STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY PETE WILSON, Governor

DEPARTMENT OF HEALTH SERVICES

ot /744 P STREET
BOX 942732

( AMENTO, CA 942347320 October 29, 1993

557-2941

TO: ALL HOLDERS OF THE MEDI-CAL ELIGIBILITY MANUAL  Letter No.: 123

SUBJECT: Medi-Cal Eligibility Manual - Article 4 Procedures (Forms Section)
implementation of the Medi-Cal Statement of Facts, (MC 210) and the MC 210
Supplementals

Enclosed are new procedures to Articte 4, Application Process, of the Medi-Cal Eligibility Manual. These
instructions which have not been previously issued, provide a replacement of the Statement of Facts MC 210
form and add new documents to the Forms section of the Eligibility Procedures Manual.

Statement of Facts (Sections 50159 and 50161)

According to CCR, Title 22, Section 50159, the Statement of Facts (MC 210) application form, shall be used
by the county department in the determination of the applicant’s eligibility, share of cost and other heaith
coverage. Currently, the MC 210 application consists of 15 pages. Over the past two years, the Department
of Health Services has been involved in a pilot project to streamline and simplify this form.

Based upon the pilot results and county comments, the enclosed MC 210 and the MC 210 supplemental
forms have been developed. :

FORMS PROCEDURES

Provided is a list of revised and new forms that are attached to be placed in your MEM Manual. Please see
Section F of the Medi-Cal Procedures if you have questions on how to reorder or make revisions to existing

forms.

Obsolete Forms: Replaced By:

MC 210 (3/92) MC 210 (8/93)

Coversheet to MC 210 MC 219 (11/93)

MC 210 B Supplement to MC 210 (Pickle) Incorporated into MC 210

MC 212 Incorporated into MC 210

MC 213 Incorporated into the MC 210 8-l

MC 214 Incorporated into the MC 219

iling Instruction

Remove Pages: Insert Pages:

Table of Contents PTC § Table of Contents PTC 5

Article 4 Table of Contents, Article 4 Table of Contents,
third and fourth pages third and fourth pages

Pages 4S-1 through 45-28
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HOLDERS OF THE MEDI-CAL ELIGIBILITY MANUAL
Page 2

If you have any questions, please contact Mr. Tony Plescia at (916) 657-3185 or Ms. Sherilyn Walden
(916) 657-3091.

Sincerely,

Original signed by
.Angeline Mrva for

Frank S. Martucci, Chief -~
Medi-Cal Eligibility Branch

Enclosures
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

Article 4
4A

4B

4C

4D

4E

4F

4G
4H

4l

4K
4L
4M

4N

40
4P

4Q

4R

45

APPLICATION PROCESS
COUNTY PROCEDURES--DISABILITY DETERMINATION REFERRALS

COUNTY PROCEDURES--DED REFERRALS FOR DISABILITY FORMER SSI/SSP
RECIPIENTS

COUNTY PROCEDURES--PRESUMPTIVE DISABILITY

GUIDELINES FOR DISABILITY INTERVIEWS AND ELIGIBILITY WORKER
OBSERVATIONS

DISABILITY EVALUATION DIVISION PROCEDURES FOR TITLE XIX DISABILITY
DETERMINATIONS ‘

COUNTY PROCEDURES FOR DISABILITY RE-EXAMINATIONS, RE-EVALUATIONS,
AND REDETERMINATIONS

DISABILITY VERIFICATION THROUGH THE RAILROAD RETIREMENT BOARD
PROCESSING OF STATUS REPORTS

DILIGENT SEARCH PROCEDURES

PROMPTNESS REQUIREMENT

PROCESSING MEDICALLY INDIGENT ADULTS (MIAs) APPLICANTS
RSDI/UI/DI REPORTS

VERIFICATION OF UNCONDITIONALLY AVAILABLE INCOME

TIMELY REPORTING BY PUBLIC GUARDIANS/CONSERVATORS OR
BENEFICIARY REPRESENTATIVES

ONE MONTH EXTENDED ELIGIBILITY (EDWARDS V. MYERS)
CHILD HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAM

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

PROCEDURES FOR MEDICAL SUPPORT ENFORCEMENT PROGRAM

INSTRUCTIONS FOR THE MC 210 AND SUPPLEMENTS TO THE MC 210

MANUAL LETTER NO.: 123 DATE: 10/29/93 PAGE: PTC-5







MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

4L - RSDI/UI/DI REPORTS
1. BACKGROUND
Ik INSTRUCTIONS FOR INTERPRETING THE REPORT OF RSDI

. INSTRUCTIONS FOR INTERPRETING THE Ul/DI FORMATS ON THE
REPORT OF RSDI/UI/DI

4M - VERIFICATION OF UNCONDITIONALLY AVAILABLE INCOME
4N - TIMELY REPORTING BY PUBLIC GUARDIANS/CONSERVATORS OR BENEFICIARY
REPRESENTATIVES
40 - ONE MONTH EXTENDED ELIGIBILITY (EDWARDS V. MYERS)
4P - CHILD HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAM
L. INFORMING

Il DOCUMENTATION AND REFERRAL RESPONSIBILITIES

BT T PROCEDURES FOR LONG-TERM CARE (LTC) ADMISSIONS AND DISCHARGES FOR

LN

S81/SSP AND MEDI-CAL RECIPIENTS
L BACKGROUND INFORMATION

I ADMISSIONS PROCEDURES

. DlSCHARGE PROCEL:JURES

4R - PROCEDURES FOR MEDICAL SUPPORT ENFORCEMENT PROGRAM

l. BACKGROUND

il PURPOSE

M. IMPLEMENTATION

V. CONDITION OF ELIGIBILITY

A Medi-Cal Only
B. AFDC /Medi-Cal

V. GOOD CAUSE FOR NONCOOPERATION

VI PETITION TO THE COURT

MANUAL LETTER NO.: 123 DATE: 10/29/93




MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

Pregnant Women
OBRA Referrals
Continuing Eligibility

Adult Children

m o o © »

Foster Care Children
VI MEDICAL SUPPORT REFERRAL PROCESS
A Forms Referral
B. Forms Referral Chart
VI HEALTH INSURANCE ASSIGNMENTS
IX. NOTICES OF ACTION
X DEPARTMENT OF SOCIAL SERVICES (DSS) CHILD SUPPORT PROCEDURES

48, INSTRUCTIONS FOR THE MC 210 AND SUPPLEMENTS TO THE MC 210

MANUAL LETTER NO.: 123 DATE: 10/29/93
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

4S--Instructions for the MC 210 and Supplements to the MC 210
MC 210

The revision date for the MC 210 is August 1993. This Streamlined revision to the Statement of Facts is a
result of a six month pilot which now includes the recent residency regulations implemented early this year.
The residency reguiations had resuited in several new forms: the MC 212, MC 213, and MC 214. However,
to ensure the amount of paperwork required at application was kept to a minimum, the MC 212 has been
incorporated into the newly revised MC 210. Counties will no longer need to order the MC 212. The MC
213 and MC 214 have also been absorbed into other forms as described below. A copy of the MC 210 Is
enclosed. Please place it into the forms section of your Procedure Manual as a replacement to the old form.

MC 219

The MC 219 (11/93) was formerly the Cover Sheet to the MC 210. This form discusses the Rights and
Responsibilities of an applicant as well as the "Citizenship /immigration Status Information....". This set of
forms is now separate from the MC 210. The MC 214, "Declaration For Medi-Cal Applicants Who Do Not
Have One Of The Specified Residency Verification Documents”, has been absorbed into the MC 219. This
now makes the MC 214 obsolete. Please place the MC 219 into the forms section of your Procedure Manual
as a replacement to the Cover Sheet.

The following are instructions to be used in determining whether a supplemental form should be given to
an applicant. County personnel will notice that the Supplemental forms to the MC 210 are numbered MC
210 S-C, S-E, 8-, 8-P, and S-W. The "S" represents Supplement; the -C, -E, I, etc. refer 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 $-C ADDITIONAL CHILDREN

The MC 210 S-C is given to a client if he/she 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 88N should NOT be completed. This form is mandatory for use
by the county. Please place the copy of this form in your manual.

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 if there are any student expenses or transportation costs, This form is not mandatory for use by
the county. Please place a copy of this form in your manual.

The income In-Kind and Housing Verification form has a two-fold purpose: First, it 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/she may use this form as signed verification from the individual providing/sharing
housing, utilities, food, clothing, etc. that a different amount is correct. Second, the client is residing with

SECTION: gg}g‘; MANUAL LETTER NO.: 123 DATE: 10/29/93 PAGE: 4S-1




MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

a relative, is paying that reiative rent, and has no other verification of residency. If a client is using this form
solety 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 may not use any other form as
verification of residency for rent receipt from a relative. The MC 213, "Statement of Rent Receipt Fr-m A
Relative”, is now obsolete as it has been absorbed into the MC 210 S-1 and the MC 213 is now obz.:.iete.
Please place a copy of this form in your manual.

MC 210 $-P Property/Resources

This form will be used by a client if certain Property /Resource 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 should be completed. The MC 210 S-P, will ask if there are
expenses on that property, the address of the property, value, etc. Please place a copy of this form in your
manual. This form is not considered mandatory.

This form is used to capture a person’s work history, if the client is applying as an unemployed parent, or
if certain income questions on the MC 210 require additional information, such as expenses against income.
Please place a copy of this form in your manual. This form is not considered mandatory.

SECTION: gg}g‘l’ MANUAL LETTER NO.: 123 DATE: 10/29/93 PAGE: 4S-2
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

e,

READ THIS FIRST

USE THESE INSTRUCTIONS TO HELP YOU FILL OUT
THE ATTACHED MEDI-CAL STATEMENT OF FACTS

1. Read the Statement of Citizenship, Alienage, and immigration Status (MC 13) for
important information regarding restricted benefits and alien status.

2. Print all answers in ink (black ink is best).
3. Please note the following:

“Applicant” means: a) you, if you are applying for yourself and you are an adult or a
child applying for minor consent services; or, b) the person in long term care.

“Caretaker” means a relative othar than a parent who is applying on behalf of children
under 21 years. A caretaker may ask to be included in the children's Medi-Cal case.

