STAYE OF CALIFORMIA~-HEATH AMND WELFARE AGENCY EDMUND G. SROWN JR., Govermar

DEPARTMENT OF HEALTH SERVICES

Fra/744 P STREET 5
VCRAMENTO, CA $3814 : =
{916) 445-1912 March 12, 1981 ’

To: All County Welfare Directors Letter No. 81-11

REVISION OF MC 210

The Statement of Facts, form MC 210 has been revised to incorporate chapnges in
the Medi-Cal program. A copy of this revision, dated Octoberx 1980, is attached.
The form is already in use in same of the coutitizs that have converted to the-
Simplified Medi-Cal Disability Refarral System (SMDRS). This form will be avail-
able to all counties on April 1.

This revision of the MC 210 includes the following major changes:

1. Question 3¢ has besn added to gather information necessary for Social
Security Number validation. Thea Social Security Number Validation
procedures are explained in All County Letter No. 81-8.

2. Question 5b asks whether a4 person who maintains a2 home iIn another state
is working or looking for work in California. There are proposed regs
ulations which would allow these persons to be eligible for Medi-Cal.

It is anticipated that these regulations will be effective in Septamber,
1981. Until that time, this question has no impact on a person'’s eiigi-
bility.

3. Question 90 has been revised as part of 3MDRS. Those counties who are
not yet using SMDRS for disability determinationrs should continue with
the standard procedures given in Eligibility Manual Sectiom 44, 1if the
client answers "yes" to this question.

4. Questiom 24 asks for information about self-employment that is necassary
to determine if the property listed in this question, and if property
listed in Question 20, can be exempt as business property in accordapnce
with Section 50485.

5. Question 27 implements Section 50554 (MFBU regulations) which allows
AFDC-MN and ML persoms 2 deductienn for child supporit and alimony.

6. Question 30 {and part of Question 8) ask for information regarding any
funds a person has paid toward the cost 6f health care received in a
month for which the person is now requesting Medi-Cal. The question
is part of a planned process being developed to ensure that Medi-Cal does
not pay for care which the applicant paid for or should have paid for
in order to reduce his/her property to within the property limits.

Until you receive further instructions on this process, take no action
on Question 30 and the portion of Question 8 involved.
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State of Califommiar—-asin sl Veifare Agmncy Cepartrrtent of Heaith Service

INSTRUCTIONS:

Your eligibiiity will be decited on the informetion you give on this form. Be
TEMENT OF FACTS FOR MEDI-CAL sure 10 read and answaer every item, If you nectl extrs spaca for any iterm, see

page 9. -

i you are compfeting this form on someens sise's behatf the terrs

“applicant” ond “you” 3ppiy to the person your are appiying for,

“Family member” rmmeans apolicent, spouse, applicant’s or spouse’s chiidren

PLEASE USE INX under 21,
. » _ A
1. Applicant's Marme (Prirt) First Mjddia [~ j
COUNTY USE ONLY
2 Fome Adares Numter Stroet Sy Zir Coaw Case Mome:
—_ . Stawe Mo
Mzillng sddress (f difterent From SO0
Ao/ —
Home phure Work phows MrsZon DRONe Person withy wis 1o badre e § Caenc
3. FAMILY MEMBERS )
3a. List yourseif and your spouss if he/she is in the home or Medi-Cal is being requestad in his/her behalf. Veritication of S5 #
Nama ’ Birthdate Living With Medi-Cat
e _(FIMt, Miotie, Last) | san]  iMO/Day/Yr.) Mavital Status 4 acalicant . | e | ‘
Sapa ) Date EwW.
Saciat Security (55) MNo. Birthplace Singls | Marrisd | Divovead! raved | Widowsd| Yes Na Yes Mo
1. Applicant . - - -
e e AR R
55
Oaza
2. Spousa
o b
S5 W
. Date "
oo, bist all your and your spouse’s unmarried children under 21 {including unborns} Jiving in the home. Also st those aut of e
hamz for whom you ara requesting Medi-Cal, 5
Parern is: Child Living | MediCal
In Schook . PARENTS . {7 tf soohesd With Applicant} Feq. far Thitd
Sax Father's Namae De- Incapa. | Urem-
Yew| No H Mother's Nare caased | Atymamt | citgredd ployed |  Yes Nag Yes o
. .
— e e A R W AU N BRI S
55 # Place ) F B
4]
2.
______________ N S B IR PN NG S SR
S5 » Place
] 12}
3 -
SRR B N S o SR IS AR A
55 m Place
{2)
4,
_______ e _ 4 | (1} _ _ -
55 W T I 2 -
2)
5.
_______________ A S FS3 SR SUDIUU NESRVINS SRR AR,
35 e Plach
(2)
5.
e I R S | ___ SR I SR S
3G - Flaca
_ . 7 2) . e
Fyou of any family member use 3 diffarent name than the ene listed above when 2ach of you apphied for your Social Sacurity Number?
ves ] No (O 1tyes, list names,

