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Article 4 -  APPLICATION PROCESS 
 
4A through 4G  -  THESE SECTIONS HAVE BEEN REMOVED FROM ARTICLE 4. THE 

INFORMATION CONTAINED IN THESE SECTIONS HAS BEEN 
INCORPORATED INTO ARTICLE 22, DISABILITY DETERMINATION 
REFERRALS, EFFECTIVE MAY 27, 1994. 
 

4H  - PROCESSING OF QUARTERLY STATUS REPORTS 
 
4I  - DILIGENT SEARCH PROCEDURES 
 

I. REFFERAL TO PUBLIC GUARDIAN OR CONSERVATOR 
 
II. DISABILITY DETERMINATION REFERRAL 

 
Ill. DILIGENT SEARCH 
 
III. CASE PROCESSING 

 
4J  - PROMPTNESS REQUIREMENT 
 
4L  - RSDI/UI/DI REPORTS 
 

I. BACKGROUND 
 
II. INSTRUCTIONS FOR INTERPRETING THE REPORT OF RSDI 

 
III. INSTRUCTIONS FOR INTERPRETING THE Ul/Dl FORMATS 

ON THE REPORT OF RSDI/UI/DI 
 

4M  - VERIFICATIONS 
 

I. VERIFICATION PRIOR TO APPROVAL OF ELIGIBILITY 
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III. VERIFICATION REQUIREMENTS FOR RETROACTIVE 
MEDI-CAL 
 

IV. EX PARTE REVIEWS 
 
V. ADDITIONAL VERIFICATION REQUIREMENTS 

 
4N  - TIMELY REPORTING BY PUBLIC GUARDIAN/CONSERVATORS OR 

BENEFICIARY REPRESENTATIVES 
 

40  - ONE MONTH EXTENDED ELIGIBILITY (EDWARDS V. MEYERS) 
 
4P  - CHILD HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAM 
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I. BACKGROUND 
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I. BACKGROUND 
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4H - PROCESSING OF QUARTERLY ST~Tl):S REPORT~ 

Prior to January 1,2001, Medi-Cal beneficiaries were required,to submit quarterly status reports (QSRs). 
With the passage of Assembly Bill 2877, Chapter 93, Statutes of 2000, this requirement was eliminated 
for all Medi-Cal beneficiaries except for the first year (federal portion) of Transitional Medi-Cal (TMC). 
Counties were instructed to process status reports received by December 31,2000. Beginning 
January 1, 2001, counties may not take any adverse action based on incomplete or non-receipt of QSRs. 

Beneficiaries still have the responsibility to report changes that may affect their Medi-CaJ eligibility, such 
as changes in income, property, family composition, other health coverage, etc. within ten days of such 
change. Counties must act on any"changes that they are aware of, whether the change has been 
reported directly by the beneficiary, received from the December 2900 QSR, or in conjunction with other 
public assistance programs (such as when a county has generic eligibility workers for the multiple public 
assistance programs and thereby becomes aware of such changes). 

For status reports required under the TMC program, see Section 5B. 

, 
,/ \ 
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41 - DILlGEm' SEARCB. PROCEDURES 

'The followiDg are gu1.del1:D.es to be used in detemi"ing el1gibility for 
persoDS who are comatose, otherwise iDc:.om.peteD.t. or are amnesiac and. there 
:l.s DO £r:l.eDd, guarc1iall, or relative ava:l.lable to supply the :l.nfomation 
necessary for a !fed.:l.-Cal el:l.gib1l:l.t:y cletem:l.Dat::l.on. 

1. J.tEFDW,!2 PUBLIC GUAJtDIAN .2!. ... C.-ONS ........ ER .. V..-:A: .. !! .. tm .. 

Upon uot::l.ficat::i.oD fra t:be hospital .. the CODDt:y welfare depart:1lleDt 
sball 1I&ke a referral 'to the pabl:l.c guard:l.an' s or conservator's off:l.ce. 
If the pabl1c guard:l.an' s office accepts respons:l.b1l:l.ty.. the COUDt:y 
welfare c1epa.rtlleD:t ahal.l 1II8.ke an- el:l.gib1l:l.ty- elet:emiDat::l.OD from the 
11ifomat::l.OD prC7ri.4ecl by t:bat office. If that office refuses to accept 
respoDSibil:l.t:y for au 1Dcl:f.v:l.clual. the couut:y welfare eleparme,,:t shall 
caaplete t:be search for el.:l.g:l.bil:l.t:y :l.nfomat::l.on. DoC'UllleD.tatiOD of the 
publ:l.c ~ 1 S refusal. WlllSt 'be 111 the case record. 

ll:. DISABlLITt DEn:l!mtATIO:R. J.tEFDW, 

'l'he couut:y welfare ele.pa.rtaeDt ahal.l -.ke a referral to Disability 
Evalaat:1oD Div1a:l.OD (DED) for all perSODS 1iIhoae' eU.gib:l.lity is eleter-
1II1Ded tb:roDgh these proce4ures tmless the 1Dcl:lv:l.elual is obviously uuder 
age 21 or 'over age 65. '1'he person aaking t:be referral shall sip the 
!Ie 220, Authorization for Release of ID.fomat::l.OD. and. wr:l.te "patient is 
cGIII&tose" on the f-.ce of t.he fom.. !'oms!IC 221. Diaabil:l.t:y DetemiDa­
t:l.on and. '.tr8DSII1:tt.al, and KC 223, Statement of Facts for Hecli-Cal 
llegarc11:Dg DisabU:l.ty. shall be ccmpleted v.Lt:h all avaUable :l.nfODiat::l.on. 

In. DILlGERT SEAltCIl 

If a .-ber of the hoapit.al staff bas a t.tearp'ted 'to eat:abl1ah the 
ielentity of a person 1iIho is aGm:1tt.ed in a CCII8.tose. amnes:l.ac. or 
seu:Ue conti uon. au! the person's Uentity rema:lJls u:al::I:lovD.. the 
COWlt:y welfare el~t shall elOClllll.eDt 1:D. t:be case record t:hat 
a search by hosp:l.t.al staff 11&8 cODcluctecl 'to eat:abl.:l.sh t.he Uenuty 
of t.his peraon. 

B. Persons Wi t:h lclentif:l.cat:l.On ....................... -
'1'he county welfare ci~t shall cODcluct t.he foUowiDg routine 
search for a person v.Lt:h :l.clent.if1cation and ciocu:ment the results 
iD 'the case file. 

-~-----------------------------------------~-----~-
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1. Property search in the county of pbys1.cal presence. (If 
there is information wh1.eb 1Dcl1.cates an address in anodler 
county, a property search shall also be requested from tile 
COU11'ty.) 

2. Verl.£1.cation of Soc1.al Seeur1.ty beDef1.ts via fom SSA 1610/ 
~&O. . 

3. Verl.£1.caUon of Veterans' Admdn1strat1.on benef1.ts via form 
CA 5. 

4. Employment Development Department clearance v1.a fom DE 8720. 

5. Veri.f1.caUon of veh1cle ~eg1strat1.oD through wr1.tten request 
to the DepartaaeDt of Ho-::or Veh1.cles. 

6. If the personal effects of the 1nd1.v1dual 1ncl1cate au account 
at· a spec1f1.c banking institut1.oD, request infomation from 
that baDk. Bequest the bank to search for all accounts 
beloug111g to the 1ncl1vidual. 

When reques'tiDg any of the above infomat1.OIl, 111clude a cover letter 
~caUug the circumstances, 1..e., the 111d1v1dual 1.s comatose and 
therefore ~ccmot si.g1l a rel~e of 111fomaUon fom; there is DO 

fr1eDd or relative to act on behalf of the 1ud1v1dual t aDd the county 
1& tty1Dg to establish Hedi-Cal el1g1bUity. 

IV. ~ PROCESSIRG 

Act1cm on the applicaUon shall DO~ be taken uuti.l a detemi.DaUou of 
1.1lel1g1bllity has been established or the c11l1geDt search ad the 
d1.aabll1.ty detendnati.Oll (for persons 21-64) have been campleted. 
Bowever, 1.£ a camatose perscm 1.8 placed .. m a s1dlled DUrS1ng facil.1.;y1 
mtemed1.ate care fadJ.1ty (Slil/IC!'), Category 53 may be appropriate. 
If at any tme dur1.Dg the applicat1.cm process the person's ccmd1.t1.on 
chaDges or a fri.eIul or relative 1.8 fomu! so that 111fomati.on cail be 
obTained 111 the 1I8U&l 1II8JDler t the cl1l1geDt search efforts shall cease. 

I 

OIlce the 'd1l1geut search and cl1sabUi'ty detem1nat1cm have been' COllI- I 
pleted., au el1g1.b1l1.ty dec1s1cm shall be 1II8de. Fol.lov1ng are the iDstruc­
t:lm1s for esUlbl1.sh111g au iCsU'ty to use in opening up a lIed1.-Cal case 
aDd ~111g !!edi-Cal cards. 

---~---------------------------------------------
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A. Name -
If the person f s name is UDlmOWD.. use either Jolm C. Doe or Jane C. 
Doe for the case name. 

B. Aid Code --
, 1. If, the person' s age is UDla:lown and the person appears to be 

1UIder 2'1 yearS of age, use Aid Code 82. 

2. If the person's age is 'IDIkIlown a:a.d appears between 21 &Del 64 
aDd the cl1aab:U1ty detem:f.:Dation bas been deniecl, cont:im1e to 
use Aiel Code 53 for those 'PeaODS'1ibo 'are iJi' au tel or SRF. 
If the person is DOt 111 _ ICF or SRr, dezay the appl1.catiou. 
If the Gisab:lli ty determ1Datiou has been approved, use 
either A1d Code 64, 67, or if the perSOD is in loug-ter.m care 
status, use A:1cl Code 63. 

3. If the persou's age is uiU::aown and the pers01l appears to be 
over 65 years of age, use Aid Code 14, 17 t or if the person 
is in loDg-ter.m care statl1S, use Aid Code 13. 

If UDlmOWD, use "01" for the 1IlO1'1th and "01" for the clay; use the 
foll.ow.:lJ:aa for the year of birth: 

1. If the estimated age is u:acler 21.. use the current year 1Il1Dus, 
10 years. 

2. If the est1alatecl age is 'be1:Wee:n 21 through 64, Wile the current 
year 1Il1Das 40 years. 

3. If the estimated age is 65 or over, use the current year 
1IiDus 70 years. 

D. Social Security .. ber 

If u:i:u::n0llD.. leave bl.aDk.. A pseudo DDIIlber w:Ul be ass1gD.ecl 'by 
!fecli-Cal Eligib1lity Data System (Hf!DS). 

E. ' 'Seal th Insurance Cla1m !imlber 

If 11Dk:D.owa.. leave blaDk. 

I 

----------~------~-----~---~------------------------
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F. Address 

S1Dce HEJ)S wU.l produce a rej ec:t message if the acldress field is 
blank, use ei.tber the address of tbe c:ounty vel.fare department or 
the address of the fac:ility where tbe 1Jld1v1.dual is rec:eiv1.ug 
care • 

.!!2!!: If a comatose person rega1Jls c:onsc::1ousness or is otherwise 
Uenttiied after elig1.b1li.ty is esublisbed, revise the ease rec:~rd to 
reflect the person's UUe identity and eligibility sUtus. If the 
peracm mains eligible for Hed1-Cal..and a !tedi-~ identtiic:atiou 
1lUIlber bas been assigned. reta.1D. . the ser:1al. 1lUIlber aDd cbange tbe aid 
code 1£ there is a chaDge 1D eligib1U.ty sutus or category. If the 
peraoIl 18 foUlld 'to be 1Del.1g1ble. discont1nue the case with timely and 
adequate DOd.ce. . 

---~-----~---------------------------------------
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4-J-PROMPTNESS REQUIREMENT 

A new applicant for Medi-Cal has the right to have hislher eligibility for benefits determined as quickly as 
possible to ensure hislher access to adequate medical care. Such timely eligibility determination includes 
the issuance of a Notice of Action (NOA) which addresses the applicant's approval or denial of Medi-Cal 
bell8fits, what the share of cost is, if any, and hearing rights if the applicant is dissatisfied with the action 
specified in the NOA. (Refer to Procedures Section 4U for NOA" completion.) 

Federal recPraments (ride 42, Code of Federal Regulations, Section 435.911) for timely determination of 
eligibility are: 

o Processing time standards may not exceed: 

1. 90 days for applicants who apply for Medi-Cal On the basis of disability; and 

2. 45 days for all other applicants. 

o The 4~ and 9O-day time frames are inclusive from the date the SAWS 1 or other 
application was filed. to the issuance of the NOA. 

The 45- and 9Ckiay requirements may be extended for those items listed in Title 22, California Code of 
Regulations, Section 50177 (1 )(2) as follows: 

o The appl"ecant has, with good cause, been unable to return the completed Statement of 
Facts, the Supplement to Statement of Facts for Retroactive CoverageJRestoration, or 
other nee. 5 V verifications in time for the county to meet the promptnesS recPrement, 
or 

o There has been a delay in the receipt of reports or other information necessary to 
determine eligibility· and the delay is beyond the control of either the applicant or the 
county department. 

The county welfare depaI1ment shaD Mt use these time standards as a waiting period before granting the 
application if aD documents and information have been provided. 

REQUIREMENTS TO EXPEDITE CASE PROCESSING 

The county shall expedite processing the eligibilitv determination within available resources for the 
following situations: 

o Minor consent appI"acants should have eligibility determined the same day of the 
intake interview and should be issued a paper Medt-Cal identification card. 

o Individuals who require medical treabnent which Will not be provided without a 
Medi-Cal card should have eligibility determined as soon as all information has 
been received by the county. A paper Medi-CaI identification card should be issued 
until the appIicantJbeneficiary receives the plastic Benefits Identification Card. 

o Pregnant women are considered to have an immediate medical need. 

SEcnON NO.: 50177 MANUAL LEIiER NO.: 147 DATE: August 9'9~1 
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The CCU1ty shall refer to Procedures Section. Article 22 CDisabaTrty Determination Referrals) for the proper 
completion of disability cases and the related promptness guidelines for referral processing. 

Any delay in the determination of eligibility must be documented in the case record. 

SECT10N NO.: 50177 MANUAL LE I i ER NO.: 147 DATEt\ugust 9,95 4J-2 
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4K - PROCESSING OF MEDICALLY INDIGENT 
ADULTS (HIAs) APPLICANTS 

Count.y depart:me11t.s may ident.ify persous not. el1g~ble under t.he provis~ODS I 
of Title 22. Cal~fornia Administ.rat.ive Code. Sect.~011 50203 or 50251, pr~or 
t.o complet.~on of a Medi-Cal applicat.~. These persons shall be informed: 

a. 'l.'hat: t.hey have 110 apparent. basis of el~gibi1:U:y for Medi-Cal. 

b. Of t.heir right: t:o make a formal Medi-Cal applicat.ion even t:hough t.hey 
have 110 apparent: Medi -cal. eligibili t.y. 

c. Of t.he count.y MIA program. 

-------------~-------------------------------------. 
Sections 50143. 50251 !!AN1I6L L'!'l"J:ER NO. 92 (9/l.5/86) 4K-l 
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4L -- RSDI/U1/D1 REPORTS 

I. BACKGROtlND 

II. 

The RSDI/UI/DI -repor~ cousis~s of individual lis~ings concerning RSDI. 
UI. or D1 benefits. 1~ is pr-ovided so that counties can verify benefi~ 
amounts repor~ed by ~he beneficiary. If the amoun~ lis~ed on ~he 
report: differs from ~he amOWlt: repor~ed by ~he beneficiary. the coun'ty' 
may need. ~o con'tac~ ~he beneficiary who 1IIUS~ pr-ovide verification of 
the correct cutten~ benefit amount. 

,A. If i~ is determined. ti1a~ ~he amoUDt lis~ed in ~he case record is 
incorrec~, 'then ~he correc~ed benefit amouu~ 1IUS~ be utilized. U) 

deund.De if a sha-re of cost sbould be esublished or chaDged. in 
accordance wi'th Title 22. califo't'nia Adminis~rative Cocle (CAe), 
Sections 50653.3 and 50653.5. 

B. If a discrepancy exis~s. ~he coun'ty is ~ deurmine Whether a 
potential overpayment bas occurred in accordance wi ~h Ti tie 22. 
CAe, Section 50781. If a potential overpayment has occurred, 
then the appropria~e referral should be campleud as required. 
by Title 22, CAe, Section 50783. 

c. It is important to know ~he payment stat.us and communication cocies 
to properly utilize the ISDI/UIIDI infoJ:IDB.tion. The follow:ing two 

instructions provicie 'this tDformation: 

1. Instructions for inurpr-eting the report: of ISDI. 

2. Instrnctions for inurpreting the nIDI formats on, the report 
of ISDIIOI/DI. 

INSTlWCTIONS :FOlt mn:RPltE"!'IHG THE REPOltT OF ltSDI (PVS04o-A) 
.;;.;,;;:;.;;;;;;.;;;;.;; ...... --- - -.-,-
Numbers in parentheses are keyed toi~ems on the Report of ISDI. 

(1) 'ltotl'I'E: !.'he county uses 'this information to rouu the report 
to ~be district and worker. 

(2) ltUN DATE: Dau the report was priDted. 

---~~----------~------~~------------------------~~--
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(3) PAGE: RSDI income of a1.l persons in a case will be lis~ed on 
~he repor~. Each person f s income will be shown on a separa~e 
page. Persons in a case having more ~han one type of beDefi~ 
paymen~ will appear under the case number bu~ on a separa~e 
page. 

(4) CASE NO.: Includes aid code and case number. 

(5) CASE NAME": Surname used by ~he coun~y ~o i.den~ify the case. 

(6) SSN: This is ~he SSN llrovic1ed by .the recipien~ • 

. (7) CASE STATDS: Wbe~her ~be case is new or continuing. 

(8) TYPE OF INCCI!E: The Repor~ of RSD1 vill show RSDI and either 
U1 or D1 income for one or more persons in ~he case. A 
person should not receive U1 and D1 a~ the same ~ime. 

llS'D1 EENEFITS -
(9) NAME AND SEX (as repor~ed by SSA): This refers to tbe person 

in the case who is receiving RSDI. 

(10) RECEIVED JII1A/yy: This i~ the lIlonUl and year ~hou ~he NEW 
MON'l'B's check is da~ed9 e.g. ~ 01/83 means tba~ ~he RSDI check 
vas elated 1/3/83 and should also be received abou~ .January 3. 
'!he Dew 1IIODth could be different for RSDI~ UI~ and DI. 

(11) OLD BENEFIT: inlat. the benefit amount was before it cbaDged. 

(12) NEW BENEFIT: The amoun~ of the RSDI beDefit for the most. 
current IDOllUl reponed. If there were no changes. frOli ~he 
previ.ous 1ILon~h9 a repor~ will no~ be generated. 

(13) INITIAL »AU OF ENT1'!LEMENT: The da~e ~he person was firs~ 
enU 'tled ~o receive I.SDI. This- does no~ necessarily indicate 
when the fi.rs~ benefi ~ amount was paid. 

(14) PAYMENT STATUS CODE: This identifies ~he RSDI s~atus of ~he 
person in ~he 1ILOD~h of ~he paymen~. The repor~ vi1l indicate 
~he meaning of t.he payment. status code on the "Pay-message" 
lines (17). Major pay codes and messages are lis~ed below. 

-----------------------------------------------------
Section· 50167 !fARUAl. I.ErrER RO. 80 (8/8/85) 41.-2 ----------------------------------------------------
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4M - Verification 

The following are guidelines to be used in verifying eligibilit¥ when determining Medi-Cal. It is not 
intended to repeat or replace regulatory material in Title 22, Califomia Code of Regulations (CCR). 
This procedure is all inclusive and attempts to summarize instructions provided under other articles 
within the Medi-Cal Eligibility Procedures Manual (MEPM). To the extent possible, this procedure 
cross-references other documentation where a full description of the item is provided. Counties 
shall refer to the documentation cross-referenced in this article if a more comprehensive explanation 
of a specific issue is needed. 

Verification means the process of obtaining acceptable evidence of items necessary to determine 
Medi-Cal eligibility which substantiates statements made by an applicant or beneficiary on the 
Statement of Facts form MC 210 or Medi-Cal Annual Redetermination form MC 210 RV. Verification 
is to be provided at: 

• initial application, reapplication and restoration; 

• annual redetermination for items necessary to determine continued Medi-Cal eligibility, 
subject to change, and not previously verified; 

• anytime a change in amounUsource/provider of resources, income, or expenses is reported 
by the applicanUbeneficiary or discovered by the County Welfare Department (CWO); and 

• requests for retroactive Medi-Cal coverage. 

Documentary evidence (written confirmation) is to be used as primary source for all items. 

When documentary evidence is required but is unavailable and all other verification attempts have 
been attempted and are unsuccessful, then a swom affidavit signed under penalty of perjury by the 
applicanUbeneficiary is acceptable as verification except for the Social SecUrity Number (SSN). 

I. VERIFICATION PRIOR TO APPROVAL OF ELlGIBILlW 
Reference: Title 22 CCR Section 50167 

;~ 

A. Verification of Income 
Reference:-Title 22 CCR Section 50167 (a), (7); 50507; 50518; 50503; 50186; MEPM Article 10 and 15 

(1) Earned Income 
,.-

• one pay stub (pay stub not required to have been issued within the last 30 
days but must accurately reflect the amount reported on the application; 
see ACWDL 00-31 and Errata 00-31E) . 

• a copy of last year's federal income tax return that accurately reflects the 
current income ;' 

• a signed letter from the employer that shows the gross amount and date 
of paycheck 

• if verification cannot be obtained by one of the above methods, the 

SECTION NO.: 50167 . MANUAL LETTER NO.: 274 DATE: 02/25/03 4M-1 
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applicant/beneficiary can sign a statement, undyr penalty of ~erjury, 
indicating his/her gross monthly earned incomEil '" 

(2) Unearned income 

• award letter or most recent cost-of-Iiving increase notice 
• IEVS/PVS printout 
• current bank statement if the applicant has direct deposit (NOTE: the deposit 

may not reflect gross income if Medicare premiums are being deducted or 
an overpayment is being collected from the client's check) 

• copy of the applicant's current benefit check (NOTE: the check may not 
reflect gross income if Medi-Cal premiums aTe being deducted or an 
overpayment is being collected from the client's check) 

• signed statement from the person or organization providing the income 

(3) Self Employment 

• receipts showing gross earnings and expenses 
• business records (profit and loss statements) 
• copy of most recent federal individual tax return (IRS 1040) and 

appropriate Schedule 0 - Capital Gain or Loss. 

(4) Use of Tax Return to Verify Income 
, 
" , 

A copy of the most recent federal individual income tax return (IRS 1040, 
1040EZ, etc.) is acceptable verification of any type of income if it accurately 
reflects the income reported on the application. 1 

(5) Verification of Unconditionally Available Income 

Unconditionally available income is income the applicant/beneficiary only has to 
claim or accept. A applicant/beneficiary must apPjy for unconditionallv available 
income as a condition of eligibility. Only the indivloual who refuses to apply for 
or accept unconditionally available income will be ineligible. Examples of 
unconditionall/evailable income are Disability Insurance Benefits (DIB), 
Retirement, Survivors, Disability Insurance (RSDI) benefits, Veterans 
Administration (VA) benefits and Unemployment Insurance Benefits (UIB). 

All applicants/beneficiaries should be considered potentially eligible for UIB and 
should be referred to the Employment Development Department (EDD) to apply 
for UIB; however, counties should not refer applicants/beneficiaries in the 
following circumstances: 

• individuals who have no~ worked in employment covered by UIB 
• individuals who have a UIB claim pending 
• individuals who are receiving or have exhausted their UIB 
• individuals who are receiving DIB 
• individuals who are full-time employed 
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• individuals who are covered under Title 22, CCR, Seotion 50211 
• individuals denied or discontinued from 'thE! ;U I B progra'm 
• children under 16 years of age with n,D employment history 
• applicants who are applying for restricted Medi-Cal benefits (see ACWDL 

93-59) 

(6) Inkind Income 

Verification is only required if it is eamed or the applicant/beneficiary claims the 
amount is a lower value than the presumed maximum established in accordance 
with Title 22 CCR, Section 50511. Written statement from the provider is 
acceptable as verification, 

(7) Fluctuating Income 

Check stubs or a signed statement from the person or organization making the 
payments including the amount and frequency of the payments. 

(8) Tip Income 

• amount reported on pay stub 
• the amount actually reported by the applicant/beneficiary 
• if there is a discrepancy between the amount reported ,OJl the pay stub and 

the amount reported by the applicant/beneficiary, the applicant/beneficiary 
can sign a statement, under penalty of perjury, as to the reason for the 
discrepancy' 

(9) Temporary Worker'S Compensation (TWC) 

An award letter from the insurance company or other entity which identifies the 
payment as temporary, the amount of the payment and the schedule of payments. 

(10) Veteran's Benefits or Aid and Attendand Payments 

• 
• 

cC5mpleted Veterans' Benefits Verification and Referral form (CA 5) 
viewing the Veterans' Administration check and documenting in the case 
narrative (unable to copy check) 

(11) Interest and Dividend Income 
,,-

• IRS Interest Income Statement Fonn 1099 
• bank statement (yearly, quarterly, monthly) 
• account statement 
• payment records!'(notes/mortgages) 
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(12) Child Support/Spousal Support 

• court papers 
• District Attorney/Family Support (OAFS) records 
• sworn affidavit from the absent parent 
• copy of check 

(13) Dependent Care Costs 

Acceptable verifications for those who incur child care costs or costs of care for 
an incapacitated person while someone is employed include: 

• receipts 
• cancelled checks 
• signed statement from the person or organization receiving the payments 

(14) Educational Grants and Loans 

Financial aid papers provided by the college. 

(15) Net Income from Property 

, 
• 
• 

lease or sales agreement " . 
bookkeeping records (including expense receipts, tax return~, saJes . 
records) 

(16) Health Care Benefits 

An applicanUbeneficiary who has Other Health Coverage (ONe) must provide 
information about the coverage as a condition of eligibility. The Health Insurance 
Questionnaire (DHS (155) form must be completed. 

B. Real and Personal P{operty 

;sI 
.;.,( 

See Title 22-C-CR, Article 9; MEPM Article 9 and All County Welfare Directors Letters for 
specific information on various property items by Medi-Cal program . 

C. Evidence of Residence 
• r 

Reference: Title 22 CCR Section 50167 (a), (10) and 50320.1 

California residency is a requirement for Medi-Cal eligibility: 

In determining whether a Medi-Cal applicant/beneficiary meets residency requirements, 
the CWO must consider all available evidence, including evidence that supports a claim 
of California residency, as we" as, evidence that contradicts a claim of residency. 
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Documents 'provided as ~vidence of Califomia residen~y ~~st includ~a Califomia address 
for the appiJcanUbeneficlary. However, the address 6n'the document need not be the 
current address. Document provided by a homeless person must be considered even if 
it does not include an address for the applicanUbeneficiary. Evidence includes but is not 
limited to: 

• a current California driver's license or identification card 
• a current California vehicle registration form 
• any evidence the applicant is employed in California 
• any evidence the applicant has registered with a public or private employment 

agency in California 
• any evidence that the applicant has enrolled his or her children in a California school 
• any evidence that the applicant is receiving public assistance in California 
• a voter registration form or receipt, a voter notification card, or an abstract of voter 

of registration 

Applicants must compete and sign the Medi-Cal Residence Declaration (MC 212) stating 
both of the following apply: 

• they do not own or lease a principal residence outside the state of California (unless 
exempt under Tille 22 CCR Section 50425), and 

• they are not receiving public assistance outside of this state 

D. Identity 
Reference: Title 22 CCR Section 50167 (a), (6) 

, 
_'i' 

A California Driver's License (CDL) or identification card issued by the Department of 
Motor Vehicles is the first choice for identification. The following, or any other document 
that the CWD deems acceptable, can be used to verify identity ..... 

