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An index of major subjects and sections where they can be found is shown below. Acronyms and form
numbers are found first, followed by an alphabetical listing of subjects.

INDEX

SUBJECT SECTION
CWD B, C
DHS B, C-7
DHS 7035A/DHS 7035C ' c-3,C4
DHS 7045 C4,C-5
FP-DED B

" HCFA B
IHSS c-1
IRCA c-1
IRWE c-2
MC 017 c-4
MC 179 c-4
MC 220 c-4
MC 221 C4,C-5
MC 222 c4
MC 223 c-4
MC 239 SD B-2, C-4
MC IN 13 B-2, C-4
MC 272 c-2, C4
MC 273 C-2,C4
MC 4033 c-4, C-7
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OBRA
SGA
SP-DED
SSA

UWA

C-2
B, D

B, C-1
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SUBJECT

Allowance Codes
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Closed Disability Cases
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Disability Requirements, Federal
Disability Requirements, State
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Disabled Former SSI/SSP Recipients
District Coordinator for HIV Forms
Forms

Full Referral Packet

Good Cause

HIV Chart

HIV Desk Aid - Adult/Child

Limited Referral Packet

SECTION
C-8
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C-2, C-3, C4, C-5, C-7
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INDEX
SUBJECT ' SECTION
Medical Deferment D
Medi-Cal Liaison List C-4, C-7
No Determination Codes : c-8
No Determination Decisions C-8
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Questions and Inquiries on Cases 7
Railroad Retirement Board Disability C-6
Redeterminations c-9
Reevaluations c-8
Reexaminations C-9
Reporting Changes to SP-DED c-7
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'Resubmitted Cases, Chart For c-9
Retroactive Medi-Cal C-1,C-6
Sending Packet to SP-DED C-6
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INDEX
SUBJECT SECTION
SP-DED Addresses C-7
SSA Decisions C-1
Unsuccessful Work Attempts C-2
Work Activity Report c-2
Z-Cases | C-8
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GLOSSARY OF ACRONYMS

Aid to the Blind and Disabled

Acquired immunodeficiency Syndrome
‘Administrative Law Judge

Authorized Representative

AIDS Related Complex

California Code of Regulations (Title 22)
Code of Federal Reguiations

County Welfare Department

County Welfare Directors Letter
Disabled Child

Disability Evaluation Analyst

Disability Evaluation Division
Department of Health Services

Date of Birth

Dictionary of Occupational Titles
Department of Social Services

Eligibility Worker

Federal Programs-Disability Evaluation Division
Health Care Financing Administration
Human immunodeficiency Virus
In-Home Supportive Services
Immigration Reform and Control Act
Impairment-Related Work Expenses

Los Angeles State Programs Branch
Medi-Cal ' :

Medical Consutltant

Medi-Cal Information Notice

Medi-Cal Eligibility Branch

Medi-Cal Eligibility Procedures Manual
Notice of Action

Omnibus Budget Reconciliation Act
QOakland State Programs Branch
Presumptive Disability

Railroad Retirement Board

Retirement, Survivors and Disability Insurance (Title 11)
Statewide Automated Welfare System
State Disability Insurance

Substantial Gainful Activity

Share of Cost

State Programs-Disability Evaluation Division
Social Security Administration
Supplemental Security Income/State Supplementary Program (Title XVi)
Social Security Number

Unsuccessful Work Attempt

Veterans Administration

Vocational Rehabilitation

Workers’ Compensation

MANUAL LETTER NO.: 142 | DATE: FEB 0 6 1995 GLOSSARY







MEDI-CAL ELIGIBILITY MANUAL

22A — INTRODUCTION TO THE DISABILITY PROGRAM

Methods for confiing disability are listed in the Califomia Code of Reguiations, Title 22,
Section 50167(a)(1), (A) through (B). The following describes disability requirements for federal disability
under Social Security and state disabiity under Medi-Cal.

1. FEDERAL DISABILITY REQUIREMENTS (Title 22, Section 50223)

A ADULT:

Federal law defines a person 18 years or older as disabled if the Social Security
Administration’s (SSA's) disability criteria for Titie I, Retirement, Survivors and Disability
Insurance (RSDI), or Title XV1, Supplemental Security income (SSI), are met.

Title Il (RSDI) Benefits SSA administers monthly payments to aged, biind
and disabled persons who have previously
worked and have sufficient work quarters.

Titie XV1(SS!) Benefits SSA administers monthly payments to aged, blind
and disabled (ABD) persons whose income and
resources are below certain limits.

'B.  CHILDREN

Children under 18 years old are disabled if they have a medically determinable physical or
mental impairment which meets the SSI Disabled Child criteria.

C.  SSADEFINITIONS

Disability Federal law defines disability as “the inability to
engage in any Substantial Gainful Activity (SGA)
by reason of any medically determinabie physical
or mental impairment which can be expected to
resutt in death or has lasted or can be expected
to last for a continuous period of not less than 12
months®,

Substantial Gainful Activity (SGA) SGA means work that (a) involves doing
_ significant and productive physical or mental
duties; and {b) is done, or intended, for pay or

profit

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 BAY 27 i34 22A-1
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2.

STATE DISABILITY REQUIREMENTS (Title 22, Sections 50203 and 50223)

State law requires that Medi-Cal clients, aged 21 to 64 who allege disability, have their eligibility
evaluated under the Aged, Blind, and Disabled-Medically Needy (ABD-MN), Title XIX program. The
SSA disabiity criteria for Title Il /Titie XVl are used to evaluate disability for ABD-MN.

The disability evaluation process also applies to clients who are eligible and linked to other
programs (Aid to Families with Dependent Children-Medically Needy, Medically lndlgent Children,

etc.), who allege disability and who choose to go through this process.

The ABD-MN program is 50 percent federally funded and allows clients to have greater income
deductions which may lower or eliminate their Share of Cost (SOC).

OTHER DISABILITY PROGRAMS
Disability established under other programs such as State bisability Insurance (SDI), Veterans’
Benefits, Workers" Compensation, etc., DOES NOT establish disability for Medi-Cal. Recipients of

such benefits who apply for Medi-Cal disability, who meet income and resource requirements, must
have their claim sent to SP-DED for a disability decision.

£

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 MAY 27 1994 22a-2
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22B —~ AGENCIES INVOLVED IN THE DISABILITY EVALUATION PROCESS

The roles of various government agencies involved in the disability evaluation process>are provided below.

SOCIAL SECURITY ADMINISTRATION (SSA) AND FE.DERAL PROGRAMS -
DISABILITY EVALUATION DIVISION (FP-DED)

The Social Security Administration (SSA) contracts with the Disability Evaluation Division (DED) of
the state Department of Social Services to perform medical determinations of disabiity. There are
two components of DED: Federal Programs (FP) Branches determine disability for SSA’s Title Il
program and Title XVI, the Supplemental Security Income (SS1) program and State Programs (SP)
Branches determine disability for Title XIX, Medi-Cal, using SSA’s criteria for disability under SSI.

Disability Evaluation Analysts in Federal Programs-DED (FP-DED) are responsible for obtaining
medical and vocational documentation, ordering consultative examinations, evaluating medical
evidence and work and for social history, and making a disab8ity determination along with a Medical
Consuitant.

HEALTH CARE FINANCING ADMINISTRATION (HCFA)

HCFA administers the Medicaid program and sets forth the federal regulations for its
implementation. HCFA has designated the state Department of Health Services (DHS) to oversee
the Medicaid program (Medi-Cal) in California. -

STATE DEPARTMENT OF HEALTH SERVICES (DHS)

DHS is responsible for implementing federal regulations, developing policies and procedures, and
providing guidance to ensure compliance with regulations. DHS contracts with State Programs-DED
(SP-DED) to do disability evaluations for those applying for Medi-Cal as a blind or disabled person.

DHS works with county welfare departments (CWDs) to ensure that Medi-Cal applications based
on disability are processed timely between SP-DED and CWDs.

STATE PROGRAMS-DED (SP-DED)

The State Programs-DED located in Los Angeles and Oakland determine disability for Title XIX,
Medi-Cal, using SSA's criteria for disability under SS!. SP-DED does disability evaluations for clients
applying at CWD for the Aged, Biind and Disabled-Medically Needy (ABD-MN) program. Disability
criteria are the same for federal and state DED staff. Upon completion of the disability evaluation
of a blind or disabled client, the CWD is advised of the decision so that the Medi-Cal claim
processing may be completed.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 HAY 27 1994 22B-1
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S. COUNTY WELFARE DEPARTMENT (CWD)

Whereas SP-DED is responsible for the medical determination of disability, the CWD is responsible
for the non-medical portion of determining eligibility for Medi-Cal disability.

The following steps shouid be followed by CWDs when a Medi-Cal client claims to be disabled or
blind, either verbally or in writing, such as in the Statement of Facts (MC 210), Status Report (MC

1768), or a letter-.

Document In case record how disability was evaluated.

Confirm | - Disability, using methods listed in Thie 22, Section
| 50167(a)(1); (a) through (c)--

Refer : ‘ Client to SSA or SP-DED I disablity is not

confirmed by methods listed in Title 22, Section
50167 (a) (1), (a) through (¢).

Review MC 223 to decide If a prior disability decision was
' made by SSA. if yes, responsibllity for a current
evaluation May belong to SSA and dlient may be

referred back to SSA

An MC Information Notice 13 and a denial notice
of action (NOA), if applicable, must be provided
to dlient to take to SSA.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 iy 27 94 22B-2
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C17.

c-2

C3.

C-7.

CS.

c5.

22C — COUNTY WELFARE DEPARTMENT PROCEDURES

This section lists the various activities the County Welfare Department (CWD) performs in processing claims
for Medi-Cal disability. The major CWD activities are. listed in separate sections (22 C-1 to C-9) which
provide a more comprehensive discussion and instructions for implementation.

Referring Disability Applications To SSA
Or SP-DED

Determining Substantial Gainful Activity

ISGA)

Determining Presumptive Disability (PD)

Compileting Disability Evaluation Forms

. Providing CWD Worker Observations

Assembling And Sending SP-DED
Packets

Communicating With SP-DED And DHS

About Changes And Status

Processing SP-DED Decisions

Proi:assing Reexaminations,
Redeterminations And Reevaluations

‘recipients, and Railroad Retirement Board

Specifies circumstances in which disabiity
appilications are referred to SSA or accepted by
CWD for referral to SP-DED.

Provides criteria and instructions on processing
in SGA.

Provides criteria and procedures for determining
# a client can granted PD. Includes detaded
criteria for clients with Human Immunodeficiency
Virus (HIV) infection.

Provides a list_of forms used in the disability
evaluation process. Includes instructions on the
use of the forms.

Provides background on the importance of CWD
observations and how they can be provided to.
SP-DED. Inciudes a form which can be used to
provide observations to SP-DED.

Discusses limited and full packet situations,
retroactive Medi-Cal requests, prior SSI/SSP

disability claims.

Provides instructions for notifying SP-DED about
changes which occur during claim development
and use of status information reports provided by
SP-DED. Discusses methods to communicate
with DHS.

Provides information on allowance, denial and no
determination decisions. Inciudes instructions on
CWD actions to be taken upon receipt of
SP-DED'’s decision.

Provides criteria and instructions on how
reexaminations, redeterminations and
reevaluations should be processed.

SECTION: 950167, 50223
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22 C-1 —~ REFERRING DISABILITY APPLICATIONS TO SSA OR SP-DED

BACKGROUND

The 1830 revisions to CFR 435.541 specify the situations when client must be referred back
to the Social Security Administration (SSA) to apply for disability benefits, or be allowed to file
a Medi-Cal application based on disability. Therefore, it is very important that CWDs carefully
review the MC 223 (Applicant’s Supplemental Statement of Facts for Medi-Cal) to determine
who has jurisdiction over an application for disability benefits.

NOTE: A chart at the end of this section identifies situations when a client is referred to SSA
or SP-DED after/during SSA’s decision-on a -disability claim.

When a Medi-Cal application based on disability is accepted from client, optional form

MC 017/MC 017 (Sp) may be given to client. This informational form gives client.an overview
of what can be expected when a disability application is filed.

FEDERAL DISABILITY EVALUATION BY SSA
A. Guidelines For Referring Client To SSA

SSA refers case to FP-DED for a disability evaluation in the following situations. (Refer
to SSA/SP-DED chart at the end of this section to determine when to refer client to

SSA.)
SSA Has Denied Disability Client must ask SSA to “reconsider™ a previous
Status Within The Previous 60 denial action, as client has 60 days to appeal
Days SSA's decision. CWD will deny the Medi-Cal
application.
i client has a reconsideration request pending
with SSA, CWD will deny the Medi-Cal
application.
SSA Has Denied Disability 1. Client must ask SSA to "reopen” the
Status More Than 60 days But previous evaluation. At its discretion,
Within One Year Of Current SSA may or may not “reopen” the
Date ciaim. CWD will deny the Medi-Cal
application. -
2. If client’s same condition has changed

or worsened, CWD must refer client
back 1o SSA. CWD will deny the
Medi-Cal application.

SECTION: 50167, 50223 MANUAL LETTER NO.: 142 paTE: FEB O 6 199%2c.1.1
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SSA Denied Claim More Than
One Year Before The Current
Date

B. Special Handling of Federal Decisions

3. If SSA denied the disability claim after
reopening the previous decision, SSA’s
decision would be controlling over
Medi-Cal. CWD will deny the Medi-Cal
application.

If client does not allege that the same condition
has worsened OR that there is a new condition,
client will be asked to file a new application
with SSA. CWD will deny the Medi-Cal
application.

The foliowing specifies situations when CWD can rescind a prior Medi-Cal denial, after
following the 1990 Reguiations which require that a Medi-Cal application be denied and

client referred back to SSA.

SSA Approves Disability After
Originally Denying Claim

CWD will RESCIND prior Medi-Cal denial and
approve Medi-Cal, if otherwise eligible. New
application or referral to SP-DED not needed if
SSA’s -disability onset date coincides with
request for Medi-Cal coverage.

If retro Medi-Cal is needed, send full packet.
include SSA award letter. in item 5 of
MC 221, indicate initial Medi-Cal application
date (before client was referred to SSA) to
protect client’s original filing date and specify
“client was originally denied and referred to
SSA for reopening™ in Item 10 (Comments
section) of MC 221.

‘NOTE: Request for retro onset must be made

within one year of the month for which
retroactive coverage is requested.

3. STATE DISABILITY EVALUATION BY SP-DED FOR MEDI-CAL

The following are guidelines for determining who should and should not be referred to SP-DED
for a Medi-Cal disability evaluation. (Refer to SSA/ SP-DED chart at the end of this section to
determine when to refer claim to SP-DED after/during SSA’s decision on a disability claim.)

SECTION: 50167, 50223
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A. Who Should NOT Be Referred To SP-DED

Incapacity Or Pregnancy
Verification

Prior SP-DED Decision -
Disabled

Prior SP-DED Decision -
Not Disabled

Other Factors Causing
Ineligibility

Refusal To Be Evaluated

Prior SSA Decision-Not
Disabled

Do not refer clients to request verification of
incapacity or pregnancy

Do not refer client who has had a decision
made within the past 12 months uniess the
reexamination date has passed, or there is an
indication that the medical condition has
improved.

Do not refer client who has had a claim
denied within the past 80 days. Client should
be advised of the appeal process.

However, if CWD believes that the SP-DED
denial is incorrect, the case may be sent back
for a reevaluation within 90 days, as
discussed in C-8.

Do not refer client who CLEARLY does not
meet other eligibility factors, such as state
residence or resource limits, or if there are
questions about other verifications. Otherwise,
if DED packet is complete, send it while other
eligibility factors are being verified.

Do not refer client who refuses to be evaluated,
as any client has the right to refuse to be
evaluated for a disability.

CWD shouid discuss the possibility of a
disability referral with clients who appear to be
disabled but who have not requested a
disability evaluation.

Examplc: Client is confined to a wheelchair, or
has difficulty walking, standing or sitting; the
individual seems disoriented, or shows extreme
emotional distress.

Do not refer clients to SP-DED who were
denied disability status by SSA:

1. Within 60 days: refer to SSA for a
reconsideration.

SECTION: 50167, 50223
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2. Wwithin 12 months: client alleges same
condition worsened; does not allege a
new condition; did not ask SSA to
reopen claim.

3. More than one year ago: client does
not allege the same condition has
worsened - or that there is a3 new

condition.

4. At any time: when client appealed
denial and decision on appealed claim is
pending.

B. Who SHOULD BE Referred To SP-DED
No Prior SSA Evaluation Client’s disability has never been evaluated by

SSA.

SSA Application Status Is Client’s application for RSD} (Title Il) or SSI

Unknown Or Pending {Title XVIi) is pending or client does not know
status of claim. -

SSA Application Denied Client’s application for SSl is denied for excess

Because of Excess income/resources and client has proof of such,

Income/Resources and client meets income/resource requirements
for Medi-Cal.

SSA Approved Claim SSA has set a specific onset date as the start
: of disability, and client is requesting retroactive
Medi-Cal coverage prior to that onset date.

SSA Denied Claim 1. SSA denied claim within 12 months,
alleges new condition not considered by
SSA, has not reapplied with SSA.

2. SSA denied claim over 12 months ago,
same condition worsened, has not
reapplied with SSA.

3. SSA denied claim over 12 months ago,
has new condition not considered by
SSA, has not reapplied with SSA.

SECTION: 50167, 50223  MANUAL LETTER NO.: 142 DATE: FEB 0 6 199522C-1.4
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SSA Discontinued Claim

SSA Refuses To Reopen Claim

Railroad  Retirement Board

(RRBJ Disability

Medi-Cal Denied Claim

Former SSI Recipient, 65 Years
Or Older

In-Home Supportive Services
(IHSS)

Omnibus Budget Reconciliation
Act [OBRA)

SSA discontinued SSiI benefits for reasons
other than disability and client still has the
medical condition which was the basis for the
SE&I decision.

SSA, at its discretion, refuses to accept a
reopening request, and client returns to apply
for Medi-Cal disability.

RRB determinéd Occupational Disability only.

Client was denied Disabled-MN benefits for
failure to cooperate with SP-DED and good
cause is established.

An evaluation for former blind SSI/SSP
recipients may be necessary even if client
reached age 65 or has already been determined
disabled. Under the Pickle-Amendment to the
Social Security Act, blind individuals are
entitled to a higher SSI/SSP payment level than
disabled or aged persons.

Indicate "Pickle Person” on the MC 221 under
"Type of Referral” or packet may be rejected as
unnecessary. .

An applicant for IHSS who is NOT receiving SSI
must have an independent evaluation of
disability performed by SP-DED.

OBRA provides restricted Medi-Cal benefits to
otherwise " eligible aliens who are not in a
satisfactory immigration status.

SECTION: 50167, 50223
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-

SSA/SP-DED CLIENT REFERRAL CHART

Itemns 5 to 5D of the MC 223, Applicant’s Suppiemental Statement of Facts For Medi-Cal, identify whether
client has applied for Social Security or SSI disability benefits in the past two years. Client's responses
determine whether a3 disability claim is referred to SSA or SP-DED. The following chart helps to identify

where the claim should be referred.

101794

Q.BRSTA‘I'US STUATION QUESTIONS AND ANSWERS SSA SP-DED
1. Did Not Apoly Q5 = No
2. Appled Appication Status Unknown or Pending Q5 = Yes X
Q SA = Unknown/Pending
3. Allowed/Deried Decision On Appesl Q5 = Yes X
Q SA = On Agpsal

4. ABowed Has SSA sward letter proving cusTent receipt of benefits. QS5A = Approved None

S. ABowed Has SSA d lsttar proving wdm Q SA = Approved X
Neueds retro Mads-Cal,

6. Deniad Has SSA letter proving denial b oni andlor Q SA= Dervec X
TOBANTES.

7. Denied M-mmsoeqs. Did not ask SSA to Q 5B = Date watrun 80 days. X
Wﬂm“

8. Denied D-u-mlznm Alleges worsening of sams Q S8 = Date wathsy 12 monmins. X

’ concivon. {Provides procf, if condition now meets Q5C = Yes

Presurnptive Dissbility criterie.} wmd&wm
provious denial.

9. Denisd Denisl within 12 months. H-SAbmmsSA Q 5B = Date withmn 12 months. X

: yefusal to recpen previous denial.

10. Denied Denigl within 12 months. Aleges new cordition not Q S8 = Date within 12 months. X
conmsidered by SSA. Has not reapplied with SSA. QSD = Yes

11. Denied Denisl within 12 months. Does not allege new condition or Q SB = Dats wathey 12 months. X
worsening of same condition. Q SC/D= No

12. Denisd Denisl over 12 months. Same condition worsened, or has Q 5B » Dete over 12 months. X
aowr rradical problem not considered by SSA.  Has not Q500D = Yes
veapphed or sppesied with SSA.

13. Denied Denisl over 12 months. No worsering of same condition, or Q SB = Dats over 12 months. X
has no now medical probiems.
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22 C-2 -- DETERMINING SUBSTANTIAL GAINFUL ACTIVITY

1. BACKGROUND

Seclion 435 540 of 42 Code of Federal Regulations (CFR) requires Medi-Cal to use the
Supplemental Secunty Income (SSI) defimtion of disability to decide whether a clientis eligible for

Medi-Cal based on disability.
To be considered disabled, SSi requrres that an indvidual be.

"unable lo engage in Substanhal Gainful Activity (SGA), due to a medically delermined physical or
mental impairment, which 1s expected 1o result in death, or which 1s expected 1o last for a

conlmucus penod of 12 months”

A client who performs SGA 15 not disabled. even if a severe physical or mental impairment exists

2. THE CURRENT SGA AMOUNT

Since the SGA amountis now based on the federal average wage index, the dollar amount may
be adjusled annually

. Using the new formuta, the SGA amount has increased to $830 per month effeclive
January 1, 2005.

NOTE Smce the SGA amount may change annually, future revisions lo the manual regarding

the actual SGA amount will only be reflecled in this section All olher ieferences to the SGA
amount will only stale "Current SGA Amount” and no doliar figure will be noled

3. WHEN TO USE THESE PROCEDURES
Thesce procedures will be used when a chent

. liles for Medr-Cal disability, stales on the MC 223 that he or she 1s working, and has gross
earnings of more than the current SGA amount per month, or

. meels the cntena for Presumptive Disability (PD) but earns over the current SGA amount
per month, PD should not be approved until an SGA delerminalion s made (except as
ndicated in the "notes below)

NOTE. Individuals applying for or enrolled in the 250 Percent Working Disabled (WD) program
must meel the SSI federal detimhon of disabibty except that they may engage in SGA. When
submutting chsability packels lo Slale Proyrams-Disability and Adult Programs Division (SP-
DAPD), the MC 221 (Disabilily Transnuttal Form) must indicale that the case 1s a 250 Percent
WD case. For additional informalion regarding the 250 Percent WD progran. see Seclion 5R of
this manual

NOTE These piocedures do nol apply to clienls who are blind. or to beneficianes who return to
work after disabulity has been approved Il an SGA evalualion was nol perdormed because the
chient alleged Liindness and SP- DAPD found that the client was disabled but not blind. an SGA
evolualion must be performed before ehgibilty as a disabled person can be established

SECTION: 50167, 50223 MANUAL LETTER NO.: 297 DATE: 07/14/05 22C-2.1
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4, PROCEDURES

A

SGA DETERMINATIONS

The EW shall delermine whether a client 1s performing SGA when a clienl has earned
income over the current SGA amount per month. The EW shall*

1

Oblain_ Chent’s gross monthly earnings (if irregular, earnings should
be averaged). Earnings derived from In-Home Supportive
Services are treated as earmned incomne

Determing Whether there are impairment-relaled work expenses
(IRWESs) or subsidies that can reduce earnings below the
SGA amount {IRWEs and Subsiches are discussed further

in this seclion)

Deny Medi-Cal disability application if "net countable earnings”™
arc over the current SGA amount

Submii- A full disabilily packet lo SP-DAPD, including an MC 220,
MC 221,and MC 223, only Il "net countable earnings” do not exceed the current SGA
amourt

Alerl Is sent to SP-DAPD via a DAPD Pending Information Update Form (MC 222)
when a disabilily packet was sent to SP-DAPD and the client is subsequently found
to be engaging n SGA SP-DAPD will stop case development and relurn case to
county of ongin

Work Aclivity Report Form (MC 273, Exhibil 2) should be provided to chent whose
earnings are over the currenl SGA amount to help in making SGA delerminations.

IMPAIRMENT-RELATED WORK EXPENSES

Impairment-related work expenses (IRWEs) are ceitain expenses that are incurred and paid
by an impaired chent o enable him/her to work

1.

SGA Delermmnation

IRWESs can be deducted from gross earnings to arnive al “nel countable earnings™

If "net countable earnings™ are over the current SGA ainount, deny the application.
For self-employment, IRWEs can be deducled from nel mncome, if hot already
deducted from gross income as a business expense.

Example The current SGA amountis 8830 The client earns 31,100 per month and
has $200 worth of IRWESs for special transportation costs to go to work and for
mmedications needed to control a seizure disorder In this example the " net countable
carmngs” are 3900 per monith {31100-200) As "nel countable earnings” ($900) are
more than the cunren! SGA amount, the chent is performing SGA and the application
1s denied

Do NOT apply ABD-MN or AFDC MN/MI earned income deduchions when
determining SGA.

SECTICN. 50167, 50223 MANUAL LETTER NO.: 297 DATE: 07/14/05 22C-2.2




MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

2. Allowable IRWE Deductions

Deductions are allowed when the following conditions exist:

a. Disabled client needs the item/service in order to work. The
need must be verified by the prescribing source (e.g., doctor,
Vocational Rehabilitation [VR]). The cost must also be

verified.

b. Cost is paid by disabled client and not reimbursed by another
source (e.g., Medicare, VR). The cost must be paid in cash,
including checks or money orders, and not in kind.

C. Expense is "reasonable”. It represents comparable charges
for the item/service in the community. Sources such as a
medical supplier or VR may be contacted.

Example: Client states he/she needs an attendant to assist in
activities to prepare for work. Client has a family member perform the
services and is charged $15 per hour. If Personal Care Services
provided through In-Home Supportive Services allows a payment of
$4.25 per hour, only $4.25 per hour should be allowed as a

deduction.

3. Budgeting of IRWE

Payment must be made after client became disabled in order for cost
to be deducted. Payment is computed in the following ways:

a. Recurring and Non-Recurring IRWEs

1. Recurring costs, such as monthly payments for a
wheelchair: the amount paid monthly is deductible.

2. Non-recurring down payments, or full purchase price
paid for an item: alump sum payment may be prorated
over 12 months.

b. Cost Incurred Before or After Work

1. Before work started: Prorate the cost over a 12-month
period; deduct only the balance of the 12 months while
the client is working.

SECTION: 50167, 50223 MANUAL LETTER NO.: 294 DATE: 01/13/05 22C-2.3
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Example: Client paid $600 in January for an item.
Work started in April. Prorate the cost over 12 months.
IRWE applies to the balance of the 12 months of
employment, or $50 per month for April through
December.

2. After work ended: Deduct IRWE from the last month
earned income is received.

SECTION: 50167, 50223 MANUAL LETTER NO.: 294 DATE: 01/13/05 22C-2.4
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4, |IRWE Cateqgories

DEDUCTIBLE

Afttendant Care Services

Performed in work setting or in
process of assisting in
preparations for work, the frip
to/from work and after work (e.g.,
bathing, dressing, cooking,
eating).

Services  which incidentally
benefit the family (e.g., cooking
meal for individual also eaten by
family).

Services performed by a family
member for a cash fee where the
family member suffers an
economic loss by reducing or
terminating work to perform such
services.

Requires verification of duties, of
amount of time spent, that they
were paid for in cash, and that
payment is made on a regular
basis.

Transportation Costs

Structural or operational
modifications to vehicle, needed
to drive to work or be driven to
work, even if also used for
non-work purposes.

Driver assistance or taxicabs
where such special transportation
is not generally required by
unimpaired individuals in the
community.

Mileage expense limited to travel
related to employment.

NON DEDUCTIBLE

Aftendant Care Services

Performed on non-workdays or involving
shopping or general homemaking (e.g.,
cleaning, laundry).

Services performed for someone in the
family other than the beneficiary (e.g.,
babysitting).

Services performed by a family member
for a cash fee where the family member
suffers no economic Joss.

Transportation Costs

Cost of a vehicle whether modified or not.

Cost of modification to a vehicle not
directly related to the impairment or
critical to the operation of the vehicle
(e.g., paint or decor preferences).

Cost of travel related to obtaining medical
items or services.

SECTION: 50167, 50223
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DEDUCTIBLE

Medical Devices

Wheelchairs, hemodialysis
equipment, pacemakers,
respirators, traction equipment,
braces (arm, leg, neck, back).

Work-Related Equioment and
Assistants

One-handed typewriters, typing
aids (e.g., page-turning
devices), electronic visual aids,
telecommunications devices for
people with hearing impairments
and special work tools.

Expenses for a person who
serves as a reader for a visually
impaired person, expenses for an
interpreter for a deaf person, and
expenses for a job coach.

Prosthesis
Artificial hip and artificial
replacement of an arm, leg or

other part of the body.

Residential Modifications

Individual Employed Outside
Home: Modifications to exterior
of house to allow access to
street or transportation (e.g.,
exterior ramps, exterior railings,
pathways, etc.).

Individual Self-Employed at
Home: Modifications made
inside home to accommodate
impairment (e.g., enlargement
of a doorway leading into an
office, etc.).

NON DEDUCTIBLE

Medical Devices

Any device not used for a medical
purpose.

Work-Related Equipment and Assistants

Any work-related device not paid for by
the person with a disability or, in the case
of a self-employed individual, equipment
previously deducted as a business
expense.

Prosthesis

Any prosthetic device that is primarily for
cosmetic purposes.

Residential Modifications

Individual Employed Outside Home:
Modifications to the house primarily
intended to facilitate functioning in the
home environment (e.g., enlargement of
interior door frames, lowering of kitchen
appliances and bathroom facilities, interior
railings, stairway chairlift, etc.).

SECTION: 50167, 50223
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Individual Self-Employed at
Home: Any modification
expenses previously deducted
as a business expense in
determining SGA.

DEDUCTIBLE

Routine Drugs/Medical Services

Regularly prescribed medical
treatment or therapy that is
necessary to control a disabling
condition (even if unsuccessful),
such as anti-convulsion drugs or
blood level monitoring, radiation
treatment or chemotherapy,
corrective surgery for spinal
disorders, anti-depressant
medication, etc. The
physician's fee relating to these
services is deductible.

Diagnostic Procedures

Objective of procedure must be
related to the control, treatment
or evaluation of a disabling
condition (e.g.,
electroencephalograms. brain
scans, etc.).

Non-Medical
Appliances/Devices

In unusual circumstances, when
devices or appliances are
essential for the control of
disabling condition either at home
or in the work setting (e.g., an
electric air cleaner for a client
with severe respiratory disease);
the need is verified by a
physician.

Other Items/Services

Medical supplies of an
expendable nature (e.g.,
incontinence pads, elastic
stockings, catheters).

NON DEDUCTIBLE

Routine Drugs/Medical Services

Drugs and/or medical services used for
only minor physical or mental problems
(e.g., routine physical exams, allergy
treatment, dental exams, optician
services, etc.).

Diagnostic Procedures

Procedures paid for by other sources
(e.g., VR, Medicare) or not related to a
disabling condition (e.g., allergy testing).

Non-Medical Appliances/Devices

Devices used at home or at the office
which are not ordinarily for medical
purposes (e.g., portable room heaters, air
conditioners, humidifiers, dehumidifiers,
etc.) and the client has no verified medical
work-related need.

Other ltems/Services

An exercise bicycle or other device used
for physical fitness unless verified as
necessary by a physician.

SECTION: 50167, 50223
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. The cost of a guide dog, including
food, licenses, and veterinary
services.

C. SUBSIDIES

An employer may because of a benevolent attitude toward a handicapped individual
subsidize the employee’s earnings by paying more in wages than the reasonable value of
the actual services performed. When this occurs, the excess will be regarded as a
subsidy rather than earnings and should be deducted from the gross earnings.

Subsidies:

1. May involve: giving the impaired worker the same pay but more supervision or
fewer/simpler tasks than other non-impaired workers.

2. May result in: more pay than the actual work is worth. Workers in sheltered
workshops or settings are generally subsidized.

3. Are deducted: from gross earnings to arrive at "net countable earnings" for SGA
eligibility determinations but are not considered an earned income exemption for
budget determinations, once a medical decision is made. They are considered

unearned income.

4. Should be verified: by an employer contact to confirm a subsidy exists and
determine the value of the subsidy.

Example: Employer states that the value of client's work is half the actual earnings. Client
earns $800 per month. As half the work is subsidized, $400 is considered the real value of
work and client is not engaging in SGA. NOTE: $800 is the non-exempt income for CWD

use in computing client's budget.

D. SPECIAL WORK CONSIDERATIONS

If client is forced to stop working after a short time due to an impairment, the work is
generally considered an unsuccessful work attempt (UWA) and earnings from that work

will not show ability to do SGA.
1. UNSUCCESSFUL WORK ATTEMPT (UWA) REQUIREMENTS

All of the following must be present for work to be considered an UWA:

. there is a break in client's employment of 30 days or more, and
. work lasted less than six months, and
. work stopped due to client's impairments.

2. EVALUATING UNSUCCESSFUL WORK ATTEMPTS

The following are examples of possible situations which might be encountered
when evaluating work activity. How the EW analyzes the situation and what
action the EW takes are also provided below.
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EXAMPLE A: Client worked from 12/1/92 to 6/30/94. Work stopped due fo his
impairment. He returned to work on 8/5/94 and stopped again on 9/1/94 due to
his impairment. He applied on 9/2/94 with a request for retro back to 7/94.

EW's Analysis

. There is a break in employment of over 30 days between 6/30 and 8/5.
. Work lasted less than six months from 8/5 to 9/1.

. Work stopped due to client's impairment.

