STATE OF CALIFORNIA-—HEALTR AND WELFARE AGENCY

DEPARTMENT OF SOCIAL SERVICES
744 P Street, Sacramento, CA 9581%

April 4, 1986

ALL COUNTY INFORMATION NOTICE NO. I-34-86

TO: ALL COUNTY WELFARE DIRECTORS

SUBJECT: STREAMLINED CA 7 MONTHLY ELIGIBILITY REPORT

REFERENCE: ACIN I-100-85

The State Department of Social Services (3DSS) is considering a
revigsion to the current Monthly Eligibility Report Form (CA 7).
The purpose of this letter 1s to give you information about the
project and to solicit counties to participate in a test of the
revised form,

Background

Los Angeles County's attempt to reduce the administrative burden
of the current monthly reporting system through its pilot of a
CA 7 short form has attracted the interest of the County Welfare
Directors Association and the Statewide Corrective Action
Committee,

Based on the findings and recommendations of the Los Angeles
County CA 7 Short Form piiot test, 3DSS staff, in conjunection
with the CWDA Forms Subcommittee, designed a streamlined version
of the CA 7.

The Streamlined Form

The streamlined CA 7 (see Afttachment I) has been designed based
upon specific principles and guidelines (see Attachment II),



Based on these criteria, the streamlined C& 7 contains only five
general guestions which focus on circumstances that have changed
during the month. The questions are arranged so that the worker
can easily determine whether the CA 7 is complete and whether
there have been any changes or income during the month.

THE PILOT

It is important that such a major revision to the CA 7 be
adequately pilot tested, The pilot will include AFDC and Food
Stamp recipients., DBoth the English and Spanish versions of the
new CA 7 will be tested. The purpose of the pilot is to
determine whether the streamlined CA 7 increases timely and
complete reporting without adversely impacting program quality.

COUNTY PARTICIPATION

We plan to test the new CA 7 in at least three counties (large,
medium and small). Pilot counties will use the revised CA 7 for
all English and Spanish speaking cases during the pilot period,
July 1, 1986 through December 31, 1986, In addition, control
counties will be selected whose characteristics are similar to
pilet counties.

Both piiot and control counties will be expected to collect
sample data and prepare reports which will be used in evaluating
the new CA 7. 3DS3 staff will provide training, assist pilot and
control counties during implementation and conduct an evaluation
of the results.

We expect that the streamlined CA 7 will have no negative impact
on pilot county error rates., If quality control review errors
directly attributable to use of the test CA 7 are found, they
will be included in error rate computations, In AFDC, however, in
aeccord with MPP 15-130.2 and 15-130.4 such errors would be
removed in the event of a fiscal sanction. Also, in the event of
federal QC sanctions, any such errors found in either the AFDC or
Food Stamp samples will be backed out of the state's error rate
in the calculation of the total amount of pass-on to counties,

Interested counties should direct their written requests to
participate in the streamlined CA 7 pilot by April 15 to:

State of California

Department of Sccial Services

AFDC and Food Stamp Policy
Implementation Bureau

744 P Street, MS 16-~31

Sacramento, CA 95814

Attn: Barbara Cox




If you would like te discuss the specific study plan and
requirements, please contact Dianne M, Edwards at (916) 322-5330.
Further information will be provided to interested counties,
Counties selected to participate will be announced by

May 1, 1986.

Deputy Director

ces CWDA

Attachment




STATL OF CALFORANIA — HEALTH AND WELFARE AUENCY © DEPAATMEN? OF SOLIAL SERVICES

Attachment o
MONTHLY ELIGIBILITY REPORT

Far Cash Atd and Food Stamps

Rewor: Month:

IRSTRUCTIONS
s Complete and return this report by the Sth of the menth, If a complete report is not received by the 1ith, you
will not get the fash Aid work allewances and your beneflts may be delayed, lowered, or stopped.

