
MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

22C-3-DETERMINING PRESUMPTIVE DISABILITY

1. BACKGROUND

Presumptive Disability (PD) decisions allow a temporary granting of Medi-Cal eligibility pending a
formal determination by State Programs-Disability Evaluation Division (SP-DED). PD categories and
documentation requirements are established according to federal regulations.

PD Requirements-County Welfare Departments (CWDs) May Grant a PD When:

• The client has a condition that is listed in the "PD Categories" in Section 22C-3;

• The condition is verified by a doctor/medical source;

• There was no Title II or Supplemental Security Income (SSI) disability denial in the past
12 months (unless PD is based on a new medical condition not previously considered by
Social Security Administration (SSA)); and

• The client is otherwise eligible.

IMPORTANT: If the individual had a federal (i.e., Title II or SSI) denial within the past 12 months, the federal
denial is binding on Medi-Cal for 12 months from the date of the most recent federal decision (i.e., the initial
application, reconsideration, hearing, or appeals council review). In such cases, the CWD cannot grant a PD
unless the individual alleges a new medical condition that was not previously considered by SSA and all of the
PD requirements specified above are met.

REMINDER: Only SP-DED can grant PD for medical conditions that are not listed on the PD categories
chart.

2. RESPONSIBILITIES OF THE CWD AND SP-DED

A CWD

1. Impairment Check the PD categories chart on page 22C-3 to ensure the
client's medical condition is listed. It must match the
disability exactly.

Check for a prior SSA disability denial within the past
12 months. CWD will need to contact SSA if prior SSA
denial exists, do not grant PD unless the client alleges a
new medical condition that exactly matches a PD category
and the new impairment was not previously considered by
SSA. If the client alleges a favorable SSA decision within
the past 12 months, but a final SSA decision has not yet
been made, the SSA decision was most likely a SSI PD
The CWDs should only PD an MNO case IF the applicant's
condition fits a PD category and has medical documentation
to verify this.

2. SSA denial
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3. Medical Statement
Provided

The client's doctor/medical source must verity the
impairment on a signed and dated document.

If there is a delay in obtaining verification from the applicant
or medical source, DO NOT hold the DED packet. The
county must forward the packet to SP-DED as SP-DED can
also grant PD.

In Item 10 of the MC 221:4. MC 221

o Check the "PD approved" box, and

o Document basis for PD determination (i.e.,
impairment/medical condition) using only the
impairments listed on the PD categories chart.

5. Effective date PD determinations shall be granted beginning in the month
that the MC 221 is completed and medical verification is
obtained.

Do not grant PD from the month of application, unless the
requiredmedical verification and the MC 221 are completed
in the month ofapplication.

Under no circumstance is the county to grant PD for any
past months, i.e. retroactively.

Notify the client via a Notice of Action (NOA). Explain to the
client that PD temporarily grants Medi-Cal eligibility pending
a formal decision by SP-DED.

Before sending the disability packet, review the
"Presumptive Disability Checklist" on page 22C-6.13 to
ensure accurate PD determinations.

6. Notice to client

7. Reference

B. SP-DED

1. CWD Notification If CWD did not grant PD and SP-DED finds at any point in
case development that client meets PD criteria as shown
in the PD chart, OR that available evidence indicates a
strong likelihood that disability will be established on
formal determination, “the appropriate CWD liaison will be
contacted by phone/fax.

When SP-DED requests that CWD grant PD, it will
indicate in Item 16 of MC 221: "PD granted/denied;
phoned/faxed to CWD liaison; received by (name of
contact) on (date)". This remark will be initialed and
dated.

2. MC 221
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If PD decision is phoned to CWD, a photocopy of the
MC 221 will be mailed to CWD liaison as verification that
PD was granted/denied.

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

If disability is not established when a formal decision is
made, SP-DED will indicate in Item 16 of MC 221:
"Previous PD decision not supported by additional
evidence".

C. PD IN URGENT CASE SITUATIONS

On occasion, CWDs or SP-DED may learn about a client who: 1) is in dire need of
an immediate disability decision because of a disabling condition which will
prevent work activity for 12 months or longer, and 2) cannot wait for a formal
decision because the delay will pose significant problems to his/her functioning
and well-being.

1.SP-DED Criteria tn Grant PD for Urgent Case Requests

Prior to granting PD, SP-DED must evaluate specific criteria to ensure that
client will meet disability requirements when a formal decision is made.
SP-DED must determine if the available evidence, short of that needed for
a formal decision, shows a strong likelihood that:

• Disability will be established when complete evidence is obtained,

• The evidence establishes a reasonable basis for presuming the
individual is currently disabled, and

• The disabling condition has lasted or is likely to last at least
1 2 months.

2. CWDUrgent CaseRequeststo SP-DED

CWDs may make an urgent case request to SP-DED after screening the
case for the SP-DED PD criteria and ensuring that client is otherwise
eligible. CWDs are urged to make the urgent case request via fax rather
than mail to expedite SP-DED's consideration of a PD decision.

Four examples of urgent case requests that may be referred to SP-DED are
as follows:

a. Client suffered massive head and internal injuries, is comatose,
and needs an immediate Medi-Cal decision for transfer to a
facility which specializes in head trauma. While client is expected
to survive, client is expected to be dependent on a wheelchair for
the rest of his life.

SECTION NO.: MANUAL LETTER NO.: 1 8 1 DATE: 6-12-97 22C-3.3



MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

b. Client has lung cancer which has spread to the spine and vital
organs. Doctor states client is expected to live six to 12 months
longer, even with treatment, and needs aggressive therapy
immediately.

c. Client has irreversible kidney failure caused by uncontrolled high
blood pressure and is now on renal dialysis. Hospital records and
doctors ' outpatient notes include lab studies which confirm that
kidney function has decreased over the past year and dialysis is
required for client to survive. An immediate Medi-Cal decision is
necessary to transfer client to an outpatient renal dialysis clinic.

d. Client has severe diabetes. Doctor states a below knee
amputation must be performed because of gangrene caused by
poor circulation of both legs. Doctor sends reports from earlier
hospitalizations, lab studies, progress notes, and a letter
specifying the immediate need for a disability decision so that
client can be hospitalized for surgery.

