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Employee’s Predesignation of
Personal Physician Form

= Ip order for an employes to predesignale a personal physi-
 cian, the emplover must offer groun health nsurance,

= The emploves may use the predesignation of personal
ohysizian form to name a medical doctor or dostar of
ostegpathic medicine or the personal physiclan’s ntegrated
multispaciaity madical group if all other requirements are mat.

= The physiclan is notrequirad W sign this form, butin ey
of & signaturs, other documentation of the physiclans
agreementis requirad.

For the employee:

1 { am injured on the job, | wish o ba trested by my personal
physigian or my personal physician's integrated multispacially
madical group, who meets all the following requirements:
{1} is my raqular physician: {21 is my primary care physician
or integrated multispecialty medical groug; (31 is licensed
per Business & Professions Code: (4] has praviously pro-
vided my beatment (8) retaing my racords; (8] sgrees o be
my predesionated physician,

Or, 1 wish to be treated by my personal chirapractor or
acupuncturist, who hes treated me before andbasmy.
racords. L understand my identification of & personal

medical provider natwork (MPN] g
0t applicabie, my personal chsmp ist
Ay trsat myinjury during the first 20 days of the employer s
‘medical control; bin | must first be svaluated by my.
employer's physician before | may request a change to my
persanal chirapracior or acupunciurist

CRMPLOYEE'S INFORMATION:

NAME
AUDRESS
Lty STATE ap

YOUB DOUTOR S INEORMATION:

LEULTISPECIALTY MEDIGAL GROUR

cnap
5T Tene'y'mantlene ‘mi hxstonal medrco,
: -medsco deS|gnado

chironractor or acupunciuristis sllowed only i there is no-
i 1f the MPNis.

- DIECCN

ADDRESS

v ST i

BRONE

DULTONS SIGRATURE

EMPLOYEES BIGNATURE LaTE

CIUDAD,

- TELEFOND

' Formulario de Designacion Previa del
“Médico Persona el Em eado

108l grupo de m"dlcos de multlespecuahdades b
kmedlco personal .

“Si-me lesiono en el trabajo, deseo que: mé atienda mi doctor
persanal ofel grupo de médicos de mumespeclaludades mte—~

'reqmsrcus 1) s mi médico regular; 2 Es mi medico pnmano de

_ado o:grup medlco de multlespemahdades, 3 Tene una..

»nvterm‘rmente
6) Acepta ser mii

‘ O deseo que me atlenda mi qulrupractlcu 1] acupuntunsta

personal quien es el que me ha atendido anteriormente ytlene
mi historial. Estoy por entendida que identificar a un quiroprac-
tico 0 acupunturista solamente es permitido cuando la medical
provider network {MPN) no es aplicable. Sila MPN no aplica,
mi quiropractico o acupunturista: persanal podra ofrecerme

‘tratamiento durante los:primeros 30 dias del control médico del
~empleador, pero un doctor asignado-por mi empleador debera

examinarme:pfimero antes de solicitar que me cambienami

‘quiroprdctico o-acupunturista personal.

INFORMACION DEL EMPLEADO: -

- CODIGO-POSTAL

; v‘r’!RMA DEL DOCTOR

"'HRMADEEMPLEADO»v   . ,:>_: T R




State of California-Health & Welfare Agency-

Department of Social Services

IN-HOME SUPPORTIVE SEHVICES

““PROVIDER ELIGIBILITY UPDATE

COUNTY RECIPIENT # PROVIDER NUMBER SEQ. # RECIPIENT NAME
A |0 @ @ o
LAST NAME FIRST NAME MI. STATUS ETHNIC LANG.
B |0 @ @ @ ELDX |® ®)
STREET CITY STATE Z\P CODE/CT

C o @ ) @

SOCIAL SECURITY # DED./EXEMPT TELEPHONE # SEX BIRTHDATE W-5 W-4

P S C B O MONTH DAY YEAR
D |m @ ® @M F|® ® ™
COUNTY USE REL. OF PROV.|# OF PROV. RECOVERY

E | @ @ @

ACTION BEGINNING DATE ENDING DATE - HOURS SHARE/COST RATE SPLIT SHIFT
Flm DEL @ @) @ | ®) | ®) | @ ®)
G | DEL @ @) ) | ®) | ®) | ) ®)
H | DEL @ ) @ | ©) | ®) | @) ®

PROVIDER NUMBER
A @
LAST NAME FIRST NAME MI. STATUS ETHNIC LANG.
B | @) @) @ ELDX |® )
STREET CITY STATE ZIP CODE/CT

C |o @ @) “

SOCIAL SECURITY # DED./JEXEMPT TELEPHONE # SEX BIRTHDATE W-5 W-4

P S C B O MONTH DAY YEAR
D |m ® @) @M F |® ®) )
COUNTY USE REL. OF PROV.|# OF PROV. RECOVERY

E |m ) ® @

ACTION BEGINNING DATE ENDING DATE HOURS SHARE/COST RATE SPLIT SHIFT
Folm DEL @ ® @ ®) ® @ ®
G | DEL @ @ @ ®) ©) ) ®
H |m DEL @ ® %) ®) ®) 0] ®)

COUNTY VALIDATION
AUTHORIZATION DATE REMARKS
|
VALIDATION DATE REMARKS

J

SOC 311 10/85




STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES PROGRAM
DIRECT DEPOSIT
ENROLLMENT/CHANGE/CANCELLATION FORM

To elect, change or cancel Direct Deposit, please read the attached instructions and complete all of the information requested.

A separate form must be completed for each type of enroliment action.

PLEASE TYPE OR PRINT CLEARLY USING A BALL POINT PEN.

TYPE OF ACTION
1. [ NEW

2. [ CHANGE
3. J CANCEL

(TO BECOMPLETED BY THE RECIPIENT/GUARDIAN/CONSERVATOR)

A.  RECIPIENT NUMBER

gD

B.  NAME OF PAYEE (LAST, FIRST, MIDDLE) TELEPHONE #
ADDRESS (STREET, ROUTE, P.O. BOX) cITY STATE [ziP CODE
C. NAME OF GUARDIAN/CONSERVATOR (LAST, FIRST, MIDDLE) TELEPHONE #
ADDRESS (STREET, ROUTE, PO. BOX) cITY STATE ZiP CODE
D, PAYEE SOCIAL SECURITY # E. TYPE OF DEPOSITOR ACCOUNT (CHECK ONE)
O O by O L
L [ Checking Savings
F.NAME AND ADDRESS OF FINANCIAL INSTITUTION G. ROUTING #

H.  DEPOSITOR ACCOUNT #

oo r

l. BRANCH NAME & NUMBER

J. CHECK APPROPRIATE BOX

L | hereby authorize the County Welfare office to directly deposit my monthly advance payments.
] | hereby authorize the County Welfare office to change my Direct Deposit.
L] | hereby cancel my Direct Deposit authorization.

K. SIGNATURE OF PAYEE/GUARDIAN/CONSERVATOR DATE

White - County copy Yeliow - Payee copy

SOC 404 (8/00)



STATE OF CALIFORNIA
IHSS PROGRAM

Dear IHSS Recipient:

As an alternative to receiving your monthly In-Home Supportive Services (IHSS) advance pay warrant by mail, the State
Department of Social Services (SDSS) is offering you the option of having your advance payment electronically transferred to a
financial institution (Bank, Savings and Loan, or Credit Union) of your choice. Direct Deposit through Electronic Fund Transfer
(EFT) is limited to those financial institutions by law. Direct Deposit is optional. If you choose to continue receiving your
advance pay by mail, you do not need to complete the attached form or take any action.

WHAT IS DIRECT DEPOSIT THROUGH EFT?

With Direct Deposit through EFT, your advance payment is electronically transferred to the financial institution of your choice.
You will not receive a warrant through the mail. Instead, every month you will receive a deposit stub, by mail from the State
Controller's Office, with information about your direct deposit and tax deductions. By the time you receive the deposit stub,
your money will already be waiting in your account. This will save you a trip to the bank.

WHO IS ELIGIBLE FOR DIRECT DEPOSIT?

You are eligible for Direct Deposit if you have been an IHSS recipient for one year, receiving your payment in advance and you
hire and pay your service providers.

- ENROLLMENT INSTRUCTIONS:

* PLEASE READ CAREFULLY *

WHEN TO USE THE DIRECT DEPOSIT ENROLLMENT FORM SOC 404.

To enroll in Direct Deposit, complete the Type of Action section and, sections A through K on the attached form (SOC 404).

1. To sign up as a new enrollee.

2. To change Direct Deposit from checking to savings or vice versa.
3. To change Direct Deposit from one financial institution to another.
4. To change depositor account number within a financial institution.
5. To-cancel Direct Deposit.

WHEN WILL MY FIRST DIRECT DEPOSIT TRANSACTION BE CREDITED TO MY ACCOUNT?

Your first transaction may occur from 60 to 90 days after your request is received by your County Welfare Office. The posting
date of your deposit is the first day of the month, unless it is a weekend or holiday, then it is the first working day following the
weekend or holiday.

IF THERE ARE ANY PROBLEMS WITH THE DIRECT DEPOSIT INFORMATION, IT CAN DELAY RECEIVING YOUR
MONEY BY AS MUCH AS 14 DAYS.

INSTRUCTIONS CONTINUED ON BACK



ENROLLMENT INSTRUCTIONS.

1. To enroll in Direct Deposit, complete the Type of Action section and, sections A through K on the attached
form (SOC 404).

2. A separate form must be completed for each type of action requested.

Example 1 Example 2
FINANCIAL INSTITUTION CHECK NO. 4444 | FINANCIAL INSTITUTION CHECK NO. 4444
HOMETOWN, USA | HOMETOWN, USA
PAY TO THE ORDER OF PAY TO THE ORDER OF
1:112145678 1. 5765432109812 4444 1:112145678 |: 4444 8765432109812
e —— p——— e pr——— e —
Routing No. Dep. Acct. No.  Ck. No. Routing No. Ck. No. Dep. Acct. No.

3.  Please verify your-depositor account number and routing number with your financial institution.

4.  Attach your voided personal check to the upper left portion of the back of the white copy of the enroliment form if
you are depositing your funds into your checking account. This will aid in verifying your depositor account
number and routing number.

5.  For savings account - secure your routing number and depositor number from your financial institution.

SEND THE WHITE COPY OF THE COMPLETED ENROLLMENT FORM TO YOUR COUNTY WELFARE OFFICE AND
RETAIN THE YELLOW COPY FOR YOUR RECORDS.

CHANGING FINANCIAL INSTITUTIONS OR DEPOSITOR ACCOUNTS.

Your Direct Deposit will continue to be deposited into your designated account at your financial institution until the County
Welfare Office is notified that you wish to redesignate your account and/or your financial institution. To redesignate, complete
and submit a new enroliment form with the new information.

DO NOT CLOSE YOUR OLD ACCOUNT UNTIL YOUR FIRST PAYMENT IS DEPOSITED INTO YOUR NEWLY
DESIGNATED ACCOUNT AND/OR FINANCIAL INSTITUTION.

CANCELLATION.

The agreement represented by this authorization remains in effect until cancelled by you by written notice to your County
Welfare Office. In the event of your-death or legal incapacity, it is the responsibility of your estate to notify your County Welfare
Office by written notice. It is your responsibility or the responsibility of your estate to notify the receiving financial institution that
the authorization has been cancelled. If you become ineligible for advance payment, your Direct Deposit will be cancelled
immediately.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY DEPARTMENT OF INDUSTRIAL RELATIONS
CALIFORNIA DEPARTMENT OF SOCIAL SERVICES DIVISION OF WORKERS* COMPENSATION
IN-HOME SUPPORTIVE SERVICES PROGRAM

Distribution:
White - State Compensation
Insurance Fund
Yellow - Employer's Copy
Pink - Employee's Copy
Goldenrod - Employee's Temporary
Receipt

IN-HOME SUPPORTIVE SERVICES (IHSS)
EMPLOYEE'S CLAIM FOR WORKERS' COMPENSATION BENEFITS
NOTICE OF POTENTIAL ELIGIBILITY FOR BENEFITS

If you are injured or become ill because of your job, you may be entitled to one or more of the following benefits provided for you as an
Individual Provider of IHSS, depending upon your individual situation: medical treatment, compensation for lost time related to this injury,
compensation for a permanent impairment, vocational rehabilitation, and/or death benefits. Compensation is based on a percentage of your
earnings. If you are hospitalized or off work for more than 3 days as a result of this injury, you will receive your first payment of
compensation or a notice within 14 days of the county's IHSS worker's knowledge of this injury. Along with your first payment, you will also
receive a pamphlet describing more fully compensation benefits and procedures.

Failure to file this claim will make it impossible for you to receive any late payment penalty that may be due and will also preclude your right
to pursue further legal remedies.

If you need assistance in completing this form or have any questions regarding your work injury, you may contact the State of California
Office of Benefit Assistance and Enforcement by calling 1-800-736-7401. This service is provided to you at no cost. You also may consult
an attorney.

ANY PERSON WHO MAKES, OR CAUSES TO BE MADE, ANY KNOWINGLY FALSE OR FRAUDULENT MATERIAL STATEMENT OR

REPRESENTATION FOR THE PURPOSE OF OBTAINING OR DENYING WORKERS’ COMPENSATION BENEFITS OR PAYMENTS IS

GUILTY OF A FELONY.

PART | - PROVIDER/EMPLOYEE:  Complete the "Employee” section and give the form to the county IHSS worker. Keep the copy
marked "Employee's Temporary Receipt” until you receive the dated copy from the county.

NAME OF EMPLOYEE DATE OF INJURY OR ILLNESS TIME OF DAY D AM.

/ / Ol e

HOME ADDRESS (NUMBER, STREET, CITY, ZIP CODE)

WHERE DID ACCIDENT OR EXPOSURE OCCUR (NUMBER, STREET, CITY, ZiP CODE)

DESCRIBE THE INJURY OR ILLNESS AND HOW IT OCCURRED

WHAT SPECIFIC PART OF YOUR BODY WAS INJURED?

WHAT IS YOUR RELATIONSHIP TO THE iHSS RECIPIENT/EMPLOYER?

SIGNATURE OF EMPLOYEE SOCIAL SECURITY NO:

| gave this form to the county IHSS worker on (date) , 20

PART 2 — COUNTY IHSS WORKER: COMPLETE THIS SECTION AND PROMPTLY GIVE THE EMPLOYEE A COPY AS A RECEIPT.
SIGNING OF THIS FORM DOES NOT NECESSARILY CONSTITUTE ACCEPTANCE OF A CLAIM.

NAME OF EMPLOYER tHSS NO. TELEPHONE
DATE OF KNOWLEDGE OF INJURY DATE CLAIM FORM WAS PROVIDED TO EMPLOYEE DATE CLAIM FORM WAS RECEIVED FROM EMPLOYEE
SIGNATURE OF IHSS WORKER SSW NO.

STATE

COMPENSATION
INSURANCE

SOC 412 (8/02) . IR ‘ FUND



THSS/CMIPS User’s Manual Workers” Compensation Benefits and Claims

BHATELF D84 FORMA » HEALT AND WELFARE ENCY
EMPLOYER: YOU ARE REQUIRED BY LAW TO POST THE INFORMATION
CONTAINED ON THIS NOTICE IN A CONSPICUQUS LOCATION
FREQUENTED BY EMPLOYEES AND WHERE SUCH NOTICE MAY BE
EASILY READ BY EMPLOYEES DURING THE COURSE
OF THE WORK DAY.

