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SUBJECT: IMPLEMENTATION OF WELFARE RIGHTS ORGANIZATION V. 
MCMAHON (WRO) 

REFERENCE: ALL-COUNTY LETTER REGARDING IMPLEMENTATION OF 
MILLER V. WOODS Il. 

The Superior Court of San Diego entered an amended judgment in 
the Welfare Rights Organization~- McMahon (WRO) case on July 19, 
1991. The purpose of this letter is to provide you with an 
overview of the court case as well as specific instructions and 
materials necessary to plan for its implementation. Attached are 
the following materi.als: 

1. A copy of the WRO final court judgment. 
2. A copy of the proposed draft regulations. 
3. A copy of the Explanatory Flyer, the Provider 

Standard Claim Form, the Provider Supplemental Claim Form and 
the Eligibility Determination Worksheets. 

4. IHSS Monthly Unearned Maximum Income and Resources Table. 

Basis for Implementation of WRO Court Order 

The reason for the WRO court case was the failure to immediately 
implement the 1983 amendment to Welfare and Institutions Code 
(WIC) 12301 which allowed payment to spouses for the provision of 
protective supervision and medical accompaniment services. While 
this "spouse provider" legislation passed in July of 1983, 
regulations were not issued until the middle of September 1984. 
This is the now the retroactive payment period in the WRO court 
case. The court also awarded payment of prejudgment interest on 
retroactive payments due. Further, after regulations were issued 
in September 1984 many IHSS cases were not updated to reflect 
this new policy of payment to spouses for providing protective 
supervision and medical accompaniment services. As a result, 
October 1984 through September 1985 has been deemed the 
underpayment period in the WRO court case. On July 19, 1991 the 
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Superior Court of California approved a Joint Motion to Approve 
Amended Judgments which authorized the joint implementation of 
the Miller II and WRO court orders. Please refer to the All­
County Letter referring to the Miller IT implementation. 

Proposed Emergency Regulations 

Attached for your information and implementation planning 
purposes is a copy of the proposed draft regulations. The 
regulations are based upon the terms in the attached court 
judgment and are intended to provide a system by which 
retroactive and underpayment eligibility for protective 
supervision can be determined and payments made to eligible 
claimants. 

It is anticipated that these regulations will become effective 
on, or near, February 1, 1993. Counties will receive an approved 
version of the emergency regulations through normal distribution 
procedures upon approval by the Office of Administrative Law and 
filing with the Secretary of State. In the meantime, Counties 
are encouraged to use the proposed draft regulations as a means 
for planning for the February 1, 1993 implementation of the WRO 
court case. It is anticipated that COSS will provide training on 
the claim processing procedures for County Welfare Departments 
(CWDs), as well as for Administrative Law Judges (ALJs). 
Counties may contact Ms. Rosa Estes of the IHSS Policy 0nit at 
(916) 657-2157 for any specific clarification or procedural 
1nstruct1ons which may be needed. 

Definition of ''Claimant'' 

A claimant is defined as any person who files for retroactive 
payments under the WRO court case. What will distinguish those 
claimants who may be eligible for payments from those who will 
not is whether the claimant is found to be "class eligible." The 
"class eligible" criteria is defined in detail in the attached 
draft regulations. Briefly, class eligibles can be either 
reci~ients who, because they were denied protective supervision, 
paid a friend, relative or spouse to provide protective 
supervision during the retroactive period. Or, they can be 
friends, relatives or spouses who provided the service without 
IHSS compensation. Counties are instructed to accept all claims. 
If it 1s d,etermined that the person fi 1 ing the claim is not 
''class eligible," Counties are instructed to issue a Notice of 
Action (NOA) denying the claim with an explanation of why the 
individual was not determined to be class eligible. 
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Explanatorv Flvers and Standard Claim Forms 

Attached is a copy of the Explanatory Flyer (TEMP 2040), in 
English on one side and Spanish on the other, which will be sent 
to potential WRO claimants informing them of their potential 
entitlement to retroactive payments and underpayments. The 
TEMP 2040 and ihe Provider Standard Claim Form (TEMP 20071 will 
be sent to all IHSS providers who have been identified through 
the Case Management Information and Payrolling System (CMIPS) as 
having lived at the same address with their spouse as an IHSS 
recipient at any time from July 1983 through November 1988. 

Posters 

The language on the posters (TEMP 2041), in English and Spanish, 
is modeled after the Explanatory Flyer. The central office in 
each County, as well as Social Security Administration (SSA) 
offices, legal aid organizations, independent living centers, 
Area Agencies on Aging (AAA), and Multipurpose Senior Services 
Program IMSSP) site locations will receive a supply of posters, 
as well as Explanatory Flyers and Standard Claim Forms. These 
organizations are instructed to distribute a poster to each 
office having contact with the public and to ensure that the 
posters are placed in locations where they can easily be seen by 
the public, and distribute an Explanatory Flyer and Standard 
Claim Form upon request. Counties are also instructed to 
distribute the poster to offices which administer Adult Services 
programs and have public contact, insure that the posters are 
placed where they may be viewed by the public, distribute the 
appropriate forms upon request, and provide assistance to 
claimants needing help completing the claim forms. 

Supplemental Claim Forms 

The Supplemental Claim Forms (TEMP 20061 are to be kept on hand 
1n those offices where it has been determined that claims will be 
processed. The Supplemental Claim Form is to be issued to 
,claimants only after a Standard Claim Form has been completed and 
the ~aunty is unable to locate either a record of an approved or 
a rleriied IHSS case, 1)r the available case record does not contairl 
sufficient 1nformati,)n for determining retroactive IHSS 
el1g1bility. 

r,~rt III on the form asks the claimant for the average monthly 
inccjme ,1r)cl r~snurc;es of the person whcJ receive(} pr\Jtec:tive 
superv1s11Jn. Cr)unties are instructed to compare the monthly 
arn0t1nts provicie(i by t~1e c;laimant with the amounts on the income 
and resources table described below. Any period(s) 
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claimed in which either the income and/or resources are above the 
amounts on the attached table would constitute a denial for that 
period(s). 

Mailing of Court Case Materials 

A supply of the forms, flyers and posters will be sent to the WRO 
contact person in each County during January 1993. Each County 
contact is responsible for distributing the Posters, Explanatory 
Flyers and Standard Claim Forms to district offices which 
administer Adult Services programs and have public contact. 
Counties needing additional quantities may order through the COSS 
warehouse by completing a GEN 727B and identifying the 
material(s) needed by form number. The surplus of materials 
being stored in the warehouse is limited. Counties are therefore 
instructed to request only those amounts actually needed. 
Pending the receipt of any ordered materials, Counties may wish 
to photo copy any of the flyers and/or forms as needed. Below is 
a list of all forms used in the implementation of WRO by the 
claimant and the CWD in processing the claims: 

Temp 2041 WRO Poster 

Temp 2040 WRO Explanatory Flyer 

Temp 2007 WRO Provider Standard Claim Form 

Temp 2006 WRO Provider Supplemental Claim Form 

Temp 2009 WRO Provider Retroactive Payment 
Eligibility Determination Worksheet 

Temp 2008 WRO Provider Underpayment Eligibility 
Determination Worksheet 

IHSS 'laximum CnearnPd Income and Resources Table 

~ttached as page 7 of this ACL is an IHSS Maximum Unearned Income 
and Resources Table for the retroactive payment and underpayn,ent 
claim perio1ls. Counties are instructed to use these incor11e and 
resource limits when retroactive and underpayment eligibility for 
IHSS must be established through the use of the Supplemental 
Claim Form. If, for any period claimed, the amounts on the 
S11pplemental Claim Form indicate that the income an,3/or resourc~es 
,jf the per8on claimed to have receivecl prote,:tive supervision are 
high~r th<lrl th~ income/resource amounts on the Table, Counties 
are to deny the claim for the period in which the amounts are 
higher. Counti~s are instructed Lo limit the use uf the Table to 
WRO cases only. 
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Authorized Representatives 

An authorized representative is defined as a legal conservator, 
an executor, or any other individual having a written statement 
signed by the claimant verifying that he/she has been given 
written authorization to act on behalf of the claimant. It is 
possible that a recipient may be deceased and his/her estate 
could be potentially eligible for retroactive payments and 
underpayments. In these instances, the executor of the estate 
must act as the deceased claimant's authorized representative. 
Counties are instructed to obtain written verification from the 
individual claiming to be the legal/authorized representative. 

