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May 27, 1294

MEDI-CAL ELIGIBILITY MANUAL LETTER NO. 132

TO: All Holders of the Medi-Cal Eligibility Manual

MEDI-CAL ELIGIBILITY MANUAL (MEM) PROCEDURES ON DISABILITY

REVISIONS TO THE MEDI-CAL ELIGIBILITY MANUAL

Enclosed are revisions to the Medi-Cal Eligibility Manual {(MEM) procedures pertaining to « isability which
have been revised and relocated to Article 22. Article 22 is dedicated solely to di: ability issues.
Disability procedures formerly found in Articles 4A through 4G should be removed in th:ir entirety and
destroyed. Articles 4H through 4S will not be renumbered; hereafter, Article 4 will be Jin with 4H.

All counties should implement Article 22 procedures no later than October 1, 1994,

The language and format in Article 22 have been simplified, moving away from the tradi ional narrative
presentation to a more concise, direct approach. An Index is provided by subject natter so that
subjects may be easily located in sections where they are discussed. A Glossary of ¢ ) mmonly used
acronyms is also provided and found after the Index.

The term "client” is used throughout Article 22 to represent both an applicant and a | eneficiary. In
situations where a procedure or policy refers only to an applicant or only to a beneficiary, the terms
"applicant” or "beneficiary” are specified.

MEDI-CAL APPLICATION BASED ON DISABILITY (MABD} COMMITTEE

Article 22 represents the major accomplishment of the Medi-Cal Application Based on Dis bility (MABD)
Committee to update and reorganize disability policies and procedures. The Comn ittee includes
representatives from the county Welfare Departments (CWD), the State Programs Br inch-Disability
Evaluation Division (SP-DED) of the state Department of Social Services, and the Mec -Cal Eligibility
Branch (MEB) of the state Department of Health Services (DHS).

FOUR MAJOR PARTS FOUND IN ARTICLE 22

PART | 22A | Introduction to the Disability Program
PART Il 228 Agencies Involved in the Disability Evaluation Process
"""""""" PART HI 22C | County Welfare Department Procedures

PART IV 22D | Disability Evaluation Division Procedures
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Articles 22A, 22B and 22D are short and largely informational. In contrast, Article 22( is extensive,
having a significant impact on CWD's actions. Article 22C specifies the actions CWDs m ist take when

processing Medi-Cal applications based on disability.

NOTE: Significant changes to the MEM procedures are underlined below and on subse juent pages.

PART I: 22A -- INTRODUCTION TO THE DISABILITY PROGRAM

1. Identifies
2. Specifies
3. Discusses
4. Introduces

the Social Security Administrat on’s (SSA's)
definition of disability.

the differences between Title Il (R 3DI) and Title
XVi (SSh).

state requirements for disability for Medi-Cal
purposes.

the concept of Substantial Gainf il Activity as
part of the finding of disability.

PART II: 22B -- AGENCIES INVOLVED IN THE DISABILITY EVALUATION

PROCESS
1. Specifies
2. Lists

PART Hl: 22C -- CWD PROCEDURES

the roles of SSA, the Health C:ire Financing
Administration, DHS, SP-DED anc CWD.

the responsibilities of the agenci¢ s involved in
the disability evaluation process.

22C provides a comprehensive view of CWD activities required in processing Medi-Ca applications
based on disability and is divided into subsections C-1 to C-9. These subsections presen a sequential
progression of activities in processing a disability claim.

F = =
" C-1 Referring Disability Applications to SSA or SP-DED
I Cc-2 Determining Substantial Gainful Activity
C-3 Determining Presumptive Disability
cC-4 Completing Disability Evaluation Forms
C-5 Providing CWD Worker Observations
Cc-6 Assembiing and Sending SP-DED Packets
C-7 Communicating with SP-DED and DHS about Changes and Status
Cc-8 Processing SP-DED Decisions
Cc-9 Processing Reexaminations, Reevaluations and Redeterminations

™
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C-1: Referring Disability Applications to SSA or SP-DED

1. ldentifies
2. Introduces
3. Specifies
4, Lists

c-2: p ining Sul tial Gainful Activity (SGA]

1. Introduces
2. rovi

3 Lists

4 introduces
5 Deletes

C-3: Determining Presumptive Disability

1. Reformats
2. Updates
3 Obsoletes

the impact of the 1990 reviiions to the
CFR 435.541 regarding the imjact of SSA
disability decisions on Medi-Ca applications
based on disability.

optional form MC 017 (Eng/Sp) _which gives
client an overview of what can be expected
when a disability application is filad.

situations where client should te referred to
SSA.

situations where client should Le referred to
SP-DED.

the new reguirement to determin ; if a client is
worki n n ing in intial infyl
Activity (SGA) before a case i: referred to
SP-DED.

procedures for determining if 1 client has
impairment-related work expens:s (IRWE) or
subsidy which affect how SGA is determined.

ibl nd__non- ible _impairment
rel work expenses.

SGA_ worksheet (MC 272) for EW use in
rminin A an Work A« tivity Report
form (MC 273) which provides _information

about SGA and deductions from gr 2ss earnings.

references 1o  SGA-Disabled _individuals.
Digabled individuals who are discc¢ ntinued from
SSI/SSP due to excess income or ‘esources are

information released in MEM Le ter No. 128
dated February 9, 1994.

Presumptive Disability categoies to be

with | criteria.

the need for two medical release: : MC 220A
for HIV _and MC 220 (12/90), as medical
release form MC 220 (7/93) shal be used for
any medical condition (including F 1V).
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C-4: Completing Disability Evaluation Forms

1. Lists

2. Introduces
3. Revises

4, Finalizes
5. Reformats

C-5: Providing CWD Worker Observations

1. Provides

2. Emphasizes

C-6: Assembling and Sending SP-DED Packets

1. Discusses
2. Lists
3. Updates

references to MC 220A medical re lease form on
DHS 7035A/C forms for HIV witl: MC 220.

but does not require CWD to des gnate an HIV
i r for receipt of HIV forms.

and updates forms and instructions for their
use in the disability evaluation pricess.

MC 017-What You Should Know About Your
Medi-Cal Disability Application; I1C 222-DED
Pending Information Update; MC 272 and

MC 27 for evaluating SGA

MC 220 (12/90)-medical releas: form; MC
221-Disability Determination and Transmittal;
DHS 7035A/C (HIV forms);

DHS 7045-Warker Observations-!)isability.

procedures on MC 223 (Statem::nt of Facts)
sent in draft in All County Welfzre Director’'s
Letter 92-43 dated July 1, 1992.

instructions on MC 179 (90 Day ¢ tatus Letter)
recently released in MEM Letter No. 129 on
February 17, 1994,

guidelines for providing EW observ ations, using
the MC 221 comments section o the revised

DHS 7045.

importance of EW observations provided to
SP-DED.

situations where limited and full pz ckets can be
sent to SP-DED.

the information required for full and limited
packets.

information on referrals for disz bled former
SSI/SSP recipients, retroactive Medi-Cal, and

Railroad Retirement Board recipierts.

nnnnnn
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4, Emphasizes the need to send packet no liter than 10
calendar days after Statement of Facts
{(MC 223} is signed.

C-7: Communicating with SP-DED and DHS About Changes and Status

1. Emphasizes the need for CWD to use new MNIC 222 (DED
Pending Information Update -orm) when
notifving SP-DED about changes in a client’s

i i i ifies th of changes to
be reported.
2. Allows the use of MC 4033 (Update to Disability

Liaison Lists) for CWDs to notifyy DHS of any
changes to Medi-Cal Liaison Lists. This was
provided in MEM Letter No. 120 dated
November 2, 1993.

3. Specifies methods for receiving (via a quart :rly computer
status list) and requesting case status
information (via direct contact) irom SP-DED.
This was provided in MEM Le ter No. 121
dated October 26, 1993.

4. Identifies situations where CWD can conta:t DHS about
problems or changes needed on disability issues
in the MEM.

C-8: Processing SP-DED Decisions

1. |dentifies disabled, not disabled, and no Jetermination
codes used by SP-DED on MC 2.!1s.

2. Specifies SP-DED and CWD actions in disabled, not
disabled and no determination decisions.

3. Clarifies CWD and SP-DED actions in no determination
decisions and lists good cause ci'cumstances.
C-9: Processing Reexaminations, Redeterminations and Reevaluations

1. Specifies situations where cases require re 2xaminations,
redeterminations, or reevaluations.

2. Extends from six to 12 months the tine frame for
reinstating client after client was discontinued
from Medi-Cal for a reason other 1han disability.

3. Provides a chart to highlight the type of and criteria for

resubmitted claims, what should be included in
the disability packet, and the el gibility status
pending SP-DED response.
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PART IV: 22D -- DISABILITY EVALUATION DIVISION PROCEDURES

1. Specifies

2, Describes

DISABILITY FORMS UPDATE

the two components of DED whiich process

federal and Medi-Cal disability cla ms.

the intake and case processing pracedures
SP-DED follows in handling disability cases.

FORM" STATUS AVAILABLE IN IMPLEMENT CBSOLETE
DHS WAREHOUSE

MC 017 (10/93) New Now -

MC 179 (4/93) Current Now -
“ MC 220 {12/90) Current Now - 9/30/94
" MC 220 (7/93) Revised Now 10/1/94

MC 220A {8/90) Current Now - 9/30/94

MC 221 (12/87) Current Now - 9/30/94

MC 221 (6/93) Revised Now 10/1/94

MC 222 (4/93) New Now -

MC 223 (10/90) Current Now --

MC 272 (3/94) New 8/1/94 10/1/94

MC 273 (3/94) New 8/1/94 10/1/94

MC 4033 (9/93) Current Now -

DHS 7035 A/C (1/94) Current Now - 9/30/94

DHS 7035 A/C (4/94) Revised 8/1/94 10/1/94

DHS 7045 (8/93) Revised 8/1/94 10/1/94

MC 017 (Separate Eng/Sp) - What You Should Know About Your Medi-Cal Disability Application {of tional)

MC 179 (Separate Eng/Sp) - 90 Day Status Letter

MC 220 (Combined Eng/Sp)- Authorization For Release Of Medical Information

MC 220A (Combined Eng/Sp)- Authorization For Release Of Medical Information - AIDS
MC 221 - Disability Determination And Transmittal

MC 222 LA/OAK (Separste} - DED Pending Information Update

MC 223 - Applicant’s Supplemental Statement Of Facts For Medi-Cal {(Currently Being Revised)

MC 272 - SGA Worksheet (optional)

MC 273 (Separate Eng/Sp) - Work Activity Report
MC 4033 - Update To Disability Liaison Lists

DHS 7035 A/C - Medical Report On Adult/Child With Allegation Of HIV
DHS 7045 - Worker Observations-Disability (optional)
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An E-Mail will be sent when the MC 272, MC 273, and DHS 7035A/C are stock: d in the DHS
Warehouse and ready for ordering.

Implementation of procedures and currently available new/revised forms prior to Octoer 1, 1994 is
strongly encouraged. Full implementation by October 1, 1994 is mandatory. To avoid d sability packet
returns, obsolete forms should not be submitted to SP-DED after that date.

TRAINING ON THE REVISED DISABILITY PROCEDURES

Regional training sessions will be conducted on the revised MEM procedures. Training will be led by
MEB staff, SP-DED staff, and a CWD representative to the MABD Committee. It is a ticipated that
each CWD will send two to three participants to the training session. Training dates (J ine and July),
sites, and agenda are being developed. Additional details will be provided in the near .ature.

The MC 223 (10/90} is being revised and is expected to be completed before trainin: begins. The
regional training on the revised MEM procedures will include information on the reviser MC 223.

MABD COMMITTEE MEMBERS

Many thanks go to the members of the MABD Committee who have dedicated many hours of hard
work at the monthly meetings, as well as hard work and research outside of the meetir 3s. Members
of the Committee have exhibited much dedication in updating the disability procedures 2 allow better
understanding of procedures so that we will be better able to serve our clients.

For their participation, input, and dedication, special thanks go to the members of tt 2@ Committee,
(alphabetically presented) as follows:

Mary Andes, Butte County, Oroville

Barbara Baranski, Orange County, Santa Ana
Elaine Bilot, DHS-MEB, Sacramento

Charles Bos, Alameda County, Oakland

Al Cooper, DHS-County Medical Services Program, Sacramento
Ted Duffield, SP-DED, Oakland

RaNae Dunne, DHS-MEB, Sacramento

Lorraine Graff, SP-DED, Oakland

Cathi Grams, Butte County, Oroville

Kathy Harwell, Stanislaus County, Modesto

Bill Ivey, Los Angeles County, Los Angeles
Karen Kazlauckas, Santa Clara County, San Jose
Lyn Lawson, Yolo County, Woodland

Suzanne Lennan, DED-Central Operations Branch, Sacramento
Ken Loo, San Francisco County, San Francisco
John McDaniel, Yolo County, Woodland

Fran Meister, San Diego County, San Diego

Les Newman, DHS-MEB, Sacramento

Brian Olson, SP-DED, Los Angeles

Pat Takahashi, DHS-MEB, Sacramento

Marie Taketa, DHS-MEB, Sacramento

Pat Walter, San Diego County, San Diego
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ACTION REQUIRED

Procedure Revision Description

Article 4 Procedures pertaining to process ng
Pages 4A-1 through 4G-3 Disabled-Medically Needy claims
ilin ion

Remove Pages Ingert Pages

Procedural Table of Contents Procedural Table of Contents
Article 4, page PTC-5 Article 4, page PTC-5

Article 4 Table of Contents Article 4 Table of Contents
Pages 1 through 3 Pages 1 through 4

Article 4 None

4A-1 through 4G-3

None Article 22
Index Pages 1 through 4
Glossary
Pages 22A-1 through 22D-3

If there are any questions regarding these procedures, please contact Ms. Pat Takahas i of my staff
at (916) 6567-1246. Pertinent issues and questions will also be shared in the regional tra ning sessions
for general knowledge.

Sincerely,

Original signed by
Ricardo Bustamante for

Frank S. Martucci, Chief
Medi-Cal Eligibility Branch
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Article 4 -

H -

4 -

K -

FIVIR.

aN -

40 -

4 -

s -

APPLICATION PROCESS

PROCESSING OF STATUS REPORTS

DILIGENT SEARCH PROCEDURES

PROMPTNESS REQUIREMENT

PROCESSING MEDICALLY INDIGENT ADULTS (MiAs) APPLICAN1 3
RSDI/UI/DI REPORTS

VERIFICATION OF UNCONDITIONALLY AVAILABLE INCOME

TIMELY REPORTING BY PUBLIC GUARDIANS/CONSER' ATORS OR
BENEFICIARY REPRESENTATIVES

ONE MONTH EXTENDED EUIGIBILITY (EDWARDS V MEYERS)
CHILD HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAI 1

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

INSTRUCTIONS FOR THE MC 210 AND SUPPLEMENTS TO THE ' 1C 210

MANUAL LETTER NO.:

132 DATE: MAY 27 1994 } AGE PTC-5
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Article 4 - APPLICATION PROCESS

4H - PROCESSING OF STATUS REPORTS
L GUIDELINES FOR REVIEWING STATUS REPORTS FOR COI 1PLETENESS
i STATUS REPORT NOTICE REQUIREMENTS
4l - DILIGENT SEARCH PROCEDURES
l. REFERRAL TO PUBLIC GUARDIAN OR CONSERVATOR
It DISABILITY DETERMINATION REFERRAL
. DILIGENT SEARCH

V. CASE PROCESSING

o - PROMPTNESS REQUIREMENT
K - PROCESSING OF MEDICALLY INDIGENT ADULTS (MIAs) APPLIC/ NTS
a - RSDI/UI/DI REPORTS

3 BACKGROUND

il. INSTRUCTIONS FOR INTERPRETING THE REPORT OF RE DI

il INSTRUCTIONS FOR INTERPRETING THE UI/DI FORM/ TS ON THE
REPORT OF RSDI/UI/DI

4M - VERIFICATION OF UNCONDITIONALLY AVAILABLE INCOME

4N - TIMELY REPORTING BY PUBLIC GUARDIANS/CONSERV\TORS OR
BENEFICIARY REPRESENTATIVES

40 - ONE MONTH EXTENDED ELIGIBILITY (EDWARDS V MEYERS)

4P -- CHILD HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAN
l. INFORMING

L. DOCUMENTATION AND REFERRAL RESPONSIBILITIES

MANUAL LETTER NO.:  ° DATE: - 2.7 1954
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4Q - PROCEDURES FOR LONG-TERM CARE (LTC) ADMISSIONS AND ['ISCHARGES
FOR 8SI/SSP AND MEDI-CAL RECIPIENTS

L. BACKGROUND INFORMATION
I ADMISSIONS PROCEDURES
f. DISCHARGE PROCEDURES

4S - INSTRUCTIONS FOR THE MC 210 AND SUPPLEMENTS TO THE A C 210

MANUAL LETTER NO.: 132 DATE: 7 27 1994
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Article 22 - DISABILITY DETERMINATION REFERRALS
22A - INTRODUCTION TO THE DISABILITY PROGRAM
228 - AGENCIES INVOLVED IN THE DISABILITY EVALUATION PROCE! ;S
22C -- COUNTY WELFARE DEPARTMENT PROCEDURES

22 C-1 -- REFERRING DISABILITY APPLICATIONS TO SSA OR SP-DED
22 C-2 -- DETERMINING SUBSTANTIAL GAINFUL ACTIVITY

22 C-3 -- DETERMINING PRESUMPTIVE DISABILITY

22 C-4 -- COMPLETING DISABILITY EVALUATION FORMS

22 C-5 -- PROVIDING CWD WORKER OBSERVATIONS

22 C-6 -- ASSEMBLING AND SENDING SP-DED PACKETS

22 C-7 -- COMMUNICATING WITH SP-DED AND DHS ABOUT CHANGES AND
STATUS

22 C-8 -- PROCESSING SP-DED DECISIONS

22 C-9 -- PROCESSING REEXAMINATIONS, REEVALUATIONS AND
REDETERMINATIONS

22D -- DISABILITY EVALUATION DIVISION PROCEDURES

MANUAL LETTER NO.: 132 DATE: o & v Vil PAGE PTC-22
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Article 22 - DISABILITY DETERMINATION REFERRALS

22A - INTRODUCTION TO THE DISABILITY PROGRAM
1. FEDERAL DISABILITY REQUIREMENTS
A, Adults
B. Children
C. SSA Definitions
2. STATE DISABILITY REQUIREMENTS
3. OTHER DISABILITY PROGRAMS
228 - AGENCIES INVOLVED IN THE DISABILITY EVALUATION PROCESS

1. SOCIAL SECURITY ADMINISTRATION (SSA) AND FEDERAL *ROGRAMS-
DISABILITY EVALUATION DIVISION (FP-DED)

2. HEALTH CARE FINANCING ADMINISTRATION (HCFA)
3.  STATE DEPARTMENT OF HEALTH SERVICES (DHS)
4. STATE PROGRAMS-DED (SP-DED)
5.  COUNTY WELFARE DEPARTMENT (CWD)
22C - COUNTY WELFARE DEPARTMENT PROCEDURES
22 C-1 - REFERRING DISABILITY APPLICATIONS TO SSA OR SP-DED
1. BACKGROUND
2. FEDERAL DISABILITY EVALUATION BY SSA
3. STATE DISABILITY EVALUATION BY SP-DED FOR MEDI-CAL
4. WHO SHOULD NOT BE REFERRED TO SP-DED FOR MEDI CAL
22C2 - DETERMINING SUBSTANTIAL GAINFUL ACTIVITY
1. BACKGROUND

2. WHEN TO USE THESE PROCEDURES

MANUAL LETTER NO.: 132 DATE: ... 17 1994
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22 C-3

22 C-4

PROCEDURES

moow»

SGA Determinations
Impairment-Related Work Expenses
Subsidies

Notice Of Action

Forms

- DETERMINING PRESUMPTIVE DISABILITY

1.

2,

BACKGROUND

RESPONSIBILITIES OF CWD AND SP-DED

A.
B.

cwD
SP-DED

PD CATEGORIES

INSTRUCTIONS FOR CWD TO GRANT PD FOR HiV INFECTIONS

IGTMUOD»

Forms

Handling Of Forms

Signature On Form

Client Has A Medical Source

Evaluating The Completed DHS 7035A (Adult) Form
Evaluating The Completed DHS 7035C (Child) Form
Granting PD

Exhibits

- COMPLETING DISABILITY EVALUATION FORMS

1.

MC 017/MC 017 (SP)-WHAT YOU SHOULD KNOW ABOUT YOUR
MEDI-CAL DISABILITY APPLICATION

MANUAL LETTER NO.:

132

DATE:

¢oafh
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2. MC 179/MC 179 (SP)--90 DAY STATUS LETTER

A Background

B. Completing The MC 179

C. When The MC 179 Is Used

D. Send Copy of MC 179 To SP-DED

3. MC 220--AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
A How The MC 220 Is Used
B. One MC 220 Per Treating Source
C. How To Complete The MC 220
D Signature Requirements
E Authorized Representative (AR) Form In File
4, MC 221--DISABILITY DETERMINATION AND TRANSMITTAL

A Use Of Form
B. How To Complete The MC 221

5. MC 222 LA/MC 222 OAK--DED PENDING INFORMATION L PDATE

A Use Of Form
B. Changes To Report To SP-DED

6. MC 223--APPLICANT'S SUPPLEMENTAL STATEMENT OF FACTS FOR
MEDI-CAL (ENGLISH/SPANISH)

A Impact Of 5SA’s Decision
B. Questions Which Pertain To An SSA Decision
C. How To Complete The MC 223

7. MC 272--SGA WORKSHEET
8.  MC 273-WORK ACTIVITY REPORT (ENGLISH/SPANISH)
9.  MC 4033--UPDATE TO DISABILITY LIAISON LISTS

10. DHS 7035A/DHS 7035C--MEDICAL REPORT ON ADULT/CHILD WITH
ALLEGATION OF HIV

11, DHS 7045--WORKER OBSERVATIONS-DISABILITY
22 C-5 - PROVIDING CWD WORKER OBSERVATIONS

1. USE OF MC 221 OR DHS 7045

2. USE OF WORKER OBSERVATIONS BY SP-DED

3. GUIDELINES

MANUAL LETTER NO.: 132 DATE: .~ 77 1994




MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

22 C-6 - ASSEMBLING AND SENDING SP-DED PACKETS
1. PREPARING THE PACKET

Limited Referral

Full Referral

Packet Information For Retroactive Medi-Cal
Referrals For Disabled Former SSI/SSP Recipients
The Railroad Retirement Board (RRB) Packet Referial

moowy

2. SENDING THE PACKET
22 C-7 - COMMUNICATING WITH SP-DED AND DHS ABOUT CHANGES AND STATUS

1. NOTIFYING SP-DED ABOUT CHANGES

A MC 222 LA/ MC 222 QAK - DED Pending Informration Update
Form
B. Type Of Changes To Report To SP-DED
C SP-DED Addresses
D. MC 4033 - Disability Listings Update Form
2. RECEIVING AND REQUESTING CASE STATUS INFORMATION FROM SP-
DED
A Quarterly Computer Status List
B. Use Of Disability Listings Update Form (MC 4033)
C. Questions And Inquiries On Specific Cases

3. CONTACTING THE STATE DEPARTMENT OF HEALTH SEFVICES

A Problems With Case Status Information

B. Problems With Disability Referral Policies And Procedures
C. Consistently Delayed Decisions

D. Updating The MEM Disability Procedures

22 C-8 - PROCESSING SP-DED DECISIONS
1. DISABLED

A. SP-DED Action
B. CWD Action

2. NOT DISABLED

A SP-DED Action
B. CWD Action

MANUAL LETTER NO.: 132 DATE: . "7 27 194
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3. NO DETERMINATION DECISIONS
A. SP-DED Action In 256 And Z57 Decisions
B. CWD Action For Z56 And Z57 Decisions
22C9 -PROCESSING REEXAMINATIONS, REDETERMINATIONS AND REEYALUATIONS
1. BACKGROUND

2. PROCEDURES

A. Reexaminations
B. Redeterminations
C. Reevaluations
22D - DISABILITY EVALUATION DIVISION PROCEDURES

1. BACKGROUND

»

TWO COMPONENTS OF DED
3. INTAKE

4. CASE PROCESSING

MANUAL LETTER NO.: 132 DATE:
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AR,

An index of major subjects and sections where they can be found is shown below. Acronyins and form
numbers are found first, followed by an alphabetical listing of subjects.

INDEX

SUBJECT SECTION

CwD B,C

DHS B, C-7

DHS 7035A/DHS 7035C C-3, C4

DHS 7045 C4,C5

FP-DED B

HCFA B

IHSS C-1

IRCA CA

IRWE C-2

MC 017 C-4

MC 179 C-4

MC 220 C-4

MC 221 C4,C5

MC 222 C-4

MC 223 C-4

MC 272 C-2 C4

MC 273 C-2, C-4

MC 4033 C4, C-7

OBRA C

SGA C-2

SP-DED B, D
SSA B, C-1

MANUAL LETTER NO.: 132 DATE: PNy 1994 INDEX-1
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INDEX

SUBJECT

Allowance Codes

Authorized Representative
Closed Disability Cases
Communicating With DHS-MEB
Communicating With SP-DED
CWD Procedures, Overview of
CWD Worker Observations
DED Procedures

Definitions

Denial Codes

Disability Evaluations, Federal
Disability Evaluations, State
Disability Requirements, Federal
Disability Requirements, State
Disabled, Decision of

Disabled Former SSI/SSP Recipients

District Coordinator for HIV Forms

SECTION

Cc-8

C-4

C4,C-7

A
Cs8
c6

C-3

Forms C-2,C-3,C4,C5, C7

Full Referral Packet C-6

Good Cause C-8

HIV Chart C-3

HIV Desk Aid - Adult/Child C-3

Limited Referral Packet C-6

MANUAL LETTER NO.: 132 DATE: &7 77 199 INDEX-2
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INDEX

SUBJECT

Medical Deferment

Medi-Cal Liaison List

No Determination Codes

No Determination Decisions

Not Disabled, Decision of
Pending Disability Cases

Pickle

Presumptive Disability
Processing SP-DED Decisions
Quarterly Computer Status List
Questions and Inquiries on Cases
Railroad Retirement Board Disability
Redeterminations

Reevaluations

Reexaminations

Reporting Changes to SP-DED
Reporting Problems

Resubmitted Cases, Chart For
Retroactive Medi-Cal

Sending Packet to SP-DED

SGA Worksheet

Signature Requirements, DHS 7035A/C

Signature Requirements, MC 220

SECTION

D

C4,C-7

c-8
C8

C-8

C4, C-7

C1
C3

c-8

C4, C7

C7
C-6
C-9
c-9
C-9
C7
C-7
Cc-9
C-6
C-6
C-2

C-3

C3,C4

MANUAL LETTER NO.: 132

DATE:

P
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B
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INDEX-3
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INDEX
SUBJECT SECTION
SP-DED Addresses C-7
SSA Decisions C-1
Work Activity Report Cc-2
Z-Cases C-8

MANUAL LETTER NO.: 132 DATE: Bt & /0 INDEX-4
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GLOSSARY OF ACRONYMS

ABD Aid to the Blind and Disabled

AIDS Acquired Immunodeficiency Syndrome

ALJ Administrative Law Judge
AR Authorized Representative
ARC AIDS Related Complex

CCR California Code of Regulations (Title 22)
CFR Code of Federal Regulations

CwD County Welfare Department

CwWDL County Welfare Directors Letter

DC Disabled Child

DEA Disability Evaluation Analyst

DED Disability Evaluation Division

DHS Department of Health Services

DOB Date of Birth

DOT Dictionary of QOccupational Titles

DSS Department of Social Services

EW Eligibility Worker

FP-DED Federal Programs-Disability Evaluation Division
HCFA Health Care Financing Administration

Hiv Human Immunodeficiency Virus

IHSS In-Home Supportive Services

IRCA Immigration Reform and Control Act

IRWE Impairment-Related Work Expenses

LASPB Los Angeles State Programs Bureau

MC Medi-Cal

MC Medical Consuitant

MCIN Medi-Cal Information Notice

MEB Medi-Cal Eligibility Branch

MEM Medi-Cal Eligibility Manual

NOA Naotice of Action

OBRA Omnibus Budget Reconciliation Act

OSPB Oakland State Programs Bureau

PD Presumptive Disability

RRB Railroad Retirement Board

RSDI Retirement, Survivors and Disability Insurance (Title II)
SAWS Statewide Automated Welfare System

SDI State Disability Insurance

SGA Substantial Gainful Activity

SOC Share of Cost

SP-DED State Programs-Disability Evaluation Division
SSA Social Security Administration

SSI/SSP Supplemental Security Income/State Supplementary Program (Title XVI)
SSN Social Security Number
VA Veterans Administration

VR Vocational Rehabilitation
WwC Workers’ Compensation
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22A -- INTRODUCTION TO THE DISABILITY PROGRAM

Methods for confirming disability are listed in the California Code of Regulations, Title 22,
Section 50167(a)(1), (A) through (B). The following describes disability requirements for federal disability
under Social Security and state disability under Medi-Cal.

1. FEDERAL DISABILITY REQUIREMENTS (Title 22, Section 50223)

A ADULTS

Federal law defines a person 18 years or older as disabled if the Social Security
Administration’s (SSA’s) disability criteria for Title Il, Retirement, Survivors and Disability
Insurance (RSDI), or Title XVI, Supplemental Security Income (SSl), are met.

