


STATEMENT OF FACTS (MEDI-CAL)

LEASE USE INK

1.

2

INST

RUCTIONS:

e YILER

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 9.

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, applicant’s or spouse’s
chiidren under 21.

Applicant's nama (print)

First

Middle

. Hame Address

Number

Street

City

Zip Code -

Matling address {(if ditferent from above)

Home Phona

Work phones

Maeassage phone

Person with whom to leave mestipe

3.

FAMILY MEMBERS

3A. List yourself and your spouse if he/she is in the home or Medi-Cal is being requested in his‘/;her behaif.

Narme ~Blrihdat T 5
_ O™ (First, migate, last) T I T L 2y /e Marital Status { RARRGIT | edisal
Sin- | Mar-| Di- | Sepa-| wias et -
Soclal Securlty (55) Na, Birthplace gle | risd |vorced rated | owed | ves [ NYes | Ng
* Yourself R s -
SR B I l_
5SS MNO.

COUNTY USE
ONLY

Case name:

App /redetermination date:

Verification of identity

Date EW
Verification of S5 No.

t.

Date EwW

PN

-, P -

r 0, inciude any children
s-a deduction for income tax purposes.

Tax Record Weritication

iy

thiig's Name

Mottier's Mame

in. . i Mo X Parent is: Chiig Living  {Med|-Cal Req.
Sex School L PAREMTS wi’ {4 If appiies) witn apticant | for Child
“"1) Father's Name De- | Ab- |incape: | Unem-
Yes eased| sent |Sitated |ployss | Yes | Na Yes No

g P

Birthgate

2}

3C. Did you or any family member use a different name than the one listed above when each of you applied for your Social Security
number(s}? Yes L1 No [1

if yes, list names,

Are you or any family member for whom you are requesting Medi-Cal claimed as a deduction for income tax purposes by someone

eise?

Yes [ No [3

T 210 (7/84)
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Ll LY. CAMIL T MmomMmse S INCLUUE ALL THOSE PEOPLE L'STED !N 3A AND 33}

List the names and addresses of all persons listed in 3A or 3B if they are not living in your home,

E.
Newmre Address
+. s there anyone other than you or your immediate family members
living with you, such as roommate, housemate, or relative? Yes 3 No 3 i yes:
Nearne Relationship
S5A. Are you or any family member requesting Medi-Cal living or currently staying outside California? )
Yes [ No[3 fyes: Date feft Califomia Date expected 10 retumn
Reason for absence:
B. Do you or any family member have a home outside California?
If yes, are you or any family member working or looking for work in California?
If no, explain why you are in Califomia.
6. ARE ANY QF THE PERSONS LISTED IN 3A OR 3B ALIENS?
If YES, complete:
Name of Alien
" Have you or any family member ever appiied for or received in Califomia or any other “state:
AFDC Cash Assistance Yes 3 No O MediCal Ys D No B~ Food Stamps Yes' 0 No O
SS1/SSP Gotd Check Yes O No 8  Other Weifare Benefits Yes' 1 .No O
If you answered yes on any item, complete the following: g
Na § Personls) m 'ﬁte La(st Re-
. Name o - Date of 4~ ceived {if no Reason For
Who Applied For or Received Aid Type of Aid (Mo/Day /Y - -] longer receiving) | Discomtinuance
{Mo/Day/Yr)
. If you or any family member were not recewwa_Meds—Ca{ mn the iast three months, did you or those
family members receive any medical care?  Yes - M8 [Je:1f yes:
) Payments Made { Do You Wish Medi-
Neme of Person Receiving Medical Cars Morthis) of Care _For Care | For Those Months
e es No Yes No
A Are you or any family member re&uesﬁng Me,df-’?ﬁal:
65orover? Yes [ No OO if yesgnae(s)
Blind? Yes [J Na O 1fvyes, namels)
B. Do you or any family member have a physical or emotional problem which makes it difficult to work or

take care of your needs? Yes [  No [0 fyes:

COUNTY USE ONLY

Where required, date CA 6
signed,

* Receiving or applied for
cash gramt or Medi-Cal
amund August 1972? if
yes, check for 20% SS
increase efigibility.

» Four-month continuing
eligibility?

* SGA disabled?
» Title # disregard?

*30 + 1/3 earnings ex-
emption?

