
STATE OF CALIFORNIA-HEALTH AND WELFARE AGENCY 

DEPARTMENT OF HEALTH SERVICES 
,,;W,,4r/744 P STREET 

BOX 942732 
I>,M~NTO, CA 94234-7320 
657-2941 

PETE WilSON, Governor 

October 29, 1993 

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

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

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

Statement of Facts (Sections 50159 and 50161) 

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

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

FORMS PROCEDURES 

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

Obsol§te Forms: 

MC 210 (3/92) 
Coversheet to MC 210 
MC 210 B Supplement to MC 210 (Pickle) 
MC 212 
MC 213 
MC 214 

Filing Instructions 

R§move~: 

Table of Contents PTC 5 

Article 4 Table of Contents, 
third and fourth pages 

R§placed .§y: 

MC 210 (8/93) 
MC 219 (11/93) 
Incorporated into MC 210 
Incorporated into MC 210 
Incorporated into the MC 210 S-I 
Incorporated into the MC 219 

Table of Contents PTC 5 

Article 4 Table of Contents, 
third and fourth pages 

Pages 4S-1 through 4S-28 
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If you have any questions, please contact Mr. Tony Plescia at (916) 657-3185 or Ms. Sherllyn Walden 
(916) 657-3091. 

Enclosures 

Sincerely, 

Frarrk S. Martucci, Chief " 
Medl~CaJ Eligibility Branch 

Original signed by                                
Angeline Mrva for 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

APPLICATION PROCESS 

COUNTY PROCEDURES--DISABILITY DETERMINATION REFERRALS 

COUNTY PROCEDURES--DED REFERRALS FOR DISABILITY FORMER SSIjSSP 
RECIPIENTS 

COUNTY PROCEDURES--PRESUMPTIVE DISABILITY 

GUIDELINES FOR DISABILITY INTERVIEWS AND ELIGIBILITY WORKER 
OBSERVATIONS 

DISABILITY EVALUATION DIVISION PROCEDURES FOR TITLE XIX DISABILITY 
DETERMINATIONS 

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

DISABILITY VERIFICATION THROUGH THE RAILROAD RETIREMENT BOARD 

PROCESSING OF STATUS REPORTS 

DILIGENT SEARCH PROCEDURES 

PROMPTNESS REOUIREMENT 

PROCESSING MEDICALLY INDIGENT ADULTS (MIAs) APPLICANTS 

RSDI/UI/DI REPORTS 

VERIFICATION OF UNCONDITIONALLY AVAILABLE INCOME 

TIMELY REPORTING BY PUBLIC GUARDIANS/CONSERVATORS OR 
BENEFICIARY REPRESENTATIVES 

ONE MONTH EXTENDED ELIGIBILITY (EPWARDS V. MYERS) 

CHILD HEALTH AND DISABILITY PREVENTION (CHOP) PROGRAM 

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

PROCEDURES FOR MEDICAL SUPPORT ENFORCEMENT PROGRAM 

INSTRUCTIONS FOR THE MC 210 AND SUPPLEMENTS TO THE MC 210 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

RSDI/UI/DI REPORTS 

I. 

II. 

III. 

BACKGROUND 

INSTRUCTIONS FOR INTERPRETING THE REPORT OF RSDI 

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

4M VERIFICATION OF UNCONDITIONALLY AVAILABLE INCOME 

4N TIMELY REPORTING BY PUBLIC GUARDIANS/CONSERVATORS OR BENEFICIARY 
REPRESENTATIVES 

40 ONE MONTH EXTENDED ELIGIBILITY (EDWARDS V. MYERS) 

4P CHILD HEALTH AND DISABILITY PREVENTION (CHOP) PROGRAM 

tQ 

4R 

I. INFORMING 

II. DOCUMENTATION AND REFERRAL RESPONSIBILITIES 

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

I. BACKGROUND INFORMATION 

II. ADMISSIONS PROCEDURES 

III. DISCHARGE PROCEDURES 

PROCEDURES FOR MEDICAL SUPPORT ENFORCEMENT PROGRAM 

I. BACKGROUND 

II. PURPOSE 

III. IMPLEMENTATION 

IV. CONDITION OF ELIGIBILITY 

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

V. GOOD CAUSE FOR NONCOOPERATION 

VI. PETITION TO THE COURT 

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



MEDI-CAL ELIGIBILITY MANUAL .. PROCEDURES SECTION 

A. Pregnant Women 

B. OBRA ReferraJs 

C. Continuing Eligibility 

D. Adult Children 

E. Foster Care Children 

VII. MEDICAL SUPPORT REFERRAL PROCESS 

A. Fonns ReferraJ 

B. Forms ReferraJ Chart 

VIII. HEALTH INSURANCE ASSIGNMENTS 

IX. NOTICES OF ACTION 

X. DEPARTMENT OF SOCIAL SERVICES (DSS) CHILD SUPPORT PROCEDURES 

4S. INSTRUCTIONS FOR THE MC 210 AND SUPPLEMENTS TO THE MC 210 

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



MEDI-CAL ELIGIBILITY MANUAL· PROCEDURES SECTION 

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

MC 210 

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

MC 219 

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

MC 210 §UPPLEMENJAL FORM§ 

The following are instructions to be used in determining whether a supplemental form should be given to 
an applicant. County personnel will notice that the Supplemental forms to the MC 210 are numbered MC 
210 S·C, S·E, S-I, S·p, and SoW. The ·S· represents Supplement; the -C, -E, -I, etc. refer to the title of the 
form as detailed below. Not all of the supplemental forms listed below are mandated for use by the 
Department. The descriptions below will explain whether a form is mandatory. If the form is not mandatory, 
counties may substitute one of their own, once it has been approved by the Department. 

MC 210 §-C ADOITIONAL CHILOBEN 

The MC 210 SoC is given to a client If he/she has indicated on the MC 210 that the family has more than 
three children. The Information for each child should be filled In completely. If the client Is requesting 
restricted benefits the shaded portion for.DH should NOT be completed. This form is mandatory for use 
by the county. Please place the copy of this form In your manual. 

MC 210 §-E STUOENT EoUCATlONAl. EXPEN§E;§ 

This form is given to the client if the MC 210 Indicates any family member is attending college or a similar 
educational institution. Information is requested on whether the client Is receiving a grant, scholarship, or 
loan, and If there are any student expenses or transportation costs. This form is not mandatory for use by 
the county. Please place a copy of this form in your manual. 

MQ 210 §-IINQOME; IN-KINO/HOUSINg YE;BIFIQATION 

The Income In-Kind and Housing Verification form has a two-fold purpose: First, it should be used If the 
client has In-kind income, and does not agree with the chart value given by the eligibility worker. If the client 
does not agree, he/she may use this form as signed verification from the Individual prOViding/sharing 
housing, utilities, food, clothing, etc. that a different amount is correct. Second, the client Is residing with 

SECTION- 50159 
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MEDI·CAL ELIGIBILITY MANUAL· PROCEDURES SECTION 

a relative, is paying that relative rent, and has no other verification of residency. If a client is using this form 
solely for the purpose of verifying In·klnd income, it is not a mandatory form. However if the client wishes 
to use this form as verification of residency, it is mandatory. Counties may not use any other form as 
verification of residency for rent receipt from a relative. The Me 213, ·Statement of Rent Receipt Fr!'m A 
Relative", is now obsolete as it has been absorbed Into the Me 210 S-I and the Me 213 Is now ob:::.:lete. 
Please place a copy of this form In your manual. 

MC 210 S.p property/R'lourees 

This form will be used by a client if certain Property/Resource questions on the Me 210 require additional 
information. For example, If a client has answered yes to owning. or having title to, property in another state 
on the Me 210. this supplemental form should be completed. The Me 210 S-P, will ask If there are 
expenses on that property, the address of the property, value, etc. Please place a copy of this form in your 
manual. This form is not considered mandatory. 

MC 210 S-W Work History (Earnlngland ~xp'nl'l) 

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

SECTION' 50159 
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MEDI-CAL ELIGIBIUTY MANUAL· PROCEDURES SECTION 

READ THIS FIRST 

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

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

2. Print all answers in inK (black ink is best). 

3. Please note the following: 

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

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

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

4. If you answer "Yes" to any question from 23 through 39, you must give proof. 

5. If you have a problem with any question, ask your worker for help. 

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

SECTION' 50159 
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MEDI-CAL ELIGIBILITY MANUAL· PROCEDURES SECTION 

~ •• rHool'h __ 

STATEMENT OF FACTS (MEDI·CAL) 

Cit:y Zip COUNTY USE ONLY 
CeaN_: _____ _ 

CeaNo.: ______ _ 

Work ... No.: _____ _ 

ID 

ID 

o NOlin home, 18·21 & lax doll.? 

IF 1'00 DAVE MORE THAN 3 CHILDREN·LIST m::Rli:. 
USTNAMES ONLY AND TELL YOW WORKER: ________________ _ o MC210 SOC 

o PotentialSn_ 

MC2101MD) Page 10f6 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

If you answer "YES" to certain questions about residency. property/resource, income, or work hisk: 
you may be asked to give more detailed information before your application is approved. 

( IIE('I{ 1<:.'\(,111'1 EM "YES" Oil "NO" _ YES NO COUNt; USE 
7 ... I. t.b .... aDYOIIII liviD, in yOW' bome t.b. you did IIOt 1iA? ......... -._._.-.. _ ................ .. Relationship:_ 

LlaNlUlMl(a): ___________________ _ 

b. Do you pay for JQOm md board Dr nllt • room. "'~1Il. boWIe. or t.raiI.r1 ............ .. 0 MC 2108-1 

I. my family member liviD .. in a Dunin .. home, ho!lpita.i or bovd aDd ClInI boOla? ........ .. 0 LTC return home 
N ..... ofpanoll: _____________ _ in6 mOl? 

