
STATE OF CALIFORNIA-HEALTH AND WELFARE AGENCY 

DEPARTMENT OF SOCIAl SERVICES 
.@. 

744 P Street, Sacramento, CA 95814 	

ALL COUNTY LETTER NO. 88-2q 

TO: ALL COUNTY WELFARE DIRECTORS 

SUBJECT: 	 DFA 285-C(10/87), FOOD STAMP SUPPLEMENTAL APPLICATION FOR SPECIAL MEDICAL 
DEDUCTIONS 

The purpose of this letter is to notify the County Welfare Departments (CWDs) of a 
revision to the DFA 285-C(11/83), Supplemental Application for Food Stamps-Special 
Medical Deductions. Additionally, this letter transmits an advance copy of the 
DFA 285-C(10/87) and provides the CWDs with form-related information and revised form 
instructions for the eligibility worker. 

OUTLINE QE MAJOR CHANGES TO THE FORM 

o 	The name of the form has been revised to read: Food Stamp Supplemental Application 
for Special Medical Deductions. Please note that the title of the English language 
form was inadvertently printed as "Food Stamps Supplemental Application for Special 
Medical Deductions." This typographical arror will be corrected at next printing 
of the stock. 

o The 	narrative in the Instruction section showing the categories of individuals 

eligible for the deductions has been revised to incorporate the definition and 

verification requirements mandated by Food Stamp OBRA and Nondiscretionary #2 

Regulations-ROB #1086-46. 


o Question 1 has been 	revised to reflect the specific type of payments received by 
the elderly or disabled individual. 

o 	The specific disqualification penalties have been incorporated in the Penalty 

Warning section. 


o 	The Certification section has been revised to incorporate a penalty of perjury 

statement sig<Nd by an adult household member. 
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IMPLEMENTATION 


Although the form does not have a specific implementation date, it is recommended that 
CWDs implement the revision as soon as administratively possible because of the 
specific dl squalification penalties and the penalty of per jury statement. Counties may 
use 1;l1e 8ttached camera ready copies of the English and Spanish versions of the form 
for local reproduction of the forms or may order state reproduced stock. Translations 
for the Chinese, Vietnamese, Cambodian, and Laotian versions of the DFA 285-C(10/87) 
have been mailed under separate cover by the Language Services Bureau. 

ORDERING OF STATE STOCK 

Orders for the DFA 285-C(10/87) should be submitted to the Department of Social 
Services Warehouse on the GEN 727B, County Forms Order, according to normal procedures. 
Stock for the DFA 285-C(10/87) and the DFA 285-C(10/87)SP is currently available in the 
SDSS warehouse. 

FORMS INSTRUCTIONS 

o 	Effective with the implementation of the form, the attached forms instructions 

replace the instructions in the Food Stamp Handbook, Section 63-1250, 

DFA 285-C(11/83). 


o 	Vertical lines in the right hand margin identify changes or additions to the forms 
instructions. 

If you have any questions regarding this letter, please contact Elizabeth Allred, AFDC 
and Food Stamp Policy Implementation Bureau at (916) 323-4954 or ATSS at 473-4954. 

A.H(}!~
Deputy Director 

Attachments 

cc: CWDA 

 



STATE OF CALIFORNIA~ HEALTH AND WELFARE AGENCY
FO 0 D STAMp 

SUPPLEMENTAL APPLICATION FOR SPECIAL MEDICAL DEDUCTIONS 

DEPARTMENT OF SOCIAL SERVICES 

INSTRUCTIONS FOR COUNTY USE 

The application for special medical deductions is for any household member who is elderly or 
disabled. Th1s may include anyone who is: (1) age 60 or older; (2) receiving disability payments 
(other than SSI/SSP) from the Veterans (VA) or Social Security (SSA) Administrations; or (3) 
receiving disability retirement benefits from a federal, state or local governmental agency or the 
Railroad Retirement Board (RRB). DO NOT list spouses or children receiving dependent only 
payments from SSA

