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ALL COUNTY LETTER (ACL) NO. 16-89

TO: ALL COUNTY WELFARE DIRECTORS
ALL IN HOME SUPPORTIVE SERVICES PROGRAM MANAGERS

SUBJECT: MODIFICATIONS TO THE CASE MANAGEMENT, INFORMATION AND
PAYROLLING SYSTEM TO MANAGE IN-HOME SUPPORTIVE
SERVICES AND WAIVER PERSONAL CARE SERVICES OVERTIME
AND TRAVEL TIME VIOLATIONS AND FORMS, FORMS FOR BLIND
AND VISUALLY IMPAIRED RECIPIENTS, ADVANCE PAY
RECONCILIATION, AND AUTHORIZED HOURS EXCEEDED LETTERS

REFERENCES: SENATE BILL 855 (CHAPTER 29, STATUTES OF 2014) AND
SENATE BILL 873 (CHAPTER 685, STATUTES OF 2014);
ACL NO. 16-44 (MAY 10, 2016), ACL NO. 16-46 (MAY 16, 2016)

This All County Letter (ACL) provides counties with information and changes to the
Case Management, Information and Payrolling System (CMIPS) functionality due to
implementation of Senate Bill (SB) 855 and SB 873 in the In-Home Supportive
Services (IHSS) and Waiver Personal Care Services (WPCS) programs. This ACL
will discuss new forms and functionality in CMIPS relating to:

e Advance Pay timesheet reconciliation

e Blind and Visually Impaired (BVI) Format for select overtime and travel time
forms

Modification to the Task List in the County Overtime Work Queue
WPCS Violation and Dispute Forms in CMIPS

IHSS Violation and Dispute Forms in CMIPS

Authorized Hours Exceeded Letters

The date of implementation for these changes to be in effect in the system is
September 23, 2016.


http://www.leginfo.ca.gov/pub/13-14/bill/sen/sb_0851-0900/sb_855_bill_20140620_chaptered.htm
http://www.leginfo.ca.gov/pub/13-14/bill/sen/sb_0851-0900/sb_873_bill_20140927_chaptered.htm
http://www.dss.cahwnet.gov/lettersnotices/EntRes/getinfo/acl/2016/16-44.pdf
http://www.dss.cahwnet.gov/lettersnotices/EntRes/getinfo/acl/2016/16-46.pdf
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BACKGROUND

Systems functionality for CMIPS has been modified to continue implementation of

SB 855 and SB 873. Violation and Dispute forms that were previously available only
through a manual process using data sheets will now be generated automatically out of
CMIPS. Counties must continue to mail providers and recipients the proper forms.
Certain overtime and travel time related forms have also been made available in BVI
format for those recipients who request it. The Advance Pay timesheet reconciliation
process has also been modified to reflect the arrears timesheet process.

Advance Pay Functionality

Modifications to the Advance Pay timesheet process will be implemented in CMIPS. In
order for overtime compensation to be paid to Advance Pay cases, Advance Pay
timesheets will be automatically issued on a semi-monthly basis, on the first and the
tenth of the month unless previously issued by a county user. Travel Claim forms will
be issued and mailed separately from the Advance Pay timesheets if the provider is
eligible for travel time pay.

The IHSS Arrears timesheet (SOC 2261) will be used for the Advance Pay timesheet.
Travel Time and Overtime payments for Advance Pay will function on a semi-monthly
basis. Overtime pay will not be paid until after the timesheet for the prior pay period
has been reconciled. Overtime hours worked and claimed on the Advance Pay
timesheet will be paid directly to the provider as a supplemental paycheck.

When assigning a provider to an Advance Pay case, the user has the option to print up
to two months of initial Advance Pay Timesheets, either from the CMIPS Printer or
through the nightly batch process to print at the Centralized Print Center. If the
provider is eligible for travel time pay, Travel Claim forms will print from the Centralized
Print Center and be sent to the Provider. Regular Semi-Monthly Advance Pay or
Supplemental-IHSS Advance Pay timesheets can be manually issued for up to three
months.

Six months after the semi-monthly Advance Pay Reconciling Timesheets are
implemented, the Timesheet Processing Facility (TPF) will stop accepting previously
issued Monthly Advance Pay Reconciling Timesheets. The implementation date for
this release is September 23, 2016. The counties must reissue new semi-monthly
timesheets to replace any Monthly Advance Pay Reconciling Timesheets the provider
may still have to submit after this six month time period.

In addition to modifying the Advance Pay timesheet reconciliation process to a semi-
monthly schedule, the Advance Pay Earning statement (SOC 2260) will be printed on a
separate sheet of paper at the county printers for the county to mail to providers (see
Figure 1). The batch job to print the Earning Statement will be added to the Recipient
Case County Print Queue.
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Just as the current functionality exists today for the standard arrears process, the
Advance Pay Earnings Statement will not be able to be reprinted, however, the
information on the Earnings Statement can be looked up by the counties in CMIPS.
Payment Details can be viewed on the View Payment Detail screen accessed via the

‘View’ link on the Payment Search screen.

Additionally, Advance Pay reconciliation information for a specific month can be found
in the ‘Reconciliation of Advance Payments’ report accessible via Business Objects.
Information for Arrears and Advance Pay providers can also be accessed via the

‘Provider Year to Date Payment History’ report in Business Objects.

STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY

CALIFORMIA DEPARTMENT OF SOCIAL SERVICES

County of XXX
1234 Street Name
City, State Zip+4

Provider Name
1234 Provider Mailing Street Name
City, State Zip+4

Your submitted timesheet has been processed and the details are provided below. The
Current Advance Pay deduction value is the amount that is due from the recipient. If you
have any questions please contact your local County IHSS office.

Advance Pay — Earnings Statement

Recipient | <LAST, FIRST Mi> ID# <1234567>
Provider [<LAST, FIRST MI> ID# | <123456780>
Total Advance Pay Monthly Hours | <HHH.MM> | Pay Rate & <999 99>

Timesheet# | =1234567690= |

=C0 DO=> [ Process Date

<MM/DDIYYYY =

Sernvice Period  <MM/DDMYYYY>

to  <MM/DDMYYYY>

Timesheet Hours Submitted <HHH:MM=> | Hours Paid <HHH:MM=
Hours Mot Paid <HHH:MM=
Remittance Advice Detail Current YTD
Pay Total Gross =5999 999 99>
Deductions FICA E
Medicare
SDIDIEC
Provider Payment | Advance Pay
Net Pay <$999,999.99>

SOC 2260 (218)

Figure 1. Advance Pay Earnings Statement
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Screen Changes To Support Advance Pay Functionality

Modifications will be made in CMIPS to certain screens and error messages as a result
of the change to the Advance Pay timesheet process. On the Timesheet Issuance
screen, the ‘Print in Nightly Batch’ option has been removed for Printing Advance Pay
timesheets. No other change has been made to the screen.

The Timesheet Manual Entry-Time Entries screen will include the ability to enter semi-
monthly Advance Pay timesheet time entries. No other change has been made to the
screen.

The Timesheet Manual Entry-Time Entries Advance Pay screen will be removed as

this functionality will be incorporated in the Timesheet Manual Entry-Time Entries
screen.

Error Messages To Support Advance Pay Functionality

Modifications will be made to all semi-monthly timesheet error messages to include
Advance Pay timesheets. An error and an informational message have been modified
due to the removal of the Printing in Nightly Batch option for Advance Pay timesheets.

Screen Condition Message
Name or

User Action

Timesheet When a user issues an IHSS Display the error message

Issuance Advance Pay or Supplemental- | “Service Period From Date and
IHSS Advance Pay and the Service Period To Date Range
user selects Print/Mail from a Cannot Exceed Three Months.”
Centralize Print Center and the
Service Period From and
Service Period To range
exceeds three months.

Timesheet When a user issues an IHSS Count timesheets eligible to print

Issuance Advance Pay or Supplemental- | and display the informational
IHSS Advance Pay and the message “Timesheet Request
user selects Print/Mail from a for Period [MM/DD/YYYY] to
Centralize Print Center and the | [MM/DD/YYYY] has generated
Service Period From and <dynamic — # of timesheets sent
Service Period To range is at for print> timesheets to
least one pay period but does <dynamic — selected print
not exceed three months. option>.”
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Three new error/informational messages will be added to CMIPS.

Screen Condition Message
Name or
User Action
Timesheet When a user tries to issue a Display the error message
Manual Entry | timesheet number associated “Monthly Advance Pay
— Timesheet | with a Monthly Advance Pay or | timesheets are invalid. Please
Number Monthly Advance Pay issue a semi-monthly CMIPS I
Supplemental timesheet, the timesheet on the Timesheet
system will not allow the action | Issuance screen.”
and display an error message.
Timesheet When a user issues an Count timesheets eligible to print
Issuance Advance Pay or Supplemental and display the informational
Advance Pay timesheet for a message
period of 1 to 3 months, the “Timesheet Request for Period
action is allowed and an [MM/DD/YYYY] to
informational message is [MM/DD/YYYY] has generated
displayed. <dynamic — # of timesheets sent
for print> timesheets to
<dynamic — selected print
option>.”
Timesheet When a user requests a Display the error message
Issuance — replacement or reissuance of a | “Timesheet request must cover
Replacement | Monthly Advance Pay timesheet | the entire service month for
/Reissue but only requests 1 Advance Monthly Advance Pay timesheet
Monthly Pay Semi-Monthly timesheet for | replacement.”
Advance the whole month, the action is
Payment not allowed and an error

Timesheet as
Semi-
Monthly
Advance Pay
Timesheets

message will display.
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BVI Format for Select Overtime and Travel Time Forms

Modifications will be made in CMIPS that will allow certain overtime and travel time
forms to be produced in BVI format. The following forms will be available in 18-Point
Font, Data and Audio CD and Braille in English:

e SOC 2271A — Recipient Notice Of Action Lite

e SOC 2257A — IHSS Program Notice to Recipient of Provider’'s First/Second
Overtime Violation

e SOC 2258A — IHSS Program Notice to Recipient of Providers Third Overtime
Violation

e SOC 2259A - IHSS Program Notice to Recipient of Providers Fourth Violation
and Termination

e SOC 2264 — IHSS Program Notice to Recipient Rescinding Provider Violation

In the BVI series of screens (Blind or Visually Impaired, Create Blind or Visually
Impaired Forms, Modify Blind or Visually Impaired Forms, View Blind or Visually
Impaired), all non Notice Of Action (NOA) forms, including the above, are referred to as
‘IHSS Required Forms’. As BVI format of these forms will be implemented in English
only at this time, error messages will be implemented and modified regarding language
selection for these forms. When a form is generated in Braille, a standard version of
that form will also print out of CMIPS and must be mailed to the recipient by the county.

Screen Changes to Support BVI Format for Select Overtime and Travel Time
Forms

As a result of implementing BVI format for select overtime and travel time forms,
certain screens will be modified in CMIPS as a result of these changes.

Forms

On the Forms screen, the column heading ‘BVI NOA Option’ will be modified to ‘BVI
Format’. This column displays the BVI format in which the IHSS form was produced
(Audio CD, Data CD or Braille).

Home

Evidence
Medi-Cal Eligibility
Contacts From Date: O To Date: G
Disaster Preparedness

Blind or Visually Impaired

SOC 2258A - IHSS Program Notice to Recipient of Providers Third Overtime English rinted 12/24/2015 22:42 o ]

SOC 332 - IHSS Recipient/Employer Responsibility Check List English rinted 12/24/2015 09:56

P
P

Approval NOA English Printed 122472015 22:42 | 2
[
[

rinted 12/4/2015 09:56
rinted 12/4/2015 09:56

SOC 332 - IHSS Recipient/Employer Responsibility Check List English
SOC 295 - Application For Social Services English

Figure 2. Forms screen.
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View Form

The ‘BVI NOA'’ cluster name on the View Form screen will be changed to ‘BVI Format'.
The ‘BVI Format’ cluster will only display for those forms that are in Audio CD, Data CD
or Braille format. It will not display for those forms that are in Large Font format.

Home

Evidence

Medi-Cal Eligibility
Contacts

Disaster Preparedness

Blind or Visually Impaired

Authorization
Modes & Hours
Providers
Overtime
Timesheet

Payroll

Case Maintenance
Administration
Quality Assurance

Unannounced Home Visit

Forms/Correspondence
Recent Changes

Notes

Tasks

Modify and Inactivate Form

changed to ‘BVI Format’.

Home

Evidence

Medi-Cal Eligibility
Contacts

Disaster Preparedness
Blind or Visually Impaired
Authorization

Modes & Hours
Providers

Overtime

Timesheet

Payroll

Case Maintenance
Administration

Quality Assurance
Unannounced Home Visit
Forms/Correspondence
Recent Changes

Notes

Tasks

Forms History

Home

Evidence

Medi-Cal Eligibility
Contacts

Disaster Preparedness
Blind or Visually Impaired
Authorization

Modes & Hours

[ @
View Form: ?
Correspondent Details
Correspondent Name: Language: English
Status: Printed Status Date: 12/24/2015
Mark As Inactivate/Not Mailed: No Suppress NOA: No
Form Name: ;‘,‘u";i“v IHES Progeam Rotia
Option: Audio CO Status Date: 12/24/2015
Status: Generated
Reprint in Another Languat
Language: Status Date:
Status:
Comments:
Paramedical Form Text:
Figure 3. View Form screen.
‘ ’ H H
The ‘BVI NOA'’ cluster name on the Modify and Inactivate Form screen has been
v
Modify and Inactivate Form: ?
Correspondent Details
Correspondent Name: Language: English
Status: Printed Status Date: 12/24/2015
Mark As Inactivate/Not Mailed: Suppress NOA:
Form Name: SOC 22584 - IHSS Program Notice to Recipient of Providers Third Overtime
BVI Format
Option: Audio CD Regenerate:
Status: Generated Status Date: 12/24/2015
Reprint in Another Language
Language: -
Comments:
Paramedical Form Text:
Figure 4. Modify and Inactivate Form screen.
‘ ) £ H ‘ ’
The ‘BVI NOA'’ field on the Forms History screen has been changed to ‘BVI Format'.
v
Forms History: ?
Action Lanquage Last Update & Time NOA Status Inactivate/Not Mailed BVI Status BVI Format Updated By
English 12/24/2015 22:42 Printed gi‘r“gﬁ%on Audio CD SUPER USER
English 12/24/2015 14:18 Pending Zi'r“g‘r';‘:wn Audio CD

Figure 5. Forms History screen.
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Blind or Visually Impaired

Two new fields have been added to the Blind or Visually Impaired screen: ‘Notice of
Action Option Language’ and ‘IHSS Required Forms Option Language’. These two
fields display the language of the NOA or IHSS Required forms.

Blind or Visually Impaired:
Home
Evidence - -
Household Evidence Action  BlindorVisually yineohoet option
Service Evidence SRS
Program Evidence Blind
Share of Cost Evidence
S e e

Notice of Action | Notice
Option Optio

Audio CD English Audio CD English 7/31/2015  12/31/9999

™S | Created By From To

No Accommodation
is Needed

Figure 6. Blind or Visually Impaired screen.

Create Blind or Visually Impaired

The previously implemented ‘IHSS Required Forms Option’ field is now functional on
this screen. Previously, this field was non-functional though the user was able to view
the field.

BUILD_VERSION

Create Blind or Visually Impaired:

Create Blind or Visually Impaired
Blind or Visually Impaired: ~] Recipient Authentication Number:

Notice of Action Option: = IHSS Required Forms Option:

a vidence
Medi-Cal Eligbiity Timesheet Option:
Contacts

Disaster Preparedness

Figure 7. Create Blind or Visually Impaired screen.

Modify Blind or Visually Impaired

The previously implemented ‘IHSS Required Forms Option’ field is now functional on
this screen. The user will be able to select the following options from the drop down
menu:

No Accommodation Needed
Large Font Documents
Braille Documents

Audio CD

Data CD

County Support
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Previously, this field was non-functional though the user was able to view the field.

v
Modify Blind or Visually Impaired: ?
Home
Evidence
Household Evidence OStaus
Service Evidence Created By:
Program Evidence From: 6/2/2015 16:05 To: 12/31/9999 12:00
Share of Cost Evidence Modify Blind or Visually Impaired
Medi-Cal Eligibiity
Contacts Blind or Visually Impaired: - ' h. ber:
Disaster Preparedness Notice of Action Option: - IWS Required Forms Option: » I

Timesheet Option : -
Authorization

Modes & Hours
Providers

Figure 8. Modify Blind or Visually Impaired screen.

View Blind or Visually Impaired

Two new fields have been added to the View Blind or Visually Impaired screen: ‘Notice
of Action Option Language’ and ‘IHSS Required Forms Option Language’. These two
fields display the language of the NOA or IHSS Required forms. The previously
implemented ‘IHSS Required Forms Option’ field is now functional on this screen.
Previously, this field was non-functional though the user was able to view the field.

v
View Blind or Visually Impaired: ?
Home
Evidence
Household Evidence Details
Service Evidence Created By:
Program Evidence From: 7/31/2015 10:41 To: 12/31/9999 12:00

Share of Cost Evidence

Evidence History Search View Blind or Visually Impaired

Medi-Cal Eligibility , Blind or Visually Impaired: Blind Recipient Authentication Number:
Contacts I_Noﬁce of Action Option: Audio CO IHSS Required Forms Option: Audio CD
Disaster Preparedness Notice of Action Option Language: English IHSS Required Forms Option Language:

Timesheet Option : No Accommodation is Needed
Authorization
Modes & Hours
Modes of Service
County Contractor
Homemaker
WPCS Hours
Workplace Hours
Providers
Overtime
Recpient Overtime Agreement
Recipient Workweek
Agreement
Monthlv Overtime Maximum

Figure 9. View Blind or Visually Impaired screen.

Blind or Visually Impaired History

Two new fields have been added to the Blind or Visually Impaired History screen.
‘Notice of Action Option Language’ and ‘IHSS Required Forms Option Language’ has
been added to the screen. These two fields display the language of the NOA or IHSS
Required forms. The previously implemented ‘IHSS Required Forms Option’ field is
now functional on this screen. Previously, this field was non-functional though the user
was able to view the field.
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Home

Evidence
Household Evidence
Service Evidence
Program Evidence
Share of Cost Evidence
Evidence History Search

Medi-Cal Eligibility

Contacts

Disaster Preparedness

Authorization
Modes & Hours
Modes of Service
County Contractor
Homemaker
WPCS Hours
Workplace Hours
Providers
Overtime
Recipient Overtime Agreement
Recipient Workweek
Agreement
Manthly Ouartima Mavimiim

Blind or Visually Impaired History:

Blind or Visually 5% Notice of Action | Hotice of Action

heet Option
Impaired .

8lind Telephonic System Braille Documents | English
Large Font Large Text

nglish
Timesheet Docments i

Visually Impaired

Visually Impaired Telephonic System Authorized

IHSS Required
Option Option Lanquage | Forms Option
Braille Documents | English
Large Text
Docments

No Accommodation)
Represenative Needed

5/20/2015 3/14/2016

English 3/1/2015  5/20/2015

1/16/2015 3/1/2015

Figure 10. Blind or Visually Impaired History screen.

Error Messages to Support BVI Format for Select Overtime and Travel Time

Forms

Fifteen new error/informational messages will be implemented.

Screen Condition Error Message
Name or
User Action
Edit Person When a user saves the Person Home | Display the message:
Home screen for the recipient and the “IHSS Required Forms
written language is Armenian with an | Option currently indicates
IHSS Required Forms Option of Audio CD which is not
Audio CD, the action is not allowed available in Armenian.
and an error message displays. Please update the IHSS
Required Forms Option to
other than Audio CD prior to
updating the Recipient’'s
written language to
Armenian.”
Edit Person When a user saves the Person Home | Display the message:
Home screen for the recipient and the “IHSS Required Forms
written language is Cantonese with Option currently indicates
an IHSS Required Forms Option of Audio CD which is not
Audio CD, the action is not allowed available in Cantonese.
and an error message displays. Please update the IHSS
Required Forms Option to
other than Audio CD prior to
updating the Recipient’s
written language to
Cantonese.”
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Audio CD and the Recipient’s written
language is other than English,
Spanish, Cantonese, Mandarin or
Armenian, the action is allowed and
an informational message displays.