Title Il (RSDI) Benefits

Title XVI {5S1) Benefits

B. CHILDREN

SSA administers monthly payments tc aged, blind
and disabled persons who have previously
worked and have sufficient work quarters.

SSA administers monthly payments tc aged, blind
and disabled (ABD) persons whose income and
resources are below certain limits.

Children under 18 years old are disabled if they have a medically determinable physical or
mental impairment which meets the $SSI Disabled Child criteria.

C. A DEFINITION
Disability

Substantial Gainful Activity (SGA)

Federal law defines disability as "the inability to
engage in any Substantial Gainful Activity (SGA)
by reason of any medically determinable physical
or mental impairment which can be expected to
result in death or has lasted or can be expected
to last for a continuous period of not less than 12
months”.

SGA means work that (a) invcives doing
significant and productive physical or mental
duties; and (b) is done, or intended, for pay or
profit.

SECTION: 50167, 50223
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2. STATE DISABILITY REQUIREMENTS (Title 22, Sections 50203 and 50223)

State law requires that Medi-Cal clients, aged 21 to 64 who allege disability, have their eligibility
evaluated under the Aged, Blind, and Disabled-Medically Needy (ABD-MN}), Title XIX program. The
SSA disability criteria for Title Il /Title XV! are used to evaluate disability for ABD-MN.

The disability evaluation process also applies to clients who are eligible and linked to other
programs (Aid to Families with Dependent Children-Medically Needy, Medically Indigent Children,
etc.), who allege disability and who choose to go through this process.

The ABD-MN program is 50 percent federally funded and allows clients to have greater income
deductions which may lower or eliminate their Share of Cost (SOC).

3. OTHER DISABILITY PROGRAMS

Disability established under other programs such as State Disability Insurance (5DI), Veterans’
Benefits, Workers’ Compensation, etc., DOES NOT establish disability for Medi-Cal. Recipients of
such benefits who apply for Medi-Cal disability, who meet income and resource requirements, must
have their claim sent to SP-DED for a disability decision.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 MAY 27 1994 22a-2
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22B -- AGENCIES INVOLVED IN THE DISABILITY EVALUATION PROCESS

The roles of various government agencies involved in the disability evaluation process are provided below.

SOCIAL SECURITY ADMINISTRATION (SSA) AND FEDERAL PROGRAMS -
DISABILITY EVALUATION DIVISION (FP-DED)

The Social Security Administration (8SA) contracts with the Disability Evaluation Division (DED) of
the state Department of Social Services to perform medical determinations of disability. There are
two components of DED: Federal Programs (FP) Branches determine disability for SSA’s Title |
program and Title XVI, the Supplemental Security income {8SI) program and State Programs (SP)
Branches determine disability for Title XIX, Medi-Cal, using SSA’s criteria for disability under SSI.

Disability Evaluation Analysts in Federal Programs-DED (FP-DED) are responsible for obtaining
medical and vocational documentation, ordering consultative examinations, evaluating medical
evidence and work and/or social history, and making a disability determination along with a Medical
Consultant.

HEALTH CARE FINANCING ADMINISTRATION (HCFA)

HCFA administers the Medicaid program and sets forth the federal regulations for its
implementation. HCFA has designated the state Department of Health Services (DHS) to oversee
the Medicaid program (Medi-Cal) in California.

STATE DEPARTMENT OF HEALTH SERVICES (DHS)

DHS is responsible for implementing federal regulations, developing policies and procedures, and
providing guidance to ensure compliance with regulations. DHS contracts with State Programs-DED
(SP-DED) to do disability evaluations for those applying for Medi-Cal as a blind or disabled person.

DHS works with county welfare departments (CWDs) to ensure that Medi-Cal applications based
on disability are processed timely between SP-DED and CWDs.

STATE PROGRAMS-DED (SP-DED)

The State Programs-DED located in Los Angeles and Oakland determine disability for Title XIX,
Medi-Cal, using SSA’s criteria for disability under SSI. SP-DED does disability evaluations for clients
applying at CWD for the Aged, Blind and Disabled-Medically Needy (ABD-MN) program. Disability
criteria are the same for federal and state DED staff. Upon completion of the disability evaluation
of a blind or disabled client, the CWD is advised of the decision so that the Medi-Cal claim
processing may be completed.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 BAY 27 1994 22B-1
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5. COUNTY WELFARE DEPARTMENT (CWD)

Whereas SP-DED is responsible for the medical determination of disability, the CWD is responsible
for the non-medical portion of determining eligibility for Medi-Cal disability.

The following steps should be followed by CWDs when a Medi-Cal client claims to be disabled or
blind, either verbally or in writing, such as in the Statement of Facts (MC 210), Status Report (MC

1768), or a letter:
Document

Confirm

Refer

Review

In case record how disability was evaluated.

Disability, using methods listed in Title 22, Section
50167(a)(1), (a) through (c).

Client to SSA or SP-DED if disablility is not
confirmed by methods listed in Title 22, Section
50167 (a) (1), (a) through (c).

MC 223 to decide if a prior disability decision was
made by SSA. If yes, responsibllity for a current
evaluation may belong to SSA and client may be
referred back to SSA.

An MC Information Notice 13 and a denial notice
of action (NOA), if applicable, must be provided
to client to take to SSA.

SECTION: 50167, 50223

MANUAL LETTER NO.: 132 B 27 1994 22B-2




MEDI-CAL ELIGIBILITY MANUAL

22C — COUNTY WELFARE DEPARTMENT PROCEDURES

This section lists the various activities the County Welfare Department (CWD) performs in processing claims
for Medi-Cal disability. The major CWD activities are listed in separate sections (22 C-1 to C-9) which
provide a more comprehensive discussion and instructions for implementation.

Cc-1.

C-3.

c-4.

C-8.

Referring Disability Applications To SSA
Or SP-DED

Determining Substantial Gainful Activity
(SGA)

Determining Presumptive Disability (PD)

Completing Disability Evaluation Forms

Providing CWD Warker Observations

Assembling And Sending SP-DFD
Packats

Communicating With SP-DED And DHS

About Changes And Status

Processing SP-DED Decisions

Processing Reexaminations,
Redeterminations And Reevaluations

Specifies circumstances in which disability
applications are referred to SSA or accepted by
CWD for referral to SP-DED.

Provides criteria and instructions on processing
claims when applicants are working and engaging
in SGA.

Provides criteria and procedures for determining
if a client can granted PD. Includes detailed
criteria for clients with Human Immunodeficiency
Virus (HIV) infection.

Provides a list of forms used in the disability
evaluation process. includes instructions on the
use of the forms.

Provides background on the importance of CWD
observations and how they can be provided to
SP-DED. Includes a form which can be used to
provide observations ta SP-DED.

Discusses limited and full packet situations,
retroactive Medi-Cal requests, prior SSI/SSP
recipients, and Railroad Retirement Board
disability claims.

Provides instructions for notifying SP-DED about
changes which occur during claim development
and use of status information reports provided by
SP-DED. Discusses methods to communicate
with DHS.

Provides information on allowance, denial and no
determination decisions. Includes instructions on
CWD actions to be taken upon receipt of
SP-DED’s decision.

Provides criteria and instructions on how
reexaminations, redeterminations and
reevaluations should be processed.

SECTION: 950167, 50223
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22 C-1 -- REFERRING DISABILITY APPLICATIONS TO SSA OR SP-DED

BACKGROUND

The 1990 revisions to CFR 435.541 specify the situations when client must be referred back to the
Social Security Administration {SSA) to apply for disability benefits, or be allowed to file a Medi-Cal
application based on disability. Therefore, it is very important that CWDs carefully review the MC
223 (Applicant’s Supplemental Statement of Facts for Medi-Cal) to determine who has jurisdiction
over an application for disability benefits.

NQTE: A chart at the end of this section identifies situations when a client is referred to SSA or SP-
DED after SSA has made a decision on a disability claim.

When a Medi-Cal application based on disability is accepted from client, optional form

MC 017/MC 017 (Sp) may be given to client. This informational form gives client an overview of
what can be expected when a disability application is filed.

FEDERAL DISABILITY EVALUATION BY SSA

The following are guidelines for referring client to SSA. SSA refers case to FP-DED for a disability
evaluation:

8SA Has Denied Disability Status Within Client must ask SSA to "reconsider” a previous

The Previous 60 Days denial action, as client has 60 days to appeal
SSA’s decision. CWD will deny the Medi-Cal
application.

If client has a reconsideration request pending
with SSA, CWD will deny the Medi-Cal application.

SSA Has Denied Disability Status More 1. Client must ask SSA to "reopen" the
Than 60 days But Within One Year Of previous evaluation. At its discretion,
Current Date SSA may or may not "reopen’ the claim.

CWD will deny the Medi-Cal application.

2. If client’s same condition has changed or
worsened, CWD must refer client back to
SSA. CWD will deny the Medi-Cal
application,

SECTION: 50167, 50223 MANUAL LETTER NO.: 13, .0 27 1994 22c-1.1
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SSA Denied Ciaim More Than One Year
Before The Current Date

3. If SSA denied the disability claim after
reopening the previous decision, SSA’s
decision would be controlling over
Medi-Cal. CWD will deny the Medi-Cal
application.

If client does not allege that the same condition
has worsened OR that there is a new condition,
client will be asked to file a new application with
SSA. CWD will deny the Medi-Cal application.

NOTE: Refer to chart at the end of this section to determine when client is referred to SSA.

3. STATE DISABILITY EVALUATION BY SP-DED FOR MEDI-CAL

Listed below are guidelines for determining who should and should not be referred to SP-DED

for a Medi-Cal disability evaluation:

A. Who Should NOT B ferred To SP-DED

Incapacity Or Pregnancy
Verification

Prior SP-DED Decision -
Disabled

Prior SP-DED Decision -
Not Disabled

Other Factors Causing
Ineligibility

Refusal To Be Evaluated

Do not refer clients to request verification of
incapacity or pregnancy.

Do not refer client who has had a decision made
within the past 12 months unless the
reexamination date has passed, or there is an
indication that the medical condition has
improved.

Do not refer client who has had a claim denied
within the past 90 days. Client should be advised
of the appeal process.

However, if CWD believes that the SP-DED denial
is incorrect, the case may be sent back for a
reevaluation within 90 days, as discussed in C-9.

Do not refer client who does not meet other
eligibility factors, such as state residence or
resource limits.

Do not refer client who refuses to be evaluated,
as any client has the right to refuse to be
evaluated for a disability.

SECTION: 50167, 50223
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Prior SSA Decision-Not Disabled

B. Who SH T

No Prior SSA Evaluation

SSA  Application Status Is
Unknown Or Pending

SSA Application Denied Because
of Excess Income/Resources

SSA Approved Claim

CWD should discuss the possibility of a disabllity
referral with clients who appear to be disabled but
who have not requested a disability evaluation.

Example: Client is confined to a wheelchair, or
has difficulty walking, standing or sitting; the
individual seems disoriented, or shows extreme
emotional distress.

Do not refer clients to SP-DED who were denied
disability status by SSA:

1. Within 60 days: refer to SSA for a
reconsideration.
2. Within 12 months: client alleges same

condition worsened; does not allege a
new condition; did not ask SSA to reopen
claim.

3. More than one year ago: client does not
allege the same condition has worsened
or that there is a new condition.

4, At any time: when client appealed denial
and decision on appealed claim is
pending.

Client's disability has never been evaluated by
SSA.

Client’s application for RSDI (Title 1l) or SSI (Title
XVI) is pending or client does not know status of
claim.

Client's application for 8SI is denied for excess
income/resources and client has proof of such,
and client meets income/resource requirements
for Medi-Cal.

SSA has set a specific onset date as the start of
disability, and client is requesting retroactive
Medi-Cal coverage prior to that onset date.

SECTION: 50167, 50223
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SSA Denied Claim

SSA Discontinued Claim

SSA Refuses To Reopen Claim

Railroad Retirement Board (RRB)
Disability

Medi-Cal Denied Claim

Former SSI Recipient, 65 Years
Or Older

In-Home Supportive Services
(IHSS)

Immigration Reform And Control
Act (IRCA)

1. SSA denied claim within 12 months,
alleges new condition not considered by
SSA, has not reapplied with SSA.

2. SSA denied claim over 12 months ago,
same condition worsened, has not
reapplied with SSA.

3. SSA denied claim over 12 months ago,
has new condition not considered by
SSA, has not reapplied with SSA.

S8A discontinued SSI benefits for reasons other
than disability and client still has the medical
condition which was the basis for the SSI
decision.

SSA, at its discretion, refuses to accept a
reopening request, and client returns to apply for
Medi-Cal disability.

RRB determined Occupational Disability only.

Client was denied Disabled-MN benefits for failure
to cooperate with SP-DED and good cause is
established.

An evaluation for former blind SSI/SSP recipients
may be necessary even if client reached age 65
or has already been determined disabled. Under
the Pickle Amendment to the Social Security Act,
blind individuals are entitled to a higher $S1/5SP
payment level than disabled or aged persons.

Indicate "Pickle Person" on the MC 221 under
“Type of Referral" or packet may be rejected as
unnecessary.

An applicant for IHSS who is NOT receiving SSI
must have an independent evaluation of disability
performed by SP-DED.

IRCA allows certain undocumented aliens to apply
for legalization. Full Medi-Cal benefits may be
available for those amnesty aliens who are under
age 18, disabled, or over 65.

SECTION: 50167, 50223
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Omnibus Budget Reconciliation OBRA provides restricted Medi-Cal benefits to

Act (OBRA) aliens regardless of alien status. These clients
must meet all eligibility requirements, including
linkage.

NOTE: Refer to chart at the end of this section to determine when client is referred to SP-
DED.
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SSA/SP-DED CLIENT REFERRAL CHART

items 11 to 11D of the MC 223, Applicant’s Supplemental Statement of Facts For Medi-Cal, identify

whether client has applied for Social Security or SSI disability benefits in the past two years.

Client’s

responses determine whether a disability claim is referred to SSA or SP-DED. The following chart helps to
identify where the claim should be referred.

CLIENT STATUS SITUATION QUESTIONS AND ANSWERS SSA SP-DED
1. Did Not Apply G171 = No X
2. Appiied Application Status Unknown or Pending Q11 = Yes X
Q 11A = Unknown/Pending
" 3. Allowad/Denind Decision On Appesl G111 = Yes X
Q 11A = On Appeasl

4. Aliowed Has SSA award letter proving current receipt of Q 11A = Approved None None
benefits.

5. Allowed Has SSA award letter proving current receipt of G 11A = Approved X
benefits. Needs retro Medi-Cal.

6. Denied Has SSA letter proving denial based on incomae end/or Q 11A = Denied X
resources.

7. Denied Denial within previous 60 days. Did not ask SSA to G 11B = Date within 60 days. X
reconsider the previous denial.

8. Denied Denial within 12 months. Alleges worsening of same Q 11B = Date within 12 months. X
condition. {Provides proof, if condition now meets Q11C = Yes
Presumptive Disability criteria.] Did not ask $SA to
reopen previous denial,

9. Denied Denial within 12 months. Has SSA letter proving S5A € 118 = Date within 12 months. X
refussal to reopen previous denial.

10. Denied Denial within 12 months. Allages new condition not Q118 = Date within 12 manths. X
considered by SSA. Has not reapplied with §SA, Q11D = Yes

11. Denied Denial within 12 months, Does not allege new Q118 = Date within 12 months. X
condition or worsening of same condition. Q11C/D= Neo

12, Denind Denial over 12 months. Same condition worsened, or Q118 = Date over 12 months. X
has new madical problem not considered by 5SA. Q11C/D = Yes

H Has not reapplied or appealed with SSA.

13. Denied Denial over 12 months. No worsening of same Q 118 = Date aver 12 months. X

candition, ar hes no new madical problems. Q11C/D = No
L/ 1/9%

SECTION: 50167, 50223
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22 C-2 -- DETERMINING SUBSTANTIAL GAINFUL ACTIVITY

BACKGROUND

Section 435.540 of the Code of Federal Regulations (42 CFR) requires Medi-Cal to use the
Supplemental Security Income (S8I) definition of disability to decide if a client is eligible for Medi-Cal
disability.

To be considered disabled, SSI requires that an individual be:
“unable to engage in Substantial Gainful Activity (SGA), due to a medically determined physical
or mental impairment, which is expected to result in death, or which is expected to last for a

continuous period of 12 months".

A client who performs SGA is not disabled, even if a severe physical or mental impairment exists.

WHEN TO USE THESE PROCEDURES

These procedures will be used when a client:

L files for Medi-Cal disability, states on the MC 223 that he/she is working, and has gross
earnings of more than $500 per month, or

. meets the criteria for Presumptive Disability (PD), but earns over $500 per month. PD
should NOT be approved until an SGA determination is made.

NOTE: These procedures do not apply to clients who are blind or to those who return to work after
disability has been approved. If an SGA evaluation was not performed because the client alleged
blindness, and SP-DED found that the client was disabled but not blind, an SGA evaluation must
be performed before eligibility as a disabled person can be established.

PROCEDURES

A. SGA DETERMINATIONS

The EW shall determine if client is performing SGA when client has earned income of over
$500 per month. The EW shall:

1. Obtain: Client's gross monthly earnings (if irregular, earnings should be averaged).
Earnings derived from In-Home Supportive Services are treated as earned
income. Vacation or sick pay, if received within six months of ending
work, is considered earned income.
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2. Determine: Whether there are impairment-related work expenses (IRWEs) or subsidies
that can reduce earnings below $500. (A discussion of IRWEs and
subsidies follows.)

3. Deny: Claim if "net countable earnings" are over $500.

4. Submit: A full disability packet to SP-DED, including an MC 220, MC 221, and
MC 223, only if "net countable earnings” are $500 or less.

5. Alert: SP-DED via a DED Pending Information Update Form (MC 222) when a
disability packet was sent to SP-DED and client is subsequently found to
be engaging in SGA.

Work Activity Report form (MC 273, Exhibit 2) may be provided to client whose earnings
are over $500 to help in making SGA determinations.

IMPAIRMENT-RELATED WORK EXPENSE

Impairment-related work expenses (IRWEs) are certain expenses which are incurred and
paid by an impaired client to enable him/her to work.

1. $500 SGA Determination

IRWESs can be deducted from gross earnings to arrive at "net countable earnings".
If "net countable earnings” are over $500, deny the application. For
self-employment, IRWESs can be deducted from net income, if not already deducted
from gross income as a business expense.

Example: Client earns $750 per month and has $100 worth of IRWEs for special
transportation costs fo go to work, and for medications needed to control a seizure
condition. As ‘net countable earnings’ are $650 per month, client is performing SGA and
application is denied.

2. Allowable IRWE Deduction
Deductions are allowed when the following conditions exist:

a. Disabled client needs the item/service in order to work. The need must be
verified by the prescribing source (e.g. doctor, Vocational Rehabilitation
[VR]). The cost must also be verified.

b. Cost Is paid by disabled client and not reimbursed by another source (e.g.
Medicare, VR). The cost must be paid in cash, including checks or money
orders, and not in kind.

c. Expense is "reasonable”. It represents comparable charges for the
item/service in the community. Sources such as a medical supplier or VR
may be contacted.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 MAY 27 ¥ 22C-2.2
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Example: Client states he/she needs an attendant to assist in activities to prepare
for work. Client has a family member perform the services and is charged $15 per
hour. If Personal Care Services provided through In-Home Supportive Services
allows a payment of $4.25 per hour, only $4.25 should be allowed as a deduction.

3. Budgeting of IRWE

Payment must be made after client became disabled in order for cost to be
deducted. Payment is computed in the following ways:

a. Recurring and Non-Recurring IRWEs
1. Recurring costs, such as monthly payments for a wheelchair: the
amount paid monthly is deductible.
2. Non-recurring down payments, or full purchase price paid for an
item: a lump sum payment may be prorated over 12 months.
b. Cost Incurred Before or After Work
1. Before work started: Prorate the cost over a 12 month period;
deduct only the balance of the 12 months while the client is
working.

Example: Client paid $600 In January for an item. Work started
in April. Prorate the cost over 12 months. IRWE applies to the
balance of the 12 months of employment, or $50 per month for
April through December.

2. After work ended: Deduct IRWE from the last month earned
income is received.
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4, IRWE Cateqories
DEDUCTIBLE

ndant Care Servi

Performed in work setting or in
process of assisting in
preparations for work, the trip
to/from work and after work
(e.g., bathing, dressing, cooking,
eating).

Services which incidentally
benefit the family (e.g., cooking
meal for individual aiso eaten by
family).

Services performed by a family
member for a cash fee where the
family member suffers an
economic loss by reducing or
terminating work to perform such
services.

Requires verification of duties, of
amount of time spent, that they
were paid for in cash, and that
payment is made on a regular
basis.

Transportation Costs

Structural or operational
modifications to vehicle, needed
to drive to work or be driven
to work, even if also used for
non-work purposes.

Driver assistance or taxicabs
where such special
transportation is not generally
required by unimpaired
individuals in the community.

Mileage expense limited to travel
related to employment.

NON DEDUCTIBLE

Attendant Care Services

Performed on non-workdays or involving
shopping or general homemaking (e.g.,
cleaning, laundry).

Services performed for someone in the
family other than the beneficiary (e.g.,
babysitting).

Services performed by a family member

for a cash fee where the family member
suffers no economic loss.

Transportation Costs

Cost of a vehicle whether modified or not.

Cost of modification to a vehicle not
directly related to the impairment or
critical to the operation of the vehicle
(e.g.. paint or decor preferences).

Cost of travel related to obtaining medical
items or services.

SECTION: 50167, 50223
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DEDUCTIBLE
i Vi

Wheelchairs, hemodialysis
equipment, pacemakers,
respirators, traction equipment,
braces (arm, leg, neck, back).

Work-Relat i li} n
Agssistants

One-handed typewriters, typing
alds (e.g., page-turning devices),
electronic visual aids,
telecommunications devices for
people with hearing impairments
and special work tools.

Expenses for a person who
serves as a reader for a visually
impaired person, expenses for an
interpreter for a deaf person, and
expenses for a job coach.

Prosthesis

Artificial hip and artificial
replacement of an arm, leg or
other part of the body.

Residential Modifications

Individual Employed Outside
Home: Madifications to exterior
of house to allow access to
street or transportation (e.g.,
exterior ramps, exterior railings,
pathways, etc.).

Individual Self-Employed at
Home: Modifications made
inside home to accommodate
impairment (e.g., enlargement of
a doorway leading Into an office,
etc.).

NON DEDUCTIBLE

Medical Devices

Any device not used for a medical
purpose.

Work-Related Equipment and Assistants

Any work-related device not paid for by
the person with a disability or, in the case
of a self-employed individual, equipment
previously deducted as a business
expense.

Prosthesis

Any prosthetic device that is primarily for
cosmetic purposes.

Residential Modifications

Individual Employed Outside Home:
Modifications to the house primarily
intended to facilitate functioning in the
home environment (e.g., enlargement of
interior door frames, lowering of kitchen
appliances and bathroom facilities,
interior railings, stairway chairlift, etc.).

Individual Self-Employed at Home: Any
modification expenses previously
deducted as a business expense in
determining SGA.
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DEDUCTIBLE
Routine Dr.

Regularly prescribed medical
treatment or therapy that is
necessary to control a disabling
condition (even if unsuccessful),
such as anti-convulsant drugs or
blood level monitoring, radiation
treatment or chemotherapy,
corrective surgery for spinal
disorders, anti-depressant
medication, etc. The physician’'s
fee relating to these services Is
deductible.

Diagnostic Procedures

Objective of procedure must be
related to the control, treatment
or evaluation of a disabling
condition (e.g.,
electroencephalograms.  brain
scans, etc.).

Non-Medical

ian Vi

in unusual circumstances, when
devices or appliances are
essential for the control of
disabling condition either at
home or in the work setting (e.g.,
an electric air cleaner for a client
with severe respiratory disease);
the need is verified by a
physician.

ther Item Vi

Medical supplies of an
expendable nature (e.g.,
incontinence pads, elastic
stockings, catheters).

The cost of a guide dog,
including food, licenses, an
veterinary services.

NON DEDUCT,
Routine Drugs/Medical Servi

Drugs and/or medical services used for
only minor physical or mental Problems
(e.g., routine physical exams, allergy
treatment, dental exams, optician
services, etc.).

n Pr I

Procedures paid for by other sources
(e.g., VR, Medicare) or not related to a
disabling condition (e.g., allergy testing).

- ical f/ian Vi

Devices used at home or at the office
which are not ordinarily for medical
purposes (e.g., portable room heaters, air
conditioners, humidifiers, dehumidifiers,
etc) and the client has no verified
medical work-related need.

Qther ltems/Services

An exercise bicycle or other device used
for physical fitness unless verified as
necessary by a physician.

SECTION: 50167, 50223
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C. SUBSIDIES

A subsidy is support an individual receives on the job which could result in more pay than
the actual value of the services performed. Subsidies:

1. May involve: giving the impaired worker the same pay but more supervision or
fewer /simpler tasks than other non-impaired workers.

2. May result in: more pay than the actual work is worth. Workers in sheltered
workshops or settings are generally subsidized.

3. Are deducted: from gross earnings to arrive at "net countable earnings” for SGA
eligibility determinations but are not considered an earned income exemption for
budget determinations, once a medical decision is made.

4. Should be_verified: by an employer contact to confirm a subsidy exists and
determine the value of the subsidy.

Example: Employer states that the value of client's work is half the actual earnings. Client
earns $800 per month. As half the work is subsidized, $400 is considered the real value
of work and client is not engaging in SGA. NQTE: $800 is the non-exempt income for
CWD use in computing client’s budget.

D. NOTICE OF ACTION
If an application for Medi-Cal based on disability is denied due to performance of SGA,
client should be sent a Notice of Action (NOA) informing him/her of the reason for the
denial. The NOA may contain the following sample statement;
"The reason why you are not entitled to Medi-Cal based on disability is because you are
working and doing substantial gainful activity. This means that your earnings are over $500
a month, which is the earnings limit if you are working and applying as a disabled person.”
NOTE: The Title 22 reference section is: 50223

E. FORMS
1. A Work: Form M 2 (Exhibit 1):

May be used to compute client’s earnings and IRWE/Subsidy deductions.

a. Net earnings $500 or less: process the disability application in the usual
manner.

b. Net earnings more than $500: deny claim as the client is engaging in
SGA.

" . 2 "
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2. Wor ivity R rt, Form 27 xhibit 2):

Should be used to determine what client's earnings are and whether IRWE or
subsidy applies.

3. DED Pending Information Update, Form MC 222:

Must be sent if a disability packet is pending at SP-DED, and client is subsequently
found to be engaging in SGA.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 MAY 27 994 22c-28
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EXHIBIT 1

STATE OF CALIFORMIA - MEALTH AND WELFARE AGENCY DEPARTMENT OF HEALTH SERVICES

Name of Disabled Permon Socal Secunty Numbar

SGA WORKSHEET
(USED WHEN GROSS EARNED INCOME IS OVER $500)

1. ADD EARNED INCOME

a.
b.

c.

Gross average monthly earnings [ 1
Payment in kind (e.g., room and board)
Other

TOTAL GROSS EARNINGS g
2.  SUBTRACT IMPAIRMENT-RELATED WORK EXPENSES (IRWE)

. Residential Modifications

—

g-
h. Diagnostic Procedures

a. Attendant Care Services $
b.

Transporiation Costs

. Medical Devices

c
d.

Work-Related Equipment and Assistants
Prosthesis

Routine Drugs and Routine Medical Services

Non-Medical Applications and Devices

Other tems and Services

TOTAL IRWE DEDUCTIONS $

3. SUBTBACT SUBSIDY DEDUCTION $

4. NETCOUNTABLE EARNINGS $
If net countable earnings are greater than $500, appiicant is engaging in SGA and claim is denied.

Sugnature & Tilie of Intenaewer of Heviewer County Code Date

MC 272 (v94)
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STATE OF CALIFORNIA - KEALTH AND WELFARE AGENCY

WORK ACTIVITY REPORT

You may be considered disabled for Med|-Cal If you cannot do any kind ot work for which you are suited,
and only If you cannot work for at least a year or your condition will result in death.

it your earnings are more than $500 a month, in general you cannot be considered disabled. Work
expenses and special work considerations reiated to your disabllity may be deducted In tiguring whether
your earnings meet the $500 earnings imits. For this reason, inftormation about your work activity Is
neaded.

EXHIBIT 2

OEPARTMENT OF HEAL TH SERVICES

The information you provide about your work activity will be used in making a decision on your claim,
Your employer may be contacted to verify the information you provide.

[ Nama of Disabled Person

Boan Sacunty Number

T Employer s Name Employer s AdGrass Empioyer s Telephone No.
Tiile of Narme ol Your Job Hais of Fay Hours Worked Per Week

2. Employers Name

Empioyer s Agaress

Employer s ) elephone No

Ti{ie or Name of Your Job

i

§

Raie of Pay

Hours Worked Far Week

1 GROSS EARNING

what is your gross monthly pay? (I pay is irregular, you do not need to enter the amount.) Attach your

pay stubs.

2. OTHER PAYMENTS

Specity other payments you receive, such as tips, free meals, room or utilities. Indicate what you were
given and estimate the doliar vaiue and how trequently you receive them.

3. SPECIAL EMPLOYMENT SITUATIONS
Atier you became ill, did your job duties lessen?
il yes, did you get to keep your same pay?
Are you employed by a friend or relative?
Are you in 3 special framing or rehabilitation program?

