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STATEMENT OF FACTS FOR MEDI-CAL

~

PLEASE USE INK

INSTRUCTIONS:

Department of Hsezalth Services

Attachment I

Your eligibility will be decided on the information you give on this
form, Be sure to read and answer every item. If you need extra space

for any item, see page 8.

If you are completing this form on someone else’s behalf, the terms
“applicant” and “you” apply to the person you are applying for.

“Family member’”” means applicant, spouse,

chiidren under 21.

applicant’s or spouse’s

. ARRlicant's nema {print} First Midale Last o
} COUNTY USE
- ONLY

2. Home AdOress Numper Str cit
. oot Y Zip Code p Case name:

nhziling acdress It iftersnt from above) 3
: State No: &
" Home Phone Work phons - —---- ——- Mesape phone Person with whom 1o lasve message.

2
-

FAMILY MEMBERS

24, List your:eif and yoﬁripwse if he/she is in the home or Medi-Cal is being requested in his/herr behalf.

Fag e Birfhdat Living ¥With Mpadi-Cat -
_____ ((First, miocie, last) | tMo)Elay/\;r) Marktal Status LRt | heditat,
sin- | Mar-| DI- | seps-| wig-
Social Security (55) MO, Birthplace gle riec |vorced rated | Owed | ves No-| Yes | No
Applicam R -
o e SR D
55 Mo -
" | Darte
- YAl ol Wit r_‘.
oy . o ——— S R N
53 Mo - -
- Date -

App Jradetermination date

Verification of gentity

Date Ew

Verifization of S$ No.

1.

Date

List all your snd your spouss's unmarried chiidren under 21 (be sure to lis{itiribom chiidren], Alse, include any children
out of the horme for whom you are requesting Medi-Cal or whom you claimlas?-ig deduction tor income tax purposes.

Tax Record verification

*

Yes [ No [

numbery?

tf yes, list names.

7 " T, Parent Is: enid Uiy [MediCal Req.
School PARENTS {< 11 applies) wHh Asotiosmt | tor Chiig
‘Father's Name - 1 ADB: [ircapes | Unem
N v Yes |MNo ;i.mlothar‘s Name caased| sant |cres [Hoyesd | Yes | No Yes No
b . {2}
B ¥
L] U Ll d
oo T T T T T Place
{2)
3C. Did you or any 4amily member use a different name than the one listed above when each of you applied for your Social Security

TSIy
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i COUNTY USE ONLY

. List the names and addresses of alf persons listed in 3A or 3B if they are notliving in your home.
. Neserve Address
“a. isthere anyone other than you or your immediate farnily members
living with you, such as roormnmate, housemate, or refative? Yes [ No O If yes:
Nere Relationship
BA. Are you or any family member requesting Medi-Cal living or currently staying outside California? s
Yes [0 No [l Yyes: Dateleft Califomnia Date expected 10 retum

Reason for absence:

8. Do you or any family member have a home outside California? Yes [J No [] i
If yes, are you or any family member working or looking for work in California? Yes [ No O
I o, explain why you are in California. B
"6. ARE ANY OF THE PERSONS LISTED IN 3A OR 3B ALIENS? Yes{J
tf YES, compiete:
Narowr of Alien Alien Registration Number
- Where required, date CA €
* sighed.,

7. Have you or any family member ever applied for or received in California or any otherstate: * Recaiving or af for
AFDC Cash Amsistanca Yes O No O MediCal Yes D NodJ . FoodStamps Yes O Neo 00 cash e 197{?("‘."
SS1/55F Gold Check Yeo 10 No 00  Other Wetfare Benefits Yes'D - No O :":““chx‘;g‘,‘rgr 20% . S¢
1¥ you answered yes on any item, complete the following: Lo incremse ligibility. )

