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TO: All Holders of the Medi-Cal Eligibility Procedures Manual 

MEDI-CAL ELIGIBILITY PROCEDURES ON DISABILITY 

REVISIONS TO THE MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

Enclosed are revisions to Article 22 of the Medi-Cal Eligibility Procedures Manual pert. ining to disability 
which were released in Medi-Cal Eligibility Procedures Manual Letter No. 132 on May n, 1994. These 
revisions primarily update, correct, or clarify information previously provided in Pr )cedures Manual 
Letter No. 132. 

As indicated in E-Mail EMC2 DHS No. 94169 dated November 28, 1994. Article 22 J rocedures will be 
implemented no later than February 1. 1995. 

The revisions in this Procedures Manual Letter are specified and described as follo'Jl,s: 

22C-1: Referring Disability Applications to Social Security Administration (SSA) or State 
Programs-Disability Evaluation Division (SP-DED) 

22C-l.2 Item B identifies situations when county welfare dep Jrtments (CWDs) 
can rescind a prior Medi-Cal denial when SSA appro\ :es disability after 
originally denying the claim. 

22C-l.6 Updates SSA/SP-DED Client Referral Chart due tc renumbering of 
questions pertaining to an SSA disability application In the June 1994 
revision of the MC 223. 

22C-2: Determining Substantial Gainful Activity (SGA) 

Item 3A.l eliminates reference to SGA computation (f vacation or sick 
pay received within six months of discontinuing wor ': activity. 

Item 0 identifies unsuccessful work attempt situatons when client 
discontinues work due to an impairment after retul ning to work for 
short periods of time. 

Item E directs CWO to include 1) copy of SGA Works heet (MC 2721 in 
disability packet or 2) comment in Item 10 of I\i C 221 regarding 
evaluation of earnings for SGA. 

22C-2.7 to 2.8 

22C-2.8a 
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22C-3: Determining Presumptive Disability (PO) 

22C-3.1 Item 1, second paragraph specifies that PO is granted as of :he current 
month in which yerlficatlon is obtained, rather than the month of 
discovery of the disabling condition. 

22C-4: Completing Disability Evaluation Forms 

22C-4.2 Item 0.2 specifies that SP-OEO uses a form letter (LAX ~ lOX 9) to 
inform CWO that an MC 179 needs to be sent to client. 

"t:!QIE" specifies that if a packet is transferred to another Branch, a 
box at the bottom of MC 221 will inform CWO about locaticn of case. 

Provides instructions for revised MC 223 (6/94). Part II on I age C-4.S 
directs CWO to issue denial Notice of Action (NOAl, MC 239 SO (3/92) 
and MCIN 13 (3/92) when client is referred back to SSA. 

22C-4.6 

22C-4.7 to 4.11 

22C-4.11 a 

22C-4.21 to 4.26b 

22C-4.26c to f 

22C-4.26g to h 

Provides instructions for MC 239 SO and MCIN 13. 

Provides example of MC 223 (6/94). 

Provides example of denial NOA, MC 239 SO (ENG/SP). 

Provides example of MCIN 13 (ENG/SP). 

22C-6: Assembling and Sending SP-DED Packetl 

22C-6.2 Under "SSA Documents", emphasizes need to obtain a copy)f client's 
notification of benefits/denial, especially the personalized der lal notice. 

Emphasizes the need to send completed disability packet t ) SP-DED 
while other non-disability factors are being verified. 

22C-6.6 

22C-7: Communicating with SP-DED and DHS About Changes and Status 

22C-7.1 

22C-7.2 

Provides FAX numbers for Los Angeles (LA) and Oakland Br anches. 

Item A reflects a change of LA Branch's contact person; Item ; updates 
telephone numbers for Masterfiles in both Branches. 

22C-8: Processing SP-DED Decisions 

22C-S.5 Eliminates the .. under 30 days .. and "over 30 days" pro lision for 
resubmitting packets to SP-DEO if good cause exists. 

220: Disability Evaluation Division Procedures 

220-3 Specifies that SP-OEO sends an informational form SPB 101 to CWO 
which provides the reasones) for a medical deferment. 
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ACTION REQUIRED 

Remove Pages 

Article 22 Table of Contents 
Pages 1 through 5 

Index Pages 1 through 4 

Glossary 

22C-1.1 through 22C-l.6 

22C-2.1 through 22C-2.S 

22C-3.1 through 22C-3.2 

22C-4.1 through 22C-4.11 

22C-4.21 through 22C-4.26 

22C-6.1 through 22C-6.5 

22C-7.1 through 22C-7.2 

22C-S.5 

220-3 

Insert Pages 

Article 22 Table of Contents 
Pages 1 through 5 

Index Pages 1 through 5 

Glossary 

22C-1.1 through 22C-1.6 

22C-2.1 through 22C-2.Sa 

22C-3.1 through 22C-3.2 

22C-4.1 through 22C-4. 11 c 

22C-4.21 through 22C-4.2E'1 

22C-6.1 through 22C-6.6 

22C-7.1 through 22C-7.2 

22C-S.5 

220-3 

If there are any questions regarding these procedures, please contact Ms. Pat Tak OJhashi of my staff 
at (916) 657-1246. 

Sincerely, 

&Ii.~' 
Medi-Cal Eligibility Branch 

Enclosures 
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Article 22 

22A 

- DISABILITY DETERMINATION REFERRALS 

- INTRODUCTION TO THE DISABILITY PROGRAM 

1 . FEDERAL DISABILITY REQUIREMENTS 

A. Adults 
B. Children 
C. SSA Definitions 

2. STATE DISABILITY REQUIREMENTS 

3. OTHER DISABILITY PROGRAMS 

- AGENCIES INVOLVED IN THE DISABILITY EVALUATION F ROCESS 

1. SOCIAL SECURITY ADMINISTRATION (SSA) AND FEDERAL 
PROGRAMS-DISABILITY EVALUATION DIVISION (F I-DED) 

2. HEALTH CARE FINANCING ADMINISTRATION (HCF~) 

3. STATE DEPARTMENT OF HEALTH SERVICES (DHSI 

4. STATE PROGRAMS-DED (SP-DED) 

5. COUNTY WELFARE DEPARTMENT (CWD) 

- COUNTY WELFARE DEPARTMENT PROCEDURES 

- REFERRING DISABILITY APPLICATIONS TO SSA OR SP-D:D 

1. BACKGROUND 

2. FEDERAL DISABILITY EVALUATION BY SSA 

A. Guidelines For Referring Client To SSA 
B. Special Handling Of Federal Decisions 

3. STATE DISABILITY EVALUATION BY SP-DED FOR f'1EDI-CAL 

4. WHO SHOULD NOT BE REFERRED TO SP-DED FOR MEDI-CAL 

- DETERMINING SUBSTANTIAL GAINFUL ACTIVITY 

1. BACKGROUND 

2. WHEN TO USE THESE PROCEDURES 

22B 

22C 

22 C-l 

22 C-2 

MANUAL LETTER NO.: 142 
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3. PROCEDURES 

-, 
A. SGA Determinations 
B. Impairment-Related Work Expenses 
C. Subsidies 
D. Special Work Considerations 
E. Notification 
F. Forms 

22 C-3 - DETERMINING PRESUMPTIVE DISABILITY 

1. BACKGROUND 

2. RESPONSIBILITIES OF CWO AND SP-DED 

A. CWO 
B. SP-DED 

3. PO CATEGORIES 

4. INSTRUCTIONS FOR CWO TO GRANT PO FOR HIV INFECT ONS 

A. 
B. 
C. 
D. 
E. 
F. 
G. 
H. 

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 PO 
Exhibits 

22 C-4 - COMPLETING DISABILITY EVALUATION FORMS 

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

2. MC 1 79/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--AUTHQRIZATION FOR RELEASE OF MEDICAL tNFOF MATI ON 

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 

MANUAL LEITER NO.: J (12 DATE: ftB i) 6 tao" 
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4. MC 221--DISABILITY DETERMINATION AND TRAN 3MITTAL 

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

5. MC 222 LA/MC 222 OAK--DED PENDING INFORMt TlON UPDATE 

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

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

A. Impact Of SSA's Decision 
B. Ouestions Which Pertain To An SSA Decisio 1 

C. How To Complete The MC 223 

7. MC 239 SD--MEDI-CAL NOTICE OF ACTION - DEN AL OF BENEFITS 
DUE TO A FEDERAL SOCIAL SECURITY DISABILITY )ETERMINATION 

8. MC INFORMATION NOTICE 13--IMPORTANT INFORMATION 
REGARDING YOUR APPEAL RIGHTS / SOCIAL SECURITY 
INFORMATION 

9. MC 272--SGA WORKSHEET 

10. MC 273--WORK ACTIVITY REPORT (ENGLlSH/SPAtIISH) 

11. MC 4033--UPDATE TO DISABILITY LIAISON LISTS 

12. DHS 7035A/DHS 7035C--MEDICAL REPORT ON AD JLT/CHILD WITH 
ALLEGATION OF HIV 

13. DHS 7045--WORKER OBSERVATIONS-DISABILITY 

- PROVIDING CWO WORKER OBSERVATIONS 

1. USE OF MC 221 OR DHS 7045 

2. USE OF WORKER OBSERVATIONS BY SP-DED 

3. GUIDELINES 

22 C-5 

MANUAllETIER NO.: 142 DA TE: FEB 0 6 tQQI\ 
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22 C-6 

22 C-7 

22 C-8 

- ASSEMBLING AND SENDING SP-DED PACKETS 

1. PREPARING THE PACKET 

A. Limited Referral 
B. Full Referral 
C. Packet Information For Retroactive Medi-Cal 
D. Referrals For Disabled Former SSI/SSP Recipients 
E. The Railroad Retirement Board (RRB) Packet Retena 

2. SENDING THE PACKET 

- COMMUNICATING WITH SP-DED AND DHS ABOUT CHANGES AND STATUS 

1. NOTIFYING SP-DED ABOUT CHANGES 

A. Me 222 LA! MC 222 OAK - OED Pending Information Update 
Form 

B. Type Of Changes To Report To SP-DED 
C. SP·OED 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 SER\ ICES 

A. Problems With Case Status Information 
8. Problems With Disability Referral Policies And Procec ures 
C. Consistently Delayed Decisions 
D. Updating The MEM Disability Procedures 

- PROCESSING SP .. DED DECISIONS 

1. DISABLED 

A. SP-DED Action 
B, CWO Action 

2. NOT DISABLED 

A. SP-DED Action 
B. CWO Action 

.---_.------_. 
MANUAL LEITER NO.: J 4:? DATE: FEB I) 6 ,q9~ 



MEDI-CAl ELIGIBILITY PROCEDURES MANUAL 

---------------------------------------------------------------------
3. NO DETERMINATION DECISIONS 

A. SP-DED Action In 256 And 257 Decisions 
B. CWD Action For 256 And 257 Decisions 

22 C-9 - PROCESSING REEXAMINATIONS, REDETERMINATIONS .~ND 
REEVALUATIONS 

1. BACKGROUND 

2. PROCEDURES 

A. Reexaminations 
B. Redeterminations 
C. Reevaluations 

22D - DISABILITY EVALUATION DIVISION PROCEDURES 

1 . BACKGROUND 

2. TWO COMPONENTS OF DED 

3. INTAKE 

4. CASE PROCESSING 

MANUAL LETTER NO.: I 42 DATE: FEB 0 6 1995 
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An index of major subjects and sections where they can be found is shown below. A cronyms and form 
numbers are found first, followed by an alphabetical listing of subjects. 