Page 11
Screen Condition Error Message
Name or
User Action
Edit Person When a user saves the Person Home | Display the message:
Home screen for the recipient and the “IHSS Required Forms
written language is Mandarin with an | Option currently indicates
IHSS Required Forms Option of Audio CD which is not
Audio CD, the action is not allowed available in Mandarin.
and an error message displays. Please update the IHSS
Required Forms Option to
other than Audio CD prior to
updating the Recipient’s
written language to
Mandarin.”
Create Blind | When a user saves the Create Blind | Change the Save link to
or Visually or Visually Impaired screen and the Continue and display the
Impaired IHSS Required Forms Option is message:
Audio CD and the Recipient’s written | “The audio version of the
language is other than English, Recipient’s IHSS Required
Spanish, Cantonese, Mandarin or Forms will be generated in
Armenian, the action is allowed and English only.”
an informational message displays.
Create Blind | When a user saves the Create Blind | Display the message:
or Visually or Visually Impaired screen and the “The audio version of the
Impaired IHSS Required Forms Option is Recipient’s IHSS Required
Audio CD and the Recipient’s written | Forms is not available in the
language is Spanish, Cantonese, indicated Recipient’s
Mandarin or Armenian, the action is Written Language.”
not allowed and an error message
displays.
Modify Blind | When a user saves the Modify Blind | Change the Save link to
or Visually or Visually Impaired screen and the Continue and display the
Impaired IHSS Required Forms Option is message:

“The audio version of the
Recipient’'s IHSS Required
Forms will be generated in
English only.”
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CD and the Recipient’s written
language is Spanish, Cantonese,
Mandarin or Armenian, the action is
not allowed and an error message
displays.
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Screen Condition Error Message
Name or

User Action

Modify Blind | When a user saves the Modify Blind | Display the message:

or Visually or Visually Impaired screen and the “The audio version of the

Impaired IHSS Required Forms Option is Recipient’s IHSS Required
Audio CD and the Recipient’s written | Forms is not available in the
language is Spanish, Cantonese, indicated Recipient’s
Mandarin or Armenian, the action is Written Language.”
not allowed and an error message
displays.

Create Blind | When a user saves the Create Blind | Change the Save link to

or Visually or Visually Impaired screen and the Continue and display the

Impaired IHSS Required Forms Option is Data | message:
CD and the Recipient’s written “The Data CD version of the
language is other than English, Recipient’s IHSS Required
Spanish, Cantonese, Mandarin or Forms will be generated in
Armenian, the action is allowed and English only.”
an informational message displays.

Create Blind | When a user saves the Create Blind | Display the message:

or Visually or Visually Impaired screen and the “The Data CD version of the

Impaired IHSS Required Forms Option is Data | Recipient’s IHSS Required
CD and the Recipient’s written Forms is not available in the
language is Spanish, Cantonese, indicated Recipient’s
Mandarin or Armenian, the action is Written Language.”
not allowed and an error message
displays.

Modify Blind | When a user saves the Modify Blind | Change the Save link to

or Visually or Visually Impaired screen and the Continue and display the

Impaired IHSS Required Forms Option is Data | message:
CD and the Recipient’s written “The Data CD version of the
language is other than English, Recipient’s IHSS Required
Spanish, Cantonese, Mandarin or Forms will be generated in
Armenian, the action is allowed and English only.”
an informational message displays.

Modify Blind | When a user saves the Modify Blind | Display the message:

or Visually or Visually Impaired screen and the “The Data CD version of the

Impaired IHSS Required Forms Option is Data | Recipient’s IHSS Required

Forms is not available in the
indicated Recipient’s
Written Language.”
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Large Font and the Recipient’s
written language is Spanish,
Cantonese, Mandarin or Armenian,
the action is not allowed and an error
message displays.
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Screen Condition Error Message
Name or
User Action
Create Blind | When a user saves the Create Blind | Change the Save link to
or Visually or Visually Impaired screen and the Continue and display the
Impaired IHSS Required Forms Option is message:
Large Font and the Recipient’s “The Large Font version of
written language is other than the Recipient’s IHSS
English, Spanish, Cantonese, Required Forms will be
Mandarin or Armenian, the action is generated in English only.”
allowed and an informational
message displays.
Create Blind | When a user saves the Create Blind | Display the message:
or Visually or Visually Impaired screen and the “The Large Font version of
Impaired IHSS Required Forms Option is the Recipient’s IHSS
Large Font and the Recipient’s Required Forms is not
written language is Spanish, available in the indicated
Cantonese, Mandarin or Armenian, Recipient’s Written
the action is not allowed and an error | Language.”
message displays.
Modify Blind | When a user saves the Modify Blind | Change the Save link to
or Visually or Visually Impaired screen and the Continue and display the
Impaired IHSS Required Forms Option is message:
Large Font and the Recipient’s “The Large Font version of
written language is other than the Recipient’s IHSS
English, Spanish, Cantonese, Required Forms will be
Mandarin or Armenian, the action is generated in English only.”
allowed and an informational
message displays.
Modify Blind | When a user saves the Modify Blind “The Large Font version of
or Visually or Visually Impaired screen and the the Recipient’s IHSS
Impaired IHSS Required Forms Option is Required Forms is not

available in the indicated
Recipient’s Written
Language.”
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Nine Error Messages will be modified to guide selection of Notice of Action Option and
BVI IHSS Required Forms Option.

Screen Condition Error Message
Name or
User Action
Modify and When a user Saves the Modify and Display the message:
Inactivate Inactivate Form screen and the “Regenerate Action not
Form Regenerate check box on the BVI allowed when BVI
Format cluster is selected the Status | document is in Pending
on the BVI Format cluster is Pending | Generation Status.”
Generation, the action is not allowed
and an error message displays.
Create Blind | When a user Saves the Create Blind | Change the Save link to
or Visually or Visually Impaired screen and the Continue and display the
Impaired Notice of Action Option of Audio CD | message:
has been selected and the “The audio version of the
Recipient’s written language is other | Recipient's NOAs will be
than English, Spanish, Cantonese, generated in English only_”
Mandarin and Armenian, the action is
allowed and an informational
message displays.
Modify Blind | When a user Saves the Modify Blind | Change the Save link to
or Visually or Visually Impaired screen and the Continue and display the
Impaired Notice of Action Option of Audio CD | message:
has been selected and the “The audio version of the
Recipient’s written language is other | Recipient's NOAs will be
than English, Spanish, Cantonese, generated in Eng|ish on|y_”
Mandarin and Armenian, the action is
allowed and an informational
message displays.
Create Blind | When a user Saves the Create Blind | Change the Save link to
or Visually or Visually Impaired screen and the Continue and display the
Impaired Notice of Action Option of Data CD message:
has been selected and the “The textual version of the
Recipient’s written language is other | Recipient’s Notice of Action
than English, Spanish, Cantonese, will be generated in English
Mandarin and Armenian, the action is | only.”
allowed and an informational
message displays.
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“Blind” is selected and the Notice of
Action Option of “Braille Documents”
has been selected, or the IHSS
Required Forms Option of “Braille
Documents” has been selected the
Recipient’s written language
indication is other than “English”, the
action is allowed and an
informational message displays.
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Screen Condition Error Message
Name or

User Action

Modify Blind | When a user Saves the Modify Blind | Change the Save link to

or Visually or Visually Impaired screen and the Continue and display the

Impaired Notice of Action Option of Data CD message:
has been selected and the “The textual version of the
Recipient’s written language is other | Recipient’s Notice of Action
than English, Spanish, Cantonese, will be generated in English
Mandarin and Armenian, the action is | only.”
allowed and an informational
message displays.

Create Blind | When a user Saves the Create Blind | Display the message:

or Visually or Visually Impaired screen and the “The audio version of the

Impaired Notice of Action Option of Audio CD Recipient’s Notice of Action
has been selected and the is not available in the
Recipient’s written language is Recipient’s indicated
Spanish, Cantonese, Mandarin and Written Language.”
Armenian, the action is not allowed
and an error message displays.

Modify Blind | When a user Saves the Modify Blind | Display the message:

or Visually or Visually Impaired screen and the “The audio version of the

Impaired Notice of Action Option of Audio CD | Recipient’s Notice of Action
has been selected and the is not available in the
Recipient’s written language is Recipient’s indicated
Spanish, Cantonese, Mandarin and Written Language.”
Armenian, the action is not allowed
and an error message displays.

Create Blind | When a user Saves the Create Blind | Change the Save link to

or Visually or Visually Impaired screen and the | Continue and display the

Impaired Blind or Visually Impaired Option of message:

“Notice of Actions and IHSS
Required Forms will be
produced in U. S. English
Braille only.”
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Screen
Name or
User Action

Condition

Error Message

Set Notice of
Action Option
— Modify
Blind or
Visually
Impaired

When a user Saves the Modify Blind
or Visually Impaired screen and the
Blind or Visually Impaired Option of
“Blind” is selected and the Notice of
Action Option of “Braille Documents”
has been selected, or the IHSS
Required Forms Option of “Braille
Documents” has been selected the
Recipient’s written language
indication is other than “English”, the
action is allowed and an
informational message displays.

Change the Save link to
Continue and display the
message:

“Notice of Actions and IHSS
Required Forms will be
produced in U. S. English
Braille only.”

County Overtime Work Queue Modification

As of July 15, 2016 the County Overtime Work Queue has been updated to include a
provider’s first name, last name and provider number in the task (see Figure 11).

BUILD_VERSION

[3 Home
= = Inbox
[ Assigned Tasks
[ Deferred Tasks
5 Notifications
[ Reserved Tasks
[ Work Queues
[ Caseload By Users

‘Work Queue Tasks: 57 County Overtime Violation
Reserve Next 5 Tasks

Total Tasks: 5

Action Task ID Subject Priority Status Deadline

57 01 District Office Review Qvertime

Reserve 1536 Violation for Provider Firstname High

Lastname 00XX0000X 0000000

Open 6/21/2016 17:01

Figure 11. Work Queue Tasks screen.
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Implementation of forms for IHSS and WPCS Violations in CMIPS

Changes were implemented in CMIPS on September 23, 2016 that enforced the
overtime and travel time violations for WPCS providers. As a result, a change has
been made to the provider maximum weekly hours for WPCS providers. When a
provider works for only one recipient and works only WPCS hours or works for only
one recipient and works both WPCS and IHSS hours, the maximum number of hours
the provider may work in a workweek is the recipient’s maximum weekly hours. A
provider may not exceed the recipient’s authorized monthly hours divided by 4. For
example, if a recipient is authorized to receive 283 hours per month, the maximum
number of hours his/her provider would be able to work each workweek is of 70:45.
(283 divided by 4 = 70:45). In a one to one relationship, a provider will incur a violation
if the provider works more hours in a workweek than the recipient’'s maximum weekly
hours, which causes the provider to work more overtime hours in a month than he/she
normally works. For those providers that work for multiple recipients regardless of the
program they are working for, the maximum weekly hours are still 66 hours.

A number of forms that were introduced in ACL No. 16-46 and needed to be generated
by a manual process will now be generated by CMIPS and printed by the counties in
the September release. Please see Attachment A for a full list of forms that will now be
system generated and the updated forms matrix from ACL No. 16-46. All forms that
were previously datasheets printed by the system will now be fully system generated.
Counties will still need to mail the applicable forms to providers and recipients after
they are system generated.

Triggers for the IHSS forms in CMIPS have been previously explained in ACL No.
16-46. The forms and screens for Violations 3 and 4 were explained in ACL No. 16-46
and were implemented July 15, 2016. With violations for WPCS providers going into
effect as well, forms will be triggered for those providers and recipients with WPCS
hours (these are called ‘combination’ forms, as they cover those providers who work
both WPCS and IHSS hours). If a county user takes an action that triggers these
forms, these forms will print at the county and need to be mailed by the county. If a
WPCS user takes an action that triggers these forms, these forms will print to the IHO
printer and need to be mailed by IHO.

There is no difference between the combination forms and the previously introduced
non-combination forms in content. The combination forms have the same reference
numbers as the non-combination forms but have the moniker of ‘DHCS’ instead of
‘SOC’. These ‘combination’ forms indicate in the upper right hand side via a checkbox
marked ‘IHSS’ or ‘WPCS/In-Home Operations (IHO)’ if the violation is applicable to
IHSS or WPCS and direct the provider to contact the county or IHO as applicable (see
Figure 12 for an example).

Please Note: The forms implemented for September 23, 2016 will be updated in late
October 2016. Updates include minor word changes and the inclusion of a recipient
signature line for SOC 2272/DHCS 2272 and SOC 2273/DHCS 2273. A
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communication will be released in the future alerting counties to the implementation of
the updated forms. Though the forms themselves will be updated, the county process

regarding the forms will not change.
STATEOF CALIFORMIA- HEALTHAND HUMAN SERVICES AGEMCY CDSS/DHCS

IN-HOME SUPPORTIVE SERVICES (IH55) ANDWAIVER PERSONAL CARE
NOTICE TO PROVIDER OF RIGHT TO DISPUTEVIOLATION
FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIMELIMITS

| IH55 O WPC 5/In-Home Operations (IHO) L1
COUNTY OF:
Motice Date:
Recipient Mame:
Recipient Case Mumber:
Office Address:

(ADDRESSEE)

Office Telephone Mumber:

To: IHSS/MWPCS Provider

You received a violation because you exceeded your workweek and/or travel time
limits. If you believe you should not have been issued a violation because the
additional hours you worked met all three of the criteria listed below, please review and
respond to the questions on the following pages.

If you provide services to only 1 recipient, you must answer questions 1 through 5. If
you provide services to 2 or more recipients, you must answer questions 6 through 8.

You have 10 calendar days from the date indicated on the violation notice to submit
this form to the county or IHO requesting an official county review of the circumstances
surrounding the additional hours you worked with that led to the violation.

Criteria:
1. The additional hours were necessary to meet an unanticipated need.

2. The additional hours were related to an immediate need that could not be
postponed until the arrival of a back-up provider.

3. The additional hours were related to a need that would have had a direct
impact on the Recipient and were needed to ensure his/her health and/or
safety.

Questions for Providers with Only One Recipient:

1. If you received a violation for exceeding your workweek limits, please state the
reason(s) your recipient requested you to work more than your regular hours?

Figure 12. DHCS 2272
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The table below is a guide to what types of forms trigger for Providers and Recipients.

Recipient has
Provider both IHSS and
WPCS Hours

IHSS (SOC form) | IHSS (SOC form)

Recipient has only
IHSS Hours

Prov A — Works only
IHSS — IHSS Violation

Prov B — Works Combination with

IHSS/WPCS - IHSS IHSS marked IHSS (SOC form)

Violation (DHCS form)

Prov B — Works Combination with Combination with

IHSS/WPCS - WPCS WPCS marked WPCS marked

Violation (DHCS form) (DHCS form)
Combination with

Prov C — Works only

WPCS — WPCS Violation | VPCS marked N/A

(DHCS form)

Provider A: When a provider works only IHSS hours and has an IHSS violation, both
the provider and the recipient(s) the provider works for will receive the IHSS form.

Provider B-IHSS Violation: When a provider works both IHSS and WPCS hours and
receives an IHSS violation, depending on the recipient(s) a Provider works for, a
different type of form will be sent. If the provider works for a recipient with both IHSS
and WPCS hours, a combination form will be sent with ‘IHSS’ checked in the upper
right. If the provider works for a recipient with only IHSS hours, an IHSS only form will
be sent.

Provider B-WPCS Violation: When a provider works both IHSS and WPCS hours and
receives a WPCS violation, a combination form will be sent to any recipient(s) the
provider works for, regardless of whether that recipient has WPCS hours, to inform the
recipient(s) of the program under which the violation was incurred.

Provider C-WPCS Violation: When a provider only works WPCS hours, both the
provider and the recipient(s) the provider works for will receive the combination form.
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The table below provides guidance on where violation and dispute notices get printed.
This information was originally presented in the August 2016 Release Notes and is

being provided as a review.

Action Occurring on Violations

Printer Where Forms Print

County Review Process

Task is not reviewed or worked by County Staff
during the 3 day review period.

CMIPS II Printer assigned to the Case Owner of
the case associated with the violation.

Task is reviewed by County Staff and the
decision is made to uphold the violation (no
Supervisor review is required).

CMIPS 1I Printer assigned to the County Staff
person who upheld the violation.

Task is reviewed by County staff and the
decision is made to override the Violation, and
the Supervisor approves.

No forms are printed since this is the County
Review step.

Task is reviewed by County staff and the
decision is made to override the Violation, and
the Supervisor rejects the override (upholding
the violation).

CMIPS II Printer assigned to the Supervisor who
rejected the override (upheld the violation).

Task is reviewed by County staff and the
decision is made to override the Violation, and
the Supervisor doesn’t take any action in
required timeframe (violation is overridden).

Dispute is recorded in the system, but no county
staff works the dispute before the 10 day
window expires (violation is upheld).

No forms are printed since this is the County
Review step.

County Dispute Process

CMIPS II Printer assigned to the Case Owner of
the case associated with the violation.

County Staff reviews the dispute and decides to
uphold the violation (no Supervisor review is
required).

CMIPS II Printer assigned to the County Staff
person who upheld the violation.

Dispute is reviewed by County staff and the
decision is made to override the Violation, and
the Supervisor approves.

CMIPS 1II Printer assigned to the Supervisor who
approved the override (dismissed the violation).

Dispute is reviewed by County staff and the
decision is made to override the Violation, and
the Supervisor rejects the override (upholding
the violation).

CMIPS 1I Printer assigned to the Supervisor who
rejected the override (upheld the violation).

Dispute is reviewed by County staff and the
decision is made to override the Violation, but
no Supervisor takes action within the 10 day
window (violation is dismissed).

CMIPS II Printer assigned to the Case Owner of
the case associated with the violation.
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Screens

These screens were implemented in another release but have been modified to display
previously implemented fields differently based on user feedback to make data entry
easier. Please reference ACL No. 16-46 for full explanation of the screens and fields.

View Overtime Violations

This screen has been modified with previously implemented fields and one new field of
“Override Reason” displayed in different sections of the screen. In the County Dispute
Cluster, the following fields will be displayed:

County Dispute Filed Date
Dispute Entered Date
Unanticipated Need
Immediate Need

Health and Safety Issue
Other

In the Dispute Outcome Cluster the following fields will be displayed:

County Dispute Outcome

County Dispute Outcome Date
Override Reason

Upheld-Need not immediate
Upheld-Need not anticipated
Upheld-No Health or Safety Issue
County Dispute User Name

County Dispute Outcome Entered Date

In addition, selecting a new link, the ‘History’ link will cause the ‘County Dispute
History’ screen to display.
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Figure 13. View Overtime Violations screen.

Modify County Dispute
The County Dispute cluster on the Modify County Dispute screen has been modified to
display the following fields:

e County Dispute File Date
e Dispute Entered Date

¢ Unanticipated Need

e Health and Safety Issue
¢ Immediate Need

e Other

For this field, the user may select from the drop down menu either ‘Provider
Error’ or ‘Administrative Error’

The County Dispute Outcome Cluster has been modified to display the following fields:

e County Dispute Outcome

e County Dispute Outcome Date

e Override Reason
For this field, the user may select from the drop down menu either ‘Provider
Error’ or ‘Administrative Error’.

e Upheld-Need Not Immediate

e Upheld-Need Not Unanticipated

e Upheld-No Health or Safety Issue

e County Dispute User Name

e County Dispute Outcome Entered Date
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Modify County Dispute: 4

_COLII'IN Dispute

County Dispute Filed Date: 0 Dispute Entered Date:
Unanticipated Need: Health and Safety Issue:
Immediate Need: Other: FProvider Error v

_COuntv Dispute Outcome

County Dispute Qutcome: Pending Review ¥  County Dispute Outcome Date: O
Override Reason:  Provider Error v Upheld - Need not immediate:
Upheld - Need not Upheld - No Health or Safety
unanticipated: Issue:
- . County Dispute Outcome
County Dispute User Name: Entered Date:

Dispute Supervisor

Supervisor Dispute Outcome: Supervisor Outcome Date:
Dispute Supervisor Name: Supervisor Outcome E"g’::

County Dispute Letter Date:

Comments:

Figure 14. Modify County Dispute screen.