' e ™2 -l “Date Last Re- -
v Nerme of Person{s) T of Aid Date ugﬁi‘-\ép | ceived (if no Reeson For * ;?ui;;?:n?th continuing
Wna Applied Bor or Received Ald ype (o/Day ¥} 1" Songer receiving} | Discominuance @ ¥
{Mo/Day/Yr) « SGA disbled?
s Trtle 11 disregard?
*30 + 1/3 eamings ex
A emption?
8, If you or any Tamily member were not receiving Meédi-Cal in the iast three months, did you or those . .
__________ family members receive any medical care? Yes 11 sNo T3 . If yes: : 23;?““ 2ppl
d ’ [Fayments Made | Do You Wish Medi- | C
: . ' For Care Cal For Those Months|  Retro onby
Natre of Person Recaiving Madicsl Care M?fnh(s) of Care e - — - | Retro and cont. C
= - D Verificet f disa
- XN - erificetion 0 58
S9A. Are you or any family member reqﬂesftmg hﬁgdi—Ca!: ! bil it'y'fb]indngs {iist)
. 65 or over? Yes ) No (O3 If y&g‘iﬁﬁme(s} ‘
Blind? Yes [J No O3 If yes, namel(s]
B. Do you or any family member have a physical or emotiona! problem which makes it difficult to work or
take care of your needs?  Yes 0O No O ifyes: »
Family Member(s) Type of Problem (s} Beginning Date of Problem(s} || Date Verified Ew
O Disability ref:
i
. ) ] L i Date Sent
C. If the probiem described in 9B was caused by an injury or accident, are you seeking compensation 0 Referral to Medi-Cal

through an insurance settlernent or lawsuit?  Yes [J  No O

reco very

Y2230 (11/83)
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_} Refit a room, apartiment, house, or trailer

C]Payforroommdboud

1 Receive free room
T Receive free room and board

(] Live in 3 board and care facility

BWorkmmcdmgaforroom and board

L Live in a nursing Home or hospital

Date entered

§

wanapiEw T TOoWING information sbout your living armangements:

$

Date expected to return home

Rent
Room and board

‘J Live in and ownfbuying a trailer, mobile home, boat, or ~martor vehicle which is not taxed as real
property by the county.

Description:

Estimated vadue $._-

Amount owed §

Monthly payment &

] Live in and ownﬂmymg ahome or a trailer or mobile home which is taxed as real property by thecounty.

A d veiue

%

trom ax statemerrt)
Land hotne is locatedpn includes more than one parcel.
Land home is jocated on includes more than one acre,
U Other living arrengements. Describe:

Amount owed $

Monthly psyment S
If yes, complete 11. :
Hf yes, complete 11,

Yes £ No
Yes (O No [

Do you or any member of your family own real property which you do not now live in {for example, land -

or buildings) or a trailer or mobile home which is taxed as real property by the county and which you do

not now live :n? Ys 0O No O Ifves:

Description: S

Address: ;
Cwner: Used in part as a home? Yes [_:f: No B
Futl value tm:ums.____.__ Amount owed $ —

Expenses o0 property';

lrterest

Utilires

e

S e “Yoary O Monthiy O
Taxts and Assessmons $ . Yeerly [J Monthly O Upkeep and Repairs §
Yearty O Marthty O

insurance s

Rent collected esch month §

Yearly O Monthty O

___‘__ Yearly [J Monthly [

'ngh, you may provide three appraisals of the actual value and the averaoge will be used,

12. Do vyou or any fami]y member have a life estate (nght 1o the use of) m any property? Yes [0 No (3
If yes, deseribe: .
PN Do you or s3ry_famnily member oy & motox vehicle {including car, trur:ks momrcycies ete. J?
Yes L No H yes list:
Cilass Usod for
{From Amount Transportation
R egts—
Make and Model Yeoar | gration) 1. Owed ves Mo
8
3
$
S |
= &
14 0o you or shy famnily '{do not include trucks), motor homes, mobile homes, or trailers
which are rot used o n home snd raa&ftnperw by the county?
yee O Na O Hf yes, list: ks
) Class - Onily Mesns of
(if Purchase Amount Transportatlon
Regls- ’
Description - Y nar t.,"in Owner Price Owed Yes No
S $ ;
. s
S S :
$ S
3 $
OTE: It you think the value the Department of Motor Vehicles will give the items listed in 1314 will be too

COUNTY USE ONLY

Verification that will
turn home in six months
Yes T No O

re-

Verification of pmpén;

Date Veorified EwW

Verlfication  of "pood
‘cause” for unutilized prop-
ety -

Date Varifiod £Ew

. Verification of income end

expenses {list)