EW's Actions

. In ltem 10 of MC 221, indicate"work after 6/94 is an UWA".

. In Item 6 of MC 221, list retro months of 7/94 and 8/94.

EXAMPLE B: Client worked sporadically from 10/93 to 12/93, 3/94 to 4/94 and
6/94 to 7/94 because of his mental iliness. He applies on 7/10/94, asking for retro

back to 4/94.

EW's Analysis

. There is a break in employment of over 30 days between each work
period.

. Work lasted less than six months for each employment period.

. Work stopped due to client's impairment.

EW's Actions

. In Item 10 of MC 221, indicate "work prior to application is an UWA".

. In Item 6 of MC 221, list retro months 4/94, 5/94 and 6/94.

EXAMPLE C: Client worked until 5/30/94 and applied on 7/7/94, requesting retro
onset to 4/94. CWD determined that client was engaging in SGA in 4/94 and
5/94. In Item 6 of MC 221 that was sent to SP-DAPD, EW Indicated "6/94", and
indicated in Item 10 "client engaged in SGA in 4/94 and 5/94". On 8/31/94, client
reports a return to work for 8/94 only, but stopped because of her impairment.

EW's Analysis
. There is a break in employment over 30 days from 5/30 and 8/1.

. Work in 8/94 lasted less than six months.

. Work stopped due to client's impairment.

EW's Actions

. Complete and send MC 222, DAPD Pending Information Update form to
SP-DAPD.

J Indicate in Item 9 that client's return to work in 8/94 was an UWA, and

that client is no longer working.
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E. In-Kind Income as Earned Income “For SGA Determinations”

Earned income may be in cash or in kind. In kind income may include value of food,
clothing, or shelter, or other items provided instead of cash._If food and/or shelter are not a

condition of employment, the current market value of the food, clothing, and/shelter counts
as wages (earned income) and would be considered in an SGA determination.

EXAMPLE: Mrs. B. manages an apartment complex. In addition to her salary of $500 per
month, she receives free use of an apartment where she lives. It is verified by the owner of
the complex that he furnishes the apartment to Mrs. B. so that she will be available for
emergencies. The owner would also expect Mrs. B. to respond to emergencies during her
off-duty hours. The owner states that Mrs. B. is not required to live in the apartment
provided, but would not have hired someone who lived more than two to three miles away.

Since the shelter is not a condition of employment, the current market value of the shelter is
considered as earned income. In this example, the MC 272 (SGA Worksheet) would need
to be completed with $500 used as payment in kind under number one. Therefore, $500
would be inserted as a monthly earning plus another $500 as payment in kind. If the total of
these two incomes, less any IRWEs, is more than the current SGA amount, the individual is

considered to be engaging in SGA.

F. NOTIFICATION

1. Notifying SP-DAPD

if the CWD performs an SGA evaiuation and determines that the individual is not
performing SGA, the CWD must annotate in item 10 (County Worker Comment) of the
MC 221 that there is “no SGA issue.” The CWD must inciude a copy of the SGA

Worksheet (MC 272) in the disability packet.

If CWD has already sent the disability packet to SP-DAPD, and an SGA issue has been
clarified, SP-DAPD should be informed on the evaluation of client’s work activity via an
MC 222, DAPD Pending Information Update form along with a copy of the MC 272.

If SP-DAPD returns a disability packet to the county as a Z56 for an SGA determination,
the CWD must complete an SGA determination. Should the CWD determine that the
client is not performing SGA, a new MC 221 MUST be completed and resubmitted with

a copy of the MC 272.
2. Notifying Client

If client’s application is denied due to performance of SGA, client should be sent a
Notice of Action (NOA) informing him/her of the reason for the denial. The NOA may

contain the following sample statement:

“The reason why you are not entitled to Medi-Cal based on disability is because your
earnings of $----—---are over the current SGA monthly amount. This means that your net
countable earnings are over the current SGA monthly amount of -------- which is the
earnings limit if you are working and applying for Medi-Cal as a disabled person”
NOTE: The Title 22 reference section is: 50224
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G. FORMS
1. SGA Worksheet, Form MC 272 (Exhibit 1):

May be used to compute client’s earnings and IRWE/Subsidy deductions.

a. Net earnings of current SGA amount or less: process application in the usual
manner.
b. Net earnings more than the current SGA amount per month: deny claim, as

client is engaging in SGA.

2. Work Activity Report, Form 273 (Exhibit 2):

Should be used to determine what client’s earnings are and whether the client’s gross
earnings can be reduced by the amount of any applicable IRWE or subsidy.

3. DAPD Pending Information Update, Form MC 222:

Must be sent if a disability packet is pending at SP-DAPD, and client is subsequently
found to be engaging in SGA. The MC 272 must also be included.
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EXHIBIT 1

MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

State of Calitomia—Health and Human Services Agency

Deporiment of Health Services

Name of disabled person

Social security number

1.

2.

SGA WORK SHEET
(Used when gross earned* income is over the current SGA amount.)

Earned Income
Gross average monthly earnings $
b. Payment in kind {e.g., room and board) which is nota
condition of employment (use current market value)
c. Other
d. TOTAL GROSS EARNINGS (add a, b, and c) 3

Impairment-Related Work Expenses (IRWESs)
(see MEPM, Anicle 22, 22C-2)

a. Attendant care services $

b. Transportation co;%ts

c. Medical devices

d. Work-related equipmenl '

e. Prosthesis

f. Residential moditications

g. Routine drugs and routine medical services

h. Diagnostic procedures

i. Nonmedical applications and devices

j- Assistants (e.g., if visually impaired, coét to hire reader)

k. Other items and services

TOTAL IRWEs: Add (total of 2a through 2k) V $
TOTAL SUBSIDY (e.g., some employers employ disabled persons and subsidize their
wages by paying them the same wages as a nondisabled employee though they may

be performing less strenuous work, or working less hours} (from MC 273, number 7) $

NET COUNTABLE EARNINGS (subtract 3 and 4 from 10} $

» Are current countable earnings greater than $ ? (JYes [JINo
{Insent current SGA amount}

» If the answer is No, send a disability referral to SP-DAPD. In ltem 10 of the MC 221, Disability
Determination and Transmittal, write in “No SGA issue.” Attach copy of MC 272 to the MC 221.

» If the answer is Yes, the client is engaging in SGA. Deny the disability claim. {Evaluate client for the
Working Disabled Program.)

*NOTE: Income information obtained from completed MC 273 (Work Activity Report).

Eligibility Worker signature

Worker number Date completed

MC 272 (8/01)
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SKate of Calitornia—Health and Human Services Agency Departrment of Health Services

) This report is for:
WORK ACTIVITY REPORT Month Year

You may be considered disabled for Medi-Cal if you cannot do any kind of work for which you are suited, and only if you
cannot work for at least a year or your condition will result in death. '.__

If your gross earnings are more than $ (current SGA amount) per month, you might not be considergd
disabled. Work expenses and special work considerations related to your disability may be deducted in figuring whether
your earnings meet the earnings limit. For this reason, information about your work activity is needed.

The information you provide about your work activity will be used in making a decision on your case. Your employer may
be contacted to verify the information you provide.

Nanre of disabled person Social security number

Employer’s telephone number

Employer’s name

Employer’s address (number, street) City State ZIP Code

Title or name of your job Rate of pay Hours worked per week Dates worked (month/year)

From: Tor

Employer’s name Employer’s telephone number

Employer’s addsess {number, street) City State ZiP Code

Title or name of your job Rate of pey Hours worked per week Dates worked {month/year)
From: To:

1. Gross Earning—What is your gross monthly pay? (i pay is irregular, you do not need to enter the amount.) Attach
your pay stubs.

2. Other Payments—Specify other payments you receive, such as tips, free meals, room, or utilities. Indicate what you
were given and estimate the dollar value and how frequently you receive them.

3. Special Employment Situations

. Yes No
After you became ill, did your job duties lessen? 0 dJ
If yes, did you get to keep-your same pay? 0 )
Are you employed by a friend or relative? 0 0
Are you in a special training or rehabilitation program? d O

4. Job Requirements—Are your job duties listed below different from those of other workers with the same job title?
Yes No
Shorter hours
Different pay scale
Less or easier duties
Extra help given
Lower production
Loweér quality
Other differences {e.g., frequent absences}

@moanow
QQQQQQQ
QQQQQQQ

5. Explanation of Job Requirements—Describe all "yes” answers in item 4 on page 1.

MC 273 (8/01) Page 1 of 2

22CA13a
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6. Special Work Expenses—Specify below any special expenses related to your condition which are necessary for you
to work. These are things which you paid for and not things that will be paid for by anyone else.
Specify the amount of the expenses. Attach verification of who prescribed the item or service needed and the cost paid.
(We are required to verify the need for the item or service with the person who prescribed it.)
Example: Attendant care services, transportation costs, medical devices, ‘work-related equipment, prosthesis,
modifications to your home, routine drugs and medical services necessary to control a disabling condition, diagnostic
procedures, assistants (e.g., if visually impaired, the cost to hire a reader; if hearing impaired, the cost to hire a sign
language interpreter), or similar items or services.

7. Subsidies—Some employers will support disabled individuals with subsidies. For example, the employsr may
subsidize the disabled employee’s earnings by paying more in wages than the reasonable value of the actual work that
was done. (For example, many sheltered work centers subsidize an individual’s earnings.)

Does your employer provide you with subsidies? OYes (No
if yes, please (a) tell us how much the subsidy is worth and (b) explain the type of subsidy that was given.
a % .

b.  Explanation of éubsidy:

8. Use this additional space to answer ény previous questions or to give additional information that you think will be
helpful.

9. Please read the following stalement. Sign and date the form. Provide address and telephone number.

If my employer should need to be contacted, this also authorizes my employer to disclose any information
necessary for the county to evaluate my work activity for my Medi-Cal application based on disability.

I have completed this form correctly and truthfully to the best of my knowledge and abilities.

Signature of applicant or representalive Date Area code and telephone number
Maiting address {number, street, apartment number, P.O. box number, or Rural Route) .
City County State ZIP code

CHECKLIST FOR COUNTY USE ONLY

1. Enter amount of client’s gross wages. 3
Does the client have any of the following deductions?
a. Subsidy (see MEPM, Article 22, 22C-2.7) {7 Yes I No i yes, enter amount:  $
b. Impairment-related work expenses (IRWEs) J Yes _ ONo if yes, enter amount:  $
2. Add a and b above and subtract total from number 1. Is the remainder over the current SGA amount? {7 Yes I No
I yes, client is engaging in SGA. If any explanations are needed, please use the following space:
Worker number Date completed

Eligibility Worker signature

Page 2 of 2
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State of Californio—Health and Hurman Services Agency Department of Health Services

This report is for:

REPORTE SOBRE LA ACTIVIDAD DE TRABAJO Month Yeor

Es posible que a usted se le considere estar incapacitado(a) para fines de Medi-Cal, si usted n puede realizar ninguna
clase de trabajo para el que esté capacitado(a), y solamenle si usted no puede trabajar durante por Jo menos un afio o si
su condicién resultaria en muerte.

Si sus ingresos brutos son mas de $ (actual cantidad de SGA) al mes, es posible que a usted no se le
considere incapacitado(a). es posible que los gaslos de trabajo y las consideraciones especiales de trabajo relacionadas
con su incapacidad se deduzcan al determinar si sus ingresos cumplen con el limite de ingresos. Por esta razon, se
necesita informacion sobre su actividad de trabajo. ’

La informacion que usted proporcione sobre su actividad de trabajo se ulilizara al tomar una decisidon sobre su caso. Es
posible que se establezca contacto con 'su empleador, para verificar la informacion que usted proporcione.

Nombre de la persona incapacitada Numero de seguro social
Nombse del empleador . Nomero de teléfono del empleador
Direccion del empleados (numero, calle) Ciudad Estado Codigo posial
Puesto o nombre de su trabajo Tasa de pago Horas Yabajedas a la Fechas habajadas (mes/aio)
Det Ak

Nombre del empleador Nomero de teléfono del empleador
Direccion del empleador {pimero, calle) Ciudad Estado Codigo posial
Puesto o nombre de su trabajo Tasa de pago Horas !fabe;jadas 2 ko semana| Fechas Wrabajedas {mes/aho)

Det:. A

1. Ingresos Brutos—;Cudl es su pago mensual bruto? (Si el pago es irregular, usted no necesita anotar la cantidad.}
Adjunte sus talones de pago. -

2. Otros pagos—Especifique otros pagos que usted reciba, como propinas, alimentos, hospedaje o servicios pUblicos
graluitos. Indique lo que se le dio, y calcule el valor en dolares, asi como la frecuencia con que Jos recibe.

3. Situaciones Especiales de Empleo

Si No
Después de que se enfermd, ¢ disminuyeron sus obligaciones de trabgjo? () 0O
Si asti fue, ¢ pudo maniener el mismo pago? 0O 0
¢ Esta usted empleado(a) por un{a) amigo(a) o pariente? 0O 0O
¢ Esta usted en un programa especial de capacitacion o rehabilitacion? 0O 0O

4. Requisitos de Empleo—;Son sus lareas de empleo enumeradas enseguida diferentes de aquéllas de otros
trabajadores con el mismo puesto?

Horario mas corto

Diferene escala de pago

Menos tareas o tareas mas faciles

Se proporciona ayuda adicional

Produccion mas baja

Calidad mas baja

Otras diferencias (por ejemplo, faltas frecuentes)

@mean oo
UQaQQQdQe
QQQQQQoQz

5. Explicacion de Jos Reguisitos del Empleo—Describa todas las respuestas a las que respondi6 "si” en el inciso 4 en
Ja pagina 1.

MC 273 (SP)(a01) Pagina 1 de 2
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Gastos Especiales de Trabajo—Especifiqgue a continuacidn cualesquier gastos especiales relacionados con su

condicion, que son hecesarios para que usled trabaje. Eslas son cosas que usted paga, no cosas que alguien mas
paga.

Especifique la cantidad de Jos gastos. Adjunte comprobante de quién recel6 el articulo o servicio necesario, y el costo
pagado. (Se nos exige comprobar la necesidad del articulo o servicio con la persona que lo recetd.)

Ejemplo: Servicios de cuidado de un(a) asistente, costos de transporte, aparatos médicos, equipo relacionado con el
trabajo, protesis, modificaciones a su casa, medicamentos de rutina 'y servicios médicos necesarios para controlar una
condicion incapacitante, procedimientos diagnoésticos, asistentes (por ejemplo, si se tienen impedimentos de la vista,
el costo para contratar a un(a) leclor(a); si se tienen impedimentos del oido, el costo para conlrater a un intérprete de
lenguaje por senas), o articulos o servicios semejantes.

7. Subsidios—Algunos empleadores apoyan a las personas incapacitadas con subsidios. Por ejemplo, es posible que
el empleador subsidie los ingresos de un(a) empleado(a) incapacitado(a) pagando mas sueldo que el valor razonable
del trabajo real realizado. (Por ejemplo, muchos centros de trabajo protegido subsidian Jos ingresos de un individuo.)
¢Le proporciona su empleador subsidios? Jsi I No
Si asi es, por favor (a) diganos de cuanto es el subsidio y (b) expliquenos la clase de subsidio gue se le dio.

a. 3
b.  Explicacion del subsidio:

8. Utilice esle espacio adicionat para contestar cualesquier preguntas anteriores o para dar informacién adicional que
usted cree que sera Otil.

9. Por favor, lea la siguiente declaracion. Firme y feche el formulario. Proporcione la direccion y el numero de teléfono.
Si se tuviera que establecer contacto con mi empleador, esto también auvtoriza a mi empleador a revelar
cualquier informacién necesaria para que el condado evalie mi actividad de trabajo para mi solicitud de Medi-
Cal basada en incapacidad.

He completado este formulario correcta y verazmente conforme a mi leal saber y habilidades.
Firma del/de la soficitante o representante Fecha Codigo de area y nomero de lelefono
( ) -
Direccion postal {(nimero, calle, nimero de departamento, nimero de apartado postal 0 ruta rural}
Ciudad Condado Estado ' Cbdigo posiat
CHECKLIST FOR COUNTY USE ONLY

1. Enter amount of client’s gross wages. $
Does the client have any of the following deduclions?

a. Subsidy (see MEPM, Arlicle 22, 22C-2.7) ) Yes (I No i yes, enter amount:  §
b. Impairment-related work expenses (IRWEs) ] Yes I No i yes, enter amount:  §

2. Add a and b above and subtract total from number 1. Is the remainder over the current SGA amount? 7 Yes I No
if yes, client is engaging in SGA. i any explanations are needed, please use the following space:

Worker number Date completed

EFgibility Worker signature

Pagina 2 de 2
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22C-3—DETERMINING PRESUMPTIVE DISABILITY

L BACKGROUND

Presumptive Disability (PD) decisions temporarily grant Medi-Cal eligibility pending a
formal determination by State Programs-Disability Evaluation Division (SP-DAPD).
PD categories and documentation requirements are established according to federal

regulations.

PD Requirement—County Welfare Departments (CWDs) May Grant PD When:

. The client has a condition that is listed in the “PD Categories” in Section
22¢-3-6;

. The condition is verified by a doctor/medical source;

. There was no Title Il or Supplemental Security Income (SS!) disability denial in

the past 12 months (unless PD is based on a new medical condition not
previously considered by Social Security Administration (SSA);

. The client is otherwise eligible; and

. PD is granted effective the month in which the determination is made that the
disabling condition meets PD requirements. Under no circumstance is the
county to grant PD for any past months, i.e., retroactively.

IMPORTANT: If the individual had a federal (i.e., Titie Il or SSI) denial within the past 12
months, the federal denial is binding on Medi-Cal until the determination is changed by SSA
(i.e., through an initial application, reconsideration, hearing, or appeals council review). In
such cases, the CWD cannot grant PD unless the individual alleges a new medical condition
that was not previously considered by SSA and all of the PD requirements specified above
are met.

REMINDER: Only SP-DAPD can grant PD for medical conditions that are not listed on
the PD categories chart.

R RESPONSIBILITIES OF THE CWD AND SP-DAPD

A. CWD
1. Impairment Check the PD “categories chart” on page
22C-3.6 to ensure the client's medical
condition is listed. It must match the
disability exactly.
2. SSA denial Check for a prior SSA disability denial within

the past 12 months. The CWD will need to
contact SSA to determine if a prior SSA denial
exists. If there is a prior SSA denial, the CWD
cannot grant PD unless the client alieges a
new medical condition that exactly matches a
PD category and the new impairment was not
previously considered by SSA.

SECTION NO.: 50167-50223 MANUAL LETTER NO.: 282 DATE: 08/27/03 22C-31
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if the client alleges a favorable SSA decision within the past
12 months, but a final SSA decision has not yet been made,
the SSA decision was most likely an SS1 PD. The CWD
cannot use the SS! PD as a basis for a Medically Needy
Only (MNO) PD.

The CWDs shouid only grant MNO eligibility based upon
PD IF the applicant’s condition fits a PD category and IF the
applicant has medical documentation to verify this.

3. Medical Statement The client’s doctor/medical source must verify the
Provided impairment on a signed and dated document.

If there is a delay in obtaining verification from the applicant
or medical source, DO NOT hold the DAPD packet. The
county must forward the packet to SP-DAPD as SP-DAPD
can also grant PD.

4. MC 221 In item 10 of the MC 221:
. Check the “PD approved” box and
. Document the basis for the PD determination (i.e.,

impairment/medical condition) using only the
impairments listed on the “PD Categories” chart.

5. Effective date PD determinations shall be granted beginning in the month
that the MC 221 is completed and medical verification is
obtained.

Do not grant PD from the month of application, unless the
required medicatl verification and the MC 221 are
completed in the month of application.

Under no circumstance is the county to grant PD for any
past months, i.e. retroactively.

6. Notice to client Notify the client via a Notice of Action (NOA). Explain to the
client that a determination of PD permits temporary
Medi-Cal eligibility pending a formal decision by SP-DAPD.

7. Reference Before sending the disability packet, review the
“Presumptive Disability Checklist’ on page 22C-3.7A to
ensure accurate PD determinations.

B. SP-DAPD

1. CWD Notification if CWD did not grant PD and SP-DAPD finds at any point in
case development that a client meets PD criteria as shown
in the PD chart, OR that available evidence indicates a
strong likelihood that disability will be established on formal
determination, the appropriate CWD liaison will be
contacted by phone/fax.

SECTION NO.: 50167-50223 MANUAL LETTER NO.: 282 DATE: 08/27/03 22C-3.2
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2. MC 221 When SP-DAPD requests that CWD make a finding of
PD, it will indicate in Item 13 of MC 221: “PD
granted/denial; phone/faxed to CWD liaison; received by
{name of contact) on (date).” This remark will be
initialed and dated.

If a PD decision is phoned to CWD, a photocopy of the
MC 221 will be mailed to CWD liaison as verification that
PD was granted/denied.

3. Formal Decision Made SP-DAPD will process cases as quickly as possible to
make a formal determination.

If disability is not established when a formal decision is
made, SP-DAPD will indicate in item 16 of MC 221:
“Previous PD decision not supported by additional
evidence.”

C. PDIN URGENT CASE SITUATIONS

On occasion, CWDs or SP-DAPD may learn about a client who: 1) is in dire need of an
immediate disability decision because of a disabling condition which will prevent work
activity for 12 months or longer, and 2) cannot wait for a formal decision because the delay
will pose significant problems to his/her functioning and well-being.

1. SP-DAPD Criteria to Grant PD for Urgent Case Requests

Prior to granting PD, DAPD must evaluate specific criteria to ensure that the client
will meet disability requirements when a formal decision is made. SP-DAPD must
determine whether the available evidence, short of that needed for a formal decision,
shows a strong likelihood that:

. Disability will be established when complete evidence is obtained,

. The evidence establishes a reasonable basis for presuming the individual is currently
disabled, and

. The disabling condition has lasted or is likely to last at least 12 months.

2. CWD Urgent Case Requests to SP-DAPD

CWDs may make an urgent case request to SP-DAPD after screening the case for
the SP-DAPD PD criteria and ensuring that the client is otherwise eligible. CWDs are
urged to make the urgent case request via fax rather than mail to expedite
SP-DAPD’s consideration of a PD decision.

SECTION NO.: 50167-50223 MANUAL LETTER NO.: 282 DATE: 08/27/03 22C-3.3
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Four examples of urgent case requests that may be referred to
SP-DAPD are as follows:

a. Client suffered massive head and internal injuries, is comatose, and
needs an immediate Medi-Cal decision for transfer to a facility which
specializes in head trauma. While client is expected to survive, client
is expected to be dependent on a wheelchair for the rest of his life.

b. Client has lung cancer, which has spread to the spine and vital organs.
Doctor states client is expected to live six to 12 months longer, even
with treatment, and needs aggressive therapy immediately.

c. Client has irreversible kidney failure caused by uncontroiled high blood
pressure and is now on renal dialysis. Hospital records and doctors’
outpatient notes include lab studies that confirm that kidney function
has decreased over the past year and dialysis is required for client to
survive. Animmediate Medi-Cal decision is necessary to transfer
client to an outpatient renal dialysis clinic.

d. Client has severe diabetes. Doctor states a below knee amputation
must be performed because of gangrene caused by poor circulation in
both legs. Doctor sends reports from earlier hospitalizations, lab
studies, progress notes, and a letter specifying the immediate need for
a disability decision so that client can be hospitalized for surgery.

3. CWD Actions

a. CWD receives urgent case request from doctor/medical facility; CWD
asks for faxed medical reports to verify severity of client’s condition
{e.g., hospital admission and/or discharge summaries, outpatient
progress reports, x-ray reports, pathology reports, lab studies and
other reports pertinent to the disability).

b. CWD determines that client is otherwise eligible and screens request -
to ensure the SP-DAPD PD criteria will likely be met. CWD liaison
faxes a full disability packet and medical reports to the following
numbers:

Los Angeles Branch: FAX (800) 869-0188
Oakland Branch: FAX (800) 869-0203

Enter comment in Item 10 of MC 221: “Please evaluate for PD”
and “Attention: Operations Support Supervisor.” CWD fax
number should be entered in Item 11 of MC 221.

c. CWD should not delay sending packet prior to receipt of medical
reports confirming severity of condition for urgent case request.
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4.

d. CWD alerts SP-DAPD via phone/fax about an urgent case request if
packet has already been sent. Then the CWD faxes medical reports
with an MC 222, “Pending Information Update Form”. Specify in
Item 9 of MC 222: “Urgent Case Request-Medical Reports
Attached and Packet Sent On (date). “Please evaluate for PD”.
Note: CWD must specify when requesting a PD evaluaticon in order for
SP-DAPD to immediately initiate the process.

SP-DAPD Actions

a. SP-DAPD immediately reviews request and ensures via systems
query, that client has not been previously denied by SSA. If more
information is needed to reach a PD decision, the medical source is
phoned and asked to fax additional medical reports.

b. SP-DAPD strives to notify CWD liaison by phone OR by faxing a
copy of the MC 221 within two working days, if possible, about its PD
decision. If notification is made by phone, SP-DAPD mails a
photocopy of MC 221 to advise CWD liaison whether PD is
granted/denied. ltem 16 of MC 221 shows: “PD granted/denied;
phoned/faxed to CWD liaison; received by (name of contact) on
(date).”

C. SP-DAPD continues processing case as quickly as possible to make
a formal decision. If PD was granted and disability is not established
- when a formal decision is made, Item 16 of the MC 221 will show:
“Previous PD decision not supported by additional evidence.”

REMINDERS

1.

The PD effective date is the month in which SP-DAPD makes its
determination that the client meets PD requirements.

PD is granted prospectively only (i.e., the month in which the MC 221 is
completed and signed medical verification is in file). PD may be granted in the
month of application IF the CWD obtains the required medical
documentation and completes the MC 221 in the month of filing. Never
grant PD retroactively.

Before granting PD, client must be otherwise eligible.

PD cannot be granted if client is performing Substantial Gainful Activity (SGA).
SGA is discussed in Article 22 C-2.

CWD should not delay sending packet to SP-DAPD pending the receipt of
medical reports confirming severity of client’s condition for an urgent case
request.

CWD should ensure that all medical and non-medical documentation that were
used to grant PD are included in the disability packet before sending to
SP-DAPD. Piease refer to the “Presumptive Disability Checklist” on page
22C-3.7A when in doubt.
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

3. PD CATEGORIES

CWDs may grant PD when client meets any of the following conditions. SP-DDSD granted PDs
are not limited to the categories shown below:

NO IMPAIRMENT CATEGORIES

1
OBSOLETE — Reserved for future use

2
Amputation of a leg at the hip

3
Allegation of total deafness

4
Allegation of total blindness

5
Allegation of bed confinement or immobility without a wheelchair, walker, or crutches, due to a
longstanding condition—excluding recent accident and recent surgery

6
Allegation of a stroke (cerebral vascular accident) more than three months in the past and continued
marked difficulty in walking or using a hand or arm

7
Allegation of cerebral palsy, muscular dystrophy, or muscle atrophy and marked difficulty in walking (e.g.,
use of braces), speaking, or coordination of the hands or arms

8
OBSOLETE — Reserved for future use

9
Allegation of Down Syndrome.
NOTE: Down Syndrome may be characterized by some indication of mental retardation and by
abnormal development of the skull (lateral upward slope of the eyes, small ears, protruded tongue, short
nose with a flat ridge, small and frequently abnormally aligned teeth); short arms and legs; and hands
and feet that tend to be broad and flat.

10
Allegation of severe mental deficiency made by another individual filing on behalf of a claimant who is at
least 7 years of age.
For example, a mother filing for benefits for her child states that the child attends (or attended) a special
school, or special classes in school, because of mental deficiency, or is unable to attend any type of
school (or if beyond school age, was unable to attend), and required care and supervision of routine daily
activities.
NOTE: “Mental deficiency” means mental retardation. This PD category pertains to individuals whose
dependence upon others for meeting personal care needs (e.g., hygiene) and doing other routine daily
activities (e.g., fastening a seat belt) grossly exceeds age-appropriate dependence as a result of mental
retardation.

11
A child has not attained his or her first birthday and the birth certificate or other evidence (e.g., the
hospital admission summary) shows a weight below 1200 grams (2 pounds, 10 ounces) at birth.

12

Human Immunodeficiency Virus (HIV) infection. (See 22C-3.7 for details on PD.) Completed forms DHS
7035A or DHS 7035c are needed.

50167
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13

A child has not attained his or her first birthday and available evidence (e.g., in the hospital admission
summary) shows a gestational age at birth with the corresponding birth-weight as indicated below:

Gestational Age Weight at Birth

37-40 weeks Less than 2000 grams (4 pounds, 6 ounces)

36 weeks 1875 grams or less (4 pounds, 2 ounces)

35 weeks 1700 grams or less (3 pounds, 12 ounces)

34 weeks 1500 grams or less (3 pounds, 5 ounces)

33 weeks At least 1200 grams, but no more than 1325 grams

For infants weighting under 1200 grams at birth, see PD category 11.
NOTE: Gestational age (GA). The age at birth based on the date of conception, may be shown as

"GA” as noted in the available evidence, the CWD forwards the case to SP for consideration of a PD
finding.

14

PD will be granted to all terminally ill individuals, whether they receive Hospice Services or not.

NOTE: An individual is considered to be terminally ill if he or she has a medical prognosis that his or
her life expectancy is six months or less. Hospice care is not a requirement to receive PD.

15

Allegations of spinal cord injury producing inability to ambulate without the use of a walker or
bilateral hand-held assistive devices for more than two weeks, with confirmation of such
status from an appropriate medical professional.

16

End stage renal disease with ongoing dialysis and the file contains a completed HCFA-2728 or
CMS-2728 (End Stage Renal Disease Medical Evidence Report-Medicare Entitlement and/or Patient
Registration). CWDs should request the HCFA-2728 or CMS-2728 form from the applicant’s medical
provider. If the provider does not have the form, CWD should acquire the form on line at
http://www.ssa.gov/disability/ and send it to the provider. This form is necessary before PD can be
granted.

17

Allegation of Amytrophic Lateral Sclerosis (ALS, Lou Gehrigs Disease)

50167
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INSTRUCTIONS FOR CWD TO GRANT PD FOR HIV INFECTIONS

CWD may grant PD for a client with HIV infection whose medical source confirms, on an HiV form,

that client has specific disease manifestations.

If client;has no medicalksource, CWD will forward

packet to SP-DAPD in the usual manner without preparmg an HIV form or granting PD.

If the required HV criteria are not present, CWD should not grant PD, but should specify "EXPEDITE"
in ltern 10, "County Worker Comments section of MC 221.

A FORMS

Forms used to verify the presence of the HIV and its disease manifestations are:

1.

2.

DHS 7035A

DHS 7035C

"Medical Report on Adult with Allegation of HIV
!nfectlon

"Medical Report on Child with Allegation of HIV
Infection”. (Client is considered an adult for the
purpose of determining PD on the day of his/her
18th birthday.) .

Instructional cover sheets attached to the forms contain instructions to the medical source
on how to complete them. Copies of forms may be made available to physicians and others,

upon request.

B. HANDLING OF FORMS

1.

Appointment Of District
Coordinator

Form Provided To
Medical Source  For
Completion And Return

Client Brings Completed

. Form To CWD
L

Telephone Or _ Other
Direct Contact

N

CWDs may wish to apppint a District Coordinator
to receive the returned HIV forms to preserve
confidentiatlity of information.” ~

CWD generally mails the :-blank DHS 7035A/
DHS 7035C to the medical source for
completion/return to the CWD. It may also be
given to client to take to the medical source.

Client may directly request the medical source to
complete the form and may bring it directly to
CwWD.

CWD may use tetephone or other direct contact to
verify presence of the disease manifestations.

CWD will indicate at signature block "Per
telephone conversation of (date) with (medical
source)”.

SFCTION NO) -
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PRESUMPTIVE DISABILITY CHECKLIST

The use of this checkhst will help to ensure accurate PD determmatlons made by counties.

A.

MC 221 (1/00 revision) See the Medi-Cal Eligibility Procedures Manual Section 22C- 3 I

()

()

()

()

()

()

o e

Does the client's impairment exactly match an impairment on the PD categories chart? CWD
should PD only if there is a match.

Has there been a prior SSA/SSI denial within the past 12 months? If yes, do not PD unless
client alleges a new medical condition that exactly matches the PD categories chart and SSA
did not previously consider the new impairment. :

Is there a signed and Idated verification of the disability/impairr}lent from the applicant's
physician or medical source? Is a copy in the DAPD packet?

Is Item 10 on the MC 221 marked "PD approved” and is the basis for PD (i.e., lmpalrments)
documented using only the impairments listed on the PD categories chart?

Send the DAPD packet to SP-DAPD immediately if there is any doubt of the impairment or
verification is lacking or will be delayed. SP-DAPD can initiate a PD determination if the

medical evidence supports it.

Is the effective date of the PD the month in which the MC 221 is completed and PD medical
verification is obtained?

£

— a0
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1. Acceptable Signature On CWD will accept completed forms signed by a
Forrn medical professional (e.g., physician, nurse, or
other member of hospital/dinic staff) who can

confim the diagnosis and severity of the HIV

disease manifestations.
2 Questiongble Signature If there is a question about the acceptability of the
On Form signature, call the medical professional for

verification. If the signature cannot be verified,
DO NOT GRANT PD. Advise SP-DED of CWD'’s
actions and forward form and packet to SP-DED,

¥ not already sent.
D. CUENT HAS A MEDICAL SOURCE

CWD will take the following actions:

. Authorization For a  Complete MC 220 “Authorization for
Release Of Medical Release of Medical Information®, obtain
Information client’s signature, and attach the signed

MC 220 to the DHS 7035A/DHS 7035C.
b. Check the "Medical Release Information®

space of the check-block form "MC 220

attached”.
NQTE: Whie the DHS 7035A/DHS 7035C
contains an abbreviated medical release, CWD
should use the MC 220. The abbreviated medical
release is provided i the form is completed
without access to an MC 220.

2 letin on A Enter medical source’s name and include client’s
The DHS 70354/ name, SSN, and date of birth.