—_NOTICE TO EMPLOYEES _

AIEIPM ARG P AL, DERRRPLAN

DEPARTMENT OF
SOCIAL SERVICES
IN-HOME SUPPORTIVE
SERVICES PROGRAM

Medical Care-All authorized medical expenses are fully
covered. if you need medical care, you will be referred t0 a
local doctor, Should you still need care 30 days after
reporting the injury, you may he reated by a physician of
your own choice. (You may be treated by your own
personal physician immediately following your injury if you
have notitied your employer in writing before the injury
occurs of the name and address of your personal physician.)
For further information, please contact your Employer's
County Social Services Worker.

Disability income-{f hospitalized; or unable to work for
mare than three days, you wilt receive income egual to two-
thirds of your average weekly pay, up toa legal maximum

When a job injury occurs...
Be sure that:

Necessary first aid and appropriate emergéency treatment is
provided immediately as required by the natwe of the injury
{even if the employee has previously notified the employer
that he wishies to be treated by his own personal physician}.

The injured employee is taken to a doctor or a hospital, as
NECesSary.

The accident is reported immediately! Any delay in
reporting may delay workers' compensation benefits.

activity.
Your employer or ifs insurance carier may not- be

fiable for the payment of workers' compensation benefits
for any injury which arises out of an employee’s voluntary

BN S5 R

Our Work;rs' STATE

Compensation  NOURANGE
Insurer is: F UND

50
‘f a ]Ob | njt.l!’ OCOUVS... i you become injured or it because of your job, you will be entitted to

automatic benefits under the California Workers' Compensation Law. These benefits include:

per week. if you receive a permanent disability, additional
payments will be provided,

Rehablfitation-f your injury or iliness prevenis you from
returning to your same job, you may be sligible for
vocational rehabilitation and retraining.

Death Benefits-Should the injury cause death, a benefit will
be pald to dependents.

Important-Always immediately notify your Emplayer's
County Social Services Worker of any work-related injury or
iliness. If you have any questions or wauld like more details
about workers' compensation benefits, please cali the Office
of Benefit Assistance and Enforcernent at 1-800-736-74071.

Emergency Phone Numbers:

Social Services Worker {name and telephone)

Hospital {name and telephone)

Ambulance {name and telephone)

Fire (telephone) Police (telephene)

ettt e
Concerning off-duty recreational, social or athletic

participation in any off-duly recreational, social, or athlefic
activity which is not a part of the employee’s work-related
duties,

This notice is in compliance with Section. 3550 of the Labor code which states in part thal every employer subject to the compensation
provision of the cade shall post, and keep posted, in & conhspicunys {ocation a natice which shall state the name of the current compansation
Insurarices tarrer of such employer. In addition, tis posting nolice foflows State adminisirative glidelines under the “employee information’
faw for providing inforrsation to employees about workers' compensation benelits,
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What is workers' compensation?

Al no cost to you, it is insurance that the aw requires your
exaployer o carry to help vou i vou are ured on the jab
or it you become 1l due 1o your job,

Whatis a workers’ compensation injury or illness? .

Arkinpary ordlloess that orcurs due w eraplovment §s consicered
a workers’ compensation injury or Under workers’

- compensation law, you will receive help i vou are injured,

no matter who was at fault

Workers' compensation covers various types of events, inju-

vies, snd ilnesses. You conld et hunt by one svent st work,

such as hurting your back in a fll, or by repeated exposures

at work, such as i*&m@m your wrist from doing the same
motion over and over

What is State Compensation Insurance Fund?

We are the nsurance carvier your empiover has chosen to
provide its workers' compensuion coverage. W have more
than 90 vears of experience provicing workers compensation
throughow California

ls workers' compensation the same as

State Disability Insurance?

No. Workers' comapensation is only tor injuries or tilnesses
thar oceur due to sraplovment. State Disability Insuranes
i;*’%‘z%“’%i“% 1 for injunies or lloesses that are not workerelated,
and it is 2 benefit that the Employmen Developent
Department provides,

Preguntas y Respuestas

¢Qué es la.compensacion a los trabajadores?
Es un seguro que su empleader debe contratar, por ley y sin
ningun costo para.usted, para ayudarlo en caso de que sufra
alguna lesion en el trabajo o se enferme a causa de su trabajo.

;Qué es una enfermedad o lesidn susceptible de

compensacion a los trabajadores?

Toda lesion o enfermedad causada por el trabajo es consid-
erada lesién o enfermedad susceptible de compensacién a los
trabajadores. De acuerdo con la legislacion vigente en materia
de compensacion a los trabajadores, usted recibira ayuda si

sufre una lesion, independientemente de quién sea el culpable.
. Lacompensacion a los trabajadores cubre diferentes tipos de

acontecimientos, lesiones y enfermedades, En el trabajo, usted
puede lesionarse por un acontecimiento, (por ejemplo, lasti-

- marse Ja-espalda por.una caida); o:bien, porla reiterdcion de una

deteritiinada actividad, (por ejempla. ldstinarse la mutieca por la
epeumon constante de ut movi

Insurance Eund?

§omos h compafifa de segiros ueha‘elégido su empleador para
~suministraf la cobertura de compensacion alos trabajadores.

Contamos con s de 90 anos de experiencia en el suministro

*de seguros por.accidentes o enfermedades laborales et el estado

de Cahfm ma

g,ES la s:empensamon a !as trabajadores lo mismo

que el Seguro Estatal por Incapamdad?
No. La compensacion a los trabajadores es s6lo para lesiones o

. enfermedades que ocurren debido al trabajo. El Seguto Estatal

por Incapacidad (SD1) cubre lesiones o enfermedades que no
estan relacionadas con el trabajo. Es un beneficio que brinda el
Deparmmemo de Desarrollo del Empleo



How does this coverage affect my

own health insurance?

_ Workers' compensation is separate lrom personal health-
Care insurane fi?;\?}i\ S&'}?}i}%ﬁf‘@ii{}i} surance covers
workrelaied i¥“§§§§r§&§ and iinesses only There s no deduct
shlee—the msurance carrier pays all approved medical bills,
It = important to et the treating doctor know if your injury
s work-related.

How do | file a claim? .
1 vou are injured on the job as s&:s:m as you can, &E\E vour
supervisor that you have been hurt. Except for first-aid
mjuries, vour em@iﬁyaz‘ will provide you with a clam lorm
on which vou can describe y@m imjury, as well as how, whan,
- and where it occurred. Return the compieted form 10 your
. er who will send it to us. We will then get in toueh
you to explain the benelits b which you may be entitled.

What are my benefits and rights?

Within one day after an employee fles o claim form, the
faw requires the employer to authorize medical treaument as
~ required and limited by the law, until the z:i&am is aecepted
- or rejected, up to a lirsit of $10,000 in total. All medical
treatment s provided in accordance with the medical tea
ment atilizaton schedule.

1 State Fund accepts vour claim, State Fund will pav all
approved medical care that is reusonable, necessary, and
supported by evidence-based treatment guidelines This care
« m&? include doctors, hospital servie
rays, medicines, and related ressonable nansponation
w;;m es, For i tnries on o alter January 1 2004, there are
Hmis on iim number of {hm\gxau.x m,wgmismiﬁ *%zx&mpiy

balance-due bills after we
1 you receive any bills. or a medical p
pharmacy dermands pavment up-front, contact your claims
represeniative right away to direct vou elsewhere

WWe wall also pay a portion of your lost w %ﬁ& i you cannot
-~ work due 1o the injury. This benefit is called temporary

disability. If your injury or illness results in a permanent

fpairment thar dirminishes your future catning Gapacity, we
will also pay vou permunent disability benelus. Tn the event
of & work related death, we will pay death benelits o vour
qualified surviving dependents,

o review medical-treatment requests fram your physician
through a utlization review (UR) process. This roview process
tnveives doctors and other health consuliants reviewing
vour medical-treatinent needs by lollowang medica-teatiment
gmﬁaim@&e approved by the adnunistrative direcior of the
of Workers' @mg@am&ﬁ Q). There are i
pprove, . modify, delay, or ¢

from your physician.

How is temporary disability caleulated?

The weekiy temporary disabiiity rate s two-thirds of youwr
average weekly earnings, subject to minnmum and maximin
amounts that are determined by law. The minimum and

: ”05"pondte'mas'en'conmcto con

al therapy, lab

: J}e qué manera afecta esta cobertura
- al'seguro de salud?. '
L compensacitn a los traba]adorcs es mdepcndu nte del seguro
" de salud personal: El s
~ solo ¢ubre lesiones y enfermedades relacionadas con el trabajo.
- Noexiste deducible, ya que la compama de ‘;egumq paga tod“\s

uro-de; compensacion a los trabajadores

uele a su’ 9upervu;0r tan pmn—”
§ 2 lesion. ‘Excepto en lesiones
de pnmeros au*ﬂhos st t:mpleador le entregard un formulario v

- de; rcdamos en d qw, debud dLSLI'le‘ su, lesmn y adarar Lomo, E

ed para exphcarle los beneﬁ—

iosa los que; puede acceder:

: G{;uaies son'mis derechﬂs y heﬂeé‘;cms?
.+ Hasta tanto se acepte o rechace el reclamo, 1a legislacion vigente
- obligd al empleador a-autorizar tratamiento médico por un valor

maximo de $10,000 en total dentro de las 24 hotas posteriores
ala presenracwn del formulario de reclamos, conforme a las -

: +limitaciones de'la leglslamon Todo: tratamiento
médico se realiza conformie a su cotrespondiente progmma de
uuhzauén o

S State Fund acepta su reclamo, pagala toda la atencion médica

aprobach que resulte razonable y negesaria y que esté sustentada
por las pautas de tratamierito basddas:en las pruebas. Esta aten-
cion puede incluir los: gastos para médicos, servicios hospitalarios,
terapia fisica, pmebas de labma_mnOS rad,lograflas medicamentos
y transporte relacionado. En el caso de lesiones posteriores al 1ro
de enero de 2004, existen restriccionés en la cantidad de sesiones
de terapia ocupacional, fisica y quiropractica.

State Fund pagard todo el tratamiento autorizado para que

usted 1o reciba ninguna {actura. La ley establece que usted no

. es responsable de las facturas con saldos pendientes o copagos

después de qué Hayamos p'dgadb al proveedor. Si recibe alguna
factuira o el proveedor de servicio de salud o de la farmacia le ex-
ige pago por ade pongase en contacto de inmediato con
¢l representante de reclamos para que lo derive a-otro lugar.

fam bién p.agaremos parte de] salario-perdido si no-puede: 1rab‘a—
¢ on. Este beneficio:se denomina : o




maximum amounts that are in effect devend upon vour date

10 Rates 2002 2003 2004 2005 2006 2007
éActuaI ‘ |
EWages
$490

| Minimum $126 %$13225

Maximum 728 [$a4o |$840 $881.66

_ We recalculate temporary disability payments e
- more years after the injury o teflect the rates §
lime ol payment. .

When does temporary disabiiity start and sto
1 yous are w&%&%& to work for mare mm . wﬁemig :

3 ¢ ‘&%"éﬁi’fi’? §;m§ are
unable to work f‘ar more than U calenchar davs, or il you
are hospitalized a5 an inpatient. You will receive wmporary
disability (TD) payments every two weeks during the tune
vou qualily for this benefin. G disabill

. imgz& whe
siclan releases you for work
reached 5 point ol nai ‘
will not be extended beyond 104 mmwm&iﬁ Wﬁiﬁk& W’I@?&%
two years alter the initial TD pavinent. (Exempt are corain
injuries a%;&% Lypeniy ! take longer 1o heal, they are subject
24 it il

ira reeibir el pago a parur del cuarto’ - .
rizacion medma 51 no

_debe hospuahzar Rec1b1r’ 0s pcr dlscapacuiad temy poral
cada dos semanas. mientras retna |

imo. Los pagos por.TD no se extenderan mas
1‘1de 11_ables dentro de 105 dos anos

Your z;m%i%{mg for ;&i%ﬁii‘i&ﬁ&% state disabilit v benefits

Haw is permarnent d%Sﬁ%’}%ié‘?‘g calculated and paid? Desdrrollo de Fmpleo de su cahiuaaén para benefc10> adicionales

Your examining physician will repon on any permanent estatales de discapacidad.

impairment that may be considered a permanent disability ¢Como se calculay se paga la discapacidad
Under workers’ compensation law, a permuanent disability ‘permanente?

rating involves the use of a specialized formula, This formula :

considers your age and oceupation at the time of your ijury
or Hiness, diminished huture eaming capacity, phas any
permanent impairments that the examining %‘W‘sm&m Ty
m%gg@m The permanent :imbﬁﬁy m{mggaii& specific

nédico qu Bl ‘atlende mformara todo problema permaneme que
permaneme De 1cuerdo con la

] §§§mﬁ¥m %ﬁg&& you receive ;}&ymfma Wﬁ*g"y Lwo %&&&ﬁ u
. your permanent disability rate. This rate is equal to two-thirds
of your iverage wvf@%{”é} wages at the tme of injury, subjeat
o Th

07/1/36-12/31/02

$140 $185

$160 $185

$170

$185  $200

$230 $230  $250 8270 §270

S230 Hasta 14.75%

Hetsaziisn

:| Minimum per week: $ 70 $100 $105 $105 $130

T T———




When ié@ég gs%s*ms’%@%&% ﬁssaé&is‘ﬁ start %i‘%iﬁ giﬁg’?

& §‘ : 3
‘g@a&*ﬁ&g& %&zxg?z 1§§*§§i§§ 14 é’%‘% ter the iﬁfi‘ﬁi alion of -
porary ii?%&i‘?%éiﬁ Hwe konw §§“§e extent of vour permanent
m&%‘%ﬁ‘i} we will continue the pavments every two weeks
* until we have paad the Tl benelit H we do not know the
extent of vour permanent disability, payments
i .

%ﬁw are ﬁ@&i@ §3§§‘§§§§5 cal mmg and géazii‘?
. 1he total death beoelit 8 contingent on the ntenber of surviving
. partial and ol dependents 4t the tme <&§° iy ot si%ﬁm

per week until we have paid the tonl @&&ﬁ‘& benelit or i
dependency involves a minor child, unul the minor child is
. 18 vesrsold. For injurics on or &iiw}mmm 1. 2003, benelus
© will be paid lag dependent child for life when physically or
i . . able sh

07/01/96712/31/05 20086 - 2007
Single total dependent $125,000 $250,000

|
No total dependents and one $125,000 $250,000
or more partial dependents

Single total dependent and one $145,000 $290,000
_iormore partial dependents

Two total dependents $145,000 $290,000

Three or more total dependents 31 60 00(] $320,000

- What s the role and function of the primary
. treating physician?

*r;i{ii? the §§§§§§§ work you ¢
&i&y@%}ﬁz rec ting. refer you to speciuiats. U necesay,
and write medical reports that will affect the benefits you
teceive.

treatment.

What is the State Fund Medical Provider Network?
State ?uz&é& Mﬁ%ﬁéﬁ:&i Provider Metwork (MPM) is made up
of physi ] ser

{}:ﬁgpﬁgm*x ‘ * ~
general arens of medicine. If necessary, the MPN will provide
wﬁwﬁwﬁ; 1o treat vour injury ot lness.