INDEX 

SUBJECT SECTION 

CWD B, C 

DHS 

DHS 7035A/DHS 7035C 

DHS 7045 

FP-DED 

B, C-7 

C-3, C-4 

C-4, C-5 

B 

HCFA B 

IHSS C-l 

IRCA C-l 

IRWE C-2 

MC 017 C-4 

MC 179 C-4 

MC 220 C-4 

MC 221 C-4, C-5 

MC 222 C-4 

MC 223 

MC 239 SO 

MC IN 13 

C-4 

B-2, C-4 

B-2, C-4 

MC 272 C-2, C-4 

MC 273 C-2, C-4 

MC 4033 C-4, C-7 

MANUAL lETTER NO.: 14::2 
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OBRA 

SGA 

SP-OED 

SSA 

UWA 

C-l 

C-2 

B, D 

B, C-l 

C-2 

MANUAL LETTER NO.: 142 DATE: fEB 0 6 1995 IN[IEX-2 
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INDEX 

SUBJECT SECTION 

Allowance Codes C-s 

Authorized Representative C-4 

Closed Disability Cases 

Communicating With DHS-MEB 

Communicating With SP-DED 

CWO Procedures, Overview of 

CWO Worker Observations 

C-4, C-7 

C-7 

C-7 

C 

C-5 

OED Procedures o 

Definitions A 

Denial Codes 

Disability Evaluations, Federal 

C-s 

B 

Disability Evaluations, State B 

Disability Requirements, Federal A 

Disability Requirements, State 

Disabled, Decision of 

Disabled Former SSI/SSP Recipients 

District Coordinator for HIV Forms 

A 

C-B 

C-6 

C-3 

Forms C-2, C-3, C-4, C-5, C-7 

Full Referral Packet C-6 

Good Cause C-s 

HIV Chart 

HIV Desk Aid - Adult/Child 

Limited Referral Packet 

C-3 

C-3 

C-6 

MANUAL LETTER NO.: j :i. DATE: '£8 0 6 1995 INDEX-3 
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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 

SECTION 

o 

C-4, C-7 

C-8 

C-8 

C-8 

C-4, C-7 

C-l 

C-3 

C-8 

C-4, C-7 

C-7 

C-6 

C-9 

C-9 

C-9 

C-7 

C-7 

C-9 

C-l, C-6 

C-6 

C-2 

C-3 

C-3, C-4 

Signature Requirements, DHS 7035A/C 

Signature Requirements, Me 220 

MANUAL LETIER NO.: 142 DATE: fEB 061995 
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INDEX 

SUBJECT 

SP-DED Addresses 

SSA Decisions 

Unsuccessful Work Attempts 

Work Activity Report 

Z-Cases 

SECTION 

C-7 

C-1 

C-2 

C-2 

C-B 

MANUAL lETTER NO.: II DATE: FE8 0 6 1995 INDEX-5 



-. 



MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

GLOSSARY OF ACRONYMS 

Aid to the Blind and Disabled 
Acquired Immunodeficiency Syndrome 
Administrative Law Judge 
Authorized Representative 

ABO 
AIDS 
ALJ 
AR 
ARC 
CCR 
CFR 
CWO 
CWDL 
DC 
DEA 
OED 
DHS 
DOB 
DOT 
DSS 
EW 
FP-DED 
HCFA 
HIV 
IHSS 
IRCA 
IRWE 
LASPB 

AIDS Related Complex 
California Code of Regulations (Title 22) 
Code of Federal Regulations 
County Welfare Department 
County Welfare Directors Letter 
Disabled Child 
Disability Evaluation Analyst 
Disability Evaluation Division 
Department of Health Services 
Date of Birth 
Dictionary of Occupational Titles 
Department of Social Services 
Eligibility Worker 
Federal Programs-Disability Evaluation Division 
Health Care Financing Administration 
Human Immunodeficiency Virus 
In-Home Supportive Services 
Immigration Reform and Control Act 
Impairment-Related Work Expenses 
Los Angeles State Programs Branch 
Medi-Cal 
Medical Consultant 
Medi-Cal Information Notice 
Medi-Cal Eligibility Branch 
Medj-Cal Eligibility Procedures Manual 
Notice of Action 
Omnibus Budget Reconciliation Act 
Oakland State Programs Branch 
Presumptive Disability 
Railroad Retirement Board 
Retirement, Survivors and Disability Insurance (Title II) 
Statewide Automated Welfare System 
State Disability Insurance 
Substantial Gainful Activity 
Share of Cost 
State Programs-Disability Evaluation Division 
Social Security Administration 
Supplemental Security Income/State Supplementary Program (Title XVI) 
Social Security Number 
Unsuccessful Work Attempt 
Veterans Administration 
Vocational Rehabilitation 
Workers' Compensation 

--------_._-_._---------------_ .. _---------------

Me 
MC 
MCIN 
MEB 
MEPM 
NOA 
OBRA 
OSPB 
PO 
RRB 
RSOI 
SAWS 
SOl 
SGA 
SOC 
SP-OED 
SSA 
SSI/SSP 
SSN 
UWA 
VA 
VR 
WC 

MANUAL LEITER NO.: 147. DATE: fEB 0 6 1995 GLOSSARY 
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22 C-1 -- REFERRING DISABILITY APPLICATIONS TO SSA OR SP-DED 

BACKGROUND 1. 

2. 

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, 01 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. 

NOTE: A chart at the end of this section identifies situations when a client is referred to SSA 
or SP-DED after/during SSA's decision on a disability claim. 

When a Medi-Cal application based on disability is accepted from client, optional form 
Me 017 fMC 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 

A. Guidelines For R!i!ferring Client To SSA 

SSA refers case to FP-DEO for a disability evaluation in the following !;ituations. (Refer 
to SSAfSP-OEO chart at the end of this section to determine when to refer client to 
SSA.) 

SSA Has Denied Disabi'lity 
Status Within The Previous 60 
Days 

Client must ask SSA to "reconsider" a previous 
denial action, as client has 61) days to appeal 
SSA's decision. CWO will dlmy the Medi-Cal 
application. 

If client has a reconsideration request pending 
with SSA, CWO will den'l the Medi-Cal 
application. 

SSA Has Denied Disability 
Status More Than 60 days But 
Within One Year Of Current 
Date 

1. Client must ask SSA to "reopen" the 
previous evaluation. At its discretion, 
SSA mayor may not "reopen" the 
claim. CWO will deny the Medi-Cal 
application. 

2. If client's same condit on has changed 
or worsened, CWO must refer client 
back to SSA. CWO will deny the 
Medi-Cal application. 

fEB 0 6 199~2C-1.1 SECTION: 50167, 50223 MANUAL LETTER NO.; 14 2 DATE: 
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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. 

SSA Denied Claim More Than 
One Year Before The Current 
Date 

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

B. Sp~ciai Handling Qf Federal PecisiQns 

The following specifies situations when CWD can rescind a prior Medi-Cal denial, after 
following the 1990 Regulations which require that a Medi-Cal application be' denied and 
client referred back to SSA. 

SSA Approves Disabt1ity After 
Originally Denying Claim 

CWD will RESCIND prior Medi-Cal denial and 
approve Medi-Cal, if otherwise elioibie. New 
application or referral to SP-DED not needed if 
SSA's disability onset date coincides with 
request for Medi-Cal coverage. 

If retro Medi-Cal is needed, send full packet. 
Include SSA award letter. In item 5 of 
MC 221, indicate initial Medi-Cal application 
date (before client was referred to SSA) to 
protect client's original filing date and specify 
"client was originally denied and referred to 
SSA for reopening" in Item 10 iComments 
section) of MC 221. 

NQIf: Request for retro onset must be made 
within one year of the month for which 
retroactive coverage is requested. 

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

The following are guidelines for determining who should and should not be referred to SP-DED 
for a Medi-Cal disability evaluation. IRefer to SSA/ SP-DED chart at the end of this section to 
determine when to refer claim to SP-DED after/during SSA's decision on a disability claim.1 

SECTION: 50167, 50223 MANUAL LETTER NO.: 14) DATE: FEB 0 6 199!f2C-1.2 
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A. Who Should NOT Be Referred To SP-DED 

Incapacity Or Pregnancy 
Verification 

Prior SP-DED Decision -
Disabled 

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 CWO 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 gJ:ARl Y does not 
meet other eligibility factors, such as state 
residence or resource limits, or if there are 
questions about other verifications. Otherwise, 
if OED packet is complete, send it while other 
eligibility factors are being verified. 

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

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

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

Do not refer clients to SP-[)ED who were 
denied disability status by SSA: 

Prior SP-DED Decision .. 
Not Disabled 

Other Factors Causing 
Ineligibility 

Refusal To Be Evaluated 

Prior SSA 
Disabled 

Decision-Not 

1. Within 60 days: refer to SSA for a 
reconsideration. 

SECTION: 50167. 50223 MANUAL lETTER NO.: 142 DATE: f£8.0 6 199~2C-1.3 
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B. 

2. 

3. 

4. 

Within 12 months: client alleges same 
condition worsened; does not allege a 
new condition; did not ask SSA to 
reopen claim. 

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

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

,-

Who SHQULD BE RQferred To SP-DED 

No Prior SSA Evaluation Client's disability has never been evaluated by 
SSA. 

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

Client's application for SSI 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. 

SSA Application Status Is 
Unknown Or Pending 

SSA Application Denied 
Because of Excess 
Income/Resources 

SSA Approved Claim 

SSA Denied Claim 1 . SSA denied claim within 12 months, 
alleges new condition not considered by 
SSA, has not reapplied with SS)lI. 

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 .. 

SECTION: 50167, 50223 MANUAL LETTER NO.: 142 DATE: fEB 0 6199522C-1.4 
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SSA Discontinued Claim SSA discontinued SSI benefit:, 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 cliem returns to apply 
for Medi-Cal disability. 

RRB determined Occupational Disability only. 

SSA Refuses To Reopen Claim 

Railroad Retirement Board (RRB) 
Disabl1ity 

Medi-Cal Denied Claim 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 SSI/SSP 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 ~JOT receiving SSI 
must have an independent evaluation of 
disability performed by SP-DED. 

IRCA allows certain undocurnented 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. 

OBRA provides restricted Medi-Cal benefits to 
aliens regardless of alien status. These clients 
must meet all eligibility requirements, including 
linkage. 

Former SSI Recipient, 65 Years 
Or Older 

In-Home Supportive Services 
(IHSS) 

Immigration Reform And 
Control Act (IRCA) 

Omnibus Budget Reconciliation 
Act (OBRAJ 

SECTION: 50167, 50223 MANUAL LETTER NO.: 142 DATE: FEB 0 6 199522C-1.5 
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SSA/SP-DED CLIENT REFERRAL CHART 

Items 5 to 5D 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. Dod Not Apply Q 5 - No X 

2. Applied Application Statu. Unknown or Pending Q 5 - V •• 
Q 5A - Unknown/Pending 

X 

3. AllowedlDeniB<1 DecIsion On Appeal 05 = Ve. 
Q 5A $ On Appeal 

X 

4. AIlOWB<1 He. 8M aw",d lett., proying current recoipt of bonafi, •. o 5A ~ Approved None None 

5. AIlOWB<1 Has 8M award I"tte, proving curran! receipt of benef,ts. 
Needs retro Madi-Cal. 

Q 5A ~ Approved X 

fl. DeniB<1 Has SSA letter proving darnsl basm::! on Income and/or 
resources, 

o 5A ~ Domed X 

7. Denied Den,ol w,lh," previous 60 davs 
reconsider the prevIous denial. 

D,d nol "sk SSA to o 58 = Date w,th,n 60 days. X 

8. Oen,ed 0.,".1 with,n 1 2 month •. Alleges WOf sq,ning ot iiame 
condItion. IProvide, proof, ,f condIt, on now meel. 
Presumptive Di.ablhty cfit8fia., Did not ask SSA 10 ,eopen 
previOUS denIal. 

o 58 = Dato w,lh," 12 months. 
a 5C : Vo. 