3. CWDActions

a. CWD receives urgent case request from doctor/medical facility;
CWD asks for faxed medical reports to verify severity of client's
condition (e.g., hospital admission and/or discharge summaries,
outpatient progress reports, x-ray reports, pathology reports, lab
studies and other reports pertinent to the disability).

b. CWD determines that client is otherwiseeligible and screens
request to ensure the SP-DED PD criteria will likely be met. CWD
liaison faxes a full disability packet and medical reports to the
following numbers:

Los Angeles Branch:
Oakland Branch:

FAX (800) 869-0188
FAX (800) 869-0203

Enter comment in Item 10 of MC 221: "Please evaluate for PD"
and "Attention: Operations Support Supervisor". CWD fax
number should be entered in Item 1 1 of MC 221.

CWD should not delay sending packet prior to receipt of medical
reports confirming severity of condition for urgent case request.

CWD alerts SP-DED via phone/fax about an urgent case request
if packet has already been sent and follows-up by faxing medical
reports with an MC 222 (DED Pending Information Update Form).
Specify in Item 10 of MC 222: "Urgent Case Request-Medical
Reports Attached" and "Packet sent on (date)".

c.

d.
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4. SP-DEDActions

a. SP-DED immediately reviews request and ensures, via systems
query, that client has not been previously denied by SSA. If more
information is needed to reach a PD decision, the medical source
is phoned and asked to fax additional medical reports.

b. SP-DED strives to notify CWD liaison byphone OR byfaxing a
copy of the MC 221 within two working days, if possible, about
its PD decision. If notification is made by phone, SP-DED mails
a photocopy of MC 221 to advise CWD liaison whether PD is
granted/denied. Item 16 of MC 221 shows: "PD granted/denied;
phoned/faxed to CWD liaison; received by (name of contact) on
(date)".

c. SP-DED continues processing case as quickly as possible to make
a formal decision. If PD was granted and disability is not
established when a formal decision is made, Item 16 of MC 221
will show: "Previous PD decision not supported by additional
evidence".

D. REMINDERS

1. The PD effective date is the month in which SP-DED makes its determination
that client meets PD requirements.

2. PD is granted prospectively only i.e., the month in which the MC 221 is
completed and signed medical verification is in file. PD may be granted in
the month of application IF the CWD obtains the required medical
documentation and completes the MC 221 in the month of filing. Never
grant PD retroactively.

3. Before granting PD, client must be otherwise eligible.

4. PD cannot be granted if client is performing Substantial Gainful Activity
(SGA). SGA is discussed in Article 22 C-3.

5. CWD should not delay sending packet to SP-DED pending to receipt of
medical reports confirming severity of client’s condition for an urgent case
request.
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3. PD CATEGORIES

CWDs may grant PD when client meets any of the following conditions. SP-DED granted PDs are
not limited to the categories shown below:

NO.

1

IMPAIRMENT CATEGORIES

Amputation of two limbs.

Amputation of a leg at the hip.

Allegation of total deafness.

Allegation of total blindness.

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

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

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

Allegation of diabetes with amputation of a foot.

Allegation of Down syndrome.

Allegation of severe mental deficiency made by another individual filing on behalf of a client who is at least
7 years of age.

For example, a mother filing for benefits for her child states that the child attends (or attended) a special
school, or special classes in school, because of mental deficiency, or is unable to attend any type of school
(or if beyond school age, was unable to attend), and requires care and supervision of routine daily activities.

NOTE: "Mental deficiency” means mental retardation. This PD category pertains to individuals whose
dependence upon others for meeting personal care needs (e.g., hygiene) and in doing other routine daily
activities (e.g., fastening a seat belt) grossly exceeds age-appropriate dependence as a result of mental
retardation.

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

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

A child is age 6 months or younger and available evidence (e.g., the hospital admission summary) shows a
gestational age at birth on the table below with the corresponding birth-weight indicated:

3

4

5

6

7

8

9

10

11

12

13

Gestational Age (in weeks)

37-40

Weight at Birth

Less than 2000 grams (4 pounds. 6 ounces)
36 1875 grams or less (4 pounds, 2 ounces)
35 1700 grams or less (3 pounds, 12 ounces)
34 1500 grams or less (3 pounds, 5 ounces)
33 1325 grams or less (2 pounds, 1 5 ounces)

14 A physician or knowledgeable hospice official confirms an individual is receiving hospice services because of
terminal cancer.
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4. INSTRUCTIONS FOR CWD TO GRANT PD FOR HIV INFECTIONS

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

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

A. FORMS

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

1. DHS 7035A "Medical Report on Adult with Allegation of HIV
Infection".

2. DHS 7035C "Medical Report on Child with Allegation of HIV
Infection". (Client is considered an adult for the
purpose of determining PD on the day of his/her
18th birthday.)

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

8. HANDLING OF FORMS

CWDs may wish to appoint a District Coordinator
to receive the returned HIV forms to preserve
confidentiality of information.

CWD generally mails the blank DHS 7035A/
DHS 7035C to the medical source for
completion/return to the CWD. It may also be
given to client to take to the medical source.

Client may directly request the medical source to
complete the form and may bring it directly to
CWD.

CWD may use telephone or other direct contact
to verify presence of the disease manifestations.

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

2. Form___Provided___ To
Medical__ Source__ Ear
Completion And Return

3. Client BringsCompleted
Form ToCWD

4. Telephone . Or ... Other
Direct Contact
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PRESUMPTIVE DISABILITY CHECKLIST

The use of this checklist will help to ensure accurate PD determinations made by counties.

MC 221 (6/93 revision) See the Medi-Cal Eligibility Procedures Manual Section 22C-3

( ) Does the client's impairment exactly match an impairment on the PD categories chart?
CWD should PD only if there is a match

Has there been a prior SSA/SSI denial within the past 12 months? Ifyes, do not PD
unless client alleges a new medical condition that exactly matches the PD categories
chart and SSA did not previously consider the new impairment.

Is there a signed and dated verification of the disability/impairment from the applicant's
physician or medical source? Is a copy in the DED packet?

Is Item 10 on the MC 221 marked "PD approved" and is the basis for PD (i.e.,
impairments) documented using only the impairments listed on the PD categories chart?