CASE NAME 

CASE NUMBER 

0) 
NAME BIRTHDATE 

CHECK TYPE OF PAYMENTS RECEIVED 

SSA VA 

OTHER 
GOVT 

AGENCY RRB 

I I 0 0 0 0 

I I 0 0 0 0 

0 MEDICAL EXPENSES 

G1ve the follow1ng mforma11on for ONLY the persons l1sted above. List expenses for which you are currently billed. Do 
not 1nclude past due bills. Check YES 1f entire bill has been or will be pa1d by the household. Check NO if all or part of 
the bills will not be pa1d by the household. Attach bills for each item listed. 

MEDICAL EXPENSE ITEM HOUSEHOLD MEMBERS WHO 
RECEIVED SERVICES 

HOW 
OFTEN? 

AMOUNT
BILLED 

PAID BY 
HOUSEHOLD 

YES NO 

a. Medical or dental care provided by 
a certified practitioner. 

b. Hospitalization or outpatient treatment, 
and nurs1ng care. 

c. Prescribed drugs. 

d. Health and hosp!tallzatwn insurance 
policy premiums. 

e. Medicare prem1ums: Med1~Cal share of 
costs and/ or spend down expenses. 

I. Dentures, heanny a1ds and prosthetiCS. 
~~~scribed med1cal supplieS and 
e u1pment 

y Seemy eye or heanng dog expenses. 
mclud1ng the costs of dog food and 
vetennarian bills 

h Eye glasses and contact lenses, 
prescribed by a physJcT<:m or optometriSt.

I. Cost of transportation and lodg1ng to 
obtam medical treatment or serv1ces. 

J Ma1nta1n1ng an attendant necessary due
to age, illness or 1nf1rm1ty. 

k. The number and cost of meals 
furn1shed to an attendant. 

I. Other (spec1fy) 

PENALTY WARNING 
You or anyone in the household who gives wrong information on purpose can be prosecuted with penalties of a fine, jail, or 
both. The penalties can result in disqualification from the Program, fines up to $10,000 or going to jail for up to 5 years. The 
disqualification penalties are 6 months for the first violation, 12 months for the second violation, and permanent 
disqualification for the third violation. 

 

CERTIFICATION 
I certify that I understand the questions on this form. I also understand that (1) the information I have given will be checked and 
ver~fled by local. state, and federal personnel; (2) the household, any adult member (even if they move out), the sponsor of an 
alien household member or the authorized representative of residents in an eligible institution may be required to repay extra 
benefitS the household should not have rece1ved; and (3) that I will give the county proof of my expenses or the name of a person 
or organization the county may contact to get the proof if I cannot get it myself. 

I declare under penalty of perjury under the laws of the United States of America and the State of California that the 
information contained on this application is true. correct, and complete. 
SIGNA lURE iAOULI HUUSEHULD M~Mil£R Ofl AUTHORIZED 11EPflESENIATIV£1 OATE

WIINES.S IFY()IJSI\iNt:OWITHANX DAfE SIGNAfURE OF INfERVIEWING WORKER DATE

DFA 285-C ( 1 0/87) ReqUired Form · No Substitutes Permitted 



'htado de C<!lif'ornia lkpartamcnto de ScrviCIOS Soctalcs 
/\gcnc1a de Salud y Biencsl<lr 

EST AMPILLAS I'ARA COM IDA , 
SOLICJTUD SUPLEMENTAL !'AHA DEDUCCIONES MEDICAS ESPECIALES 

INSTH.liCCIONES 
La ~olicitud para dcducciones mCtlicas cspcci;ilcs es para cua!quier miemhro del hogar que sea ancmno o cstC 
incapacit<Jdo. Esto puc de incluir a cuodquicr persona I..JUe: (!) tcnga 60 ;.u1o:- o m:'1~-: (2) rcciba ragos de incapacidad (que no scan 