County Transfer Procedures 

Counties which receive a WRO claim where services were provided 
or received either fully or partially in another County shall 
transfer the full or partial claim to the other Countyliesl by 
sending a copy of the claim to each affected County. The CWD 
shall also send a Notice of Action to the claimant within ten 
calendar days of the filing date notifying the claimant of the 
transfer. CMIPS procedures regarding County transfers will be 
transmitted under separate cover. 

Countv Statistical Reporting 

The \'/RO amended judgment requires COSS to compile monthly 
statistical information on claims for retroactive payments and 
underpayments. The information required will be collected 
through CMIPS. It is therefore important that Counties carefully 
follow the CMIPS instructions, which will soon be released, so 
that accurdte counts may be obtained. 

Case Record Retention 

Counties were ,::1.dvised in All-County Information Notice 
~o. 1-37-84 to avoid destroying any case files, applications, 
denials or 1Jther recurds t=-iertinent to cases which may be eligible 
frJr retroactive payments (i.e., re,~ipients with housematesl. For 
r::ase in lui~·atinq case records t:.irtce the claim period begins, 
C0unties mdy now wish to retrieve any c~ase recorcls or documents 
s,h1ch may hav,e been identifued as potentially eli91ble \'/RO cases. 

Rf-::l,_tted to this is .1 re(~uin~rnent r:-ontain<::-d in the ~'-JRO regulations 
w·h1c:h instructs C'c,unties to reL::1.in ctny arid all infut 4 mat ion 
rf.:'.r:r:::ived dnd/r_ir uLl~d1ned n--:'gard.i.n.g WRO clc1ims i.n cdse related 
file,s. 
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It is anticipated that COSS will conduct WRO case reviews in 
late 1993 or early 1994. Counties are instructed to retain all 
approved and denied WRO case files for at least the normal three­
year retention perioct:- This includes any claims which may be 
filed after the end of the claim period. If it is determined 
that a need exists to retain these cases/claims beyond the 
three-year period, Counties will be notified through a future 
All-County Letter. 

Funding for County Administration of Court Case Related 
Activities 

Statewide funds for the administration of each of the court cases 
will be allocated using the same methodology as that used for 
Miller l described in ACL No. 88-101, or on the basis of each 
County's percent to statewide total of IHSS caseload activity 
with each County guaranteed a minimum allocation of $100. 

Additionally, when performing case related activities including 
receiving applications, researching case records to determine 
eligibility, calculating payments and capturing data involving 
CM~PS, County workers will time study to IHSS staff activities 
and not to a separate line item. 

The CMIPS instructions and procedures will be mailed to Counties 
under separate cover. In the meantime, information needed for 
planning purposes should be directed to Wayman Hindsman at 
i 916 I 637-2134 . 

.Any questions regarding ,~RO J?ol icy and implementation of the 
regulations should be directed to Rosa Estes at (9161 657-2157 . 

• 
I.,.---1..._

<::: ,,,_--.!\--___ 
JX1ES I~. BROWN 
_:;i_·ting Deput:y Director 
..;dult and Family .S2rvices 

;;tta.chments 

  



WRO VS. MCMAHON COURT CASE 

IHSS MONTHLY UNEARNED INCOME MAXIMUM TABLES 

FOR INDIVIDUALS 

PERIOD COVERED AGED/DISABLED BLIND 

NSI SI NSI SI 

7/83 thru 12/83 $1085,00 $1353,00 $1140,00 $1408.00 

1 / 8 4 thru 6/84 $1101,00 $1369,00 $1159.00 $1427.00 

7 /84 thru 1 2 / 8 4 $1135.00 $1418.00 $1193,00 $1476.00 

1/85 thru 6/85 $1162.00 $1445.00 $1223.00 $1506.00 

7/85 thru 9/85 $1198.00 $1498.00 $1259,00 $1559.00 

FOR COUPLES 

PERIOD COVERED AGED/DISABLED BLIND 

NSI SI NSI SI 

7/83 thru 12/83 $1477,00 $1745,00 $1568.00 $1836,00 

1 / 8 4 thru 6/84 $1510.00 $1778.00 $1606,00 $1874,00 

7 /8 4 thru 1 2 I 8 4 $1544,00 $1827.00 $1640.00 $1923,00 

1/85 thru 6/85 $1594.00 $1877.00 $1695,00 $1978.00 

7/85 thru 9185 $1630,00 $1930.00 $1731,00 $2031,00 

The resource limit for the period 1/79 through 12/84 was $1500 
for an individual and $2250 for a couple. From 1/85 through 
9/85, the resource limit was $1600 for an individual and $2400 
for a couple. 

These tables are to be used only in determining eligibility for 
WRO v. McMahon cases. 
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JUL 191991 .. 
-.,,·: ..,, 

By: ?. BEf!NSTE!!\ L,~~1.:r; 

SUPERIOR COtrRT OF CALIFORNll 

COUNTY OF SAN DIEGO 

WELFARE RIGh""TS ORGANIZATION OF 
SAN DIEGO, INC., LORRAINE 
JACKSON, and PAUL JACKSON by 
LORRAINE JACKSON, his guardian 
ad litem, individually and on 
on behalf of all others 
similarly situated, 

Plaintiffs-Petitioners, 

V • 

LINDA S. McMAHON, Director of 
State Department of Social 
Services; and STATE DEPARTMENT 
OF SOCIAL SERVICES, 

Defendants-Respondents. 

) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) -
) 
) 
) 
) 
) 
) 
) 
) ________________

CASE NO. 531015 

AMENDED JUDGMENT 

The parties' Joint Motion To Approve Action Amended 

Judgments was heard on July 19, 1991. Charles Wolfil;lger appeared 

as counsel for plaintiffs/petitioners ("petitioners"). John H. 

Sanders, Deputy Attorney General of the State of California, 

appeared as counsel for defendants/respondents ("respondents")-

The court has considered the pleadings and papers on file 

herein and the arguments of counsel, and being fully advised in t.~e 

premises, now therefore, 

HEREBY ORDERS, ADJUDGES AND DECREES: 

1 
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I • ..,,-:•-i:--""· P' "~--c: .:-.c-. ·- - "'h. • :i.s JU ' d gmen.. - b. :i.n d s th e f o~ 1 1 owing . par-.. :i.es: .

A. _Petitione:cs And The Class - Petitione:::-s Welfare Rights 

Organization of San Diego, Inc. and Lorraine and Paul Jackson, and 

the class defined as "all spousal applicants for or recipients cf 

In Home supportive Services and their spousal provide:::-s, who have 

been since July l, 1983 or will be denied medical transportation or 

protective supervision services solely because the State Depar-::r,ent 

of Social Ser,ices and its Director failed to comply with the 1983 

spouse provide:c legislation (Stats.1983, ch. 323, § 116,7 (amending 

Welfare and Institutions Code § 12301) requiring compensation 

beginning July l, 1983 (§ 151.37)." 

B. Reen~ndente - Respondents State Department of social 

Services ("Department") and its Director, Linda s. McMahon, her 

successors in office, officers, employees, agents, representatives, 

and all other persons acting in he:::- behalf or subject to her 

control or supervision, including her statutory agents, the board 

of superviso:::-s of each county of California and the d•irec't.ors of 

each county welfare department. 

II. DECU..P~TORY JUDGMENT - This court makes the following 

declaration of the parties' rights pursuant to Code of Civil 

Procedure ( "C. C. P. ") § l O 6 0: 

A. Duty To Implement Spouse 

?:covider Lecrislation Retrcactivelv 

1. The respondents ,Department and its Directer have at all 

times relevant herein had a mandatory duty to implement the 1983 

amendment to Welfare and Institutions Code§ 12301 (Stats.1983, ch. 

323, § 116.7) ("1983 spouse provider legislation") retroactively to 
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July 1, 1983 through the 58 county welfare departments, as defined 

in Welfare and Institutions Code§ 10058. 

2. It is unnecessary to make a declaration on any 

constitutional law claims since the declaration on the state 

statutory claims is sufficient to provide the relief. 

B. Entitlement To Retroactive Benefits The.individually 

named petitioners Lorraine and Paul Jackson and the class are 

entitled to restoration of all IHSS compensation for services 

authorized by the 1983 spouse provider legislation and provided by 

the IHSS spouse from July 1, 1983 to September 10, 1984. 

c. Entitlement To Underpayments - Class members are entitled 

to underpayments from October l, 1994 through September 30, 1985 

fon.-ard for county errors in failing to correctly pay for 

protective supervision and/or medical transportation. 