4 JOB REQUIREMENTS

Are your job duties difterent trom those of other workers with the same job title?

a.  shorer hours
b.  ditterent pay scale
c.  less or easier duties
d. extra help given
5 lower production
f. lower quaity
g.
MC 273 (3r94)

other ditferences (e.g., frequent absences)

oooags
Oooos

Yes No
] g
O a
a |
a a
- -
d -
| a
Page 1012
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5. EXPLANATION OF JOB REQUIREMENTS
Dascribe all “yes” answers in item 4 above.

6. SPECIAL WORK EXPENSES

Specify below any spacial expenses related to your condition which are necessary for you 1o work.
These are things which you paid for and not things that will be paid for by anyone else.

Specify the amount of the expenses. Attach verification of who prescribed the item or service needed
and the cost paid. (We are required 10 verity the need for the item or service with the person who
prescribed it.)

Example: Attendant care services, transportation costs, medical devices, work-related equipment,

prosthasis, modifications to your home, routine drugs and medical services necessary to control a
disabling condition, diagnostic procedures, or similar items or services.

7 Use this additional space to answer any previous questions or to give additional information that you
think will be helpful.

8. Please read the following statement. Sign and date the form. Provide address and telephone number.

| have complated this form correctly and truthtully to the best of my knowiedge and abilities.

Signature of Appiicant or Representaiive Date Telephons No. & Area Code

MANIG ANress (NUMDer and Siresl, ADL No.. P.O. Box, of Furmi owe)

Cay and State Zp Code County
FOR COUNTY USE ONLY
9. Interviewer/Reviewer Check List ("Yes" answers shouid be explained below.) Check all that apply:
a. Subsidy O  Yes O Ne
b. Impairment-Related Work Expenses 0 Yes O No
c. Substantial Gainful Activity O  Yes O No
EXPLANATION:
Tignaiire & Tile Of ININMeWe! OF HeViewal Tounty Code Daie
MC 273 (M)
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i,

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

INFORME DE ACTIVIDAD LABORAL

Es posible que se le considere incapacitado(a) para Med|-Cal, si usted no puede hacer ninguna clase de
trabajo pars o cual ests capacitado, y solamente si usted no puede irabajar durante por i0 menos un ano o 8|
su condicidn le ocaslonars la muerts.

51 sus ingresos son de mas de $500 dolares 8/ mes, en general 8 usted no se le puede considersr
incapacitado. Los gastos de trabajo y consideraciones sspeciales de trabsjo relacionados a su incapscidsd se
pueden deducir al caicular si Sus ingresos cumplen con los limites de ingresos ce $500. Por esta razon, se
necesita ia Informacion acerca de su sctividad laborsl.

La informacion que usted proporcions acerca de su actividad laboral se utilixars al tomar una decision sobre su
reciama. Es posibie que nos comuniquemos con su patrono para comprobar s Informacion que usted proparcione.

Nombre 08 |a persons NCAPACcIAda Numero del Seguro Social

1 Nomiwe del pagono Direccion del patrono No. 0@ teiélono del patrono
Puesio 0 cargo e su rabajo Tasa oe pago HOras que rabaia a ia semana
2 Nombre oel patronc Direccion oel patrong No. de tgiétono oel patrono
Puesto 0 cargo de su rabao Tasa oe page Horas que trabaia a ia semana

1 INGRESOS BRUTOS GANADOS

< Cual es su pago mensual bruto? (St el pago es wregular, no necesita anotar la cantidad.) Adjunte sus
talones de cheques.

2 OTROS PAGOS

Especifique otros pagos que usted reciDa, 1ales COMO Propinas, aimentos gratuitos, servicios publicos y
municipales de cuarno. Indique 10 que se le dio y calcule €! valor actual y con qué frecuencia ios recibe.

3 SITUACIONES ESPECIALES DE EMPLEQ Si No
Después de enfermarse, ;se aminoraron sus obligacrones de trabajo? 0 (]
Si la respuesta es si, ,mantuvo el MISMo pago? 0O 0
Es usted empleado(a) de un amigo o panente? O O
¢+ Esta usted en un programa especial de capacitacion o rehabilitacion? O O

4. REQUISITOS DE EMPLEO
< Son sus obligaciones de empleo diferentes a aquellas de otros trabajadores con el mismo puesto?

Si No
a.  horano mas corto .} O
b escala de pago diferente 0 O
¢ menos obligaciones o mas taciles O 0
d se le proporciona ayuda adicional T O
= produccion mas baja - C
f catidad mas baja - -
g otras diferencias (e).. faltas frecuentes) T o

MC 273 (SP) (1/84) Page 10t 2
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5. EXPLICACION DE LOS REQUISITOS DE EMPLEO
Describa todas las respuestas “afirmativas” en el articuio 4 anterior.
6. GASTOS ESPECIALES DE TRABAJO
A continuacion, especifique cualesquier Qastos especiales relacionados a su condiciéon que son
necesarios para usted para trabajar. Estos son cosas por las que usted pagd y no cosas que aiguien
mas pagara.
Especitique la cantidad de gastos. Adjunte comprobantes de quién le recetd ef articulo o servicio
necesano y el costo pagade. {Se nos exige comprobar la necesidad del articulo o servicio con la
persona que lo recetd.)
Ejempla. Servicios de cuidador, COStOs de transpone, aparatos meédicos. equipo relacionado al trabaijo.
prétesis, modificaciones & su casa, medicamentos de rutina y servicios médicos necesarios para
controlar una condicion Incapacitante, procedimienios de diagnostico, o anticulos o servicios semejantes.
7 Utilice este espacio adicional para contestar cualquier pregunta previa o para dar intormacion adicional
que usted piense que sera util.
8. Por tavor, iea 1a siguiente declaracion. Firme y leche latorma. Proporcione la direccion y el numero de -
teléfono.
He complatado esta forma correcta y verdaderamente segun mi leal conocimiento y habllidades.
Fama gel Salicianie 0 Aspresanmnie Fecna Area y No. de Tatono
Dwecrson Posial (Numero y Calle. No. 08 ADl. Apanado Posn‘amuu Rural)
Cucao v Esmdo Zona Postal Conaado
SOLO PARA USO DEL CONDADO
9. Interviewer/Reviewer Check List ("Yes” answers should be explained below.) Check all that apply:
a.  Subsidy O ves O No
b.  impairment-Related Work Expenses O vYes O No
c.  Substantial Gaintul Activity O  vYes O No
EXPLANATION:
Signature & 1iie of intermewer or Reviewer County Cooe Date
MC 273 (SP) (3/94) Page 20t 2 -,
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22 C-3 —- DETERMINING PRESUMPTIVE DISABILITY

1. BACKGROUND

The process of Presumptive Disability (PD) allows a temporary granting of Medi-Cal eligibility
pending a formal determination by SP-DED, provided that client has a condition listed below that
is verified by a physician/medical source, and client is otherwise eligible.

Presumptive Disability Is granted as of the month of discovery of the disabling condition. PD is NOT
allowed for retroactive months.

NOTE: ONLY CLIENTS WHO HAVE CONDITIONS THAT ARE LISTED BELOW CAN BE
GRANTED PRESUMPTIVE DISABILITY.

2. RESPONSIBILITIES OF CWD AND SP-DED

A CWD
1. Medical Statement If a medical statement from client’s physician
Provided verifies the presence of a condition specified on
page C-3.3 and client is otherwise eligible, grant

PD.

a. Explain to client that PD temporarily
grants Medi-Cal eligibility pending the
formal disability decision by SP-DED.

b. In item 10, "County Worker Comments”
section of the MC 221, check the "PD
approved” box.

c. Notify the client via a Notice of Action
(NOA) that approval is based on PD.

2. If SP- n CWD should immediately process case and grant

PD.

3. If SP- n laim Send a NOA discontinuing the PD. Client cannot
After a PD Decision receive continued benefits (aid paid pending) if a

State Hearing is not requested timely.

MAY 2~ 24
SECTION: 50167, 50223 MANUAL LETTER NO.: 132 22C-3.1




MEDI-CAL ELIGIBILITY MANUAL

B. SP-DED
1. CWD Notification

3. Formal Decision Made

If CWD did not grant PD and SP-DED determines
that the client meets PD criteria, the appropriate
CWD liaison will be contacted by phone.

When SP-DED requests that CWD grant PD, it will
indicate in ltem 16, "Basis For Decision" section of
the MC 221: "PD decision phoned to CWD
liaison; received by (name of contact) on (date)".
This remark will be initialed and dated.

A photocopy of the MC 221 will be mailed to
CWD liaison as verification that PD was granted.

SP-DED will process case as quickly as possible
to make a formal determination.

If disability is not established when a formal
decision is made, SP-DED will indicate in Item 186,
*Basis For Decision” section of MC 221: "Previous
PD decision not supported by additional
evidence".

SECTION: 50167, 50223
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3.

PD CATEGORIES

Grant PD when client meets any of the following conditions:

NO.

IMPAIRMENT CATEGORIES

Amputation of two limbs.

Amputation of a leg at the hip.

Allegation of total deafness.

Allegation of total blindness.

(LI - N R LI

Allegation of bed confinement or immobility without a wheelchair, walker, or crutches, due
to a longstanding condition--excluding recent accident and recent surgery.

Allegation of stroke (cerebral vascular accident) more than 3 months in the past and
continued marked difficulty in walking or using a hand or arm,

Aliegation of cerebral palsy, muscular dystrophy, or muscle atrophy and marked difficulty
in walking (e.g., use of braces), speaking or coordination of hands or arms.

Allegation of diabetes with amputation of a foot.

Allegation of Down Syndrome.

10

Allegation of severe mental deficiency (i.e., mental retardation) made by another individual
filing on behalf of a client who is at least 7 years of age. The applicant alleges that the
client:

(a) attends (or attended} a speclal school, or special classes in school because of his or
her mental deficiency or is unable to attend any type of school (or if beyond school age,
was unable to attend), and

{b) requires care and supervision of routine daily activities (i.e., the individual is dependent
upon others for personal needs which is grossly in excess of what would be age-
appropriate).

11

A child is age 6 months or younger and the birth centificate or other evidence (e.g.,
hospital admission summary) shows a weight below 1200 grams (2 pounds 10 ounces) at
birth.

12

Human immunodeficiency virus (HIV) infection. (See below for details on granting PD for
HIV infection.)

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 MAY 2 7 1994 22C-3.3
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4, INSTRUCTIONS FOR CWD TO GRANT PD FOR HIV INFECTIONS

CWD may grant PD for a client with HIV infection whose medical source confirms, on an HIV form,
that client has specific disease manifestations. If client has no medical source, CWD will forward
packet to SP-DED in the usual manner without preparing an HIV form or granting PD.

If the required HIV criteria are not present, CWD should not grant PD, but should specify
"EXPEDITE" in ltem 10, "County Worker Comments" section of MC 221.

A FORMS

Forms used to verify the presence of the HIV and its disease manifestations are:

1. DHS 7035A *Medical Report on Adult with Allegation of HIV
Infection”.
2. DHS 7035C "Medical Report on Child with Allegation of HIV

infection®. (Client is considered an adult for the
purpose of determining PD on the day of his/her
18th birthday.)

Instructional cover sheets attached to the forms contain instructions to the medical source
on how to complete them. Copies of forms may be made available to physicians and
others, upon request.

B. HANDLING OF FORMS

1. Appointment_Qf District CWDs may wish to appoint a District Coordinator
Coordinator to receive the returned HIV forms to preserve

confidentiality of information.

2. Form Provided To CWD generally mails the blank DHS 7035A/DHS
Medical Source For 7035C to the medical source for
Completion And Return completion/return to the CWD. It may also be

given to client to take to the medical source.

3. Client Brings Completed Client may directly request the medical source to
Form To CWD compiete the form and may bring it directly to

CwD.

4. Telephone _Qr OQther CWD may use telephone or other direct contact

Direct Contact to verify presence of the disease manifestations.

CWD will indicate at signature block “Per
telephone conversation of (date) with (medical
source)”.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 MAY 27 199 20034
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D. CLIENT HAS A MEDICAL SQURCE
CWD will take the following actions:

1. Authorization For

Release Of Medical
Information

4, Maijling The Form

CWD will accept completed forms signed by a
medical professional (e.g., physician, nurse, or
other member of hospital/clinic staff) who can
confirm the diagnosis and severity of the HIV
disease manifestations.

If there is a question about the acceptabiiity of the
signature, call the medical professional for’
verification. [f the signature cannat be verified,
DO NOT GRANT PD. Advise SP-DED of CWD's
actions and forward form and packe! to SP-DED,
if not already sent.

a Complete MC 220 “Authorization for
Release of Medical Information®, obtain
client’s signature, and attach the signed
MC 220 to the DHS 7035A/DHS 7035C.

b. Check the "Medical Release information”
space of the check-block form "MC 220
attached".

NQOTE: Whie the DHS 7035A/DHS 7035C
comains an abbreviated medical release, CWD
should use the MC 220. The abbreviated medical
release is provided if the form is completed
without access to an MC 220.

Enter medical source’s name and include client’s
name, SSN, and date of birth.

Prepare a retum envelope using the address of ‘
the appropriate CWD.

Mai the DHS 7035A/DHS 7035C with attached
MC 220 to medical source for completion/retum
to CWD. Include the specially marked return
envelope.

SECTION: 50167, 50223
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Beturn Of The HIV Form receipt

*County

CWD will not hold disabilty packet pending

of form. Indicate on MC 221 under
Worker Comments® section that *PD is

pending”, fiag the packet, and forward to SP-DED.
6. Form Returned To CWD a

Condition Receivegd By

Jelephone OQOr OQther

Direct Contact b.
C.

Review form and verify that it is properly
signed (physician, nurse, or other
member of hospital /clinic staff).

Grant PD if the appropriate combination
of blocks has been checked or
completed (see sections E and F below).

Contact SP-DED to determine location of
original packet and assigned disability
evaluation analyst (DEA).

Attach a cover sheet (MC 222) to form
indicating: 1) case name; 2) SSN; 3)
date original packet was sent; 4) DEA;
and 5) status of pending PI) case.

Complete appropriate blocks on the DHS
7035A/DHS 7035C.

Indicate at the signature block “Per
telephone conversation of (date) with
(medical source)”.

Grant PD if applicable. If the packet has
already been sent to SP-CED, follow 6¢
and 6d above.

Grant PD, if applicable; forward form and
evidence to SP-DED.

Indicate status of PD decision either on
MC 221 or on cover sheet (MC 222).

if medica! evidence is received after form
has been received and evaluated, forward
it to SP-DED.

If quality is poor (e.g., paper darkened by
copier), photocopy faxed material (quality
of fax deteriorates over time), retain the
photocopy, and destroy the original fax.

SECTION: 50167, 50223
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b. If quality is acceptable, reta:n original.

10. Fax Source Is Telephone medical source to verify that the form
Questionable was faxed by medical source. [f unacceptabie,
do NOT grant PD.

DOCUMENT THE TELEPHONE CONTACTINTHE
CASE FILE, advise SP-DED of CWD actions and
forward form. -

1. Criteria in a, b, AND ¢ below must e met:
S a.  Either block in Section B has been
checked,
b. Any item has been checked in Section C,
and
c. Section F has been completed and
Section G has been signed.
2. Criteria in a, b, AND ¢ below must be met:
a Section B has been checked,
b. Section D (both 1 and 2) has been
completed:
L D1 - must indicate the presence
of “repeated manifestations of
HIV infection®.

L D2 - at least one of the criteria
shown must be checked, and

c. Section F has been completed and
Section G has been signec!.

SECTION: 50167, 50223 MANUAL LETTER NO.: 13, MAY 27 19%2c.37
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*Manifestations of HIV Infection™ means conditions that are listed in Section C but
do not meet the findings specified there.

“Repeated” means:

L That a condition or combination of conditions occurs an average of 3 times
a year, or once every 4 months, each lasting 2 weeks or more; or

e Does not last for 2 weeks, but occurs substantially more frequently than 3
times in a year or once every 4 months; or

L] Occurs less than an average of 3 times a year or once every 4 months but
lasts substantially longer than 2 weeks.

Exhibits 2 (desk aid for adults with HIV) and 3 (chart with guidelines for evaluating "repeated
manifestations®) are provided for assistance in granting PD. If CWD has questions as to
whether the manifestations are sufficient to grant PD, CWD should send form to SP-DED
for the PD.

Grant PD if the appropriate blocks have been checked or completed on the DHS 7035C.

1 At Least One Disease Criteria in a, b, AND ¢ below must be met:

Section C a Either block in Section B has been
checked,

b. Any item has been checked in Section C
(item 6 is used only for a child less than
13 years old), and

c. Section F has been completed and
Section G has been signed.

2 Other Manifegtations Of Criteria in a, b, AND c below must be met:

HUY, Section D Has Been
Completed a. Ether block in Section B has been
’ checked,
b. Section D, item 1 and 2 (a, b, or ¢,

depending on child’'s age) have been
completed, and

c. Section F has been completed and
Section G has been signed.

Exhibit § (desk aid for children with HIV) is provided for assistance in granting PD. If CWD
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has questions as to whether the manifestations listed are sufficient to grant PD, CWD should

send form to SP-DED for the PD.

Ot HIY, But None Of The
Other Conditions Shown
On The HIV Form Exist

3 Form_Indi V1
Suspected, Byt Not
Confirmed

4 Wi f P
Packet Has Not Been
Sent

5 CWD_Grants PD And
Packet een

6 is Unable T
FPD

H EXHIBITS
1 DHS 7035A
2 Desk Aid

Grant PD # the medical source confirms that
required disease manifestations are present,
whether or not the client has Acquired
iImmunodeficiency Syndrome (AIDS)

DO _NOT Grant PD.  Process under regular
procedures, except that CWD should specify

*EXPEDITE" in the "County Worker Comments”
section of the MC 221.

DO NOT Grant PD if HIV is NOT confirmed by
laboratory tests or clinical findings. Process
under regular procedures.

In Item 10, "County Worker Comments” section of
MC 221, CWD will check "PD Approved" box and
notify client via a NOA that approval is based on
PD. ‘

CWD will confirm location of disability packet and
analyst, attach a cover sheet (MC 222) to form
including case name, SSN, date original packet
sent and status of pending case, and forward
form/cover sheet to SP-DED.

if CWD is unable to grant PD because form has
not been appropriately completec, or for any
other reascn, forward form and packet, if
appropriate, to SP-DED. This allovrs SP-DED to
develop case further.

Medical Report on Adult with Allegation of Human
Immunodeficiency Virus (HIV) Infection

County Desk Aid for Making a PD Finding in Adult
Claims '

SECTION: 50167, 50223
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3 Chant Evaluating Completion of Section D, item 1 -
"Repeated Manifestations of HIV Infection® of Adult
Claim

4 DHS 7035C Medical Report on Child with Allegation of Human
immunodeficiency Virus (HIV) Infection

5. Desk Aid County Desk Aid for Making a PD Finding in Child
Claims -

SECTION: 50167, 50223 MANUAL LETTERNO.: 3, MAY 27 %2c.3.10
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A

EXHIBIT 1

Psta of Collomin-~riagih and Waelkere Agemry R Onparmert of Hoalts Savvinee

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 A
(Medical Report on Adult With Allegation of Human immunadsficlency Virus [HIV] infection)

Your patient, identified in Section A of the stached form, has fied a claim for Medi-Cal disabiiity bensfits based on HIV infection.
MEDICAL SOURCE: Please detach this Instruction sheel and uss it to compleie the anached form.,
L PURPORE OF THIZ FORM:

¥ you compiste and mtum the sttached form promptly, Your patient may be able 10 mcsive medical banefite while we are processing hie or
T ciein for angoing chesbility benefim. -

This s ot 2 request for an examination. At this tme, we sirply need you to fll out this form based on existing medical information. The State Disabitty
Evamtion Division may contact you aser 10 obtain further avidencs nesded 10 PSS your patient's ckaim.

K YO MAY COMPLETE THIS FOAM:
A physician, murse, or other member of & hospital or clinic stafl, who is abie 10 confirmn the diagnosis and severdly of the HIV dissase manifesiations
DORAd ON YOUr MCOCOS, MY COMPIate AN Sign the form,

. MEDICAL RELEASE:
A Dapanromet of Health Services medical eieass (MC 2200 signed by your patiant shouk! be atiached 10 the form when you recsive it. If te release s
ot afached, the madical eiaase saction on the lorm iself shouid be signed Ry your patient.

. HOwW 10 COMPLETE THE FORM.

¥ you raceive the form trom your patient and Secion A has ndat Deen compised, please fil in the Kientitying iInfonmation ADOWR your patie it,

You mey not have 1 completa al of the sactions on the lorm,

ALWAYS complem Section B.

Compilaw Section C, if sppropriam. ¥ you chack at least one of the lems in Section C, go right to Section E.

ONLY compiste Section D i you hewe NOT chacked sny lem in Seciion C. See the special inlommation section below which wili help you 1©
compiste Section D,

o Complem Section E i you wieh 10 provide comments on your patient's condition(s).
o ALWAYS compiete Sectons F end G. NOTE: This form is not complete until it is signed.

V. BW.IQ RETURN THE FORM.IQ LIS,
s Mal the compiated, signed form as a0on a5 possible in the melim srmwlope provided,
» 1 you received the form without a retumn sovelops, ghve the complsterd, Signed form back 1o your patient for return 10 the county departnent of social

How We Use Section D:

o Section D asie you 10 1elt us what cther manifesiations of HIV your patieat may have. Il also asks you 10 give us an iiea of how your pitient's abily
0 function has been alfecied.

» Wo do not need detalled decriptions of the functional Amitations kmposed by the iliness; we just need t0 know whether your patient’s ability to
function has Deen affecied 10 & “arked” degres In any of the aeas liswed. See below tor an sxplanation of the e *marked.”

Speciel Terms Used In Section D:
Wimt We Mesn By "Repseted™ Mentestations of HIV inlection (see ftem D.1) :
"Repeated” means that a condition or combination of condiions:

o  Ocours an average of thrae Lmes A YRz, or onom avery four Months, each lasting hwd weeks of mone; of
o Doss oot Last 10r two weeks, but occurs subsiantially mom frequently than thiee Smes in 2 yeu of once svery four months; of
@ Occurs es oftan than an average of Thoas Tmes & yesr or ONCR Sy four months Dut inets subsiantialy ionger than two weeks,

What We Meen By “Manifestations of HIV indection (see item D7) :

“Mandestations of HIV intection” may incliude:

® Any conditions listed in Saction C, tat without the findings specllied there, (.g., carcinoma of the cervix not meeting the crteria shown in nem 22 of
the form, diarhea not mmeting the criena shown in em 33 of the form); ar any other condition that is ncr lisled in Section C. (e.g.. oral hairy
Isukoplakiz, myostis).

»  Mantesiations of KIV must result in significan, docurmmntad sympioms and signs., (e.g.. fatigue, tever, malaise, weight loss. pain. night weats).

DM5 P08 A {Crovarehaal) (404} Continued or. reverse >
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Whwt W Maen By "Markecd™ Limitstion or Asstricsion in Funclioning (see em 0.2):

) mmumwmmwm,nmmmmummmm.wmmm'mm:
parient is confined 10 bad, hospitalized, of in & Auming home.

® A marked Bmittion mmy De pesent whan seversl activilies o uncHions am mpaired or ewen whan only ane i kmpained. An individual need not be

Mmmmm»mumm»mnmmdmuu:unummmmu
mnmw apprprimely. and sttectivaly.
Whwt We Meen By “Activites of Delly Living™ mmm

» mammmm..-wmm» such activities as doing househok! chos, grooming and-hygiens, using a post office, taking
PUAC IranapOIation, and paying bills.

Exampie: An individust with HIV infection who, becauss of symptorms such a5 pain imposed by the liness or & trestment. is not abie 0 meintain &
WutwmmmnamuMWmmmmm(mmhmwmhmnpoﬂammnlm
activition) would have rrarhed limikbation of activities of dally fiving.

What We Mean By “Sociel Functioning” (see em D.2)

®  Social functioning Inchaies the capacly 1 Ineract approprimely and oommunicae aftectivaly with others.
Example: An individual with HIV infection whe, mmmwumdmmmmwNMum
raatmant, CANNOL SNGROM In SO INMACION on & SuN1AINed Dasis (even though he or she is abie 10 COMMUNICAe with close friends of relaives)
woukd have mrarked dificulty in nwinkaining social tunctioning.

Whwt We Mean By “Completing Tesks in a Tiewly Mannwr” (see Nem D.1):

»  Compiating 1asks in a termly mannes involvas the abilty 10 SUSIAIN CONCAMBION, DATEISIENCE, O PACH 10 parnit timely compietion of tasks commonly
found In wrk settings.

Exampie: An individual wikh HIV intection who, because of HIV-relaied Isigue or othar Syrmptoms, s unabie 10 sustain concentration of pace
SONGUME 10 COMPINe Simpie work-reiaied thaks (svan though he or she & abie 10 G0 routine activities of daily Wving) wouid have merked diificulty

PRIVACY ACT NOTICE

The Department of Health Services (DHS) is suthorized to collect the information on this form under
Sections 205(s), 233(d), and 1633{e)(1) o! he Bocial Security Act. The inlormasion on this form is nesded by
DHS o make s decision on the named applicant’s application for Medi-Cal based on disability. While giving us
the information on this form is voluniary, milure © provide ail or part of the requested information could prevent
an accuraie or timely decision on the named applicant's application. Although the information you furmish is
almost never usad for any purpase other than making & determination about the applicant's disability, such
information may be disclosed by DHS as follows: (1) to enable a third party or agency to assist DHS in
establishing rights o Medi-Cal benefits, and (2) to faciitate statistical research and audi! activities necessary o
assure the integrity and improvernant of the Medi-Cal program.

We may also use the inlormation you give us when we maikch records by computer. Matching programs
COMpAre our reconds with those of other federal, state, and locel government agencies. Many agencies may

use matching programs to find or prove that a person qualifies for benefits paid by the Federal Govemnment.
The lew allows us 1o do this aven if you do ot agree 1o it.

Federal lew goveming Maedicaid requires. that medical information on applicants and beneficiaries be kept
confdential. [(42 United States Code, mwu(-)m)lmwumm this lew deal with
the disciosure of inormation colieckd and maintained by staie Medicaid agencies. (42 Calilomin Federal
Regisier, Sections 431.300 ot saq.)

OM TNIR AfCvanshnl) 406
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W ot Sl god Walkars Ageecy Oupartment ¢4 Healh Serviene

MEDICAL REPORT ON ADULT WITH ALLEGATION OF
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION

The indliviche! named beiow has fied an application for disability urdier the Medi-Cal program. i you compleie this form, your patent
may be abie 1> receive sarly medical benefits. (This is not & request for an examinetion, but for axisting medical information.)

MEDICAL RELEASE INFORMATION
1 Form MC 220, "Authorization % Relesss Medical information” 10 the Deparment of Health Servioss, attached.

) t hareby manonze the medical sourcs named balow 1o release of discioss 10 the Departrmnt of Health Services or Depaniment of Sacial Services any
medion reconds o othey INlCTMation reganding vy treatmsnd 10r human immunodeliciency virus (HIV) intedtion,

AP S T (Fmepared Drfy § Form WG 220 1 NOT SSRcHed) T
> .
A IDENTIFYING INFORMATION:

Tt Twroors N OGS Ha

Apyicants Suciel Secly Muminar Appicart s Dabe of e

B VOW WAS FEV INFEGTION DIAGNOSEDT

3 Laborasory westing confirming HIV infecton

0 Othwr clinical and iaboratory findings, medical history, and diagnosis{es)
indicated in the medical mvidence

DIGEAGES (Please chack, Tl appicane):
BACTERAL INFECTIONS
1. 3 mycobacteriel infection, (0.9 cumed by M. avuminyscsuiare, 12. O mucormycosis
M. karmasi, or M. adarcions). o1 & S other THan Pw Jngs, skin, o .
corvicai ar Hias iymph nodes PROTOZOAN OR HELMINTHIC INFECTIONS:

13. [J Crypeeporidiosis, inosporissis, or Microapuridiosis, wn

2 [ Pusnonery Tutereasosis, ressient 1o westmant GarTtee Lwing 1or one month or longer

A D Nocanfionie ", C’ Preumocystis Carinli Pneumonis or Extrapulmonary

Prsumocywtis Carinll Infection
4. [ samonstia Bacreremis,

Leda

18, ['J Swongytokiiansie, eyammsinal
s O Syphills or Newrpsyphilis, (.9, menngovasaisr syphilis)

ey in MOQT or airwr ok

16. D Toxopiasmosis, of an corgen oiwr Tan the ver, pisen, of lymph

nooes
6. [J utiple or Becurrent Bacwrial Infecton(s), inckaing pemc
L ANNG hospltl o Virat INFgcTIONS:
WREEMONE YR OF MOre NTDS I ONe YeN
7. D Cytomegaiovitus Dissses, st & ¥ oher :an 1w Bver, spleen,
FumaaL INFECTIONS: S yerph s
7. 0 AspergiBosie w O Horpes Jimplex Virum, causing . (09

orel, geviinl, pevianal) lasting for ane monih or longer; of infection at s
8. [ Cancidinaia, a4 she stwr tun e sin, urnary vact, iwestinnl 40 Oher AN e skin OF MUKOUS MEMACANeS. ie... Ironchills,

wact, o orsl oF o TR anes . o XTI

L PhagiNe, or encephaiis); or
Wvohing The SeaphegE, WaChER, broncii, of Rangs.
19, D Harpes Zoawr, i o Wil TR P [ ]
. 0 Caccidioldomycoais, st a siis othwr Than M iungs o lymph are romeart 10 WeerTant

nodes.
2. [ Progressive Muttifocsl Leukosncephalopethy
10. 0 Cryptococcosin, at 8 3 ofwr Then he Lngs, (0.5 erypiocencel

NG} PY | Hapatitin, resulting in chromic liver dineass manifeswd by

appropniate Sndngs, {e.9.. P mcies, blandng seophages!
wanoes, patic encephelopatiy}

w O HISIOPIAAMONlS. 4t & s ofwr Than e LINDS O DR nodes

DS TS A (A8 Pageield
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SECTION C (corvirwmd)

MaananT NEOPLASMS:
22 [T Corcinome of e Carvts, rwseve, FIGO snge & and beyond

» 0 Kopoal's Sorcomn, with sswosies ol SHONS; of iehvament of
the gastrointestingl trast, hmgs, of ather viscem! ergans; or
Irvotvement of T shin of with
ANGIANG OF LACHIING JONS Fut responding 15 IRaTRent

™. ﬂ Lywmphomm, ot ay wpe, «m.mmnmm
NS hymphoms. Enearwhinetic oher o
vy Houghavs )

= 0 Scummows Coli Carcinomn of the Are

S 08 MUCOoUS MEMBRANES:

» 0 Conditions af the BXIn or Mucous Membranes, with
axenaien fngaling i MO Ot e q»
{9.g.. sermatoiegioal corvions such A% SCZema of PAANass,

gl or aftwe L y caand by teamen

papiior i

HEBATOLOMC ABNORMALITIES:

27. [ anemis o PArmanng at 30 parcant or hees). reduinng one
o o DIO0D WEAMONS on an AVerape of 31 NSt ONOR STy o
ot

= Dmmmm Pl counts rapestedly
Dalow 1,000 celemen’ and
mmnmmmhnmmm

» 0 ngmmmmm

40,000/’ with #t inast 1 9 ", Ty
Farehmion in T Inst 5 eoris; -ﬂ\MMh”
et 12 rie.