If your mjury ar iliness is due to employment, the State F‘wé

que detemnnemos qu1ene5 son deptnchentes

208 el. benef_icio'en' caiso de muerte, de acuerdo

| mw‘gg&amﬁwﬁ@&@w@&w |

+
|
personas percidmene %

cbe al 1r1bajo la btate }und
et pro )




authorized medical treatment. These medical gmwidvm will
~ provide quality medical treatment based on the unibzation
- schedule developed by the sministrative director of the DWC

To meer medical aceess standards, an MPN must have at least
thiee physiclans ol such ww;ﬁz? expecied Lo lreal common
injuries experienced by inlured employees on the basis of the
type of cccupation or industry nowhich the employec is
employed. An MPN must have a primary treating physician
wnd a hospital for emergency health-care services ora
provider of all emergency health-care services within 30
minutes or 15 miles of each covered employees residence
or workplace An MEN must have providers of occupational
health services and specialists within 60 munutes or 30 miles
of a covered employees residence or workplace,

ndustriaenla
tar con unmédico -
o ' icios de atencion. .
How do | get medical treatment? icios...
Alter you hile a claim, yvour emplover will refer vou o an
MPN facility for irntial treatment within 3 business dhays for
DOT-SImeTgency services,

1 vou are temporanly working owside the geographical
service area of the Medical Provider Nepwork, and you are
_miured op the job, you should seek xwmmqr m;simmi &t
%%*g nearest emergency room. Hyouare injured onthe ;{33
%‘m{ i m*t an yme*‘zwmy you Qma i§ wsﬁ} your &&;m e .

i o de la MPN parael
gshwman, ‘r’b{z must contas igiientes. Si esta

i additional treatment 151

se lesiona en su trabajo, debe
adala de emergericias mas

no de emergencia,

debe comunicarse con st ajustaddr de reclamos, el: Centro de

an emergéncy fo

room: ngh Y "r may advise you whereto go - Atencion de Reclatnos las 24 horas de State Fund, o su médico

;fqr {trearm Tel the health-care provider who treats you de atencién primaria. Si es necesario un tratamiento adicional y
that your injury or illness is job-related, and, if possible, give continuar el tratamiento autorizado con un médico disponible

- your empioyets : rkel“:. Lompensatlon carrier mi"orm"mon de la MPN, debera ponerse en contacto con SLate Fund o con su

: : : emplmdcu

Canl change my
Yes, alter the inual medical evaluay
you bave the right o choose another
¢lan or subsequent physician from L

v an M

aumlento Comumquele al medlco
Tenfennedfld estd te]acmnad'\ con

How do | choose a doctor?

You may obwain a &g;mm»&ﬁm listing of MPN &wmr» by going

to MEDfinder MPN at wawwscif com. You may also obtain

a regionalavea listing by iﬁa&;ﬁ‘aﬁ‘s;‘fﬁii& or sending a watten

request 1o vour caims adjuster, if one has been &,\&Lgmii Lo

vou, or by calling Stae Punds Clams Repotung Center a

(888) 2223211, Hyou s Wﬁﬁ%& to %& ina complete hard-copy

 list of all MPN providers . nd MDN
i:zfg sending an e “ma*é o @@m@‘@@\\g@ _orbyealling

(866) 436-0204 or by sending 4 woitlen request 1o

State Compensation Insurance Fund

Autention: State Fund Medical Provider Newwork
900 Corporate Center Dr.

Monterey Park, CA 91754

octars, you - “desea obtcmr una copm dela ltsLa complcla de mdos ]os prov-
octor) o - eedores de la MPN, comuniquese con la MPN de State Fund

expertise

After you receive a regional-area listing of MP
may select a tmating doctor {or any subseq
the basts of the physicians specialty or recogr
in treating your particular injury or conditon:”




i there are less than three primary treating physicians within P do un correo electromu) a mfmpn@saf com, llamando
15 miles of vour location in a specialty appropriate 1o treat ol »(866) 436-0204, 0 enviando una peticion por escrito a:

VOUT inurg v w&a Ty choose your own doctor ot provider
outside the MPN network. For assistance you may contact
vour ;i&}m{u,_ ;% ome has been assigned 1o you, or the Swie
Fund Claims Reporting Center.

State Lompensatlon Insurance Fund .~ -
- Attenition: State Fund Medlcal Provider Network
*900.C orporate Center Dr.
. Momerey Park, CA 91 734

s

Amlableto g}méswmie a personal physician?
Yes, provided that you have p?&fﬁmgmwﬁ the dmm"f ora
miliispecialty medical group of ticensed doctors of medicine
or osteopathy (MDs or DOs) that provides comprehensive
medivsl services primarily for m}m:mx;;g«am}mi iruries and
iliness before you are injured and your emplover offers grouy
health coverage (HMO/PPO/HCO). Your predesignated
physiclan roust meet the following requirements:

de éste oSl expenenma reccmomda enel tralarmemo de
su lesién o enfermedad: pamcular

'emstc.n menos de tres médicos de atencién prml'ln’l dentro de

adio de 15 millas de donde usted se encuentre, que tengan
la. especialidad que usted selecciona; es posible que se le permita
elegir a'su propio medico o proveedor fuera de la red MPN.

: uese con su ajustador.de reclamos, si es que se le ha

signado uno, o al Centro de Atencién de Reclamos las 24 Horas’

e:Fund para obtener ay da' R

iPuedo pfewamente des;gnar un médico persanai‘?
e 51empre que prewamente designe al medlco oaun grupo

» Must be your regular physician,

s Must be your primary care physician or your yhm»
clans mntegrated multispecialty medical group

* Must be licensed per Business & P Professions Code.

‘fj o Must hdve prevlouslv prowded your reatm

* Retains your edical records, ine

Ag&m to be your nr{*&s@i@&iﬁﬁ ph

oyer the name
and mﬁdm ) Sheidn hy b integrated
mmim;}gcm_ Aoy ‘ |

h:ayan presentado antes de la
y su empleador Je ofrezca cobertura médica de grupo
O/HCO). El médico designado por usted debe cumplir
“eon I()s s1gmentes Tequisitos:

93 Debe ser su médico de caberem

mm;@ ifeatment vou Wlll e able :to:choost your physman o + Debe ser su médico de atencién primaria o el grupo
,wnhm the MPN." " _ S  médico de multiespecialidades del médico.
CEaAT §§§“€I{i€*3 gn&%@ a ;}8]’80!’38] Gi’} mpracmr * Debe tener licencia conforme al Cédigo de Negocios
or acupuncturist? S y Profesiones.

~* Debe haberlo atendido previamente.
a personal chirapr
to the date of your |
the employers phys sician 10 mut pu\mwi Ema;)m{:mr ¢
goupuncturisy This request for a change of physician may -
be made at any tme alter the zm{m% treatment provided by
your employer.

Tel G onserva sus registros médicos, mc_]uldd 1a historia
clinica.

. .Esta de dLuerdo en-ser su mf.dlw prwmmcme designado.

Pam demgnar prewamemc wsted debe darle a suempleador el
e y dlreccmn desu- edlm personal o su grupo personal
' édicas por ésc ntes de

What do | do if | disagree with §‘§§§s‘ sﬁmmg s
diagnosis or treatment?
1t s your responsibility 1o advise your :saigmier of {h&: dispute
and request o second optaion. You will need 1o select n doctor
o specialist [ror the list of MPN providers. You need 1o
make an appointment with the selected doctor within 60
days I you do not make the appointment within the B0-day
period, you will not be allowed 10 have 2 second opinion
witht segard 1o this disputed dugnosis or treaiment by this
treating physician. (For more details on this MPN process,
sce Employees Guide to the State Fund Medical Provider
Network, lorm 131760

How can | return to work as soon as possible?

To help you return o work as soon as possible, you should
actively communicate with your teaiing docior, claims
representative, and employer about the Kinds of work you
can do while recovering. They may coordinate effors o



i youto noditied gﬁg}&:} or {;séw Wm’% that is m&{ﬁmﬁv
. odified dut . .

<}§‘ iliness.

May | file a workers” compensation claim
ifanin m 0Ceurs m&azsﬁ@ of wark?

;Em} recreationa
ol vour wark- mx{&i dutes

Note: Workers' compensation fraud kows make 1 a felony for amvane
o fx&f a false or fraudulent statement or to submit a false report or

. HYOHE Caug gx{}‘mym
will ?& prosec gf{{i If canvicted, the person can face up to 5 years in
prison andior up to a $150,000 fine.

Whatifi hém a recurrence and reguire

¥ ical care for your injury
original i&%ﬁ‘{&‘iﬁ{i{ has ended, you §3§’§§ ori full 3&&@: &f{s&:
your last treatraent to notily us ol your tequest for more
metical care,

Whatif | have to change my %m@ of wm’k %}&mm&

~ of aworkers' compensation |
- For injuries belore January | 2004 dvouane unable 1o

. return 1o your job due o a workers i‘{}mgxm&iﬁﬁ *:g%&{?
yOou may {,gmix{;, for vocational rehabilitation benelits. Your

- rehabiliation pim may be as simple as a modification of

© yout current job o accommodate any Hmitations yvou have

* suffered, or it may nvolve taining for a new job, Our

- vocational rehabilitation counselors will §§§§§3 you obtain any
. needed services

- For injuties before famuary 1, 2004 o represenied employee
- may agree to settle s o her nght to futare vocational reha-
© bilitation with 4 one-time payment which cannol be mor

. than $10,000.

 Tor mjuries on or after January

004 §§x:zm mgzxf’x

. results m permanent disability, and you are unable 1o return

10 work within 60 days after the last payment of temporary
 dissbuity and your mmﬁ&w{ does not ofler modified or

- aliermaiinve \m& 2 nonansierable voucher for education:
"

) §§a crment Benefit 1
shows the specific muges of the henefit.

Permanent Disability Level -$JDB Voucher Amount

Less than 15% Up to $4,000
15% to 25% Up to $6,000
26% to 49% Up to $8,000
50% to 99% Up to $10,000 L

fijar una cita con el médico
o fijalacita en el periodo -

rma activa con €l medmo tratante, el represemmte
plcador para conocer los tipos de trabajo
upera. Ellos podran coordinar
¥ reallza'r una tarea modlﬁc’\da

Nota: la leg,tslacum en matena de fraude en'la campemaaon alos
trabajadores considera delito grave presentar una declaracion fal-
sa o fraudulenta o enviar un informe o cualquier documento falso
con el proposito-de obtener o rechazar beneficios de compensacion
a los:trabajadores. A los culpables de tales ilicitos:se les iniciard
un procedimiento criminal. En caso de ser declarada culpable, la
. ‘persona pitede enfrentar una condena de hasta 5 afos-de prision
‘y/a U élimuita de hasta $150,000.

: e si los sinfomas feaparecen ¥ neeesrm
onti ﬂuar on !a atenc fm medma?

puede consistir en Ia capacit:
s:en rehab "taaon .



What protects me from discrimination ?{3?

 filing a workers” compensation claim? .
1L is iflegal for your employer to punish ot fire wz} §m ha

a work injury or iliness, for filing a claim, or for testifying in
another gms&rw workers compensation case I ?i&i‘s‘*‘i}»}%&
iy teceive lost wages job reinstatement, lnereased beneling
and cosis and expenses up 10 limits set by the state. If you

'C or withoan antoraey

What i | have §'§£§§ soreived the benelits thar

| think | should have?
I you have not received the benefits you think you should
 have, ask for an explanation b State Pund clams
« fﬁ‘;&?ﬁ:&ﬁ&i&%ﬁ Misunderstandin
do acour, bat you can resolve most of them by lking with
your claims representative. 1 you are not satisiied with vour
claims represeniative’s answers, you have several options
You have the right to consult with and be represented by an
attorney. You can consult with an mformation and assistance
_ officer of the DWC. You can also lile an Application for Ad-
- sudication of Claim with the Workers' Compensation
| Appeals Board (WCAR) 1o resalve your claim formally.
¢ Lhe idoroation and assistance officer can help you file
- the Apphcation for Adjudication of Claim,

. Are there time limits for filing a claim?
 Yes. Generally, the law requires you to provide your em-

¢ ployer with notice of your injury within 30 days of the date
. of iwjury. In addition, should you disagres wi Ath anv ol our

. actions, tn order 1o protect Your rghts You roust COnnnencs,
proceedings before the WCARB by filing an Application for -

Adjudication of Claim within ane vear of the date ol infury;

©oorone year ram the last {ammh;ﬁg of indemnity or medi-

- cal-treavment benelits by your i%i;@%ﬁ}ﬁ or State Fund. It is?
very imporiant thas you sl promptly so ss not o oisk losing

. your benehits because vou waited too long,

- lalesion 1& produce una.

E 'alguna de nuestras medldas para proteger sus derechos debe

+ rilzagion o ben
- cionado su unpleadm o State Fund. Es muy importante actuiar

ad p(.nndngnte no puede
rt,gxe:,ar a bu traba]o dentm de 109 60 d1as pmtenores al ultimo

K ofrege un Lrabajo ahemam 00 mod1ﬁcaclo selec otorgara un vale
no transfenble para cubrir costos relamonados con su tducaclon

-permanente ;. - Manto del vale de'SJDB |
O ;.-Hasta$4(lﬂﬂ .
. De 15% a: 25! Hasta $6,000
i”De:é‘E% ad®% -Hasta$8000
;».L)ga"ol% g - Hasta $m».bcov 1

. _(.ﬁse me pro{ege contra la dmcrxmmacmn por
: presemar un reclama de.campensamon alos

adores? :
gal que su empleador lo's sancione o desplda por sufrir.una
1 0 enfermedad laboral, por presentar un reclamo o por pre-

star declaracion en un caso de compensacion a los trabajadores’
_ de-un tercero..En caso-de comprobarse alguna de estas infracciones,
podré recibir los salatios perdidos, la reincorporacion al trabajo,

beneficios adicionales y los costos'y gastos hasta los Huries esta-
blecidos por el éstado. Si considera que ha sido discriminado a
causa de su lesion, debera analizar sus derechos con un funcio-
nario de informacion y asesoramiento del Division of Workers’
Compensation del estado o bien con un abogado.

¢Qué ocurre si no recibo los beneficios que

-considero que debo recibir?

Si no ha recibido los beneficios que considera que deberia reci-

- bir, solicite una explicacién al representante de reclamos de State

Fund. A veces se producen malentendidos y errores, aunque
podra tesolver 1 mayoria de ellos habl: andé con su Tepresentante
de reclamos. -

© Sino queda satisfecho con las respuestas del representante de
' rz_damos cuema con dwersas opuones Tlcne el dcruho de

demas en caso de t{ue no esté de m.uerdo con

iniciar una deraridd ante el Workers* Compensation Appeals
Board presentando tina solicitud de arbitraje de reclamo antes de
Lumphrse un afio ‘de la fecha de 1a lesion o de'la Gltima indeém-
ficio de-tratamiento médico que le haya propor-

de'inmediato para no-arriesgarse a perder los beneficios por
demorarse demasiado. .
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To our policyholders:

California law requires employers to provide a form on s&_n: ma_u_oﬁmmm may indicate the name of their
personal physician or personal chiropractor. The form must cm.vgsﬁ_& to new hires either at the time the
is hired or by the end of the first pay period.

employee i
This form is available from your State Fund representative at no cost to you. Keep a supply on hand.
Document personnel records, indicating when this form ﬁmm._uasama and when it was returned to you

*

PLEASE SEE mmﬁmNMm SIDE.

After completion by employes, keep original in the emploves's mmga::vm_ém a

rovide a copy Lo yowr employes.




Employee’s Predesignation of
Personal Physician Form

» inn order for an smploves to predesignate a personal phys
cian, the emplayer must offer group health insurance.

"= Para. que un- empleado pueda previamente deSIgnar sy meduco »
personal el empleador debe ofrecer seguro médico-de grupo.