DHS 7035C

3 Retumn Envelope Prepare a tetum envelope using the address of

the appropriate CWD.

4. Mailing The Form Mai the DHS 7035A/DHS 7035C with attached

MC 220 to medical source for completion/retum
1o CWD. Indiude the specially marked retumn

envelope.
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8

9.

CWD _Actions Pending
Return Of The HIV Form

rm_Returned To CWD

"By Client Or Mail

Irdormation_On_Client’s
Condition Received By

Medical Evidence
Received By CWD Along
With Completed Form

Form Received Via Fax

CWD will not hold disability packet pending
receipt of form. Indicate on MC 221 under
“County Worker Comments™ section that *PD is
pending”, flag the packet, and forward to SP-DED.

a.

Review form and verify that it is properly
signed (physician, nurse, or other
member of hospital/clinic staff).

Grant PD i the appropriate combination
of blocks has been checked or
completed (see sections E and F below).

Contact SP-DED to determine location of
original packet and assigned disability
evaluation analyst (DEA).

Attach a cover sheet (MC 222) to form
indicating: 1) case name; 2) SSN; 3)
date original packet was sent; 4) DEA;
and 5) status of pending PD case.

Complete appropriate biocks on the DHS
7035A/DHS 7035C.

Indicate at the signature block “Per
telephone conversation of (date) with
{medical source)”.

Grant PD if appilicable. If the packet has
already been sent to SP-DED, foliow 6c
and 6d above.

Grant PD, if applicable; forward form and
evidence to SP-DED.

Indicate status of PD decision either on
MC 221 or on cover sheet (MC 222).

If medical evidence is received after form
has been received and evaluated, forward
it to SP-DED.

¥ quality is poor (e.g., paper darkened by
copier), photocopy faxed material (quality
of fax deteriorates over time), retain the
photocopy, and destroy the original fax.

SECTION: 50167, 50223
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b. if quality is acceptable, retain original.

10. Fax Source Is Telephone medical source to verify that the form
Questionable . was faxed by medical source. If unacceptable,

do NOT grant PD.

DOCUMENT THE TELEPHONE CONTACTINTHE
CASE FILE, advise SP-DED of CWD actions and
forward form.

E EVALUATING THE COMPLETED DHS 7035A (ADULT) FORM

. Grant PD if the appropriate blocks have been checked or completed on the DHS 7035A.

1. At_Least One Disease Criteria in a, b, AND ¢ below must be met:
Has Been Checked In
Section C . a Either block in Section B has been
checked,

b. Any item has been checked in Section C,
and

c Section F has been completed and
Section G has been signed.

2 Repeated Manifestations Criteria in a, b, AND ¢ below must be met:
HIV, ion D Has
Beer_z Completed a Section B has been checked,
b. Section D (both 1 and 2) has been
compileted:
L D1 - must indicate the presence
of “repeated manifestations of
HIV infection®.
L4 D2 - at least one of the criteria

shown must be checked, and

c. Section F has been completed and
Section G has been signed.
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"Manifestations of HIV Infection® means conditions that are listed in Section C but
do not meet the findings specified there.

“Repeated” means:

® That a condition or combination of conditions occurs an average of 3 times
a year, or once every 4 months, each lasting 2 weeks or more; or

L Does not last for 2 weeks, but océurs substantially more frequently than 3
times in a year or once every 4 months; or

] Occurs less than an average of 3 times a year or once every 4 months but

lasts substantially longer than 2 weeks.
Exhibits 2 (desk aid for adults with HIV) and 3 (chart with guidelines for evaluating “repeated
manifestations®) are provided for assistance in granting PD. If CWD has questions as to

whether the manifestations are sufficient to grant PD, CWD should send form to SP-DED
for the PD.

F. EVALUATING THE COMPLETED DHS 7035C (CHILD) FORM
Grant PD if the appropriate blocks have been checked or completed on the DHS 7035C.

1. At least One Disease Criteria in a. b, AND c below must be met:
Has_Been Checked In
Section C a Either block in Section B has been
checked,

b. Any item has been checked in Section C
(item 6 is used only for a child less than
13 years old), and

c Section F has been completed and

Section G has been signed.
2. Other Manifestations Of Criteria in a, b, AND ¢ below must be met:
HIV, jon D Has Been
Completed a Either block in Section B has been
' checked,

b. Section D, item 1 and 2 (a, b, or ¢,
depending on child's age) have been
compieted, and

C. Section F has been completed and

Section G has been signed.

Exhibit 5 (desk aid for children with HIV) is provided for assistance in granting PD. If CWD
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has questions as to whether the manifestations listed are sufficient to grant PD, CWD should

send form to SP-DED for the PD.

G. GRANTING PD

1.

2.

Form Confirms Presence
Of HIV, And Required
Disease Manifestations

Form Confirms Presence
Of HIV, But None Of The

Other Conditions Shown
On The HIV Form Exist

Form _Indicates HIV is

Suspected, But _ Not
Confirmed

CWD Grants PD_ And
Packet Has Not Been
Sent

CWD Grants PD And
Packet Has Been Sent

CWD Is Unable To Grant
£D

H. EXHIBITS

2.

DHS 70354

Desk Aid

Grant PD if the medical source confirms that
required disease manifestations are present,
whether or not the cdlient has Acquired
Immunodeficiency Syndrome (AIDS).

DO NOT Grant PD. Process under reguiar
procedures, except that CWD should specify
“EXPEDITE" in the "County Worker Comments®
section of the MC 221.

DO NOT Grant PD if HIV is NOT confirmed by
laboratory tests or dlinical findings. Process
under reguiar procedures.

In item 10, "County Worker Comments® section of
MC 221, CWD will check "PD Approved” box and
notify client via a NOA that approval is based on
PD.

CWD will confirm location of disability packet and
analyst, attach a cover sheet (MC 222) to form
including case name, SSN, date original packet
sent and status of pending case, and forward
form/cover sheet to SP-DED.

If CWD is unable to grant PD because form has
not been appropriately completed, or for any
other reason, forward form and packet, if
appropriate, to SP-DED. This allows SP-DED to
develop case further.

Medical Report on Adult with Allegation of Human
Immunodeficiency Virus (HIV) Infection

County Desk Aid for Making a PD Finding in Aduit
Claims :

SECTION: 50167, 50223
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3. Chant Evaluating Completion of Section D, Item 1 -
"Repeated Manifestations of HIV Infection® of Aduit
Claim

4. DHS 7035C Medical Report on Child with Allegation of Human
Immunodeficiency Virus (HIV) Infection

5. Desk Aid County Desk Aid for Making a PD Finding in Child

Claims

SECTION: 50167, 50223 MANUAL LETTERNO.: 181 6-12-97 22C3.13
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EXHIBIT 1

Dty of Coioute-—~douth snd Welwe Ageecy Depntmas of Mol Saretes

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 A
{Maedical Report on Aduit With Allegstion of Humean immunodeficiency Virus [HIV] Infection)

Your patien, identified in Section A of the atached form. has filed 8 claim Sor Medi-Cal disabillly bensfits based on HIV irfaction.
MEDICAL SOURCE: Plaxse detach this instruction sheest and uss R ©© conpiste the attached form.
L PURPOSE OF THIS FORM:
¥ you compiste snd mtan the ched form prompily, your patient mey be shie 1 recsive medical benefite while we are procsssing his or
e clalse far engoing dasbility banefism.

'mnhma“bmmnumnmwmumummwmmwmma—om
Evalsation Division mey contact you oer 10 obtain hurther evick dwp your patient's claim.
L WHO MAY COMPLETE THIS FORM:
A phyysician, nurse, o other mrber ol 3 hospital Or clinic staff. who & able 10 confiem the dlagnosis and ssverity of the HIV disease manlestxtions
basad QN yOur secords, My Corpiete and sign the fonm.
B MEINCAL RELEASE:
A Dupartrent of Haaskth Services mwdical misase (MC 220) signad Dy your patient shoulks be JTtached 10 The 10 when you receive i If v reiesss is
V. HOW TO COMPLEYE THE FORM.
@ 1 you receive the form from your patient and Secion A kas nct been cormpleted, pisass il in e identifying inforTation about YOUr patient.
o You ey nct have © corrpiets 2l of the sections on the form.
o ALWAYS canplew Section B.
L J
L J

Comgiote Section C, i appropriate. ¥ you check a2 18ast ane of the sems in Section C, go right ©© Section E.

OILY compiste Sectan D & you have NOT checkad any lem in Section C. See the i tion on below which will help you to
corrpiete Section D,

o Complews Section E ¥ you wish 1o provi enyew," t'e corxi$aon(e)

o ALWAYS compiets Sectors Fand G. NOTE: This form i pot until itie sigred.

V. HOW IO RETURN THE FORM TO US:
o Mal the compisted, signed form as 300n 38 poszbie It the Lm emveicpe Drovided.
o ¥ you received e form without & murm ope, Give the corrp Igned 1orT DacK 1© your DXt for feten IO T COUMY SepaTTTENt of social
services.

How We Use Sectien D:

o Section D 353 you © 1l us what other raniestations of RIV your patient may have. & also 38k you 10 Give US an idea of how your patient's abily
10 kmction has besn aflecied.

o We do nxt naxi detaled deacyiptions of the functiomal mitations ¥rpossd by the Einsss:; we St Need 10 NCW whether your patient's abilty 1o
funczion has Deen aflecias 10 2 TRked” degree in any of the Jreas ised. See below jor an explanation of the N Tarked.”

Spaciel Terms Used in Secton D:
What We Meant By “Repeated™ Maniisstations of HIV infection (swe Aam D.7) -

“Repeaated” maang that 3 condition or cordinasion of condltions:

o Octurs an average Of Three tites 2 YOI, OF ONCI Svary IOUr MONthE, SaCH LaKNG two weeics Of More; or

o Doss not 1ast for o weslks, ut ocarrs substantially more fraquently than Tres ¥mse in 2 YeR! of ONCe every four rronths; Of
e Occurs leas often than an average Of Twee HMES 2 Year OF ONCH EVEry IOUr MONTE Dt 358 sULELarsialy INQer Than two weeks.

Wiat We Msan By “Menifestations of IV inlecton (ses Bam D.7) =

“Manitestxtions of HIV infection® may inclucie:

[ ] Anymhmh&wc it without the findings specified there, (6.g.. CATNOM2 Of the CHVT NOL MBELING the Criternia shown in Rem 22 of
lh.hlm A not g the fi2 Shown in Rern XJ of the form); or any other condition that s nat lisied in Section C, (e.g.. ora) hairy

o Mandestxions of HIV must result it significant. documented Symprrms and signs. (0.5.. fatigua, fiver. Malaise, weight icEs. pain, Mght sweats).

OMS 7008 A (Canarshst) (4/9C) Continued on reverse >
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What We Masn By “Markad™ Limimten or Resuicion in Funcioning (see Beay 0.2):

o mwuuumwmlmmmmumm.mwummmm
patiant is confined 10 bad, hospitakred, or in a2 mrsing homs.

© A markad @mitation rrasy be present when severs! activities or functions &1 Irpaired or even when only one i irpsired. An individual nesd not be
mqmmmnmybm.,mm-m-umdmum-ummmm
abiiey 10 function indepencently, appropriassly, and effectively.

What We Mean: By “Activities of Dally Living™ (sse e D.2)-

© Activiies of dady Bving inciude, bxt are not Imited o, such activities a8 daing ch grooming and hygiens, using a post office, taking
pubiic anaponation, and paying bils.

m:nwwmmumdmm-pmwwu-—.anmhmuoma
mummm-nammummmmmn_amiuummum
actvition) would heve marked imiation of activiies of dady lving.

Wit We Maan: By “Socist Funciloning® (see Mees 0.2

o Sﬂmmmmnummmmmm
m:uwmmummmawmﬁ:uamdménumummwub-un
mmmhlﬂMQaMhﬁmwnumiaom&ah&uc-ﬁm)
would have saried dficulty in rwintaining social fnctioning.

Wt We Maan By “Compieting Tasks in a Tinwty Manner™ fsse Som D.2)-

o M“ha“m“bﬁi“ﬂ“uumbmmmuww
fours! in work ssttings..

Exsmpie: An individual with HIV infection who, because of HIV.related tatigue o cther SyToOms. s Unabie 10 SUSIAN CONCENTELIoN or Bace
S0equate 10 corrpiste simple workvelaied tasks (ven though he of she @ sbie to €O KtinG activitiss of daily Bving) would have marked dlSaly
compisting tasks.

PRIVACY ACT NOTICE

The Departrnent of Health Services (DHS) is authorized 1 collect the information on this form under
Sections 205(s). 233(d). and 1633{e)(1) of he Social Security Act The informasion on Bis form is needed by
mum-mmmmmmuWMm&ﬂmmmu
the information on this form is voluntary, failure 1 provide all or part of the requested nformation could prevent
an accurate or timely decision on the emed sppicant’s appication. Although the information you harish is
aimost never used for any purpcse other than meking & delarmination about the appicants disabilty, such
information may be disclosed by DHS as follows: (1) 1 enable a tird perty or agency ® assist DHS in
mmnwmmmummmwmmmn
assure the integrity and improvement of e Medi-Cal program.

We may also use B information you give us when we match records by computer. Makching programs
mnm-mamdmbuum.wumwmwuy
use maiching programs © find or prove that & person qualifies for bonefits paid by the Federal Govermment.
The lew aliows us 1 do this even if you do not agree b it.

FMNWWWMWWMW“W&W
confidertial. {(42 United Staxes Code, Section 1398 (a) (7).}] The reguiations impiemanting this iaw deel with
e discosure of information collectad and rmaintained by stale Medicaid agencies. (42 Cakfornia Federal
Raegitur, Sectiors 431.300 e 30¢.)

O M ACoumbue 008
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oy o Calburin—sadih sl Wuleo Ageray Oopmnnes o Mash Sovme

MEDICAL REPORT ON ADULT WITH ALLEGATION OF
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION

The individus! named tolow has §ed an appicaton for dsabiity under the Med-Cal program. If you compiem S¥s form, your peert
may be able 1o roceive early medcical benefits. (This is not 8 request for an exsmsrmtion, but for existing modcal informadort )

MEDICAL RELEASE INFORMATION

O FomMC 220 “Aunorzstion 10 Relsase Medical Fsormmon™ © the Department of Health Services, afiached.
D‘!hﬂvymu - Below 1 relsas or disciose 10 the Depanrent of Heakh Services or Departrrent of Social Services any
or Gther RGArIng fry tor L y virus (HIV) indaction.

S & ,u’-n&é-.otm [+
>
A IDENTIFYING NFORMATION:

1 AP S
[~—— Amamns Geo of o

—————————atememmre——————————
B HOW WAS NV INFECTION DIAGNOSED?

O Laborasory sesting confirming HIV ndecion 3 Ower clinicat and taboratory findings. madical history, and diags
FSCINed 1 the MacTal ewdence
G OPPORTUNISTIC AND INDICATOR DISEASES (Pledse check, 1§ agpicabm):
Bacremal brectioses:
1.Dwm’.(og-~ql,w. - 2 Dw -
M. brwesl. o M. Serasom). St 8 S o TN e MG, SR, OF
e o e g notes ProTozoan on HeLsswmee bescions:
. . 12 O crypm in, lsoepariasia, or A8 riciosia, we
2 D e b . - Gows instng &F S SCIEh o lrer
3 D Necardicsis 4. D Pa ystis Carinil Pn is ot Ex y
Prstamocystis Carindl indection
4. O s e

" 15 O swengytoidiseia

S D Syphitis er Newrssyphitis, {¢ g. merwngovasaser syphaes)

9 ol il 16. D Tozopisemnsis, af a0 orgms G Tan T Dvwr, THIBER, OF lywpn
rodes
6 0 mivpie o 5o Bacwrial infecson(s]. G patwec
Y o Vinat beecoses:
VREITEE TUTe OF TS BVES I SN yewr
17. D Cy rirus DI a1 ¢ S OPar Tun T bewr, wiewn,
Fuaal beecTiONS: of lywon soces
7. O aspergitods 12 J Herpes Sepiex Virm, o vg.
orel, g, parianef) leSing & ane AUFE OF IONGAr; OF FYRCkan & &
8 0 Canddinais, & s 30 otwr fun e . urary Vact. resenet e OBer Ten T Shey or (eg.
WaCy, OF orsl of MAVOVSGINEl AUCIAE MATI ANeL. Of CANMABANE e g, o o
VOMANg S eephagie, Tachee, BRSRTIY, o RS,
19 D Herpes Zoster, o e ™
. D Coccidioidontycoala, st s nte elwr than P hngs or lyaph O,
nodes.
20. [0 Progressive Musstocat 1 ph v
10. D Crypococconis. at & we ofwr St e LGS, (0 9. TyPRCDCTN
) 21. D Hopatitis, resusnng in Cworsc kver Gisesse Marslestsd Oy
L - Ws. (0 Q. por sSOows, S
1. O HistOPIewNonis st 2 o oBur Tun T LGS O DN NOOSS varcEe, Fepatc enceprecpaTYy)

O 7T A (o) Puperal




MEDI-CAL ELIGIBILITY MANUAL

SECTION C (contirassd)

Map et NEOFLASMS:

b N O Carciname of Sw Cervix, vessve, FIGO spge & and beyorct

a2 O Kapesi's S - ive ere o ot
e SASTEININSNGS YAt hiNgs, OF OTher viaceral argans. of
vetvemert of e sin or -

e v h Aad

. D Lymphesm, o any ype. (0.¢. vy ywptome of 1o Wwamn,
¥ oRwe o

o o

2 0O s Coll Carcinoma of the Arus

S or Mucous Mossaames:

F- 8 D Cenditions of the Skin er Mucsus Membranes, with

getrg o o ot e 19
(0.'.. o _ MICh 89 o
et or Shar y Oy fasTen

HEMATOLOGIC ABNORMALITIES:

7. D Aress T ¥ ] o tam), g e
OF WMAre HOUS FYWEASGIS OGN a0 SUeIRg® O & MeSt GNCY swery SO
L ]

- D Ge Yiopenis, wan s Y
Sotmr 1000 ? aras v

. ] WWee © P st tve owve

2 O thremd Yy ix, wen cons y Dalow
40,000’ e at isest t > g
ywwhaon e B S o win g n e
st 12 s

NEURCLOGICAL ABMORAUITIES:

20. 0 Hiv Encephatopatny. a vy co9 or motor
y Sat bnap v

ey

31. D Other Mearologics! Manitestations of HIV infection,

leg. apathy ), with sagr ang per

v ot Fator = w0 g
aERSes SRrONCe of OFOLs AND GRTIITAS MOverTIrEl, F gait and
_—

HNWmm

2 O HV Wasting Syrxifome, char sClanted Oy rucarary segie s

of 10 or swore of (Of OMer Wgred y
waght D) arxs, ;1 N APIY ¢f & CGATErE Sirwmes at coass
espian O . b i) 2 o move 0oae

Dol dady lesting for 1 MONETOr NS, OF CITTTIC weskrans and
Goasmerted fover grestr then 38°C (100.4°F) tor ;e magperay of

1 ST o tonger
Duanssea:
<8 D Dissrhvan, mseng ©r ore month o kg, resTlt © Yeatvar, o
v Y o st
etr
CARDIOMYOPATHY:

M. D Carcdlomyopatty (reorsc feent lalse, o COF FFONAle. OF Oy

CarThar
y fot L4 )

Nermmoraniy:

s O Nophwopetty, matng o Tonc ser lahse

_ InFeCTIONS RESISTANT TO TREATMENT OR REQUIRING

HOSATALUZATION OR INTRAVENOUS TREATMENT THREE OR
lloatTnanOveY‘uu:

3% O Sepais

O3 208 A (000

Pape 2@ d
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D. OTHER MANIFESTATIONS OF HIY INFECTION:

1L  Repssted Maniiess of HV infecs cluding dis reh in Seczion C. hermrs 1-41. tat wihout the speciied findings descried
sbove, or cxher disesses. resulting in significare. documented SYIEIOMS OF sHNS. (0. tatigus, lever, malais ioht les, pain, night swaats).
Plsase epecity:
a  The meniestzions your patient has had:
o The o ch g 0 the 52Me one-yerr perod; and

e The spproxivae duration of each episode.

Remerter, your patisnt nesd Aot have e same Manfestaion aich Bme 1© mest e delinkicn of soesed mandestations: but. af ranlleiations
USed 10 mEst the requiremIBnt MLt have OCCIMSd in the Same one-year period. (See aBached instructions tor the definition of “repested
mandestations. ") .

¥ you nsed more space. plemse wme Section E:

MANFESTATIONS | NUMBER OF EPISODES IN DURATION
THE SAME ONE.YEAR PERIOD|  OF EACH EPISODE

AND
2 Asy ol e Fellowing:
0  warees resviction of Actvites of Dally Uving: or
3  sartns dEnculies in muintaining Socisl Funconing; o

O  sarms diicuiies in compieting tasks in a timely manner dos to deficiencies in Cancantresion, Persisence, or Pace.

v—

€ REMARKS (Paase use this space ¥ you lack siuflicers toom in Section D of % provide any other ¢ you wish aboust your Pasient.):

F. MEDICAL SOURCE iINFORMATION (Pmase Proe or Type):
E

Ot 708 A 108G rupded

")
0

SECTION: 50167, 50223 MANUAL LETTER NN - 181 A=-12-Q7 anre_







MEDI-CAL ELIGIBILITY MANUAL

EXHIBIT 2

COUNTY DESK AID FOR MAKING A PD FINDING IN ADULT CLAIMS

The County Will Make A
PD Finding If:

The Following Combination of Blocks Have Been Completed, And The
Blocks Have Been Completed as Inidicated Below:

Section B Either block has been checked

Section C One or more blocks have been checked
Medical source’s name and address have

Section F been completed
Signature block has been completed

Section G

Section B Esther block has been checked

Section D ftem 1 - has been completed showing
manffestations of HIV infecion that are
repeated as shown in Exhibit 3
itefn 2 - one or more blocks have been
checked

Section F Medical source’s name and address have
been completed

Section G Signature block has been completed

SECTION: 50167, 50223
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EXHIBIT 3

EVALUATING COMPLETION OF SECTION D; ITEM 1 - "REPEATED MANIFESTATIONS OF HIV INFECTION®
OF ADULT CLAIM

IF: HIV manifestations listed in Section D include diseases
mentioned in Section C; items 1-41 of the DHS 7035A, but

without the specified findings discussed there (e.g., carcinoma of
the cervix not meeting the criteria shown in item 22 of the form,
diarrhea not meeting the criteria shown in item 33 of the form);
or any other manifestations of HIV not listed in Section C. (e.q.,
oral leukoplakia, myositis)*

AND:

Number of Episodes of HIV Duration of Each Episode Is: ‘ ﬂ
Manifestations In The Same
1-Year Period is:

At least 3 At Jeast 2 weeks Requirement is met

Substantially more than 3 fess than 2 weeks Requirement is met

Less than 3 Substantially more than 2 Requirement is met
weeks

Unable to determine Unable to determine Refer to DED

i :
: i *REMINDER: If there is any question as to whether the manifestation listed is a manifestation of 1
| HIV, refer to DED ;:

ALERT: The same manifestations need not be represented In each episode.

Examples
Manifestation(s) Episodes Duration Requirement Is Met? ﬂ
Anemia 2 2 months each time Yes' “
Diarrhea 2 3 weeks each time Yes? "
Bacterial Infection 1 2 % weeks
Pneumonia 2 1 week each time No®
(Refer to DED)

SECTION: 50167, 50223 MANUAL LETTER NO.: 181 6-12-97 o971 20




MEDI-CAL ELIGIBILITY MANUAL

1 The requirement is met based on less than 3 episodes of anemia, each lasting substantially more
than 2 weeks.

2 The requirement is met based on a total of 3 episodes of diarrthea and bacterial infection, each
lasting at least 2 weeks.

3 memmMSMMWMmMW&SdWLeachepiswe
did not last substantially more than 2 weeks.
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EXHIBIT 4

Bate of Cafimin—ttaalih st Walere Aguecy Cpenms of Hadkh Sevices

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 C
{Medical Report on Child With Allegation of Human knmunodeficiency Virus [HIV] infection)

A claim has been find lor your patiert, kiertified it Section A of the attachecs jorm, or Med-Cal deabily benafis based on HIV infection.
MEDICAL SOURCE: Pisass detach this Irszuction sheet and use i1 1o compiste the atached form.
L PUIRPOSE OF THES FORM.

¥ you cempints and s $ aftached fore prowply, your petient ey be abls 0 recaive medical banefits whils we are processing his or
e clel fer engoing disability berex.

mnuamwmmnum-mmmu-uumu—nammmms::.ounn-y
Evalustion Division may contact vou lmer 1 gbxain lurther evic d o pr your patient's ciaim.

& WO MAY COMPLETE THES FORM:

A phvmician, raese, or cfwr twrrder of 3 hospial or clinic staft, who & abis 10 confim e diagnosis arx! severtty of the HIV deamse manlestations
tused an yOuv XIS, Ry CONTRIsN® and sion the form,

B MEDICAL RELEASE: ’
Amdumm*mmwwmp“twammumuumm,wm
Llu“bumummuﬁmmumumqummmuw

V. HOW IO COMPLETE THE FORM:

L] lm*ummwmmumus@aAmuwmmnhumwm
yor paliert.

You sy not have 1© compine all of e sections on the jorm,
ALWAYS comgpiaw Secten &
Compiow Section C, ¥ appregrists. I you check at et ane of the barms in Section C, g6 dght 1o Section E_

OILY campiste Section D i yeu heve NOT cluckad mvy lam In Secan C. Ses the special infonnation section beiow which will help you
conpiee Section D.

Camgplote Section E i you wish 10 previds comments en your petient’s corcfiSon(s).
o ALWAYS conpists Sectans Fand G NOTE: This Sorms is not compiet th R s eigrmd,

V. MOW IO RETURN THE FORM YO U3
o bMal e corpiated, signed lonn as s0on as posshis It the MM emvelope provided.

o §you recelved the form wihoul 2 setum sevekpe. give the Compisted, Signed IO back T YOUr DRSINT'S PErNL OF GURTIAT fOr AUM 10 the County
depertner of socsl services.

How We Une Secton D:

o Secion D asis you to 1l us what other manilestations of HIV your patient mey have. X alto asks you 10 Oive 113 an idea of how your patient’s abitty
1 function has besn aftecasd. Carrpiste only the area of tunctioning appicabile 10 The chifs age growp.

o We do nct nesd detaled deacriptions of the functional smitations sTposed by the iliness; we jat nead 10 know whether your patierts abilty to
funcion has been aflected ) e extent descrded.

o For chikiren age 3 to atainment ol age 18. the chikd must hawe a - ition of funclioning 1 two areas 10 be eligdie ior thess benslits. See
below for an explanation of the wrm “marked.”

Spwcial Tarms Used in Secton D:

Weut We Mean By “Manifsatstions of HIV fection”™ (ese fiern D.1)
Mdmwmwmmhnhmqummmmmuuamu-m
raetng the crierta shown It Ram 27 of the form, diarrea not meeting the sh I Sorm 38 of the Sormy; or any other CORSRIoNS thal & ncx leed
I Section C, (e.g.. oral halry imukepiaiia, hapatomegaly).

Wt We Meen By “Martad™ (see feen 0.2 o—-Appiivs Ordy 1o Chidren Age 3 1o 18):

e When “marked” & used 10 descrbe functional kmkations, R rmasns Tore than TOdere. Dt less than exreme. “Marked™ doss Rt Tply that your
patiant s condinad 10 bed, hamitaized, or placed In 2 residential treatrmant taciiy.

° AWWmhMmmm u!wmmnwduwmmn.m An indiviiual nesd not be

wxady pr ded trom p g an nm:wmamamwdm-manmmmn
anilty 10 tunction . approprizely, and eflectively in an age-apErop
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PRIVACY ACT NOTICE
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MEDICAL REPORT ON CHILD WITH ALLEGATION OF
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EXHIBIT 5
| COUNTY DESK AID FOR MAKING A PD FINDING IN CHILD CLAIMS
The County Will Make A The Following Combination of Blocks Have Been Completed, AND The
PD Finding If: Blocks Have Been Completed as indicated Below:
Section B Either block has been checked
Section C One or more blocks have been checked

ALERT: hem 6 applies only to a child
less than 13 years of age

Section F Medical source’s name and address have
been completed
Section G Signature block has been completed
Section B Either block has been checked
Itemn 1 - has been completed

Section D

AND

Birth to attainment of age 1 - One or
more of the blocks in item 2a has been
checked,

OR
Age 1 to attainment of age 3 - One or

more of the blocks in item 2b has been
checked,

OR

SECTION: 50167, 50223
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Age 3 to attainment of age 18 - At least
two of the blocks in item 2¢c have been
checked '

ALERT: The appropriate item 2a_, b., or
¢. should be checked based on the

child’s age
Section F Medical source's name and address have
' . been compieted
Section G Signature block has been completed
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22 C-4 - COMPLETING DISABILITY EVALUATION FORMS -

1.  MC 017/MC 017 (SP) - WHAT YOU SHOULD KNOW ABOUT YOUR
MEDI-CAL DISABILITY APPLICATION ’

This is an optional form which may be given to client who wishes to pursue a Med-Cal
application based on disability. This informational form gives client an overview of what can
be expected when an application based on disability is filed.

2. MC 179/MC 179 (SP) —- 90 DAY STATUS LETTER

A. BACKGROUND

Section 50177 of Title 22 of the California Code of Regulations requires CWDs to
complete the determination of eligibility no later than 90 days from the date the client
requests Medi-Cal based on disability or blindness. To ensure timeliness, the Radcliffe
and Harris v. Cove, et al {Radcliffe) lawsuit specified that:

L] independent disability determinations be made within the time limit required by
Jaw; and

L] A status letter be issued to client whose disability determination would not be
: decided within 90 days.

Form MC 178 was developed for client notification by CWD if a'disability packet has
not been sent to SP-DED by the 80th day from the date disability or bhndness is
alleged. It informs client of reasonts) for a delay in the claim processing.

The 80th day is counted from the date specified in item 5 of the MC 221. For
APPLICANT, date should be the SAWS 1 date; for BENEFICIARY, the date should be
the date of the most recent MC 223, Applicant’s Supplemental Statement of Facts.

B. COMPLETING THE MC 179
The MC 179 (English'and Spanish) was developed for CWD use only. This status letter
informs client that there has been a delay in processing the disability-based Medi-Cal
claim and the reason(s) why the claim has not been referred to SP-DED. The status
letter provides check blocks and blank spaces for completion by CWD.
it informs client that “We are awaiting the following information®”:

L] For you to respond to our request for additional information. (CWDs may use
their discretion as to inserting additional information on the biank lines.);

° For you to respond to our request to come into the office;
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[ For you to contact your eligibility worker RIGHT AWAY because your disability
form(s) is not compieted correctly; and

L Other. (Specify reason(s) in space provided.)
C. WHEN THE MC 178 IS USED

County MUST issbe MC 179 in the following situations:

1. No later than the 80th day from date Medi-Cal based on disabiiity is requested,
if disability packet has not been submitted to SP-DED, or

2. At any time prior to the 80th day if CWD knows that the packet will not be
sent by the 80th day, or

3. If on the 80th day, CWD has a returned SP-DED referral packet, or

4. If CWD received a letter from SP-DED that the MC 179 was missing when

SP-DED received the referral packet on the 86th day or later. Attach copy of
MC 179 sent to client to a copy of SP-DED’s letter with the comment
"see attached™ on SP-DED’s letter, and send to SP-DED.

D. SEND COPY OF MC 179 TO SP-DED

1. Attach copy of MC 179 to SP-DED disability packet if packet has not been sent
by the 80th day, is not expected to be sent by the 80th day, or if on the 80th
day or later CWD has a returned disability packet. :

Check box in item 10 of the MC 221 which specifies "(MC 179) 80-Day Status
Letter Attached” to inform SP-DED that the letter was sent 1o client.

2. Attach copy of MC 179 to copy of SP-DED’s form letter (OX 9 from Oakland
Branch or LAX 9 for LA Branch) which informed CWD that case was received
by SP-DED after the 86th day without a copy of the MC 179 included. Enter
comment "see attached” on copy of SP-DED’s letter.

3. WMC 220 - AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

A. HOW THE MC 220 IS USED

The MC 220 authorizes the release of medical records, including testing and treatment
records, for medical conditions including Human Immunodeficiency Virus {(HIV),
Acquired Immune Deficiency Syndrome (AIDS), or AIDS-Related Complex (ARC)

patients.
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B. NE M

p

TIN R

An MC 220 signed and dated by client is required for each treating source {one who
has treated client for a significant medical problem), testing facility, or agency listed
on the MC 223, except for Social Security. Only one treating source may be
designated per signed MC 220. Three extra MC 220's containing the client's signature
and date should be obtained.

7.

p

Do:

T

Enter client’s name, Social Security Number, name of doctor,
hospital, or clinic where treatment was received, and hospital
or clinic record number.

Enter address of treating source or beginning and ending dates
of treatment. They will be completed by SP-DED. However,
if request is for alcohol or drug abuse information, forrn should
be completely filled out.

Ask the applicant to date the MC 220's. The forms are valid
for 90 days from the date entered. Forms dated more than
90 days prior to SP-DED’s receipt will be returned to CWD.

Send the MC 220's to SP-DED if it is noted that the time is
getting close to expiring on the 80-day limit, instead request
that the client complete more MC 220's with a current date.

If SP-DED receives MC 220's that are not dated by the client,
the DED packet will be accepted and will not be retumed to the
CWD.

Alter, cross out, white out, or make changes to MC 220, as
these are not acceptable to treating source. Any aitered
MC 220 wiil be returned by SP-DED.

Send MC 220's with photocopied signatures, as they are not
acceptable to treating source.

Send three extra MC 220's which contain only client’'s
signature and date. These are used when additional treating
sources are identified during case development.

SECTION: 50167, 50223
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D. IGNAT R IREMENT.
The MC 220 may be signed by:

Client;

Legal representative of a minor or incompetent client;

Legal or personal representative of a client physically incapable of signing; or
Personal representative of an incompetent or deceased client.