Dat'e Yer|fiad

D Revocshie
0O lrrevocabie

Veritication of nonexemp
wvehicles

Dase Verifisd Ew
Verification of personal
property

Cate Veritied Ew

Page 3 0l 10



15 DO YOU OR YOUR FAMILY HAVE ANY OF THE RESOURCES LISTED BELOW?
i COUN
Check each item. If YES, explain below. TY USE ONLY
o . YES NO _ YES NO '
A. Checks (2t home or elsewhere] || O ] I. Notes, morigages, trust deeds, For A, 8, C, D, andjor E
2. Cash {on hand or slsewhere) | | | J ] salescontracts . ............. [ 0 Dncorne' il:! t'he ,momh n
C. Checkingsocount .m0 v on . .. O 0 J Trustfund . ... .. ... ... .. .. 0 O §ciuded? Yy
D. Savingsaccount ... ......... O o K. Stocks, bonds, or certificates - Olve D No & Zyes
E. Creditunionaccount, .. .. ..... O O L. Other resources which can smount: ”
. Certificates of deposit . ... ..... 1 O be quickly changed into
G Treasury bills . .. ... .. ..c..... jm! 0 cash s
H. Money marketfunds .......... O 4 {specify) [ 0
For A, R andfor C
R o Current Name and Address Account Income from business o
Type of Resource Owner Value of Banks, etc. Number Aseifemployment included?
y = 1Yes O No O iyes
s ) . asfMmount: .
_ . . $ _1 =1 (See 26C) T
s Date Verified EW
i6. Do you or any family member have life insurance?  Yes [3 No [ If yes, list:
l ' 1. Person Insured \};:f:e iDate. Current
, of Policy Policy - |.. Cash -
insurance Company ‘2. Policy Owned by insurance | Number issued -} % Value
1. _
. Towl CSV §__
" 2 $ P $ owl CSV §
1. _
e 2. Date Verities  EW
1.
C. 2, $ -
17. Do youd or any family member own a burijal reserve or trust?
M rch i d
yes, purchase price s Current value
o $ s
For whomn purchased
ST Cate Veritles W
From whom purchased
1. Do you or any family member own a burial plot.s ~or crypt? © Yes [J Ne 0D
For use of immedizte family? Yes (O No (O
If for use of anyone other thagda n -of the immediate family, complete the following:
Description Owned by
Estimated value § Amount owed 8
Location
19. Do you or any famnily member own items of jewelry valued at more than $100 each? {Do not include wed-
ding and engagement rings or heirlooms.} Yes {J No [J if yes, list:
Heirlooms?
Estimated Amount .
Description Value Owed Appraised value
s
A $ s s
8. $ S |
A0 710 1) 55830 Page &



- or poultry not forper:a\al use)? ‘Yes O No [J

YRRy MWl PRITLLIANSL Y, W FITOLGY 1O R D TLIUUL Y IVYED LUK

If yes, list:

| COUNTY USE ONLY

|
)
| Daspasition of proceeds:

| Neve: Refer 1o wranster ¢
property regs. in Title 22.

-

Estimated Amount
Description Value Owed
A N $ s
Ta

- . $ $

~ LS 5

21, Have you or any family member transferred, sold, or given away any property {including money) at any
time since you first applied for Medi-Cal or during the two years prior to that?  Yes [J No [3 If yes,
list:

. - Date of Amount
R T fer, .
" Description of Item s.;l?f:r &in Value Received™
- . - I

7,;7 . k3 s {;' ’ I

& s s <.

22, Do you or sny family member have any of the following sources of income? Check yes or no for each
itern. 1f yes, explain below. Indude loans, date loan received, and whether or not loan is repayable in
“Other.™

A TYPE OF INCOME .

] Yes No o Yauz No
Cash grant (welfare), e.g., SSI/SSP Veteran's benefits including GIBiti ... . D 3

igold check), AFDC, GR, or GA .. ... o0 - .

i Military retirement [}
Social Security: Le., Retirement, .