• United States citizenship or Alien Status docy,ment (e.g., passport) 
• Birth Certificate/ 
• 'School Identification Card 
• 
• 
• 
• 

Marriage Record 
Work Badge 
Church Membership or Baptism/Confirmation Record 
Social Security Card 

Identity is not required for persons who are: 

• institutionalized and verified by the facility 
• receiving Medi-Cal through the Aid for Adoption ·of Children program 
• children and identity of one parent is verified; however, if only children are 

applying, the county shall not require the parent's SSN 
• children requesting Medi-Cal for Minor Consent services in accordance with Title 

22 CCR Section 50147.1 
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• children who are not living with a parent or relative and for whom a fublic agency 
is assuming financial responsibility in whole or in part' ',; 

• not acting on their own behalf and a government ~epresentative, such as a public 
guardian, is acting for them 

• the spouse of a person whose identity has been verified 

E. Verification of Alien Status 
Reference: Title 22 CCR Section 50167, (a), (3); 50301.1; 50301.2; 50301.6; MEPM Article 7 

Alien status shall be verified following the guidelines outlined in MEPM Article 7 (also see 
ACWDLs 89-59 and 90-15). 

Verification of U.S. citizenship is not required unless: 

• the individual claims U.S. citizenship but was born outside of the U.S. (including 
children who were born in another country to U.S. citizen parents) 

• there is conflicting information about the individual's citizenship status 
• citizenship is doubtful 
• documentation provided does not appear valid 
• the individual claims to be naturalized citizen 

Systematic Verification of Entitlements (SAVE) .' . 
The SAVE system is used to verify immigration status of Medi-Cal applicants and 
beneficiaries who claim Satisfactory Immigration Status (SIS). A SAVE request isOto be 
completed and forwarded to the Immigration and Naturalization Service (IN'S) on every 
applicant or beneficiary who claims SIS. When the primary SAVE request is returned by INS 
and indicates "institute secondary verification", then the G-845 form must be completed and 
forwarded to INS. 

Statement of Citizenship (MC 13) 
Medi-Cal applicants must complete and sign the MC 13 (s~e MEPM Article 7G). A new MC 
13 is required anytime the beneficiary's immigration statd's has changed. 

F. Pregnancy 
Reference: Title 22 CCR Section 50167 (a), (8) 

Acceptable pregnancy verification is a written statement from a: 
• physician ," 
• physician's assistant 
• certified nurse midwife 
• certified nurse practitioner 
• licensed midwife, or :' 
• designated medical or clinic personnel with access to patient's medical record. 

A signed stamped photo copy or carbon copy is acceptable, as long as, it is initialed or 
counter-signed by the designated medical or clinic personnel providing the verification. The 
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carbon copy signature that appears on the Pregnancy Verificatio~ of the Presumptive 
Eligibility, "Application for Medi-Cal Program Only" (PREMED2), does not need to be 
initialed. 

Pregnancy verification should include the Estimated Date of Confinement (EDC). If 
pregnancy verification does not include the EDC, the eligibility worker may ask the 
applicant/beneficiary for the expected date of birth. A verbal statement made by the 
applicant/beneficiary regarding the EDC is acceptable and must be documented in the case 
narrative file. 

Pregnancy verification is not required for women applying for minor consent services. 

Self-Declaration of Pregnancy . 
An applicant/beneficiary may self-declare pregnancy on the application, the Statement of 
Facts form, or by any other signed document. When the self-declaration is made verbally, 
the eligibility worker must document this fact in the case narrative. The unborn is only 
counted as one child for maintenance need calculation purposes unless written medical 
pregnancy verification indicates multiple unborn children. 

• 

• 

• 

For the purpose of self-declaring a pregnancy, medically verified is defined as 
information received by the applicant/beneficiary from a medical provider indicating 
that a positive pregnancy result has been confirmed or through a home pregnancy 
test with a positive result. :/, 

'i 
Women seeking pregnancy-related only services, whose income isat or below the 
200 percent Federal Poverty Level (FPL) program, are allowed to self-declare that 
their pregnancy has been medically verified. Individuals must be ir'!Come eligible to 
receive pregnancy-related only services and placed under the appropriate FPL 
percent program category. 

Women seeking full-scope coverage, whose only linkage to eligibility is the 
pregnancy, can self-declare that their pregnancy has been medically verified and 
allowed sixty (60) days to provide proof of pfegnancy. 

• '. When p~gnancy verification is not provided within sixty (60) days, counties must 
discontinue full-scope benefits with timely and adequate notice and must review 
income eligibility for placement under the appropriate FPL percent program category 
for pregnancy-related only services. 

, ... 
G. Verification of BlindnessIDisability 

Reference: Title 22 CCR Section 50 167 (a), (l); MEPM Article 22 

Acceptable verification includes: 

• proof of Social Security (Title II) benefits based on disability or blindness 
• proof of Supplemental Security Income/State Supplemental Payment (SSI/SSP) 

benefits based on disability or blindness 
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• proof of Railroad Retirement benefits based on perm?jl~~t and total disability 

Receipt of one of the above types of disability benefits can be adopted for Medi-Cal disability 
detennination and a referral to State Programs-Disability Adult Program Division (SP-DAPD) 
is not needed. However, if the applicant is not in receipt of one of the above disability 
benefits, then a disability packet must be completed and sent to SP-DAPD (see MEPM 
Article 22) for a disability determination. -

Receipt of disability benefits under other programs (e.g., State Disability Insurance (SDI), 
Veteran's Administration, Worker's Compensation) does not establish disability for Medi-Cal. 

H. Verification of Incapacity 
Reference: Title 22 CCR Section 50167, (a), (2) and 50211 

Acceptable verification includes: 

• proof of Social Security (Title II) benefits based on disability or blindness 
• proof of SSI/SSP benefits based on disability or blindness 
• proof of SDI or Worker's Compensation 

Verification of one of the above types of disability benefits verifies incapacity; however, if the 
applicant does not receive one of the above types of benefits, then one of t~e verifications 
listed below is required: ., 

• a current Medical Report or certificate of disability form 
• a written statement signed by a physician, licensed or certified psychologist, or 

authorized member of their staff which documents that incapacity exists and gives 
the expected duration of the condition 

When a current Medical Repqrt or a written statement cannot be obtained without delay, 
then a verbal statement from a licensed physician or an ~thorized member of their staff 
shall be accepted as verification for up to sixty (60) d'ays pending receipt of written 
verification." 

" Verification fn?!!l a Chiropractor is not acceptable evidence of incapacity. 

I. Legal Responsibility for a Child 
Reference: Title 22 CCR Section 50167(a), (4) 

Whenever a child is applying alone on the basis that neither the parents nor any agency will 
accept legal responsibility for the child, then the CWD must verify that fact. Verification can 
be any verbal or written communication with the parent(s) and/or agency. 

:( 
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J. Substantial Gainful Activity (SGA) 
Reference: MEPM Article 22 

-'I ',; '\ 

SGA disability, as determined in accordance with Section 50223 (a)(2), shall be verified by 
following procedures established by SP-DAPD. 

K. Former Home Listed for Sale 
Reference: Title 22 CCR Section 50167 (a), (9); MEPM Article 9 

Any documentation from a licensed real estate broker that substantiates the property is listed 
for sale. 

II. VERIFICATION REQUIRED WITHIN SIXTY (50) DAYS OF APPROVAL 
Reference: Title 22 CCR Section 50 I 68 

A. Social Security Number (SSN) 

The SSN for all applicants or beneficiaries must be verified within sixty (60) days of the date 
of initial application unless: 

• the individual is applying for Restricted Medi-Cal or Minor Con~ent Services 

• the individual is a newborn (SSN will be required for the newborn by the age of one 
year) . 

Application for an SSN or evidence of an SSN shall be confirmed by viewing: 

• SSA district office notification that application for an SSN has been made 
• a completed SS::'5 (application for an SSN form) or completed MC 194 (referral 
notice)/ 

• completed SSA 2853 (application for SSN for newborn) 
........". .. -. 

If a so~ial securi~ card is not available, acceptable evidence is: 

• a social security award letter 
• Medicare Card or check from SSA showing the applicant name and SSN with the 

letters A, HA, J, T, or M following the SSN 
,r 

• other documentation from SSA upon approval by the CWD 
• MEDS printout indicating a U J" code in the SSN-VER field 

SSN's cannot be required for persons not applying for Medi-Cal (e.g. parents applying for 
children only). Counties may reqCiest the parent's SSN but must note that providing the non­
applicant parent's SSN is voluntary. 

The signature on the Statement of Facts shall not be accepted as verification of a person's 
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SSN or application for a SSN. Counties are reminded that only individuals aRplying for full-
" .," . 

scope Medi-Cal are required to provide proof of aSSN. ',' '" ' 

B. Medicare 

Medicare Eligibility is verified by viewing: 

• the Health Insurance Card (HIC) and number 
• a social security award letter displaying the individual's HIC number 
• a bill for Premium Part A or Part B (SSA 1545) 
• MEOS printout (OB screen) 

III. VERIFICATION REQUIREMENTS FOR RETROACTIVE MEDI-CAL 
Reference: Title 22 CCR Section 50148 and 50197 

The CWO shall not require additional verification beyond that used to determine initial and 
ongoing eligibility when the applicant or beneficiary completes the MC 210 A and indicates there 
is no change for the requested retroactive month(s). 

, 
'J.I 

When the applicant or beneficiary completes the MC 210 A and indicates a ch~nge in either 
income, property, health insurance, number of people living in the home or California residence 
between the retroactive month(s) requested and the current signed Statement of Facts, then 
verification of the change is required. 

IV. EX PARTE REVIEWS 
Reference: Senate Bill (SB) 87 and ACWDL 01-36 

To avoid unnecessary an>di,repetitive requests for verification that can add to administrative 
burdens, make it difficult fo'r individuals and families to retain coverage, and cause eligible 
individuals and farhllies to lose coverage, counties shall conduct ex parte reviews to the extent 
possible. 

Relevant information and verification .from all public assistance case files (e.g., Medi-Cal, 
CaIWORKs, Food Stamps, IHSS, Foster Care, etc.) shall be obtained when appropriate. 
Additionally, information and verification from other resources including but not limited to MEOS, 
JEVS, SOX, BENOEX, OAFS Child Support must be used in the ex parte review. 
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V. ADDITIONAL VERIFICATION REQUIREMENTS 

The CWD shall not require additional verifications when the applicant or beneficiary has been 
previously aided in another public assistance program (CaIWORKs, Food Stamps, Medi-Cal, 
IHSS, etc.) and verifications in those case files are less than twelve (12) months old and 
consistent with reported information on the application for Medi-Cal. However, when 
verifications in those case files are inconsistent with what is reported by the applicant or 
beneficiary, then current verification must be requested. 

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

A major cause of eligibility errors reflected in Medi-Cal cases for individuals in Long-Term Care, or 
others having a conservator, is the failure of the beneficiary or their representative to report changes 
to the county welfare department (CWD) that may affect Medi-Cal eligibility. The following definitions 
should be noted to avoid possible confusion in regard to the application processes surrounding 
persons who have a government representative, conservator, or other representative handling their 
affairs: 

Authorized Representative: A person specifically designated in writing by the 
applicanVbeneficiary to accompany, assist, and represent the applicanVbeneficiary in 
the Medl-Cal application/redetermination or fair hearing process. An Authorized 
Representative cannot act on behalf of an incompetent individual. 

Conservator: A person appointed by the court to act as the guardian, cuslodian, or 
protector of another. 

Public Guardian: A county agency acting as a public entity appointed to act on 
behalf of persons who have lost their ability, either mentally or physically, to handle 
their own affairs. The public guardian acts as the individual's advocate. No private 
person is allowed to be a "public guardian." The authority vested to the public 
guardian is derived from the probate code and, for mental health issues, through the 
Lanterman-Petrie-Short (LPS) Conservatorship Act. 

Representative: A person acting on the behalf of another who is incapable of 
handling his/her own personal or business affairs. The representative must have 
specific and personal knowledge of the incompetent individual's circumstance. The 
representative may be a friend, relative or someone else that has kno:Nn the 
applicanVbeneficiary and will act responsibly on his/her behalf. 

The public guardian frequently represents aged, blind, and disabled persons for Medi-Cal purposes. 
The public guardian, or other representatives, often have conservatorship responsibilities but, in 
many instances, fail to understand the importance of keeping the CWO informed timely when 
changes occur to the recipients circumstances. Many of these changes are a result of changes to 
income, property, health coverage, and even death. 

Regulations speCifically exempt the public guardian from the required face to face interview for 
application [Title 22, California Code of Regulations (CCR) , Section 50157(b),(d)(2)] and all aged, 
blind, disabled persons are exempt from the face to face interview at redetermination [Tille 22, CCR, 
Section 50189(d)]. Due to this exemption, it is very important that the public guardian, authorized 
representative, or conservator be aware of her/his on-going responsibilities. 

The DHS 7068, Responsibilities of Public Guardian/Conservators or Applicant/Beneficiary 
Representatives, has been developed and revised to assist the counties to inform the public 
guardians, conservators, and representatives of their reporting responsibililies. The DHS 7068 is to 
be given or mailed to the public guardian, conservator, or to the representative at the time of the 
initial application and at each redetermination. The DHS 7068 is printed 0" NCR paper. The white 
copy (top sheet) is to be used at application and redetermination time, and should be filed in the 
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case file. The yellow copy (second sheet) is to be kept by the public guardian, conservator, or .• 
representative, (Note: Signature, address and telephone number of the public guardian, r 
conservator, or representative is required on this form.) 

A copy of the MC 219, Important information for Persons Requesting Medi-Cal, must 
accompany the DHS 7068. The MC 219 must be signed and dated by the public guardian, 
conservator, or representative and kept in the case file. 

If the CWO mails the DHS 7068 to the representative, the following suggested cover letter may be 
used. 

SAMPLE 
o 

SAMPLE 
o 
o 
o 
o 

{address block} o 
o 
o 

DATE: ______ _ 

As the Public Guardian/Public Conservator of your county, or as the applicant's or beneficiary's 
representative, you have the responsibility to act on behalf of the individual you represent. 

Tille 22, CCR, Section 50185 (a)(4), requires Medi-C. sneficiaries or persons acting 01) their 
behalf to report to the county welfare department any Changes in circumstances affecting eligibility Mii\ 
or share of cost within \en calendar days following the date the change occurred. ., 

Additionally, in the event of the beneficiary's death, Probate Code, Section 700.1, and Welfare and 
Institutions Code, Section 14009.5, require you to report the death of the beneficiary within 90 days 
of the date of death 10 the following address: 

DHS - Third Party Liability Branch 
Recovery Section/Estate Recovery Unit 
MS4720 
P.Q. Box 997425 
Sacramento, CA 95899-7425 

The attached DHS 7068 (Responsibilities of Public Guardians/Conservator or applicant! 
Beneficiary Representatives) serves as your acknowledgement of your responsibilities as the 
representative of the applicanllbeneficiary. Please complete the form and return Ihe white copy 10 
Ihe eligibility worker. You should retain the yellow copy for your files. 

If you have any questions regarding this form, you may contact 

________________________ al ______________________________ ' 

SAMPLE SAMPLE SAMPLE 
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RE: 

..... ...-
RESPONSIBILITIES OF PUBLIC GUARDIANS/CONSERVATORS 

OR APPLICANT/BENEFICIARY REPRESENTATIVES 

You have accepted the responsibility to act on behalf of . 
State law and regulation require you to report to the county welfare department any changes in the circumstances 
of the applic;anllbefleficiary within ten calendar days following the date the change occurred. You must also 
cooperate fully on behalf of the beneficiary in any review IIlat may be required for quality control purposes. 

Changes which must be reported within ten days include, but are notlimiled to. 

1. A change in the beneficiary's property, including community property. 

2. A change in the beneficiary's income. 

3. Entitlement to Veteran's Benefits or an increase in Veteran's Benefits. 

4. Changes in health insurance coverage including enrollment in available health insurance or the disContinuance 
of health insurance . 

• 5. A change in the benerlCiary's living arrangement, household members, or residence. 

6. The death of the applicanllbeneficiary. 

7. A change in guardianship/conservator or representative status. 

8. Any other change in circumstances which may affect eligibility or share of cost 

You are also required (pursuant to Probate Code, Section 700.1, and Welfare and Institutions Code, 
Section 14oo9.5) to report the death of the beneficiary within 90 days of the date of death to: ' 

DH5-Third Party Liability Branch 
Recovery Section/Estate Recovery Unit 
MS4720 
P.O. Box 997425 
Sacramento, CA 95899-7425 

Refer to 'IMPORTANT INFORMAnON FOR PERSONS REQUESTING MEDI-CAL' (Me 219) for a more complete 
list of your reporting responsibilities. 

I hereby state, under penalty of perjury, that the information on this form has been reviewed by me and that I fully 
understand my responsibilities as the guardian, conservator or representative of 

e-.. ..-._m_ ... 
Copr-GuaniianiConsfllV8tor Of' Rept8&enlalJve 
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RE: 

RESPONSIBILITIES OF PUBLIC GUARDIANS/CONSERVATORS 
OR APPLICANT /BENEFICIARY REPRESENTATIVES 

You have accepted the responsib1l1ty to act on behalf of _ 
State law and regulatiOn require you to report· to the county welfare department any changes ill the circumstances 
of the applicant/beneficiary Within ten calendar days folloWing the date the change occurred. You must also 
cooperate fully on behalf of the beneflc:iary in any review that may be required for quality control purposes. 

Changes which must be reported Within ten da~ mclude. but are not limited to: 

1. A change in the benefidary's property. including community property. 

2. A change in the benefidary's income. 

S. Entitlement to Veteran's Benefits or an increase ill Veteran's Eenefits. 

4. Changes In health insurance coverage 11lcluding enrollment in aVailable health insurance or the 
discontinuance of health Jnsurance. 

1:). A c:llange ill the beneficiary's liVing a.rrangement. household members. or residence. 

Ile death of the applicant/benefidary. 

7. A change in guardianship I conservator or representatiVe status. 

8. Any other change ill drcUmstances which may a1iect eligibility or share of cost. 

You are also required (pursuant to Probate Code. Section 700.1. and Welfare and Institutions Code 
Section 14009.5) to report the death of the benefidaryWithin 90 days of the date of death to: 

Denartment tlf Health Services . 
ReCovery Section 
P.O. Bax 2471 
Sacramento. CA 95812-2471 

Refer to -IMPORTANT INFORMATION FOR PERSONS REgUESTING MEDI-CAL - (MC 219) for a more complete li­
of your reporting responsibilit1es. 

I hereby state. under penalty of peIjury. that the information on this form has been reviewed by me and that I fU 
understand my responsibilities as the guardian. conservator or representative of 
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40 - ONE MONTH EXTENDED ELIGIBILI'l'Y 
(EDWARDS v. HYERS) 

The following procedural instructions are for the purpose of further defin­
ing extended eligibili t:y under the Edwards v. Myers court order. 

BACKGROUND 

The court order -in the Edwards v. Myers case provides for uninterrupted 
Medi-cal. coverage with no share of cost for fami.li.es/persons discontinued 
from Aid. to Fami.1ies With Dependent Children (AFDC) until a reevaluation of 
the familyts/penoonts eligibility or ineligibility for Medi-Cal only is -
completed and adequate and timely uqtice is issued. ' In making the redeter~-
1II:i..Dation, the COUllty may not need -to -seek- additional- information beyoud 
that already in file. If the available information would pemit continued 
Hed.i-ca.l eligibility ou some other basis, then a notice reflecting the_ 
inte%program trusfer of Hedi-cal eligibility should be sent. Where the 
county bas :insufficient iDfomation to detemi.ue whether a recipient is 
still eligible for Hedi-cal., the APDC terminaticni notice should specify the 
infomation ueed.ed to reinstate Hedi-cal only. Such a temiuation notice 
would be sent ODly if the recipient bas not complied With the procedures 
which the county -is required to have for reporting, as set forth in 
Sections -50185 (a) (3) and (4) aDd 50191. '!his proVision applies to all 
persons discontinued from AFDC effective April 30, 1982 and forward for any 
reasou other than the $30 and one-third disregard. Additionally, families 
eligible for Four Month Continuing 1II1st also be granted extended -no share­
of-cos t coverage following the discontinuance of Four !lonth Continuing if a 
reevaluatiou is not completed prior to the end of the fourth month and in 
sufficient time to allow for a ten-day notice if the Hedi-cal-only eligibility 
detemination ad~noely affects the family. 

ELIGIBILIl'! 

If the reason for AFDC discontinuance is also a condition of Hedi-cal 
eliiii)ili!Y, .2!. theMedi-Cal-ouly elis!biiiti detemiDation caD -!!. completed 
II !!!!. ~ ~ ~ ~ detemiuation .2! ineligibilitt .!:!. made, extended . 
Hedi-Cal benefits under ~ categOn ~ ~ reguired. aeferrals to 
Continui.ng Hedi.-cal are not to be made for penoons being discoutiDued from 
AFDC due to one of the following reasons (the appropriate T~ue'22 sectiou 
must be ci. ted on the AFDC Notice of Action): 

Loss of contact. (Seetiou 50175 (a) (5» 

Death of recipient. (Section 50176) 

Loss of Califoruia residence. (Section 50320) 
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Failure to complete the redetem:i.nation (renewal) process. (Section 
50189) 

Recipient's request and recipient indicates the request to be discon­
tinued from assisUlnCeincludes Medi-Cal. (Section 50015) 

Admission to an institut~on which renders the person ineligible. 
(Section 50273) 

The Not~e of Action used to discontinue AFDC 1II1st also state that Medi-Cal 
benefits (Dot "just· cash-based Hedi-Cal) are also being temiuated, and the 
applicable 7itle 22 section author1.ziug the !fedi-Cal discontinuance 1II1st be 
c~ted on the uot~e. 

If ~t 1& Dot possible to immediately make a c1etemination of iDeligibility 
for Kedi-cal only aDd send adequate and timely not~ce at the time of AFDC 
discontinuance, DO share-of-cost Medi-cal 1IIlst be continued until au evalua­
tion of Hed1-Cal-oDly el1g1bil1.ty can be made. A Not~ce of Act~on 1II1st be 
sent which contains the following wordi.Dg: 

"Due to an injunct~on issued in the Edwardsv. Myers lavsuit9 you are 
ell't~tled to continue to receive uo share-of-cost Hedi-cal coverage 
following your discontinuance from AFDC until your el~gibility for 
Hedi-Cal" only can be detem:i.uecl. . 

·"If you are interested in hav1Dg your el1.gib~ty for Hedi-cal only 
dete%lll1ned. you 1IIlBt c:omplete the enclosed App11cat~on/Statement of 
Facts ancl return these foms to the. county department within 20 days 
of the date of thu notice. If you Deed assutance in completing the 
fODlS, please call " 

If the beneficiary does DDt return the Application/Statement of Facts by 
the 20th day, a la-day Notice of Aetlcm" is to be sent discontinuing the 
enended DO share-of-eost Hecli-cal. 

If the foms are returned by the 20th day. the beneficiary's el1.g1billty 
for Hec11-cal only should be 11""P'!iately c1etem:1Ded. A face to face is 
optiDDal. If the beneficiary is fOUDd iDel1gi.ble for Hecii-caJ. cmly or 
el1.g1.ble with a share of cost, the eneDded DD sbare-of-cost Hec11.-cal 
ccwerage cannot be discontinued untll a ten-c1ayHot1c:e of Act1.cm can be 
sent. If the Hedi-Cal-ouly detem:1Dation does DOt ad~rsely impact the 
fam1ly's/pemon's entitlement to Hedi-cal (detem1Ded el1.gible with 110 

share of cost), a Notice of Action d:1sconinuiug 'the extended Medi-cal 
ccwerage mst be sent in sufficient time to reach the bene£~ry by the 
effective day of the discontinuance. 

------------------------------------~-------------
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IMPACT ON iMERGENCY ASSISTANCE AND '!HE NONFEDERAL AFDe PROGRAMS 

Emergency Assistance Program (EAP) 

Pezsons Who receive aid under EAP only, without subsequent receipt of 
state-only AFDC-U, are not eligible for continuing Medi-Cal under with the 
Edwards v. Hyers court order (Aid Code 38) or Four Month Continu:i.ng (Aid 
Code 39) because EAP is .!!2! an AFDC program. 

Nonfederal !!!!£ Program 

Adults who are in state-only AFDC-U cases because they do not meet counection 
to the labor force requirements.are not. eligible for cash-based Kedi-Cal, 
nor are they entitled to Med.i-cal under Edwards v. Myers. Adults in other 
nonfecleral APDC cases who were also entitled to Ked.i-Cal (see Article SD) 
are entitled to extencled eligibility under Edwards v. Hyers. ChUdren in 
nonfederal AFDC cases, including state-only AFDC-U, are entitled to extended 
eligibility uncler Eclwards v. Hyers. 

Discontinuance ~!!E£ Because Deprivation ~ Longer Exists 

When cleprivation ends (e.g., an absent parent returns to the home) and the 
medically incligent adult persons are not eligible for Hedi-cal as metically 
neecly (HN), adequate and timely notice of Hedi-cal discontinuance 1IIJst be 
sent. 'these persons are not entitled· to extended no share-of-cost Mecii-Cal 
eliSibili ty • 

Alleged Disability 

When the county bas cletemined that there is no basis for continuing Medi­
Cal eligibility ancl the beneficiary alleges disability, be/she should be 
advised of his/her right to apply as a di.sabled person. (Refer to 4A 
through 4F.) These persons are not entitled to extendecl no share-of-cost 
Hedi-Cal pencling the clisability detemiDation. 

PROCESSING 

Completion .2!. Foms 

The CA 1 may, at the county's discretion, be mailed with the Statement of 
Facts (HC 210). The CA 1 is not manclatory. If, at the time AFDC is bemg 
cliscontinued, the county has sufficient infonDation to discontinue Medi-Cal 
eligibility also but fails to do so, there is no need to sencl the HC 210/CA 1. 
However, the family is entitled to extended no share-of-cost Hedi-Cal 
coverage ~i.l a ten-day notice can be issued advising the family of their 
Hedi-Cal ineligibility. 
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Verification 

As Edwards v. Myers continuing eligi.bles (Aid Code 38) are treated as 
ccnttinuing cases rather than new applicaU.ODS, a reasonable amount of time 
should be given in which to submit verification and other necessary infor­
mauon. The -6D-day requirement does not apply. Hedi-Cal eligibili~ under 
the HN or medically indigent (HI) program can be granted prior to receipt 
of all necessary verification if the county department has sufficient 
information to uake the MN/Ml dete~tion. A face-to--face interview is 
not mandatory for Edwards v. Myers cases. 

Comrty !!. Responsibility 

Should a beneficiary 1Iiove to a new county dUring the month of Edwards v. 
Hyen eligibility. the county' in which the beneficiary was receiving Aid 
Cocie 38 eligibil.1.ty is responsible for evaluating ongoing Medi-cal eligi­
bility and transferring the case to the new county in accordance with 
Title 22. California Adpdnistrative Code (CAC). Section 50136." 