X 

9. Denied Denial within 1 2 months. Has SSA lottor pray,,,,, SSA 
r.fusal to reopen previous denial. 

Q 58 = Date w,th,n 1 2 months. X 

10. Denied Denial within 12 months. Alleges new condition n01 

considered by SM. Has nol reapplied wilh SSA. 
Q 58 3 Oat. withon 12 months. 
050 = Vos 

X 

11 Oenied Den,al within 1 2 mamhs. Does not allege new condition or 
worsening 01 same condition. 

a 5B = Date wlth,n 12 months. 
Q 5C/D- No 

X 

12. Demed De"i.1 over 1 2 month •. Sam. condition worsened. or has 
new mB<1ical problem not considered by SSA. Has not 
reapplied or appealed with SSA. I 

o 58 = D.t. over 12 months. 
a 5CIO = Yes 

I 

X 

13_ Denied Don,al ovar 12 months. No WOrSQfling of $ame condition, or 
has no new medical problems. 

a 58 = Dala ova, 1 2 months. 
Q 5CID = No 

X 

10/1194 

.-
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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 (SSI) 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: 

1. 

2. 

• 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 . 

.N.QH: These procedures .Q..Q..n.gj 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 3. 

A. SGA DETERMINATIONS 

The EW shall determine if client is performing SGA when client has narned 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. 

2. Determine: Whether there are impairment-related work expenses (lRWEs) or 
subsidies that can reduce earnings below $500. (A discussion of 
IRWEs and subsidies follows.) 

3. l21:!:1Y.: Claim if "net countable earnings" are over $500. 
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4. Submit: 

5. Alert: 

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. 

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. 

B. 

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 WQRK EXPENSES 

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

1 . $ 500 SGA Determination 

IRWEs 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, IRWEs 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 to go to work, and for medications needed to 
control a seizure condition. As "net countable earnings II 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 neod 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. 

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 'n-Hame 
Supportive Services allows a payment of $4.25 per hour, only $4.25 per hour 
should be aI/owed as a deduction. 
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3. Budg§ting Qf 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. 

After work ended: Deduct IRWE from the last month earned 
income is received. 

2. 
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4. IRWE Catl:!gories 

DEDUCTIBLE 

Attendgnt Care Servicfls 

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 also 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. 

NON DEDUCTIBLE 

Attendgnt Care Services 

• • Performed 
involving 

on non-workdays or 
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 DQ economic loss. 

• 

• 

Trgnsportgtion 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. 

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. 
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--_._._---_ .. ----------_ .•. 
DEDUCTIBLE NON DEDUCTIBLE 

Medical Devices 

Any device not used for a medical 
purpose. 

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

• 

Work-Related Eguipment and 
Assistan,~ 

One-handed typewriters, typing 
aids (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. 

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 

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

Re§iekntial Mogification§ 

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

Prosthesi$, 

Any prosthetic device that is primarily 
for cosmetic purposes. 

• 

• 

• 

Resigential ModifiCations 

Individual Employed Outside Home: 
Modifications to the house primarily 
intended to facilitate functioning in the 
home environment (e.o., 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. 

• 

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

• 
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DEDUCTIBLE 

Routine Drugs/Me.W,al Se.rvices 

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. 

Diagpostic PrQce.dure§ 

Objective of procedure must be 
related to the control, treatment 
or evaluation of a disabling 
condition (e.g., 
electroencephalograms. brain 
scans, etc.1. 

Non-Medical 
A PlJ.liances/Devike.s 

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. 

NON DEDUCTIBLE 

Routine Drugs/Medical Services 

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

• • 

Diagno§tic Procedures 

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

• • 

Non-Medical Appliances/Devices 

• • 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. 

Qthef Ite.ms/Services 

Medical supplies 
expendable nature 
incontinence pads, 
stockings, catheters). 

of an 
(e.g., 

elastic 

Qther Items/Se.rvices 

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

• • 

• The cost of a guide dog, 
including food, licenses, an 
veterinary services. 
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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 involye: 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 dec/ueted: 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 verifiec/: 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. NOTE: $800 is the non-exempt 
income for CWD use in computing client's budget. 

SPECIAL WORK CONSIDERATIONS 

If client is forced to stop working after a short time due to an impairment, the work is 
generally considered an unsuccessful work attempt (UWA) and earnings from that work 
will not show ability to do SGA. 

D. 

1. UNSUCCESSFUL WQRK ATTEMPT IUWAI REQUIREMENTS 

All of the following must be present for work to be considered an UWA: 

• there is a break in client's employment of 30 days or more, and 
• work lasted less than six months, and 
• work stopped due to client's impairments. 

2. EVALUATING UNSUCCESSFUL WORK ATTEMPTS 

The following are examples of possible situations which might be encountered 
when evaluating work activity. How the EW analyzes the situation and what 
action the EW takes are also provided below. 

--------- ------
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EXAMPLE A: Client worked from 12/1/92 to 6/30/94. Work stopped due 
to his impairment. He returned to work on 8/5/94 and stopped again on 
9/1/94. He applied on 9/2/94 with a request for retro back to 7/94. 

EW's Analysis 
• There is a break in employment of over 30 days between 6/30 and 815. 
• Work lasted less than six months from 8/5 to 9/1. 
• Work stopped due to client's impairment. 

EW's Actions 
• In Item 10 of MC 221, indicate"work after 6/94 is an UWA". 
• In Item 6 of MC 221. list retro months of 7/94 and 8/94. 

EXAMPLE 8: Client worked sporadically from 10/93 to 12/93, 3/94 to 4/94 
and 6/94 to 7/94 because of his mental illness. He applies on 7/10/94, asking 
for retro back to 4/94. 

EW's Analysis 
• There is a break in employment of over 30 days between each work 

period. 
• Work lasted less than six months for each employment period. 
• Work stopped due to client's impairment. 

EW's Actions 
• In Item 10 of MC 221, indicate "work prior to application is an UWA". 
• In Item 6 of MC 221, list retro months 4/94, 5/94 and 6/94. 

EXAMPLE C: Client worked until 5/30/94 and applied on 7/7/94, requesting 
retro onset to 4/94. CWO determined that client was engaging in SGA in 4/94 
and 5/94. In Item 6 of MC 221 that was sent to SP-OEO, EW Indicated "6/94 ", 
and indicated in Item 1 0 "client engaged in SGA in 4/94 and 5/94". On 
8/31/94, client reports a return to work for 8/94 only, but stopped because of 
her impairment. 

,-.. 

EW's Analysis 
• There is a break in employment over 30 days from 5/30 and 8/1 . 
• Work in 8/94 lasted less than six months. 
• Work stopped due to client's impairment. 

EW', Ar;tion' 
• Complete and send MC 222, OED Pending Information Update form to 

SP-DED. 
• Indicate in Item 9 that client's return to work in 8/94 was an UWA, and 

that client is no longer working. 
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E. NOTIFICATION 

1. Notifying SP-OED 

If CWO has evaluated client's earnings for SGA, CWO should include a copy of 
the SGA Worksheet (MC 272), or provide the necessary information in Item 10 
("Comments" Section) of the MC 221. 

If CWO has already sent the disability packet to SP-DED, and an SGA issue has 
been clarified, SP-DED should be informed of the evaluation of client's work 
activity via an MC 222, OED Pending Information Update form. 

2. Notifying Clienl 

If client's application 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 net 
countable 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: 50224 

F. FORMS 

1 . SGA Worksheel. Form MC 272 (Exhibit 1 ): 

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

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

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

Include copy of MC 272 (or other worksheet of CWO choice) in disability 
packet, and indicate in Item 10 of MC 221 what the results were regarding 
CWO's evaluation of client's earnings. 

Work Activity Report. Form 273 (Exhibit 2): 

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

PEP 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. 

2. 

3. 
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22 C-3 .- DETERMINING PRESUMPTIVE DISABILITY 

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 current month in which verification of the disabling 
condition is obtained. PD is NQI allowed for retroactive months. 

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

1. 

2. RESPONSIBILITIES OF CWO AND SP-DED 

A. ~ 

1. Medical Statement 
Provided 

If a medical statement from client's physician 
verifies the presence of a condition specified on 
page C-3.3 m!d. 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 "PO approved" box. 

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

2. If SP-DED Grants PD CWD should immediately process case and 
grant PD. 

Send a NOA discontinuing the PD. Client 
cannot receive continued benefits (aid paid 
pending) if a State Hearing is not requested 
timely. 

3. If SP-DED Denies Clsim 
After 8 PD Decision 

SECTION: 50167, 50223 MANUAL LETTER NO.: J 4 2 

,----,---,-.. ,-------
DATE: FEB 0 6 1995 22C-J.1 



MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

B. SP-DEP 

CWD Notification If CWO did not grant PO and SP-OEO 
determines that the client meets PO criteria, the 
appropriate CWO liaison will be contacted by 
phone. 

When SP-OEO requests that CWO grant PO, it 
will indicate in Item 16, "Basis For Decision" 
section of the MC 221: "PO decision phoned 
to CWO 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 
CWO liaison as verification that PO was 
granted. 

2. MC221 

3. Formal Decision Made SP-OED will process case as quickly as possible 
to make a formal determination. 

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

_ .. __ ._---------
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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. 

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

A. BACKGROUND 

Section 50177 of Title 22 of the California Code of Regulations requires CWOs 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. ~, et al (Radcliffe) lawsuit specified that: 

• 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 CWO if a disability packet has 
not been sent to SP-DEO by the 80th day from the date disability or blindness is 
al/eged. 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. CQMPLETING THE MC 17~ 

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-DEO. The status 
letter provides check blocks and blank spaces for completion by CWD. 

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

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

• For you to respond to our request to come into the office; 
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• For you to contact your eligibility worker RIGHT AWA Y because your disability 
form(s) is not completed correctly; and 

• Other. (Specify reason(s) in space provided.) 

C. WHEN THE Me; 179 IS USEQ 

County .M..!.lS.! 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 CWO knows that the packet will not be 
sent by the 80th day, or 

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

4. If CWO received a letter from SP-DED that the MC 179 was missing when 
SP-DED received the referral packet on the 86th day or later. 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. SENQ e;OPY QF Me; 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 CWO has a returned disability packet. 

Check box in item 10 ofthe 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 form letter (OX 9 from Oakland 
Branch or LAX 9 for LA Branch) which informed CWO 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 Me; 220 IS USED 

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 (ARCI 
patients. 
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8. QNE Me 220 PER TR~ATING SQURCE 

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. 

HQW TQ CQMPLETE THE Me 220 C. 

1. QQ.: 

2. Do NQt: 

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 Me 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 CWO. 

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-OED. 

Send Me 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. 

3. DQ NQt: 

4. DQ NQt: 

5. DQ NQt: 

6. QQ.: 
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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 196, the minor (who has attained the age of 12) must sign the 
release. 