Survivors, Disability ... ... ... ... - Military allotment . ... .c..... oL -
Railroad Retirement .. ... ..... ... OO Childsupport .. .. .ccn el 0o
Nonmilitary vetirement or persion . .. . . o a Afimony ... ... _, -------------- 00
Unemployment Insurance Benefits Paymerit from roomers ., PR SR L0 @

WIB) L 0O 0O *”***Monetarvgiﬁs?’comributior{s‘n-,. A 5

bility insurance: check one: " Interest i lncome and dividends . . .. .. .. 0O o
.state [J private .......... R 0 B
Other temiu ................ o a
Workers” Compensation .. .......... [ t ) it
_ B . i Datsed Hlovv Often?
. = _Recei epkly
»B. Name of Person Receiving Income Type of Income ~ 1 wr Ei;'emd, Armount Monthiy}
- é‘f: -
C. Do you receive or expect to "'Fie a cost-ofdiving increase to this income one or mose times 2 year?
Ye: [ No U] If yes, give te of l&md next cost-ofdiving increase.
_ lest S Next
22, Do you or any family mem : &2 y of*ihe following items free or in exchange for work you do?
Wwno rmlvas f - From whom:
A. Rentor housing [ Yss 3 Ne O e
* Who r-co’lvu: From whom:
8" Food v {1l N O .
wh vt From whom;
C. Uhilities yYea O No (O o recelre e
5. Cothing bves O] No O3 YWho recelves: From whom:
24, Do you or any family member pay child support or alimony under a court order or based on an agreemem
with the district sttorney?  Yes [0 No [] 1f yes, complete the following:
Amount Paid By Whom To Whom
NS 216 (11783)

Type of cash grant:

Y
|
I
|Verrf|catcon fiist):
I

Crate Veritiod [ .4

: Verification (list):

Cate Verities Ew

Page 5 of *



Yes [J No (3 if yes, complete the following: COUNTY USE ONLY

Iy 1. Working member's name ’ . Verification (lis)
L3 i
) 2. Employer's name ' O Wage stubs
3. Address of emplayer |
4. Days of work per weck R— ---Days - —Deys| Dey.‘ R
5. Hours of work per week . Hrs, Hrs, Hes, | 7
6. How often paid {every week, twice a month,
every two weeks, et}
7. Day of the week you are paid
8. Gross (total) earnings per pay period {before
deductions) (inciude tps). If self-employed,
write self-employed here end completwe
No, 26. : $ $ s
8, Occupation
2. 1. Do you pay t:hildcare necessary forwork? Yes [1 No D $ monthly amount -
2. Do you pay for the care of an incapacitated adult living in your home in order 10 be able 10 work? Verification of dependent
Yes (3 No (O & : monthly amount  Name . joare
Relztionship j : .
C Anticipated Income, f your income varies from month to month, show your actual gross income for the cun-emmurr:h Date Verlfied B
in Morth 1 and your estimeted gross income for the following two months in Month 2 and Month 3, L :
Name and Occupation Month 1 Month 2 - . . Month _3_;'{;': !
5 s s !
s $ — s %
$ $ s

D. Additional Information. Explain reasons for entries in C. Also, s;ﬁ—ié;any tacts concer:ning your employ-
ment which may sffect firture months {for example, temporary en‘iplo'yment).

Are you or any family member s-e@:employed? Yes TJ No O if yes, complete the following. if no, Verification
proceed to question 27. J Tax return
O Business records

R
T

) Narme of business

Type of business

Date Verified Ew
{_ocation ‘
et Tncome Changed Net profit from self-
Since Last if No Tax Statement or Change in Income: employment:
8.  Adjusted Grogs Income From~ Tax Stsrement e —_— = o
. imat early timat early

Last Tax Statement Yes No Gross Profit Business Expenses s

B3 S 3
- . Money in Checking _ . .
C. Cash on Hand for Business Accounts for Business | Average Monthly Cash Expenditures for Business

$ $ $

L2 210 (11/83) ' . Page 6 0f 10



e — - = e T ba

PLETE THE FOLLOW

HOME:

A. FIRST PARENT {nafne
training history for the past five yesrs. Begin with this person’s last job or training.

P

P e b PV WS LD IR ITIY CAIYLIOTY £

s 2 parent living in the home unemployed or working less than 100 hours per month? If yes, COM-
ING FOR THE CHILD{REN)'S PARENTI{S) WHO IS/ARE LIVING IN THE