Send the DED packet to SP-DED immediately if there is any doubt of the impairment

( )

( )

( )

( )
or verification is lacking or will be delayed. SP-DED can initiate a PD determination if
the medical evidence supports it.

( ) Is the effective date of the PD the month in which the MC 221 is completed and PD
medical verification is obtained?
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C. SIGNATURE ON FORM

1. AcceptableSignatureOn
Form

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

If there is a question about the acceptability of the
signature, call the medical professional for
verification. If the signature cannot be verified,
DO NOT GRANT PD. Advise SP-DED of CWD's
actions and forward form and packet to SP-DED,
if not already sent.

2. Questionable Signature
On Form

D. CLIENT HAS A MEDICAL SOURCE

CWD will take the following actions:

1. Authorization For
Release Of Medical
Information

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

b. Check the "Medical Release Information*
space of the check-block form ''MC 220
attached''.

NOTE: While the DHS 7035A/DHS 7035C 
contains an abbreviated medical release, CWD
should use the MC 220. The abbreviated medical
release Is provided if the form is completed
without access to an MC 220.

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

2. CompletingSection A Of
The DHS 7035A/
DHS 7035C

Return Envelope3. Prepare a return envelope using the address of
the appropriate CWD.

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

4. Mailing The Form
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5. CWD Actions Pending
Return Of The HIV Form

CWD will not hold disability packet pending
receipt of form. Indicate on MC 221 under
''County Worker Comments" section that “PD is
pending', flag the packet, and forward to SP-DED.

6. FormReturned To CWD
By Client Or Mail

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

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

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

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

b.

c.

d.

7. 7. Information On Client's
Condition Received By
Telephone__ Or__ Other
Direct Contact

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

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

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

b.

c.

8. Medical Evidence
Reived By CWD Along
With Completed Form

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

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

b.

c. If medical evidence is received after form
has been received and evaluated, forward
it to SP-DED.

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

9. Form Received Via Fax a.
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b. If quality is acceptable, retain original.

Telephone medical source to verify that the form
was faxed by medical source. If unacceptable,
do NOT grant PD.

10. Fax Source Is
Questionable

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

E. EVALUATING THE COMPLETED DHS 7035A (ADULT) FORM

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

At Least One Disease
Has. Been Checked ln
Section C

Criteria in a, b, AND c below must be met:

a. Either block in Section B has been
checked,

b. Any item has been checked in Section C,
and

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

2. RepeatedManifestations
Of HIV. Section D Has
Been Completed

Criteria in a, b, AND c below must be met:

a. Section B has been checked,

b. Section D (both 1 and 2) has been
completed:

• D1 - must indicate the presence
of ''repeated manifestations of
HIV infection''.

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

c. Section F has been completed and
Section G has been signed.
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''Manifestations of HIV Infection" means conditions that are listed in Section C but
do not meet the findings specified there.

"Repeated" means:

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

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

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

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

F. EVALUATING THE COMPLETED DHS 7035C (CHILD) FORM

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

1. At Least One Disease
Has Been Checked In
Section C

Criteria in a, b, AND c below must be met;

a. Either block in Section B has been
checked,

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

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

2. Other Manifestations Of
HIV, Section D Has Been
Completed

Criteria in a, b, AND c below must be met:

a. Either block in Section B has been
checked,

Section D, item 1 and 2 (a, b,
depending on child's age) have
completed, and

or c,
been

Section F has been completed
Section G has been signed.

and

Exhibit 5 (desk aid for children with HIV) is provided for assistance in granting PD. If CWD

c.

b.
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has questions as to whether the manifestations listed are sufficient to grant PD, CWD should
send form to SP-DED for the PD.

G. GRANTING PD

Form Confirms Presence
Of HIV, And Required
Disease Manifestations

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

DO NOT Grant PD. Process under regular
procedures, except that CWD should specify
''EXPEDITE'' in the ''County Worker Comments''
section of the MC 221.

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

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

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

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

2. Form Confirms Presence
Of HIV, But None Of The
Other Conditions Shown
On The HIV Form Exist

Form Indicates HIV is
Suspected, But Not
Confirmed

CWD Grants PD And
Packet Has..Not Been
Sent

3.

5. CWD Grants PD And
Packet Has Been Sent

6. CWD Is Unable To Grant
PD

H. EXHIBITS

1. DHS 7035A Medical Report on Adult with Allegation of Human
Immunodeficiency Virus (HIV) Infection

County Desk Aid for Making a PD Finding in Adult
Claims

2. Desk Aid
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Chart Evaluating Completion of Section D, Item 1 -
''Repeated Manifestations of HIV Infection" of Adult
Claim

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

County Desk Aid for Making a PD Finding in ChildDesk Aid

3.

4.

5.
Claims
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State of California --Health and Welfare Agency

EXHIBIT 1

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

Your patient, identified In Section A of the attached form, has tiled a claim tor Medi-Cal disability benefits based on HIV Infection.
MEDICAL SOURCE: Please detach this Instruction sheet and use It to complete the attached form.

L PURPOSE OF THSI FORM:
If you complete and return the attached town promptly, your patient may be able to receive medical while we are processing hie or
her claim ongoing disability benefits.

This is not a request lor an examination. At this time, we simply need you to out this form based on existing medical information. The State Disability
Evaluation Divison may contact you later to obtain further evidence needed to process your patient's claim.

A physician, nurse, or other member of a hospital or clinic staff, who is abel to confirm the diagnosis and severity of the HIV disease
based on your records, may complete and sign the form.

III.

A Departmentat Heathl Service medical reeasel (MC 220) signed by yaw patient should be attached to the form when you receive it. If the retorne is
not attached, the medical release section on the form itself should be signed by your patient.

<V.

• if you receive the form from your patient and Section A has not been completed, please fill in the identifying Information about your patient.

You may not have to completo all of the sections on the form.

ALWAYS complete Section B.

Complete Section C. If appropriate. if you check at least one of the foms in Section C. go right to Section E.

ONLY complete Section D if you have NOT checked any Item In Section C. See the special Information section below which will help you to
complete Section 0.

Complete Section E H you wish to provide comments on your patient's condition(s).

ALWAYS campisto Sections F and G. NOTE: This form la not complete until it is signed.

