ATE OF CAUFORMIA—MEALTH AND WELFARE AGENCY _ GEORGE DEUKMENAN, Governor -

)EPHPT WENT OF HEALTH SERVICES

| 4/744 P STREET
ACRAMENTD, CA 658314

February 25, 1986

T0: All County welfare Directors ILetter No.: B6—-T7
County Administrative Officers

ADPPLICANT 'S SUFPPLEMENTAL STATEMENT OF FACTS FOR MEDI-CAL, FORM MC
223 (9/85 REVISION)

T
abi 11ty ?eculatlons additional infermation is required in
rder for the Dlqulllty Evaluation Division (DED) to evaluate

b

As a result, a 15 year vocational histor
he MC 223 has been revised {(copy attached)
the reguired information and is currently available
(¢/85 revision). Procedures lMznual Section 4A has been
nd is being released under separate cover.

il

7 and a social history

-

n M
D

i Q,:
1

7

D

lﬁ‘— ]

new forms may ke ordared by colnleulzg the DHS 2031, Focrms
, and sending the order, along with two mailing labels to:

‘ Department of Health Services Warehouse
1723 20th Street
Sacremento, CA 95814

Upon receipt of the new form MC 223 (8/85 rev.) all unused copies
of the old MC 223 forms should be destroyed by the county and the
new form substituted.

The MC 223 (3/85 rev.) must be in place before May 15, 1986.
After that date Disability Evaluation Division (DED) will reject
any disability packets containing the old version of the form.

If you experience a delay in cobtaining the forms which could
result in rejection of disability packages submitted to DED,
please contact Teni Balley at the number provided kelow as
quickly as possible. We will attempt to accommodate special
problems, howaver, we must stress {he iwmportance of compliance
with Sccial Security disability regulaticns.



2All County Welfare Directors
County adninistrative QOfficers
Page 2

If you have any gquestions, please contact Toni Bailey at {(91s6)
324-4953.

Sincerely,

Original signed by

Doris Z.Soderberg, Chief
Medi-Cal Eligibility Branch
AZttachnment
ce:  Hedi-Cal Liaiscen
Medi-Cal Program Consultants

Expiration bate: May 30, 1886



et pE

ICANT’'S SUPPLEMENTAL STATEMENT OF FACTS FOR MEDI-CAL

Criginal to DEDO

STATEMENT OF FACTS

COUNTY USE ONLY

County

Aid

Case Number

t, Migdle, and Last Name

ne Address

City

i Zip Code

ne Number

(Check if No Phone [ 1} | DRte o1 Birth

Soclal Security Number

{Message Phone [ ])

4. Helght | weicht

heck those conditions that prevent you from working or limit your daily activities.

[ N
w N

-
o R

16.

O~ ;oW

- o

| have a bone or muscle condition.

I am missing an arm, leg, hand, or foot,

I have trouble seeing, even with glasses or contact lens,

! have trouble heé,ring, even with a hearing aid.

| have a breathing problem.

| have heart trouble or uncontrolied high blood pressure.

| have dizoetes.

| have circulation problems,

| have stomach, intestine, or liver problems.

L have kidnev or bladder problems,

| heve a blood dissase,

! have cancer.

I have menta! problems, an ernotionasl ilness, or a learning problem.
| have seizures, .

t had a stroke.

Other:

nave had this {these) problem(s} singe (month/year} —

his is how my Hness or injury limits

ending, stooping, reaching, or handling).

my da'ly activities and affects my ahility to work (such as walking, standing, lifting, crawling,

&
o
i

Prre 1 0t 2




This is my medical treztrment record for the last 7.2 months starting with my current trestment.

Jame of Doctors/Clinics/Hospitals Address l Phone Number

A. Have you had any of the following tests in the last year:
Check Appropriate

If*Yes,"” Shaw

When Done

Block or Blocks Where Done
TEST Yes No
irocardiogrem L 0]
t X-ray ] J _ e
r X-ray (Name
gy art here
e} ] | }
thing Tests ] 0] - -
u Tests ] [

r (Specify)

O 0

| heve been seen by these ggencies because of my disability (for instance, Social Security, Worker’s Compensation, etc.)