0 MC 176 W.l 
0 Exce .. B&C 

NameofHo ..... ililir. ___________ _ 
D .. ED~n~ ___________________ _ 

III~Qd to nturn home? .............................................................. _ .... __ ............................ .. Amount: $ 

0 'l'ax dependent 
letter aent 

Are you or aDY family member c1aimeclu a t.u depellcl.eDL by • penoll Dot liviD .. with 
you? ......................................................................................... _ ........ _ ................................. . 
Name mQadcln •• ofpenoDclailDillll'the tall daduetioD: _________ _ Date: 

0 CA2.1 
•. Do you or uy f.mily member own. le_ or maiDl..IUD • home ou~cI.e California? ...... 0 Property 
b. AnI)IOU or any f.mily member CWTeDUy nceivialf public ualll\.aDce from ou~cI.e 

Calilbnlia1 ........................................................................................ _ ......... _ ............... .. 
0 PA 

Calif. Residant? 
DYe. o No 

Are you or any family member IiviDi outaicl.e California? ................... _ ..... _ ..................... . 

•. AnI you or any family member pleDDiDl to le.ve Californio. for mon thaD 60 deye? .. . 

b. Do you aDd your family plea to etay permaneDUy ia Californi.? ................................ . 

0 Under 100 
hours 

Are you Dr any family member oa 1I.ri.IuI? ....................... __ .............. _ .... _ ................. _ .. LiIt.NIUlMl(I): _____________________ _ 

0 IfU·Parent 
MC210S·W 

Are you, your lPOuee or the other panDt ill the home worlUo!!? ........................................ . 
Lilt. Name: Houn Per Week: _____ _ 
Lilt. Name: Houn Per Week: _____ _ 

Are the penoO<I) ia ® loolUo' for work or mol'!! hoW'll of worK? .................................... . 0 um Referral 

Redetermination: Fed 
Eligibility determined per 

H.". you, )'UW' IIpoUM. other p .... a' or auy CruidreD workecl ill the lui. 2 y.an? ............ . 
LlaNIUlMl(I): ____________________ _ MC 210 dated: 

0 MC210A 
Retro: 

Did you or my family member P' _dical_ or pnttpUIDC)I' _ III the lut thne 
IDOIItb.a? LiatNalJlll(l): __________________ _ 

Mo. __ Mo._ Mo._ 

Do you or my ramily member ha" a ph)/IIICal or __ W-oaal problem w ruch make. it 0 OED Packet 

0 Other Verif 
difllcult to work or take can of penooal _da7 .............. __ ........................................... . Lilt.NIUIMI(.): ____________________ _ 

0 C:WC6041 

0 Pickle Screening: 
MC210B 

H.". you or aay rlmily member ever IpplieQ for or neeiyecl auiltaaC8 Nch u AFDC. 
Food Slampa, Medi-Cal, SSllSSP, (Or OI.har bellllftta? .......................................................... .. 
Lilt.wh.lUod: _____________________ _ 

0 SGA Lilt. wh .... noai,,~ ___________________ _ 
0 PostMC Lilt. when noai"ed: ____________________ _ 
0 30 + 113 

0 CA5 H."e you or aay f.mily membeu".r beaD III u.s. military .. mea? ................................ .. 
Lilt. NIUlMl(I): _____________________ _ 

AnI you or any family member the 1IpoUH. panDt.. or child of. penoa who hu beea ill 
U.S. military .. mea? ............................................................. _ .......................................... .. 
Lilt.NIUlMl(I): _____________________ _ 

._" 

_. 
Me l10(8/113) Page 20f6 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

Do you or any family member have any olthe PROPERTYIRESOURCES listeel below? COUNTY USE 
The county will determine whether or not the re.ource. count. Obtain VeriC. and 

• Include all resourees owned. used. controlled. ahared or held jointly with or for other person(s) . enter noneaempt 
value 

• Include resource. on which you or a family member lire named (even for convenience only). 19 MC210S.P 

~ .. l!ftHIl u_ YES I NO WHOSB PROPERTY 10 Current.Mo 
Income Included 

~ @ Pel1lOnal checking _nt1 Enter how maoy _ta: 
Bank na.me: . AcoowIt nWXlber: $ 

Saving or cl'IIdit union IlCCOWIt or tNlt IUnd'/ How many? 

~ Where: A.:countnumber: $ 

rnA. KEOGH. deCemld compenaation. l'IItlnlment 

~ 
OCC<IWlt or alUluit,,? •••••• ~ •••••••••••••••• u •••••••••••••• , ................................... n .......... $ 
Enter how many _nts: 

(7 • - C ... h or unc ... bed ch.clla? ............................................................................... oJ 
St.ocka. bonda. certificate. of depolit or money market 
_nta? .......................................................................................................... $ 

@ A home ,whether you live III It or DotH ......................................................... I PR DYES 0 NO 

a Other hOUMI. land. building .. _bile homel or life e.tate. S 
i lo or outsIde the U.s.)1 ................................................................................. 
Mortgages. pnllmaeory nolea. de.da of lNsI. or .aJ ... contracta? ................. $ 

a @ Car. truck. motorcycle. trader 'any kUlci). off·roed velW:lel. 
airplane .. boets. ~Impera \ NllDlng or not)? ..................... u ••• u ..................... 

Enter how many vehicle. owned: EXEMPT 
Ea 0 YES 0 NO 

~ Do )'DU owe money on your ve lucie.? ............................................................. 
$ 

I® Have jewelry (not weddinllienll1lll8menL or heirloom) 
I I worth more then $100? .......................................... $ 

If )I'DU ...... applying under Pickle. do you own bouse hold ROOda or penonal $ but. 
item. valued at more than $500 per llem (i.e. mUlical in.trumenL)? .......... joinUy owned 0 

~ Life inauruce? Enter how many polu:i ... owned: 
,;eparalely owned 0 

~ Mineral rights or DUlling cllUD.I (oil. 11'''' coal, etc.)? ................................... $ 
Burial Trust.a or contracts. insurance. monoy for burial or 
oemelery plots. ca.k." or other bunalILems'! .............................................. $ 
Enter how many: 
Olher ..... ts or re80urc •• ' .............................................................................. I I $ 

I ® BUlli.oe ... : "h ... kin"J .. v,n .. account or cuh .................................................. I I I $ 
BUlline .. equipment. velucle •. tool •. inventory or material. 

$ (including liv ... t.ock or poultry not for pereonal woe) ..................................... 
Type of Equipment: 

'@ H ... anyon8 IOven away. tranlfomld. IOld or traded any LTC ooly: 
~ money, velucle •• property or other l'IIlOurculikl those Iillted 

i:! above in the lalt 30 months? If yel, complele the following: 
0 Verification 

~ 
Jtem Date 0 Tranafemod 0 Sold 0 List Other 

I 0 Traded 0 Closed Trlllli. lo. 40 
po 

1
0 Given .Away 

@) Hllve you bonowed money agllmat your property , !~~ property 
to pay medical bills? ....................................................................................... . limiLo', 

en Hila a lien bo.en put on eny of your property as ... cunty ': 
o Yes o No 

Z 
'-'l for medical ca",? ............................................................................................ 

I 
Iry.s - , 

,..j Have you Uled any of ~he item. above to pay for o Notice to 
medical cal'll? ................................................................................................... I I Provider 

Total Nonexempt Property S 
MC:llO(MI31 

SECTION: 
50159 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

Do you or any family member let. expllClllo ret. or baa anyone applied for any of lbe toUowinl INCOME? 
Ana_r for all family mamben in your bome including youraelf. 

[II' YES. YOU MUST COMPLETE ALL ITEMS FOR 
THAT INCOME. YES NO Who •• 

Incom. I 

Amount 
BeCor. 
'raxu 

How 
Often 

CO:::'iTY USE 
o MC210S.W 
Uee copy of .ward 
I.u.or or <Melt ... alb ... 

--~r---------------------------------------+-----~-----+--------------------+-------~verifi~bo~ 

@ Money from a job? (inciucting _lOnal work) .......... 1------4------+---------------1------1 
Ify., bow many people in your hoUMI work? -- 0 W •• k1y(4.33) 

b 
1------4----+------------1------.-1 0 Bi.W .. k1y (2.167) 

Do you expect a change In yoW")O ? ........................... 0 Monlllly 
ilioun or money) 0 Tw;oo Monlllly 
Ex pillin: 0 AA:1.wII o Ot."'r: 

32 

Self-employeci mco_ hncluc:ie. bUlllne .... , baby 
sittulll, out..,f.home ... lea, _a1> _La, aru, craft.a &. 
In<o_ from crop. or olher farm Incomel. 

Ify .. , how many people are .. If-employed? __ _ 

Sodal Soeurity Boneli ... (Self) 

Social SoeuriLy lIeneli ... (OLhel'll) 

Social SoeuriLy lIeneli ... (OLh8l'11) 

Cub Aici IUCb u: SSI, AFDC. CR/GA or any other 

ChiidlSpeUlaI Supper!. or AlilDllny 

Money From Friend.t or Relative. 

RaUroaci &Lirement 

~ Veteran'.Uenefiu.'MUitary Ailolmente 

~~ ___ w_o_~_e_r_'._Co __ m_p_en_" __ U_Q_n __________________ -4 ______ +-____ 4-__________________ -+ ________ ~ 
Unemployment lIenefa ... (s",10 

Di.oabUity or SIOJr. Beneti ... ICl Unemployment B~nefa ... (Olhen) 

..... t----+---+------l----+----l 

... Penaiona or &L1rem8nL 

Inla ... Bt Income or Divic:iencia 

Income From &nt or Contracla: 
(! lICluciing &om and Boanll 

Income from Training ProllT'm 

Name ofProIfl'lUD 

A:t>.y Other Un.ameci Income: (lIIciuciing 
l"lteryibinRO WUlIllnp, lump IUIJI paymenlJi I 

If ye., check boxes: 

Me 210 (8193) 

Houamg (&om and Boanl) 
Utilities 
Food 
CluLhin,l 

.. o 
o 
r:J 
o 

MM3G1 o 
o o o 

a uo I 

8 '$ 

$ . 

$ I 

T ... Slalemonl 
ProflVLoo. 

$ 

$ 

$ 

$ 
Occasional? 
$ 

$ 

$ 

$ 

$ 

$ 

$ 

$ 

0 MC 210S·E 
$ 

$ 

$ 

$ 
$ 
0 Inheritanc •. 

Insurance, ole. 