Hedi-Cal Family Budget !!!!l 

When a family is on Edwards v. Myers extended Hedi-Cal coverage (Aid Code 38) 
aDcl other family memben apply for Hedi-Cal only (i.e •• 'an absent parent 
returDS to the home). the :1nc:ome aDcl needs of the Aid Code 38 eligibles 
must be :1nc:luded :in detemin;ng the eligibil.1.ty of other family members. 
If the other family members are detemined to have a share of cost. ouly 
"those family members may apply their 1IIeClical expenses toward meeting the 
share of c:ost: The Aid Code 38 family members are not to be listed on the 
Record of Health Care Costs fOJ:lll. as they have received full complement 
Hecii-Cal cards with no share of cost. 

!!2!!: . While the provisiODS of the Edwards v. Hyen c:ourt order spec:ifically 
apply only to AFDC clisc:ontinuances and the expiration of Four Month Contin­
uing. Title 22. CAC. Section 50183. specifies that a penon or family whose 
Hedi-Cal eligibUi ty has been cliscontinueci under any program other than 
Supplemental Sec:urity Income/State Supplementary Payment sbal.l be evaluated 
by the county department "to detemine if Medi-Cal eligibUi.~ exists under 
any other program. 'lb.:iS evaluation. which is not to be c:cmsidered extended 
eligibil.1.ty under Edwards v. Hyers (Aid Code 38). :1nc:ludes persODS in Nine 
Month CoDtinui.ng. iDd.ividuals who are no longer linked. etc:. 
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4P - CHILD HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAM 

The Medi-Cal el.igibility worlter (&1) has three major CHDP responsibilities: 

1. INFORMING 
2. DOCUMENTATION OF INFORMING 
3. REFERRALS 

The following procedures assist. all clients in learning about. the CHDP 
Program and ensure that the program meets all its case management responsi­
bilities to t.he clieni: 

I. INFORMING 

A. In all cases, CHDP iDfoming by the Medi-Cal EW: 

1. Is done at int.ake and annual redeterminations. 

2. Is done face to face. 

3. Is done in a language understood by the applicant. 

4. Is done with persons under 21 years of age, or with those 
persons who have responsibility for those who are under 21 
years of age. 

B. The EW 1IlUS t : 

1. Give an approved brochure 'to the applicant. The brochure 
given 1IIUSt be in a language understandable to the applicant. 
Approved Cambodian, Chinese, English, Laotian·, Portuguese. 
Samoan, Spanish, Tagalog, aDd Vie'tDalllese versions· of the CHOP 
broChure are available. 

2. Give a verbal ezplaDation of the CBDP Program. All of the 
following information points are contained in the brochure, 
and 1II1St be included in the ve1:bal explanation: 

a. The benefits of regular health checkups. 

b. Bow CHDP services can be obtained. 

c. How specific iDfo1:llla'tion can ·be obtained on the location 
of the nearest providers participating in the program. 
(CHDP provider lists are available from the local CHDP 
program.) 

---------------------------------------------------
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d. What is included in a complete health checkup. 

e. How often. a checkup can be obtained through the CHOP 
Program. 

f. That persons on Medi-Cal under age 21 can receive regular 
checkups. 

g. That if needed, diagnosis aDd treatment services covered 
by Medi-Cal will be paid for by Medi-Cal after the share 
of cost, if any, is met. 

h. That assisUlnce with arranging for transponation, 
schedullDg appointments, or referral to other needed 
services will be provided if a family requests this 
assistance. 

i. That if the eligible person or family does not want the 
CBDP services right awaY., the person may request them at 
a later date as long as the person remains on Medi-Cal. 

j. That the beneficiary may choose to receive the CBDP 
services from the provider of his/her =boice. 

k. That if a provider does not offer the full range of CHDP 
services, the beneficiary can receive those services not 
provided 1£ the person requests them qf the agency. 

1. That the CBD!' services are available at no cost af ter 
the share of cost. if any, is met to the eligible 
person's family. The services are paid for with a proof 
of eligibility (POE) label from a Medi-Cal card. 

C. Special 1u£oming cirCUllStaDces: 

1. Iufom1ug the Bl1Dd and Illiterate - When a person is blind 
or Uliterate, B.l aDd 2 above still 1II1St be clone. However, 
spec:1al care needs to be taken with the CHOP explanation to 
eDSUre that the person not only understands the program but 
also mows how to use the brochure as a reference. 

2. Infomiug the Deaf - The program 1III.1St be explained to a deaf 
person, preferably in sign language, and a copy of the brochure 
given to the person. 

-----------------------------------------------------
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11 • IXlCUHEN'lWl'ION ~ REFERRAL RESPONSIBILITIES 

A. In all cases the Medi-Cal E'W' must. check t.he box in the County Use 
section of the Me 210, directly opposit.e t.he CHDP question, to 
indicate that the CBDP brochure and t.he CHDP explanation were 
given. 
,- me , ret ··r-c =.. = ',= 

35. Semces l'dtese questions do not affect your eligibility fo;Med;.Q;. II .- - r1 

A. Are you 'lnterested in physical eXlI/!unations for any family member under 2' throu9'l the Chil~ 
Heal~ DiHbility Prevention Prpgram7 Ye5 0 No 0 

B. Are you interested in information on the Family Planning Program? Yes 0 No 0 

c. Are you interested in talking 1O.a social services worker aboUt other sefYices which IftIlV be available 
10 you? Yes 0 No 0 If yes. explain: 

B. If the client requests CBDP services or additional CHOP information, 
the "Yes" box of queStion 35.A must be checked, and then Part A of 
the CHOP Referral FOD! (PM 357) ~t. be c.ompleted by the !Jedi-Cal 
EW. If the client. does not Wish to participate in CBDP, or does 
not want additional CBDP information. then the "No" box of question 
35.A 1IIUSt be checked. No further CHDP documentation for the 
person With a "Bo" response is needed at this time. 

Each county welfare d.e.partment has developed their own CBDP referral 
proeedures nt:h their local CBDP program. Usually,. if 1IDre CBDP pro- . 
gram infotmation,. but no services, has been requested by t:he applicant., 
the family is referred to a CBDP/Early and Periotic Screen1Dg,. Diagnosis, 
and Treatment: (CBDP/EPSDT) program specialist to receive the additional 
infot:mation. If CBDP medical ~/or dental services have been requested 
by the appl:ic:ant., t:hen arrangements 1IIU.St be _de according to local 
procedures. Transportation assistance and scheduling assistance 1III.1St 
be offered and cloc:umented as directed if a client asks for CBDP medical 
and/or dental services. Arrangements Will be made according t:o local 
county procedures. 

If the !fecli-Cal EW is responsible for arranging for scheduling and/or 
transportation,. those arrangement.s 1IIU.St be written down for use by the 
client. If no other means is available, the brochure which is given to 
the client is a good place to write down these arrangement.s. When the 
agreed upon cloc:umentation and referral responsibilities have been 
cClllpleted by the Hedi-Cal mi, and eligrbility for Medi-Cal has been 
dete%lld.ned,. Copy 1 aDd. Copy 2 of the CHDP B4ferral Form are sent to 
the local EPSDT Unit/CHDP program, and Copy 3 is placed in the Bene-
f iciary I s case Record File. 

I 

t 

I 
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4Q - PROCEDURES FOR LONG-TERM CARE (LTC) ADMISSIONS 
AND DISCHARGES FOR SSI/SSP AND MIDI-CAL RECIPIENTS 

I. BACKGROUND INFORMATION 

'!he Medi-Cal tong-Tem care Faci.l.ity Admission and Discharge Notifica­
tion Fom. MC 171 (revised in May 1980). was developed as a means to 
notify the Social Security AdDdDistration (SSA) and the counties on a 
more timely basis of Supplemental Security Income/State Supplementary 
Payment (SSI/SSP) and Hedi-CBl recipients who enter or leave an LTC 
facility •. '!he objective is to reduce the number and dollar amount of 
overpayments that may occur because of delays in reportiDg the recipi~ 
eDt's change in.status. 

'nle Me 171 is intended for statewide use, and is 'to be used when 
SSI/SSP or medically needy/medically indigent (HN/MI) recipients enter 
or leave LTC. '!he form is to be completed by the recipien't. representa­
'tive payee, or other person acting on behalf of the recipient, n'th 'the 
assis'tance of 'the facility staff as needed. '!he LTC facili'ties are to 
send the Me 171 'to the appropria'te SSA dis'trict office and 'to the 
appropriate coun'ty welfare de~rtmen'tS. 

A second form. the Long-Term Care Facility Information for Public 
Assistance or Hedi-cal Recipients (He 17lA), was developed for use by 
the LTC facilities 'to ad~1se SSI/SSP and Medi-cal-ouly recipien'ts of 
the need 'to complete the Me 171 and ·to inform SSA and county departments 
of their change in status. SiDce the HC 17lA is for information only. 
no action is required by the counties as a resul't of this fom. 

These forms may be ordered from Compu'ter Sciences Corpora'tion by the 
facilities. Copies of both forms are included in the forms section of 
the Eligibility Manual. 

II. ~!ISSIONS PROCEDURES 

A. General Instruc'tions 

As soon as an SSI/SSP or HN/HI recipien't is admitted 'to an 1.TC 
facility, the HC 171 aDd HC 171A is given 'to the recipien't by 'the 
facility. The He 171 form will be comple'ted by the recipien't or 
a representa'tive payee and the facility; it should be signed by 
the recipient if possible. '!he original of 'the HC 171 is sen't to 
'the local Social Securi'ty office, a copy is sen't to the local 
coun'ty welfare department, and the facili'ty should retain a copy 
for "their records. 

I 
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Signing of ~he form by the rec1pien~ is no~ manda~ory, but will 
expedite ~he processing of ~he case by ~he Social Securi~y office. 
The recipient's s~gna~ure on the form verifies that ~here is a 
change of circumstance (and possibly statas), and allows the local 
Social Secu~~y office to take immedia~e ac~ion. If a signa~ure 
cannot be ob~ainec1. the reason Wi.ll be documen~ed by the facility 
representat:1ve in the designated space (i.e., coma~ose beneficiary). 
Documentation is important. If DO reason 15 given. an SSA repre­
sentative JIalSt schedule an appo~t.ment w:i:th the recipi.en~ ~o 
do~t the circumstances prior to taklDg redetermination action. 

B. .!!! llesponsibUities 

SSI/SSP Recipients 

Upon rece1.pt of the He 171. the SSA grant reduction and ~ermina~ion 
process is 1n:1tiated since a properly completed HC 171 (signed by 
the rec:i.piellt) Vi.ll serve as a first-party report. 

A Notice of Proposed Action (SSA 8155A) is prepared and sent to 
the recipient ±mmediately upon receipt of a properly completed 
HC 171. After the Notice of Proposed Action is issued, ~he district 
off:1ce may ask the recipient to waive his or her right to a 
tDlely notice so that. action can be taken iJameciiately. If the 
waiver is DOt obtained. the district offke v1ll take ~he appro­
priate act:1on effective 110 la~er tban 35 Gays (30 ciays plus 5 days 
mailing time) af~er issuance of the Notice of Proposed Ac~i.on, 
unless the recipient asks for a reconsideration (i.e.. fair hearing). 

SSA vlll determine whether or not SSI/SSP pa,.enu Will be ~ermi­
nated and the effec~ive ciate of the temination. If term1na~ed. 
an SSA "Notice of ChaDge" :1s sent ~o' the recipient. 'DntU such 
notice :1s rec:eived. the recipient w1ll continue to receive.a 
monthly SSI/SSP gold cheCk aud a D01l~hly SSt/SSP'based Medi-Cal 
card, which is to be used by the facility for b1lliDg Medi-Cal. 
All questi.ons concerning a person's SSI/SSP eligibil:1~y should be 
referred to the local SSA offices. 

----------------~---------------------- .... -----.--------
Seet10n 50167 !WmAL LEnEll NO. 95 (4/l.0/87) 4Q-2 

-~------------------------------~-------------------



----------------------------------------------------
MEDI-CAL ELIGIBILITY MANUAL 

--------------------~---~---------------------------

. C. Depar~men~ & Heaah Services Responsibility (Register .2!. SSI/Ll'C 
Beneficiaries) 

1. Initiate and send ~o ~he SSI/SSP beneficiary a "Discontinuance 
of SSI/SSP Mecli-Cal Persons :ill LTC" Notice of Ae~ion. 

2. Ini~ia~e and send ~o the coun~ies a monthly regis~er of 
persons discon~inued from SSI/SSP Medi-Cal due to LTC s~atus. 

D. County Welfare Department Responsibilities 

1: Use the Depart:meD~ of Health Services register of persons 
discontinued from SSI/SSP Medi-cal. due ~o LTC sUt11S to 
identify persons need;ng LTC· Medi-ca.l.. 

2. Coutac~ persons :ill the LTC facility within 30 days of admi~­
tanee notification and assist them nth completion of a Medi­
Cal-only application, in accordance with Ti~le 22, California 
Admjnjstrative Code, Section 50147. 

NOTE: In some eases a rec1p1en~ may c:ontinue ~ receive an 
'Ssi7ssP based Medi-Cal card after the effective date of 
SSI/SSP discon~uance. 

3. !!NIH! Recipients 

Upon receipt of an HC 171 from the LTC facility for an HN 
or HI recipient, the county shall take appropriate action. 

4. Importan~ Information.!2!. Hedi-Cal Nursing !2!!. Puients 

The Mecli-Cal form (He Information Notice 004 (7/86» 
contains information for Medi-Cal uursing home patients 
regarding the Hedi-Cal coverage of various types of 
medic:al equipment, supplies, and services that they may 
need. 

l'his fom is to be provided to Kedi-Cal LTC beneficiaries a~ 
the time of initial application for Medi-Cal, at the time of 
initial entrance to an LTC facility, and at least once a year 
thereafter and may be provided at any county welfare depart­
ment conuct with such beneficiaries (e.g., redeteminaU.on, 
change in share of cost, new application). 

-----------------------------------------------------
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III. DISCHARGE PROCEDURES 

lalen an SSI/SSP or MN/HI recipient leaves the facili~, Part III of the 
HC 171 is cOl!lPleteci by the facility, and the original and one copy are 
sent to the Hedi-Cal field office by the facility. The Mecii-Cal field 
office will retain the original and send the copy to the appropriate 
county welfare department. The COUllty shall initiate a redetermination 
of the case upon the receipt of an HC 171 for a current !iN or ~ 
recipient. 

lDlen a Medi-Cal benef:1ciary who :is a possible SSI/SSP beneficiary 
leaves the LTC facility, an application for SSI/SSP may be filed by the 
beneficiary at the local Social Security district office. 
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4S -Instructions for the Me 210 and Supplements to the MC 210 

A. BACKGROUND 

B. 

Welfare and Institutions Code Section 14011.15 mandates a simplified Medi-Cal application 
package and mail-In process for adults and families. The intent of this law is to provide easy 
access for this population to apply for and receive Medi-Cal benefits as quickly as possible. 

The purpose of the Procedures section is to provide counties with policies and instructions. 
which are effective no later than December 1. 2001. These policies and procedures apply to all 
Medi-Cal applications. 

As of July 1. 2000. state law prohibits counties from making a mandatory face-to-face intervIew 
a routine application requirement. The law also requires the development and implementation 
of a simplified application form and procedure, and Simplifies the verification requirements for 
earned income and pregnancy. 

APPLICATION FORM 

1. The MC 210 (Rev. 9/01) (Medi-Cal Mail-In Application) will replace the current MC 210 
Statement of Facts (SO F). Counhes are instructed to begin uSing the new MC 210 as 
soon as administrallvely possible but no later than December 151. At that time, counties 
must discard their eXIsting stock of old MC 210 SOF. However, If an old MC 210 SOF is 
received, the county must process the application and shall not require the applicant to fill 
out a new MC 210. 

2. Counties shall accept either the MC 210 or the MC 321 HFP application as an application 
for Medl-Cal. An MC 321 received directly by the County shall be processed the same as 
and MC 210 application. 

3. A signed MC 210 or MC 321 Healthy Famlhes Program (HFP) is an acceptable 
replacement for the current Statewide Automated Welfare Systems (SAWS) 1 and now 
constitutes an official request for Medi-Cal benefits. The SAWS 1 can still be used but is 
not a mandatory form. unless otherwise specIfied. 

4. The HFP will accept the MC 210 application as an application for Healthy Families 
benefIts. when the countIes determine a family has a share of cost (SOC) or is otherwise 
qualified and requests Healthy Families coverage. 

5. The SAWS 2A may be used as a Medi-Cal SOF when the applicant has previously 
completed the form as a request for cash aid. It can be used in lieu of the MC 210 when 
the apphcant has been found ineligible to receive cash aid (i.e. California Work 
Opportunity and Responsibility to Kids (CaIWORKs) denial). If a SAWS 2A is used as a 
SOF, a signed. dated SAWS 1 must also be filed In the Medi-Cal case 
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C. APPLICATION AVAILABILITY 

1. Anyone may request an application to be mailed to them by calling their local county 
welfare department (CWD) office. 

2. Applications may be picked up from the local CWD office. 

3. In the near future the MC 210 application may be downloaded from the Department 
website (www.dhs.ca.gov) and either mailed or delivered to the local CWD office. 

4. Applications may also be picked up from other sources (i.e. outstations. outreach 
projects. etc. 

REMINDER: Should the applicant request CalWORKs or Food Stamps assistance. they must be 
told to apply in person. The SAWS 1 for the mail-in process only serves to protect the date of 
application for Medi-Cal only benefits and retroactive Medi-Cal months. 

NOTE: The MC 210 (Rev. B/01) will be available in eleven threshold languages. Currently. the 
languages are English. Spanish. Vietnamese. Cambodian. Hmong. American. Cantonese. Korean 
Russian. Lao. and Farsi. Counties need to ensure that they have the capability to process an 
application in any of the aforementioned languages. . 

D. WHAT MUST BE SENT WITH THE APPLICATION 

If the application is requested directly from the county. the following information must be 
provided to the applicant. 

1. The "New Mail-In Application and Instructions" (MC 210 [Rev. B/01]). 
2. Postage paid pre-addressed return envelope. 
3. Child Health Disability Prevention (CHOP) Informational Publication. 
4. MC 007 "Medi-Cal General Property Limitations." 
5. Medl-Cal Brochure (Pub. 6B). 
6. Me 219 "Important Information For Persons Requesting Medi-Cal." 
7. Me 13 (Statement of Citizenship) for each family member applying Medi-Cal benefits. 
B. MC 003 Early and Periodic Screening. Diagnosis and Treatment (EPSDT) Brochure. 
9. DHS 7077 "NOTICE REGARDING STANDARDS FOR MEDI-CAL ELIGIBILITY." 

10. DHS 7077 -A "Notice Regarding Transfer Of A Home For Both A Married And An Unmarried 
ApplicanVBeneficiary." 

E. SUBMITTING THE APPLICATION FORM· 

1. Counties must not require a face-to-face interview. If counties come in contact with an 
applicant or Authorized Representative (AR). the county must explain his or her option to 
apply by mail or to go to the CWD. 
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2. The application can be mailed to the CWO. The CWD will stamp the date the 
application is received and forward the application for an eligibility determination. In 
the event that a county, which is not the county of residence receives an 
application, the county receiving the application must forward it to the correct 
county as soon as administratively possible (See Article 3 Medi-Cal Eligibility 
Procedural Manual. The receiving county shall honor the date stamp from the 
sending county. 

3. The applicant or AR may walk the application into the local CWD or outstation site 
and request to leave it. The applicant may request an appointment to see an 
eligibility staff member in person, by phone, or through the mail. Counties must 
accommodate all requests by applicants for a face-to-face interview. 

Exception to face-to-face elimination: 

a. All applications for minor consent services must be made in person at the 
county Medi-Cal office or outstation sites, 

b. Good cause, 

c. Suspicion of fraud, or 

d. To complete the application process when: 

1. Questionable information appears on the application form or 
verifications; 

2. Individual/family has no visible means of support such as in-kind income 
or means support not reported for the individual/family; 

3. There are obvious discrepancies between information reported on an 
application and Income Eligibility and Verification System (IEVS) on 
property or income; or 

4. Self-employed individual whose income and expenses do not match 
reported income and questionable information could not be resolved 
with follow-up telephone contact and/or mail. 

Reminder: When the county requests a face-to-face interview for any reason, eligibility staff 
must document the reason(s) in the case record for post-eligibility review and audit. 

F. DATE OF APPLICATION 

1. If an application is mailed directly to the county, the Date of Application is the date 
the county receives the form. 
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2. If the application is picked up from the county office and the applicant has contact 
with a county employee, the county employee must offer the individual the SAWS 1 
to complete at that time to protect the Date of Application and retroactive months. 

3. If anyone calls the county office and requests that an application be mailed to 
them. the county employee taking the call is responsible for completing the 
SAWS 1 on behalf of the applicant to protect the Date of Application and 
retroactive months. A copy of the SAWS 1 shall be forwarded with the application 
at the time of mailing. It is not required that the applicant sign and return the 
SAWS 1. 

4. The Date of Application will always be the earlier of the two dates jf both an 
application and SAWS 1 are received separately. 

G. COUNTY ACTION UPON RECEIPT OF MEDI-CAL APPLICATION 

1. The county will mail the applicant a letter within five working days of the county 
receipt of the application, advising the applicant or AR that their application has 
been received and whom they can contact for information and questions. This 
letter will include a contact name, telephone number, and the address of the 
appropriate CWD office. 

2. The eligibility worker shall review the application for completeness. If additional 
information is needed for an accurate eligibility determination, the eligibility worker 
shall use information/verification contained in open public assistance (PA) case 
records of the individual and their immediate family members and/or case records 
that have been closed within the last 45 days. If the necessary information cannot 
be obtained through available PA case records, the eligibility worker shall request 
this information following current policy. Current guidelines for application 
processing, property and income verifications have not changed. 

REMINDER: An initial Medi-Cal-Only eligibility determination must not be delayed beyond 45 
days, pending information/verification from a current or prior PA case record. Counties are 
reminded that property limits must be met sometime during the month of application and will 
be valid for 12 months or until there is a reported or discovered change in resources that 
requires an eligibility review. 

NOTE: If the application received was not requested directly from the county, the county must 
ensure that the information listed in Section D is provided to the applicant. 

H. RETROACTIVE MEDI-CAL 

Anyone requesting retroactive Medi-Cal using the MC 210 or MC 321 HFP must also 
complete the MC 210 A (Supplement to Statement of Facts for Retroactive 
Coverage/Restoration). Counties must send the MC 210 A when retroactive Medi-Cal is 
requested. 
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I. COUNTY ACTION FOR INFORMATION ON THE HFP 

1. If the applicant or AR indicates on the application that the CWO can send the 
MC 210 (if they potentially qualify) to the HFP, the CWD must forward the MC 210 to 
the HFP. Counties must not require a separate application. 

2. The MC 210 application must be accompanied by the Med-CallHealthy Families 
Mail-In Application transmittal (MC 334) and a SOC or Federal Poverty Level 
program denial Notice of Action (NOA). The NOA shall: 

• Not be older than 60 days, 
• Identify those family members determined to have a SOC, or denied due to 

income above the federal poverty level, 
• Indicate the total number of persons in the Medi-Cal family budget unit, 
• Clearly and separately identify all income sources and deductions, and 
• Include other relevant documentation (e.g. birth certificates, Immigration and 

Naturalization Service documents) if available. 

If the CWO system is unable to create a detailed NOA, the CWO may send a copy of 
the budget (MC 176 or an automated budget) with the SOC or denial NOA Do not send 
Sneede allocation budgets. 

The Single Point of Entry is currently unable to process Medi-Cal applications initiated by 
other public assistance program's statement of facts forms, such as the OFA 285 (Food 
Stamps) and the SAWS 2A (CaIWORKs). In these situations, counties shall Inform 
applicants or ARs of the availability of the HFP. including a telephone number to call for 
information, when the applicant(s) do not qualify for no-cost Medi-Cal 

J. COUNTY FOLLOW-UP FOR FURTHER CASE ACTION 

1. If an applicant or AR requests information and explanation of any program (e.g. 
CHOP, Screening, EPSOT, In-Home Support Services/Personal Care Services, etc.) 
or referral to any services. eligibility staff must ensure the request is met and action 
taken is annotated in the case record. 

2. Eligibility requirements for the Medi-Cal program have not changed. Each case 
record must contain adequate information with supportive documentation to verify an 
individual's eligibility. Verification of identity, residence, alien status. income and/or 
property remains a part of the eligibility determination process. Applicants must 
provide their Social Security number(s) (SSN) as appropriate. but are not required to 
submit copies of their Social Security cards, unless the county is unable to verify the 
number provided. 
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K. Me 219 

1, The Me 219 (11/93) form discusses the Rights and Responsibilities of an 
applicant/beneficiary as well as the "Citizenshipllmmigration Status 
Information." This set of forms is now separate from the Me 210. 

2. The MC 219 must be sent to the applicant. The MC 219 does not have to be 
returned by the applicant. The county worker shall document in the case 
record that the information was provided. 

L. Me 210 SUPPLEMENTAL FORMS 

The following are instructions to be used in determining whether a supplemental form 
should be given to an applicant or AR. 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 S-W, 
The'S' represents Supplement: The -c. -E. -I. etc., refers 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 explajn 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 S-C ADDITIONAL CHILDREN 

The MC 210 S-C 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 SSN 
should NOT be completed. This form is mandatory. 

MC 210 S.E STUDENT EDUCATIONAL EXPENSES 

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 any student expenses or transportation 
costs. This form is not mandatory. 

MC 210 S.I INCOME IN-KIND AND HOUSING VERIFICATION 

The Income In-Kind and Housing Verification form has a two-fold purpose: First, the form 
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 or she may use this form as 
signed verification from the individual providing/sharing housing, utilities, food, or clothing 
that a different amount is correct Second, the client is residing with 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-kind income, it is not a mandatory form. However, if 
the client wishes to use this form as verification of residency, it is mandatory. Counties 

SECTION: 50159 MANUAL LEITER NO: 254 DATE; 10/30/01 PAGE 45- 3A 
50161 



MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

may not use any other form as verification of residency. The form may also be used as a 
rent receipt from a relative. 

MC 210 S-P PROPERTY 

This form will be used by a client if certain property questions on the MC 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 must be 
completed. The Me 210 S-P, will ask for the expenses on that property, the address of 
the property, value, etc. This form is mandatory when the client has answered yes to the 
related questions on the application. 

Me 210 S-WWORK HISTORY (EARNING AND EXPENSES) 

This form is used 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. This form is not considered mandatory. 
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HEALTH CARE COVERAGE 
FOR PEOPLE WITH LIMITED INCOME OR RESOURCES 

1- AL 
NEW MAIL-IN APPLICATION AND INSTRUCTIONS 

Infants! 
Children 

Vision Care 

Dental Care 

Physical 
Therapy Pharmacy 

Services 

Emergency 
Medical 
Transportation 

For FREE help to apply for Medi-Caf, 
contact your local welfare office. 

Pregnant 
Women 

Disabled 

Elder Care 

50159 
SECTION NO.:50161 MANUAL LETTER NO.: 254 DATE: 10/30/01 4S-4 



MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

What is Medi-Cal? 

• Health care coverage for qualifying persons who five in California, who have income 
and resources below established limits 

Who can get Medi-Cal? 

• Persons 65 or older 
• Persons who are under 21 years of age 
• Certain adults between 21 and 65 years of age, 

if they have minor children living with them 
• Persons who are blind or disabled 
• Pregnant WOfTlen 
• Persons receiving nursing home care 
• Certain Refugees. Asylees, Cuban/Haitian Entrants 

Do I have to be a U.S. citizen to get Medi-Cal? 

• No. documented and undocumented aliens may be eligible for Medi-Cal. Some persons 
may receive pregnancy related and emergency services only; others are eligible for full 
fvledi·CaJ beneflts depending on their alien status 

When Medi-Cal says "a minor child," what does it mean? 

• A child married or unmarried under 21 years of age living in your home or away at school 

What do I do to get Medi-Cal coverage? 