Modify Dispute Supervisor

In addition to the modifications made on the County Dispute and County Dispute
Outcome fields outlined above, the following change has been made to the Dispute
Supervisor Cluster on the Modify Dispute Supervisor screen. The Dispute Supervisor
Cluster has been modified to display the following fields:

e Supervisor Dispute Outcome

e Supervisor Outcome Date

e Dispute Supervisor Name

e Supervisor Outcome Entered Date
e County Dispute Letter Date
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Modify Dispute Supervisor: ?

'County Dispute

County Dispute Filed Date: Dispute Entered Date:
Unanticipated Need: Health and Safety Issue:
Immediate Need: Other: | Provider Error v

ICOunly Dispute Outcome

County Dispute Qutcome: Pending Review hJ CollntyDispute Outc[;::‘:
Override Reason: | Provider Error ¥ | Upheld - Need not immediate:
Upheld - Need not Upheld - No Health or Safety
unanticipated: Issue:
- . County Dispute Outcome
County Dispute User Name: Entered Date:
'Dlspute Supervisor
" Supervisor Dispute ) .
Oubcome: Supervisor Review v Supervisor Qutcome Date:
Dispute Supervisor Name: Supervisor Outcome En:.’e;::_
County Dispute Letter Date:
" Comments:

Figure 15. Modify' Dlspute Supervisor screen.

County Dispute History

The County Dispute History screen has been modified to display the fields on the
County Dispute and Dispute Outcome clusters from the View Overtime Violations
screen that were outlined above.

BUILD_VERSION

County Dispute History: ?

Figure 16. County Dispute History screen.
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Error Messages

Screen Name Condition Error Message
or User Action
Modify County | When a user saves the Modify Display the error
Dispute County Dispute screen and the message, “In the County
“Other” field is indicated as well as: | Dispute section of the
e Unanticipated Need screen user must select

one or more of the
checkboxes or select from
the “Other” drop-down.

e Health and Safety Issue
e |Immediate Need

The action is not allowed and an Both actions are not
error message displays. allowed.”
Modify County | When a user saves the Modify Display the error
Dispute County Dispute screen and the message, “County

Override Reason field is indicated Dispute Outcome must be
and any Upheld value is indicated, | an Override Reason or

the action is not allowed and an one or more of the Upheld
error message will display. reasons. Both actions are
not allowed.”

Authorized Hours Exceeded Letters

Monthly Authorized Hours Exceeded letters have been created to notify both providers
and their respective recipient(s) of incorrect timesheet submissions(s).

Note: These letters are for informational purposes only and are not a part of the
workweek and travel time violation process.

These letters are sent when a provider claims hours that are in excess of the
recipient’s IHSS monthly authorized hours and/or when a provider claims more
assigned hours than are indicated on the Recipient Request for Assignment of
Authorized Hours to Providers (SOC 838) form.

These new letters are now being generated in CMIPS and will print at the county of the
recipient that the provider works for. Counties will need to mail these letters to each
recipient and provider when produced out of CMIPS. See Attachment B for examples
of the Recipient and Provider Authorized Hours Exceeded Letters.

If you have questions or comments regarding this ACL, please contact the Adult
Programs Division, CMIPS Il Systems Operations Unit at (916) 551-1003 or via e-mail
at: CMIPSII-Requests@dss.ca.gov.
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Sincerely,

Original Document Signed By:
EILEEN CARROLL

Deputy Director

Adult Programs Division

Attachments

Cc: CWDA
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ATTACHMENT A
NEW FORMS IN CMIPS FOR USE IN IMPLEMENTING
SENATE BILL (SB) 855 AND SB 873
Number Title
New Forms
NA FORMS MATRIX
NA CDSS SECOND VIOLATION SELF-CERTIFICATION TRAINING

SOC 2272 IN-HOME SUPPORTIVE SERVICES PROGRAM NOTICE TO
PROVIDER OF RIGHT TO DISPUTE VIOLATION FOR EXCEEDING
WORKWEEK AND/OR TRAVEL TIME LIMITS

SOC 2273 IN-HOME SUPPORTIVE SERVICES PROGRAM STATE
ADMINISTRATIVE REVIEW REQUEST OF THIRD OR FOURTH
VIOLATION FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME
LIMITS

SOC 2280 IN-HOME SUPPORTIVE SERVICES PROGRAM NOTICE TO
PROVIDER UPHOLDING FIRST OR SECOND VIOLATION FOR
EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

SOC 2281 IN-HOME SUPPORTIVE SERVICES PROGRAM NOTICE TO
RECIPIENT UPHOLDING PROVIDER’S FIRST OR SECOND
VIOLATION FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME
LIMITS

SOC 2282 IN-HOME SUPPORTIVE SERVICES PROGRAM NOTICE TO
PROVIDER UPHOLDING THIRD VIOLATION (90-DAY SUSPENSION
OF ELIGIBILITY) FOR EXCEEDING WORKWEEK AND/OR TRAVEL
TIME LIMITS

SOC 2283 IN-HOME SUPPORTIVE SERVICES PROGRAM NOTICE TO
RECIPIENT UPHOLDING PROVIDER'’S THIRD VIOLATION (90-DAY
SUSPENSION OF ELIGIBILITY) FOR EXCEEDING WORKWEEK
AND/OR TRAVEL TIME LIMITS

SOC 2284 IN-HOME SUPPORTIVE SERVICES PROGRAM NOTICE TO
PROVIDER UPHOLDING FOURTH VIOLATION (ONE-YEAR PERIOD
OF INELIGIBILITY)

SOC 2285 IN-HOME SUPPORTIVE SERVICES PROGRAM NOTICE TO
RECIPIENT UPHOLDING PROVIDER’S FOURTH VIOLATION (ONE-
YEAR PERIOD OF INELIGIBILITY)

DHCS (Combination Forms) to be mailed by the County or IHO/WPCS.

DHCS 2257 IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO PROVIDER OF
FIRST/SECOND VIOLATION FOR EXCEEDING WORKWEEK
AND/OR TRAVEL TIME LIMITS

DHCS 2257A | IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO RECIPIENT OF
PROVIDER'’S FIRST/SECOND VIOLATION FOR EXCEEDING
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WORKWEEK AND/OR TRAVEL TIME LIMITS

DHCS 2257B

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO PROVIDER OF
SECOND VIOLATION NO RECORD OF COMPLETION OF REVIEW
OF INSTRUCTIONAL MATERIALS

DHCS 2258

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO PROVIDER OF
THIRD VIOLATION (90-DAY SUSPENSION OF ELIGIBILITY) FOR
EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

DHCS 2258A

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO RECIPIENT OF
PROVIDER’S THIRD VIOLATION (90-DAY SUSPENSION OF
ELIGIBILITY) FOR EXCEEDING WORKWEEK AND/OR TRAVEL
TIME LIMITS

DHCS 2259

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO PROVIDER OF
FOURTH VIOLATION (ONE-YEAR PERIOD OF INELIGIBILITY) FOR
EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

DHCS 2259A

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO RECIPIENT OF
PROVIDER’S FOURTH VIOLATION (ONE-YEAR PERIOD OF
INELIGIBILITY) FOR EXCEEDING WORKWEEK AND/OR TRAVEL
TIME LIMITS

DHCS 2263

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO PROVIDER
RESCINDING VIOLATION

DHCS 2264

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO RECIPIENT
RESCINDING PROVIDER VIOLATION

DHCS 2265

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO PROVIDER
REDUCTION OF TOTAL VIOLATION COUNT

DHCS 2272

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO PROVIDER OF
RIGHT TO DISPUTE VIOLATION FOR EXCEEDING WORKWEEK
AND/OR TRAVEL TIME LIMITS

DHCS 2273

STATE ADMINISTRATIVE REVIEW REQUEST OF THIRD OR
FOURTH VIOLATION FOR EXCEEDING WORKWEEK AND/OR
TRAVEL TIME LIMITS

DHCS 2280

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO PROVIDER
UPHOLDING FIRST/SECOND VIOLATION FOR EXCEEDING
WORKWEEK AND/OR TRAVEL TIME LIMITS

DHCS 2281

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO RECIPIENT
UPHOLDING FIRST/SECOND VIOLATION FOR EXCEEDING
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WORKWEEK AND/OR TRAVEL TIME LIMITS

DHCS 2282 IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO RECIPIENT
UPHOLDING THIRD VIOLATION AND 90 DAY SUSPENSION OF
ELIGIBILITY

DHCS 2283 IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO RECIPIENT
UPHOLDING THIRD VIOLATION AND 90 DAY SUSPENSION OF
ELIGIBILITY

DHCS 2284 IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO PROVIDER
UPHOLDING FOURTH VIOLATION AND ONE-YEAR PERIOD OF
INELIGIBILITY

DHCS 2285 IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER
PERSONAL CARE SERVICES (WPCS) NOTICE TO RECIPIENT
UPHOLDING PROVIDER’S FOURTH VIOLATION AND ONE YEAR
PERIOD OF INELIGIBILITY

| State Administrative Review Request forms, to be mailed out by CDSS. |
SOC 2286 | IN-HOME SUPPORTIVE SERVICES PROGRAM STATE
ADMINISTRATIVE REVIEW REQUEST RESPONSE LETTER TO
PROVIDER UPHOLDING THIRD VIOLATION (90-DAY SUSPENSION
OF ELIGIBILITY) FOR EXCEEDING WORKWEEK AND/OR TRAVEL
TIME LIMITS

SOC 2287 | IN-HOME SUPPORTIVE SERVICES PROGRAM STATE
ADMINISTRATIVE REVIEW REQUEST RESPONSE LETTER TO
RECIPIENT UPHOLDING PROVIDER'’S THIRD VIOLATION (90-DAY
SUSPENSION OF ELIGIBILITY) FOR EXCEEDING WORKWEEK
AND/OR TRAVEL TIME LIMITS

SOC 2288 | IN-HOME SUPPORTIVE SERVICES PROGRAM STATE
ADMINISTRATIVE REVIEW REQUEST RESPONSE LETTER TO
PROVIDER RESCINDING THIRD VIOLATION OR FOURTH
VIOLATION FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME
LIMITS

SOC 2289 | IN-HOME SUPPORTIVE SERVICES PROGRAM STATE
ADMINISTRATIVE REVIEW REQUEST RESPONSE LETTER TO
RECIPIENT RESCINDING PROVIDER’S THIRD OR FOURTH
VIOLATION FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME
LIMITS

SOC 2290 | IN-HOME SUPPORTIVE SERVICES PROGRAM STATE
ADMINISTRATIVE REVIEW REQUEST RESPONSE LETTER TO
PROVIDER UPHOLDING FOURTH VIOLATION (ONE-YEAR PERIOD
OF INELIGIBILITY)

SOC 2291 IN-HOME SUPPORTIVE SERVICES PROGRAM STATE
ADMINISTRATIVE REVIEW REQUEST RESPONSE LETTER TO
RECIPIENT UPHOLDING FOURTH VIOLATION (ONE-YEAR PERIOD
OF INELIGIBILITY)




ACL 16-89
Page 30

DHCS 2286

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE TO
PROVIDER LETTER UPHOLDING THIRD VIOLATION AND 90 DAY
PERIOD OF INELIGIBILITY

DHCS 2287

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE TO
RECIPIENT LETTER UPHOLDING PROVIDER'’S THIRD VIOLATION
AND 90 DAY PERIOD OF INELIGIBILITY

DHCS 2288

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE TO
PROVIDER LETTER RESCINDING THIRD OR FOURTH VIOLATION

DHCS 2289

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE TO
RECIPIENT LETTER RESCINDING THIRD OR FOURTH VIOLATION

DHCS 2290

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE TO
PROVIDER LETTER UPHOLDING FOURTH VIOLATION AND ONE
YEAR PERIOD OF INELIGIBILITY

DHCS 2291

NA

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE TO
RECIPIENT LETTER UPHOLDING PROVIDER’S FOURTH VIOLATION
AND ONE-YEAR PERIOD OF INELIGIBILITY

DHCS SECOND VIOLATION SELF-CERTIFICATION TRAINING

DHCS 2266

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO
RECIPIENT APPROVAL OF EXCEPTION TO EXCEED WEEKLY
HOURS

DHCS 2266A

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO
PROVIDER APPROVAL OF EXCEPTION TO EXCEED WEEKLY
HOURS

DHCS 2267

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO
RECIPIENT DENIAL OF EXCEPTION TO EXCEED WEEKLY HOURS

DHCS 2267A

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO
PROVIDER DENIAL OF EXCEPTION TO EXCEED WEEKLY HOURS

DHCS 2268

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO
PROVIDER APPROVAL TO WORK ALTERNATE SCHEDULE DUE
TO RECURRING EVENT

DHCS 2268A

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO
PROVIDER APPROVAL TO WORK ALTERNATE SCHEDULE DUE
TO RECURRING EVENT

DHCS 2269

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO
RECIPIENT CANCELLATION OF ALTERNATE SCHEDULE DUE TO
RECURRING EVENT

DHCS 2269A

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO
PROVIDER CANCELLATION OF ALTERNATE SCHEDULE DUE TO
RECURRING EVENT

DHCS 2270

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO
RECIPIENT/PROVIDER FAILURE TO COMPLETE PARTICIPANT
(RECIPIENT) ASSIGNMENT OF AUTHORIZED HOURS
AGREEMENT (DHCS 2256W)

DHCS 2270A

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO
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PROVIDER FAILURE TO COMPLETE WORKWEEK AND TRAVEL
AGREEMENT (DHCS 2255W)
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ATTACHMENT B
AUTHORIZED HOURS EXCEEDED LETTERS
Number Title
NA EXCEEDED AUTHORIZED HOURS LETTER-RECIPIENT
NA EXCEEDED AUTHORIZED HOURS LETTER-PROVIDER
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ATTACHMENT C
ADVANCE PAY DOCUMENTS
Number Title
SOC 2261 IHSS ADVANCE PAY TIMESHEET-SAMPLE
NA PROVIDER ADVANCE PAY TIMESHEET LETTER
NA RECIPIENT ADVANCE PAY TIMESHEET LETTER




Violation and Dispute Forms Matrix

Form Type Form # 1st Violation 2nd Violation with optional | 2nd Violation wieh | 3rd. . 4th, Forms Legend
Training no Optional Training Violation | Violation
DHCS/SOC 2257 X X X SG
DHCS/SOC 2272 X X X X X SG
Violation Trng Materials X SG
DHCS/SOC 2257B X (if rejects option) SG
DHCS/SOC 2258 X SG
DHCS/SOC 2259 X SG
DHCS/SOC 2272A X X X X X Web
DHCS/SOC 2280 X X X SG
Formsto | pispute - itviolationis upheld  |DHCS/SOC 2282 X SG
Provider DHCS/SOC 2273 X X SG
DHCS/SOC 2284 X SG
DiSpUte-Form Not Completed or
Submitted Timely DHCS/SOC 2292 X X X X X Web
violation i overridden DHCS/SOC 2272A X X X X X Web
DHCS/SOC 2263 X X X X X SG
Administrative Review - i [DHCS/SOC 2286 X CDSS
violation is upheld DHCS/SOC 2290 X CDSS
- if violation is overridden DHCS/SOC 2288 X X CDSS
DHCS/SOC 2257A X X X SG
Violation DHCS/SOC 2258A X SG
DHCS/SOC 2259A X SG
DHCS/SOC 2272B X X X X X Web
. DHCS/SOC 2281 X X X SG
Dispute - if violation is upheld
DHCS/SOC 2283 X SG
Forms to DHCS/SOC 2285 X SG
Recipient Dlsput:::i:;::itr::;pleted or DHCS/SOC 2293 . " " " X Web
violation s overridden DHCS/SOC 2272B X X X X X Web
DHCS/SOC 2264 X X X X X SG
Administrative Review - i |DHCS/SOC 2287 X CDSS
violation is upheld DHCS/SOC 2291 X CDSS
- if violation is overridden DHCS/SOC 2289 X X CDSS
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Form Titles

DHCS/SOC 2257

In-Home Supportive Services Program Notice to Provider of First/Second Violation For Exceeding Workweek And/Or
Travel Time Limits

DHCS/SOC 2272

In-Home Supportive Services Program Notice To Provider of Right to Dispute Violation for Exceeding Workweek And/
Or Travel Time Limits

Trng Materials

In-Home Supportive Services Program Notice To Provider of Right to Dispute Violation for Exceeding Workweek And/

Violation Or Travel Time Limits
DHCS/SOC 2257B In-Home Supportive Services (IHSS) Program Certification For Instructional Material Review
DHCS/SOC 2258 In-Home Supportive Services Program Notice to Provider of Third Violation (90-Day Suspension of Eligibility) For
Exceeding Workweek And/Or Travel Time Limits
DHCS/SOC 2259 In-Home Supportive Services Program Notice to Provider of Fourth Violation (One-Year Period of Ineligibility) For
Exceeding Workweek And/Or Travel Time Limits
DHCS/SOC 2272A In-Home Supportive Services Program Notice to Provider Acknowledgement of Receipt of County Violation Review
for Exceeding Workweek and/or Travel Time Limits
DHCS/SOC 2280 In-Home Supportive Services Program Notice to Provider Upholding First Or Second Violation For Exceeding
Workweek And/Or Travel Time Limits
Forms to DHCS/SOC 2282 In-Home Supportive Services Program Notice to Provider Upholding Third Violation (90-Day Suspension of Eligibility)
Provider Dispute - if violation is upheld For Exceeding Workweek And/Or Travel Time Limits
DHCS/SOC 2273 In-Home Supportive Services Program State Administrative Review Request of Third or Fourth Violation For
Exceeding Workweek And/Or Travel Time Limits
DHCS/SOC 2284 |In-Home Supportive Services Program Notice to Provider Upholding Fourth Violation (One-Year Period of Ineligibility)
Dispute-form Not Completed or In-Home Supportive Services Program Notice to Provider For Failing to Complete the Right To Dispute Violation for
Submitted Timely DHCS/SOC 2292 Exceeding Workweek And/Or Travel Time Limits Form Timely or Completely
DHCS/SOC 2272A In-Home Supportive Services Program Notice to Provider Acknowledgement of Receipt of County Violation Review
- if violation is overridden for Exceeding Workweek and/or Travel Time Limits
DHCS/SOC 2263 In-Home Supportive Services Program Notice to Provider Rescinding Violation
DCHS/SOC 2286 In-Home Supportive Services Program State Administrative Review Request Response Letter to Provider Upholding Third Violation (90-Day
State Administrative / Suspension of Eligibility) For Exceeding Workweek And/Or Travel Time Limits
Review - ifviolation is upheld DHCS/SOC 2290 In-Home Supportive Services Program State Administrative Review Request Response Letter to Provider Upholding
Fourth Violation (One-Year Period of Ineligibility)
¢ violation " DHCS/SOC 2288 In-Home Supportive Services Program State Administrative Review Request Response Letter to Provider Rescinding
- IT violation Is overridden
Third or Fourth Violation For Exceeding Workweek And/Or Travel Time Limits
CDSS/CWDA Violations and Dispute Forms Matrix Version 3 9/23/2016




Form Titles

In-Home Supportive Services Program Notice to Recipient of Provider's First/Second Violation For Exceeding

DHCS/SOC 2257A Workweek And/Or Travel Time Limits
. . In-Home Supportive Services Program Notice to Recipient of Provider's Third Violation (90-Day Suspension of
Violation
DHCS/SOC 2258A Eligibility) For Exceeding Workweek And/Or Travel Time Limits
In-Home Supportive Services Program Notice to Recipient of Provider's Fourth Violation (One-Year Period of
DHCS/SOC 2259A PP e T8 O meelp th Violation {
Ineligibility) For Exceeding Workweek And/Or Travel Time Limits
In-Home Supportive Services Program Notice to Recipient Acknowledgement of Provider's Request for County
DHCS/SOC 2272B e . . ) .
Violation Review for Exceeding Workweek and/or Travel Time Limits
In-Home Supportive Services Notice to Recipient Upholding Provider's First Or Second Violation For Exceedin
DHCS/SOC 2281 PP pien’ “pholding Froviders © &
. Workweek And/Or Travel Time Limits
Dispute - if violation is upheld - - - — - - ——— -
DHCS/SOC 2283 In-Home Supportive Services Notice to Recipient Upholding Provider's Third Violation (90-Day Suspension of
Eligibility) For Exceeding Workweek And/Or Travel Time Limits
For!“_s to In-Home Supportive Services Program Notice to Recipient Upholding Fourth Violation (One-Year Period of
Recipient DHCS/SOC 2285 Ineligibility)
Dispute-Form Not Completed or In-Home Supportive Services Program Notice to Recipient of Provider Failure To Complete The Right To Dispute
Submitted Timely DHCS/SOC 2293 Violation For Exceeding Workweek And/Or Travel Time Limits Form Timely or Completely
In-Home Supportive Services Program Notice to Recipient Acknowledgement of Provider's Request for Count
DHCS/SOC 22728 PP orviees T8 ecp 8 | rroyiders Fed Y
- Pl B eranikEn Violation Review for Exceeding Workweek and/or Travel Time Limits
DHCS/SOC 2264 In-Home Supportive Services Program Notice to Recipient Rescinding Provider Violation
» ' DHCS/SOC 2287 In-Home Supportive Services Program State /-\.dministl.'a‘ti\./(.e Review Reunest Response Letter to Recipier‘1t Upholhding Provider's Third Violation (90-
State Administrative Day Suspension of Eligibility) for Exceeding Workweek And/Or Travel Time Limits
Review - if violation is upheld In-Home Supportive Services Program State Administrative Review Request Response Letter to Recipient Upholding
DHCS/SOC 2291 o . -
Fourth Violation (One-Year Period of Ineligibility)
i violation is overridden DHCS/SOC 2289 In-Home Suppo.rtlve S.erV|ces Program Stéte Admlnlstrat.lve Review Request Response Iietter.to. Recipient
Rescinding Third or Fourth Violation For Exceeding Workweek And/Or Travel Time Limits
Legend
SG System Generated
Web CDSS Website
CDSS CDSS Website - Printed and Mailed by CDSS
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In-Home Supportive Services (IHSS)

CDSS

CALIFORNIA
DEPARTMENT OI

SOCIAL SERVICES

Self-Certification
Instructional
Review Materials

Second Violation

These voluntary self-certification instructional review materials offer you a
one-time opportunity to remove your second violation for exceeding the
workweek and/or travel time limitations, and will not be offered again in the
future, unless your IHSS provider eligibility is suspended for one year and
you complete the required re-enrollment process.