“Family Member” means: a) you - even if you are a single person; b) your spouse or
other parent of the children, living with you; c) your children under 21 years, who are
living with you or are away at school; d) your spouse's or other parent's children under
21 years, who are living with you or are away at school; e) your unbom child.

4. Ifyou answer “Yes”to any question from 23 through 39, you must give proof.
5. lf you have a problem with any question, ask your worker for help.

6. If you need more space to answer any question, use question 40.

wwwwwww

SECTION: ?8%‘2? MANUAL LETTER NO.: 123 DATE: 10/29/93 PAGE: 4S-3







MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

Statw of CodifvrnanTnith md Wolixem Agacy

Depnriment of Health Sarvices
STATEMENT OF FACTS (MEDI-CAL)
Hhomen mdd N Strwed City Zip Coda COUNTY USE ONLY
3 Cane Name:
Maiiong nddewes (1 diffevent from abow)
Camn No.:
{(Arwn Canle) Home phons (Aren Code) Werk phame (Area Code) Message phane  Person with whom to leave | Worker No:
« « « > o Date:
al benefits, DO NOT fill in the shaded avea below for Social
COUNTY USE ONLY
iy [ S IR ( Lanll Huf'quup wApp{mt e (‘:.uuw SN | e o
d ming. oy
MC13
Scxhmd Himewrsty Nunber Marital Hiatos (check ome) Sex
Mmrriod ] Never Marrnd  [] Common Law
5 Widowed ] Divorwed (1 Separated (Date) O Male J Female
w | Bithdnie Is the Prrwon Blind or Disabled | Pregmant Medi-Cal Roquested
g O Yo [J Ne [ Yes T Ne 0 Yes O No
= @ [LPe—yy ey e T R R Y Ralationahip W Apphicant Citizan
Linkage| immg. { SSN | Preg D
E MC13
Socml Secnty Number Marital Statam (check one) Sex
a ] Marvied :El Never Marmed [ Common Law
3 Widowed [0 Divorwed ] Separated (Date) ) Male [ Female
Birthednie In the Pernom Blind or [issbied | FPregnant Medi-Cal Requasted
i, 0 Yo QO Ne 0 Yes {J No 0O Ym (1 No .
LIST CHILDREN/UNBORN CHILDREN HERE "
mu Nawom ( €seat, Middla, Last) or “anborm” Helationahsp 1o Applicant inkaee 7;:?"“‘ SN | Prog
MC 13
[ s ooy St oy Tn School Sex
[ Yes 0 Ne ) Male [J Female
Birthdate or date anbors w dos In the Person Blind or Disas)-4 | Pregnant
] Yo [ No ) Yo O Ne
Faiber's Nume * | 1a Either Parent (v) Madicai Support (1 YES (] NO
O Dessassd [ incapaciiased [ Abwens  [J Unemployed | (7 CA 2.1
Mothhan's Names Child Laving in Home Medi-Cal Requested § [ Notinhome, 18- 21 & taxdep.?
0 Yes 0 Ne Tl Yes [J Ne
@mw- Name ( First, Middia, Last) or wnborn™ Relatisnahip to Applicant Craaesr ,
e o | s | o |
Sociel limewrity Number In School Sex |
0 Yes 0 Ne 0 Male O3 Femal ‘
E Dirtivnie o e St 1n G T the Person Biind or Disabled | Pregmant *
DYs  ONe [OYes O No {
21 Fadhar's Noows Is Either Parent (v) Madical Suppen (3 YES (O NO
b} [} Dmesawt [ incapeciiated [ Atwent ) Unemployed 0 caz1
© Fitiers Mame Child Living in Home Medi-Cal Requesiad | (7] Notinhome, 18- 21 & tax dep.?
0 Yes 0 Ne Tl Yes (O Ne
J- ChilAs Naroa { First, Middie, Last) or "waborm" Ralationahip to Applicant Citaew)
Ankage! I,:lgr; SSN | Preg
Bociml Socwrity Nyl In Schood Sex
0 Yes 03 Ne O Male (J Female
Birthinte ar dasa unborn ie dus N {8 the Pernon Blind or Disabled | Pregnant
0 Yes 0 Ne J Yes (O No i !
Faihow's Namn In Either Paront (v) Meaical Suppont (1 YES [ NO
(3 Doconssi [ incapactated 1 Absant [ Unsmploysd | [ cA 2.3
Motlver's Name Child Living in Home " Medi-Cal Roquested | [ njotinhome, 1821 & tax 06p.7
[ Yes O Ne D Yesa [0 No
IF YO BAVE MORE THAN 3 CHILDREN-LIST HERE. O Mc2108C
LIST NAMES ONLY AND TELL YOUR WORKER: e
. [J Potential Snesde
MC 210 (840 Page 1 of 6
SECTION: 2017
' 50161 MANUAL LETTER NO.: 123 DATE: 10/29/93 PAGE: 4S-4




MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

iy,
If you answer "YES" to certain guestions about residency, property/resource, income, or work hist«
you may be asked to give more detailed information before your application is approved.
CHECK EACH TEM “YES” OR YN YES | NO COUN"" USE
a. Isthore anyone living in your home that you did not List? Relationship: _
; List Name(s):
b. Do you pay for room and board or rent s room, apartment, house, or trailer?.............. [0 Mc 21081
&
’ g 1s sny faznily metmber living in » numing bome, hospital or board and care home? .......... [0 LTC return home
Name of p in 6 mos?
] Name of Home/Facility: O Mc11swW.1
Date Entored [0 ExcessB&C
Intend to return home? Amount: §
E @ Are you or any family member ciaimed sa & tax dependent by a person not living with O Tax dependent
E you? latter sent
Name and addross of person claiming the tax ded Date:
| & J caza
= . N . . N .
@ a. Do you or any family member own, lease or maintain a bome cutside California? ...... 0 Property
w b. Are you or any family member surrently receiving public assistance from outside J pa
13 California?
é @ Are you or any family member living ontside California? Calif. Resident?
ﬁ OYes [ONo
-] @ a. Are you or any family member pianning to leave California for more than 60 days?... .
b. Do you and your family plan to stay permanently in California? -.......ocovenersnerscnssn S
Are you or any family membar on strike?
@ List Name(s): O g:‘::r 100
w Are you, your apouse or the other parent in the home working?
E . List Name: Howrs Per Week: O U-Paren{v
e List Name: Hourn Per Week: MC 210 8-
% @ Are the person(s) in@ looking for work or more hours of work? {J UIB Referral
w Have you, your spouse, other pareni or any children worked in the last 2 years? ... R{dfﬁgﬁnination:‘ Fed
Eligibility determined per
List Name(s): MC 210 dated:
Did you or any family member get redical care or pregnancy care in the last three
g S months? List Name(s): 0O Mc2i0a
s Retro:
Mo._ .. Mo.___ Mo.____
__] @ Do you or any family member have a phymcal or emotional problem which makes it [5 DED Packat
& diffienlt to work or take care of personal needs?
g List Name(s): [0 Other Verif
2 |@  Was the physical or emotional prohlem caused by an injury or accident? O cwceo4l
Have you or any family member ever applied for or received assistance such as AFDC, [0 Pickle Screening:
% by Food Stamps, Medi-Cal, SSU/SSP, or other benefits? MC 210B
List what kind:
< ) — 0O sca
[ List where roceived: O] Post MC
@ List when received: 0 30+ 13
@ Have you or any family member ever been in U.S, military service? .......ccmsemssssensoseseas 00 cas
E E List Name(s): ’
o] E Are you or any family member the spouse, parent, or child of a person who has been in
_:3_' ] U.S. military service? oy,
& @ List Namw(s):
MC 210 (853) Page 20f 6
59 . .
secTion: 201 MANUAL LETTER NO.: 123 DATE: 10/29/93 PAGE: 4S-5
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

®

LIQUID RESOURCES

Do you or any family member have any of the PROPERTY/RESOURCES listed below?

Tha county will datermine whether or not the resources count.

* Include all resources owned, used, controlled, shared or heid jointly with or for ather person(s).
* Include resources on which you or s family member are named (even for convenience only).

Parsonal checking account? Enter how many accounts:
Bank name: . A b

(emms———
COUNTY USE

Obtain Verif. and
enter nonexempt
value

O MC210S-.P

YES | No

WHOSE PROPERTY

VALUE

{J Current Mo
I Included

Saving or credit union account or trust fund? How many?
Where: . ber:

IRA, KEOGH, deferred
account or anpity?
Enter how many accounts:

Cash or hed checka?.....

p i0n, retir

Stocks, bonds, certificates of deposit or money market
ta?

$

REAL
ESTATE

A home (whether you hve in 1t or not)? ..........

Other houses, iand, buildings, mobile homes or life estaton

FR O YES O NO

OTHER

items vaiued at more than $500 per item (i.e. musical instrument)? ..........
Life insurance? Enter how many policies owned:

Mirneral nghts or mining cisims (oil, gas, coal, etc.)? ...

Burial Trusts or centracts, insurance, money for burfal or
cemetery plots, caskets or ather bunsl IEME? ......ovcvvncinniissernarneveees

{in or outside the US.Y . $
Martgages, promissory notes, deeds of Lrust or sajes contracts? .......c.ceee. $
@ @ Car, truck, motorcycle, trailer (any kind), ofl-road vehicies,
airplanes, boats, campers (running or not)? .
15} Enter how mapy vehicles owned: EXEMPT
= 00 YES O NO
g Do you owe money on your vehicies?
$
@ Have jewelry (not wedding/engagement or heirloom)
worth more than $100? $
If you are applying under Pickle, da you own honsehold goods or personal S

jointly owned O
separately owned (J

$

above in the last 30 montha? If yes, complete the following:

ltem Date

TRANSFER

$
Enter how many:
Other assets or reBOUrCRs? ..c....cocvureres | ’ |
gg @ Busineas: checking/savings account or cash $
% Business equipment, vehicles, tools, inventory or materials
] {including livestock or poultry not fOr personal Use). ......covvriremcarssarecsanssnns —
o} Type of Equipment:
=]
@ Has snyone given away, transfermed. soid or traded any LTC only:
money, vehicies, property or other resources like those listed only:

{3 Verification

21 Transferred [0 Sold O List Other
| O Traded O Closed Trazs. in # 40
’ J Given Away
@ Have you burrowed money against your property Brings pruperty
to pay medical bills? within limits?
% Has a lien been put on any of your property as secunty ‘ 0 Yes O No
= fur MBICAL CATET oottt s et e e veRs { 1f Yes
- Have you used any of the items ahove to pay for t [ Notice to
dical care? ., ’ Provider
Total Nonexempt Property 1§
MC 210 (883) Fage 3ot 6
30159 : PAGE: 4S-6
SECTION: 50161 MANUAL LETTER NO.: 123 DATE: 10/29/93 : 48-




MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

Do you or any family member get, expect to gat, or has anyone applied for any of the following INCOME?