When requesting the release of medical information pertaining to minor consent
services as specified in Article 19B, the minor (who has attained the age of 12) must
sign the release. '

Special considerations on handling MC 220's are as follows:

1. lient H rdian Or r

The MC 220 must include signature of guardian' or conservator. Enter
relationship to client next to signature {e.g., legal guardian).

2. The Client Is | nt Or Physically in f Signin

If client is incompetent or physically incapable of signing, and does not have
a guardian or conservator, MC 220 may be signed by the legal or personal
representative who is acting on client’'s behalf. Enter relationship to client next
to signature {e.g., spouse, mother, friend). Specify reason why client cannot
sign MC 220 below signature line.

3. The Clien n Only Sign With A Mar

If client can only sign with a mark (e.g., "X") or other unrecognizable symbol
{e.g., non-English character}, MC 220 must include:

L Signature or mark of client;
® Client's name, written next to the “X" or symbol;
° Signature of witness. NQTE: Witness signatures with an "X" or other

unrecognizable symbol are not acceptable; and
L Relationship of witness to client.

E. WR NA D _REP R 1

The client may designate any person to become his/her AR as long as some type of
written authorization is provided by the client. The written authorization does not need
1o be on any specific form or document. A signed AR document grants another person
authority to accompany, assist, and represent a client during application for or
redetermination of Medi-Cal benefits. But it does not permit the AR to sign MC 220’s,
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unless the. client is incompetent. The eligibility worker (EW) is responsible for ensuring that the
written authorization, used to give the AR the power to act on the client’s behalf, is signed and dated
by both the AR and the client, and to the best of the EW’s knowledge, the actions the client wants the
AR to perform at the time he or she provides this document. A copy of the AR document must be
included in the packet sent to SP-DAPD to allow contact with the AR. If the AR document is received
after the packet has been sent to SP-DAPD, the EW shall then send the document via the MC 222
“Disability Evaluation Division Pending information Update” form. SP-DAPD will not accept an AR
document that did not come through the WD.

MC 220’s must be signed by client unless client is a minor, has a guardian or conservator, is
incompetent or physically incapable of signing the releases.

4. MC 221—DISABILITY DETERMINATION AND TRANSMITTAL

A. USE OF FORM

This is the transmittal and determination document shared between county welfare department
and SP-DAPD. It is used only for new applications or resubmitted disability cases to SP-DAPD.

Note: If a case is pending in SP-DAPD, Do Not use the MC 221 to update SP-DAPD regarding
any changes or to provide new information. Use MC 222-DAPD Pending Informatlon Update

form instead.

The reverse side of this form provides information on how to complete items 5, 6, and 8.

B. HOW TO COMPLETE THE MC 221

ltems 1 to 4,
and 7: Provides vital information on the applicant.
ltem 2: If the Social Security number is pending, the word “Pending” should be
inserted or-an explanation as to why there is no number. if left blank, the
packet will be returned to CWD.
ltem 5: The month, day, and year must be provided. For APPLICANT, insert the
SAWST date.
For BENEFICIARY who alleges blindness or disability, the date must reflect
date CWD becomes aware that beneficiary is requesting a reclassification
to a disabled category (the date will most likely be date on MC 223). This
is the beginning date for the 90-day promptness requirement of Section
50177 of Title 22 of the California Code of Regulations. .
ltem 6: List each separate month for which retroactive coverage is requested (not
more than three months prior to application date).
ltem 8: Check all applicable boxes.
tem 9: Check if applicant is currently in a hospital and identify hospital. If checked
include MC 220 for hospitals.
Item 10: Insert information CWD needs to relay to SP-DAPD. Attach additional

sheets or forms, such as the DHS 7045 (Worker Observation form), as
needed. If additional sheets or forms are attached, check “See Attached

Sheet” box.
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NOTE: If MC 179 is attached, check "90 Day Status Letter Attached” box. If Presumption
Disability (PD) was granted, check the “PD Approved” box.

ltems 11 and 12: CWD worker information and date sent must be clearly identified.

ltems 13to 17:  These will be completed by SP-DAPD. These boxes inform CWD if case
decision are found in Section 22 C-8—Processing SP-DAPD Decisions.

NOTE: I SP-DAPD forwarded a packet to another Branch to "equalize” its caseload, a box at
the bottom of form (*Oakland” or LA™) will be checked to specify the Branch to which jurisdiction
was transferred. A copy of the MC 221, with one of the boxes checked, will be sentto CWD by
the receiving Branch ONLY if a case is "equalized.” This alerts CWD that the case is assigned
to a Branch other than the one to which a packet was sent.

5. MC 222 LA/MC 222 OAK -- DAPD PENDING INFORMATION UPDATE
A.  USE OF FORM

This form is sent to SP-DAPD when CWD becomes aware of new or changed information -
affecting a pending case. CWDs who send disability packets to Los Angeles SP-DAPD will use
MC 222 LA. Other CWDs who send packets to Oakland SP-DAPD will use MC 222 OAK. Use
of this form replaces the updating of SP-DAPD via an MC 221, which will be used only for new
applications and resubmitted cases.

CHANGES TO REPORT TO SP-DAPD

CWDs will report the following changes to SP-DAPD while a disability case is pending in
SP-DAPD:

1. Change in client’'s address;

2. Change in client's name, telephone, or message number;

3. Denial or discontinuance of client on basis of non-medical information (e.g., excess
property);

4. Withdrawal of application; :

5. Cancellation of Authorization for Release of Information (MC 220) by client;
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Death of client;

Receipt of new medical evidence (attach new medical evidence to MC 222);
Auvailability of interpreter {provide name and phone number);

Change in EW; and 4

Any other pertinent information which affects SP-DED's actions on a pending
case.

oO®NO

MC 223 - APPLICANT'S SUPPLEMENTAL STATEMENT OF FACTS FOR
MEDI-CAL (ENGLISH/SPANISH)

The MC 223 helps SP-DED obtain a clear and accurate picture of client's disabling condition(s).
Client should identify ALL pertinent medical, vocational, social and/or third party sources who
can provide relevant information regarding his/her condition. Addresses and telephone numbers
where the sources can be located MUST be provided. :

A.

IMPACT OF SSA'S DECISION

The 1990 revisions to 42 CFR 435.541 clarify the controlling nature of SSA’s disability
decisions when client has made both an SSA disability application and a Medi-Cal
application based on disability. These revisions specify when client must be referred
back to SSA or SP-DED.

It is extremely important that client inform CWD if there was an SSA disability decision
in the past, or if there is a current SSA disability claim or appeal pending.

11 WHI T

Questions 5 through 5D help CWD decide whether to deny an application for Medi-Cal
based on disability and refer client to SSA, or whether to refer client to SP-DED for an
independent disability decision.

HOW TO COMPLETE THE MC 223

EWs should assist client in completing form thoroughly, as incomplete forms may resuit
in case delays. Any discrepancy, especially in personal information, should be resolved
before sending case to SP-DED.

Parts | and It below, Personal and Medical Information, should be completed by client as much as
possible. Any corrections should be initialed. CWD staff should write any information which may be
helpful for case processing in margin designated as "County Use Oniy”.
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PART 1 - PERSONAL INFORMATION

Item 1a Provide full name.

Item 1b Include Social Security Number. If none exists, indicate "Pending” on "M/A"
{applies to all cases). DO NOQT leave blank.

Iftem 7c Specify month, day AND year of birth.

Item 7d Provide all known alias{es). |

Item Te Specify if male or female.

Item 1f-g Provide height in feet and inches, and weight in pounds.

htemn 2a-b Provide residence address. Specify mailing address if different.

Item 3 Provide area code and phone number. Indicate if there is no phone or if there
is a message number. Specify best time to call.

Item 4a-b Indicate if English is spoken; if not, specify language spoken. If mterpreter is
available, indicate name, phone number and best time to call.

PART I - MEDICAL INFORMATION

. Item 5 Indicate if client applied for Social Security or Supplemental Security Income
(SSI) disability benefits within the past two years.

NOTE: CWD will review client's responses to ltems 5-5d.

® If "no", submit disability packet to SP-DED.
® If “yes”, consider the following questions on client’s SSA disability
claim:
L did SSA approve claim?
® did SSA deny claim or is status unknown or pending?
® was decision made within or more than 12 months of the
Medi-Cal application?
® was SSA's denial appealed?
® has client's condition worsened or have new medical problems
developed?
® If “ves”, refer to the following chart which specifies whether case

should be referred to SSA or SP-DED. If client is referred to SSA, CWD
will deny the disability application and issue denial NOA, MC 239 SD
{3/92), and Important Information Regarding Your Appeal Rights -
Social Security Information, MC Information Notice 13 (3/92).

SECTION: 50167, 50223 MANUAL LETTERNO.: 20 8 DATE: m' 22C-4.8
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Itern 1SE
through 19G

Iterm 20

- Indicate highest grade completed or year GED test was passed.
If client is unable to read or write despite
stated educational level, enter “functional illiterate” next to grade level. If
dient attended special education classes, enter "special education® next to
grade level.

- Indicate employment within the last 15 years. }f work was performed
during the past 15 years, complete Par 2 of form.

PART 2 - VOCATIONAL INFORMATION

Iterns 7 and 2

ftems 63 and 6b

- Enter dlient’s name and Social Security Number.

- Enter job titie and dates worked. Provide job description, as job
performed may differ from what is described in the Dictionary of
Occupational Titles (DOT) which lists jobs performed in the national
economy. If no description is provided by client, SP-DED will use DOTs

job description.

¥ more than two jobs were performed in the last 15 years, give client extra copies of "Pant 2 -
Vocational information” to compilete.

Of What To Include in Job D iption:

Types of tools, machines or equipment used;

Whether writing or supervisory duties were involved;

Frequency and weight of lifting involved;

Other exertional requirements, such as climbing or bending; and

Description of alterations made to_job functions to accommodate impairments, such as

special equipment or changes in duties
7. MC 272 —- SGA WORKSHEET

This worksheet is used when applicant has gross earned income of over $500.

Section | - Add gross average eamings. Include in-kind paymemsrecexved such as roomand
board, and any other income, such as tips.
Section Compute allowable lmpairmem-Related Work Expenses (IRWE is explained in detail
in Article 22 C-1 — Determining SGA) and deduct from gross eamings.
Section ili l“fapphwntsworklssubsxdlzed(asspeaﬁedmAmdezch) indicate what
subsidy is worth.
NAY 27 M

SECTION: 50167, 50223
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10.

Section IV "Net countable earings®, after deductions, should be $500 or less in order for case
to be referred to SP-DED. If above $500, client is performing SGA and ineligible
for Disabled-MN.

MC 273 — WORK ACTIVITY REPORT (ENGLISH/SPANISH)

Form is provided to applicant to mform him/her about the $500 SGA limit. }t gives applicant the
opportunity to provide information leading to IRWE or subsidy deductions.

ftems 1108 Applicant completes these items.

item 9 'Ewmdsif(a)wbsidyor(b)IRWEisappﬁedtogrosseamed
‘income and if applicant is found to be engaging in (c) SGA

- EW indicates in "Explanation” section how a decision of SGA or
non-SGA was determined. -

MC 4033 - UPDATE TO DISABILITY LIAISON LISTS

CWD completes MC 4033 to notify the state of any updates needed for designated liaisons and
mailing lists for either:

® MEDI-CAL LIAISON(S) FOR DISABILITY ISSUES, or
° MEDI-CAL LIAISON(S) FOR QUARTERLY STATUS LISTINGS FOR PENDING AND CLOSED

DISABILITY CASES.

Check appropriate listing being changed Specify items being updated. Complete a separate form
for each representative and corresponding information being updated. Print or type the information.
Send form to DHS-MEB.

DHS 7035A / DHS 7035C — MEDICAL REPORT ON ADULT/CHILD WITH
ALLEGATION OF HIV

DHS 7035A is used for an adult, and DHS 7035C for a child, who alleges HIV, AIDS or ARC. These
are completed by a medical source when client alleges having Human immunodeficiency Virus (HIV)
infection, Acquired immune Deficiency Syndrome (AIDS), or AIDS-Related Complex (ARC). Upon
receipt of form, CWD processes case under Presumptive Disability (PD) criteria.

Article 22 C.2 - Determining Presumptive Disability discusses in detail how this form is used and
evaluated.

SECTION: 50167, 50223 MANUAL LETTER NO.: 13, WY 27 B885c4.10
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PART lll - SOCIAL AND EDUCATIONAL INFORMATION

Item 14

htem 75a-¢

Item 16

Indicate what daily activities are participated in and how) they are
affected by the medical condition{s). This is helpful to SP-DED,
especially in mental or emotional disorders.

Indicate highest grade or if GED completed, when it was completed, or
if special education classes were involved.

CWD must not guess at the client’s educational background or the ievel
of education completed. Incorrect response(s) could result in an
erroneous disability denial or-approval. The client should be contacted
if information on education is'incomplete or omitted. f the client states
that he/she does not know what level of education was completed
or information is not available, CWD 'should note this in the right
margin (e.g., “Client states leve/ of education unknown/not available®).
DO NOT leave this section blank.

NOTE: If the CWD observes that the client is illiterate or any
inconsistency is noticed, it should be noted in the right margin or in
Item 10, County Worker Commentis), of the MC 221. CWD could
note, for example, client is illiterate or client indicates an eighth grade
education but has significant difficulties in reading, writing or
understanding. If there are additional observations that the CWD feels
may be of benefit to SP-DED, the CWD may include them on the form,
DHS 7045 {Worker Observations - Disability).

Specify if there was work activity which was performed for more than
30 days during the last 15 years. This includes any relevant work
which was performed outside of the United States.

If “yes”, complete Part V.

PART IV - WORK HISTORY

Item 17
7 /11 Wi
™
™
™
™
™
™

Enter job title, dates worked and job description. Be sure to aiso
include any relevant job(s) which was performed outside of the United
States. If no description is provided, SP-DED will use the job
description in the Dictionary of Occupational Titles,

l Try $7; -

Types of tools, machines or equipment used;

Whether writing or supervisory duties were involved;

Frequency and weight of lifting involved;

Hours spent sitting, standing and walking;

Other exertional requirements, such as climbing or bending; and :
Description of alterations made to job functions to accommodate impairments, such as

special equipment or changes in duties

SECTION: 50167, 50223

MANUAL LETTER NO.: 20 DATE: . - 22C4.11
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PART V - SIGNATURE AND CERTIFICATION

o Enter proper signature(s) and current date.

NOTE: CWD will provide client three extra MC 220's (7/93) for client’'s signature only.

7. MC 239 SD —- MEDI-CAL NOTICE OF ACTION - DENIAL OF BENEFITS DUE TO
A FEDERAL SOCIAL SECURITY DISABILITY DETERMINATION
(ENGLISH/SPANISH)

If the following exist, SP-DED is not allowed to make an independent decision and CWD must
complete MC 239 SD to notify client that case is denied.

o ' SSA has denied a disability claim on the same condition(s) which is (are) alleged on the
Medi-Cal application based on disability AND the application is within 12 months of the
SSA denial AND ciient has a worsening ef his/her condition.

OR

® The Medi-Cal application based on disability is within 12, or more than 12 months of
the SSA denial AND client has no changes or new condition(s).

8. MC INFORMATION NOTICE 13 - IMPORTANT INFORMATION REGARDING
YOUR APPEAL RIGHTS/SOCIAL SECURITY INFORMATION (ENGLISH/SPANISH).

This notice is used in conjunction with Medi-Cal Notice of Action, MC 239 SD. h informs client
of the following:

L] Appeal rights throuéh SSA,

L Information regarding SSA reccnside‘ra‘tionlreopening,

L] Circumstances in which SP-DED cannot make an independent disability determination,
o Circumstances in which SP-DED is allowed tp make an independent disability

determination, and

° Circumstances in which client is allowed to file for a state hearing.

SECTION: 50167,50223  MANUAL LETTERNO.: 20 8 DATE: __22C4.11a
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10.

11.

MC 272 - SGA WORKSHEET

This worksheet is used when applicant has gross earned income over the current SGA
amount.

Section 1 Add gross average earnings. Include in-kind payments received, such as
~room and board (which is not condition of employment) and any other
income such as tips.

Section 2 Compute allowable Impairment- Related Work Expenses (IRWE explained
in detail in Article 22 C-1 —Determining SGA) and deduct from gross eamings.

Section 4 If applicant’s work is subsidized (as specified in Article 22 C-1), indicate what
subsidy is worth.

Section 5 “Net countable earnings” , after deductions, should be current SGA amount
or less in order for case to be referred to SP-DAPD. If above current SGA
amount client is performing SGA and ineligible for Disabled-MN.

MC 273 —- WORK ACTIVITY REPORT (ENGLISH! SPANISH)

Form is provided to applicant to inform him/her about the SGA limit. It gives applicant the
opportunity to provide information leading to IRWE or subsidy deductions.

ltems 1to 9 Applicant completes these items.

“Check List For County Use Only”

This is a check list for the EW to determine whether the
applicant has any subsidies or IRWESs that can be
deducted from gross wages. After the subsidies and IRWEs
have been deducted, the EW indicates whether the applicant
is engaging in SGA.

Space is provided if explanations are necessary.
MC 4033 — UPDATE TO DISABILITY LIAISON LISTS

CWD completes MC 4033 to notify the state of any updates needed for designated liaisons
and matling lists for either:

. MEDI-CAL LIAISON(S) FOR DISABILITY ISSUES, or
. MEDI-CAL LIAISON(S) FOR QUARTERLY STATUS LISTINGS FOR PENDING
AND CLOSED DISABILITY CASES.

Check appropriate listings being changed. Specify items being updated. Complete a
separate form for each representative and corresponding information being updated. Print
or type the information. Send form to DHS-MEB.

SECTION: 50167, 50233 MANUAL LETTER NO.: 252 DATE: 10/15/01  22C-4.11b
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12

13

DHS 7035A / DHS 7035 C — MEDICAL REPORT ON ADULT/CHILD WITH ALLEGATIONS

OF HIV

DHS 7035A is used for an adult, and DHS 7035 C for a child, who alleges HIV, AIDS or
ARC. These are completed by a medical source when client alleges having Human
Immunodeficiency Virus (HIV) infection, Acquired Immune Deficiency Syndrome (AIDS), or
AIDS-Related Complex (ARC). Upon receipt of form, CWD processes case under
Presumptive Disability (PD) criteria.

Article 22 C-2 -- Determining Presumptive Disability discusses in detail how this form is
used and evaluated.

DHS 7045 - WORKER OBSERVATIONS - DISABILITY

CWD staff should use form to record comments on an individual’s physical , mental, and /or
emotional problems. If DHS 7045 is not used to record observations, CWD should provide
observations in Iltem 10, * County Worker Comments” section of MC 221. Article 22 C-4 —
Providing CWD Worker Observations provides guidelines in assisting Ews in providing
observations to SP-DAPD.

DHS 7045 may be submitted to SP-DAPD with the disability packet or at a later date, should
EW have additional observations to provide.

~ . Faow Fm s
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STATE OF CALIFORIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF MEAL TH SERVICES.

WHAT YOU SHOULD KNOW ABOUT
YOUR MEDI-CAL DISABILITY APPLICATION
SHOULD YOU APPLY FOR MEDI-CAL DISABILITY?

You should apply if you have a physical or mental condition that makes you unable to work for at
least 12 months in a row. .

Have you appiied for and been denied Socia! Security disability or SSI in the past 12 months? | you
have, you must tell your Eligibility Worker.

WHAT HAPPENS AFTER YOU HAVE APPLIED?

Usually, your disability claim will be sent to the Disability Evaluation Division (DED) of the State
Department of Social Services. A disability analyst and a medical doctor will evaiuate it. Your
Eligibility Worker does not have the authority to decide disabllity.

¢ After the DED office receives your disability claim, they may contact you to get more
information. If you get a letter, do what the letter says. Keep the ietter and call the analyst
named in the letter if you have questions about your disability ciaim.

¢ The DED office may contact you to arrange for a special medical exam. ¥ you are asked to go

to an exam, the exam is free to you and will be used to decide if you are disabled. Do not miss
or cancel the exam.

. ﬁyoureeehrelenesorpboneaﬂsﬁomyomdisébﬁyanalysnanswerﬁgmaway
¢  Tell your doctor(s) they may be contacted and that it will help if they send the requested
information quickly.

<+ ltis important that you quickly report any changes, especially in address or telephone number
to your county Eligibility Worker. Your worker will send this information to the disability analyst.
}f you are homeless, be sure to keep in touch with your Eligibility Worker.

¢ Give your worker the phone number and address of a family member, friend, or other person
who your worker can contact if you can't be reached.

¢ [ itis decided that you are disabied, your county Eligibility Worker will contact you to get current
information on your financial situation. IT IS IMPORTANT THAT YOU PROVIDE THIS
INFORMATION. '
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STATE OF CALFOMEA « MEAL T AND WELFARE AGDICY DEPARTMENT OF MEALT™ SEWVCES

LO QUE USTED DEBERIA SABER ACERCA
DE SU SOLICITUD PARA MEDI-CAL BASADA EN INCAPACIDAD
¢(DEBERIA USTED SOLICITAR MEDI-CAL BASADA EN INCAPACIDAD?

Usted deberia solicitaria si tiene alguna condicion fisica o mental que le impide trabajar por lo menos
12 meses seguidos.

zbhsbﬁcﬁado.ysalehanegadohcapacidaddelSegumSociéloSSl.enbsx’mimos 12meses? Si
‘o ha hacho, tiene que decirselo a su trabajador(a) de elegibilidad.

(QUE SUCEDE DESPUES QUE USTED HAYA PRESENTADO LA SOLICITUD?

Normaimente. se enviard su solicitud para incapacidad a la Division de Evaluacién de incapacidad
(DED) de! Depanamento de Serwicios Sociales del Estado. Un anatista de meapacigad y un doctor
en medicina la evajuaran. Su trabajador de eiegibilidad no tiene ia autoridad de decidir si usted
est3 incapacitado(a).

¢ Una vez que Lk oficina de DED reciba su solicitud para incapacigad. es posibie que ellos se
comuniquen con usted para obtener mas informacion. Si recibe una carta, haga lo que le dice
ta cana. Conserve la cana y lame al analista que se menciona en {a cana si tiene preguntas
con relacion a su solicitud para incapacidad.

¢ La oficina de DED posiblemente se ponga en contacto con usted para hacer arregios para que

se haga un examen médico especial. Si le piden que vaya a que le hagan un examen, el
examen no le cuesta a usted. y se usara para degcidir si estd incapacitado{a). No deje de ir al
examen, ni io cancele.

o _ Sirecibe canas o famaaas telefonicas de su analista de incapacidad. conteste de inmediato.

DS Digale 2 su doctor(es) que es posible gue se pongan en contacto con €l. y digale que ayudara
si envia de inmediato la informacion que se le pida.

e Esimportante que usted reporte de inmediato cuaiesquier cambios, especiaimente de direceién
o de numero de teiéfono a su trabajador de elegibilidad del condage. Su trabajador enviard
esta informacion al analista de incapacidad. Si no tiene hogar. asegurese de mantenerse en
contacto ¢on su trabajador de elegibilidad.

e Dé a su trabajador el numero de teléfono y la direccion de algun pariente, amistad, u otra
persona con quien se pueda poner en contacto su trabajador, para en ¢aso de que no se e
pueda locatizar a usted.

e Si se decide que usted estd incapacitado, su trabajador de elegibiiidad se comunicara con

usted para obtener infcrmacicn al corriente sobre su siuacién esondmiza. ES IMPORTANTE
QUE USTED PROPORCIONE ESTA INFORMACION.

NS 017 (SP) (O83) D e

SECTION: 50167, 50223 MANUAL LETTER NO.: ;5, MAY 27 8% 20443




MEDI-CAL ELIGIBILITY MANUAL

STIF OF CRIVIES «MEA T MDD SRFAE ARCY OEPARTEENT (5 WA N SEINCES
NEERCAL SRR

{County Acaress)

This lener 1s 1o tell you that aif of the information necessary 10 refer your case © State
Programs. Disability Evaluanon Division tor a disability astermination nas not been
received. '

Though tedgerat taw requires that efigibility tor Medi-Cal basad on disability be cecided
within S0 days, we ars not abie 10 4o SO in your case due 1o the reason(s) checked
below.

We are awaiting the foliowing information:

0  Foryou o respond to our request for additiona! information
{ )

[0  Foryouto respond to our request to come into the office

s For you to comact your efigibifity worker BIGHT AWAY because
your arsabifity torm(s) is not compietet correctly

D  Other

if you have quastions about your Medi-Cal appiication.calime at ()
between am. and pm.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132 BAY £ - -2 22C-4.14
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mq:.mmm-n CEFRIENT CF EA P SENETS
(Dwsccon del Condsoo)
r I
L .|
Fechia:
[— j Nomere del Casa:
No. del Caso:
L ~ Nombre del waceadarta):
- Distrao:

Esta cana es para informarie que nNO Se ha recibits toda 12 informacion necesana para
mansar su caso a ios Programas del Estago. Division de Evaluacion oe incagacdac
para tievar a Cabo UNa CetenMINACION SoDre meapasidad.

Aun cuando fa ley federal requiere que se decida ia elegibilidad para recibir Medi-Cal
pasada en meapacidad en un piaro de S0 dias. no pogemos RAcernd en el Casd Suyo
genios a ia(s) razon(es) marcada(s) enseguida.

Estamos esperando:

O  que usted nos proporcione |a intormacion adicional que le pedimos
{ )

T gueusted venga a nuestra oficina como se lo pedimos

U  cue usted se comurugue con Su trabajador de elegibiidad D
INMEDIATO porque su(s) formats) de incapacidad no esta(n)
Benadal(s) correciamente

0O Om

Si tiene preguntas acerca de su soficitug para Medi-Cal. iameme
al( ) entre tas am.ytas p.m.

T 179 [SP) AR

SECTION: 50167, 50223 MANUAL LETTER NO.: 132> MAY 27 gy 220415
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AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
AUTORIZACION PARA PROPORCIONAR INFORMACION MEDICA
Name of Appicant/Namtye del Soiicants
Sacial Security NumbertNiiemerd del Seguro Sacia)
LD. Numbet/Asismero de Itentificacidn

owdal. Crac, YA. or WCASY G, CINaca. ASIrmracsy: 6y veswarne. 0 WCAS)

nmmmmwmrmmnm

beginmng am-utng‘
QUS FIVEIS IS SNERCECISNESS MECETS U CUR NIDIRECION SODI® 8 PENOCH 06

DewvFocre

bummm-ﬂ unoer the Social Security
& s cepencencs sstaial memwmmdmumw

| amthorze 8 Prwale phomCopy COMPaNY 10 PHOCOPY such medica!
TECOrSs 23 210 ASECEd 83 SVINENCS In Osterminng my eigibilty for
such beneits. | have been INOIMes at the Prvale PROIOCOPY
company wil NOt 1918339 BNy MICTMALON SDOW! Me 10 BNY PEISON Of
a0enCy Cher Than the SIKS SOENCY INKKCILEC TOVE.

Ths consant 3N D8 WINOTAWN 21 ANYIIMG: hOWSVE!, ¢ will reman
vaio 107 any SCTON KSR PRO! IO the request bemg wahanawn. The
curmon of tus consent Shall A0 De any IONGE! Than 1S FEaSONEDly
necessaty 10 scxompish the SuUrPOSs 10T wiich & was gven, ie. the
tinal catennson Of My ESHLCENON for drsabiity beneins ( incluting
1he sDpeats process). Ths consant will then amomatcally expwe
WENOUL BNty WITISN JeGUSeSt.

1 consent 1O the relesse of the results of any akcoho! anver grug
abuse treatment. anc/or PIYChIaIriC records under the same
condtons &S Sutned shove, aNA/OY the human mmmunodshicwency
vrus (HIV) anocy 1t and any Oher GIcaIors of mMmmune SI8tUS
2n0 Mmedical recorus and FIDMMIUON PENENMY 10 o tramment of
AIDS or ARC (AIDS-reiztect compisx). | understand that such
mmummmmﬁcmmw
1 SPECIR! CHTIINSIENCES.

| nave 1630 the 3DOve Bnd fully UNterstand S COMENIS in S eNtwety
ant have SSKed SUeSHONS SDOUT aNyNG That was NOt Ciear 1 me
ang am sanshed winh the answers | have recewved. | uncersiand
3t | Rave the NGNL 10 rECeIVe 3 COPY Of this authonzauon on

TEOUES!.

AUTIID 8 UN RBGOCD DIVANO 08 ICIOCOMRND DATS QUG SACRIS COMSAS
ICIRATCES 0F 103 ATMSCIONNRSS MSACDS U S5 NECIENTD SIS’
COMD PrUSDaS BRIS CHNTENET Me SINGIDIOST DAFS tai0S DANGICICS. S0
M8 MITMO OUe $ NECACIO PIVSO B9 ICICHRAN0 NO CVIACETS AINGUING
MICIMACICN I3 & AINGUNE DEFION3 O CEDENOSNCIS OUS NO 183 13
OE0SNOSNCIS SXIRLLI OUE 58 INCICE FMD3.

Este consenurmienio pusos 587 retraco en CURIOWIST MOMBMNID: $in
STDRIG, DSTMENECHCS 8Nt VIQLY CON 1ESDESD 3 CURANST SCHON G 3¢
RIYS SISICIIR00 ANTES CUS SO FOWAT2 13 DENCION. LA VIOONS2 O O3t
DERTON. NO QXTA MIT QUE 10 TAIONEDISNSNIS NECSINT DES SVE 3
S2DO 6l ASUNED BRIA ¢! CuA! 38 T0: SO ¢5. 1) CMSHTINACON AN O M
mmmummum
ce apsiacionss). Enitonces. este 12 16
SOMBVCHMSITS S1 PERAO POr SRLFTO .

AUIONZO QUE I0S TESUNSC0S 08 I3 DrUSDE DATS COTECIR! CURISARARST
FEIRAUOMRDS FEIACIONAN0S CON 8 aDULD O8 AN YO OGRS, YWD ©3
mmmmwmmmm

TIOCOITIONESSS & MENGS CRIG O8 11T CONSINDITIENID SXDMNID. SICIID o
CEOMSLINOSS SIDOCIRNS.

He i8i00 y enpenco pertsCaments (3 INtOMESON OUS SORTECE T3
0 NECO PrequUTRIS SOBS CULZS QUE INIZ. ¥ 8SIDY SANTIBCND CON 125
AIWITIONES QUE S PICDOTSIONATON. ENDENCO QUS IINOY & Oerecs
00 recItxr UN3 COREA 09 ESI3 UICZETION, S 35! 10 OEISS.

mm pr—r—
wuwmnmmdhwunm T-ar-?"u
DN ATV LSO
21P CooeZone Posta onoreew lenaroc

CawCamac

o Wnom e May Concem: Medcal 1800rIS 10i83sed 10 the State's
Disabity Evaluaton program become Han of he appliant's fie
SUDBCE 1O the provisions Of the Federal Privacy Azt of 1574 whech
Drovioes INal. UPON reGUEst. 2N 3DPLCANt May have 3cCess © those
records. A conenon of access I medcal records S that, a1 e
11me 2CCess IS reguestes. the applicant must cesmgnate 3
represSenialve 10 reCeVe. TOVIew, 2no G1scuss hem with the
applicant. it 1s recommended. but not reguired. thal the
1EDISSENIVE DO 3 PRYSTIAN OF OIHEr NGAL Servce Drotessonal.

M 20 ErpusrvSoersan (7780)

A Quen Corresponcz: Los expedionies mescos DIOSOCDNAN0S 2.
programa-estaiat de Evatuamon de incapacisades (Drsabiity
Evawsanon) 1OIMan pane 0el SXDEGIENe 0! SOLCRANTS 06 ATUSIBS 2
1 estouaco por el Decrew Feceral de Conhicenciaiioas ge 1572
Que estabiece Que e! sohicnanie puede tener acCeso 2 8S03
expementes St asi 10 SOUEta. Una conmaon DAra ODISNEr 3CCRSS 2
=S expegentes MeaiCoS Sera Gue. a! Dresenarse 12 sohcrus. e
sorcnanie hene Que KOMDI3T 3 UN rEDrEsSaNntante DAra cue ©5
1gem3. 9xa3MmMe. y 10S 180ase con 6! souexante. £s recomensadie
DETD NO ODLBAONO. QU §i TEDIESENtane Se8a un MEecTO U Bire
protesIonas en 81 1amo 06 fa sakud.
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State of Chloma—Headn and Human Services Agenty Department of Heallh Sen.

County Weltare Department Address PLEASE PRINT
r _—, Retain Copy 4
{Send copies 1, 2, and 3 1o DAPD)
DO NOT MAIL TO APPLICANT

) O I -0-1

1. Apphicant pame {frst) {ridie name) {rast)

I__ DAPD Address __,
Los Angeles State Programs Branch
2. Social Security number 3. Date of binth

P.O. Box 30541, Terminal Annex ' '
LT -CIO-CT T IM[mI-I_D_aL_]-l 1]

Los Angeles, CA 90030
. _} [ Pending [J None :,

4. Sex D Male DFemale

5. Date apphed 6. List retro month{s) 7. Maifing address
S I S I A I | A B
Month Day Yew Month/Y ear MontvYear MohihYeas

8. Type of referral (Check appropriate box{es)}

[J wnitiat reterras [ mss [J Retsoonset .
[ Redetermination O sGA IHSS [ Limited referrat Telephone number: [ ! l I [ l [ j - L J j I J
[J Reevaluation [J sea-disabled [ Other—exptain jitem 10) {area code) ‘

[ Pickie-bling Ocam A 9. Is apphcant in ahospital? [} Yes [ No

[J Reexamination 'O Resubmitted packet Name of hospitak

30. County worker comment(s) (}f more space is needed, attach a separate sheet) [} See attached sheet {e.g.. DHS 7045)

O mc 179) 90-Day Status Leter attached [J Presumptive Disability approved

11. File reviewed and approved for ransmiltal
Worker number

Print workes narme

Telephone number FAX number 12. Date sent

(TTHTTO|CLD OO L LT T

farea code}

BARD

JUSE ONLY" - .\

13. [J See attached DAPD Documnents {This is NOT a certification for in-home supportive services.)