If you do not review the materials and submit your completed self-
certification form to your county IHSS office within 14 calendar days from
the date of your second violation notice, you will be sent a notice confirming
your second violation along with the California Department of Social
Services’ (CDSS) Provider’s Right to Dispute form which may be submitted
to your county IHSS office if you disagree with the violation.

CDSS Adult Programs Division May 2016




A Second Violation

So, you got a second violation for exceeding workweek and/or travel time
limitations? Let’s review the workweek and travel time limits to help
prevent you from incurring future violations. If you were an active provider
before February 1, 2016, you were mailed and instructed to complete and
submit the updated IHSS Program Provider Enrollment Agreement (SOC
846). If you became a provider after February 1, 2016, you completed the
updated SOC 846 during the mandatory IHSS Provider Orientation.
Completion of the updated SOC 846 confirmed your understanding of the
workweek and travel time limitations required by California law. Not
following the workweek and travel time limitations will result in violations
which may include suspension of your eligibility to be an IHSS provider for
up to one year.

You received this second violation due to one or more of the following
actions:

e You worked more than 40 hours in a workweek for a recipient without
your recipient getting approval from the county when that recipient is
authorized 40 hours or less in a workweek;

e You worked more hours for your recipient than he/she is authorized in
a workweek without your recipient getting approval from the county,
and this caused you to work more overtime hours in the month than
you normally would;

e You work for more than one recipient and you worked more than 66
hours in a workweek; or

e Your claimed travel time was more than seven hours in a workweek.

Whenever you receive a violation, you have ten business days from the
date of the violation notice to complete and submit the CDSS Provider’s
Right to Dispute form to your county IHSS office. Once the county receives
the form, it has ten business days to review the violation and send you a
notice stating the outcome of the review.

REMINDER: If you get more than one violation in a single month, it will
only count as one violation. Once you have received a violation, it will
remain on your record. However, after one year, if you do not receive
another violation, the number of violations you have received will be
reduced by one. As long as you do not receive any additional violations,
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each year after the last violation, your number of violations will be reduced
by one.

CAUTION: If you receive a third violation, your IHSS provider eligibility will
be suspended for 90 days. If you receive a fourth violation, your IHSS
provider eligibility will be suspended for one year. When your one-year
IHSS provider ineligibility period ends, you will have to complete all of the
provider enrollment requirements again, including the criminal background
check, provider orientation, and all required forms, before you may resume
providing IHSS services.

If you disagree with the county’s determination to uphold the third or fourth
violation, you may request a State review of the violation by the CDSS
Adult Programs Division’s Appeals Unit. The third and fourth violation
notices will explain how you may request the state review.

Workweek Limitations

Remember, the IHSS workweek begins at 12:00 a.m. on Sunday and ends
at 11:59 p.m. the following Saturday. It is important that you understand
the IHSS workweek so that you and your IHSS recipient(s) may better track
how many authorized hours are planned, how many were actually worked,
and whether you are eligible for overtime compensation.

The maximum weekly hours are the number of service hours you may work
for your recipient(s) per workweek. The maximum weekly hours are a
guideline to help make you aware of how many hours you can work up to
in a workweek so your recipient(s) can budget his/her authorized service
hours in the month to ensure all authorized service hours are received.

CDSS Adult Programs Division Page 2 of 4 May 2016




Your recipient may be able to adjust his/her maximum weekly hours,
without requesting approval from the county, under the following conditions:

Adjusting Maximum Weekly Hours

If you work...

Is County Approval Needed?

40 hours or less

MEE. if you work more than the 40 hours for your
recipient in a workweek if his/her maximum weekly
hours are 40 hours or less in a workweek.

No, if you do not work more than 40 hours for your
recipient in a workweek if his/her maximum weekly
hours are 40 hours or less in a workweek.

OR

Over 40 hours

ME&S, if you work more overtime hours than you
normally work in a calendar month.

No, if you do not work more overtime hours than you
normally work in a calendar month.

Note: If you are the only provider working for one
recipient who does not have any other providers, your
recipient can ask you to work more than his/her
maximum weekly hours, but you must work fewer
hours in another week(s) of the month to stay within
the recipient’s authorized monthly hours.

AND

For multiple
recipients

You may never work more than the combined
maximum weekly hours of 66.

Caution: If you work for more than one recipient, you
should not accept additional hours if taking the
additional hours will result in you going over your
combined maximum weekly hours of 66.
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Travel Time Limitations

If you work for more than one recipient at different locations on the same
day, you are eligible to be paid for traveling directly between the two
recipients, regardless of your method of travel (i.e., driving a car, taking
public transit, walking, riding a bicycle). The maximum amount of travel
time providers are allowed to claim during a workweek is 7 hours.

Keep in mind that travel time does not include the time it takes you to travel
from your own home to the location where you provide services for a
recipient or back home after your work is completed. Your time spent
traveling between recipients’ locations does not count toward your
maximum weekly hours of 66 or your recipients’ maximum weekly hours
and is not deducted from any recipient’s monthly authorized hours.

IMPORTANT TIPS:

v" If your travel time is going to be more than 7 hours per workweek,
you will have to rearrange your work schedule with your recipients to
make sure your claimed travel time is no more than 7 hours per
workweek. Please contact your county IHSS office if you need
assistance in rearranging your work schedule.

v" If you submit a travel claim form with more than 7 hours in a

workweek, you will get paid for the travel time claimed but you will get
a violation.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
CERTIFICATION FOR INSTRUCTIONAL MATERIAL REVIEW

PROVIDER NAME (FIRST, MIDDLE, LAST)

IHSS PROVIDER NUMBER

| reviewed the instructional materials provided to me that related to the workweek and travel

time limitations for IHSS providers and | understand the following:

e If I work only for a single recipient, | am restricted to working the recipient's maximum weekly

hours.

e If I work for multiple recipients, | am restricted to working 66 hours per workweek divided
among all of the recipients | work for. If | currently work the maximum of 66 hours and one of
my recipients requests me to work additional hours, | cannot work those additional hours
unless | make arrangements with my other recipient(s) to reduce hours for him/her during

that week.

e |f I work for multiple recipients on the same day and | travel directly from one of their
homes to another, | cannot claim more than seven (7) hours of travel time per week.

e If my recipient requests that | work more hours during a workweek than | am scheduled to
work and my recipient’s maximum weekly hours are 40 hours or less and those additional
hours cause me to work more than 40 hours in that workweek, my recipient is responsible for
contacting the county IHSS office or Public Authority to get approval for those additional

hours.

e |f my recipient requests that | work more hours during a workweek than | am scheduled to
work and those additional hours cause me to work more overtime during that workweek than
I normally would, my recipient is responsible for contacting the county IHSS office or Public

Authority to get approval for those additional hours.

e |If | do work additional hours during one week, then | must reduce my work hours in
another week later within the same month to make sure | do not work more than my

recipient’s monthly authorized hours.

SECOND VIOLATIONS INSTRUCTIONAL REVIEW (3/16)

Page 1 of 2




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

By reviewing and signing this certification form and submitting it to the county IHSS office or
Public Authority, | understand:

e The second violation | received will be removed from my record.

e This instructional material review is a one-time option to remove my second violation. If |
receive another violation later, | will not be given the opportunity to review the
instructional materials again.

e If | receive further violations, | could be found ineligible to work and be paid as an IHSS
provider through the IHSS Program.

By signing this certification form | am accepting the responsibility to follow the information
provided by the county in the instructional materials provided. | understand that failure to follow
the workweek and travel time limitations may result in my ineligibility to work as an IHSS
provider.

IHSS Provider’s Signature Date

PLEASE REMOVE THIS NOTIFICATION FROM THE INSTRUCTION MATERIALS PACKET AND MAIL TO THE IHSS
OFFICE AT:

SECOND VIOLATIONS INSTRUCTIONAL REVIEW (3/16)
Page 2 of 2



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

IN-HOME SUPPORTIVE SERVICES PROGRAM

NOTICE TO PROVIDER OFRIGHT TO DISPUTE VIOLATION FOR EXCEEDING
WORKWEEK AND/OR TRAVEL TIME LIMITS

(ADDRESSEE) COUNTY OF:

Notice Date:
Recipient Name:
Recipient Case Number:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Provider

You received a violation because you exceeded your workweek and/or travel time limits.
If you believe you should not have been issued a violation because the additional hours
you worked met all three of the criteria listed below, please review and respond to the
questions on the following pages.

If you provide services to only 1 recipient, you must answer questions 1 through 5. If
you provide services to 2 or more recipients, you must answer questions 6 through 8.

You have 10 calendar days from the date indicated on the violation notice to submit this
form to the county requesting an official county review of the circumstances surrounding
the additional hours you worked which led to the violation.
Criteria:
1. The need for additional hours were necessary to meet an unanticipated need;
2. The additional hours were related to an immediate need that could not be
postponed until the arrival of a back-up provider as designated on the IHSS

Program Individual Emergency Back-Up Plan (SOC 827) form; and

3. The additional hours were related to a need that would have had a direct impact
on the IHSS recipient and were needed to ensure his/her health and/or safety.

SOC 2272 (4/16) Page 1



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

Questions for Providers with Only One Recipient:

1. If you received a violation for exceeding your workweek limits, please state the
reason(s) your recipient requested you to work more than your regular hours?

2. Did your recipient obtain approval from the county so you could work the
additional hours? Please circle your response: Yes or No.

e |If yes, was the approval received before or after you worked the additional hours?

e What was the date(s) your recipient requested approval from the county?

e If known, what was the name of the county staff that granted your recipient
approval to allow you to work the additional hours?

3. If your recipient did not request approval from the county so you could work the
additional hours, please explain the reason why an approval was not requested
prior to the submission of your timesheet.

4. Please describe the reason(s) why you worked the additional hours for your
recipient that caused you to receive this violation and why you believe the
additional hours worked met all of the criteria listed on Page 1.

5. Please provide any additional information and attach any documentation that you
believe will help the county determine whether to rescind your violation.

SOC 2272 (4/16) Page 2



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

Questions for Providers with 2 or More Recipients:

6. If you received a violation for exceeding your workweek limits, please state the
reason(s) your recipient requested you to work more than your regular hours?

7. Did your recipient obtain approval from the county so you could work the
additional hours? Please circle your response: Yes or No.

e |If yes, was the approval received before or after you worked the additional hours?

e What was the date(s) your recipient requested approval from the county?

e If known, what was the name of the county staff that granted your recipient
approval to allow you to work the additional hours?

8. If your recipient did not request approval from the county so you could work the
additional hours, please explain the reason why an approval was not requested
prior to the submission of your timesheet.

9. Please describe the reason(s) why you worked the additional hours for your
recipient(s) that caused you to receive this violation and why you believe the
additional hours worked met all of the criteria listed on Page 1.

SOC 2272 (4/16) Page 3



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

10. If the violation was issued because you traveled more than 7 hours in a
workweek, please explain the reason why you exceeded the 7 hour limitation on
travel time and why the violation should be rescinded based on the criteria listed
on Page 1?

11. Please provide any additional information and attach any documentation that you
believe will help the county determine whether to rescind your violation.

1 If you need more space, check the box to the left and attach additional page(s) as
needed.

Provider’s Signature:

Provider’s Telephone No.: Date:

SOC 2272 (4/16) Page 4



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

IN-HOME SUPPORTIVE SERVICES PROGRAM

STATE ADMINISTRATIVE REVIEW REQUEST OF THIRD OR FOURTH VIOLATION
FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

(ADDRESSEE) COUNTY OF:

Notice Date:

Recipient Name:
Recipient Case Number:
IHSS Office Address:

IHSS Office Telephone Number:
Violation Number:

To: In-Home Supportive Services (IHSS) Provider

The county has informed you that after reviewing your Right to Dispute Violation form, it
has been determined that your violation for the month of for
exceeding your workweek and/or travel time limits will be upheld.

If you disagree with this decision, you have the option to request a State Administrative
Review by submitting a State Administrative Review Request to:

California Department of Social Services
Systems and Administrative Branch
Claims, Certification and Appeals Bureau
Attn: Appeals Unit, MS 9-9-04
PO Box 944243
Sacramento, CA 94244-2430

e A request for a State Administrative Review must be received within 10 (ten)
calendar days from the date on the SOC 2282 or SOC 2284 that the county
mailed to you indicating that your third or fourth violation has been upheld.

o |f a State Administrative Review is received within 10 (ten) calendar days from the
date on the SOC 2282 or 2284, you can continue to provide services and be paid
until a final decision is made on your State Administrative Review.

SOC 2273 (4/16) Page 1



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

To request a State Administrative Review, you must:

¢ Fill out and sign the third page of this form explaining the reason(s) you believe
the county should have overturned the violation.

¢ Return the completed third page of this notice to CDSS, with a copy of the SOC
2258 or SOC 2259 that the county sent you to notify you of your ineligibility to
receive payment from the IHSS program attached.

¢ Provide any documentation that supports your reasons for requesting that this
violation be rescinded. DO NOT SEND ORIGINAL DOCUMENTS, COPIES
ONLY.

e Make a copy for your records of all pages of the State Administrative Review
Request form and supporting documents.

The California Department of Social Services (CDSS), IHSS Appeals Unit (AU), will
review the information in this request and any information provided by you and the
county. CDSS will decide whether the county’s decision to uphold the violation should
be upheld or rescinded.

The AU has fifteen (15) business days from the date your State Administrative Review
Request is received to make a decision and will send you a letter with the decision.

o If the AU rescinds the violation, the AU will instruct the county that your

eligibility to provide and be paid for providing IHSS services shall not be
suspended due to the violation.

If you have any questions, call the CDSS AU at (916) 651-3488.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIALSERVICES

IN-HOME SUPPORTIVE SERVICES PROGRAM
STATE ADMINISTRATION REVIEW REQUEST OF THIRD OR FOURTH VIOLATION
FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

(ADDRESSEE) COUNTY OF:

Notice Date:
Recipient Name:
Recipient Case Number:
IHSS Office Address:

IHSS Office Telephone Number:
Violation Number:

Please mark the box below that caused you to incur the violation you are appealing.

1 Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county when that recipient’'s maximum weekly hours are
40 hours or less.

[l Worked more than a recipient's maximum weekly hours without the recipient
getting approval from the county, which caused you to work more overtime hours
in the month than you normally would.

[l Worked more than 66 hours in a workweek when you work for more than one
recipient.

1 Claimed more than seven (7) hours of travel time in a workweek.

In the area below, please explain why you believe the county’s decision to uphold the
violation is not correct and why you believe the violation issued against you should be
rescinded.

1 If you need more space, check the box to the left and attach additional pages(s)
as needed.
Provider Signature: Date:
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES PROGRAM
NOTICE TO PROVIDER UPHOLDING FIRST OR SECOND VIOLATION FOR
EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

(ADDRESSEE) COUNTY OF:
Notice Date:
Recipient Name:
Recipient Case Number:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Provider

This notice is to inform you that we have reviewed the Right to Dispute Violation form
you filed after receiving a violation for the month of . As of the date of
this notice, the violation is upheld. The reason for this decision is based on our review of
the information and/or documentation you provided on the dispute form. We have
determined there was not enough information and/or documentation to show you met
the criteria required for you to work more hours than your workweek agreement allows
for. You will continue to have a violation for the following reason(s):

[J Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county when that recipient’'s maximum weekly hours are
40 hours or less.

[1 Worked more than a recipient’'s maximum weekly hours without the recipient
getting approval from the county which caused him/her to work more overtime
hours in the month than he/she normally would.

[1 You are a provider for multiple recipients and you worked more than 66 hours in a
workweek.

[1 Claimed more than seven (7) hours of travel time in a workweek.

If this is your second violation, you can review the informational materials regarding the
workweek and travel time limits within 14 calendar days from the date of this notice. If
you review the informational materials and return the certification form to the county at
the address listed above within 14 calendar days from the date of this notice, your
second violation will be removed and you will only have one violation. Please
remember that this is the only opportunity to remove your second violation and it will not
be offered again in the future, even if you receive another second violation.

If you have any questions about this notice, you may contact your county IHSS office at
the phone number listed above.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES PROGRAM
NOTICETO RECIPIENT UPHOLDING PROVIDER’S FIRST OR SECOND VIOLATION
FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

(ADDRESSEE) COUNTY OF:
Notice Date:
Provider Name:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Recipient

This notice is to inform you of the outcome of the Right to Dispute Violation form your
provider,

filed after the violation he/she received for the month of . The county
has reviewed the request and has decided that the violation is upheld. Based on the
county’s review of the information and/or documentation provided by your provider on
the Right to Dispute Violation form, the county has determined that there was not
enough information and/or documentation to show your provider met the criteria
required for him/her to work more than his/her workweek agreement allows for. As a
result, your provider will continue to have a violation for the following reason(s):

1 Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county when that recipient’'s maximum weekly hours are
40 hours or less.

[1 Worked more than a recipient’'s maximum weekly hours without the recipient
getting approval from the county which caused him/her to work more overtime

hours in the month than he/she normally would.

0 Worked more than 66 hours in a workweek when he/she works for more than one
recipient.

[1 Claimed more than seven (7) hours of travel time in a workweek.

If you have any questions about this notice, you may contact your Social Worker at the
phone number listed above.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES PROGRAM
NOTICE TO PROVIDER UPHOLDING THIRD VIOLATION (90-DAY SUSPENSION OF
ELIGIBILITY) FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

(ADDRESSEE) COUNTY OF:

Notice Date:
Recipient Name:
Recipient Case Number:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Provider

This notice is to inform you that we have reviewed the Right to Dispute Violation form
you filed after receiving a third violation for the month of . As of the
date of this notice, the violation is upheld. The reason for this decision is based on our
review of the information and/or documentation you provided on the dispute form. We
have determined there was not enough information and/or documentation to show you
met the criteria required for you to work more hours than your workweek agreement
allows for. You will continue to have a third violation for the following reason(s):

[J Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county when that recipient's maximum weekly hours are
40 hours or less.