). List employment and

First Pe

COUNTY USE ONLY

reft’s Esrnings

QUARTER

YR.| dan-

Mar

Apr-
Jun

Juak-
Semt

,E ARNINGS
5

- hen Employed when Employed ;
name of Employesr Work or |[From ! ! Amount | Neme of Employer | Work or [From / Amount +
or Training Program Training me dy y Paid or Training Program | Training mo gy Paid
s Check [To !/ 7/ Check [To f ! s
$ 3 .
Olwork  |From /[ [Oweeky Diwork  {Erom  / / |Dlweesy  §f 0% Bornings §
1. [ Trasening [To ! & Ivomnly| 7, I Training] To /1 O Momhiy
Y s QUARTER
DClwork From I (Oweey YR.[ Jan-| Apr-] Jul-] Oetr
2. DI Training! To i 4 10 Momhty Msr | Jun | Sept] Dec
§ : S | |
DWork From { DWeekly ‘% E § §§ E § E
3. I Training| To {7 |DOwmonthly
$
Clwork  [From 7 1 |Dweekty
& O Traiming] To /7 1D Momnly
$
Clwork From fF | D weey
5. {3 Training! To 1 |DImaonthiy
. S
Oweck {From 1/ |Dweetdy Owork  |From 7 7 [[Dweekty
B. DO Training|To . /7 [DOMormnly| 12 [ Trzining! To [ 1DMonthiy
B. SECOND PARENT OR OTHER SPOUSE for whom aid ¥ fequected {name - '
). List empioymmjt}isné 1Ening history for the past five years.
Zegin with this persoa's last Jab or training. ' O Quarters
| when Ernployed e I When Employed Second Parent's Esmings
Name of Employer Work or |From F Amoumt | Name of Employer { Work o7 {From: . / / Amount
Training Program | Training mody yri  Paid or Training Program | Training = 'mo dy yn Paid QUARTER
¢ Check [To A, ¢ Check |To ../ YR Jdan-] Aprs] Jul-| Oct-
$ T s Mar| Jun| Sept| Dec
Owork  |From ! 1 DwWeekly - Dwork From D weexiy i EABNINGS
1. . I raining|Te 7 ¢ {Omonthly| 7. D TminingiTe ./ / |Dmomhiy
- $ ) v"';,__,_" [ ) s
Owork  [From 7/ [Oweekiy Ciwork TRrom 7/ |[Dwesiy s
2, {3 ¥raining|Te ! 1 fCMonthiy| 8. [ Training| To /7 O Monthiy
e T ’ ] Total Earnings $
DOwork  JFrom ¢ 7 [Dweekly Cwork  [From /. %7 {Dweekly _
3. O Training{To ! 1 |Cisonthiy] 9. (T raining{ To /1 {DMonthiy DiPrlmeWZan? Earf:;r 1
- st Fan
$ . $
DOwoek  [From /7 7 [Dweekly Iwork  tFrom ¢t [Oweexy QUARTER
4. Crreming|To /1 COmonthiy| 10, DO Treining! To ! (D veathiy YR Jdsn-i apr-l Jui-] Ocr-
s s L0 Mari Jun Sept| Dec
Owork  |From /7 [Oweekly | - Ciwork  {From [/ |Tlweekly ol & ol Blol Blol e
£ O Treiming (To {4 [Owmonthly] 11, O Training| To ¢ T Mombiy ] DlEio § $:'§ £
I i . 3 . :'1:'_—:‘. i -
DOwork  {From ¢ 7 [Dweekly Clwark  |Erom 7 7 |Dweskly ™.
8. D training [To {1 [OMomnly] 12. ) Training] To {1 {DMonthly
C. HAS EITHER PERSON LISTED IN 27A OR B RECEIVED UNEMPLOYMENT INSURANCE BENE-
FITS (LIB) WITHIN THE LAST 12 MONTHS?  Yes (0 No [ 1f YES, complete:
Name of Person Dates Received
| {3 Quarers
2. uts:
oo O Elgible O Reterral
™ Shinikle M Retorm?



oA

Ll-R -]

30 dgys? 1f yes, cornplete beiow. Yes 0O No O

TMIST U LR WENUIIT 3 oltltis (IVHIIY 1) TNE DOMmE QuUil OF retuse 8 JOD Or raining within the tast

E
|

Parent's Name

s

Amount of 1ast
paychecx

/

L.ast cay af jJobAralning
mo. day ye.