AC 210 {10/30) Fzgs 1 of 8



[REMEMBER: FAMILY MEMBERS INCLUDE ALL THOSE PEOPLE LISTED [N 3A AND as!

3 Campiete for persons disted in 3a or 3b whao are not living with you.

‘ WNzme Adaress

'y rivere anyone other than you or your family members fisted in 3a or 3b living with you? 1§ yes:

Name Aelatiotship

Are you br sty family r'n’cmberbrequesﬁng Medi-Cal tiving or currently siaying outside Catifornia? Yes (O No O f yes:
Date teft California Date expested to return
Keason for absence;

. Do you o1 any fardty rﬁembe‘r mainmin & home ourtside Caﬁ‘fomia? ves [ Ne OO
if yes, sre you or #ny temily member working or looking for work in California? Yes O No (I
if no, explain why you ase in Califomia,
Are you and all fatiily members requesting Medi-Cal U.S. citizens? Ye: [ No O3 1f no:
o R EieTe REpRoAROn NUmber

wame of Alien

COUNTY USE ONLY

Have you or any family member gqér received or a;:;pﬁe_’d for welfare paymens, food stemps andfor medzc&l -ﬂs‘istfrme f-ra:rn 3
county weHare oftice or anorher state or have you applied for SSI/SSP (gotd check) from Socisl Security? Yes U No £ if yes:

Oste Last Fe-

Gate of App. *iace of _ {if no Fomson For
Mawre £ BN {5} wvetia A Ear Or Ragebwed Aig Tyme of fad MofDay /Y1, APP. ] - Paeniviag] mﬁm;mxv
V1T ad/

it you or sny family member were not. receiving Medi-Cal in the tast three months, did you or those family members receive any
medicai care? Yes T3 No [ if yes:

Do You With Wiedi-
G Fer Thase Months

[Perusants Madit

For Care

fartcrd 2ot -Petfein Rupkiving Medical Cart Menthis) of Care

Yes No Yes N

92 Are YOU Of Ny f&mﬂy mermber requesting Medi-Cak:

&5 or over? Yes 1 No O If ves, nameis}
Biing? Yes I1  No £ yes, namels)
b. Do you or sny family member have a physical or emaotiatal problem which makes it difficiiit to work orwmke care o! your needs?

Yes J No 1]
mily Memberis) |

If yes:

Type of Froblem{s!

Begmming Dete of Problemi(s) |
Ty Late vented
3

=
Poge 2 of 8

L Yerrere recuired, deve CA S
t sagrred

Reeewing or appited Jor
cesh grent or Medi-Cal
arpund Augast 18722 if
ves, check for 20% 85
trierease elicibility

4 momth continuing
eligibitity?

S8 A disabred?

Title i disregard?

30 + /3 eernings
exemption?

Retroactive Application
Retra only ]
Rewra and Cont. o

- Fayments reduted propr
erty to within property
Bmite? Yes D1 Mo [0

O) Verification of Dis-
abiity /blindness (tist)

E.VZ.
T [risebility referral




10. Complet= the following information about vour living arrangements:

7 HAent aroom, apartment, hause or traifer

1 Pay for room and board

[} Work in exchange for room and board

1 Recaive free room

1 Raceive free room and hoard

{3 Live in a boary and care facility -

{3 Live in a nursing homea or hospital
Date enterad i Date expecred ta return home i

3 Uivein and own/buying a trailer, mobile home, boat or motor vehicis wisich is not taxed as real property by the county.
Description: __ :
Estimated vaiue $ Amount owed $

O Lwe|nandown/buymgahomtoratradefcrmobolahomwhu:hnnxad:smlpropuﬂybvzhacoumy
Assessedvalue $ . [from tax statement) Amount owed 3

, Land homa i1 located on includes more than oae parcel,  Yes (] No OO If yes, complete 13,

Land home is Jocated on indudes more than one acre. Yes (] No [ If yas, complete 11.