Special considerations on handling MC 220s are as follows: 

. 

1. Client Ha§ A Guanjian Or Con§ervator 

2. 

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

The Client Is Incomgetent Qr Physically Incagable of Signing 

Enter 

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 Qnly Sign With A Mark 

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

• Signature or mark of client; 

• Client's name. written next to the "X" or symbol; 

• Signature of witness. N.QIf: Witness signatures with an "X" or other 
unrecognizable symbol are not acceptable; and 

• Relationship of witness to client. 

E. AUTHORIZED REPRESENTATIVE JAR) 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. 
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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. 

NQIf: If a case is pending in SP-DEO, DO NOT use the MC 221 to update SP-DED 
regarding any changes or to provide new information. Use MC 222 - OED 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 

Items 1 to 4, and 7: 

Item 2: 

Provides vital information on the applicant. 

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

The month, lli and year must be provided. For APPLICANT, Item 5: 
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. 

Item 6: 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-OED. Attach 

Item 8: 

Item 9: 

Item 10: 
additional sheets or forms, such as the OHS 7045 (Worker 
Observation form), as needed. If additional sheets or forms are 
attached, check "See Attached Sheet" box. 
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.MQIf: If MC 179 is attached, check "90 Day Status Letter 
Attached" box. If Presumptive Disability (PD) was granted, 
check the "PD Approved" box. 

CWD worker information and date sent must be clearly 
identified. 

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. 

NQll: If SP-DED forwarded a packet to another Branch to "equalize" its caseload, a 
box at the bottom of form ("Oakland" or "LA ") will be checked to specify the Branch 
to which jurisdiction was transferred. A copy of the MC 221, with one of the boxes 
checked, will be sent to CWD by the receiving Branch ONLY if a case is "equalized". 
This alerts CWD that the case is assigned to a Branch other than the one to which a 
packet was sent. 

MC 222 LA/MC 222 OAK -- OED PENDING INFORMATION UPDATE 

Items 13 to 20: 

Items 11 and 12: 

5. 

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. CHANyES TO REPORT TO SP-DER 

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); 
4. Withdrawal of application; 
5. Cancellation of Authorization for Release of Information (MC 220) by client; 
6. Death of client; 
7. Receipt of new medical evidence (attach new medical evidence to MC 222); 
8. Availability of interpreter (provide name and phone number); 
9. Change in EW; and 

10. Any other pertinent information which affects SP-DED's actions on a pending 
case. 
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6. MC 223 -- APPLICANT'S SUPPLEMENTAL STATEMENT OF FACTS FOR 
MEDI-CAL (ENGLISH/SPANISH) 

The MC 223 helps SP-DED obtain a clear and accurate picture of client's disabling condition(s). 
Client should identify AU. 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 .M.U.SI 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 SP-DED. 

It is extremely important that client inform CWO if there was an SSA disability decision 
in the past, or if there is a current SSA disability claim or appeal pending. 

B. OUESTIONS WHICH PERTAIN TO AN SSA DECISION 

Ouestions 5 through 50 help CWO decide whether to deny an application for Medi-Cal 
based on disability and refer client to SSA, or whether to refer client to SP-DED for an 
independent disability decision. 

C. HOW TO COMPL~TE 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. 

Parts I and II below, Personal and Medical Information, should be completed by client as much as 
possible. Any corrections should be initialed. CWO staff should write any information which may be 
helpful for case processing in margin designated as "County Use Only". 

PART 1 - PERSONAL INFORMATION 

Item 1a 

Item 1b 

Provide full name. 

Include Social Security Number. If none exists, indicate "Pending" on "N/A" 
(applies to all cases). DO NOT leave blank. 

Specify month, day AND year of birth. 

Provide all known alias(es). 

Specify if male or female. 

Provide height in feet and inches, and weight in pounds. 

Item 1c 

Item 1d 

Item 1e 

Item 1f-g 
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ItfHTI 2l1-b 

Item 3 

Provide residence address. Specify mailing address if different. 

Provide area code and phone number. Indicate if there is no phone or if there 
is a message number. Specify best time to call. 

Indicate if English is spoken; if not, specify language spoken. If interpreter is 
available, indicate name, phone number and best time to call. 

ItfHTI 48-b 

PART II - MEDICAL INFORMATION 

ItfJm 5 Indicate if client applied for Social Security or Supplemental Security Income 
(SSI) disability benefits within the past two years. 

NOTE: CWO will review client's responses to Items 5-5d. 

• If .:nsL., submit disability packet to SP-OEO. 

• If ~, consider the following questions on client's SSA disability 
claim: 

• 
• • 
• • 

did SSA approve claim? 
did SSA deny claim or is status unknown or pending? 
was decision made within or more than 12 months of the Medi­
Cal application? 
was SSA' s denial appealed? 
has client's condition worsened or have new medical problems 
developed? 

If ~, refer to the following chart which specifies whether case 
should be referred to SSA or SP-OEO. If client is referred to SSA, CWO 
will deny the disability application and issue denial NOA, MC 239 SO 
(3/92), and Important Information Regarding Your Appeal Rights - Social 
Security Information, MC Information Notice 13 (3/92). 

• 

-
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SSA/SP-DED CLIENT REFERRAL CHART 

Items 5 to 50 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-OEO. The following chart helps to identify 
where the claim should be referred. 

CLIENT STATUS SITUATION OUESTIONS AND ANSWERS SSA SP-OED 

" Did Not Apply 05 = No X 

2, Applied Application StatuI Unknown or P .... ding 05 m; Yes 

a 5A - Unknown/Pending 
X 

3. Allowed/Denied o.oi.ion On Appeal 05 .. Ves 
a 5A .. On Appeal 

X 

4. Allowed Has SSA award laUar proving current raoeipt of benefit •. a 5A .. Approved None None 

5, Allowed Hal SSA award leUe, proving current reoeipt 01 benefits. 
N_ds retro Medi-Cel. 

a 5A .. Approlled X 

6. Denied HilI SSA lettllr proving deni.I based on incoma and/or 
resouroes. 

a 5A- Denied X 

7. Denied Denial within previous 60 days. Did not ask SSA to 
reconsider the previous denial. 

a 5B .. Date within 60 days, X 

8. Denied Oerual within 12 months. AII .. ge. worsening of .am .. 
oondition. (Providas proof. 'f condition now m .... t. 
Presumptiv .. Disability criteria,) Did not ask SSA to 
reopen previoul dani.1. 

a 5B = Date Within 12 
months. 

a 5C = Yes 

X 

9. Deni .. d Denial within 12 months. He" SSA I .. tte, proving SSA 
,elualll to reopen prell;oua denial. 

a 58 .. Oat .. within 12 
month •. 

X 

1O. Deni .. d Denial within 1 2 month •. Allegn n .. w condition not 
consider .. d by SSA. Hes not r .. appli .. d with SSA. 

a 5B .. Date within 12 
months. 
050 .. Ve. 

X 

11. Denied O .. niel within 1 2 month •. [X,es not all .. ge n .. w condition 
Of worsening of 8ame condition. 

a 5B = Oat .. within 12 
month •. 
a 5C/Oa No 

X 

12. Deni .. d Denial 0"8r 1 2 monthe. Sarno condition worsened, or 

has n .. w medical probl .. m not consid .. r .. d by SSA, Has 
not reapplied or appealed with SSA, 

a 5B = Date 0118' 12 months. 

a 5C/D "" Ve. 
X 

13. Deni .. d Denial o\ler 12 months, Ne wors .. ning of eame 
aondition, Or ha. nO new medi.,.' problems. 

a 58 "" Date ove, 12 months. 
a 5CtD m No 

X 
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Item 6 Indicate all medical problems that prevent work activity or limit daily activities. 
Specify when they started and attach additional pages if needed. 

Indicate any CLINIC OR HOSPITAL where treatment was received in last 12 
months. Enter COMPLETE name(s) and address(es), including zip codes. 
Include current phone numbers including area codes. Enter patient, clinic or 
member numbers when applicable. (If treatment received at additional clinics 
or hospitals, complete page 8.) Complete MC 220 (7/93) for every treating 
source identified. Check box in county use margin to ensure that MC 220s 
have been completed. 

~; CWO will state if information is unobtainable despite diligent efforts on 
address line or in right margin, or it will appear that it was inadvertently omitted. 
PO NOT leave blank. 

Specify any DOCTOR seen OUTSIDE OF the clinics or hospitals listed in 
items 7-8, including one who is out of county/state. Enter COMPLETE name 
and address including zip codes, and current phone number with area code. 
Complete MC 220 (7/93) for every treating source identified. Check box in right 
margin to ensure that MC 220s have been completed . 

.NQI.f: CWO will state if information is unobtainable despite diligent efforts on 
address line or in right margin, or it will appear that it was inadvertently omitted. 
PO NOT leave blank. 

Enter all testing performed and give COMPLETE name/address of facility and 
date of test. If others were performed but names are unknown, enter "unknown 
test" in "Other". Complete Me 220 (7/93) for every treating source, if not 
identified previously in items 7-9. 

If additional treatment was received or testing performed in last 12 months, 
complete page 8. Complete MC 220 (7/93) for every treating source, if not 
identified previously in items 7-9 . 

.NQI.f: CWO will check box in right margin to ensure that MC 220s have been 
completed. 

List third party sources who know about the medical condition(s), as SP-DED 
may need to contact them. 

Indicate willingness to go to additional medical examinations which may be 
needed and which will be paid by the state. 

Items 7-8 

Item 9 

Item 70 

Item 71 

Item 12 

Item 73 
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PART III - SOCIAL AND EDUCATIONAL INFORMATION 

Item 14 Indicate what daily activities are participated in and how they are 
affected by the medical condition(s). This is helpful to SP-DED, 
especially in mental or emotional disorders. 

Item 15a-c Indicate highest grade or if GED completed, when it was completed, or 
if special education classes were involved. 

~: CWO will indicate any inconsistency noticed by notating it in 
right margin or in "Comments" section of MC 221 (e.g., client indicates 
an eighth grade education but has significant difficulties in reading, 
writing or understanding). 

Item 16 Specify if there was work activity within last 15 years. 
complete Part IV. 

If "yes", 

PART IV - WORK HISTORY 

Item 17 Enter job title. dates worked and job description. If no description is 
provided, SP-DED will use the job description in the Dictionary of 
Occypationill Tit/es. 

Highlights Of What To loeludeln ./Qb Description: 

• 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 

PART V - SIGNATURE AND CERTIFICATION 

• Enter proper signature(s) and current date. 

~: CWO will provide client three extra MC 220s (7/93) for client's signature only. 
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7. MC 239 SO -- MEDI-CAl NOTICE OF ACTION - DENIAL OF BENEFITS DUE TO 
A FEDERAL SOCIAL SECURITY DISABILITY DETERMINATION 
(ENGLISH/SPANISH) 

If the following exist, SP-OEO is not allowed to make an independent decision and CWD must 
complete MC 239 SO to notify client that case is denied. 

• SSA has denied a disability claim on the same condition(s) which is (are) alleged on the 
Medi-Cal application based on disability A.N.Q the application is within 12 months of the 
SSA denial AND client has a worsening of his/her condition. 

• The Medi-Cal application based on disability is within 12, or more than 12 months of the 
SSA denial 8N.Q client has no changes or new condition(s). 