* The employee may use the predesignation of personal e Sl se han cumphdo todos los ¢ otros requenmlentos, el empleado
shysician form to name a medical doctor or dactor of © - puede.utilizar.el formulario de designacién previa del médico
osteapathic medicine or the personal ghysician’s integratad ~ personal para nombrar a un doctor médice o un doctor de me-
multispeciaity medical group if all other requirements are mat, - dicina osteopatica o el grupo de meédicos de muluespecnalldades

integradas desu médlco persanal. -

= Tha physician is not required to sign this form, butin lise

of a signature, other documentation of the physician's - #No se requiere la firma del médico en este formulario, pero en
agreementis required - lugar de und firma, otra: documentacnon de! acuardo del:médico

esrequerida.
For the employee:

. o  Para el empleado:
i1 am injurad on the job, | wish to be treated by my personal mpl :

physician or my personal physiclan's integrated multispecially * . Sime lesiono en el trabajo, deseo que me atienda mi doctor
medical group, who meets all the following requiremants: © personal o el grupo de médicos de multiespecialidades inte-

{1} is my regular physician, (2} s my primary care physician ~ gradas de mi doctor personal, quien llena todos los siguientes

ar intagrated multispecialty medical group; (31 is licensed . requisitos: 1) Es mi médico regular; 2) Es mi médico primario de'
ser Business & Professions Code, (8} has previously pro- cuidade o grupo médico dé multiespecialidades; 3) Tiene-una

vided my treatment: {5} retains my racocds; (B) agrees o be o dig 6n de) Business: &}Professvons Code; 4 Me -
my oradesignated physiclan . ha te;

5) Tiene % mantieng mi historial medrco 6) Acepta ser mi

Or 1 wish 10 be treated by my personal ehiropractor or médico designado.

acupunclurist, who has treated me belore and has my
records.  undarstand my identiication of 2 personal b, deseo que me atlenda mi qmrnpractlcu 0 acupunturista

chiropractor or acupuncturistis allowed only i thers iz no ’ personal quien es el que me ha atendido anteriormente ytlene
m&{imai ;}m{;ﬁer network (MPN) applicable. If !i\% MPNis oo mihistorial. Estoy por entendido que identificar a un quiroprac-
: ) tico 0 acupunturista solamente es permitido cuando la medical

: | y during the first 30 days of the employer's provider network (MPN) na es aplicable. Sila MPN no aplica,
LA medical cnntml hutfmustfirstbe evaluated bymy oo miquiropréctico o acupunturista persenal podré ofrecerme
employer's physician before | may request a change to my A tratamiento durante los primeraos 30 dias del control médico del
personal chirapracior or scupuneturist wr empleador, pero un doctor asignado por mi empleador deberé
. S - ‘examinarme primeroantes de solicitar que:me cambien a mi
EMPLOYEE'S INFORMATION: ~ quiropréctico o acupunturista personal.
,iMFORMA(}iON DEL EMPLEAD(}
RAME
. NOMBRET

oy - T F

YOUR DOCTOR'S INFDRMATION:

_ NBNIE OF DOLTOR SN/ NAME OF PERGONAL PHYSICIANS

MOLTISPECIAITY MEDICAL GRpue oo »nwu&mspém

&y L7 i

'ESTADO - -CODIGDPOSTAL "=

BUCTOR'S SIGNATLRE

FIRMA DELDOCTOR

EMPLOYEE S SIGNATURE DATE | FRVAGEEWERDD  HO@



FORM SAMPLES
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STATE OF CALIFORNIA — HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

CONFIDENTIAL REPORT -
NOT SUBJECT TO PUBLIC DISCLOSURE

DATE COMPLETED:

REPORT OF SUSPECTED DEPENDENT ADULT/ELDER ABUSE

TO BE COMPLETED BY REPORTING PARTY. PLEASE PRINT OR TYPE. SEE GENERAL INSTRUCTIONS.
A. VICTIM [ Check box if victim consents to disclosure of information [Ombudsman use only - WIC 15636(a)]

“NAME (LAST NAME FIRST) “AGE _ |DATE OF BIRTH |SSN GENDER  |ETHNICY | LANGUAGE (¢ CHECK ONE)
OwmOe [J non-vereaL [ ENGLISH
[ otHER (sPECIFY
“ADDRESS (IF FACILITY, INCLUDE NAME AND NOTIFY OMBUDSMAN) CITY “ZIP CODE “TELEPHONE
*PRESENT LOGATION (IF DIFFERENT FROM ABOVE) oIy “ZIP CODE “TELEPHONE
[ etoerLy 65+) (] DEVELOPMENTALLY DISABLED ] MENTALLY ILL/DISABLED (] PHYSICALLY DISABLED ] UNKNOWN/OTHER [0 Lives ALONE [J LIVES WITH OTHERS
B. SUSPECTED ABUSER v Check if(] Self-Neglect
NAME OF SUSPECTED ABUSER [l GARE GUSTODIAN (type). [ raRENT [ SONDAUGHTER [ OTHER
] HEALTH PRACTITIONER (type) [0 spouse  [J OTHER RELATION
ADDRESS “ZIPGODE | TELEPHONE GENDER | ETHNICITY | AGE | D.OB. HEIGHT |WEIGHT | EYES | HAIR
( ) Om OF
C. REPORTING PARTY: Check appropriate box if reporting party waives confidentiality to: (1 v Al [0 ¢ All butvictim  [J v All but perpetrator
"NAME (PRINT) SIGNATURE OCCUPATION AGENCY/NAME OF BUSINESS
RELATION TO VIGTIMHOW KNOWS OF ABUSE (STREED) ) (ZIP CODE) (E-MAIL ADDRESS) | TELEPHONE

( )

D. INCIDENT INFORMATION - Address where incident occurred:

*DATE/TIME OF INCIDENT(S) PLACE OF INCIDENT (v’ CHECK ONE)
] own HoME J cOMMUNITY CARE FACILITY [] HOSPITAL/ACUTE GARE HOSPITAL
[ HOME OF ANOTHER ] NURSING FACILITY/SWING BED [ otxer (Specify)
E. REPORTED TYPES OF ABUSE (v’ CHECK ALL THAT APPLY).
1. PERPETRATED BY OTHERS (WIC 15610.07 & 15610.63) 2. SELF-NEGLECT (WIC 15610.57(b)(5))
a. PHYSICAL
[0 ASSAULT/BATTERY b, [ NEGLECT ¢ [ ABDUGTION a. [J PHYSICAL CARE (eq., personal hyglene, food, clothing, shefter)
[ CONSTRAINT OR DEPRIVATION ¢ [] FINANGIAL 0. ] OTHER (Non-Mandated: eg.. b. [ MEDICAL CARE (e.g., physical and mental health needs)
[0 SEXUAL ASSAULT d. [0 ABANDONMENT deprivation of goods and c. [ HEALTH and SAFETY HAZARDS
[0 CHEMICAL RESTRAINT e [ ISOLATION services: psychological/mental) d. [0 MALNUTRITIONDEHYDRATION
[ OVER OR UNDER MEDICATION : e. [0 OTHER (Non-Mandated e.g., financial)

ABUSE RESULTED IN (v CHECK ALL THAT APPLY) [ NO PHYSICAL INJURY [ MINOR MEDICAL CARE ~ [1 HOSPITALIZATION  [] CARE PROVIDER REQUIRED
[OpeatTH [JMENTAL SUFFERING [ OTHER (SPECIFY) 7 UNKNOWN
F. REPORTER’S OBSERVATIONS, BELIEFS, AND STATEMENTS BY VICTIM IF AVAILABLE. DOES ALLEGED PERPETRATOR STILL
HAVE ACCESS TO THE VICTIM? PROVIDE ANY KNOWN TIME FRAME (2 days, 1 week, ongoing, etc.). LIST ANY POTENTIAL
DANGER FOR INVESTIGATOR (animals, weapons, communicable diseases, etc.). [1 yCHECK IF MEDICAL, FINANCIAL, PHOTOGRAPHS OR
OTHER SUPPLEMENTAL INFORMATION S ATTACHED.

G. TARGETED ACCOUNT
ACCOUNT NUMBER (LAST 4 DIGITS):

TYPE OF ACCOUNT: [] peposit [ crepir [0 oTHER TRUSTACCOUNT: [1 Yes [J no
POWER OF ATTORNEY: [] YES [J nNO piRect beposiT: (1 yes [ no OTHERACCOUNTS: [1 YEs [ No
H. OTHER PERSON BELIEVED TO HAVE KNOWLEDGE OF ABUSE. (famil, significant others, neighbors, medical providers and agencies involved, etc.)
NAME ADDRESS TELEPHONE NO. RELATIONSHIP

({ )
I. FAMILY MEMBER OR OTHER PERSON RESPONSIBLE FOR VICTIM’S CARE. (if unknown, list contact person).

“NAME *RELATIONSHIP
IF CONTAGT PERSON ONLY y CHECK [J
*ADDRESS “CITY J “ZIP CODE “TELEPHONE
)
J. TELEPHONE REPORT MADE TO: [JLocal APS [ Local Law Enforcement [ Local Ombudsman (] Calif. Dept. of Mental Heafth (] Calif. Dept. of Developmental Services
NAME OF OFFICIAL CONTACTED BY PHONE “TELEPHONE DATE/TIME
( )

K. WRITTEN REPORT Enter information about the agency receiving this report. Do ngt submit report to California Department of Social Services
Adult Programs Bureau. .

AGENCY NAME ADDRESS OR FAX #
[} Date Mailed: [] Date Faxed:
L. RECEIVING AGENCY USE ONLY [ Telephone Report [ Written Report
1. Report Received by: JDate/T ime:
2. Assigned [ Immediate Response [ Ten-day Response [ No initial Face-To-Face Required ] Not APS [ Not Ombudsman
Approved by: Assigned to (optional):
3. Cross-Reported to: [] CDHS, Licensing & Cert.; [J CDSS-CCL; [[] CDA Ombudsman; [] Bureau of Medi-Cal Fraud & Elder Abuse; [] Mental Health; [] Law Enforcement;
[ Professional Board; [ 1 Developmental Services; [ APS; [] Other (Specify) Date of Cross-Report:

4. APS/Ombudsman/Law Enforcement Case File Number:
SOC 341 (12/06)




STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

REPORT OF SUSPECTED DEPENDENT ADULT/ELDER ABUSE
GENERAL INSTRUCTIONS

PURPOSE OF FORM

This form, as adopted by the California Department of Social Services (CDSS), is required under Welfare and Institutions Code (WIC) Sections
15630 and 15658(a)(1). This form documents the information given by the reporting party on the suspected incident of abuse of an elder or
dependent adult. "Elder," means any person residing in this state who is 65 years of age or older (WIC Section 15610.27). "Dependent
Adult," means any person residing in this state, between the ages of 18 and 64, who has physical or mental limitations that restrict his or her
ability to carry out normal activities or to protect his or her rights including, but not limited to, persons who have physical or developmental
disabilities or whose physical or mental abilities have diminished because of age (WIC Section 15610.23). Dependent adult includes any
person between the ages of 18 and 64 who is admitted as an inpatient to a 24-hour health facility (defined in the Health and Safety Code
Sections 1250, 1250.2, and 1250.3). '

COMPLETION OF THE FORM

1. This form may be used by the receiving agency to record information through a telephone report of suspected dependent adult/elder
abuse. Complete items with an asterisk (*) when a telephone report of suspected abuse is received as required by statute and the
California Department of Social Services.

If any item of information is unknown, enter "unknown.”

item A: Check box to indicate if the victim waives confidentiality.

Item C: Check box if the reporting party waives confidentiality. Please note that mandated reporters are required to disclose their names,
however, non-mandated reporters may report anonymously.

o

REPORTING RESPONSIBILITIES

Mandated reporters (see definition below under "Reporting Party Definitions") shall complete this form for each report of a known or

suspected instance of abuse (physical abuse, sexual abuse, financial abuse, abduction, neglect, (self-neglect), isolation, and abandonment

(see definitions in WIC Section 15610) involving an elder or a dependent adult. The original of this report shall be submitted within two

(2) working days of making the telephone report to the responsible agency as identified below:

e The county Adult Protective Services (APS) agency or the local law enforcement agency (if abuse occurred in a private residence,
apartment, hotel or motel, or homeless shelter).

e Long-Term Care Ombudsman (LTCO) program or the local law enforcement agency (if abuse occurred in a nursing home, adult
residential facility, adult day program, residential care facility for the elderly, or adult day health care center).

e The California Department of Mental Health or the local law enforcement agency (if abuse occurred in Metropolitan State Hospital,
Atascadero State Hospital, Napa State Hospital, or Patton State Hospital).

e The California Department of Developmental Services or the local law enforcement agency (if abuse occurred in Sonoma Developmental
Center, Lanterman Developmental Center, Porterville Developmental Center, Fairview Developmental Center, or Agnews Developmental
Center).

WHAT TO REPORT

Any mandated reporter who, in his or her professional capacity, or within the scope of his or her employment has observed, suspects, or has
knowledge of an incident that reasonably appears to be physical abuse (including sexual abuse), abandonment, isolation, financial abuse,
abduction, or neglect (including self-neglect), or is told by an elder or a dependent adult that he or she has experienced behavior constituting
physical abuse, abandonment, isolation, financial abuse, abduction, or neglect, shall report the known or suspected instance of abuse by
telephone immediately or as soon as practicably possible, and by written report sent within two working days to the appropriate agency.

REPORTING PARTY DEFINITIONS

Mandated Reporters (WIC) "15630 (a) Any person who has assumed full or intermittent responsibility for care or custody of an elder or
dependent adult, whether or not that person receives compensation, including administrators, supervisors, and any licensed staff of a public
or private facility that provides care or services for elder or dependent adults, or any elder or dependent adult care custodian, health
practitioner, clergy member, or employee of a county adult protective services agency or a local law enforcement agency, is a mandated
reporter.”

Care Custodian (WIC) "15610.17 'Care custodian’ means an administrator or an employee of any of the following public or private facilities or
agencies, or persons providing care or services for elders or dependent adults, including members of the support staff and maintenance staff:
(a) Twenty-four-hour health facilities, as defined in Sections 1250, 1250.2, and 1250.3 of the Health and Safety Code. (b) Clinics. (c) Home
health agencies. (d) Agencies providing publicly funded in-home supportive services, nutrition services, or other home and community-based
support services. (e) Adult day health care centers and adult day care. (f) Secondary schools that serve 18- to 22-year-old dependent aduits
and postsecondary educational institutions that serve dependent adults or elders. (g) Independent living centers. (h) Camps. (i) Alzheimer's
Disease Day Care Resource Centers. (j) Community care facilities, as defined in Section 1502 of the Health and Safety Code, and residential
care facilities for the elderly, as defined in Section 1569.2 of the Health and Safety Code. (k) Respite care facilities. (I) Foster homes. (m)
Vocational rehabilitation facilities and work activity centers. (n) Designated area agencies on aging. (0) Regional centers for persons with
developmental disabilities. (p) State Department of Social Services and State Department of Health Services licensing divisions. (q) County
welfare departments. (r) Offices of patients' rights advocates and clients' rights advocates, including attorneys. (s) The Office of the State
Long-Term Care Ombudsman. (t) Offices of public conservators, public guardians, and court investigators. (u) Any protection or advocacy
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GENERAL INSTRUCTIONS (Continued)

agency or entity that is designated by the Governor to fulfill the requirements and assurances of the following: (1) The federal Developmental
Disabilities Assistance and Bill of Rights Act of 2000, contained in Chapter 144 (commencing with Section 15001) of Title 42 of the United
States Code, for protection and advocacy of the rights of persons with developmental disabilities. (2) The Protection and Advocacy for the
Mentally Il individuals Act of 1986, as amended, contained in Chapter 114 (commencing with Section 10801) of Title 42 of the United States
Code, for the protection and advocacy of the rights of persons with mental iliness. (v) Humane societies and animal control agencies. (w) Fire
departments. (x) Offices of environmental health and building code enforcement. (y) Any other protective, public, sectarian, mental health, or
private assistance or advocacy agency or person providing health services or social services to elders or dependent adults.”