[1 Worked more than a recipient’'s maximum weekly hours without the recipient
getting approval from the county which caused you to work more overtime hours
in the month than you normally would.

[1 You are a provider for multiple recipients and you worked more than 66 hours in a
workweek.

[1 Claimed more than seven (7) hours of travel time in a workweek.

If you disagree with this determination and would like to request a State Administrative
Review, you have 10 (ten) calendar days from the date on this notice to submit the
enclosed State Administrative Review Request form. If you file a State Administrative
Review Request, you will be able to continue to provide services until a final decision
has been made on your request.

If you do not file a State Administrative Review Request within 10 calendar days from
the date of this notice, you will be suspended from providing IHSS services 20 calendar
days from the date on this notice, for a period of 90 days.

If you are unsure of the date that you are eligible to resume providing services or you
have any questions about this notice, please contact your IHSS office at the phone
number listed above.
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IN-HOME SUPPORTIVE SERVICES PROGRAM

NOTICE TO RECIPIENT UPHOLDING PROVIDER’S THIRD VIOLATION (90-DAY
SUSPENSION OF ELIGIBILITY) FOR EXCEEDING WORKWEEK AND/OR TRAVEL
TIME LIMITS

(ADDRESSEE) COUNTY OF:

Notice Date:
Provider Name:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Recipient

This notice is to inform you that the Right to Dispute Violation form your provider,

filed after the third violation he/she received for the month of has been
reviewed. As of the date of this notice, the violation is upheld. The reason for this
decision is based on the county’s review of the information and/or documentation
provided by your provider on the Right to Dispute Violation form. The county has
determined that there was not enough information and/or documentation to show your
provider met the criteria required for him/her to exceed the hours on the workweek
agreement. Your provider will continue to have a third violation for the following
reason(s):

[J Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county when that recipient’'s maximum weekly hours are
40 hours or less.

[0 Worked more than a recipient’'s maximum weekly hours without the recipient
getting approval from the county which caused him/her to work more overtime
hours in the month than he/she normally would.

0 Worked more than 66 hours in a workweek when he/she works for more than one
recipient.

[1 Claimed more than seven (7) hours of travel time in a workweek.

If your provider requests a State Administrative Review, your provider may continue to
provide services until a final determination is made on his/her State Administrative
Review. If the outcome of the State Administrative Review is to uphold the violation
your provider will be terminated for a period of 90 days; 20 calendar days from the date
of that determination.
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If your provider does not file a State Administrative Review within 10 calendar days
from the date of this notice, he/she will not be eligible to provide IHSS services 20
calendar days from the date of this notice, for a period of 90 days.

If you need assistance finding a new provider until your regular provider is eligible to
provide services again, please contact your county IHSS office.

If you are unsure of the date your provider is eligible to be an IHSS provider or have
questions about this notice, please contact your county IHSS office.
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IN-HOME SUPPORTIVE SERVICES PROGRAM
NOTICE TO PROVIDER UPHOLDING FOURTH VIOLATION (ONE-YEAR PERIOD OF
INELIGIBILITY) FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

(ADDRESSEE) COUNTY OF:

Notice Date:
Recipient Name:
Recipient Case Number:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Provider

This notice is to inform you that we have reviewed the Right to Dispute Violation form
you filed after receiving a fourth violation for the month of . As of the
date of this notice, the violation is upheld. The reason for this decision is based on our
review of the information and/or documentation you provided on the Right to Dispute
Violation form. We have determined there was not enough information and/or
documentation to show you met the criteria required for you to work more hours than
your workweek agreement allows for. You will continue to have a fourth violation for
the following reason(s):

1 Working more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county when that recipient’s maximum weekly hours are
40 hours or less.

1 Working more than a recipient’s maximum weekly hours without the recipient
getting approval from the county which caused you to work more overtime hours
in the month than you normally would.

1 Working more than 66 hours in a workweek when you work for more than one
recipient.

1 Claiming more than seven (7) hours of travel time in a workweek.

If you disagree with this determination and would like to request a State Administrative
Review, you have 10 (ten) calendar days from the date on this notice to submit the
enclosed State Administrative Review Request form. If you file a State Administrative
Review Request, you will be able to continue to provide services until a final decision
has been made on your request.

If you do not file a State Administrative Review Request within 10 calendar days from
the date of this notice, you will be suspended from providing IHSS services 20 calendar
days from the date on this notice, for a period of one year.

Before you may resume providing IHSS services, you will be required to complete all of
the provider enrollment requirements again, including the criminal background check,
provider orientation, and completion of all required forms. If you are unsure of the date
that you are eligible to resume providing services, please contact your IHSS office.
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If you are unsure of the date that you are eligible to resume providing services or you

have any questions about this notice, please contact your IHSS office at the phone
number listed above.
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IN-HOME SUPPORTIVE SERVICES PROGRAM
NOTICE TO RECIPIENT UPHOLDING PROVIDER’S FOURTH VIOLATION (ONE-YEAR

PERIOD OF INELIGIBILITY) FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME
LIMITS

(ADDRESSEE) COUNTY OF:

Notice Date:
Provider Name:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Recipient

This notice is to inform you that the Right to Dispute Violation form your provider,

filed after the fourth violation he/she received for the month of has
been reviewed. As of the date of this notice, the violation is upheld. The reason for this
decision is based on our review of the information and/or documentation provided by
your provider on the Right to Dispute Violation form. We have determined there was not
enough information and/or documentation to show your provider met the criteria
required for him/her to work more than his/her workweek agreement allows for. Your
provider will continue to have a fourth violation for one or more of the following
reason(s):

1 Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county when that recipient’s maximum weekly hours are
40 hours or less.

1 Worked more than a recipient’s maximum weekly hours without the recipient
getting approval from the county which caused him/her to work more overtime
hours in the month than he/she normally would.

0 Worked more than 66 hours in a workweek when he/she works for more than one
recipient.

[1 Claimed more than seven (7) hours of travel time in a workweek.

If your provider requests a State Administrative Review, your provider may continue to
provide services until a final determination is made on his/her State Administrative
Review. If the outcome of the State Administrative Review is to uphold the violation
your provider will be terminated for a period of one year; 20 calendar days from the
date of that determination.
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If your provider does not file a State Administrative Review within 10 calendar days
from the date of this notice, he/she will not be eligible to provide IHSS services 20
calendar days from the date of this notice, for a period of one year.

Before your provider may resume providing IHSS services, he/she will be eligible to
resume providing IHSS services one year from the original date of termination listed in
the SOC 2259 after he/she has completed all of the provider enroliment requirements
again, including the criminal background check, provider orientation, and completion of
all required forms.

If you need assistance finding a new provider until your regular provider is eligible to
provide services again, please contact your county IHSS office.

If you are unsure of the date your provider is eligible to be an IHSS provider or have
questions about this notice, please contact your county IHSS office.
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IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO PROVIDER OF FIRST/SECOND VIOLATION FOR
EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

IHSS 0O WPCS/In-Home Operations (IHO) 0O
COUNTY OF:
Notice Date:
Recipient Name:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

In the service month of , you exceeded your workweek and/or travel
time limits by doing one or more of the following:

[  Working more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient’s maximum weekly
hours are 40 hours or less.

[]  Working more than a recipient’s maximum weekly hours without the recipient
getting approval from the county or IHO, which caused you to work more
overtime hours in the month than you normally would.

[[1  Working more than 66 hours in a workweek when you work for more than one
recipient.

[] Claiming more than seven (7) hours of travel time in a workweek.

Because you exceeded your workweek and/or travel time limits, you have now
received your:
[]  First Violation
« This is a warning notice only; no action will be taken against you at this time.
Second Violation
[]  «You have the one-time option of reviewing the enclosed instructional materials

and submitting the ceritification notirce to the county or IHO office to avoid a
second violation.

« If you choose not to review the instruction materials and submit the verification
notice within 14 calendar days, you will automatically be given your second
violation.

[ 1 «Because you previously incurred a second violation and took advantage of the
one-time option to review instructional materials and submit a certification
notice to remove the violation, this option cannot be offered again.

If you disagree with this decision you may complete the enclosed Right to Dispute
Violation Form. You have ten (10) calendar days from the date on this notice to submit
this form to the above office address to request an official county or IHO review of the
circumstances and subsequent violation. The county or IHO then has ten (10)
business days to review and investigate and decide whether to rescind this violation.

DHCS 2257 (4/16)



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO RECIPIENT OF PROVIDER’S FIRST/SECOND
VIOLATION FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

IHSS 0O WPCS/In-Home Operations (IHO) 0O
COUNTY OF:

Notice Date:

Provider Name:

Office Address:

Office Telephone Number:

To: IHSS/WPCS Recipient

In the service month of , your provider,

exceeded his/her workweek and/or travel time limits by doing one or more of the following:

[]  Working more than 40 hours in a workweek for you without you getting approval
from the county or IHO when your maximum weekly hours are 40 hours or less.

[]  Working more than your maximum weekly hours without you getting approval
from the county which caused him/her to work more overtime hours in the month
than he/she normally would.

[1  Working more than 66 hours in a workweek when he/she works for more than
one recipient.

[] Claiming more than seven (7) hours of travel time in a workweek.

Because your provider exceeded his/her workweek and/or travel time limits, he/she
received his/her:

[] FirstViolation
« This is a warning notice only; no action will be taken against your provider at this
time.

[1 Second Violation
« Your provider has the one-time option of reviewing instructional materials and
submitting a verification notice to the county or IHO office to avoid a second
violation.

- If he/she chooses not to review the instructional materials and submit a
verification notice within 14 calendar days, he/she will automatically be given
his/her second violation.

[] Second Violation
« Your provider previously completed the one-time training, therefore this
second violation has been assessed.
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IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO PROVIDER OF SECOND VIOLATION NO
RECORD OF COMPLETION OF REVIEW OF INSTRUCTIONAL MATERIALS

IHSS 0O WPCS/In-Home Operations (IHO) 0O
COUNTY OF:
Notice Date:
Recipient Name:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

On , you received an IHSS and WPCS Notice to Provider of
First/Second Violation for Exceeding Workweek and/or Travel Time Limits

(DHCS 2257W-A) and were informed that you were assessed a second violation for
exceeding your workweek and/or travel time limits within the service month of

At that time, you were given the opportunity to review instructional materials and
submit a verification notice to the county or IHO office within 14 calendar days after
the date of the notice to avoid being given the second violation. Our records show that
you have not submitted the verification notice within 14 calendar days. Therefore, the
second violation is now in effect.

If you received this notice in error and you have reviewed the instructional materials
and submitted the verification to the county or IHO office within 14 calendar days after
the date of the notice, contact your county or IHO office at the telephone number
above to receive credit for the instructional review and to have the second violation
removed.
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IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO PROVIDER OF THIRD VIOLATION

(90-DAY SUSPENSION OF ELIGIBILITY) FOR EXCEEDING WORKWEEK AND/OR
TRAVEL TIME LIMITS

IHSS 0O WPCS/In-Home Operations (IHO) 0O
COUNTY OF:
Notice Date:
Recipient Name:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

Effective twenty (20) calendar days from the date of this notice, you are no longer
eligible to receive payment from the IHSS and/or WPCS program for providing
authorized services to your current recipient(s) or to any other person for a period of 90
days.

In the service month of , you violated your workweek and travel
time limits, for a third time, by doing one or more of the following:

1 Working more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient’'s maximum weekly
hours are 40 hours or less.

[1 Working more than a recipient’'s maximum weekly hours without the recipient
getting approval from the county or IHO which caused you to work more overtime
hours in the month than you normally would.

1 Working more than 66 hours in a workweek when you work for more than
one recipient.

[1 Claiming more than seven (7) hours of travel time in a workweek.

If you disagree with this decision you may complete the enclosed Right to Dispute
Violation Form. You have ten (10) calendar days from the date on this notice to submit
this form to the above office address to request an official county or IHO review of the
circumstances and subsequent violation. The county or IHO then has ten (10) business
days to review and investigate and decide whether to rescind this violation.
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IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO RECIPIENT OF PROVIDER’S THIRD VIOLATION
(90-DAY SUSPENSION OF ELIGIBILITY) FOR EXCEEDING WORKWEEK AND/
OR TRAVEL TIME LIMITS

IHSS 0O WPCS/In-Home Operations (IHO) 0O
COUNTY OF:

Notice Date:

Provider Name:

Office Address:

Office Telephone Number:

To: IHSS/WPCS Recipient

Your Provider,

received a third violation in the service month of by doing one or more
of the following:

[]  Working more than 40 hours in a workweek for you without you getting approval
from the county or IHO when your maximum weekly hours are 40 hours or less.

[ 1  Working more than your maximum weekly hours without you getting
approval from the county or IHO which caused him/her to work more overtime
hours in the month than he/she normally would.

[1  Working more than 66 hours in a workweek when he/she works for more than
one recipient.

[] Claiming more than seven (7) hours of travel time in a workweek.

As a result, your provider will be ineligible for ninety (90) calendar days beginning
twenty (20) calendar days from the date of this notice. He/she cannot provide
authorized IHSS and/or WPCS services to you or any other recipients during this period.

You must find a new provider within twenty (20) calendar days of the date of this notice.
During this twenty-day period your current provider will still be able to continue to
provide you services. If you need assistance finding a new provider, please contact
your county or IHO office at the number listed above.
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IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO PROVIDER OF FOURTH VIOLATION
(ONE-YEAR PERIOD OF INELIGIBILITY) FOR EXCEEDING WORKWEEK AND/OR
TRAVEL TIME LIMITS

IHSS O WPCS/In-Home Operations (IHO) O
COUNTY OF:
Notice Date:
Recipient Name:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

Effective twenty (20) calendar days from the date of this notice, you are no longer
eligible to receive payment from the IHSS and/or WPCS program for providing
authorized services to your current recipient(s) or to any other person for a period of one
year.

In the service month of , you exceeded your workweek and/or travel
time limits by doing one or more of the following:

[L1  Working more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient’'s maximum weekly
hours are 40 hours or less.

[1 Working more than a recipient’s maximum weekly hours without the recipient
getting approval from the county or IHO which caused you to work more overtime
hours in the month than you normally would.

[] Working more than 66 hours in a workweek when you work for more than one
recipient.

[ 1 Claiming more than seven (7) hours of travel time in a workweek.

After the one year ineligibility period, to become eligible to be paid by the IHSS and/or
WPCS program for providing authorized services, you will have to complete all of the
provider enrollment requirements again, including the criminal background check,
provider orientation, and completion of all required forms.

If you disagree with this decision you may complete the enclosed Right to Dispute
Violation Form. You have ten (10) calendar days from the date on this notice to submit
this form to the above office address to request an official county or IHO review of the
circumstances and subsequent violation. The county or IHO then has ten (10) business
days to review and investigate and decide whether to rescind this violation.
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IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO RECIPIENT OF PROVIDER’S FOURTH
VIOLATION (ONE-YEAR PERIOD OF INELIGIBILITY) FOR EXCEEDING
WORKWEEK AND/OR TRAVEL TIME LIMITS

IHSS 0O WPCS/In-Home Operations (IHO) 0O
COUNTY OF:

Notice Date:

Provider Name:

Office Address:

Office Telephone Number:

To: IHSS/WPCS Recipient

Your Provider,

has received a fourth violation for the service month of by doing one or
more of the following:

[1 Working more than 40 hours in a workweek for you without you getting approval
from the county or IHO when your maximum weekly hours are 40 hours or less.

[ ]  Working more than your maximum weekly hours without you getting approval
from the county or IHO which caused him/her to work more overtime hours in the
month than he/she normally would.

[[1  Working more than 66 hours in a workweek when he/she works for more than
one recipient.

[] Claiming more than seven (7) hours of travel time in a workweek.

As a result, your provider will be ineligible to be paid by the IHSS and/or WPCS
program for providing authorized IHSS and/or WPCS services to you or any other
recipients for one year.

You must find a new provider within twenty (20) calendar days of the date of this notice.
During this twenty-day period your current provider will still be able to continue to
provide you services. If you need assistance finding a new provider, please contact
your county or IHO office at the number listed above.
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IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO PROVIDER RESCINDING VIOLATION

IHSS O WPCS/In-Home Operations (IHO) O
COUNTY OF:
Notice Date:
Recipient Name:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

This notice is to inform you that the incident(s) of violation you received for the service
month of , has been withdrawn as of the date of this notice. The
reason for the withdrawal of the incident(s) of violation is:

Although this violation has been withdrawn, you could receive another violation at a
later time if you fail to follow the workweek and travel time limits for the IHSS and/or
WPCS program.

If you have any questions about this notice, you may contact your county or IHO office
at the phone number above.
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IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO RECIPIENT RESCINDING PROVIDER VIOLATION

IHSS O WPCS/In-Home Operations (IHO) O
COUNTY OF:

Notice Date:

Provider Name:

Office Address:

Office Telephone Number:

To: IHSS/WPCS Recipient

This notice is to inform you that the incident(s) of violation your provider,

received for the service month of has been withdrawn as of the date of
this notice.

Although this incident(s) of violation has been withdrawn, your provider could receive
another violation at a later time if he/she fails to follow the workweek and travel time
limits for the IHSS and/or WPCS program.

If you have any questions about this notice, you may contact your county or IHO office
at the phone number above.
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IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO PROVIDER REDUCTION OF TOTAL VIOLATION
COUNT

IHSS 0O WPCS/In-Home Operations (IHO) 0O
COUNTY OF:
Notice Date:
Recipient Name:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

This notice is to inform you that one of the violations on your record has been removed
because you have not received an additional violation in the past twelve months.
Therefore, as of the date of this notice, the number of violations on your record has
been reduced to

Although this violation has been removed, you could receive another violation at a later
time if you fail to follow the workweek and travel time limits for the IHSS and/or WPCS
program.

If you have any questions about this notice, you may contact your county or IHO office
at the phone number above.
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IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO PROVIDER OF RIGHT TO DISPUTE
VIOLATION FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

IHSS O WPCS/In-Home Operations (IHO) O
COUNTY OF:
Notice Date:
Recipient Name:
Recipient Case Number:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

You received a violation because you exceeded your workweek and/or travel time
limits. If you believe you should not have been issued a violation because the
additional hours you worked met all three of the criteria listed below, please review and
respond to the questions on the following pages.

If you provide services to only 1 recipient, you must answer questions 1 through 5. If
you provide services to 2 or more recipients, you must answer questions 6 through 8.

You have 10 calendar days from the date indicated on the violation notice to submit
this form to the county or IHO requesting an official county review of the circumstances
and the subsequent violation.

Criteria:
1. The additional hours must have been necessary to meet an unanticipated
need.

2. The additional hours must have been related to an immediate need that could
not be postponed until the arrival of a back-up provider.

3. The additional hours must have been related to a need that would have had a
direct impact on the Recipient and would have been needed to ensure his/her
health and/or safety.

Questions for Providers with Only One Recipient:
1. If you received a violation for exceeding your workweek limits, please state the
reason(s) your recipient requested you to work more than your regular hours?
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2. Did your recipient obtain approval from the county or IHO so you could work
the additional hours? Please circle your response: Yes or No

e If yes, was the approval received before or after you worked the additional
hours?

e What was the date(s) your recipient requested approval from the county or
IHO?

e If known, what was the name of the county or IHO worker/nurse that granted
your recipient approval to allow you to work the additional hours?

3. If your recipient did not request prior approval from the county or IHO so you
could work the additional hours, please explain the reason why an approval
was not requested prior to the submission of your timesheet.

4. Please describe your reason(s) for working the additional hours for your
recipient that caused you to receive this violation and why you believe the
additional hours worked met the criteria listed on Page 1.

5. Please provide any additional information and attach any documentation that
you believe will help the county or IHO determine whether to override your
violation.

DHCS 2272 (4/16) Page 2



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

Questions for Providers with 2 or More Recipients:
6. Please describe your reason(s) for working the additional hours for your
recipients that caused you to receive this violation and why you believe the
additional hours worked met the criteria listed on Page 1.