Underpayments shall be issued in accordance with Departmental 

regulations found at MPP Section 30-768.4. 

.) ,"-;-- ' 

D. Entitlement To Prejudgment Interest - Those named 

petitioners and the class members determined eligible for 

retroactive benefits are entitled to prejudgment interest at the 

statutory rate on the amount of such benefits. The period of 

entitlement begins on the date when the payment was originally owed 

if the 1983 spouse provider legislation had been implemented 

retroactively to July l, 1983, and ends on the last date"of the 

month following the month in which payment is authorized. 

E. The Need For Immediate Implementation Of The Judcnnent - Any 

delay in implementing the terms.of this Judgment will: 

1. deprive IHSS applicants and recipients of spouse 

providers; 

3 



1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

2. increase the risk of institutionalization of persons 

otherwise able to remain in their homes with a spouse provider 

compensated under the IHSS program; and 

3. impose substantial economic hardship on spouse 

providers who have provided -and continue to provide uncompensated 

services to eligible applicants and recipients. 

III. WRIT OF MANDATE FOR PROSPECTIVE ENFORCEMENT 

Let the writ of mandate issue pursuant to c.c.P. § 1085 on 

behalf of petitioners and the class commanding respondents to: 

A. Enforce The 1983 Soouse Provider Lecrislaticn - Enforce the 

1983 spouse provider legislation to compensate all such providers 

retroactively from July 1, 1983 to September 30, 1984, and to 

reimburse providers for any underpayments that may have occurred 

subsequent to September 30, 1984 ps a result of the failure to 

implement it on a timely basis. 

B. Provide Claim Information - For a period of eight (8) 

months following the effective date of the beginning of the claim 

period as contained in the regulations described in paragraph V, 

supply any person who inquires about the eligibility for benefits 

under this judgment, however described, a Claim Fo=, Supplemental 

Claim Fe= and Explanatory Flyer. 

IV. WRIT OF MANDATE ~OR IDENTIFYING AND NOTIFYING 

CLASS MEMBERS OF THEIR RIGHTS TO RETROACTIVE RELIEF 

Let the writ cf mandate issue pursuant to c.c.P. § 1085 on 

behalf of the named petitioners and the class commanding 

respondents to: 

4 
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A. Identifv All Individual Provider Class Membe~s - Use the 

IHSS Payrolling System (CMIPS Contractor) from July 1, 1983 to 

November 30, 1988 to identify all individual providers, who at any 

time lived at the same address with their spouse IHSS recipient. 

B. Notify All Class Members Of 

Their Right To Retroactive Relief 

1. For each class member identified under subparagraph 

IV .A: 

a. dete=ine the current mailing address by using 

services provided by the Franchise Tax Board; and 

b. by no later than the effective date of the 

beginning of the claim period as contained in the regulations 

promulgated to implement this decree, send to the current address 

by first class mail a copy of the Explanatory Flyer and Claim For.:;i 

form set forth in subparagraphs IV.C.4 and 6 below. 

2. Public Notices - Issue the Standard Claim Forms, 

Explanatory Flyers, and posters in English and Spanish in the size 

of 17" x 22" modeled after the Explanatory Flyer, in sufficient 

numbers to each of the following: 

a. Each county welfare department with instructions to 

display the posters in prominent locations in every office having 

contact with the public for the eight (8) month period beginning 

with the effective date of the beginning of the claim period as 

contained in the re911lations described in paragraph V. 

b. All interested organizations and groups listed in 

Appendix A with a request to display posters in a prominent 

location and to distribute the Explanatory Flyer and Standard Claim 
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Fo= on request for the eight (8) month period beginning with the 

effective date of the regulations described in paragraph V. 

c. Posters only will be sent to Federal Social 

Security Administration offices with a request to display them in a 

prominent location for the eight (8) month period beginning with 

the effective date of the beginning of the claim period as 

contained in the-regulations described in paragraph v. 

3. Standard Claim Form - The Standard Claim Form shall be 

written in plain English and substantially conform to Attachment 1 

hereto, except as amended in section V.E.2 below. A supply of 

forms translated into Spanish shall be kept on hand and disbursed 

upon request. 

4. Supplemental Claim Form - The Supplemental Claim Form 

shall be written in plain English and substantially conform to 

Attachment 2 hereto and include proof of age, blindness or 

disability and marriage. The Supplemental Claim Fo= shall be used 

for claimants where the person requiring protective supervision 

and/or medical transportation was not previously authorized IHSS 

benefits. A supply of forms translated into Spanish shall be kept 

on hand and disbursed upon request. 

5. Explanatory Flyer - The Explanatory Flyer shall be 

written in plain English and Spanish in substantial conformity to 

Attachment 3 hereto. 

C. Remailincr Returned Notices - DSS will remail notices 

returned as undelivered from the initial mailing in WR0 as follows: 

1. Seek to obtain approval of the plan from appropriate 

state agencies (Department of Finance, Depar-wnent of General 

services, Franchise Tax Board (FTB), Health and Welfare Agency, and 

6 



·1 

2 

3 

4 

5 

6 

7 

8 

9 

· 10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

others as required) , discuss any problems with plaintiffs' counsel 

and supply all documentation and contracts with him before 

execution. 

2. By CMIPS Contractor, make a list with provider name, 

sequential CMIPS number, address and Social Security Account Number 

(SSAN). 

3. By FTB, update CMIPS Contractor list from c.2. 

4. By FTB, code each updated address by FTB or IRS source. 

5. By FTB, sort returned mail by CMIPS Contractor, FTB or 

IRS Code returned as undeliverable within the first three months 

following the completion of mailing. 

6. By FTB, develop a list of returned mail with name and 

CMIPS number and either the FTB updated or CMIPS Contractor updated 

address (none for IRS updated address), and send weekly to CMIPS 

Contractor. 

7. By DSS or other organization to be determined, develop 

a list with name, address and SSAN, and send weekly to contracted 

private credit reporting agency. 

8. DSS will arrange to remail all updated addresses from 

private credit reporting agency and give a minimum of two months 

from the date of the last remailings for.persons to file claims. 

9. Take no further action to update or mail all returned 

notices from second mailing, which will be destroyed. 

V. WRIT OF MANDATE FOR PROCESSING 

CLAIMS FOR RETROACTIVE BENEFITS 

Let the writ of mandate issue pursuant to c.c.P. § 1085 on 

behalf of the named petitioners and the class commanding 
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responder.ts. tc p:::-cmulgate and implement regulations about the 

following: 

A. Claiming Period 

1. Claims for retroactive benefits shall be accepted a~ 

all county welfare department ("CWD") offices for a period of eicht 

(8) months beginning with the effective date of the beginning of 

the claim period-contain in the regulations described in paragraph 

V. 

2. The date of filing fer retroactive benefits claims 

shall be determined as foll~ws: 

a. If the claim is mailed to the CWD, the date of 

filing shall be the date postma:::-ked on the envelope. 

b. If the claim is filed in person at the CWD, the 

date of filing shall be the date stamped on the claim. 

c. If the date cannot be determined by subparagraph 

V.A.2.a c:::- b above·, the date of filing shall be the date the claim 

was signec.. 

B. Elicibilitv Conditions For Retroactive Benefits - The 

eligibility conditions fa:::- receipt of retroactive benefits are: 

1. The IHSS recipient or applicant met (a) the general 

IHSS eligibility conditions, and· (b) the specific conditior.s fer 

having a need for protective supervision and/or medical 

transportation, in effect during each month for which re~roactive 

benefits a:::-e claimed. "Medical transportation" means "medical 

travel accompaniment." 

2. The provider was a spouse who left or was prevented from 

obtaining full time employment because there was no other suitable 
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provider available' to care for the IHSS spouse and whose care might 

have prevented an inappropriate placement or inadequate care. 

3. The recipient or applicant received less than the 

applicable statutory grant maximum during the month claimed, 

including any share of costs. 

4. Claimants whose claim forms establish that they do not 

meet the eligibility conditions in subparagraphs V.B.l-3 shall be 

denied retroactive benefits. 