V. HOW TO RETURN THE FORM TO US;
Mai the completed, signed form as soon as possible in the return enveopel provided.

o If you renewed the form without a return envelope, give the completed, signed form back to your patient for return to the county department of social
services.

VI.

How We Use Section D:

• Section D asks you to tell us what other
to function has boon affected.

of HIV your patient may have. It also asks you to give us an Idea of how your patient's abiltyi

We do not need delated descriptions of the functional limitations Imposed by the illness; we just need to know whether your patient's ability to
function has been affected to a ''marked'' degree in any of the areas Hated. Seo below for an explanation of the term ''marked.''

Special Towne Used in Section 0:

What We Mean By ''Repeated'' of HIV Infection (see flam D. 1) :

''Repeated" moans that a condition or combination of conditions:

Occurs an average of three times a year, or once every lour months, each lasting two weeks or more; or

Does not last lor two weeks, but occurs substantially more frequently than three times in a year or ones every four months; or

Occurs lees often than an average of three times a year or once every four months but lasts substantially longer than two weeks.

What We Meen By " of HIV Infection (see Itme D. 1):

" of HIV Infection' may Include:

Any conditions listed In Section C. but without the findings specified there, (e g., carcinoma of the cervix not meeting the criteria shown in Item 22 of
the form, diarrhea not meeting the criteria shown in item 33 of the form); or any other condition that is not listed in Section C. (e g., oral hairy
leukoplakia, ).

Manifestations of HIV must result in significant, documented symptoms and signs, (eg, latigue, fever. malaise, weight loss. pain, night sweats).

DHS A (Cover Sheet) Continued on reverse
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What We Mean By ''Marked'' or Restriction In Functioning (see Hem D.2):

• Whan ''marked'' Is used to describe functional Iimitations. it means more than moderate, but lees than extreme. "Marked'' does not Imply that your
patient le confined to bed. hospitalized. or In a nursing home.

A mediad limitation may be present when several activities or functions are impaired or even when only one le impaired. An Individual need not be
totally precluded from performing an activity to have a marked imitation, as long as the degree of Imitation is such as to seriously Interfere with the
ability to function Independently, appropriately. and affectively.

What We Mean By "Activities'' of Daily Living'' (see item D.2):

a Activities of daiyl include. but are not limited to. such activities as doing household chores, grooming and hygiene, using a post office, taking
public transportation, and paying bike.

Example: An individual with HIV Infection who. because of symptoms such as pain imposed by the linees or its treatment. Is not able to maintain a
household or take public transportation on a sustained basis or without asstancis e (even though he or she Is able to perform some self-care
activities would have marked of of daly living.

What We Mean By "Social Functioning'' (see item  D.2).

Social functioning Includes the capacity to interact appropriately and communicate effectively with others.

Example: An Individual with HIV infection who. because of symptoms or a pattern of exacerbation and remission caused by the Illness or Its
treatment, cannot engage in social Interaction on a sustained basis (even though he or she is able to communicate with dose friends or relatives)
would have marked difficulty In maintaining social functioning.

What We Mean By ''Completing Tasks In a Timely Manner'' (see Item D.2):

Completing tasks in a timely manner Invokes the ability to sustain concentration, persistence, or pace to permit timely completion of tasks commonly
found in work settings.

Example: An Individual with HIV infection who. because of HIV-related fatigue or other symptoms. is unable to sustain concentratoni or pace
adequate to cooptase simple work-related tasks (even though ho or she a able to do routine activities of daily living) would have marked difficulty
completing tasks.

PRIVACY ACT NOTICE

The Department of Health Services (DHS) is authorized to collect the information on this form under
Sections 205(a). 233(d). and 1633(e)(1) of the Social Security Act The inromation on this form is needed by
OHS to make a decision on the named applicant's application tor Medi-Cal based on disability. While giving us
the information on this form is voluntary, failure to provide all or part of the requested information could prevent
an accurate or timely decision on the named applicant's application. Although the information you furnish is
almost never used for any purpose other than making a determination about the applicant's disability, such
information may be disclosed by DHS as follows: (1) to enable a third party or agency to assist DHS in

establishing rights to Medi-Cal benefits, and (2) to facilitate statistical research and audit activities necessary to
assure the integrity and improvement of the Medi-Cal program.

We may also use the information you give us when we match records by computer. Matching programs
compare our records with those of other federal, state, and local government agencies. Many agencies may
use matching programs to find or prove that a person qualifies for benefits paid by the Federal Government
The law allows us to do this even if you do not agree to it

Federal law governing Medicaid requires that medical information on applicants and beneficiaries be kept
confidential. [(42 United Slates Code. Section 139a (a) (7).)] The regulations implementing this law deal with
the disclosure of information collected and maintained by state Medicaid agencies. (42 California Federal
Register. Sections 431.300 et seq.)

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

The individual named below has filed an application tar disability under the Medi-Calprogram. If you complete this form, your patient
may bo able to rocano early medical benefits. (This is not a request tar an examination, but tor existing medical information.)

MEDICAL RELEASE INFORMATION

State of California -- Health and Welfare Agency

3

3

Form MC 220. ''Authorization to Release Medical Information'' to the Department of Health Services. attached.

I hereof authorize the medical source named below to release or disclosed to the Department of Health Services or Department of Social Services any

medical records or other Information regarding my treatment for human virus (HIV) infection.

( Form MC 220 NOT ) Date

A. IDENTIFYING INFORMATION:

Applicant Date of Birth

B. HOW WAS HIV INFECTION DIAGNOSED?

Laboratory testing confirming HIV infection 3 Other clinical and laboratory findings, medical history, and diagnosis(as)

indicated in the medical evidence

OPPORTUNISTIC AND INDICATOR DISEASES (Please ChecK it applicable):

Bacterial Infections:
1. □ My Infection, (e.g. caused by M , 12. Mucormycosis

M or M at a other

C.

2. Pulmonery Tubercutoele. reamare to aeeemnl

3. □

4.

13. Cry , or ,

14. 3

diarrhea

Protozoan or He Infections:

for and month or longer

Pneumocystis Csrlnll Pneumonia or Extrapulmonary

5. □ Syphilid or NeuroeyphiHo. (e g . memngowncuiar syphills)
15.