7. If the violation was issued because you traveled more than 7 hours in a
workweek, please explain the reason why you exceeded the 7 hours and why
the violation should be rescinded based on the criteria listed on Page 17

8. Please provide any additional information and attach any documentation that
you believe will help the county or IHO representative determine whether to
override your violation.

1 If you need more space, check the box to the left and attach additional page(s)
as needed.

Provider’s Signature: Date:
Provider’s Telephone No.:
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STATE ADMINISTRATIVE REVIEW REQUEST OF THIRD OR FOURTH
VIOLATION FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

IHSS O WPCS/In-Home Operations (IHO) O
COUNTY OF:
Notice Date:
Recipient Name:
Recipient Case Number:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

The county or IHO has informed you that after reviewing your Request for Dispute, it
has been determined that your third or fourth violation for the service month of

for exceeding your workweek and/or travel time
limits will be upheld. If you disagree with this decision, you have the option to submit
a State Administrative Review Request to:

California Department of Social Services
Systems and Administrative Branch
Claims, Certification and Appeals Bureau
Attn: Appeals Unit, MS 9-9-04
PO Box 944243
Sacramento, CA 94244-2430

¢ A request for a State Administrative Review must be received within 10 (ten)
calendar days from the date on the “Notice to Provider Upholding Third Violation
and 90 Day Suspension of Eligibility” or “Notice to Provider Upholding Fourth
Violation And One-Year Period of Ineligibility” that the county or IHO mailed to
you indicating that your third or fourth violation has been upheld.

o |f a State Administrative Review is received within 10 (ten) calendar days from
the date on the “Notice to Provider Upholding Third Violation and 90 Day
Suspension of Eligibility” or “Notice to Provider Upholding Fourth Violation And
One-Year Period of Ineligibility”, you can continue to provide services and be paid
until a final decision is made on your State Administrative Review.

e Fill out and sign the third page of this form explaining the reason(s) you believe
the county or IHO should have overturned your violation.

e When returning the completed third page of this notice to the California
Department of Social Services, attach a copy of the “Notice to Provider of Third
Violation (90-Day Suspension of Eligibility) For Exceeding Workweek And/Or
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Travel Time Limits” or “Notice to Provider of Fourth Violation (One-Year Period of
Ineligibility) For Exceeding Workweek And/Or Travel Time Limits” that the county
or IHO sent you to notify you of your ineligibility to receive payment from the
IHSS/WPCS program.

e Provide any documentation that supports your reasons for requesting the
violations issued against you be rescinded. DO NOT SEND ORIGINAL
DOCUMENTS, COPIES ONLY.

e Make a copy for your records of all pages of the State Administrative Review
Request form and supporting documents.

e The California Department of Social Services (CDSS), IHSS Appeals Unit (AU),
will review the information in this request and any information provided by you
and the county. CDSS will determine whether the violation should be upheld or
rescinded.

e The AU has fourteen (14) business days from the date your State Administrative
Review Request is received to make a decision and will send you a letter with the
decision.

o If the AU rescinds the violation issued against you, the AU will instruct the
county or IHO to reinstate your eligibility to provide services as an
IHSS/WPCS provider.

¢ If you have any questions, call the CDSS AU at (916) 651-3488.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

STATE ADMINISTRATIVE REVIEW REQUEST OF THIRD OR FOURTH
VIOLATION FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

IHSS O WPCS/In-Home Operations (IHO) O

(ADDRESSEE) COUNTY OF:
Notice Date:
Recipient Name:
Recipient Case Number:
Office Address:

Office Telephone Number:

Please mark the box below that caused you to incur the violation you are appealing.

1 Worked more than 40 hours in a workweek for a participant without the recipient
getting approval from the county or IHO when that recipient’'s maximum weekly
hours are 40 hours or less.

[l Worked more than a recipient's maximum weekly hours without the recipient
getting approval from the county or IHO which caused you to work more overtime
hours in the month than you normally would.

1 Worked more than the workweek maximum when you work for more than one
recipient.

1 Claimed more than seven (7) hours of travel time in a workweek.

In the area below, please explain why you believe the county’s or IHO’s decision is not
correct and why you believe the violation issued against you should be rescinded.

1 If you need more space, check the box to the left and attach additional pages(s) as
needed.

Signature of Provider: Date:
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO PROVIDER UPHOLDING FIRST/SECOND
VIOLATION FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

IHSS 0O WPCS/In-Home Operations (IHO) O
COUNTY OF:
Notice Date:
Recipient Name:
Recipient Case Number:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

This notice is to inform you that we have reviewed the Right to Dispute Violation form you
filed after receiving a violation for the service month of . As
of the date of this notice, the violation is upheld. The reason for this decision is based on
our review of the information and/or documentation you provided on the dispute form.

We have determined there was not enough provided information and/or documentation to
show it met the criteria needed for you to work more hours than your workweek
agreement allows for. You will continue to have a violation for the following
reason(s):

[1 Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient’'s maximum weekly
hours are 40 hours or less.

[1 Worked more than a recipient’'s maximum weekly hours without the recipient
getting approval from the county or IHO which caused him/her to work more
overtime hours in the month than he/she normally would.

[0 Working more than 66 hours in a workweek when he/she works for more than one
recipient.

[1 Claimed more than seven (7) hours of travel time in a workweek.

If this is your second violation, you can review the instructional materials regarding the
workweek and travel time limits within fourteen (14) calendar days from the date of this
violation. Once you have reviewed the informational materials and return the certification
form to the address listed above, your second violation will be removed and you will only
have one violation. Please remember that this is the only opportunity to remove your
second violation and it will not be offered again in the future, even if you receive another
second violation.

If you have any questions about this notice, you may contact the county or IHO office at
the phone number listed above.
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IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO RECIPIENT UPHOLDING FIRST/SECOND
VIOLATION FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

IHSS 0O WPCS/In-Home Operations (IHO) O
COUNTY OF:

Notice Date:

Provider Name:

Office Address:

Office Telephone Number:

To: IHSS/WPCS Recipient

This notice is to inform you of the outcome of the dispute your provider,

filed after the violation he/she received for the service month of

The county or IHO has reviewed the request and has decided that the violation is upheld.
Based on our review of the information and/or documentation provided by your provider
on the Right to Dispute Violation form, we have determined that there was not enough
information and/or documentation to show it met the criteria needed for your provider to
work more than his/her workweek agreement allows for. As a result, your provider will
continue to have a violation for the following reason(s):

[J Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient’'s maximum weekly
hours are 40 hours or less.

[0 Worked more than a recipient’'s maximum weekly hours without the recipient
getting approval from the county or IHO which caused him/her to work more
overtime hours in the month than he/she normally would.

[1 Working more than 66 hours in a workweek when he/she works for more than one
recipient.

[1 Claimed more than seven (7) hours of travel time in a workweek.

If you have any questions about this notice, you may contact the county or IHO office at
the phone number listed above.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO PROVIDER UPHOLDING THIRD VIOLATION
AND 90 DAY SUSPENSION OF ELIGIBILITY

IHSS 0O WPCS/In-Home Operations (IHO) O
COUNTY OF:
Notice Date:
Recipient Name:
Recipient Case Number:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

This notice is to inform you that we have reviewed the Right to Dispute Violation form you
filed after receiving a violation for the service month of . As
of the date of this notice, the violation is upheld. The reason for this decision is based on
our review of the information and/or documentation you provided on the dispute form.
We have determined there was not enough information and/or documentation to show it
met the criteria needed for you to work more hours than your workweek agreement
allows for. You will continue to have a violation for the following reason(s):

[J Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient’'s maximum weekly
hours are 40 hours or less.

[1 Worked more than a recipient’'s maximum weekly hours without the recipient
getting approval from the county or IHO which caused him/her to work more
overtime hours in the month than he/she normally would.

[1 Working more than 66 hours in a workweek when he/she works for more than one
recipient.

[1 Claimed more than seven (7) hours of travel time in a workweek.

If you do not file a State Administrative Review Request, you will be eligible to resume
providing IHSS and/or WPCS services ninety (90) calendar days from the date on this
notice. If you are unsure of the date that you are eligible to resume providing services,
please contact your county or IHO office.

If you disagree with this determination and would like to request a State Administrative
Review, you have ten (10) calendar days from the date on this notice to submit the
enclosed State Administrative Review Request form. If you have any questions about
this notice, you may contact the county or IHO office at the phone number listed above.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO RECIPIENT UPHOLDING THIRD VIOLATION AND
90 DAY SUSPENSION OF ELIGIBILITY

IHSS O WPCS/In-Home Operations (IHO) O
COUNTY OF:;

Notice Date:

Provider Name:

Office Address:

Office Phone Number:

To: IHSS/WPCS Recipient

This notice is to inform you that the dispute your provider,

filed after the third violation he/she received for the service month

of has been reviewed. As of the date of this notice, the violation
is upheld. The reason for this decision is based on our review of the information and/or
documentation provided by your provider on the Right to Dispute Violation form. We have
determined there was not enough information and/or documentation to show it met the
criteria needed for your provider to exceed the hours on the workweek agreement. Your
provider will continue to have a third violation for the following reason(s):

[0 Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient’'s maximum weekly
hours are 40 hours or less.

[J Worked more than a recipient's maximum weekly hours without the recipient
getting approval from the county or IHO which caused him/her to work more
overtime hours in the month than he/she normally would.

[J Working more than 66 hours in a workweek when he/she works for more than one
recipient.

[ Claimed more than seven (7) hours of travel time in a workweek.

Your provider will be eligible to resume being paid to provide IHSS and/or WPCS services
90 calendar days from the date on this notice.

If you need assistance finding a new provider until your regular provider is eligible to
provide services again, please contact your county or IHO office.

If you are unsure of the date your provider is eligible to be an IHSS and/or WPCS
provider or have questions about this notice, please contact your county or IHO office at
the phone number listed above.
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IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO PROVIDER UPHOLDING FOURTH VIOLATION
AND ONE-YEAR PERIOD OF INELIGIBILITY

IHSS O WPCS/In-Home Operations (IHO) O
COUNTY OF:
Notice Date:
Recipient Name:
Recipient Case Number:

Office Address:

To: IHSS/WPCS Provider Office Telephone Number:

This notice is to inform you that we have reviewed the Right to Dispute Violation form you
filed after receiving a violation for the service month of . As
of the date of this notice, the violation is upheld. The reason for this decision is based on
our review of the information and/or documentation you provided on the dispute form.

We have determined there was not enough information provided and/or documentation to
show it met the criteria needed for you to work more hours than your workweek
agreement allows for. You will continue to have a violation for the following
reason(s):

[1 Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient’'s maximum weekly
hours are 40 hours or less.

[1 Worked more than a recipient’'s maximum weekly hours without the recipient
getting approval from the county or IHO which caused him/her to work more
overtime hours in the month than he/she normally would.

[1 Worked more than 66 hours in a workweek when he/she works for more than one
recipient.

[1 Claimed more than seven (7) hours of travel time in a workweek.

You will be eligible to resume providing IHSS and/or WPCS services 90 calendar days
from the date on this notice. If you are unsure of the date that you are eligible to resume
providing services, please contact your county or IHO office.

If you disagree with this determination and would like to request a State Administrative
Review, you have 10 calendar days from the date on this notice to submit the enclosed
State Administrative Review Request form. If you have any questions about this notice,
you may contact your county or IHO office at the phone number listed above.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

IN-HOME SUPPORTIVE SERVICES (IHSS) AND WAIVER PERSONAL CARE
SERVICES (WPCS) NOTICE TO RECIPIENT UPHOLDING PROVIDER’S
FOURTH VIOLATION AND ONE YEAR PERIOD OF INELIGIBILITY

IHSS 0O WPCS/In-Home Operations (IHO) O
COUNTY OF:

Notice Date:

Provider Name:

Office Address:

Office Telephone Number:

To: IHSS/WPCS Recipient

This notice is to inform you that the dispute your provider,

filed after the fourth violation he/she received for the service month

of has been reviewed. As of the date of this notice, the violation
is upheld. The reason for this decision is based on our review of the information and/or
documentation provided by your provider on the Right to Dispute Violation form. We
have determined there was not enough information and/or documentation to show it met
the criteria needed for your provider to exceed the hours on the workweek agreement.
Your provider will continue to have a third violation for the following reason(s):

[J Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient’'s maximum weekly
hours are 40 hours or less.

[1 Worked more than a recipient’'s maximum weekly hours without the recipient
getting approval from the county or IHO which caused him/her to work more
overtime hours in the month than he/she normally would.

[1 Worked more than 66 hours in a workweek when he/she works for more than one
recipient.

[1 Claimed more than seven (7) hours of travel time in a workweek.

Your provider will be eligible to resume being paid to provide IHSS/WPCS services 90
calendar days from the date on this notice.

If you need assistance finding a new provider until your regular provider is eligible to
provide services again, please contact your county or IHO office.

If you are unsure of the date your provider is eligible to be an IHSS provider or have
questions about this notice, please contact your county or IHO office at the phone
number listed above.
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IN-HOME SUPPORTIVE SERVICES PROGRAM

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE LETTER TO PROVIDER
UPHOLDING THIRD VIOLATION (90-DAY SUSPENSION OF ELIGIBILITY) FOR
EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

(ADDRESSEE) COUNTY OF:

Notice Date:
Recipient Name:
Recipient Case Number:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Provider

This notice is to inform you that we have reviewed the State Administrative Review
Request you filed after receiving a third violation for the month of . As
of the date of this notice, the violation is upheld. This decision is based on our review of
the information and/or documentation you provided on the State Administrative Review
Request form. We have determined there was not enough evidence to demonstrate you
met the criteria required to work more hours than your workweek agreement allows for.
You will continue to have a third violation because you:

1 Worked more than 40 hours in a workweek for a recipient without the recipient

getting approval from the county when that recipient’s maximum weekly hours are
40 hours or less.

1 Worked more than a recipient’s maximum weekly hours without the recipient

getting approval from the county which caused you to work more overtime hours
in the month than you normally would.

1 Worked more than 66 hours in a workweek when you work for more than one
recipient.

1 Claimed more than seven (7) hours of travel time in a workweek.

Your eligibility to provide IHSS services will be suspended 20 calendar days from the
date of this notice, for a period of 90 days. If you are unsure of the date that you are
eligible to resume providing services, please contact your IHSS office.

If you have any questions about this notice, you may contact the California Department
of Social Services, Claims, Certification and Appeals Bureau, Appeals Unit at
(916) 651-3488.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES PROGRAM

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE LETTER TO RECIPIENT
UPHOLDING PROVIDER’S THIRD VIOLATION (90-DAY SUSPENSION OF
ELIGIBILITY) FOR EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

(ADDRESSEE) COUNTY OF:

Notice Date:
Provider Name:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Recipient

This notice is to inform you that the State Administrative Review Request your provider,

filed after the third violation he/she received for the month of has been
reviewed and the violation is upheld as of the date of this notice. The reason for this
decision is based on our review of the State Administrative Review Request submitted
by your provider. There was not enough evidence to demonstrate that he/she met the
criteria required to work more than his/her workweek agreement allows for. Your
provider will continue to have a third violation because he/she:

[J Worked more than 40 hours in a workweek for a recipient without the recipient

getting approval from the county when that recipient’'s maximum weekly hours are
40 hours or less.

[1 Worked more than a recipient’'s maximum weekly hours without the recipient
getting approval from the county which caused him/her to work more overtime
hours in the month than he/she normally would.

0 Worked more than 66 hours in a workweek when he/she works for more than one
recipient.

[1 Claimed more than seven (7) hours of travel time in a workweek.

Your provider’s eligibility to provide IHSS services will be suspended 20 calendar days
from the date of this notice, for a period of 90 days.

If you need assistance finding a new provider until your regular provider is eligible to
provide services again, please contact your county IHSS office.

If you are unsure of the date your provider is eligible to be an IHSS provider or have
questions about this notice, please contact your county IHSS office.
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IN-HOME SUPPORTIVE SERVICES PROGRAM

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE LETTER TO PROVIDER
RESCINDING THIRD VIOLATION OR FOURTH VIOLATION FOR EXCEEDING
WORKWEEK AND/OR TRAVEL TIME LIMITS

(ADDRESSEE) COUNTY OF:

Notice Date:
Recipient Name:
Recipient Case Number:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Provider

This notice is to inform you that the violation you received for the month of
has been rescinded effective the date of this notice.

The reason this violation was rescinded is because CDSS has determined that either
the circumstance(s) that resulted in you receiving a violation for the reason indicated on
the violation notice (SOC 2258 or SOC 2259) that you received from your county met
the Exception Criteria set by CDSS. Or, during our review it was determined that the
circumstances on the Provider’s Right to Dispute Form (SOC 2272) that was previously
provided to the county met the Exception Criteria, therefore the violation should have
been rescinded.

Although this violation has been rescinded, you could receive another violation at a later
time if you fail to follow the workweek and travel time limits explained in the Provider
Enrollment Agreement (SOC 846).

If you have any questions regarding this notice, you may contact your county IHSS
office at the phone number listed above.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES PROGRAM

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE LETTER TO RECIPIENT
RESCINDING PROVIDER’S THIRD OR FOURTH VIOLATION FOR EXCEEDING
WORKWEEK AND/OR TRAVEL TIME LIMITS

(ADDRESSEE) COUNTY OF:
Notice Date:
Provider Name:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Recipient

This notice is to inform you that the violation your provider, named above, received for
the month of has been withdrawn as of the date of this notice.

The reason this violation was rescinded is because CDSS has determined that either
the circumstance(s) that resulted in your provider receiving a violation for the reason
indicated on the violation notice (SOC 2258 or SOC 2259) that he/she received from
his/her county met the Exception Criteria set by CDSS. Or, during our review it was
determined that the circumstances on the Provider’s Right to Dispute Form (SOC 2272)
that was previously provided to the county met the Exception Criteria, therefore the
violation should have been rescinded.

Although this violation has been rescinded, your provider could receive another violation
at a later time if he/she fails to follow the workweek and travel time limits explained in
the Provider Enroliment Agreement (SOC 846).

If you have any questions regarding this notice, you may contact your county IHSS
office at the phone number listed above.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES PROGRAM

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE LETTER TO PROVIDER
UPHOLDING FOURTH VIOLATION (ONE-YEAR PERIOD OF INELIGIBILITY) FOR
EXCEEDING WORKWEEK AND/OR TRAVEL TIME LIMITS

(ADDRESSEE) COUNTY OF:

Notice Date:
Recipient Name:
Recipient Case Number:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Provider

This notice is to inform you that we have reviewed the State Administrative Review
Request you filed after receiving a fourth violation for the month of
As of the date of this notice, the violation is upheld. This decision is based on our review
of the information and/or documentatlon you provided on the State Administrative
Review Request form. We have determined there was not enough evidence to
demonstrate you met the criteria required to work more hours than your workweek
agreement allows for. You will continue to have a fourth violation because you:

1 Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county when that recipient’s maximum weekly hours are
40 hours or less.

1 Worked more than a recipient’s maximum weekly hours without the recipient
getting approval from the county which caused you to work more overtime hours
in the month than you normally would.

1 Worked more than 66 hours in a workweek when you work for more than one
recipient.

1 Claimed more than seven (7) hours of travel time in a workweek.

Your eligibility to provide IHSS services will be suspended 20 calendar days from the
date of this notice, for a period of one year. If you are unsure of the date that you are
eligible to resume providing services, please contact your IHSS office.

Before you may resume providing IHSS services, you will be required to complete all of
the provider enrollment requirements again, including the criminal background check,
provider orientation, and completion of all required forms.

If you have any questions about this notice, you may contact the California Department
of Social Services, Claims, Certification and Appeals Bureau, Appeals Unit at (916) 651-
3488.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES PROGRAM

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE LETTER TO RECIPIENT
UPHOLDING FOURTH VIOLATION (ONE-YEAR PERIOD OF INELIBILITY)

(ADDRESSEE) COUNTY OF:
Notice Date:
Provider Name:
IHSS Office Address:

IHSS Office Telephone Number:

To: In-Home Supportive Services (IHSS) Recipient

This notice is to inform you that the State Administrative Review Request your provider,

filed after the fourth violation he/she received for the month of has
been reviewed and the violation is upheld as of the date of this notice. The reason for
this decision is based on our review of the State Administrative Review Request
submitted by your provider. The evidence on this request was not enough to
demonstrate he/she met the criteria required to work more than his/her workweek

agreement allows for. Your provider will continue to have a fourth violation because
he/she:

1 Worked more than 40 hours in a workweek for a recipient without the recipient

getting approval from the county when that recipient’s maximum weekly hours are
40 hours or less.