0 Charl 
Value 

0 MC 210 S·I 

o Sn .... do 
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MEDI-CAL ELIGIBILITY MANUAL· PROCEDURES SECTION 

I IIF:CK EA(,IIITI~M "YES" on "NO" _ YES NO WHO 
PAYS 

MONTHLY 
AMOUNT 

COUNTY USE 
o MC210S.W 

Doe. tbe eelC .. mployeci penon bave bUliMIl axpeneea? ............. . o V.riflcation 

~------------------------------------------~----~--~----------~---------iO Co~O~r t3li' Doea anyone III your home pay childlapouae.lmppon. alimony or 
~ mak.to other peymeny (medical. cient.al, 81.\:.) for IOmeoDe who 0 Actual P.yment 

doe. not live in the homel................................................................ $ ___ _ 

~----------------------------------------~---r-----t---------~----_iO Dep.Ca" Doe, anyone In your home pay __ De to c.,.., lor a child. a 
diaableci or elcier)y adult 10 that a hOWlllholdlDllmber can work. 
atyna tnUlini or IChool or look for work? Lilt penollll c.,..,a 
for: 

Raceipta 

~~------------------------------------------+-----+-----i------------+---------iO Racelpta @ I. anyone in your holDll • workinll cli .. blecl penon who h .. 
medical expeDllu De"""'ry to keep the job. mch a. 
wheelchair? 

~~~3=M---I-.-an-y-o-n-.-p-.-~-n-R-c-o-ue-R-e-o-r-e-ci-uc-.-t-Io-n-al--~--ta-~-I.-.. -.. -.. -... -.. -.. -... -.. -... -.. -.. -.-+-----t----------------r--------·--1~=-M--C-2-1-0S.--E--

1--------------------+---+---;------+-----10 QMB 0 C&rd 
@ no.. anyone have healtbllDlldical insurance or 0 QDWI 0 SLMB 

Medica",? Who il ins\ll'8ci? (List Name.) 

LuiL name of 'DllurlUlce: ___________________ _ 

Is healtblmeclical ilUlu.raDCe availabl. through 
employment? .................................................................................. .. 

Has your healthlmedical insurance stopped in 
the last 60 claya? ............................................................................ .. 

o DHSG155 
o HlPP 0 EGRP 

~--+---+-----+-----__1 OHC CODE:_ 
$,----
OSSA Raferral 

~--r--+_-----4_-.----_i 

Additional Informatioo: (Li~t any aciciitional wformation for Quest,ons 1 through 311) 

RallUlar check-upa to help protect your famoly', health.,.. YES NO COUNTY USE 
a.aolable upon requelt throu~h the Child Health and f----+--~---------------------------
Diaability Prevention Program (CHDP) fur eiil!1ble _mba ... o CIIOP Brochure lUld Explanauon Given 
ofyaur family Wlcier age 21. 

Date: 
Do you want mo" information about CHDP SOrvi.e.'I ..... r---+---.., 0 Rcfemll------

Do you want CHDP medical or clantel eervice.? ............... . 

D. Uyou.,.., P",gDIUlt, you can get help fincl.iIlR. cloctor. gettlllR f----i------1 
traDllportation to _ the cloctor. IUId other help. Do you want 
to talk to IOIIIIIODe about thi' help? ............................................ t----t-----i 

C. Are you b",utfeeclinll a child? ..................................................... 1----+----..., 0 WlC referral 
Have you given birth within the lut three month.? ................ .. 

If you lUI_ered "YES· to either oHheee que.tioDII. you 
I1lllY he ehlrible for aerv .... proviciea by the Special 
Supplemental Food Program for Women, Infanta and 
Chilmn(WlC) 

D. Do you want infonnaLion about Family Planning Servic ... ? ...... 

E. Do you want to talk to a ."",al worker about other ... rv,,,,,. 
which may ba available to you! ................................................. .. 

If"Yu," briefly cieacnhe: 

MC210(Ml31 
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o Pregnant 

f----t---..., 0 BreasUeedlng 

o Parent or Guardian 
of child under 5 

o Poslpartum 

o Family Plannlnlli Informauon Given o Referred Dale: ____ _ 

o Social Services Referral 
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MEDI .. CAL ELIGIBILITY MANUAL .. PROCEDURES .::; ':;CTION 

CERTIFICATION 

I have read and received a copy of the Me 219. 

I am aware of. understand, and agree to meet all my responlibilities as de8cribed on the Me 219. 

I understand that all of the ltatementl, Including benefit and income information. that I have made on this form are 
subject to inveltigaLion and verification. 

I und .... tand that Section 1137 of the Social Security Act requires that I provide Social Security numbers (SSNs) for 
my.elf and any family members if IIwe requeat full Medi·Cal benefitl. I understand that my/our SSNs will be 
verified and will be used in a computer match to check the IIlcome and resources I1we report with information from 
welfare. stata employment. income tax, Social Security Administration. and other agencies. I understand that thi. is 
done to make aure that my/our family', eligibility and .hare..<Jf,colt level. if any. are correct. 

I d,·,·I .. rE! under penalty .. f l,m'Jury I1ml",' tho lawli or the Unded States IIf Anwrima and the State of Califonaia that 
I hi' mlurmatlOu ('ontaliled III tim. Ht .. temellt IIf [;',,,·t,, and any of ib !lUI'III"llumtal form(sl that J may be ask.!d to 
"uml'II,IO IS tru~ and corrt'JC~t. . -
Sipat,w. of Apphcant 

Sil!1l8Lura ofWilne .. (if a ppil. ant Signed with a mar~) 

Sil!1letunl 01 person helping appilcant fill out the (arm 

It ,~ I It .. """'lmtuulnHty of th .. beue{u'uu:!' , .. "I ,,,,r1'iOU a"Hug for th .. aPl'licantJredlnlmt to ",,]>ort to th .. I':ligibihty 
W""k.-r within lell (10) day_ lilly dlangl',y thai, lIel'llI'. 

SiI!1latunl of Penon Acl.ing lor Applicant/Beneficiary 

Addre .. of Peraon Acting fur Appticant/li~nenciary 

COUNTY USE ONLY 

Supplemental Forma laeued 

Worker Number 

MC210(!W31 

SECTION: 50159 
50161 MANUAL LETTER NO.: 123 DATE: 10/29/93 

Date 

Phone Number of Person 
Acling for Applicant 

I D .. "", 

Page 6 of6 
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MEDI-CAL ELIGIBILITY MANUAL· PROCEDURES SECTION 

STAn: or CAUFOR.NlA • Ilu.LTH NID WEIJ AIIII AC&NCY 

ADDITIONAL CHILDREN 
(SUPPLEMENT TO THE MEDI-CAL STATEMENT OF FACTS - Me 210) 
IP YOU HAVE MORE THAN THREE CHILDREN. IJU HIU AND GIVE TinS FORM TO YOUR 
WORKER 

Me 2Ws.<: 18/931 

DEPARTMENT OF HEALTH SERVICES 
MWI-c.\I. PROORAM 

COUNTY USE ONLY 
CueN ...... : 

Cue No.: ______ _ 

18·21 & , ... oap.? 

NO 

NO 

NO 

NO 

18·21 & , ... oap.? 

50159 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

STATII! 01' ClWroRNIA • H&Al.TH AND W1!:U'AAE AOI!;I\ICY 

NINOS ADICIONALES 
(St1PLEMENTO A LA DECLARACION DE DATOS DE MEDI-CAL - MC 210) 
SI TIENE MAS DE TRES NINOS. ANODLQS AQI.ll T DELE ESTA FORMA A SU 

Me 210 S.C lSi') (8/93) 

50159 
SECTION: 50161 MANUAL LETIER NO.: 123 

!:)eJ.O o MalIC, 0 fern. 

I r:mllara&aa.."! o S! 0 1'0 

: (,Suhcit.6 Medi.C.17 
IDS! 01'0 

s .. o 
OM ..... 

I i.Embaruada·/ 
I 0 SI 0 NQ 

DATE: 10/29/93 

DI:PAllTMENT 01' H&Al.1ti SEIMCES 
MEDI-CAL PROGRAM 

PARA usa DEL CONDADO 
case Nllmo: 

' .... 

o NO 

Medical t·,cpO" 0 YES 0 NO 

o CA2.1 
o 

I p,.. 

Medical suppon 0 YES 0 NO 

o CA2.1 
o 

MecIIcaI Suppa" 0 YES 0 NO 
o CA2.1 
o 

Modlcal SuppO" 0 YES 0 NO 
o CA2.1 
o Not In I>omo, 18·21 & lax <lap.? 

PAGE: 4S-11 
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W cU -ex: ::::1::::1 20 

-'/I) 
W ex: 

® 

l!! 
<C .... 
/I) 
W 
-' 
~ ex: 

MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

Property/Resources 
DUAR"NENl' OF HEAl.nt SERVICES 

MIIDI-<lAL PROOitAM 

(Supplement to the Medj-Cal Statement of Facts· Me 210) 

Please fill in the following, if you answered "YES· to certain Property/Resource questions from the Statement of 
Facts Me 210. 

Fill in the loll oWing If more room was needed to hst liquid resources (Checking/Savings/IRA'S, COUNTY USE ONLY 
Stocks, etc.) 

I It.Cloounl I CUrllII'I1 
Typ. 01 RMourc. Owner 01 RMOIIre. Number Nam ..... d AddrM. I Valu. CaseN""",: I 

$ 
CHaNo .. 

I $ Worlol, No.: 

I: S Dal",: . 

A. It you or any family member answered "YES' to oWning or bUYing any of the rtems listed under the lIenficabon of 'Good CaU$8' 
Real Estate part of the Me 210, fill in the follOWing. List any property In any state or country and all for NonubllzallOn of Property 
land you own, have utle to. or share hlle in. ITEMS: House •. lots. land, apenments. mobile homes 
taxed as real property. or other. lIerificallon of Income and 

Expensos (ust): 

Address or Legal OescripIJon of Property: 

Name of Owner: 

Ol.es anyone live there now? 0 Yes o No How long have they lived there? 

Name of person hVlng there: Relationship to you: 