NEUROLOGICAL ABNORMALITIES:

0. Dmva-«r',my. ¢ DY cognitve or matr

yERuncaon hat Smis RNCRON wd progresaes

31. 7 other Newralogical Manifestations of HIV Injection,
(9.9.. poriphetal newropathy), with significant and parsistem
Aeergenization of mekor Ancion N D XY emINes femiing
Saained ERATDENGR OF ross and deKITOME MEVErWRS, Gr Ok and

OHE T A (R

HIV Wastno Synonome:

». D MY Wasting Syrirome, charachnzed by oy weight loss
of 10 p of more of {or ather signifcant irvolunmary
weight ines) vl In T absance of 8 CONCUTANE Bwes st couls
wpiein T P fng. chronic with 2 or Mo ioose
wommm1m«w or chronic weakress and
oocumented fever greawr an 30T (100.4°F) for she mejorty of

1 month o longer
Duannnea:
3. D Dinsvhan, instng for one monih of Ionger, reseist 10 Feavwant, and
oy J Y LA ]
eaing
CARDIOMYOPATHY:

. 0 Cardiomyopathy (ctwonic heart s, OF GO punanele, o ofwer
severe cardec Wy DR reap "w )

NEPHROPATHY:

35. [J dephropathy, reeusing i crronc rans tere

INFECTIONS RESISTANT TO TREATMENT OR REQUIRING
HOSPITALZATION OR INTRAVENOUS TREATMENT THREE on
MonEe Taees » OnE Yean:

3. [ sepeis

37. [J weningitie

2. J Preumonia ron-pcr)

3. (J sepiic Artwite

40. [ Endocardite

. D Slousits, rmagreptwcally docamensed

Page2ed

SECTION: 50167, 50223

MANUAL LETTER NO.:

13208y 27 ¥ 220.3.14

-



MEDI-CAL ELIGIBILITY MANUAL

i

D.  OTHER MANIFESTATIONS OF HIV INFECTION:

1. Repeetect Maniisstions of HIV infection, including dissanes mentioned in Section C, Rems 1-41, tut wihout the speciiied findings described
Ahove, OF GIher Gineases, resulling In SN, JOCUMBMEd SYMEIOME. OF SigNS, (8.0., tAtigUe, fever, maiaise, waight 108s, DaIn, Night Swests).
Poses specily:

A& The manilastations yus patient has had; \
b, The namber of episades OCCINTIng In the SAMS ONR-YeN PR and
€. The spproximme durtion of aach spiode.

m.ywrpmwmmmmmmmmﬁmm»mmmdmmi%:mummm
used 10 Mmest the requirement must have accurred in the same one-year period. (Ses atached instructions tor the definition of “repeated
maniesiations.”)

1 you eed MO SOACH, Plarse Uae Section E:

NUMBER OF EMSODES IN DURATION
TIONG THE SAME ONE-YEAR PERIOD OF EACH EMSODE

ANR.
2. Any of he Following:

3 Mariad reatrction of Acyviies of Delly Living; or
[ arked dificuties in maintaining Seclel Funcsiening; or
U WMhMMh.MmMnﬁMhmmwm

T RENMARKS (Paass vss this specs 1 you Weck SullIen 100m i SeCon D OF ¥y Drovice Ay OUhet COMMMants ytu Wish SOt your PRTL):

T NEDICAL SOURGE INFORMA TION (Pwass Pk or Type):

S

FIE TIOR8 A (A5 Pl d

i,
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EXHIBIT 2
The County WIill Make A The Following Combination of Blocks Have Been Completed, And The
PD Finding If: Blocks Have Been Completed as Indicated Below:
Section B Either block has been checked
Section C One or more blocks have been checked
Medical source's name and address have
Section F been completed
Signature block has been completed
Section G
OR
Section B Either block has been checked
Section D Item 1 - has been completed showing
: manifestations of HIV infection that are
repeated as shown in Exhibit 3
tem 2 - one or more blocks have been
checked
Section F Medical source's name and address have
been completed ’
Section G Signature block has been completed

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 XY 9, ;»p 22C-3.16
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EXHIBIT 3

EVALUATING COMPLETION OF SECTION D; ITEM 1 - "REPEATED MANIFESTATIONS OF HIV INFECTION®
OF ADULT CLAIM

IF: HIV manifestations listed in Section D include diseases
mentioned in Section C; items 1-41 of the DHS 7035A, but
without the specified findings discussed there (e.g., carcinoma of
the cervix not meating the criteria shown in tem 22 of the form,
diarrhea not meeting the criteria shown In item 33 of the form);
or any other manifestations of HIV not listed in Section C. (e.g.,

oral leukoplakia, myositis)*

AND: AND:
Number of Episodes of HIV Duration of Each Episode is: I
Manifestations In The Same
1-Year Period is:
At least 3 At least 2 weeks Requirement is met
Substantially more than 3 Less than 2 weeks Requirement is met
Less than 3 Substantially more than 2 Requirement is met
“ woeeks
Unable to deterrhine Unable to | Referto DED

*REMINDER: If there is any question as to whether the manifestation listed is a manifestation of
HIV, refer to DED

ALERT: The same manifestations need not be mmmed in each episode.

Examples
Manifestation(s) Episodes Duration Requirement 15 Met?
Anemia 2 2 months each time Yes'
Diarrhea 2 3 weeks each time Yes?
Bacterial Infection 1 2 % weeks
Pneumonia 2 1 week each time No®

- ".u“
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1 The requirement is met based oh legs than 3 episodes of anemia, each lasting substantially more
than 2 weeks.

2 The requirement is met based on a total of 3 episodes of diarthea and bacterial infection, each
lasting at least 2 weeks.

3 The requirement is not met because Mm are Jess than 3 episodes of pneumonia and each episode
did not last substantially more than 2 weeks.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132" A~ RT 22C-3.18
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EXHIBIT 4

R o1 Coftmmin—ttnulih snd Walare Agewer Ompuwtmmet of Mok Sarvices.

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 C
(Medical Report on Child With Allegation of Human immunodeficiency Virus [HIV] Infection)

A ciaims b been filed tor your patient, dentified in Section A of tha anached form, for Med-Ca! deably benefits based on HIV idection.
MEDICAL SOURCE: Plasss cetach this instruction shem and use R 10 compiste the stiachwd jorm,

L PURPORE OF 1IR3 FORM:

lmmmmnmmm mmnw»»uummmmnmmm«
e ciolem for ongoing deabiity

This 5 not & FGuest for an examination. Al this tmm, we sirply need y0u 10 Il ot this form based on existing medical information. The State Disabiity
Evaivation Division mmy cortact you e 10 atasin iuzther evidencs aeederd 10 prooess your patient’s cisim.

L WHO MAY COMPLETE THES FORM:

A physician, nume, of other masmber of & hospiial or chioic 1aft, who s abie 10 confirm the diagnosis and severlty of the HIV disease manliesiations
besad on your moords, mmy compiem and sign the form.

S MERCAL BELEASE:

A Dupertoant of Health Services madical missse (MC 220 signed by your patient’s parent or guandian shouki be atached 10 the farm when you receive
K. W the releane s net attached., the medical relesse section on the form kaell should be signed Dy your patient’s Damnt or gusrdian.

W, HONLTO COMPLETE THE FORM:

» 1 you mceive the fonm Som your patient’s pemnt of gusrdian and Section A has not besn compimed, please tH In the ientiiying information sbout
your patert.

You rmy not have 1 compieis 23 of the sections on the fomm.
ALWAYS complets Section B.
Compiete Sechion C, it sppropriew. I you chack & inast one of the kems In Section C, go right o Section E.

ONLY compiete Secion D'H you have NOT checkad my iam in Section C. Ses the special information section below which wil help you to
compiate Section D,

Compiom Section E i yeu wish 10 provide commments on your patient’s condition(s).

» ALWAYS compiew Sections F and G. NOTE: Thie form le not compiet umtll i is signed.
V. MOWLID BETURNM THE FORMIO US:

»  Mal the compisted, signad form as soon a8 passiie in tThe mtun srviops provided.

® ¥ you received the forrn without & MM enveiope, gve the compisted, signed form back 10 your PRLISNCS PRt OF guardian jor Mtum 10 the county
depanttrmnt of sOCKR) Services.

How We Use Section D:

o Section D sk you 1o Wil us what other maniasiations of HIV wiur patient mey have, & also asks you 1o give us an iiea of haw your patient's abilty
% function has been affectsd. Complets only the aress of lunctioning applicabie o the chid's age group.

o We do not need detailed descriptions. of the functional mitations imposed by the Biness; we just need to KNow whether your patient’s abillty to
function has been afiecied 1o the exien descriwd.

o For chi age 3 to anair of age 1B, the chilkd rrust have & "marked” resiriction of functioning in two areas 10 be eligibie for these benelits. See
Delow 1or an expianation of the Werm “marked.*

Bpaciel Terzw Used in Section D:

Wit We Meon Dy "Meniiestations of HEV intecion”™ (aee Mem D.7) :

Manlasiations of HIV intection” mey Inchude any conditions isted In Section C, tat without the findings specied them, (e.5.. oral candidiesis not
meeting the crkeria shown It kem 27 of the e, disrthen not mesting the criteria shawn in Rem 38 of the jormy; or Ay other conditions that Is not lieled
n Saction C, (9.., O hairy isukopkaiia. hepsormegaly).

What We Meen Ry “Markert” (see lom 0.2.0—~Appiies Only to Children Age 3 10 18):

®  When “marked™ s used 10 descrios functional kmRations, R Mesne more than moderats, it less than extreme. "Marked™ d0ss POt imply that your
patient ls confnac 30 bed, hospitalized, o placed In & Meidential tratrnent tacily.

® A marked limitation may be present when several aciivities or funclions am iImpaired or even when only one s impained. An individual need not be
MlmmﬁmmmnMQWMumummdmthnmmmu
mnmmm aftactivaly In AN A0-SPPORAME MANNSY.

M5 709 C (Coversmeg $400) ) Continued on reverse >
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PRIVACY ACT NOTICE

The Department of Health Services (DHS) is suthorized o collect the information on this form under
Secions 208(a), 233(c), and 1633(e){1) of the Socia! Security Act The information on this kem is needed by
DHS 1 make s decision on the nemad applicant’s spplication for Medi-Cal based on disability, While giving us
the information an this form is voluniary, failure 1 provide sll or pert of the requested information could prevent
an accuraie or tmely decision on the named appliicant’s application. Although the information you furnish is
alrmost never used for any purpose other than meking & determinelion about the applicant’s disability, such
information may be disciosed by DHS as foliows: (1) © enablie a third parly or agency 1o assist DHS in
sstablishing rights to Medi-Cal benefits, and (2) w faciitate smiistical resesrch and sudit activities necessary %
mmamwmmm«mmmmm

We may alse use the information yau give us when wa malch records by compuler. Mumhmg programs
oompans our recomnds with those of other federal, stiate, and locasl governmant agencias. Many sgencies may
use maiching programs to find or prove that a person qualifies for benefits paid by the Fedeml Government.
The law allows us % do this even it you do not agree 1o it

Fadaera! law goveming Madicaid requires that medical information on applicants and benaficiaries be kept
confidential. [(42 United States Code, Section 139a () (7).)] The regulations implementing this law deal with
the disclosure of information collecied and maintained by state Medicaid agencies. (42 California Federal
Regisier, Sectons 431.300 et seq.)

OB 7000 CICavamient) (406
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T

D.  OTHER MANIFESTATIONS OF MY INFECTION:

1. Any Menilestations of HIV infaction inchading Ay Dissesss Listed in Section C, Rems 1-47, but without the speciied findings descrbed
abxyve, or any other maniestations of HIV infaction; pliease specity type of menlestation(s):

AR .
2 Any of the Following Functional Limintionis), Compiet Only the fiems for the Chikl'e Prasent Age Greup:

-~

»

(-3

Wirsh to Atseinement of Ape Onar—Any of the folowing:

4] (| Cognithwa/Comsmunicative Functioning peneraly acquined by chikimn no mone than one-hall the chidd’s chionological age, (s.g.. In
Infarms. Dinth 10 six months, markadly diriniahad varistion in the production or mitasion of sounds and Sevens feeding sbnormeilty,
such as probiemm with sucking, swalowing, or chewing); or

[.] D Motor Dewsloprment geoscally acquired by chidmn o mere than one-half the child's chronological age; or

[«)] l:l Apathy, Over-Excimbifity, or Fearfuiness, demonstrated by an abesent or Grossly axCessive respONSs 10 visual stimulation,
apibory stierasiation, or tactibe stimulation; or

@ [ Feinaw 10 Sustain Sociel Inwraction on an ongoing. Mciprocal Dass as evidenced by inabilty by six montis % participats in voosl,
visusl, andd matoric sxchanges (inchading tacisl sxpressions): or fallvme by age nine months 10 COMMUNICAte basic emational
mspOnaes. such as cudding or exhibiting protest o anger; or failure 10 atlend 10 the CRregIvers vOIoR OF 1A0s O 10 expiore an
Inmnitmte object for & pariod of tme appropriate 10 the intant's age; o

(i) D Astelrymand of Develapment er Functien pensrally acquined by chikiean no more than two-thirds of the chilk's chronalogical age in
0 OF CrOM e (LA, COpNRVICOMIMUNICETVE, moNcr, and social).

Age Ons %0 Antalrurmet of Age Thewe—Any of the following:

11} 0 Grosn or Finw Motor Desiopment at a level generally acauired by childean no mm than one-hall the chiks chronological age; or

@ T Copnitivesc Scative Funciian at a level genenally acquired by chikiran no mon than one-hall the chif's chronolagical age;
o

)] 0 Sociel Fumction a1 a level generaly acauinsd by chilieen no more than ane-hall the chikd's chronological age; or

- D Atvsinment of Developnwnt or Function generally acauined by chikiren no more than two-thirds of the child's chronological age in
WO Of N areas Covened by 1,2, or 3,

Age 3 o Atteirwmant of Age H—Lirntation in a1 kst 2 of the foliowing aress:

4] 0 Marked impairmant in age-approprize Cagnitive/Cemmunicative Function (considering historical and ather information from
pasarts. Or ather Inciivickials wha hares knowdedge of the civild, whan such: information is nesded and availasbie); or

[~ 0 Marked inpairmwnt in age-spproprime Secial Funciloning (considenng information from pamnts or othr INdividuals who have
nowiedos of the child, when such information i eeded and xwaiiable); or

)] ] Marked Impaiant in Parmonal/Behaviorl Funclion as evidenced Dy masked restiction of age-appropriate activities of dally Iving
{consiiering information from pamets or othar individuall who hawe knowiedge of the chid, when such information is nesded and
available); or parsislent serous maladaptive behaviors destruciive 10 sell, others, animais. or Property, requinng protective
Indarvantion; or

) 0 Deficiencies of Concentration, Parsietence, or Pace meuRing in irequent tailure 10 compiete thsks In A imely manner.

B 7008 C (aen)

Pageaa e
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EXHIBIT 5

COUNTY DESK AID FOR MAKING A PD FINDING IN CHILD CLAIMS

The County Will Make A
PD Finding if:

The Following Combination of Blocks Have Been Completed, AND The
Blocks Have Been Completed as Indicated Below:

Section B Either block has been checked

Section C One or more blocks have been checked
ALERT: Item 6 applies only to a child
less than 13 years of age

Section F Medical source's name and address have
been completed

Section G Signature block has been completed

Section B Either block has been checked

Section D ltem 1 - has been completed

AND

Birth to attainment of age 1 - One or
more of the blocks in tem 2a has been
checked,

OR
Age 1 to attainment of age 3 - One or

more of the blocks in item 2b has been
checked,

QR
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Age 3 to attainment of age 18 - At least
two of the blocks in item 2¢ have been
checked

ALERT: The appropriate item 2a., b., or
c. should be checked based on the

chiid's age

Section F Medical source’s name and address have
been completed

Section G Signature block has been completed

SECTION: 50167, 50223
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22 C-4 -- COMPLETING DISABILITY EVALUATION FORMS

1. MC 017/MC 017 (SP) - WHAT YOU SHOULD KNOW ABOUT YOUR
MEDI-CAL DISABILITY APPLICATION

This is an optional form which may be given to client who wishes to pursue a Med-Cal application
based on disability. This informational form gives client an overview of what can be expected when
an application based on disability is filed.

2. MC 179/MC 179 (SP) -- 90 DAY STATUS LETTER

A. BACKGROUND

Section 50177 of Title 22 of the California Code of Regulations requires CWDs to complete
the determination of eligibility no later than 90 days from the date the client requests
Medi-Cal based on disability or blindness. To ensure timeliness, the Radcliffe and Harris

v, Coye, et al (Radcliffe) lawsuit specified that:

L] Independent disability determinations be made within the time limit required by law;
and

. A status letter be issued to client whose disability determination would not be
decided within 90 days.

Form MC 179 was developed for client notification by CWD if a disability packet has not
been sent to SP-DED by the 80th day from the date disability or blindness is alleged. It
informs client of reason(s) for a delay in the claim processing.

The 80th day Is counted from the date specified in Item 5 of the MC 221. For APPLICANT,

date should be the SAWS 1 date; for BENEFICIARY, the date should be the date of the
most recent MC 223, Applicant’s Supplemental Statement of Facts.

B. COMPLETING THE MC 179

The MC 179 (English and Spanish) was developed for CWD use only. This status letter
informs client that there has been a delay in processing the disability-based Medi-Cal claim
and the reason(s) why the claim has not been referred to SP-DED. The status letter
provides check blocks and blank spaces for completion by CWD.

It informs client that "We are awaiting the following information”:

L For you to respond to our request for additional information. (CWDs may use their
discretion as to inserting additional information on the blank lines.);

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 MAY o, 19 22641
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L For you to respond to our request to come into the office;
. For you to contact your eligibility worker RIGHT AWAY because your disability

form(s) is not completed correctly; and

L] Other. (Specify reason(s) in space provided.)

C. WHEN THE MC 179 IS USED

County MUST issue MC 179 in the following situations:

1. No later than the 80th day from date Medi-Cal based on disability is requested, if
disability packet has not been submitted to SP-DED, or

2. At any time prior to the 80th day if CWD knows that the packet will not be sent by
the 80th day, or

3. If on the 80th day, CWD has a returned SP-DED referral packet, or

4. If CWD received a letter from SP-DED that the MC 179 was missing when SP-DED

received the referral packet on the 86th day or iater. Attach copy of MC 179 sent
to client to a copy of SP-DED's letter with the comment "see attached" on
SP-DED’s letter, and send to SP-DED.

D. SEND COPY OF MC 179 TO SP-DED

1. Attach copy of MC 179 to SP-DED disability packet if packet has not been sent by
the 80th day, is not expected to be sent by the 80th day, or if on the 80th day or
later CWD has a returned disability packet.

Check box in item 10 of the MC 221 which specifies "(MC 179) 90-Day Status Letter
Attached" to inform SP-DED that the letter was sent to client.

2. Attach copy of MC 179 to copy of SP-DED’s letter which informed CWD that case

was received by SP-DED after the 86th day without a copy of the MC 179 included.
Enter comment "see attached" on copy of SP-DED'’s letter.

3. MC 220 -- AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

A HOW THE MC 220 | E

The MC 220 authorizes the release of medical records, including testing and treatment
records, for medical conditions including Human Immunodeficiency Virus (HIV), Acquired
Immune Deficiency Syndrome (AIDS), or AIDS-Related Complex (ARC) patients.

SECTION: 50167, 50223 MANUAL LETTERNO.: 132 MAY 2, 19022C-4.2
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B. M PER TREATIN R

An MC 220 signed by client is required for each treating source (one who has treated client
for a significant medical problem), testing facility, or agency listed on the MC 223, except
for Social Security. Only one treating source may be designated per signed MC 220. Three
extra MC 220s containing only client’s signature should be obtained.

C. T MP
1. Do:
2. Do Not:
3 Do Not:
4 Do Not:
5 Do Not:
6 Do:

TH 2

Enter client's name, Social Security Number, name of doctor,
hospital, or clinic where treatment was received, and hospital or
clinic record number,

Enter address of treating source or beginning and ending dates of
treatment. They will be completed by SP-DED. However, if
request is for alcohol or drug abuse information, form should be
completely filled out.

Date form as MC 220s are only good for 90 days from date
entered. Forms dated more than 90 days prior to SP-DED’s
receipt will be returned to CWD.

Undated forms expedite the disability process as they avoid
returned packets due to the 90 day requirement. However, if client
refuses to sign form unless a date is entered, client will be allowed
to date form.

Alter, cross out, white out, or make changes to MC 220, as these
are not acceptable to treating source. Any altered MC 220 will be
returned by SP-DED.

Send MC 220s with photocopied signatures, as they are not
acceptable to treating source.

Send three extra MC 220s which contain only client's signature.
These are used when additional treating sources are identified
during case development.

SECTION: 50167, 50223
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D. SIGNATURE REQUIREMENTS
The MC 220 may be signed by:

Client;

Legal representative of a minor or incompetent client;

Legal or personal representative of a client physically incapable of signing; or
Personal representative of an incompetent or deceased client.

When requesting the release of medical information pertaining to minor consent services
as specified in Article 19B, the minor (who has attained the age of 12) must sign the
release.

Speclal considerations on handling MC 220s are as follows:

1. ient Has A rdian Or Conservat

The MC 220 must include signature of guardian or conservator. Enter relationship
to client next to signature (.9., legal guardian).

If client Is incompetent or physically incapable of signing, and does not have a
guardian or conservator, MC 220 may be signed by the legal or personal
representative who is acting on client's behalf. Enter relationship to client next to
signature (e.g., spouse, mother, friend). Specify reason why client cannot sign MC
220 below signature line.

3. The Client Can Only Sign With A Mark

If client can only sign with a mark (e.g., "X") or other unrecognizable symbol (e.g.,
non-English character), MC 220 must include:

L Signature or mark of client;
L] Client’'s name, written next to the "X" or symbol;
. Signature of witness. NOQTE: Witness signatures with an "X" or other
unrecognizable symbol are not acceptable; and
. Relationship of witness to client.
E. AUTHORI REPR ATl AR) FORM IN FILE

A signed AR form grants another person authority to accompany, assist and represent client
during application for or redetermination of Medi-Cal benefits, but does not permit the AR
to sign MC 220s, unless client is incompetent. The AR form must be included in the packet
sent to SP-DED to allow contact with the AR.

132
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MC 220s must be signed by client unless client is a minor, has a guardian or conservator,
is incompetent or physically incapable of signing the releases.

4. MC 221 - DISABILITY DETERMINATION AND TRANSMITTAL

A USE OF FORM

This is the transmittal and determination document shared between CWD and SP-DED. It
is used only for new applications or resubmitted cases to SP-DED.

NOTE: If a case is pending in SP-DED, DQ NOT use the MC 221 to update SP-DED
regarding any changes or to provide new information. Use MC 222 - DED Pending
Information Update form instead.

The reverse side of this form provides information on how to complete items 5, 6 and 8.

B. HOW TO COMPLETE THE MC 221

ltems 1to 4, and 7:

ftem 2:

Item 5:

Item 6:

Item 8:

Item 9:

Item 10:

Provides vital infformation on the applicant.

If a Soclal Security Number is pending, the word "Pending” should
be inserted or an explanation as to why there is no number. If left
biank, the packet will be returned to CWD.

The month, day and year must be provided. For APPLICANT,
insert the SAWS 1 date. For BENEFICIARY who alleges blindness
or disability, the date must reflect date CWD becomes aware that
beneficiary Is requesting a reclassification to a disabled category
(the date will most likely be date on MC 223). This is the
beginning date for the 90-day promptness requirement of Section
50177 of Title 22 of the California Code of Regulations.

List each separate month for which retroactive coverage is
requested (not more than 3 months prior to application date).

Check all applicable boxes.

Check if applicant is currently in a hospital and identify hospital.
If checked, include MC 220 for hospital.

Insert information CWD needs to relay to SP-DED. Attach
additional sheets or forms, such as the DHS 7045 (Worker
Observation form), as needed. If additional sheets or forms are
attached, check "See Attached Sheet” box.

NOQTE: If MC 179 is attached, check "90 Day Status Letter
Attached” box. If Presumptive Disability (PD) was granted, check
the "PD Approved" box.

SECTION: 50167, 50223
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items 11 and 12: CWD worker information and date sent must be clearly identified.

Items 13 to 20: These will be completed by SP-DED. These inform CWD If case
is approved, denied or if no determination was made. The
decision codes and reasons for the decision are found in Section
22 C-8 -- Processing SP-DED Decisions.

NOTE: On the bottom of MC 221, there are boxes indicating "Oakland” and “Los Angeles".

When an MC 221 is received, SP-DED will send CWD copy of MC 221 with one of the
boxes checked to inform CWD where the case is located.

5. MC 222 LA/MC 222 OAK -- DED PENDING INFORMATION UPDATE
A USE OF FORM

This form is sent to SP-DED when CWD becomes aware of new or changed information
affecting a pending case. CWDs who send packets to Los Angeles SP-DED will use
MC 222 LA. Other CWDs who send packets to Oakland SP-DED will use MC 222 OAK.
Use of this form replaces the updating of SP-DED via an MC 221, which will be used only
for new applications and resubmitted cases.

B. CHANGES TO REPORT TO SP-DED
CWDs will report the following changes to SP-DED while a disability case is pending in

SP-DED:

1. Change in client’s address;

2. Change in client's name, telephone or message number;

3. Denial or discontinuance of client on basis of non medical information (e.g., excess

property);

Withdrawal of application;

Cancellation of Authorization for Release of Information (MC 220) by client;
Death of client;

Receipt of new medical evidence (attach new medical evidence to MC 222);
Availability of interpreter (provide name and phone number);

Change in EW,; and

Any other pertinent information which affects SP-DED’s actions on a pending case.

SVoINOOGA

13 %
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6. MC 223 -- APPLICANT'S SUPPLEMENTAL STATEMENT OF FACTS FOR
MEDI-CAL (ENGLISH/SPANISH)

The MC 223 helps SP-DED te obtain a clear and accurate picture of client’s disabling condition(s).
Client should identify ALL pertinent medical, vocational, social and/or third party sources who can
provide relevant information regarding his/her condition. Addresses and telephone numbers where
the sources can be located MUST be provided.

A IMPACT OF SSA'S DECISION

The 1990 revisions to 42 CFR 435.541 clarify the controlling nature of SSA’s disability
decisions, when client has made both an SSA disability application and a Medi-Cal
application based on disability. These revisions specify when client must be referred back
to SSA, or be allowed to file a Medi-Cal application based on disability.

It is extremely important that client inform CWD if there has been an SSA disability decision
in the past, or if there is a current SSA disability claim pending.

B. QUESTIONS WHICH PERTAIN TO AN SSA DECISION

Questions 11 through 11D help CWD decide when to deny an application for Medi-Cal
based on disabllity and refer client to SSA, or when to submit a disability packet to SP-DED
for an independent disability decision.

C. HOW TQ COMPLETE THE MC 223

EWs should assist client in completing form thoroughly, as incomplete forms may result in
case delays. Any discrepancy, especially in personal information, should be resolved
before sending case to SP-DED.

PART 1 - PERSONAL AND MEDICAL INFORMATION

ftems 1 through 2B - Identify basic client information. [f client has alias(es), indicate name(s)
in ltem 1.

Item 3 - Provide telephone number where client can be readily reached.

Item 4 - Compilete date of birth: month, day and year.

Item 5 - Specify Social Security Number (SSN). Enter "none” if client is OBRA or
IRCA as SSN is not required.

Item 6 - Specify current height and weight.

ftarns 7 through 10 - Specify if client speaks English; if not, having a translator's name and

telephone number is helpful when client needs to be contacted.

SECTION: 50167, 50223 MANUAL LETTERNO.: 132 ..., ;7 1934 22C-4.7
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ftem 11

Item 12

Item 13

ftem 14

ftem 15

Itern 16A
through 16C

ftem 17

ftem 18

Item 19A
through 19D

- Indicate if client applied for Social Security or SS! Disabillity within past
two years.