C. Retroactive Claims Processina Procedures~ The procedures 

for processing claims for retroactive benefits will substantially 

confo= to the following steps: 

l. Standard Claim Fo= 

a. All initial claims for retroactive benefits must be 

filed on the claim fo= described in subparagraph IV.B.3 above. A 

class member wro files a claim form shall be referred to as a 

claimant in this judgment. 

b. The claim fo= must be filled out, signed and dated 

by the claimant and a witness under penalty of perjury. 

c. If the claim fo= has not been completely filled 

out, or if the claimant or a witness has not signed and dated the 

claim fo=, the claim shall be denied for insufficient info=ation. 

The claimant shall be sent a notice of action denying the claim 

with an explanation of the info=ation needed to complete the clai~ 

fo=. The claimant shall be allowed forty-five (45) days from the 

date of the notice to submit the additional info=ation. If the 

info=ation is not received within forty-five (45) days from the 

date of the notice, the denial will stand. 
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2. Place of filing claims - Claims for retroactive 

benefits shall be filed with the welfare department in the county 

in which the claimant currently resides. If the covered services 

were provided or received in a different county, the local CWD 

shall forward the claim to the county where the service occurred. 

3. Retroactive payment period - Retroactive benefits shall 

be paid to claimants who paid for or who provided the covered 

services within the period specified in subparagraph II.B, but were 

not compensated under the IHSS program solely because the 

respondents failed to ensure that the 1983 spouse provider 

legislation was implemented retroactively to July 1, 1983. 

4. General proof requirements - Information and 

verification supplied by or on behalf of the claimant shall be 

limited to that required by the Standard Claim Form or the 

Supplemental Claim Form. 

5. Recipient status and income eligibility - The existing 

case files and information supplied according to subparagraph V.C.4 

above, will be used to establish all eligibility conditions to the 

maximum extent without further proof by the claimant. 

6. Recipient's need for protective supervision and/or 

medical transportation ("covered services") 

a. An applicant or a recipient i.s presumed to have 

needed the covered services: 

(1) , if a need was assessed at any time (in which 

case the need shall be from that time forward) or; 

(2) if an applicant's or recipient's need is 

established by a sworn statement from the claimant and verified by 

a witness. 
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b. The CWD shall review the case file and may obtain 

other information to .support or to rebut the eli'gibility 

determination made in subparagraphs V.C. but must advise the 

claimant of any adverse contradictory information regarding the 

recipient's need for the covered services, and give an opportunity 

to submit fu..---ther information supporting the claim. The claim 

shall be denied if the claimant is found to be ineligible. 

7. Covered services provided 

a. If a claimant shows that the covered services were 

rendered, the CWD must presume that the provider did not render 

them voluntarily. 

b. The provision of services may be established by the 

claimant's sworn statement verified by a witness concerning the 

approximate number of hours per day, and by any other readily 

available information in the ciaimant's possession, taking into 

account the abilities of the claimant. 

c. The cwp may obtain additional information to verify 

the claimant's statement, but must advise the claimant of any 

adverse contradictory information and give forty-five (45) days 

from the date of the notice to submit further information 

supporting the claim. 

a. Computation of the amount of retroactive benefits -

The CWD shall determine the amount of retroactive benefi€s due for 

each month based upon the following: 

a. For claimants who were authorized IHSS, the amount 

of retroactive benefits due for each month claimed shall be the 

lesser of either (l) the difference between the applicable IHSS 

statutory maximum for each month for which benefits.are claimed and 

ll 
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the amount of IHSS benefits the recipient was authorized to 

receive, or (2) the amount of covered services claimed. The amoun~ 

of benefits due shall not exceed the statutory maximum for the 

months claimed. 

b. For claimants who were not authorized IHSS, the 

amount of retroactive benefits due shall be the number of hours of 

covered services-provided and claimed, multiplied by the county's 

applicable individual provider hourly wage during each month for 

which benefits are claimed. The statutory benefits shall not 

exceed the statutory maximum for the periods claimed. 

c. Any recipient share of cost shall not be considered 

when computing the amount of retroactive benefits due to the 

claimant in subparagraph v.c.8.b. 

d. The amount of prejudgment interest shall be 

calculated thereon from the date originally due through the last 

day of the month following the month in which payment is 

authorized. 

9. CMIPS Contractor reporting - The CWD shall submit all 

necessary documents to the CMIPS Contractor so that payment of 

retroactive benefits may be issued within thirty (30) days from the 

date the Notice of Action is mailed. DSS shall ·mail out the 

payments on or before the 10th of the month, and otherwise shall 

hold the payments for issuance until on or before the lOtb of the 

following month. 

10. Standard Eligibility Dete=ination Worksheet - DSS 

shall design a Standard Eligibility Dete=ination Worksheet for use 

by CWDs to facilitate the eligibility determinations required to 

process a claim for retroactive benefits. 
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ll. Notice of Action - CWDs shall issue and mail a Notice 

of Action on each claim within sixty (60) days from the date of 

receipt of the claim form containing the following information: 

a. For every month for which retroactive benefits are 

claimed: 

(l) the computation for the amount due, with and 

without prejudgment interest, or 

(2) the reasons and facts explaining why no amount 

is due, or why less than the amount claimed is due, including a 

statement of what additional information is needed (if the reason 

is insufficient information) and that the claimant must provide it 

within forty-five (45) days from the date of the notice; 

b. The total amount of retroactive benefits determined 

due each year and the amount of prejudgment interest thereon; 

c. The allocation of.any amount due the provider 

and/or the recipient; 

d. A statement regarding withholding taxes; and 

e. Advice about the right to a state hearing and the 

procedures for obtaining one. 

12. State hearing - Grant each claimant or authorized 

representative a state hearing which conforms to the procedures set 

forth in Welfare and Institutions Code§ 10950 and 

MPP § 22-000 et seq. to contest any adverse action regaraing the 

retroactive benefits-

D. Regulations 

l. DSS shall provide petitioners' counsel with the text of 

the proposed regulations thirty (30) days before filing them with 

the Office of Administrative Law. 
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2. Respcndents shall use their best efforts to issue 

emergency regulaticns. to implement this judgment. 

E. Unde!clavment Claim Processincr - DSS will take the following 

steps to process underpayment claims WRO: 

1. Set the WRO underpayment period from October, 1984 

rough September, 1985. 

2. Revise the claim forms to specify underpayments fer the 

periods in subparagraph V.E.l and to allow for claiming by month 

fer hours of each service. 

3. Re•;ise county worksheet to include documentation fc::: 

unde:::payment claims and calculations. 

4. Issue Notice of Actions for underpayment claims 

decisions. 

5. Include all underpayment forms used in case file. 

6. Develcp a monthly reporting system for county and stat:e 

totals for underpayment applications, pending, approved, and 

denied, and total underpayments. 

I. KRIT OF M.~NDATE FOR INDIVIDUAL PETTTIONERS 

Issue a peremptory writ cf mandate pursuant to C.C.P. § 1085 on 

ehalf of Lorraine and Paul Jackson commanding respondent McMahon 

and her successors in office to: 

z... Take the necessary steps to obtain and process a claim for 

retroactive benefits'acccrding to the procedures set forth in the 

'udg!llent. The CWD shall take steps to secure the relevant 

information to process their claim, including contacting them. 

B. Make a return to this writ within sixty (60) days from the 

·ate the CWD has rendered a final decision on their claim. 
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VII·. WRIT OF K1\.NDATE FOR MONITORING COMPLIANCE WITH THE JUDGMENT 

Let the writ of mandate issue pursuant to C.C.P. § 1085 on 

behalf of the named petitioners and the class co=anding 

respondents to: 

A. County Statistical Reports - Beginning with the third month 

following the beginning of the claim period as contained in the 

retroactive regulations and continuing for one (1) year, DSS shall 

produce monthly statistical reports. These reports shall contain 

the following info=ation: 

1. Number of claims received; 

2. Number of claims denied; 

3. Number of claims approved; 

4. Number of claims pending; 

5. Amount of benefits approved. 

B. CMIPS Contractor Renorts. 

Respondents shall obtain from CMIPS Contractor a final repor~ 

by county that includes: 

1. Number of claimants paid; 

2. Total amo~nt of retroactive benefits paid; 

3. Number of underpayments paid; 

4. Total amount of underpayments paid. 

C. Case Reviews 

1. Respondents shall provide petitioners' counsel with a 

copy of the monitori~g plan for case reviews at least 60 days 

before it is implemented. The plan shall include: 

a. The 15 counties to be reviewed. Based on the 

monthly reports described above, the 15 counties shall be those 
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having the largest number of claims over the six month claiming 

period;. 

b. The number of cases to be reviewed in each county 

and the method used to select them; 

c. The personnel who shall conduct the case reviews 

and the training they shall receive; 

d. The format for the results. 