Do you plan to return to that property to live? DYes o No 
(You must notify the county within ten (101 days of any change in 
plans for lIVing at the property.) 

Is the property currently listed for sale? DYes o No · 
Full value 01 property (Irom tax statement): $ Amount owed: $ 

Rent collected each month Irom property: $ 

Expenses on property: 
.Inl __ 

I y~ • InllUrallCe $ V_"" 
• TaxelllndA_um.,,1II I y~ • Upkeep and Repaol'l $ Y_hII' 

• Utiliti •• $ Y.~ 

B. If you or any family member answered "YES· to the life estate property queslion. please fill in the 
address 01 the property below. 
Address: 

Do you or any family member have an income Interest In a lile estale? DYes 0 No 

Is the Ide estate (producing/earningtproviding/grving) income? DYes C No 

MC 210 s·p (1W3) Page 1 013 
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MEDI .. CAL ELIGIBILITY MANUAL .. PROCEDURES SECTION 

® 

en 
~ y 
::c 
W > 

If you or any family merrile, answered "YES' to owning one or more of the lIems in the VEHICLE section of 
the Statement of Fecta. Me 210. fill in the following Information about each vehicle. 

A. Lilt all cars. trucks. motorcyclel. airplanea or off-road vehiclel (even if not running) owned by you or 
your family. If none. write "none: 

...... and Modell V_ 
Ua&ecllor Unci for 

CI.a Own. Amoun& OWHld Sale? Transportation 

I (R""llralion) V_ No V .. No 

i $ I 
I $ ! 
\ $ I 
I $ I I 
i $ '. 

! $ 
, $ ': 

! $ I 

'I $ I 

$ I 

i $ i I 
i $ ! I 

8. List any boats. campers (do no. ;nclude trucks). motor homes. or trailers which are not used 
as a home and are not taxed 118 real property by the county. 

! Va. \ Ct •• 
Uated 'or Uncllar 

o-criplion Own. Purchase Price Sale? Tranapo/laUan 
, (Regiatralion) . V .. No Vee I No 

i $ 

$ 

$ i 

$ I 
i $ I 
: $ ! 

! $ " 

I $ i 
I $ I I 

I $ I ! 
, $ I 
I $ I 

Note: It you think the value the Department of Motor Vehicle. will give Ihe items listed in A and 8 will be 
100 high, you may get three apprllsals of the actual value and the average will be u.ed. 

Me 210 s.p (W3) 

50159 
SECTION: 50161 MANUAL LETIER NO.: 123 DATE: 10/29/93 

COUNTY USE ONL V 

Will aumpt vahM::je: 

Cl Varilicetion oIl1011111Nr1P1 
vllhic:llNl 

Cl Ver'iclbon alll'lCll'lllnnce 

0' 

Cl Varification of pensonel 
property 

Page 20/ 3 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

0 

a: w 
:t: 
l-
0 

II you or any family mamber answered "YES· 10 ownmg IIams in the OTHER or BUSINESS section of the 
Sialiment of Facts. Me 210. pla .. e givl morl detailed inlotmation about those IIams Mre. 

A- II you or any family member own items of Jewelry valued al mora than $100 each, or are applying 
under Pickle and your items are over $500. you must fill in the following: 
(Do not include wedding, angagamant ring., or hairlooml.) 

U.ted for Sale? 
OelCrlptlon , AmountOwld 

Va. ! No 

S 

$ 
B. If you or any family member answlred "YES" 10 oWning life insurance. you musl fill in the following: 

I P_on Inaured I Oa .. ! Current 
Inaurance Company I Face Policy Poliey I Cash 

! Policy Owned By I Value Number Inu1lCl I Value 

! 1$ I' 
! I 

1. ! : I 
I 
I 1$ I' I I 

2. I I I 
I I 1$ \$ 

I I 3. I I 
C. If you or any family member answered "YES· 10 owning one or more 01 the following: 

1. burial plot, vault, or crypt, is it for use oftmmediate family? o Ves :J No 

or 2. mineral rights or mmmg claims. IS either listed for sale? DYes 0 No 

Please giVe more detailed information: 

Descripllon: 

Owned by: 

CUlTent Value: $ . Amount Owed: $ 

Location: 

O. It you or any famtly member answered "YES' to oWning a bunal reserve or Irust. please fill in the 
following: 

I Purchased I 
Purch ... I Amount 

Price 
, 

Ow1lCl For Whom From Whom I 

Is i 
S 

s Is i 

s Is : 

® If you or any family member answered "YES' 10 ownmg onl or mora of thl following types C!f business 
items: equipment. vehicles. tools. inventory or maleriaia (including livestock or pouitry not for personal 
use). you must give more delailed infolTOatton by filling in the following. 

(,/) 
(,/) 
W 
Z 
V,i 
::::l 
CD 

Me 210 SOP (81113) 

50159 
SECTION: 50161 

Description of Item 

MANUAL lETTER NO.: 123 

I Estimated I Amount 
Value Owed 

i$ 1$ 
1$ 1$ 
, 

1$ ',$ 

DATE: 10/29/93 

COUNTY USE ONLY 

Hail1oom? 
Total Nonexempt 

Appnalsad Velue $ ___ 

o Exempt 

Ve. No CSV 

Exempt 0 OS ___ 

Exempt 0 OS ___ 

Exempt 0 OS ___ 

Total CSV S ___ 

Exempt 0 OS ___ 

o Revocable 
o Irrevocable 
o Designeted Funds 

Current Value $ 

Page 301 3 
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MEDI-CAL ELIGIBILITY MANUAL· PROCEDURES SECTION 

EARNINGS AND EXPENSES 
(Supplement to the Medl-cal Statement of Facts ~ Me 210) 

1. '-'I0I'l No.1· Name: 
OecupalionlJob TIlle: Work Phone /I : ( ) 

Address: Hours Worked per Week: 

Date Employment Began: / I Houll Wortled per Month: 

'-'I0I'l No.2· Name: 
OccupaltonlJob TIlle: Wortl Phone. : ( ) 
Address: Houll Worked per Weak: 
Date Employment Began: / / Houll Wortled per Month: 

2. "your Income chang •• from month to month, show your lICIuallncome for the currant month in "Month 
t" below, and your e.tll1l8led gros. tncome tor Iha following two months in "Month 2" and "Month 3". 

Name Month 1 Month 2 Month 3 

$ $ $ 

I $ $ $ 

3. "s.w"mpIOyed. col'nl*tta Iha follOWing: Adjusted gross Incoma from last fedllfal tax retum: S 
HI. income changed? ................................................................................................... o Ves o No 
If incoma has changed or no tax ralurn, whal was: 

Changeo Incoma Amount Changed Income Amount 
Groll prcml per yew 01 callh paymenl $ BuliN" c:I1ec:king _nl: $ ITom NlI..."pIoymant: 
BuliN" c;oall per yew (example: $ "YIII'Il9II man1tt1V cash paid OUI: S IIIlariaIIO employeew. &qUIpmenll: 

Cun an hwld lor bulineu: S "YIII'Il9II manll1lV cash drawn n-om S bulina .. : 

4. Doe, anyone whO works pay for care of a child or dlsauled adult? ........................ o Vas 0 No 
" "Ves", plaasa complela tha followmg: 

PlII1Ion 1 PlII1Ian 2 PIII1Ian3 

I Nama 01 penon r_¥lng care -
AQe 01 parson fllC8Mng cara 

AmoI.II'II at payment and Ilaw often $ evlfY ~ ev..-y $ ev8fV 
pIIId P dav 0 w ... 0 manit! day 0 _ 0 manit! P day D- O """'''' 

Who do you pal' for Ihe care? Name: 
Addrass: 

5. Is thare a non-working member of tha famill' (parent, sisterlbrothar of child, 
spouse or child of a disat>led adult) living in tha homa who is able to take 
care of Iha child or dIsabled adult? ......................................................................... DYes 0 No 

6. "you ara a WOI1<ing diubled pel1lOn, do you hava any medically-ralated 
OOSII whICh ara n_ .. ary for your amployment. such as a whaaichair, ate.? ...... o Ves 0 No 
If "Vas", list belaw: 

Type aI Cosl Amount 

I $ I 

$ 

7. Do you or any family' member pay child suppan or alimony undar a coun order or 
based on an agraement wnh tha Qislnd Altornav? ................................................ DYes ::J No 
If "V,,', please complelalhe following: 

Monll1ty Amount I By Wham Dale La$! Paid '1 To Wham I Paid ! 

1$ I I I I 
............ It" '0/ • ., 

SECTION: 50159 
50161 MANUAL LETTER NO.: 123 DATE: 10/29/93 

COUNTY USE ONLY 

CaM Name: 

CaM No.: 
W"' ..... No.: 
Oate:. 

VERIFICATION (List): 
o Wage stubs 
o Tips 
o Child in lCilool 

o Exempt Hm1l'l9' 

Conwllion Factor: 

[] Actual 
[J 4.33 (Wee«lyl 
[J 2.167 (Bi·WaakJYI 
[J TwlCQ Monll1ly 

o Tax Return 
Schedule C 
Business Ledgers 

o Veroticabon amaunt 
paid and age at parson 
recetV1llg care 

o Other persan In MFBU 
wha could pravlde care 
MEM50553.5 

o IRWE (OM8.'SLMB) 

COURT ORDER 

Amounl II> 

o Verificaban at payment 

P'1oe 1 of? 
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MEDI-CAL ELIGIBILITY MANUAL· PROCEDURES SECTION 

VOCATIONAL AND WORK HISTORY 
1. ~No.1.Nam.: ________________________________________________________________ ____ 

A Have you wor1<ed. quit a job. or refused a job or training within tile last 30 days? DYes o f\i 
~ 1I1d~" 01 E~r'linIlIO luI o.y 01 JaIIIT ...... AmOUnI 01 LUll'aycr' .. .-

IAanlh o.y Yaar 
$ 

HelIn 01 WcrtIIT"'nmo on LaaI30 o.y. I FItMon lor LM¥IIIQ or RomIuo 

B. Are you actively seeking wor1<? 0 Yes 
C. Have you received Unemployment Insurance Benefijs (UIB) within the last 12 months? 0 Yes 