Commeni(s} or SP-DAPD Presumptive Disabilty decision

14. Analyst 15. Date
16. Team manager 17. Date
DISABILITY DETERMINATION AND TRANSMITTAL
O Oakland D Los Angeles

SEE BACKOF COPY 4

MEC IV EA mn

22c4.97

SECTION NO.:50167,50223 MANUAL LETTER NO.: 251 DATE:10/04/01




MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

T

Due 1o the fact that items 5, §, and 8 are frequently misunderstood, the following explanations are given:

Rem 5: Date applied: For a new Medi-Cal applicant, enter the date that the SAWS 1 was signed. For a continuing case,

enter the date that the disability was first reported to the county.

fem 6:  List retro month(s): List all months tor which applicant requests coverage during the retroactive period (not more
than three months prior to any application date).

Rem 8:  Check all boxes that apply.

Initial Referral: Check this box to request first-time evaluation for disability or blincness. This is used for all initial referrals.

Redetermination: Check box if a beneficiary was previously— determined to be disabled, was discontinued for a reason other
than cessation of disability, AND (1) the last DAPD determination occurred 12 or more months in the past, OR (2) whose
reexamination date is due/past due or unknown. Attach a copy of the prior MC 221.

Reevaluation: Check box if the county disagrees with DAPD’s determination and is sending the case back for another review
within 90 days of DAPD’s decision. Reason for the disagreement must be explained in item 0. Attach a copy of the prior

MC 221.

Pickie-Blind: Potentially biind individuals who are discontinued from SSI for any reason must be screened under the Pickle
program {DHS 7020). Blindness evaluations for former SSi recipients for a determination under the Pickle Amendment to the
Social Security Act may be necessary even if the individual has reached age 65 or has already been determined to be disabled.
This is because blind individuals are entitled to a higher SSI payment level than disabled or aged persons.

Reexamination: Check box if a reexam date is due/past due or if an evaluation of a beneficiary’s diéability is needed to
determine if medical improvernent has occurred. Attach a copy of the prior MC 221.

IHSS: In Home Supportive Services. Check box if a disability evaluation is needed for an IHSS applicant.

SGA IHSS: Check box if an applicant’s SSI benefits have been discontinued due to SGA and the appiicant is in need of IHSS.
In these DAPD evaluations, DAPD must confirm that the applicant’s SS) benefit was discontinued due to SGA and prove that
the impairment(s) for which SS! was allowed has not improved.

SGA Disabled: Substantial Gainful Activity (SGA). Check box if an applicant was an SS! disabled recipient, became ineligible
for SSI because of SGA (gainful employment). and still has the medical impairment which was the basis of the SSi disability

determination.

CAPI (Cash Assistance Program for Immigrants): This program provides cash assistance to aged, blind ang disabled legal
immigrants who meet the SSI immigration status requirements effective August 21, 1996, and ali other current SSI eligibifity
requirements. !t not aged {65 years of age or oider), then disability/blindness must be established on an individual betore CAPl

payments can be made.

Resubmitted Packet: Check box if the original packet was received by DAPD and subsequently returned to the county for
needed information, 1.e., Z56 (no determination) or Z55 {county return for packet deficiency, upon resubmitting to DAPD, county
should attach a copy of the SPB 105 ieiter which DAPD previously attached to the returned packet). The ccunty will furnish the
needed information and return the packel to DAPD as a Resubmitted Packet. Attach a copy of the prior MC 221.

Retro-Onset: Check box only if the beneficiary was previously determined to be disabled and the case is being resubmitted
‘to evaluate for an earkier onset date. (Onset cannot be granted more than three months prior 1o application.) Aftach a copy of
the prior MC 221 to the packei. For new referrals, DO NOT check this box; simply indicate the requested onset in item &,

Limited Referral: Appropriaie under the lollowing circumstances: (1) A reevaluation packet is sent back within 30 days of
DAFD decisior: and no new treating source alleged; (2) an earlier onset is needed after DAPD approved case (no new treating
sources are alleged during earlier onset period) and it is within 12 months of application; (3) client discontinued from SS! due to
excess income/resource and not receiving Title I disability benelits; (4) application is made on behalf of deceased client and
death certificate is included; or (5) county unable to verify SSi benefits and only verification for SSI benefits for IHSS is

requested.

MC 22: LA 1100}
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

State of T3 srnig—Heehh and Human Services Agency

County Welfere Department Address

-

Department of Heahh Servie

PLEASE PRINT
Retain Copy 4

(Send copies 1,2, and 3to DAPD)
’ DO NOT MAIL TO APPLICANT

County number  Aid code Case number

it o

L

{middle name)

CLL LT -03-C0

{rast)

DAPD Address 1. Applicant name {first)

-

Oakland State Programs Branch _

2. Social Secwrity number

3. Date of binh

P.O. Box 23645
Oakland, CA 94623-9945 (T LJ_I_I_J L1 ._J_]

__J 3 Pendging 3 None

Month

I_LL[

Year

4. Sex D Male

[ Jremate

5. Date applied 6. List retro month{s) 7. Mailing acdress
M 1] ‘ ]
N0 i N 1 1 N Ay A A
Monm Day Year MoninYear MomhvY ear MonmYea

8. Type of reterral {check appropriate box{es}))

7 initiat retersat [ mss ] [] Betio-onset
] Redetermination ] SGAIHSS [ Limited reterrat Telephone numbper: { [ l , LJ } - [ 1 ] I }
] Reevatuation ) sGA-disabled  [] Other—explain (item 30) {area code}
[ Pickie-bling 0 caps 9. Is applicantin a hospital?  [_] Yes O nNo
] Reexamination [ Resubmitted packet ’ Name of hospital:
{3 See attached sheet {e.g., DHS 7045)

10. County worker comment{s} { more space is needed. aitach a separate sheet.)

[J iMC 179) 90-Day Status Letter attached {7 Presumptive Disability approved

11, File reviewed and approved for transmiltat

Worker number Prmnt worker name

DAPD USE ONLY

OO0 ) COCHLT l’f’j:ef-im I

13 D See attached DAPD Documents (This is NOT a cenlification for in-home supportive services.)

Comment{s} or SP-DAPD Presumptive Disability decision

15. Date

14. Analyst

17. Date

16. Team manager

DISABILITY DETERMINATION AND TRANSM
SEE BACK OF COPY 4 O Oakiand

MC 221 OAK {1700}

ITTAL

O Los Angeles

SECTION NO.:50167,50223 MANUAL LETTER NO.:251

DATE:10/04/01
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

Deparimeni of Heatth Services

State of California—Health and Human Services Agency

r' COUNTY WELFARE DEPAR;S}%’!ENT ADDRESS -]

DAPD PENDING A
INFORMATION UPDATE ;

DAPD ADDRESS L —J
County Number Aid Code Case Number
. ] - -
Oakland State Disability and
Adult Programs Division Social Security Number
P.O. Box 23645 on MG 221 = =
Oakland, CA 94623-0645 __, Applicant’s Name
’ (Last, First, Mi)

Date of Birth — —_

THIS FORM MUST BE USED WHEN A DISABILITY PACKET IS PENDING AT DAPD AND
CHANGED/ADDITIONAL INFORMATION NEEDS TO BE SUBMITTED TO DAPD (DO NOT USE MC 221 TO

REPORT CHANGES OR TO UPDATE INFORMATION.).
Check the appropriate box or boxes and complete the information.
1. [J CHANGE OF ADDRESS

0o O O o O

CLIENT DECEASED

New address:

CHANGE OF TELEPHONE NUMBER S

New telephone number: ( ) 5

CHANGE OF SOCIAL SECURITY NUMBER

Corrected number: —

CASE CLOSED

Date: {Discontinue evaluation)

Death cerlificate attached ) Yes [ No

NON-ENGLISH SPEAKING

Language spoken: P .
Pﬁ:)ne number: ( ) S

Interpreter name:

7. [ '.:‘UPDATED MEDICAL RECORDS ATTACHED -
8. [] CHANGE OF COUNTY WORKER (See below)
9. [] OFHER o

Worker name (Please print}

Workes number

Date

Telephone number

{ )

MC 222 OAK (3:02}

SECTION NO.:

20167, MANUAL LETTER NO.:277 DATE:04/23/03 PAGE: 22C-4.19

SNI777

R




o~



MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

Depantment of Health Services

State of Catifornia— Heallh and Human Services Agancy

DAPD PENDING [— CQUNrY"\;véLFARE DEPQXRTM;ENTADDRESS 7
INFORMATION UPDATE f

DAPD ADDRESS L J
County Number Aid Coge Case Number
N 1 - -
Los Angeles State Disability and
Adult Programs Division Social Security Number
P.O. Box 30541, Terminal Annex on MC 221 = =
Los Angeles, CA 90030-9934 Applicant’s Name
: J {Last, First, Ml)
Date of Birth — —

THIS FORM MUST BE USED WHEN A DISABILITY PACKET IS PENDING AT . DAPD AND
CHANGED/ADDITIONAL INFORMATION NEEDS TO BE SUBMITTED TO DAPD (DO NOT USE MC 221 TO

REPORT CHANGES OR TO UPDATE INFORMATION.).
Check the appropriate box or boxes and complete the information.

1.

0

O o o o a4

Oaoc

CHANGE OF ADDRESS
New address:

CHANGE OF TELEPHONE NUMBER ;
New telephone number: { ) ,_1 \
CHANGE OF SOCIAL SECURITY NUMBER
Corrected number: —
CASE CLOSED
Date:
CLIENT DECEASED
Death certificate attached {1 Yes ] No
NON-ENGLISH SPEAKING

Language spoken: /g
“Phone number: { )

(Discontinue evaluation)

Interpreter name:

-« UPDATED MEDICAL RECORDS ATTACHED .

CHANGE OF COUNTY WORKER (See below)

-OTHER .

rNon(ev name (Please print}

Worker number

Date

Telephone number

{ )

MC 222 LA (3/02)

- . 50167,
SECTION No.: 201/

MANUAL LETTER NO.:277. DATE:04/23/03 'PAGE: 22C-4.20
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

Samte ot ) Wetere Agency Oepmronsrm 0F 100s8h Serveces
APPLICANT’S SUPPLEMENTAL STATEMENT COUNTY USE ONLY
OF FACTS FOR MEDI-CAL County Number/Aid Code/Case Number
. PART I—PERSONAL INFORMATION - -
12. Applicant name (Last, First, MI) 1b. Social Security number lc. Date of birte
- - ! !
1d Otber namets) used (Last, First, M) ie. Sex 1I. Hegnt 1g. Weight
O Maie Feet ‘
J Female Inches Pounds
2a. Home address City ' State ZIP eode
2b. Maiking sddress (if different) City State ZIP code
3. Dsayume telephone pumber Cheek if: Best time w0 eall
DNoPhone
[ | {J Message Phene { )
4a. Do you speak English? 4b. Do you have an . |If YES, interpreter's name: Best ame to call
interpreter?
0 Yes -IX YES. go to Part T OYes O No
O Ne If NO. what langusge(s) do you speaic Interpreter's phone mumber:
¢ 3

PART O-—-MEDICAL INFORMATION . | COUNTY USE ONLY
S. Have you spphed for Socisl Security Disability er Supplemental Seeurity income (SSD Disability
benefits in the past two @) years? [J Yes [J No
I YES, please answer the following:
2. Was/ls your Social Security or SSI Disabitity spplication:
O approved? [ Demie> [ Pending? 1) OnAppeal® [J Unimown?
b. Ifapproved or denied, give the date of the most recent decision on your Social Security or SSI disability
mw' - -
c Has your medical probiem(s) worsened since the date in Sbabove? [J Yes [J Ne

d Do you heve any NEW medical problem(s) sinee the dste in 5b, above, which you did NOT bave when
your Social Security or SSI disahility decision was made?

OYee ONo  IYES, what medical problem(s)?

6. List all medics] problems (phyxicai, mental er emotional) that keep you frem working or taking care of your personal needs.
(Piease attach additional sheet, if pecessxry.)
WHEN DID IT

PROBLEM(S)
MEDICAL STAKT Odoeth/Yeer)

prymap— Page 1018
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

7. Have you received care in a clinic or hospital for your iliness(es) or injuryfies) in the last COUNTY USE ONLY
12 months? [J Yes [ No | AR
If YES, piease fully answer the following:
K== of cinichospits!
Panentdinic or member namber Cimicbospital telepbone pumber
Name of doctarts) ares —
ADDRESS of cimic/haspital (number, $trest, Suite) City Stae " 23P code MC 220 Signed
Date frst seen | Dase laxt soes Date of pext appomunent a
Raesoo for the vait(s) : ‘
Did you stay in the hospital overnight? T} Yes [ No
If YES, date(s) entered: date(s) left:
‘Were you seen in the emergency room? ) Yes [3J No
If YES, date(s) seen:
8. List any sdditional clinic or hospital where you bave been seen in the last 12 months.
Name of ciinichespital ‘
Panestiiinic or member sumber Clmic/hospizal telephone BEmber
Nazme of dactorts) esen A — A
ADDRESS of clinsc/hospital (Lumber, Sowat, Ste) G State ZIP eode Ecw&snd
Date ferse seen | Dataiast sees - Date of nex: appotntment
Reasn for the visitis)
Did you stay in the hospital overnight? 0O Yes 1 No
H'YES, date(s) entered: date(s) Jeft:
‘Were you seen in the emergency room? ) Yes [ No
H'YES, date(s) seen:
If you have been seen at additional clinics or hospitals
in the iast 12 months, compilete page 8.
WCTD NG . Page2018

SECTION: 50167, 50223 MANUAL LETTER NO.: 142 DATE: FEB 0 6 1995 2c4az




MEDI-CAL ELIGIBILITY MANUAL - PROCEDURES SECTION

9. Have you been seer by any doctor outside of the clinic(s) or hospital(s) you have already COUNTY USE ONLY
listed in the last 12 months? [J Yes [J No
If NO, go to number 10. HYES,p]msefullymswerthefoﬂmg,xfnmthanmdocmrmseen
please compiete page 8 for all additional information:
Name of dociorts;
P. chnic or b b 1D s Pb -
e
Address of decter (namber, street, suite) City State ZIP eode MC 220 Signed
a
Date first seen Dete last seen Date of next appointment
Reason for the visitis)
List ALL medicines received:
10. Please list below if you have had any of the following tests in the last 12 months. Be sure to check
yes or 0o next to each test. (FF ADDRESS OF DOCTOR, CLINIC. OR HOSPITAL WAS GIVEN
ALREADY, LIST ONLY THE NAME AND DATE.)
- TEST ‘ NAME AND ADDRESS OF OFFICE. CLINIC, : DATE
PERPORMED |YES | NO _ OR HOSPITAL WHERE TEST WAS COMPLETED MIO/YR)
Nxme B
Elsctrecxrdiogran ‘AddGress toRmbes, SIrees, SUite) MC 220 Sigped
EEG) .}
City State ZIP Code -
Name R
Tresdmill Asidress (number, street, suite) Lécm
tuxercies hasrt tast)
City Stxte ZP Code
Rame
Chest X-ray Address (sumber, street, Suite) lgm&@ed
Cary Staze ZIP Code
Name
Breathing Test Address (Damber, strect, suite) lgm&ped
[ 2 gv]
Gy State ZAF Code
Name
MC 220 Signed
RBieod Tests Address (pumber, stres:, suite) D
City Saaze ZIP Code
Name
Otber ‘Addiress (Dumber, Srvet. Suite) MC 220 Signed
Gpacify) Q
City State ZIP Ceode
=C TI WP Page 3018
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

11. Have you had any other medical treatment or testing in the past 12 montbs? ] Yes [ No COUNTY USE ONLY

If NO, go to number 12.
If YES, complete page 8.

12. Isthere anyone else (a friend, relative, social worker. rebab commselor. attorney, phvsical therapist,
etc.) we may contact for information regarding vour illness or injury and bow it limits your daily
activities or keeps vou from working? O Yes O No
I YES, please list below:

Name

Asddress toumber, street, sunte)

Telepbone number Relationghip to you

Addiress tnumber, street, guite)

Telephane npamber Relatanshp to you
¢ )
Name

Address tnxnber, street, suite)

Teispbone sumber Reiationship to you
( )

13. You may be asked to go to additional medijcal examinations to heip evaluate your medical
probiem(s). (These examinations are free to you.)

Are you willing to go to additional medical examinations if needed? [ Yes ') No

PART III—SOCIAL AND EDUCATIONAL INFORMATION
14. Describe your daily activities and tell us bow much your condition limits your activities.

15. Describe your educational background.
a. Check the highest grade you finished in schook:
D:1020:30405060708090100n
D 12 or O GED (same as finishing 12th grade) [J 12+
b. When finished? Month/year:
¢ Did you take special education ciasses? [J Yes {J No

16. Have you done sny type of werk for more than 30 days during the iast 15 years? (This fnciudes
work dore in another country.)

QYes ONo

I NO, skip Part IV, go to Part V, page 7, for your signature.
ITYES, answer Part IV, page 5, beginning with number 17.

NCZD aree) Page s of8
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

PART IV—-WORK HISTORY COUNTY USE ONLY

17. Describe all of the jobs you have done for at least 30 days during the last 15 vears. Start with your most
recent job. (If you had more than two jobs, ask your county worker for additional pages.)

2. Job title 1Type of pumness
i
Dares worked (mooth/yesr) { Hoars per week Rate of pey Per bowrrwksmo
From: To: i

DESCRIPTION OF THE JOB (This is what I did and how I did it)

These are the tools, machines, and equipment I used:

1 tock this jong to learn the job: day(s) or month(s).
I wrote, compieted reports, or performed similar duties: I} Yes J No
1 had supervisory responsibilities [J Yes 0[] No

PHYSICAL ACTIVITY Circle One

I walked this many hours in an average workday: 0123 456 178
I stood this many hours in an average workday: 0123 456178
1 sat this many bours in an average workday: 0123456728

1 diwbed this much in an average workday:
QO Never [JOccasionally []Freguently [j Constantly
] bent over this much in an average workdsy:
) QONever. [JOccasionally [JFrequently (] Constantly
Heaviest weight I lifted: Q10bs [320bs [J50Is {J Over100kbs
1 often LiRed/carried up to: D0lbs [)20Dbs [)50ks [JOver100ds |

Did you have any of your current medical problem(s) when you performed this
job? IJ Yes 3 No

If NO, and you have had NO other jobs go to Part V, page 7, for your signature. I NO, but you
have had other jobs, go to 17b, next page. I¥ YES, piease compilete the following information.
Name of medical problem(s): )

Did your empioyer make special arrangements (such as extra breaks, special equipment; change
in job duties, etc.) so you eould continne to work? [ Yes [J No

KYES.dsaibethespeddmgmwsnadé:
Did you have to stop working because of your medical problem(s)? [J Yes [J No
If YES, when? Month Day Year
Have you Gone any other work for more than 30 days during the last 15 years? ] Yes L] No
If NO, go to Part V, page 7 for your signature. If YES, continue on 17b, next page.

T T A PageS5of8
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

LLrILvad A Ds voee,

17, b. Job title Type oi usiness
Dazes worked traonth/yesr: | Hours per week Bate of pay Per bourfwk/mo
From: Te:

DESCRIPTION OF THE JOB (This is what I did and how I did it)

These are the tools, machines, and equipment I used:

Ixookthislungtolezxntheﬁob: dav(s) or monthis).
1 wrote, completed reports, ar performed similar duties: [ Yes i} No
1 bad supervisory responsibilities [J Yes ] No

PHYSICAL ACTIVITY Circie One

1 walked this many hours in an sverage workday: 0123435 G. 7 8
1 stood this many hours in an average workday: 0 12345678
1 sat this many bours in an average workdsy: 012345678

I climbed this much in an average workdsy:

] Never {3 Oceasionally [ Frequently () Constantly
I bent over this much in an average workday:

3 Never 3 Occasionaily [ Frequently ) Constantly

Heaviest weight I Lifted: Q10ks [J20Bs [J50Ibs [J Over100bbs
1 often Lfted/carried up to: Q10bs [J20kbs [J50ks [ Over100bs

Did you bave anv of your current medical problem(s) when you performed this
job? 13 Yes ) No

I NO, and you have had NO other jobs go to Part V, page 7, for your signarure. If NO, but you}
have had othss jobs. ask your county worker for additional pages. If YES, piease complete the
foliowine inf N

Name of medical problem(s):
Did your employer make special arrangements (such as extra breaks, special equipment, change
in job duties, etc.) 50 you could continue towork? [ Yes [J No

I YES, describe the special srrangements made-
Did you have to stop working because of your medical problem(s)? 1) Yes [ No

If YES, when? Month D=y Yenr
Have you done any other work for more than 30 days during the last 15 years? [J Yes [ N

If NO, go to Part V, page 7 for your signature. If YES, ask your county worker for additional
pages to compiete.

Page 60t 8
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

PART V—SIGNATURE AND CERTIFICATION

1 deciare under penalty of perjury under the laws of the United States of America and the State of California that the
information contained in this Suppiemental Statement of Facts is true and correct.

Signature of Applicant Date
Signature of Withess (f apphicant signed with & mark) Date
Signature of person belping applicant fil out the form - Date

You will need to sign an authorization for release of information for
‘each clinic, hospital, and testing facility that you list and for each
doctor you saw outside of a clinic or hospital. Your county worker will
provide you with additional forms which you will need to sign.

»CIT W Page7of8
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

Continued answer(s) to questicn(s) nurmber 8 on page 2, number 9 on page 3, and number 10 on page

3. Kywwdmmrm,pleaseaskwemmwwwkzrfurad@omlpagswmpm COUNTY USE ONLY
List any additional clinic or hospital where vou have been seen in the last 12 months:
R e
Patienvchine or b b ;Chn&hsp@uicpmemr
: ( 3
Name of doctoris) seen
Date frrst seen iDate last seen "[Date of Dext appointment Q
Reason for the visit(s)
ﬁdmaayinthehospitalmgh‘ t? 7 Yes J No
If YES, date(s) entered: . date(s) left:
Were you seen in the emergency room? ) Yes [ No
I YES, date(s) seen:
List ALL treatments received and the dates the treatments were received;
List any additional doctar you saw outside of the clinic(s) or hospital(s) you bave aiready listed:
Name of doctor(s)
Patient/clinic or member sumber {Doctor’s selepbone number
IR )
Name of doctorts) seen
ADDRESS of doctor (mumber, street, suite; City Staze ZIP code
Dsse fivst seen IDmhnnen MJ@W&
Eeasces tor the ititis) MC 220 Signed
Q
List ALL trearments received and the dates the treatments were received:
List any additional tests you have had in the last 12 months:
NAME AND ADDRESS OF OFFICE, CLINIC, OR HOSPITAL DATE
TEST PERFORMED WHERE TEST(S) WAS COMPLETED. MO/YR) |
Naane
Address (STIOST. StYeat, Suite)
Cizy Seate TP wde
: : Q
Adkirass (STaDowr, BIrest, Site) )
City Seate ZIP code MC 220 Sigoe
Q
°ucID Asn Page 8018
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

S of CaNonus - Masiih and Weakare AQSFCY Deparvvess o8 Messh Serenes
2e0-Cot Pragrarm
MEDI-CAL — (County Stamp) |
NOTICE OF ACTION
DENIAL OF
BENEFITS DUE TO A FEDERAL
SOCIAL SECURITY DISABILITY L -
DETERMINATION Caso No.:
Diswict:
r —1 Denal for:
(Names)
L .
Your application tor Medi-Ca!l dated has been denied.

You have been denied because of the foliowing reasons:

Federal disability rules 6o not aliow us to make a separate disability determination i any of the conditions
beiow apply 1o you. The State must use the Social Securily Adminustration’s (SSA) disabiiity determination
under the conditions listed below.

The State has no authority to review your disability status if SSA denied your SSA and/or SSI disability claim
through the SSA medical review process. .

AND
You ciaim the same disabling condition considered by SSA.

fo.51

Your Medi-Cal application based on disabifity is within 12 months of the date that SSA and/or SSt determined
that you were not disabled. and you now ciaim that your condition has gotien worse or changed.

Because your disabling condition has worsen, you MUST comtact your jocal SSA office for your case to be
reconsitered or reopened. {SEE SSA APPEAL RIGHTS ON ADDITIONAL PAGE.)

(i SSA BREFLISES 10 reconsider o reopen your case, you My come back to the county and reapply for Medi-
Cal)

(You may also apply tor Medi-Cal # SS! deniedsdiscontinued your ciaim for reasons other than disabifity.)

This section is required by Title 42 of the Code of Federal Regutations, Past 435 and Calitornia Code of
Regutations, Tle 22, Sections 50005. 50006, 50167 and 50223.

iF YOU BELIEVE THAT THE DECISION TO DENY YOU THE RIGHT
TO FILE A MEDI-CAL APPLICATION WAS INCORRECTLY MADE, PLEASE SEE
THE BACK OF THIS NOTICE REGARDING YOUR RIGHTS TO APPEAL
THIS ACTION WITH THE STATE

{Engioity Worker) T (Pnone) {Daned)

ME 2B SO e
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

YOUR HEARING RIGHTS HOW TO ASK FOR A STATE HEARING
Jo Ask For 3 Sasie Hesring The bast way 10 ask for 8 hesaring s 10 fill cut thes pege and send or
The righ side of this shest tells how. ke 8 10:

® You onlv have S0 davs 10 asx for 3 hearn=
T 10€ 3V 0AYS SIANEO NG Uor OIT: WE J1sGutinn o comuim o
® You have a much shorier ume to ask for a neanng ¢ you

want 10 keep your sama benafts. You may aiso cal 1-800-952-5253.
To Keep Your Same Benefits While You Wait For 3 Hearing HEARING REQUEST
You must ask for a heating betore the action takes place. | want a nearing because of an action by the Wettare Depanment
* Your Cash Aid will stay the same untii vour hearing. of County apout my
: \{wmmastaywmvnam::a_m; o D cashac ) FoocSmmos .+ MedrCal
xxnmmﬂmm errer b aarter 0 omer sy

* & the haaring Gecision $3ys we are nght. you will owe us for
SNy EXIIR C2SNH 2x3 OF FO0d SIIMDS you oot

Jo Mave Your Bensfits Cat Now

It you want your Cash Aid or Food Stamps cut wiile you want
for 2 nearmna. check one or bath boxes.

Here's why:

TJo Gt Hetp
You can ask about your heanng naoiis. of free wgal a0 at he
State FiOrMEDOn nUMbe!.
Catwltme: 1-800-952-5253
# you are deat and use TDD ecat: 1-800-952-8349

f you dont want i1 Come 1o the heanng 2ionNG, you £2n bring a
friend. an anomey or anyone efse. bu‘mgetﬁnmr

person yourssit.

You may get free legal hetp at your local iegal aid office or

welare rghts group.
1 wikt bring this person to the hearing ©© heio me
(hame and aadress, § known):

Other informstion

Chilid Suppert: The District Anorney’s office wili help you i need an imerpreter at no cos!

1o me. My language or dialect :

coliect child suppon even i you are not on cash aki. Thers is no
cuost for this help. ¥ they now coliect child suppeort for you, they

will keep GOING 5O UNlesS you tell them in writing 10 stop.  They My name:
will send you any current support money coliected. They will

keep pEst cue MONey tollected that is owed 10 the county. Address:
when you ask. .

Haaring Flis: I you ask for & hearing. the State Hearing Office Phone:

will st up 2 fle. You have the rigit 1o see thrs file. The State

may give your file to the Weltare Dedartment. the U.S. My signansre:
Department-of Health and Human Sefvices and the U.S.
Deparment of Agricutiure. (W & | Code Section 10950) Date:

R eacK e
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

S af Cafiands el o Vshe Aganwy ) vt b
MedCot Pmngm Ouparovess

NOTIFICACION DE ACCION - (Sefio dei Condado) -

DE MEDI-CAL
NEGACION DE BENEFICIOS
DEBIDO A UNA DETERMINACION
FEDERAL DE INCAPACIDAD DE LA L _
ADMINISTRACION DEL SEGURO SOCIAL No. del Caso:
~ 1 Negacién parx
" (Nombres)
L _1
Su soficitud para Medi-Cal de fecha ha sido negada.

Se le ha negado debido a ias sigulentes razones:

Las normas federaias sobre incapacidad no nos permiten hacer una deterrminacion de incapacidad por
ssparado si aiguna de ias condiciones siguientes, es pertinents 8 usted. El estado tiene que utifzar b
determinacion de ia Administracidn del Segwro Social (SSA) sobre incapacixiad bajpo fas condiciones

. empnemadas enseguida.

Bl estado no tiene ia autoridad de hacer una revision de e incapecidad suya si la SSA negd su reclamo para
ncapacidad de ia SSA y/o el SSL, a traves det proceso de revision meédico de la SSA.
Y
Usted alega ia misma condicion incapacitante que ya tomd en consideracion la SSA.
(o)
Su solicitud para Medi-Cal con base en incapacidad cae dentro de los 12 meses contados a partir de la fecha

an que la SSA y/o el SSI determind que usted no estaba incapacitado, y ahora usted alega que Su condicion
ha empecrado o ha cambiado.

Ya que su condicion ha empeorado, usted TIENE QUE ponerse en comtacto con su oficing local de a SSA
para que vueivan a considerar su caso, © para que lo vuelvan a abrir. (VEA LOS DERECHOS DE
APELACION EN LA SSA EN LA PAGINA ADICIONAL)

. @h&ﬁﬁﬁ%aﬂuawﬂmoaﬂdmmpﬁowahmwm
para volver a soficitar Medi-Cal)

(También puedé solicitar Medi-Cal si e] SSI negd/descontinid su reciamo por razones diferentes a &
ncapaciiad.)

Esta seccién in requiere e! Thuio 42 del Cédigo de Ortisnamientos Federales, Partedas y Taulbo 22,
saccionss 50005, S0006, 50167 y 50223 de! Cédigo de Ordenamientos de Calfornia.

S1 USTED CREE QUE LA DECISON DE NEGARLE EL DERECHO A PRESENTAR UNA SOLICTTUD PARA
MEDI-CAL FUE INCORRECTA, POR FAVOR VEA EL REVERSO DE ESTA NOTIFICACION PARA
ENTERARSE DE SU DERECHO A APELAR CON EL ESTADO ESTA ACCION

(Irabsjador ue Hegtiiiad) (te¥tono) (Fecha)
HC T 5D () O
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

SUS DERECHOS A UNA AUDIENCIL
~ Para padir una sudencis con el estadc.
El lado derecho de asta panina le mdica como nacerk:-.
* Usted vene sotamente SO 01as para SoECIar una uownciz.

Tlosvaascomensr . . e~ - . -
19 MNVIAMOS 8513 NOWICATIT: ..
* Tne mencs tiempo Dara PedT UNA JUCINCI3 51 0esA3 SBGL:T
recibiendo jos mismos beneficios.
Para conssrvar sus mismos benaficios mientras ¢spera una
andiencis :

Debes soiicitar una audiencia anies QU fa SCCION entre 8N ViGo!.
* Su asistencia MONGaria DEMNANECHTA SM CAMDICS NASIa OLC
28 hove 3 CEEO SU aUNCIa.

* Su Med-Cal permaneceré sin cambios hasta que se Heve
#Ccabo SU audisncia.

* Sus estampilias para comida permaneceran sin cambios
hasta que 38 leve a cabo I3 andiencia © hasta el tin de su
Périodo de Sertilicacion; 10 que OCUTTa DITNeTO.

* Siia decizitn de ia autiencia ingica Que estamos en o
COTecD, USING NOS SebOla CURBSQUIST OINETs O estampilias
PRIA COMIBA QUG NRYR TCIDICGO.

. Para que ss descontinuen shors sus bansficios

Si usted dessl quUe Se desCONtnUeN SU ASISIENCI3 MONetara ©
Sus eSIIMpilias pAra COMINA MSNIras ESPera uUNa audiensia,
MATQUS UNO 8o O Casilieras.
Dmm
Para gue e asistan
Puede obtener iniormacion acerca ce sus derechos 2 una
2udienc:a O aSesSOria 8ga! grauda Ramanco al leleiono de
ntormacion del estado
Numero gratuitc 1-800-852-5253
Sies soroo y usa TDD: 1-800-952-8349
Si no cesaa vent 2 I AUCHINCIa SO0, DUSCS TAEr UN ANIKO, Un
ADOOAde © CUMGUNr O Derstna, perc uSted debe hacsr bs
STOGIOS PATE ITAST & G38 OITR PEFSONR.
-Es posibis que pusca cbiener avuda jegal gratuta en su oficina
iocal de asssoramiento #Gal {iegal 2i0) © 00 SU HrUPo G
COrchos 08 NCPINISS 08 asSIoncia pablcs.

Umaaeauﬂa

Ovs informecion

Mantenimiento de hijos: La oficina dei Fiscat del Distrito Je
syudard a cobrar manenznients de hijos Jun CuENGo no estd
facibiendo asatencia monstanz. Esta awstenca es gratuita.  Si
on |a actuaiical estin cobrando manenimientd de hios a su
nombre, slios continuarén haciéndolo hasta ove usted les dé
SVISD pOr SCTED indicindoles que paren. Le enviaran s wsted
cusiesquisr canticades 0e mantenimento cus cobren. Se
Mmmmmwﬁnmabw
=i condadc.

Panificacién tamiliar: Su choine de bsnestar e proparcionars
ormasion cuando ustad 2 soicts.