Health Practitioner (WIC) "15610.37 'Health practitioner’ means a physician and surgeon, psychiatrist, psychologist, dentist, resident, intern,
podiatrist, chiropractor, licensed nurse, dental hygienist, licensed clinical social worker or associate clinical social worker, marriage, family, and
child counselor, or any other person who is currently licensed under Division 2 (commencing with Section 500) of the Business and Professions
Code, any emergency medical technician | or ll, paramedic, or person certified pursuant to Division 2.5 (commencing with Section 1797) of
the Health and Safety Code, a psychological assistant registered pursuant to Section 2913 of the Business and Professions Code, a marriage,
family, and child counselor trainee, as defined in subdivision (c) of Section 4980.03 of the Business and Professions Code, or an unlicensed
marriage, family, and child counselor intern registered under Section 4980.44 of the Business and Professions Code, state or county public
health or social service employee who treats an elder or a dependent adult for any condition, or a coroner.”

Officers and Employees of Financial Institutions (WIC) “15630.1. (a) As used in this section, “mandated reporter of suspected financial abuse
of an elder or dependent adult” means all officers and employees of financial institutions. (b) As used in this section, the term “financial
institution” means any of the following: (1) A depository institution, as defined in Section 3(c) of the Federal Deposit Insurance Act (12 U.S.C.
Sec. 1813(c)). (2) An institution-affiliated party, as defined in Section 3(u) of the Federal Deposit Insurance Act (12 U.S.C. Sec. 1813(u)). (3)
A federal credit union or state credit union, as defined in Section 101 of the Federal Credit Union Act (12 U.S.C. Sec. 1752), including, but not
limited to, an institution-affiliated party of a credit union, as defined in Section 206(r) of the Federal Credit Union Act (12 U.S.C. Sec. 1786 (r)).
(c)As used in this section, “financial abuse” has the same meaning as in Section 15610.30. (d){(1)Any mandated reporter of suspected
financial abuse of an elder or dependent adult who has direct contact with the elder or dependent adult or who reviews or approves the elder
or dependent adult’s financial documents, records, or transactions, in connection with providing financial services with respect to an elder or
dependent adult, and who, within the scope of his or her employment or professional practice, has observed or has knowledge of an incident
that is directly related to the transaction or matter that is within that scope of employment or professional practice, that reasonably appears to
be financial abuse, or who reasonably suspects that abuse, based solely on the information before him or her at the time of reviewing or
approving the document, records, or transaction in the case of mandated reporters who do not have direct contact with the elder or
dependent adult, shall report the known or suspected instance of financial abuse by telephone immediately, or as soon as practicably
possible, and by written report sent within two working days to the local adult protective services agency or the local law enforcement agency”

MULTIPLE REPORTERS

When two or more mandated reporters are jointly knowledgeable of a suspected instance of abuse of a dependent adult or elder, and when
there is agreement among them, the telephone report may be made by one member of the group. Also, a single written report may be
completed by that member of the group. Any person of that group, who believes the report was not submitted, shall submit the report.

IDENTITY OF THE REPORTER

The identity of all persons who report under WIC Chapter 11 shall be confidential and disclosed only among APS agencies, local law
enforcement agencies, LTCO coordinators, California State Attorney General Bureau of Medi-Cal Fraud and Elder Abuse, licensing agencies
or their counsel, Department of Consumer Affairs Investigators (who investigate elder and dependent adult abuse), the county District Attorney,
the Probate Court, and the Public Guardian. Confidentiality may be waived by the reporter or by court order.

FAILURE TO REPORT

Failure to report by mandated reporters (as defined under “Reporting Party Definitions”) any suspected incidents of physical abuse (including
sexual abuse), abandonment, isolation, financial abuse, abduction, or neglect (including self-neglect) of an elder or a dependent adult is a
misdemeanor, punishable by not more than six months in the county jail, or by a fine of not more than $1,000, or by both imprisonment and
fine. Any mandated reporter who wilifully fails to report abuse of an elder or a dependent adult, where the abuse results in death or great
bodily injury, may be punished by up to one year in the county jail, or by a fine of up to $5,000, or by both imprisonment and fine.

Officers or employees of financial institutions (defined under “Reporting Party Definitions”) are mandated reporters of financial abuse
(effective January 1, 2007). These mandated reporters who fail to report financial abuse of an elder or dependent adult are subject to a civil
penalty not exceeding $1,000. Individuals who wilifully fail to report financial abuse of an elder or dependent adult are subject o a civil
penalty not exceeding $5,000. These civil penalties shall be paid by the financial mstlmtlon which is the employer of the mandated reporter
to the party bringing the action. :
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GENERAL INSTRUCTIONS (Continued)

EXCEPTIONS TO REPORTING

Per WIC Section 15630(b)(3)(A), a mandated reporter who is a physician and surgeon, a registered nurse, or a psychotherapist, as defined in
Section 1010 of the Evidence Code, shall not be required to report a suspected incident of abuse where all of the following conditions exist:

(1) The mandated reporter has been told by an elder or a dependent adult that he or she has experienced behavior constituting
physical abuse (including sexual abuse), abandonment, isolation, financial abuse, abduction, or neglect (including self-neglect).

(2) The mandated reporter is not aware of any independent evidence that corroborates the statement that the abuse has occurred.

(3) The elder or the dependent adult has been diagnosed with a mental illness or dementia, or is the subject of a court-ordered
conservatorship because of a mental iliness or dementia.

(4) In the exercise of clinical judgment, the physician and surgeon, the registered nurse, or the psychotherapist, as defined in
Section 1010 of the Evidence Code, reasonably believes that the abuse did not occur.

Per WIC Section 15630(b)(4)(A), in a long-term care facility, a mandated reporter who the California Department of Health Services
determines, upon approval by the Bureau of Medi-Cal Fraud and the Office of the State Long-Term Care Ombudsman (OSLTCO), has access
to plans of care and has the training and experience to determine whether all the conditions specified below have been met, shall not be
required to report the suspected incident of abuse:

(1) The mandated reporter is aware that there is a proper plan of care.

(2) The mandated reporter is aware that the plan of care was properly provided and executed.
(3) A physical, mental, or medical injury occurred as a result of care pursuant to clause (1) or (2).
(4) The mandated reporter reasonably believes that the injury was not the result of abuse.

DISTRIBUTION OF SOC 341 COPIES

Mandated reporter: After making the telephone report to the appropriate agency, the reporter shall send the original and one copy to the
agency; keep one copy for the reporter’s file.

Receiving agency: Place the original copy in the case file. Send a copy to a cross-reporting agency, if applicable.

DO NOT SEND A COPY TO THE CALIFORNIA DEPARTMENT OF SOCIAL SERVICES ADULT PROGRAMS BUREAU.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

STATEMENT ACKNOWLEDGING REQUIREMENT TO REPORT
SUSPECTED ABUSE OF DEPENDENT ADULTS AND ELDERS
NOTE: RETAIN IN EMPLOYEE/ VOLUNTEER FILE

NAME

POSITION FACILITY

-California law REQUIRES certain persons to report known or suspected abuse of dependent adults or elders. As an employee
or volunteer at a licensed facility, you are one of those persons - a “mandated reporter.”

PERSONS WHO ARE REQUIRED TO REPORT ABUSE

Mandated reporters include care custodians and any person who has assumed full or intermittent responsibility for care or
custody of an elder or dependent adult, whether or not paid for that responsibility. [Welfare & Institutions Code (“W&I") section
15630(a)] Care custodians include administrators or employees of any CDSS licensed facility, including support and
maintenance staff, or persons providing care or services for elders or dependent adults. [W&I §§ 15610.17(e)&(j)]

PERSONS WHO ARE THE SUBJECT OF THE REPORT

Elder means any California resident, 65 years or older. [W&I § 15610.27]

Dependent adult means any California resident, aged 18 through 64, who has physical or mental limitations that restrict
his/her ability to carry out normal activities or to protect his/her rights including, but not limited, to persons who have physical or
developmental disabilities or whose physical or mental abilities have diminished because of age. [W&I § 15610.23]

WHEN REPORTING ABUSE IS REQUIRED

Any mandated reporter, who in his or her professional capacity, or within the scope of his or her employment, has observed or
has knowledge of an incident that reasonably appears to be abuse or neglect, or is told by an elder or dependent adult that he
or she has experienced behavior constituting abuse or neglect, or reasonably suspects that abuse, shall report the known or
suspected instance of abuse. This must be done BY TELEPHONE IMMEDIATELY or as soon as practically possible, and BY
WRITTEN REPORT WITHIN TWO (2) WORKING DAYS. [W&I § 15630(b)]

PENALTY FOR FAILURE TO REPORT ABUSE

Failure to report abuse of an elder or dependent adult is a MISDEMEANOR CRIME, punishable by jail time, fine or both.
[W&I § .15630(h)]

CONFIDENTIALITY OF REPORTER AND OF ABUSE REPORTS

The duties of mandated reporters are individual and no supervisor or administrator shall impede or inhibit the reporting duties,
and no person making the report shall be subject to any sanction for making the report. However, internal procedures to
facilitate reporting, ensure confidentiality, and apprise supervisors and administrators of reports may be established, provided
they are not inconsistent with the reporting law. [W&I § 15630(f)]

The reporting person, the report, and the information on the report, shall be kept confidential and may be disclosed ONLY as
provided by law. Any violation of confidentiality is a MISDEMEANOR CRIME. [W&I § 15633(a)]

ABUSE THAT MUST BE REPORTED

Abuse of an elder or dependent adult that must be reported includes: 1) physical abuse; 2) neglect; 3) financial abuse;
4) abandonment; 5) isolation; and 6) abduction. [W&I § 15630(b)]

DEFINITIONS OF ABUSE

Physical abuse means any of the following: (1) assault (an unlawful attempt, coupled with a present ability, to commit a
violent injury on another person); or assault with a deadly weapon; (2) battery (willful and unlawful use of force or violence
upon another person); (3) unreasonable physical constraint, or prolonged or continual deprivation of food or water; (4)
sexual assault (as defined in the Penal Code); or (5) use of a physical or chemical restraint or psychotropic medication
for (a) punishment, or (b) a period beyond that for which the medication was ordered, or (¢) any purpose not authorized by the
physician and surgeon. [W&I § 15610.63]

Neglect means the negligent failure of any person having the care or custody of an elder or dependent adult to exercise that
degree of care that a reasonable person in a like position would exercise. [W&I § 15610.57(a)] Neglect Includes, but is not’
limited to, the following: (a) failure to assist in personal hygiene, or in the provision of food, clothing, or shelter; (b) failure to
provide medical care for physical and mental health needs (unless the sole reason is voluntarily relying on treatment by
spiritual means through prayer alone in lieu of medical treatment); (c) failure to protect from health and safety hazards; or (d)
failure to prevent malnutrition or dehydration. [W&I § 15610.57(b)]
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Financial abuse occurs when a person or entity does any of the following: (1) takes, secretes, appropriates, or retains real or
personal property of an elder or dependent adult to a wrongful use or with intent to defraud, or both; or (2) assists in any of
these acts. [W&I § 15610.30(a)]

Abandonment means the desertion or willful forsaking of an elder or dependent adult by anyone having care or custody of that
person under circumstances in which a reasonable person would continue to provide care and custody. [W&I § 15610.65]

Isolation means any of the following: (1) acts intentionally committed for the purpose of preventing, and that do serve to
prevent, an elder or dependent adult from receiving his or her mail or telephone calls; (2) telling a caller or prospective visitor
that an elder or dependent adult is not present or does not wish to talk with the caller, or does not wish to meet with the visitor
where the statement is false, is contrary to the express wishes of the elder or dependent adult, whether he or she is competent
or not, and is made for the purpose of preventing the elder or dependent adult from having contact with family, friends, or
concerned persons (3) false imprisonment (the unlawful violation of the personal liberty of another); or (4) physical restraint for
the purpose of preventing the elder or dependent adult from meeting with visitors. [W&| § 15610.43(a)] These acts shall not
constitute isolation if they are performed in response to a reasonably perceived threat of danger to property or physical safety.
[W&I § 15610.43(c)]

Abduction means the removal from California and the restraint from returning, or the restraint from returning, of any elder or
dependent adult who does not have the capacity to consent to the removal or restraint. [W&I § 15610.06)

WHERE TO CALL IN AND SEND THE WRITTEN ABUSE REPORT

If the abuse is alleged to have occurred in a long-term care fagility, including a licensed or unlicensed residential facility serving
adults or elders or an adult day program, you must report to either local law enforcement or the local long-term care
ombudsman. [W&I § 15630(b){1)(A)] If the abuse is alleged to have occurred anywhere other than a long-term care facility, you
must report to either local law enforcement or county adult protective services. [W&I § 15630(b)(1)(C)]

AS AN EMPLOYEE OR VOLUNTEER OF THIS FACILITY, YOU MUST COMPLY WIiTH THE DEPENDENT ADULT AND ELDER
ABUSE REQUIREMENTS, AS STATED ABOVE. IF YOU DO NOT COMPLY, YOU MAY BE SUBJECT TO CRIMINAL PENALTY.

I, , have read and understand my responsibility to report known or suspected abuse of
dependent adults or elders. | will comply with the reporting requirements.

SIGNATURE DATE




STATE OF CALIFORNIA — HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

FOR USE BY FINANCIAL INSTITUTIONS
REPORT OF SUSPECTED DEPENDENT ADULT/ELDER
FINANCIAL ABUSE

DATE COMPLETED:
[CONFIDENTIAL - Not subject to public disclosure]
TO BE COMPLETED BY REPORTING PERSON. PLEASE PRINT OR TYPE.
A. VICTIM
NAME (LAST NAME FIRST) AGE | DATE OF BIRTH|SSN GENDER | LANGUAGE (v/ CHECK ONE)
Ow O e [ nonversaL [ ENGLISH
[J oTHER (sPECIFT
ADDRESS (IF FACILITY, INCLUDE NAME) cITY ZIP CODE TELEPHONE
( )
PRESENT LOCATION (IF DIFFERENT FROM ABOVE) cITY ZIP CODE TELEPHONE
( )
[ ELDERLY (65+) ] DEVELOPMENTALLY DISABLED [J MENTALLY ILLUDISABLED  [J PHYSICALLY DISABLED [J UNKNOWN/OTHER
B. INCIDENT INFORMATION - WHERE INCIDENT OCCURRED
PLACE OF INCIDENT (v’ CHECK ONE)
] FINANGIAL INSTITUTION 0 owN HOME [0 cARE FACILITY [J OTHER (Specify) 1 uNKNOWN
ADDRESS WHERE INCIDENT(S) OCCURRED DATE/TIME OF INCIDENT(S)

C. REPORTER’S OBSERVATIONS

—(ATTACH ADDITIONAL PAGES IF NECESSARY)

D. TARGETED ACCOUNT

ACCOUNT NUMBER: (LAST 4 DIGITS]

¢ ) TYPE OF ACCOUNT: [ peposit [J crepir  [J OTHER TRUSTACCOUNT: [] YEs [O nNo
POWER OF ATTORNEY: [] vEs [J no DIRECT DEPOSIT:  [J YES O ~No OTHER ACCOUNTS: [1 yEs [ No
E. SUSPECT INFORMATION
NAME OF SUSPECTED ABUSER(S) ADDRESS DATE OF BIRTH AGE (ESTIMATE IF UNKNOWN)
RELATIONSHIP TO VICTIM

] care custopian [ parent [ sonmaueHter [ HeauthpracTimioner [ ] spouse  [] unknown [ oTHER

F. OTHER PERSON(S) BELIEVED TO HAVE KNOWLEDGE OF ABUSE - (family, significant others, neighbors, medical providers and
agencies involved, etc.)
NAME ADDRESS TELEPHONE NUMBER RELATIONSHIP

G.TELEPHONE AND WRITTEN REPORTS
TELEPHONE REPORT MADE TO: [J Local APS [J Local Law Enforcement [ Local Ombudsman

NAME OF OFFICIAL CONTACTED BY PHONE TELEPHONE DATE/TIME
REPORTED BY TITLE TELEPHONE DATE/TIME
NAME OF FINANCIAL INSTITUTION ADDRESS

Enter information about the agency receiving a copy of this report. Do not submit report to California Department of Social
WRITTEN REPORT SENT TO Services Adult Programs Bureau.