16

6. Recurrent Bacterial lnfection(s), including palvic

requiring or Viral Infections:
17.

18. □

oral, ,
•

Fungal Infectons: o

7.

8. □ urinary

19.
9. □ Coccidoidomycosis, at a other than the lungs or lymph

20.

21

10.

.

11. at
appropriate (e g.)

Page 1 of 3

SECTION: 50167, 50223 MANUAL LETTER NO.: 181 6-12-97 22C-3.16



MEDI-CAL ELIGIBILITY MANUAL

SECTION C (continued)

Malkimant Neoplasms:

22.

23.

the

HIV Wasting Syndrome:

32. 0 HIV Weeing Syndrom*, ctwaatamed by involuntary wwght toss

of 10 percent ar more at baseKne (ar athaf togrotauw tovtourrtory
weeght toes) end. in too absence at a concurrent lineas toot could

«npiain too tndtoga. mroMng chraroc dtarrhoa wtto 2 ar maro toase
stoats deriy lassng far I manto ar tonger; or enrame weetmees end

documented lever greater toan 31*C (t00 4*F) lor too majority of
1 manto or longer

24. 0 Lymphoma, ot any type. (eg,

Diarrhea:

25. 0 Squamous Cell Carcinoma of the Anua

33. 0 Diarrhea, tesang tor one marsh ar tongar. roeistant to ireeimeni and

* requiring intravenous hydrabon. intravenous atmontaBon. or tube
toedhng

Skin or Mucous Memranesb :

26. 0 Conditions of the skin or Mucous Membranes, with

(e g . conditions such as setenta or .
or

Cardiomyopathy:

34. 0 Cartlomyopdtiy ¡chrome heart teluro, or cor putmonala, or otoer

severo cardiac sbncrmality not reaporwve to beatment)

Nephropathy:

35. 0 NephropAtiy, rMuftng <1 tfvonc rand laferaHematologic Abnormalities:

27.

or mors Wood

26.

Infection* Resistant to Treatment or Requiring
Hospitauzation or Intravenous Treatment Three or
More Tmes w One Year:

on an average at al least once every hero

36. 0 SapAla

37. 0 IMn^M

38. 0

39.

40.

41

29.

Neurological Abnormalities:

last 12 months

30. HIV Encephalopathy, characterized by cognitive or motor

31 0 Other Neurological of HIV Infection.

{e.g. peripheral neuropathy!, with significant and persistent

dleorparoxaMon of motor funebon n two esbemittos rasutbng m
■usasoed disturbance cri gross and deatarous movements or got and
etarScn

NOTE. It you have checked any of the boxes In Section C. proceed to Section E to add any remarks you wish to
make about the patient’s condition, then proceed to Sections F and G and sign and date the form.

If you have not checked any of the boxes In Section C, please complete Section D Proceed to Section E
If you haw any remarks you want to make about the patients condition.Then proceed to Sections F and
G and sign and date the form.

DHS
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D. OTHER MANIFESTATIONS Of MV INFECTION:

1. Ripeefed ManHeetione of MV Infection, Including dieaaaee mentioned In Section C. Norm t~41. but wkhout the apectiled flndkiga doocrtMd
above, or other dboasoa. routing In elgnltlcanl. documented tymptomt or tigra, (eg.. fatigue. lever, mtlro. weight toas. pela night tween).

Pleeee epectty:

a The mandeetatiora your patient hae had;

b. The nurrper ol apitodee occurring In the terra one-year period; and

c. The approximate duration of each apieodo.

Remerrtier, your patient raed not have the tame manleelation each time to meat the deflntton at repeated mantieatallora; but. al mantiealallona
used to meet the requirement mutt have occurred In the tame one-year period. (See attached tralructloni lor lha detWtton of ’repeated

menfeeueiona.1

I you need mom apace, ptaaaa uoe Section E:

MANIFESTATIONS NUMBER OF EPISODES IN
THE SAME ONE-YEAR PERIOD

'■ 3 ■

DURATION
OF EACH EPISODE

1 month each

ANO

Marrad rwtUictlon of ActivMeo at Daly Living; or

O Marrad dfflcutiiee In maintaining SocUI Functioning; or

□ Marked dmcuMee ri completing taaka In a timely manner duo to dofWendee in Coneentratioa Rereielenoe, or Pace.

REMARKS (Pleeee uee thkt ipace K you lack eulticient room kt Section D or to provide any other oommenta you with about your patient);E

F. MEDICAL SOURCE INFORMATION (Prana Pnra or Type):

Man*

<w a*» JDFCb*e

( )

l deciare under penalty of perjury under the laws of the United States of America and the State of California
that the information contained to the medical report is true and correct,

G. SIGNATURE AND TITLE OF PERSON COMPLETING THSI FORM (eg, . R.N.):

>

FOR OFFICIAL USE ONLY
□ COUNTY OFFICE DISPOSITION: DISABILITY EVALUATION DIVISION DISPOSITION:

DHS
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EXHIBIT 2

COUNTY DESK AID FOR MAKING A PD FINDING IN ADULT CLAIMS

The County Will Make A
PD Finding It

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

Section B

Section C

Either block has been checked

One or more blocks have been checked

Medical source’s name and address have
been completed

Signature block has been completed

Section F

Section G

OR

Section B

Section D

Either block has been checked

Item 1 - has been completed showing
manifestations of HIV infection that are
repeated as shown in Exhibit 3

Item 2 - one or more blocks have been
checked

Medical source's name and address have
been completed

Signature block has been completed

Section F

Section G

SECTION: 50167, 50223 MANUAL LETTER NO.: 1 8 1 6-12-97 22C- 3.19
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EXHIBIT 3

EVALUATING COMPLETION OF SECTION D; ITEM 1 - “REPEATED MANIFESTATIONS OF HIV INFECTION*
OF ADULT CLAIM

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

AND:

Number of Episodes of HIV

AND:

Duration of Each Episode Is:

THEN:

Manifestations In The Same
1 -Year Period is:

At least 3

Substantially more than 3

At least 2 weeks

Less than 2 weeks

Requirement is met

Requirement is met

Less than 3 Substantially more than 2
weeks

Unable to determine

Requirement is met

Unable to determine Refer to DED

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

ALERT: The same manifestations need not be represented In each episode,

Examples

Manifestation(s)

Anemia

Episodes

2

Duration

2 months each time

Requirement is Met?