SSl;SSI') pnwcnientcs de !as Administrou.:iones de Vc!eranos (VA) n de! Segtlfn Social (SSA)~ o (3) n:ciha hcndicim de 
juhilaci(.l\1 de una agcncia guhernamcll!iil kdcral. estawl o locaL ode Ia Direct iva de Juhilacioncs de los Fcrrocarri!cs (RRB). 
J\iO ENlJMERE HI c.~posn{a) o niiim l.JUC n:cihan [l<lgns p;na dependicntcs-solnmcnte de Ia SSA. 

SOLO PARA liSO DEL ("0NOAI10 

"OMBR!" Ill I CASO 

NII~IFRO Ill"! ("ASO 

1'\0MilRE 
ITCH>\ llE 

NAC"!Mli'!\:TO 

MARQUE l.A C!.ASE DE I'ACiOS QUE REC!HE 

SSA VA 
OTRA A(iENCIA

GUBERN. RRB 

0 GASTOS MEDICOS 

DC!<.~ informaciOn siguientc SOLA MENTE pant las personas cnumeradas arriba. A note los gastos que le est<in cobrando en Ia 
actualidad. No incluya cuenws rctrasadas. Marques[ si cl hogar pag.t) o pagan\ toda Ia cuenta. Marque NO si el hagar no 
pagad todas o parte de !as cuentas. Adiuntc los cobros para cada articulo que se enumerc. 

GASTO MEDICO 
MIEMBROS DEL HOGAR QUE 
RECIBIERON LOS SERVICIOS 

;,Qu€ TAN 
SEGUIDO?

ANTI DAD

A PAGAR 

!'AGADO t'OR 
El. HOGAR 

s( NO 

a. Cuidndo mCdico o dental propon:ionado 
por un profesional autoriz.ado. 

b. Tratamien!O dentro o fucra del hospital y 
cuidado proporcionado par una cnfermera. 

c. Medicinas recetadas. 

d. Primas de pOJizas de salud y de 
hospitalizaciOn. 

c. Primas de Medicare: parte proporcional 
del costa de Medi-Cal yjo prueba 
de gastos. 

r. Dentaduras. audifonos y prostf:ticos. 
Provisiones y equipo medico ordenados. 

g. Gastos de perro guia para ciegos o sordos. 
inc\uyendo el gash? de.!a·comlda del perro 
y cuentas de vetermano. 

h. Anteojos y lentes de contacto, ordenados 
por un doctor u optometrista. 

i. Gastos de transportad6n y alojamiento 
para obtener tratamiento o servicios 
medicos. 

J. Mantenimiento de un asistente necesario 
debido a Ia edad, enfermedad o debilidad. 

k. El nUmcro y costa de las comidas 
prororcionadas l:i un asistcntc. 

!. Otro (explique) 

0 

I i D D D D 

D 
' D D D 

AVISO DE SANCI6N 
Es posible que se enjuicie a usted o a cualquier miembro del hogar que intencionalmente de informaciOn incorrecta, resultando en sancionesdeuna multa, encarcelamiento 
o ambos. las sanciones pueden resultar en descalificaci6n del programa, multas basta de $10,000 d61ares o encarcelamiento basta por S aiios. las sanciones de 
descalificaciOn son de 6 meses por Ia primera violaci6n, 12 meses por Ia segunda violaciOn, y descalificaci6n permanente por Ia tercera violaci6n. 

CERTIFICACI6N 
Cert!flco que emiendo las pre!{Untas contenidas en est a forma. Tambiin entiendo que (1) Ia informaciOn que he proporcionado serd examinada y verificada porpersonal 
local, del es1ado y federal; (2) que es posihlt• que el hagar enrero, cualquier miembro adu/Jo del mismo (aun sf se mudan del hagar), el pauocinador de un 
mit•mhro exuanjero del luwar o e/ represeman/e auwrizado de personas que sean residenles de una insritucidn elegib/e, 1engan que reembolsar beneficios 
extras que el hogar no debid recihir: .l' (3) que le dari a/ condado prueba.1· de mis ~:asros o e/ nomhre de Ia persona u organizacidn con Ia cual el 
emu/ado .re puede pvner en comactv para ohtena /a.1· pruebas q11e yo no puedo conse!{uir. 

