STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY - GEORGE DEUKMENAN, Governor

DEPARTMENT OF HEALTH SERVICES

7147744 P STREET
SACRAMENTC. CA 95814

February 22, 1983

To: All County Welfare Directors

Letter No. 83-17
COMPLETION OF FORMS MC 221, MC 223A, and MC 220

The Disability Evaluation Division (DED), State Department of Social Services,
has advised us that many counties are submitting incomplete, incorrect, or
out-of-date MC 221, MC 223A or MC 220 forms. Because of the difficulty in
evaluating cases when these forms are not accurate, in the future DED will
return incomplete or inaccurate referrals to the counties for correction.

The following instructions for completing the forms are provided to enable
you to keep errors at a minimum.

MC 221 (7/80)

ITtem 1. Applicant's name. . -

Item 3. Social Security number. = (If the applicant is a widow(er) or
child and benefits may be paid on another account number, note
the alternate account number and the holder of the account in the
section provided for CWD representative comments.)

Item 4. Date of birth.

Item 5. Date applied, (This is the date of application on the criginal

’ CA-1.)

Ttem 7. Applicant's Own Dlsablllty Status Under Social Securlty. Complete
if known. If unknown, check “unknown"

Item 8. Type of referral.

Fed. - MN - for an evaluatlon.'

.Val;datlon - for report of Social Security status only.
S5GA-Disabled = only if SSI benefits were discontinued because
of earnings.

IHSS - In Home Supportive Services.

Retro. Onset - only if the application is being referred for an
earlier onset of disability date than that earlier indicated.
The onset date needed should be in remarks.

SGA-IHSS - only if SSI was discontinued due to earnings.

Item 9. Has applicant .been discontinued from SSI/SSP due to SGA? Complete
this section if this is an SGA-Disabled or SGA-IHSS referral.

Item 10, Is applicant an inpatient in a hospital? Complete as appropriate.
The applicant’s location should be noted in comments.