L] if "ng”’, submit disability packet to SP-DED,;

] If "yes", determine status of SSA’s disability claim.

[l

did SSA allow or deny claim, or is status unknown or pending?
when did SSA make a decision on the federal disability claim?
has client's condition worsened?

does client have new medical problems?

NOTE: if client is referred to SSA because SSA’s decision is binding and
SP-DED has no authority to review the claim, CWD will deny application
based on disability and issue denial notice of action MC 239 SD (3/92) and
the SSA/State Appeal Right notice, MC information Notice 13 (3/92).

- Indicate what medical condition prevents work activity or limits activities
of dally living, including treated and untreated conditions. Attach additional
pages, if needed.

- Indicate how client’s medical problem prevents work activity or limits
activities of dally living.

- Indicate if client stopped working due to medical problems; if so, enter
date client stopped working.

- Enter all testing performed. If purpose or name of test is unknown, enter
"unknown test” in "other" and give name and address of testing facility and
date.

- Enter COMPLETE name(s) and address(es) of all doctors. Include

Zip Codes. Include complete addresses of any doctor who is out of
state/county. CURRENT telephone numbers including area codes are
essential. After diligent search, if address could not be obtained,
specify "client unable to provide" in address space.

- Indicate any hospital or clinic where treatment was received.

- List third party sources who know client well. They will be contacted if
SP-DED needs to clarify client’s ability to function.

- Indicate what client does on a day-to-day basis and what interests

and social functioning he/she has. This helps SP-DED determine extent
of condition and its effects on client’s ability to function, especially in
mental or emotional disorders.

SECTION: 50167, 50223
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htem 19E - Indicate highest grade completed or year GED test was passed.

through 19G If client is wunable to read or write despite
stated educational level, enter “functional illiterate” next to grade level. If
client attended special education classes, enter “special education’ next to
grade level.

ftem 20 - Indicate employment within the last 15 years. If work was performed
during the past 15 years, complete Part 2 of form.

PART 2 - VOCATIONAL INFORMATION

ftems T and 2 - Enter client’'s name and Soclal Security Number.

Items 6a and 6b - Enter job title and dates worked. Provide job description, as job
performed may differ from what is described in the Dictionary of
Occupational Titles (DOT) which lists jobs performed in the national

economy. f no description is provided by client, SP-DED will use DOT'’s
job description.

If more than two jobs were performed in the last 15 years, give client extra copies of “Part 2 -
Vocational Information” to complete.

ji f What To Incl, In ription:

Types of tools, machines or equipment used,;

Whether writing or supervisory duties were involved;

Frequency and weight of lifting involved;

Hours spent sitting, standing and walking;

Other exertional requirements, such as climbing or bending; and

Description of alterations made to job functions to accommodate impairments, such as
special equipment or changes in duties

7. MC 272 -- SGA WORKSHEET

This worksheet is used when applicant has gross earned income of over $500.

Section | Add gross average earnings. Include in-kind payments received, such as room and
board, and any other income, such as tips.

Section I Compute allowable Impairment-Related Work Expenses (IRWE is explained in detail
in Article 22 C-1 -- Determining SGA) and deduct from gross earnings.

Section I If applicant’'s work Is subsidized (as specified in Article 22 C-1), indicate what
subsidy is worth.

MAY 27 194
32 2

SECTION: 50167, 50223 MANUAL LETTER NO.: 1 2C-4.9




MEDI-CAL ELIGIBILITY MANUAL

Section IV "Net countable earnings”, after deductions, should be $500 or less in order for case
to be referred to SP-DED. If above $500, client is performing SGA and ineligible
for Disabled-MN.

8. MC 273 -- WORK ACTIVITY REPORT (ENGLISH/SPANISH)

Form is provided to applicant to inform him/her about the $500 SGA limit. It gives applicant the
opportunity to provide information leading to IRWE or subsidy deductions.

ltems 1to 8 Applicant completes these items.

ltem 9 EW indicates if (a) subsidy or (b) IRWE is applied to gross earned
income and if applicant is found to be engaging in (c) SGA.

EW indicates in "Explanation” section how a decision of SGA or
non-SGA was determined.

9. MC 4033 -- UPDATE TO DISABILITY LIAISON LISTS

CWD completes MC 4033 to notify the state of any updates needed for designated liaisons and
mailing lists for either:

L MEDI-CAL LIAISON(S) FOR DISABILITY |SSUES, or

L MEDI-CAL LIAISON(S) FOR QUARTERLY STATUS LISTINGS FOR PENDING AND CLOSED
DISABILITY CASES.

Check appropriate listing being changed. Specify items being updated. Complete a separate form
for each representative and corresponding information being updated. Print or type the information.
Send form to DHS-MEB.

10. DHS 7035A / DHS 7035C -- MEDICAL REPORT ON ADULT/CHILD WITH
ALLEGATION OF HIv

DHS 7035A is used for an adult, and DHS 7035C for a child, who alleges HIV, AIDS or ARC. These
are completed by a medical source when client alleges having Human Immunodeficiency Virus (HIV)
infection, Acquired Immune Deficiency Syndrome (AIDS), or AIDS-Related Complex (ARC). Upon
receipt of form, CWD processes case under Presumptive Disability (PD) criteria.

Article 22 C-2 -- Determining Presumptive Disability discusses in detail how this form is used and
evaluated.

SECTION: 50167, 50223 MANUAL LETTER NO.: 135 MAY 77 ¥885,c.4.10
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11. DHS 7045 -- WORKER OBSERVATIONS - DISABILITY

CWD staff should use form to record comments on an individual's physical, mental, and/or
emotional problems. 1f DHS 7045 is not used to record observations, CWD should provide
observations in item 10, "County Worker Comments” section of MC 221. Anticle 22 C-4 -- Providing

CWD_ Worker Observations provides guidelines in assisting EWs in providing observations to
SP-DED.

DHS 7045 may be submitted to SP-DED with the disability packet or at a later date, should EW have
additional observations to provide.

SECTION: 50167, 50223 MANUAL LETTER NO.. 13, MAY 27 W34, .,
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STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY

DEPARTMENT OF HEALTH SERVICES

WHAT YOU SHOULD KNOW ABOUT
YOUR MEDI-CAL DISABILITY APPLICATION
SHOULD YOU APPLY FOR MEDI-CAL DISABILITY?

You shouid apply if you have a physical or mental condition that makes you unable to work for at
least 12 months in a row.

Have you applied for and been denied Social Security disability or SSI in the past 12 months? If you
have, you must tell your Eiigibility Worker.

WHAT HAPPENS AFTER YOU HAVE APPLIED?

Usually, your disability claim will be sent to the Disability Evaluation Division (DED) of the State
Department of Social Services. A disability analyst and a medical doctor will evaluate it. Your
Eligibility Worker does not have the authority to decide disabllity.

¢  After the DED office receives your disability claim, they may contact you to get more
information. If you get a letter, do what the letter says. Keep the letter and call the analyst
named in the letter if you have questions about your disability claim,

» The DED office may contact you to arrange for a special medical exam. If you are asked to go
to an exam, the exam is free to you and will be used to decide if you are disabled. Do not miss
or cancel the exam.

+ if you receive letters or phone calls from your disability analyst, answer right away.

+ Tell your doctor(s} they may be contacted and that it will help if they send the requested
information quickly.

. It is important that you quickiy report any changes, especially in address or telephone number
to your county Eligibility Worker. Your worker will send this information to the disability analyst.
If you are homeless, be sure to keep in touch with your Eligibility Worker.

¢  Give your worker the phone number and address of a family member, friend, or other person
who your worker can contact if you can't be reached.

¢ Ifitis decided that you are disabied, your county Eligibility Worker will contact you to get current
information on your financial situation. IT 1S IMPORTANT THAT YOU PROVIDE THIS
INFORMATION.

MC 017 (30M3)

SECTION: 50167, 50223 MANUAL LETTERNO.: 13, WAY 27 7 22C-4.12




MEDI-CAL ELIGIBILITY MANUAL

STATE OF CALIFORMA « HEALTH AND WELFARE AGENCY DEPARTMENT OF HEALTH SERVICES

LO QUE USTED DEBERIA SABER ACERCA
DE SU SOLICITUD PARA MEDI-CAL BASADA EN INCAPACIDAD
¢DEBERIA USTED SOLICITAR MEDI-CAL BASADA EN INCAPACIDAD?

Usted deberia solicitarla si tiene alguna condicidn fisica o mental que ie impide trabajar por lo menos
12 meses seguidos.

¢ Ha solicitado, y se le ha negado incapacidad del Seguro Social o 85I, en los dltimos 12 meses? Si
lo ha hecho, tiene que decirseio a su trabajador(a) de elegibilidad.

+QUE SUCEDE DESPUES QUE USTED HAYA PRESENTADO LA SOLICITUD?

Normalmente, se enviara su solicitud para incapacidad a la Division de Evaluacién de Incapacidad
(DED) del Departamento de Servicios Sociales del Estado. Un analista de incapacidad y un doctor
en medicina la evaluaran. Su trabajador de eiegibilidad no tiene la autoridad de decidir si usted
esta incapacitado(a).

. Una vez que la oficina de DED reciba su solicitud para incapacidad, es posible que ellos se
comuniquen con usted para obtener mas intormacion. Si recibe una cana, haga Io que le dice
la carta. Conserve ia carta y llame al analista que se menciona en ia cana si tiene preguntas
con relacion a su solicitud para incapacidad.

* La oficina de DED posiblemente se ponga en contacto con usted para hacer arreglos para que

se haga un examen medico especial. Si le piden que vaya a que le hagan un examen, el
examen no le cuesta a usted, y se usara para decidir si esta incapacitado(a). No deje de ir al
examen, ni lo cancele.

. Si recibe cartas o llamadas telefonicas de su analista de incapacidad. conteste de inmediato.

. Digale a su doctor(es) que es posibie que se pongan en contacto con €I, y digale que ayudara
si envia de inmediato la informacion que se le pida.

. Es importante que usted reporte de inmediato cualesquier cambios, especialmente de direccion
o de numero de teléfono a su trabajador de elegibilidad del condado. Su trabajador enviara

esta informacién at analista de incapacidad. Si no tiene hogar, asegurese de mantenerse en
contacto con su trabajador de elegibilidad.

. Dé a su trabajador el numero de teléfono y la direccion de algun pariente, amistad, u otra

persona con quien se pueda poner en contacto su trabajador, para en caso de que no se le
pueda localizar a usted.

- Si se decide que usted esta incapacitado, su trabajador de elegibilidad se comunicara con

usted para obtener infcrmacién al corriente sobre su situacién ezondmica. ES IMPORTANTE
QUE USTED PROPORCIONE ESTA INFORMACION.

MC D17 (SP) (10/00) 33 24589
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lmam.uuwmmmv DEPARTMENT OF HEALTH SERVICES
NEDMCAL

{County Address)

r ]

L -

Case Name:
Case No.:

This ietter 15 to teil you that alt ot the information necessary 1o refer your case to State
Programs. Disability Evaluation Division for a disability determination has not been

received.

Though tfederal law requires that eligibility for Medi-Cal based on disability be decided
within 90 days, we are not able to do $0 in your case due 10 the reason(s) checked

below.

We are awaiting the following information:

O

O

O

It you have questions about your Medi-Cal application, call me at ( )

between

MG 179 (4K)

For you to respond to our reguest for additional information
( )

For you to respond 10 ocur raguest to come into the office

For you to contact your eligibility worker RIGHT AWAY because
your aisability torm(s) is not compieted corracly

Other

a.m. and p.m.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 MAY 7 v 22C-4.14
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-~y
STATE OF CALIFOMNIA » MEALTH AMD WEALFARE AEMCY DEPANTMENT OF MEALTH SERVICE S
MEDMEAL, PRDRRAM

{Direccion del Condano)
M ]
L -
Fecha:
r_ Nombve del Caso:
No. del Caso:
L.. Nombre del trabaiador(a):
- Distrito:
Esta cara es para informarie que no se ha recibido toda la informacion necesana para
manaar su caso a los Programas del Estado. Division de Evaluacion de incapacidaa
para llevar a capo una determinacion sobre incapacidad.
Aun cuando la ley tederal requiere que se decida ia elegibilidad para recioir Medi-Cal
pasada en incapacidad en un plazo de 90 dias, no podemos hacerio en el caso suyo
debido a {a(s) razon(es) marcada(s) enseguida. i,
Estamos esperando:
O que usted nos proporcions la informacion adicional que le pedimos
{ )
O que usted venga a nuestra oficina como se lo pedimos
O que usted se comunigue con su trabajador de elegibilidad DL
INMEDIATO porque su(s) tormats) de incapacidad no esta(n)
tlenada(s) correctamente
O O
Si tiene preguntas acerca de su solicitud para Medi-Cal, llameme
al ( ) entre las a.m.ylas p.m.
MC 179 (SP) (480
SECTION: 50167, 50223 MANUAL LETTER NO.:
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W ol CRMmeg « Hnaim and Weliee Agency

Demarssunt of oain Sarwce:.

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
AUTORIZACION PARA PROPORCIONAR INFORMACION MEDICA

Nama of Apphcant/Nombre del Solicitante

Social Security Number/Numero del Seguro Social

1.D. Number/Numero de identificacion

1HOSDIN, Chnic, VA, or WCABV/Haspial, Clirca. AGrwnsairacn ae Vesseancs, © WCAB)

| stthonze
AUIao 8

10 disciose My mecical records or other information for the period baginning
Que reveis M rECaTenmes MIKICOS U OIra informacion scbre @l periodo de

application lor disability beneints under the Social Saecurity Act.
INCRRACK]

8 state agency that will review !
.o lr:opma:?mﬂsm Que revisara mi solictud para beaneficos por

i authonze a pnvaie photocopy company 10 photocopy such medical
records as are neacied as evdenca in determining my eligibility for
such benefits. | have bean informed that the private phatocopy
company will nat releass any information about me 1o any person or
agency oiher than the state agency indicated above.

This consent can be withdrawn al anyhime; howaver, 1 will remain
vald tor any action taken pnor 10 the fequest baing withdrawn. The
duration of this consent shall not be any longer than 15 reasonabiy
necessary 10 accomplish the purpose for which it was given, L.e., the
tinal determingtion of my application for disabilty benetis ( inciuding
1he appeais process). This consent will then automatcatly expire
WHNGUL 8Ny WITEN raqUes!.

i consen! 10 the reiease of the results of any alcohol and/or drug
abuse traaiment. and/or psychiatnc records under the same
congiions as outkned above, and/or the human immunodehciency
virus (HIV) antibody 1ast and any other indicaters of immune status
and medicat records and information pertainng 10 the treatment of
AIDS or ARC {AIDS.related compiex). | understand that such
information cannol be reisased without my speciic consent, axcept
N SPRCIAL CHCUMSIaANCes,

{ nave read the above and fully undersiand as contents i s antirety
and have asked cuestions about anything that was not clear 10 me
and am satished wrh the answers | have receved. | undarstand
tnat | nave the right to receive a copy of this authonizanan on
189Ques!.

and anding
DawFecna a

Daw/Fechs

ad bayo & Decreto del Segum Social.

AUTOriZO 2 UN NEGOCIO PRIVACO O fOIOCORIATo DAra QU SAQUS CODIas
1010S1ALCAS 08 108 ANECACANINS MAECICOS QUS S8S NACESAND PreSeNtar
COMC PrUeDAs para dererminar me slegibitcad para taies benehcios. Se
me INtormo aue 8l NeQOCID PIIVaCo 08 1010COPIATO NO CIVIAGAra NAguUNna
INTOrMACcION Mia & NINQUNA PBrsSONa © OSPSNCENCIA QU N0 S88 i2
ospendancia RSIA1Al QUe S8 INCICA Mnba.

Este consentimiento pusde ser relrado 8n cuaiqUIBT MOMENIO: $in
AMDArgo, Permanacerh en vigor CON respecto A CUAIGUILT BCTION U Se
haya ejercitaco anies que 36 relirara 1a PeNCION. La vigenca de esta
PANCION. NO QU3 MAS QUE |0 FAZONADIeMeNe NECESAND Para Hevar 3
€abo el asunto para el cual 59 Cio; AK10 @S, 1a dMermMINACION final oe m
solicitug para beneficios de incapacidad (Incluyendo el procecimento
ce apeiaciones). Entonces, esle CONS@NUIMIENtO exPIrara
avtomatcamenie sin pecirio por esento .

Autonzo que 108 resuitados de la prusba para detectar cualesquisr
Taiamisnios relacionacos con el abuso del alcohol y/o orogas, y/o ios
RXDACHBNTAS SIQUIAICOS DATa QU SSAN PIOPOICIONACOS DAJO 1as Msmas
CONCECIONRE QU 30 INCICAN ANIDA, Y/0 1035 SXAMENes e 108 RNLCUNPOS
del virus de inmunodeliciencia humana (VIH) (HIV - human immuno-
aehciency virus), y cuaissquier oiros indicadorss de 1a siuaqidn de
Inmunigad y antecedentes madicos e informaciéon relacionaga con el
ratamienio del SIDA (AIDS) o del complejo retacionado al SIDA (CRS!
{ARC - AlDS-related complex). Entiendo que tal informacon no pueds
PIOPOFCICNArS8 @ MenNos que dé m CONSeNTIMIANIO exXPres0, exXCaplo en
QICUNSIANCIas BSPACIales.

He ieido ¥ entendo pertectamente ia intormacon gue aparece amba
He hecho preguntas sobre dudas que 1enia, y estoy sanstecno con tas
aclaraciones Que me proporcionaron. EnlienNco que tengu el derechc
d8 recibir una copia e esta autonizacion, si asl lo deseo.

Tignalure ol A UFiema ael & GawFecha
THONAIIrS OF PATEON ACHNG N BANAIIF ITNE 08 I8 F8rSona ue 0 HeDresenia DawFecha
DURS! AQOra s LNeCSOn
City/ Gastad 2iP Cooerdonas Postal lelepnone Ieieiono

To Whom 1 May Concern:  Madical repons released to the siate's
Disability Evaluation program become part of tha aoplicant's file
supject to the prowisions of the Federal Privacy Act of 1874 which
provides thal, upon request. an apphcant may have access 1o those
racords. A condimon of access to medical records 1s thal, at the
nime accass 1S requesied, the apphcant must designate a
represantative 10 receive, raviaw, and discuss them with the
apphicant. It s recommended, but not raquired. that the
representaliva De a physician or other haalth service projessional.

MC 220 EngistvBpanish (2/83)

A Quien Corresponda. 10§ expaciontes medicos proporcionados a.
programa-estalal de Evaluacion de Incapacidades (Disabuity
Evaiuation) forman pane del expedients del soliciante ge acuerdo a
lo estipulade por el Decreto Federal de Confidencialidad de 1974
que estabiece que el solicitante puede taner acceso a @sos
expedientes 5 asi o sohcita. Una condicion para obtenar acceso 2
105 expedientes medicos sera que, al presentarse la solicitud. e:
sohlicitante nene que nombrar a un representanie para gue los
recipa. examine. y los repase con el solicitania. Es recomandabie
pers no obligalono, que el represemante sea un MegIco U OO
protesional en el ramo de ia salud
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STATE OF CALIFORNA - HEALTM MO WELFARE ADENCY DEPARTMENT OF MEALTH SERVICES
—_— County Weitars Depantment Addrens —_
! ! Rewmn Caoy 4
(500 comes 1. 2. and 3w DED)
DO NOT MAIL TO APPLICANT
County No. Ad Code  Case Number
L . - -
DED ADDRESS b, Apphcant Namw (hasi, Fasi, iy
f’" 1
2. Soc. Sec. No. 3. Date of Birth | &, Eu
M
- - - - F
L 1 | 7. Maiing Adaress
*'5. Date Apphed *6. List Retro Momth(s)
/ / /
Mo Y Mo ¥r Mo Y Telsphone No.: ( )
8. Typs of Reterral (checx appropniale box(es)) | 9. is apphcant in a haspital?
{1 intial Reterral O Retro-Onse! 0 Reevaluaton | T Yes 0O Ne
1 Reexamination 3 Reaetermination [0 Resubmnted Packe! | Name of Hospaal
[ SGA-Disabled 0] OBRA O IRCA '
D Pickie-Blind ] HsS [ SGA IHES
10. County Worker Comment(s) ( i More Space Nesdad. Anach Separate Sheet) [ See Anached Sheet
[ 90 Day Status Letter Attached [ Presumptive Disabinty Approved
11 File Reviewed and Approvad for Transmntal Telephone 12. Date Sent
WorkerNo. _______ Worker Name ( )
tprint name)
DED USE ONLY
13 It1s determinad that ihe apphcant 114. No Determsnation
O s Disabled 0 1s Bine 2 Continues to be Duslbhd; O Cooperation issue 7] Wnhdrawal of
Disability/Biingness Onsat Date i [J Wnereanouts Unknown Application
FAeaxam Date ! [ No Resoonse 0 Other
1 Was Disabled trom to Reg-Basis Code
3 is Not Disabled (J Is Not Bind [0 Ceases to be Disabled
15. Diagnosis
16. Basis For Decision (Trs is NOT a Centicaton for IHSS) [0 See Anached Sheet I Listing
17, Anatyst i18. Date | 19. Physician 20. Daie
DISABILITY DETERMINATION AND TRANSMITTAL
[ OAKLAND 0 LOS ANGELES
* SEE BACK OF COPY 4
MC 221 (8/93)
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Due to the tact that No. 5, No. 6 and No. 8 are tems which are trequently misunderstood, the toliowing
expianations are given:

No. 5. Date Applied: For a new Medi-Cat appticant. enter the date that the SAWS 1 was sianed. For a comtinuing case
anter the date that the cisabiiny was tirst reponed 1o the county.

No. 6. List Batro Momth(sl: List ail months tor which applicant requests coverage during the retroactive penod (not more
than three months prior 1o any application date).

No. 8. (Check all boxes which apply)

initial Reterral: Check this box 1o request first kme evatuation for disability or blindness. This 15 used for all initial
reterrals.

Reexamination: Check box it a reexam date is Que/past due or i an evaluation ot a beneficiary's disability is needed to
geterrmine it medicat improvement nas occurred. Attach a copy of the prior MC 221,

SGA Disabied: Substamial gaintul activity (SGA). Check box it an applicam was an SSI/SSP disabled recipient. became
ineligible for SSI/SSP because ol SGA (gaintul employment). and still has the medical impairment which was the basis of
the SSI/SSP disability determination.

Pickie-Blind: Potentially blind individuals who are aiscontinued from SSI/SSP for any reason must pe screened under
the Pickie program (DHS 7020). Blinoness evaluations for tormer SSI/SSP recipients tor a determinanon under the Pickle
Amenament 1o the Social Securdy Act may pe necessary even it the individual has reachea age 65 or nas already been
getermined to be disabled. This is because blind individuals are entitled to a mgher SSI/SSP payment level than

disabled or aged persons.

Retro-Qnaet: Check box only if ine beneticiary was previously determined to be disabled and the case i1s being
rasubmitted 10 evaluate for an eariier onset date. (Onset cannot be granted more than three monins pnor 10 application. )
Attach a copy of the pnor MC 221 to the packet. For new referrals, DQ NOT check this box: simply indicate the
requested onset In No. 6.

Redetermination: Check box if a beneficiary was previously determined to be disabled. was discontinued tor a reason
other than cessation of disabilty, AND (1) the 1ast DED determination occurred 12 or more months in the past, OR (2)
whosa reexarmination date is due/past gue or unknown. Aftach a copy ot the prior MC 221.

QBRA: Omnibus Budget Reconciiation Act (OBRA) provides restncted Medi-Cal benefts 1o atiens regardiess of their
ahen status. This includes aliens who are undocumented, have vistor visas and have i-689, tee receipt or the 1-688A,
employment authorization card  These anens must meet all other eligibitity requirements, [ociuding kokage.

|HSS: In Home Supportive Services (IHSS). Check box if a disability evaluation 1s needed tor an iHSS applicant.

Beeyaluation: Check box 1t the county cisagrees with DED's denial and 1s sending the case back for another review
wrihin 90 days of DED's decision. Reason for the disagreement must be explained in No. 10. Attach a copy of the prior
MC 221,

Besubmitted Packet: Check box  the onginal packet was received by DED and subsequently retumed 1o the county for
needed intormation, i.e. Z56 (no determination) or 255 (county return for packet deficiency, upon resubmitting 1o DED,
county should attach a copy of the SPB 105 letter which DED previously attached to the rejected packet). The county will
tumish the needed information and return ihe packst to DED as a Resubmited Packetl. Altach a copy of the pnor MC
221,

IACA: tmmigration Retorm and Control Act (IRCA) allows cerain undocumented ahens 10 apply tor legalization. Full
Medi-Cal benetits may be available for these amnesty ahiens who are under aae 18. blind. disabled or over age 65.

SGA JHSS: Check box if an applicant's 351 benetits nave been discontinued due 10 SGA and the applicant Is in need of
{IHSS. In these DED evaisatons. DED must confirm that the applicant’s SSI beneit was discontinued due 1o SGA and
prove that the impairment(s) for which 8SI was allowed have not improved.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 MAY 27 ®%%oc.4.18
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STATE OF CALIFORNIA - HEAMTH AND WELFARE AGENCY

DED PENDING
INFORMATION UPDATE

DED ADDRESS

Los Angeles State Disability Program
P. O. Box 30541, Terminal Annex
Los Angeles, CA 90030-8934

.

-

DEPARTMENT OF HEM.TH SERVEE S

[T COUNTY WELFARE DEPARTMENT ADDRESS -

Sacial Security No.
on MC221

Appiicant's Name
(Last, First, MI)

Date of Birth - -

THIS FORM MUST BE USED WHEN A DED PACKET IS PENDING AT DED AND CHANGED/ADDITIONAL
INFORMATION NEEDS TO BE SUBMITTED TQ DED (DO NOT USE MC 221 TO REPORT CHANGES OR TO

UPDATE INFORMATION)

Check the appropriate box or boxes and compiete the Information

o O CHANGE OF ADDRESS
New Address:
2 O CHANGE OF TELEPHONE NO.
New Telephone No.: (
3. 0 CHANGE OF SOCIAL SECURITY NO.
Corrected No.: - -
+ 0O CASE CLOSED
Date: (Discontinue Evaiuation)
5. [ CLIENT DECEASED
Death Certificate Attached O Yes O No
e [ NON ENGLISH SPEAKING
Language Spoken:
interpretar Name: Phone No.: ( )
7. 0 UPDATED MEDICAL RECORDS ATTACHED
s 0O CHANGE OF COUNTY WORKER (See Below)
3. O OTHER
e Neme: (Hreaee Prnt) Worsar Mumber:
Onte: Telophone Mumber:
{ )
MC 222 LA (4m3)
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STATE OF CALIFORNIA - HEA.TH AND WELFARE ABENCY

DED PENDING
INFORMATION UPDATE

DED ADDRESS

Oakiand State Disability Program
P. O. Box 23645
Oakland, CA 94623-0645

L

OEPARTMENT OF MEALTH SERVICE S

COUNTY WELFARE DEPARTMENT ADDRESS =

Social Securty No.
on MC221

Applicant's Name
{Last, First, M)

Date of Birth - -

THIS FORM MUST BE USED WHEN A DED PACKET IS PENDING AT DED AND CHANGED/ADDITIONAL
INFORMATION NEEDS TO BE SUBMITTED TO DED (DO NOT USE MC 221 TO REPORT CHANGES OR TO

UPDATE INFORMATION)

Check the appropriate box or boxes and complete the information

. O CHANGE OF ADDRESS
Neow Aciress:

CHANGE OF TELEPHONE NO.

Correctert No.:

MNew Telephone No.: {

CHANGE OF SOCIAL SECURITY NO.

CASE CLOSED
Date:

CLIENT DECEASED

O 0o 0O O O

NON ENGLISH SPEAKING

Language Spoken:

interpreter Name:
UPDATED MEDICAL RECORDS ATTACHED
CHANGE OF COUNTY WORKER (See Below)

ood

OTHER

Death Ceniticate Attached

(Discontinue Evaluation)

O VYes O No

Phone No.: ( )

Taleohnne Mumber:

{ )

SECTION: 50167, 50223
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STATE OF CALIFORNIA - HEALTH AMD WELFARE MMENC Y DEPANTMENT OF HEALTH SERVICE S
PP ENTAL STATEMENT OF FACTS
APPLICANT'S SUPPLEMENT. 1 SOOIV 7
FOR MEDI-CAL , SE ONL
. County Ald 1 Case Number
Send Onginal to DED i ‘
PART 1 - PERSONAL AND MEDICAL INFORMATION l
1 Rt MR, ANG LASE Name
A, rome Acmes City ZIP Code
28. Mewng ACIress Gy Z2IP Coue
3 Frone Mmanber CHECK IF . 4. Dawm ol furtn 5. 500 becunty Numoe: 6. Mewgnt Wawphi
{ H (i’ Y
Cl massaqsponos
7 0o you spean Enghsh? 8. 1 NO. wha: nguage A0 you Beeas.7 9. 0o you nave & vansiawmr ?
vesCh  wnoOd
| Bem e 10 can yanemior

10 1ANMAIrS Name ' Tranaisiors Fhone Numoer:

11 Have vou apphed tor Social Securty or Supplemental Secunty Incoma (SS!) gisabiity

penents 1n 1ne past 2 vears?
iF YES. PLEASE ANSWER THE FOLLOWING

vyes OO wNo [

A Was your Social Securty or SSi appiication aiowed or demad? Alloweg [ Daned [ Unknowrvpanding [

8. Date ot most recent gecision an vour Social Secunty or SS1 appicauon
C  Has your macical problem(s) WRISened Since your last aecison?
IF YES, p lan

-

vyes & No T

0. Do you have any naw meaical problamts) which you did not have when the last
aecision on your Sociat Securtv/SS) appicaton was made?