D. Do you eam any other money. such as tips. commissions, ovenime, shift differential. etc.? 0 Yes 

o No o No o No 
II "Yes', how rTLICh? $ Days wor1<ed per week: Hours per week: _____ _ 

E. List your employment and training history for the last 5 years. Begin with last job or training. 

IWMO/E~ ... Wot1< lit wr- EmplOO/ed AmaunIP.,<I Name of Employ ... Work 0' When EmplOye<! An'ICMInlPaod 
or T' .... II"IJ PfoQfwn T, ... "IIO I Mo.1)erIY .. " Monltlly '" T r.,.ng Pravram rr.nng (~lYe.,) Man""" 

1. 0 Work From 
4. 0 Work I I From I I 

0 Training To I I $ 0 Training To I I $ 

2. Ig Work From 
5. 0 Work i I From I I 

Training To / I $ 0 Training To I I $ 

3. 0 Work From 
6. 0 Work From I I I I 

0 Training To I I $ 0 Training To I I . $ 

2, ~lOnNo,2·Nam.: ________________________________________________________________ __ 

A. Have you wor1<ed. quit a job. or refused a job or ,raining within the last 30 days? DYes o No 
N8mt .,., A<I<I" •• 01 Employ ... n r..n1llQ La.1 Day 01 JobIT ra""l10 An'ICMInl 01 Laol P.~on""" 

Man", Day Ve., 
$ 

Hour. 0/ Workf'Ir_II"IJ" Lu, 30 o.y. I A.IUOM lOr L .... ng or Rell.o ... 

B. Are you actively seeking wor1<? 0 Yes 
C. Have you receIVed Unemployment Insurance Benefits (UIB) within the la5t12 months? 0 Yes 
D. Do you eam any other money, such as tips, commissions, ovenlme. shift differential, elc.? 0 Yes 

o No o No o No 
11 "Yes·, how much? $ Days wor1<ed per week: Hours per week: _____ __ 

E. List your emplOyment and training history for the last 5 years. Begin with last job or training. 

N_oIEITIIlf."... Wot1< or wr-Emp."ed AmounlP.,d Name 01 Employ ... Work or ....".., EmPlOY"" An'ICMIn,Patd 
or T r_ono Program Tr.,1I"IJ IMoIDiI'/IY_, Uonftyo or T ,,"ng Pravram TrllininO (Mo!OaylY"n ManINy 

1. 0 Work From 
4. 0 Work From I I I ! 

0 Training To I ! $ 0 Training To I I $ 

2. G Work From 
5. 0 Work From I I I ! 

0 Training To I I $ 0 Training To I I $ 

3. 0 Work From 
6. 0 Work From I / I i 

0 Training To I I $ 0 Training To I I $ 

I understand that the statements I have made on thiS form are subject to investigatIOn and verifICatIOn. "I declare under 
penalty of perjury that the foregoing statements are true and correct: 
Signalure: ______________________________ _ Dale: _______ _ 
....... ", .. nfC"wr',II()·n 

50159 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

INGRESOS G DOS YGASTOS 
OUARl'MDrI' 0 .. HttAl.11i SERVICES 

WEDI-cAI. PROQRAM 

ANA 
(Suplemento a la Declaracl6n de Datos de Medl~cal - Me 210) 

1, F'1I'1IONI No.1· Nombra : 
~mpleo Puasto: No. cit Til. en II T rallljo: ( ) 

DirlClCiOn: Hor. Trabajadaa par Slmana: 
FIChe an que ComenzO al Empleo: I I Hor •• Trabajadas par Mes: 

F'1Ir ..... No.2· Nombre : 
Ocupaci6n1Empleo Puesto: No. cit Tel. en eI TrabaJO: ( ) 

DirlClCiOn: Hor. T rabajadaa par Semana: 
FlICha an qua Comanze) al Emplao: I I Horas Trabajadas por Mes: 

2. Si IUS ingrelOs camblan de mas a mas, muestre sus IngralOs raalea para al m .. ac!ual an ·Mas 1" en 
seguida. 'I sus ingralOs brutos calculado. para loll s!Quiante, dos m .... an "Mes 2" y "Mas 3". 

1 I I Nombra Meal I Me,2 Me. 3 

1$ IS 1$ 
I 1$ !S 1$ 
3. Si IiInIIlIIC}OCIO Il'01*l. complete 10 stqu.n.: Ing_IIIU11lados d111a 1AIim1 dKIarai;.on cit impoHIot ledItraIes: $ 

I-Han cambiacio 101 mgr.lOs1 ..................................................................................... o SI o No 
5i han cambiado los ingr.lOs 0 no hay deelaracilln da impuaslos. Que lua(ron): 

r--"lngr8lOs que Cambiaron Cantidad I Ingr.sos qua Can'lbiaron Ciant id ad 
I GanenaU bru ... POI' ano 0 pago l1li is I Cuenta de c:nequel del negoao: $ I e/ec4iw pmwn_ de nagoao prQIMO: 

CoIIOa del negoao POI' aI'Io (El8fllplo: is I PfoIl'lldIO mel'llllUai de elec:1lYo que IS pag6: S SIIIIInoI de loll ampie"'. 8QUIIIO I. 

EIec:Iiw a la mano pWa" negoaa: is I Promeao menlua! de etecu\lO ntbi'1ldo $ 
I I del negoao: 

4. I-Paga aIg,,;an que Iraba,a para qua sa culda a un nino 0 a un aduno ,ncapacilado? 051 o No 
5i as asi. por lavor complale 10 siguienta: 

I Persona 1 I PIQOtIII ;2 Persona 3 

I NombnI de la peflOOll qua IS CliICla I . ! 

\ EdIId de Ia pel'lOOa que IS culda ! I ! 
I 

: Canlldad del pago Y tr8a.l6lnCla del ~ <:ada IS cada ,$ cada 

I~ ala 0 MmaM 0 mH ~ dla 0 __ 0 m. o dll 0 seman. 0 me. 

i.,A quHin ia psga por el culdado1 Nombra: 
DirecclOn: 

5. I. Viv. an al hogar algun miambro da la familia que no tribala (padre/madra. 
harm.nO/hermana del nilia .•• poso(a) 0 hijo(a) da un adulto incapaatado) 
quian puede cuidar a .. mflo(a) 0 adulto incapacRadO? ......................................... 051 CJ No 

6. 5, uslad .s una persona incapaCllada oua Iraoala. ~lIena gasl05 medICOs qua son 
neeesafiOS para au ampleo. como una Sllia de rusoas. elc.? ................................. o Sf 0 No 
51 as asi. anotelOs abalO: 

I. CIaHde guto Cantidad 

i $ 

I $ 
7. i.Paga usted. 0 cualquiar m,ambro da la lamilia. mantenimianlo da hijos 0 panslOn ailmenticia. contorme 

a una ordan da la cona. 0 basados en un conyanlO con al Fiscal del Dislrrto? ...... OSi [J No 
5i as asi. por fawr complela 10 siguianle: 

C; antidad MenlUal I 
~PorOuien? : UI.ma fecha de Pago I que_Paga I 

$ I I I I 

50159 
SECTION: 50161 MANUAL LElTER NO.: 123 

~A Quillin? 

DATE: 10/29/93 

PARAUSODELCONDADO 
Cue Name: 

Cu. No.: 
W_No.: 

Dat.: 

VERIFICATION (Ur.I): 
o Wagell1lbs 
o Tips 
o Child in sc:noo4 
o Exampl aamlll9& 

CooWlrSion FaclOr: 

0 Actual 
0 4.33 (Weekly) 
0 2.167 (Bi·Weakly) 
0 Twice Monlhly 

o TaxRatum 
Schedule C 
BUSiness Ledgers 

o Vel'lficabon amount 
paid and age 01 person 
receeYlng care 

o Other perlon in MFBU 
who could provide care 
MEM50553.5 

o IRWE (OMBlSLMB) 

COURT ORDER 

AmountS 

o Verification 01 payment 

PaQana t de 2 
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MEDI-CAL ELIGIBILITY MANUAL· PROCEDURES SECTION 

HISTORIAL VOCACIONAL Y DE EMPLEO 
1. ~No.1-Nomme: ________________________________________________________ __ 

A. i.Ha trabajado usted. dejado 0 rehusado un empleo 0 entrenamiento en los ultimos 30 dras? 0 Si 0 N, 
UI1Imo Dla <Ie Em~nlrllna""."", , C;anlQOO OIl' Ultimo \,;~ 08 ~.go I 

MIN Dla AI'K> . I 
I $ ! 

I 
B. i.Esla usted buscando trabajo actrvameme? 0 Si 
C. i.Ha recibido Beneficios del Seguro contra Desampleo (UIB) an los ultimos 12 mases? r::J Si 
D. ~Gana cualquier otro dinero. como propinas. comlsio/18s. bempo extra. diferenaal por turno. etc.? 0 Si 

o No o No o No 
5i 8S asf. ~cuanto? S Dras trabajados a la seman a: Horas ala semana: _____ _ 

E. Anote su histona! de empleo y entrenamlento para los ultimos 5 anos. Comience con el ultimo empleo D entrenamlento. 

I Nom •• iIeI P.-0 I T,iIIINIIOo C'**T,.a..o I CaIIe_ plIQWl -'del 1'._ 0 TratlalO 0 Cu.indo TrabaiO I Can_ PagOda I 
",... <Ie Ennn.". !En_ .. I MefI'DlliAIIo I . Men __ ntll I Preo'. de Entrllnllm. Entrenamtltnlo I IMetoIDllIIAnol i Menluaunenr. I 

I 

1 1. 10 Trabajo De 
4. 0 Trabajo I De I I J I I I 

10 I Entren. A I J i$ 0 Entren. i A I I $ 
I 

12. 0 Trabajo De / J 
5. 0 Trabajo I De I 

/ I is I 

Is I 0 Entren. A 0 Entren. I A 
II 

I I I I 
I 
I 

1

3
. 

I 6. I 0 Trabajo De I I 

1$ 
0 Trabajo 1 De I I ~ 

0 t:ntren. A I I 0 Entren. I A I I 1$ 
1 1 I 

2. P1tI'lIOn. No.2· Nombre: _________________________________________ _ 

A. i.Ha trabajado usted. dejado 0 rehuSado un empleo 0 entrenamiento en los ultimos 30 dias? 0 Si 0 No 

Ultimo Dla <Ie Em~Entrenaml,,"'o 
Me, Dla Mo 

i Canl_ OIl' Ullimo Cheque 08 Paqo I 

i $ 

i 
---------------------~------------------------------~------~~-----
B. i.Estci usted buscando trabajo activamente? 0 Si :] No 
C. i,Ha recibido Benelicios del Seguro contra Desempleo (UIB) en los ultimos 12 meses? 0 Si 0 No 
D. i,Gana cualquler otro dinero. CXJmo propmas. comlSlones, tlempo exIra. dderencial por lurno. etc.? :J S[ 0 No 

Sf es asi. ~cua.nto7 $ Diu trabajados a la semana: Horas a la semana: __ -:---__ 
E. Anote su histonal de empleo y entrenaml8nlO para los ultimos 5 anos. Comience con el ultimo empleo 0 entrenamienlo. 
! NomDr. del P.!nIno 0 T,lII:IIjoo CUoindo T ,IIbajQ I Cant_ PlIQW -. del PU'1IrIO 0 T,..,...,o Cu.tndo T ,abaiO I Carr_ Paqa:lal I P,,,,,,,. <Ie Enu ... am. Enlr ...... etI'" I MeIlOlIiAllo, I Men __ nlll 

P,oor. de En"".", En"'-"IO I (MeIlOjIllAllo, I MenauaJmetl,e I 