Answer for all family members in your home including yourself.

CHECK EACH ITEM “YES” ORI v CQUSNTY USE
IF YES, YOU MUST COMPLETEALLITEMSFOR | -0 | . | Whose "‘g‘“““‘ How |0 MC2108W
THAT INCOME. Income : D2°fore | opon | Usecopyorawara
. : Taxes lstter or check or other
Monsy from s job? (including occasional work).......... | -
- If yos, how many people in your home work? | O] Weekly(4.33)
g Do you expect # change 1n your job? ......... | g l:;::':ly (3.167)
2 {Hours or money) O] Twice Monthly
Explsin: l Q Actual
| 0 Other:
=] @ Self-employed i (includes b baby -
E Sitting, out-of-home sales, swap mests, arts, crafis & .
E 8 income from crops or other farm mcome). ] Tax Statement
7 g 0 ProfitLoss
& 1f yes, how many peaple are self-empioyed?
Social Security Benefita (Sel *
Social Security Benelita (Others) $
Social Security Benefita (Others) $
Cash Aid wuch as: 881, AFDC, GR/GA or any other | $
Child/Spousal Support or Alimony ! _f\ -
Money From Friendas or Relatives $
Railroad Retirement ; $
E Veteran's Benefits’Military Allotments $
8 Worker's Compensation $
&
; Unemployment Beoelits (Self) i $
Unempioyment Benefits (Others) . $
Dissbility or Sick Benefits $
=) Pensions or Retirement $
Scholarships. Loans, Grants CSJ MC 210S-E
Intarest Income or Dividenda $
Income From Rent or Contracts: !
(Including Room and Board) }
$
Income from Training Program i
Namw of Program ! :
Any Ot,}l:gr Unamad Income: (including w 0] Inheritance.
luttary/bingo winmngs, lump ®aum payments ; Insurance, etc.
Receive Rent/Housing/Food (Room and Board): ! value O Chart
If yes, check boxes: I Value
e [Free R work For R
55 Housing (Room and Board) (] a j O MC21081
8 2 Utilities O 0 '8
Food 7 4 ‘
& $
Clothing 0 0 . 3 Sneede
'8
MC 210 (493) Page 4 of 6

50159
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DI-CAL

ou G

EC

SERVICES: YOUR ANSWERS TO THESE WILL NOT

C. Are you breastieeding a child?.........

available upon request through the Child Health and
Disability Prevention Program (CHDP) fur eligible members
of your family under age 21.

* Do you want more information about CHDP Services’.....
» Do you want CHDP medical or dental services? ...............

B. If you are pregnant, you can get help finding a doctor, getting
tranaportation to see the doctor, and other help. Do you want
to talk to someone about this help? .

Hava you given birth within the last three months? ...

*  If you answered "YES” to either of these questions, you
may be eligible for services provided by the Special
Supplemental Food Program for Women, Infants and
Children (WIC)

D. Do you want information about Family Planning Services?......

Do you want 1o talk to a social worker abuut other services
which may be available to you?

*  If*Yes,” briefly describe:

CHECK EACH IYEM “YES” OR “NO® NO WHO MONTHLY | COUNTYUSE
PAYS AMOUNT |0 MC2108W
@ Does the self-employed person have busi oxp 7 O Verification
Doas apyone in your home pey child/ Tt, alimony or O Court Order
make other payments (medical, dan&al. cu..) for wmm who ] Actual Payment
doen not live in the home? $ e
% j . A [0 Dep. Care
E @ Does anyone in your home pay someans 1o care for a child, a Receipts
dissbled or elderly aduit so that s household member can work,
a attand traming or school or look for work? List persons cared
for:
= 0 Receipts
[‘5 @ 1a anyone in your home » working disabled person who has
dical exp ry to keep the job, mich as
g whulchur’
D @ ] S
g Is anyone paying college or educationml cOSLB? .ooonrirenrniinenn ] MC 210S-E
@ Does anyone have health/medical insurance or 0 QMB [ Card
Medicare? Who is insured? (List Names) O qowrt (] sLMB
[0 DHS&155
List name of wnaurance: O HIPP ] EGHP
1s health/medical insurance available through OHC CODE:__
erployman O Sen Bt
forT:
Has your health/medical insurance stopped in
the iast 60 days?
Additional Information: (List any additional wnformation for Questions 1 through 3%)
2
=
g
-
@ A. Regular check-upa to help protect your family's health are YES NO ‘ COUNTY USE

Date:
T Referral

0 WIC referral

Pregnant

Breastfeeding

O CHDP Brochure and Explanation Given

C  Parent or Guardian
of child under §
3 Postpartum

0 Social Services Referral

Family Planning Information Given
0 Referred Date:

MC 210 (883)

Page5of 6
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES < :CTION

CERTIFICATION

* [ have read and received a copy of the MC 219.
* I am aware of, understand, and agree to meet all my responsibilities as described on the MC 219,

» I understand that all of the statements, including benefit and income information, that [ have made on this form are
aubject to investigation and verification.

1 understand that Section 1137 of the Social Security Act requires that I provide Social Security numbers (SSNs) for
myseif and any family members if I/'we request full Medi-Cal benefits. I understand that my/our SSNs will be
verified and will be used in a computer match to check the income and resources I/we report with information from
welfare, stata employment, income tax, Social Security Administration, and other agencies. I understand that this is
done to make sure that my/our family's eligibility and share-of-cost level, if any, are correct.

I dectare under penalty of perjary under the laws of the Usnited States of America and the State of California that

the tnformation contained in this Stavement of Facts and any of its supplemental form(s) that 1 may be asked to
complete s teae and correct.

Signature oApl

Signature of Witness (Il applicant signed with & mark) 11 Date
Signature of person helping applicant fill out the form ‘ Date

It is the responsibility of the benefic

Worker within ten (10) days any changes that o v

Signature of Person Acting for Applicant/Beneficiary } Date

Address of Pernon Acting fur Applicant/Beneficiary Phone Number of Person
Acting for Applicant

COUNTY USE ONLY

"

Supplemental Forms Issued i Client Initial

i ‘ Date
EW Signature i Worker Number ] Dale
MC 210 (8483) Page 6 of 6
50159
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

e
r

STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF HEALTH SERVICES

ADDITIONAL CHILDREN MEDI-CAL PROGRAM

u A 4
(SUPPLEMENT TO THE MEDI-CAL STATEMENT OF FACTS - MC 210) |  COUNTYUSEONL
1P YOU HAVE MORE THAN THREE CHILDREN, LIST HERE AND GIVE THIS FORM TO YOUR i
WOREER Case No.:
ded Meds - Cal beneting, DO NOT G m te shaded area below for Workar No .
; Date:
@ Childs Name | First, Middla, Laat) ar ~anbarm” ToIAGHRARTS 10 APPAGADT L
Linkege| immun. | SSN | Prog
MC 13
Social Becurity Number in Hichool Bex
Tl You 0 Ne 0O Male {3 Femaie
Birthdates or date unbarn s due 1a tha Person Blind or Disabled | Pregnant
0 Yem 0 No {0 Yes [ No
Father's Name | 1n Either Parent () Medical Suppart (1 YES (I NO
) Desamed [ Incapaciiated [ Absent [ Unemployed O caz.1
Mothers Name Child Living in Home © Medi-Cal Requeated [J Notinnama, 18-21 & 1ax dep.?
3 Yes ] No 0 Yea (0 No
@Child'u Name { Fient, Middle, Last) or "unbom” . Relationship to Appivcant L'uuunl‘ ‘
Linhage| lomie | 55N | Pres
MC 13 | !
Social Secunty Number In Behool | Sex ]
0 Yen O Ne . O Male OO Female |
Dirthdate or dats unborn 1 due In the Person blind or Lhaabled | Pregnant
0 Ye O Neo { ] Yea (O No
Father's Name 1a Either Parent iv ) Medica) Suppont (] YES (I NO
() Dacanoedt () Locsomciated [ Absant  [J Unemployed 0 cazi
Mother's Name Child Living 1n Home Medi-Cal Reauested | [ notinnome. 18- 21 & 1ax gep.?
O Yes 7 Ne ' Yes [0 No
@Child‘n Name ¢ Firat, Middle, Last) or “anborn” | Relationship to Appheant Citigens
Lankage! Immig. | SSN Prog
MC 13
Sociml Serunty Number In School i Sex
i (3 Yes 0 Ne . [0 Male [J Female
Birthdate or date unborn 1a due is the Person Blind or Disablad | Pregnant
[ Yes 0 Ne O Yea (O No
Falhers Name is Either Parent (v) Medical Support (1] YES (] NO
[0 Devaamd (O lncapacstated [ Absent [ Unempioved | [ ca 29
Mother's Name | Child Laving in Home . Medi-Cal Requesled [ Notinhome, 18- 21 & lax dep.?
{1 Yea 7 Ne P Yes {0 No
"@ Childs Name | First, Middle, Last! or ~anbarn” ek i Apricant yrvers ‘
Linkags| lnmig. | SSN | Peege |
N MC13 |
Social Security Number i In Sehool i Sex '
(0 Yes O No » 5 Male (0 Female !
Birthdais or date unhom i due i is the Pernon Bhind or Disabled | Pregnant i
HI Yem 2 Ne F 0 Yes O Ne
Fathers MNanw

in Either Parent (v) . Madical Suppont (J YES (O NO
(3 Dwwamd [ incapsesatod ) absant O Unempioresi | (7] ca21