8. MC INFORMATION NOTICE 13 -- IMPORTANT INFORMATION REGARDING 
YOUR APPEAL RIGHTS/SOCIAL SECURITY INFORMATION (ENGLISH/SPANISH) 

This notice is used in conjunction with Medi-Cal Notice of Action, MC 239 SD. It informs client 
of the following: 

• Appeal rights through SSA, 

• Information regarding SSA reconsideration/reopening, 

• Circumstances in which SP-OED cannot make an independent disability determination, 

• Circumstances in which SP-DED is allowed to make an independent disability 
determination, and 

• Circumstances in which client is allowed to file for a state hearing. 

,-
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9. MC 272 -- SGA WORKSHEET 

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

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

Compute allowable Impairment-Related Work E'xpenses (lRWE is explained in 
detail in Article 22 C-l -. Determining SGA) and deduct from gross earnings. 

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

"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. 

Section /I 

SBCtion III 

SBCtion IV 

10. 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. 

Items 1 to 8 

Item 9 

Applicant completes these items. 

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

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

11. 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: 

• MEDI-CAlllAISQNISI FOR DISABILITY ISSUES, or 

• MEDI-CAL lIAISON/S) FQR QUARTERLY STATUS LISTINGS FOR PENDING AND 
CI-QSEO OISABILlTY 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. 
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12. 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, CWO processes case under Presumptive Disability (PO) criteria. 

Aoicle 2Z C-2 -- Determining Pre§ymgtiv§ Qi§ijbility discusses in detail how this form is used 
and evaluated. 

DHS 7045 -- WORKER OBSERVATIONS - DISABILITY 

CWO staff should use form to record comments on an individual's physical, mental, and/or 
emotional problems. If DHS 7045 is not used to record observations, CWO should provide 
observations in Item 10, "County Worker Comments" section of Me 221. Article 22 C-4 -­
Providing CWO Worker Qbs~rvijlions 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. 

13. 
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OF FACTS FOR MEDI·CAL 
COUNTY USE ONLY 

County N_beriAid Code/Cue N_ber 

- -PART I-PERSONAL INFORl\1ATION 

111.. Applicant name (Last, First, MIl lb. Social Security number IIC. Date of birth 

- - I I 

Id. Other name(a) used (Last, First, MIl leo Sex 
a Male 
a Female 

If. Heig~~ 
Feet 

Inches 

Ig. Weight 

Pounds 

APPLICANT'S SUPPLEMENTAL STATEMENT 

2a. Home II.ddress State ZIP code 

2b. Mailing address (jf different) City State ZIP code 

I 3. Daytime telephone number 

<--.l 

Check if: 
aNoPhone 
a Measage Phone <-.J 

Beat time to call 

4a. Do you apeak Ena:lish? 14b. Do you have an I lfYES, interpreter'. name: 
I interpNter? 

aYes If YES. go to Part II I aYes o No 

o No If NO, what language(s> do you .",.ak: Interpreter's phone number: 

<-.J 

Beat time to call 

PART II-MEDICAL INFORMATION COUN'1'Y USB ONLY 

5. Haye you applied for Social Security Disability or Supplemental Security Income (SSl) Disability 
benefits in the past two (2) years? 0 Yes o No 

If YES, pie ... answer the following: 

11.. Wsa/ls your Social Sec:urity or SSI Disability application: 

o Approved? o Denied? o Pending? o OnAppeal? o Unknown? 

b. If approved or denied. give the date of tbe most ..-nt decision on your Social Sec:urity or SSl disability 
application: 

c. Has your medical problem(.) wo .... ned .mce the date in lib above? DYes o No 

If YES. pl_ explain: 

d. Do you have any NEW medical problem(a) aince the date in 5b, above, which you did NOT have wben 
your Social Security or SSI diaability deeiaion was made? 

DYes ONo If YES, what medical problem(.)? 

6. WI; all medical problema (pb)'lllcal. mental or emotional) that keep you from working or taking care of your personal needa. 
<Plaue atte.cb additional sheet, if~.) 

MEDICAL PROBI..EM(S) WUENDmrr 
START !MonthlY •• r) 

tIC .... , 
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7. Have you received care in a clinic or hospital for your illness(es) or injury(ies) in the last 
12 months? DYes o No 

If YES, please fully answer the following: 

COUNTY USE ONLY 

Me 220 Signed 

0 

:-'. ame of clmic'hosp,tol 

Pal.Jenllc:llrlle 01" member number ClinlClhOilpitaJ wlephone number 
( ) 

N am. of cIoctor(al Men 

ADDiE IS of clilliclhoapita.l (number. -to lUite) City Scate ZIP code 

DatefU1lC:_n Date IIUIl _n Oaw of ntIU appointment 

Reuon far t.he viaiUe) 

Did you stay in the hospital overnight? DYes o No 

If YES. date(s) entered: date(s) left: 

Were you aeen in the emergency room? DYes o No 

If YES. date(s) eeen: 

List ALL medicines received: 

List ALL treatments received and the dates the treatments were received: 

8. List any additional clinic or hospital where you have been Hen in the last 12 months. 

Me 220 Signed 

0 

N ... 'iil~ 

Pat.ienllclinic 01' _ber __ ber CliIIiCllICiIIPitaJ ~hone 
( ) 

n_ber 

N_ or doccortal.." 

ADDRBli or ~itaJ ZIP code Scate City (_bar, 1I&nIIt, ute) 

Oaw firIt_n IOatHut_n Date of lUlU appointment 

Reuon '01' t.he Yilit(l) 

Did you ltay in the hospital overnight? 0 Yes o No 

If YES, date<a) entered: date(a) left: 

Were you Hen in the emergency room? DYes o No 

If YES, date(a) eeen: 

Lilt. ALL medicin .. NCeived: 

Lilt. ALL tNatments received and the ciates the tnatmeuta were received: 

1f"ou. Iuwe bnn .... n at addItional cllnia or hospilala 
In liw lui 1.1 IRonia, eomp"'.1HIIJfI8. 

I 

I I 

I 

I 
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9. Have you been seen by any doctor outside of the clinic(s) or hospital(s) you have already 
Uated in the last 12 months? a Yes a No 

If NO, gv to number 10. If YES, please fully answer the following, if more than one doctor was seen 
please complete page 8 for all additional information: 

COUNTY USE ONLY 

Me 220 Signed 

0 

:'ame of cloctorlSi 

Patien&lclinic or member number IDoctor" telephone number 
( ) 

IIddrwe of cIoctor (number, _to Il'Uite) City State ZIP code 

I Date of nut appointment 
! 

IDatel_-Date f\:rfi -., 

Beuom for tha mitts) 

List ALL medicines received: 

List ALL treatments received and the dates the treatments were received: 

10. Please list below if you have had any oftbe following tests in the last 12 months. Be sure to check 
yes or no next to each test. (IF ADDRESS OF DOCTOR, CLINIC, OR HOSPITAL WAS GIVEN 
ALREADY, LIST ~ THE NAME AND DATE.) 

Me 220 Signed 

0 

TEST 
PERFORMED 

(UG) 
~ 

YES NO I 
NAME AND ADDRESS or OFFlCE, CLINIC. 

OR HOSPITAL WHERE TEST WAS COMPLETED 
DATE 

(MOIYRI 
Name 

AdA:Irae (number, .treet, Il'Uitel 

ZIP Code State I City 

TNMaW 
( ........ bMrtWst) 

Name 

Acldreee (number. _t, euitel 

ZIP Code Stete City 

Me 220 Signed 

0 

I C ..... X·ray 

l.Name 

I Addreu (number •• treat, euitel 

ZIP Code State City 

Me 220 Signed 

0 

B .... UaiD.T .. t 
!PFTl 

Name 

Acldreee (number, .treat, euitel 

ZIP Code Stete City 

Me 220 Signed 

0 

BIoodTwta 

Name 

AdA:Irae (number. _t, euitel 
Me 220 Signed 

0 
City State ZIP Code 

Otber 
(&p.Ify) 

Name 

Me 220 Signed 

0 
AdA:Irae (number. _to Il'Uite) 

• City State ZIP Code 

Pege 3 of8 
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11. Have you had any other medical treatment or testing in the past 12 months? DYes 0 No 

If NO, go to number 12. 
If YES, complete page S. 

CO(JNTl' USE ONLr 

12. Is there anyone else (a friend, relative, social worker. rehab counselor. attorney, physical therapist, 
etc.) we may contact for information regarding your illness or injury and how it limits your daily 
activities or keeps you from working? 0 Yes 0 No 

If YES, please list below: 

lilame 

Addntu t\'lumber •• b'eet. 1II1\.e) 

I Relation.hip to you Telephone \'lumber 
( ) 

.Name 

Ac:\cINu (\'lumber •• treet. illIte) 

telepoone number 
( ) 

Relationship to you 

NlUlle 

AC:\o:Intu l\'lumber. Itreet, lUlU! 

Telephone number 
( ) 

Relationlhip to you 

13. You may be asked to go to additional medical examinations to help evaluate your medical 
problem(s). (These examinations are free to you.) 

Are you willing to go to additional medical examinations if needed? 0 Yes 0 No 

PART III-SOCIAL AND EDUCATIONAL INFORMATION 

14. Describe your daily activities and tell us how much your condition limits your activities. 

15. Describe your educational background. 

a. Check the highest grade you finished in school: 

01020304 Os 06 07 Os 09 010 011 
o 12 or 0 GED (same as fmiahing 12th grade) 012+ 

b. When finished? Monthlyear: 

c. Did you take special education classes? 0 Yes 0 No 

16. Have you done any type of work for more than 30 days during the last 15 years? (This includes 
work done in another country.) 

DYes ONo 

UNO, skip Part IV, go to Part V, page 7, for your signature. 

If YES, answer Part rv, page 5, beginning with number 17. 

I 

I 
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PART IV-WORK HISTORY COUNTY USE ONLY 

17. Deseribe all of the jobs you have done for at least 30 days during the last 15 years. Start with your most 
recent job. (If you had more than two jobs, ask your county worker for additional pages.) 

a. Job title I 1 )'"Pe of Dualnes~ 

I 
Dates worked (lDonthlyear) 

F",,,,; To; 

i Houri per week 

I 

Rate of pay Per hourlwlumo 

DESCRIPTION OF THE JOB IThis is what I did and how I did it) 

These are the tools, machines, and equipment I used: 

I took this long to learn the job: day(s) or month(s). 
I wrote, completed reports, or performed similar duties: o Yes o No 
I had supervisory responsibilities 0 Yes o No 

PHYSICAL ACTMTY Circle One 

I walked this many hours in an average workday: 0 1 2 3 4 5 6 7 8 

I stood this many hours in an average workday: 0 1 2 3 4 5 6 7 8 

1 sat this many hours in an average workday: 0 1 2 3 4 5 6 7 8 

I climbed this much in an average workday: 

o Never o Occasionally o Frequently o Constantly 

I bent over this much in an average workday: 

o Never o Occasionally o Frequently o Constantly 

Heaviest weight I lifted: 010lbs 020lbs 050lbs DOver 100 Ibs 

I often lifted/carried up to: o 10lbs 020lbs 050lbs DOver 100 Ibs 

Did you have any of your current medical problem(s) when you performed this 
job? 0 Yes o No 

If NO, and you have had NO other jobs go to Part Y, page 7, for your signature. If NO, but you 
have had other jobs, go to 17b, next page. If YES, please complete the following information. 