1 I J 
! 1. I 4. 0 Trabajo De / ! 0 Trabaio I De I I 

i 0 Entren. A I I 1$ 0 Entren. I A I I 1$ 
i I 

i 2. 10 Trabajo De I 
5. 0 Trabajo I De : 

I I / .' 
1 10 Entren. A ! I 1$ 0 Entren. 'A I I :$ 

I 

, 3. 10 
Trabajo I De 

6. 0 Trabalo I De I I ! 

iO Entren. A .' I 1$ 0 Entren. I A I I 1$ 
i I 

Enllendo Que las declaraciones Que he hecho enesta forma eslim sujetas a InveS1lgacl6n y venhcaci6n. "Declaro balD 
pena de perJurio Que las declaraclOnes anterlOres son verdaderas y correctas." ._, 
Ffrma: ______________________________ _ Fecha: _______ _ 
Me 210 s.w (SPI 131931 P~Q,n. 2 de 2 
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MEDI-CAL ELIGIBILITY MANUAL· PROCEDURES SECTION 

DUAR'TMENT or HEllLni SEIMCES 
iIoIEDI-cAI. PROORAM 

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

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

w;;;.,foIo.: __ · __ Dlllr",(;;.;·· __ 

". __ __ _ _ ___ .~ _ _ _ _ _ ______________________ HH_ 

Part I.. IN~KIND INCOME VERIFICATION 

A. Applicant Authorization Secllon: (Sign this section If you want tho county to verify IN-KINO INCOME) 

Name(s): _________________________ _ 

Address: _________________________ _ 
I he",by authorize county to contact ___________ _ 
concerning any of the information requested below. 

Applicant Signature: Date: 

B, Provider Statement Section: (Statement of person giving/sharing houslI1g. utilities, food. clothing, etc.) 

1. The person(s) named above receives from me/my family: o Housing/Rent 0 Utilities 0 Food 0 Clothing 0 Cash 
• This is 0 Free 0 In exchange for _____ . _________________ _ 
• VWe have been providing these items since ____________________ _ 
• VWe expect to continue to provide these items until __________________ _ 

2. IN/e share household expenses wIth the person(s) named above. 0 Yes 0 No 
(If no, go to number 3.) 

Our shared ar,angement is: __________________________ _ 

3. The TOTAL cost 01 household items at the above address IS: 

Housing __ _ Rent __ _ Utilities __ _ Food __ _ Clothing __ _ Cash __ _ 

• The number of people in the household at the above address IS: _____ _ 

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

I CERTIFY THA T THE INFORMA TION IN THIS SECTION IS TRUE AND CORRECT: 

Provider Signature ____________________ Date: _______ _ 

Address: Phone: ( __ ) _____ _ 

Part lI. HOUSING VERIRCATION 

SIGN BELOW ONLY IF YOU. THE APPLICANT. WANT TO PROVIDE INFORMATION ABOUT FREE HOUSING OR RENT PAID 
TO A RELATIVE AS EVIDENCE OF RESIDENCY. BEFORE YOU SIGN, YOU MUST FILL IN THE HOUSING INFORMATION 
REQUESTED ABOVE. 

I understand that the information I provIde as evidence of residency may be verified by county or state employees I 
processing my application. I agree to cooperate with any such employee in the verification of this informatIon. I 
hereby authorize any county or state employee responsible for administering the Medi·Cal program to contact ! 

________________ concerning any of the information prOVIded above. 

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

Applicant Signature: 

Me 210 S-l (8/93) 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

DEPARTMENt' OF HEAL'IlI SERVICES 
MEDI-c.u. PROORAM 

INGRESOS - NO EN EFECTIVONERIFICACION DE VIVIENDA 
(SUPLEMENTO A LA DECLARACION DE DATOS MC 210) 

NECESITAMOS LA SIGUIENTE INFORMACION PARA DETERMINAR EL 
VALOR DE LA VIVIENDAIALQUILER. SERVICIOS PUBLICOS Y 
MUNICIPALES. ALiMENTOS 0 ROPA QUE USTED RECIBE GRATIS 0 A 
CAMBIO DE TRABAJO. 

Para Uso del Condado 
ca..Na ... : _______ _ 

ca..No.: ________ _ 

WOI'ICIIrNo.: ____ Dal.: __ _ 

.. . _. - -- - -- - .- -- - ---- -- -- "-- - - - ------------,-- -------- ".-._--- --- ----- --- - ---- "----
Parte I. VERIFICACION DE LOS INGRESOS NO EN EFECTIVO 

A. SI!C Clan de Autorlzaclon del Cllente: (f'lrme esli) SI!CClon 51 usted desea que el condado ven'lque los 
INGRESOS NO EN EFECTIVO) 

Nombre(s): _________________________ _ 
DirecciOn: __________________________ _ 

Par medio de /a presente autorizo .1 can dado de a que se comunique can 
____________ con r./acion a cua/quier informacion que 5e solicita enseguida. 

Firma del Solicitante: Fecha: 
B. Seccaon para la Doclarac:lon del Praveedor: (DeclaraclOn de la persona que dalcomparte la vlvlenda, 

senlll::ios publlcos y mUnicipales, alimentos, ropa, etc.) 

1. la(s) persona(s) mencionada(s) arriba recibe(n) de milde mi familia: o ViviendaiAlquiler 0 Servicios Publicos y Municipales 0 Alimentos 0 Ropa 0 Dinero en efectivo 
• Esto es 0 Gratuito 0 A cambio de _______________________ _ 

• He/hemos proporclonado estos articulos desde : \ 
• Espero/esperamos continuar proporcionando estos articulos hasta 

2. Compartolcompartimos los gaslos del hogar con la(s) personals) mencionada(s) arriba. 0 Sf 0 No 
(Si no es asi. pase al numero 3.) 
Nuestro arreglo de compartir es: __________________________ _ 

3. EI costo TOTAL de los gastos del hogar en la dileccion anterior es: 

Vivienda Alquiler Servicios Publicos y Munlcipales, __ _ Alimentos, __ _ 
Ropa Dinero en etectlvo, __ _ 

• EI numero de personas en el hogar en Ia direccion anterior es: _____ _ 

4, Mi relacic:irv'parentesco con la(s) persona(s) mencionada(s) arriba es: ______________ _ 

CERTIFICO QUE LA INFORMACION QUE CONTIENE ESTA SECCION ES VERDADERA Y CORRECTA: 
Firma del Proveedor ____________________ Fecha: _______ _ 

Direccion: ________________________ Tel.: ( __ ) ______ _ 

Parte II. VERIFICACION DE VIVIENDA 

FIRME ABAJO 50LAMENTE 51 U5TED. EL 50LICITANTE. DE5EA PROPORCIONAR INFORMACION ACERCA DE VIVIENDA 
GRATUITA 0 ALQUILER (RENTAl QUE SE LE PAGA A ALGUN PARIENTE COMO PRUEBA DE RESIDENCIA. ANTES DE 
FIRMAR. USTEO TIENE QUE COMPLETAR LA INFORMACION SOBRE VIVIENDA QUE SE LE PIOE ARRIBA. 

Entiendo que la informaCion que yo proporcione como prueba de residencia, pudiera ser verificada por empleados 
del condado 0 del estado para tramitar ml solicitud. Estoy de acuerdo en cooperar con tal empleado en la 
venficacion de esta informacion. Por medio de la presente. autorizo a los empleados del con dado 0 del estado, que 
sean responsables de administrar el programa de Medi-Cal, a ponerse en contacto con ---:----:--"'7-
________________ con relacion a cualquier informaCion que he proporcionado arriba. 

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

Firma del Solicitante: 

Me 210 Sol (S?) (8193) 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

s tudent Educational Expenses 
(Supplement to the Medi-Cal Statement of Facts - Me 210) 

If you Of any family memo.r ara In oollaga or attendIng a similar aoucalionallnsUlullon. 
~a ... fiN in Ilia fOllowing: 

A Studenrt nama(1): 

Name 01 1I'I.1i1Ll1ion(1): o FuN-lime D PIWt-_ o FuU-lime o Pan-lime 

SIlllUa 01 ,lUCIen. a): o Grad o Undltrgrad [) Grad I~J Undergrad 

B Gran ... looMa. Scnoi ... hlpa. Fellowshops: 

Amount~: $ $ 

SouI'C8(I) 01 gl'llntl. loan I. etc. 

Howolten~? 

C. Expan_ Plif Term: 

Is lann a semeslllf. quaner. year? 

Tuilionllllft : $ S 

Book,. aqulpmant and suPplies' $ S . 
Child cant _ssary lor schooL $ S 

0 TranaportabOn 10 SchooVCh~d Care 

Round 1riII m .... IMIf day: 

School attanded how many days P8f week 

Type ollranlOOrtllllOn used (own car. 
borrowed car. car pool. Ilu s. ale): 

Costa (per monlh): 

• Amounl patel by sludent (nol own ear) $ $ 

• Amount P8Id by ndar. $ S 

• Pllrking. IOUS. ale. S S 

Is public transportllbOn (bus. tra.n. 
etc.) available? o Ves (J No [) Ves oNo 

• I t yes, 'ncicala cost: $ $ 

MC 210 5-E (:1.'101 

50159 
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COUNTY USE ONL Y 

ca .. ,.".: 

c ... No.: 

WorMrNG.: 

DIlle: 

Se. MEM 50447 lor aliowaDie 
educaaon •• aense •. 

EXEMPT: 

o Entire amount 
o Only expenses 

VERIFICA nON (LisU. 

Transportation costs allowed 
(show comCUlilllOnsl: 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

astas Educativas de Estudiantes 

DE:PAR'11otEHI' or HItAL'nI Sl!:IMCES 
MEDI-cAI. PROORI\M 

PARA USO DEL CONDADO 
G 
( Suplemento a la Declaracion de Datos de Medl-Cal • MC 210) Cue Name: - -

CaM No.: 

W ...... 'No.: 

Dale: 

Si 1Jattd 0 cualQUler mfemoro de la familia aalste a la untllersldad 0 una mstltuclon aonae otorgan See MEM 50447 lor allowable 
medio bachillerato (coUege) 0 una Instltucton educativa similar. por favor co~lete 10 siguiente: educailon expalll8s. 