Mather's Name l Chald Laving in Home Medi-Cal Reauested | [7] Notinpome, 18- 21 & tax 0ep.?
] Yes O No ‘O Yea O No
—
@cmw. Name ( First. Middie. Last) or "unborn” Relationaiip Lo Apphicant Citwens
Lankage) immig. | SSN | Preg I
MC 1
Sorial Becunty Number In School ’ Sex l
O Yeu {1 No | O Male [J Female |
Dirthdate or date unhorn w due i in the Person Blind or Dinabled | Pregnant
3 Yeu 0 No 10 Yes OO No
Father's Name | Is Either Parent (v) Meaical Suppon ] YES [0 NO
1 (3 Deconmd (3 Incapacnated  {J Absent [T Unemployed O caza
Mother's Name Child Living wn Hommwe 1 Medi-Cal Requestad [ Notinhoma, 18-21 & tax dep.?
Q Yes O Ne V0 Yes O No
® Child's Name ¢ First, Middie. Last) or "untxam” | Relationshp to Appiicant ¢ ‘““Wt |
H Linkage| bunnig | SSN | Preg |
MCI13 | 1
Sacink Becurity Numhber ! In Behool T Sex ‘ 1
O Yea 0 No O Male O rFemale 1
i
{hairthdaie or date unixam 1 due s the Person Bhind or Lhsabled : regmant ‘
DYs O No O Yes O o |
Father's Name | Is Either Parent (v Madical Support (] YES ([ NO
T Deeenemd [ Locapacuatod [ Absent [ Lnemployea O cazs
Mother s Name t C’hild Laving in Home Meds-Cal Requesied ] Notinhome, 18-21 & lax dep.?
i, IT) Yes J No "] Yes O No

MC 2)08-C (8/83)
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

oy,
STATE. OF CALIFORNIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF HEALTH SERVICES
NINOS ADICIONALES bttt
(SUPLEMENTO A LA DECLARACION DE DATOS DE MEDI-CAL - MC 210) | PARA USO DEL CONDADO
SI TIENE MAS DE TRES NINOS, ANOTELOS AQUI Y DELE ESTA FORMA A SU T
TRABAJADOR(A Case Na.: S
ngidos de Medi-Cal, NO complete el area Worker No.:
i, Date:
ATAR o 8 Citamn/|
Linkage Immog.| BSN | Preg
MC 2
Nomern del Seguro Socui JAsinte & 1 eacwela? { Sexo
0 st ] Ne {3 Masc. (] Fem.
Fecha de nacitiento o fecha en qua se sapora nacers el bebé +Enth ln p a0 P {Ernb da?
cinda? (0 5 DNnIDS( 0 No
Nownbre del padre LEstA cuniguiern de lon padres (v ) Medical Suppont [J YES (O NO
[J Mwrse ) incapmriace (1 Ausente {J Desempisada? 0 cazs
Nombre de ia madre {Vive ol nifo en el hogar? L (Solicite Medi-Cal? )
0 s 1 Ne {8 s O Ne O Notm home, 18- 21 & lax dep.?
@ Nombre del mno ( Nombre, tmicai, Apeilide) o "par nacer” Pamniesco con el saialanke Linkage :‘Auun/ s | Preg
| g,
MC 11
Namaro dei Seguro Socisl iAdinta A 13 eacuela’ i Sexo
0 st [ Neo 1O Masce. O Fem.
Fecha de nscymiento o fecha en gua se enpara nacera ei bl JExt4 bn perona negs v incapa 1 Embarszada?
citnda? [ Sf O Ne i OO st [0 Ne
Nombire del padre | iEsth sunlquiers de low padres (v ) Medical Suppant (J YES (J NO
| O Mure DL S Awsante O Desempioacu? | [ a4
Nombre de la madre | (¥ive ol nifio en el hogar? . . Solicite Meds-Cal? ’
(0 s 0 No T8 s O Ne 0 Notnhome. 18-21 & tax dep.?
@Nombn ded mno { Nombre, inicial, Apeiido) o “por nacer” . Pareniesco con el suiotanie kg Citmany sy | Pres
i tmmug.
; MC 1)
Namero del Seguro Social i iAwiate a la eacuela? Sexo
0 s T Ne 0 Masc. {3 Fem.
Fecha da nacimiento o fecha en que se espera nacers el bebé i iEuld Ia persona fitge o Incapa- Embarazada’ pr—
| citeda? O3 S0 A Ne { O8t O No '
Nombire del padre | iEwth cunlqmera de ios padres (v') Medical Sopon [J YES [ NO
C 3 Muerw U foeapmeriado (7] Ausente [ Desem pianda? O caz1
Nombre de la madme i (Yive el nifno en el hogar? ;Solicite Medi-Cal? )
& s O Ne i O st O Ne [J Notinhome, 18-21 & 1axdep.?
@Nomhm del mino ¢ Nombre, iniaal, Apellidn) 0 “pur nacer” i Famntesca con el suliniianie Linkags “‘ e | SSN | Preg
) moug.
. MC |3|
Namero del Seguro Social i (Asmste i escunlal Sexo [
10 se 3 Ne -0 Mane. (0 Fem. |
Focha de nacimisnto o fecha en que se separa nacers el bebé ! +EsMA Lo persona clega o incapa- | Embarazada? 1
i citada? (] S O%N (Ost O Ne {
Nombre del padre LEath cualquiers da los padres (v ) Medicas Suppont (] YES [J NO
) Muere O] incappestado 1 Ausente ) Desempleade? 1 caza
Nomire de ia madre iJYive el uho en el hogar? | Sulinitd Medi.Cal? )
O st 0 No | 8 8 [ No 00 Notmhome, 18-21 & tax dep.?
@wan Bel PRG { NombTe, Inyeat. Apeilido) 6 “Por RAcer v won 1 ANt P L B
l MC 13
Numero del Seyuro Bonel ! iAdinie 8 la excueia? Sexn
0 st O Ne 0 Masc. O Fem.
Facha de nacmienta o fecha en gua se supera nacers el bebé | it I8 perauns aega vancapa | Embarazada?
| citada? ] Sf ONo |08 O No
Nombre del padve | iEaté cunlquiers de los padres (v Medical Support [J YES (J NO
i O Meera [J4 o (J Aasenta (] D bead? | M cangy
Nombme de ia madre | iVive el mio en el hogar! | (Solicité Medi-Cal? )
'O s 7 Ne ‘O s O Ne {0 Notinhome. 18-21 & tax dep.?
@ Nombre del mao ( Nombre, imaal, Apeliido) o “por nacer” ¥ con el sol % L inkage tliuu-w' SN | Pres
0 meg.
[SREY
Namern del Seguro Soasl © iAnale a s escuela? | Sexo |
O sf 0 Neo + 0 Masc. (0 Fem. |
Fecha de naomiento o (echa en que s rspers naceTs el bebé . iEsld la persona aega vanenpas 1, Embarazada’ ‘
| clada? [ 5 G~ O8O Ne | | | |
Nombire del padre | (Ewth cunlquiera de luw padres (v) Madicat Supoont (J YES [J NO
"3 Muarw O buapsniata 5 Ausents  (J Desempiaado? 0 cazi1
Nombire de la madre J¥ive ol nino en el hogar( ;Solicits Medi-Cal? )
O st O Ne 1O s O Ne 1 Notinhome, 18-21 & tax dep.?
MC 210 5-C (5P (B/93) N "
SECTION: 50161  MANUAL LETTER NO.: 123 DATE: 10/29/93 PAGE: 4S-11




i,
e,

i,

L,

MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

STATE OF CALIPORNIA - HEALTH AND WELFARE AGENCY

Property/Resources

DEPARTMENT OF HEALTH SERVICES
MEDI-CAL PROGRAM

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

Please fill in the following, if you answered “YES" to certain Property/Resource questions from the Statement of

®

REAL ESTATE

Real Estate part of the MC 210, fill in tha following. List any property in any state or country and all
land you own, have title to, or share title in. ITEMS: Housaes, lots. land, apartmants, mobile homes
taxed as real property, or other.

Addrass or Legal Description of Property:

Nama oi Qwner:

Does anyone live there now? (] Yes (0 No How long have they lived there?

Narne of person living there: Relationship to you:

Do you pian to retumn to that propery 1o live? O Yes 0 No
(You rmust notify the county within ten {10)] days of any change in
pians tor living at the property.)

Is the property currently listed for sale? 0 Yes J No
Full value of property (from tax statermant): $ Amount owed: $

Rent collscted sach month from property: $

Expenses on property:

® Interest $ YaadeMony @ INSurANCe § . YestwWMomny

® Taxes and A s $ Y onrty vy & Upkesp and Raep $
» Utlities $ YaartwMonthiy
if you or any family membar answared “YES™ to the life estate propany question, please fill in the

address of the property below.
Addrass:

Do you or any family membar have an income interest in a life estala? J Yes J Neo

ls the ife estate (producing/earning/providing/giving) income? 1 Yes O No

Facts MC 210,
@ Tl in the 10lawing If More TO0M Was NBeAed 1o ST NqUId TeSOUTERS { L NaCkING/Savings/ A 5. COUNTY USE ONLY
Stocks, etc.)
7] | Acaount ‘ Current
a 8 Typs of Resource Ownar of Resource - Number Name and Address | Value Case Name:
35
29 | $
- R Case No..
W i is
o« : Workat No.:
‘z ls Date: ___
A. It you or any family member answared “YES” to ownung or buying any of the tems listed under the

Venfication of ‘Good Cause’
for Nonutizaton of Proparty

Vaerification of income and
Expenses (List):

MC 210 8-P (683)

Page 10t 3
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

oot e L AT WP, " G i in o ———— g 96

if you or any family member answered “YES” o owning one or more of the tems in the VEHICLE saction of
the Statement of Facts, MC 210, fill in the following intormation about each vehicle.

@ A.  List all cars, trucks, motorcycles, airpianes or off-road vehicles (even if not running) owned by you or COUNTY USE ONLY

your family. if none, write “none.”

