
I¥ you wish 1o have your Medi-Cel eligibility continue, please complete g7d sgn Pe— B. This repsrt ¢oet not change your respansibilis
LI ASA- ) g !

Tt oreport eny cheange to your elig.biirty worker within 10 Cays of the chenge. If you have eay qusstions regerding this form ar the itemy
be recorted, contact your eliginility worker,

3T B, SLIGIBILITY STATUS INFORMATION
1. 1AWe received income, meney or benefits  J Yes ] No
If "“Yes”, list all incomz znd who received it. Income includes EARYNINGS {szfary, waIis, 1ipi, commissions and bonuses);
UNEPLOYMENT INSURANCZ/DISABILITY INSURANCE, worker’'s oomp=nssticn, sirike berefiis, training incentive {CETAY
SOCIAL SECURITY/RAILFGAD RETIREMENT, supplemental szcurity ‘noom: (SS1: pensons, bosiness, farm, rental; CHILD
SUPFORT, contrnibutions {step-father, others), free housing/utilities.food/ciotring; MILITARY BENEFITS, settiements, loans and granis,

cifts, and any other money you receive,

ATTACH A COPY OF YOUR PAY STUBS SO THAT YOU ARE ALLOWED ALL APPROPRIATE WORK DEDUCTIONS.

Who Regeived Income, ! Tvpe of Income, Money or Amount Daztes
Maoney, or Benefits Benefits (see list gbovel Lo A4 Raeceive d

- --Received

COUNTY USE ONLY

Snare of Cost

Page 1 of
BE SURE TO COMPLETE THE OTHER SIDE OF THIS FORM ¢



2. IAVe paid work, college or training program expenses, £ Xes - {J No If “Yes"”, complete the following,

TRANSPORTAT]ON EXPENSES Other Work’ CO[IQQE, ar
. Method (Car,| Days Using Child Care Training Expenses
EXPENSE
FERSON CLAIMING EX S Car Pool, |This Method| Daily Cost| Daily Miles Expenses
. Bus, Etc.) | This Week | Round Trip| Round Trip | Attach Receipt {Describe} Amc.
3. I/We had a changa in real or personal proycriy during the time specified. E1 Yes O No

If "Yes", completa the follo_wing, including any item bought or sold or given away such as land, houses, automobiles, boats, eic., ¢
any change in your checking or savings accounts, life insurance policies, etc.
WHAT HAPPENED DATE CURRENT VALUE MONEY RECEIVED

ITEM MONEY OWED OWNER

4, 1/We had changes affecting the peaple in our family or household during the tirne specified. £ Yes ] MNo. If Y&
complete the following, inciuding information on someone who moved into or out of your home; entered or left a hospital; becz
oregnant; gave birth or otherwise ended pregnancy; entered or left school; recovered from a major iliness; became disabs2d or d°
hegan, changed or terminated employment.

PERSON WHAT HAPPENED | DATE | RELATIONSHIP | DATE OF BIRTH | [NCOME PROPERTY
5. I/We now have Meadicare Covarage [} Yes [0 No  Medicare Numbar Parta [ Yes O
PartB8 (1 Yes O

1/We have Hzalth Insurance coverage privately or through our empiayer. [J Yes [ No

If “Yes"”, compizte the following:

PREMIUM PAID
AMOUNT ! WHEN

PERSONS INSURED INSURANCE COMPANY GROUP/PRIVATE EFFECTIVE DAT:

B. Dovyou expect changes in any of the above or do you have any other information affecting Madi-Cai eligibility to reporz?
L3 Yes [0 No
Hf “Yes", please provide that information in the space provided below,

| DECLARE UNDER PENALTY OF PERJURY THAT THE FOREGOING IS TRUE AND CORRECT.