Yes1

2

2

Diarrhea
Bacterial Infection

Pneumonia

1
3 weeks each time

2 1/2 weeks

1 week each time

Yes2

No3
(Refer to DED)

SECTION: 50167, 50223 MANUAL LETTER NO.: 181 6-1 2-9 7 22C-3.20
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1 The requirement is met based on less than 3 episodes of anemia, each lasting substantially more
than 2 weeks.

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

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

2

3

SECTION: 50167, 50223 MANUAL LETTER NO.: 181 6-1 2-97 22C-3 . 2 1
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EXHIBIT 4
State of California -- Health and  Welfare Agency Department of Health Services

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

A claim ties been filed tor your . UanWIod In Section A of the attached form, lor Mect-Cal dtaabfity benefits based on HIV ktaaton.
MEDICAL SOURCE: Please detach tNe Instruction sheet and use k to complete the attached form.

L B1HEQ8E Of IL9SUBQfiM*
■ you campleis and return •» asechad lean proanpdy, your peSenl may be able to receive modes! banoMs whta *e are proceeaing No or
her claim tar ensotas tSeeWSfy bensMs.

Thto b not a toquen tar an oamMfon. At fols time, am staply need you to HI out this torn based on extaSng medical Information. Tha State Dtoabllty
EvaSuttan OMstan may contact you Isler to obtain further evidence needed to process your patient's claim.

A WHQMAT COMPLETE THP FQf3fc
A physician, nurse, or other number ol a hospital or dioic staff, who Is atbio to confirm the diagnosis and severity of the HIV dbasee manleetaltons
based on your raoords. may conptsto end sign the form.

MEDICAL RELEASE:
A Department at Health Services medIcal raleaos (MC 220) signed by your patient's parent or guardian should be attached to the form whan you receive
if the ralease Is not attached, the medical released a section on the form should be signed by your patients parent or guardian.

IV. HOW TO COMPLETE THE FORM:

Ifyou receive the form tram your patients parent or guardian and Section A has not been completed, please III In the Identifying Information about
your patant. '

You may not have to complete al of the sections on the form.

a ALWAYS completo Section B.

Complete Section C, if appropriate. if you check at least one of the item In Section C. go right to Section E.

ONLY campillo Section D if you have NOT checked any Item In Section C. See the special Information section below which will help you to
complete Section D.

Complete Section E if you wich to provide comments on your patient's condition(s).

ALWAYS complete Section F and G. NOTE: This form is not completo until It Io signed.

V. HOWTO RETURN THE FORM TO US;
Mall the completed, signed form as soon as possible In the return envelope provided.

Ifyou received the form without a return envelope. give the completed, signed form back to your patient's parent or guardian tor return to the county
department of social services.

VI. SPECOALINFORMATION TO HELP YOU TO COMPLETE-SECTION D:

HOW We Use Sectan D:

Section D asta you to led us what other manifestations of HIV your patient may have. It abo asta you to give us an idea of how your patient's ability
to function has been affected. Completo only the areas of functioning applicable to the child's age group.

We do not need derated deecriptione ci the lunctlonal limitations imposed by the illness; we just need to know whether your patient's abiity to
function has been affected to the extent described.

For children age 3 to attainment of ago 18 the child must have a ’marked* restriction of functioning n two areas to be eligible for these benefits. Soo
below tor an explanation of the term ''marked.''

Special Terms Used in Section D:

Whet We Mean By "

of HIV infection’ may Include any conditions listed In Section C, but without the findings speciled there, (eg.. oral candidiasis not
meeting the atarla shown In Item 27 of the form, diarrhea not meeting the criteria shown In ItemJB of the form); or any other conditions that is not listad
In Section C. (eg.. oral hasty toukoplakla. hepatomegaly).

tarat We Mean By "Merited" (see hem OJEo—Apptao Only Io Chlktsn Apo 3 Io It):

e When ’marked' to used to desafee functional Imitations. It means more than modérala, but less than extreme. "Marked* does not Imply that your
patient to cordlnsd to bed. hospaalxod. or placed In a residential treatment taciky.

e A marked limitation may be presara when several activities or functions are Impakod or even whan only one • Impaired. An Indtaldual neod not be
totaly precluded from pertorrring an aaMty to have a marked Imitation. as long as the degreo'bf ImtaUon Is such as to seriously Interfere with fee
abUty to funakn Independently, appropriately, and ettecrively In an age-appropriate manner.

OHS roas c«wrist tata Continued on reverse "**
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PRIVACY ACT NOTICE

Th* Department of Health Service* (DHS) i* authorized to collect the information on Ihi* form under
Section* 205(a). 233(d). and 1633(e)(1) of tie Social Security Act The information on this form is needed by
OHS to make a decision on the named applicant's application for Medi-Cal based on disability. While giving us
the information on this form is voluntary, failure to provide all or part of the requested information could prevent
an accurate or timely decision on the named applicant's application. Although the Information you furnish Is
almost never used for any purpose other than making a determination about the applicant’s disability, such
information may be disclosed by DHS as follows: (1) to enable a third party or agency to assist DHS in
establishing rights to Medi-Cal benefits, and (2) to facilitate statistical research and audit activities necessary to

assure the integrity and improvement of the Medi-Cal program.

We may also use the information you give us when we match records by computer. Matching programs
compare our records with those of other federal, state, and local government agencies. Many agencies may
use matching programs to find or prove that a person qualifies for benefits paid by the Federal Government
The law allows us to do this even if you do not agree to it

Federal law governing Medicaid requires that medical information on applicants and beneficiaries be kept
confidential. [(42 United States Code. Section 139a (a) (7).)] The regulations implementing this law deal with
the disclosure of information collected and maintained by state Medicaid agencies. (42 California Federal
Register. Sections 431.300 et seq.)
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State of California -- Health and Welfare Agency Department of Health Services

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

The individual named belowhas filedan application for disabilty under the Medi-Calprogram Ifyou complete this form, yourpatient
maybe able to receive earlymetical benefits (This is not a request tor an examination, but for exiting medical information.)