@ Answer ALL of the questions, If the answer to any question or part of any question Is YES read, and complete the rest cf the
saction. Attach a separate sheet of paper 1f needed.

e |f you recefve Food Stamps, answer for everyohe fn-your household. If you do not receive Food Stamps, answer for everyone
recelving Cash Aid, the children's parents, stepparents and your spouse if in the home,

e Attach proof of reported Income and expenses or your benefits may be lowered or stopped.

® L]
ELIMINARY DRAFT
& ’
Meed Help? €azli your worker. Worker: Phone:
i. Did anyone work or was anyone in a training program? . DYES D NO

% (f YES, list all earnings or tralning aliowances recefved during the menth, List who received fncome,
the employer's name, gross amount before deductions, actual date received, and the number of days and
hours worked in the month. Attach paystubs or sthar proof of sarninas.

e If self-employed, list business expenses on a separate sheet of paper and attach proof of income and expenses.

Name Sawee Amouni Amouni f Amgunt Amount Amaunt Dars Hours
$ H H ) L
Date Dare i Jate Daze Dare
L'?uame Saurce - Amount Amaunt Amount Amaynt Amount Days Hours
$ H $ ) $
Date flawe Iﬂate ’ Uate Date

e |f anyone above paid for care of s child or disabled adult while working or in training, complete beiow. Attach proof,

Who Received Care? Cost of Care Who Received Care? Cost of Lare

e if you recelved Cash Ald and anyone In your home had earnings and paid any court ordered support in the month, Pist the
amount paid. Attach proef. § ' $

E 2. Did anyone receive money or benefits from any other sourcel? DYES D NO
Such as: Social Security, Railroad Retirment, Unemployment/Disability Insurance, Insterest, Worker's =
Compensation, SSE/SSP, Chiid/Spousal Support, Child Support Disregard, Loans, Grants, Earned Income

tredit, Strike Benefits, Tax Refund, Cash, Lottery Winnings, Gifts, Free Housing, Utilities, Food, or Clothing.

f o If YES, complete below. List who recelved, source, gross amount and actual date received. Attach proef of any changes,

Name Souree Amaunt Amount Ampunt Amount Amaunt Amauat
; $ .S $ 3 H $
U Qase Date Bate Date Date
Narng : Sawce . Amcunt Amauni Amaount [ Amount Amount Amunt
i 3 $ H } { H s
! Dae Date Date ’Uau Daze Date

Ee If you recelved Cash Ald and anyone In your home had income and pald any court ordered support Fn the month, list the
f  amount pald. Attach proof, § + 8 v § .

COUNTY USE ONLY U EW. INITIALS DATE;

Temp CA 7 {Pilot) (L/86)




3. Did you move, change your address, have changes in shared housing, have changes in housing costs,
or do you claim actual utility costs? [:] YES [i]:io

® If YES, check the box(es) that applies to you and Include the Facts asked for.
[3 I clalm actual utllity costs, Attach preof of costs.

E} My address changed., Complete below, Attach proof of rent or housing costs, proderty taxes, and/or insurance and
utilities you pay. .

[:] The amount | pay for rent or housing changed. Complete below. Attach proof of costs.

E]'There is a change in my shared housing or a change In the amount paid by someone who is helping me pay for my
housing and/or utiifties. Attach praaf that shows what was pald, who paid ard the amount paid.

Homz Address (Numbar, Strza! Name, Aver.:ue Blvd. grg. Aot No. € State T Coue Date of Change
; ty

Maiting Address (1 (iHterent Than Home Address) City State 2ip Code Date of Change

Rent or Housing Cost

$

| pay the following utilities at my new address:

Dvas

LR Did‘anyone move into or out of your home? ({include a household member who died and/or a newbarn}.

o {f YES, Vist the names of anyone that moved into or out of your home during the month, the
date of the change and what kind of change tock place,

Full Hame Relationship to You Date What Happened

5. Does anyone have anything else to report, including expected changes? Such as: ! _fYES [:]NO
o Start, stop, refuse a2 Job, go out on strike, or reduce hours o A disability began or ended
o Start or stop schoo! or college If age 16 or older o Marry, divorce, or separate
o Bought, sold, gave away a motor vehicle, home, Jand, etc, o tharged for care of a child or disabled adylt while someone
o thange In end of month balance in checking or savings account(s}) seeks work or attends school or training., Attach proof.
o A Cash Aid reciplent became pregnant, had a baby, o Medical expenses for a Food Stamp recipient, |f disabled

miscarried, or ahorted or over age 60, Attach preof.