IF YES. what medical problem(s)

ves O wNo O

ano give the date that aach of 1nese Probiems HIST DADAN 10 DONer you.

120 List all meaical DrobIBMS 1DNYSICAl OF mental) thal Keep you oM WOTKING OF MK YOUr Gany actviies.

Type ol medical prablem:

Beginning Date (month/year)

13. Descnte how your medical probiem(s) allect your ability 10 work oF imet your actviies (Such as sang, standing,

waiing, ifting, bencing, reaching, eic.)

14. Dut you have 10 SIOD WOTKING DECAUSA O YOUr macical probiem(s)?
IF YES. what 15 the date you nad 10 5100 working”?

ves O nNo [C

tAC 223 110/M0)

PFaget1ot6
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15, Have you hao any of the following 16s1s 1n the [as! 12 monins:

| Check Approprinie . 1t “Yos", Show
Test Biock or Blocks
' | WHERE DONE: (clinic, WHEN DONE:
Yos No | iab, hoapital, doctor) | month-year

Etectrocaraogram (EKG) | | | ‘

Treadmill (exercise hean test)

Chasi X-ray

Othe: X-ray (Name the body pan
here: )

Breathing Tasts (PFT)

Blood Tests

\
Other (Specty: ) |

NOTE: Bs sure 10 nclude ine namas and acoresses of any offices, cnics, labs. or nospaals noted above in
Section 16 or 17 of this torm.

16A IDENTIFY BELOW ALL DOCTORS WHO HAVE SEEN OR TREATED YOU FOR ¥QUR MEDICAL PROBLEM(S)
IN THE PAST 12 MONTHS

it you have not peen Weated in the pas! 12 montns. cneck here: O

NAME . ADGRESS
TRADET [ YT
TELEPHONE NUMBER (inciuoe aes cooe| ay siaw 110 avoe
[ )
HOW OFTEN DO YOU SEE THIS DOCTOR? [ DATE FIRST SEEN? DATE LAST SEEN?

REASONS FOR VISITS (Show siness of injury 10f wnich you had an examinaborn/oeaynent)

TYPF OF TREATMENT DR MEDICINES RECEIVED (such as surgery, chemomerapy, rasioon. and the macicnes you take (or vour Hiness
of nury. It known It no wesiment ne meaicines wnte "MONE" )

#  IDENTIFY BELOW ANY OTHER goctor you nave sean since your diness of injury Degan:

NAML ADORESS
MDS surael o
TELEPHONE NUMBER (o0 ams 000e) oy sale 0 cone
¥
HOW OFTEN DO YOU SEE THIS DOCTOR? DATE FIRST SEEN? OATE LAST SEEN?

REASONS FOR VISITS (Show iness of injury tor which you Dac an examinauon/Ueament)

TYPE OF TREATMENT OR MEDICINES RECEIVED (such as surgery. chemotherapy, radiaion. and the maceines vou take tor vour Jiness
of Injury. H Known it NO TEAIMENt or meacnes. wiita "NONE" )

Page 20l 6

132 MAY 27 i

SECTION: 50167, 50223 MANUAL LETTER NO.: ¥ 22C-4.22




MEDI-CAL ELIGIBILITY MANUAL

16C. IDENTIFY BELOW ANY DTHER DCCTOR YOU HAVE SEEN SINCE YOUR ILLNESS OR INJURY BEGAN:

vy AODAEES

TRAROS (7T "oy
TELEPHONE NUMBER (n0u0s sees opoe) ’ ey sa W ooe
: )

HOW OFTEN DO YOU SEE THIS DOCTOR? DATE FIRST SEEN? ] DATE LAST SEEN?

AEASONS FOR VISITS (show mness of injury for which you hao an cxaminacanoeament)

TYPE OF TREATMENT OR MEDICINES RECEIVED (such as surgery, Chemomenapy. Fackston. Snd IS Medcones yOu 1ake 10 vour siness
or mury, # known. it G Yeatmant or meckcnes, wnie "NONE".)

NOTE. IF YOU HAVE SEEN OTHER DOCTORS SINCE YOUR ILLNESS OR INJURY BEGAN, LIST THEIR NAMES, ADDRESSES.,
DATES AND REASQONS FOR VISITS ON AN ATTACHED SHEET OF PAPER.

17. Have you Deen hospaaized or irealed al a cnic 10r your iiness of mpry? YES [J NO [
H YES. show the foliowng:
A NI N DOMRRAE BT IR ARO
TR TieeT [y

FRINE OF CRINE IS T rrT Fry=""
YRR YyOu AN INDAKSNL (AIRYEC DYareQnt) / Usias of ADmegsons Laies O Lhacherges

ves O wo C #=ES". SHOW DATES -
Ware you B0 OURaRent? Daes of vena

ves O w O #-YES", SHOW DATES

Reason (0r NOSONALKZANON OF CHMG VSIS

Type of reatment receivad:

B rrne o NOSORN OF SN r Ao
rm — T "y
PR OF COME PN lgr’ SLale 20 GO
AT YOuU BN NOARSN (RISYSD DYarmONt} Laten o Agrwssans LRI O LASCArges
vEs O wo O 1*YES", SHOW DATES {
YHEOR yOu BN OUIDARINI Daws ot vans
ves O no (O H*YES", SHOW DATES .

Aeason 10r NOSPHAKZANCN OF ChC VISINS:

Type of weatment rCMVeQ:

‘2 15 THERE ANYONE ELSE (a tnend. retanve, social worker. eic.) we mav contact tor more information about vour Hiness or mijury
and how # imits your gaily activilies ©f Keeps you trom worming?

it 50, please st below:

NAME ! ADDRESS PHONE NUMBER REWATIONSHIP TO YOU

Fagedols
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19.  Social and Educatonal intormation:
Descrids your daily acuviies in the 1olowing 3reas ang siale how Much You 4o and how often.
A HOUSEWORK (incluging cooxing. cieaming, shopping, ang odd 1obs around the house and othar similar
actvilies ).
B. RECREATION AND HOBBIES (garseming, hiking, sewing, bowiing, reading. fishing, musical imerests. eic.):
c SOCIAL ACTIVITIES (visns with relatvas. inenas, neighbors. eic.  Inciude phong Conlacts as well as personal visns. ):
0. MEANS OF TRANSPORTATION (anve car, nde bus. metorcycie, walk, nide with 30meone eise, #1c.): o
£ What 15 the nignast graoe vou compimed in school?
F lcompieteaschoolin 19___
G ipassedthe GEDin19____
20, T 1 nave NQT worked in the last 15 ysars. Sign beiow.
0 1 have worked in the last 15 years. Sign below AND COMPLETE PART 2 OF THIS FORM.
| nave compisted this torm correctly and truthiully 10 the bast of my KNOwieage .rc JDIMes.
SIGNATURE DATE
AT THORIZED REPRESENTATIVE (1 20SRcA0W! NTLE TELEPMONE
COMPLETED WITH
ASSISTANCE OF:
NAME TITLE OR RELATIONSHIP TELEPHONE
iRy
Pagedot
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PART 2 - VOCATIONAL INFORMATION

APPLICANT'S SUPPLEMENTAL STATEMENT OF FACTS FOR MEDLCAL
*Send Original to DED

1 Fusl , MIOoie, anc LASE ame 2. SO0 HACAHITY NUMDe

£ thave worked in the last 15 years  This 1s a aescroton of all the wbs | have done {or at least 30 davs cunna the last 15 ysars. | have
siarted with my most recent job. (i you nad mome than two j0Ds, compiste addional pages of this form. )

a. Job Tie Type of Business
Dates Worked (Month and Year) From To
Hours Per Week Rate of Pay
DESCRIPTION OF THE JOB
This is what | dd and how | did it.

Thase sre the t0Ots. machines, ano soummaent ) used,

| took this Iong 10 sarn the b days or montns
| wrote. completed rapons. of periormed similar dutes. ] ves O No
| had SUPSNVISONY rASPONSIDILLIAS. O ves O N
PHYSICAL ACTIVITY
Circie Ons
| walked this many hours 3 day al work: 4] 1 2 3 4 5 6 7 8
| stood this many hours & day at work: 0 1 2 3 4 5 [ 7 8
| sat this many Naurs 3 day at work! Q 1 2 3 4 5 8 7 8
| chmbad this much: T never [ occasionawy T3 treouanty ) conswntly
| Dant over s much: T never [0 occasonaly T trequenty T conswantly
Heaviest weght | lited: Weight | often littec/carned:
O 1010s. O sows. O upwios. 0O uposoms.
O 20t0s. T Over 100 ms. [J upto2sms. O oversoms.

Did you have any of your current medical probiems when you performaed this job? O Yes 0O wn
if yas, nams of madical problem(s)
It yos, did your ampioyer make special arrangements (Such as exira breaks, special
equmment, chanae in ob dulies. BIC.) S0 YOU COUIG CONINUA 10 work? O ves O N
it yes, descnibe the special arrangements made

PLEASE COMPLETE REVERSE SIDE OF THIS PAGE.

Pagesot6
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o. Job Title Type of Business
Dates Worked (Month and Year) From To
Hours Per Week Rate of Pay Per
DESCRIPTION OF THE JOB
This is what | did and now ) did
These are the toois. macnines, and equpmant | used.
i Jook this Iong 1o iearn the job days or months
| wrgte, compietao reparts, Or parformea siMiar duties. 0 Yes O No
| hag supervisory responsibiiities. O ves 0 Ne
PHYSICAL ACTIVITY
Citcle One
| waik@g this many NOurs a aay at work ¢} 1 2 3 4 5 2 T 8
| stood this many hours a day al work' 0 1 2 3 4 5 6 7 8
| sa1this many hours a day at work: [ 1 2 3 4 5 0 7 8
| chmbeo 1nts much: T naver 0O osccasionaily 0 trequently - constantly
| bant over this much: I never O accasonally O trequently T constanily
Heaviest weight | lited: Weight | often liftec/carned;
T 10ms T soms. M Upto10ibs. T Upto501bs.
] 2010s ™1 Ower 100 Ibs. T Up1o 25 tbs. 7] Over 50 Ibs.
Did you nave any O your curren! mecical oropiams wnen you penormeda this job? T Yes 3 No
It yes, namae of medical problem{s)
It yas, did your emplinver make Spacial arrangements (SUCh as exira breaks, special
eguipmant. chanr WD dules. B1C.) 50 YOU COMIO conlinue 1o wirrk 7 ~J Yes D No
If yas, cescnt
CHECK C:  DF THE FOLLOWING:
[:] { nava nad other joDs In the 1ast 15 years ano have compieted another page of vocationat nistory.
{0 tn-sc pot had any other jobs In tne 1as! 15 years.
| nave compielad this tarm corractly ana truthtully 1o tha pest of my xnowiadge and abilities.
2.gnare ¢ Date
Pagesol6
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sy,

STATE OF CALIFOANIA - HEALTH AND WELFARE AGENCY OEPARTMENT OF HEALTH SEMCE S

Nama of Disabled Merson Socal Secunty Numbper

SGA WORKSHEET
(USED WHEN GROSS EARNED INCOME IS OVER $500)

1. ADD EARNED INCOME
a. Gross average monthly earnings $

b. Payment in kind (e.g., room and board)

c. Other

TOTAL GROSS EARNINGS S
2.  SUBTRACT IMPAIRMENT-RELATED WORK EXPENSES (IRWE)

a. Attlendant Care Services $

b. Transportation Costs

c. Medical Devices
d. Work-Related Equipment and Assistants

. Prosthesis

o

—

Residential Modifications

g. Routine Drugs and Routine Medical Services
h. Diagnostic Procedures

i. Non-Medical Applications and Devices

j- Other ltems and Services

TOTAL IRWE DEDUCTIONS $
3. SUBTRACT SUBSIDY DEDUCTION s
4. NET COUNTABLE EARNINGS $

If net countable earnings are greater than $500, applicant is engaging in SGA and claim is denied.

Signature & Title of Inlenviewar of Heviewar County Code “Date

MC 272 (3/84)
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STATE OF CALIFORNIA - MEALTH AND WELFARE AGENCY

DEPARTMENT OF HEALTH SERVICE S

WORK ACTIVITY REPORT

You may be considered disabled tor Medi-Cal if you cannot do any kind of work for which you are suited,
and only If you cannot work for at least a year or your condition will resuit in death,

if your earnings are more than $500 a month, in general you cannot be considered disabled. Work
expenses and special work considerations related to your disabllity may be deducted in tiguring whether
your earnings mea! the $500 earnings limits. For this reason, information about your work activity is

needed.

The information you provide about your work activity wili be used In making a decision on your claim.
Your empioyer may be contacted to verify the information you provide.

Name of [isabled Ferson Social Secunty Number
T Empiayers Name ' Employer's Address tMployel s l@lephone No
%
| Rate of Fay Hours Worked Per Week
|

|
I
/ Tige or Name of Your Job
\

EMpIoyer s AGOIess

¢, Empioyer's Name

Employer's Telephone No

Tiie of hame of Your Job T Rale of Pay

Hours Worked Per Week

1 GROSS EARNING

What is your gross monthly pay? {if pay is irregular, you do not need 10 enter the amount.) Attach your

pay stubs.

2 OTHER PAYMENTS

Specity other payments you receive, such as tips, free meals, room or ulilities. Indicate what you were
gven and estimate the doliar vaiue and how frequently you receive them.

3. SPECIAL EMPLOYMENT SITUATIONS Yes No
Atter you became ill, did your job duties lessen? O O
If yes. did you get to keep your same pay? 0 |
Are you employed by a tnend or retative? O O
Are you in a special training or rehabilitation program? ] O
4. JOB REQUIREMENTS
Are your job duties difterent from those of other workers with the same job title?
Yes No
a.  shoner hours O ™
b ditterent pay scale 0 C
c.  less or easier duties O =
d.  extra heip given O O
¢ lower production - -
. lower qualily - _
g.  other differences (e.g., frequent absences) O C
MC 273 (W94} Page 10t 2
—WMay
132 27
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Awn
5. EXPLANATION OF JOB REQUIREMENTS
Describe all ‘yes” answers in item 4 above.
6 SPECIAL WORK EXPENSES
Specity below any special expenses related to your condition which are necessary for you to work.
These are things which you paid for and not things that will be paid for by anyone elise.
Specify the amount of the expenses. Attach verification of who prescribed the item or service needed
and the cost paid. (We are required 1o verify the need for the itern or service with the person who
prascribed it.)
Exampie: Attendant care services, transportation costs, medical devices, work-related equipment,
prosthesis, modifications to your home, routine drugs and medical services necessary to control a
disabling condition, diagnostic procedures, or similar tems or services.
7. Use this additional space 1o answer any previous questions or to give additional information that you
think will be helpful
8 Piease read the following statement. Sign and date the form. Provide address and telephone number.
1 have compieted this form correctly and truthfully to the best of my knowledge and abllities.
o ol Ap or Rep Dals Telephone No. & Amsa Code
Maling Acoresa (Mumber and Sirest. Apl. No., P.O. Box, or Rural Route)
Ciy and S1ale Zip Coae Courty
FOR COUNTY USE ONLY
9. Interviewar/Reviewer Check List ("Yes" answers should be explained below.) Check all that apply:
a.  Subsidy O  Yes O No
b. Impaiment-Reiated Work Expenses O Yes O No
c.  Substantial Gainful Activity O  Yes O No
EXPLANATION:
Signaiute & THie of INITViewer 07 Haviewar County Cade (Date
MC 273 (M) —

M,
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STATE OF CALIFORNIA - HEALTIK AND WELFARE AGENCY DEPARTMENT OF HEALTH BEAVICES

INFORME DE ACTIVIDAD LABORAL

£s5 posible que se le considere incapacitado(a) para Medi-Cal, sl usted no puede hacer ninguna cisse de
trabajo pars el cual estd capacitado, y solamente si usted no puede trabajar durante por jo mencs un ario o sl
su condicion ie ocasionara la muerte.

5i sus ingresos son de mas de $500 dolaras al mes, en general a usted no se le puede considerar
incapacitado. Los gasios de trabajo y consideraciones especiales de trabajo relacionados a su incapacidad se
pueden deducir al calcular $! sus ingresas cumplen con los limites de ingresos de $500. Por ests razon, se
necesita la Informacion acerca de su actividad laboral.

La informacion que usted Proparcione acerca da su actividad laboral se utilizard al tomar una decision sobre su
reciamo. Es posible que nos comuniquemos con Su patrono para comprobar ia informacion que usted proporcione.

. Nombre ¢e la persona NCAPACILACA Numaero del Sequro Social
t Nembra del patrono Direceion ded patrono No. oe eletona del patrono
i Puesio 0 cargo de su irabae { Tasa oe pago Horas que rabaja a la semana
2 Nomvre cel patrong Direccion ogl patrono 1 No. oe telétono ael patronc
Puesto 0 cargo de su wabajo : Tasa oe pago l Horas que rabaja a la semana
|
1 INGRESOS BRUTOS GANADOS

& Cudl es su pago mensual brute”? (S el pago es irreguiar, no necesita anotar 1a cantidad.) Adjunte sus
talones de cheques.

OTROS PAGOS

Especifique o1ros pagos que usled reciba. tales come propinas, aimenlos gratuitos, servicios publicos y
municipales de cuane. Indique 10 que se le dic y calcule el valor actual y con gue frecuencia 1os recibe.

ny

3 SITUACIONES ESPECIALES DE EMPLEQD
Después de enfermarse, ;se aminoraron sus obligaciones de trabajo?
Si la respuesta es si, ,mantuvo el mismo pago?
+Es usted empleado(a) de un amigo o panente?
¢+ Esta usted en un programa especial de capacitacion o rehabititacién?

unuue
oopDoég

4. REQUISITOS DE EMPLEO
+5S0n sus obligaciones de empleo diferentes a8 aquelias de otros trabajadores con el mismo puesto?
Si No
a.  horano mas coro = O
b. escalade pago diterente | O
¢ menos obligaciones o mas faciles _ O
d se le proporciona ayuda adicional : M
e produccion mas baja = [}
t calidad mas baja _ |
g. otras diferencias (ej.. taltas trecuentes) - .

MC 273 (5P) (1/94) Page 10! 2
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5 EXPLICACION DE LOS REQUISITOS DE EMPLEQ
Describa todas las respuestas “atirmativas” en el articulo 4 antenor.

6. GASTOS ESPECIALES DE TRABAJO
A continuacion, especifique cualesquier gasios especiales relacionados a su condicion que son
necesarios para usted para trabajar. Estos son cosas por las que usted pago y no cosas que alguien
mas pagara.
Especilique |a cantidad de gastos. Adjunte comprobantes de quién le recetd el articulo o servicio
necesano y el costo pagado. (Se nos exige comprobar Ia necesidad del articulo 0 servicio con la
persona que lo receto.)
Eemplo: Servicios de cuidador, cos10s de transporie, aparatos médicos. equipo relacionado al trabajo,

protesis, modiicaciones a su casa. medicamentos de rutina y servicios medicos necesaros para
controlar una condicién iIncapacitante, procedimientos de diagndstico, o aniculos 0 servicios semejantes.

7 Utilice este espacio adicional para contestar cualquier pregunta previa o para dar intormacion adicional
que usted piense que sera ulil.

8 Por tavor, lea 1a siguiente declaracion. Firme y teche la torma. Proporcione 1a direccion y el numero de
telétono.

He completado esta forma correcta y verdaderamente segun mi leal conocimiento y habilidades.

[ Fumia gei Solcnante o Represeniante Fecna Aren y No. da Tellono )

Cwgad y £staco ’ ’ i Zona Postar

Conoaoc 1

SOLO PARA USQ DEL CONDADO

9 interviewer/Reviewer Check LISt ("Yes” answers should be explained below.) Check alt that apply:
a  Subsidy O  ves 0O Neo
b Imparment-Related Work Expenses 0O  ves O " No
¢ Substantial Gainful Activity O ves O No
EXPLANATION:
Dignatgre & 11 of inlervewer or Heviewnr i Gounty Cooe Date
MC 273 (SP1 (3/94] Page 201 2
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STATE OF CALIFORNIA « HEAL TH ANO WELFARE AGENCY DERARTMENT OF HEALTH SERVICES

DISABILITY LISTINGS UPDATE

MEDI-CAL LIAISON(S) FOR DISABILITY ISSUES

MEDI-CAL LIAISON(S) FOR QUARTERLY STATUS
LISTINGS FOR PENDING AND CLOSED DISABILITY
CASES

(PLEASE INDICATE WHICH LIST IS TO BE UPDATED WITH A CHECK MARK)

PLEASE USE THIS FORM TO TRANSMIT THE NAME OF YOUR COUNTY'S REPRESENTATIVE, OR IN
COUNTIES WHERE MULTIPLE CONTACTS WILL BE NECESSARY, PLEASE PROVIDE THE SAME
INFORMATION FOR EACH REPRESENTATIVE ON A SEPARATE FORM. IT WOULD BE APPRECIATED IF
THE INFORMATION IS PRINTED OR TYPED.

COUNTY:
LIAISON:
LIAISON'S POSITION TITLE:
LIAISON’S TELEPHONE NUMBER:
ALTERNATIVE TELEPHONE NUMBER:

OFFICE ADDRESS:

RETURN TO: Department of Health Services
Medi-Cal Eligibility Branch
Altn: Unit B Clerical Supervisor
714 P Street, Room 1376
P. O. Box 942732
Sacramento, CA 94234-7320

MC 4033 943
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iling

Staw of Oabormia—Health and Waltare Agency Deparsnent of Health Services

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 A
{Medical Report on Aduit With Allegation of Human Immunodeficiency Virus [HIV] Infection)

Your patient, identified in Section A of the attached form, has filed a claim for Medi-Cal disability benefits based on HIV infection.
MEDICAL SOURCE: Please detach this instruciion shaet and use it to complete the attachad form.

EURPQSE OF THIS FORM:

i you complete and return the attached form promptly, your patient may be able 10 meceive maedical benefits while we are processing his or
her ciaim for ongoing disability benefits.

This is not a request for an examination. At this ime, we simply need you to fill out this form based on existing medical information. The State Disability
Evaluation Division may coract you later to obtain lurther svidence neaded to process your patient's claim.

WHO MAY COMPLETE THIS FORM:

A physician, nurse, or other member of a hospital or clinic staff, who is able to confirm the diagnosis and severity of the HIV disease manifestations
based on your records, may complete and sign the form

. MEDICAL RELEASE.
A Department of Health Services medical release (MC 220) signed by your patient should be attached o the form when you receive it. i the release is
nat attached, the medical release section on the form itself should be signed by your patient.

V. HOQW TO COMPLETE THE FORM:

» 1f you receive the form from your patiant and Section A has not been completed, please 1ill in the identifying information about your patient.

# You may not have to complete all of the sactions on the form,

» ALWAYS complele Section B,

» Complete Saction C, if appropriste. i you check at least one of the items in Section €, go right to Section E.

» ONLY complete Section D if you have NOT checked any item in Section C. See the special information section below which will help you to
complata Section D,

» Complew Section E if you wish 1o provide comments on your patient’s condition(s).

» ALWAYS complete Sections F and G. NOTE: This form is not complete until it is signed.
V. HQWTQ RETURN THE FORM TO US:

» Mai the completed, signed form as soon as possible i the return envalope provided.

® i you received the form without a return envelope, give the completed, signed form back 1o your patient for return to the county department of social
services.

VL. SPECIAL INFORMATION TO HELP YOU TO COMPLETE SECTION D:

How We Use Section D:

o Saction D asks you 1o tell us what other manitestations of HIV your patient may have. It aiso asks you fo give us an idea of how your patient's ability
ta function has been affecied.

& Wa do not need detailed descriptions of the functional limitations imposed by the ilness; we just need o know whether your patient's ability to
function has been affected to a “marked” degree in any of the areas listed. See below for an explanation of the term “marked.”

Spocial Terms Used in Section D:

What Wa Mean By “Repeated” Manlfestations of HIV infection (see item D.7) :

“Repeated” means that a condition or combination of conditions:

» Occurs an average of three times a year, or once every four months, each lasting two weeks or more; or

s Does not last for two weeks, but occurs substantially mare fraquently than three times in a year or once every four months; or

» Ceccurs less often than an average of three times a year or once every faur months but lasts substantially longer than two weeks.

What We Mean By “Manifestations of HIV Inlection (see Item D.1):

"Manitestations of HIV Infection™ may include:

» Any conditions listed in Section C, but without the findings specitied there, {e.g., carcinoma of the cervix not meeting the criteria shown in ltem 22 of
the form, diarrhea not maating the criteria shown in ltem 33 of the form); or any other condilion that is not listed in Section C, {e.g., oral hairy
laukopiakia, myositis},

» Marifestations of HIV must result in significant. documented symptoms and signs, (e.g., fatigue, lever, malaise, weight loes, pain, night sweats).

OHE 7006 A (Covershee?) (4/94) Continued on revarsa
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What We Mean By “Marked” Limitation or Restriction in Functioning (see item D.2):

® When "marked" is used to describe functional limitations, it means more than mederate, but less than extreme, “Marked” does not imply that your
patient is confinad to bed, hospitalized, or in a nursing home.

@ A marked limitation may be present when several activities or functions are impaired or even when only one is impaired. An individual need not be
totally preciuded from performing an activity to have a marked limitation, as long as the dagree of limilation is such as to seriously interfere with the
ability o function independentiy, appropriately, and effectively.

What We Mean By “Activities of Daily Living” (see ltem D.2):

& Activities of daily living include, but are not fimited to, such activities as doing household chores, grooming and hygiene, using a post office, taking
public transportation, and paying bills.

Exampia; An individual with HIV infection who, bacause of symptoms such as pain imposed by the iiiness or its treatment, is not able to maintain a
household or fake public transportation on a sustained basis or without assistance {even though he or she is able 1o perorm some self-care
activities) would have marked limitation of activities of daily living,

What We Mean By “Social Functioning” (see ltem 0.2}

»  Social tunctioning includes the capacity 1o interact appropriately and communicate effectively with others.
Example: An individual with HiY infaction who, bacause of symptoms or a pattern of exacerbation and remission caused by the iliness or its
treatment, cannot engaga in social interaction on a sustainer basis (even though he or she is able to communicate with close friends or relatives)
would have marked difficulty in raintaining social functianing,

What We Mean By "Completing Tasks in a Timety Manner” (see ffem D.2}:

« Completing tasks in a timely manner involves the ability to sustain concentration, persistence, or pace to permit timely completion of tasks commonily
found in work settings.

Exampie: An individual with HIV irfection wha, because of HIV-related fatigue or other symptoms, is unable to sustain concentration or pace
adequate to complete simple work-related tasks {even though he or she is able to do routine aclivities of daily living) would have marked ditficulty
completing tasks.

PRIVACY ACT NOTICE

The Department of Health Services (DHS) is authorized to collect the information on this form under
Sections 205(a), 233(d), and 1633(e)(1) of the Social Security Act. The information on this form is needed by
DHS to make a decision on the named applicant’s application for Medi-Cal based on disability. While giving us
the information on this form is voluntary, failure to provide all or part of the requested information could prevent
an accurate or timely decision on the named applicant’s application. Although the information you furnish is
almost never used for any purpose other than making a determination about the applicant’s disability, such
information may be disclosed by DHS as follows: (1) to enable a third party or agency to assist DHS in
establishing rights to Medi-Cal benefits, and (2) to facilitate statistical research and audit activities necessary to
asgsure the integrity and improvernent of the Medi-Cal program.

We may also use the information you give us when we maich records by computer. Matching programs
compare our records with those of other federal, state, and local government agencies. Many agencies may
use matching programs to find or prove that a person qualifies for benefits paid by the Federal Government.
The law atlows us to do this even if you do not agree 1o it.

Federal law governing Medicaid requires that medical information on applicants and beneficiaries be kept
confidential. [(42 United States Code, Section 139a (a} (7).)] The regulations implementing this law deal with
the disclosure of information collected and maintained by state Medicaid agencies. (42 California Federal
Register, Sections 431.300 et seq.)

DHS 7036 Alcwprshant (494)
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Stam of Calitornia--Health and Weltare Agency Dopariment of Health Services

MEDICAL REPORT ON ADULT WITH ALLEGATION OF
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION

The individual named below has filed an application for disability under the Medi-Cal program. If you complete this form, your patient
may be able lo receive early medical benefits. (This is not a request for an examination, but for exisling medical information.)

MEDICAL RELEASE INFORMATION
ﬂ Form MC 220, "Autherization to Release Meical Information” to the Dapartment of Health Services, atlached.

[ hereby authorize the madlical source named baiow to release or disclose to the Department of Health Services or Department of Social Services any
maedical records or other information regarding my treatment for human immunodeficiency virus (HIV) infaction.