NAME OF AGENCY ADDRESS OR FAX # [ Date Mailed:

] Date Faxed:

H. RECEIVING AGENCY USE ONLY [ Telephone Report  [] Written Report

1. Report Received by: jDate/T ime:
2. Assigned [] Immediate Response [ Ten-day Response [ No Initial Face-To-Face Required [J Not APS [J Not Ombudsman

Approved by: Assigned to (optional):
3. Cross-Reported to: [ CDHS, Licensing & Cert.; [] CDSS-CCL; [] CDA Ombudsman; (] Bureau of Medi-Cal Fraud & Elder Abuse; [1 Mental Healith; [ Law Enforcement; o
[ Professional Board; (] Developmentai Services; (1 APS; (1 Other (Specify) Date of Cross-Report:

4. APS/Ombudsman/Law Enforcement Case File Number:

Use SOC 341 to report other types of abuse
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REPORT OF SUSPECTED DEPENDENT ADULT/ELDER FINANCIAL ABUSE
FINANCIAL INSTITUTIONS ONLY
GENERAL INSTRUCTIONS

PURPOSE OF THE FORM ,

This form is to be used by officers and employees of financial institutions (“mandated reporter(s)”) to report suspected
financial abuse suffered by a dependent adult or elder. Other types of dependent adult or elder abuse may be reported
using form SOC 341. This form is available on http://www.dss.cahwnet.gov/cdssweb/On-lineFor_298.htm#SOC.

An “elder is any person residing in California who is 65 years of age or older. A “dependent adult” is anyone residing in
California who is between the ages of 18 and 64 years, who has physical or mental limitations that restrict his or her
ability to carry out normal activities or to protect his or her rights, including, but not limited to, persons whose physical or
mental disabilities have diminished because of age. It also includes any person between the ages of 18 and 64 who is
admitted as an inpatient to a 24-hour health facility.

The oral or written report may be made to the adult protective services agency (APS) in the county where the apparent
victim resides, or to a law enforcement agency in the county where the incident occurred. If the mandated reporter knows
the apparent victim resides in a long-term care facility, the report must be provided to the local ombudsman or local law
enforcement agency. The mandated reporter must first report the incident by telephone, followed by a written report with-
in two working days, using the form. See hitp://www.dss.cahwnet.gov/pdf/apscolist.pdf for a list of APS offices by county
or http://www.aging.state.ca.us/htmi/programs/ombudsman_contacts.html for county ombudsman offices.

WHAT TO REPORT

Any mandated reporter who, in his or her professional capacity, or within the scope of his or her employment has observed,
suspects, or has knowledge of an incident that reasonably appears to be financial abuse, or is told by an elder or a
dependent adult that he or she has experienced behavior constituting financial abuse, shall report the known or
suspected instance of abuse by telephone immediately, or as soon as practicably possible, and by written report sent
within two working days to the appropriate agency.

REPORTING PARTY DEFINITIONS .

Officers and employees of financial institutions are mandated reporters of suspected financial abuse of an elder or
dependent adult residing in California (WIC 15630.1). Financial abuse of an elder or dependent adult generally means the
taking of real or personal property of an elder or dependent adult to a wrongful use, or assisting in doing so (WIC
15610.30). A mandated reporter who has direct contact with the elder or dependent adult, or who does not have direct
contact but reviews or approves the elder’'s or dependent adult’s financial documents, records, or transactions, and who
reasonably believes that financial abuse has occurred, must report the incident by telephone immediately, or as soon as
practicably possibie, and by writien report sent within two working days to the local adult protective services agency or the
local law enforcement agency (WIC 15630.1(d)(1)).

IDENTITY OF THE REPORTING PARTY

The identity of all persons reporting suspected financial abuse shall be confidential and only disclosed among APS
agencies, local law enforcement agencies, Long-Term Care Ombudsman (LTCO) coordinators, Bureau of Medi-Cal Fraud
and Elder Abuse of the Office of the Attorney General, licensing agencies or their counsel, Investigators of the Department
of Consumer Affairs who investigate elder and dependent adult abuse, the Office of the District Attorney, the Probate Court,
and the Public Guardian, or upon waiver of the confidentiality by the mandated reporter or by court order.

MULTIPLE REPORTERS

When two or more mandated reporters are jointly knowledgeable of a suspected instance of abuse of a dependent adult
or eider, and when there is agreement among them, the telephone report may be made by one member of the group. Also,
a single written report may be completed by that member of the group. Any person of that group, who believes the report
was not submitted, shall submit the report.
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GENERAL INSTRUCTIONS (Continued)

FAILURE TO REPORT

Officers or employees of financial institutions (defined under “Reporting Party Definitions”) are mandated reporters of
financial abuse (effective January 1, 2007). These mandated reporters who fail to report financial abuse of an elder or
dependent adult are subject to a civil penalty not exceeding $1,000. Individuals who willfully fail to report financial abuse
of an elder or dependent adult are subject to a civil penalty not exceeding $5,000. These civil penalties shall be paid
by the financial institution, which is the employer of the mandated reporter to the party bringing the action.

WRITTEN REPORT
If any item of information is unknown, write "unknown” beside the item.

1. Part A: Victim Provide information as indicated to the extent known to you or available from financial institution
records. If the apparent victim is residing at a location other than his or her address of record, indicate in "Present
Location."

2. Part B: Incident Information Please check the appropriate box to indicate where the incident occurred. If the
incident occurred at another location, please enter the address of the incident location.

3. Part C: Reporter's Observations Complete this part carefully and completely. Please include any of the
following, as applicable:
e Statements made by the apparent victim or the suspect;
e Changes to banking patterns or practices; unusual account activity, such as large withdrawals or large wire
transfers;
e Abrupt changes to legal or financial documents, such as a power of atiorney or trust instrument;
Sudden confusion by the apparent victim regarding his or her personal financial matters;
Repeated telephone calls to the financial institution by the apparent victim repeatedly asking the same
question(s);
Establishment of unnecessary credit for the apparent victim himself or herself or another person;
Apparent victim's belief that he or she has won a lottery;
Observations regarding changes to the apparent victim's appearance or demeanor, etc.; or
Other concerns by the financial institution's officer or employee not listed above.
Please attach additional pages, if necessary.

4. Part D: Targeted Account Complete information as indicated regarding the targeted account of the apparent
victim. To ensure confidentiality, indicate only the last 4 digits of that account number. When making the report by
telephone, the mandated reporter will be asked to provide the full account number. A trust account includes not only
a Totten or informal trust arrangement through a deposit account, but also formal trust arrangements through a
financial institution’s trust department. If the apparent victim has other accounts with the financial institution, check
"yes." |f more than one account is affected, indicate on separate page.

5. Part E: Suspect Information This information is of particular importance to an agency's ability to conduct an
investigation. Attach additional pages if more than one suspect is involved.

6. Part F: Other Persons Believed to Have Knowledge of Abuse This section is intended to identify any other
persons who have knowledge of the incident(s).

7. Part G: Telephone and written reports This part shall be completed by the mandated reporter for statistical
reporting to financial institutions, and county, state, and federal entities.

8. Distribution of SOC 342 copies The mandated reporter shall send the original and one copy to the appropriate
agency, after the telephone report is made; keep one copy for the reporter’s file. The receiving agency shall place
the original copy in the case file and send a copy to the cross-reporting agency, if applicable. DO NOT SEND A
COPY TO THE CALIFORNIA DEFPARTMENT OF SOCIAL SERVICES ADULT PROGRAMS OPERATIONS
BUREAU.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
CONFIDENTIAL REPORT -
NOT SUBJECT TO PUBLIC DISCLOSURE

INVESTIGATION OF SUSPECTED DEPENDENT ADULT/ELDER ABUSE - Page 1 of 2
TO BE COMPLETED BY APS SOCIAL WORKER

DEPENDENT ADULT/ELDER NAME (LAST NAME FIRST) APS CASE NO. SSN

A. APS INVESTIGATION INFORMATION ~ ADDITIONAL SPACE ON PAGE TWO
1. DATE(S) AND TIME(S) OF INCIDENT(S) 2. DATE(S) AND TIME(S) INVESTIGATED BY APS

3. NAME OF SUSPECTED ABUSER

4, SUMMARY OF ALLEGATIONS

5. DESCRIBE CHARACTERISTICS OF VICTIM'S ENVIRONMENT (LIVING QUARTERS, ADEQUACY OF CARE, FINANCIAL ARRANGEMENTS, ETC.)

6. ABUSE/SELF-NEGLECT INDICATORS OBSERVED OR REPORTED AT TIME OF INVESTIGATION (CIRCLE ALL THAT APPLY)

a. Physical Indicators: Bruises Burns Welts Fractures Dislocations Lacerations Abrasions Skin liritations Skin disorders Bedsores Friction burns
Untreated injuries Untreated medical/dental problem Stomachaches Malnuturition Dehydration Pallor Sunken eyes/cheeks Fleas Lice/nits
No food/water Signs of confinement Poor hygiene Unwashed clothing/bedding Inadequate heating Unsanitary conditions Unsafe housing

b. Behavioral Indicators: Fear Denial Trembling Implausible/conflicting stories Regressive behavior Helplessness ‘Non-responsiveness Resignation
Agitation Depression Sleeping disturbances Excessive sleeping

c. Sexual Abuse Indicators: Sexually transmitted disease Genital dischargefinfection Genital trauma (Bruises, etc.) Difficulty walking/sitting
Excessive body consciousness Fecal soiling Inappropriate sexual behavior

d. Financial Indicators: Unusual bank account activity Inappropriate interest by relative/caretaker Isolated Numerous unpaid bills
Lack of affordable necessitiesfamenities Promise of lifelong care Inappropriately executed/exercised Power of Aftorney Forged signature
Personal belongings/valuables missing Recent will/transfer of property

7. DESCRIBE PHYSICAL EVIDENCE OF ABUSE/SELF-NEGLECT (CLARIFY INDICATORS ABOVE OR INCLUDE ADDITIONAL INFORMATION)

8. DESCRIBE HOW/WHY ABUSE APPEARS TO HAVE BEEN COMMITTED (MAY INCLUDE WEAPONS USED, POSSIBLE MOTIVE, ETC.)

B. STATEMENTS - ADDITIONAL SPACE ON PAGE TWO. A SIGNED STATEMENT (OPTIONAL) MAY BE OBTAINED FROM ANY OF THE PARTIES LISTED BELOW.
9.  VICTIM'S STATEMENT (INCLUDE REPORTS OF THREATS, INTIMIDATION, HARASSMENT)

10. ASSESSMENT OF VICTIM'S WILLINGNESS AND ABILITY TO COOPERATE WITH INVESTIGATION AND PROSECUTION

PRINT APS SOCIAL WORKER NUMBER SIGNATURE OF APS SOCIAL WORKER DATE

SOC 343 (6/01) Page 1 of 2



TO BE COMPLETED BY APS SOCIAL WORKER

CONFIDENTIAL REPORT -
NOT SUBJECT TO PUBLIC DISCLOSURE

INVESTIGATION OF SUSPECTED DEPENDENT ADULT/ELDER ABUSE — Page 2 of 2

DEPENDENT ADULT/ELDER NAME (LAST NAME FIRST)

APS CASE NO.

SSN

11. SUSPECTED ABUSER'S STATEMENT

12, STATEMENT(S) OF OTHER PERTINENT PARTIES (INCLUDE ADDRESS/TELEPHONE NUMBER IF NOT ON SOC 341)

13.  ARE OTHER AGENCIES INVOLVED IN INVESTIGATION? O YES 0O NO

IF SO, GIVE AGENCY NAME AND NAME AND TELEPHONE NUMBER OF CONTACT PERSON

C. USE THIS SPACE FOR ADDITIONAL INFORMATION OR STATEMENTS - IF CONTINUATION FROM PREVIOUS ITEM, PLEASE SPECIFY ITEM NUMBER.

D. OUTCOME OF APS INVESTIGATION

14. ALLEGATIONS AND FINDINGS

PERPETRATED BY OTHERS:

[0 Physical O Confirmed
[ sexual [ Confirmed
[ Financial [ Confirmed
[J Neglect [ confirmed
[J Abandonment [ Confirmed
[ Isolation [ Confirmed
[ Abduction 1 Confirmed
[J Psychological [J Confirmed

O inconclusive
[ Inconclusive
[ Inconclusive
[ Inconclusive
] inconclusive
[ Inconclusive
O inconclusive
[ Inconclusive

[J Unfounded
{J Unfounded
[J Unfounded
[ Unfounded
[J Unfounded
[J Unfounded
[J Unfounded
[J Unfounded

PERPETRATED BY SELF:

[J Physical Care

[1 Medicat Care

[ Health and Safety

[J Malnutriion/Dehydration
[ Financial

[ Confirmed
3 Confirmed
[ Confirmed
[ Confirmed
[J Confirmed

[ Inconclusive
3 Inconclusive
O Inconclusive
[ Inconclusive
[ Inconclusive

[J Unfounded
[ Unfounded
[ Unfounded
[ Unfounded
[J Unfounded

15. COMMENTS

PRINT APS SOCIAL WORKER NUMBER

SIGNATURE OF APS SOCIAL WORKER

SIGNATURE OF APS SUPERVISOR
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INSTRUCTIONS FOR COMPLETING THE SOC 343
Page 1 of 2

Heading - Give client's name, APS case number and social security number.

Part A - APS Investigation Information

1.

Give date(s) and time(s) of incident(s) as reported.

2. Give date(s) and time(s) the incideni(s) are actually investigated by APS.

3.  Give suspected abuser’s name.

4.  Give summary of allegations as reported.

5. Describe the pertinent characteristics of the victim’s environment including conditions of his/her
present living quarters, the adequacy of care being provided, what types of financial arrangements
the victim has, etc.

6. Circle all the abuse/self-neglect indicators that are observed or reported by the victim at the time of
the APS investigation.

7. Describe the physical evidence of abuse/self-neglect observed or reported by the victim at the time
of the APS investigation. This section may be used to clarify the indicators reported under A6
above.

8. Describe how or why the abuse appears to have been committed. This requires a subjectlve
determination by the APS worker performing the investigation.

Part B - Statements

9. Summarize the victim’s statement as given to the APS worker performing the investigation.

10. Give an assessment of the victim’s willingness and ability to cooperate with an investigation and

prosecution. This requires a subjective determination by the APS worker doing the investigation.

Footing - Give APS social worker number, APS social worker signature, and date the SOC 343 was

completed.



INSTRUCTIONS FOR COMPLETING THE SOC 343
Page 2 of 2

Heading - Give client’s name, APS case number and social security number.
Part B - Statements (continued)
11. Summarize the suspected abuser’s statement.

12. Summarize the statements of any other pertinent parties, identifying the person by name, address
and telephone number if this information is not already included on the SOC 341.

13. Indicate if other agencies are involved in the investigation. If so, give the agency name and
telephone number of a contact person.

Part C - Additional Space
Use this additional space to continue any items under parts A or B.
Part D - Outcome of APS Investigation
14. Indicate allegations and findings.
15. Use this space for additional comments.