Expedients de ia audienciz: Si usted sobcnz una audiencia, k2
oficing de MXHENCIZS CON #! 8STICO IOTMATE UN expedeme. Usted
tiene af derscho de exammnar este expecents. & Estmoo ovede
dar su sxpediens al ceoartarmento de bisnest2r. al Devartameno
de Salud y Servicios Humanes de los Estacos Unidos v ai
Depanamentn de Agricuzura de ios Estados Umdos. (Seccion
10950 de! Codmo de Bienestar e instiucones)

SO SACK 8-+ Sramme

COMO PEDIR UNA AUDIENCIA CON EL ESTADO

L3 MeOr meners ¢s sOlCiiar UND SUencIs 88 MenSr sl pagine y
snviena x:

Tambion pusde samar af 1-800-852-5253,
PETICION PARA UNA AUDIENCIA

Desso solicitar una sucencia 2 causs 6o una acritn elercitada por
ol Departamento de Bienestar de! Condado de
acerca de mi:

Dmm
D medica: -
D Ono (ancee)

L2 razon es a siguisnte:

O esampitias para Comida

La siguients persona vendra conmioo 8 ia audencia a ayudarme
(nombxre y direcsitn si los sabe):

Necesito un interprate s costo para mi

Mi idoma es sl

Mi nomibrs:

M Fomz:
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

Stme af Calfomin - Meath 3rd Wale AQarcy Daparemen of Meslh Servces.

IMPORTANT INFORMATION REGARDING YOUR APPEAL RIGHTS
SOCIAL SECURITY INFORMATION

Your Right To Appeal Through Soclal Security

it you disagree with the Social Security Auministration (SSA) disability determination, you can ask that the
determination dbe reviewed by either requesting a reconsideration or a reopening of your case. if you want a
reconsideration, you must ask for it within 60 days from the gate you received the notice from Soclal
Security that denied your application for SSi (Suppiemental Security income) or Disability Benefits.
more than 60 gays have gone by from such date, you must give a good reason tor the delay. You may
also file a new application at any time.

Your request must be made in writing through any SSA office. Be sure 1o tell them your name. Socia! Security
number and why you disagree with the determination. Also tell thern the date you were denied Medi-Cal by
Calitornia. if you have any questions as t0 how to flle your request with Soclal Security, call your local
SSA office immediately. If you visit your Social Security office, please take this notice with you.

STATE OF CALIFORNIA INFORMATION
Regarding Your Medi-Cal Disability Status
The State has no authority 1o review your disability status if:

{1)  you are claiming the same disabiing condition which SSA considered and your condition has NOT
gotien worse, NOT changed or you have NO new disabling condition;

{2) you are claiming the same disabling condition which SSA considered and your condition has
changed or gotten worse: AND

(3) there was an SSA disabiity determination made within 12 months of the disabiity based Medi-Cal
apptication, and SSA has NOT refused to reopen your case.

it you feel that the decision to deny you the right to fie a cksability based Medi-Cal application was incorrect,
you should comact your local weliare office. Listed in (1) and (2) below are possibie reasons which may aliow
you 1o apply tor Medi-Cal based on disability.

(1) The disabling condition that you are reporting is hew and difterent from the one considered by SSA.
(2) Your Medi-Cal application is within 12 months of the date of the SSA disability denial and your
condition has changed or gotien worse and either:
(@ SSAhasMbacceptyuoxrnmtompenyowase:

(®) you no longer meet the income and resource requirements of SSI but you may meet the
income and resource requiremers of Medi-Cal.
State Hearing Right On issues Other Than Your Disability

Though the State my}nmnavemergrtoranmmngweywaneamgonywdmbﬁtym(mept
see reasons under “it you feel that the decision...” above),youdohaveangtutoastaxeneamrgreganﬁing

your ebigbility for Medi-Cal i:
(1) there are minor children who live in the home who are deprived of paremtal
care and support:

(2) you are under 21 years of age or €5 years of age or okder;
(3)  you are pregnant;

(4) youiive in a nursing home, or;

{5) you are arefugee.

i vou wish to file 2 state hearing, you mav o so on the back ot a Notice of Action.

MC NFORMATION NOTICE 13 v
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

34m0 0t Catdumus - supatss ans Welers Apercy Dumarvwese & spett Servcrs

INFORMACION IMPORTANTE ACERCA DE SUS DERECHOS DE APELACION
INFORMACION CON RESPECTO AL SEGURO SOCIAL

Sus Derechos de Apazlacion por Medio del Seguro Social

Si usted no esta de acuerdo con la determinacion hecha por la Admmnistracion del Seguro Social (SSA) con
respecto a ia incapacidad. puede pedir que se viselva 3 tomar en conskieracion su £aso. 0 que se vuelva a
abrir. Si desea que se vusiva a tomar en consideracion su caso, tiene gue pedirio en un plazo de 60
dfas contados a partir de la fecha en que usted reciba la notificacién del Seguro Social indicando que
han negado su solicitud para SSI (Seguridad de ingreso Suplemental) o Beneficios de incapacidad. Si
pasan mis de 60 dias de tal fecha. deberd dar una razon justificada por su retraso. También puede
presentar una nueva solictud en cualquier momento.

Tiene que presentar su peticion por escrito a través de cuaiquier oficina de la SSA. Asegurese de daries sy
nombre. su numero del Seguro Social. y deciries por qué no esti de acuerdo con la determinacidn. También
digaies ia fecha en cue el Estago de California le negd el Medi-Cal. Si tiene preguntas acerca de £5mo
presentar su peticion al Seguro Social, llame de inmediato a su oficina de 1a SSA. Si visza su oficina Gel
Seguro Social, por favor lieve consigo esta notificacion.

INFORMACION DEL ESTADO DE CALIFORNIA
Con Respecto a la Situacion Suya Tocante al Medi-Cal Basado en Incapacidad
£l Estado no tiene i3 autoridad para revisar la situacion suya con respecto a incapacidad si:

(1) usted reciama I3 misma congicion incapacitante que ta SSA ha tomado en consideracion. y su
condicion NO ha empeorado. NO ha cambiado. o usted NO tiene una condicion nueva que le
incapacite;

{2) mmmchmmhmmmmyamenmha&yw
condicion ha cambiado o ha empeorado: Y

(3) |a SSA tomo una determinacion en ios Gitimos 12 meses contados a partir de 3 techa en que se
presentc i3 solicitus para Medi-Cal con base en incapacidad, y ta SSA NO se ha rehusacio 3 voiver
3 abrir su caso.

Si usted cree que la decision de negarie ef derecho de presentar una sobicitud para Medi-cal con base en ncapacidad
fue incorrecta, deberia ponerse en centacto con su oficina iocal de bienestar  En seguida. en los numeros (1) y (2),
se enumeran {as posibies razones que puckeran permitir salicitar Medi-Cal con base en mcapacidad.

(1) La condicién incasacitante que usted esti reponando es nueva y diferente de ka que tomd en
consxeracion i3 SSA. )

{2} No han pasado 12 meses desde I3 fecha en que ta SSA negd su solicitud para Medi-Cal, y su
condicion ha cambiado 0 empecrado, y ya sea que:

(a) 13 SSA ge ha rehusado a acezar SU Peticion para voiver a abrir su caso: © »
{b) usted ya no reune jos reqrisitos de ingresos y recursos para recibir SSI, pero posbiernente
retna los requisnos de ingresos y recurscs para recibir Medi-Cal.

Derecho a una Audiencia con el Estado con Respecto a Asuntos Diferentes 3 su
Incapacidad

Ammeel&ﬂa&talveznotmeldm ohw&mﬂemmmrm:h
situacion de sy incapacidad (exceptuando las razones bajo “Si usted cree gue ks decision..” de arriba),
usted tiene el derecho a una audiencia con ef e5tado con respecto a su elegibiikiad para recibir Medi-Cal si:

(1)  hay hijos menores de edad que viven en el hogar, que estin privados del cuiiado y mametumiento
de sus padres;

{2) usteusmenordemanosdee&dom&mdee&doms'

(3) usted esti embarazada;

(4) usted vive en un establecimiento de cuidado continuo no intenso, o

(5)  usted es un(a) refugiado(a).

Si desea pedir una audiencia con ei estado, puede hacerio en ei reverso de una
Notificacion de Accion.

MC NFORMATION NOTCE 13 8P) Q)
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

State of California~—Healh and Human Services Agency

Departmen of Healh Services

Name of disabled pesson Social security number

SGA WORK SHEET

{Used when gross earned” income is over the current SGA amount.)

1. Earned Income
a. Gross average monthly earnings

b. Payment in kind (e.g., room and board) which is not a
condition of employment (use current market value)

c. Other
d. TOTAL GROSS EARNINGS (add a, b, and ¢)

2. Impairment-Related Work Expenses (IBWESs)
{see MEPM, Article 22, 22C-2)

a. Altendant care services
b. Transporiation costs
c. Medical devices
d. Work-related equipment _
e. Prosthesis ]
. Residential modifications
g. Routine drugs and routine medical services
h. Diagnostic procedures
i.  Nonmedical applications and devices
j.  Assistants (e.g., if visually impaired, cost to hire reader)
k. Other items and services
3. TOTAL IRWEs: Add (total of 2a through 2Kk)
4. TOTAL SUBSIDY (e.g., some employers employ disabled persons and subsidize their
wages by paying them the same wages as a nondisabled employee though they may

be performing less strenuous work, or working less hours) {from MC 273, number 7) $

5. NET COUNTABLE EARNINGS (subtract 3 and 4 from 1d)

» Are current couniable earnings greater than $ 7 TYes [INo

(Insen currert SGA amount)

* }f the answer is No, send a disability referral to SP-DAPD.. In tem 10 of the MC 221, Disability
Determination and Transmittal, write in “No SGA issue.” Attach copy of MC 272 to the MC 221.

e If the answer is Yes, the client is engaging in SGA. Deny the disability claim. (Evaluate client for the
Working Disabled Program.)
*NOTE: Income information obtained from completed MC 273 (Work Activity Report). .

$

ERgibility Worker signature Worker number

Date completed

MC 272 {8/01)

SECTION NO.: MANUAL LETTER NO.: 252 DATE: 10/15/01 22c4.27




MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

State of Calilomia—Health and Human Services Agency Department of Health Services 2

This report is for:

WORK ACTIVITY REPORT Monih Yeas

You may be considered disabled for Medi-Cal if you cannot do any kind of work for which you are suited, and only it you
cannot work for at least a year or your condition will result in death. )

i your gross earnings are more than $ (current SGA amount) per month, you might not be considered
disabled. Work expenses and special work considerations related to your disability may be deducted in figuring whether
your earnings meet the earnings limit. For this reason, information about your work aclivity is needed.

The information you provide about your work aclivity will be used in making a decision on your case. Your employer may
be contacted to verify the information you provide.

Name of disabled person Social security numbes
Empioyer’s name Ernployes’s telephone number
Employer's address (number, streel} City RNate ZWP Code
Tile or name of your job Rate of pay Hours worked per week Dates worked {month/year)
Frosx To:

Employes’s name ) Employet’s telephone humber
Employer’s address {pumber, sheet) Chy State 2iP Code
Tnle or mame of yous job Rate of pay Hours worked per week Dates worked {monthfyear)

- From: To:

1. Gross Earning—What is your gross monthly pay? (i pay is irregular, you do not need to enter the amount) Attach
your pay stubs. )

2. Other Payments—Specify other payments you receive, such as lips, free meals, room, or utilities. Indicate what you
were given and estimate the dollar value and how frequently you receive them.

3. Special Employment Situations

Yes No
After you became ill, did your job duties lessen? O 0
I yes, did you gel to keep your same pay? 0 0
Are you employed by a friend or relative? ) O
Are you in a special training or rehabilitation program? 0 0

4. Job Requirements—Are your job duties listed below differert from those of other workers with the same job titfe?
Yes No

Shorter hours

Different pay scale

Less or easier duties

Exira help given

Lower production

Lower quality

Other differences (e.g., frequent absences)

@~oac o
QQQQQQaQ
QQQQQaaQ

5. Explanation of Job Requirements—Describe all “yes” answers in item 4 on page 1.

MC 273 (8/01) Page 1012

SECTION NO.: MANUAL LETTER NO.: 252 DATE:10/15/01 22c4.28




MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

Special Work Expenses——Specify below any special expenses related 10 your condition which are necessary for you
to work. These are things which you paid for and not things that will be paid for by anyone else.

Specify the amount of the expenses. Altach verification of who prescribed the item or service needed and the cost paid.
(We are required 1o verily the need for the item or service with the person who prescribed #t.} .

Examnple: Aftendant care services, transportation costs, medical devices, work-relaled equipment, prosthesis,
modifications 1o your home, routine drugs and medical services necessary to control a disabling condition, diagnostic
procedures, assistants {e.g., if visually impaired, the cost to hire a reader; it hearing impaired, the cost to hire a sign
language interpreter), or similar items or services.

Subsidies—Some employers will support disabled individuals with subsidies. For example, the employer may
subsidize the disabled employee’s earnings by paying more in wages than the reasonable value of the actual work that
was done. (For example, many shellered work centers subsidize an individual's earnings.}

Does your employer provide you with subsidies? 3Yes (JNo
i yes, please (a) tell us how much the subsidy is worth and (b} explain the type of subsidy that was given.

a. $

b.  Explanation of subsidy:

Use this additional space 10 answer any previous questions or to give additional information that you think will be
helpiul. .

Please read the following statement. Sign and date the form. Provide address and telephone number.

If my employer should need to be contacled, this also authorizes my employer 1o disclose any information
necessary for the county to evaluate my work activily for my Medi-Cal application based on disability.

I have completed this form correctly and truthfully to the best of my knowledge and abilities.

Date Area code and telephone number

( )

Signature of applicant or representative

Mailing address {numbes, street, apartment numbes, P.O. box number, or Rural Route)

City County State ZIP code

CHECKLIST FOR COUNTY USE ONLY

Enter amount of client’s gross wages.
Does the client have any of the following deductions?

a. Subsidy (see MEPM, Article 22, 22C-2.7) [ Yes {JINo i yes, enter amount: $
b. Impairment-ielated work expenses {(IRWEs) {J Yes {J No If yes, enter amount:  $

Add a and b above and sublract 1otal from number 1. Is the remainder over the current SGA amount? {7 Yes {JNo
I yes, client is engaging in SGA. If any explanations are needed, please use the lollowing space:

Engbilty Worker signature

Worker number Date completed

Page 2 of 2

MC 273 (801
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STATE OF CALFORNEA « MEALTM AND WELFARE AGENCY DEPARTMENT OF MEALTH SERVEES

INFORME DE ACTIVIDAD LABORAL

Es posible que se is considers incapsacitado(s) para Medl-Cal, si usted no puede fiscer ninguns cisse de
rabsjo pars ol cual ests CEpECItEto, ¥ SOMEnts Si USted NO puece IrabSiar QUTANTS POT 1O MENOS UN 810 © Si
su condicion le ocasionars is muerts. '

Si sus ingresos son oe mis de $500 dolares al mes, en general 8 usted no se le pusde considersr
meapacitado. Los gastos O rAbEJO y CONSIOeraciones especisies de rabsjo raiscionados s su incspacidsd se
pueden geducir sl calcuiar st SUS ingresos cumplen con fos iimites de ingresos de $500, Por ests razon, se
necesita is intormacion scercs de su activiasd 1adboral.

L2 Informscicn Que UsSted Proporcions SCercs te su actividad ixboral se utlizars al tomar uns decision sobre su
rectamo. £s posibie Que NOS COMITEGUEMOS CON SU PRTTOND pars comprober s informscion (s usted proporcions.

: NOMOI® OF (B DETSOND NCAPSCKRGD Numero del Seguro Socal
1 NOMDI® OOl PEFDND | Dewscron osl parono No. o 19i¢10n0 Ol PEFDNS
¢ PuesiD 0 CIH0 OF SU TADEMO ! Tass o9 pago m&uma-m
2 Nomore Ot pETONC :  Dwecton oet payono | NO 0% MISIONO 08l DITONC i
. !
; | i
- PuesiD o CAMO OB SU TADNO . Jasa oo pege mumanm
i
1. INGRESOS BRUTOS GANADOS
< Cual'es su pago mensual bruto? (Si et pago es rreguiar, No necesta anotar ta cantaad.) Adunte sus
t3iones e cheques.

2 OTROS PAGOS

Espetitique otros Panos Que usted reciba. 1ales COmMo Propinas. atMentos graturos. senicos pubicos y
mumncipales ge cuano. Inaxue lo que se ie 010 y calcute el valor 3Clual y Con Que trecuencia 1os recide.

3. SITUACIONES ESPECIALES DE EMPLEO
Después oe entermarse. ; Se ammoraron sus obligaciones Ge trabajo?
Si la respuesta es i, ¢ mantuvo el mismo page?
< ES usteg empieaoo(a) de un amigo © panerte?
¢ Esta usted en un programa especial Ge Capacitacion o refabilitacion?
4. AREQUISITOS DE EMPLEO
¢ Son sus obligaciones O empieo drerentes 3 aquelias de Otros ABIBOOrES CON et rrosmmo puesto?

L e
oooo g

Ja

horano mas cono

estala ge pago diterere

menos obligacones © Mas tacies

se le proporciona avuoa agiconat
proouccion mas baja

catag mas dbaja

otras aterencas (e}.: 1akas trecuentes)

P Tt ano
L ouo
OUn00o0g

T T3 ISP (V) . Page 102

SECTION: 50167, 50223 MANUAL LETTER NO.: 921 290.4.30




MEDI-CAL ELIGIBILITY MANUAL

3 EXPLICACION DE LOS REQUISITOS DE EMPLEO
Describa 1o0as las respuestas “atifimativas™ en el anicuio 4 anterior.

6. GASTOS ESPECIALES DE TRABAJO
AMMng&SWeSWaQMMm
necesancs para usted para trabajar. £S10S son cosas por tas que usted pagd y no COsSas que alguien
mas pagara. .
Especitique 1a cantiiad de gastos. Adjunie CoOmprosanes ge Quién fe recetd 8l articulo o servicio
necesano y ¢ CosIo pagacw. (Se nos exge comprobar {2 necesiiad el anicuio o senice con ta
persona que o recetd.) A
Ejempto: Servicios e Cuidator. COSIOS U8 TINSPone. APITACS MECOS, eqUIPO relaconato a1 trabaio.
protess, moditicaciones a su Casa. MeMICamentss 08 IUtNG y SeIVicios MEdicos Necesanos para

, comrolar una coNRcION NCapacitante. ProceqmMentos te agnAsco. O AfLCUIOS O SEVICIOS Semejantes.

~!

Utithce este eSpacio aghconat para contesiar cuaiquier Pregunia previa © para dar momMmacon agicional
que ustegd pense que sera util.

8 Portavor.lealasgmemedectatacbn. Frme y teche 13 torma. Proporcone (3 direcoon y el nomerp oe
teiétono. )

He completadso esta forma correcta y verdaderamente segun mi leal conocimiento y nabdllidsdes.

| Fome est ScuEe © Resessraree Fecra Ame y No. 8o Teltioro

i

}
; Denecon PosIe meno y Cane. MO. 89 Act.. ADeraco Pesis o Fuws Rucal)

- Cousen v Esmace | Zons Poxy

|

:

SOLO PARA USO DEL CONDADO

9 Imernewer/Reviewer Check List (TYes™ answers shouki! be explamed delow.} Check at that apply:
a.  Subsidy 0O vYes O »
b. imparmeni-Related Work Expenses O  ves C "N
c.  Subswantial Gaintul Activity O ves 0O N
EXPLANATION:

SINARAT & 110 Of INSTWewe! O ROVSwo! ; County Gooe Date

NC 273 (SP) (98) Page 2012
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m.umm-;uwww Department ol Meaih Servcey

DISABILITY LISTING UPDATE

Pleasae indicate which list is 1o be updated with a check mark
(0 Medi-Cal haison(s) lor disability issues.
3 Medi-Cal liaison(s} for quarterly status listings for pending and ciosed disability cases.

Plaase use this form to transmit the name of your county’s representative, or in counties where multiple contacts will be
necessary, please provide the same information for each reprasentative on a separala form. It would be appreciated f the

information is printed or typed

County {Lamon

Liarson 3 pORON Uik Liraon 3 talgphong number Algrrave tplephong number

( ) { )

Cay Ste

¥
§

RETURN TO- Department of Health Services
Medi-Cal Eiigibility Branch
Atin: Disability Liarson Coordinator
1501 Capitol Avenue, MS 4607
P.O. Box 997417
Sacramento, CA 85859-7417

Siate of Caromp—Healin a3 Human Sernces Agency

DISABILITY LISTING UPDATE

Please indicate which list is to be updated with a check mark
] Medi-Cal liaison(s) for disability issues.
() Medi-Cal haison(s) for quarterly status kstings for pending and closed disability cases

Please use this form lo transmit the name of your counly’s representative, or in counties where multiple contacts will be
necessary, please provide the same information for each representative on a separale form. It would be appreciated if the

information is printed or typext-

County Lauson

Liarson 8 pOWDOD kde Liasson 3 iephong number Alemabve telephona number
{ ) ( )

Office address [mumber, stroet} City Stale Zip cooe

RETURN TQO: Depariment of Health Services
Medi-Cat Eligiiiity Branch
Attn: Disability Liaison Coordinator
1501 Capitol Avenua, MS 4607
P.O. Box 997417
Sacramento. CA 95899-7417

MC 403 (20
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Sun of Caltorrie—dedih s Waltwre Agency ’ Deparvaws o Meslihs Sarwoes

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 A
(Medical Report on Adult With Allegation of Human immunodeficiency Virus [HIV] Infection)

Your patient, identified in Section A of he anached form, has fiod a ciaim for Medi-Cal cisability benefits based on HIV ndection.
MEDICAL SOURCE: Pigase detach this instruction sheet and use it 1o compiete the atached form.

L PURPOSE OF THIS FORM:
¥ you compisw and retum the sttached form promptly, your patisnt may be abie 10 mcsive medical benefits while we are processing his or
heor claim for ongoing disability bensiits.
This & not a requast for an sxamination. A? thic time, nmmmammmmwmmmmmwm
Evaluation Division may cortact you Later to obtain further evis 10 p your patient’s claim.

L WHO MAY COMPLETE THIS FORM:
A physician, mrse, or cther member of 2 hospital or cinic stalf, who i able to confirm the diagnosic and Xy of the HIV dissase manisctatione

taned on your records, may complets and sign the form.

B MEDICAL BELEASE: -
AWdMSﬂ!ﬂswmMm)wwp@nm“ﬂbmuhhﬂlﬂmmmm it the relsase s
mmummwmmmmmuwwmm

V. HOWTO COMPLETE THE FORN:

¥ you raceive the form from your patient and Section A has rot been compietad, piease il i3 the identiying information about your patient.

Yous may ot have 1o compiate al of the sections en the form. :

ALWAYS compiswe Section B.

Compisw Section C, if appropriste. I you check at lsast one of the tams in Section C, go right 10 Section E.

OMLY compiets Section D ¥ you have NOT checkad any kem in Section C. See the special inforrmation saction below which will help you 1

compiete Section D,

o Compistw Section E ¥ you wish 10 provide comments on your patient’s condition(s).
o ALWAYS compists Sections F and G. NOTE: This form is not compiste untit &t is signed.

V. HOW YO RETURN THE FORM TO US:
o Miai the compisted, signed form ac soon &5 potsibie in the return envelops provided.
) lmmmwm.tam lops, give the wpisted, sigred form back to your patiert for return 1 the county department of social

How We Uss Section D:

° Sﬁh\bdsmbﬂammmummwﬁ-ﬁmm 1t also asks you to give us an idea of how your patient's ability
o hunction has teen aliected.

o We do not need detaied descriptions of the functional imitations imposed by the diness: we just nesd 1o know whether your patiert’s ability to
funcsion has been aflected 10 3 “marksd” degree in ary of the amas ksted. Ses beiow for an explanation of the tenm “marked.”

Special Terms Used in Section D:
What We Mssn By “Repested™ Manlisststions of HIV infection fsee Jom D.7) :

“Repeatec™ means that a condiition or combination of conditions:

o Octurs an average of twee 1iMes 2 Yeds, Or ONCe every four months, each LaSing two weeks or more; of

o Doss not iact for two weeks, tat ocours substantially more frequently than three times in a year of Ofnce every four morths:; or
o  Ocours lsss oftien than an average of 2¥ee SMES 2 YT Or OfTE Svery four mOrths tast hacts substantially longer than two weeks.

What We hsen By “Maniiestations of NIV infection (see wm D.3):
“Maniectatiors of HIV irdection® may nchude:
o Any concitions ksted in Section C, mnmumsp&am (0.5 carcinoma of the cervix nOt Meeting the Criteria shown in Rem 22 of

the form, darthea not ing the in e 33 of the form); or any other condition that is ot lsted in Section C, (e.9-. oral hairy
lsukopiakia, myostic).
o Mandestations of HIV must resull in significant, documented symptoms and signe, (.G, igus. fever, maia gt I0ES, pain, gt Sweats).
OME RIE A (Covamu) (arBe) Cortawed oo roverss >
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What We Msan By “Marked™ Linkation or Restriction in Functioning (see e D.2):
® When ‘markec” is used 1o descrite functional mitations, # means more than moderate, bt lsss than extreme. “Marked” doss not imply that your
patient is condined 1 bad, hospialized, or in a fursing homs.

[ Auvbdinn&nnmbmmmmuMmMummw”sMMWmﬁmu
MMMmmnmambdim;hngsﬂu”udhmsw:ﬂswmmmm
abiley  fnction indeflendently, appropriately, and effectively.

Whast We Maen By “Activitiss of Dally Living” (sse 2em D.2:

® Activities of dady living inciuds, but are not imited to, such activities as doing household chores, grooming and hygiens, waing 2 post office, taking
Exampie: An indivickaal with HIV indection who, because of symptoms such as pain imposed by the Hiness or s teatment, is not able to maintain a
household or take public trancportation on 3 sustained basis o without assictance (even though he or she & able 10 perform some self-care
actvities) woukd have marked lenitation of activities of daily iving.

What We Maan By “Social Functioning™ ¢ses Meer D22

o Secial functioning includes the capacity to irteract approgriaiely and commmicale sliectively with othess.

Example: An indivicual with HIV irfection who, bacauss of symptoms or 2 patemn of sxacsrbation and remission caused by the dinecs or is
mﬂ.mmnwWMammwmbu“:&bmmmeM)
woukd have marked difulty in maintaining social functioning.

What We unyw*rmbamwmmaz:
o Completing tasks in & timely manner irvolves the abity 10 SUEL2IN CONCENrAtion, PEIsience, or RICE 10 petmit timely complstion ¢! tasks commonly
’ found in work setings.
Exampis: An individua! with HIV infection who, because of HiV-related ixtigus or other symptoms. is unable 10 sustain concentration or pace
QU 0 COmMpists simpis work-felaied Rasks (sven though he or she ic atie 10 do routine activities of daily wing) would have marked dihiculy
compiating tasks.

PRIVACY ACT NOTICE

The Department of Health Services (DHS) is authorized 1o collect the information on this form under
Sections 205(a), 233{d), and 1633(e)(1) of the Social Security Act. The information on this form is needed by
DHS 10 make a decision on the mamed appicant’s application for Medi-Cal based on disability. While giving us
the information on this form is vokuntary, fadure 10 provide all or part of the requested nformation could prevent
an accurate or tmely decision on the named appiicant’s application. Although the nformation you fumish is
almost never used for any purpose other than making a determination about the appicant’s disability, such
information may be disciosed by DHS as follows: {1) 10 enabie a third party or agency to assist DHS in
esablishing rights 10 Medi-Cal benefits, and (2) to faclitate statistical research and audit activities necessary ©
assure the inegrity and improvement of the Medi-Cal program. :

We may also use the information you give us when we match records by computer. Mamhmmms
compare our records with those of other federal, state, and local government agencies. Many agencies may
use matching programs 10 find or prove that a person quakfies for benefits paid by the Federal Government.
The law allows us o do this even if you do notagree it

Federal law governing Medicaid requires that medical information on applicants and beneficaries be kept
confidential. {{42 United States Code, Section 1393 (a) (7).)] The regulations implementing this taw dea! with
the discioswre ol information collecied and maintained by state Medicaid agencies. (42 Calilomia Federal
Register, Sections 431.300 ot seq.)

DMB RIS ACowrvung (408)
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S of Caftornio—dutith Sy Weltwre AQuncy Dupersmare of Hntih Services

MEDICAL REPORT ON ADULT WITH ALLEGATION OF
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION

The individual named below has Sled an application for disabiity under the Medi-Cal program. ! you complete this farm, your paten!
may be able o receive early medical benefits. (This is not a request for an examination, but for existing medical information.)

MEDICAL RELEASE INFORMATION
D Form MC 220, "Authorization 1o Relsase Mefical irdormation” to the Department of Heatth Services, attached.

0 1 hersby authorize the medical source ramed below 1o releass or Gecioss 10 the Depar of Heatth Services or Department of Social Services any

APicEt's Siphesate (Raqams only § Fomm MG 220 @ NOT akached) Dese
>
A IDENTIFYING INFORMATION:

'S Namne | Apphcure's Name

st Seceny Agptemrecs Duty of Brn:

8. HOW WAS HIV INFECTION DIAGNOSED?

Dwmmmm - = wmwmmmm and diagrosic(ec)
ndicated in the medical evidence
C. OPPORTUNISTIC AND INDICATOR DISEASES (Please check, d appicable):

BacTteual InFeciONS:
1. 0 wycobacwrial infection, fag. g by M. aviama 12 3 Mucommycosis

M kassues. or M ubetuioss), at & site Other Than e bngs, skin, or .

conacal or isr iymph nodes Protozoax on HeLuamac InFecTions:

13. 0 Cryprosporidiosis, lsosporiasis, or Microspotidiosia, with

2 0 Punonary Tubsttuiosis, resistant © bestment Garrtes lassag or ons momh o konger
3 O wecardiceis 14. J Pneumocystis Carinil Pnsumcnia or Extrapulmonary

Prsumocystis Carinil infection
4. D Saimornsilia Bactsremin, smasent nostyphoid -

15.. [J sStrongyloidiasis, sxmmirestonl
S D Syphitis or Neuroeyphilis, (e.g.. meningovesculer syphils)}

g & 9iC OF Cthar 16. [J Toxopiasmosis, of an cvpmn cther Sen e bver, spiese, o yaph
odes
6. 0 Nuttiple or Recurrent Bacwerial Infection(s), inchusng pehic
et y d sring hospiaizaion o i b VIRAL INFECTIONS:
VOEIMnt BUee OF MO TS i ONY YaRY
w. O Cytomegaiovirus Disesse, &2 & s other than ®w fver, spisen,
Fungar lxrechons: or lyerph sodes
7. O Asperghicss 18. [J Herpes Simplex Virus, causing i s,
aral, gevital, pesansd) insting for cne month o ager; oF inlecion &t 3
e O mn.-mrmb-h.u-ymm 0 Other Than The shin OF (0.6.. Bronchis
ect, Of ol or SO or 9 . s, or n): o0 G SRR
wing the 0 chs, or nge.
19. [ Herpes Zoster, denseinated or wic st Sons Tt
9. [J coccidicidomycosis, st & site ather han e hiags of iywph o meowet 1 Neskasnt
nodes.

10. {J Cryptococcosis. a & sae cwer #ue B kegs_ fe.g., aypecocc '

meringite) 2. 0O Hepatitis, ing in chronic liver & itosted by
iste Sadings, (e.g., i aaciss. biseding g
11. D Histopisamosis. st & s ather han the Auys or iymph nades R wvasices, hepstic encephalopatty)
DG RI6 A 4096) rmmi o3
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SECTION C (contirased)

Mavanant NEOPLASMS:

< | Kaposl's Sarcoma, winh oeal inions; or invoh of
e gustroimisatmal tract, Angs, oF Other viecers) orpans: or
mvolvament of the alin O with i
umgasing o UIDMEMNG issone Kt Fepoading 1D FeETRENt

24. [J Lymphoma, of asy wpe, is.0.. peismery iympbome of e brain,
Bunbitts iymphisme, SWachisstic SERCOmL, Cthr SON-HOUYIR'S

5. [J Squemous Call Carcinoma of the Anus

Sean or Mucous MEMBRANES:
25, 0 Conditions of the Skin or Mucous Membdranes, with
s RIOES NG OF ing issions not D %
{0.9., dematlogicel condifons sSUCh BS SCTSRA OF PACEEWS,
vegna) OF Cther candde. condylonns caseed by hurman
HEMATOLOGIC ABNORMALITIES:
22. 3 Anemia o janing at 30 or tnas). muitinng one
©F moee binod ko on an Sverege of Bt B CRCe Svery two

28. [J Gramocytopenia. wm sbeok

b 1,000 ] y
minchions ocoaning & i ® S st five

. Dnmm oty beiow
40.000/mm” with &t isest 1 » orh iring
Sanshmion in e et $ monka; Or with Nemcrannl Sissdeg n e
It 12 moniha. '

NEMOLOGICAL ABNORMALITIES:

30. DHNEn phalopathy, ired by sogwitive or mninr

Symhamcion Wt i Soncioh wed progresses

31. [ Omer Neursiogical ManHestations of HIV infection,
(0.5.. potipheral neurcpathy). with sigailicant and persistent
& i o} motor » wo i ing

i dmabence of roms end GIRINTUS IOV, ©F Sait ard

HIV WasTiiG SYNDROME:

2 J HIV Wasting Syndrome, chamcwdized by involsmary wsght bas
of 10 partmat of mare of bassiine (or cther signifcant mvoluntary |
weiphe ioes) SA, it the aimeacs of 4 conount iNnees that coukd
«pisin he 08, ierwiving: Chvon: o with 2 or more ooes
Dol deily insing for 1 moath or ibnger. of chrtiic wesknews 4nd

- fever g then 38C (100.4F) for the majrity of
1 meash or lotger :
DoARRHEA:
=n 0 Dianhes; tuming for one menth or eger, Sesent % Wasme, wnd
infing i paranon, i isnpriation, or tube
aving
CARDIOMYOPATHY:

3 0 Cardiomyopatity (cheoric hestt taikure, OF cor pUlmERele. O Ctivr
swvers canfiac ly ot e © ) .