Name of medical problem(s): 

Did your employer make special arrangements (such as extra breaks, special equipment, change 
in job duties, etc.) so you could continue to work? 0 Yes o No 
If YES, describe the special arrangements made: 

Did you have to stop working because of your medical problem(s)? 0 Yes o No 

If YES, when? Month Day Year 

Have you done any other work for more than 30 days during the last 15 years? 0 Yes o No 

If NO, go to Part Y. page 7 for your signature. If YES. continue on 17b, next page. 

Page 5 of 8 
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LtJl.\A I \...~")J \~ •• 17. b. Job tiUe i ype oj QUalne.6 

n.tee worked (monthiyear) 

From· T ~) 

Houra per week Rate of pay 

DESCRIPTION OF THE JOB (This is what I did and how I did it) 

Per hourlwklmo 

These are the tools. machines, and equipment I used: 

I took this long to learn the job: day(s) or monthCs). 
I wrote, completed reports, or performed similar duties: DYes o No 
I had supervisory responsibilities 0 Yes o No 

PHYSICAL ACTlVlTI' Circle One 

I walked this many hours in an averagv workday: 0 1 2 3 4 5 6 7 8 

I stood this many hours in an average workday: 

I sat this many hours in an average workday: 

I climbed this much in an averagv workday: 

::l Never 

I bent over this much in an average workday: 

0 1 2 3 4 5 6 7 8 

0 1 2 3 4 5 6 7 8 

o Occasionally o Frequently o Constantly 

o Occasionally o Frequently o Constantly o Never 

Heaviest weight I lifted: 

I often lifted/carried up to: 

Did you have any of your current 
job? 0 Yes o No 

If NO, and you have had NO other jobs 
have had othc~ jobs. ask your county 
following information. 

Name of medical problem(s): 

Did your employer make special arrangements (such as extra breaks. special equipment, change 
in job duties, etc.) so you could continue to work? 0 

If YES, describe the special arrangements made: 

Yes DNa 

go to Part V, page 7, for your signature. If NO, but you 
worker for additional pages. If YES, please complete the 

o 10 lbs 020lbs 0501bs DOver 100 lbs 

o 10 lbs 020lbs 050lbs DOver 100 lbs 

medical problem(s) when you perfonned this 

0 Yes o No 

Year 

Did you have to stop working because of your medical problem(s)? 

If YES, when? Month Day 

Have you done any other work for more than 30 days during the last 15 years? 0 Yes o No 

If NO, go to Part V, page 7 for your signature. If YES, ask your county worker for additional 
paps to complete. 

Me ...... , Peg.' of 8 
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PART V-SIGNATURE AND CERTIFICATION 

I declare under penalty of pet:jury under the laws of the United States of America and the State of California that the 
information contained in this Supplemental Statement of Facts is true and correct. 

Signature of Applicant 

• 
Date 

Signature of Witness (If applicant signed with a mark) 

• 
lJate 

Signature of person helping applicant fill out the form Date 

• 
You will need to sign an authorization for release of information for 
each clinic. hospital, and testing facility that you list and for each 
doctor you saw outside of a clinic or hospital. Your county worker will 
provide you with additional forms which you will need to sign. 

Page 7 of 8 
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Continued answer(s) to question(sl number 8 on page 2, number 9 on page 3, and number 10 on page 
3. If you need more room, please ask your county worker for additional pages to complete. 

List any additional clinic Dr hospital where you have been seen in the last 12 months: 

COUNTY USE ONLY 

Me 220 Signed 

0 

Name of elinic/hoapital 

( 

Patlent/chme or member number ICi1ruClh08PltaJ telephone numD"r 
) 

Name of doctor(a! seen 

ADDRESS ofeliniClhoapitailnumber. atreet. luite) City State ZIP code 

I Date of next appointment I Date lut Men Datefintaeen 

Rall80n for the 'Viait(.! 

Did you stay in the hospital overnight? ....J Yes o No 

If YES, date(s) entered: date(s) left: 

Were you seen in the emergency room? ::l Yes o No 

If YES, date(s) seen: 

List ALL medicines received: 

List ALL treatments received and the dates the treatments were received: 

List any additional doctor you saw outside of the clinic(s) or hospital(s) you have already listed: 

Me 220 Signed 

0 

Name of doctor(5) 

I Doctor', telephone number 
I ( ) 

Pabenllelinie or member number 

Nama of doctorl.) seen 

ADDRESS of doctor (number, 8treet, auitel City State ZIP code 

I Date of next appointment I Date l .. t .... n Dete flnt aeen 

He...,n for the nait,s) 

List ALL medicines received: 

List ALL treatments received and the dates the treatments were received: 

List any additional tests you have had in the last 12 months: 

TEST PERFORMED 
NAME AND ADDRESS OF OFFICE, CUNJC, OR HOSPITAL 

WHERE TEST(S) WAS COMPLETED. 
DATE 

(MOlYRl 

Me 220 Signed 

0 

Me 220 Signed 

0 

Name 

"""'- IIIWIlber, _I., ",alle) 

City 8lata ZIP""". 

N ..... 

"""'- '"W1lDer, "Ine!., IlU.ital 

ZIP""". Illata City 

Page B 0'8 
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MEOI·CAL 
NOTICE OF ACTION 

(County Stamp) 

DENIAL OF 
BENEFITS DUE TO A FEDERAL 
SOCIAL SECURITY DISABILITY 

DETERMINATION 

L 
Case No: _________ _ 

District: __________ _ 

Denial for: _________ _ 

(Names) 

r 

L 

Your application for Medi-Cal dated ______ has been denied. 

You have been denied because ot the following reasons: 

Federal disability rules do not allow us to make a separate disability determination it any ot the conditions 
below apply to you. The State must use the Social Security Administration's (SSA) disability determination 

under the conditions listed below 

The State has no authority to review your disability status il SSA denied your SSA and/or SSI disability claim 
through the SSA medical review process. 

You claim the same disabling condition considered by SSA 

Your Medi-Cal application based on disability is within 12 months of the date that SSA and/or SSI determined 
that you were not disabled. and you now claim that your condition has gotten worse or changed. 

Because your disabling condition has worsen, ~ Ml.lSI ~ :t.Ql,j! ~.aSA ~ tor your case to be 
reconsidered or reopened. (SEE SSA APPEAL RIGHTS ON ADDITIONAL PAGE.) 

(II SSA REFUSES to reconSider or reopen your case, you may come back to the county and reapply for Medi­

Cal.) 

(You may also apply for Medi-Cal if SSI denied/discontinued your claim for reasons other than disability,) 

This section is required by TiUe 42 of the Code of Federal Regulations, Part 435 and California Code ot 
Regulations, Title 22, Sections 50005, 50006, 50167 and 50223 

IF YOU BELIEVE THAT THE DECISION TO DENY YOU THE RIGHT 
TO FILE A MEDI-CAL APPLICATION WAS INCORRECTLY MADE, PLEASE SEE 

THE BACK OF THIS NOTICE REGARDING YOUR RIGHTS TO APPEAL 
THIS ACTION WITH THE STATE 

(Eligibility Worker) (Phone) (Dated) 

Me 2311 SO 13/92) 
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YOUR HEARING RIGHTS 

To .... k For. State Hurlng 

The nght side of this sheelleKs how, 

• You onl\l have 90 days to aSK tor a hea"~8 
.. IOlt:::tv oays staneo ttl'" U>.lW a;I'I:f, .... ~ ;.1( ... ,,1.,.. .... \"'''> " .... 

HOW TO ASK FOR A STATE HEARING 

The be •• wey 10 •• It lor. he.rlngl. '0 till outlhl. p0098 .nd aend or 
.. lie 1110: 

• You nave a much shOl'1er time to ask for a neartng n you 
want to keep your same benefils You may also cali 1-800-952-5253, 

HEARING REQUEST 

I want a nearing because of an actIOn by the Welfare Daoanment 
_ Counly al>Out my 

To K"p Your Same BenellIa While You Wall For • Hearing 

You musl ask for a hearing before the action takes place, 

• Your Cash Aid will slay the same unlil your heanng 
• YOUf Medi-Cal Will stay the same until vour hea"";1 
• 'rour Food Stamps will stay Ine same unllitne heanng or tne 

end of your certificetlon period, whIChever IS earlier, 
• K the heanng decisIOn says we are right, you will owe us tor 

any eXira cash aid or tood stamps you got. 

of 

o 
o 

Cash Ac ::l Food StamDs __ ' Med.-Cal 

Other (hst) _____________ _ 

Here'. why: _________________ _ 

To Ha". Your Bene'it. Cut Now 

If you want your Cash Aid or Food Stamps cuI while you wart 
tor a heanng, check one or both boxes 

[J Cash Ale 

To Gat Help 

Food Slamps 

You can ask about your heanng nghts or Iree legal aid at the 
stale InformallOl1 number. 

can toll free: 
" you are deat and use TOO call: 

1-800-952-5253 
1-800-952·8349 

" you don' wanl 10 come 10 the healing alone, you can bring II 

'nend, an attorney or anyone else, You must gel the other 
penon youraeH 

You may get free legal help at your local legal aid office or 
weWara IIghlS group, 

I will bring this oarson to Ihe healing to help me 
(name and address, d known): 

OUWlnformatlon 

Child Support: The District Anorney's all Ice Will heip you 
collect child support 8Y8n H you are not on cash B.d. There is no 
cost for thts help, II they now collect child support f()r you, Ihey 
will keep dOing so unless you !ellthem in writing to slap. They 
will send you any currant sUpp.Jrt money collecled They will 
keep put due monay collected that is owed to the county. 

family P,annlng: Your welfare ollice will give you information 
when you ask . 

.... m' File: If you ask for a hearing, Ihe Stata Haaring Office 
will sal up a file. You have the nght to sae this file. The State 
may give your "ie to Ihe Welfare Department. the U.S 
Department-of Haalth and Human Service. and lhe U,S, 
Department of Agriculture, (W & I Code Section 10950) 

"IOCO<I 

I need an interpreter at no cos. 
10 me, My language or dialect is: ___________ _ 

Mynarne 

Address 

Phone: ____________________________________ __ 

My signature: ___________________ _ 

Date: __________________________________ _ 
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NOTIFICACION DE ACCION 

DE MEDI·CAL 
NEGACION DE BENEFICIOS 

DEBIDO A UNA DETERMINACION 
FEDERAL DE INCAPACIDAD DE LA 

ADMINISTRACION DEL SEGURO SOCIAL 

(Sello del Condado) 

L 
No. del Cuo: _______ _ 

Distrito: 

Negacion para: _______ _ 

(Normres) 

r 

L 

Su aoIicitud para Medi-Cal de tacha ______ ha sioo nagada. 

S. Ie ha negaOO debido a las siguientes razones: 

I.as normas federal .. sobre incapacidad no nos permiten haeer una determinaciOn de incepacidad por 
....,..00 ai alguna de las condiciones siguientea, .. pertinenta a usled. EI estado tiene que utilizar la 
c:tetarminaci6n de Ia Administraci6n del Seguro Social (SSA) sobre incapaciclad bajo las condiciones 
enumeradas en_guicla. 

EI estaOO no tiene Ia autoriclad de hacer una revisi6n de Ia incapaciclad suya si Ia SSA neg6 su reclarno para 
incapaciclad de Ia SSA Ylo el SSI, a trava del proceso d. revisiOn rn8cIico de Ia SSA. 