• Complete and send in the enclosed application 
• Send copies of any required documentation (See instructions) 

How can my family and J qualify for Medi-Caf coverage? 

If you are in one of the groups fisted in "Who can get Medi-Cal?" 
above: 
• We look at your income and subtract some expenses you pay to 

decide your family's countable income for Medi-Cal 
• We look at thing:; you and your family own (bank accounts, 

vehicles, etc,) to see if you meet the resource limit. Please Note: 
f'Jot all the things you or your famHy own are counted; your local 
'"",elfare office C<ln give you more information 

If I do not fall into one of the covered groups, 
how can I get coverage? 

• Cont'lCt your focal welfare office for information about medical services in your county 

50159 
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When Applying For Medi-Cal Health Coverage 
What Should I Do If ••• 

I have an immediate need for 
health care services, such as 
severe illness or pregnancy. 

.. Take this application directly to the nearest 
welfare office to start the application process. 

I have the application, 
but need help. 

.. Read Instructions carefully. 

.. Contact your local welfare office for help. 

.. Ask a friend or relative to help you, 

My spouse or I are entering 
a nursing home and applying 

for Medi-Ca/. 
.. Immediately contact your local welfare 

office for a copy of the notice regarding 
standards for Medi-Cal eligibility form 
(DHS 7077). This form will explain certain 
exempt resources, certain protections 
against spousal impoverishment, and 
certain circumstances under which an 
interest in a home may be transferred 
without affecting Medi-Cal eligibility. 

I filled out the application 
and want to mail it. 

.. Complete the application and mail it, 
using the postage-paid envelope provided 
with the application. Include requested 
documentation. (See instructions) 

I'm homeless or do not 
have a mailing address • 

DO NOT MAIL THIS APPLICATION • 

• Go to the nearest local welfare offIce to 
turn in this application. 

I'm a minor/teenager and want 
confidential Minor Consent Services, 

for family planning, pregnancy 
related care, mental health, drug 

and alcohol abuse treatment! 
counseling! sexually transmitted 
diseases (STD) or sexual assault. 

.. To maintain confidentiahty. you must take 
this application to the local welfare office 
or eligibility worker site, 

DO NOT MAIL IT. 

I want to ask for Medi-Cal 
in person. I do not want 
to mail the application. 

• Contact your local welfare offIce and ask 
for an interview to apply In person. 

Remember, whether you take your application to the local welfare office or you 
mail it, you should not pay anyone to help you with this application. 

www.dhs.ca.gov 

tAC :'H! t.!!~;r)1 
lN~:;'l HUC l' !:,~,r'J~; 
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How to fill out the application 

• Tear out the application 

• Read the instructions completely 

• Fill out as much of the application -
as you can 

• Include requested documentation 
(See instructions) 

• If help is needed contact 
the local welfare office 

• Do not delay in sending 
in your application 

Whose information should you put on this application? 
• If you are an adult not living with a spouse, and you have no children, 

enter your own information. -

• If you are legally married and living together. enter your and your 
spouse's information. 

• If you are legally married but one or both of you are living in a nursing 
home or board and care facility. enter your and your spouse's information. 

• If your children are under 21 years of age and living with you and their 
other parent, enter your own information, your children '$ and the other parent's. 

• If you are under 21 years of age and not living with your parents, enter your 
own information. 

• If you are an unmarried minor under 21 years of oge fivin9 with your parentIS) and 
asking for Minor Consent confidential services. enter your own information. 

What will happen after I send in my application? 
• The local welfare office will notify you within 10 working days that they received 

your application. They will 9ive you the name of someone you can contact for more 
information about your application. 

• You will receive a packet from the county with additional program information. 

• You may receive a request for additional information that the county will need in order 
to determine your eligibility. 

• In most instances 1he local welfare office will determine your eligibility within 45 days 
and notify you in writing of that decision. An eligibility determination based on disability 
may take up to 90 days. 

• If you are determined eligible, depending on what county you live in. you may 
be able to choose a health plan by completing a separate enrollment form. 

• If you do not qualify for no cost Medi-Cal and you wish to apply for the Healthy Families 
program, the local wplfare office will 10rvvard this application to that program. 

~!!~' ;-1 ~J ~'<t~~~1 
fr-l~.1 M')' .";'()~~:.' 
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(~ __ A_P_P_LI_C_A_T_IO_N __ FO __ R_M_E_D_I_-C_A_L __ ) 
To complete lhis form. use the instructions. Print dearly. Use tllack or t)!ue ink only. 

(SECTION 1) Tell us about the person who wants Medi-Cal for themselves, their family or children in 
their care. 

U«l NAMf 

HOM[PHONFn 
) 

cnYl~,lAH -·=~=:-_~~-_-_--'r-;"""'cc-'(:-:Jl-n-:nC"y'-----~---io~:::c:.IF:::-'':CC':CO'C"[)'::'f-----.... rw.,..·('='')=RK PH(;::.:~"'f;:-::~-_-_~~~~~~-l 

:MAJUNG A()[)fn::~~"; 1If' O!HTriENT FHOt.' AHCVf'! DH PO bOX • APAH1P,.1ENT NUfll!BfR MES.SP.G( F'HC,N( It . 

(SECTION 2) Tell us about the person listed in Secti~n 1, his or her family and the children they care for, 
even if they don't want coverage. 

Name; lm;t 

Middle 

Relationshrp to person 
if) SecHon 1, 

If address where living 
is not the same as 
listed in Section 1, put 
address where hving: 

Gender: 

Marital Status: 

Name of spouse(:;,) 
of marned rmnOrs m 
the home, 

Dale of Birth: 

Adult.l/sclt,;· Adutt 2 

o Male D Female 0 M;~le [) Female 0 Male D 

U SinQ!p 

o Ma;rie<j 
o Drvorced 
o Sep1Jraled 
OW'clowed 

MO DAY YA 

U Single 
o Married 
o Divorc(-.d 
o Separated 
o VVldowed 

MO DAY YR 

[)SioQle 
o Ma;~iffd 
o O,\,(lrc.,,/ 

OSWBra!ed 
o Widowed 

1.10 (JAY 

CJ M.,le U Female 0 Male 0 remale 

o Single 
U M(lIlii:d 
o Divorced 
[) Separated 
o Wido"ved 

j 

MO DAY YH 

o Single 
o M"'fied 
o Divorced 
o Separated 
o Widowed 

MO I),IW YR 

Pregnant: 0 Yf;S 0 No 0 Y':$ 0 No DYes 0 No 0 Yes [) No U Yes 0 No 

Due Date: 

Has a phySiCal, menta! 
or emotion;.!! dif>ability') 

Disability ex.pected 
to lasl: 

t',.,t(: :H1f)>:;:(;1 

.,r-'puc ..;"I(~N 
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MO (lAY YR MO PAY "in MO DAY YR 

DYes DNa DYe~ DNa DYes U No 0 Yes U No 

o 30 D2'{5 Or More o 30 l)ay~ Of M01e o 30 UilY$ or More U 30 Days or Mort' 

@) CONTINUED .. 
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( SECTION 2) Continued 

Has any ("loe pver h"'"i"uil 

cash aid, SSI, Food 0 Ye~, CJ No CJ YCc, CJ No 'J Yes 0 No DYes [) No [J Yes 0 No 
Stamps <X Medi-CaJ? 

If ",((,5: under 
what r1arne? 

Medi-Cal benetits BIC 
card number, ii havei!: 

Wants medical benefits? Dy(;s ONo ::J Yh, !J No DYes r:JNo ::J Yes UNo DYes r:JNo 

Do you own or are 
you buying a hOrTle 
outside California? 

DYes DNa DYe? DNp OY~$ UNo DYes DNa DY,,~,'; CJ No 

0ECTION 3) Answer for all children in Section 2. 

o Employed 

o Unemploved 

o Absent 

Is Mothf:r: o Employed 

o ni?ilblt~ CJ Unemplo'leej 

U [)ecea~,ed U Ab~;{"',t 

Is Mother: o Employed 

D fJisablt'd 0 l)nNnp1c'yed 

o D€>(:(.';Jsro 0 Absent 

Father's Name: Father's N<.lfTr':: Father's Name: 

IS Father: CJ Employed Is Father: 0 Employed Is Father: 0 Employ~>d 
o Plt;;)bled 0 Unempfoy,'d 0 D'sabled 0 Uhemployed 0 O.sahlP{j 0 Unemployed 

Q Deceased 0 Absent 0 Decear.(,(j 0 Ab:;CI",t CJ Pecc:.sro 0 Absent 

(SECTION 4) List all income/money received by persons listed in Section 2. 

N"M£ OF FfRSON RECnVING 
INCOME;MONFY 

~ SOURer Of lNCOty1€; 
MCNE'Y RECnV[() 

!f.mptovmt:nt, ~;c)(·ml :.t:'cUtltjJ 
'-+---~ 

HO'IN MUCH 
INCOME/MO>JF Y 

IS P.ECEI'lt:P 

Is Mo!hu: o Employed 

CJ Disabled '.J Unemployed 

Father's Name: 

Is Father: o Emp!oyed 

o (lisn!:Apd 0 l)oE-rnplOYHf 

o DeceastKj 0 Absen1 

HO'IV OFTE N INCOME'! 
MOnEY Hf.CnVED 

(SECTION 5) Give information about the listed expenses/cost paid by aI/ persons listed in Section 2. 

TYPE Cf PAYMENT 
YOUR FAMilY MAKES 

~.. NAME Of ~1"'lONTHLY 
PERSON WHO PAYS AI'.r'OUNl PAin 

CHI! CJ CAFf UH 
DEPENDHlT CM-lf 

~,,~~(/7(tf'P:~;,~ 

1, 

W ACE 

Child Support 

r-..-.' 11-_ .......... _ ................. ,"'.. --~-+----+-'M~-~.,--f---~--4 

Alimony ;;>, 

!--Ot-he-"r-H-e~-;J-It-h--·- -'·'-------t--------f f..-..---..--.,--,--,----.--!----+--------+-----~_l 

fn~~uranc;e Premium :3, 
-"~,=---:..;;... .. ~-'-'--f_~---~,---~~,,~"'''-''''''''- "",,-.""-~~-~,,-,-""-,-

Medicare Premium 

Me ;:-'1fi aW01 
M'PtICAT:()N 
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(SECTIONS) Skip this Section if you are only npplying for children under 19 and/or pregnant women 
(pregnancy re/;Jted services only). 

Otherwise answer for all persons listed in Section 2. 

Does anyone hnve cash or uncashed checks? 

Does anyone have a checking, savings aCGount, or life insurance? (See instlucllons) 

I~, there Oll(' car or more In the hQusehold? (See instructions) 

Does anyone have a court ordered settlement or judgernent? (See instructions) 

Does Llrryone have Long·Term Care insurance? (See instructions) 

Does anyone own any items such as stocks, bonds, r€~tjr€'ment funds. trusts. real eslate, 
motor vehicles for a business, tluslness nc:cOl)nts, promiSSOry notes, mortgages, (Jeeds of trust, 
recreation:1I vehicles. bUrial lrvs!s or funds, annurties, jewelry (nol heirloom or wedding). oil or 
mineral ri~lhts? (Soc Instructions) 

H3S anyone listed on this form tr3flsferred, sold. traded orj)iven aW<Jy any itE:,ms such as those 
IIsled above in 1M last :10 months? (See instructions) 

Have any 11erns Ii"tt'd in thIS section been spent or used as security 
for medical cu,I~,? {See Instructions) 

~~CTION 7) Answer only for persons who want Medi-Cal. 

U.S, Cili;:en or National? 
If "No," write in date of 
entry into U,S 

Living In a Long- TelrTl 
Care or Bo,lTd and 
Care F <lCllity') 

If "Ye~;," nilme of 
facility: 

Do you intend 10 
return home" 

Do you Intend to 
return horne within 
six months? 

Has health/den!al or 
vision coverage" 

Hild medic.,! expenses 
vvithin the 3 months 
befole the month you 
opplied and 'Ivan! t\l1edi­
Cal for those expenses" 

laWSuit pending due 
10 accident or lnlury) 

~"tC :>~o tN~~l 

N>f>tlCAJ!{,J .... 4 

MO DAY YH 

DYe~; UNo 

DYes DNa 

DYes D No 

Q l,,,5 0 No 

DYes [) No 

MO DAY 'in 

UYe:. ONO 

DYes [J No 

o Ye~ CJ No 

DYes UNo 

DYes UNo 

DYes ONo 

(A3 ) 

DYes [J No 

/ 
1.10 DAY YH 

DVes ONo 

U Yes DNa 

DYes 0 No 

DYe:; ONo 

DYes D No 

QYes D No 

DY('~ ONo 

! 
MO DiW YR 

DYes UNo 

CJ Yet; CJ No 

DYes ONo 

[J Ye~~ 0 No 

DYes CJ No 

[j Yes CJ No 

O'ies CJ No 

DYes [] No 

DYes 0 No 

DYes DNo 

DYe::; UNo 

DYes DNo 

DYes 0 No 

DYes 0 No 

MO DAY VR 

CJYes DNa 

D Yes. DNa 

OY('$ 0 No 

Oy('S UNo 

DYes 0 No 

DYes 0 No 

CONTINUED'" 
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(SECTION 7) Continued 

Curren! or past 
U.S, '·IIHit:lry Service 
for adults, spouse or 
crlitd's parents? 

DYes CJNo Dycs DNo DYes ONo DYes DNo DYes UNo 
OS(:II o Sell o Sell o Sell o Sell 
DSpouse CJ Spouse ;JSpou~'e USpou~.e o Spouse 
QPar('''! OP:;renl D Parent U ParC-f)! OParenl 

Ethrucfty (race): 
(optional) 

In school full time? 
DYes ONo Dyes D No DYes ONo DYes 0 No OYt~":> DNo 

Uvin9 aW3Y from 
home? DYes ONo DYes 0 No Dyes 0 No DYes D No DYes 0 No 

(SECTION 8) Information Release (Optional). 

:m If family member cannot 9')\ r)o,cost Medi-Cal but may be~able 10 get low-cost health ca:e coverage, 
C3n the local weff;)re office send this form to the Healthy FarniHes Program? 0 Yes D No 

~ " 

I go! help from (give namp of person) . __ .,. ____ • _______ ._ when I 

filled out thIS application, ! agree that the focal wetfare office may give them information about the status 01 this 
application, Applic<Jnt please initial ___ .~_._ 

( SECTION 9) Signature and Certification. 

I declare under penalty of perjury under the laws of the State of California that the answers I have given in this 
application, and the documents given are corrt"~c! and true to the best of my knowledge and belie!. 

I declare that' have read and understand the application instructions, the declarations, and all information printed 
on this application. 

Sign;;dure 

,------------------,.-----, 
Dale 

Numb"" Date 

For information about any of the following programs, check the box(es) below and information 
will be sent to you, See the Medi-Cal brochure, "Health Care for Families with Children" 

or visit our website, www.dhs.ca.gov 

o Personal Care Service Program (PCSP). A program for in-home care. 

:J Access for Infants, and Mothers (AIM), A program 10 help pregnant women with moderate income 
obtarn health care. 

o Woman, Infan1s and Children Nutrition Program (\'VIC). A nutrition program for pregnant and 
postpartum women and children under 5, 

o Family Planning 

:l Child Health and Disability Program (CHDP). Preventive hea1thcare for children iJnd youth. 
00 you want your children or youth referred to the CHOP program? 0 Yes 0 No 

~l'c:-!-:)o.~'m 

l.P~lf(.>~·:!j()"'.t 
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INSTRUCTIONS 
Please read before beginning application. 

(SECTION 1) 

Tell us about the person who wants 
Medi-Cal for themselves, their 
family or children in their care. 

Questions 1-8: 
Enter the name. horne address 
Zlnd telephone numbers of the 
person who wants Medi-Cal 
or the parent/caretaker of 
the children who 
'Nant Medi-CaL 

Questions 9-13: 
Enter the phone number and 
mailing address (if different than 
home address provided in #2) of the 
person who wants Medi-CaL This is the address 
where all information regarding the npphcation 
and health benefits Wll! be mailed. 

Question 14A-B: 
Enter the language you speak and/or read best. 

Send proof of identity. Only one person 
(a parent or caretaker) in a family needs to provide 
an identity document Send a photocopy of one 
of the following identity items: 

• California driver license 

• Identification card issued by the Department 
of Motor Vehides 

• U.S, citizenship or alien status documents 
(passport), 

• School identihcation card 

• BIrth certificate 

• Marriage record 

• Social Security card or document containing 
a Social Security number. 

• Divorce decree 

• Work badge, building pass 

• Adoption record 

• Court order tor name change 

• Church membership or baptismal 
confirmation certificate 

Me z"w ~)a/o~ 
INS rH~.}(: 11(lt>6 

Identity proof is not needed for 
• Persons in an institution 

• Children in a family, if identity of one parent 
has been established 

• Children requesting Medj, Cal for Minor 
Consent services 

• The spouse 01 a person whose identity has 
been venfied 

(SECTION 2) 
Tell us about the person listed in 
Section 1, his or her family and the 
children they care for, even if they 
don't want coverage. 

If you are applying for 
more than 5 people, 
use a separate piece of 
paper or a photocopy 
of pages A 1, A2, A3 and 
A4 of the application. 
to give (JS information 
about the additional 
persons. 

Who counts as an adult? 

• Persons 21 years of age or older 

• Persons under 21 years 01 age who are not 
living in lrle home of their parent or caretaker 
relative and are not claImed as t,~x dependents 

Who counts as children? 

• AI! nah)ral and adoptive children under 21 
living in the home 

• All natural and adoptive children between 
18 and 21 years 01 age, away from horne and 
claimed as tax dependents 

• All stepchildren under age 21 !iving in the home 

Question 15: 
Write the last. first and middle nome of e1lch person 
in the house, 

G010 PAGE 2 ... 

50159 
SECTION NO.: 50161 MANUAL LETTER NO.: 254 DATE: 10/30/01 



MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

(SECTION 2) Continued 

Question 16: 
How is each person related to the person in 
Secticm 1. Example: self, wife. husband. 
grandparent5, friend. daughter. stepchild, 

nephew, etc. 

Question 17: 
Write the complete address. if diHerent from the 
Jddress in Section 1. Example: child is in college 
and living at school. 

Question 18: 
Indicate gender of each person. 

Question 19: 
Indicate the marital status of each person listed. 

Question 20: 
Write tt18 name of the spcllJse of any married minors 
!;vinq in the home. Any income of the spouse must 
be listed in Section 4. 

Question 21: 
Write month. day and yem of birth for each perSon. 

Question 22: 
Tell us if this person is pregnant If "Yes," tell us 
the due date. 

I Send proof of pregnancy from a doctor's 

I 
office or a clinic within 60 days of applying 

to continue receiving full Medi-Cal benefits. l YOll do not need to send verification jf you 
only want pregnancy related services. 

Question 23: 
Check "Yes." if person is blind or has a physical or 
menta! fllness that is expected to last at least 30 
days. II person is unable to work, check "Yes," and 
check the box that best describes how long the 
person will be llnable 10 work jf declared disabled. 
This WIll help us decide if YOll are eligible for 
Modi· Cal based on disability. 

Question 24: 
Tell us If anyone has ever had cash aid, SSI, Food 
Stamps or Medi-Cal. This wift help the local welfare 
office check for needed information before asking 
you to give il. If you checked "Yes," Wllus the 
n,)Tne YOll received benefits under, 

Question 25: 
If you have ever receivecl Modi-Cal, tell us your 
MediCal Benefits Identffication Card (BIC) 
number if you have it. 

Your Medi·Ca/ 
Benefits Identification 
Card (BIC) number 
can be found here. 

Question 26; 
Check "Yes," if you are 

Slat. of 
Calirornia 

Itrnefils 
Idl'nr"~c:.l*()n 

JO No, 01S35247J\1 Catd 
JAtIE POE 
f (1) 13 19~15 l"¥,,t~O~Ot;>9 01 

asking for medical benefits for this person. 

Question 27: 
Tell us if you own or are buying a home outside 
California. Your answer helps us determine your 

residency. 

[

Send proof of California residency. You can 
us.e your proof of income as proofof residency. 
If your Income IS not from Cahform3. send other 
proof of residence. For example: rent receipts, 
utIlity bIll or a child's school records. 

(SECTION 3) 

Answer for all children in Section 2. 

Question 28: 
\Nrite the name of the natural or adoptive mother of 
ench child. Check the box to tell us if the mother is 
employed, disabled, unemployed, deceased or 
absent from the home. 

Question 29: 
Write the name of the natural or adoptive father of 
each ch,ld. Check the box 10 tell us if the father is 
employed, disabled. unemployed, deceased or 
absent from the home. 

COTO PAGE 3 ... 
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(SECTION 4) 

List all income/money received by 
persons listed in Section 2. 

Questions 30 and 31: 
Use a separate line tor each person who receives 
money. If a person f€(:eives money from two 
different places, use two lines. 

Example: if the applicant has 
two jobs, LIse one line for 
each job to report 
her/his earnings. 

Question 32: 
Write the amount of 
money you receive 
each time. 

Example: 
if you get money 
once a week. write 
the weekly amc{mts 
in the box. 

If t:lf!: money amount 
changes from lime to time. 
put the average amount you 
get on ,1 regular basis. We use 
pay stubs or other documents yeu 
give us to fjgure out the correct monthly income. 

If you know your family's income will go up or down 
in the next tew months due to overtime, promotion, 
raises in pay. expected increases in child supporV 
alimony, layoHs. furloughs, etc" explain on a 
separate sheet of paper. 

Example: Maria's gross income from her Job on 
t.·'1is chec,1<. is S 7000 but her regular monthly pay 
is only $800, Explain on the paper that Maria's 
paycheck included S200 overtime pay. or a cash 
bonus and how long the overtime will last or how 
etten she gets bonuses, 

Question 33: 
How often do you receive this money? I 

Documentation of Income 

• Send proof of income. Send a copy 01 the 
most recent pay stub you have. If a pay stub 
is not available, gel a signed statement 1rom 
your employer. Gross monlhly inc orne and the 
dates received should be on the statement. 

OR 

• A copy of last year's federal income tax return. 

OR 

Other proof of income you may need to send: 

• If a person is self-employed. send last year's 
federal income tax return, include Schedule C 
or F, or the last 3 months' profit and 
foss statements, 

• It a person has income such as disability or 
retirement, send copies of award letters or 
bank statements showinglhe direct deposits, 

• If anyone gets child support andlor alimony 
or spousal support, send copies of the 
checks received or statements from the 
District At1omey's Family Support Division 
for the last month. 

• If anyone gets student loans or grants. send 
in copies of award letters or loan papers, Example: Monthly (once a mor;th): weekly 

(once-a-week); blw.;okly (eve!}' other week); 
bimonthly (tt./ice a month): or daily (every day). 
M'~, :I ~ l,' o,'}-'(~ 1 

IN~:.1'~1~Y, n()N~~ 

~'--------------'----------'----G->-O-T-O--P-A-G-E-4-"--' 
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(SECTION 5) 

Give information about the listed 
expenses/costs paid by all persons 
listed in Section 2. 

Tell us if you pay court-ordered child support, 
or alimony, or have other health insurance or 
Medicare premium costs. 

Medi-Cal will pay your medicare premiums and 
deduct the cost of any other insurance premium 
from your countable income. 

Question 34: 
Write the name of the person who pays the cost. 

Question 35: 
Write in the total amount paid each month. 

Question 36: 
Write in the costs paiel for child care and/or 
disabled depend.::;nt care. 

(SECTION 6) 

Skip this section if you are only 
applying for Children under 19 and/or 
pregnant women applying for 
pregnancy related services only. 
Otherwise answer for all persons 
listed in Section 2. 

If you have questiohs or concerns 
about completing Section 6, 

leave it blank and contact the 
local welfare office for help. 

The value of the home you are Ii,,~jng 
in is not counted for l'IIedi-Cal. 

Question 40: 
leI! us the amount of all cash YOll have on hand 
and the amount of any checks you have received 
but not cashed. 

Question 41: 

Question 37: 
List the 39€ of the child 
or disabled dependent 

. If anyone listed has a checking and/or savings 
!"'iIiIB<lIiio;; account or life insurance policy, please send 

Question 38: 
Write the name 
of the person who 
pays the cost. 

Question 39: 
List the total amount 
paid monthly for 
each child or 
disabled dependent. 

Send proof of expenses (costs) 
listed in Section 5. Send in proof 
of child support or alimony costs. 
For childcare and dependent care, 
send receipts or cancelled checks. 

copies of the following documents: 

• Account statements showin9 current balances 
in accounts, 

• Copies of all life insurance policies, 

Question 42: 
Ii you checked "Yes, ~ send us a copy of the 
vehicle registration(s) or pink slip(s) or estimate(s) 
at value from a qualified source, such as a dealer 
or mechanic. 

Question 43: 
If you check "Yes," send us copies of all court 
ofders. documents 8nd agreements. 

Question 44: 
If you check "Yes, ~ send us copies of your policies, 
contracts and purchase agreements. If your 
policy is certified by 1he California Partnership 

___ recent benefit statement. ~
or L ong-lerm Care, give us a copy of your most 

M-:' 71"G (~l!-;f;~ 
!!'~~)'lf~~.!<::·rfc,rr , 
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Questions 45-47: 
If you check "Yes," you may be aske(j to provide 
additional information. You may also have to fill out 
a property supplement form. 

(SECTION 7) 

Answer only for persons who 
want Medi-Cal. 

Question 48: 
A Social Security number for each person applying 
for full Medi-Cal benefits is required. II you do 
not have a Social Security number, do not delay 
sending in this application. You can apply now 
and give us the number within the next 60 rlays. 

Pregnancy and emergency 
care services may be 

available to persons who 
are unable to get a 

Social Security number. 

For information on how to apply for a Social 
Security number, call Socia! Security Administration 
toll-free, 1-800-772-1213 

Question 49: 
\Nrite the place of birth for each person. If born in 
the United States, write the name of the state. If 
born outside the U.s., write the name of the country. 

Question 50: 
Check "Yes" or "No," telling us if lhe person is a 
Citizen or U.S. National. 

Give immigration information only for people 
applying for health coverage. Do not give 
information tor peop!e not applying. The State will 
use this information only for eligi[:>ility determinatIon, 
Information about immigration is private and 
confidential. 

Immigrants who meet all immigration requirements 
may get full Medj-Cal benefits. Undocumented 
immigrants can get pregnancy related and 
emergency services. 
t.,.V;?WfJf,:')' 
Iti;::'fR!)( T;I !I'JS 

Send proof of immigration status or an INS 
receipt showing that you applied to replace 
a lost document Many immi9mnts may get 
hIli Medi-Cal even if they do not have a green 
card or immigration document. Copy Doth 
SIdes and send proof now or w,tI un ~lO days 
of application. 11 YOll do not send ttw. proof, 
you may still be eligible lor em~'r{l .. n\.l' ()r 
pre9nancy related services. 

Do not give immigration Inform~I1iNI <Ilt(.>tll 

people who are not asking for ~.tt·(h C;:)I 
Information about immigrallon I:; prrv;1le 

and confidential. 

Question 51: 
Tell us if the person is in a nllrslflq tanhl';. 
residential, or board and 
care facility. If you 
check "Yes," teU 
us 1he name ot 
the facility. 

Question 52: 
Oleck box to 
show if each 
person has other 
health insurance 
Coverage. 

You c()n get 
MecJi-Cal Hnd 
shl! ~l<lVe 01 her 
health coverage. 
Medj-Cal may cover 
\Nftat your other health 
coverage does not 

GO TO PAGE 6 .... 
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(SECTION 7) Continued 

Question 53: 
If you check "Yes,~ Medi-Cal may be able to help 
pay some or all of Ihe paid or unpaid medical costs 
you have had in the 3 months before you <'lpplied. 