A. Nombr8 deI .. lUc:llanllll$~: 

EXEMPT: 
iIIombr8 dill la U'lSIIIUCl6n(as): 

o nampa compj. 0 MIdIO llill'l!lo o rllllll>OCOII'I!II. 0 MaaobemlX> o Enbre amount 
SilUlIICI6n como e.lUdlantf,(s): o PoslgrllClUllOO 0 Sin grlduarsa o Postgradwlclo 0 Sin graouatlill o Only expenses 

B. Subvaltaornta. PresbSmos. 8acal: VERIFICA TION (List): 

Canlldad rIIClblda: S S 

Fuenbs( s~ de las subvanclOnes. preslamo •. ele.: 

(.Con que fl1lClHlnc18 SIll I1IClba? 

C. GUIOI por Curso: 

~E. al curse un Slllmastra. un tnma.ira. un ana? --
ColagiaMaicUOlas: S $ 

I..Jbrgl. IIQUIPO. Y ublas: $ $ 
TranSpOtlallon COslS allowed 

Cuidado de nones necasano para .SlSti! a Ia escuaja; $ $ (show compUtatIOns): 

D Transpona 11111 EscuelaiGuardarilllnflll1bl: 

Milia. por vlS,a redondo al por dla: 

Dlaa por samanll qua IISiStl! a Ia ascuala: 

Clasa de transpor1a que sa usa (IiUto proPio. 
auto praslado. vla,a an grupo. autobul. ale.); 

Gallol (par mas): 

• CantldllO que peg_ .IIIIUClIItlIt Ina en IUto llRJIlIoi $ $ 

• CaniJGlId qUI pagan laS PIISonu QUII VIllI8/! con Usilld $ $ 

• Eltaclonamlanto. paa,a. ale. S $ 

"Hay a la d,sPQSlClon transporta publico 
(al.ltobUs. tran. atc.)? o SI oNo o Si o No 

• S, lIS asi. ,nd,ouli al COSIO: S $ 

... C 210 s-e CSP) C:JIIIll 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

Dr~ 01 HiPOUUl ~~ 
\II"" ... :."'~mm 

IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL 

I, ________________________ am applymg Icr Medl-Cal beneilts from 

County Welfare Department Ion behalf of 

------------------------------- i. I fullv underSland that 
I have the followmg RIGHTS AND RESPONSIBILITIES listed on this lorm m order to be found 
eli~lble for Medi-Cal and to mruntam that eHglbilily, 

I HAVE THE RIGHT: 

• To ask for an mterpreter to help me m applymC!. for Medi-Co.l if I have difficulty 10 speaking or 
understandmg the English language, 

• To be treated falrlv and equally recardless of mv race, color, reltgion. nalional anglO. sex. age. or 
poliucal beliefs. 

• Tu applv for ~ledl-C,d anc.J to ile tcid in writing wileLi1er Dr Iwt i 'iuahfv :or any M~dl-C;tl 
program. even If the COUlltv represemall\'e tells me dunnt:!, thls II1LerVIt!W Ulat It appears I am not 
eilglble :ll thiS lime. 

• Tu applv as;1 dIsabled person II i thInk I .Wl rilsablecJ, 

• To review manuals COnLammt:!, tt1e rllies <lnd ret:!,ulatlons of the Me(il-Cll program 11 I W:llll La 
quesllon the baSIS on which my eligibllltv IS approved or demed. 

• To rect"lve a Medl-Cal c::1rcl :1S soon :lS possible II I have a medical emercencv or I am pregn:mL 

• To have :l1l mlormalJon th:1.l ! ,i,!lve to the county welfare department kept III tile strIctest 
confidence. 

• To be told about the Child He:lilh and Oisablhlv Prevenllon (CHOP) Program and the SpeCial 
.. Supplemental food ProJ;!rnm for Women. Infants and Children (\VIC) :lnd to request help III 

recelvJn/! sen1ces under those pro/!rams, 

• Tu be tole! :lbout tile rules lor retro;lCll\,e Medl-Cal elIgibility_ 

• To qualifv for Medl-C::11 by reducmc mv property resen'e La wlthm tile I\ledl-C:l! property lillllt tlY 
the last :''lV 01 Jny montil. IllcludlOt:!, the month 01 apphcallon. ! have ttl:! ncht to an expl;',;:;JllOn 
oj rosslble w:ws 1 !Jat ! !nay srend Ill\' ('xcess propert\' as Ion!.! :JS I reCCI\T :1ciequ:JLe 
consl(jerallon In return. 

• To ask for ;Jnd receive 1I110rm:lllOn :lbout the Famdy PI:lnllln~ Prol,!r:lnl :l11(1 to be tolel :I ! 01111 
eligible for sef"V1ces under that progrnm. 

• To speak Lo ;J sOCial service worker :llJOlit other public or pnv;Jte services or resourccs that IIl;JY 
be aVailable to me. 

• To be laid abouL Medl-C,ll Health CJ.re Pl:lns that I ;"md olher eilgible !Ilernbers 01 IllV lannlv IIl:lY 
be able La Jom to gel a doctor ;lnd other medical care: fee-lor-service: and to choose the option I 
I1refer, If I JOin a pl;:tn. I will L!el :lll necessarv medical c;'Ire from n1'.' Medi-Cal HC;Jltll P!:ln 
wilhout haVing to 11Ild a doctor who will lake care ot me. 

• Tu lower :lIlV share 01 cost 1 1l1:W Il:lVe iJv I1r<1VlflinL! p:1st ullp:llCl mecllC:l1 hills It II:lt I stdl owel 

• MY SPOUSE ,\NO I IIAVE THE RlGI!T TO rllvl(lc our countable (nonexempt! communllV property' 
bv wntten :1Qreement !l1l0 t"flllal sh:1res 01 sen:Jr:Jtc nronenv II I"lther 01 tiS entereri 10nQ-term c:Jre 
prior to :'t!fltcmocr :';0. I US!). 

P::llte I 01 6 
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MEDI-CAL ELIGIBILITY MANUAL· PROCEDURES SECTION 

IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI~CAL (Com.) 

• If I enter long-term care on or after January 1, 1990. my spouse at home has the right ~~ Keep a 
certain amount of our countable separate and commumty property, My spouse and: ~ve the 
nght to De told the amount, 

I HAVE THE RIGHT TO a state hearing If I am OIssallshed v.1th an action taken tor not ~J.Ken) bv 
the county welfare department or the Stale Department of Health Servlces, If I Wlsh to ask for a 
state heanng. I must do so within 90 days of the cate the Nouce of Action was mUlled to me, If I do 
not receive a Notice of Actlon. I must request a heanng Wlthtn 90 days from the date I discover the 
action or inaction Wlth which I am dlssausfled. The dale of discovery is the date I know, or should 
have known, of the acUon, The best way to request a heanng is to contact the nearest county 
weUare department. 

MEDI-CAL APPLICANT /BENEFICIARY RESPONSIBILITIES 

I HAVE THE RESPONSIBILITY TO 

complete a status report when pro\'\Clect bv the county nnd to return the completed status report 
to the countv oy the deadline ~I\'ell (,II IIIC fcpon. 
provlde eVldence that I am a reSident ot Califorma, 

I HAVE THE RESPONSIBILITY TO nOllfy my count\' representatlvt' WITffiN TEN (10J DAYS 
whenever: 

• Income recel\'ed by me or any member of my f:lmily mcre:l::'':';::. decreases, or stops, This Includes 
Social Secunty payments. loans. settlements, or mcome from :lny other source. _ 

• 1 plan to ch:mge or have alre:lclv ch:lngeci my reSidence or m:lIHn~ address (lIlclu(,l1nl,! monng out 
of state) or plan to be awny for more than seven 17) days, 

• A person, mcludlng a newborn child, whether or not related to me or my family, moves mlo or 
oul of my home, 

• l. my spouse, or any member of my family enters or leaves a nurslOg home/lorll!.-term care 
faCility. 

• I receive. tr:lnSler, l2.lve nwav, or sell real or personal [Jro[Jenv tIllclucillll.! monev) [)r wtlencver 
someone (!,Ives me or a member 01 mv lamll~' such ttllngs as a car. llollse, Illsur::mce [J~1\'ments, 
etc. 

• I have any expenses which nrc paid for bv someone other than myself. 

• An absent p:lrent relurns to the llOme or a memoer of my lamtly becomes precnam, 

• I or a member of my Inmtly becomes employed, chan~es employment. or IS no longer emploved, 

• I have a chan~e In expenses related to employment or educallon liar example: child care, 
transportation. etc.), 

• I or :l member of my family becomes phYSIcally or mentally Impaired so ltlat I/llel she C:lnnOl be 
employed Ithls would include a child in the fnmtly who may not seek employment 111 the future 
due to any Imp:llrmentJ, 

• I or a member of my lamllv npphes lor rUsabliity benefits under L1le SSt/SSP pro[!ram, SOCial 
Security prol1.rnm. VA, ur Railroad Rdlremellt. 

• One ot' my children drops out of school or returns to school. 
• The IInmlj.!ralion statu::; Of CIllZCllslllP 01 <Illy lamliy member Il.:1S cllalll.!ed. 

• I or a member of my lamllv has :l change In health IOsurance coverage, 

Me 21!1II 1I!1:JI 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL (Cont.) 

I HAVE THE RESPONSIBILITY: 
• To sign and date my Medi-Cal card when I receive It and to ensure that It IS used only to obtam 

necessary health care sel"Vlces for myself. 
• To apply for and proVlde a Social Secunty number lor myself and/or any member 01 my lamlly 

who wants FULL Medi-Cal benefits. I must cooperate With the Socu).l Secunty Administration m 
cleanng up any quesuons or my Medl-Cai eliglbihty Will be denied or dlsconunued. 

• To apply for Medicare benefits if ! am blind. disabled. or 64 years and 9 months of age or older 
and eligible ior these benefits. I am responsible for mformmg my proVlders that 1 have both 