. IF YES, list and expiéin the change. Attach prooF of pregnancy or any éxpenses.

o _— TR RO ST compianc 5

. e . . ~ LERTIFICATION . e
¢ lunderstand that Faillng to report information or misrepresentation of facts for Cash Aid programs, Food Stamps or C?sh-based HMedi-Cal
can result in legal prosecutlon with penalties of a fine, Imprisonment or both. In the Focd Stamp Frogram thelpen?i:nes can result in
permanent disquatification from the Program, fines up to $10,000 or imprisonment for up to 5 years, Di%quallflcatlnn penaities for
intentional Program Violation(s) are 6 ndntha™fdr the Firit yiglationg 12 months for tbq‘se;?nd violation, and permanent
disqualification for the third viglatlon, . ¢ . : -

| ynderstand that 1 must contact my workér.to report any unexpected changes which affect my eligibility for or the amount of my
Cash Aid within § days of the occurance or iF | have any doubt about needing to report any changes,

I understand that reported information may resuit in a decrease or discontinuance of benefits.

L]
# | understand that | have the ripht to request a state hearing on any proposed action by the county welfare department,
» | declare under penalty of perjury vndar the laws of the State of Callfcrniz that the information contained in this report is true

and correct and is complete for the entire ropurt month.
YOU MUST 5IGN.AND DATE THi$ REPORT AFTEK THE LAST DAY OF THE REPORY _HOPITH OR IT \n‘_l!.l. BE.CDNSIQERED |N§lDIiPLETE. . e .

For Cash Aid programs, you-and your aided épouse {or the other parént of aided children) living In the home must sign the‘form.
For the Food Stamp Proyram, the head of household, a househcld member or the househoid's authorized representative must sign the form,
Signaturn of Wilcess {0 Mark, nlerprecar, oc Baze slgno-‘-
Othar Person Comsiefing Form

Jignature ©F [axn Ave Farent or uarecasar Amjative anc/or Date Signeg
Food Stama Houtenald mamoer :

s

Signatura af Tasn Aiged Spouse of Qther Parent - Sate Signen| Phone_number wnere you may be reachedin case your worker
of Cash Alded Chilaren heeds to contaclt you.

>

BEFORE YQU MATL THIS FDRH:~
e Make sure you answer ALL the guestlons, & Have a wltness sign and date if you signed with a YY",

o Make sure you slign and date this form. . e Make sure to Inclurf- ALL required proof,




Attachment II

Principles and Guidelines

Principles:

The CA 7 should not be viewed as a duplication of the
statement of facts.

The CA 7 is not the primary tocl for educating recipients on
their reporiing responsibilities,

Only those gquesticns should be asked in which the information
is not currently known with certainty.

The CA 7 should be designed so that a "no change" report can
be identified with a minimum of agency effort.

The CA 7 design and content will have no impact on insuring
that those clients who are determined to withhold information
report accurately.

Specific gquestions will be limited to those areas in which
data from the LA study reveal that changes were reported by
one percent or more of the reporting population.

With the exception of income, detaliled reporting will be
limited to changes.

Repetition of instructions will be kept to a minimum.

The guestions should lend themselves to simple yes/no answers,
Questions should be worded to clearly and simply request
information needed to accurately determine eligibility within

the context of the overriding design "principles".

Color and/cr bold print should be used to enhance form design
according to a set of established criteria.