Footing - Give APS social worker number, APS social worker signature, and APS supervisor signature.



FORM SAMPLES

CPS



e

" To Be Completed b

Pursuant to Penal Code Section 11166

PLEASE PRINT OR TYPE

SUSPECTED CHILD ABUSE REPORT
y Mandated Child Abuse Reporters

CASE NAME:

CASE NUMBER:

C. VICTIM
One report per victim

) NAME OF MANDATED REPORTER TITLE MANDATED REPORTER CATEGORY
Zs5
. E = | REPORTER'S BUSINESS/AGENCY NAME AND ADDRESS Street City Zip DID MANDATED REPORTER WITNESS THE INCIDENT?
< (o] Et: OYES ONO
& Q. | REPORTER'S TELEPHONE (DAYTIME) SIGNATURE TODAY'S DATE
x| ( )
e ————— — R
= M LAW ENFORCEMENT M COUNTY PROBATION AGENCY
E Q 1 COUNTY WELFARE / CPS (Child Protective Services)
[
8 L.y ADDRESS Street City Zip DATE/TIME OF PHONE CALL
W 2
Y —
. I6 OFFICIAL CONTACTED - TITLE TELEPHONE
m
z ( )
NAME (LAST, FIRST, MIDDLE) BIRTHDATE OR APPROX. AGE SEX ETHNICITY
ADDRESS Street City Zip TELEPHONE
PRESENT LOCATION OF VICTIM SCHOOL CLASS GRADE

PHYSICALLY DISABLED? | DEVELOPMENTALLY DISABLED? | OTHER DISABILITY (SPECIFY) PRIMARY LANGUAGE
F1YES MNO AYES MNO SPOKEN IN HOME
IN FOSTER CARE? IF VICTIM WAS IN OUT-OF-HOME CARE AT TIME OF INCIDENT, CHECK TYPE OF CARE: TYPE OF ABUSE (CHECK ONE OR MORE)
0 YES O DAY CARE O CHILD CARE CENTER T FOSTER FAMILY HOME 7 FAMILY FRIEND JPHYSICAL O MENTAL 0O SEXUAL O NEGLECT
ONO O GROUP HOME OR INSTITUTION O RELATIVE'S HOME 1 OTHER (SPECIFY)
RELATIONSHIP TO SUSPECT PHOTOS TAKEN? DID THE INCIDENT RESULT IN THIS
OYES ONO VICTIM'S DEATH? JYES 0ONO OUNK
— —
%) 8 NAME BIRTHDATE SEX ETHNICITY NAME BIRTHDATE SEX ETHNICITY
g z| 3.
Q@
S ol 2 4.
(Ll,-)l NAME (LAST, FIRST, MIDDLE) BIRTHDATE OR APPROX. AGE SEX ETHNICITY
E 2
x =
< 0| ADDRESS Street City Zip HOME PHONE BUSINESS PHONE
w
ass ) ( )
B 5 % NAME (LAST, FIRST, MIDDLE) BIRTHDATE OR APPROX. AGE SEX ETHNICITY
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OTHER RELEVANT INFORMATION

E. INCIDENT INFORMATION

IF NECESSARY, ATTACH EXTRA SHEET(S) OR OTHER FORM(S) AND CHECK THIS BOX D

IF MULTIPLE VICTIMS, INDICATE NUMBER:

DATE / TIME OF INCIDENT

PLACE OF INCIDENT

NARRATIVE DESCRIPTION (What victim(s) said/what the mandated reporter observed/what person accompanying the victim(s) said/similar or past incidents involving the victim(s) or suspect)

SS 8572 (Rev. 12/02)

DEFINITIONS AND INSTRUCTIONS ON REVERSE

DO NOT submit a copy of this form to the Department of Justice (DOJ). The investigating agency is required under Penal Code Section 11169 to submitto DOJ a
Child Abuse Investigation Report Form SS 8583 if (1) an active investigation was conducted and (2) the incident was determined not to be unfounded.

WHITE COPY-Police or Sheriffs Department;

BLUE COPY-County Welfare or Probation Department;

GREEN COPY- District Attorney's Office; YELLOW COPY-Reporting Party



ADMINISTRATIVE STANDARDS FOR PUBLIC SOCIAL SERVICES
10-116 SERVICES ADMINISTRATION Regulations

10-116  NOTICE OF ACTION ' 10-116

.1 A written notice of action, containing information about the right to request a hearing, shall be provided
to the applicant or client when an:

.11 Application is denied.
.12 Approval action is taken which includes a service fee or an hourly or other limitation.
.13 Existing authorization is adversely altered, discontinued or reduced, or a service fee is changed.

.2 Anoral approval may be used if a fee is not involved, or the approval does not involve limitation on the
payment or hours of services authorized.

.3 Timeliness: Notices shall be mailed or otherwise provided in a timely manner.

.31  An approval or denial notice shall be provided within 30 days of the date the application is
signed.

.32 A notice of action reducing or discontinuing a service payment shall be mailed or released at
least ten days in advance of the effective date of the intended action. The ten-day count does not
include the day of mailing or the effective day of the action.

4 Scope/Adequacy
.41  An approval notice shall inform the applicant of the effective date.
42 A notice which denies, reduces, discontinues or suspends a service, or which increases a fee,
shall include the information concerning the recipient's circumstances which has been used to

make the determination and shall cite the regulations which support the action.

43 Notice which alter an existing service authorization shall indicate the circumstances under which
the service will continue during the hearing process, if a hearing is requested.

44 All written notices of action shall contain information about the right to request a hearing, and
shall meet the requirements for standardized notice formats, including the procedure for
exercising that right.

CALIFORNIA-DSS-MANUAL-OPS
MANUAL LETTER NO. OPS-89-01 Issued 4/1/89
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ADMINISTRATIVE STANDARDS FOR PUBLIC SOCIAL SERVICES

Regulations SERVICES ADMINISTRATION 10-116
10-116 NOTICE OF ACTION (Continued) 10-116

.5 Exceptions

.51 Notice is not required for information and referral service.

.52 The agency may dispense with timely notice but shall send an adequate notice not later than the
effective date of the action when:

521

522

525

526

527

528

The agency has factual information confirming the death of the recipient.

The agency receives a signed statement from the recipient that the recipient no longer
wishes the service.

A limited term services authorization ends, providing the recipient had been informed in
writing at the time of approval that the allowance would terminate on a specified date.

The agency receives a signed statement from the recipient, in response to a prior notice
from the agency that a service fee has been increased, that the recipient will not pay the
new fee or no longer wishes the service at the new fee.

The agency receives information that a recipient has been admitted or committed to an
institution in which continued services of the Primary would not qualify for federal
financial participation.

A notice to the last address of record has been returned undelivered and a new address is
not known.

The agency receives definitive information that the client has been accepted for the same
service in another jurisdiction.

The agency receives a signed statement from the recipient that the recipient will not
supply essential eligibility information previously requested in writing by the agency.
The original request for information shall clearly state that service will be mandatorily
withheld if the essential information is not received by the specified date. A timely
notice shall be sent if the requested information is not received on the specified date.

CALIFORNIA-DSS-MANUAL-OPS

MANUAL LETTER NO. OPS-89-01 Issued 4/1/89
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THSS/CMIPS User’s Manual

Notice of Action (NOA) Messages — NA 690

Notice of Action Messages NA 690

The Notice of Action (NOA) is used communicate case status, authorization or changes to an
THSS recipient case. THSS Notices of Action are printed in English or Spanish. The Spanish
version is produced when the primary language of the recipient is indicated as Spanish (Field F5
— 1 Spanish). A copy of a blank Spanish NOA can be obtained from the CDSS IHSS/CMIPS

Unit upon request.

The following message are either system generated by specific case actions and entries or
manually entered by county staff and are used to communicate with the recipient actions
associated with the THSS case.

The Notice of Action field descriptions

Field:
Description:

IN-HOME SUPPORTIVE SERVICES NOTICE OF ACTION
The TYPE OF ACTION prints, centered, at the top of the form to the right of

the header. The message corresponding with the TYPE OF ACTION prints
above the HOW/WAS area field E. TYPE of ACTION messages are system
generated from SOC 293, Field F1, STATUS and other actions taken on a
recipient case.

Type of Action

APPROVAL

DENIAL
DISCONTINUANCE

LEAVE

PROVISIONAL
APPROVAL

REASSESSMENT
CHANGE

REASSESSMENT
NO CHANGE

Field:
Description:

Message

YOUR APPLICATION FOR IN-HOME SERVICES DATED
MM/DD/YYYY HAS BEEN APPROVED EFFECTIVE
MM/DD/YYYY. YOU ARE AUTHORIZED TO RECEIVE
SERVICES LISTED BELOW.

YOUR APPLICATION FOR IN-HOME SERVICES DATED
MM/DD/YYYY HAS BEEN DENIED.

YOUR ELIGIBILITY FOR IN-HOME SERVICES WILL BE
DISCONTINUED EFFECTIVE MM/DD/YYYY.

YOUR IN-HOME SERVICES HAVE BEEN TEMPORARILY
SUSPENDED EFFECTIVE MM/DD/YYYY.

YOUR APPLICATION FOR IN-HOME SERVICES DATED
MM/DD/YYYY HAS BEEN PROVISIONALLY APPROVED
EFFECTIVE MM/DD/YYYY. YOU ARE AUTHORIZED TO
RECEIVE SERVICES LISTED BELOW.

YOUR AUTHORIZATION FOR IN-HOME SERVICES HAS BEEN
CHANGED EFFECTIVE MM/DD/YYYY.

UPON REASSESSMENT WE FIND THERE IS NO CHANGE
FROM YOUR PREVIOUS AUTHORIZATION FOR IN-HOME
SERVICES EFFECTIVE MM/DD/YYYY.

ADDRESS
The following address fields print on at the top section of the NOA:

e The Recipients IHSS District Office
e The State Hearing Office
e The Recipient or Guardian/conservator's mailing address

Revision Date — January 1, 2008
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THSS/CMIPS User’s Manual

Notice of Action (NOA) Messages — NA 690

Field:
Description:

Field:
Description:

Field:
Description:

Field F:
Description:

Field:
Description:

Field:
Description:

Field:
Description:

Field:
Description:

Field:
Description:

Field:
Description:

Field:
Description:

CASE NUMBER
The recipient IHSS case number

DATE MAILED

The date the NOA was mailed. This date is system generated if the NOA meets
the “Due Process” criteria which requires notification of the recipient within 13
days. The thirteen days are counted from the day of data entry.

If a NOA does not meet the DUE PROCESS criteria, this field will be hand
written by the Service Worker, the date the NOA was mailed.

To the right of the date the Medi-Cal Secondary Aid Code will be indicated. This
indication (2L, 2M or 2N) assists County Staff in knowing the appropriate NOA
350 insert to include in the mailing.

TYPE OF ACTION MESSAGE
Additional message associated with the TYPE OF ACTION previously indicated
at the top center of the NOA.

THE SHARE OF COST - NOW/WAS

The monies currently (NOW) and previously (WAS) associated with Share of
Cost calculations. These fields will appear blank if there is no SOC associated
with the recipient case.

THE SERVICES — NOW/WAS
Indicates the hours currently (NOW) and previously (WAS) assessed for services.

ADVANCE PAYMENT NOTIFICATION
A notice of eligibility for advance payment to severely impaired recipients. The
box in the lower left section of the document will be checked.

NOA MESSAGES
Verbiage associated with automated and manual NOA code reasons associated to
action messages. (See NOA Codes below.)

DISTRICT OFFICE
The District Office within the county responsible for the recipient case.

SERVICE WORKER
The name (Last Name, First Name) of the Service Worker responsible for the
recipient case.

SWi#
A numeric value associated with the Service Worker.

TELEPHONE
The telephone number of the Service Worker associated to the recipient case.

Revision Date — January 1, 2008
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THSS/CMIPS User’s Manual Notice of Action (NOA) Messages — NA 690

Field: RIGHT TO REQUEST A STATE HEARING - Reverse side of NOA
Description: The Right to Request a State Hearing definition is printed on the back side of the
NOA Form

Due Process

e CMIPS has an automated “Due-Process” notification. The DATE MAILED field on a NOA
will only be printed on the Notice if there is a thirteen day lead time. The thirteen days are
counted from the day of data entry.

e Whenever a date is not printed in the Date Mailed section, the County Social Worker is
responsible for entering the date mailed.

Notice of Action Codes

Notice of Action messages are automated, system generated, or manually generated by an end
user. Automated messages are triggered from entries on the RELA, RELB and RELC screens.
Manual messages are necessary because data, not entered in CMIPS affects the action(s) taken
on a recipient case. Familiarity with the various messages will assist when a manually generated
message must be initiated.

Refer to Section V-A SOC 293 Field by Field Description and Section V-B SOC 293- Special
Instructions — Field ZZ1 — ZZ2 for detailed instructions to print NOA messages.

The Notice of Action messages, listed in this document, are numbered sequentially, but some
sequence numbers have been skipped allowing for future assignments.

e Automated Notice of Action codes are numbered 300 through 399. These codes do not need
to be keyed in Field ZZ2, Reason Code.

e Manual Notice of Action codes are numbered 400 through 600. They are entered on the
SOC 293 in Field ZZ2, RSN. CD, then entered into CMIPS. Up to four codes may be
entered. Manually generated codes 550 through 600 are designated as “boiler plate”
messages. When used, after the NOA is printed, it is returned to the County Social Worker
to fill in the blanks. Therefore, field ZZ1 must always be coded as a C — County.

¢ Notice of Action codes numbered 600 through 799 is reserved for future use.

¢ Notice of Action codes numbered 800 through 998 has been reserved for special
circumstances such as litigation or mass mailings.

e Code 999 is used when the county adjusts hours rather than accepting the system generated
prorated hours in a prorated month; for example, approve payment for total authorized hours
in the otherwise prorated month. Refer to Section V-B, Special Instructions, Reason Code
999.

All Notice of Action messages incorporated into CMIPS have been reviewed and approved by
CDSS. If an additional Notice of Action message is needed, please contact CDSS. Do not use
the existing messages inappropriately.

Pound signs (#) in the following list of messages represent values that are supplied by the
system. Items in italics are separate notes to the reader and are not part of the actual NOA
messages.
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Automated Messages
Eligibility Status
301 Application provisionally approved pending disability determination. MPP 30-759.31
302 Application provisionally approved pending a determination of blindness. MPP 759.32
305 Your eligibility was determined under Substantial Gainful Activity Rules.

MPP 30-755.114

308 Your hours of service are increased because you receive services in the Personal Care
Services Program. MPP 30-780, MPP 30-700; W&IC 14132.95(g)

309 Your hours of service are decreased because you are no longer eligible for the Personal
Care Services Program. The IHSS maximum for the non-severely impaired is 195 hours
a month. MPP 30-765; W&IC 12303.4(a)(1) & (2), 12303.4(b)(1) & (2)

310 Effective MMDDYYYY your eligibility has been transferred from the IHSS Plus
Waiver Program to Personal Care Services Program. You may be eligible to receive
additional hours of service per month depending on your assessed need.

311 Effective MMDDYYYY your eligibility has been transferred from the IHSS Plus
Waiver Program to the IHSS — Residual Program.

312 Effective MMDDYYYY, your eligibility has been transferred from the Personal Care
Services Program to IHSS Plus Waiver Program.

313 Effective MMDDYYYY your eligibility has been transferred from the Personal Care
Services Program to the IHSS — Residual Program.

314 Effective MMDDYYYY your eligibility has been transferred from the IHSS - Residual
Program to In-Home Services Plus Waiver Program.

315 Effective MMDDYYYY your eligibility has been transferred from the IHSS - Residual
Program to Personal Care Services Program. You may be eligible to receive additional
hours of service per month depending on your assessed need.