NEPHROPATHY:

s J Naphropatiry, suuling in civcmc senal feikes

InFECTIONS RESISTANT TO TREATMENT OR REOUIRING
HOSPITALIZATION OR INTRAVENOUS TREATMENT THREE OR
IlonngauOanam

3. [ Sepen

37. [J semingitie

38. J prsumonia fenpce)

2. [J septic Arthrtiis

40. [J Endocarditis

a1, D Simmitie, redographically gnrmems

DHS 2056 A ()

PEn2e3
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D. OTHER MANIFESTATIONS OF HIV INFECTION:

1. MWJWMMMMhWQMHLMMNWWW
m«mmmhwmmwmu&m.w.mwmmmm;
Placse speclly:

a.  The maniectations your patient hes had;

4 The number of episodes occuring in the came one-year period; and

c  The approximate curation of sach episods.

Remember, your patient need nct have the same maniestation each time to mest the defintion of repsated mandestations; but, all mandestations.
Muuummmmwanwhmamowmmmmwmmdw
maniestations.”)

¥ you need mare space, pisase tee Section E:

NUMBER OF EPISODES N - - DURATION
THE SAME ONE-YEAR PERICD OF EACH EPISODE

MANFESTATIONS

AND
2. Any ot the Following:

3  Markad rectriction of Activitias of Daly Uving: or
0  Marked dficultios in maintaining Social Functioning; or
0 WMhMWhaMmruthwm.wm

E. REMARKS (Pisase wse the space # you lack sufficiernt room in Section D or 1o (Fovics any 6ther Comments you wish about your pabent )

F. MEDICAL SOURCE INFORMATION (Peane Prirt or Typs):
L]

>

A (80 Pepret3
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Stpte of Caliomie~-Hasi 31 Wallwre AGwncy Duparvasrs of Meatih Seracas

MEDICAL SOURCE INSTRUCTION SHEET FOR COMPLETION OF ATTACHED DHS 7035 C
{Medical Report on Child With Allegation of Human immunodeficiency Virus [HIV] Infection)
A daim has boen filed for your patient, identified in Section A of the attached form, for Maedi-Cai disability bonefits based on HIV infection.
MEDICAL SOURCE: Please detach this insuction sheet and use it 10 Compieie he anached form.
L PURBOSE OF THIS FORM:
¥ you compiste and retun the attached form promptly, mmwuuummmwbnmmn«
et cialm for ongoing disabiity berwiits.

This = not 2 request for an examination. At thic time, 'we simply need you 10 il out this form based on exicting medical information. The State Disability
Evaluation Division may contact you kater to obtain further evidence needsd 10 procets your patient's claim.

L WHO MAY COVPLETE THIS FORM:
A physician, nurse, or other membec of & hospital or chnic 2aft, who & abis 10 confirm the Gagnoss and severity ¢f the IV dissass maniectations
baxad on your records, may complete and sign the form. -

B NMEDICAL RELEASE:
A Departmert of Health Services medical relsass (MC 220) signed by your patient's parent or guardian shouk! be a2tached 10 the fonm when you receive
llh“cuﬂﬁhmﬂ“mwh“ﬂmquwmwum

N. HOWTD COMPLETE THE FORM:

© I you sceive the form from your patient's parent or guardian and Section A has rot besn compistad, pisass Bl in the identilying information about
your putient.

You may not have 1o compisis al of the sections on the form.

ALWAYS cxnpistw Section B.

Compiste Section C, it appropriate. If you check at lsast one of the items in Section C, go night 10 Section E.

ONLY campiste Section D ¥ you kave NOT checked any am in Section C. See the special idormation section beiow which wi! heip you 1
compiste Section D.

Compists Section E ¥ you wish to provide comments on your patient’s condition(s).

o ALWAYS compiste Sections F and G NOTE: This form is not compiste unti! &t is signed.

V. HOW TO RETURN THE FORM TO US:
o Mai the compisted, sigred form a5 $00n 85 possibie in the retumn envelops provided.
° lmmﬂ!mm:mm pive the compisted, signed form back to your patient's parent or guaran for return to the courty

e Section D asks you 1o 8l us what other mandeszations of HIV your patiert may have. It 350 255G you 1o give US an idea of how your patient's abilty
1 fhunction has teen affected. Compiete only the areas of functioning appiicabie 10 the child's age group.

e We co nct need detaied descriptions of the functional lenitations impoced by the ness; we st need 1o know whether your patient's ability to
function has been aftacied 1o the extent deccribed.

e Forchidren age 3 10 altainment of age 18, the child must have 3 “marked” restriction of funCtioning in two areas 10 be ebgibie for thess benefits. See
below for an explaration of the e “marked *

Special Terms Used in Section D:

What We lisan By “Manliestations of HIV indection” (see fiem D.7) :

“Mandectations of HIV infection® mmwmwnmc bt withowt the findings specibied thers, (e.g.. oral candiciasis mt
mesting the criteria shown in hem 27 of the form, diarrhea not ing the sh in Rem 38 of the form); or any other conditions that i not Bsted

n Section C, (8.5 ol hairy isukopiakia, hepxtomegaly).

Wnat We Mean By “Marked” (sse Sem D2.o--Apphiss Only 1o Chliden Age 3 10 18):

e When "marked” & used 1 describe functional imitations, @ mears mom than maderale, but lacs than extema. *Marked® doss not imply that your
patient i confined 1 bed, hospitaiized, or placed N a residential trextment tacility.

[ ] Am&mmummmmua’msmmcmmmmsmmwmm:u

wotally precixied from pa ing an y 10 have 2 marked kmiaton, a5 long a5 the degres of Emitation & such as 1o sasiously inmeriers with the
ﬂybmwwwmvnmwm

DNS 706 C (Conurmtus) 4/04) Continued on reverss >
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PRIVACY ACT NOTICE

The Department of Health Services (DHS) is authorized 1 coliect the information on this form under
Sections 205(a). 233(d). and 1633(e){1) of the Sodial Security Act. The information on this form is needed by
DHS 1 make a decision on the named appiicant’s application for Medi-Cal based on disability. Whie giving us
the information on this form is woluntary, failure 10 provide all or part of the requesied information could prevent
an accurste or timely decision on the named applicant's appicaton. Although the inforrnation you fumish is
aimost never used for any purpose other than making a detenmination about the appliicant's disabiity, such
information may be disclosed by DHS as follows: (1) 1o enable a third party or agency ® assist DHS in
estabiishing rights to Medi-Cal benefits, wmbmwmmwmmn
assure the inlegrity and improvement of the Medi-Cal program.

We may aiso use the information you give us when we match records by computer. Matching programs
compare our records with those of other federal, state, and local government agencies. Many agencies may
mnuﬂunmbiﬁmmﬂmawwﬁsbrmﬁswdbymwm
The taw aliows us 1© do this even if you do not agree I it.

Federal taw governing Medicaid requires that medica! information on applicants and beneficiaries be kept
confidential. [(42 United Stases Code, Secton 133a (a) (7).)] The reguiations impiementing this law deal with
the discloswre of information collected and maintained by state Medicaid agencies. (42 Cafifornia Federal
nems.worscmsoomuq)

DS 7035 CICouwshst (000)
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Sums & Caiomwia-—atii: wrvs Wallwe AQSCY Deparsmart of Heatt Serwnm
MEDICAL REPORT ON CHILD WITH ALLEGATION OF
HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION

The indifvidug! named beiow has fled an appiication for disability under the Medi-Cal program. If you complete this form, your patent
may be able ib roceive early medical benelits. (This is not a request for an examination, but for existing rmedical information.)

MEDICAL RELEASE INFORMATION ]
O Fom MC 220, “Authorization 1 Release Medical information® 1o the Department of Health Services, attached.

D lmmhmﬂmmeMchhDommmd&baﬁh&nhscbomd&c‘nl&wism
medical records or ather inlormation regarding the child's teatment for human immunodsficiency ving (HIV) inlection.

¥ = Sipy (Regured sny 1§ Form MG 220 & NOT sneched) Oume
>
A. IDENTIFYING INFORMATION:
el Sawwwrs ram [aceecarcs tmne
sppbcares Do of By

e —————— ettt
B.  HOW WAS HIV INFECTION DIAGNOSED?

{3 Latorory tacting confirming HIV infection i {3 Other clinica and taboratory findings, medical history, and diagnosisies)
indicated in the medical evidence
€ OPPORTUNISTIC AND INDICATOR DISEASES (Please check. 7 appicabie): .
BactERAL Inrecions: 1. O CTYptococcosis, at s site cther than Ow Mngs, (0.5 crypaccocaal

1. [0 sycobactrial Infection, feg. camed by M. svism-reaceluier. e

M ek, or M. ubexuiosig), & 8 Site ofher than he Amgs, skin, or . X
o 12 D 218 Site 0Bver Ban the kings or lymph nodes
13. D Mucormrycosis

ProTozoax oR HELMINTINC INFECTIONS: -
14. O cryposporiciosis, tsosporiasis, or Microsporidiosis, we

2. D Pulnonary Tubsrculosis, mesmnt © testnent

3. T socartiosis

4. O Semonstis Bactessmia, securment nertyphoid” P Ep—
5. O Sypbilis or Neurosyphilis, (e.q.. meningovascular syphikis} 15, D Pneumocystis Carinii Pneumonia or Extrapulmonary
g gic or Gtner A P — N
6. [J i s chad es s 13 yoars of ape, MuRtipie or Recurrent 16. [J Strongymidiesia, exme-meien:
Pyogenic Bacieria! infection(s) o the toliowiag types: sepais,
poasumonis, maningits, Done or int inlecton, Or abacess or ae . O Tozsoplasmosis, of sn omen other San e hver, spissn, or lymph
inmsernal cspan or body cavisy (exchuding ctitis swdia or supedical skin aodes
or %) g two or - o yers
ViraL lnFecnions:
7 0 Mkt or Recient Bacterial Inection(s), inchaing pee e [ e s Disaaze, & & siee c0er T B v,
N = o iymph soges
TuaEnent e OF IO NRES B ORS YOI .
E A . 19. D Herpes Simpilex Virus, g s
* M.ﬂ””“hﬂ“am&“
8. D Aspargliosis . & 3 Sa9 cther Ben the shin or (ag. -
. s, or ia): or o
9. D Candidiasia, a2 3 site cther San the shin, Wwinery Suct inuganel
e, or ol or aping! or idinu: 20. D Herpes 208t8r, dessminmd or with mutidermermsl suptons that
wwohing he s teonchi, or hngs e meismat © tesknent

0 D Coccidinidomycosis, st s sas oer hen he Lings or iymph aodes 21. D Progressive MuitBocal Leukoencephaiopstity )

OME 736 C $098) L 21 1]
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bvor ¢ maniiestad by
ancites o v J "

<8 D Carcinoma of the Carvix, imesve. FIGO stage B and beyond

20 [J Xaposi's Sarcoma, wits exiersive orai lssions: or imvaivement of
the gastrointestingl tract, lungs, ©f other viaceral organs: or
wwvolvement of the skie or -ith >
AgEiag or Loy oS SOt SSEpORdng 1D Sustmnt

2. [J Lympboma of asy wpe. (0.0 primery iymphoma of e brsic,
Baahitr's oy # et other noa-riodghins

o

o o

- D Squamous Cail Carcinoma of the Anus

San on Mucous MEMBRANES:
. D Conditions of the Skin ar Mucous Membranes, with
i GESOD Or VICIEEng ISEORS ROK g 1 Destment,
teg.. e such as or M
wagnn or ather - Dy uetan
papilamening, gumital
HEMATOLOGIC ABNORMALITIES:
2. O Ansmis o 2 porsisteg 81 30 ¢ Inas). maquisery ove
ar move binod Sesiusions on an svempe of st lsast once Swry W0
moate

2 0 Granulocytopenia, with sbackae neuwophil cousts repestedly
Selow 1.0 " emd o ;
Sdaciions craasng & et thee Smes i the ixst fve monBs

o O W;n“aimda.w:u-

_,ae pr y. or upoa of
or counts ly below 40.000mny wth at
st 1 nage, requitng P YT

Nevrowocical Mamrestanons of HIV inFecion (E.G.,
HIV EncepsiaLOPaTHY, PERIPHERAL NEUROPATHY)
Resuinng be:

31. [J Loss of Previously Acquired, or Marked Detay in
Achisving, Developmental Milestones or inwmllectual
AbBRY gncixing P md on of & Mew ierning dambiley)

=2 O Inpaird Brain Growth (acoused sucrocephely of brain awcpiy)

1. [J Progressive Notor Dystnction aftecsng et sat stmran or

e end grons motor siils

GrowtH DisTunsance Wini:

3¢. [J mwokmtary Weight Loss (or Falkase 10 Gain Weight) at an
Appropriate Rate for Age) Resulting in & Fall of
15 Percantiins Som esmbished growth asw fon standerd growsh
chars) that persists for 2 oxnths or longer

35. 0 mvolutary Weight Loas tor Faizam 16 Gain Weight at sn
Approprizis Rate for Age) ResuRing in a Fall to Below
Third Percentiie fom eambletsd gt awve (on meadess growh
Chern) St persists for S SIDFENS OF onger

35. [J mvoluntary Weight Loss Greater Than Ten Percent of
Basaling that persixis for teo months. or. longer

w.me-‘nuu, hen 15 p o in
gt wtich is mutaned: or all 1, or persistence of, height below he

Thisd pescesils

Duann+EA:

32. [J Diarrtme, testiog for ome month or longer: sesismnt 1 peawsant, and

cang yoraion, fmentaton, or abe

fouding

CARDIOMYOPATHY

8. DW(&*M&.:&M.-W

y mct ; o) ’

" PutMonany Conpmons:

40. D Lympboki interstitial Pneumonia/Puimonary Lymphoid
Hyperpiasis (UPPLH Plux), with . Yy oy that
sni . with a9 ) riton. and that N

NEPHROPATHY:

41, D Nephropathy, meulng in cheonic senal inikwe

JurecTiONS RESISTANT TO TREATMENT OR REQUIRING
HOSPITALIZATION OR INTRAVENOUS TREATMEMT THREE OR
More Taies m One Yean:

2 O sepeis

6. 7 saningis

as. T Prsunodis (renrce)

. 3 septic annritis

a6. 3 Endocarditis

7. {J Sinoaitia, cnsograpticaty s ¢ .

DME 7235 C o)

Pe2ets
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D. OTHER MANIFESTATIONS OF HIV INFECTION:

1. mmummwwm&uqumuzumnwmw
showe, or any other manifestations of HIV infection; pisase specily type of mandestation(s):

AND

2  Anyo! e Following Funcionsl LimRation(s), Campiste Only the Rems for the ChiC's Prassnt Age Group:

a

b

e

Binh 2 Atainment of Age Orm—Any of the ioliowing:

(V) m | Cognitw/Comsunicative Functioning generally acquired by children no more than ons-halt the child's chronobogical age. (e.g-. in
niants birth 10 sx months, Mmarkadly diminiched vasiation in the praduction or imitation of sounds and severs feeding abnormaity,
such as problems with sucking. swallowing, or chewing); or

2 [ Motor Devetopment genecally acquired by chikiren no more than one-hall the child's chronological age; or

©® O apathy, Over-Excizabiiity, or Feariulness, demonsirated by an absent or grossly ive responss to visual stimulation,
asufitory stimulation, or tactie stimutation; or

w0 Falkzre to Sustain Socisl Imeraction on an ongoing. seciprocal basis as evidenced by inabiity by six months 10 pasticipase in vocal,
visual, and motoric exchangss (inchuding facial expressions); or faiurs by age nine months to communicats basic emotional
rssponsss, such as cudding or exhibiting protest or anger; or talkse o atend 10 the CAPQIVErs Voice ©F faco Of 10 Expiore an
nanimate object for & period of tme appropriate to B nlant's ags; or .

o) D mdMUmemwdﬁnmmmmdm&WQn
WO OF IO STEES (L8, COPNRNME/COMMUNICELvVE, IMOtOr, and social).

Age One 1o Attairsaent of Age Thme—Any ol the following:
(1)) m | Gross or Fine Motor Development at 2 level germrally actrired by chidren no more than one-haf the child's chronpiogical ags; or

[~4] jm | Cognitve/Communicative Function at a level jly acquired by children no more than one-ha!t the child's chronological ape;
or

[<)] 0 Social Function at a leve! g Ny acquised by children no more than one-halt the child's chronological age: or

() D Antairsnent of Developmert or Function ge By acquired by chi no more than two-thirts of the child's chrorplogical age in
O Or MOre sTeas coveracd by 1,2, or 3

Age 3 to Ansinment of Age 18--Limitation in x: least 2 of the foliowing areas:

()] D Marked #npainment in age-appropriste Cognitiva/Communicative Function (corsidering historical and other irdonmation from
parents or other indiviciuais who have krowiedge of the chid, when such information is needed and avaitabie); or

[~4] D Wmhmowmmnmmm‘wmmmm
knowilsdgs of the child, when such information i needed and avaiatle); or

()] D anwmm:mwwmdwmdﬁym
(co ng ink rom par cmmmmwdummmmnnsmw
available); or persistent ssnious majadaptive behaviars destructive 1o self, others, aninls, or property, requiring pr
rdervention; or

(4) D Mumumnmmhmmnmmhamm.

OME 736 & sy
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E REMARKS (Phase use ths space imﬁa&tmh%bubwqmmmﬁhmmmx

e ————————— st
F. MEDICAL SOURCE SNFORMATION (Pleaas Print or Type):
S

K20 R

C oty 2 7
L o it i s
7, ETITEY

NS e e

e e AN R A Y S A R

D 75 C gy Papsts

HAY 27 1924-220_4
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STATE CF CALIFOSSaA - MEAL T AND WELFARE ABPCY

DEPARTMENT OF MEALTM SERVITE S

WORKER OBSERVATIONS - DISABILITY

Applicant

SSN

Check appropriate responses and exotain in Remarks where necessary.

1. Didthisperson'appear Pale?

Jaundiced (yeilow)?

2. Was this parson wearing a heanng aid? YesL_ No [
3. Was this person wearng giasses? Yesl— No O
’ a. During the interview, did this person use a
magnifying glass? Yes— No OO
4. Did this person _
a. Usea cane? Yes— No L.
b. Use a wneetchair? Yes— No _
c. Use a walker? Yes_— No _
8. Walk with a tmp? Yes_ No _—
IfYes Right______ Leh
5. Did this person _
a. Appearto have an injury? Yes— No
f Yes. explam befow. . _
b. Appear to be confused/disonented? Yes_ No
If Yes. explam betow. _
¢. Have a nouceable breathmg difficulty? Yes_— No
Remarks:
EW: Date-
T S 7045 A
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. 22 C-5 — PROVIDING CWD WORKER OBSERVATIONS

Because Hligibility Workers (EWs) have direct contact with clients, observations about a client’s condition
should be provided to SP-DED. Observations can assist SP-DED by identifying additiona! conditions or by
enhancing information provided by client.

1.

USE OF MC 221 OR DHS 7045

EWs may record observations about medical conditions in "CWD Representative Comments® section
of MC 221 or on the optional DHS 7045 (Worker Observations - Disability) form. The DHS 7045
may be submitted to SP-DED with disability packet, should observations be extensive and exceed
space provided on MC 221, or at a later date, should EW have additional observations to provide.

" Unusual behaviors which suggest mental conditions should be noted, as they are frequently not .

admitted to by client and because they may severely restrict client’s ability to work.
EW comments will not be used exclusively to determine i client is or is not disabled.

USE OF WORKER OBSERVATIONS BY SP-DED

As SP-DED performs a complete evaluation of a ciaim, and not only dlient’s alleged condition, it is
very important that ali conditions be identified.

Example: Client alleged disability on the basis of stomach cancer but did not say she had back
and foot problerns. She thought the cancer was the disabling problem because it was the only
condition being treated. SP-DED determined that the cancer was not disabling. Because the EW
noted on the DHS 7045 that client was limping and appeared uncomfortable sitting, SP-DED also
explored these obsefvations and found client had back and foot problems. Client was found
disabled based on her back and foot problems.

GUIDELINES

The following' guidelines will assist EWs in providing observations to SP-DED and inciude some of

the more frequently occuriing actions or behaviors which may be observed. They are not

all-inclusive.

Physical Mobility Difficutty walking, standing, sitting, or need for
ancther person’s assistance in doing these;

Use of mobiity devices, such as wheeichairs,
braces, canes, crutches;

Discomfort while sitting for extended periods of
time, or the need to stand periodically to stretch
or rejax certain muscies;

SECTION: 50167, 50223 MANUAL LETTER NO.: 133 NAY 2 7 93¢ 22C-5.1
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Difficulty with joints or fingers with stiffness,
swelling, shaking, trembling, or the inability to fiex
fingers resulting in difficulty writing, picking up
forms, etc.

Example: Client stood up periodically throughout
the interview. She said that she had an inflamed
disc in her back that made it hard for her 1o sit
for long periods for time.

Physical Appearance Height and weight, recent, significant change in
weight, unusually thin, overweight, short,
mainourished appearance;

Unusual skin conditions such as scaling, peeling,
unusual color, . scarring, with signs of
disfigurement or deformity;

Absence of any extremities, and use of a
prosthetic device.

Example: Client had noticeable difficulty walking
and sitting. He wore a brace on the right leg and
walked with a limp. He braced himself as he sat
down. However, he had full use of his upper
extremities.

Other Physical Problems . Breathing difficulties, such as frequent coughing
or rapid breathing;

Example: Client frequently coughed throughout
the imterview. When asked if she had a cold, she
said, ‘No, I just cough a lot in the moming".

The appearance that drugs, alcohol, or
medication may be affecting client's
physical/mental functioning.

Special Senses Problems with hearing, use of hearing aid,
: reliance on another to explain what is said, hears

only very loud speech;

Problems with seeing, use of glasses, use of
magnifying glass to read forms;

Problems with speaking, speech is difficult to
understand, slurred or impeded.

132 m
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Mental And Emotional Status

Example: Client indicates difficuty reading and
hearing. She used a magnifying glass when
reading with her glasses on. She said she had
an amplifier on her phone, but she was noted not
to wear a hearing aid and was able to answer
questions without trouble.

Does not know his/her name, date and/or time,
is disoriented, does not know where he/she is or
the reason for the interview;

Has difficulty understanding things, not due to a
language barrier, limited attention span and poor
memory;

Conversation is repetitive or wandering and
responses to guestions are inappropriate; ;

Exhibits signs of deterioration of personal habits,
such as poor hygiene or grooming;

Shows signs of emotional distress, such as
unusual crying or laughter, or inappropriate
outbursts of anger;

Has unusual mannerisms, such as constant
twitching of the neck, and inappropriate dress;

Example: Client arrived for appoimtment at
correct time but wrong day. She rambied on
about various subjects. She seemed confused
and disoriented and her memory was poor. She
was vague and evasive when discussing
problems.

SECTION: 50167, 50223
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22C-6 — ASSEMBLING AND SENDING SP-DAPD PACKETS

Disability packets containing forms filled out by client or CWD will initiate a disability referral.
SP-DAPD uses these forms and other information in its disability evaluation process.

1. PREPARING THE PACKET

A. LIMITED REFERRAL

A limited referral packet contains
The following forms:

Disability Determination and Transmittal, and the reason

for limited referral shown in “Remarks” section.

MC 221
1.
Submit Only Under These 1.
Circumstances:
2.
3.
4.,

Copy of prior MC 221, if available.

When packet is sent within 30 days of
SP-DAPD’s decision for a reevaluation and no
new treating sources are alleged.

When an earlier onset date on an approved
case is needed, if within 12 months of
application, and no new treating sources are
alleged for earlier onset date.

NOTE: If SP-DAPD is unable to establish an
earlier onset date with information available, it
may return the case as a Z56 to request
additional information.

When client is discontinued from Title XVI due to
income or resources and not in receipt of Title Il
benefits. CWD must make a diligent search with
SSA, MEDS or IEVS to verify reason client was
discontinued from SSI, which could eliminate the
need for a Limited Packet being sent to SP-
DAPD for verification. This includes those who
were entitled to IHSS prior to being discontinued
from SSI due to earnings.

NOTE: Before sending packet to SP-DAPD to
verify SSI status, CWD must annotate on the
MC 221 why the information was unobtainable.
Packets without this information will be returned
as a Z56 to CWD.

When application is made on behalf of a
deceased client and a retroactive onset date is
not requested and appropriate documentation of
death is sent.

SECTION NO.: 50167, 50223
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B. EULL REFERRAL

A full referral packet contains
The following forms:

MC 179

MC 220

MC 221

MC 223

Appointment of Representative,
if Applicable

NOTE: When a retroactive onset date of
disability is requested, counties must submit a
full-disability packet to SP-DAPD because the
requested onset date of disability cannot be
established based on the death certificate. In
this instance, follow MEPM procedures (22C-
6.2) for submitting a full-disability packet.

NOTE: If death certificate is not available,
MC 220 signed by appropriate next-of-kin should
be sent.

5. When after a diligent search attempt with SSA,
MEDS or IEVS to obtain SSI case status, and
the CWD still is unable to verify receipt of SSI
benefits, CWD may request only verification of
SSI benefits for IHSS purposes from SP-DAPD.

NOTE: Before sending packet to SP-DAPD,
CWD must annotate on the MC 221 why
information was unobtainable. Packets without
this information will be returned as a Z56 to
CWD.

90 Day Status Letter

1. For applicant: sent at 80 days after application
date (SAWS 1), if packet has not yet been sent
to SP-DAPD for any reason.

2. For beneficiary: sent at 80 days from date MC
223 was signed.

(MC 179 box on MC 221 must be checked, if
applicable.)

Authorization for Release of Medical information for each
treating source (plus three extra releases with signatures
and date.)

Disability Determination and Transmittal

Applicant’s Supplemental Statement of Facts for
Medi-Cal based on disability.

Allows SP-DAPD to discuss specific case issues with
Authorized Representative.

SECTION NO.: 50167, 50223
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Other

Any applicable medical documentation previously
received, including documentation used for
granting PD. If medical records are readily
available, they may be submitted with packet.
However, do not delay sending packet to obtain
medical records.

Please see Guidelines to Requesting Medical
Records® (on pages 6.7-12) for further
information regarding the necessary medical
evidence for each specific impairment. Also, {on
page 6.13) see “DED Packet Review Checklist®
for a quick reference guide before sending a full
packet to State Programs DED.

c. PACKFET INFORMATION FOR RETROACTIVE MEDI-CAI

At Initial Application

. Within 12 Months Of Original
Application And Prior To SP-DED
Decision

Within 12 Months Of Application
And After A Favorable SP-DED
Decision

1. Determine if client réquested retroactive
Medi-Cal on MC 210;

2. Have client complete MC 210A for
specified months; and,

3. Assemble and send full packet to SP-
DED.

1. Have client complete MC 210A and

specify months requested;

2. Complete and send MC 222 to SP-DED
and specify retro months requested
under "Other” section.

1. Have client complete MC 210A and
specify months requested;

2. Complete and send limited packet to
SP-DED and indicate retro onset on
MC 221, along with copy of MC 221
which showed the SP-DED allowance.

SECTION: 50167, 50223
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D. BEFERRALS FOR DISARIED FORMFR SSI/SSP RECIPIENTS

Clients under 65 years of age who are discontinued from SSI/SSP for reasons other than cessation
of disability (e.g., excess income and resources), and who are not receiving Title Il benefits, will
need to be referred to SP-DED to determine if disability established by SSA still exists. Disabled
former SSI/SSP recipients may also include individuals in long term care (LTC).

These clients fall under Bamas v. Myers court settlement, which entitles client to an extension of
Medi-Cal after SSI discontinuance, pending CWD determination of eligibility based on current
information from client. Additional information on Ramos v. Myers can be found in Articie 5E.

R ibiliti

cwD 1. Submit a limited packet to SP-DED
immediately upon client's application for
Medi-Cal. Only the MC 221 is needed.
Indicate in the Comments Section that
“SSI/SSP discontinued for reasons other
than cessation of disability”.

2. Grant temporary Medi-Cal eligibility
pending a formal disability determination
by SP-DED.

SP-DED 1. SP-DED may be able to adopt SSA's
disability decision and onset date by
querying SSA records. The MC 221 will
be sent to CWD indicating approval.

2. if SSA’s mandatory reexam date {SSA
expected the medical condition to
improve) has passed or if SSA's disability
decision cannot be verified, SP-DED may
retum a limited packet to CWD as a Z56
case {no determination). A full packet
wiil be requested.

The RRB, a federal agency responsible for the retirement system for railroad employees, uses
SSA's disability criteria for Total and Permanent Disability benefits, but not for its Occupational
Disability benefits.

Recipients of 0ccupational'Disability who apply for Medi-Cal disability must have their claim sent
to SP-DED for a disability evaluation.
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The following steps are taken when an applicant for Medi-Cal based on disability, or when a
Medi-Cal beneficiary requests reclassification as a Medi-Cal disabled person:

1. Award ! etter Availahle

When a client presents an RRB disability benefit award letter, benefit change notice, or
other verification from RRB, determine what type of RRB disability benefit is awarded.

Total And Pen_nanent Disability

Occupational Disability

Type Of Award Not Identified

2. _ Award t erter Not Available

Occupational Disability

Reclassification Request

Client is_disabled for Medi-Cal purposes. Retain
copy of RRB's written statement; OR, document
disability onset date {or date benefits began),
type of RRB disability award, and date of
verification for the file.

Occupational Disability is based on an inabiiity to
perform one's last railroad job and does not
consider the ability to perform other work.
Submit a full packet (MC 220, MC 221, MC 223)

-to SP-DED.

Client is responsible for obtaining a written
statement from RRB which identifies the type of
disability benefits awarded. Set a reasonable
time frame for compliance. If the client is unable
to obtain this verification, submit a full packet to
SP-DED and an MC 220 which authorizes
SP-DED to obtain copies of the RRB award
information.

if client states that award is for Occupational
Disability, and does not wish to obtain
verification from RRB, refer full packet to SP-DED
and include MC 220 which authorizes SP-DED to
obtain copies of RRB award information.

If Medi-Cal beneficiary alleges that RRB has
determined that he/she is disabled and wouid like
to be reclassified to Medi-Cal disabled category
but fails, or refuses without good cause, to
cooperate in providing proof about RRB disability
benefits, deny  Medi-Cal request  for
reciassification on basis of failure to cooperate.

DO _NOT DISCONTINUE MEDI-CAL BENEFITS
until/unless all other linkage ceases or another
reason for discontinuance exists.
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SENDING THE PACKET

Check forms and information included in packet to ensure consistency of client's name, Social
Security number and date of birth. Resolve any dxscrepancy pertaining to disability issues before
sending packet.

Send packet to SP-DED na_later than ten calendar days after date on the Statement of Facts
{(MC 223) is signed by client, unless there are circumstances beyond CWD's control. When the

ten day rule is not met, the s:tuanon must be documented in case. However, da not hold packet
e - p if packet has already been

sent and itis dxscovered that chent is meliglble, send MC 222 to SP-DED.

Example: Clierrt fails to give completed information to CWD timely. Case record docurnents this
as the reason for not sending packet within ten days. CWD sends completed disability packet to
SP-DED while continuing to verify property issues. While packet is at SP-DED, CWD discovers that
client is ineligible. CWD sends MC 222 informming SP-DED that client is [neligible so-that the
disability evaluation can be stopped.
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GUIDELINES TO REQUESTING MEDICAL RECORDS

This is a guide to assist counties who wish to expedite a client’s case
by obtaining or requesting medical evidence specific to the client's
impairments. The information is required for evaluation of Medi-Cal

disability cases and helps to avoid the need for a consultative
examination.

SENDING DISABILITY PACKETS TO SP-DED PENDING RECFIPT OF
MEDICAL RECORDS OR DENY THE APPLICATION FOR FAILURE TO

PROVIDE THE RECORDS.,

Requirements by Body System

MUSCULOSKELETAL SYSTEM - Fractures, Back, Arthritis

Yy ¥ Y vy v v v

Admission Summaries

Discharge Summaries, if available

History/Physical Examinations

Surgical Reports

X-Ray Reports - If serial x-rays are available, only the earliest and latest results are needed
Laboratory Reports - in cases involving inflammatory or rheumatoid arthritis

Medical and surgical notes describing pain, range of motion, atrophy, sensory motor,
reflex changes, gait disturbances, and functional restrictions

SPECIAL SENSE ORGANS - Vision, Hearing & Speech

Yy v v v v

Admission Summaries

Discharge Summaries, if available, History/Physical Examinations

Surgical Reports ‘
Sight: Central visual acuity before and after best correction; and visual field charts
Hearing: Audiograms - aided/unaided; speech discrimination tests; and
electronystagmography (ENG)

Because of the special provisions for the disabled blind claimant, the record of the earliest

date the individual became statutorily blind is essential - i.e. the first date visual acuity in the better
eye with correction was only 20/200 or less.

. -
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RESPIRATORY SYSTEM - Bronchitis, Emphysema, COPD, Asthma, TB

Yy v v v

Yy v v v

Admission Summaries

Discharge Summaries, if available
History/Physical Examinations
Restrictive and Obstructive Disorders

Chest x-ray reports - Upright films are preferable. If serial x-rays are available, only the

earliest and latest results are needed.

Bronchograms

PFT - with spirograph (tracings) before and after bronchodilators
Blood gas studies and/or diffusion studies at rest and at exercise
Culture Reports - if any are available

CARDIOVASCULAR SYSTEM - Heart Disease

Yy v vV v Y Y Y Y Y Y VY VYV

- Admission Summaries

Discharge Summaries, if available
History/Physical Examinations

EKG tracings (especially if documentation of M.1.) with interpretation and tracings

Reports of serial enzymes

Exercise (Treadmill) EKG (TET) with Tracings
Thallium Scans

Angiogram

Coronary catheterization

Echocardiogram

CBC -

Chest X-Ray

Description of Chest Pain

PERIPHERAL VASCULAR DISEASE

Yy v v v v

Same information as listed above for Cardiovascular System
Oscillometry - Doppler with exercise if available
Arteriography

Laboratory Reports (earliest and latest resuits are needed)

If senial x-rays, only the earliest and latest results are needed.