/

Hodrs of work/training in last 30 davys

Mame and Address of Employe/Traning Frogram

a2
-,
Dy

Reason for Leaving or Refusa!l

. Are you of anyone in your family participating in & labor strike?

Yes [J No [J

If yes, complete.

|
i

WwWho

Date Person Went on Strike

Are you or any family member in college or attending a similar educational institution?
I yes, complete the fdiawm . Fulk-Time 0 Part-Time [J

Yes [J No O

Stuoernt:

Stucent:

Srudeni:

. Name of institution -

. Status of student

Gad O Undergrad O

Gred O Undergrad O

Grac;;"q_— Undergrad 1J

48]

. Grants, loans, scholarships, Afaﬂcmships

1.

Amount received

2.

Source(s} of grants, loans, etc.

2

g,

How often received . —

O

. Expenses Per Term

-
i.

ts term & semester, quatter, year

2

Tuition/fees

Books, equipment, and supplies

N

Cnild care necessary for schoo!

o

Transportation to school—child care

Round trip miles bér day

b. School sttended how meny deys
e woek -

c. Type of transporty_ﬁon tsed
(own car, someons eise’s car,
car pool, bus, etr.)

d. Costs (per month}

« Amount paid by riders

e. Parking, tolls, etz

g B pubiic” trersportaon  lous,
© train, etn,) avallabla

Yes
Ne [O|s

Caost

Yes [
No (O 1s

Cost

yes [
o (b s

Cost

Date Vertfiad

0o you or any family member have Medicare coverage?

Yes 1

No O

If ves, list;

¢
Person Covered

Medicare

Monthly Premium

COUNTY USE ONLY

'O Employer statemens
4

' Determinstion of

“"pood cause” required

O srikers)

Verification (list};

Exempt:
0J Entire amount
O Only expenses

Transportstion costs
ellowed: (show compura.
tion}

Claim Number

Deduction From Check

Paid by You

Yes (3 Ne O

Yes {1 No (O

Yes (1 Neo 2

Yes J No 12

Yes (1 No [J

Yes [ No O

Date verified  ©W

AC 210 {11783)

Page 8 of 1€



" 217 Do you or-any family member have haalth or hospitalization insurance, including insurance paid by an lf COUNTY USE ONLY
- - employer or absent parent? This information will not affect your eligibility for Medi-Cal. '
Yes [ No [ .Myes, complete the following:

- Mortth!
- Coverage {Check) Person(s) Insured Premiurn P*;iﬁ
|
0 CHAMPUS/CHAMPVA S o | Dete MRE 2 completed
03 Veterans Adminkstraton coverage : .
{50% or above disability rating) - . s ‘
O Kaiser ) c ? T} Other health coverage
. code entered
TJ Ross-Loos {INA) $ ‘
O 8lueshied =~ $ Verificstion flist)
O Biue Cross . " ., 3 PR
3 —— — S Date Verifing Ew
Cther = s £ %

32,  Have you or any family member made & down payment for medical care you will receive in the future? hvmm wed to brin

.. || Property within propert
Yes [3 No O ifyes, “flimis Ye O nNo D

Amount of Down Payment "~ To Whom Made Medical Care to be Aeceived ;;Ysi
s LT - | T} Notice to provides
33A. Mave you or any fam:}y member ever been in U, S, military service? Yes (O No [J¢ : ECA 5 O

B. Are you or eny family member the spouse, parent, or child of a person who has been in Uv_.S' rmhtary ;CAS o

service? Yes [J No I

34, Have you of sty ﬁ:mz‘h,' member applied for or do you or any family member think you are eligibie for
any payment/s you-are nat now receiving?  Yes {1 Na [0 If yes, compiete the foliowing:

: r Date of-’;;.pplicatioﬂ - Date Expected
Kind of Payment Person Possibly Eligibie - Manth/Day/Year. Month/Day/Year