[3 Other living arrangaments, Deseribe: .

11. Do you or any member of your family own real property which you go not now live in {for example, Jand or buildings} or a

trafler or mabile homhe wiich is taxed as real property by the county and which you do not now live in?  Yes Mo [
If yes:

Description:

Address:

Owner: Usad in part as a home Yes [J No [J

Full value {from tax statement) & Amountowed & Rentcollectedeachmonth $_

Expenses on property:
Internsy 8 o Yearly ] Mondvy O
Taxesand Assessments S Yearly (0 Monthiy J
Utilities s Yearly O Momfuy 0

Insurance S . Yearly[d Momhv [J
Upkeepard Repairs & Yearly[J Monthly {3

Y yau or any famvw member have a life estate {right 10 the use of} in any property? Yes [J  No [ If yes, describe:

13. Do you or any family mermber own 2 motar vehicle (including cars, trucks, motorcydes, ete}?  Yes U No 3 ¥ yes, list:

Usedt For
Tlass Pmowal Thmm
Mayks and Mol )'ur K rom nmhqr Ow-r‘ Crarw Yeay Mo
A $
B s
C. b3
D. ] <
E_ . , _ v _ S
14. Do you or any family member own boats, campers {do not inchade trucks) motor homes, mobile homes, or trailers which are not
used as a home and are not taxed as raat property by the county? Yes [ No If yes, list:
Omiy Mases OF
Cinss Purchase Amount | Tramiportstion
Mrip{lun Vasy (' Reginturnd) Oywnar Price Crorid Y2e o
A, s s
B. . 5 3
. . . $ 3
] $

'\JGT: It you thmk the value the Department of Mctor Vehicles will give the iterns listed in 13 — 18 will be wo high, you tay
orovide three appraisals of the actual value and the avarage will be used.

COUNTY USE GNLY

Verification that will return
home in six months

Yes O No O

Verificatian of lncome {list)

Date Variftea Ew,

. 1 Revocabis

{7 Irrevocable

Page 3ufg



COUNTY USE ONLY

16. Lest all your 2ssets and the assets of el famity members, [f nene, check the box marked “None™.
T . FAMILY MEWVBERS |
o CHILDREN
ITEXS E Applicant Spouse Name [ Name Name Hame :
Fora, b, ¢ and/or d
a. Checks ar money on hand or in - bncome in the menth
the houye s % s s S s inciuded?
Yes [} No [T if yes,
amount:
b. Woney in checking acroynt s _ s i S $ s S s
c.  Money in savings accounts, credit For a and/or b
unichs, of Trust funds % g S s $ s tncome fram business or
) | setf-employment included?
d. Cheeks or money in safe deposit Yes {0 No T if yes
_pox o held for vou S < s % s 5 amount: i
s
e. Evorks or bonds (See 24C)
L Ameea el vatue) . S Iy s g ) $
lw:;ﬁsﬂ_' martgage:, trust deeds,
s, sehes contracts {estimated
market value) ) s g 5 g S g
r.:." Othee ~ Jtemize:
. ! . S A 1 ol =
16. Do you o any temily member have life insurance?  Yes L) No O it yes, list:
Face
INSURANCE 1. Personlmsured | Value Date Current
COMPANY of Policy Policy Cash
2. Folicy Owned By tnsurence Number issued Vilise
i ]
A 2 s 5
I P
B. 2 s $
]
C 2. 3 $
17. Do you or any famiiy member own 2 burial reserve or trust?  Yes ] No ]
If Yes, Putchase price s Amount owed §
s s
For whotn purchased
Frotn whom purchased ™~
18. [io you or any iamily member own a burial plot, vault ororypt?  Yes [ No £

For use of inmmedizte family? ves [} No O]

if for use of anyone other than g trember of the immediale family, complete the following:

Qescription . - Owaed by

meted valug § Amount owed §

Location:

Page 4 0of 8



19. Do you or any family member awn iterns of jewelry valued at more than 3700 each? {Do not inchude wadding and engagement

rings or heirtooms)

Yes {]

Ne OO

I yes, list:

Description

Estimated
Value

Amount
Owed

5

s

$

s

20. Do you ar any family member own business equipment, touls, inventory ar materiat (inciuding livestock or poultury not for

personal 1se)? Yes [ No B3 H yes, list:
Estimated Armndunt
. Description Valie Owed
A ) o 3 s
B. 5 S
c. ] $ $

21. Have you or any family member transferred, sold, ar given away any property {inctuding money} at any time since you first

apphied for Medi-Cal or during the two years prior to that.  Yes No O If yes, list:
Date of Transfer Amount
Description of Item Sale or Gift Value Racaived
A, 3 $
B. 5 . 3

22 Do you or any family membar have sny of the follawing sources of incame. Chaek yeas or no for eaeh item ard fill in the
amopunts received.

COUNTY USE ONLY

Hairtooms?

Disposition of procesds:

Mor: Pefer io trapefer of
property recs in Title 22,

FAMILY MEMBERS
TYPE OF CHILGREN
Elo
INCOME - | = licant S use MMamar Mame: Mames
App PO Type of Cashy Grant:
Cash Grant {weifars), e.g., S5}/55P
{ooid check}) AFDC, GR or GA 5 5 s ] EJ
Sociat Securigy:
Type : $ 3 . 5 $ ] Veritication {List):
Railroad Hetirewrmemt s - % 3 3
Nonmilitary Retirement or Pension $ $ 5 s s
Unermploymer e ) s ) 5 -3 5 b
Disatitity Insurance: Check onw:
[ Stat= [ Private s $ 5 3 3
Warker’s Comgpersation $ _ S $ s ]
Veteran’s Benefits including Gi Bik 5 3 3 5 3
Military Allotment 3 5 s 3 g
Child Suogort ] b3 3 $ s $
Alimony 5 s s 5 &3
Date Vaaritisd £V,
FPaysnent from roomers ) b 3 s g
Mo- -rary gifts/camtributions s 3 s % s
Inv. . <& income and djvidends 3 _ s LRI &3 s ‘
ar: {ltemize)
3 g 5 3 3

Page 5 of 9



23. Have you orf eny family member been emploved at eny tink curing this month?

A,

3
e

O Neo [ M yes, compicte the following:

i
§

i
i; COUNTY USE ONLY

1.

Working Member's Neme

'J

Namie of Employer

- Verifazation (st}
i

adoress of Employer

4
|

. Davs ot Work Per Week

Davys

—————

Hrs

. Howrs of Work Per Week

. How Often Paid {rvery week, twice a month,

every two waekt e1c,)

. Day of the WeekYou Are Pzid

Days |

ks

. Gross {total) esrnings per pay period (before

deductions) (inciude tips). If self-employed,
wtite self-employed here and complete
No 24. :

Deduttions/Expenses {per pay period}

1.

Federal income Tax

. State Income Tax

12

. Social Security

Lrte Weritied Ew.

o | b

. Mandatory Retirtement

. Swere Disebiiity (SDY)

o

. Mandatory Union Dues

Mandatory geduction for meals

@ 1 |0 Y [ 1

0 [ e (0 [ 0 e

in 160 1 e 1 |

Cact of 100!s, citthing, Heenses 07 materials
reguired solety for work

124

w

[7:3

. Child Care necessery for work

i

. Other {except transponiation) List:

} Tramsportation cost alioviee

#hoeyw Compurtation)

. Transporation to Work end for Child Care.

. Round trip miles per day.

. Type of ransporiarion used {(own car,

somenane eise's car,tat poel, bus, etc. |}

. Costs {per pay period)

— Amount paid by empioyee {if doesn't use
own gar

~ Armopunt peid by employer

. Cost per pay period for parking, toits. etc.

L

is ppblic wansporwtion (bus, train, etc.)
availeble?

yas [ito [l 8

ves TIno I Sk

ves e T8

Cost

24, Are youw or any family member self-empltoyed?

Yes ) No [

i1 yes, compriete the following.