Declaro bajo pena de perjurio en conformidad con las !eyes de los Estados Unidos de America y del Estado de California, que Ia informaciOn contenida en esta solicitud 
es verdadera, correcta y complela. 

FmMA 1Mli'MBRO Alltll.lO Dl'l. l!O(OAR 0 lll'l'lli'S!'r..: IAN lT A!IT01ti/.A001 

I f"S"II(;O Sf \IS"li'P I·IRMO CO~ liN A X HTI!A f-tTHA

DFA 2K5-C (lO;K7) (Sp) Rl•quirl'll Form· No Suh.l"litult'.l. Fermi/led 

FII\MA llFI. TRAUA.IAIJOH!AI ENTRfVIS I"AilOH 

 



FOOD STAMP HANDBOOK 
~Q~f!'I§_~~Q...!~§!~~~!I.Q}J_S.ti.!'.!:'.9£'2.o_k ~3..:.E~Q1C2'?..n.!1__________________ _______________  

63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 I 
DFA 285-C (10/87) 

Form Instructions 
(for the Eligibility Worker) 

FOOD STAMPS SUPPLEMENTAL APPLICATION FOR SPECIAL MEDICAL DEDUCTIONS 

Purpose: 

The DFA 285-C is a supplemental food stamp application form completed by any household member(s) 
who is (1) age 60 or older; (2) receiving disability payments (other than SSI/SSP) from the Veterans (VA) 
or Social Security (SSA) Administrations; or (3) receiving disability retirement benefits from a federal, 
state or local governmental agency or the Railroad Retirement Board (RRB). DO NOT list spouses or 
children receiving dependent only payments from SSA. The application gathers information required to 
calculate special medical deductions for these individuals. The form is required only for those 
households entitled to claim excess medical expense deductions, unless they choose not to. 

Preparation: 

Question
No. 

Manual 
Section 

Information 
Requested EW Action 

County-
Use 
Section 

N/A N/A Enter case name and case number. 

63-102(e) 
63-300.51 
63-502.33 

Eligible House­
hold Members 

Check that each household member named is at least 
60 years of age, or will turn age 60 in the month of appli­
cation, or meets one of the definitions for a disabled 
person. Check that any disability payment received 1 
is for the household member's own disability. 
Document in the county-use section if the household 
member has been approved for but is not yet 
receiving disability benefits. 

2 Medical 
Expenses 

Determine the allowability of each item of medical 
expense as follows: 

63-102(e) 
63-300.51 
63-502.33 

1. 	 Check that each household member receiving 
services is an eligible household member listed in 
question 1. 

63-502.33 
63-503.25 

2. 	 Check that each amount shown is for an allowable 
item of expense. 

63-300.517 3. 	 Verify the amount of any deductible medical 
expenses and note the specifics of the verification 
in the county-use section. 

  

  

  



FOOD STAMP HANDBOOK 
2]~~~~~l~0~1l_____________~Q~~§-~~P-~§IB~~IlQ~~------------------~~~~~2~ 
63-1230 STATE FORMS & INSTRUCTIONS (Continued) 63-1230 

DFA 285-C ( 1 0/87) 

Question
No. 

Manual 
Section 

Information 
Requested EW Action 

63-502.33 4. Identify 	 which items of expense are insured, 
uninsured, and which items (if any) are hospital 
bills, and document in the county-use section. 
Determine the applicable amount for each deduc­
tion. 

 	

63-503.25 5. 	 Determine which items of expense are recurring, 
one-month-only, or should be averaged over the 
certification period. 

Certification 	 Check that the application contains all required 
signatures. 
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