Social Security REE

Diate Verlfied Ew

h

‘ability payments

veleran's payments

Unemployment Benefits

Workert"Compensatim

Medi-Cat recovery retferral

) Date

Medicare

|
Fending suit or insurance settie- j

ment for accident or injury
Other: Describe

Date of accident/injury
| Medi-Cal recovery referral

1

|

Oate

21
¢
2
B
8
3]
2
3
2
Q.
Q
pd
g
o
=+
g
~
Q
£
8
&
o2
g
<
i
@
5
o,

|3 CHDP txochure given

AL Are you interested in phy;séféexaminations far ‘any family member under 2% through the Child

Health Disability Preventiga Program?.. Yes ] No O | Date

B. Are you interestad in inf ﬁ'ma;Famiiy Planning Program? Yes 3 No O |0 CHOP reterral

Are you interested in ta!kmg:‘?o a so-mf serv:ces worker about other services which may be availabie EQ Social sarvices referral
toyou? Yes 01 No OO 1fyef explam

O

36.  Additional iF\formation. Please give the item number in the column to the left.
o 1

WAC 210 (11/83) : PPN -~



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

l agree to tell the county welfare department within TEN DAYS if there are any changes in my
{or the person’s on whose behalf | am acting) income, POSSESSIONS, OF expenses ot in the number
of persons in the household or of any change of address or of any change in other health insur-
ance coverage; and | agree to meet all other respons:bllmes explained in the ““Medi-Cal Responsi-
bilities Checklist” | have received.

s | understand that I must report immediately the death of a member of my household or the per-
son on whose behalf | am acting.

o | un-derstand that the information | put on this form will be verified and that J rnust cooperate
fully in any mvest:gatton required for quality control. =

o | understand that Section 700.1 of the Probate Code and Section 14009.5 of the Wetfare and
Institutions-Code provide for the recovery of all Medi-Cal benefits received after age 65 from the
estate of a Medi-Cal beneficiary if there is no surviving spouse, rmnor chlldren or blmd or totally
disabled children. ER

* | understand that any information gathered is confidential and not open tmnspec‘cton other than
for purposes directly connected with the administration of the Med: -Cal program.

s | understand that if t am dissatisfied with actions taken by the county welfare department, | have
the right to a state hearing. . ‘

IF YOU DO NOT UNDERSTAND THESE STATEMENTS OR IF YOU HAVE
ANY QUESTIONS, ASK YOU" ‘COUNTY WORKER TO EXPLAIN,

I REALIZE THAT IF 1 DEL}BERATELY MAK FALSE STATEMENTS OR WITHHOLD
INFORMATION, | (OR THE PERSON ON WHOSE-BEHALF | AM ACTING)} MAY LOSE MY
MEDI-CAL CARD AND/OR | CAN BE PF{DSECUTED,"‘FOR FRAUD.

| DECLARE UNDER PENALTY ’OF'?ERJURY THAT THE ANSWERS | HAVE GIVEN ARE
CORRECT AND TRUE TO THE BEST, (}F MY KNOWLEDGE

Date
Relatlonship Date
Signature of Witness (If Applicint Signed wit Mark} Date
FE T
Slgnatura of Person Helping Applicant Ccrnmetq Form Address Oate
EW Signature
COUNTY USE ONLY s

Date
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Attachment 2

Revised Statement of Facts for Medi-Cal
Description of Changes

The format of the MC 210 has not been changed. In sequence, the format is: 1)
personal identification and program identification; 2) resource identification;
3) income identification; 4) linkage to AFDC; 5) other health coverage; 6)
potentially available assistance.

Please note that in the numbering sequence, questions 1 through 22 remain
unchanged. However, questions 23 through 35 are rearranged as follows:

Current Revised E Current Revised E Current Revised
23 25 i 27 24 g 32 34
2h 26 E 28 31 : 33 27, 28
25 3 2 00 | 3%
26 29 E 30 32 E 35 36
; 31 33 E
Page 1

County Use Column

-—- Added verification of identity. Title 22 CAC 50167 (a)(6) requires verifi-
cation of the identity of at least one parent or adult member of the case.

Case review indicates that many eligibility workers (EWs) either fail to verify
identity or fail to document such verification.