[1 Worked more than a recipient’s maximum weekly hours without the recipient
getting approval from the county which caused him/her to work more overtime
hours in the month than he/she normally would.

0 Worked more than 66 hours in a workweek when he/she works for more than one
recipient.

[1 Claimed more than seven (7) hours of travel time in a workweek.

Your provider’s eligibility to provide IHSS services will be suspended 20 calendar days
from the date of this notice, for a period of one year.

Before your provider may resume providing IHSS services, he/she will be required to
complete all of the provider enrollment requirements again, including the criminal
background check, provider orientation, and completion of all required forms.

If you need assistance finding a new provider until your regular provider is eligible to
provide services again, please contact your county IHSS office.

If you are unsure of the date your provider is eligible to be an IHSS provider or have
questions about this notice, please contact your county IHSS office.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE TO
PROVIDER LETTER UPHOLDING THIRD VIOLATION AND 90 DAY
PERIOD OF INELIGIBILITY

IHSS O WPCS/In-Home Operations (IHO) O
COUNTY OF:
Notice Date:
Recipient Name:

Recipient Case Number:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

This notice is to inform you that we have reviewed the State Administrative Review you
filed after receiving a third violation for the service month of . As of
the date of this notice, the violation is upheld. This decision is based on our review of the
information and/or documentation you provided on the State Administrative Review
Request. We have determined there was not enough evidence to demonstrate you met
the criteria needed to work more hours than your workweek agreement allows for. You
will continue to have a third violation because you:

[0 Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient’'s maximum weekly
hours are 40 hours or less.

[J Worked more than a recipient’s maximum weekly hours without the recipient
getting approval from the county or IHO which caused you to work more overtime
hours in the month than you normally would.

O Worked more than 66 hours in a workweek when he/she works for more than one
recipient.

[1 Claimed more than seven (7) hours of travel time in a workweek.

You will be eligible to resume providing IHSS and/or WPCS services 90 calendar days
from the date of this decision letter. If you are unsure of the date that you are eligible to
resume providing services, please contact your county or IHO office.

If you have any questions about this notice, you may contact the California Department of
Social Services, Claims, Certification and Appeals Bureau, Appeals Unit at (916) 651-
3488.
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE TO RECIPIENT
LETTER UPHOLDING PROVIDER’S THIRD VIOLATION AND 90 DAY PERIOD
OF INELIGIBILITY

IHSS O WPCS/In-Home Operations (IHO) O
COUNTY OF:
Notice Date:

Provider Name:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Recipient

This notice is to inform you that the State Administrative Review your provider,

filed after the
third violation he/she received for the service month of has
been reviewed and the violation is upheld as of the date of this notice. The reason for
this determination is based on our review of the State Administrative Review Request
submitted by your provider. The evidence on this request was not enough to
demonstrate he/she met the criteria needed to work more than the workweek agreement
allows for. Your provider will continue to have a third violation for one or more of the
following:

[J Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient's maximum weekly
hours are 40 hours or less.

[1 Worked more than a recipient’'s maximum weekly hours without the recipient
getting approval from the county or IHO which caused him/her to work more
overtime hours in the month than he/she normally would.

[J Worked more than 66 hours in a workweek when he/she works for more than one
recipient.

[1 Claimed more than seven (7) hours of travel time in a workweek.

Your provider will be eligible to resume providing IHSS and/or WPCS services 90
calendar days from the date of this notice.

If you have any questions about this notice, you may contact the county or IHO office at
the phone number listed above.

If you are unsure of the date your provider is eligible to be an IHSS provider or have
questions about this notice, please contact your county or IHO office.

DHCS 2287 (4/16)



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE TO PROVIDER
LETTER RESCINDING THIRD OR FOURTH VIOLATION

IHSS O WPCS/In-Home Operations (IHO) O
COUNTY OF:
Notice Date:
Recipient Name:

Recipient Case Number:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

This notice is to inform you that the violation you received for the service month of
has been withdrawn as of the date of this notice.

The reason for the withdrawal of this violation is because CDSS has determined that
although you did violate the rule(s) indicated on the DHCS/SOC 2258 or 2259 that you
received from your county; the circumstances that led to you working the additional hours
met the Exception Criteria set by the county or IHO.

A copy of this letter is being sent to your county or IHO office to notify them that this
violation has been rescinded.

Although this violation has been withdrawn, you could receive another violation at a later
time if you fail to follow the workweek and travel time limits in the Provider Enroliment
Agreement (SOC 846).

If you have any questions regarding this notice, you may contact the state office.

DHCS 2288 (4/16)



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE TO RECIPIENT
LETTER RESCINDING THIRD OR FOURTH VIOLATION

IHSS O WPCS/In-Home Operations (IHO) O
COUNTY OF:
Notice Date:

Provider Name:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Recipient

This notice is to inform you that the violation your provider received for the service month
of has been withdrawn as of the date of this notice.

The reason for the withdrawal of this violation is because CDSS has determined that
although your provider did violate the rule(s) indicated on the SOC/DHCS 2258 or 2259
that he/she received from his/her county; the circumstances that led to him/her working
the additional hours met the Exception Criteria set by CDSS/DHCS.

A copy of this letter is being sent to your county or IHO office to notify them that this
violation has been rescinded.

Although this violation has been withdrawn, your provider could receive another violation
at a later time if he/she fails to follow the workweek and travel time limits in the Provider
Enrollment Agreement (SOC 846).

If you have any questions regarding this notice, you may contact the state office.

DHCS 2289 (4/16)



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE TO PROVIDER
LETTER UPHOLDING FOURTH VIOLATION AND ONE YEAR PERIOD OF
INELIGIBILITY

IHSS O WPCS/In-Home Operations (IHO) O
COUNTY OF:
Notice Date:
Recipient Name:
Recipient Case Number:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Provider

This notice is to inform you that we have reviewed the State Administrative Review you

filed after receiving a fourth violation for the service month of . As
of the date of this notice, the violation is upheld. This decision is based on our review of
the information and/or documentation you provided on the State Administrative Review

Request. We have determined there was not enough evidence to demonstrate you met
the criteria needed to work more hours than your workweek agreement allows for. You
will continue to have a fourth violation because you:

[1 Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient’s maximum weekly
hours are 40 hours or less.

[0 Worked more than a recipient’s maximum weekly hours without the recipient getting
approval from the county or IHO which caused you to work more overtime hours in the
month than you normally would.

[J Worked more than 66 hours in a workweek when he/she works for more than one
recipient.
[1 Claimed more than seven (7) hours of travel time in a workweek.

You will be eligible to resume providing IHSS and/or WPCS services one year from the
date of this decision letter. If you are unsure of the date that you are eligible to resume
providing services or have any questions about this notice, please contact the office at
the phone number listed above.

If you have any questions about this notice, you may contact the California Department of
Social Services, Claims, Certification and Appeals Bureau, Appeals Unit at (916) 651-
3488.

DHCS 2290 (4/16)



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CDSS/DHCS

STATE ADMINISTRATIVE REVIEW REQUEST RESPONSE TO RECIPIENT LETTER
UPHOLDING PROVIDER’S FOURTH VIOLATION AND ONE-YEAR PERIOD OF
INELIGIBILITY

IHSS 0O WPCS/In-Home Operations (IHO) 0O
COUNTY OF:
Notice Date:
Provider Name:
Office Address:

Office Telephone Number:

To: IHSS/WPCS Recipient

This notice is to inform you that the State Administrative Review your provider,

filed after the fourth violation he/she received for the service month of

has been reviewed and the violation is upheld as of the date of this notice. The reason
for this decision is based on our review of the State Administrative Review Request
submitted by your provider. The evidence on this request is not enough to demonstrate
he/she met the criteria needed to work more than his/her workweek agreement allows
for. Your provider will continue to have a fourth violation for one or more of the following:

1 Worked more than 40 hours in a workweek for a recipient without the recipient
getting approval from the county or IHO when that recipient's maximum weekly
hours are 40 hours or less.

1 Worked more than a recipient’s maximum weekly hours without the recipient getting
approval from the county or IHO which caused him/her to work more overtime hours
in the month than he/she normally would.

1 Working more than 66 hours in a workweek when he/she works for more than one
recipient.

[ Claimed more than seven (7) hours of travel time in a workweek.

Your provider will be eligible to resume providing IHSS and/or WPCS services one year
from the date of this decision letter.

Your provider will be required to complete all of the provider enrollment requirements
again, including the criminal background check, provider orientation, and completion of
all required forms.

If you need assistance finding a new provider until your regular provider is eligible to
resume providing services again, please contact your county or IHO office.

If you are unsure of the date your provider is eligible to be an IHSS and/or
WPCS provider or have questions about this notice, please contact the office
at the phone number listed above.

DHCS 2291 (4/16)
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Self-Certification
Instructional
Review Materials

Second Violation

These voluntary self-certification instructional review materials offer you a
one-time opportunity to remove your second violation for exceeding the
workweek and/or travel time limitations, and will not be offered again in the
future, unless your WPCS/IHSS provider eligibility is suspended for one
year and you complete the required re-enrollment process.

If you do not review the materials and submit your completed self-
certification form to IHO within 14 calendar days from the date of your
second violation notice, you will be sent a notice confirming your second
violation along with the California Department of Health Care Services
(DHCS) Provider’s Right to Dispute form which may be submitted to IHO if
you disagree with the violation.

May 2016




A Second Violation

So, you got a second violation for exceeding workweek and/or travel time
limitations? Let's review the workweek and travel time limits to help
prevent you from incurring future violations. If you were an active provider
before February 1, 2016, you were mailed Temp 3001 and were
instructed to complete and submit Provider Workweek and Travel Time
Agreement Form (DHCS 2255W). If you became a provider after
February 1, 2016, you received Temp 3001, and you completed the
updated SOC 846 during the mandatory IHSS Provider Orientation.
Completion of the updated SOC 846 confirmed your understanding of the
workweek and travel time limitations required by California law. Not
following the workweek and travel time limitations will result in violations,
which may include suspension of your eligibility to be an IHSS/WPCS
provider for up to one year.

You received this second violation due to one or more of the following
actions:

e You worked more than 40 hours in a workweek for a recipient without
your recipient getting approval from IHO when that recipientis
authorized 40 hours or less in a workweek;

e You worked more than your recipient’'s maximum weekly hours
without the recipient getting approval from IHO, which caused you to
work more overtime hours in the month than you normally would;

e You work for more than one recipient and you worked more than 66
hours in a workweek; or

e Your claimed travel time was more than seven (7) hours in a
workweek.

Whenever you receive a violation, you have ten business days from the
date of the violation notice to complete and submit the Provider's Right to
Dispute form to IHO. Once IHO receives the form, it has ten business days
to review the violation and send you a notice stating the outcome of the
review.

REMINDER: If you get more than one violation in a single month, it will

only count as one violation. Once you have received a violation, it will

remain on your record. However, after one year, if you do not receive

another violation, the number of violations you have received will be

reduced by one. As long as you do not receive any additional violations,
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each year after the last violation, your number of violations will be reduced
by one.

CAUTION: If you receive a third violation, your WPCS/IHSS provider
eligibility will be suspended for 90 days. If you receive a fourth violation,
your WPCS/IHSS provider eligibility will be suspended for one year. When
your one-year WPCS/IHSS provider ineligibility period ends, you will have to
complete all of the provider enroliment requirements again, including the
criminal background check, provider orientation, and all required forms,
before you may resume providing WPCS/IHSS services.

If you disagree with the IHO’s determination to uphold the third or fourth
violation, you may request a State review of the violation by the CDSS
Adult Programs Division’s Appeals Unit. The third and fourth violation
notices will explain how you may request the state review.

Workweek Limitations

Remember, the WPCS workweek begins at 12:00 a.m. on Sunday and
ends at 11:59 p.m. the following Saturday. It is important that you
understand the WPCS workweek so that you and your WPCS recipient(s)
may better track how many authorized hours are planned, how many were
actually worked, and whether you are eligible for overtime compensation.

The maximum weekly hours are the number of service hours you may work
for your recipient(s) per workweek. The maximum weekly hours are a
guideline to help make you aware of how many hours you can work up to
in a workweek so your recipient(s) can budget his/her authorized service
hours in the month to ensure all authorized service hours are received.
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Your recipient may be able to adjust his/her maximum weekly hours,
without requesting approval from IHO, under the following conditions:

Adjusting Maximum Weekly Hours

If you work...

Is IHO Approval Needed?

40 hours or less

MEE. if you work more than the 40 hours for your
recipient in a workweek if his/her maximum weekly
hours are 40 hours or less in a workweek.

No, if you do not work more than 40 hours for your
recipient in a workweek if his/her maximum weekly
hours are 40 hours or less in a workweek.

OR

Over 40 hours

ME&S, if you work more overtime hours than you
normally work in a calendar month.

No, if you do not work more overtime hours than you
normally work in a calendar month.

Note: If you are the only provider working for one
recipient who does not have any other providers, your
recipient can ask you to work more than his/her
maximum weekly hours, but you must work fewer
hours in another week(s) of the month to stay within
the recipient’s authorized monthly hours.

AND

For multiple
recipients

You may never work more than the combined
WPCS/IHSS maximum weekly hours of 66.

Caution: If you work for more than one recipient, you
should not accept additional hours if taking the
additional hours will result in you going over your
combined maximum weekly hours of 66.
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Travel Time Limitations

If you work for more than one recipient at different locations on the same
day, you are eligible to be paid for traveling directly between the two
recipients, regardless of your method of travel (i.e., driving a car, taking
public transit, walking, and riding a bicycle). The maximum amount of
travel time providers are allowed to claim during a workweek is 7 hours.
Keep in mind that travel time does not include the time it takes you to travel
from your own home to the location where you provide services for a
recipient or back home after your work is completed. Your time spent
traveling between recipients’ locations does not count toward your
maximum weekly hours of 66 or your recipients’ maximum weekly hours
and is not deducted from any recipient’s monthly authorized hours.

IMPORTANT TIPS:

v" If your travel time is going to be more than 7 hours per workweek,
you will have to rearrange your work schedule with your recipients to
make sure your claimed travel time is no more than 7 hours per
workweek. Please contact IHO if you need assistance in rearranging
your work schedule.

v" If you submit a travel claim form with more than 7 hours in a

workweek, you will get paid for the travel time claimed but you will get
a violation.
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STATE OF CALIFORNIA - Health and Human Services Agency California Department of Health Care Services

Waiver Personal Care Services (WPCS) PROGRAMCERTIFICATION
FOR INSTRUCTIONAL MATERIAL REVIEW

PROVIDER NAME (FIRST, MIDDLE, LAST) WPCS PROVIDER NUMBER

| reviewed the instructional materials provided to me that related to the workweek and travel
time limitations for WPCS/IHSS providers and | understand the following:

e If I work only for a single recipient, | am restricted to working the recipient's maximum weekly
hours not to exceed 70-hours and 45 minutes.

e If I work for multiple recipients, | am restricted to working 66 hours per workweek divided
among all of the recipients | work for. If I currently work the maximum of 66 hours and one of
my recipients requests me to work additional hours, | cannot work those additional hours
unless | make arrangements with my other recipient(s) to reduce hours for him/herduring
that week.

e If | work for multiple recipients on the same day and | travel directly from one of
their homes to another, | cannot claim more than seven (7) hours of travel time per
week.

e If my recipient requests that | work more hours during a workweek than | am scheduled to
work and my recipient’s maximum weekly hours are 40 hours or less and those additional
hours cause me to work more than 40 hours in that workweek, my recipient is responsible for
contacting IHO to get approval for those additional hours.

e If my recipient requests that | work more hours during a workweek than | am scheduled to
work and those additional hours cause me to work more overtime during that workweekthan
| normally would, my recipient is responsible for contacting IHO to get approval for those
additionalhours.

e If | do work additional hours during one week, then | must reduce my work hoursin
another week later within the same month to make sure | do not work more than my
recipient’s monthly authorized hours.

SECOND VIOLATIONS INSTRUCTIONAL REVIEW (5/16)
Page 1 of 2



STATE OF CALIFORNIA — Health and Human Services Agency California Department of Health Care Services

By reviewing and signing this certification form and submitting it to IHO, | understand:

e The second violation | received will be removed from my record.

e This instructional material review is a one-time option to remove my second violation. If |
receive another violation later, | will not be given the opportunity to review the
instructional materials again.

e If | receive further violations, | could be found ineligible to work and be paid as a
WPCSIHSS provider through the WPCS/IHSS Program.

By signing this certification form | am accepting the responsibility to follow theinformation
provided by Department of Health Care Services in the instructional materials provided. |
understand that failure to follow the workweek and travel time limitations may result in my
ineligibility to work as a WPCS/IHSS provider.

WPCS Provider’s Signature Date
PLEASE REMOVE THIS NOTIFICATION FROM THE INSTRUCTION MATERIALS PACKET AND MAIL TO IHO AT:

Department Of Health Care Services

Long-Term Care Division
P.0O. Box 997437, MS 4502
Sacramento, CA 95899-7437
Telephone (916) 552-9105

SECOND VIOLATIONS INSTRUCTIONAL REVIEW (5/16)
Page 2 of 2



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

WAIVER PERSONAL CARE SERVICES PROGRAM
NOTICE TO RECIPIENT APPROVAL OF EXCEPTION TO EXCEED WEEKLY HOURS

Notice Date:
Recipient Name:
Recipient Case Number:
Department Of Health Care Services
Long-Term Care Division

P.O. Box 997437, MS 4502
Sacramento, CA 95899-7437
Telephone (916) 552-9105

To: Waiver Personal Care Services (WPCS) Recipient

This notice is to inform you that your request for an exception to exceed your maximum weekly hours
has been approved for the service month of . You may have your
provider(s) work these additional hours.

You will need to adjust your providers’ work hours by reducing an amount equal to the number of
approved exception hours before the end of the month to make sure your monthly authorized hours are
not exceeded. If you do not adjust your providers’ work hours before the end of the month, your
provider(s) will not be paid for the excess hours by the WPCS program, and you will be responsible for
the payment of any service hours beyond your authorized monthly hours.

If you have any further questions about this notice, you may contact IHO at the phone number above.

DHCS 2266 (4/16)



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

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO PROVIDER
APPROVAL OF EXCEPTION TO EXCEED WEEKLY HOURS

Notice Date:
Recipient Name:
Recipient Case Number:
Department Of Health Care Services
Long-Term Care Division

P.O. Box 997437, MS 4502
Sacramento, CA 95899-7437
Telephone (916) 552-9105

To: Waiver Personal Care Services (WPCS) Provider

This notice is to inform you that your recipient’s request for an exception to exceed his/her maximum
weekly hours has been approved for the service month of . Your recipient
will authorize you or any other of his/her providers to work these hours. Do not work these hours
without first obtaining permission from your recipient.

Your recipient will need to adjust your work hours by reducing an amount equal to the number of
approved exception hours before the end of the month. This is to make sure you, and any other
providers the recipient may have, do not exceed his/her monthly authorized hours. If your recipient
does not adjust your work hours before the end of the month, you will not be paid for the excess hours
by the WPCS program. Instead, your recipient will be responsible for the payment of any service hours
you work beyond his/her authorized monthly hours.

Also, please note that if you work for more than one recipient, you cannot work more than 66 hours in a
workweek. Therefore, if the adjustment to your recipient’s maximum weekly hours would result in you
working more than 66 hours in a workweek, you will not be able to work those additional hours or you
may have to adjust the hours you work for another recipient. If you have any further questions about
this notice, you may contact IHO at the phone number above.