Question 54: 
Ctwck "Yes," if any 
person has filed a 
Inwsuit because of 
an accident or injury, 
workers compensation, 
or car accident 

Question 55: 
Check box(esj to show 
if IndIvidual. spOlme or 
parent 01 individual is 
or was in the U,S, 
rvlllitary. 'I'Ve are asking 
for this information to see if you can get olher 
services or benefits, 

Question 56 (Optional): 
You can choose to enter 1he Ethnicity (race) 
for each person. This information is used for 
statistics only and has no effect on your eligibility 
for Medi-Caf. 

Question 57: 
Check box to show jf person is in schooL The 
earnings of a person under 21 years rnay not be 
counted if the person is attending schooL 

Question 58: 
Ten us if the person is living ,;!VI<W frorn horne. is 
away at school. or out 01 town workinq, 

~;c :'iO (}t.«,'!'1 
:N;;''1'F])(:'T!'';:jN';: 

(SECTION 8) 
Information Release (Optional). 

Question 59: 
Check "Yes." and the local welfare office will 
send this application to the Healthy Families 
program If one or more of the family members 
applying do not qunlify for me Medi-Cal program. 

The ~ le"Ithy Families Program provides 
comprehensive he~llth. dental, and vision 
coverage, For further informatIon cal! 
1-800-880-5305 or visit their website al 
www.heafthyfarnihes.ca.gov 

Question 60: 
If you fill out Ihis item you are telling the local 
welfare office it is okay to give information about 
your appllcatron to the person you have named. 

(SECTION 9) 
Signature and Certification. 

Who can sign this application? 

• nle person who wants Medi·Cal, or the 
spouse 01 the person who wants Medj·Cal 

• The conservator, guardian executor, or 
caretaker of a child who wants Medi-Cal 

• Someone acting for the person who 
wants Medi·Cal when the person IS 

incompetent. in a comatose condition, or 
suffering from amnesia and there is no 
spouse, conservator. guardian or executor 

• Persons 14 to 21 years old if they are 
not hYing w1th a parent, caretaker relative, 
or toster parent 

.. Persons 141021 requesting Minor 
Consent Services 

Question 61: 
State and 1ederal laws require your signature 
on this application form, Your Signature in this 
section indicates that your declarations and 
answers are truthful and the documents 
you SlJbrnt! Zlre Irue i'lnd correct 

GO TO PAGE 7'" 
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Medi-Cal Confidentiality Notice 
The in/onnation given in this application is private 

ilnd confidential utldc·r Wdfarc and InstftutlOns 
Code 14100.2. 

The information will be disc\ose{/ only in 
'-_____ -"'accordance with those laws. 

Medi-Cal Rights. Responsibilities 
and Declarations 
I have the right to: 
• Be treated fairly and equally regardless of my 

race. cc)i()(, reIi9K'fl. national ongln, sex, age. (')r 

politic;)1 beliE~fs. 

• Ask lor an interpreter. 
• k;k for a fair heming if I think a decj~;ion on my 

Medi·Cal case is unfair or 'wrong. I must ask for a 
he;3rillq wIthin 90 days after I get a "Notice of Actjon~. 
To find out ;,bOlll Medr·Cal fair hearings. 
call toB·fr,'p, 1·8(JO·'-!:;'2·52~)3 

• A face,to,face Interview, 

• Revi'?:'N Mecil·Cal program rul8s nnd manuals, 

I have the responsibility to: 
• Report dny changos within 1 () dnys in the inforrnatiOTl 

I glV(;' (m thiS apphcation, 

• Let 10r;;;1 '.veltare ofik;e know if a family membf;r 
apptic~; for di~;abihty b.,nej,ts: ,$ 10 ;l public Institution; 
.'r qets me'cheal care tor any aecicknl or In;ury caused 
by anolher pE'rSon, 

• Cooperate 11 rny casn r~ rc"iewf:d. 
• Apply for avail,1ble income. 
• Coop<?-rate with appropriate paternity determinations 

and rnedical support enforcement efforts. 

• Assignment of rights to medic;]1 ~,uppOfl1() the 
State 01 California. 

• fl.ssi91l rights to third party medic;]1 suppor1to the 
State of Califonia. 

I unde,.stand that: 
• As a condition of Medi-Cal eligiblfity. all rights to 

medical support ale 3utom3tically as~,igned to the 
State of California, 

• If I purposE;ly do not uive nE;eded tacts, or if I give 
false tacts, I Undf!rstand bpnefits may be dE'nied or 
en(jed and rep;Jyrllf'nt may be reql)irrd. , may .;Jf~;o 
be investIgated lor fraud. 

• Persons I am applying tor arc not in jail. pflson, or any 
Olhpr Cotrt'l.:tional facility, 

• /\fter my (.leath, thE' State has the right to seek 
rep3\mwnl frorn my ('slate f(ir af! ~ ... ledi·Cal benefits 
I receive after age !:>5 unless. f have a survIving 
spouse. mltlor chIJd(ren). blind Or permanently 
<IPel totally disabled child(ren). 

• If I am fJ(frnitted to a nursing facility ;md I have no 
IntentIon 01 rcturninp 10 my home, the State rn;..y 
impose a hen against my proper1y 

:-,'~; ;:'1 [) rtl:;)l 
Ir-~:;H{t< r~~~,;;:, 

Medi-Cal Privacy Notice 

The Information Prac1ices Act of 1977 and the Federal 
Privacy Act require the Department of Health Services to 
provide the following information: Welfare and Institution:> 
Code Section 14011 and regulations in Tille 22. eCR, 
require applicants for the Medi·Cal program to provide 
Ihe eligibilily inforrnalron requested in this application. 

ThiS inionnation may be sh;:ned with federal, state. and 
k>G<l1 <19f3lCles for purposes 01 vE:ritymg eligibility and for 
other purposes rnlaled to the administration of the 
McdH~;al program. Includinq conflfm;)tion with the INS of 
the irnrni9ration status of on!y those persons seeking ful! 
sCOP(~ Medj·Cal benefits. (Federullaw says the INS 
cannot lls'e the information for anything else except 
cases 01 fraud,) The Inforrnal!on will be (ls&d 10 process 
claims and make Benefits IdE:nl!fication Cards (BICs). 
Failure to prollide the required information may result 
in denial of the application. 

Information required by 
Ihis forrn IS mandatory, 
with the excephon of 
ethnicity Information, 
;:mcJ any Nhcr item 
marked voluntary 
or op1ionaL 
Social Security 
Numbers are required 
by Section 1137(a)(1) of 
the Social Security Act and 
by Welfare and Institutions Code 
Section 140112. unless applying 
for emerg<::ncy or pregnancy related benellts only 

An individual has a right of access 
to records containing his/her personal 
information that are maintained by the 

Department of Health Services. 
00 •••••••••••••••••••••• 0 

Contact your local welfare office 
to request your records. 
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I tl COUNTY liSE ONLY ADDITIONAL CHILDREN 
(SUPPLEMENT TO THE MEDI-CAL STATEMENT OF FACTS-Me 210) " ___ '_P. ___ ,, __ .,,--'-__ _ 

c.:.s.roun~bI!Ir ,,_"~,-, __ '_, ____ ' 

If YOU HAVE MORE THAN THREE CHILDREN, UST HERE AND GrvE 1HIS FORM TO YOUR WORKER. 
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:: ''''' ::, "". j::; M~:' ,.,''''''''''' 
L', ~ pen--.ton hlr~ -Or <'~btrd I Prt-gf'.,.,)fd 

=:" 'fn =_ .No :: '(~ 
I,. ".)"" 1'" .. nl (,I') ':::'-::'---+'-M:C'~-'-:~' ,~S;;-uppol1---}""_""·-:Y;;E:-;S,L-..,:...,.,·'-;N~O~--

--.--------~--------------_t;:;;:"~; t~~ :: I~~T.:·~'CCA~"";;:-_._...;:.:w'::.',~(-:_:-C.'-.I:-j CAZ,' 
N!C~r,!,. n;;').r!)of' c.~'J!VVt9trJ hOfl'le' 1~;}.1 ~f:(J :)'Notirl home. ~8-21 ancta~dcp,' 

~ Yes :~ No ;:,~' Yi:~ ~' r-kl 

is.." ! 
No !-, Mal(.> ~ Ft~f'T:;)1.(o i 

~~b~:~4,·:~ru'~~~~~tr~~~.;,;~n~,"~~~'~ I ~~~~~ __ 
ra:het';-;:;;;:;:;;-=-"'·"'~""'--·-'--~'-'--"-'-------- t$ eEt.'1e:- Ntent {/} =---.:"'",,--.,,-.--.~ ~ .. ted~~1'l $uDfQi"! ~,.: YES :,; NO 
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

NINOS ADICIONALES PARA USC DEL CON DADO 

(SUPLEMENTO A LA DECLARACION DE DATOS DE MEDJ-CAl--MC 210) 

SITIENE MAS DE TRES NINOS. ANOTt::LOS AQU/Y DELE ESTA FORMA A SU TRAHAJf,OOR(A} 

i~>~}" I ~~1~L;"N I,-=-.J~ 
: I I I 
I I I I 

""-='-""'"",~,="-~--~c_""-·--------------·-F"",~.,.,,:,,~::0;::,,,,;:::-:0'::::::";'7:'--" .. c:.::'----l!----'-::-- .. ~,-::.;I-LV<~.-, ..... :~)I-NO ' 
MoolCi! St:;:l'f."Of1 ~ f,. v " 

CA;~ 1 

o N~ in hOI'rK', lf~;'1 and tosu d(",';:,>.? 

1(;,,"''''''1 I ts~; ~~ ~~~/'-l ~~ 10 

~~-----~~=:7:'c,_-r'v:::::_:::· .. ·"'·---·--_t___+=, ~~ -lj~ 

Mf-'dQl S~,tPport Cl YES ~m; NO 

C/ .. 2.1 

:J ,'.lbt In home, 1P ....... :r.1 IIJf~~ t;vt drp,'? 

i r-
r:f;"Cr-..;, oe rt~C(m.(·n!D t) 'er~ en G<"~ ;;;;-~7,;ra n.')'tZ;;Z!~;;;~----+:::;:--:-:--;---::.c----+T7:'-::-:--:·':~·"--.. --! I I I 

.-.... "." .... ,~.-".-+-c=== ,.;;'--,~.;;;:..., .. -"., .. --t:." .. -"-,-_",,_L .. __ -,, "."", _,l_ 
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

Property/Resources 
(Supplement to the Medi-Cal Statement of Facts - MC 210) 

r"",. :f11m'SO~ ~,~ H ... ~I·N 
M<,;i,( .. 1 

Please fill in the lo!klWIOg. il you answered "YES" to cerlaln Property/Hes()urce questions from the Statemenf of 
Facts Me 210. 

rnore r(x)m was 

~t~~=~~-=~~---:---~~--····-·-···~-·-TAc«~·r 
Owner 01 Resource w Type ot Resource 

~ ~ ·t····_·············-··········-
)=> 
~O 
.JCf) 

W 
a: 

mt>er N.;'tm~ and AddrC$s 

A. 11 1('1U ('of ,ar:y famt!y member an$wt'tr'!Jd "YES" '0 owning or bUyIng any of the ftem~. hsted und(~r Ihe Real 
(,;tate pari of the Me 210, r,lI on the foUowI'''.l, tlst any property in any stale or coontry and aU I,·.nd Y{)U 
own, have llUe to. or $h;lrC' htlc rn fT£MS· HOW:;'f~f,. 'of~:. I,:tnd. -tlp~)r1ment~, rnob,!e home!.; taxed a~. real 
P(Op~rty, or o!hor 

W 
I­
<t: 
I­
Cf) 
W 
.J 
« 
w 
a:: 

Name ot OWrt£J 

res C No 

. __ .~._.~ •.. ___ ReI;:l1ion,;hip to yot! 

00 yon plan to return to that p!c.perty 11) liv(" 
(You must noNy the, <;()t.mty ,,,,,thin len f1 OJ <i,Wi; of al'ly ch;mg.' in 
p!:Ui:S for hVlng at the prOf)·erty.) 

lJ Yes UNo 

o No 

B. 11 you or "my lilm,'y member answered 'Y'ES' to the l:1e estate ptOpf.>f1y q\le~fion. please hI! If) the 
address of the prop<:.'>rty he'ow 

Do you Of any fnmity rnember have art locorr.f: in1(>retf ~n a Me en:J:te? 

lC 210 S·p (1/01i 
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MEDI~CAL ELIGIBILITY PROCEDURES MANUAL 

CI~"$ 
{R~»lS~,.;di!lnJ 

th·£, ~~~'m::; ~'l the '''/E HiCt r ~~()~~!on t~f 

Dt>oul C,;:\ICr; \If:tl!t;!(~, 

COUNTY USE ONLY 

D Ve-tftfcdtion ~)1 flcn~rt:c;t'.;;t 
V~}hlcl€:.,; 

o VttrritcalJ(;oO Of pr:tStln3J 

C"(rpvrty 

Nole: If YOU Hunk lr." v;)IIJ;~ the Oepar!m;,n! of ,.,.k)lor \/.,r'k:V,,' 

1~ high, Y0tI mDY g~t thf(~ ar-,pt(;HSalr; of th(s' ac:u,f)1 valut' oDd the nvt"fN]t' wdi bE' us.("d, 
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a: 
w 
:r: 
I-
0 

<n 

If you or any fafTHl'y m('rnt'er ;HIO,wered "'(ES' to Gwnim; !tern:; in tll(' OTHER or BUSINESS section of tho 

Statf.:tnent o! F ach-., Me 2 to, pk\!I~,e fJtVf.: rnOH.'-' dt:t~')IJ(~d lnfprnKltU)f1 about those jte[n~~ here, 

B. II you or any larnify m .. mb('r answered '·YES· to ownrr'g life i~surance, you must iiI! In ttle lollowrng' 

z. ,-_ ... 

3. 

C, 

Person tnsun.-d 
Insurance Company 

Polky Ownc.-(l Oy 

Face 
V:JJue 

f----~-· .. ·,,-- - .. --.~ .. 

Policy I "o..~,':. 
Number I ;o;~:~~ 

--_._ .. _-+------
s _ 

I 

bonal plot vaulL or cryPt. ir. ,t tor lise of Immediate tamily? 

or 2, mineraI JiflhlS Or rnmmg claims, is either listed tor sa!f>? 

Flcase 9,ve mot", deluiled II'1lolfnahorL 

Descllption. __ . __ ~ __ _ 

Curren! Voluc. $ . 

I 

Current 
Cash 
Value 

s 

s 

s 

tJNo 

C' No 

0, II you or ;'my t:lffIlly rncmb.n am;were(/ "YES' to owning i;l bunal reserve or trust. please fill in the 
lcAtowlnq; ..... _ ........................ , .. __ ........ . ........ --.. -~ .. ---.--.. - ..... -.. -.... -,,~ .. ~-.... .. 

Purchase 

Pric~ 

Amount 

Ow"d For Whom 
t-------· .. ·-..... --.... --.-~~. 1 .......................... ··-.. -· .. · 

Purehas"d 

From Whom 

II you OJ .:my l;,rniljl HJ<!rnbef an$wered "YFS' to own'''9 on\.' Of mor€' of the following types of busmess 
Item:;: equipment v!'hick)s, I(>ols. Inventorv N materials t,nciutiing IiveslOc~ or pOttllry not lor person,,] 
use}, you rnuSl ~l!ve rnOf(~ detatte(j invltonn~:1tion by f,1Jmq lfl 1he f()!tOWUl~l 

m Description of I\em 
ue Owed 

Z 
(j5 
;:) 

t;ated Amount 

1-------------------------, 
S $ 

ro 

$ 's I 
$ $ 

COUNTY USE ONt Y 

Heirloom? ___ »"",~ __ 

Tota! Nonexempt 

T(.)lat CSV $ ___ ' 

;.:') Bey(x:.abfc 
:: hrovocable 
;:'.: D~}~'gnatf~ F wldf~ 
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Parent Number 1 

MEDI-CAL ELIGIBILITY PROCEDURES MANUAL 

VOCATIONAL AND WORK HISTORY 
[T 0 Sf, Completed By Applicant/BeneficIary) 

List your employment and training history for the las! two years. Begin with your current or latm>! job or training. 

Parent Number 2 Name: 

Ust your employment and training his10ry tor tile last two yeaTS. Begin with your current or latest job or training. 

I Work or I I Gross 
N3mt' of Employer or wneon Amount ~ of EmployN or 

Tr31ning Program Training Employed ! Monthly Training Progrom 

L I I ! ~ 

! 
j _'\I,,,,, ;> __ 1_.'_/ 

I ;~,. r $ 

f 
! J 1fatrn~,-0 ,'! i 
I -'_._-, 

I Ir~ ! ! 
I;: I :;. 
I :JWori< --_. 1 j I S 
; :JTr.1I'n"'~ IT,. _I_I_ i 
1 I 

! 

t ________ ....;I_:J_,_I7>_If_U"'_;_ . .:..-____ .:..-____ _ 

t_ 
[I:> 

--- I To ._. f _i_, 

SECTION NO.: 
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' r I Gross I Workor I Wt>en I Amount 
Trolmng Employed I Monthly 

j "I j 

:J 'Nor.. "'<"' -' __ 1_ I 
, 

- IS ! ,:J i :..>t<nmt; r To- r 
, I i 

~ If ,I I I 

I ;:J Worl<: ,- --'.- I 

i ; 'ha""", j;o i' 

S ! 
1 

i ;---- -

DATE: 10/30/01 



MEDI-CAl ElIGIBIUTY PROCEDURES MANUAL 

MEm-CAL U·PARENT DETERMINATION WORKSHEET 
(To Be Cornple!('d By CWO Staff} 

Dctermina!ion of Pnncipai Wage Earner (PWE) 

3. Applicahon date OR dntc U-Parent depnvah'Jf1 began: ~""_ .. ___ _ 
b~ To es!abHsh 24 .. month earnings p(;!"j~d. check month en chn:1 :o~ edch p~t:,e~t 

Month number 1; 

Month number 24: 

Parent 1'5 Earnings 

Parent 2's Earnings 

The parent earmng the greater nmm;rr: t:; lr;e PW::;: 

2, ts the P~l/E war-tong 100 hours 0:'" ;;1()re a rnonth') :-:l Ye~; 
If "ye~.'" cornpttte !tle Unempioyed PJa':~t YYo~k$hf).e! {t'l1C 3?l}, 

Noto: Nthe PWE IS:l rrcip'Nl1 of Section 193'(0). h('I$I'>(' m;)y C)(c(-ed lOa hours with no camt'd income le~l.. 
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MEDI-CAl ELIGIBILITY PROCEDURES MANUAL 

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

OF T}{E HC)t)~JNC/;U:N1, UTtLITiES. fC·'I()[} (}n C~(;TH;r-:<j "Tt'IAT y()t; Af{E 
BECEJVTNG FtiEE (JH iN fXCt'1At'~GE FC)r\ VV(JHK, 

COUn1y U:;p Box. 

Part L ,IN-KlND INCOIIE VERIFICATION ' 

f hNC'by :wth<.1rizC' county fo cont.7ct 
concerning ;my 01 thC' inform.7!ion rC'quP$tt:-d I:Jr;/ow, 

Thp fJf..·r~;()n(~) :l;Jf:f~:,d above r~~f;('N~·t~ 1:orn rn8lrny !.'ul}~Iy 
; 1 '~'1nu~'~in~rT!(:fd --'>- {}:i1ittf"!; ~~"': F"~Jtj C" < Ck,,!btrt9 'C:J~:h 
• Tr-w"'; I~. ~ Fr(>{:" L: In t'x,:h:tns;(' to; 
• F-/h' h.yv(· bp-pn rrc-~/;,jtn~l th~'!A' ;!~";n~ :_lr"c~·' 

• FV'v'fI ~'~X~)~tt:f !f:~ "',"r,~~~Hl~" kl ~"r<.V~df,; rht<,(· !!f"~n.(·~ tr,!d 

;" !/':';r· ~,J~;"U~: h:J~:~';{:hoid (:)I,t·~'n~~~·-:" ' .. \':1h :Jw' ;..">r"/)f")(''''; t1,"HHC.'d a;,.c,v(' 
:If nt)y qo to fH:n~b('t ~~ } 

J CERTIFY THAT THE fNFORMA TiON IN THIS SECTION 1$ TRUE AND COHREeT: 

Part II.. HOUSING VERIFICATION, , 

SIGN aEL[J"ftl ()~J~ Y iF YCHJ, THE A~)t .. t :C/\NT, 'tti''\,N'T 70 PH()V:r>~ ,;Nf(}F1!,,~ATf();'~ I ... B(r,)T r;~EE H(X;~'~l~(i on P:£:NT Ft .. ;:> 
10 A RElATrv£ AS r v:OF Ncr C)r ;;E::,~!r ~,~:;y FE r = ~;~E YOU :'~:G!\l. Y(~J Met::';'! r 1L t tN '1 dE. H(JUf;:~!G !~·>ir~:)r'f'l/.,::O~"; 

EEOl!ES1ED f*>'f:.()VE, 

i L:nd(':~;!,(H)('! th:~: the 1r ,!('~tr-:'-1."'lr;.:A: ! pr('vxJ{' :j:~ ("'-vi:jf'r:c~' o! t~:~.r( h~f~(;''''' t;-t;'tV b\, \H ,! r!tvd .b'i COUi }tr ~ ~r r,t:l~f' i 'tnpk·yv~~~. 

proc~:~..!~inq rny ;f;:)pb:,:-atl0n ! ;t£;H"t,' !(! C(t()p~:r~'th;. Y';~~h ;t:r-l ~~uch <:tT-';;lUYCf> lH !~K,' V~'Htlt;-~tKfn (;f thif> H~htftn;JtK)n. 

tH~r('by ;,uHJ(,ri;"r' :Hly C<)utlty {>t !~!;l~e f·rn;}i<")';lt·(;· P·.~"~pen~~:~-,;{; k}t ;ldnHfot:J(':ing r:~e ~,.1~;'d$¥Cal ;)!O~F{'Jr·t; !o conta(:t 
C('>rtC("rnl;:<;"1 ;\:',y ()f ih~> irdt)-::1";:ttif:'>rl rr(~vid~'~d ;·d:x)ve 

1 DECLARE U~lDER PENAL oy or PER,IlJRY UNDER THE LA'NS OF THE STATE OF CAurORNlA THA r THE 
INFOR!.tATION CON7AlNED IN THIS STATEMENI!S HUI£.. CORRECT, AND COMPLETE, 
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:,.,.,,,~'"'t.a('"'-'i ,> '''''''''~'' '_"'''.~'''­
"~~~j, ~..,.~ ~,.,,,, >.2''"' 

INGRESOS - NO EN EFECT1VO/VERIFICACfON DE VIVIENDA 
(SUPlEMENTO A LA DEClARACION DE DATOS Me 210) 

r-.;FCLSi 7' I-\'~~OS LA S'(:;~J1ENr[ H'JrOH~;tACK)N PABA DE fE n~/;:'~;'\H F t 
\l;\t (!r~ DE LA \lJVlFtJDA'A~ QV;~Ef1. S£HViCfOS PUBLl~OS Y 
~~'~UNfGiPf\l FS.l\L~~,.;tf:NlDS () F~()!'!\ OUE tIs'rED f~ECi8[ GnA"r~s C) /\ 
GAMBlO DE TR,'\:}l-.JO, 

Para Uso d£'l Condado 

Parte L VERIFICACION DE LOS JNGRESOS NO EN EFECllVO 

A. 5ec:ciOn de AuforfzadOn del Qiente! (Finne esta S8CdOn Ii usted desea que eJ COndaClo verfflque los 
JNGRSSOS NO EN EFEC11VO). " , 

Por medio at! 1:1 presC'nt(' :lutoriro {JI candaco de ......... ,_._ ... _ .•• ,~. __ .~~_ ..... _ ..• , .. a qut' s(' comuniquc con; 
._.,_ ....... _. __ ~ ....... "._ ... ,."~. __ ... con rM:Jci6n ;(CU:JlquIN informacion qUi' Sf.' Sofic;::J C'f1!:f',9Uid.1. 

\/iv'et1daf ;'\Jq~Jdi!r 

• £ sto es G:~3!:."nt" 

S~:rvlc;o~~ P;'!bh~:or. 'Y ~~un~c~;):'ih~$. 
Il, c3inbjo de 

• r te;1)('+rl~r, r:trop..,)fc~Or4;}do er.!O$ ;JJ!1c.J;k>$ di)$dc 

• E!'>p~~ro;f:~?cr~·jnlO;, corf:fftUai p~t.'porC;O:~;1ndc c::~tOf. ;)rticul(.,~ h;·~~.ta 

::c CO!npfutcv(x>rnp:j.1;rnos tos 9;l~;!O$ de; h(.)();1f Con i~1Z$~ ?vrtcna~(~) rT~!nc}on;!G."!(;~~ :~r;I!'~;~ 

{Dr no e~~ 3~i~ p~]~:e Of n:trnero ~) i 

CERTlFrCO QUE LA INFORMACION QUE CONTIENE £STA SECCION ES "£:RDA()£RA Y CORRECTA: 

Parte II. ' > VERJRCACION DE VMENDA' '-, , 

FlFU .. ~E ABAJ() SOLAMENTE Sf US1ED. Et ~;OL!Cn/\NTf. Ut~;fA ?FfC)PC·n(N;f{)NAn !tJfC}ritl>t/\(;)()N I~C[nCA L'~c VfiIENf/,A, 
(~flA~UrfA (} ALQtll!.ER {REN'!A} ClUE SE lE FAGA,.-" ~"'L(';UN Pi\F{1ftJ;£ CC>J'.AD FhULB;; f"L R[~:;';:>EncV\ ~\:--rTtf~ :'~f. 
Fn~M:,n. USTED T;f~Jc OUE COMPtE! AR tA tNF()R)"1ACk.':JN SC)EnE Vr\'IE NL>A ()U( ~,.E : E ; "![tt tS~H~BA 

tntr("n<~0 que iJ .r:~JQ(rn:Jck}n que yo propt:gciOflC cotno pn:CC3 df: h}~tdonCL.J, p!.Jd!t.:t;l ser vcnffl';~~(1;t fl()( J..'rnph~;v~50:,> j 

(Jet cO!1d~~dO (.\ d~~l C':;1~do p3r~1 !r;:un:r:.H rni $oiicrtud, L;.to1 dc acucrdo (:n cocp~;:,;:u (,on tal {"m~'ifi,<l(~C* en L1 
Vt~r~!(:;h:';on cie 'est;l jnforrn:)ctort, Por n1cdlo de la presentf:' 3ufonlo it los en4'1h23d()~~ titd C(~:ldJdo 0 <Jj.~'! t;~!;tJ~~O. q:~;v 
!'·e;r~ re~~pon$:1b!~£ de :ldmlrH'$~~~r ef progr.}l'"n3 de '/,edj·,Ca1, 3 pc.:<ner!":t! cn coni acto con ,,~~,~~ , ,~_,«N"m""" 

._c cen rct:lck5n a C:JJtq!.1!Ct :nf0r~~1ci6n quP he p:-::~P0r0Ion;~jo arrit)a 

DECLARO BAJO PENA DE PERJURlO. EN CONFORMlDAD CON LAS IF;YES DEl ESTADD DE CA;'lFomJIA, 
QUE LA !NFORMl~crON OUE co~m£t;E ESTA OEClARAC10N ES VERDADERA. CORRECTA, Y COMPlETA. 
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• 

Student Educational Expenses 
(Supplement to the Medi-Caf Statement of Facts - Me 210) 

II you Of aro'lla.-n,." rr~mt:"'t am ,n roHogu or ~!l.nd'''q a ~irn;:.tt <>d\,K~,!!ion;.! .n>14vll()n. 
,.(',1:'.6 lir. 10 tnt! fe.flow'!).'; 

Ty .... Qr "Wl'PO"1'>OOn ",.,>d' (own "">t. 
tx"""""'" UJI, (4J! f""'/. ~ ... ~. 01<: i 

i, ~ lratYlPOfttdK)tl -r.....,s. trJioin. 

u~ ) av.luItM,t .,. 