Retrosctive appli-
cation

Retro only
Retro and cont.

o

{3 Verification of disa-
bility /blindness (list)

Family Member{s)- - FypeotProbiemiis) Beginning Date of Probiem (s}

¥,

If the problem described in 9B was caused by an injury or accident, are you seeking compensation

“Davé vVaeritied ~

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

210 (7/84)

EW

O Disabitity referral

Date Sent

1} Beferrat to Medi-Cat
recovery
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i, Lompiete the tollowing information about your living arrangements: COUNTY USE ONLY
(O Rent a room, apartment, house, or trailer  $ Rent {For LTC Applicants)
[J Pay for room and board 3 Room and board Verification of exemption
(] Work in exchange for room and board as “'principal residence”’
= Receive free room
[3 Receive free room and board _

] Live in 2 board and care facility Date Veritied Ew
[ Live in a nursing home or hospital : Verification that will re-
Date entered Date expected to return home turn home in six month
SR : - - . T ths
[ tive in and own/buying a trailer, mobile home, boat, or motor vehicle which is not taxed as real Yes [ No OJ
property by the county. .
Description: - Verificati
. tion of propert
Estimatedvalue$____.__  __ Amount owed $ Monthly payment $ property
{1 Live in and own/buying a home or a trailer or mobile home which is taxed as real property by the county. 1
Assessed value $ {from tax staterment) Amountowed S Moanthly payment $
Land home is located on includes more than one parcel. Yes O No O If yes, complete 11. Date Veritied EW
Land home is focated on includes more than one acre. Yes [0 No O Ifyes, complete 11
[J Other living arrangements. Describe:

11. Do you or any member of your family own real property which you do not now live in {for example, land .}l Verificstion  of “good
or buildings) or a trailer or mobile home which is taxed as real property by the county and which you do tause” for unutilized prop-
not now live in?  Yes 0O No [J f yes: erty
Description: X
Address: . : Date verified EW
Owner: Used in part as a home? Yes (J%No' [J Verification of income and

expenses {list)
Full velue {from tax statement $ Amount owed $ Rent co!!eczed eech month §
Expenses on property:
interest $ Yeerly [3 Monthly [ insurance $_ Ya:my O Monthiy O
Taxes and Assessments $ Yearly [J Monthly [J Upkeep and Repairs 5__..__.. Yyearty [J Monthly OJ - Date Veritied EW
Utilities $ Yearly O Monthly 3 R
2. Do you or any fam™. member have a life estate (right to the use of) in any propertv? Yes. J No [J D Revocable
I1f yes, describe: 7 O irrevocable
3. Do you or any family member own a motor vehicle [mciudmg cars, trucks mmorcycis e’cc,_)?
Yes O] No If yes, list;
Class Used for
(From Amount Transportation
N Regls- e
Make and Model Year tra:igon) Owed ves No Verification of nonexempt
vehicles
3
k- Date Verified  EW
$
3
B $
1. Do you or any family oets THoEr omes, mobile homes, or traiiers
which are not used as a t taxed et real property by the county?
ves T No 00 fyes, list: =
Only Means of ificati £ I
Purchase Amount Transporiation :re;;:;"’" of persona
Description Yeoar Owner Price Owed Yes Mo
.18 $
Date Verlfles Ew
$ $
$ $
$ $
OTE: if you think the value the Department of Motor Vehicles will give the items listed in 13—14 wiil be too
gh, you may provide three appraisats of the actual vatue and the average will be used.
G210 (7/84) B Page 3 of 10



DO YQOU OR YOUR FAMILY HAVE ANY OF THE R*—S-OURCES LISTED BELOW?
Check each item, If YES, explain below, - - COUNTY USE ONLY

) i .t YES NO - . o o YES NO
A, Checks (at home or elsewhere} . .. a O 1. Notes, mortgages, trust deeds lror A B '
v ] £ . ' D'
B. Cash {on hand or elsewhere] . ... 0 B salescontracts ... ........... 03 0 ;,,c:ome in ihe nfoni‘:ri:
C. Checkingaccount . ... ........ O 0 Jo Trustfund .. ... L.l 0 3 ¥ eluded?