List exempt vahscie:
Listed for Used for O Verfication of
Claas Sain? Transportation ication of nonexampt
Maks and Model | Year (Registation) Quwner Amaunt Owed L
Yos ) No You l No
‘ i 3 Vericahon of ancumbrance
| s } )
l s 1 1
| $ l \
l $ |
| 5
$
$
$ |
$ ‘.
. $ I.
; $ | |
| $ ! l
m .
g 8. List any boats, campers (do nos inciude trucks), motor homes, ar trailers which are not used O Verification of parsonal
a as a home and are not taxed as real property by the county, propary
> | Listed for Used far
Description | Yasr Class Owner Purchase Price|  S3l8?  |Transporution}
{Registration)
! * Yes | No Yes i No
$
$ :
s |
$ !
i $
s e
! $ |
| $ i |
| $ 1 e
} $ |
! $ ﬁ
1 s |
Note: i you think the vaiue the Department of Motor Vehicies will give the items listed in A and B will be
too high, you may get thres appraisais of the actual value and the average wili ba used.
MC 210 §-P (843)

Page 2013
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

g

It you or any family member answarad “YES” to owning tems in tha OTHER or BUSINESS section of the
Statement of Facts, MC 210, piease give mora detailed information about those tems here.

@ A. It you or any family member own items of jewelry valued at more than $100 each, or are applying COUNTY USE ONLY
under Pickle and your items are ovar $500, you must fill in the following : Heirtoom?
(Do not include wedding, sngagemant rings, or heirlooms.) Total Nonexempt
Listed for Sale?
Description Amou
P Yes | No ount Owed Appraisad Vaiue §
O Exempt
s
$
B. # you or any tamily member answered “YES" to owning life insurance, you must till in the foliowing:
} Peraon insured [ | . Dala | Current
i e ! Face * Policy . Policy | Cash
T | Policy Owned By | Valus - Number  Issusd | Value
| | g
! s 3 1 Yes No CSV
1 E ; | Exempt O O$______
| ! : : $
| I's : | Exempt O O
! ! :
2. ‘ ! 1 ‘
5 ‘ 1 ; ) Exempt O 0§
£ : ey
5 |, | | 1 | otal CSV §

C. If you or any family member answered “YES" to owning one or more of the following:

1. burial plot, vault, or crypt, is i for use of immediate famity? O Yes 3 No Exempt O 0§
ar 2. minerai rights or mining claims, is either listad for sale? O Yes 0 No
Please give more detailed information:
Description:
Qwnad by:
Current Value: $ : Amount Owed: §
Location:
D. 1f you or any family mamber answered “YES™ to owning a burial reserve or trust, please fill in the 1 Revocable
following: O Iravocable
‘ “ Purchased O Designated Funds
A "
Pu;;t;:n i Owaed : For Whom ; From Whom Current Value §
$ {S
$ Is i f
1
s s |

©®

If you or any tamily member answered "YES" to owning one or mora of the following types of business
terns: equipment. vehiclas. tools. inventory or materials (including livestock or poultry not tor personai
use), you must give more datailed information by filling in the following,

[
% Description of kem Es\t};r‘\::ad l Agl::;\‘
= is s
m
s 's
MG 210 5-P (8/83)
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

STATE OF CALIFORMIA - HEALTH AND WELFARE AGENCY

DEPARTMENT OF HEALTH SERVICES

EARNINGS AND EXPENSES T
(Suppiement to the Medi-Cal Statement of Facts - MC 210)
1. Parson No. 1 - Name : Casa Name:
Occupationilob Thle: Wark Phone # : ( ) P
Address: Hours Worked per Week: Worker No.:
Dats Employment Began: / / Hours Worked per Month: Date:_
Person No. 2 - Name : VERIFICATION (List):
Oceupationsdob Title: Work Phone # : ( ) O Wage swbs
Address: Hours Worked per Week: O Tios
Date Employment Began: / / Hours Worked per Month:

2. { your ncome changes from month to month, show your actual income for the currant month in “Month
1" below, and your estmated gross income for the following two months in “Month 2° and “Month 3"

MName Month 1 Month 2 Manth 3
$ $ $
$ $ $
3. it sei-empioyed. compiete the following: Adjusted gross income from {ast federal tax ratym: §
HAB INCOMB CHANGOAT ........ceoeveneeerescasnroanns . [ Yes ] No
If income has changed or no tax return, what was:
Changed Income Amount Changed Income Amount
Gross proht per yesr or cash payment . . .
from seli-employment: $ Business checking account: $
Business costs per year (Exampie: .
salaries 1 om . oau 1 $ Average monthiy cash paid out: s
. . Average monthly cash drawn rom
Cash on hand for Dusiness: $ bUBINGss: $
4. Doas anyone who works pay tor care of a child or disaoled adult?..........ccoeeevens J Yes [ No
i "Yes", please compiete the {cilowing:
Parson 1 Person 2 Person 3
! Name of person receming care .
Age of person recenng care I
Amount of payment and how ohen $ avery |$ overy |§ avery
pnd (3 day O week 00 monmi) day () week O monm (D day (0 week (0 monm

Who do you pay for tha care? Name:
Address:

5. Is there a non-working member of tha family (parent, sister/brather of child,
spouse or child of a disabied aduit) living in the home who is abie 10 take

care of the child or disabled adutt? O Ne

6. i you are a working disabled person, do you have any medically-relaled
costs which are necessary for your amployment, such as a whaelchair, e1c.? ...... [] Yes T No
i “Yas", list below:

I Type of Cost Amount

f

} $

| $

7. Do you or any family memober pay child support or aimony under a court order or
based on an agreement with tha DIStrct AIRIMeY? .....ccririerinienieecrreineereenenns 3 Yes 1 No
i “Yas", please complete the foilowing:

| Monthly Amount | By Whom & Daio Last Paid ' To Whom

’ i

; | ]

[ Chiid in school
] Exempt eamings
Conversion Facior:
[3  Acwal
[0 4.33 (Weekly)
{1 2167 (Bi-Weekly}
{7 Twice Monthly
[J Tax Retrn

Schedula C
Business Ledgers

O Veriticabon amaunt
paki and age of person
receiving care

T Other person in MFBU
who coukd provide care
MEM 50853.5

O IRWE (QMEBVSLMB)

COURT ORDER
Amount $

{3 Verification of payment

RIS

Pane t of 2
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

VOCATIONAL AND WORK HISTORY

1. Parson No. 1 - Name :

A. Have you worked, quit a job, or refused a job or training within the last 30 days? O vYes 0O N
Name ana Adoress of Empioyer Trainng Lot Day of JotvTrming Amoun of Last Payerw-
Month Dey Yoar
$
Hours of Work/Trairing n Last 20 Deys Rasson for Leaving or Hetusal
B. Are you actively seeking work? C] Yes I No
C. Have you received Unemployment Insurance Benefits (UIB) within the last 12 months? [ Yas ] No
D. Do you eamn any other money, such as lips, commissions, ovenime, shitt differential, etc.? [ ] Yas 0 No
If “Yes", how much? § Days worked per week: Hours per week:
E. List your empioyment and training history for the last § years. Begin with last job or training.
Name of Empioyer Work or When Empioyed Amount Pad Name of Empioyer Wark or When Employed Amount Pad
or Trmwnmg Program Trmning (Mo/Day/Year Monmily or Trasmng Program Trairing {MoDay/Year) Monty
I O Work (From / - 4 O Work |From / -
0 Training | To . 3 O Training{ To ;o $
2. ) 5.
O Work {From / ¢ 0 Work |From / ¢
3 Traning | To por |8 0 Training | To i $
3 6.
O Work |From / 0O Work IFrom /7
O Training | To I, $ O Training | To VR
2. Parson No. 2 - Name .
A. Have you worked, quit a job, or refused a job or training within the last 30 days? [ Yes 7 No
Name ana Address of Employer/Traming Last Day of Job/T rawnng Amount of [as! Payeneck
Month Day Year
$
Hours of Work/Tranng n Last 30 Days Reason for Leawng or Hefsal
I
B. Are you actively seeking work? O Yes No
C. Have you received Linemployment insurance Benetits (UIB) within the iast 12 months? O Yes J No
D. Do you earmn any other money, such as tips, commissions, overtime, shift differential, etc.? O Yes 1 No
It “Yes", how much? $ Days worked per week: Hours per week:
E. List your employment and training history for the last 5 years. Begin with last job or training.
Name of Empioyer Work or Whaen £Empoyed Amount Pad Namw of Employer Wark or Whan Emoioyeo Amount Pad
or Training Program Traning (MDY anr) Montwy or Trmmng Program Training {MoDay/Y ear} Moniny
' 00 Work |From / 4. 00 Work |From ¢
0 Training | To i $ O Training  To I $
2. 5.
0 Work  |From / O Work |From + ¢
1 Training { To ot $ O Training [ To V! $
) 6. o }
O wWork |[From / O Work |From / !
3 Training| To fod 3 O Training | To V! $

| uncierstand that the statements | have made on this form arg subject to investigation and verification. “t declare under
penalty of perjury that the foregoing statements are true and correct.”

Signature: Date:
L AT ARV F < |

Pane 20f 2

50159
SECTION: 50161  MANUAL LETTER NO.: 123 DATE: 10/29/93 PAGE: 4S-16




.

MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

STATE OF CALIFORNIA - HEALTH AND WELFARE. AGENCY

DEPARTMENT OF HEALTH SERVICES

INGRESOS GANADOS Y GASTOS —— uso;::;‘;:;‘:
{Suplemento a |la Declaracién de Datos de Medi-Cal - MC 210)
1. Parsona No. 1 - Nombre © Case Name:
Ocupacion/Empieo Puesto: No. de Tel.on of Trabajo: () Cave o
Direccion: Horas Trabajadas por Semana: Worker No.:
Facha en que Comenzé el Empleo: / / Horas Trabajadas por Mes: Date:
Parsona No. 2 - Nombre : VERIFICATION (List):
Ocupacidn/Empleo Puesto: No. de Tei.en o Trabajo: () O] Wage stubs
Direction: Horas Trabajadas por Semana: a Ties
Facha en que Comenzo el Empiea: / / Horas Trabajadas por Mes:

2. Si sus ingresos caminan de mes a Mas, MUASITe SUS INGIES0S reales para ol mes actual an “Mes 1 en
sequida, y sus ingresos vutos caiculados para i0s siguientes dos meses en “Mes 2"y “Mes 3"

Nombre l Mes 1 T\ Mas 2 } Mes 3
s ' |'s
E s |s
3. Si e NeQomO Propio, COMPNS I Aguenta: ingresos ALGIAC0S 00 1 (iMa ceciaracion de impuesios lederales: §
LHAN CAMDIAAO I08 INQIBBOS™.........ceovevvesevssesseses o sessesssens O si I Ne
Si han cambiado los ingresos o no hay declaracion de impuestos, qué fue(ron):
4 Ingresos que Cambiaron T Cantdad | Ingresos que Cambiaron Cantidad
% W;ﬁﬂ«m @ mop:ao: ; s Cuanta de cheques o8l Negocio; $
CORMN OBl NBGN por ahn (E@mp : ! .
Janos g6 los empleados, ) % t Promadio mensial de efectivo que sa pago: |$
Electivo & la mane para of . §$ ;z;‘om”::enwﬂoeehcuw retraco N

4. (Paga algu.en gue trabaja para que 5e cuxie a un nifo 0 a un adulto INcapacitado? O si O No
Si @8 asi, por favor compieta io siguiente:

Persona 1 ‘ Persona 2 Porsona 3
[Nmmlawmwuwm .
| Edad 0@ la persona que se cuxia ‘ I
E i
! Cantiad del page y recuencia ool $ cade i$ caca :$ cada
mismo }jdlaDmDmnDdlaDmDmuDdlu[]umm[]mu
|

iA quién ie paga por ei cuidado? Nombre:
Direccion:

5. ¢Vive en el hogar aigun miembro de la familia quae no trabaja (padre/madre,
hermano/hermana del nifo. esposo(a) o hijo(a) de un adulto incapacnado)
quien puede cuidar ese NHo(a) © A0UND INCADACHBAOT .......cooviirimrecmaereriesrsisennne O si 71 Ne

§. Siusted es una persona incapacitada que trabaja, tiena gastos medcos qua son
NGCesarios para su empleo, como una silla de rueaas, 8te.?.........cocevveveeeveeens . L SI J No
S1 @3 asi, anoteins abajo:

O Child in school
(J Exempt samings

Conversion Factor:

O  Actwal

O 4.33 (Weekiy)

O 2.167 (Bi-Weekly)
0 Twice Monthiy

0 Tax Return
Schadule C
Businass Ledgers

O Verificaton amount
pawd and age of person
recewving care

[J Other person in MFBU
who could provice care
MEM 50553.5

0 IRWE (QMB/SLMB)

| Clase de gasio Cantidact
T
! $
{ $ COURT ORDER
7. i Paga usted, o cuaiquier mambro de la famiiia, mantenimiento de hijos 0 panson alimenticia, conforme § Amount $
a una aroen de la corte, o basados an un conveno con el Fiscal del Distrto?...... [ Si O No o
. . i {3J Vaerification of payment
Si @8 asi, por favor compiete io siguiente:
Canticiad Mensual | . o K A .
que so Paga | <Por Quian? ;usmrmmpm' LA Quién?
$ / ! ‘

A0 RN IEPY ()
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

HISTORIAL VOCACIONAL Y DE EMPLEO

1. Parsona No. 1 - Nombre :

A. :Ha trabajado usted, dejado o rehusado un empieo o entrenamiento en los ultimos 30 dias? (1 Si [ No

Nomire y Dracaon del PatronarEntrenament LAIME Dia o8 EMpleoEnrenammento | CANIGRG Gl MG Lheaue 66 Pago |
Mes Dia Ao ‘ |
s |
Horas de TrabagvEntrensmienio an ios Litmos 30 Diaa Razon pa Deyardo o Rehusaro 1
B. ;Esta usted buscando trabajo activamente? O Si ] No
C. ¢Ha recibido Beneficios del Seguro contra Desempieo (UIB) en los uitimos 12 meses? ] Si ] No
D. iGana cuaiquier otro dinaro, coma propinas, comisionas, tiempo extra, diferencial por turno, etc.? O si T No
Sies asi, scuanto? § Dias trabajados a la semana: Horas a ta semana:
E. Anote su historial de empleo y entrenamiento para los Uitimos 5 afios. Comience con e! Ultimo empieo o entrenamiento.
Nomixe gl Paronco | Trabain o Cusndo Trabé | Cantciad Pagadal Nomore del Patrono o Trabweo | Cudndo Traba | Cantidad Pagadal
Proge. de Entranam. Entrenamieno {MeDia/Aho} i Mensunimants Progr. de Entrenam. Entrenamienio «  (Mes/DiwvAno) ! Mensuaimente |
! * 0O Trabajo {De i 4 [0 Trabajo (De ;o ‘
! 1 Entren. |A o418 71 Entren. i A /o $
2 O Trabak | De b 5. {J Trabajo | De ror
{0 Entren. |A P8 O Entren. 1 p ;o \s
! i
3. . i 8. . !
0 Trabap | De /ot 0O Trabajo |De b4
1 entren. |A VIR ] 1 Entren. |A /o |s
\ \ !

2. Persona No. 2 - Nombre :

A. ¢Ha trabajado usted, dejado o rehusado un empleo o entrenamiento en los Gltimos 30 dias? (1 SI [ No

i Nomiwe y D 0n del Patronortnt T Uitimo Dia de EmpievEntrenamiento | ~anikiad ael Uilimo Chaque o Paga i
' C Mes Dia Afo ! :
. . i S
| Horas oe Trabmo/Entrenamiento en los Linmos 30 Dias HAazdn para Dejario 0 Rehusano
i
B. Esta usted buscando trabajo activamente? g Si 7] No
C. (Harecibido Beneficios del Seguro contra Desempieo (UIB) en los ultimos 12 meses? 1 Si ] No
D. (Gana cuaiquier otro dinero, Como propinas, comisianes, iempo extra, diferencial por turno, etc.? 3 si CJ No
Si es asi, jcuanto? § Dias trabajados atasemana: ______ Horas ala semana:

E. Anote su historial de empleo y entrenamiento para los Uitimos 5 afos. Comiance con el Gitimo empieo o entrenamiento.
[ Nombre del Patono o Teabme o Cudrvio Trabaid | Canidied Pagada Nombre del Patrrono o Trabmo 0 Cuando Trabaw | Cadad Pagaca:
l Progr. de Entrenam. Entrenamenio {Mes/Dia/Ano) 1 Mensuaimente | Progr, de Entrenam. Envenammnico | (MewDiaAha) | Mensuaimente |
| ; i
i, . ‘ 4. o '
; 0 Trabajo |De ;o O Trabajo De for
1 0 Entren. {A /ot ‘$ 0 Entren. 1A VAT
: | \,
i 2 . 5 . '
P O Trabajo |De bt ’ 0 Trabajo | De A
} 0 Entren. |A A [J Entren. A o8
1a. ] ‘ 6.

O Trabajo | De I OJ Trabajo 1 De ;o

0 Entren. |A AVEL O Entren. | A P8

Entiendo que las declaraciones que he hecho en esta forma estan sujetas a investigacion y verificacidn. "Declaro bajo
pena de perjurio que las declaraciones anteriores son verdaderas y correctas.”

Firma: Fecha:
MC 210 8. W ISP} 13
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF HEALTH SERVICES

INCOME IN-KIND/HOUSING VERIFICATION
(SUPPLEMENT TO THE MC 210 STATEMENT OF FACTS)

WE NEED THE FOLLOWING INFORMATION TO DETERMINE THE VALUE : County Use Box
OF THE HOUSING/RENT, UTILITIES, FOOD OR CLOTHING THAT YOU ARE
RECEIVING FREE OR IN EXCHANGE FOR WORK.

IN-KIND INCOME VERIFICATION

A, Applicant Authorization Section: (Sign this section it you want the county to verify IN-KIND INCOME)
Name(s):
Address:

! heraby authorize county to contact :
concerning any of the information requested below. ‘»

[
Applicant Signature; Date: :

H. Provider Staterment Section: (Statemoent of person giving/sharing housing, utilities, food, clothing, ete.)

1. The person(s) named above receives from me/my family:
(J Housing/Rent (] Utilities (] Food [ Clothing (] Cash

* Thisis (] Free (O In exchange for
* |/We have been providing these items since
* I/We expect to continue to provide these items until

2. |/We share household expenses with the person(s) named above. Cves T No
(If no, go to number 3.)

Our shared anangement is:

3. The TOTAL cost of household items at the above address is:
Housing Rent Utilities Food Clothing Cash ;
+ The number of people in the household at the above address is:

4. My relationship to the person(s) named above is:

I CERTIFY THAT THE INFORMATION IN THIS SECTION IS TRUE AND CORRECT: ;

Provider Signature Date: 1
Address: Phone: ( )
Part 11, ' HOUSING VERIFICATION

SIGN BELOW ONLY IF YOU, THE APPLICANT. WANT TO PROVIDE INFORMATION ABOUT FREE HOUSING OR RENT PAID |

TO A RELATIVE AS EVIDENCE OF RESIDENCY. BEFORE YOU SIGN, YOU MUST FILL IN THE HOUSING INFORMATION |
REQUESTED ABOVE. 1

| understand that the information | provide as evidence of residency may be verified by county or state empioyees |
processing my application. | agree to cooperate with any such employee in the verification of this information. |
hereby authorize any county or state employee responsible for administering the Medi-Cal program to contact |
concerning any of the information provided above.

| DECLARE UNDER PENALTY OF PERJURY UNDER THE LAWS OF THE STATE OF CALIFORNIA THAT THE |
INFORMATION CONTAINED IN THIS STATEMENT IS TRUE, CORRECT, AND COMPLETE.