Y 

Ustec:l a!ega Ia misrna oondici6n incapacitante que 18 tom6 en consideraci6n \a SSA. 

o 
Su soIic:itud para Medi-Cal con base en incapacidad cae dentro de los 12 meses contados a partir de la techa 
en que Ia SSA y/o al SSI determin6 que usted no estabs incapacitado, y ahora usted alega que su condici6n 
ha ampeorado 0 ha cambiado. 

Va que su CQndic:i6n ha empeorado.l.UII1Id. IIEfiE .Q.U.E ~ 1.0 contacla sos:m AU gfjsjoa U:!!oal.d.J lIl.ssA 
para que vuelvan a consIderar su celIO, 0 para que 10 welvan a abrir. (yEA LOS DERECHOS DE 
APELACION EN LA SSA EN LA PAGINA ADiCIONAL.) 

(SI \a SSA.sE. REHUSA a volver a considerar 0 a abrir el C8IIO auyo. puede regresar a Ia oficina del condado 
para voIvar a IOlicitar Mec:li-Cal.) 

(TarnbMin puede soIicitar Mec:li-Cal si eI SSI neg6ldesoontinu6 au reclarno por razones diferentes e la 
incapaciclad.) 

EISta secci6n Ia requiere el Titulo 42 del COdigo de Orcienamientos Federales, Parte 435, y Titulo 22, 
IIIICCiones 50005, 60008, 50187y 60223 del COdigo de Orcienamientos de Califomia. 

SI USTED CREE QUE LA DECISON DE NEGARLE EL DERECHO A PRESENTAR UNA SOLICITUD PARA 
MEDI-CAL FUE INCORRECTA, POR FAVOR VEA EL REVERSO DE ESTA NOTIFICACION PARA 

ENTERARSE DE SU DERECHO A APELAR CON EL ESTADO ESTA ACCION 

(Tekitono) (Fecha) 
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SUS DERECHOS A UNA AUDIENCIJ... 
Para PIIdlr una .Ud18nCla con .1 .... de. 

Elledo deredlo de esta pagina Ie Indica cOmo nacerk· 

COMO PEDIR UNA AUDIENCIA CON EL ESTADO 

La ma,or ",ana". cia eollCllllr una auellenaa .. Nen.r .... pllgln. y 
... ¥lerl •• : 

• Usted tlGna $Olamanta 9u alas para sollenar una aucnenc." 

• L.O!:'l flu olas carr . .:;:;: 
IG envlamoa asta notmc;:ac.e ... 

• TI.ne menos liamoo oara oedlr una audlenela 5. da&ea segu;r 
reciblendo los mismos beneficia:;. 

Tamblen pued. lIamar &11-800-952-5253. 

Para conaa",ar aus mlamaa baneUclas mlent, .. ISP'" una 
allCllli'lQl 

Debe soIicitar Ur18 audiencia antes que la acciOn antrll en vigor. 

PE11C10N PARA UNA AUDIENCIA 

D.seo $Oiicllar Ur18 audi.l1CIa a caUlla da una acciOn ejarcitada par 
al Departamanto da Bienestar dal Condaclo de ______ _ 

acerca de mi: • Su alisteneil monetana oermaneoera sin camolOs nasla qu£; 
sa Ileva a c:aDo su audsenola. 

• Su Medi·Cal parmaneeer' sin camblos hast a que sa lleve 
~ IU audiencia. 

• Sus estampillas para comlda perman ace ran Sin camblos 
hasta qua se Meve a cabo la audl.nca a hasla el fin de su 
p'riodo de certificaci6n; 10 qua oelma orlmaro. 

• SI la d.clsi6n de la audlencla IndIca que eslamos .n 10 
correeto, ulled nos debera cualesquier dinero a eltampillas 
para comida qua nava rllCibido. 

o Asistancia monetaria 

o o Madi-Cal 

o ElitamplUas para Comid. 

Otro (anote) _____________ _ 

L.I razon.a .a ligulent.: ___________ _ 

Para que .. ci8IICOntlnu.n ahara sus ban.llctos 

Si usted de .. a qUI se a.soonllnuan su asislancil monalaria 0 

IUS estampilla. para oomlda mlenlras esoera una audiencia. 
marque uno da los casillaros 

o Alistancla monetaria 

Pera qua Ie a.tatan 

U Eslamonlas para comlda 

Puade oblener informac.on ace rca oe sus derechos I una 
aud18ncla 0 as.soria legal gralulla lIamanao al lalelono de 
inlorm8Ci6n d.1 .stado 

-. 
Si no d.s.a vanir • la audsancia solo, pued. traer un amigo, un 
&bogado 0 cualqul.r otr. oersona, pero usted dabe hacer los 
arregloe para tra.r a •• a olra pef$Ona. 

Es posible que pued. obI.ner avuda legal oratuna en su oticina 
local de •••• orami.nlo Ilgal (Ilgal .ID) a oe IU grupo d,. 
dlrachos d. racipMlnlls de ullllneia pUblICa. 

Num.ro gratuno 
SI es $Ordo y usa TDD. 

1 ·800·952·5253 
'-800-952·8349 

La sigui.nl. paf$Ona vendr. conmigo I fa audiencia I I'ludarme 
(nombre y direcci6n 5i los Abe): 

Dlra IntonnaolOn 

Mantentmlanto da hllos: La olicina del F.scal del Distrito Ie 
a'/Udar' a cobrar mantenimiento dl hijos aun cuando no I.tll 
nlCitliando as •• nci. morl8tana. E.'a aslstanoa .s grllluita. 5i 
an la actualidad .stan cobrando mantanimianlo da hilOS a su 
nombre, lilos continuaran haci6ndolo hasta OUI usled lIS de 
aviao par ucrlto indicilndoll. qua paren. Le anviaran a ustad 
cuala.qular cantldad.s dl mantanimlanlo au. cobren. Sa 
quadar'" con las can1ld.:lll vancldas cobradas qUI sa la deban 
alcondado. 

PtanHIoacIOn .. mlilar: Su ohema d. biennlar I. propo.rcionara 
informaciOn C1IMdo usted fa solicitl. 

ExpedIant4a da III auclilnela: Si ustad sohena Ur18 auOiancia, la 
oficir18 de audienclas con .1 .slado iormara un n08dsente. Uslad 
lIena al derecho d. axamlnar •• 1. exD8dlenle. EI Estaoo ouede 
dar su axoadienla al Ii.canamanlo de bien.Slar. aJ D.oartamanto 
d. Saiud 'I S.",icios Humanos da los Estacos Unedos y ai 
Departamento dl Agricultura da los Estados Unldos. (Sacelon 
109!i0 del COdigo de Bienastar a instltuclOnes,\ 

Nece.no un int6rprat. lin costa para m I. 

Mi idioma a. al: ________________ _ 

Mi nombra: _________________ _ 

Oirecc:i6n: _________________ _ 

T.~ono: _______________________ __ 

Mi Firma: ____________________ _ 

Fech.: ________________________ __ 

",,_a·_ 
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IMPORTANT INFORMATION REGARDING YOUR APPEAL RIGHTS 

SOCIAL SECURITY INFORMATION 

Your Right To Appeal Through Social Security 

If you disagree with the Social Security Administration (SSA) disability determination, you can ask that the 
determination be reviewed by either requesting a reconsideration or a reopening of your case. If you want a 
reconsideration, you must ask for It within 60 day' from the date you received the notice from Social 
Security that denied your application for SSI (Supplemental Security Income) or Disability Benefits. If 
more than 60 days have gone by from such date, you must give a goOd reason for the delay. You may 
also tile a new application at any time. 

Your request must be made in writing through any SSA ollice. Be sure to tell them your name, Social Security 
number and why you disagree with the determination. Also tell them the date you were denied Medi-Cal by 
California If you have any questions as to how to file your request with Social Security, call your local 
SSA office Immediately. If you visit your Social Security ollice, please take this notice with you 

STATE OF CALIFORNIA INFORMATION 

Regarding Your Medi·Cal Disability Status 

The State has no authority to review your disability status if: 

(1) you are claiming the same disabling condition which SSA considered and your condition has .I::iQI 
gotten worse,.wn Changed or you have tiQ new disabling condition: 

(2) you are Claiming the same disabling condition which SSA considered and your condition has 
changed or gotten worse; AND 

(3) there was an SSA disability determination made within 12 months of the disability based Medi-Cal 
application, and SSA has.I::iQI refused to reopen your case. 

II you lee I that the decision to deny you the right to file a disability based Medi-Cal application was incorrect, 
you should contact your local welfare office. listed in (1) and (2) below are possible reasons which may allow 
you to apply for Medi-Cal based on disability. 

(1) The disabling condition that you are reporting is new and different from the one considered by SSA. 
(2) Your Medi-Cal application is within 12 months of the date of the SSA disability denial and your 

condition has Changed or gotten worse and either: 
(a) SSAW r.e1W.IW to accept your request to reopen your case: 

OR 
(b) you no longer meet the income and resource requirements of SSI but you may meet the 

Income and resource requirements of Medi-Cal. 

State Hearing Right On Issues Other Than Your Disability 

Though the State may not have the right or authority to give you a hearing on your disability status (except 
see feasons under "It you feel that the decision .•. " abOve), you do have a right to a state hearing regarding 
your eligibility for Medi-Cal if: 

(1) there are minor children who live in the home who are deprived of parenlal 
care and support: 

(2) you are under 21 years of age or 65 years of age or older: 
(3) you are pregnant: 
(4) you live in a nursing horne, or; 
(5) you are a refugee. 

11 Y.Q..U. wlIb.1Q 1ili 811111 hearing, ~ DlIX .d.o.1Q sm 1M .bGIs. m 8 ~ .Q1 Action. 

lAC INFORMATION NOTICE 13 (3192) 
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INFORMACION IMPORTANTE ACE RCA DE SUS DERECHOS DE APELACION 
INFORMACION CON RESPECTO AL SEGURO SOCIAL 

Sus Derechos de Apalaci6n por Medio del Seguro Social 
Si usted no esta de acuerdo can la deleIT11Inacion hecha por la Administracion del Segura Social (SSA) can 
respecto a la Incapacload. puede pedir que se vuelva a tamar en consideraclon su caso. a que se vuelva a 
abrir. SI dasaa qua sa vue/va a tomar an consideraclon su caso. lien. que pedlrlo an un plazo de 60 
dlas contados a partir de la fecha en que usted reciba la notificacion del Seguro Social indicando que 
han negado su solicitud para SSI (Seguridad de Ingreso Suplemental) 0 aeneficios de Incapacidad. 51 
pasan mas da 60 dlas de tal tacha. debar. dar una razon justiflcada par su retraso. Tambien puede 
presentar una nueva solicitua en cualquler momento. 

Tlene que presentar su peticlon por escnlo a traves de cualquier oticina de la SSA. Asegurese de daries su 
nombre, su numero del Segura Social, V declrles por que no esta de acuerdo can Ia detenninacion. Tambien 
dlgales la fecha en Que el Estado de Califomia Ie nego el Medi-Cal. SI tiene preguntas acerca de como 
presentar su peticlon al Segura Social. lIame de Inm.diato a su oticina d. la SSA. Si VISlta su oilclna oel 
Seguro Social, por favor lIeve conslgo esta nolifieacion. 