Yevdfeation
3 = return

A.  Name of business: . I3 Hesiness records

Type of business:

s Vecified EW.
Lacation: e (it Fom
] . sifermioyment:

B. Adjusted Gross lncome From Lagt Tax He income Changed If Na Tax Sterermment or Change in Ineomie: i

Statement. Since Lest Tax Staxement | i%f

: Estimated Yeatly Ectimated Yearty LRI

Yes No

Gross Profn

Byssine:

s -

$

s

Cash On Hand For Business

Money in Checking
Accounts for Business

Awerane Monthly Cash Expenditures for Business

$

S

Page 6 of €



15, Do you or any farmiy member receive any of the foiiowmg iterns free or in exchanga for work you da? Varification {list):
—— - 0 F e
i .t or hoqs"‘g Yes D No D Who recabsesi rom \"hﬁm
] : [ + -
.. Food Yes D No [3 Who recatves rorm whom
i i . Fi L] H
S Urilities Yes (3 No [3fNOrT o e
3. Clothing Yes C] No [1 WHO recaives: From wham: Gate Varifisg E.W.
g, Areyouor aﬁy family member in colisge or anehding a similar sducational institution?
Yes (1 _ No {1 H ves, complets the following: :
. Ttident: BiLdent: STudent:
. 1. MName of institution .
2. Status of student Grad 3 Undergrad. [1|Grad (0 Undergrag, [J[Grad O Undergrad. O _
. Grants, loans, schalarships, fetiowships erification (list):
1. Amount received s -3 3
2. Sourca{s) of grants, loans, etc. Date veritied E.W.
3. How often received Exemnpt:
- [J Entire amount
.. Expenses Pgr Term 3 Only expensas
1. Is term a sesmmstar, quarter, year
2. Tuition/fees 5
3. Books, equipmerit and supplies
. ' Transportation costs aliowed:
4, Child care nmy fo_-r sdwqal {Show compytation}
5. Transportation to scheol—child care
a. Round trip miles per day -
, Schoaol attanded how many days
T per week
€. Type of transportation ussd {own]
car, someane else’s car, car pool,
bus etc.)
d. Costs (per month)
— Amount paid by studsnt {if ‘
. _ _ _Goesntusownecan 1S _ ______ 1 $ ) S o]
- Amount paid by riders s 8 $
e. Parking, toils, etc. ) »
. 15 public transportation {bus, Yes [ Cast Yes [ Cosy Yes g Cost
train, ete ) available No E} $ No {3 18 - Ne. T 18

7.

Do you or any familty member pay child support or ahmonv und:r a court order ar based an- an agrmt with the Dsstﬂc!

Attorney?  Yes O No [

I yes

campiets tre following

Amount Faid

BY Whom

To Whom

___parent?

Do you or any family membar have health or hospitalization insurgnce, including insurance paid

Yes ] No [

by an employer or absant

Caverage (Check)

i yes, complete the follawing:
Person{s} Insured

Monthly Premium Paid

3 cHAMPUS

$

outpatient}

Veterans Administration covefaga
7 lincluding CHAMPYA & VA

3 Kaiser

[_'.l ’%uss — Loos

due Shiald

s Blue Cross

Wi v lvwlole

Page 7 0f 9§



2%, Do you or ary family member have Medicere coversge? Yes [ No (O It yes, list: L ,,,,J
) o, : .1 ] #onthly Premium —
Person Covered tiedicare Claim Number Deguction From Check Paid By You |
I ; .
A i Yes [} No [ Yes [ No (O
8 Yes [ No i1 Yes L) No (3
- Yes [0 Ne {11 Yes {1 No [

g Have \mu or zny femily member made
Yes [J No O 1f yes,

a down payment for medical care yvou will i

ecoive in the fuiure?

Amourt of Down Payment

|

To Wham Made

shedical Care To Be Received

$

1A Have you or sny familky mrmber ever been in the military service?

Yes [

Ne (1

B.

Yes No

Are you or any family rnember the spouse, parent or ehild of a person who has been in the m-htary services?