316 Effective MMDDYYYY you have been approved to participate in the IHSS Plus Waiver
Program because you receive advance pay or restaurant meal allowance, or you receive
services from your spouse or you are under the age of 18 and receive services from a
parent.

317 Effective MMDDYYYY you have been approved to participate in the Personal Care
Services Program. You may be eligible to receive additional hours of service per month
depending on your assessed need.

318  Effective MMDDYYYY you have been approved to participate in the IHSS - Residual
Program.

319  Effective MMDDYYYY, you have been provisionally approved for the IHSS — Residual
program pending your Medi-Cal Eligibility Determination. If the Medi-Cal Eligibility
Determination indicates you are eligible for other programs you will receive an
additional Notice of Action.

Living Arrangements

320 You are the only person counted in your household. MPP 30-763

321 There are ## (from field G2) people living in your household included in determining
your share of services. MPP 30-763

322 You are eligible to receive only the above services because you are a minor child living
with your parent provider. MPP 30-763
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Advance Payment — Direct Deposit

331

335

336
337

338

339

You can no longer get an advance payment to pay your service provider. This is
because you no longer meet the criteria of 20 hours or more per week of starred (* and
**) services. MPP 30-769.731

You receive payment in advance. Ask your Social Service Worker about direct deposit
to your bank. W&IC 12304.3

Your application request for direct deposit has been processed. W&IC 12304.3

You are no longer eligible for an advance payment; therefore your direct deposit
payment option has been canceled. W&IC 12304.3

You have requested a cancellation of your advance pay/direct deposit option.

W&IC 12304.3

Your State Hearing request for direct deposit has been processed. W&IC 12304.3

Restaurant Meal Allowance

340

341

342

You have chosen to receive a Restaurant Meal Allowance instead of Meal Preparation
Services. MPP 30-757.134

You will no longer receive a Restaurant Meal Allowance because you have chosen to
receive Meal Preparation Services. MPP 30-757.134

Your Restaurant Meal Allowance is increased due to an increase to the state maximum
payment. MPP 30-757.134

Share of Cost

345

348

349

352

353

354

Your Share of Cost is $####.##. Please see attached form for information specific to
your case.

A State Law decreased the SSI/SSP benefit levels. Your share of cost of $ ####.## now
exceeds the assessed IHSS cost of ####.## Hours X $ ###.## per hour plus the
restaurant meal allowance of $ ### which equals § ##### ##. Since your excess income
exceeds the cost of IHSS, your services are discontinued. W&IC 12000.015,

W&IC 12304.5

The change in your IHSS Share of Cost shown above is effective ##/##/## because of
cost of living adjustments to the Social Security payments available to you which are

§ it A, § HHHE A, § . T the Social Security amount you receive is
different than reported here, contact your service worker within ten calendar days.

MPP 30-755.233

You no longer have a share of cost because you receive SSI/SSP. Your Medi-Cal card
will continue through SSI/SSP. MPP 30-755.111

The change in your IHSS Share of Cost shown above is effective ##/##/## because of
Cost of Living Adjustments to SSI/SSP benefit levels and to the social security
payments available to you which are § #####.##, § ### ##, § ##HH #4. 1f the social
security amount you receive is different than reported here, contact your service worker
within ten calendar days. MPP 30-755.233

The change in your share of cost shown above is effective ##/##/##. MPP 30-755.233
Please see attached form for information specific to your case.

Overpayments/Underpayments

356

You have a monthly overpayment adjustment of $ ###.##. MPP 30-768

Revision Date — January 1, 2008 Page V-F-6



THSS/CMIPS User’s Manual Notice of Action (NOA) Messages — NA 690

Proration, Time Limited Authorizations, Presumptive Eligibility & Refused Services

360

361

362

363

364

365

366

368

369

Heavy cleaning services are authorized one time only during the month of ##/##/##
(MNO2 or ZZ3). MPP 30-757.121

Removal of Grass, Weeds and Rubbish services are authorized one time only during the
month of ##/##/## (ZZ3). MPP 30-757.161

You have been receiving IHSS on a provisional basis. Your eligibility has been
established because disability has been determined. MPP 30-755

You have been receiving IHSS on a provisional basis. Your eligibility has been
established because blindness has been determined. MPP 30-755

Your services are prorated in the amount of ###.# (MN05) authorized hours ##/##/##
(MNO2) through ##/##/## (MNO3). Beginning the next month you are authorized to
receive the services listed above. MPP 30-759.4 and .5

Your services are prorated in the amount of ###.# (M5) authorized hours ##/##/##

(M2) through ##/##/## (M3). MPP 30-759.4 and 5

Due to a mid-month reassessment, your total services for ##/## (ZZ3) are prorated in the
amount of ###.# (N5) authorized hours. Beginning the next month you are authorized to
receive the service hours listed above. MPP 30-759.4 and .5

You have refused your service need for s , R

MPP 30-761.2

You have refused some help in , s . MPP 30-761.2

Income, Resources, Other Eligibility Factors

370 Your services assessment included consideration of Alternative Resources for s
, . MPP 30-763.6

371 Alternative Resources available to you for R R , have been reduced.
MPP 30-763.6

372 No change. MPP 30-761.21

373 Your share of cost of $ #####.## (K3) exceeds the assessed IHSS — Residual cost of
Hit#H# # (aa6) hours X § ###.## (L1&L2) per hour which equals $ #####.##.
W&IC 12304.5, MPP 30-753(b)(2), MPP 30-764.12 and MPP 30-775

374 Alternative Resources available to you for R s , have been increased.
MPP 30-763.6

375 You have been found in need of additional hours of service. MPP 30-763.1

376 Your In-Home Service hours have been reduced. MPP 30-763

377 All of your In-Home Service needs are met by alternative resources available to you for

, , . MPP 30-763.6

379 Your share of cost of § ####.## (K3) exceeds the assessed IHSS - Residual cost of
#itt # hours X $###.## per hour plus the restaurant meal allowance of § ### which
equals § ###HHE #1. W&IC 12304.5, MPP 30-753(b)(2), MPP 30-764.12, MPP 30-755
and MPP 30-757.134

State Maximums

386 The statutory maximum number of hours of ###.## decreases the number of your
authorized hours to ###.##. Therefore, you have an Unmet Need of ###.## service
hours. W&IC 12303.4

387 The statutory maximum number of In-Home Service hours is ###.##. Therefore, you
have an Unmet Need of ###.## service hours. W&IC 12303 .4
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Worker Generated Messages

The following NOA messages must be generated by a worker since all of the data is not on a
data entry form.

Recipient Request

400 You have requested withdrawal of your application for service. MPP 30-009.213
NOTE TO WORKER: When using this code, enter status D in Field F1 to clear the
recipient file. The code will override denial/termination messages.

401 You have requested a reduction of service hours. MPP 30-009.213

402 You have requested a change from arrears to advance payment to pay your own
provider. MPP-30-769.731

403 You have requested a change from advance to arrears payment. MPP 30-769.731

404 Your services were erroneously discontinued and have been restored. (No new
application date is required.) MPP 30-755.1

405 Your authorization for all services is time limited and will end on ##/##/##.
MPP 30-759.5

406 Emergency services above are authorized subject to a complete needs assessment.
MPP 30-759.8

407 You have requested termination of all service hours. MPP 30-009.213

408 Your request for services was erroneously denied and In-Home Services have been
approved. (No new application date is required.) MPP 30-755.1

409 Because you have elected to terminate your participation in the In-Home Supportive
Services Plus Waiver Program, your In-Home Services will be terminated effective
MMDDYYYY.

Electronic Funds Transfer

415 Your application for Direct Deposit by Electronic Funds Transfer of your advance
payment has been denied because you have not been a recipient of IHSS for at least one
year and/or you are not eligible for advance pay. W&IC 12304.3

Residence

421 You are residing in a community care facility. MPP 30-701

422 You are residing in the home of relatives and receiving a board and care payment.
MPP 30-701 and MPP 46-140.11(b)

424 You are an alien not lawfully admitted for permanent residence in the U.S.
MPP 30-770.4

425 You do not have California State residence. MPP 30-770.4

426 You have been out of the country for a full calendar month or for 30 days in a row.
MPP30-770.46

427 You are not living in your own home. MPP 30-701

428 Whereabouts unknown. MPP 30-755.21

429 You are residing in a hospital. MPP 30-701

430  You are residing in an intermediate care facility. MPP 30-701

431 You are residing in a skilled nursing facility. MPP 30-701

Income, Resources and Other Eligibility Factors

440 You are not 65 or older, blind or so disabled that you cannot be expected to be able to
work at any job for the next 12 months. MPP 30-771

442 You have not provided sufficient information to establish eligibility or need for service.
MPP 30-760.1
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443 You have no assessed need for services and you can remain safely in your own home
without services and, if applicable, retain your employment. MPP 30-761

444 To the estate of ##HHHHHHHIHIHHIH#HHHHH (B1): We have been notified of the death of
HHHHHTHHHH TR (B2) # (B3) #HHHHHR#HHRHH (BL).
MPP 30-763.1
NOTE TO WORKER: This code will suppress all other messages.

445 The In-Home Supportive Services Program has been notified that you are not eligible for
federally-funded Medi-Cal.

State Hearings

461 To comply with a recent State Hearing order. (No new application date is required.)
MPP 22-027

462 You have been authorized additional In-Home Services and you have conditionally
withdrawn a request for State Hearing. MPP 22-054

463 You have requested a State Hearing prior to the date a decrease of services was to be
effective. MPP 22 022.5

464 You have requested a State Hearing prior to the date a change in your share of cost was
to be effective. MPP 22-022.5

465 You have requested a State Hearing prior to the date a discontinuance of services was to
be effective. (No new application date is required.) MPP 22-022.5

Leave Codes

470 You are temporarily ineligible for In-Home Services because you are hospitalized.
MPP 30-701

471 You are temporarily ineligible for In-Home Services because you are staying in a skilled
nursing facility. MPP 30-701

472 You are temporarily ineligible for In-Home Services because you are staying in an
intermediate care facility. MPP 30-701

473 You are temporarily ineligible for In-Home Services because you are staying in a
community care facility. MPP 30-701

474 You are temporarily suspended from receiving California paid In-Home Services
because you have been absent from the State for a period exceeding six months.
In-Home Services shall not be resumed until you have returned to California and a
reassessment of need has been completed. MPP 30-770.45

477 You are temporarily ineligible for IHSS — Residual because your SOC exceeds assessed

needs for IHSS. W&IC 12304.5

Able and Available Spouse

490 Your spouse is able and available to provide domestic, related, heavy cleaning, yard
hazard abatement and teaching and demonstration services at no cost to you.
MPP 30-763.41

491 Your spouse is able and available to provide domestic services at no cost.
MPP 30-763.41

492 Your spouse is able and available to provide related services at no cost. MPP 30-763.41

493 Your spouse is able and available to provide yard hazard abatement services at no cost.
MPP 30-763.41

494 Your spouse is able and available to provide teaching and demonstration services at no
cost. MPP 30-763.41

Revision Date — January 1, 2008 Page V-F-9

10



IHSS/CMIPS User’s Manual Notice of Action (NOA) Messages — NA 690

495

496

497

498

499

500

Your spouse is able and available to provide heavy cleaning services at no cost.

MPP 30-763.41

Your spouse is able and available to provide partial meal preparation services at no cost.
MPP 30-763.41

Your spouse is able and available to provide partial transportation services at no cost.
MPP 30-763.41

Your spouse is able and available to provide partial protective supervision services at no
cost. MPP 30-763.41

Your spouse is able and available to provide transportation services at no cost.

W&IC 12301

Your spouse is able and available to provide protective supervision services at no cost.
W&IC 12301

Change from Advance to Arrears Payment

510

511

512

You are changed from advance to arrears payment because you failed to meet your
obligation to submit your providers' timesheets within 90 days of payment.

MPP 30-767.133

You are changed from advance to arrears payment because you failed to meet your
obligation to provide timely payment to your providers. MPP 30-767.133

You are changed from advance to arrears payment because you failed to meet your
obligation by using your payment for other than purchase of authorized IHSS.
MPP 30-767.133

Restaurant Meal Allowance

520

521

522
523

You are no longer eligible for a restaurant meal allowance because you have no need for
meal preparation services. MPP 30-757.134

You are no longer eligible for an In-Home Service restaurant meal allowance because
you are eligible to receive that allowance from the Social Security Administration.

MPP 30-757.134

You have requested discontinuance of the restaurant meal allowance. MPP 30-757.134
You are not eligible for a restaurant meal allowance in place of meal preparation
services because you are not aged or disabled. MPP 30-757.134

Share of Cost

526

527

528

Your request for reimbursement of overpaid share of cost for the period MM/YYYY
because you were not included in the State’s payment of medically recognized expenses
for that period is denied. Contact your IHSS Social Worker for additional details.

You are being reimbursed $XXXXX.XX of overpaid share of cost for the period of
MM/CCYY because you were not included in the State’s payment of medically
recognized expenses for that period.

The change in your IHSS Share-of-Cost shown above is due to the Aprill, 2005 Cost of
Living Adjustments to your SSI/SSP benefit level. If your provider(s) timesheets for
services rendered after Aprill, 2005 were processed or payment was received before
##/##/##, the previous share-of-cost was used and you may be reimbursed for each
month affected. If your provider(s) timesheets or payments for services rendered after
Aprill, 2005 are processed after ##/##/##, the updated share-of-cost will be used. If
you paid a higher share-of-cost to your provider, for these services, you must arrange to
be reimbursed from your provider(s). MPP 30-755.233.
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532 Pay your share of cost for IHSS — Residual to your individual provider. MPP 30-
755.233

533 Pay your share of cost for IHSS — Residual to the County Welfare Department.
MPP 30-755.233

534 Pay your share of cost for IHSS — Residual to the agency who provides your services.
MPP 30-755.233

535 You are not eligible to receive IHSS — Residual because you have not paid your
obligated share of cost for In-Home Services. MPP Section 30-755.233(a)

536 Pay $ share of cost to your Individual Provider and pay $ share of cost
to the county social services department. MPP Section 30-755.233(b)(2)

537 Pay $ share of cost to your contract provider and pay $ share of cost
to your county social services department. MPP Section 30-755.233(b)(2)

538 Pay $§ share of cost to your Individual Provider and pay $ share of cost

to your contract provider. MPP Section 30-755.233(b)(2)

539 You are not eligible to receive IHSS — Residual because you stated you will not pay your
share of cost for In-Home Services. MPP Section 30-755.233(d)

Time for Task

540 As a result of reassessment of your need for In-Home Services of laundry, food
shopping, and other shopping/errands, the changes shown above have been made in your
authorization for In-Home Services in accordance with statewide standards. MPP 30-
758

Mode of Service Delivery

550 You will be contacted by our contract service agency to schedule the days that services
will be provided. MPP 30-767.1

554 Please contact your County Social Worker when you select an individual provider. MPP
30-767.1

555 You will be contacted by a county welfare employee to schedule the days that service
will be provided. MPP 30-767.1

Income Eligible to PCSP

561 The recipient, spouse, or recipient’s parents may be able to request reimbursement for
Medi-Cal services, including PCSP services that were provided and paid for within three
months before application for PCSP on . This reimbursement is
a Medi-Cal decision

Teaching and Demonstration

580 MPP 30-757.18 You will receive the following teaching and demonstration services.
These services are limited to no more than three months: , , ,

Recipient Request
581 MPP 30-761 You can remain safely in your own home without additional services
although you have requested additional service hours for: , R ,

582 MPP 22-028 To comply with a recent State Hearing order you will be in receipt of a one
time payment for the period of to for underassessed hours of the
following services:
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