. Savingsaccount . ......:..... 0 3 K. Stocks, bonds, or certificates .... [ Olves O No O 1 yes
<. Creditunionaccount. . . .... ... a 0o L. Other resources which can amount: ’
E. Certificates of deposit . . ... .... | 3 be quickly changed into
G.Treasury bills . . ... ... ..., J il cash - ¢
H. Money market funds . . . ... .. .. 3 O (specify) . | O

For A, B, and/or C
Current Name and Address Account_ Income from business or
Type of Resource Owner -~ [ Valie "7 of Banks, ete. ’ Number self-employment included?
< SyYes O No O Hyes,
$ 3 :
$ .
$ I:Qt‘-‘c_;v‘e.rmed Ew
16. Do you or any family member have life insurance? Yes {3 No [ If yes, list: _ R -
' F
« | 1. Person Insured Velon _
. T —— of Policy
Insurance Company 2. Policy Owned by insurance | Number
A Total CSV $

g Data‘Verlﬂed Ew ~
- $
17.

1 yes, purchase price

Current value

s $
For whom purchased i
From whom ;-mmhased Date Verified EW
18. Do you or any family member own a burial plotr,rg Yes (0 No [
b
For use of immediate family? Yes {1 No [J
tf for use of anyone ather than a dember of the immedste family, complete the following
Description Owned by ]
Estimated value $ Amount owed $
Location i
19. Do you or any family member own itemns of jewelry valued at more than $100 each? (Do not include wed-
ding and engagement ring or heifooms.) Yes [J No [ If yes, list:
Heirflooms?
Estimated Amount )
Description Value Owed Appraised value
$
A $ s
B $ s

AC 210 (7/84) Page &4 of 10



ment, 100ls, inventory, or material {including livestock

Date

. s e How Ofteny
3. Name of Person Receiving Income ot Eegf::emed} Amount &‘gﬁ%‘:‘f;

- oy P e et IOy METERATE VR DUSEIESS EQUt
or poultry not for personal use}? Yes 1 No tf yes, list:
Estimated Amount
- Description Value Owed
A. $ s
$ $
el $ $
21, Have you or any family member transferred, sold, or given away any property {including money} during
the past two years? Yes [1 No [J  If yes, Hst: .
Date of Am
- , Transfer, ount .
i Description of ltem sﬂ;;‘f?} %’;ﬁ Value Received
A $ $
B. $ $
22. Do you or any family member have any of the following sources of income? Check yes or no for each T
ttem, If yes explain below. Include loans, date Joan received, and whether or not loan is repayable in
“Other.””
A TYPE OF INCOME
Yes No
Cash grant (welfarel, e.g., SSI/SSP Veteran's benefits including Gt Bilt:
{gold check), AFDC, GR, or GA ..... 3 O . .
Military retirement . ., .. ... ......
Social Security: i.e., Retirement, .
Survivors, Disability .. ........... 0O o Mititary allotment . . . .
Railroad Retirement . . ... ......... 3 Cnild support.. .. . . .
Nonmilitary retirement or pension . .. .. 0O O Alimony .
Unemployment Insurance Benefits - o oi.o—— . -Payment from roomers
(UIB} .. . i o O Monetary gifts/contributions
_]ab;tl:tz '"Sgagfizat‘;h"”k one: 00 Interest incéih:e"gnd dividends . .. .. ...
Workers' Compensation .. . ......... O 8 3 Other (itemize) .. “la..ooonen .

Do you receive or expect to recewe a cost-ofdiving: mcrease to this income one or more times a year?
Yes L3 No [ If yes, give da‘te of last and next cost-of-living increase.
Last Next

3. Do you or any family member%yg arv,rofthe following items free or in exchange for work you do?

From whom:
\. Rent or housing {YesT No 3 y
i
Who receives: From wharm:
. Food ves( No [l
N Wwho recelves: From whaom:
. Utilities Yes[J No 2
who receives: From whom:
. Clothing yes3 No OO

4. Do you or any family member pay child support or alimony under a court order or based on an agreement
with the district attorney? Yes {1 No [ 1f yes, complete the following:

Amount Paid By Whom To Whom

C 210 (7/84)

COUNTY USE ONLY

Disposition of proceeds:

Note Refer 10 transfer of
property regs. in Title 22,

Type of cash grant:

Verification {list}:

Date Verifieg Ew
Verification (list):
Date Verified Ew

Page 5 of 10



cremes mrLur vt T LM GL VP LINE U R LY THOITEN S

Yes [J No L1 If yes ‘compete the following: COUNTY USE ONLY

Working membet’s narme Verification (list)

. Employer’s name 0 wage stubs

Address of employer

Days of work per week Days Days Days

. Hours of work per week Hrs, Mrs. Hrs,

ool alwln|»

How often paid (evehr week, twice a month,
every two weeks, etr) ’