Medl-Cal and Medicare coverage. 

• To apply for any mcome which may be available to me or my famIly members. 
• To report to the county department. and to the health care provIder. any health care 

covera~e/lnsurance I carry or am entitled to use. If I willfully fail to dIsclose this Information. I 
am guilty 01 a cnmmal offense. 

• To use any health care msurance plans I have before usmg Medi-Cal. Such plans mclude 
Kaiser. CHAMPUS. or any other rlealt.h care pl::m/msurance loentltied by the countv welfare 
department or the State of Calt/orma. IMeclL-Cal wlil not pay for <lnv s~rvlce paid for and/or 
provided bv anv medlcalll1surance plans.) 

• To report to the county department when Medi,C.lI WIll be bIlled for health care services receIved 
as a result of an n.ccldent or Injury c.lused by some other person S .lctlon or f.lliure to act. 

• To take mv Medi-C.ll cn.rd to my medlc.ll provIder when I ::lm Sick or have an appointment. lil 
emergency SltUOltlOns when a cn.rd IS not m hand. I have the responSIbility to get the card to tile 
medlc::ll proVlder ::lS soon as possible. 

• To coopernte With the StOlle of COlhforma If my case IS selected [or review hy the quality control 
review team. If I retuse to cooper:J.te. my Medl-Cal benefits WIll be discontinued. 

• To cooperate WIth the State or county In establishing paternity ;md Identlfymg any pOSSible 
medical coverage I or my famlly may be entitled to. including coverage or support through an 
absent parent. 

• To report to the county dep::lrtment and to my medicOlI proVlders any he::llth Insurance coverage 
I carry and to ::lpply for ::lnd retam nrry health InSUr::lnce available to me ::lnd my f::lmlly at no 
cost. I have the responSlbilitv to enroll and remam enrolled m an emplovment rel::lted group 
health plan wnen Medi-Cal approves payment of plan premiums bv the :it;ue 01 Califorma. 

• To go Lo a present::ltlon. If presentatIons are I!Iven. and make a wntten chOIce about how I Wilnt 
to gel my Medi-Cal benehls. If ( do not go or do not m::lke a wrltlen ctl0lce. my eligible lamlly 
members and I may he slI!ned lip III ;] Medl-C;:ll Health C;:lre Plan nearest mv horne. 

PRIVACY AND CONFIDENTIALITY NOTIFICATION 
Sections 14011 and 14012 at the Welfare and Inslltutlons Code alltilorll.e coulIly welfare depOlnmenLS 10 
collect certllln mionnallon lrom YOli La detennme If you or the persons you represent are elll!lble for tile Medl-Cal 
prollrnm. Tile tnlonnallon you prOVide IS contadentla1 and may onlv 11C disclosed 10 certain 1I1t1lvlctllals or 
Ofll(amzaUons and then only to administer the Medj-Cal proll(ram. This mfonn:lllon Will be used by the countv 
welfare department to establish Inllial and ongoing Medi-Cal eltlZlbihty: by the !:)late's hscal IOlennedlanes lor 
claIms processmg: by the Depanment 0) Health ServIces for Medl·Cal card producllon. health Insurance 
Idenllflcatlon and overpayment recoverv actIOns: by the Umted Stales Department of HeOlllh and Human 
Services for audit and qllalltv control reviews: for MedIcare BlIy-ln and SOCial Secunty ACCOllnt !'Illmber 
venhcaLlon: by the UOIltd Slales Depa.nment of ImmlllraLlon and Nalurahzallon !:ServIce lor reSident allen 
"tatus venhcatlon: and by medical provlclers 01 services and health maintenance: urcamZallOl1S tor ellt!lblhlV 
"ert II Icatlon. 
PrOVlcllnl! thiS IOfonnatlon IS mandatory, Failure to do so Will result m \'Ollr meh!!lblhlV lor Medi-Cal benellts. 
However. II vou are applYlO1! lor restricted Medl-Cal benelils. vou mayor mav not lIa~'e to tell us your SOCial 
""CllrIlV !lumber. tllrtllplacc. aile:n IllHnber. and alll:n/clllzen SI;llllS. You Ila\,!" Ille rt:.:llt to IOllk ;11 \"lIlr 
IlllonnaUon and may do so al tile county weltn.re olflce dunn!! reaularlv scheduled olilce hours. 

~.IC lIl!IlIlf!l3I 
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MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION 

IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI·CAL (Cant.) 

DDI·CAL APPUCANT /BENEFICIARY UNDERSTANDING 
I UNDERSTAND that failure to provlde necessarY mformatlon or deliberateiy ll,1\,IM. false mforF~lOn can 
result In demal or discontinuance of Medl-Cal benellts and an mvestll:!atlon of mv case lor suspectea lraud. 

I UNDERSTAND that the mlormal1on I proVlde will be checked by computer with mformatlon proVlded by 
employers. banks. SOCial Secunty Administration. welfare. and other U$,encles. 

I UNDERSTAND that fallure to apply for or retam no cost Insurance or termmatlon 01 enrollment In a State-
paid employment related group health plan Will result In denial or discontinuance of Medl-Cal benellts 
and/or eligibility. 

I UNDERSTAND that If I request a Medi-Cal provIder to provIde a seIVIce not covered by my health msurance 
plan. I am responSible for obtalnmg wntten venflcatlon from my health plan that It does not offer the Medi·CaI 
covered serVlces. 

I UNDERSTAND that if I am recelvtn~ Medi-Cal based on dIsability and 1 apply for SSl disability benefits. I 
may be termmated from Medl-Cal If SSl deCides that 1 am NOT disabled. 

I UNDERSTAND that If I do nOl repon chan!!~s promptly 'lOd. because of thiS. I receive Medi-Cill benellts tllat 
I am not ehglble lor. I may be responSible to rep;r,' the Stille Department 01 Healtll Services. 

I UNDERSTAND that alter mv death the State ilas the right to recover from mv estate all Medl-Cill benehts 
receIVed after age 65 or pnor to al!,e 65 if I have been an mpilUent 10 a nurslOI! laclllty unless I leave a 
survwmg spouse. Idurmg IllS or her lifetime). mmor children. blmd or permanent I\' and totallv disabled 
children. or unless It would cause a hardship to my heirs. I understand that Probate Code Secllon 9202 gives 
the State authomy lU do thiS. 

1 UNDERSTAND that. upon the death of a survlvm~ spouse. the State has the nght to recover from IllS or her 
estate all Medl-C:->l benefits I received after aae 65 or pnor to age 65 if I have been an inpatient In a nursma 
facility. 

I UNDERSTAND t.hat. as a condition of Medl-Cal eligibility. all rijj!hts to medical suppon and/or payments for 
myself and all others for whom I have legal authOrity to assign. are automatically. by operation of law. 
assll!ned to the State. 

I UNDERSTAND that. as part of the Medi-Cal application process. I Will be e\'aluated for potential eltalblhtv 
LInder ')ther medical assistance programs 

I UNDERSTAND that based on mv Income. I may b~ reqUlred to payor be billed lor a portion of my medical 
exper,ses before I can receive a. Medl-Cill card. 

I hereby stale that the mformallon on thiS lorm has been reViewed by me Will! lilt: county representauvt: ami 
that I fully understand my n):!hts and responSibilities to have my elJ~ibilitv determmed lor Medi-Cal and to 
mamtaln that eligIbility. 

iJ.t'" 

I have explamed to the apphcant the nehls. responSibilities. and other tnfOnTJal1on listed on thIS form. 

Me 2HlIII/\lJI 
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MEDI-CAL ELIGIBILITY MANUAL· PROCEDURES SECTION 

"IMPORTANT INFORMATION ABOUT RESIDENCY" 

MEDI-CAL APPLlC.A..I"ITS WHO HAVE ONE OF nIE ITEMS LISTED BELOW 
MUST PROVIDE IT AS EVIDENCE OF RESIDENCY. MEDI-CAL 
APPLICANTS WHO DO NOT HAVE ONE OF THE ITEMS LISTED BELOW 
MUSr SIGN nIlS PAGE AND PROVIDE OTHER EVIDENCE OF RESIDENCY. 
DO NOT SIGN THIS PilQE If YOU HAVE ONE OF THE ITEMS LISTED 
BE1,.OW. 

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

• A recent CalifornIa rent or mortgage receipt or utility bill in my name 

• A current and valill C..lldorma :\lotor Vehicle Driver s License or 
Californta ldenuficatlon Card Issued by the Califorma Department 01 
Motor Vehicles 

• A current and valid Califorma motor vehicle reglstratlOn In my name 

• A document shOWIng that I am employed in this state 
• A document showmg that I have registered with a public or pnvate 

employment seI"'l.'lce in this state 

• Evidence that I have enrolled myself or my children in a schoal in this 
state 

• Evidence that I am receiVIng public assistance other than Medi-Cal in 
this state 

Evidence that I have rcgrstered to vote In thlS state 

1 DECLARE UNDER PENALTI OF PERJURY UNDER THE Ll\\VS OF THE 
STATE OF CALIFORNIA THAT I DO NOT POSSESS ANY OF THE ITEMS 
LISTED ABOVE. 

Me 2H1 111/(131 
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