DIGESTIVE SYSTEM - Liver, Ulcers, Colitis

Yy v v v

Admission Summaries

Discharge Summaries, if available
History/Physical Examinations
Surgical Reports
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Height and Weight

X-Ray Reports - If serial x-rays are available, only earliest and latest results are needed.
Laboratory Reports (serial liver function tests over 5+ months)

Malabsorption stool tests

Reports on any endoscopic procedures

Yy ¥ v v v

GENITOURINARY SYSTEM - Kidney Failure

Hemodialysis - any records, whether undertaken or planned
Any indication whether dialysis is chronic or acute

Any indication of the need for a kidney transplant

Serum creatinine or creatine clearance tests

Renal Biopsy Reports '

Sonograms

Renal Profusion Studies

CBC

Weight & Height

IV Pyelogram

Cystoscopic examination

X-Ray Reports - If serial x-rays are available, only the earliest and latest results are
needed.

Yy ¥ Y Y Y Y Y VY Y VY VY

HEMIC AND LYMPHATIC SYSTEM - Anemia, Sickle Cell, Leukemia

All Laboratory Work - especially serial hematocrit

Sickle Cell Anemia - any documentation of thrombotic crisis hemorrhage or blood clots.
X-Ray reports

Any Pathology Reports

Admission Summaries

Discharge Summaries, if available
History/Physical Examinations
Dermatological Report

Progress Notes

Biopsy Reports

VVVVVVEV'VV
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ENDOCRINE AND OBESITY SYSTEMS

Admission Summaries

Discharge Summaries, if available

History/Physical Examinations

Laboratory Studies

X-Rays for Osteoporosis and Osteoarthritis

Neurological Examination

Ophthalmological Examination

Surgical Reports

Doppler Tests

Arteriogram

Height and Weight ,.
Description of Limitation of Motion or Functional Limitation
Chest X-Rays

PFT with Tracings

Yy ¥ Y Y Y Y Y Y Y YY VY VPY

NERVOUS SYSTEM

Common Conditions: Epilepsy, CVA, Brain Tumors, Cerebral Palsy, Parkinson’s Disease,
Muttiple Sclerosis, Polio, Spinal Cord Injury

Admission Summaries
Discharge Summaries, if available
History/Physical Examinations
Neurological Examinations
EEG

Anti-convulsant blood levels
CT Scans and X-Rays
Psychological Examinations
‘Surgical Reports

Muscle biopsy

EMG .

Nerve conduction test

Y Y Y Y Y Y Y VY VYT VY VY

MENTAL DISORDERS

> Psychiatric Evaluation
> Psychological test results
> Psychological evaluations
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1 4

All records (including Admission and Discharge Summaries) of all hospitalizations or
treatments during the past (four) 4 years.

Description of daily activities and function levels

List of all prescribed medication

History of drug, alcohol use or dependence

NEOPLASTIC DISEASES - Cancer

Yy ¥y Y Y vY Y VY Vv VY

Admission Surnmaries

Discharge Summaries, if available
History/Physical Examinations

Biopsy and surgical pathological reports
Surgical Reports

CAT Scans, MRI

Chemotherapy, radiation effects
Laboratory Reports

Tumor Board Recommendations

IMMUNE SYSTEM - HIV Infection, AIDS, Systemic Lupus, Scleroderma, Connective Tissue
Disorder, Vasculitis, Polymyositis

¥ ¥y vV vV Y ¥V ¥V ¥V ¥V ¥V VvV Y ¥V Y VY Y Y Y

Admission Summaries

Discharge Summaries, if available

History/Physical Examinations

Laboratory Reports (blood tests, stool tests)

Biopsy Reports

Microscopy (histology, cytology, pathology)

IV test (antibody, antigen, cultures)

Other Cultures (sputum tests)

PFTs

Blood Gas Studies

Neurological Exams

Angiography

Clinical findings cognitive/motor dysfunction

Weight loss with diarthea/weakness/fever - (Height and Weight)
Brain imaging

Description of how fatigue impacts activities of daily living
Psychological Evaluations and Test Results

History of drug and alcohol abuse
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DED PACKET REVIEW CHECKLIST

The use of this checklist will help to reduce disability packet returns from DED by ensuring that all forms

are present and correctly completed.

A. MC 221 (6/93 revision) See the Medi-Cal Eligibility Procedures Manual Section 22 4.5/7

N N’ S

S/ N N

Is the CWD address on all three copies of the MC 221?

Does item #5 include the month/day/year, and Retro Onset, if needed?

If the case is a resubmitted packet, has a new MC 221 been prepared; is a copy of the prior
MC 221 attached?

If a reevaluation is being requested, has the reason for reevaluanon been stated in Item #10?
If a reopening is being requested because of a hearing remand, is a copy of ALT's decision
attached? (copy of the entire decision - not just the last page of the decision).

For redetermination cases, is it specified, in Item #10, whether the break in 2id was due to a
medical or a non- medical reason; is a copy of the prior MC 221 attached? '

If there are any unavoidable omissions in the packet (e.g., missing address information for a out
of state medical source which the applicant cannot provide) has an explanation as to why the
information cannot be provided been stated in Item #10

B. MC 223 (6/94 revision) See the Medi-Cal Eligibility Procedures Manual Section 22 C-4.7/11

()
)

)

Has the MC 223 been thoroughly completed?

Is Item #6 filled in with the applicant's alleged medical problem(s)? (Do not write "see
attached"or "see medical records"”, etc.)

Are complete addresses and dates of treatment (at least month/year) given for each source
bisted in Items #7-10 and on Page 8?7

C. MC 220 (7/93 revision) See the Medi-Cal Eligibility Procedures Manual Section 22 C-4.2/5

)
()
)

NN
SN’ N’

()

Is there a sufficient number of MC 220s in the packet to cover every source listed on the

MC 223-Items #7-10 and on Page 8?

Are there three additional blank MC 220s, signed by the applicant, included?

Are all MC 220s signed by the applicant? If not, indicate specific physical or mental incapacity
that prevents applicant from signing and specify the relationship of person signing for the
applicant on the release. The "I authorize..." line is for the medical source's name only.

If applicant is deceased, send death certificate and/or hospital admission notes with reason for
death and the doctor's signature; otherwise send a complete packet.

Please make sure that the MC 220s have not been altered.

Are the MC 220s signed with an X or an unrecognizable symbol? If so, the MC 220s must also
be signed by a witness and the relationship of the witness to the applicant must be stated on the
rejease.

Do not date the MC 220s. (MC 220s that are 90 days after the date of application cannot be
used).
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22C-7 — COMMUNICATING WITH STATE PROGRAMS - DISABILITY AND
ADULT PROGRAM DIVISION (SP-DAPD FORMERLY SP-DED) AND
DHS ABOUT CHANGES AND STATUS

1. NOTIFYING SP-DAPD ABOUT CHANGES

A MC 222 LA/MC 222 OAK — DAPD PENDING INFORMATION UPDATE FORM

When a disability evaluation is pending, CWD will notify SP-DAPA about changes
in client’s situation, which affect eligibility or which would enable SP-DAPA to
contact client. MC 222 LA/Qak is used to submit changes and to report information

to SP-DAPA

CWDs who send plackets to Los Angeles SP-DAPA will use MC 222 LA. Other
CWDs who send packets to Oakland SP-DAPA will use MC 222 Oak.

B. TYPE OF CHANGES TO REPORT TO SP-DAPD

1. Change in client’'s address.
2. Changes in client’s name, telephone or message number.
3 Denial or discontinuance of client on basis of nonmedical information (e.g.,
excess property).
4. Withdrawal of application.
5. Cancellation of Authorization for Release of Information (MC 220) by client.
6. Death of client.
7. Receipt of new medical evidence (attach new medical evidence to
MC 222).
8. Availability of interpreter (Provide name and phone number).
9. Change in EW.
10. Any other pertinent information, which affects SP-DAPD’s actions on a
pending case.
C. SP-DAPD ADDRESSES
Disability packets from imperial, California Department of Social Services
Los Angeles, Orange, Kern and Disability and Adult Programs Division
San Diego Counties must be Los Angeles State Programs Branch
Send to: P.O. Box 30541, Terminal Annex
Los Angeles, CA 90030
(213) 480-6400/ 8-677-6400 CALNET
FAX: (800)869-0188
Disability packets from all other California Department of Social Services
Counties must be sent to: Disability and Adult Programs Division
Oakland State Programs Branch
P.O. Box 23645

Oakland, CA 94623-0645
(510) 622-3756/ 8-561-3756 CALNET
FAX: (800)869-0203
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D. MC 4033 — DISABILITY LISTING UPDATE FORM

CWDs will use MC 4033 to notify the state of any changes to 1) Medi-Cal Liaison
List for Disability Issues, or 2) Medi-Cal Liaison List for Quarterly Status Listings
for Pending and Closed Disability cases. Check appropriate list and specify items

being updated.

These lists are updated on a regular basis and contain names and phone
numbers of CWD liaisons, which DHS-MEB and SP-DAPD may need to

communicate with CWDS.

2, RECEIVING AND REQUESTING CASE STATUS INFORMATION FROM SP-DAPD

A QUARTERLY COMPUTER STATUS LIST

CWDs will receive a quarterly computer status list from SP-DAPD regarding
pending and closed disability cases, along with instructions on its use. If a
particular case was forwarded to SP-DAPD prior to most recent quarterly list and
does not appear on list, CWD may contact SP-DAPD Program Support unit by
telephone or in writing to obtain status information, as follows:

Los Angeles State Programs Branch Oakland State Programs Branch
Myra Ancla Lis Okamura

Operations Support Analyst Operations Support Analyst
CDSS-DAPD-LASPB ‘ CDSS-DAPD-OSPB

P.O. Box 30541, Terminal Annex P.O. Box 23645

Los Angeles, CA 90030 Oakland, CA 94623-0645

(213) 480-6453 (510) 622-3787/ 8-561-7387 CALNET

B. USE OF DISANBILITY LISTING UPDATE FORM (MC 4033)

A combined list of Medi-Cal liaisons, district office codes, addresses and
telephone numbers will be used to distribute the quarterly status reports. Form
MC 4033 (Disability Listings Update) should be used and sent to the department
of Health Services (DHS) to provide updated information to the list. DHS's
address is listed on the form.

C. QUESTIONS AND INQUIRIES ON SPECIFIC CASES

In urgent or unusual circumstances, questions and inquiries about specific cases
may be directed to the Disability Evaluation analyst (DEA) assigned to the case,
or the Unit Manager. To determine which DEA or Unit is assigned to case,
provide client’s name and Social Security number to Masterfiles, at the following

numbers:
Los Angeles State Programs Branch Oakland State Programs Branch
Masterfiles: Masterfiles:
(213) 480-6400 (510) 622-3756
8-677-6400 CALNET 8-5613756 CALNET
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3. CONTACTING THE STATE DEPARTMENT OF HEALTH SERVICES (DHS)

A.

PROBLEMS WITH CASE STATUS INFORMATION

If CWDs experience problems with. obtaining case status information which cannot be
resolved with SP-DAPD, appropriate CWD staff should notify the state Department of Health
Services, Medi-Cal Eligibility Branch (DHS-MEB).

PROBLEMS WITH DISABILITY REFERRAL POLICIES AND PROCEDURES

CWDs should refer disability referral policy and procedure issues to DHS-MEB through their
Medi-Cal haison or disability coordinator.

CONSISTENTLY DELAYED DECISIONS

Where disability decisions are consistently delayed (i.e., not corﬁ pleted in a timely manner),
CWD should notify DHS-MEB through appropriate channels.

UPDATING THE MEPM DISABILITY PROCEDURES

DHS-MEB may be informed in writing about corrections, updates or additions to the MEPM
so that disability procedures may be kept up to date.
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22 C-8 - PROCESSING SP-DAPD Decisions

1. DISABLED
A. SP-DAPD ACTION

Fully Favorable Allowances

Partially Favorable Allowances

MC 221 disability portion will be completed and
returned to counties.

MC 221R Attachment will be included with

MC 221 decision document if disability onset
date is AFTER date of application, or if client
was not found disabled during requested period
of retroactive coverags.

A “Rationale” for decision will give the reasons for
the less than favorable allowance.

ALLOWANCE CODES
MIDAS DEFINITION
Ag1 Condition meets severity of SSA Listing of Impairments.
AB2 Condition equals severity of Listing. For adults.
A63 Medical/vocalional considerations result in favorable decision for adults.
A64 Medical/vocational considerations - arduous unskilled work profile.
AS5 Continuance for reexamination case review.
A8 Reversal by Administrative Law Judge at State Hearing.
Ag99 Adoption of federal {(SSA) Allowance/Continuance decision
B61 Statutory blindness.
A65 Disabled chlid claim - medically equals severity of Listing.
A6B Disabied child claim - functionally equals severity of Listing.

B. CWD ACTION

Approve

Tickle

Applicant is disabled, if otherwise eligible, or
reclassify beneficiary as Disabled-MN.

Case for re-submittal to SP-DAPD as a re-exam
case when a re-exam date is shown. Re-exam
dates are set when medical improvement is
expected. DHS will send a reminder letter to
counties in the month the re-exam case is due
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Mail - Rationale for decision to client, which explains a

ﬂartially favorable allowance.

OTE: The MC 221 and MC 221(R) Attachment

are NEVER sent to client.

2. NOT DISABLED

A

SP-DAPD ACTION

MC 221R Block is checked “is not disabled” or “is not
blind”, is NEVER SENT TO CLIENT for any
reason. The top of the document is annotated

“Do Not Mail to Applicant.”

MC 221 (R) Attachrnent (decision Explains specific reasons for denial and is

NEVER SENT TO CLIENT for an
top of the document is annotated
Applicant.”

f

reason. The
Do Not Mail to

Also altached to the MC221R will The Rationale is an unnumbered, untitled, and
be the Rationale unsigned letter, which explains the reason for
denial, and “"Must be mailed to client”. The

language at the top of the lefter will inform CWD

to "Mait to Applicant.”
DENIAL CODES

MIDAS DEFINITION

N30/N41* Condition not severe.

N31/N42* Capacity for SGA - any past relevant work.

N32/N43* Capacity for SGA -- other than past relevant work.

N34/N45* Condition prevented SGA for a period of less than 12 months. (For child,
condition disabling for a period of less than 12 months.)

N35/N46* Condition prevented SGA at time of decision but is not expected to prevent
SGA for a period of 12 months. (For child, condition disabling at time of
decision but not expected to be disabling for a period of 12 months.)

N43/N51* Disabled child claim impairment severe - but does not meet or
medically/functionally equal.

N44 For child, impairment not severe. With or without visual impairment alleged.

N41 Blind evaluation anly -- not statutorily blind.

Nb57 250% Working Disabled Program- Vocational Denial

Z53 Adoption of federal (SSA) denial/cessation decision - SSA's disability
decision is controlling over Medi-Cal's decision.

NS5 Cessation on re-examination case review.

Z59 Adoption of Federal Denial Cessation Decision where DA/A was malterial
to the decision.
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* Indicates visual impairment alleged.

B. CWD ACTION

Evaluate Evaluate eligibility under other existing Medi-Cal
linkage before denying/discontinuing client.

Deny/Discontinue Claim If disability is the only linkage to Medi-Cal, client
will be denied/discontinued.

Send Notice of Action (NOA) If denied/discontinued, allach Rational to NOA; if it
is not attached, the NOA will be invalid,

3. NO DETERMINATION DECISIONS

"Z" codes indicate that no substantive decision was made to allow or deny a claim, and generally
signify that some action is needed by CWD. After taking appropriate action, CWD must send a
90-Day Siatus Letter (MC 179) to client {except for Z56 and Z55 cases), if it is now the 80th day, or if
it is evident that SP-DAPD will not be able to make a decision by the 90th day. If MC 179 is sent to
client, include copy in packet being resent o SP-DAPD.

NO DETERMINATION CODES

MIDAS | DEFINITION

256 Withdrawal by CWD. (When CWD requests that SP-DAPD stop development due to
withdrawal of claim, SP-DAPD will do so and send MC 221 to CWD. { After sending
NOA, no further CWD action is necessary.)

Z55 CWHD return for packet deficlency includes failure Issues. This return from SP-DAPD
means that additional information is needed. CWD will complete the information
requested and forward packet to SP-DAPD

270 Duplicate cases — prior case in same State Programs Branch.

Z71 Duplicate cases — prior case in other State Programs Branch.

Z56 Other no determination situations, includes fallure issues (non-redetermination
cases).

256 Other no determination situations In redetermination cases only.

256 Other no determination situations for redetermination cases with inappropriate

re-exam dates.
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A. SP-DAPD ACTION IN Z56 DECISIONS
MC 221 Returned to CWD SP-DAPD will indicate that a decision could not be

made and why.

SP-DAPD may ask help in locating client,
obtaining client's cocoperation in attending a
consuitative exam, completing forms, or having
client contact SP-DAPD.

B. CWD ACTION FOR 7256 DECISIONS

1. Evaluate If Good Cause Exists

CWD will attempt iwo separate contacts with client (phone, letter or in person), per
Title 22, Section 50175 (a) (1) and (6}, to obtain client cooperation or needed
information. If good cause is claimed, determine if there Is good cause for non-
cooperation. Good cause includes:

b.

Failure of CWD to provide client with appropriate forms.

Failure of CWD to inform client that failure to cooperate with SP-DAPD will
result in denialftermination.

Failure of postal service to deliver required form(s) or information in a timely
manner.

Physical or mental iliness or incapacity of client or authorized representative
which precludes timely completion of requested information or requests to
be present at scheduled appointments,

Level of literacy along with social or language barriers which precludes client
or authorized representative from comprehending instructions.

Failure of CWD to properly process SP-DAPD packet.

Unavailability of transportation to reach a required destination.

If Good Cause After obtaining client's cooperation, CWD must
Exists resubmit packet:
1. If DAPD returned the packet within 30

days of being resubmitted, CWD will send
a limited packet containing a new MC 221
if there are no new allegations or
trealment sources; or

2. If it has been more than 30 days since
DAPD retumned the packet, CWD must
send a full packet containing a new MC
221 and if new medical conditions are
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claimed, andfor there are new or
additional medical sources or information,
a new MC 223 will be needed,

and
3. Additional MC 220s, as necessary.
If Good Cause CWD wil deny application or discontinue
Does Not Exist beneficiary, if no other linkage exists.
2. Determine Whether State Hearing Was Reguested
If State Hearing CWD shall follow the decision of the hearing.
Requested by
Client
If State Hearing CWD must have the client reapply.
Not Requested
by Client
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22 C-9—PROCESSING REEXAMINATIONS, REDETERMINATIONS AND
REEVALUATIONS

BACKGROUND

Cases which have had a decision made by State Programs-Disability and Adult Programs
Division (SP-DAPD) formerly known as SP-DED, shall be resubmitted for another review by
SP-DAPD for any of the following reasons:

A. Reexaminations
B. Redeterminations
C. Reevaluations

IMPORTANT: Because the criteria for resubmitted cases differ from initial referrals, the
type of referral must be correctly identified on the MC 221. Include a copy of prior MC 221
in SP-DAPD packet whenever possible to provide a more complete picture of client’s
overall medical condition. If the copy of the prior MC 221 is not obtainable, note this on the

new MC 221.

PROCEDURES

A chart at the end of this section summarizes the procedures and identifies the types of
resubmitted cases, criteria for resubmitting cases, the forms to include in the disability
packet, and the client's eligibility status while a SP-DAPD decision is pending.

A REEXAMINATIONS

Most reexaminations (reexams) are mandatory reexams because medical
improvement is expected. The reexam date is shown on the prior MC 221. in most
cases, the beneficiary will continue to be considered disabled until his/her medical
condition has improved and has been determined no longer disabled. Medical
reexams are needed when one of the following occurs.

1. No Federal Disability Decision Involved

a. SP-DAPD will notify Department of Health Services (DHS) of the cases
currently due for medical reexam. DHS will purge the list (i.e., deleting
beneficiaries that have Social Security disability entitlement) and forward the
list to the Medi-Cal disability liaison in each affected county. Upon receipt,
counties should submit a full-disability packet to SP-DAPD within 90 days from
the list date or notify DHS by returning the list indicating the reason why the
disability packet was not sent.

b. The EW observes or receives information that the client’s medical condition
may have improved.

Examples:

Client becomes employed within 12 months of the date of application for
disability.

Client came into the office using a walker or crutches, but is observed leaving
the office without their use.
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c. During a case review, the EW notices that the medical reexam date is past
due.

The County Welfare Department (CWD) will submit a full disability packet to SP-DAPD for
each reexam case. A full packet consists of a current MC 221, a copy of the prior

MC 221, an MC 223 and a signed and dated MC 220 for each medical source listed on the
MC 223. Also include three additional signed and dated MC 220’s in case additional
sources are identified. Any new medical records or reports shouid also be included.

EXCEPTION: If the client’s file shows that the Social Security Administration (SSA)
determined the client to be disabled and SP-DAPD adopted SSA’s decision, contact SSA
immediately to determine whether disability continues. If SSA benefits continue, no referral
to SP-DAPD will be needed when the reexam date is due, because SSA’s determinations
are binding until SSA revises its decision. . :

If SP-DAPD adopted an SSA allowance and SSA finds that the beneficiary is no longer
disabled, follow procedures similar to those under, “Federal Disability Decision Involved.”
Medi-Cal benefits cannot be discontinued until the SSA decision has become “final,”
meaning that the beneficiary no longer has an appeal pending at SSA on the cessation
issue. In this instance, CWDs will need to periodically check (e.g., at each annual
redetermination) with the beneficiary or with SSA to obtain status of the SSA appeal.
CWDs can also look on the MEDS INQP screen in the “Appeal And Notice Of Action
Information” field under “Appeal-Level” to check the status of an SSA appeal; however, this
information is not always updated.

2. Federal Disability Decision Involved

a. When SP-DAPD initially allows disability and a reexam is due and if a
subsequent SSA federal disability claim is allowed, SP-DAPD will adopt the
federal medical reexam date if case is not pending or if the reexam is set ata
future date.

i.  If SP-DAPD received a referral from the CWD on a case where a
federal SSA Title 1I/SS] disability medical reexam case is not pending,
SP-DAPD will return the MC 221 with the following comment:

“Medi-Cal for this individual is based on current federal Title 11/SSI
disability benefits. The federal case is controlling. SSA’s
determination is binding until SSA revises its decision”.

ii. If SP-DAPD received a referral from the CWD on a case where the
federal Title Il/SSI medical reexam is pending, then SP-DAPD will
return the MC 221 with the following comment.

“Medi-Cal for this individual is based on current federal Title 11/SSI
disability benefits. The federal case is controlling. SSA is currently
conducting a reexam. The CWD should verify disability status with
SSA in 60-90 days.”

ii. SP-DAPD initiaily allowed the case. Subsequently, a federal
disability denial determination was made. The beneficiary has
exhausted all federal appeal rights. The federal disability decision
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was 12 or more months prior to SP-DAPD’s reexam date.

The CWD should verify with SSA that a final disability decision was
made and discontinue the case at that point. CWD will not refer the
case to SP-DAPD for a reexamination because the recipient is no
longer Medi-Cal eligible based on disability.

iv. Prior SP-DAPD allowances when reexam dates are due and there
was a federal termination for non-disability reasons (e.g., over income
limits, failure to cooperate or client’s whereabouts are unknown, etc.).
SSA will not perform reexams on these disability cases because client
is no longer in SSA pay status.

The CWD will refer these cases to SP-DAPD as reexam cases. The
DHS reexam cover letters sent to counties will indicate how the case
should be referred.

SP-DAPD initially allowed disability. However, a subsequent federal disability
denial determination was made. The SSA appeal is pending or it is less than
90 days since the most recent SSA denial.

SP-DAPD will not complete a reexam on these cases.

SP-DAPD will, instead, close the case as a “No Determination” and reset the
medical reexam date to a future date. SP-DAPD will return the MC 221 with
the annotation, “An appeal is pending on a federal Title 1I/SSI denial/cessation.
The case remains under SSA jurisdiction. A revised reexam date has been set
for (date). At that time, SP-DAPD will determine whether a
medical reexam is necessary.”

The future revised medical reexam date will be set according to the following
timeframes:

i If the SSA appeal is pending at the reconsideration level, SP-DAPD
will reset the reexam for nine months from the date the
reconsideration was denied. If no appeal of that decision is pending,
SP-DAPD wili reset the reexam for 90 days from the reconsideration
decision date.

v. Ifthe SSA appeal is pending at the Disability Hearing Unit (DHU),
SP-DAPD will reset the reexam for nine months from the date the
case was assigned to the DHU.

iii. Ifthe SSA appeal is pending at the Office of Hearings and Appeals
(OHA), SP-DAPD will reset the reexam for two years and three
months from the date the OHA request was filed.

If the SSA appeal is pending at the Appeals Council, SP-DAPD will
reset the reexam for two years and three months from the date the
Appeals Council review was requested.

:2.
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Under 3272.2 of the State Medicaid Manual, the Centers for Medicare and
Medicaid Services has directed states to do the following: “If an individual
receiving Medi-Cal based upon disability is later determined by SSA not to be
disabled, and the beneficiary is not eligible for Medi-Cal on some other basis,
he/she is entitled to receive continued Medi-Cal eligibility if he/she timely
appeals the SSA disability determination”. Therefore, CWDs will continue to
aid a Medi-Cal beneficiary who was approved Medi-Cal eligible due to disability
and who subseguently receives a disability denial determination from SSA, if
the beneficiary timely appeals the SSA denial. Once the SSA disability appeal
is no longer pending, and the SSA’s final decision is a denial, the CWD will
discontinue the case because the recipient is no longer Medi-Cal eligible based
on a disability. CWD should not refer case to SP-DAPD for a reexamination.

If SP-DAPD determines that the client is no longer disabled, SP-DAPD will annotate the
MC 221 in Item 13, “Ceases to be Disabled,” and return the MC 221 to the CWD. The
CWD will determine whether any other Medi-Cal linkage can be established. If not, the
CWD will send the client a timely discontinuance notice because he/she is no longer
considered disabled within the meaning of the law. His/Her Medi-Cal benefits will be

discontinued.

B. REDETERMINATIONS

This type of referral is made for a client who was previously determined disabled by
SP-DAPD, who is (1) subsequently discontinued from Medi-Cal for a reason other
than disability and, (2) who later reapplies after a break in aid alleging that disability
continues to exist.

A limited DAPD packet MUST be sent on ALL redetermination referrals unless the
following circumstances exist, in which case, a full DAPD packet must be
submitted:

. The reapplication date is more than 12 months since the client was
discontinued from Medi-Cal,

No reexam date was set on the previous MC 221 approving disability,
A reexam date is currently due or past due,

A reexam date is unknown, or

An improvement in the client’s condition is noticed.

A copy of the prior MC 221 must be included with either a limited or a full DED
packet. :

Unless there is linkage other than disability, the case must be placed in pending

status and not granted Medi-Cal benefits until SP-DAPD returns the case with a

determination.

Upon receipt of a disability packet, SP-DAPD will check with SSA to determine whether
there has been a subsequent federal SSA Title Il or SSI disability determination within the
past 12 months. If there has been a subsequent federai disability denial/cessation
determination that is binding on the State, SP-DAPD will adopt the denial/cessation and
instruct the county to refer the applicant back to SSA.

SECTION NO.: MANUAL LETTER NO.: 287 DATE: 03/23/04 22C-9.4
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If the CWD receives a “No Determination” decision from SP-DAPD due to the above, the
CWD should follow procedures specified in 22C-1(2) (A) to deny the case.

Exampie: SP-DAPD approved the case in January 1997 with a June 2000 reexam date.
Client was discontinued in April 1999 for reasons other than disability and requests a
restoration of the case in November 1999. The CWD must pend the application if there is
no other linkage and submit a limited disability packet. SP-DAPD will check with SSA and
if there is an SSI disability denial determination, e.g., July 1999, SP-DAPD will most likely
return the case to the CWD as a “Z53” (denial due to adoption of federal (SSA)
denial/cessation decision).
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TYPE OF REFERRAL

WHEN USED (CRITERIA)

WHAT TO INCLUDE

ELIGIBILITY PENDING
DAPD RESPONSE

Reexamination

Used when evaluation of disability
needed to see if medical improvement
has occurred. To be used when one
of the following occurs:

¢ DAPD has established a recxam
date;

o Client becomes employed; or

*  Other circumstances lead EW (o
belicve condition has improved.

1. Copy of prior MC 221 (note on

new MC 221 if not available);
AND

2. A new MC 221 marked
e “Reexamination” in {tem 8; and
* State reason for reexam in

Item10;

3. Anew MC 223 (not photocopy
of old MC 223);

4, MC 220 for every medical source
(plus 3 extra MC 220s which are
signed and dated only); and

5. Any new medical record, if given
to EW,

Eligibility continues UNLESS:

Client fails to cooperate with DAPD;
Whereabouts unknown/loss of contact;
DAPD determines client is no longer disabled
and there is no other linkage; or

Another reason for discontinuance exists, ¢.g.,
excess property. :

Redetermination

Used when client meets all of the
following criteria:

*  Previously determined disabled

by DAPD;
*  Received Medi-Cal as a disabled
person;
AND

e Was discontinued for a reason
other than disability.

A LIMITED PACKET:
1. Copy of prior MC 221 (note on
new MC 221 if not available);
AND
2. Anew MC 221 marked
¢ “Redetermination” in Item 8;
and
¢ “Redetermination After Break
In Aid of 12 months or less” in
ltem 10 is required on ALL
redeterminations unless full
packet is required under one of
the circumstances below,

A FULL PACKET:

1. Copy of prior MC 221 (note on
new MC 221 if not available);

AND

2. New MC 221 marked
“Redetermination” in ltem 8;

3. MC223;and

4. MC 220 for every medical source
(plus 3 extra MC 220s signed and
dated only) is required under one
of the following:

Eligibility cannot be established

Until DAPD decision is received;

Unless client meets “presumptive disability”
criteria; or

Until client has established linkage under another
category.
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22D -~ DISABILITY EVALUATION DIVISION PROCEDURES

BACKGROUND

The Disability Evaluation Division (DED) of the State Department of Social Services is responsible
for the medical determination of disabiity, whereas the County Weifare Department (CWD) is
responsible for the non-medical portion of determining eligibility for Medi-Cal disability.

TWO COMPONENTS OF DED

The Federal Branches determine disabiity for the Social Security Administration’s (SSA’s) Title Il
program and Title XV1, the Supplemental Security Income (SSI) program. :

There are two Bureaus of the State Programs (SP) Branch, one located in Los Angeles, the other
in Oakiand. They determine disability for Title XIX, Medi-Cal, using SSA’s criteria for disability under
SSL _

INTAKE

Upon receipt of a disability packet sent from CWD, SP-DED will perform the following activities:

Disability Packets Received Upon receipt, packets are reviewed for
. compieteness. if incomplete or incorrect, SP-DED

retums packet with a cover letter explaining

actions needed by CWD, prior to resubmitting

packet to SP-DED.

Disability Packets Accepted ¥ compiete, packets are accepted and pertinent
applicant information is entered into SP-DED’s
compister.

Case Assigned Cases are assigned to a medical review team: a

Disability Evaluation Analyst (DEA) and a Medical
Consuttant (MC), a medical doctor. The DEA/MC
team assesses medical and vocational factors in

Case Queried Cases are quetied via the SP-DED computer
system to determine i there is a federal Title i or
Title XV1 disabiity claim pending.

No valid federal decision available or pending
claim: SP-DED processes the claim and makes
- an independent determination.

SECTION: 50167, 50223 MANUAL LETTER NO.: 132
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4. CASE PROCESSING

Valid federal decision available: SP-DED adopts
the federal decision.

Pending federal claim: SP-DED assesses the
status of the pending claim and either initiates
development or waits to adopt the federal
jocisi

SP-DEDdevdopswsswobmmanmwanMmoﬂuMMemsuchasa
vocational and/or social history. SP-DED performs the following activities:

Obtains -Medical Evidence

" Makes Client Contact

Applies Disability Criteria

Assesses Vocational Factors For Adults

C;hildren

Initiates Presumptive Disability (PD)

Medical evidence is needed to document
impairments in terms of specific signs, symptoms
and laboratory findings.

Chent contact may be made to obtain additional
information. Client may also be asked to goto a
consultative examination paid for by the state. If
contact is unsuccessii, claim may be retumed to
CWD for assistance in contacting client or
obtammg necessary cooperation 1o process

Medical criteria for Disability are based on SSA’s
Listing of impairments which contain over 100
medical conditions that would ordinarily prevent
an adult from working or, for chidren, from
performing age appropriate activities.

Vocational factors are assessed to determine
dlient’s ability to do work-related activities when a
finding of disability cannot be made on medical
considerations alone.

When a finding of disability cannot be made on
medical considerations alone, SP-DED assesses
a chid's abiity to function independently and
effectively in an age-appropriate manner.

When a PD decision has not been made and
client has a condition for which PD can be
granted, SP-DED wil alet the CWD and
document the PD decision.

SECTION: 50167, 50223

MANUAL LETTER NO.:

g . 2T

132 22D-2




MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

Performs Medical Deferment

Documents Decision

Performs Reexaminations

Cases can be medically deferred for up to three
months when future evidence is needed to
assess duration and severity of an impairment.

Medical deferment is an exception to the rule,
rather than a routine procedure. Common
reasons are strokes or heart surgery. SP-DED
will send informational form SPB 101 to CWD
which provides the reason for the medical
deferment.

When a decision is made, it is explained on
MC 221 or its attachment. The original copy is
sent to CWD.

NOTE: If a decision is less than fully favorable,
CWD may use the Personalized Denial Notice to
explain to client the reason for the decision, but
should not send a copy of the MC 221 or its
attachment with client’s Notice of Action.

When a reexam date arrives, CWD must submit
cases for a medical review by SP-DED, except
for decisions which were adopted from a
federal claim.

Disability ends if evidence shows there is
medical improvement related to the ability to
work, or the ability to engage in age-appropriate
activities in Disabled Child cases.
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