~J

. Day of the week you are paid

8. Gross {total} eamings per pay period (before
deductions} (include tips). If self-employed,
write self-employed hers and complete

No. 2f. $ $ $

8. Occupation i = ‘

1. Do you pay child care nécasar*,; for 'work? Ya- 8] Nc; O s . monthly amouﬂnt

2. Do you pay for the care of an mcapacnated adult living in your home in order to be able 1o work? Verification of dependent
Yes E1 No (- & - 22 monthly amount . Name care

Relationship

Anticipated Income. If your income varies from month to month, show your actual gross income for mEﬁarrent morth.:
in Monmth T and your estimated gross mcome for the followsng tweo months in Month 2 and Month 3,

Date Verified Ew

Name and Occupation Month 1 Month 2
s s _
$ $ $
s s ) e

Additional Information. Explain reasons for entries in C. Also, state any facts concemmg your employ-
ment which may affect future months {for example, temporary emp!wment}

AT

6. Are you or any family member self—employed?’ : 'Yetﬂ “Neo 43 If yes, complete the following. If no, Varification

proceed to question 27, {1 Tax return
L3 Business records
Name of business _-

Type of business

Date Verlfled EW
Location

Net profit from self-

. I No Tax Statement or Change in Income: employment:
Adjusted Gross Income From “Tax StepEment
Last Tax Statement . | N Estimated Yearly Estimated Yearly
SOLTT @ Gross Profit Business Expenses $
3 $. $

Money in Checking

Cash on Hand for Business A nts for Business

Average Monthly Cash Expenditures for Business

$ s $
COMPLETE ONLY IF THE FAMILY INCLUDES CHILDREN UNDER 21.

s a parent living in the home unempioyed or working less than 100 hours per manth? If yes, COM-
PLETE THE FOLLOWING FOR THE CHILD(REN)'S PARENT{S) WHO IS/ARE LIVING IN THE
e HQBAE

C 210 (7/84) Page 6 of 10




CiA: ] ¢ g Emnemyey, WOrKIng Less In School Actively Seeking Date Began COUNTY USE ONLY
i _Last Day Worked Than 1 Hours Or Training Fult-Time Employment| Secking Employment ]
Month; Dey ¢ Year Yes No Yes No Yes No Month ; Day 4 Year First Parent’s Earnings
. G TE
/ ! PR _.. QUARTER .
e ] YR.[ dan-] Apr-| Jul-]| Oct-
B. FIRST PARENT (name 3. List employment and Mar | Jun} Sept| Dec
training history for the past five years. Begin with this person’s last job or training. CARNINGE
s
When Emp!oyed When Employed
Name of Employer Work or {From ] Amount | Name of Employer | Work or |From I Amount s
or Training Program Treining mo dy vy Paid or Truining Program | Training mo dy vy Paid
7 Check |To { ! ¢/ Check |To / ) $
$ $ Total Earnings $
Owork  [From  / / [[Oweekly Owork [From {7 |[Cweekly
1 ) Training|To {1 IOmonthiy] 7. [ Training| To i 1 |DOwmonthly {5 _
- . - . - . QUARTER
Owork  [From  /  [Cweekly Cwork  {From ¢ ¢ Apr-] Jul-] Oct.
2. O TreiringlTo ! ¢ |[E3monthly| 8. [JTrainingi Te [ Jun | Sept| Dec
$ o ; =3 ch
Owork  {From | {[Jweekly Owork  (From /[ El B §§ 18I E
3. (A Trsiningi To 1 1 [OMonthly] 9. ) Training] To ! !
$ $
Owork  JFrom 7 7 |Dlweekly Owork  [From /4 |Oweekly
4. [ training{To ! 1 [(OMonthiy]t0. O Training] To £ 4 I Monthily
Dlwork  [From /1 [D0Weekiy DOwork  [From /7= H{TWeekly .
5. 3 training|To /1 [DOsonthiy] 11, [ Training| To {1 [EBMomhiy
s e s
Owork |From  / / [Clweekly DOwork From : } ) [EWeekly
6. O Training|To !/ ! IEMomhiy| 12. DTminiﬁg To T4 {ClMonthiy

C. SECOND PARENT OR OTHER SPOUSE for whom aid is requested {name.._
}. List employment and training hmow for the past five years.