Page 2

Question 6

-- Reworded this question. The current MC 210 asks if all applicants are
citizens, The actual inteént is to question alien status. This revision, which

is adapted from the AFDC Statement of Facts Supporting Eligibility for
Assistance (CA 2), clearly identifies that the question concerns alien status.

Question T

—- Redrafted this question to identify specific aid programs. The current MC
210 is inadequate for identifying potential Title II Disregard status.



-2—

County Use Column
-- Removed reference to property spenddown,
Question 9

—~- Added new item ¢. This question is intended to specifically question
applicants claiming disability as to whether a lawsuit/insurance settlement is
pending. Quality Control (QC) reviewers have identified cases in which
applicants have failed to disclose pending lawsults. This gquestion should
increase identification of potential third party liability,

County Use Cclumn

-- Added referral to Medi-Cal Recovery to Question 9C. to remind EWs of this
requirement.

Page 3
Question 10

—-- Added "monthly payment" to question regarding amount of mortgage payment.
This allows comparison of monthly income to monthly expenses and can help
identify discrepancies.

County Use Coiumn

—-- Added verification statements for Questions 11, 13 and 14. Title 22, CAC,
50167 requires that EWs verify the information contained in these questions.
Some EWs fail to document such verification.

Page 4
Question 15

-- Revised this question in order to save space, This format is used in the
CA 2 and is slightly more detailed.

County Use Column

-~ Added verification statements for questions 15, 16, 17 and 19, Inappropri-
ate treatment of these resources has caused QC errors. Some EWs fail to
document verification, fail to update CSV of insurance or value of a burial
reserve or trust after the initial application. In addition, verification of
this information is required by 22 CAC 50167.



Page 5
Question 22
-- Rearranged this question in order to save space.

-~ Added military retirement since it is not clearly identified on the current
form.

—— Added sub-item C, based upon a recommendation by Quality Control and
Evaluation Branch.

Question 23. (formerly question 25)
-~ Moved this question in order to conserve space.
Question 24, (formerly question 27)

-— Moved this question in. order to conserve space,

Page 6
County Use Column

-~ Added verification instructions to questions 25 and 26 (formerly questions
23 and 24) Dbecause EWs very seldom list the type of verification provided. 1In
addition, some EWs neglect to verify the cost of dependent care,

Page 7
Question 27 (formerly part of question 33)

-~ Revised completely the question on unemployed parent(s). The current MC 210
does not contain any questions about primary wage earner. In addition,

current gquestion 33 is inadequate for identifying connection to the labor
force. These two factors are a main requirement for linkage to AFDC based

oh an unemployed parent (22 CAC 50215 (b) and (c)). QC reviews indicate
deprivation errors cause between 10 and 20 percent of the State's

erroneously paid Medi-Cal dollars. Therefore, this question must be

clarified.

The format for this question was adopted from AFDC's CA 2.



Page 8

Question 28 (formerly part of question 33)

-- Revised question and moved from question 33. This question also was adopted
from the CA 2, Federal and State law and regulation prohibit AFDC/MN linked
Medicaid/Medi~Cal coverage for persons refusing a job without good cause or for
participating in a strike., (See also 22 CAC 50215 {(b) and (e¢)).

Question 29. (formerly question 26)

No change.

Question 30. (formerly question 29)

No change.

Page 9,

Question 31. (formerly question 28)

-~ Revised this question in conformity with Recovery Branch input.

County Use Column

~- Added check for coding other health coverage.

-~ Added verification requirement. Title 22, CAC, Section 50167 (a)(7X(T)
requires verification of available health care benefits. EWs do not always
obtain the type of verification required.

-~ Added referral for Medi-Cal Recovery to question 34 (formerly question 32).
Title 22, CAC, Section 50771 requires county departments to notify the State of

potential third party payments (TPL). The additions to the verification
requirements in question 34 should remind EWs of this requirement.

Page 106, Informational Statements
-~ Moved penalty of perjury statement to immediately above signature block.

~- Added phrase on other health coverage to reporting responsibilities
statement.

—— Added statement on reporting death of a beneficiary.

-~ Revised statement on verification of information and QC investigations.



—- Added "blind" child to statement on recovery from the estate of a decedent
beneficiary.

-— Revised and limited statement on confidentiality.
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