INFORMACION DEL ESTADO DE CALIFORNIA 
Con Respecto a la Situacion Suya Tocante al Medi-Cal Basado en Incapacidad 
EI Eslado no Ilene la autondad para revisar la Sltuacion suva con respeclo a Incapacidad si: 

(1) usted reclama la mlsma condlclOn mcapacltante que la SSA ha tomado en consideracion, Y su 
condlcion UQ ha empeorado, UQ ha cambiado, 0 usted NQ Ilene una condicion nueva que Ie 
Incapacite: 

(2) usted esta reclamando la mlsma condici6n mcapacltanle que va tome en consideraclon la SSA V su 
condiClon ha camblado 0 ha empeorado: Y 

(3) la SSA lomo una aetermlnaclon en los ultimos 12 meses contados a partir de la fechs en que se 
presento la sohcrtud para Medi·Cal con base en IOcapacidad, y la SSA tiQ se ha rehusado a volver 
a abnr su caso. 

S. usted cree que la decls.on de negarle el derecho de presentar una solicitud para Medl-cal can base en Incapacidad 
lue ,"correcta. deberia ponerse en contacto con su ofic,"a local de b.enestar. En seguida, en los numeros (1) Y (2), 
se enumeran las posloles razones Que pudleran permitir solicltar Medi-Cal can base en IncapaCidad. 

(1) La condicion mcaoacltante que usted esla reportando es nueva y diferente de la que tomo en 
conslderaclon la SSA. 
No han pasado 12 meses dasde Ia fecha en que la SSA nego su solicitud para Medi-Cal. y su 
condicion ha camblado 0 empeorado. V va sea que: 

(2i 

(a) 
(bl 

la SSA ~.tla rebysiJdQ a aceptar su peticlon para volver a abnr su caso; 0 
usled ya no reune los reqUisitos de ingresos V recursos para recibir SSI, pero poslblemenre 
reuna los reqUlsllOs de Ingresos V recursos para recibir Medi-Cal. 

Derecho a una Audiencia con el Estado con Respecto a Asuntos Dlferentes a su 
Incapacidad 
Aunque eJ Estado tal vez no lenga eJ derecho. 0 la autoridad de otorgarJe una audiencia con ralaciOn a la 
sltuaciOn de su incapacidad (exceptuando las razenes bale "SI usted cree qua la d.cl.ion ..... d. arriba). 
usted hene el derecbo a una audlenCla con el estado con respecto a su elegibilidad para recibir Medi·CaJ si: 

(1) hay hijos menores de edad que vlven en el hogar, que eSlan pnvados del cuidado y mantenlmiento 
de sus padres: 

(2) usted es menor de 2' anos de eaad 0 tiene 65 an os de edad a mas; 
(3) usted esla embarazada: 
(4) usted vlve en un estableclmlento de cuidado continuo no Inlenso, o~ 
(5) usted es un(a) retugiado(a) . 

.s.t stu.u. DISlt.t Y.OJl audlenclg -"tn 11 estado. IW.I.dJ. hgcerlo J.D. Ii reyerao slt. Jl!lii 
Notlflcacion a AcclOn. 
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22 C-G -- ASSEMBLING AND SENDING SP-DED PACKETS 

Disability packets containing forms filled out 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. 

Copy of prior MC 221, if available. 

When packet is sent within 30 days of 
SP-DED's decision for a reevaluation 
and no new treating sources are 
alleged. 

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. 

When client is discontinued from Title 
XVI due to income or resources and not 
in receipt of Title II benefits. This 
includes those who were entitled to 
IHSS prior to being discontinued from 
SSI due to earnings. 

When application is made on behalf of 
deceased client and appropriate 
documentation of death is sent. 

2. 

1. Submit Only 
Circumstances 

Under These 

2. 

3. 

4. 

~: If death certificate is not 
available, MC 220s signed by 
appropriate next-of-kin should be sent. 
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5. When CWO is unable to verify receipt 
of SSI benefits, and requests only 
verification of SSI benefits for IHSS 
purposes. 

Caution Recommended 
Limited Packet Referrals 

in limited packet cases which do not meet the 
criteria listed above may be returned by SP-DED 
to CWO for a full packet. 

B. fUll REFI;RRAl 

A full referral packet contains the following forms: 

MC 179 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. 

If client had an SSA decision made prior to (or 
during) SP-DED's processing of a claim, it is 
imperative that a copy of the SSA document 
regarding benefits or the SSA denial letter ID..d. 
personalized denial notice be sent to SP-DED. 

Include copy if client deceased but do not hold 
packet if unavailable. (If packet already sent to 
SP-DED, forward with MC 222.) 

MC220 

MC221 

MC223 

Appointment of Representative, 
If Applicable 

SSA Documents, If Applicable 

Death Certificate, If Applicable 
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C. 

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. 

PACKET INFORMATION FOB B!;TBOACTIVE MEDI-CAL 

A t Initial Application 1. Determine if client requested retroactive 
Medi-Ca/ on MC 210; 

Have client complete MC 210A for 
specified months; and, 

Assemble and send fiill packet to 
SP-DED. 

Have client complete MC 210A and 
specify months requested; 

Complete and send MC 222 to SP-DED 
and specify retro months requested 
under .. Other" section. 

Have client complete MC 210A and 
specify months requested; 

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. 

2. 

3. 

Within 12 Months Of Original 
Application And Prior To 
SP-DED Decision 

1. 

2. 

Within 12 Months Of 
Application And After A 
Favorable SP-DED Decision 

1. 

2. 

D. REFERRALS FOR DISABLED FORM!;R SSI/SSP RECIPIENTS 

Clients under 65 years of age who are discontinued from SSIISSP for reasons other than 
cessation of disability (e.g., excess income and resources), and who are not receiving Title II 
benefits, will need to be referred to SP-DED to determine if disability established by SSA still 
exists. Disabled former SSI/SSP recipients may also include individuals in long term care (L TCI. 

These clients fall under Ramo§ v. ~ court settlement, which entitles client to an extension 
of Medi-Ca/ after SSI discontinuance, pending CWO determination of eligibility based on current 
information from client. Additional information on Ramo§ v. Myers can be found in Article 5E. 
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-
Responsibilities 

cwo 1. 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 "SSI/SSP discontinued for 
reasons other than cessation of 
disability" . 

2. Grant temporary Medi-Cal eligibility 
pending a formal disability 
determination by SP-DED. 

SP-OEO 1. 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 CWO indicating 
approval. 

2. 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 
CWO 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 AvailablQ 

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. 

-
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Total And Permanent Disability Client is disabled for Medi-Cal purposes. Retain 
copy of 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. 

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 hill 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. 

Occupational Disability 

Type Of Award Not Identified 

2. Award Letter Not Available 

Occupational Disability If client states that award is for Occupational 
Disability, and does not wish to obtain 
verification from RRB, refer hill 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. 

po NOT DISCONTINUE MEPI-CAL BENEFITS 
until/unless all other linkage ceases or another 
reason for discontinuance exists. 

Reclassification Request 
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2. SENDING THE PACKET 

Check forms and information included in packet to ensure consistency of client's name, Social 
Security number and date of birth. Resolve any discrepancy pertaining to disability issues 
before sending packet. 

Send packet to SP-OEO no later thin "n calendor days after date on the Statement of Facts 
(MC 223) is signed by client, unless there are circumstances beyond CWO's control. When the 
ten day rule is not met, the situation must be documented in case. However, do not hold 
PS!ck§3t p§3nding CWO's evalYftion/verification of other non-disability factors. If packet has 
already been sent and it is discovered that client is ineligible, send Me 222 to SP-OED. 

Example: Client fails to give completed information to CWO timely. Case record documents 
this as the reason for not sending packet within ten days. CWO sends completed disability 
packet to SP-OEO while continuing to verify property issues. While packet is at SP-OEO, CWO 
discovers that client is ineligible. CWO sends MC 222 informing SP-OEO that client is ineligible 
so that the disability evaluation can be stopped. 

-_.---_._---------------------------------
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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 - OED PEN pING INFORMATION UPDATE FORM 

While a disability evaluation is pending, CWO 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 TO REPORT TO SP-DED 

1. Change in client's address. 
2. Change in client's name, telephone or massage number. 
3. Denial or discontinuance of client on basis of non medical information (e.g., 

excess property). 
4. Withdrawal of application. 
5. Cancellation of Authorization for Release of Information (MC 220) by client. 
6. Death of client. 
7. Receipt of new medical evidence (attach new medical evidence to MC 222). 
8. Availability of interpreter (provide name and phone number). 
9. Change in EW. 

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

C. SP-DED ADPRESSES 

Disability packets from Imperial, 
Los Angeles, Orange, Riverside, 
Kern and San Diego Counties 
must be sent to: 

Department of Social Services 
Disability Evaluation Division 
Los Angeles State Programs Branch 
P.O. Box 30541, Terminal Annex 
Los Angeles, CA 90030 
(213) 965·3316 /8-730-3316 CALNET 
FAX: (800) 869-0188 

Disability packets from a/l other 
Counties must be sent to: 

Department of Social Services 
Disability Evaluation Division 
Oakland State Programs Branch 
P.O. Box 23645-0645 
Oakland, CA 94623 
(510) 286-3706 I 8-541-3706 CALNET 
FAX: (800) 869-0203 
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D. MC 4033 - DISABILITY LISTINGS UPDATE FORM 

CWDs will use MC 4033 to notify the state of any changes to 1) Medi-Calliaison 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. 

RECEIVING AND REQUESTING CASE STATUS INFORMATION FROM SP-DED 2. 

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. 
CWO may contact SP-DED Operations Support Unit Supervisors by telephone or in 
writing to obtain status information, as follows: 

los Angeles State Programs Branch 

Helen Cahueque 
Operations Support Unit Supervisor 
DSS - OED - LASPB 
P.O. Box 30541, Terminal Annex 
Los Angeles, CA 90030 
(213) 965-3350/8-730-3350 CALNET 

Oakland State Programs Branch 

Lorraine Graff 
Operations Support Unit Supervisor 
DSS - DED - OSPB 
P.O. Box 23645-0645 
Oakland, CA 94623 
(5101286-0630 I 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. QUESTIONS AND INQUIRIES ON SPECIFIC CASES 

In urgent or unusual circumstances, questions and inquiries about specific cases may 
be directed to the Disability 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 Branch 

Masterfiles: 
(213) 965-3360 I 3361 

8-730-3360 I 3361 CALNET 

Oakland State Programs Branch 

Masterfiles: 
(510) 286-3706 

8-541-3706 CALNET 
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If Good Cause Exists After gaining client's cooperation, CWO must 
resubmit: 

1 . A limited packet containing a new 
MC 221 if there are no new allegations 
or treatment sources; Q! 

2. A full packet containing a new MC 221 
and MC 223 if a new medical condition 
is claimed andlor there are new or 
additional medical sources or 
information, and 

3. Additional MC 220s, as necessary. 

Deny application or discontinue beneficiary, if 
no other linkage exists. 

If Good Cause Does 
Not Exist 

2. Determine WhethQr State Hearing Was Reguested 

If State Hearing 
Requested by Client 

If State Hearing Not 
Requested by Client 

CWO shall follow the decision of the hearing. 

CWO must have the client reapply. 
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Performs Medical Deferment 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. SP-DED 
will send informational form SPB 1 01 to CWO 
which provides the reason for the medical 
deferment. 

When a decision is made, it is explained on 
MC 221 or its attachment. The original copy is 
sent to CWO. 

NOTE: If a decision is less than fully favorable, 
CWO may use the Personalized Denial Notice to 
explain to client the reason for the decision, but 
should not send a copy of the MC 221 or its 
attachment with client's Notice of Action. 

When a reexam date arrives, CWO 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. 

Documents Decision 

Performs Reexaminations 
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