DHCS 2266A (4/16)



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

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO RECIPIENT
DENIAL OF EXCEPTION TO EXCEED WEEKLY HOURS

Notice Date:

Recipient Name:

Recipient Case Number:

Department Of Health Care Services
Long-Term Care Division

P.O. Box 997437, MS 4502
Sacramento, CA 95899-7437
Telephone (916) 552-9105

To: Waiver Personal Care Services (WPCS) Recipient

This notice is to inform you that your request for an exception to exceed your maximum weekly hours
has been denied for the service month of . You may not have your provider(s)
work these additional hours. The reason for this denial is:

[0 The need for the additional hours could have been anticipated.

[0 The need for the additional hours was not for a service that needed to be completed immediately
and could have been postponed until the arrival of your back-up provider.

[0 The need for the additional hours did not put your health and safety in danger.

If your provider(s) has already worked these hours, he/she will be paid for the time worked, but will
receive a violation notice. The penalty for the violation will be based on the number of violations he/she
has received. You will receive a notice informing you of the provider violation and any penalty given.

Further, if your provider(s) worked these hours, you will need to adjust your work hours by reducing an
amount equal to the exception hours that was not approved, before the end of the month to make sure
your monthly authorized hours are not exceeded. If you do not adjust your provider’s work hours
before the end of the month, your provider(s) will not be paid for the excess hours by the WPCS
program and you will be responsible for the payment of any service hours worked beyond your
authorized monthly hours.

If you have any further questions about this notice, you may contact IHO at the phone number above.

DHCS 2267 (4/16)



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

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO PROVIDER
DENIAL OF EXCEPTION TO EXCEED WEEKLY HOURS

Notice Date:

Recipient Name:

Recipient Case Number:

Department Of Health Care Services
Long-Term Care Division

P.O. Box 997437, MS 4502
Sacramento, CA 95899-7437
Telephone (916) 552-9105

To: Waiver Personal Care Services (WPCS) Provider

This notice is to inform you that your recipient’s request for an exception to exceed his/her maximum
weekly hours has been denied for the service month of . Therefore, do not
work these additional hours.

If you have already worked these additional hours, you will be paid for the time worked, but you will
receive a violation. The penalty for this violation will be based on the number of violations you have
received. You will receive a notification informing you of the violation and any penalty given. You will
also receive information about how you can request a county review of your violation.

Further, if you already worked these hours, your recipient will need to adjust your work hours, before
the end of the month, by the number of exception hours worked, but not approved. This is to make
sure you and any other provider(s) that the recipient may have, do not exceed his/her monthly
authorized hours. If your recipient does not adjust your work hours before the end of the month, you will
not be paid for the excess hours by the WPCS Program. Instead, your recipient will be responsible for
the payment of any service hours you work beyond his/her authorized monthly hours.

If you have any further questions about this notice, you may contact IHO at the phone number above.

DHCS 2267A (4/16)



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

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO RECIPIENT APPROVAL FOR
PROVIDER TO WORK ALTERNATE SCHEDULE DUE TO RECURRING EVENT

County of:
Notice Date:
Recipient Name:
Recipient Case Number:
Department of Health Care Services
Long-Term Care Division

PO Box 997437, MS 4502
Sacramento, CA 95899-7437
Telephone (916) 552-9105

To: Waiver Personal Care Services (WPCS) Recipient:

This notice is to inform you that your request to adjust your maximum weekly hours for a specified
week of each month due to the monthly recurring event has been approved. You may have your
provider work the additional hours during the specified week of each month.

This means that your maximum weekly hours for one week of the month will be different from the other
weeks of the month. Your provider(s) may continue to work this weekly schedule in all later months as
long as you continue to have the need for the adjustment due to a recurring event. You must notify
IHO immediately if the situation changes and you no longer have the need for this adjustment.

Further, if your provider(s) worked these hours, you will need to adjust your work hours by reducing an
amount equal to the exception hours approved, before the end of the month to make sure your monthly
authorized hours are not exceeded. If you do not adjust your provider’s work hours before the end of
the month, your provider(s) will not be paid for the excess hours by the WPCS program and you will be
responsible for the payment of any service hours worked beyond your authorized monthly hours.

If you have any further questions about this notice, you may contact the IHO office at the phone
number above.

DHCS 2268 (4/16)



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

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO PROVIDER
APPROVAL TO WORK ALTERNATE SCHEDULE DUE TO RECURRING EVENT

Notice Date:

Recipient Name:

Recipient Case Number:

Department Of Health Care Services
Long-Term Care Division

P.O. Box 997437, MS 4502
Sacramento, CA 95899-7437
Telephone (916) 552-9105

To: Waiver Personal Care Services (WPCS) Provider

This notice is to inform you that your recipient’s request to adjust his/her maximum weekly hours for a
specified week of each month due to the monthly recurring event has been approved. You may work
the additional hours during the specified week of each month. Do not work these hours without first
obtaining permission from your recipient.

This means that your maximum weekly hours for one week of the month will be different from the other
weeks of the month.

You may continue to work this weekly schedule in all later months as long as your recipient continues
to have the need for the adjustment due to a recurring event. Your recipient must notify the IHO
immediately if the situation changes and he/she no longer have the need for this adjustment.

Also, please note that if you work for more than one recipient, you cannot work more than 66 hours in a
workweek. Therefore, if the adjustment to your recipient’s maximum weekly hours would result in you
working more than 66 hours in a workweek, you will not be able to work those additional hours or you
may have to adjust the hours you work for another recipient.

If you have any further questions about this notice, you may contact IHO at the phone number above.

DHCS 2268A (4/16)



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

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO RECIPIENT
CANCELLATION OF ALTERNATE SCHEDULE DUE TO RECURRING EVENT

Notice Date:
Recipient Name:
Recipient Case Number:
Department Of Health Care Services
Long-Term Care Division

P.O. Box 997437, MS 4502
Sacramento, CA 95899-7437
Telephone (916) 552-9105

To Waiver Personal Care Services (WPCS) Recipient:

This notice is to inform you that your request to adjust your maximum weekly hours for a specified
week of each month due to a monthly recurring event has been cancelled. As of
, your provider may not work additional hours during the specified week

of each month.
This means that your maximum weekly hours will now be the same for each week of the month.

If you have any further questions about this notice, you may contact IHO at the phone number above.

DHCS 2269 (4/16)



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

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO PROVIDER
CANCELLATION OF ALTERNATE SCHEDULE DUE TO RECURRING EVENT

Notice Date:

Recipient Name:

Recipient Case Number:

Department Of Health Care Services
Long-Term Care Division

P.O. Box 997437, MS 4502
Sacramento, CA 95899-7437
Telephone (916) 552-9105

To: Waiver Personal Care Services (WPCS) Provider

This notice is to inform you that your recipient’s request to adjust his/her maximum weekly hours for a
specified week of each month due to a monthly recurring event has been cancelled. As of
, You may no longer work additional hours during the specified week of each

month.

This means that your recipient’s maximum weekly hours will now be the same for each week of the
month.

If you have any further questions about this notice, you may contact IHO at the phone number above.

DHCS 2269A (4/16)



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

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO RECIPIENT/PROVIDER
FAILURE TO COMPLETE PARTICIPANT (RECIPIENT) ASSIGNMENT OF AUTHORIZED HOURS
AGREEMENT (DHCS 2256W)

Notice Date:
Recipient Name:
Recipient Case Number:
Department Of Health Care Services
Long-Term Care Division

P.O. Box 997437, MS 4502
Sacramento, CA 95899-7437
Telephone (916) 552-9105

To: Waiver Personal Care Services (WPCS) Recipient

You have been identified as a recipient who has or needs more than one WPCS provider. Therefore,
you are required to complete a WPCS Participant (Recipient) Assignment of Authorized Hours
Agreement (DHCS 2256W) form. Our records indicate that you have not yet completed this form. This
form must be completed, signed by you and each of the providers working for you, and returned to the
IHO address listed above.

If you have any further questions about this notice or need assistance in completing the DHCS 2256W
form, you may contact IHO at the phone number above.

DHCS 2270 (4/16)



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

WAIVER PERSONAL CARE SERVICES PROGRAM NOTICE TO PROVIDER
FAILURE TO COMPLETE WORKWEEK AND TRAVEL AGREEMENT (DHCS 2255W)

Notice Date:

Recipient Name:

Recipient Case Number:

Department of Health Care Services
Long-Term Care Division

P.O. Box 997437, MS 4502
Sacramento, CA 95899-7437
Telephone (916) 552-9105

To: Waiver Personal Care Services (WPCS) Provider

You have been identified as a provider who works for more than one IHSS/WPCS program recipient
and has the potential to travel between two or more recipients during a single work day. Therefore, you
must complete or resubmit a Provider Workweek and Travel Agreement (DHCS 2255W) form.

You are receiving this notice for the following reason(s):

[0 IHO has not yet received a completed form DHCS 2255W from you. This form must be
completed, signed by you and returned to the IHO office listed above in order to verify your
workweek and travel information if applicable.

[0 The form was submitted to the IHO office incomplete. All information contained in the form
must be completed for IHO to fully evaluate and verify your workweek and travel information if
applicable.

[0 The travel information you provided indicates that your total estimated travel time each
workweek will exceed seven (7.0) hours.

The maximum amount of time you can spend each workweek traveling between recipient locations is
seven (7.0) hours.

If you only work for a single recipient, it is not necessary for you to complete form DHCS 2255W.
Please contact the IHO office immediately to inform the office of this, so that appropriate changes can
be made to our records. If you have any further questions about this notice or need assistance in
completing this form, you may contact the IHO office at the phone number above.

DHCS 2270A (4/16)
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[County District Office] Notification Date:
[District Office Address Recipient Name:

[City, ST ZIP] Recipient Case Number:

Timesheet Number:

[Provider Name]
[Provider Mailing Address]
[City, ST ZIP]

You are receiving this information because you are a provider of the In-Home Supportive
Services (IHSS) program for the above named recipient.

This notification is to inform you that the hours claimed on the timesheet indicated above for the
service period [MM/DD/YYYY] — [MM/DD/YYYY] for IHSS services you performed exceeded:

(A) [ ] The Monthly Authorized Hours For Your Recipient

It is the responsibility of your recipient to set a schedule so that the total hours worked by
his/her provider(s) do not exceed their monthly IHSS authorized hours. If your recipient
asked you to work additional hours above their monthly IHSS authorized hours, it is his/her
responsibility to provide payment for the additional hours.

(B) ] Your Monthly Provider Assigned Hours

Our records indicate your recipient has a Recipient Request for Assignment of Authorized
Hours to Providers (SOC 838) form on file which was signed by both you and your recipient.
As specified on the SOC 838, timesheets for providers with assigned hours are NOT
processed for more hours than are indicated on the SOC 838. If your recipient asked you to
work additional hours above your assigned hours specified on the SOC 838, it is his/her
responsibility to provide payment for the additional hours.

For the reason(s) explained above, the hours you claimed have been adjusted and you are being
paid for only the authorized and/or assigned hours for the month.

The recipient you work for will also receive a letter similar to this one.

If you have questions regarding this notification, you may contact your County Public Authority or
IHSS Social Worker.

Provider AA IHSS
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[County District Office] Notification Date:
[District Office Address Recipient Case Number:
[City, ST ZIP] Provider Number:

Provider Name:

Timesheet Number:

[Recipient Name]

[Guardian or Conservator Name]
[Case Mailing Address]

[City, ST ZIP]

You are receiving this notification to inform you that your In-Home Supportive
Services (IHSS) provider indicated above has submitted a timesheet for the service period
[MM/DD/YYYY] - [MM/DD/YYYY] which exceeded:

(A) ] Your Monthly Authorized Hours

As a recipient of the IHSS program you are responsible for scheduling your provider(s) hours
so as to avoid exceeding your monthly IHSS authorized hours. If you asked your provider to
work more hours than you are authorized, the additional hours in excess of your monthly IHSS
authorized hours are not a part of the IHSS program and it is your responsibility to provide
payment for the additional hours. If your condition has changed and you believe you need
additional IHSS hours you should contact your county social worker.

(B) [ ] The Provider’s Assigned Hours

Our records indicate that you have a Recipient Request for Assignment of Authorized
Hours to Providers (SOC 838) form on file which was signed by both you and your
provider. By signing the SOC 838 you requested that a specific number of your
monthly IHSS authorized hours be assigned to your provider and stated you
understood that by making the request your provider’s timesheets would NOT be
processed for more than the hours you requested be assigned to him/her. If you asked
your provider to work more hours than you assigned him/her on your SOC 838, it is
your responsibility to provide payment for the additional hours. If you no longer want
your provider to be limited to the assigned hours specified on your SOC 838 you
should contact your county social worker.

For the reason(s) explained above, the hours claimed by your provider were adjusted and
he/she was paid for only the authorized and/or assigned hours for the month. Your
provider of service will receive a letter similar to this one.

If you have questions regarding this notification, you may contact your County
Public Authority or IHSS Social Worker.

Recipient AA IHSS



CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
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. YOUR COUNTY IHSS OFFICE IN-HOME SUPPORTIVE SERVICES (IHSS)
1234 SOMETHING AVENUE INDIVIDUAL PROVIDER ADVANCE PAY
SAMPLE CA 00000 TIMESHEET

Record your daily hours and minutes
like these samples.

Did not work
FIRST LASTNAME 6

123 SOMETHING DRIVE 6 hours 30 minutes 3
SAMPLE CA 00000-0000 4 hours 45 minutes 44
1

o
1

10 hours

d
Total 2

o| |olo

Use black ink only and press firmly. Numbers must be readable.
Your defined workweek is from Sunday 12:00 AM to Saturday 11:59 PM.
Do not send any other documents with the timesheet.

Only write in the hours, minutes, signature, and date boxes. Do not write in any box with
a preprinted 0. Any extra writing on the timesheet can delay your paycheck.

5. You will not be paid for hours claimed more than the recipient’s IHSS Program
authorized hours (as shown in the "hours" field below). Claiming extra hours can delay
your paycheck.

6. You must enter hours for each day worked (Total line is optional).

7. You and your Recipient must sign and date the back of your timesheet.

8. Do not fold the timesheet. Do hot use white out or correction tape on timesheet.
9. Claimed = hours worked and claimed in previous pay period.

o~

Important Instructions

Provider #: | 000000000 Provider Name: | Lasthame, Firstname
Case #:|00 00 0000000 | Recipient Name: | Lasthame, Firsthame
Type: | Advance Pay Timesheet No: | 0000000000000000

Pay From: | 07/01/2015 Pay To:|07/15/2015 | Hours: [52:30

Workweek #1 Workweek #2 Workweek #3 Workweek #4

A Claimed : 00:00 Claimed : 00:00 Claimed : 00:00 Claimed : 00:00 A

S|(0/{0 00| S05 S$12
M| O0|0|O0]0 MO06 M13
T|0/0)|0 0| TO7 T14
wo W08 W15
T02 T09 T
F 03 F10 F
S04 S11 S 0/0/0|0

o
o
o
o

o
o
o
o

OmMmad= 9= w
ol olololo|o|le
ol ololololo|le
ol ololololo|le
ol ololololo|le

Total Total Total Total

_ Turn over and sign. =
- BlEsE A




1. Use black ink only and press firmly. Numbers must be readable.
2. Your defined workweek is from Sunday 12:00 AM to Saturday 11:59 PM.
3. Do not send any other documents with the timesheet.

4. Only write in the hours, minutes, signature, and date boxes. Do not write in any box
with a preprinted 0. Any extra writing on the timesheet can delay your paycheck.

. You will not be paid for hours claimed more than the recipient’s IHSS Program
authorized hours (as shown in the "hours" field below). Claiming extra hours can delay
your paycheck.

6. You must enter hours for each day worked (Total line is optional).

Important Instructions

7. You and your Recipient must sign and date the back of your timesheet.

8. Do not fold the timesheet. Do not use white out or correction tape on timesheet.

9. Claimed = hours worked and claimed in previous pay period.

Detach Instructions Before Mailing.

| declare that the information on this timesheet is true and correct. | understand that any false claim
may be prosecuted under Federal and State laws and that if convicted of fraud, | may also be
subject to civil penalties.

Recipient’s Signature Date Provider’s Signature Date

Mail Detached Timesheet To:
IHSS Timesheet Processing Facility « PO Box 272862  Chico, CA 95927-2862
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WILL LIGHTBOURNE EDMUND G. BROWN JR.
DIRECTOR GOVERNOR

September 1, 2016

Dear In-Home Supportive Services Advance Pay Provider,

Beginning October 2016, you will no longer receive a monthly Advance Pay
reconciling timesheet. To better accommodate any potential overtime pay
for overtime hours that you may work, you will begin receiving two semi-
monthly reconciling timesheets per month. The first semi-monthly
timesheet will cover the 1% through 15" of the month and the second semi-
monthly timesheet will cover the 16" through the last day of the month.

The semi-monthly timesheets will be mailed to you on the 1% and the 10™ of
each month. This new process will enable you to receive your overtime
pay sooner than you would have with a monthly Advance Pay timesheet.

Enclosed is a SAMPLE semi-monthly timesheet with instructions to assist
you with the timesheet changes. The semi-monthly timesheet has been
broken out into four workweeks and labeled accordingly; a workweek runs
from Sunday at 12:00 a.m. to the following Saturday at 11:59 p.m. When
the 15" or last day of the month falls in the middle of a workweek, any
overtime hours worked for that workweek will be paid when the next semi-
monthly timesheet is submitted so that overtime pay can be correctly
calculated. Be sure not to exceed the maximum weekly number of hours
for your recipient, or recipients, or claim additional overtime without first
getting county approval.

In addition to the enclosed sample semi-monthly timesheet, you may find

helpful information on the California Department of Social Service (CDSS)
website. There are instructional videos available on the CDSS website at
www.cdss.ca.gov/agedblinddisabled. Select ‘New Program Requirements
for IHSS Program, Implementation of the Fair Labor Standards Act (FLSA)



http://www.cdss.ca.gov/agedblinddisabled

Page 2
Provider Advance Pay Timesheet Letter

Changes’; ‘RECIPIENT AND PROVIDER VIDEQ’; ‘2016 Fair Labor
Standards Act (FLSA) New Program Requirements’ and select the video
inyour language choice. The information specific to the semi-monthly
timesheet begins approximately 10 minutes into the video. However, it is
recommended that you watch the entire video as it has good information on
overtime.

It is important for you to follow the instructions on the semi-monthly
timesheet so you can receive your overtime pay without delay. If you work
overtime hours, a check will be directly mailed to you or, if you are signed
up for direct deposit, funds will be directly deposited into your account.

In addition to the semi-monthly timesheet, your remittance advice
(statement of earnings) will no longer come attached to the next month’s
timesheet. The remittance advice will be mailed to you from your county
office.

Please contact your county office for any questions or assistance in
completing the new semi-monthly Advance Pay timesheet.

Sincerely,

Original Document Signed By:

Sue Quichocho, Chief
Systems and Administrative Branch
Adult Programs Division

Enclosure
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7 i STATE OF CALIFORNIA—HEALTH AND HUMAN SERVICES AGENCY
CDSS DEPARTMENT OF SOCIAL SERVICES
— 744 P Street + Sacramento, CA 95814 « www.cdss.ca.gov
WILL LIGHTBOURNE EDMUND G. BROWN JR.
DIRECTOR GOVERNOR

September 1, 2016

Dear In-Home Supportive Services Advance Pay Recipient,

Beginning October 2016, your provider will begin receiving two advance
pay timesheets per month. The first semi-monthly timesheet will cover the
1% through 15" of the month, and the second semi-monthly timesheet will
cover the 16" through the end of the month. What this means to you is that
there will be two timesheets for you to review and sign each month instead
of one. The reason for this change is so your provider may be paid for
overtime hours worked in the first half of the month sooner than they would
be able to with a monthly Advance Pay timesheet.

Enclosed with this letter is a SAMPLE timesheet with instructions to assist
you and your provider with the timesheet changes. The semi-monthly
timesheet has been broken out into four workweeks and labeled
accordingly; a workweek runs from Sunday at 12:00 a.m. to the following
Saturday at 11:59 p.m.

Please contact your county office if you have any questions regarding the
new semi-monthly Advance Pay timesheet process.

Sincerely,
Original Document Signed By:

Sue Quichocho, Chief
Systems and Administrative Branch
Adult Programs Division

Enclosure
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