Applicant's Signature (Requined only if Form MC 220 is NOT sttached) Date
»
A, IDENTIFYING INFORMATION:

Meceal Source's Name Applicants Name

Apglicant’s Social Security Number Applicant's Daw of Barth

8. HOW WAS HIVINFECTION DIAGNOSED?

0 Laboratory testing confimning HIV infection 3 other clinical and laboratary findings, medical history, and diagnosis{es)
indicated in the medical evidence

€. OPPORTUNISTIC AND INDICATOR DISEASES (Piease check, if applicabie):

BAcTERIAL INFECTIONS:
1. D Mycobacterial Infection, (s.g. caused by M. avium-intraceliulare, 12, D Mucormycosis
s M. kansasii, or M. taberculosis), at a site other than the lungs, skin, or
cervical or hilar ymph nodes PROTOZOAN OR HELMINTHIC INFECTIONS
1. O Cryptlosporidiosis, lsosporiasis, or Microaporidiosis, with
2. 73 Puimonary Tuberculasis, resistant ta treatment darrhea lasting for one month o longer
3. [J Nocardiosis 14. {J Pneumacystis Carinil Pneumonia or Extrapulmonary
Pneumocystis Carinil Infection
4, E'I Salmonelia Bacleramia, recurmnt nontyphoid
16. [J strongyloidiasis, extra-intestinal
5 L1 Syphills or Neurosyphilis, (e.g. meningovasculnr syphilis)
resulting in newrclogic or cther sequelas 16, D Toxoplasmosis, of an organ other than the fiver, spleen, or iymph
nodes
6 O Multiple or Recurrent Bacterial Infection(s), including pelvic
i Y di requiring hospitakzation o int /8 antibioti ViRAL INFECTIONS
treatment three or mone Bmes in one year
17. D Cytomegalovirus Discase, at a site other than the liver, spleen,
FUNGAL INFECTIONS : o lymph nodes
7. D Aspergiliosis 18, 0 Herpes Simplex Virus, causing mucocutansous infection, (e.g.,
oral, genital, perianal) lasting for one month of longer; or infection at a
8. D Candidiasis, at a site other than the skin, urinaty tract, intestinal site other than the skin of mucous membranes, (e.g., bronchitis,
tract, ot oral or vulvovaginal mucous membranes. or candidiasis on . phagitis, or haitis): of d . e
iving the eaophagus hea, bronchi, or kings.
1. O w pes Zoster, di inated or with muktid | eruptions that
9. O Coscidioldomycosis, at a site other than the lungs or lymph are resistant 10 treatment
nodes.
20. O Progressive Multifocal Leukoencephalopathy
10. ] Crypiocoocosis, at a site other than the lungs, (e.9., cryptococcal
meningitis) 21. O Hepatlitis, resulting in chronic liver diseass maniiested by
appropriate findings, (e.g., persistent ascites, bleeding esophageal
11 g Histopinsmonsis, at a site other than the ings or lymph nodes varices, hepatic encephalopathy)
it DHS 005 A (494) Page 1 0f3
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SECTION C (continued)

MALUGNANT NEOPLASMS:
22. m Carcinoma of the Cervix, invasive, FIGO atage Il and beyond

2. [} Kaposi's Sarcoma, with extersive oral lesions; or involvement of
tha gastrointestinal tract, lungs, or other viscerat ergans; or

involverment of the skin or mucous b with ext ve

.

fungating or uk ing esions Not Map gt

24, [j Lymphoma, of any type, (».g., primary lymphoma of the brain,
Burkitt's lymph , immunoblasti , ather non-Hodgkin's
ymphoma, Hodgkin's diseass)

2 [ Squamous Cell Carcinoma of the Anus
SKIN OR Mucous MEMBRANES:

26. f'J Conditions of the Skin or Mucous Membranes, with
exiensive fungating or ulkcerating lesions not esponding to treatment,
{e.g.. dermatological conditions such as eczema or psariasis,
vuivovaginal of cther mucosal candida, condyloma caused by human
papillomavirus, genital uicerative disease)

HEMATOLOGIC ABNORMALITIES:

27. [ Anemia (h it persisting at 30 p t or jess), requinng one
ar more blood transhusions on an average of at laasl once evary two

months

2. [ Granulocytopenia, with absolute neutrophil counts repeatedly
below 1,000 cell ? and o ted recurient sy b ial
infections occusfing &t least three times in the last five menths

29. C] Thrombocytopenia, with platelet counts rep diy below
40,000/mm? with at least 1 spontaneous hemorrhage, requiting
transfusion in the last 5 months, or with intracranial bleeding in the
{ust 12 months.

NEUROLOGICAL ABNORMALITIES:

0. 3 Hiv Encephelopathy, charactarized by cognitive or motor
dyafunction that kmits function and progresses

31. [} Other Neursilogical Manifestations of HIV Infection,
(e.g., peripheral neuropathy), with significant and persistent

disorganization of molor function in two extremities resulting in
sustained distutbance of gross and dexterous movements, or gait and
station

DHS 7038 A {4/94)

HIV WasTiNG SYNDROME:

32, O v Wasting Syndrome, characterized by involuntary weight loss
of 10 percent or more of baseline {or other signifi involuntary
weight loss) and, in the absence of a concurrent iliness that could
explain the findings, involving: chronic diarrhea with 2 or more loose
stools daily lasting for 1 month or longer; or chronic weakness and

documented fever greater than 38°C {100.4°F) for the majority of
1 month or longer

DIARRHEA:

3. D Diarrhea, lasting lor one menth or longer, resistant 1o treatment, and
raquinng intravenous hydration, intravencus alimentation, or tube
teeding

CARDIOMYOPATHY

34, D Cardiomyopathy (chronic hear failure, or cor puimonale, or other
severs cardiac ab ity not resp. o )

NEPHROPATHY:

35. 0 Nephropathy, resuting in chronic renal failure

INFECTIONS RESISTANT TO TREATMENT OR REQUIRING
HOSPITALIZATION OR INTRAVENOUS TREATMENT THREE OR
MOoRE TIMES IN ONE YEAR:

36. CJ Sepsis

37. [ Meningitis

8. D Pneumonia (non-PCP)

39. (] Septic Arthritis

40. [ Endocarditis

41, D Sinusitis, radiographicaly documented

Page 2 ot3
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D. OTHER MANIFESTATIONS OF HIV INFECTION:

1. Repested Mantestions of HIV infection, including diseasas mentianed in Section C, tems 1-41, but without the specifiad findings described
above, or other diseases, resulting in signiticant, documented symptoms or signs, (a.g., fatigue, fever, malaise, weight loss, pain, night sweats).
Plasse spocify:

a.  The manifestations your patient has had;
b.  The number of apisodes occurring in the same ona-year period; and
¢.  The approximate duration of each episode.

Ramember, your patient need no! have the same manifestation each time to meet the definition of repeated manifesiations; but, all manit ions
used to meet the requirement must have occurred in the same one-year period. (See attached instructions for the definition of *repeated
manitestations.”)

i you nead more space, please use Saction E:

NUMBER OF EPSODES IN DURATION
MANIFESTATIONS THE SAME ONE-YEAR PERIOD OF EACH EPISCOE

AND
2. Any of the Following:

T Marked restriction of Activities of Dally Living; or
{7 Marked difficutties in maintaining Social Functioning; or

D Marked difficulties in completing tasks in a timely manner due to deficiencies in Concentration, Persisience, or Pace.

E. REMARKS (Please use ihs space il you lack sullicient roam in Section D o 10 provide any other comments you wish about your patient.):

F.  MEDICAL SOURCE INFORMATION (Pipace Print or Type):

Name
Sweet Acrass City Stawm ZIP Code
Telaphone Number (inchude Area Gade) Dawe

{ )

DHES 7036 A (4704} Page 3 ot 3
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Stam of Culfornia—Health and Weitare Agency Deparimant of Health Services

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 C
{Medical Report on Child With Allegation of Human Immunodeficiency Virus [HIV] Infection)

A claim has been filed tor your patient, identified in Section A of the attached form, for Medi-Cal disability benefits based on HIV infection.
MEDICAL SOURCE: Please detach this instruction sheet and use it to complete the attached form.
PURPQSE OF THIS FORM.
¥ you complew and return the attached form promptly, your patient may be able to mceive medical benefits while we are processing his or
her claim for ongoing disability benefits.

This is not a request for an examination. Al this lime, we simply need you to fill out this form based on existing medical information. The State Disability
Evaluation Division may comact you later to obtain further evidence needed to process your patient's claim,

- WHO MAY COMPLETE THIS FORM,

A physician, nurse, or other member of a hospital or ciinic stafl, who is able to confirm the diagnosis and severity of the HIV disease manifestations
based on your racords, may complete and sign the form.

MERICAL RELEASE:
A Department of Health Services madical release (MC 220) signed by your patient's parent or guardian should be attached to the form when you receive
it. If the release is not attached, the medical release section on the form itself should be signed by your patient's parent or guardian.

V. HOWTO COMPLETE THE FORM.

« 1 you receive the form Irom your patient’s parent or guardian and Section A has nat been completed, please fill in the identifying information about
your patient.

# You may not have to complata all of the sections on the form.

e ALWAYS compieie Section B.

» Complkete Section C, if apprapriste. it you check al least one of tha items in Section C, go right to Saction £.

® ONLY complete Section D if you have NOT checked any item In Section C. See the special information section below which will help you to
complete Section D.

« Complete Section E if you wish lo provide comments on your patient’s condition(s).

o ALWAYS complete Sections F and G. NOTE: This form s not complete until it is signed.

V. HOW 1O RETURN THE FORM TO US:

» Mai the completed, signed form as soon as possible in the return envelope provided.

« [f you received the form without a return envelope, give tha completed, signed form back to your patient’s parent or guardian for return to the county
department of social services.

Vi SPECIAL INFORMATION TOHELP YOU TO COMPLETE SECTION D:

How Wa Use Section D:

= Section D asks you 10 tell us what other manifestations of HIV your patient may have. It also asks you to give us an idea of how your patient's ability
to function has bean affected. Complete only the areas of functioning applicable to the child's age group.

s We do not need detailed descriptions of the functional limitations imposed by the illness; we just need to know whather your palient's ability to
tunction has baen atiected to the axtent describad.

» For children age 3 to attainment of age 18, the child must have a “marked” restriction of functioning in two areas to be eligible for these benefits. See
below for an explanation of the term “marked.”

Special Terms Used In Section D:

What We Mean By “Manif { of HIV Infection” (see llem D.1) :

“Manifestations of HIV Infection™ may include any conditions listed in Section C, bul without the findings specified there, (e.g., oral candidiasis not

maeeting the critaria shown in ftem 27 of the form, diarrhea not meeting the crilaria shown in ltem 38 of the form); or any other conditions that is not listed

in Bection C, (e.g., oral hairy leukoplakia, hepatomeagaly).

What We Mean By “Marked” (see tem D.2.0—Appiles Only to Children Age 3 to 18);

® When “marked" is used to describe functional limitations, it means more than moderate, but less than extreme. “Marked" does not imply that your
patient is confined to bed, hospitalized, or placed in a residantial treatment facility.

& A marked limitation may be present when several activities or lunctions are impaired or even when only one is impairad. An individual need not be
totaily prechuded from parforming an activity to have a marked limitation, as long as the degree of limitation is such as to senously interfere with the
ability to function independently, appropriately, and effectively in an age-appropriate manner.

OHS 7035 C (Caversheet) (4/54) Continuved on reverse
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PRIVACY ACT NOTICE

The Department of Health Services (DHS) is authorized to collect the information on this form under
Sections 205(a), 233(d}, and 1633(e}(1) of the Sacial Securily Act. The information on this form is needed by
DHS to make a decision on the named applicant's application for Medi-Cal based on disability. While giving us
the information on this form is voluntary, failure to provide all or part of the requested information could prevent
an accurate or timely decision on the named applicant's appiication. Although the information you furnish is
almost never used for any purpose other than making a determination about the applicant’s disability, such
information may be disclosed by DHS as follows: (1) to enable a third party or agency to assist DHS in
establishing rights to Medi-Cal benefits, and (2) to facilitate statistical research and audit activities necessary to
assure the integrity and improvement of the Medi-Cal program.

We may also use the informalion you give us when we maitch records by computer. Matching programs
compare our records with those of other federal, state, and local government agencies. Many agencies may
use matching programs to find or prove that a person qualifies for benefits paid by the Federal Government.
The law allows us to do this even if you do not agree to it.

Federal law governing Medicaid requires that medical information on applicants and beneficiaries be kept
confidential. [(42 United States Code, Section 139a (a} (7).)] The regulations implementing this law dea! with
the disclosure of information collected and maintained by state Medicaid agencies. (42 California Federal
Register, Sections 431.300 et seq.)

DHB 7038 C(Covarshes (4/04)
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Btam ot Calfornia-—Health and Wellare Agency

Depariment of Healh Services

MEDICAL REPCRT ON CHIL.D WITH ALLEGATION OF
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION

The individual named below has filed an application for disability under the Medi-Cal program. If you complete this form, your patient
may be able lo receive early medical benelits. (This is not a request for an examination, but for existing medical information.)

MEDICAL RELEASE INFORMATION
D Form MC 220, “Authorization to Release Medical Infarmation” to the Department of Health Services, attached.

D | hereby authorize the medical source namad below o release or disciose to the Department of Health Services or Department of Social Services any
madical racords or other information regarding the chikd's treatment for human immunodeficiency virus (HIV) infaction.

AppS 's Parsot's or Guardian's Signature (Required oaly if Form MC 220 is NOT eftached) Date
>
A, IDENTIFYING INFORMATION:

Medical Source's Name Apphcant's Name

Agplicants Sacial Seaurity Number Apprcant's Dam of Brth

B HOW WAS HIV INFECTION DIAGNOSED?

o Laboratory lesting confirming HIV infection

D Other clinical and laboratory findings, madical history, and diagnosis(es)

indicated in the medical evidence

€. OPPORTUNISTIC AND INDICATOR DISEASES (Please check, i applicabie):
BACTERIAL INFECTIONS:

1.

by,

0

a 4d a a

Q

a

Mycobacterial Infection, (s.g. caused by M. avium-iniracelulare,
M. kansasi, or M. tubercuiosis), #t a site other than the lings, skin, or
canvical or hilar lymph nodes.

Puimonary Tub lowis, resi 1o

Nocardiosis
Saimonella Bacteremia, recurrent nontyphoid

Syphilis or Neurosyphilis, (e.g. meningovascular syphilis)
reaulting in neurclogic of cther sequelas

in a child less than 13 years of age, Multiple or Recurrent
Pyogenic Bacterial Infection(s) of the following types: sepsis,
pneumenia, meningitis, bone or joint intection, or abscess or an
internai organ or body cavity (exchiding otits media or supericial skin
o | ab: \

ing tWo or more times in two years

Muttiple or Recurrent Bacterial Infection(s), including pehic
y di requining hospitalization or int Ity
treatment three or mora imes i1 one year

ik ot

FuNGAL INFECTIONS

s. O Aspergiliosis

s. 7J Candidiasis, at a site other than the skin, urinary tract, intestinal

tract, or oral or vulvovaginal mucous membranes, or candidiasis
iving the h , hea, bronchi, of kings

Phag

10. D Coccidioidomycosis, at a site other than the lings or lymph ncdes

Cryptococoosis, at a site other than the hungs, (8.g., cryptococcal
meningitia)

Histoplasmonsis, at a site other than the lungs or lymph nodes

Mucomycosis

PROTOZOAN OR HELMINTHIC INFECTIONS:

n. O
12. O
A
1. O
15. [
16. (J
17. O

Cryptosporidiosis, 1sosporiasis, or Microsporidiosis, with
charrhea lasting (or one month or longer

Pneumocystis Carinii Pneumonia or Extrapulmonary
Pn stis Carinii infecti

M 7

Strongyloidiasis, extra-intestinal

Toxoplasmosis, of an organ other than the kver, spieen, or lymph
nodes

VIRAL INFECTIONS:

18, (0
19. O
20. [}
21. (O

irus Di

vt 1
¥

, 8t a site other than the kver, spieen,
or lymph nodes

Herpes Simplex Virus, causing mucocutaneous infection,
(e.g., oral, genital, perianal) lasting for one month or konger; or infection
at a site other than the skin or mucous b {e.g., b

d inde

+ or haktis): or di

Herpes Zosler, o
are resistant 10 trestment

d or with muttid

| eruptions that

Progressive Multifocal Leukoencephalopathy

DHES 7035 € (494)
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SECTION C {continuad)

22, ['J Hepatitis, resulting in chronic liver disease manifested by
appropriate findings, (e.9., aaciles, phageal varices,
hepatic encephalopathy)

MaALIGNANT NEOPLASMS:
23. [} Carcinoma of the Cervix, invasive, FIGO stage !l and beyond

24. C] Kaposi’'s Sarcoma, with extenaive oral lesions, or involvament of
the gastrointestinal tract, lungs, or ather visceral organs; or
invoivement of the skin or mucous membranes with axtensive
fungaling or ulcerating lesions nat responding to treatment

25, [j Lymphoma of any type, (e g., primary lymphoma of the brain,
Burkitt's lymph , immunobiast
fymphoma, Hodgkin's disease)

, other non-Hodgkin's

26. D Squamous Cell Carcinoma of the Anus
SKIN OR Mucous MEMBRANES:

27. O3 Conditions of the Skin or Mucous Membranes, with
uxtensive fungating or ukcerating lesions not responding to treatment,

(e.g., de logical ditiens such as aorp y

wulvovaginal or other mucosal candida, condyloma caused by human
papillomavirus, genital ulcerative diseass)

HEMATOLOGIC ABNORMALITIES:

28, D Anemia (hematocrit persisting At 30 percent of ess), requirng one
of mare blood transhusions on an average of at least once every two
months

29. D Grapulocytopenia, with absolute neutrophil counts repeatadly
below 1,000 cells'mm® and documented recurrant systemic bacterial
infections occuring at least three times in the lag! ive months

30. {3 Thromb ylopenia, with piatelet count of 40,00K/mm’ or lwss
despite prescribed therapy, or recurrent upon withdrawal of
treatment; ot platelet counts repeatedly below 40,000/mm’ with at

wast 1 spontanecus hemorrhage, requinng transfusion, in the last 5
menths; of with intracranial bleeding in the last 12 months

NeuroLOGICAL MANIFESTATIONS OF HIV INFECTION (E.G.,
HIV ENCEPHALOPATHY, PERIPHERAL NEUROPATHY)
RESULTING IN:

31. D L.oss of Previously Acquired, or Marked Delay in
Achieving, Developmental Milestones or Intellectual
Ability (including the sudden acquisition of a new learning disabriity)

32. :I impaired Brain Growth (acquired microcephaly or brain atrophy)

sa. O Progressive Motor Dysiunction affecting gait and station or
fine and gross motor skills

GROWTH DISTURBANCE WITH:

3. O Invokintary Weight Loss (or Fallure to Gain Welght) at an
Appropriate Rate for Age) Resuiting in a Fall of
15 Percentiles from established growth curve (on standard growth
charts) that persists for 2 months or longer

3s. [ Involuntary Weight Loss (or Failure to Gain Welght) at an
Appropriate Rate for Age) Resulting in a Fall to Below
Third Percentile from estabished growth curve {on standard growth

charts) that persists for two months or longer

36. 0 Involuntary Welght Loss Greater Than Ten Percent of
Baseline that parsists for two months or longer

37. () Growh impairment, with tall or greater than 15 percentiles in
height which is sustained; or fall 1o, or persistence of, height below the
third percentile

DIARRHEA:

38. D Diarrhea, lasting for one month or longer; resistant to treatment, and
requiring intravenous hydration, intravenous alimentation, or tube
{eeding

CARDIOMYOPATHY

9. [:' Cardiomyopathy {(chronic heart {ailure; or other severe cardiac
abnormalty not responsive to treatment)

PuiMORARY CONDITIONS:

40. ) Lymphoid Interstitial Pneumonia/Pulmonary Lymphoid
Hyperplasia (LIP/PLH complex), with respiratory symptoms that
significantly interfere with age-appropnate activities, and that cannot be
centrolied by prascribed trestment

NEPHROPATHY:

a. 0 Nephropathy, resulting in chronic renal faikure

INFECTIONS RESISTANT TO TREATMENT OR REQUIRING

HOSPITALIZATION OR INTRAVENOUS TREATMENT THREE OR

MoRre Times IN ONE YEAR:

a2 7 Sepsis

43. ) Meningitis

44, D Pneumonia (non-PCP)

45. ] septic Arthritis

46. [} Endocarditis

apt

47. ) sinusitis, rad ographically documented

DHS 7036 C (4/94)
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D. OTHER MANIFESTATIONS OF HIV INFECTION:

1. Any Manifestations of HIV Infection Inciuding Any Dineases Listed in Section C, ltems 1-47, but without the specified findings described
above, or any other manifestations of HIV infection; please specify type of manifestation(s):

AND
2. Any of the Following Functional LimKkation(s), Compiste Only the hems for the Child’s Present Age Group:

a.  Birth wo Attainment of Age One—Any af the tollowing:

1 0 Cognitive/Communicative Functioning genaraily acquired by children no more than one-half the child's chronological age, (e.g., in
infants birth to six months, markedly diminished variation in the production or imitation of sounds and severe leeding abnormality,
such as problems with sucking, swallowing, or chewing); or

{2) D Motor Development generally acquired by children no morae than one-half the child's chronological age; or

(3) 0 Apathy, Qver-Excitability, or Fearfuiness, demonsirated by an absent or grossly excessive response to visual stimulation,
auditory stimulation, or tactile stimulation; or

(4) () Fainsre to Sustain Social Interaction on an engaing, reciprocal basis as evidenced by inability by six months 1o participate in vocal,
visual, and motoric exchanges (including facial expressions); or failure by age nine months to communicate basic emotional
responses, such as cuddling or exhibiting protest ar anger; or failure to attend to the caregiver's voice or lace or to explore an
inanimate abject for a period of time appropriate 10 the infant's age; or

(5) 3 attainment of Devalopment or Function genarally acquired by children no more than two-thirds of the child's chronologicat age in
two or more areas (i.e., cognilive/communicative, mator, and social).

b.  Age One to Atlainment of Age Three—Any of the lollowing:
(1) O Gross ot Fine Motor Development at a level genarally acquired by children no more than one-half the child's chronological age; or

@ O Cognitive/Communicative Function at a level generally acquited by children no more than one-half the child's chronological age;
or

(3) 0 Social Function at a lavel generally acquired by children no more than one-half the child's chronological age; or

L] O Attainment of Development or Function generally acquired by children no more than two-thirds of the child's chrorological age in
wo or more areas covered by 1, 2, or 3.

c.  Age 3 to Attainment of Age 18—Limitation in at least 2 of the following areas:

{1 O Marked impairment in age-appropriale Cognitive/C icative Function (considering historical and other information from
parents or other individuals who have knawledge of the child, when such information is needed and avaitable); or

(2) D Markad impairment in age-appropriale Social Funectioning (considering information from parents or other individuals who have
knowledge of the child, when such information is needed and available); or

{3) (3 Marked impairment in Personal/Behavioral Function as evidenced by marked resiriction of age-appropriate activities of daily living
{considering information Jrom parents or other individuals who have knowledge of the child, when such information is needed and
available); or persisient serious maladaplive behaviors destructive to sell, others, animals, or property, requiring protective
intervention; or

{4) (7} Deficiencies of Concentration, Persistence, or Pace resulting in fraquent failure to complete tasks in a timely manner.

i, DHE 7036 G (494) Page 3ol 4
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E.  REMARKS (Please use this space il you Iack suiliciart ram in Boction D or to provide any other commants you wish about your patient.):

F.  MEDICAL SQURCE INFORMATION (Please Printor Type):

Name
Sereet Address City State ZIP Code
Telephone Number {Inchude Area Code) Daw

]

v OMPLIG THIS .g., phuician, R.N.)

DHS 7036 C (4/94) Page4 ot 4

HMAY 2 7 1954
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STATE OF CALIFORMA « HEALTH AND WELFARE AGENC Y

Applicant

DEPARYMENT OF HEAL TH SERVICE S

WORKER OBSERVATIONS - DISABILITY

SSN

Check aonrooriate responses and exolain in Remarks where necessary.

1.

Did this person appear Pale?

Jaundiced (yeliow)?

2. Was this person wearing a heanng aid? Yes_ No
3. Was this person wearing glasses? Yes C No [
a. Duning the interview, did this person use a
magnifying glass? YesC No O
4. Did this person _ _
a. Use a cane? Yes .. No L.
b. Use a wneelchair? Yes_ No _
c. Use a walker? Yes_  No _
d. Walk with a hmp? Yes —  No _
fYes, Right______ Lleft
5. Did this person _
a. Appear to have an injury? Yes_ No _
If Yes, explain below. _
b. Appear to be confused/disonented? Yes_  No
If Yes, explain below. _ _
¢. Have a noticeable breathing difficuity? Yes . No .
Remarks:
EW: Date
TS TOAS (R
SECTION: 50167, 50223 MANUAL LETTER NO.: 132
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22 C-5 -- PROVIDING CWD WORKER OBSERVATIONS

Because Eligibility Workers (EWs) have direct contact with clients, observations about a client’s condition
should be provided to SP-DED. Observations can assist SP-DED by identifying additional conditions or by
enhancing information provided by client.

1.

USE OF MC 221 OR DHS 7045

EWs may record observations about medical conditions in "CWD Representative Comments” section
of MC 221 or on the optional DHS 7045 (Worker Observations - Disability) form. The DHS 7045
may be submitted to SP-DED with disability packet, should observations be extensive and exceed
space provided on MC 221, or at a later date, should EW have additional observations to provide.

Unusual behaviors which suggest mental conditions should be noted, as they are frequently not
admitted to by client and because they may severely restrict client's ability to work.

EW comments will not be used exclusively to determine if client is or is not disabled.

USE OF WORKER OBSERVATIONS BY SP-DED

As SP-DED performs a complete evaluation of a claim, and not only client’s alleged condition, it is
very important that all conditions be identified.

Example: Client alleged disability on the basis of stomach cancer but did not say she had back
and foot problems. She thought the cancer was the disabling problem because it was the only
condition being treated. SP-DED determined that the cancer was not disabling. Because the EW
noted on the DHS 7045 that client was limping and appeared uncomfortable sitting, SP-DED also
explored these observations and found client had back and foot problems. Client was found
disabled based on her back and foot problems.

GUIDELINES

The following guidelines will assist EWs in providing observations to SP-DED and include some of
the more frequently occurring actions or behaviors which may be observed. They are not
all-inclusive.

Physical Mobility Difficulty walking, standing, sitting, or need for
another person’s assistance in doing these;

Use of mobility devices, such as wheelchairs,
braces, canes, crutches;

Discomfort while sitting for extended periods of
time, or the need to stand periodically to stretch
or relax certain muscles;

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 NAY 27 1994 52c.5.1
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Physical Appearance

Other Physical Problems

Special Senses

Difficulty with joints or fingers with stiffness,
swelling, shaking, trembling, or the inability to flex
fingers resulting in difficulty writing, picking up
forms, etc.

Example: Client stood up periodically throughout
the interview. She said that she had an inflamed
disc in her back that made it hard for her to sit
for long periods for time.

Height and weight, recent, significant change in
weight, unusually thin, overweight, short,
malnourished appearance;

Unusual skin conditions such as scaling, peeling,
unusual color, scarring, with signs of
disfigurement or deformity;

Absence of any extremities, and use of a
prosthetic device.

Example: Client had noticeable difficulty walking
and sitting. He wore a brace on the right leg and
walked with a limp. He braced himself as he sat
down. However, he had full use of his upper
extremities.

Breathing difficulties, such as frequent coughing
or rapid breathing;

Example: Client frequently coughed throughout
the interview. When asked if she had a cold, she
said, "No, | just cough a lot in the morning".

The appearance that drugs, alcohol, or
medication may be affecting client’s
physical/mental functioning.

Problems with hearing, use of hearing aid,
reliance on another to explain what is said, hears
only very loud speech;

Problems with seeing, use of glasses, use of
magnifying glass to read forms;

Problems with speaking, speech is difficult to
understand, slurred or impeded.

SECTION: 50167, 50223
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Mental And Emotional Status

Example: Client indicates difficulty reading and
hearing. She used a magnifying glass when
reading with her glasses on. She said she had
an amplifier on her phone, but she was noted not
fo wear a hearing aid and was able to answer
questions without trouble.

Does not know his/her name, date and/or time,
is disoriented, does not know where he/she is or
the reason for the interview;

Has difficulty understanding things, not due to a
language barrier, limited attention span and poor
memory,;

Conversation is repetitive or wandering and
responses to questions are inappropriate;

Exhibits signs of deterioration of personal habits,
such as poor hygiene or grooming;

Shows signs of emotional distress, such as
unusual crying or laughter, or inappropriate
outbursts of anger;

Has unusual mannerisms, such as constant
twitching of the neck, and inappropriate dress;

Example: Client arrived for appointment at
correct time but wrong day. She rambled on
about various subjects. She seemed confused
and disoriented and her memory was poor. She
was vague and evasive when discussing
problems.

SECTION: 50167, 50223
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22 C-6 -- ASSEMBLING AND SENDING SP-DED PACKETS

Disability packets containing forms filled cut by client or CWD will initiate a disability referral. SP-DED uses
these forms and other information in its disability evaluation process.

1. PREPARING THE PACKET

A LIMITED REFERRAL

Contains 1. MC 221, Disability Determination and
Transmittal, and reason for limited referral
shown in "Remarks" section.

2. Copy of prior MC 221, if available.
Submit  Only Under These 1. When packet is sent within 30 days of
Circumstances SP-DED's decision for a reevaluation and

no new treating sources are alleged.

2. When an earlier onset date on an
approved case is needed, if within 12
months of application, and no new
treating sources are alleged for earlier
onset date.

If SP-DED is unable to establish an earlier
onset date with information available, it
may return case as a Z56 to request
additional information.

3. When client is discontinued from Title XVI
due to income or resources and not in
receipt of Title Il benefits. This includes
those who were entitled to IHSS prior to
being discontinued from SSI due to
earnings.