L . Applicant Signature: Date:
MC 210 $-1(893)
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF HEALTH SERVICES

MEDI-CAL PROGRAM

INGRESOS - NO EN EFECTIVO/VERIFICACION DE VIVIENDA
(SUPLEMENTO A LA DECLARACION DE DATOS MC 210)

NECESITAMOS LA SIGUIENTE INFORMACION PARA DETERMINAREL Para Uso del Condado
VALOR DE LA VIVIENDA/ALQUILER, SERVICIOS PUBLICOS Y

i Case Name:

MUNICIPALES, ALIMENTOS O ROPA QUE USTED RECIBE GRATISO A Case No.:
CAMBIO DE TRABAJO. wmuo oare

S INGRESOS NO EN EFE

A, Seccidn da Autorizacion del Clients: (Firme esta seccion si usted desea que el condado veritique los
INGRESOS NO EN EFECTIVO)

Nombre(s):
Direccion:
Por medio da ia presente autorize al condado de a que se comunigue con
cen relacion a cuaiquier informacion que se solicita enseguida.
Firma del Solicitante: Fecha:

B, Seccidn para la Declaracion del Proveedor: (Daclaracion de la persona que da/comparta la vivienda,

servicios pablicos y municipales, alimentos, ropa, ete.)

1. La(s) persona(s) mencionada(s) arriba recibe(n) de mi/de mi familia:
(3 viviendasAlquiler [ Servicios Publicos y Municipales [ Alimentos [ Ropa [ Dinero en efectivo
* Estoes] Gratuto [ A cambio de )
* He/hemos proporcionado estos arliculos desde
* Espero/esperamos continuar proporcionando estos articulos hasta

2. Compano/compartimos los gastos del hogar con la(s) persona(s) mencionada(s) arriba. Osi CNe
(Si no es asi. pase al numero 3.)

Nuestro arreglo de compartir es:

3. Elcosto TOTAL de los gastos del hogar en la diteccion anterior es:

Vivienda Alquiler Servicios Plblicos y Municipales Alimentos
HAopa Dinero en efectivo

+ El numero de personas en el hogar en la direccion anterior es:
4.  Mirelacion/parentesco con la(s) persona(s) mencionada(s) arriba es:

CERTIFICO QUE LA INFORMACION QUE CONTIENE ESTA SECCION ES VERDADERA Y CORRECTA:
Firma del Proveedor

Fecha:
Direccidn: Tel.: ( )

Parte 11. VERIFICACION DE VIVIENDA

FIRME ABAJO SOLAMENTE S| USTED, EL SOLICITANTE, DESEA PROPORCIONAR INFORMACION ACERCA DE VIVIENDA
GRATUITA O ALQUILER (RENTA) QUE SE LE PAGA A ALGUN PARIENTE COMO PRUEBA DE RESIDENCIA, ANTES DE
FIRMAR, USTED TIENE QUE COMPLETAR LA INFORMACION SOBRE VIVIENDA QUE SE LE PIDE ARRIBA.

Entiendo que la informacion que yo propercione como prueba de residencia, pudiera ser verificada por empleados
del condado o del estado para tramitar mi solicitud. Estoy de acuerdo en cooperar con tal empleado en la
verificacién de esta informacion. Por medio de la presente. aulorizo a los empleados del condado o del estado, que
sean responsables de administrar el programa de Medi-Cal, a ponerse en contacto con

con refacién a cualquier informacion que he proporcionado arriba.

DECLARO BAJO PENA DE PERJURIO, EN CONFORMIDAD CON LAS LEYES DEL ESTADO DE CALIFORNIA,
QUE LA INFORMACION QUE CONTIENE ESTA DECLARACION ES VERDADERA, CORRECTA, Y COMPLETA.

Firma del Solicitante: Fecha:

MC 210 5-1 (SP)(8/3)
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

STATE OF CALIFORNIA - HEALTH ANTY WELFARE. AGENCY

Student Educational Expenses
(Supplement to the Medi-Cai Statement of Facts - MC 210)

DEPARTMENT OF HEALTH SERVICES
MEDI-CAL PROGRAM

COUNTY USE ONLY

Case Name:

Case No.:
Worker No.:
Date:

It you or any tamily member are 1n coliege or attending a simiar equcatonal insttution,
please fill in the fallowing:

See MEM 50447 for allowapie

A Student's name(s).

Name of instintion(s):

3 Full-tme [ Pant-sme 3 Full-bme [ Part-ume
Status of stucent(s): [ Grad O Undergrad | [ Grad 17} Undergrad

QAUCABON MXDENSES.
EXEMPT:

O Entire amount
0O Only axpenses

B8 Grants, L.oans, Schoiarships, Fellowships:

Amount receved: $ $

Sourcn(s) of grants. loans. eic.

How often recaived?

VERIFICATION (List):

c. Expenses Per Torm:

is tanm & semesier, quaner, year?

Tuition/fees: $ s
Books, equipment, and supphes: $ - $
Chikd care necessary for schoot: $ $

Transportalion costs allowed
(show computatons):

o3 Transportanon o SchoolChild Care

Round trip mues per day:

School attended how many days per week:

Type of ransporanon used (own car,
borrowed car, car pool, bus, etc )

Casts (per month):

® Amount paic by student {(not own car) $ $
& Amount pad by nders $ $
® Parking, woilis, atc. 3 $

1s public wansporaton (bus, ran,
etc,) avarable 7 (3 Yes (Z No O Yes 21 No

® If yas, inchcam cost: 3 $

MC 210 S-E {290
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

™
STATE OF CALIFORMIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF HEALTH SERVICES
MEDI-CAL PROGRAM
. . PARA USO DEL CONDADO
Gastos Educativos de Estudiantes
(Suplemento a la Declaracion de Datos de Medi-Cal - MC 210) Case Name: _ —
Case No.:
Workar No.:
Date:
51 u;xag o malqunef m:lamoro de la tamia gans:‘a ala unuya(?tdad o'una nstitucion donde otorgan Sea MEM 50447 lor allowable
medio bachillerate (college) 0 una institucion aducativa similar, por favor complate 1o siguiente: oduCAlION $Xpanaes.
Nombee del ashickante(s):
EXEMPT:
Nombre de la inshtucion(es):
[3 Tiempo compi. (1 Medio tempod ] Tiempo compl. (T Meda temood ) Entire amount
Situacidn coma estudiantels): (3 Postgraduase O Sin graduarse 0 Postarauade (J Singraouarse} [ Oniy expanses
Sub Pré . Becas: VERIFICATION (List):
Cantidad recibida; $ $
Fuente(s) de las subvenciones, présiamos, elc.:
<Con qué frecuencia se recibe?
Gastos por Curso: —
En 9l curso un semaestre, un tnmestre, un ano? R
Colagiatura/cuotas: s $
tlas: $ $
Librs, squipa, y uties: . Transportalion costs allowad
(show computanons):
Cuidado de nifos Necesanc para asisic a la escusia; ' s
Transporte a la Escuala/Guarderia infannl:
Milias por viaje redondo al por dia:
Dias por semana que aste & ia escusla:
Clase de transporte que s usa (Aulo propio,
auto prestado, viaj@ en Qrupo, Mtobus, elc. )
Gastos (por mes):
® Cantidad que paga i e5tudiane (10 en Aul0 propa) $ $
® Canixiad que pagan las personas qua viaan con usted | % $
® Estacionamiento, peaje, eic. $ $
(Hay a la disposicion transpone publico
(autobus, tren, ete.)? 0 si O No 0 si O No
® 5103 asl, INAIGUS #i COSIO: $ $
MC 210 5-€ (8} (I3} A
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

DA ol Caldoma-—Henih ana Weifarme Agency Demrum of Heall derviers
Meriid o Frogram

IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL

am applying rcr Medi-Cal benefits from
County Welfare Department (on behaif of

. [ fullv understand that
| have the following RIGHTS AND RESPONSIBILITIES listed cn this torm in order to be found

eligible for Medi-Cal and to maintain that eligibility.

I HAVE THE RIGHT:

* To ask for an interpreter to help me 1n applying for Medi-Cal il | have difficuity 1n speaking or
understanding the English language.

To be wreated fairlv and equally regardiess of my race, color. religion. nauenal ongin, sex, age, or
political beliefs.

Tu apply for Medi-Cal and to be teld in writing whether or not i quabfv lor anvy Medi-Cal
program, even if Lhe county representatne tells me dunng this mtenview that il appears | am not

elipible al this ume.
Tu apply as a disabled person if { think | am disabled.

To review manuails contaimng the rules and regulations ol the Medi-Cal pronmm i I want 1o
nuestion the basis on which my eligibilitv 1s approved or demed.

To receive a Medi-Cal carc as soon as possible if | have a medical emergency or | am pregnant,

To have all intormation that | give to the county welfare department kept i the strictest
coniidence.

To be told about the Child Health and Disability Prevention (CHDP) Program and the Special
Supplemental Food Program for Women. infants and Children (\WWIC) and to request help in
receving servnces under those programs.

To be 10ld about the rules lor retroactive Medi-Cal eligibility.

To qualily for Medi-Cal by reducing my property reserve (o withun the Medi-Cal properwy tinut by

the last dav of any month, including the month of applicaton. | have the night 1o an explanaton

al possible wavs that | may spend my excess property as long as | receive adequate
consideration in rewart.
* To ask for and receive mnlormation about the Famly Planmng Program and to be told il I am

eligible for services uncdler that program.

To speak Lo a social service worker aboul olthier public or private services or resources that may
be available o me.

To be told aboul Medi-Cal Health Care Plans that | and other eigible members of my tanuly imay
be able Lo join 10 get a doctor and other medical care: fee-tar-service; and to choose the opltion |

prefer. I 1jomn a plan, 1 will get nll necessary medical care from mv Medi-Cal Health Plan
without having (o hnd a doctor who wiil take care of me.

Tu lower nnv share ol cost [ mav have by providing past unpawd mecheal bitls {that | stll owel.

MY SPOUSE AND | HAVE THE RIGHT TO divide our countable (nonexempt) community properwy

by wnitten ngreement into equat shares ol separate propenty 1t either o us entered long-term care
prior to Septempeer 20, 1989

MO 2R 008/ Page 1 ol 6
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL (Cont.)
* I ] enter long-term care on or alter January 1. 1990, my spouse at home has the nght '~ xeep a

certain amount of our countable separate and community property. My spouse and | :.ve the
nght 1o pe toid the amount.

I HAVE THE RIGHT TO a state heanng i | am dissausfied with an action taken tor not iakenj by
the county welifare department or the State Department of Health Services. [f | wish to ask for a
state hearing. | must do so within 80 days of the aate the Notice of Acuon was mailed to me. Il [ do
not recetve a Notice of Action. | must request 2 hearing within 90 days irom the date | discover the
action or mnacuon with which | am dissausfied. The date of discovery is the date | know. or should

have known. of the action. The best way to request a heanng is to contact the nearest county
welfare department.