2. Respondents shall provide petitioners,· counsel with 

copies of all monitoring doc=ents and all findings and make 

available all documents generated as a result of any monitoring 

activity. 

VIII. RETENTION OF JURISDICTION 

This court retains jurisdiction over this case for the 

following: 

A. Ensure Comoliance 

1. Ensure compliance with the judgment and make such 

fur'"....her orders as may be necessary therefor until DSS demonstrates 

that it has complied with the judgment. 

2. Require DSS to send class counsel a bimonthly status 

report about all actions taken on the Judgment and include any 

basic implementation records. The first report .is due thirty (3 0) 

days from the date of this Judgment. 

3. Require DSS to include in contracts with other agencies 

an ac=ate account of all transactions. 

B. Attornev's Fees And Costs - Rule on any motion for 

atto=ey's fees and any request for costs filed by petitioners or 

their counsel for work after November 23, 1988. This Judgment_ 
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 mod'ifies·any and all statutory or other time limits, including 

C.C.P. § 1033.5 and California Rules of Court, Rule 870, for making 

a claim for costs and/or attorney's fees. 

Dated: JUL 1 9 1991 
JUDGE OF THE SUPERIOR COURT 

jud2 
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J ....-:.._.,. OF C1'.LIFORJ.'TIJ.. 

WELF~RE RIGRTS ORGANIZATION V. Mo~HON CLAIM FORM 

INSTRUCTIONS: Please print. Fill in as much information as vou can. If 
vou need help, call or co in to vour countv welfare deoartment. Sign your 
name in Section and have someone who knows you provided the services 
sign in section=-· 

R::MEMBER: YOU MUST GET THIS CLAIM FORM TO THE COUNTY WELFARE DEPARTME~':' BY 
TO GET ANY MONEY. 

l. Your name Soc.Sec.No. Telephone nw-..::ier 

:u=ent Address: (Nwnber, Street) Apt/Space Ne. 

:ity County State ZIP Code 

,. Answer these questions by checking the box. These questions cover 
;nytime from July l, l98J through September lO, 1984: 

(a) Was your spouse 65 or older, blind or disabled 
end did he/shelive in California? 

(b) Did you go with your spouse to medical 
1ppointments ("medical transportation")? . Or did you have 
:o watch out that your mentally ill or conf~sed spouse was 
:ot injured or harmed doing the normal daily activities 
:nprotective supervision")? 

(c) If you had not provided the services, might your 
;pouse have received inadequate services or have been inap­
Jropriately placed somewhere other than his/her own home? 

(d) Did you have to give up a job or could not get 
:ne because there was no other suitable person to provide 
:..'1e services? 

(e) Did your spouse apply for or receive In Home 
:upportive Services (IHSS)? 

:t you answered yes to questions (a) through (d), and either "yes" or 
unk.~own" to question (e), complete the rest of this form. 

Address at time you provided protective supervision or medical 
::::-ansportation if different from your cu=ent address: 

umber, Street: Apt. or Space Number 

'.ity: County: State: ZIP Code: 

AT':'ACIIlrr-:NT l 

      

      

      

      

      

      



Social Security Number Telephone 

pouse's address if different from your current address: 

umber, Street: Apt. or Space Number 

ity: County: State: ZI? Code: 

On the back of t.~is form, list the months and hours you provided 
edical transportation and/or protective supervision for which you were no-: 
aid. 

I understand that the information provided above is subject to 
arification and that my signature on this form is an authorization for 
Jch investigation. 

I, the undersigned, declare under penalty of perjury that the above 
:atements are true and correct. 

iur signature: Date: 

I, t.~e undersigned, declare under penalty of perjury that the person ir. 
"above provided medical transportation and/or protective supervision (as 
,scribed on this claim form) to the person named in "4" above . 

.gnature: Date: 

lationship to person named in "i": in 

Apt. or Space Number 

County: State: ZI? Code:· 

  

  

  

  



c;---
I~STRUCTIONS: 

Complete coll.lm.,s ::o:: t::,e pe:::-ioc. July 1983 through Septe:mbe:::- l9o4. 
Fill in the in::o=.ation in the col\l!nns as follows: 

Column l - W:::-ite the nu:::be:: c: hours, if any, that you went with your 
spouse ... . to his/he:::- mec.ical appointments (medical transportation), and were . no .. paic.. 

Column 2 - W:::-ite the nUJ!lbe:::- of hours, if any, that you watched you:::- spc~s, 
to prevent ha:::;; c:::- inju:--1 (protective supervision), and were not paid? 

Remember for p:::-otec~ive supe:::-vision in column 2: The number of hours eac: 
month is the length of time you we:::-e home and your spouse, who was mental: 
ill or con::used, an:: aged, blind or disabled, needing your care could be 
doing something that might get him/he:::- hurt if left alone. 

Year/Mont.~ 
(Cc:.. 1) 

Number of hours each month 
you p~cvite~ a~~ were not pait 
fc=: rcie~ ~ c2 2. t~:=~s~o~atic'r'l 

(Col. 2) 
Number of hours each month 
you provided and we:::-e no~ pa:. 
for protective sune!""V'i i::: ic:--, 

1383 
July 

August 

Sept. 

Oct. 

Nev. 

:Jee. 

:!.984 
~an. 

Mar. 

A.pr. 

May 

June 

July 

Aug. 

Sept.l-10 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

  



STATE OF CALIFORNIA DEP~.P-.TMJ::NT OF soc:AL SERVICES 

IU::AD TllS NOTICE: WE MAY OWE YOU MONEY :FOR BACK WAGES 
:FROM JULY l, 1983 Tll:ROUGR SEPTEMBER 10, 1984 

WHY ARE YOU GETTING TRIS NOTICE: 

We did not pay all spouses for providing medical transportation 
or protective supervision to their aged, blind or disabled 
spouses from July l, 1983 through September lO, 1984: In a 
lawsuit called Welfare Rights Orcranization v. McMahon, the court 
has told us to pay back wages for those services. 

ARE YOU ELIGIBLE FOR BACK WAGES: 

You may be eligible for back wages if you answer ·"yes" to these 
questions for anytime from July l, 1983 through September 10, 
1.984: 

l. Was your spouse 65 or older, blind or disabled and did 
he/she live in California? 

2. Did you go with your spouse-to medical appointments 
("medical transportation")? Or did you have to watch out that 
your mentally ill or confused spouse was not injured or hanied 
doing t.'le normal daily activities ("protective supervision")? 

3. If you had not provided _the services, might your spouse 
have received inadequate services or-have been inappropriately 
placed somewhere ot.'ler than his/her own home? 

4. Did you have to give up a job or could not get one because 
there was no other suitable person to provide the services? 

'iraAT SROULD YOU DO? 

DC ':.:G-C ':':-:::NK w"E OW.::. YOU MONEY? Fiil out t.'le enclosed Welfare 
~R=ia...cr...h~-"'"'"s"'--'o-=r.._cr_a...n_,..,_i=z.aaa-=t..,ia...o...n"'"-v.....,_. ....,_M..,.c..M-'-'a.,_h.......o.._n,_,c..1"'a=im=-_.F_,o...rm= as best you can. Take 
or mail the form to your local county welfare department of_fice 
by 

ARE YOU UNSURE WHETHER WE OWE YOU MONEY? Fill out t.'le claim_for.:i 
anyway. The county welfare depart~ent will help you wit.'l it. 

DO YOU WANT MORE HELP OR•HAVE ANY QUESTIONS? Call your local 
county welfare departlnent or legal aid office. Ask about the WRO 
v. McMahon case. 

YOU ¥.AY HAVE ALREADY FILED A CLAIM IN MILLER V. WOODS. YOU MUST 
ALSO FILE THE WRO V. McMAHON CLAIM FORM TO GET ANY MONEY FOR THE 
PERIOD FROM JULY l, 1983 THROUGH SEPTEMBER l, 1984. 

REMEMBER: YOU.MUST GET YOUR CLAIM FORM TO THE COUNTY WELFARE 
DEPARTMENT BY 



S~ATE OF CAL~FORNIA 

All YOU IN A NURSING OR BOARD A.ND CARE HOME 
BECAUSE YOU MJ:GRT GET mrRT OR INJURED IF LEFT ALONE'? 