4. When application is made on behalf of
deceased client and appropriate
documentation of death is sent. NOTE: If
death certificate is not available, MC 220s
signed by appropriate next-of-kin should
be sent.

132
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Caution Recommended in
Limited Packet Referrals

B. FULL REFERRAL

5. When CWD is unable to verify receipt of
S8l benefits, and requests only
verification of 88! benefits for IHSS
purposes.

Limited packet cases which do not meet the
criteria listed above may be returned by SP-DED
to CWD for a full packet.

A full referral packet contains the following forms:

MC 179

MC 220

MC 221

MC 223

Appointment of Representative, If
Applicable

SSA Documents, If Available

Death Certificate, If Applicable

90 Day Status Letter

1. For applicant: sent at 80 days after
application date (SAWS 1), if packet has
not yet been sent to SP-DED for any
reason.

2. For beneficiary: sent at 80 days from
date MC 223 was signed.

(MC 179 box on MC 221 must be checked, if
applicable.)

Authorization for Release of Medical Information
for each treating source (plus three extra releases
with signatures only)

Disability Determination and Transmittal

Applicant’s Supplemental Statement of Facts for
Medi-Cal

Allows SP-DED to discuss case with Authorized
Representative.

Any SSA document regarding benefits or
application filed.

Include copy if client deceased but do not hold
packet if unavailable. (If packet already sent to
SP-DED, forward with MC 222))

SECTION: 50167, 50223
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Other Any applicable medical documentation previously
received, including documentation used for
granting PD. If medical records are readily
available, they may be submitted with packet.
However, do not delay sending packet to obtain
medical records.

C. PACKET INFORMATION FOR RETROACTIVE MEDI-CAL

At Initial Application 1. Determine if client requested retroactive
Medi-Cal on MC 210;

2. Have client complete MC 210A for
specified months; and,
3. Assemble and send full packet to
SP-DED.
Within 12 Months Of Original 1. Have client complete MC 210A and
Application And Prior To SP-DED specify months requested;
Decision
2. Complete and send MC 222 to SP-DED
and specify retro months requested
under "Other" section.
Within 12 Months Of Application 1. Have client complete MC 210A and
And After A Favorable SP-DED specify months requested;
Decision

2. Complete and send limited packet to SP-
DED and indicate retro onset on MC 221,
along with copy of MC 221 which showed
the SP-DED allowance.

D. REFERRALS FOR DISABLED FORMER SSI/SSP RECIPIENTS

Clients under 65 years of age who are discontinued from SSI/SSP for reasons other than cessation
of disability {e.g., excess income and resources), and who are not receiving Title it benefits, will
need to be referred to SP-DED to determine If disability established by SSA still exists. Disabled
former SSI1/SSP recipients may also include individuals in fong term care (LTC).

These clients fall under Ramos v. Myers court setttement, which entitles client to an extension of
Medi-Cal after SSI discontinuance, pending CWD determination of eligibility based on current
information from client. Additional information on Ramos v. Myers can be found in Article 5E.

SECTION: 50167, 50223 MANUAL LETTER NO. 132 MAY 27 w4  22C-6.3
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Responsibilities
cwD
SP-DED

Submit a limited packet to SP-DED
immediately upon client’s application for
Medi-Cal. Only the MC 221 is needed.
Indicate in the Comments Section that
"SS1/SSP discontinued for reasons other
than cessation of disability".

Grant temporary Medi-Cal eligibility
pending a formal disability determination
by SP-DED.

SP-DED may be able to adopt SSA’s
disability decision and onset date by
querying SSA records. The MC 221 will
be sent to CWD indicating approval.

If SSA's mandatory reexam date (SSA
expected the medical condition to
improve) has passed or if SSA's disability
decision cannot be verified, SP-DED may
return a limited packet to CWD as a Z56
case (no determination). A full packet will
be requested.

E. THE RAILROAD RETIREMENT BOARD (RRB) PACKET REFERRAL

The RRB, a federal agency responsible for the retirement system for railroad employees, uses SSA’s
disability criteria for Total and Permanent Disability benefits, but not for its Occupational Disability

benefits.

Recipients of Occupational Disability who apply for Medi-Cal disability must have their claim sent
to SP-DED for a disability evaluation.

The following steps are taken when an applicant for Medi-Cal based on disability, or when a
Medi-Cal beneficiary requests reclassification as a Medi-Cal disabled person:

1. Award Letter Available

When a client presents an RRB disability benefit award letter, benefit change notice, or other
verification from RRB, determine what type of RRB disability benefit is awarded.

Total And Permanent Disability

copy of

Client is disabled for Medi-Cal purposes. Retain

RRB's written statement; OR, document

disability onset date (or date benefits began), type

of RRB

disability award, and date of verification

for the file.

SECTION: 50167, 50223
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Occupational Disability

Type Of Award Not Identified

2. Award Letter Not Availabl

Occupational Disability

Reclassification Request

2. SENDING THE PACKET

Occupational Disability is based on an inability to
perform one's last railroad job and does not
consider the ability to perform other work.
Submit a full packet (MC 220, MC 221, MC 223)
to SP-DED.

Client is responsible for obtaining a written
statement from RRB which identifies the type of
disability benefits awarded. Set a reasonable
time frame for compliance. If the client is unable
to obtain this verification, submit a full packet to
SP-DED and an MC 220 which authorizes SP-DED
to obtain copies of the RRB award information.

If client states that award is for Occupational
Disability, and does not wish to obtain verification
from RRB, refer full packet to SP-DED and
include MC 220 which authorizes SP-DED to
obtain copies of RRB award information.

If Medi-Cal beneficiary alleges that RRB has
determined that he/she is disabled and would like
to be reclassified to Medi-Cal disabled category
but fails, or refuses without good cause, to
cooperate in providing proof about RRB disability
benefits, deny Medi-Cal request for reclassification
on basis of failure to cooperate.

DO NOT DISCONTINUE MEDI-CAL BENEFITS

until/unless all other linkage ceases or another
reason for discontinuance exists.

Check forms and information included in packet to ensure consistency of client's name, Social
Security Number and date of birth. Resolve any discrepancy before sending packet.

Send packet to SP-DED no later than ten calendar days after date on the Statement of Facts

(MC 223) is signed by client, unless there are circumstances beyond CWD's control. When the ten
day rule is not met, the situation must be documented in case.

Example: Client fails to give completed information to CWD timely. Case record documents this
as the reason for not sending packet within ten days.
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22 C-7 -- COMMUNICATING WITH SP-DED AND
DHS ABOUT CHANGES AND STATUS

1. NOTIFYING SP-DED ABOUT CHANGES

A MC 222 LA/ MC 222 OAK - DED PENDING INFORMATION UPDATE FORM

While a disability evaluation is pending, CWD will notify SP-DED about changes in client’s
situation which affect eligibility or which would enable SP-DED to contact client. MC 222
LA/OAK is used to submit changes and to report information to SP-DED.

CWDs who send packets to Los Angeles SP-DED will use MC 222 LA. Other CWDs who
send packets to Oakland SP-DED will use MC 222 OAK.

B. TYPE OF CHANGES TQ REPORT TQ SP-DE

Change in client’s address.

Change in client’s name, telephone or message number.

Denial or discontinuance of client on basis of non medical information (e.g., excess
property).

Withdrawal of application.

Cancellation of Authorization for Release of Information (MC 220) by client.
Death of client.

Receipt of new medical evidence (attach new medical evidence to MC 222).
Availability of interpreter (provide name and phone number).

Change in EW.

Any other pertinent information which affects SP-DED’s actions on a pending case.

wn -

SOEONO O A

C. SP-DED ADDRESSES

Disability packets from Imperial, Department of Social Services

Los Angeles, Orange, Riverside, Disability Evaluation Division

Kern and San Diego Counties Los Angeles State Programs Bureau
must be sent to: P.O. Box 30541, Terminal Annex

Los Angeles, CA 90030
(213) 965-3316 / 8-730-3316 CALNET

Disability packets from a/f other Department of Social Services
Counties must be sent to: Disability Evaluation Division

Oakland State Programs Bureau

P.O. Box 23645-0645

Oakland, CA 94623

(510) 286-3706 / 8-541-3706 CALNET
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D. M - DI ITY LISTIN PDAT M

CWDs will use MC 4033 to notify the state of any changes to 1) Medi-Cal Liaison List for
Disability Issues, or 2) Medi-Cal Liaison List for Quarterly Status Listings for Pending and
Closed Disability cases. Check appropriate list and specify items being updated.

These lists are updated on a regular basis and contain names and phone numbers of CWD
liaisons which DHS-MEB and SP-DED may need to communicate with CWDs.

2. RECEIVING AND REQUESTING CASE STATUS INFORMATION FROM SP-DED
A. QUARTERLY COMPUTER STATUS LIST

CWDs will receive a quarterly computer status list from SP-DED regarding pending and
closed disability cases, along with instructions on its use. If a particular case was
forwarded to SP-DED prior to most recent quarterly list and does not appear on list, CWD
may contact SP-DED Operations Support Unit Supervisors by telephone or in writing to
obtain status information, as follows:

Los Angeles State Programs Bureau kland State Programs Burea

Brian Olson Lorraine Graff

Operations Support Unit Supervisor Operations Support Unit Supervisor
DSS - DED - LASPB DSS - DED - OSPB

P.O. Box 30541, Terminal Annex P.O. Box 23645-0645

Los Angeles, CA 90030 Qakland, CA 94623

(213} 965-2061 / 8-730-2061 CALNET (510) 286-0630 / 8-541-0630 CALNET

B. USE OF DISABILITY LISTINGS UPDATE FORM (MC 4033)

A combined list of Medi-Cal liaisons, district office codes, addresses and telephone numbers
will be used to distribute the quarterly status reports. Form MC 4033 (Disability Listings
Update) should be used and sent to the Department of Health Services (DHS) to provide
updated information to the list. DHS' address is listed on the form.

C. ESTIONS AND INQUIRIES ON SPECIFI SE

in urgent or unusual circumstances, gquestions and inquiries about specific cases may be
directed to the Disabllity Evaluation Analyst (DEA) assigned to the case, or the Unit
Manager. To determine which DEA or Unit is assigned to case, provide client's name and
Social Security Number to Masterfiles, at the following numbers:

Los Angeles State Programs Bureauy Qakland State Programs Bureau
Masterfiles: Masterfiles:
{213) 965-3316 / 8-730-3316 CALNET (510) 286-1503 / 8-541-1503 CALNET

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 = - . oy 22C-7.2
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3.

CONTACTING THE STATE DEPARTMENT OF HEALTH SERVICES (DHS)

A.

PR ITH CA INFORMATION

If CWDs experience problems with obtaining case status information which cannot be
resolved with SP-DED, appropriate CWD staff should notify the state Department of Health
Services, Medi-Cal Eligibility Branch (DHS-MEB).

PROBLEMS WITH DISABI i AND PR DURE

CWDs shouid refer disability referral policy and procedure issues to DHS-MEB through their
Medi-Cal liaison or disability coordinator.

CONSISTENTLY DELAYED DECISIONS

Where disability decisions are consistently delayed (i.e., not completed in a timely manner),
CWD should notify DHS-MEB through appropriate channels.

PDATING THE M ABILITY PR R

DHS-MEB may be informed in writing about corrections, updates or additions to the MEM
so that disability procedures may be kept up to date.

SECTION: 50167, 50223
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22 C-8 — PROCESSING SP-DED DECISIONS

1. DISABLED

A

SP-DED ACTION
Fully Favorable Allowances

Partially Favorable Allowances

MC 221 disability portion will be completed.

MC 221 Attachment will be included with MC 221
if disability onset date is AFTER date of
application, or if client was not found disabled
during requested period of retroactive coverage.

A personalized denial notice (rationale for
decision) will give the reasons for the less than
favorable allowance.

ALLOWANCE CODES

A61 | Condition meets severity of SSA Listing of Impairments.

A62 | Condition equals severity of Listing. (For child, medically/functionally equals level of
severity of Listing.)

A63 | Medical/vocational considerations. (For child, Individualized Functional Assessment is
of comparable severity.)

AB4 | Medical/vocational considerations--arduous unskilled work profile.

A65 | Continuance for reexamination case review.

A98 | Reversal by Administrative Law Judge at State Hearing.

A99 | Adoption of federal (SSA) allowance.

B61 | Statutory blindness.

B.

CWD ACTION
Approve

Tickle

Applicant as disabled, if otherwise eligible, or
reclassify beneficiary as Disabled-MN.

Case for resubmittal to SP-DED as reexamination
case when a reexam date is shown. Reexam
dates are set when medical improvement is
expected.

SECTION: 50167, 50223
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Mail Personalized denial notice (rationale for decision)

to client which explains a partially favorable
allowance.

NOTE: The MC 221 and MC 221 Attachment are
NEVER sent to client.

2. NOT DISABLED

A SP-DED ACTION

MC 221 Block is checked “is not disabled” or "is not blind",
is NEVER SENT TO CLIENT for any reason.

MC 221 Attachment Explains specific reasons for denial and is NEVER
SENT TO CLIENT for any reason.

Personalized Denial Notice The PDN is an unnumbered, untitled, and

(PDN) unsigned sheet which explains the reason for
denial and can be mailed to client.

DENIAL CODES

N30/N40* | Condition not severe.

N31/N42* | Capacity for SGA--any past relevant work.

N32/N43* | Capacity for SGA--other than past relevant work.

N34/N45* | Condition prevented SGA for a period of less than 12 months. (For child,
condition disabling for a period of less than 12 months.)

N35/N46™* | Condition prevented SGA at time of decision but is not expected to prevent SGA
for a period of 12 months. (For child, condition disabling at time of decision but
not expected to disabling for a period of 12 months.)

N39 Client willfully fails to follow prescribed treatment.

N40/NB1* | For child, Individualized Functional Assessment shows conditions not of
comparable severity.

N44 For child, impairment not severe.

N51* Biind evaluation only--not statutorily blind.

N55 Cessation on reexamination case review.

* Indicates visual impairment alleged
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3.

B. CWD ACTION

Evaluate Evaluate eligibility under other existing Medi-Cal
linkage before denying/discontinuing client.

Deny/Discontinue Claim If disability is the only linkage to Medi-Cal,
client will be denied/discontinued.

Send Notice of Action (NOA) If denied/discontinued, send NOA along with a
copy of the Personalized Denial Notice to client.

NO DETERMINATION DECISIONS

"Z" codes indicate that no substantive decision was made to aliow or deny a claim, and generally
signify that some action is needed by CWD. After taking appropriate action, CWD should send a
90-Day Status Letter (MC 179) to client (except for 253 and Z54 cases), if it is now the 80th day,
or if it is evident that SP-DED will not be able to make a decision by the 90th day. If MC 179 s sent
to client, include copy in packet being resent to SP-DED.

NO DETERMINATION CODES

Z53

Adoption of federal (SSA) denial.

254

Withdrawal by CWD.

Z55

CWD return for packet deficiency.

256

Other no determination situations (non redetermination cases).

257

Other no determination situations in redetermination cases only.

Z58

Other no determination situations for redetermination cases with inappropriate reexam dates.

Significance of Z Codes

Z53  Adoption of federal (SSA) denial
SSA’s disability decision Is controlling over Medi-Cal's decision.

Z54  Withdrawal by CWD
When CWD requests that SP-DED stop development due to withdrawal of claim, SP-DED
will do so and send MC 221 to CWD. After sending NOA, no further CWD action is
necessary.

Z55  CWD return for packet deficiency
This return from SP-DED means that additional information is needed. CWD will complete
the information requested and forward packet to SP-DED.
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256
Z57

Z58

B.

Other no determination situations (non redetermination cases), AND
Other no determination situations in redetermination cases only
See below for discussion on Z56 and Z57 cases

QOther no determination situations for redetermination cases with inappropriate reexam
dates

If SP-DED incorrectly set a reexam date, MC 221 will be sent to CWD with a comment
‘inappropriate diary date®. Other than removing the reexam date from CWD records, no
further action is needed by CWD.

SP-DED ACTION IN Z56 AND 257 DECISIONS

MC 221 Returned to CWD SP-DED may indicate that a decision could not be
made and why.

SP-DED may ask help in locating client, obtaining
client’s cooperation in attending a consultative
exam, completing forms, or having client contact
SP-DED.

WD ACTION FOR Al 7 ISION
1. valuate If xist
CWD will attempt two separate contacts with client (phone, letter or in person), per
Title 22, Section 50175 (a) (1) and (6), to obtain client cooperation or needed
information. If good cause is claimed, determine if there is good cause for non
cooperation. Good cause includes:

a. Failure of CWD to provide client with appropriate forms.

b. Failure of CWD to inform client that failure to cooperate with SP-DED will
result in denial /termination.

C. Failure of postal service to deliver required form(s) or information in a
timely manner.

d. Physical or mental illness or incapacity of client or authorized
representative which precludes timely completion of requested information
or requests to be present at scheduled appointments.

e. Level of literacy along with social or language barriers which precludes
client or authorized representative from comprehending instructions.

f. Failure of CWD to properly process SP-DED packet.
g. Unavailability of transportation to reach a required destination.
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If Good Cause Exists
And After 30 Days of SP-
DED Closure

if Good Cause Exists
and Under 30 Days of
SP-DED Closure

I Good Cause Does Not
Exist

If State Hearing
Requested by Client

if State Hearing Not
Requested by Client

After gaining client’s cooperation, CWD must
resubmit a full packet containing:

1. New MC 221, new MC 223 if a new
maedical condition is claimed and/or there
are new or additional medical sources or
information, and

2. Additional MC 220, as necessary.
CWD will submit only

1. New MC 221 if there are no new
allegations or treatment sources; or

2. New MC 221 and MC 223 if a new
medical condition s claimed and/or there
are new or additional medical sources or
information, and

3. Additional MC 220, as necessary.

Deny application or discontinue beneficiary, if no
other linkage exists.

parng

CWD shall follow the decision of the hearing.

CWD must have the client reapply.

SECTION: 50167, 50223
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22 C-9 -- PROCESSING REEXAMINATIONS, REDETERMINATIONS
AND REEVALUATIONS

BACKGROUND

Cases which have had a decision made by SP-DED shall be resubmitted for another review by
SP-DED for any of the following reasons:

A. reexaminations
B. redeterminations
C. reevaluations

IMPORTANT: Because the criteria for resubmitted cases differ from initial referrals, the type of
referral must be correctly identified on MC 221. Include copy of prior MC 221 in SP-DED packet
whenever possible to provide a more complete picture of client’s overall medical condition.

PROCEDURES
A chart at the end of this section summarizes the procedures and identifies types of resubmitted
cases, criteria for resubmitting cases, what forms to include in the SP-DED packet, and what client's

eligibility status is while a SP-DED decision is pending.

A REEXAMINATIONS

Resubmit case to SP-DED when a reexam date is due or when EW observes or receives
information that the medical condition may have improved.

Submit a full SP-DED packet including copy of prior MC 221 and any new medical
information, if received by EW. Evaluate as follows:

Most reexaminations occur when a mandatory reexam date set for expected
medical improvement is due. The reexam date is shown on prior MC 221.

Example: SP-DED approved case in 5/93. The condition was expected to improve and
a reexam date of 11/94 was set. By 11/94, a SP-DED packet must be submitted for a
reexamination.

EXCEPTION: If file shows that SP-DED adopted a Social Security Administration (SSA)
allowance, contact SSA to determine whether disability continues. If SSA benefits
continue, no referral to SP-DED is needed when the reexam date is due, as SSA's
determination is binding until SSA revises its decision.

SECTION: 50167, 50223 MANUAL LETTER NO.: LMAY 2 7 1994 22C-9.1
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2. lient’ i

A reexamination is also needed when EW observes or receives information that
client's condition may have improved.

Example: Client becomes employed within 12 months of date of application for
disability.

Example: Client came in using a walker or crutches, but is observed leaving office
without their use.

Medical improvement must be proven by SP-DED prior to termination of benefits,
except when there is refusal to cooperate or if whereabouts are unknown.

B. REDETERMINATIONS

This type of referral is made when client was previously determined to be disabled, was
subsequently discontinued from Medi-Cal for a reason other than disability, then reapplies
alleging that disability continues to exist. Evaluate as follows:

If SP-DED’s decision was made within 12 months of reapplication and reexam date
is not currently due or past due, and there is no reason to suspect that client’s
condition has improved, reinstate client’s Medi-Cal without submitting packet to SP-
DED.

Example: SP-DED approved case in 5/92 with a reexam date of 5/93, and client
was discontinued for reasons other than disability in 12/92 and reapplies in 2/93.
Redetermination is not necessary and Medi-Cal benefits may be reinstated.

Decision Made 2 Than 12 Months Prior to Reapplication Date

If it has been more than 12 months since SP-DED’s decision and any one of the
following conditions exist, send a full SP-DED packet including a copy of prior

MC 221;

L] No reexam date was set;

L) A reexam date is currently due or past due; and

° A reexam date is unknown, as in an intercounty transfer.

Example: SP-DED approved case in 5/92 with a 5/93 reexam date. Client was
discontinued in 12/92 for reasons other than disability and reapplies in 6/93. A
referral to SP-DED for & redetermination is necessary.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 MAY 2 7 9% 22C-9.2
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C. REEVALUATIONS

This type of referral is made within 90 days of SP-DED’s decision when CWD believes that
the SP-DED denial Is incorrect. In general, a full SP-DED packet is needed.

EXCEPTION: When packet is sent within 30 days of SP-DED’s decision, or an earlier onset
date on an approved case is needed, and no new treating sources are alleged in either
situation, limited packets consisting of the prior MC 221 and a new MC 221 may be sent.
SP-DED will attempt to make a decision with the available information; however, if additional
information is needed, SP-DED may return the case as a 256 decision.

1. P- In nden view im

Send a SP-DED packet when client, or someone acting on his/her behalf, alleges
any of the following:

L Client’s condition has worsened;
. There is new medical evidence not previously presented; and
. A new medical condition was not previously considered.

Example: On 10,/7/93, SP-DED denied a client who alleged disability due to heart
disease. On 11/27/93, the client’s husband called to inform EW that his wife has
had a serious heart aitack and was admitted to the hospital. Submit a full packet,
as it is over 30 days since the prior decision.

2. P- A’ ision
New Condition

If SP-DED adopted SSA’s denial and client has a totally new physical or mental
condition that was not previously considered by SSA and client has decided not
to appeal S8A’s decision, refer case to SP-DED.

Example: An S5I claim was denied because client’s leg problem was not
disabling. Client then learned that he/she also has cancer, which was not
considered in SSA’s decision, and client decided not to appeal the SS! denial.
Refer claim to SP-DED.

Same Condition

If SP-DED adopted SSA’s denial and client alleges a worsening of the same
condition which was evaluated by SSA, or has new medical evidence on the same
condition which was not previously considered by SSA, either of which occurred
within 12 monthg of SSA's denial, refer client back to SSA to appeal.

If it has been over 12 months since SSA’s denial, and client has not returned to
SSA to reapply, send a packet to SP-DED.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 MAY 2 7 199422C-9.3
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TYPE OF REFERAAL WHEN USED {CRITERA}
Resxamination An svaluation of disability to see it medical improvement has 0 An new MC 223, (Do not photooopy Eligibility continues UNLESS:
occurred, 10 be used when o of the following ocours: old MC 223.)
[ The client fails to
2} DED has estabiished & re-exam date, or; ] MC 2208 tor sach source. cooperate with DED;
0 Client becomes ermpioyed, of; [+] A new MC 221 marked o Whersabouts unknown,
"Resxamination’. (State the reason for loss of contact;
° Other circumstances iwad EW to beiieve condition has reexamination In the Comments
improved Section.) -] DED decides client is no
longer disabled and
] A copy of prior MC 221, (Note on new there is no other
MC 221 1 not avaliable.) linkage; or,
o Any naw medical records, it given to the | o Another reason for
Ew discontinuance exists,
€.0.. #xocess property.
Fedetermination Lise when an applicant mests all of the following criverin o A new MC 223 [} Eligibiiity cannot be
established untll DED
o Froviously received Medi-Cal as s disabled persor; <] MC 220s tor each souice decision is recelved,
uniess applicant meets
[ was discontinued tor a reason piher than disability. ° A new MC 221 marked "presumptive” disability
“Redetermination”. criteria.
and
[ Note "Sedetermination after break in
o Waa determined disaided by DED more than 12 aid” in the Comments Section.
rmonths prior to date of naw application, and one of
the toliowing exists <] A copy of prior MC 221. (Note on new
MC 221 if not available )
. no resxamination date
. resxamination is dus of past due
- reexaAMINAton date is UNknOwn.
Resvaiuation Lisad when the county believes that the DED denial is Incorrect o A new MC 223 (only it additional . Eligibliity cannot be
and within 90 days of DED's decision tmpairments, condition, or treatment esiablished untii DED
sources are being reponed) completes the
o DED independently review claim and the EW believes reevaluation.
DED was unaware of medicsl svidence. condllions or [+] MC 220 for each source
recant avenis which could attect the dacision, OR;
o A new MC 221 marked "Resvalustion”.
o DEQ adopted an SSA danial and the client has totally
new madical condition that was not previously Mote: Reason tor resvaluation request
ponsidered by SSA and the client ja not appaaling must be siated in the Comments
55A's decision. Saction
(f DED aclopted ar SSA denial and the applicant [ A copy of prior MC 221. {Note on new
afieges his/her conditan has since deteriorated or MC 221 it not mvallable )
has new medical evidence which was not praviously
considered, do NOT do a new DED packet Send o Any new medical jeposrts. it ghen to
back to SSA 10 appesl it S5A’s decision was made EW.
within 12 months .}
N m L, B
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22D -- DISABILITY EVALUATION DIVISION PROCEDURES

BACKGROUND

The Disability Evaluation Division (DED) of the State Department of Social Services is responsible
for the medical determination of disability, whereas the County Welfare Department (CWD) is
responsible for the non-medical portion of determining eligibility for Medi-Cal disability.

TWO COMPONENTS OF DED

The Federal Branches determine disability for the Social Security Administration's (SSA’s) Title Il
program and Title XVI, the Supplemental Security Income (SSI) program.

There are two Bureaus of the State Programs (SP) Branch, one located in Los Angeles, the other
in OQakland. They determine disability for Title XIX, Medi-Cal, using SSA’s criteria for disability under
SSi.

INTAKE

Upon receipt of a disability packet sent from CWD, SP-DED will perform the following activities:

Disability Packets Received Upon receipt, packets are reviewed for
completeness. If incomplete or incorrect, SP-DED
returns packet with a cover letter explaining
actions needed by CWD, prior to resubmitting
packet to SP-DED.

Disability Packets Accepted If complete, packets are accepted and pertinent
applicant information is entered into SP-DED's
computer.

Case Assigned Cases are assigned to a medical review team: a

Disability Evaluation Analyst (DEA) and a Medical
Consultant (MC), a medical doctor. The DEA/MC
team assesses medical and vocational factors in
disability claims.

Case Queried Cases are queried via the SP-DED computer
system to determine if there is a federal Title Il or
Title XVI disability claim pending.

No valid federal decision available or pending
claim: SP-DED processes the claim and makes
an independent determination.

SECTION: 50167, 50223 MANUAL LETTER NO.: 13, Mo =y B%5p
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4, CASE PROCESSING

Valid federal decision available: SP-DED adopts

the federal decision.

Pending federal claim: SP-DED assesses the

status of the pending claim and either initiates
development or waits to adopt the federal
decision.

SP-DED develops cases to obtain all necessary medical or other relevant evidence, such as a
vocational and/or soclal history. SP-DED performs the following activities:

Obtains Medical Evidence

Makes Client Contact

Applies Disability Criteria

Assesses Vocational Factors For Adults

Assesses Age-Appropriate Activities For
Children

Initiates Presumptive Disability (PD)

Medical evidence is needed to document
impairments in terms of specific signs, symptoms
and laboratory findings.

Client contact may be made to obtain additional
information. Client may also be asked to goto a
consultative examination paid for by the state. If
contact is unsuccessful, claim may be returned to
CWD for assistance in contacting client or
obtaining necessary cooperation to process
claim.

Medical criteria for Disability are based on SSA’s
Listing of Impairments which contain over 100
medical conditions that would ordinarily prevent
an adult from working or, for children, from
performing age appropriate activities.

Vocational factors are assessed to determine
client’s ability to do work-related activities when a
finding of disability cannot be made on medical
considerations alone.

When a finding of disability cannot be made on
medical considerations alone, SP-DED assesses
a child’s ability to function independently and
effectively in an age-appropriate manner.

When a PD decision has not been made and
client has a condition for which PD can be
granted, SP-DED will alert the CWD and
document the PD decision.

SECTION: 50167, 50223
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Performs Medical Deferment

Documents Decision

Performs Reexaminations

Cases can be medically deferred for up to three
months when future evidence is needed to assess
duration and severity of an impairment.

Medical deferment is an exception to the rule,
rather than a routine procedure. Common
reasons are strokes or heart surgery.

When a decision is made, it is explained on MC
221 or its attachment. The original copy is sent
to CWD.

NOQTE: If a decision is less than fully favorable,
CWD may use the Personalized Denial Notice to
explain to client the reason for the decision, but
shoulid not send a copy of the MC 221 or its
attachment with client’s Notice of Action.

When a reexam date arrives, CWD must submit
cases for a medical review by SP-DED, except for
decisions which were adopted from a federal
claim.

Disability ends if evidence shows there is medical
improvement related to the ability to work, or the
ability to engage in age-appropriate activities in
Disabled Child cases.

SECTION: 50167, 50223
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