SIGNATURE OR MARK ODATE SIGNED COMPLETE |IF ADDRESS HAS CHANGED
STREET AND NUMBER

SIGNATURE OF SPOUSE/PARENT IN HOME TELEFPHONE CITY AND Z2IP CODE

SIG URE OF WITNESS, IMTERPRETER OR PERSCN
COMPLETING FORM FOR BENEFICIARY

COMPLETE IF HOME ADDRESS IS DIFFERENT THAN
MAILUING ADDRESS/STREET & NUMBER

TELEPHONE

TLZZ=%2 2,000 4 - 2s



TATL "t DA FIRNIA — REBITH ANO WELFARE AGENCY

AONTHLY ELIGIBILITY REPORT

‘or Cash Aid and Food Stamps

DEPARTMENT OF S0CIAL SERVICES

«HES REPORT IS FOR THE MONTH OF:

Complete, sign, date and return this form AFTER the last day o

¥ Yeu must complele this report and return it by the 5th of the 'month. If this report is not received-by the 11th of the month or is incomplete, your Cash Aid, Cesh-based
Kedi-Cal and/or Food Stamps may be defayed, decreasad or discontinued.

P ¥ cou do not ATTACH proof of reported income, your benefits may be discontinved. i you do not ATTACH proof of expenses, your benefits may be decreased
scontinded.

» Call your worker if you need help completing the form. Attach a separate sheet of paper it needed.

Warker:

i0TE: M you or your family no longer want Cash Aid, Medi-Cal or Food Stamps check this box ]
omplete the signature block and return the form by the due date.

Phaone:

. state the reason and type{s] of assistance no longer wanted,

ieason and Type{s} of assistance:

D Did anysne receive income, money, or benefits in the month, such as: earnings, training payments, earned income tax credit, strike benefits, socia! security. reilroad
tetirement, vnemployment/disability insurance, interest, worker's compensation, S5I/8SP (gold checks), child/spousal support, loans, E:] YES D ND

granis, tax refund, cash, gitts, free housing/utilities, et ?

i YES, complete section below. ATTACH PAYSTUBS or other proof of earnings esch month. ATTACH PROGOF for any other income only when it starts and when
it changes. If anyone is self-employed, list business expenses on a separate sheet of paper and ATTACH PROOF of inceme and expenses each month. {If you receive
cash aid and you feil to report or ATTACH PROOF of earned income by the 11th of the manth, the standsrd work expense, dependent care, and when eligible for
it, the $30 and 1/3 disregard will not be allowed.}

If Eernings:
-0 Received Income, Source {f Earnings. Enter below dollar amounts and actual dates received. Bare ™ | Hoore
Woney of Benefits? List Name of Emgioyer) . . ¥
oy If earnings, enter gross amount before deductions. Warked | Worked
in Month 1 in KNumh
\ame Amount Ampunt Amount Amgunt Amount
$ $ $ 3 $
Date Date Date Date Date
ame Amaunt Amaount Amount Amount Ampunt
4 5 $ H H
Date Datg Date Dete Date
.ame Amount Amount Amount Amouni Amgum
$ 5 ] $ 5
Date Date Qate Date Date

D Did anyone pay for the care of a child or disabled adult so thet someone in the home could gt 1o work, training or look for a job?

{f YES, tomplete below and ATTACH a receipt for each person receiving care.

[Jves[INO

Who Received Care?

Cost of Care

Wha Received Care?

Cost of Care

$

$

$

§

/)

Did anyene move into your home {including a new barn), move
out, get married, or dis?

-
m
i

Dlid anyone hecome disabled or recover from e disability?

or go on strike?

Bid anyone start, refuse, lose, guit or change & job/training,

It YES, to any of the chanpes, give name of person, date of change and explain
the change If properyy change, give value of item.

Did anyone start, stop or chanpe school or college?
Did zuyone receive, buy, seil or ﬁwe a2way any property such
as a house, land, motor icle,. camper, boat etc.?

"MTY USE ONLY
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£ T {2/84) AFDC/FODD STAMPS - Reguired Form - Mo Svbsinutes Fermited



@ Uidﬁanyune have a checking, savings or crait usian account open at the end of the month?

If YES, complete belaw.