• f!}'f'1-. r.oa. •• eNt 

$. 

$ .. 

t lNo 

:- ... S-"¥::"n Xt ""kl' ht ".! !'If ",J ...... ,''K t '" 
.wtr;)i{"~ l'~KOI""'''\M 

COUNH US( ONLY 

f~o u'E lA !.o .. ~7 ~Cf ,).t!o~ ... M .. 

~!<O1"! OI?C1~.'!:. 
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• 
iastos Educativos de Estudiantes 
;uplemento a la Declaraci6n de Datos de fvtedi-CaI - Me 210) 

~'~ ;:",~l·'...~ <> C~I:l~qti~'t 1h.f>f'nbro ~;~. l.~ LtU'Hb~~ ~~">;~.h>';';I.:a tH'HV~«".r~t.g) (1 un;! ln~,trttr;lOn rj~Y'l(~f" (.,!orq/n, 
n)F010 h.l( h'ilp!,stc' ,>t':"Ar:f',~ (. t;r~.J HL;f:;W'l(f~ j,<hr·,~:tva ·~m·'l~.!t. fX}? !~~ ..... or r<':n~.Ap:(, 10 '-;l9tJl(>nh~. 

~ "."':'" '>I>;~", ~ >,,' "." ~,~<, ',~' .' " 

s. 

1- ,." > > ~·l" 

! -r \'-\1.'; v: .. /:,.~ ~l!" ,\.~·rH ',} v'''.;i:., 
... ·r t,r >, )U 11"'" >F"~"~ 

,. :~.!.. ." 
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ENGUSH 

IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL 

PRIVACY AND CONFIDENTIALITY NOTIFICATION 

Sections 14011 and 14012 01 the Welfare and Instilutions Code allow county welfare departments to gel certain facts from you 
to decide if you, or the persons you represent, can get Medi-Cal benefits, You must provide lhese facts to get Medi-Cal 
benefits. The information will be used: 

1, By the county welfare department to establish first time and ongoing Medi-Cal eligIbility. 

2. By Electronic Oata Systems (EDS) to process claims and make Benefits Identification Cards (BICs). 

3. By the United States (U.S.) Department of Health and Human Services to make audit andl9uahty conirol reviews and 
verify Medicare Buy-In and Social Securtty Numbers (SSNs). ' 

4 To verify alien status with the U.S. Immigral:on and Naturalizallon Service (INS) only for aliens who claim to be lawfully 
admitted for permanent residence or Permanently Residi~ in the U.S Under Color of Law (PRUCOL) or Amnesty Aliens 
with 3 valid and currenl 1-688 card, The information the INS receives can only be used to delE,rmine Medi-Cal eligIbility, 
and cannot be used for immigration enforcemenl unless you are committing fraud. 

5, By medical services p~ovidErs and health maintenance organizations to certify ehgibillty. 

6. To identify heallh insurance coverage and lake re:crVery actions, 

MEDI·CAl APPLICANT/BENEFICIARY RIGHTS, RESPONSIBILITIES, AND UNDERSTANDINGS 

I HAVE THE RIGHT TO: 

1, Ask for an interpreter to heip me in applying for Medi-Cal it f have dIffIculty in speakmg or understanding the English 
language 

2. Be treated fairly and equally regardless oi my race, color, religion. natronal origin, sex. age, or'political beliefs. 

3, Apply as a disabled person jf I think I am disabled. 

4. Be lold about the rules for retroactive Medi-Cal eltgibHity. 

5. Apply for Medl-Cal ana to be told in writing whether I qualify for any Medl-Ca! program, even if the county represenlative 
tells me during the mtervlew that It appears r am not eligible. 

6. Review Medi,Cai program rules and regulation manuals jf I want to question the basis on whIch my eligibility is approved 
or denied. 

7. Have all facts Ihat I give to the county welfare department kepI in the strictest confidence and to look at those facts during 
regularly scheduled office hours, 

8. Receive an immediate need card. when possibl~ and eligible, if , have a medica! emergency or I am pregnant 

9, Receive Medi-Cal, as authorized, while my satisfactory immigration stalus is being documented and venfied. if I am 
otherwise eligIble. Aliens who are lawfully admitted for permanent residence or PRUCOL or Amnesty Aliens with 
a valid and current 1-688 card are in a satisfactory immigration status, 

10 Be told about the Child Health and Disabi!ily Prevention Program and the Special Supplemental Food Program for 
Women. Infan!s. and Children. and 10 ask for help In receiving those services .. 

11. Ask for and receive information about the Family Planning Program and be told if I am eligible for those serYIces. 

12 Speak to a social worj<er about other public Of private services or resources that I can gel. 

13. Be lold about Medi·CaJ Health Care Plans that my family and I Can join to gel a doctor and other medical care. and to 
choose the optIon I prefer. 
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IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL (Continued) 

14. Lower my share of cost by providing pas! unpaid medical bills (that I stiff owe). 

15. Reduce my property reserve to within the Medi-Cal property 11m;! by the last day of a month for which I want Medi-Ca!. 
including the month I apply and to be told how 1 may spend my excess property. 

16. Divide countable (nonexempt) community (MY SPOUSE's AND MY) property by written agreement into equal shares of 
separate property if ether of us entered a long-term care (LTC) facility before September 30,1989. 

17. Keep a certain amount of countable separate and community property if I enter an l TC facility on or after 
January 1. 1990. My spouse and I have the right to be told the amount 

18. Have a state heating If I am dissatisfied with a'1 action taken {or not laken) b~' the county welfare department or the State 
Department of Health Services, except actions relating to Ihe Health Insurance Premium Payment (HIPP) and Employer 
Group Health Plan (EGHP) programs. tf I want a state hearing to appeal the deciSion, I must ask for it within 90 days of 
the date the Notice of Action (NOA) was mailed to me. If I do not receh/e a NOA I must request a hearing within 90 days 
from the dale I discover the action (or inaction) With which I am dissatisfied. The date of discovery IS the date I know. or 
should have known, of the action. The best way to ask for a heanng IS to COf)(act the nearest county welfare department. 

I HAVE THE RESPONSIBILITY TO TELL MY COUNTY REPRESENTATIVE WITHIN TEN (10) DAYS 
WHENEVER: 

Income received by me or any member of ny family increases, decreases. starts, or stops. Thl::' Includes If'lcone from 
Social Security Administrat:on (SSA). lo&ns, settlements, Of any other source. 

2. I plan to change or have already changed my place of re~idence ot mailing address. 

3. A person. inc!udmg a newbern child, whe:her or not relaled to me cr ~r.)I fami:y. moves int;:; or Out ot r.ly h::me 

4. An absent parent returns to the home. 

5. lor a member of my family 91'./€5 bir:h. b€com",s pregn3pt, or ends a preg~ancy. 

6. I, my spouse, or any member of my family enters cr feaves a nursing home or an LTC fa;:;ll:!y 

7. I receIve, transfer, give away, or sell reat 0; persci1ai property (inciudmg money) or when sOlT'o('o .... e gIVes me :x a member 
of my family such things as a car. house. l'lsurance payments, etc,' ' 

8 I have any expenses that afe paid for by SOf'lleone other than myself 

9 I or a member of my family gets a Job. changes jobs, or no longer has a job 

10 I have a change In expenses related to my Job or education. (For example: child care, transportation. etc I 

11. I or a member of my family becomes physically or menlalfy Impaired so lhat IIhe/she cannot get or keep il ,ob (Ihl~ would 
include a child In Ihe family who may not be able to get a Job in the future due to the Impatrmenl) 

12. I or a member of my fatpily applies for dIsabilIty benefils with the SSA, Veterans Adminlstrahon. or RaIlroad Relrrement. 

13. One of my children drops out of school or returns to schooL 

14. There;s a change in the cilizenshipfimmigration status of any family member applying for or receiving Medl-Cal 

15. Health Insurance coverage for me or a member of my fam'!!y changes. 

, HAVE THE RESPONSIBILITY TO: 

1. Complete and return a status report by the dale required when requested by the county. 

2. Give proof Ihat. I am a resident of CalifornIa 

3 Make a declaration about my cllizcnshipJimm!gratron slat us 
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IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI·CAl (Continued) 

4. Provide an SSN for myself andior for any member of my family who has an SSN and wants Medi-Cal benetlts. jf I am a 
U.S. dtizen. a U.S. national, or an alien in a satisfactory immigration status, I must apply for an SSN and provide it to the 
county if I do not already have one. If I need to apply for an SSN. I can get help from my eligibility worker. but I must 
work with the SSA 10 clear up any questions or my Medi-Cal will be denied or stopped. (Aliens who are nol in a 
satisfactory immigration status and do not have an SSN can get restricted Medi-Cal without applying for an SSN if they 
meet an the rules.) -

5. Apply for any income that may be available to me or any member of my family. 

6. Apply for Medicare benefits if I am blind, disabled, have End Stage Renal Disease. or am 64 years and 9 months of age 
or older and eligible. I am responsible for telling my providers that I have both Medi-Cal and Iv\edicare coverage, 

.' 
7. Apply for and enroll in any health insurance if that is available to me and my family at no cost 'have the responsibIlity to 

remain enrolled in the health plan when Medi-Cal approves payment of plan premiums by the State of California. 

8. Report to the county department, and to the health care-prOVider, any health care coverage/insurance I carry or am 
entitled 10 use, including Medicare. If I willfully fall to give this fact. I may be guilty of a criminal offense, or may be billed 
by my provider. 

9, Go to my hearth care plan (such as Kaiser, CHAMPUS. or a Medicare HMO) for medic.a! care. (Medi-Cal will not pay for 
any services covered by the plan.) 

10, Give any insurance payments I receive to the Stafe if Medi-Cal has already paId for my care. 

11. Go to a presentation. if presentations are given. and make a written choice. or answer if receIved by mail. about how I 
want to get my Medi-Cal benefits. If I do not go and make a choice, or choose by mail. my eligible family members and I 
may be signed up in a Medi·Cal Health Care Plan near my home. 

12. Sign and date my BIC when I get it and ensure it is used only to get necessary health care for myself or eligible family 
members. 

13. Take my SIC to my medical provider when I am sick or have an appointment. In emergencies when the BIC is not ;n 
hand, I must get the SIC to the medical provider when possible. 

14. Report to the county department when I receive health care services because of an accident or injury caused by another 
person's action or failure to act, for which Medj-Cal has been, or may be billed. 

lS. Cooperate with the State or county in establishing paternity and identifying any possible medical coverage lor my family 
may be entrtled to through an absent parenL 

16. Cooperate with the State of California if my case is selected for review by the qualrty control review team, If I refuse to 
cooperate. my Medi-Cal benefrts will be stopped. 

I UNDERSTAND THAT: 

1. Failure to give necessary facts or deliberately giving false facts can result in Medi-Cal benefrts being denied or slopped 
My case may also be investigated for suspected fraud, 

2. The facts I give will be checked by computer with facts given by employers, banks, SSA. Franchise Tax Board. welfare. 
and other agencies. I will have the right to give proof to correct any facts which are found to be wrong. 

3. Aliens who are nol in a satisfactory immigration status and do not have an SSN can get restricted Medi·Cal without 
applying for an SSN if they meet all the rules. 

4, Immigration status dala given as part of the Medi·Cal application is confidentiaL 

5. Based on my income.·1 will have 10 payor be billed for part of my medIcal expenses before I can get Medj·Caf. 

6. If I do not report changes promptly, and because of thiS, receive Medi-Cal benefits that I am not eligible for, I may have to 
repay the Sta1e Department of Health Services. 
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IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL (Continued) 

7. If I am receiving Medi-Cal based on disability and f apply for disability benefits from the SSA. and the SSA denies my 
disability daim. my Medi-Cal may be stopped. If I appeal my SSA denial right away. my Medi·Cal will continue until the 
SSA makes a final decision. If the SSA allows my claim, lhen my MediCal benefits wIn continue. If the SSA does not 
allow my claim, then my Medi·Ca! benefits will .stop. 

8. As a condition of Medj·Ca! eligibility, al! rights to medical sLpport and/or payment for medical services fer myself and any 
eligible persons that I have legal responsibility for, are automaticaliy assigned to the State. 

9. If medical support is court-oroered from an absent parent for my children. the insurance carrier must allow me to enrol! 
and provide benefits to my children without the absent parent's consent 

10. If I don't apply fOf or keep no-cost health coverage or stale-paid coverage, my Medi-Cal benf{f:ts and/or eligibility wi:! be 
denied or slopped. • 

11. When I apply for Medi-Cal, I will be evaluated for potential eligibility under other medical assistance programs. including 
the HIPP and EGHP programs. 

12. If I ask a Medi·Cal provloer for any services not covered by my non-Medi·Cal hearth insurance plan, f must give the 
medIcal prcvider a ',omtten statement from my health plan saying it does not offer the Medi-Cai-covered services. 

! 3 Medi-Ca! providers cannot collect insurance copayment coinsurance, or deduclib~es from me unless the payment IS used 
to meet my Medi-Cal share of cost and/or copaymer,tf 

14 If I am admitted \() a nursing facility and I have nO' Intention of returning 10 my home. the State may impose a lien against. 
my property. 

15 After my death, the State has the right to seek reimbursement from my estate for aJl Medi-Cal benefits I received after 
age 55 unless I have a surviving spouse (during hiS or her lifetime), minor Children, blmd or permanently and totally 
disabled ch,ldren, or ,i would create a hardship for my heios. 

l6. After the death of my sUrliiving spouse, the Slate has the right to claim trom the part of his or her estate received from 
me, all Medi·Car benefrts I received after <19$ 55 up to the amount of property my spouse receiyed from my estate. 

tmer 

. ___ . am applying for Medi·Cal benefits from 

__ ~ ___ . ____ "" __ '. _____ ' County Welfare Department (on behalf of .. __ ~.,, ______ . _____ r 

, hereby state that f have reviewed the ir.formation on this form with the county representative and that I fully 
Jnderstand my RIGHTS AND RESPONSIBILITIES to have my eligibifity determined for ~1I1edj-Cal and 10 maintain 
hat eligibifity. 

I have explained to the applicant the rights, responsibilittes, and other information listed on this form. 
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C"se Nanw ________ _ Caoe Number _________ _ 

SUPPLEMENT TO STATEMENT OF FACTS FOR RETROACTIVE COVERAGEJRESTORATION 

II/Iy present circumslanc(,s, as listed on the Statement of Facts which I signed on ___ -=-_~ __ -~ are INe and correct statements, 
{O"'''J 

to the best of my knowledge, for the month($) of ___ .,,-_____ -:-__ -:_~~_---­
(fOl' relQr]f~_fhl'S ~k1t...1.N' ~1I).....t.ChCl'H!'nItQ~IIS~) 

except as specitied below. 

lrcumstances that arelWere different: (It no change, write In "No change. ') Documentatlon is neeaea to verify an sources of Income and 
to support any dIfference in property. residence, etc. 

- =""'""'"",,,'*,,,:-;;Ow,, mx= 

Month: Month: Month: 

Circumstances , 
Number of persons living In your home 

Incomt':'--
Specify any d.Herences in: 

Amount of income 
Kind of income -
Work expenses 
Education e:<penses 
Child care 

Ail Persona! Property Including motor ! , .. chicles. boats. bank accounls, etc. 
(Lowesl bank account balances should 
be listed for each month unless they Checkmg: Checking: Checiung 
were exactly the same as the balance 
Imted on the Statement of Facts, l.st Savings: Savings: Savlncr.. 
differences 01 state 'No chanqe -
Real Property (list d.fferences only Of 

stale - No change ") 
I 

,-
California Resident 0 Yes o No 0 Yes 0 No C y...-:; [j ~o 

-
Other Insurance Coverage Ch.'lnge C Yes o No 0 Yes 0 No " \'l'~ C No L.l 

Other (lIst differences only or slate 'No 
change:) 

I vnderstand that I may not retroactively spend my property down in order to reduce its amount and thereby qvahty tor t..k-dt-Ci)/ 

I understand that I may be asked to prove my statements but that !he county IS required by law to keep them conf.denbal, and !hal d dt<;:;atdJed, 
I have a right to a fair heating. I understand that iff deliberately make false statements or withhold informat:on, I C1n be ptc .. ..ccut(-d k< fraud. 

The follOWing person helped me to fill out this form: 
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4U-NOnCES OF ACTION 

Federal regulations (Title 42. Code of Federal Regulations. Section 435.912) require that the welfare 
department: 

-must send each applicant a written notice of the agency's decision on his application. 
and. if eligibility is denied. the reasons for the aclion. the specific regulation supporting 
the action. and an explanation of his right to request a hearing.· 

In addition, Section 431.210 states that the notice must provide an explanation of the circumstances 
in which aid paid pencfmg applies. 

I. Completion of Notices of Action 

Approval Notices of Action (NOA)"rnust be sent to the"appficant within the"1ime standards specified in 
Title 22. Code of Ca6fomia Regulations. Section 50177. Approval NOAs must contain the names of 
the individuals affected, the application date and effecdve date. "if different, and any other information 
specific to the case. such as share of cost. restricted benefit information. etc. 

For persons in a nursing facUltY. the original NOA should be mailed to the applicant at the nursing 
facirltY, and. if requested by the family. a copy to the administrator of the facility. Speed letters and 
other -condiUonal notices- are not reQUired to be sent to the administrator. In addition. the county shall 
send a copy to the individuafs representative if another person is acting on hislher behalf. 

For any adverse NOA (such as a denial. increase in share of cost or other change in benefits). the 
appropriale section numbers of Title 22 !!'l\!§! be included which would refer the individual to the 
corresponcfmg regulation. The citation of section numbers for non-adverse NOAs is optional. 

NOAs sent to deny or discontinue Mecli-Cal benefits must also have the specific reasons Slated that 
necessi1ated the action. A NOA issued to deny an applicant who has not provided information 
requested and needed forthe eligibility determination, for example, should specifically 6stthe items that 
had been previously requested but not provided. 

EXAMPlE: 
. 

Bob and Delores Doe apply on June 1. 1995. During the intake face-to-face interview on 
June 9. 1995. the applicams are advised that they need to provide their last three pay stubs. 
a copy of the current bank statement for a savings account at WeDs Fargo Bank. and the 
current statement for a checking account at their credit union." At this time. they are given a 
written request for these items which are due on June 19. On June 20, the el"lgibility worker 
fEW) receives two pay stubs for Mr. Doe and three for Mrs. Doe. and a bank statement for the 
credit union account. but the Wells Fargo account statement and the May 19 pay stub for 
Mr. Doe are still needed. The EW send a speed letter to 1he Doe's stating that the Wells Fargo 
SIat8m8nt and the May 19 pay stub for Mr. Doe must be received by June 30 or the application 
wiD be .denied. 
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On July 3 a denial NOA is sent with the foUowing message: 

-Your application dated June 1. 1995 for Mea .. CaI is denied. The reason for this denial is: 

You did not provide the foUowing information requested on June 9 and June 20. 1995: 

pay stub dated Sn919S for Bob 
WeDs Fargo bank statement 642315424 for May 1995.-

The NOA must be specific so 1hat the applicant knows exactly what must be provided to the county 
to detennine Mecf .. cal eligibility. Some applicams have numerous' bank accounts. ·rlfe insurance 
policies, eIC •• and a generic statement1hat they have not provided a -bank statement- or -6fe insurance 
policy- is not adequate without aMltionai identifying information. 

, ' 

In addition,1his denial NOA wDl cite sections S0167 (Verification Prior to Approval) and S0175 (Denial 
or Discontinuance Due to Lack of Information. Noncoopermion or Loss of Contact). Every action 1hat 
an 'application may be denied on muSt be stated on the NOA with the corresponding regulation sections 
ciIed. 

II. ADEQUATE AND nMELY NonCE 

-Adequate noUce- must be mailed by the county to the appIicantIbenef no later than the date of 
the action for the foDowing situa1ions: 

o Factual information has been received that the beneficiary is decaased. 

o A written sanement that the applicant/recipien wishes to withdraw an application or 
discontinue Mecft=Cal benefits. 

o The b8neficiary signs 8 waiver of 18n-day notice. This will normally occur when a 
change to the individuals' income, property or family makeup would resutt in 
termination, or increase in share of cost and the beneficiary knows 1hat the adverse 
action must take place due to that' change. 

o The beneficiary's whereabouts are unknown and maD has been returned indicating no 
forwarding address. If 8 new forwarding address is' supp6ed by the post office, the 
county must re-maiJ the NOA to the new address. 

o If the new address indicates out-of-state residence. 

o If information is received 1hatthe beneficiary has been approved:for M~ in another 
county. 

-Tamely notice- is a NOA mailed at least ten clays before the date of the action specified in the NOAs 

m. NOAs AND AUTHORIZED REPRESENTATIVES 

Many times an applicant or beneficiary will designate another person or organization 10 act as the 
u.l8Im8diary1D funnel information between the appIicantIbenefciary and the county. These -authorized 
represematives- CARs) many times request that the county send a copy to 1hem of every NOA which 

. is san to the applicantlbeneficiary. 
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Per All County Weffare Directors Letter lACWDU Nos. 91·98 and 93-84. the AR is only permitted a 
copy of a NOA which the applicantJbeneficiary specifically requests be sent to the AR. The counties 
are not obligated to issue NOAs on a routine basis to anyone other than the applicantlbeneficiary or for 
those listed in I on page 4U-1 of this procedure. 

There is one exception to this policy. The county m required to provide copies to the AR of all NOAs 
or other correspondence that the county has sent to an applicantlbeneficiary in regard to a hearing 
request or hearing issue if the county has received notification from the applicantlbeneficiary that the 
AR is authorized to represent him/her. . (ACWDL 95-30) 

IV. MINOR CONSENT AND NOAs 

A child applying on 'the basis of Minor Consent shall be given a NOA in the office at 'the conclusion of 
the interview/e6gibility determination •. MC 239Y is the appropriate NOA to use for Minor Consem 
situations. This NOA has the appropriate section citations pre-p in ted "on 1he-form. The EW should 
advise the applicantlbeneficiary to read and destroy the NOA if confidentiality may be compromised due 
to their living 'situation. -

A copy of the MC 239Y is attaChed. 
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... ~:. •• II ... --. ....... 

MEDI-CAL. . 
NOTICE OF ACTION 

APPROVAL OF BENEFITS 

--CASENAME: ________________ ___ 

CASE NO.: _________________ _ 
DISTRICT: _________ _ 

-1 THISAFFECTS: ______ _ 

:J You are en1it1eC1lO receive MedioCaI DenefiIs begiiuing 1M firs! Clay of . You will receive a 
Medi-Cal Benefits 1cIes1li&:::aliUi. CanS soon. Do not thnWIf tIIis t:arrI ... y. This cans is gaoCI as lOng as you are 
eligible tor Medi-CaL TaKe .. CIIaSIic can, ID your CIaCIDr or CIIher Medi-CaI pnMder When you Iequest medical 
senriCeS. 

w Since your income exceedS 1M cnount aIICIwecS fDr living expenses. you IIBve a SftIIre of cast 10 pay Dr obIigaIe 

towarCI your medical care. Your snare of cost is S beginning . Your snare of 

cost was c:arnPuIed as fallows: 