Have you or any fzrnil‘y member applied 1or oF o you or sny family mémber thirk you are eligible for eny peymentSs you zre

22, - .
T ot pow seceiving?  Yes [0 Mg [ If yes comalete the foliowing.
: Possi f Dare of Application Digte Expected
Krnd_of Payment Fersan ossr&;ly Eligible P slceeth 3o/ Y onr
Sociz! Security
isehility Payments
weteran's Payments
Anemployment Benefits
Worker's Compensetion
Medi.:f.rg
“prding suil Or insurance setilement
w1 scCident OF injury
+r: Describe
. PLETE ONLY IF THE FAMILY INCLUDES CHRILDREN UNDER 2t
33. k& a perent living in the home unempicyed or working tess then 100 bours per month?
Yes [J  nNe [J  H ves compiete the following:
. It Urempioyed, Working Less in School Actively Seekimng Date Began
Last Day Worked Than 100 Hours Cr Training Ful-Time Emplovment Seeling Employment |
Momits / Day / Year Yes No Yes No Yes No Maomth [ Day / Year
/ { ] /
B. Inthe last 30 days has the anemplioyed parent:
Quit.a job or employment related training? Yes [1 No [ ) .
Refused a jubs or employment relsted training? Yes 01 No [J Itves explain why:
C. Did the unempi oyed parent receive or was hefshe sliginie (o receive unempioymert: insurance enafits within the fast 12 months?
Yes [ No [1 )
Bid the vnemployed parent garm $50 or more or attend & days ot more of work treining in the {ast 20 quarters?
Y. Yes [J Ne O3 if yes, complete the following:
. \Emer the year and ¢heck the dpproprigie guerters)
YEAR 19 - e 19 19 19
) Jdan. ‘Aprr‘ Jul. O | den. | Anr. | Jul. F0cr. | dan. | Apr. § dut. {Oet.} Jon. | Apr. | Jul. 1 Ocz. | dan. t Apr. | Jul. | Ocx
QUART.ER Mar. i Jun. | Sep. | Dec. | Mar. [ Jun. | Sep. | Dec. | Mar. [ dun, | Sep. | Dec. | Mar. { Jun. | Sep. | Dec. | Mar_ j Jun Sep. | Dec
4

Veore raining
—

Oate Verified £

Paynient used to bring
property within property
timits Yes {1 Mo [

I yes:
5 Notice 1o Provider

cas (2
cas O

Late of acoident/injury

Good cause
Yes {1 No [J

Page Bof Q



-

34. Serviees {these questions do not affect your eligibllity for Medi-Cal)

a.

Ase yay interested in physical examinations for any farmiy mernber under 21 through the Child Health Disability
Prevention Program? Yes ] No I

Are you intecested in information on the Family Planning Program? Yes [} No [

Are you interested in talking to 3 Socisl Services workar sbout othar secvices which may be available to you?
Yes [ No (O if yes, explain:

35. Additional information. Pleasa give the itern number in the cotumn to tha left:

BE SURE YOU HAVE READ EVERY ITEM AND ANSWERED ALL THE QUESTIONS.
READ THE FOLLOWING CAREFULLY BEFORE SIGNING.

} BEALIZE THAT ir | DELIBERATELY MAKE FALSE STATEMENTS OR WITHHOLD INFORMATION, | (OR THE
PERSON ON WHOSE BEHALF | AM ACTING) MAY LOSE MY MEDI.CAL CARD AND/OR | CAN BE PROSECUTED FOR
FRAUD.

| declar2 under penaity of perivry that the answers | have given are cormd and true to tha best of my knowledge,

i agree to telt the County Welfare Depariment within 10 DAYS if there are aay changes in my {or the parsen’s on whosa
behalf | am acting} income, possessians, or expensas or in the number of persons in the household, or of any chsage of
address, and { agree to meat all other responsibiities explained in the “"Madi-Cal Responsibilities Chegklist™ | have
received.

[ understand that | may be asked 1o prove my statements, and that my eligibility mav be subject to 3 quality control
Teview.

I understand that the county is required by law to keep all informmation ¢ provide confidential,

I understand that if | am dissatisfisd with actions taken by the County Weifare Degartment, | have the right to a State
hearing.

Signaturs of Apadicant ) Dats

Ratatlansnip Dats

Signature of Porson Acting For Qpplicant
Signature af Yitiress (1! Apoicant Signed With Mark) Dats
Signaturs o! Person Haiping Applicant Cam’motn Farm ) At rws Cats

COUNTY USE QNLY E. . Siymaturs

Date

[0 CHOP Brochure Given

Date

[0 CHDP Referral

ol

Sociat Services Referral

Page S of 3
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