[ yes N

. Balance On Las: Gay P'vhose Aceoumt? — e e Balznce On L3st Zay Whose Account?
O Credit Union af Repart Manth | — LrzditUnion ] aof Repom Vonih
{J Checking . Creckng E
3 Savings > Sawings i
= ; iling adzs 1
(’ Yd you move, of do you have a new mailing adzress or phone number? D YES D N
f YES, complete below.
Home Address {Number, Street Name, Avenue Blvd Erzo Apt No. | Ciwy State iZip Cade Phene MNa.
’ o
Mailing Address {It Qifferant Than Home Addressi City 3iate “hip Code
|

Did the household have housing costs?
it YES, enter amaount hiflad.

ATTACH bills only if you moved or the cost charzed.

CJYESLIN

fRznt or Morgage

5

3

Prozary Taxas ar insurance {if not in martgage}

Did the househald have utility costs?

ap

if YES, and you moved or claim actual “zilitv coss, comg'ate bafew and ATTACH 3IELLS.

[1YES[IN

Gas/Fuel Electricity Taiephone Utid <y Installation

Gagagz /Trash

5 $ § 5

3

Water

Sawage

Dthar {Specilyl

@ Did the household share housing ar utilities or did amyana heip pay these costs?

if YES, list each itam, amount pad, wha paid anz ATTACH PROOF.

[JYESLIN

@ 0id anyone wha is disabled or age B0 or aider have any medical expensas in the marth?

it YES, complete below and ATTACH BILLS for z3ck 2xpznse

[JYESLIN

Whe Had the Expense? Typz af Zzpenra P AmIun:

Ye-o Fad the Expense?

Tyoz af Sxpense

Amount

ad

i

/_i-q oid you or anyane in your family who received
If YES, enter the amount paid ard ATTACH RECEIPTS: 5

ncome p3y any court oréared suppart in the manth?

@ Oid anyone start, stop or change health or hospralizztion insurance coverage such as Prudential, Blue Cross, Chamgus, atwe?

i} YES, qive name of person, date and z:plain ¢c-sng2

Did anyene hacome pregrant, have a kaby ar terminstz 3 pregrancy”
if YES. qgive name ot person, date and z:plzin c-znga.

futd
@

A,

If YES, explain the change, if it is expa:ted 1o b temporary ar permanert ard inficat2 the date of the change.

L1YEs ]

CERTIFICATION

® [ understand that failing to report infermation or misrepresentation of {acts far Cash Aid programs. Food Stzmps or Cash-based Medi-Cal can resvlt in 4
prosacution with penalties of a fine, rmprsonment or doth. In the Foad Stamp Pregram the panalties can result in permansat disquaiification from the Pragram, £.
up to $10.000 ar imprisonment for up ta § years

® [ unadersiand that | must contact my workar (0 ~20c any unzxgected shaages wihich s¥ecs my 2ligibility for or tha amsun: 3f mv Dash Aid within § days of the acours
ar if | have any doutt about neading to r2207 amy ths-es

® |/ understand that reported infarmation mzr reswit T @ Szorsase or Fsconticyicce of per2fits

® [ understand | have the rght to reques 2 '3tz haz-ag ap any progossd 2itict Gy thz county welfarz daparant

. i

! daclare that the information containad in this reaorr is true and corcect and /s comp sta for the entire repart maach

YOU MUST SIGN AND DATE THIS REPORT AFTER THE LAST DAY OF THE REPORT MONTH OR IT WItL BE CONSIDERED INCOMPLETE

For Cash Aid programs. you and your aided s23us=s (97 "2 Tiner garent of aiced =nilZeent inz in <1 home must sigs the “2rm. For me Food Stamp Program, the head 5f

B .

ho “oid. a household membet or the housshc 35 z.tho-zec ~enress~iacve Twuist siz” ihs form

Sh e of Cash Ad Parent or Caretaker Relatiz 272 or ~i5a Stars Mouserzd Wercar Date Signed
Signature of Cash Aided Spause or Uther Paren! o7 cish &c2d oigien M Oare Signed
1

Signature of Witness to Mark Tntercreter. or Dlher #2-330 amg 2.n; Form Signed

LTI 3 BE M -