We did not pay all spouses for providing medical transportation or 
protective supervision to their aged, blind or disabled spouses from July 
1, 1983 through September 10, 1984. You may have moved to a nursing er 
board and care home because you did not get these services. 

In a lawsuit called Welfare Riahts Orcranization v. McMahon, the court has 
told- us to pay back wages to any spouse who provided these services. 

IS YOUR SPOUSE ELIGIBLE TO BE PAID'? 

Your spouse may be eligible to be paid for providing you medical 
transportation or protective supervision if you answer nyes" to these 
questions for anytilile from July 1, 1983 through 
September 10, 1984: 

l. Were you 65 or older, blind or disabled, and did you live 
California? 

2. Did your spouse go with you to your medical appointments ("mec!ical 
transportation")? Or did your spouse have to watch out that you c!ic! no~ 
injure or hurt yourself doing t.'1.e normal daily activities because you were 
mentally ill or confused ("protective supervision")? 

3. If your spouse had not provided the services, might you have 
received inadequate services or have been _inappropriately placed somewhere 
ot.'1.er than your own home? 

4. Did your spouse have to give up a job or could not get one because 
t.'1.ere was no other suitable person to provide you the services? 

irn;,,T SHOULD YOU 00? 

Call your local county welfare depart:nent or Legal Aid Office. Ask for 
more info=ation about protective supervision and medical transportation 
under t.'1.e IHSS program and the Welfare Ricrhts Organization v. McMahon 
~awsui1 • -.... 

I! yo= spouse provided medical transportation or protective supervision 
between July 1, 1983 and November lO, 1984, ask the spouse to get·the 
Welfare Riahts Orcranization v. McMahon Claim Form from the county welfare 
department. 

Will you be leaving the nursing or board and care home soon, or would you 
be able to do so if yo= spouse could provide medical transportation or 
protective supervision? Call your county welfare department. 

?..EMEMBER: YOUR SPOUSE MUST GET THE CT.....AIM FORM TO TF.E COUNTY WELFARE 
DEPARTMENT BY 

AT':ACH!rENT 4 
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TNQE?ENOE?fi" uvrnr, CENTE?S 

Adult TndependP.nce 0P.vP.1oomP.nt 
Center cf San.a C1ar-:a Cnunty, Inc. 

1190 Benton Stn!::: · 
Sant.a Clara, C:.. 95050 
Sant.a Ciara Caurrtv 
{ 408) 985-!.2~: . 
Cheryl Cairns, uec..:tive Di~tor 

C.A.? .H. ILC 
1517 East Sa~na" Way, Suite 109 
FT"!!sno, CA 9270L 
F~sno C4untv 
{209) 277-2274 (Voice) 
{209\ Z:2-2396 (TDD) 
iiuu9 Br-•--, E.x~u~ive 01M?Ct.or 

Center for Independence cf tile 
Oisablec", Inc. 

875 O'Neill Avenue 
8e1mnnt, C.:, 94002 
San Mate~ Ccun~v 
(415) 5?5-0783. 
Lucy Huf,, E~ecutive Direc~or 

Center for Independent Living 
2539 Tele~raon Avenue 
Ber'l:e1ev, C.:. 947Dc. 
Alameda.Countv 

.......( ,, _. "') 84'.,--.,1-...i,--·~
Michael Wint?.,, Executive Direc~r 

Center fnr Indeoendent Livinc 
San r.abriel/?cmona Valley· 

2231 East Gal""'1ey Avenue 
West Covina, CA 9:7:cG 
Los Ance1es Countv 
( 818) 339- lZ78 . 
Denny M~han, Exei:-JtiVP. Oirec:t.::ir 

Caimrunity Rehabilitation Services 
4715 Brooklyn Ave., Bldq. B, Rm. 75 
Los Anqeles, C.:\ 90022 
Los Anoeles Countv 
(~,.,, 2·"--a•ic-, .
"--- .... o .... ---

Ei sa Quezada, Executive Director 

Colffl!l.lnity RP.sour-ees for 
Indepfl!11denc:e 

915 Piner Read, Suite 5 
Santa Rosa, CA 95401 
Snncma Cc,unty 
(707) 528-2745 
Randy Kit:~, ueartive Direc-:or 

Commrnity Resources fnr Independen~
Livinc;, Inc:. 
26633 Jane Avenue 
Ha vwa l""d, C.:\ 94544 
A1ameda County 
( •HS) 881-5743 
Ms. Johnnie Lacy, uecutivP. Direct=, 

Co=unity Servi c:e Center for tl'le 
Disabled . 

1295 Univenitv Avenue 
San Diego, CA· 92103 
San Dieoc County 
Bi11 Tainter, E~ecutive Directnr 
( 519) 293-3500 

Oarre11 Mc:DaniP.1 Independent Living 
Cerrter 

14354 Haynes 
·van liuys, C.:\ 91401 
Los Angeles County 
/813) 988-9525 
Ncrna Vesc:ovo, Executive Direc~~, 

Oavle McIntosh Cente, for L~e 
Disabled 

81D0 Gal"'den Grove R1vd. 
r,a r-den Grove, CA 92544 
Orant1e Countv 
(714) 898-95~1 .• 
(714) 537.-1546 (Orant1e Office) 
Brenda Pn!ll!o, Executive Direct.:ir 

Disabled Resoul"'i::es Cente!", Ini:. 
1045 Pine Avenue 
Long Beach, C.:\ 90813 
Los Angeles County
(213) 437-:!54:? 
Helene Pizzini, E~ecutive Oil"'ector 
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Oisabi1ities Un1imited. Inc:. 
12458,Rives Avenue.Room 202 
Downey, CA 90242 · 
Los Ange1es Cou~ty 
(213) 862-6531 
Barbara Morrione. Executive Director 

Good Shepherd Center for 
Independent Living 

4323 Leimert B1vd. 
Los Ange1es, CA 90008 
Los Anoeles County
(213) 295~66 
Gflbel'"'t Fernande:. Executive Director 

Humboldt Access Pl"Oject
712 Foul'"'th Street 
Eureka. CA 95501 
Humboldt County
(707) 445-8404 
Donna Janke, Interim E.-i:ec. Director 

Independent Living Resourt:e 
Center , 

423 W. Victoria 
Santa Barban.. CA 93101 
Santa Bai-tiara County
(805) 963-1359 
Annette Rubino, Executive Director 

Marin Center for Independent
Living 

710 Fourth Street 
San Rafael, CA 94901 
~a~~n C:::unty
(.:. :s 1 .;~?-"C!L (6245) X 320 
Bar.;ara Senson, Ex~utive Oiret:tor 

ffol"""JiP.rn California Independent
Livinc:i Center 

555 Pio Lindo Ave., Ste. R 
Chi en. CA 95925 
Butte Cnunty 
(~16) 8Cl3-8527 
Jorganne Cnok, Int. Exec. Dir.ector 

Resou~s for Independent Living
1230 H Street 
Sac:nmento, CA 95814 
Sac:rmento County 
(916) 446-3074 
Franc~ Gr-ac:echi1d, E.-i:ecutive Oir-ector 

Ro11 ing Start, Inc. 
443 West Four+Jl Street 
San Bernardino. CA 92401 
San Bernardi no County , 
(714) 884-2129 
Oen Vigi1, u~Jtive Director 

Independent Living Resourt:e Center-
,San Fn.nc:isc::i. 