Begin with this person’s }ast job or training. ~
when Ernpio»,ed . o Mé@Empiayed -
hame of Employer | Wk or |From Amount | Name of Employer Work or [From =7/ Amourm
r Training Program Tr. ning mo dy yr Paid or Training Prog'am Training mo dy yr Paid
/ Cneck (To I/ - 4 Check (To F
$ . : v $
Owork  |From /1 f IDweekly Erom 4 1 |Dweekly
O Training| To {1 JCOMonthly| 7. To {1 [EMonthty
$ s
Olwork  |From /7 |DOweekly A dwe From . {4 [Jweekly
L O Training|Te !/ 1 [OMonthiy| 8. T Trainingl To !/ DMonthly
I$ it ) $
Owork . From } § DWeeiét_y Cwork  [From  / f HWeekly
Ll Training[To {7 [ Owmomnly O Training|Ta {7 |{E]Monthly
$ $
Owork  [From 7/ |[Eweekly wark  |From ! 7 |Eweekiy
O Treining[To CIMonthiy 3 Training| To f 1 {OOMonthiy
R $
Clwork  jFrom [ JIwork  |From |/ ¢ |Oweekty
[3Training|To O Training) To {_{ |ElMonthiy
$
. CIwork  [From [Owork  {From 4 0 weekly
[ Training{To Training| To { [ [CIMonthly

C. HAS EITHER PERSON LiSTED IN 27A OR B RECEIVED UNEMPLOYMENT INSURANCE BENE-

FITS (UIB) WITHIN THE LAST 12 MONTHS? Yes L1 No (O

If YES, complete:

Name of Person

Dates Received

C 210 (7/84)

O cuarters

--..Sgcond Perent’s Earnings

QUARTER

YR, Jlan-
Mar

Apr-

Jun

Jul-

Sept| Dec

$

EARNINGS

s

5

Total Earnings $

Primary Wage Earner

15t TO2ng Parent
QUARTER
¥Rl Jan-i Apr-] Jul-| Oct-
Mar| Jun| Sept] Dec
o @ % o
el 2 = o [=
EEEEEEEE
O Quaners
ula:
O Eligible O Reterrat
3 Erigible J Referral
Page 7 of 10



cuA. vlave Tl UF Te Cratreni’s parents living in the fiome quit or refused a 1ob or training within the last COUNTY USE ONLY
. 30 days? 1f yes, complete befow. Yes [1 No 3

B Amount of last | Last day of job/training [Hours of work/training in last 30 days{ (3
arent's Name ] ) e, 54> N bl ast 3¢ i Employer statements
B ) ” / /
: 3 Determinstion of
~ame and Address of Employer/Training Progam Reason for Leaving or Refusal v o .
i 'good cause’’ required
i ount 3 Layoff 3 Refusal
O Fired [ Other (fist reason):

8. Are you or anyone in your family participaﬁng in a labor strike? Yes [1 No [  If yes, complete:

O Seriker(s)

~Vho Dzate Person Went on Strike

79,  Are you or any family member in cotlege or attending a similar educationat mstltutlon? Yes (1 No O

if ves, completethe foliowing: Full-Time 3 Part-Time OO
St udent:e Student: Stua_gnt:

A, 1. Name of institution R

2. Status of student Grad 0 Undergrad [ |Gred (O Undergrad O

Verificatian {list}:

3. Grants, loans, scholarships, fellowships

1. Amount received s
2. Source{s} of grants, Foans; etc. Date Verified EwW
3. How often received

Exernpt:

0 Entire amount

.. Expenses Per Term
8 Only expenses

. s terrn a semester, quarter, year

2. Tuition/fees Y .

3. Bouwks, equipment, and supplies s

4. Child care necessary for schoot $

5. Transportation to school—child care Transportation costs

allowed: {show computa-
tion}

a. Round trip miles per day
b. Scheol attended how many days
per week

c. Type of transportation used
{own car, someone else’s car,
car pool, bus, etc.)

d, Costs (per month)
* Amount paid by studep

s . Amount paid by rider3

e. Parking, tolls, etc.