MEDICAL RELEASE INFORMATION
Form MC 220, "Authorization to Release Medical Information" to the Department ol Health Services attached.

I hereby authorize the madical «turca ñamad balow to release or to the Department of Health Servises or Deportment of Social Services any

medical reords of other information the childs treatment tor human Immunodeficiency (HIV) infection.

A IDENTIFYING INFORMATION:

B. HOW WAS MV INFECTION DIAGNOSED?

DateOF

□ Laboratory testing confirming HIV Infection Other clinical and laboratory findings. medical history. and diagnosis(as)

Indicated In the medical evidence

OPPORTUNISTIC AND INDICATOR DISEASES (Please check, it applicable):

Bacterial Infection: 11.

C.

1. □

M.
12. □
13. □2.

Protozoan or Helmhtmc Infections:□
4. □

14.

5. □ Syphilis or , (eg . meningovascular syphilis) □15.

6. □

7. □

in a cNM less then 13 years to age. Multipl* or Recurrent
Pyogenic Badsrito Mectk»n(e) of tw tocowtng qpee: sagais.

pneumonia, meningrtls. bene er joint Wedton. er abscess er art
btoamto organ or body catoty (estoudtog eMs tnocte or aupertcbl skin

or mucosai abacaes is) occurring too or more Sm»s bi too years

Multiple er Recurrent Bacterial Mectionfe)» mdudng peMc

Mtemmatary dtoeeeo, requiring hoapMelzabon or toemerwus artobloSc

Iretobnerq twee or more tones In one year

16. 0 WongytohfleeK ««vo-inMnto

17. O Toxepleeinoele, at an argan atoar toan 1h» aver, aptoen, or lymph

nortes

Vihal brecnoae:
18. □ Cytomegatovirue Dleeeee, at a tote atoer ten tw Pear, spissn,

or lymph norteo

Fungal Infections:
1». □

O

Herpef simplex Vltue, causing mucocutaneous Infection,

(o g , orto, genisto, perianto) iasbng tor one manto ar tanger. ar Htocban
to a ab» atoar toan toe skin ar mucous membranes. |efl. branchMte.

pneumonias. eoophegNto, or encepheMs); or dkaembwead totocton

Hbarpee Zoetor, ehueminatod or esto mutertermesomsl erupbons tool

ere resnMare to teetownt

Progreeelve Muttifecei Laukcwiwephetopetoy

8. □ AapqrgMoqto

9. □ Candkflwtoa, to a toto otwr toon toe skin, urinary bato. intoeHrwl

tract, or orto or vUvovaginto mucous membranas, oí carwNtoatos

InwaMng tw eocphogua. tach»». bronchi, or lungs

10. □

20.

OHanacruM)

CctoXhticktontyCtMlbg at a tote ate* ten tw lungs or lymph nortee 21. O
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SECTION C (condnuod)

22. O Hopslitia, resulting in chronic liver disease manifested by

appropriate Inctnga, (e j, fflractabte wdto». esophageal varices.

hepaOc ercophetapetoy)

Growth Disturbance With:

34. 0 Involuntary Weight Lose (or Failure to Gain Weigh!) at an

Appropriate Roto for Ago) Resulting In a Fall of

IS Porcontüee from eetobkahed yowto curve (on standard grawto

charla) tost persisto tar 2 monte or longer

35. 0 Involuntary Weight Loco (or FeMuns to Gain Weigh!) at an

Appropriate Rate lor Age) RoeuIBng In a Fall Io Below

Third RafCendto from tatabfthed growth cures (on standard growth

charts) tost persisto tar too mantos ar tongsr

36. 0 Involuntary Weight Loco Greater Than Ton Percent of

Baaelne that persel* for two months or longer

37. 0 Growth ImpelrmenL mb fat or greater toan IS peroonbles m

height «Tech ta austarted, or fan to. or persistence of. height below toe

twd pereanWe

Malignant Neoplasms:

23. 0 Csrcinoms of Cervit, Invasive. FK3O stage ll and beyond

24. 0 Kapcwi*s Sarcoflto, wtto ertaneiva «at teeons. or owoiveffMvw of

the gastrointestinal tract, lunge, or other visceral organs, or
involvement of the skin or mucous membranes with ostensivo
lUngsdng or uloaniKhg I seione not responding to treetnent

25. 0 Lymphoma of any typo, (o g.. primary lymphoma of the bran,

Burtsre lymphoma, immunobtestlc sarcoma, other non*HodgHn*a
lymphoma. Hodgiun's cMmsm)

26. 0 Squamous CeB Carcinoma of tw Anua

Skm or Mucous Membranes: Diarrhea:

27. 0 Conditions of Iho Skin or Mucous Membrsnee, with

oxtonaivo fungabng or lAoaraMng lesiona not respondng to boatmant.
(eg. dormaloioglcal conditions such as ocíeme or peonaste,

wtowraghai or otter rrucosal cantMa, condyloma caused by human
papRomaMrue, genital Uasratve daoasa)

38. 0 Diarrhea, tesbng tar one monto or longer, rswstant to veatnanL and

requiring intravenous hydration, intravenous alimentation, or tube
tooting

Cardiomyopathy:

28. 0 Anemia (hematocrit persuing at Ml percent or loss), roqurnng one

or more Wood trwwfUMona on an average of at least once every too

29. 0 Granulocytopenia, with absoluto neutrophil counts repeatody

below 1,000 eaCMnm* and documented recurrent systems bactsnai

rdoc.dcns occurring at least toree Irnos In too last Ive mantis

30. 0 Thrombocytopenia, oath ptetetet count of 40.000/nvn1 or less

despite proscribed therapy, or recurrent upon withdrawal of
treatment, or piatotot counts repeatedly below 40.0tXVmm* with at

teaal 1 Spontaneous hemorrhage, requiring banaluaMn. in too last 5

montos; or wdh ineacrariaf btoedng in tw test 12 mentía

Hematolocmc Abnormalhies: 39. 0 Cardiomyopathy (chrome heart teluro, or other severe cardiac

abnormality not retporwve to treatment)

Pulmonary Conoctions:

40. 0 Lymphoid Interstitial Pnewnonia/Pulmonary Lymphoid

Hyperplasia (LIP/PLH compiea), wito respiratory symptoms bat

algntecaney interioro with ags-apprcpriato adrvttes. and hat camot bo

oortrelod by prssorbad treatment

Nephropathy:

41. 0 NephropaBty, reeuMng m chronic roñal teluro

Infections Resistant to Treatment or Requiring
Hospitalization or Intravenous Treatment Three or
More Tries m One Year:Neurological Manifestations of HIV Infection (e.q.,

HIV Encephalopathy, Peripheral Neuropathy)
Result»» In:

31. 0 Loss of Previously Acquired, or Marked Daley in

Achieving, Developmental Mllealones or InteUeclual
AbMy Inducing too sudden ooqulwtkn of a now teaming disabMy)

32. 0 Impaired Brain Growtl (acquired nrscrooephafy or bram «Sophy)

33. 0 Progressive Motor Dysfunction attoebng gait and ataban ar

tree and gross motor aASs

42. 0 Sepals

43. 0 MeningiUa

44. 0 Pneumonia (cxwvPCP)

45. 0 Sepile Arthritis

46. 0 Endocardltha

47. 0 Sinuoika, r^pograprecaOy documented

CMS 7000 C(te4) Oqjeioi 4
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NOTE’ tf you have checked any of th» boxes in Section C. proceed io Section E to add any remark» you wish io
make about the panent’s condition, then proceed to Sections F end G and sign and date the form.
If you have not checked any ot the boxes m Section C, please complete Section 0. Proceed io Section E
if you have any remarks you Want to make about the patients condition. Than proceed to Sections F and
G and sign and date the form, '

0. OTHEH MAMHESTADONS OF MV NHECT1ON:

1. Any Manifoetadone of MV Mrcdan Including Any Dtoaaaaa Ualad In Section C, Sana 1-47. but without the specfled findings deecrbod

above. or any other marataetaUona at HIV Infection; please speedy type of manrtmtation(s):

l Any of tie Fodowing Functionai LMtaAonfa), Completa Only tw Nemo lor the Child*e Preaont Age Group:

a. BMh to Attainment of Age One—Any of thelofcrwing:

átiD.

(1) 0 CognMMConununiealhre Functioning generaly acquired by children no more than one-half the child’s chronological aga. (eg,. In

Name birth to six months, markedly diminishod variation h the production or imitation at sounds and severe feeding abnormalty,
such as problems wth sucking, swallowing, or chewing); or

(2) 0 Motor Devotopmsnt generaly acquired by chldren no more than one-hart the chid’» chronological ago; or

(3) 0 Apathy, Over-Eacitabillty, or Fearfulness, demonstrated by an absent or grossly eicossive response to visual stimulation,

audhory stimulation, or tactile stimulation; or

(4) 0 Fstoee to Suetoto Social interaction on an ongoing, reciprocal basla as evidenced by Inabilty by six months to participate to vocal,

visual, and motorfc «changes (Including facial expressions); or failure by age nine months to comrrstnlcale basic emotional

responses, such as cuddling or exhtxting protest or anger; or failure to attend to the caregiver's voice or lace or lo «plore an
inanimate object for a period ol time appropriate to the Infant’s age; or

(5) 0 Attainment of Devetapmewt or Function goneraty acquired by children no more than two-thirds of the child's chronological ago In

too or more arose (l.o.. cogntlvwcommuniaahre. motor, and social).

k Age One to Attainment of Age Three—Any ol the fatiowtog:

(1) 0 Gram or Rne Motor Development a a level generally acquired by children no more than one-half the child's chronological ago; or

(2) 0 CognlthreiCommunicallve Function at a level generally acquired by children no more than one-hall the child's chronological ^o;

or

(3) 0 Soda Function a a level generaly acquired by chidren no more than one-hart the child's chronological ago; or

(4) 0 Attainment of Devoiepment or Ftmdion genorarty acquired by children no more than two-thids of the child’s chronological ago in

tan or more areas covered by 1.2. or 3.

d. Age 3 to Attainment of Age Id—Limitation in al least 2 of the following areas:

(1) 0 Marked impairment In age-appropriate Cognldve/Communicadve Fixation (considering historical and other Information from

parents or other Individuals who have knowledge of the child, when such Information s needed and available); or

(2) 0 Marttad vrpairmerrt in age-approprtate Social Functioning (considering information from parents or other individuals who have

knowledge ol the child, when such Information Is needed and available); or

(3) 0 Marked Impairment in PereonaiiBahavlorsI Function as evidenced by marked restriction of age-appropriate activities of darty lying

(considering Informaton from parents or other IndkriduaN who have knowledge cl the chid, when such information a needed and

available); or persistent serious maladaptive behaviors destructive to salt, others, animals, or property, requiring protective

Menrention; or

(4) 0 Deacfenctoe of Concentaatlon, Poretatanco, or Pace mauling in frequent failure to completo tasks In a timely manner.

ohs nose («so ere-xes
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E. REMARKS (Plaaaa um ttá «paca * you lack sufflcM room In Section O « UproMda any attar oommarta you Mali about your pOanL):

F. MEDICAL SOURCE INFORMATION (Hmm AM « Typa):
Nm*

«mNAeMmm cw >1R

Dei*

>(

„ 4 deciare under penalty of perjury wider the laws of the United State* of America and the State of California
' #tat the information contained to the medical report is true and correct

►

a SKINATURE AND TIRE OF PERSON COMPLETING THS FORM (e. g R.N.)

' FOR OFFICIAL USE ONLY '

□ COUNTY OFFICE DISPOSITION: . □ DISABILITY EVALUATION DIVISION DISPOSITION:

DHS
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EXHIBIT 5

COUNTY DESK AID FOR MAKING A PD FINDING IN CHILD CLAIMS

The County Will Make A
PD Finding If:

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

Section B

Section C

Either block has been checked

One or more blocks have been checked

ALERT: Item 6 applies only to a child
less than 13 years of age

Medical source's name and address have
been completed

Signature block has been completed

Section F

Section G

OR

Section B

Section D

Either block has been checked

Item 1 - has been completed

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

OR

Age 1 to attainment of age 3 - One or
more of the blocks in item 2b has been
checked,

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

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

Medical source’s name and address have
been completed

Signature block has been completed

Section F

Section G
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