4429 C-abri11o Street 
San Fnnc:isc:o. CA 94121 
San Francisco Countv 
(415) 751-8765 . 
KatllP.rine Uhl, E.-i:ecutive Directnr 

Westside Center fer Independent
Living 

12901 Venice Blvd. 
Los Angeles, CA 90066 
Lns Ange1es County 
(213) 390-3611 Voice 
(213) 398-9204 TOO 
June Kai1es, Executive Directer 

8/30/85 
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14Jl.7i?UlvCSE: SENlCR "'F':V1CE"' FRCG=.,I.M 
srra 1.CCATIONS 

Multipurpcsa S•nicr S•rvicas ?rcgr:un 
City cf O~d 
659 14th Street 
Oal<land, CA 94612 
(41S) 27:l...::i762 

Multipurpcsa Senior Servicas Pre,;= 
Ccurny cl S.ant:z. C.U: 
1777-A C,.;litot.:. R=:t 
Santa Cn.r::, CA 9!:062 
(408) 4::ZS-2540 

Muttipurpcsa S•nicr S•rvic:as Prcgr;un 
Alta.Meet 
S 12 South lndi= Straet 
Lc:s Angeles, CA 9006:l 
(21 :l) 2E:l-2114 

Mutllpurpc:sa Senior S•tvieas Program 
J-istl Family Satvica 
·:.::io Norlt! F:zirl:u Avenue 
L= AngaJe:s, CA 900:lS 
(21 :l) 9:l7-SS:l0 

Multipurpcsa Sflnior Satvicas Prcgnm. 
S.C.A.N. (Senior ~ Aden Nerwork) 
521 East Fct.ll'!J'I Slr&el 
Long S..:u:::, CA 9081l2-2!'ll2 
(21:l) 4::!7~47 er (21:J) 4:JG--0424 

Multipurpc:sfl S•nior Servic:a,s Program 
Mcunr Zlcn Pavfficn 
Z!S6 Suiter P.ivmcn, 2:id Fleer 
S.;.n Franc=. CA 94115 
(41 SJ 885-7590 

MtJJticurpcsa S•nior Sarvicas Prcgrarn 
C.Ounry cf San Diego Ara:o. Aganc:-1 on Aging 
4165 M:o.nbcrougtl Avenue 
S.an Diego, CA 921 a!; 

(619) 2:36-4:::lO 

Multfpurpcsa Senior Setvic:as Progr.im 
Ccmmuniry C-ira M:n:agement Carpor:uion 
487 Ncnh State Street 
Ul<iatl, CA 9S<LS2 
(707) 468-9::!47 

MuJlicurpc:a Sanicr S•rvicaa Prcgr:un 
HtJm0Clclt Senior Clli:an:s C.Ounc::l 
191 o CaJlfcmia Stra•t 
~ CA 9"'"01 

(707) 44:3-9747 

Mutllpurpest1 S,onior S•tvicas Program 
Ara Aganc:y en Agin,; 
2nd and Normal .Streets 
~ifomi:o. S!:zta Univer:siry 
C.'lic::i, CA 9S929 
(9l 6J 89S-S082 

Mutti;:,ur;osa Senior Ssrvic:as Progr.lffi 
(Soncm_:z C.,unry Area Agenc-1 on Aging) 
9"'C Hepper u.ne 
Santa Ro,:;a. CA 9:401 . 
(707) 527-1147 

MuJtipurpcsa Senior Servic:as Program 
(Unrver:s1ty at C.Ji/cmi:a. Davis) 
1700 Alllam!:lra Soulev:irt:!, Suire 20:l 
S=mentc, CA 95816 
(916) .t5:l-S4:l:? 

APPEi\iD!X A-Y 



Mul!l;:ur-,.osa Senior S•ivic:as Prc9r:zm 
(C.:umy al Sen M:uaci Dap;nmettt al . 
He;r.Jtn Servic:as) 
1860 El c.amina RuL, Suite :::::2 
Burfingama, CA 94010 
(-415] 6924500 

Mul!i;:urpcsa Senior Seivicas Prar;r.m 
Stltli:J:w:s C.:umy Department of Sccai Servicas 
21:zs ·wyrie Drive, Suite 1 
Mad&110, CA ss:lSJ 

Mull!purpasa Senior Seivicas Pragr:m 
(C:.:,unry of S.ant:. 8.:utl=) • 
SOS We:st. Marri:on 
S.anta Maria. CA $3<154 

(SOS] 92.5-0990 

Multipur;:a:sa Senior Servicas Program 
Senior c.u. N•1W0nc • 
Huntingtcn Memariat Ha:pital 
837 Scuin F..air Ow Avenu• 
F=.dana. CA 911CS 
(818) :?5~110 

Mui!l;:urpcsa Senicr Servicas Fragr:m 
Senior Heme and Heattn ~ 
C.:umy at S.an Bernardina 
oBS E::1.::1 Mill Straat 
S.an Semardino, CA 92.415 
(71-4) 387-24;)-4 

Mult!pur;:csa S""ior Servicas Progr:m 
· C®nry al Or:nge Ccmmunity Servicas A9enc:"{ 

1300 Scutn Gr.uld. Building B 
S.anta Ana, CA SZ'OS 

(71-4) B:l"'-<lS-45

----------=------=-=---=--"--======- .-- --(
Multipurpa,sa Senior Servicas Prcgr..m 
w= He:Jtn R:undaticn, Inc:. 
2520 lnd=uy Way, Suite 0 
Lynwccd._ CA 90252 
(213) E:l2-<l83.4 

Multi;:tlt'pCSa Senior S41rvic:as P rogr:un 
C::und on Aging, S.ant:. c:= Caunty. Inc:. 
2131 The Alameda 
S.111 Josa, CA 95125 
(-408) 29o-a290 

Muitipurpcsa Senior Servic:as Pragr:un­
Fresno C:lunry Oepanment al Healtli 
1::::::1 Futtcn Mat! 
Fresno, CA 9:l77S 
(209) 445~i"'30 

MuJl!pur;:csa S""iar Servicas Program 
·S.111 Jo:quin C:.:,umy 
511 E2:St Magnatia. 3rd Ficcr 
Stcdttan, CA 9"<C2 
(209) -468-3780 

• Neta: Sita names anc::c,sad in parenthesis ( ) are net a part of Ula sits's mailing ac:crass. 
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C.:,L!FORNIA OE?ARTMEiff OF AGING 

1600 K Street 
Sacrame.~to, CA 95314 

(916) 323-5521 

DIRECTORY OF CALIFORNIA LAW PROJEC'i! FOR rriE E!:.DERLY 

PSA 1 - HUMBOLDT ANO DEL NORTE COUNTIES 

ROY SCliOENBERG 
Senior Citizens Lega1 Sel"'Vices 
1910 Ca1ifornia Street 
Eureka, CA 95501 
(707) 443-9747 

PSA 2 - SHASTA, TRINffi. MODOC. LASSEN 
ANO ::i.1.SRIYoO cbON I !E.5 

THOMAS M. WELSH 
Senior Lega1 Center 
P. 0. Box 506 
3015 Sout., Market Street 
Reddino, CA 96099 
( 916) 243-3209 

PSA 3 - Btri'TI:. PLU~AS. TEHAMA. GLENN 
ANO COLUSA COUNTIE.S 

BARRIE ROBERTI 
Legal Se!"Vices of Nor~iern California 
P. 0. Bex 3728 
Chic::, CA 95927 
(916) 34S-9491 

PSA 4 - PLACER COUNTI 

RON ROGC::-..S 
Lagal Services of No. Ca1ifornia, Inc. 
Moti'!erlode Branc:., 
190 Reamer 
Auburn, CA 95503 
(916) 823-7560 - (800} 822-5107 

PSA 4 - SACRAMENTO COUNTI 

JONATriAI! E:..L!SOII 
Lega1 Center for tile Elderly and 'o; sab 1 ed 
:30 Bercut □ rive, Suite G 
Sacramento, CA 9:814 
(916) 445-4851 

PSA 4 - YOLO COUNTI 

CAROL. GROSSMAN 
Lega1 Center for the E1der1y 
933 Court Street 
Woodland, CA 95595 
(916) 652-1065 

PSA 4 - YUBA ANO SUTTER COUITTTES 

. SUSAN TOWNSBID 
Yuba-Sutter Legal Center 
725 •n• Street 
Marysvi11 e, CA · 95901 · 
(915) 742-8289 

PSA 5 - ·MARIN courm 

Senior Citizens Legal PrJje~t 
710 "C" Street 
San Rafael, CA 94901 ' 
. ( 415) 454-0808 

PSA 5 - SAN RANCTSCO COUNTI 

ORAH YOUNG 
Legal Assistance to the Elderly, 

me. 
333 Valencia Street 
San Francisco, CA 94103 
( ,fl.5) 861 41 44 

WIU!AM TAMAYO 
Asian Law Caue"..1s 
36 Waverly Place, Suite 2 
San Francisco, CA 94108 
(415) 391-1655 

Mailina Address: 
WIUIAM TAMAYO 
Asian Law Caucus 
1322 Webs"er, Suite 210 
Oakland, CA 94512 
(41.5) 835-1474 

IL.B!E GUSFTELD 
Mission Ccrnmunity Legai Defense 
2940 - 16th Street, su·ite 3011 
San Fnncisco, CA 94103 
(415) :52-T208 