Gross Income S __________ _ 

Net NOheaemtit tncome $ __________ _ 
~~~ S __________ _ 

Excess Inc:omeJShare of Cos! S _______________ _ 

Your DIaStIC cam will ShOW your provider il you have a snare 01 cost 10 oar. The amount mat you must DaY or 
~ 10 the ~r wiH De ~y computed. The regulation when reQUIreS II1IS aCDOn IS caJitomIa Cooe 
of RegulaUOnS. Title 22. SecDc:t 506S3. 

:J YOU are eligible tor Medi-CaI DenefiIs for onty DeCaUSe you nave aDPiIeCI tor MI'Ior Consent 
SeMces .., must IappIy each monm 1hat you need MeO-CaI. The reguIDOn$ whICh reauire 1hIS aCDOn are 
calrtorma Cooe of Regutations. Title 22. Sections 50'47.' and 5Q163. You' will receive a oaoer Medi-car 
IQenuflcalioil card. Take II1IS cans 10 your medICal DfC)YIOer wnen ?O!l'c=am'care tor your MInot Consent neee. 

:J You are eIi9ibIe tor Medi-cal benefits to~ ___________________ onty beCaUSe 

__________________________ . The regutallOftS wtuc:n reouire trus 

a=on are catiIomIa CoCIe of RegulatIons. Tille 22. Sec:Don(S): 

:J You must Dring or mail 1M verilicazioh IisZed below by __________ or your eligibility tor Medi-caJ 

~- -oc __ , 
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4V - MINOR CONSENT MEDI-CAL SERVICES 

1. BACKGROUND 

Califomia Family Code provides that a minor may, without parental consent, receive services 
related to sexual assault, pregnancy and pregnancy-related services, family planning, sexually 
transmitted diseases, drug and alcohol abuse, and outpatient mental health treatment and 
counseling. 

Minor consent services are categorized by age as follows: 

UNDER AGE 12: AGE 12 YEARS AND OLDER: 
• pregnancy and pregnancy-related care • sexually transmitted diseases treatment 
• family planning services • drug and alcohol abuse treatment/counseling 
• sexual assault services • mental health outpatient care 

• pregnancy and pregnancy-related care 
• family planning services 
• sexual assault services 

Methadone treatment, psychotropic drugs, conwlsive therapy, psychosurgery, and sterilization are 
excluded from the services which a minor may receive without parental consent. The 
above-named services which a minor may receive on his/her own will be referred to as "minor 
consent services.· 

The Medi-Cal regulations and procedures are different for minor consent Medi-Cal coverage than 
they are for full-scope Medi-Cal coverage in the areas of: 

• parental informing of the child's need for medical care, 
• parental consent to Medi-Cal coverage for the child, 
• parental consent to medical treatment of the child, and 
• parental financial responsibility for the child's medical costs. 

State law provides that persons under 21 years may apply for minor consent services Medi-Cal I 
without their parents' consent or knowledge. The statute further provides that the parents shall 
not be required to contribute to the cost of minor consent services. However, the parents' income 
and property must be considered in the eligibility determination for Medi-Cal if the child requests 
other medical services not covered under minor consent services. 

State law requires that the parents or guardians of a minor receiving outpatient mental health 
treatment or counseling, or services for drug or alcohol related problems be contacted and 
encouraged to participate in the treatment. The parents or guardian may not be contacted if the 
health care professional treating the minor believes it would not be advantageous to the minor to 
have parents or guardian involved. If the parents or guardian do panicipate in the treatment, they 
are required to pay for their share of any services they panicipate in - i.e., family counseling or 
individual/couple counseling tor the parentIs). 

Although all minor consent cases are confidential, 'the parents' or guardian's knowledge of their ( 
chid's circumstance in no way affects e6gibility for minor consent services, and no contact shall 
be directed to the parentis) or guardian(s). A minor must apply for minor consent services. 
Parent,s} can not apply on behalf of their minor child. However, one parent may accompany a 

5014'.1 
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minor to apply for minor consent services when there is a need or desire to maintain 
confidentiality with the other parent. The confidentiality requirement is not waived in this situation. 
Notices of Action (NOAs) shall not be sent to the home address, etc. 
 

2.          COUNTY WELFARE DEPARTMENT RESPONSIBILITIES 
 

Minor consent services, other than pregnancy and pregnancy-related services, are supported 
with State funds only. California received State Plan Amendment approval to claim Federal 
Financial Participation (FFP) for all pregnancy-related services provided through Minor Consent 
Services.  Effective October 1, 1996, these services are eligible for FFP. For all other Minor 
Consent Services, no federal funds are claimed since the income and resources of the minor's 
parents/guardians are not considered in establishing eligibility. Therefore, it is critical that the 
following criteria be strictly adhered to: 
 
a. Processing of Minor Consent Applicants Under 21 Years Who Are Adults 
 

Persons under 21 years of age who are defined as adults under the definition of 
regulation Section 50014 are not eligible for minor consent services and should be 
processed for full-scope Medi-Cal. 
 

b.  Processing of Minor Consent Applicants Under 21 Years Who Are Not Physically 
Living With Their Parent(s). 
 
A minor must be considered living in the home to be eligible for minor consent 
services. 
 
If they are away temporarily, i.e., school/college, they are considered living in the home. 
If the minor is living temporarily with another relative or friend they are considered living 
in their parent(s1 home if their parent(s) are legally and financially responsible for the 
minor, i.e.; minor is claimed as a dependent for income tax purposes. 
 
If a public agency has legal responsibility for a minor he/she is not eligible for minor 
consent services. If a minor is a Seriously Emotionally Disturbed (SED) child they are 
considered living in the home in regard to determining Medi-Cal eligibility. An SED child 
may apply for minor consent services. However, minor consent Medi-Cal will not cover 
mental health treatment or counseling that is required by the child's Individual 
Educational Plan (IEP), whether the SED child is in 24-hour care or a day treatment 
program. 

 
c.        Processing Minor Consent Eligibility 
 

At the initial intake, and when an annual redetermination is required, a new MC 210 and 
21 9 must be completed. If a break occurs in the monthly reapplication for minor consent 
services, a new MC 210 and 21 9 OR MC 210A must be completed. Minor consent 
applicants are not required to provide their Social Security number (SSN) for 
eligibility. If the minor provides his/her SSN at application, the county is not to use 
the SSN for screening purposes or for any eligibility determination. To do so would 
compromise the minor's confidentiality. Minor consent applicants do not have to provide 
the same level of verification as an applicant for full-scope Medi-Cal. Minor consent 
applicants are not required to provide any identification. Section 501 67(D)4 
exempts the minor consent applicant from this requirement. In addition, Section 
501671V3(8) exempts the minor consent applicant from the requirement to verify 
pregnancy. 
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If the minor is employed, they must provide pay stubs. Bank account statements are 
required if they own a bank account and have access to the information. 
 
At intake, and every time a minor recertifies for minor consent services (except for 
outpatient mental health services, they must complete an MC 4026 (Request For 
Eligibility Limited Services). The Eligibility Worker (EW) must review the MC 4026 with 
the minor and verify that the information on the MC 210 has not changed. The revised 
MC 4026 contains specific rights and responsibilities that the minor must read and sign 
upon initial application and all subsequent recertifications. 
 
Minor consent eligibility is for a period of one month. Children receiving minor consent 
services, including outpatient mental health services, are required to report changes, 
which may impact their eligibility, to their EW in person each month. 

 
d.      Identification of Types of Minor Consent Services 
 

Children applying for Medi-Cal minor consent services must specify the type of services 
for which they are seeking coverage on the MC 4026. The Department of Health Services 
(DHS) has assigned four specific aid codes to reflect eligible minor consent services. 
These aid codes are effective September 1, 1997. With the implementation of these 
aid codes, the "L" codes previously used are eliminated. Listed below are the aid codes 
and categories of service for each: 
 
AID CODE    CATEGORY OF SERVICE 
 
7M Restricted to minors who are at least 12 years of age 

and limited to sexually transmitted diseases, drug and 
alcohol abuse, family planning, and sexual assault 
treatment. This aid code is not to be used for outpatient 
mental health services. This aid code may have a share 
of cost. 

 
7N Restricted to pregnant minors of any age, limited to 

pregnancy and pregnancy-related services. This aid 
code does not have a share of cost. 

 
7P Restricted to minors who are at least 12 years of age 

and limited to sexually transmitted diseases, drug and 
alcohol abuse, family planning, sexual assault treatment 
and outpatient mental health treatment and counseling. 
This aid code may have a share of cost. 

 
7R Restricted to minors under age 12 and limited to family 

planning and sexual assault treatment. This aid code is 
not to be used for outpatient mental health services or 
drug and alcohol abuse. This aid code may have a share 
of cost. 
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When minors present their minor consent Medi-Cal card to a provider, the provider verifies their eligibility 
through the Point of Service (POS) network. The eligibility verification system will return a restricted eligibility 
service message for the minor consent service entered into Medi-Cal Eligibility Data System (MEDS). The 
providers have been directed via the provider manual that minors are entitled to the category of service which 
is transmitted via the eligibility verification system.  Providers are also informed that minor consent services are 
confidential, and parents are not to be contacted regarding their child's receipt of the requested services 
(provider manual section 100-24). 
 

e.  Minors Requesting Outpatient Mental Health Treatment and Counseling 
 

Minors requesting outpatient mental health treatment and counseling must submit to the 
county welfare department a statement from a mental health professional which states 
that the child needs mental health treatment or counseling, the estimated length of time 
treatment will be needed. In addition, the statement must specify that the minor meets 
both of the following: 
 
[Minor] is mature enough to participate intelligently in the mental health treatment or 
counseling, and is one of the following: 
 

(a)  In danger of causing serious physical or mental harm to self or others 
without mental health treatment or counseling; OR 
 

(b)  An alleged victim of incest or child abuse. 
 

For purposes of this section, a mental health professional is: a licensed marriage, family and 
child counselor; licensed clinical social worker; licensed educational psychologist; 
credentialed school psychologist; clinical psychologist; licensed psychologist; or psychiatrist. 

 
The MC 4026 does not have to be signed each month that the minor is eligible for 
outpatient mental health services. The minor consent case may be approved each month 
that is covered in the statement provided by the mental health professional indicating the 
length of the treatment plan. However, as in all minor consent cases, the minor must 
been seen and the case must be approved each month and a NOA must be issued. 
The MC 239V NOA should be used for all minor consent cases. 

 
f.  Minor Consent Medi-Cal Card 

 
Minor consent beneficiaries receive a paper ID card that is good for one year from the date of 
issuance. Counties should not have to issue a new card when a minor reapplies for minor 
consent services unless it has been 12 months since the last date of issuance, or if the card is 
lost. When continuing or re-opening a minor consent case the issuance of the Medi-Cal card 
can be suppressed by typing "LOGS" at the card issue site on the EW 15 screen. 

 
A separate minor consent case does not need to be opened for minors who are already 
included in a public assistance case; a Medi-Cal Family Budget Unit (MFBU) with no share of 
cost, or for minors who apply for and receive Aid to Families with Dependent Children (AFDC) 
cash on the basis of pregnancy. In addition, if a minor is covered under a Managed Care plan 
the minor should be referred back to the plan for treatment unless the minor is requesting 
drug/alcohol abuse treatment or mental health treatment. If the minor is enrolled in a Managed 
Care plan and the minor requests drug/alcohol abuse or mental health treatment, a minor 
consent application should be taken and processed. 
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If the minor is included in an MFBU with a share of cost, issue the minor a minor consent 
Medi-Cal card. If the minor is included in a MFBU without a share of cost, issue a paper 
immediate need card.  If a minor requests services related to pregnancy, the unborn is 
included in the MFBU as an aided child. The maintenance need for two is used. Once the 
child is born the minor mother must apply for full-scope Medi-Cal for the child if Medi-Cal 
coverage is desired for the child. There is no continuing eligibility for the minor's child under 
minor consent services. A new case must be established for the minor's child. The minor 
parent is then an ineligible member of the child's MFBU. 

 
g.       Reporting of Minor Consent Eligibles 

 
To assure confidentiality, MEDS requires that all minor consent Medi-Cal identification cards 
be issued by an on-line transaction on a MEDS terminal using pseudo numbers rather than 
actual SSNs. To ensure that minor consent applicants/beneficiaries do not receive mailings 
from DHS, the county welfare department must not submit a home address to DHS via 
MEDS. 

 
h.       Other Health Care Coverage 

 
If the minor is included in their parents' MFBU and the child's parent(s) have other health care 
coverage (OHC), the county must remove the OHC code from the minor's paper immediate 
need card. County departments shall not report other health care coverage information for 
children who are applying for minor consent services unless the minor has his/her own OHC 
through and employer or other accessible source. 

 
If an immediate need card is being issued to the minor based on the parent's Medi-Cal case 
and the minor has an OHC code on MEDS, the county is to use the EW 15 transaction which 
will immediately and permanently remove the OHC code for that individual. This will avoid any 
situation in which the Health Insurance System (HIS) will reassert the OHC prior to the minor 
receiving the limited service that they are seeking. If there is no further need for a limited 
service, the county will have to reenter the OHC prior to the next month of eligibility on MEDS. 
This action assures assure that services are correctly tied to the OHC. 

 
i. Confidentiality and Child Abuse Reporting Requirements 
 

State law and regulations on minor consent services prevent the county welfare department 
from contacting the parents of a child applying for minor consent services only. The Child 
Abuse Reporting Law requires the county welfare department to report suspected child abuse 
to child protection agencies, law enforcement agencies, and agencies responsible for 
investigation of cases involving dependent children. County welfare workers should make 
reports as required by Penal Code Section 11166. 
 

3.  Medi-Cal Provider Responsibilities 
 

California regulations, Title 22. Section 51473.2 states that providers may render services to 
minors without parental consent only if: 

 
(1)  Those services are related to a sexual assault, pregnancy and pregnancy related, family 

planning, drug or alcohol abuse, sexually transmitted diseases, or outpatient mental health 
treatment and counseling; OR 

 
(2)  The minor is living apart from his/her parent(s) and neither the parent(s) or a public agency 

will accept legal responsibility for the child. 
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4.  DHS Responsibilities -- Beneficiary Explanation of Medi-Cal Benefits Statements (BEOMBS) 
 
 
DHS will take necessary precautions to assure that children receiving minor consent services will 
not receive BEOMBS (see Medi-Cal Eligibility Procedures Manual, Section 16-D). The Department 
does not send a BEOMB for any beneficiary who received a sensitive service (i.e.; abortion, drug 
and alcohol counseling, etc.). Therefore, minors who are issued a paper card copy on their parents' 
case should not receive a BEOMB. 
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__ .Q= __ N. ____ .. ___ ~ 
010 •• _ ............ 

REQUEST FOR B.JGIBIUTY UMI1'ED SERVICES - ____ fall 

IIIU .... _ 

iIi Iii iii i I I I 

PART A. 

I needlcontinue to need services ndated to: (Please check one or more of the foDowing.) 
AGE 12 YEARS AND OLDER: UNDER AGE 12 AND OLDER: 

1. D Sexual Assault 3. C Sexually Transmiuad Diseases 
2. D Pregnancy or Family Planning 4. C Drug or Alcohol Abuse 

5. C Outpatient Mental HaII:h· 

-If qquesling outpatient mental health .... "ices. a statement from a mental health Plof ss"~aaI confilming 1hm 
yau meet the raquiremems fOr those services must be presemad II) your Eligibility Worker. 

PART .. 
J am requesting medicalllSsi_1Ce for1he month of: ,_ 

Month Year 
D I choose to receive my Mecrt-Cal card irnmediazeIy upon signing this form. 

OR D I request that my Mecft-Cal card be sent to the foUowing address: 

Street Number ZIP Code 

PARTe. 

1. 

3. 

4. 

Me 4026 (11195) 

RIGHTS AND RESPONSBU11ES 

I understand that I wiD receive a paper Mecfi.CallD card that is good for one year from the issue date 
on the cans. This card is fOr identification only and does not verify eligibility. 

I understand that my eligibility is good for one month. and each month I need II'lIinor Consent medic:aI 
services I ~ come back into the weIfate depenment to recertify my efigibility to at least one of the 
above services. To allow time for my eligibility worker to process my recertification, I must come in 
and complete this form 8$ soon as I know I need to see a doctor or need medical care. 

I understaild that if any of the following occurs I must tell my eligibility worker at my next imer.riew 
when I recenify my e6gibility: 
a. I move out of my parent"slguarc5ans" house. 
b. I get married. 
c. My parent's) stop supporting me or declaring me as a dependent for tax purposes. 
d. I get a job or quit working. 
e. I acquire some property; i.e.; bank ~, automobile. stocks, bonds. trust funds, etc. 
f. I give birth or my pragnanc:y ends for any reason. 

I wiD receive thiS card and the medical services I have requested without my parentS/guardian being 
conracteG. 
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NOnce OF AcnoN 
APPROVAL OF BENEFITS 

-
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r 

L 
CASENAME: ________ _ 

CASE NO.: ---------------
DISTRICT: ----------------1HSAFFECTS. _______ _ 

:J You ....... ., ...... Medi-Cal .......... ., .. first day Of • You" ftICIiWe • 
MIIIIi-CII .......... tilellian c.d 100ft. 00,." ......... anI~. ThIS CIIId .. gDOd -1Dng - you .. 
..... .. MICIi-CaI. TaJee bS pIaIIC ...s 110 your __ or CIIINf' Medi-CaI .,...,.... "'*' you ...... ftIICIiCaI 
seN 

:J s.. your ..... ....as ........ ......, fDrlMil'9 ......... you ..... a .... of caa 10.., or CIbiIgIIIe 

~your"""l*L Your .... OfCDlt_S bagot-1I9 • Your ..... 

CDIt .. CIDIIIIDIMCI- toIcMs: 
Qaa~ s' ________________ __ 
MM~~ $, _______________ __ 

M. ___ NeId $, ___________ _ 

Emess~OfCost $, ___________ _ 

Your DI8SIC card .... snow your ptOWICIer it you ..... a sraare of cost flO DaY. "he amount ... yau IDUSt PIIY or 
....,.. ., .. ...,.,.... .. De __ 1t81IC:iIIy comouttICL Tfte teQUIiiIIIIOn wIW::ft IIIQUII'IIS l1lI'S _ IS CaIdamia CocIe 
of AegI ...... Tille 22. Sec:IIan 5C1153. 

:J You ....... tar MecII-CaI DenIIIS tor ~""'l'QU .... ....-stor MInor~ 
.5eN1CIIS .. __ fUCIPIY 8IIiCft a.II'IIh ... yau netIC IIIeOI-CaI T .. ~ WhICft reQUn 1hIS - ... 
C8Idonu Cole of ReguIabOftS. Tille 22. SeclaIS 50'''7. t and 50183. you .... l'8I:8fW8 • PIII* M«It-CaI 
..,... c. cans.. TaIat _ CIftIID JGUI" IIIIidIICIII orOWIOIr wnen yau _ .. tor your ...." eor... ...... 

:J You .. ...,... tor MedIoCaIbeMIIrS tor _________________ ontr 1111 __ 

___________ - ___________ • TIle ..... _WbCh ...... ibis 

:J Yau musr Dnng 01" ftI8II ..... dICIIIOn .....a .... Dr _________ or .,oar ........, tor MedioCal 
........ DltOiSCOl ............... aayof ________ _ 
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4X-Single Point of Entry Processing and 
Referrals to/from the Healthy Families Program 

 
I. BACKGROUND 
 

Welfare and Institutions (W&I) Code Section 14011.1 mandates a simplified 
Medi-Cal application package and mail-in process for pregnant women and 
children.  The intent of this law is to provide easy access for this population to 
apply for and receive Medi-Cal benefits as quickly as possible.  A joint mail-in 
application (MC 321) for the Healthy Families Program (HFP) and Medi-Cal for 
Children and pregnant women was developed.  The joint application is mailed to 
a single administrative vendor to be screened for income eligibility.  This entity is 
referred to as the Single Point of Entry (SPE).  The SPE administrative vendor is 
also the enrollment vendor for the HFP and in that role is referred to as the 
Healthy Families Administrative Vendor (HFAV).  Because the application 
process between SPE, the HFP, and counties has evolved over the past several 
years, the purpose of this section of the procedures is to provide counties with a 
comprehensive guide to the current SPE and HFP policies and procedures.  

 
II. The Application 
 

A. Application Formats 
 

1. MC 321 
 

The HFP/Medi-Cal for Children and Pregnant Women application 
(MC 321) is a mail-in application, to be used in lieu of the MC 210.  
The MC 321 is available in ten languages (English, Spanish, 
Vietnamese, Cambodian, Hmong, Armenian, Cantonese, Korean, 
Russian, and Farsi).  Counties may request the application in these 
languages using the HFP/Medi-Cal application order form available 
on the California Department of Health Services (CDHS) website.  
The website address is as follows:  www.dhs.ca.gov/mcs/medi-
calhome/HFApp.htm. 

 
2. Health-e-App 

 
Health-e- App (HeA) is a web-based application designed to 
parallel the MC 321 application process.  HeA is available for use 
by Certified Application Assistants (CAA) and counties.  It is not 
available for use by the general public.  Applying with HeA is a  
two-step process.  The first step is completing the application 
information via a secured Internet site as text data.  The second 
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step entails faxing all supporting information and signature pages to 
fax servers at SPE.  The CAAs are to fax the signature page and all 
supporting documentation within 24 hours from the time they 
transmit the HeA.  The above timelines are to allow the SPE to 
send all information together to the CWD.  

 
3. Telephone application 

 
Application by telephone is a third way an applicant can complete 
the MC 321.  The applicant can call SPE at 1-800-880-5305 and 
have a customer service representative electronically complete the 
application.  The form is mailed to the applicant for signature.  The 
applicant will need to confirm that the information is correct, sign 
the application, and mail the application back to SPE along with 
copies of the required documents, such as proof of income and 
deductions, proof of citizenship/immigration status and the first 
month’s premium.   

 
B. Opt-Out 

 
The MC 321 application informs applicants that based on the information 
submitted the children will be enrolled in the program they qualify for.  A 
question on the MC 321allows applicants an opportunity to choose to enroll 
in only Medi-Cal or only Healthy Families by checking the box of the 
program they do not want to be enrolled in.  This is considered “opting-out”. 

 
C. Assistance with the application 

 
If applicants need help in completing the application, they may call 1-800-
880-5305 to receive help in their language.  Operators at the toll free 
number can also provide applicants with the name and telephone number 
of a trained CAA in their community. 

 
III. SCREENING PROCESS AT THE SINGLE POINT OF ENTRY FOR MAIL-IN 

APPLICATIONS 
 

A. Processing Timeframes 
 

SPE has four business days to screen the initial application to no-cost 
Medi-Cal or HFP.  This includes contacting the applicant for additional or 
missing information (if necessary for file clearance), file clearance, 
reporting Accelerated Enrollment (AE), if applicable, and transmitting 
application information to Medi-Cal Eligibility Data System (MEDS).  If 
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enough information is available to screen to no-cost Medi-Cal, but not 
enough information is available to assign a Client Index Number (CIN), the 
application is forwarded to the County Welfare Department (CWD) without 
AE being issued.  If there is not enough information to screen the 
application to no-cost Medi-Cal, the application is forwarded to HFP for 
additional research. 

 
B. Screening Process Description 

 
1. SPE Mailroom Operations 

 
Applicants submit the MC 321, joint application form, in a  
pre-addressed envelope to SPE.  Once received at the SPE 
mailroom, the application and all accompanying documents are 
assigned a document control number (DCN) stamped with the date 
of receipt and are electronically imaged (scanned) into the vendor’s 
automated system. Applications processed through the web-based 
HeA are electronically transmitted to SPE, and are processed 
identically to the paper mail-in applications that are scanned into 
the system, with the exception that the date does not appear on the 
HeA application.  Instead the date of receipt appears on the cover 
sheet entitled, “Maximus Document Separator Sheet” that 
accompanies the application. 

 
2. Screening Procedures 
 

a. Initially, SPE screens all applications for the age-appropriate 
no-cost Medi-Cal, Federal Poverty Level (FPL) program for 
infants and children. The SPE income screening process is 
based on Section 8F-11 of the Medi-Cal Eligibility Procedures 
Manual (MEPM) and includes establishing the Medi-Cal 
Family Budget Unit (MFBU), responsible relative 
determinations, and income calculations applying all Medi-Cal 
income deductions.  
 

b. To screen for no-cost Medi-Cal, SPE conducts an age and 
income screening only, based upon the information stated 
on the application.  The screening does not review 
immigration status.  Income documentation, if provided with 
the application, is used for the income screening.  Also, if the 
child’s birth certificate is provided, it is used to determine the 
age and paternity of the child.  
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c. The SPE screening does not verify information that is 
provided by the applicant, such as income or immigration.  
SPE is not required to verify any of the information provided 
with the application.  It is possible that sibling children on the 
same application will not be screened to the same program. 

 
Note:  It is the responsibility of county Medi-Cal staff to 
request any required verifications from the applicant for 
children screened to Medi-Cal, and the responsibility of HFP 
staff to request any required verification from the applicant 
for children screened to the HFP. 

 
3. File clearance 
 

SPE conducts a file clearance on each applicant child and pregnant 
woman, following guidelines provided by CDHS.  SPE does not 
request Social Security Numbers (SSN) or cards.  If the SSN is 
provided, it is used in the file clearance process.  Based on the 
results of the file clearance, SPE either assigns a CIN to individuals 
that do not have a CIN, or uses an existing CIN for individuals 
known to MEDS.  If file clearance results in multiple CINs for an 
individual, designated staff research the records and complete a 
MEDS transaction to combine the duplicate records.  

 
4. Accelerated Enrollment (AE) 
 

If the screening process indicates potential eligibility for no-cost  
Medi-Cal, and there is no current or future month eligibility on MEDS, 
SPE reports AE eligibility to MEDS.  AE coverage begins the first day 
of the month in which the child was screened to no-cost Medi-Cal 
and will continue until the CWD makes the final determination.  SPE 
cannot discontinue AE.   
 

5. Applications Forwarded to the Counties 
 

The HeA and supporting documents are intended to be mailed 
together.  SPE forwards a transmittal, the original mail-in 
application or a copy of the HeA application and all supporting 
documents received with the application to the county of residence 
in any of the following circumstances (See Section F for detailed 
information on transmittals).  However, if SPE did not get the 
supporting documentation timely, the application will be mailed first 
and then SPE sends the verifications to the CWD as soon as they 



 
 
 MEDI-CAL ELIGIBILITY PROCEDURES MANUAL  
  

 

  
 
SECTION NO.:  MANUAL LETTER NO.: 303 DATE: 06/19/06 4X - 5  
  
 

received.  The field “Date original application forwarded to CWD” is 
entered on the transmittal.   
 
a. The screening process indicates potential eligibility for no-cost 

Medi-Cal for any of the applicant children and the applicant did 
not opt-out of Medi-Cal.  These children will have an “M” in the 
“Screened for” field on the detail transmittal form. 

b. Children age 19-20 applying for benefits. 
c. Question number 16 on the joint application, "I do not want 

Healthy Families" is checked. 
d. Question number 34 on the joint application, “Are any family 

members who are living in the home pregnant?” is marked 
yes or Section 2, questions 17-32 are answered under the 
last column marked, “Pregnant Woman”. 

e. Question number 36 on the joint application, "Do any of the 
people listed in this section, or any of the parents listed in 
Section 2, want Medi-Cal" is marked yes. 

f. Question number 49 on the joint application, “Does the 
pregnant woman and/or child want to apply for Medi-Cal 
coverage for any expenses in the last three months?” 
(Retroactive Medi-Cal) is marked yes. 

 
NOTE:  In some instances, SPE screens all of the applicant 
children to the HFP, but because the parents or older 
siblings want Medi-Cal, or there were medical expenses in 
prior months and retroactive Medi-Cal is requested, the 
application is forwarded to the county of residence.  The 
"screened for" indicator on the detail transmittal for those 
children screened to HFP will be set to 'H.' The CWD does 
not need to determine Medi-Cal eligibility for these children.  
The county should only explore Medi-Cal eligibility for other 
family members, and/or retroactive Medi-Cal.  No paperwork 
should be returned to the HFP. 

 
6. Transmittals 
 

SPE sends a detail transmittal with each application forwarded to 
counties.  A transmittal is a computer-generated form, which gives 
detailed information for the reason each application is referred to the 
CWD by SPE and the outcome of the income screening for each 
person that requests health coverage.  The application date is the 
date received at SPE.  This date is found on the detail transmittal.  
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See Section F below for an explanation and detailed description of 
the transmittal process.  
 

7. Applications Forwarded to HFP 
 

SPE forwards to the HFP the application and supporting 
documentation received with the application for applicants up to 
age 19 that did not opt-out of HFP in any of the following 
circumstances: 
 
a. Any child(ren) with countable income above no-cost Medi-Cal 

limits. 
b. A pregnant child up to age 19 with countable family income 

over the 200 percent Federal Poverty Level (FPL). 
c. Question number 16 on the joint application, "I do not want 

Medi-Cal" is checked. 
d. A county returns an application with the determination of not 

eligible to no-cost Medi-Cal. 
 

8. Notification 
 

SPE sends a letter to applicants advising them that their application 
was forwarded to the CWD of residence for a Medi-Cal eligibility 
determination, to the HFP or both CWD and HFP.  If the child is 
granted AE, a Benefit Issuance Card (BIC) and information on how 
to utilize Medi-Cal services are sent to the family. 

 
C. Program Opt-Out Actions 

 
1. Healthy Families Opt-Out 

 
If the opt-out question of the application indicates that HFP is not 
desired, SPE does not conduct an income screening, however, 
SPE will conduct a file clearance, assign a CIN for each applicant, 
screen for AE and forward the application and all supporting 
documentation to the CWD of residence.  The county must process 
the application even if the income is too high for no-cost Medi-Cal.  
The county must then make a share-of-cost Medi-Cal 
determination, including a property evaluation.  In this instance, the 
county should explain to the applicant that the children might be 