Name of Agencies . Address Ciaim or Case Number ‘ Dates of Visit
) |
f
———— ‘ S
fhe tast grade | completed in school was or | passed the GED .
finished scheol or passed the GED in 19 _______{Year).
“he language | speak is [ ] English [ ] Other:
Ay representative or translator is -
is/Her Phone Number; e Available During Thes2 Days/Hours . ___ ,



social History

¢

&

>

Jescribe your daily activities in the following areas and state what and how much you do of each and bow often you do it.

ciivities):

Household mezintenance {including cooking, cleaning, shopping, and odd jobs arcund th: house as well as any other similar

Recreational activities and hobbies {hunting, fishing, bowling, hiking, musical instruments, exc.)

|
|
f

" Sociel contacts (visits with friends, relztives, neighbars):

" QOther {drive car, motorcycle, ride bus, etc.);

11 have not worked in the last 15 vears. Sign Below,

]

I have worked in the last 15 years, Sign Below And COMPLETE PART 2 OF THIS FOR

f A
ha.

: compieted this form correctly and truthfully to the best of my knowledge and abilities.

ife

rized Representative

leted with

Titie or Relztiansnip

nce of



2 — VOCATIONAL HISTORY

COUNTY USE ONLY

ICANT'S SUPPLEMENTAL STATEMENT OF FACTS FOR MED}-CAL County Aid ‘ Case Number
Original to DED .

41, Widdle and Last Name

yme Adgress City I Zip Code

one Numbder (Check if No Phiene [ 1) Date of Birth Uu*‘i Social Security Number

| heve worked in the last 15 years, This is a description of all the jobs | have done for at iezst 30 days during the last 15 years. | have
started with my most recent job. {}f you had more then 2 jobs, complete additional pages of this form.)

A, Job Title . — _  Type of Business

Dates Worked (Month and Year] From To

Hours Per Week Rete of Pay Per

DESCEIPTICON OF THE JOB

ts what | did and how | did it.

> are the teols, machines, end equipment | used.

k this long to learn the job days or months

te, compieted reports, or performed simnilar duties.  [J Yes [J No

superviscry responsibilities  [J Yes [J No

PHYSICAL ACTIVITY
Circle One

<ed this many hours a day at work: 6 1t 2 3 4 5 6 7 8

d this many heurs a day at work: 0 1 2 3 4 5 6 7 8

his many hours a day a2t work: o0 1 2 3 4 5 85 7 8

bed this much: never occasionally . frequently constantly
L over this much:  never occcasionally . — frequently __ consiantly .
st weight lifted: Weight frequently tifted/carried:

110 Ibs. {1 50 Ibs. T3 Upto10ibs. 1 Up to B0 Ihs.

1 20 1bs. J Over 100 Ibs. L Upto 20 Ibs. T Over 56 Ibs.

b St P A o i e 2 e




B. Jobh Title Type of Business

Dztes Worked {(Month and Year) From — - To

Hours Per Week Rate of Pa‘,{ S, Per

DESCRIPTION OF THE JOB

his is what | did and how { did it.

hese are the tools, machines, and eguipment | usad.

took this tang to lcarn the job days or months
wrote, completed reports, or perfarmed similar duties. [ Yes T No

had sumervisory responsibiliias O Yes £ No

PHYSICAL ACTIVITY

Ciicle One

Liked this many hours a day at work: 0 1 2 3 4 5 6 7 3
stocd this many hours a .day st work: 0 2 3 4 5 6 7 8
sat this many hours a day at work: o 1 2 3 4 5 6 7 B
ctimbed thiz much: never cccas;onally frequently constantly
bent over-this much:  never __sr_ ocezsionally frequently = censtanzly
gaviest weight Hifted. Vizight frequently lifted/carried-

O 10 ibs. 0 50 tbs. ‘3 Upto 10 ibs. 1 Uo to 50 Ibs.

3 20 b, T Ovar 100 ths. — Upto 20 Ibs. 1 Dver 50 Ibs.

T3t have had other jobs in the !z5t 16 vesrs and have cempleted znother pzoa of vocations) litory.

1ave compicied this form correctly and truthiully 1o the best of my xnowledge and abilitios.

Date

Rl
5
fu
.
[

<
[