Is "public tramsportation  {bus, ﬂ_Yes gl Cost Yeas [J Cost -. Yes [ Cost
train, atc.) svailable No [is - ne [is rNe Cils

l. Do you or any family member have Medicare coverage? Yes {1 No [T If yes, list:
| Medicare ' Monthly Premium
Claim Number Deduction From Check Paid by You

Yes [ No O Yes £1 No (O
Yes O No O Yes (3 No (O
Yes (O Ne O Yes (3 No O

Person Covered

Date Verified Ew

1210 (7/84) Page B of 10



- U pve W auY gDy Hstiiogs 113ve nealmt or nospitatization insurance, including insurance paid by an
employer or absent parent? This information will not affect your eligibitity for Medi-Cal.
Yes [0 No [ Ifyes, complete the following:

Coverage {Check) Person(s) Insured Prammom taid

COUNTY USE ONLY

3 CHAMPUS/CHAMPVA $ Date HRB 2 completed
3 Veterans Administration coverage

{50% or above disability rating} - e $
[V Kaiser $ 03 Other health coverage

code emered
[0 Ross-Loos {INA) $
[0 Biue Shield $ || verification (tist)
{3 Blue Cross $ .
Date Verifled EwW

3 Other $ S

Payment .‘used to bring

32. Have you or any family member made a down payment for medical care you will receive in the future? property” within property

Yes {3 No [J I yes,

Tumits Yes O No O
Amount of Down Payment To Whom Made Medical Care to be Received ifve‘
s o O Natice to provider
33A. Have you or any family member ever been in U. S. military service? Yes [J No [J ¢ o ." . S teas O
B. Are you or any family member the spouse, parent, or child of a person who has been in (b2 S mlhtary cas O
service? Yes {1 No {1
34. Have you or any family member applied for or do you or any family member think you are eligible for
any payment/s you are not now receiving? Yes [J No [J If yes, complefe the following:
Date of _Appl'vcatlon { ~ 7 Date Expected
Kind of Payment Person Possibly Eligible MontH/Day/Year. - Month/Day/Year
Social Security
Date Veritled EW

Misability payments

steran’s payments

Unemployment Benefits

B . Medi-Cal
Norkers Qompensatlon edi-Cal recovery referral

Vedicare Date

“ending suit or insurance settle-
ment for accident or injury

Hher: Describe

Date of accidant/injury

Medi-Cal recovery referral

Date
35.  Services {these gquestions do not affect your eligibii;‘tﬁ_' ar Medi-Cal) [3 CHDP brochure given
A. Are you interested in physmal ‘examinations fo aﬁy family member-under 21 through the Chiid
Health Disability Preventi "Progra 7 Yes 0O No O ——-- Date
8. Are you interested in mfof‘g\atton on the Earmly Planning Program? Yes 3 Ne OO0 - - - 13 CHODP referral
C. Are you interested in talkmg to a socla} services worker about other services which may be available (O Social services referral

toyou? Yes [0 No [ If yesjexplain:

6. Additional information, Please give the item number in the column to the left.

AC 210 {F/84) o o Paga 9 of 10



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

¢ | 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, or expenses or 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 1 agree to meet all other responsibilities explained in the ““Medi-Cal Responsi-
bilities Checklist’” | have received.

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

+ | understand that the information | put on this form will be verified and that | mus

coopérate
fully in any investigation required for quality control. &

e | understand that Section 700.1 of the Probate Code and Section 14009.5 of the Welf '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, minor children, or blind or totally
disabled children. ‘ :

+ | understand that any information gathered is confidential and not open to- pectlon other than

for purposes directly connected with the administration of the Medl Cal prograt

the right to a state hearing.

s | understand that in accordance with Section 14006(b) of t e\Welfare and Institutions Code, the
State may record a lien agamst my property as relmbursement for the cost of med:ca! care.

IF YOU DO NOT UNDERSTAND THESE S‘{ATEMH\[TS ORIF YOU HAVE
ANY QUEST]ONS ASK YOU R’COUN ' WORKER TO EXPLAIN.

| REALIZE THAT IF | DELIBERATELY MAKXE. FALSE STATEMENTS OR WITHHOLD
INFORMATION, | (OR THE PERSON ON WHOSE BEHALF I AM ACTING) MAY LOSE MY
MEDI-CAL CARD AND/OR 1 CAN BE P OSECUTED FOR FRAUD

Y THAT THE ANSWERS I HAVE GIVEN ARE

{ DECLARE UNDER PENALTY O P L
My KNOWLEDGE.

CORRECT AND TRUE TQ THE BEST

Signature of Applicant SR Date
Signature of Persan Acting for %9! Retationship Date
é{,, :

Slgnature of witness (It Appiicant Siqno-d With M.erk) Date

Signature of Person Hedpling Appticant Compicto Form Address Date
W Slghat

COUNTY USE ONLY - . Senature
Date
0 (7/B4}) ) Page 10 of 10
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