eligible to HFP, and ask them to reconsider their choice.  This 
consent can be either a signed statement or a verbal request.  The 
written authorization from the applicant must accompany the 
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application.  If the applicant’s consent to have the application 
forwarded to the HFP is verbal, the CWD should record this in their 
Medi-Cal record and also indicate this in the 'Comments' section of 
the transmittal and send it to the HFP.  Because the HFAV has the 
application and documentation scanned into its automated system, 
the county does not need to return the application or paperwork 
that accompanied the transmittal from SPE/HFP.  The county 
should include any new verification, the budget sheet and/or NOA. 

 
2. Medi-Cal Opt-Out 

 
If the opt-out question of the application indicates that  
Medi-Cal is not desired, SPE will forward the application to HFP.  
HFP requests any necessary information and verifications in order 
to complete an eligibility determination.  If the eligibility 
determination finds the applicant potentially eligible to no-cost 
Medi-Cal, HFP sends a letter to the applicant asking that Medi-Cal 
be reconsidered.  The applicant has 90 days in which to reply to the 
reconsideration letter.  If the applicant returns the reconsideration 
letter consenting to forward the application to the CWD within 90 
days, the HFP evaluates for AE eligibility, forwards the original 
application, the signed reconsideration letter, and all the supporting 
documentation to the CWD.  The Medi-Cal application date is the 
“date referred” on the detail transmittal.  If the reconsideration letter 
is received beyond the 90 days, the applicant will need to submit a 
new application with current verification. 
 

D. County Responsibility 
 

1. Processing Timeframes 
 

The CWD has 45 days to make a Medi-Cal eligibility determination.  
The Medi-Cal application date is described in Section F below. 

 
2. Eligibility Determination 

 
NOTE:  SPE does not require verifications when screening 
applications.  If the applicant sends in verification, it will be used in 
the screening process.  If no verification is received with the 
application, SPE will screen children based on income amounts 
listed on the application.   
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Upon receiving an application from SPE or HFP, the CWD is 
responsible for completing the Medi-Cal eligibility determination 
based upon Medi-Cal regulations.  Counties are to determine 
eligibility for children and pregnant women without delay.  If other 
family members request Medi-Cal, the CWD is not to delay the 
determination for children and/or pregnant women while obtaining 
the necessary information from the other members.  If additional 
information is needed for an accurate eligibility determination, the 
CWD shall use information/verification contained in open public 
assistance (PA) case records and/or case records closed within the 
last 45 days.  If the above is not available, then the CWD shall 
gather all required information/verifications from the applicant.  The 
county must report the outcome of all applications (grants and 
denials) to MEDS in order to shut down the AE or Child Health and 
Disability Prevention (CHDP) Gateway eligibility. 
 
The CWD must request any necessary information from the 
applicant for other family members requesting Medi-Cal or 
retroactive Medi-Cal and complete the determination based upon 
Medi-Cal regulations. 

 
3. Rights and Responsibilities 

 
The MC 321 contains a short list of Medi-Cal Rights and 
Responsibilities.  Counties must send the applicant an MC 219 
upon receipt of the referral from SPE.  A returned, signed copy of 
the MC 219 is not required; however, the counties must document 
that the MC 219 was mailed and the date mailed in the case file. 

 
4. Immigration Status 

 
Question 25 on the MC 321, asks if the person requesting coverage 
is a U.S. citizen or National?  If the question is answered “no,” the 
applicant must provide verification of his/her satisfactory 
immigration status (SIS).  The verification may be sent in with the 
MC 321 or within 30 days.  If counties have all other information 
necessary to make an eligibility determination and the child is found 
to be otherwise eligible for no-cost Medi-Cal, the child must be 
approved for Medi-Cal with full-scope benefits.  Once the 
verification of SIS is received, the CWD must run the Systematic 
Alien Verification for Entitlements (SAVE).  SAVE will ultimately 
determine an alien’s immigration status.  If the immigration 
verification is not received within the 30 days, the CWD shall 
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reduce benefits to restricted scope coverage after a ten-day notice 
of action period.  If the CWD receives verification that the applicant 
is not eligible to full-scope Medi-Cal, the CWD shall issue a ten-day 
notice and reduce benefits to restricted scope coverage. 

 
5. Brochures/Forms 

 
The following program brochures/forms are not included with the 
revised mail-in application and instructions.  Upon receipt of the 
mail-in application, counties are to send the following 
brochures/forms to the applicant: 

 
• The CHDP Informational Publication. 
• MC 007 “Medi-Cal General Property Limitations.” 
• Medi-Cal Brochure (Pub 68) 
• MC 003 Early and Periodic Screening, Diagnosis and 
 Treatment (EPSDT) Brochure. 
 
The above items may be mailed at the same time as the MC 219. 
 

6. Application tracking 
 

W&I Code Section 14011.9 mandates the department to issue 
instructions to CWDs via an all-county letter to establish an 
automated system for tracking the status of applications received 
by a CWD via SPE.  As a result, All County Welfare Directors Letter 
(ACWDL) 03-08 instructed counties to submit separate transactions 
for each individual listed on the application.  Two MEDS 
transactions are designed for this purpose, AP18 and AP34. 
 
a. AP18 – Reports the receipt of an application.  In instances 

where the CWD can determine the disposition of the 
application at the point of initial processing (e.g., denial due 
to duplicate application), the denial/referral can be submitted 
via the AP18. 

b. AP34 – Updates pending application information, reports the 
denial of an application or updates the status on a pending 
application previously reported to MEDS via an AP18.  This 
transaction is also used to report a HFP referral. 

 
7. County Returns to SPE 
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If after making the determination, the CWD finds that the child(ren) 
is not eligible for no-cost Medi-Cal, the CWD is to return the 
Healthy Families Administrative Vendor (HFAV) Transmittal Form 
with the “County Response Area” completed and the necessary 
enclosures.  The only exception to the above are undocumented 
children.  These children do not meet the eligibility criteria for HFP.  
See Section F of this procedures manual below for an explanation 
and detailed description of the transmittal process. 

 
IV. HFP ACTIONS 
 

A. Processing Timeframes 
 

HFP has ten calendar days from the date the application is received from 
SPE to complete the application review of a complete application and 20 
calendar days from date of receipt for applications needing further 
information or documentation (i.e., incomplete applications). 
 

B. Applications screened to the HFP by SPE  
 

In order for the HFP staff to determine eligibility for the HFP, all the 
necessary verifications, health plan choice, and premium payments must 
be processed prior to HFP enrollment.  Once eligibility has been 
established, health coverage begins in ten calendar days.  Once eligibility 
is established, children are covered for 12 months unless the child turns 
19, is disenrolled for nonpayment of premiums, or the family submits a 
written disenrollment request.  If eligibility is not established within 20 
calendar days from the date the application was received by HFP, the 
applicant is denied HFP and the applicant is sent the appropriate denial 
letter with appeal rights. 

 
C. Initial applications forwarded to the CWD by the HFP  

 
If the HFP determines that one or more of the children are potentially 
eligible for no-cost Medi-Cal, the application and supporting documents 
will be forwarded, under cover of a transmittal, to the CWD of residence.  
If all factors have been met for AE, the children’s AE eligibility will be 
reported to MEDS by SPE.  The Medi-Cal application date is the date the 
application was received at SPE.  This date is found on the detail 
transmittal. 

 
D. Annual Eligibility Review (AER) 
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Each year the family must submit an AER packet in order for the HFP to 
make a redetermination of eligibility.  HFP mails the packet not more than 
75 days and not less than 60 days prior to the subscriber’s anniversary 
date with the program.  The due date displayed on the AER packet is the 
subscriber’s anniversary date in the HFP.  AER packets are generally 
accepted all the way up until the last day of the anniversary month.  If at 
AER, the HFP determines that one or more of the children are potentially 
eligible for no-cost Medi-Cal and the family authorized the AER to be sent 
to Medi-Cal, the AER application and supporting documents will be 
forwarded, under cover of a transmittal, to the CWD of residence.  These 
children will receive two months of Bridging.  The Bridging program 
provides an additional two months of HFP for the child(ren) thus allowing 
the CWD time to make a Medi-Cal determination.  The Medi-Cal 
application date is the “Date referred” on the detail transmittal. 
 

E. Add-A-Person Applications – non-AER  
 

Sometimes, an Add-a-Person application is received at the HFP during 
the 12-month eligibility period, not at the AER, and the children screen to 
no-cost Medi-Cal.  In these instances, if the family authorized the 
application to be sent to Medi-Cal, the Add-a-Person form, the last 
application or AER on file with HFP, and all supporting documentation will 
be forwarded to the CWD of residence.  If all factors have been met for 
AE, this eligibility will be reported to MEDS by SPE.  The Medi-Cal 
application date is the date the add-a-person application was received at 
HFP.  This date is found on the detail transmittal.  Only the person on the  
add-a-person form will be evaluated for eligibility. 

 
F. Add-A-Person Applications – AER   

 
An Add-a-Person application can be received at HFP with the AER 
packet.  This may cause all the children or some of the children to be 
screened to no-cost Medi-Cal.  In these instances, if the family authorized 
the application to be sent to Medi-Cal, the Add-a-Person form, the AER, 
and all supporting documentation will be forwarded to the CWD of 
residence.  If all factors have been met for AE, this AE eligibility for the 
added child will be reported to MEDS by SPE.  The other children on the 
AER form who are determined to have income below the HFP income 
level will be granted an additional two months of Bridging HFP coverage 
while their application is forwarded to the CWD or the Reconsider Medi-
Cal letter is sent.  The Medi-Cal application date is the “Date referred” on 
the detail transmittal. 
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G. Re-enrollment Form 
 

If a child is disenrolled from HFP, the family may complete a  
re-enrollment form within 60 days of disenrollment.  HFP disenrollment 
always occurs on the last day of the month.  The re-enrollment form must 
be accompanied by proof of income and deductions as well as the first 
month’s premium and any past due amount.  If the HFP determines that 
one or more of the children are potentially eligible for no-cost Medi-Cal, 
and the family authorized the application to be sent to Medi-Cal, the  
re-enrollment form, the last application received and all current supporting 
documents will be forwarded, under cover of a transmittal, to the CWD of 
residence.  If all factors have been met for AE, the children’s eligibility will 
be reported to MEDS by SPE.  The Medi-Cal application date is the “Date 
referred” on the detail transmittal. 
 

H. Premium Re-evaluation Form 
 

At any time of the year, a member may ask for a Premium  
Re-evaluation Form in order to request HFP to reevaluate the monthly 
premium.  This form must be accompanied by proof of income and 
deductions.  If the HFP determines that one or more of the children are 
potentially eligible for no-cost Medi-Cal and the family authorized the 
application to be sent to Medi-Cal, the Premium Re-evaluation, the last 
application or AER form received and all current supporting documents 
will be forwarded, under cover of a transmittal, to the CWD of residence.  
The children who have been on HFP will be bridged for two months in 
order to allow the CWD adequate time to make an eligibility determination.  
The Medi-Cal application date is the “Date referred” on the detail 
transmittal. 

 
V. CWD Forwarding to HFP 
 

A. New applications 
 

If the CWD determines that the applicant child(ren) is eligible for share-of-
cost Medi-Cal or is denied Medi-Cal, the family income is below 250 
percent FPL and the parent/caretaker consents, then the case will be 
forwarded to the HFP.  The most current application, supporting 
documents, copy of the NOA sent to the client showing the SOC amount 
or denial reason and a copy of the Medi-Cal Budget Computation 
Worksheet (unless the complete budget computation is found on the NOA) 
will be forwarded, under cover of a transmittal, to the HFP. 
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B. Redeterminations 
 

If at the annual redetermination the family’s income is found to be above 
the child's FPL for no-cost Medi-Cal, but within the HFP income 
guidelines, and the applicant authorizes the application to be forwarded to 
HFP, then the CWD will forward the application to the HFP.  The packet 
must include the most current application, supporting documents, copy of 
the NOA sent to the client showing the SOC amount and a copy of the 
Medi-Cal Budget Computation Worksheet (unless the complete budget 
computation is found on the NOA) under cover of a transmittal, to the 
HFP.  These children will receive one month of Bridging.  The Bridging 
program provides an additional month of no-cost Medi-Cal for the 
child(ren) thus allowing adequate time for the child to apply for HFP.   
Note:  If the family has given the CWD authorization to forward the 
application to HFP, the CWD must forward the application to HFP for a 
determination and not request the family to send in a new application to 
the HFP. 

 
VI. TRANSMITTALS 
 

Transmittal forms are the main form of communication between SPE, HFP, and 
the CWDs.  For this purpose there are four transmittals.  They are the HFAV 
Summary Transmittal; HFAV Detail Transmittal; County Summary Transmittal, 
and County Detail Transmittal.  Below are instructions on completing and reading 
each of the transmittals.   

 
A. HFAV Summary Transmittal 

 
1. Description 

 
This is a computer-generated summary of all applications being 
referred to the CWD.  The CWD shall review the HFAV Summary 
Transmittal for accuracy prior to assigning the cases.  If CWDs 
discover a discrepancy between the number of applications listed 
and the actual applications sent, the CWDs are to contact the SPE 
Liaisons immediately (See Section G below regarding SPE 
Liaisons). 

 
2. Explanation of Fields 
 

i. County Name This identifies the County to which the 
applications belong.  Please review the 
transmittal to ensure the county identification is 
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correct.  If it does not belong to your county, 
please return it immediately to: 
Healthy Families 
Attn:  SPE  
P.O. Box 138005 
Sacramento, CA 95813-8005 
 

ii. Courier Number SPE use only. 
iii. Total Apps Total number of new applications (same as 

intake at CWD). 
iv. Total PREs Total number of cases determined to be 

potentially eligible to Medi-Cal at the time the 
Premium Re-evaluation form is evaluated. 

v. Total AERs Total number of cases determined to be 
potentially eligible to Medi-Cal at the Annual 
Eligibility Review (same as redeterminations at 
CWD). 
 

vi. Total AAPs Total number of add-a persons (same as 
CWD). 

vii. Total Addl Total number of cases having sent in additional 
information or verification since the original 
application was forwarded to the CWD. 

viii. Total 
Transmittals 

Grand total of applications sent and should be 
the total of above 5 categories (iii-vii). 

ix. Family Number 
(FMN) 

This is the SPE/HFP case number.  It is also 
known as the Case Control Number (CCN).  
This number is needed when CWDs contact 
HFAV with questions regarding a case.  This 
FMN can also be used as a search option in 
MEDS via IAPP screen to track an application. 

x. Transfer Type Specifies the type of document, such as new 
application AER, AAP, Addl…or Pre  

xi. AE Eligible A “Y” in this column means the child was 
granted AE. 

xii. DCN Document Control Number (DCN):  a tracking 
number used by SPE  

 
B. HFAV Detail Transmittal 

 
1. Description 
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This is a computer-generated form that accompanies each 
application referred to the CWD by either SPE or the HFP.  The 
transmittal is a summary of each application sent and advises the 
CWD how the application was screened by summarizing items, 
such as how each person is screened, the family composition, and 
income used. 

 
2. Explanation of fields 

 
a. Case Level Information 

 
County Name This identifies the designated County.  Please review 

the transmittal to ensure the county identification is 
correct.  If it does not belong to your county, please 
return it immediately to: 
Healthy Families 
Attn:  SPE  
P.O. Box 138005 
Sacramento, CA 95813-8005 

Date original 
application 
forwarded to 
CWD 

If this field contains a date it is because SPE or the 
HFP had previously sent the original application.  
SPE/HFP are now forwarding changes, new 
verification or new information on one or more 
members of the application.  Use this date to track 
when the original application was forwarded to the 
CWD. 

Case Control 
Number (CCN) 

This is the same as the FMN on the Summary 
Transmittal.  This is the SPE/HFP case number.   

Date Received This is the date SPE received the original 
application.  Use this date as the Medi-Cal 
application date for new applications and for Add-
A-Person applications not associated with the 
AER. 
 

Date Referred This is the date the HFP determines an application 
should be referred to Medi-Cal.  Use this as the  
Medi-Cal application date for HFP AER, Add-a-Person 
applications associated with the AER, Premium  
Re-evaluation Form, Re-enrollment Form and when a 
family opts out of Medi-Cal and then signs a 
reconsideration letter. 
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Opt-out of HF Y= Family does not want HFP.  The county must 
process the application even if the income is too high 
for no-cost Medi-Cal.  The county must then make a 
share-of-cost Medi-Cal determination, including a 
property evaluation.  The county should explain to the 
applicant that the child(ren) might be eligible for the 
HFP, and ask if they want to reconsider their choice. 
The family’s consent can be either a signed statement 
or a verbal request.  If the consent to have the 
application forwarded to the HFP is verbal, indicate 
this in the 'Comments' section of the transmittal and 
return it to the HFP. 
 

Unlisted Member 
Wants Medi-Cal 

Y= Question number 36 on the joint application, "Do 
any of the people listed in this section, or any of the 
parents listed in Section 2, want Medi-Cal" is marked 
yes.  The CWD will make a Medi-Cal determination for 
these individuals. 
N = No other family members are requesting Medi-Cal.

Retro MC 
Requested 

Y = Question number 49 on the joint application," 
Does the pregnant woman and/or child want to apply 
for Medi-Cal coverage for any expenses in the last 
three months?” (Retroactive Medi-Cal) is marked yes.  
The CWD will make a determination for retro Medi-Cal 
based on the regulations for retro Medi-Cal. 
N = Applicant is not requesting retro Medi-Cal. 

Type This designates the type of application being 
forwarded: 
SPE:  A new case that was screened to Medi-Cal 
through Single Point of Entry. 
HF:  A case that was screened to Medi-Cal by an 
Eligibility Enrollment Specialist (EES) through Healthy 
Families (This would include initial applications 
screened to HFP originally but further verification 
screens them to Medi-Cal, Re-enrollment). 
AER:  This case was screened to Medi-Cal during the 
Annual Eligibility Review. 
ADD:  This case was screened to Medi-Cal while an 
Add-a-Person form was worked on by HFP. 
PRE:  This case was screened to Medi-Cal while a 
Premium Re-evaluation form was worked on by HFP. 
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b. Individual Level Information 
Member Numeric number assigned to each member of the 

application.  (Same as person number in the CWD). 
1=Applicant 
2-99 All other persons 

CIN# This is the Client Identification Number (CIN) that SPE 
has assigned to this individual. 

Names Last Name; First Name; Middle Initial:  This should list 
all the names of individuals listed on the application.  
CWD should review for accuracy. 

Relation to 
Applicant 

This indicates the individual’s relationship to the 
applicant as determined by SPE or HFP. 
1  * Applicant’s child M   * Adopted child 

2   * Second adult’s 
child 

N Niece or nephew

3   * Significant other O Other 

A Aunt or uncle P Parent 

B Step-child Q   * Cousin 

C Common child S Spouse 

D   * Son or daughter-
in-law 

T Stepfather 

F Foster child U   * Unborn 

G Grandparent V Stepmother 

H   * Dependent of a 
minor dependent 

W Ward 

J Brother or sister X   * Ex-spouse 

K Grandchild Y Self 
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L Legal 
guardianship 

  

 
Date of Birth The date of birth for each individual.  CWD should 

review for accuracy. 
SSN The social security number for each individual, if 

provided.  CWD should review for accuracy. 
Screened for This field indicates which program the individual has 

been screened to: 
M = Medi-Cal 
H = Healthy Families 
N = Not screened to either program 

Pregnant 
Indicator 

Y = Question number 34 on the joint application, “Are 
any family members who are living in the home 
pregnant?” is marked yes or Section 2 questions 17-32 
are answered under the last column marked, 
“Pregnant Woman”.   
N = Not pregnant 
Counties shall expedite eligibility determinations 
for all pregnant applicants. 

AE Start Date Effective date of Accelerated Enrollment.  The AE 
effective date is the first day of the month in which 
eligibility is determined.  This eligibility is only 
terminated when the county reports a Medi-Cal 
eligibility determination (approval or denial) on 
MEDS. 

Budget Unit The budget unit the individual belongs to per SPE/HFP 
screening. 

* These relationship codes are not used at this time.  CDHS will advise county staff if 
these codes will be used in the future. 
 

c. Income/Budget Unit Section 
 

Member The member number to whom the income is 
associated. 

Frequency of 
Income 

A = Weekly 
B = Bi-weekly 
C=  Bi-monthly 
D = Monthly 
E = Yearly 

Type of Income SPE/HFP assigns a number or letter to each type of 
income. 
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1 Employee pay 
stub 

G RSDI 

2 Federal tax form H Veterans 

3 Award letter I Railroad Retirement 

4 W2 (not accepted 
by HFP) 

J SDI 

5 Bank statement 
with direct deposit 

K Worker’s 
Compensation 

6 Employer 
statement 

L Unemployment 

7 Quarterly P&L 
statement 

M Pension/retirement 

8 NOA N Grants 

9 Child support O Settlements 

A Alimony P Gift 

B SSA Q Lottery/bingo 

C Self-employment 
statement (not 
accepted by HFP 

R Other 
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F Affidavit   

 
 

Income Type 
Amount 

The gross amount of income associated with this 
member, income type and frequency as determined 
by HFAV. 
 

Budget Unit The Budget Unit number that HFAV associates with 
the corresponding income and individual.  Not used 
by CWD. 

Family Size The total number of family members on the case 
used by HFAV to determine income levels for the 
corresponding Budget Unit.  (Same as MFBU in 
CWD). 

Total Gross 
Income 

Total monthly income, before deductions, as 
determined by HFAV. 

Deductions The total amount of deductions allowed by HFAV for 
the corresponding Budget Unit.  This includes the $90 
deduction for work, when appropriate. 

Total Net Income This is the Total Gross Income minus deductions. 
Percent FPL This is the percentage of the Federal Poverty Level 

for the corresponding Budget Unit, as determined by 
HFAV. 

Members These are the members who are part of this Budget 
Unit.  (Same as MBU in CWD). 

 
d. County Return Section 

 
Case Name CWD enters the case name. 
Case Number CWD enters the county case number. 
County 
Representative 

CWD enters the name of the person completing the 
transmittal. 

Phone Number CWD enters the phone number for the above person. 
Date Referred CWD enters the date the transmittal is being 

completed for return to SPE. 
Reasons for 
Return to SPE 

CWD checks the appropriate box(es) for why the 
transmittal is being returned. 
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Applicant checked “I do 
not want Healthy 
Families.”  Applicant 
now wants Healthy 
Families. 

If the applicant has 
given written permission 
to forward the 
application to HFP, then 
forward the written 
statement.  If 
authorization was over 
the phone, use the 
comment section to 
record the authorization. 

CIN was missing, now 
located or a new one 
assigned. 

Check this box if a new 
CIN is assigned, the 
wrong CIN was listed on 
top portion or if there are 
CIN merges needed. 

Amount of child support 
or child care expense 
shown on application 
not verified. 

Check this box if the 
verification is not being 
provided, and this 
results in the member(s) 
having a SOC.  CWD 
must indicate the 
member, the SOC 
amount and provide the 
NOA and budget sheets.

Changes in household 
membership. 

Check this box if the 
CWD has a change in 
family composition, 
which results in a 
different eligibility 
determination. 
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Not eligible for Medi-Cal. Check this box if it 
applies and use the next 
few boxes to further 
explain. 

 
Member Changes For the person(s) who is affected, use the same 

member number at top portion of transmittal. 
County Assigned 
CIN# 

List the CIN that the CWD found as the correct 
number. 

Active Case 
Individual on… 

If SPE/HFP included a person who is active on a PA 
program, list the program they are active on. 

Not Eligible for 
Medi-Cal… 

Not currently in use.  This field was placed on the 
transmittal for Parental Expansion which has not 
been implemented. 

Comments Include any additional information that affected the 
eligibility determination. 

Enclosures Check the appropriate boxes.  CWD must include 
NOA and budget worksheets. 

 
C. County Summary Transmittal 

 
1. Description 

 
This is the summary of all applications being referred from the 
CWD to HFP.  The transmittal can be completed on line at 
www.dhs.ca.gov/publications/forms/medi-cal/eligibilityby 
number.htm.  The form number is MC 363S. 

 
a. Explanation of Fields 

 
County Name This field identifies the sending CWD. 
Number of Referrals The number of referrals must agree with the total 

number of applications listed on this transmittal 
as well as with the total number of applications 
sent. 

Contact Person Name of person to be contacted at the CWD 
regarding the applications. 

Telephone Telephone number of the person listed above. 
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Case Name List the case names of all the applications that 
will be forwarded with the transmittal. 

Case Number List the corresponding county case number for 
each case listed. 

 
D. County Detail Transmittal 

 
1. Description 

 
This transmittal is to be used with county initiated applications only.  
The County Detail Transmittal can be completed on line at 
www.dhs.ca.gov/publications/forms/medi-cal/eligibilityby 
number.htm.  The form number is MC 363.  Do not use this 
transmittal for County returns of applications that originated at the 
HFAV.  For county returns, only use the County Response Section 
of the HFAV detail transmittal.   

 
2. Explanation of Fields 
 

County Name This field identifies the sending CWD. 
County 
Representative 

Name of person to be contacted at the CWD 
regarding the applications. 

Telephone Number Telephone number of the person listed above. 
Date Referred The date the CWD mails the application to. 

HFAV. 
Case Name List the case name of the application that will be 

forwarded with this transmittal. 
Case Number List the corresponding county case number for 

the above case.  
Applicant Name Name of the person identified as the applicant.  

This can differ from the case name. 
Language Spoken Applicant’s primary spoken language, if known. 
Language Written Applicant’s primary written language, if known. 
Applicant Phone 
Number 

Phone number for the applicant. 

One or more 
individuals 

Changed mind about not wanting Healthy 
Families:  The applicant originally opted-out of 
HFP but has subsequently requested HFP.  If 
the applicant gave the authorization to forward 
the application in writing, please include the 
authorization with the application.  If the 
authorization was verbal, please make a 
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notation in the “Comments” section of the 
transmittal. 
Were determined ineligible for Medi-Cal (see 
comments):  If anyone listed on the application 
is not eligible for no-cost Medi-Cal for reasons 
other than having a SOC, please notate the 
person(s) and the reason under the “Comments” 
section. 
Were determined to have a SOC (see below):  
For any individual found to have a SOC, please 
check this box and enter the information in the 
section below. 

Type of Application Food stamps only application:  Starting 
07/01/03, HFP accepts these applications.  
School lunch application:  Starting 07/01/05, 
HFP accepts these applications.  HFP will still 
need to contact the applicant to obtain health 
plan information and the premiums. 
Redetermination (RV):  Check this box if you 
are forwarding the MC 210RV.  HFP will still 
need to contact the applicant to obtain health 
plan information and the premiums. 

HF Requested Yes = This individual has requested HF benefits 
No = This individual has not requested HF 
benefits, but is included in the MFBU for 
budgeting purposes. 

M/C FBU Yes = This individual is included in the MFBU for 
budgeting purposes. 
No = This individual is not included in the MFBU 
for budgeting purposes. 
 

List all Household 
Members 

List all the household members by name. 

CIN Number List the CIN attached to this individual.  HFAV 
will use the CIN provided.  Please ensure that 
any CIN discrepancies have been resolved. 

Social Security 
Number 

List the Social Security Number for this 
individual, if available. 

Sex Identify the individual’s gender. 
Date of Birth List the date of birth for this individual. 
Relationship to 
Applicant 

List the relationship of individual identified to the 
applicant. 
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Individual Gross 
Income 

List the gross income used in the budget for 
each individual.  If the individual has more than 
one source of income, list each source of 
income on separate lines. 

Type of Income Identify the type of income known for this 
individual.  If the individual has more than one 
source of income, list each type of income on 
separate lines. 

Share-of-Cost Amount Enter the SOC amount for this individual. 
Enclosures The CWD must include:  Medi-Cal NOA,  

Medi-Cal budget worksheet and a copy of the 
application (MC 210 or MC 210RV). 
The CWD may include, if available:  Birth 
certificates, Immigration verification, verification 
of residency, and any other verification pertinent 
to eligibility. 

Comments Explain why the application is being forwarded 
to HFP.  Identify any individuals who are 
receiving Public Assistance (SSI, CalWORKS, 
etc.) 

 
VII. COUNTY LIAISONS  
 

There are two different types of liaisons available to CWDs to ensure that SPE 
and/or HFP issues and problems are resolved. 

 
A. County Liaisons at SPE 

 
SPE retains three County Liaisons with experience in determining  
Medi-Cal eligibility.  They have two main functions. 

 
1. SPE Eligibility Issues 

 
SPE liaisons handle questions regarding SPE screening, 
transmittals, HFP eligibility, and/or CWD return applications.  
Effective January 1, 2004, the SPE County Liaisons can be 
reached at (916) 673-4602 or via e-mail at 
SPELiaisons@maximus.com. 

 

mailto:SPELiaisons@maximus.com
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2. MEDS Issues  
 

The liaisons also handle CWD questions and requests regarding 
MEDS discrepancies.  They can be reached via  
e-mail at HFPMEDS@maximus.com.  

 
Note:  The contact information provided above is solely for the use 
of County and State personnel.  Please do not give out to the 
public. 

 
B. County Liaisons at DHS 

 
CDHS has analyst positions appointed to be liaisons between SPE/HFP 
and CWD.  DHS liaisons can be contacted if problems and/or issues 
cannot be resolved at the SPE liaison level. 

mailto:HFPMEDS@maximus.com
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