MEDI-CAL APPLICANT/BENEFICIARY RESPONSIBILITIES
I HAVE THE RESPONSIBILITY TO

complete a status report when provided bv the county and to return the completed status report
to the county ny the deadhine given o tie report.

» provide evidence that | am a resident ct Califoerma.

1 HAVE THE RESPONSIBILITY TO noufv myv countv representauve WITHIN TEN (10] DAYS
whenever:

* ‘Income receved by me or any member of my famly increascs, decreases, or stops. This includes

Social Secuniy pavments. loans. settlements. or income {rom any other source.

{ plan to change or have already changed my residence or mailing address (including moving out
of state) or pian 1o be away for mare than seven (7) days.

A person. including a newbhorn child. whether or not related to me or my famiily, moves nto or
out of my home.

. my spouse. or any member of my {amily enters or leaves a nursing home/lorfs-term care
{facility.

.

* | recerwve. transter. give away. or sell real or personal property fincluding monev) or wnenever

someone gives me or A member of mv tamiily such things as a car. house, nsurance pavments,
etc.

I have any expenses which are paul for by someone other than myscll.
An absent parent returns Lo the home or a membper of my {amily becomes pregnant.
| or a member of my {amily hecomes emploved. changes employment. or 1s no longer emnploved.

| have a change in expenses rclated (o emplovment or educauon for example: child care.
transportation. etc.).

{ or 2 member of my family becomnes physically or mentally impaired so that |/he/she cannot be

employed {this would include a chiid in the family who may not seek employment in the future
due to any impairment).

| or a member of my {amily applies lor disability benelits under the 881/8SP program. Social
Security program. VA, or Railroad Retirement,

One of my children drops out of school or returns to school.
The nnmigrauon status or ciuzensiup ol any lamiyv memper has changed.

! or a member of my {amilv has a change in health insurance coverage.

MC 218 (11790 Page 2 ol 6
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL (Cont.)
I HAVE THE RESPONSIBILITY:

* To sign and date my Medi-Cal card when [ receive it and to ensure that it is used only to obtain

necessary neaith care services for myseif.

To apply for and provide a Social Secunty number tor myself and/or anv member of my lamly
who wants FULL Medi-Cal benefits. | must cooperate with the Social Security Administration in
clearing up any quesuons or my Medi-Cal eligibility wall be denied or disconunued.

To apply for Medicare benefits if | am blind. disabled. or 64 vears and 9 months of age or clder

and eligible for these benefits. | am responsible for informing my providers that | have both
Medi-Cal and Medicare coverage.

To appiy for any income which may be available to me or my {armly members.

To report to the county department, and to the health care provider, any health care
coverage/insurance | carry or am entitled to use. If | willfully fail to disclose this information. |
am guilty ot a criminal offense.

To use anv health care insurance pians | have before using Medi-Cal. Such plans include
Kaiser, CHAMPUS, or anv other health care plan/insurance 1dentified by the countv welfare

department or the State of Califorma. {Medi-Cal will not pav for anv service paid for and/or
provided by anv medical insurance pians.)

To report to the county department when Medi-Cal will be billed for health care services received
as a result of an acaident or mnjury caused by some other person s acuion or failure to act.

To take my Medi-Cal card to my medical provider when | am sick or have an appointment. I

emergency situations when a card 1s not in hand. ! have the responsibilily to get Lhe card to Lhe
medical provider as soon as possible.

To cooperate with the State of Califorma if my case 1s selected {or review by the quality control
review team. If | refuse o cogperare. my Medi-Cal benefits will be disconunued.

To cooperate with the State or county in establishing paternity and identifving any possible

medical coverage | or my family may be entitled to. including coverage or support through an
absent parent.

To report to the county department and to my medical providers any health insurance coverage
| carry and tc apply for and retain any health insurance available to me and my family at no
cost. | have the responsibility to enroll and remain enrolled in an emplovment related group
health plan when Medi-Cal approves pavment of pian premums by the State of Califormia.

To go to a presentation, if presentations are given, and make a wntlen choice about how i want
to get my Medi-Cal beneiits. I | do not go or do not make a wrnitten choice, my eligible 1amily
members and | may be signed up in a Medi-Cal Health Care Plan nearest my home.

PRIVACY AND CONFIDENTIALITY NOTIFICATION

Sections 14011 and 14012 of the Wellare and Insttutions Code authorize county wellare depariments to
collect certain information from you to determine 1l you or the persons vou represent are ehigible for the Medi-Cal
program. The injormation you provide 15 conhdential and may only be disciosed 1o certain mndhviduals or
orgamizauons and then only to administer the Medi-Cal pregram. This information will be used by the county
weliare deparumnent to establish initial and ongoing Medi-Cal ehgibility; by the State’s fiscal intermedianes for
claims processing; by the Depanment of Health Services for Medi-Cal card production. health insurance
identification and overpayment recoverv actions; by the United States Department of Health and Human
Serwices for audit and quality control reviews: for Medicare Buv-in and Social Securiy Account Number
verdicauon: by the United States Depantment of immugration and Naturahzation bervice {or resident alien

status veritication: and by medical providers of services and health maintenance urgamzations for eliinlity
certilication.

Provichng this information 1s mandatory. Failure 1o do so will result in vour inehigthihity tor Medi-Cal benetits.
However, it vou are applying lor restricted Medi-Cal benetits, vou mayv or mav not have to tell us vour Social
seeuriy number. irthplace, aben number, and alien/oitizen status. You bive the night to look at vour
uitgrmauon and may do so at the county weliare otfice during regulariy scheduied otlice hours,

i,

MU 219 (1 1/093) Page 3ol 6
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL (Cont.)
MEDI-CAL APPLICANT /BENEFICIARY UNDERSTANDING

I UNDERSTAND that failure to provide necessarv informanon or deliberateiv giving false inform -lion can
result in demal or disconunuance of Medi-Cal benefits and an investigation of my case lor suspecteq traud.

I UNDERSTAND that the informauen | provide will be checked bv computer wath information provided by
employers. banks. Sccial Secunty Administrauon, welfare, and other agencies.

I UNDERSTAND that faillure to apply for or retain no cost insurance or termination of enroliment in a State-

paid employment related group health plan will result in dental or disconunuance of Medi-Cal benetits
and/or eligibility.

I UNDERSTAND that if | request a Medi-Cal provider to provide a service not covered by my health insurance

ptan. | am responsible for obtamning wntten venfication from my health plan that it does not offer the Medi-Cal
cavered services.

1 UNDERSTAND that if | am recewing Medi-Cal based on disability and | apply for SS! disability benefits. |
may be terminated from Medi-Cal if SSI decides that | am NOT disabled.

1 UNDERSTAND that 1 | do not report changes promptly and. because of this, | receive Medi-Cal benenits that
| am not ebaible for. | may be responsible Lo repay the State Department ol Health Services.

I UNDERSTAND that alter my death the State has the right to recover from my estate all Medi-Cal benents
recewved after age 65 or prior to age 65 il | have been an mpatient 1n a nursing (acility uniess | leave a
surviving spouse. (dunng lius aor her hfetimel., minor children. blind or permanently and totallv disabled

chuldren, or uniess u would cause a hardship to my heiwrs. | understand that Probate Code Section 9202 gives
the State authonty w do this.

1 UNDERSTAND that, upon the death of a surviving spouse. the State has the naht to recover from his or her

estate all Medi-Cnl beneiits | recewved after age 65 or pror to age 65 if | have been an inpatient 1n a nursing
facility.

I UNDERSTAND that. as a condition of Medi-Cal eligibility. all rights to medical support and/or payments for

myself and all others for whom { have legal authonty to assygn, are automaucally. by operation of law,
assigned to the State.

1 UNDERSTAND that. as part of the Medi-Cal apphcation process. | will be evaluated {or potential elizibility
under 2ther medical assistance programs.

I UNDERSTAND that based on mv income. | mav be required to pay or be billed lor a pertion of my medical
expenses belore | can receive a Medi-Cal card.

I hereby state that the information on tins torm has been reviewed by me with the county representative and

that | fully understand my nahts and responsibilities to have my eligibility determmined tor Medi-Cal and to
mamntain that ebigibility,

APV 7 RePTEETHATIVE % DI ITE Tinte
Haeepreies » Hsnare Thate

| have explained to the appheant the richts. responsibilities. and other information hsted on this form.

LAY Worker s St ure Teleptamne Manaber Laie
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

“IMPORTANT INFORMATION ABOUT RESIDENCY”

MEDI-CAL APPLICANTS WHOQ HAVE ONE OF THE ITEMS LISTED BELOW
MUST PROVIDE IT AS EVIDENCE OF RESIDENCY. MEDI-CAL
APPLICANTS WHO DO NOT HAVE ONE OF THE ITEMS LISTED BELOW
MUST SIGN THIS PAGE AND PROVIDE OTHER EVIDENCE OF RESIDENCY.
RO NOT SIGN THIS PAGE IF YOU HAVE ONE OF THE ITEMS LISTED
BELOW.

I UNDERSTAND that the welfare department will only consider evidence
other than the items listed below if | do not have one of the following items:

« Arecent California rent or mortgage receipt or utility bill in my name

» A current and vahd Calilornia Motor Vehicle Driver s License or

Califorma Idenutticauon Card 1ssued by the California Department of
Motor Vehicles

« Acurrent and valid California motor vehicle registration in my name
» A document showing that | am emploved in this state

+ A document showing that [ have registered with a public or private
empioyment sernvice in this state

+ Evidence that | have enrolled myself or my children in a school in this
state

+ Evidence that | am receiving public assistance other than Medi-Cal in
this state

= [LEwvidence that | have regestered to vote in this state

. 1 DECLARE UNDER PENALTY OF PERJURY UNDER THE LAWS OF THE

STATE OF CALIFORNIA THAT I DO NOT POSSESS ANY OF THE ITEMS
LISTED ABOVE.

ADPRICIEN Dt uee: . Date: !
PPerson McGng Fur Appicant ISRELune: Date:
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