APPENDIX A- t.. 
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~A 7 - CON"'T"KA COSTA COUNTY 

MARC!:.!NO VASQUE! 
United Council of Spanish Speaking

Ortranizations, Inc. 
516 Main Street 
Martinez, CA 945:3 
(415) ZZS-ZZlO 

;:s,:, 8 - SAN MATS cnmm 

STEVE Z!EFF 
Senior Advocates 
ZS8 Fu11er- Street 
Redwood City, CA 94063 
(415) 365-<3411 

PSA 9 - ALAMEDA COUNTY 

DUNCAN FALLS 
Legal Assistance for- Seniors 
1440 Bl'"tladway, Suite 206 
Oakland, CA 94612 
(415) 832-3040 

PSA 10 - SANTA C"....~RA COUNTY 

GEDRGIA .BAC!L 
Senior.Adu1~ Leaal Assistance 
160 E. Virginia Street, #260 
San Jose, CA 95112 
(408) 295-5991 

PSA l! - SAN JOAQUIN COUNTY 

JOSE RAMIRE:: 
Pa:-a 1e1a1 Se!'""'ri czs 
c.'c Ccunc~1 fa; t=:e Scz.ni:h Soea.k~ng 
1,2 Scu-:..-i Aurora S~eet 
Stockuin, CA 95202 
(209) 464-4576 

PSA 12 - AMADOR COUNTf 

JANEil-1 HAG2l 
Senior Se!"v·i c:es, Inc. 
229 Ne~ Yarx Ranch Road 
Jackson, c;. 955~2 
(209) 223-0442 

PSA lZ - CALAVERAS COUNTf 

FRAHK ME"/ER 
G;lifornia Human Development Corporation
Box 1180 
San Andn!as, CA 95249 
(209) 754-3987 

PSA 13 - SAN7A CRUZ C!JUNTf 

TERRY P.AflCDCK 
Senior Citizens Lega 1 Ser-vi c:es 
343 Church Street 
Santa Cruz, CA _95060 
(408) 425-a824 . 

PSA 14 - FRESNO COUNTY 

MICHAEL J. KANZ 
Lega1 Aid for Senior: 
906 N Street 
Fresno, CA 93721 
(209) 441-1611 

PSA 15 - TULARE AND KINGS COUNTIES 

RANDALL LYONS 
Tulare-Kings Counties Legal 

Se?"Vices 
· 900 W. Oak Street 
Visalia, CA 93277 
(209) 733-8770 

PSA 16 - INYO AND MONO COUNTIES 

LARRY S"'i!DHAM 
Senior Citizens Lega1 Pnigram 
·see Vee Lane, P. a. Box 993 
Bishop, CA 93514 
(619) 873--258: 

PSA 17 - SAN LUIS OE!SPQ COUNTf 

JOE!. OrR!NGER 
JEANNIE BARR::Ti 
California Rural Leaa1 Assistance 
1150 Marsh Street, Suite 204 
San Luis Obispo, CA 93401 
(805) 544-7994 

PSA 17 - SANTA BARBARA COUNTY 

DON KUHN 
Senior Citizens Law Cen:er 
1032 Sant.a Barbara Stree: 
Sant.a Barbara, c;. 93101 
(805) 966-4892 

PSA 18 - VEHTURA COUNTf 

MICHAE'- WILi.IAMS 
Grey Law 
40 N. Fir Street 
Ven1:Ura, CA 93001 
( 805) 553-0694 

f\ DDC"1\lf\-1y ~ - 7 
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Adopt new, Section 50-061 to read: 

50-061 WRO v. McMAHON 50-061 

HANDBOOK BEGINS HERE 

.,l Background 

These reaulations cover the retroactive oavment and underoavment relief under 
an amended judgment in Welfare Rights Organization v. McMahon (WRO). Below is 
an overview of the case . 

. 11 The case: The suit claimed that DSS did not promptly imolement 1983 
legislation authorizing soouse providers to be paid for protective 
suoervision and travel to health related aooointements, termed medical 
accomoaniment. From July 1, 1981 to June 30, 1983, IHSS statutes 
prohibited paying spouse providers for these services. The legislation 
(Stats. 1983, ch. 232, section 116.71 reauired these services be paid 
from July 1, 1983 on . 

.12 Oricrinal judgment: The Suoerior Court (San Diego Co.I entered judgment 
in this case on November 23, 1988. Its imolementation was delayed 
because of oroblems in implementing the oricrinal judgment in Miller I. 
No imolementincr regulations were issued for the original judgment . 

. 13 Amended iudcrment: The Suoerior Court aooroved an amended judgment in 
this case on July 19, 1991. The modifications were based on the amended 
judgment in Miller II, aooroved by the court on July 19, 1991. The 
judgments contain consistent provisions insofar as practical. SDSS 
plans to imolement the WRO and Miller II cases concurrently . 

. 14 The class covered: The amended judgment aoolies to soouse providers as 
defined in Section 50-061.411 and spouse aoolicants/recioients as 
defined in Section 50-061.412 . 

. 15 Retroactive oavments: Claimants may be eligible for retroactive 
pavments from July 1, 1983 through Seotember 30, 1984, plus prejudgment 
interest. 

Underoayments: Claimants may be elicrible for underpayments from 
October 1, 1984 throucrh Seotember 30, 1985. There is no prejudgment 
interest for underoayments . 

. 17 Statutory maximums: Retroactive payments and underpayments are limited 
to the severely impaired (SI) or nonseverely impaired (NSI) maximum 
levels in effect at the time. In addition, such payments must also be 
reduced by any IHSS amounts authorized to the claimed recipient for any 
month in which WRO retroactive payments and/or underoayments are 
claimed. 
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The following provisions describe the procedures by whi-ch oo.tentia! clas, 
members will be notified, claims for retroactive oayments and unden:laymencs 
will be orocessed, and oayments due will be detemined and oaid. 

HANDBOOK ENDS HERE 

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Reference: Amended judament reqardincr WRO v. Mahon dated July 19, 1991, 
Case No. 531015. 
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Adop,t New ,Section 50-061.2 to read: 

.,]_ Notification of Potential Claimants 

.21 In order to notifv cotential claimants, the DecarL~ent shall: 

.211 Send an Exclanatory Flyer in English and Scanish, and a Provider 
Standard Claim Form in English, with instructions of how to 
obtain the Scanish version, to all past and present IHSS scouse 
providers contained on the IHSS Payroll System, from July 1, 1983 
through November 30, 1988, who at any time during this neriod 
lived at the same address as the recipient. The Decartment will 
utilize the services of the Franchise Tax Board and Denartment of 
General Services to determine and mail to the most current 
mailing address available for croviders identified in this 
manner . 

. 212 Provide each CWD with sufficient cruantities of Standard Claim 
Forms, Succlemental Claim Forms, Exclanatorv Flyers, and 17" x 
22" cos te:?:s modeled afte!' the Exclanatory Flyers. Each of the 
above docl.h~ents and casters will be in both English and Scanish. 

ill For WRO, there shall be a Provide!' Standard Claim Form, and 
a Provider Succlemental Claim Form. 

Provider claimants and recicient claimants shall use the 
same version of these forms . 

. 213 Provide those interested organizations and crroucs listed in 
Accendix A-1 throucrh A-9 of the final judgment referred to in 
Section 50-061.11 with conies of the Standard Claim Forms, 
Explanatory Flyers, and the nosters, with a recruest to displav 
the posters in a prominent location and distribute the 
Exclanatorv Flyers and Standard Claim Forms on recruest ·throughout 
the claim ceriod . 

. 214 Provide the Federal Social Security Administration offices in 
California with conies of the casters, in English and Scanish, 
~~,d rec-1es: that acrency to display the posters throughout the 
claim ce:?:iod in crominent locations where there is cublic access . 

. 22 The claim period identified in this section shall be the eicrht month 
period from February 1, 1993 through September 30, 1993 . 

. 23 In order to notifv potential claimants, the CWDs shall: 

.231 Place the costers described above in a crominent location in each 
local office havincr contact with the nublic throughout the claim 
period. 
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.232 Provide the Exolanatory Flver and Standard· Claim Form to a.ny 
person inguirincr about eligibility for retroactive payments 
and/or underPavments for WRO v. McMahon. 

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Reference: Amended judgment regarding WRO v. McMahon dated July 19, 1991, 
Case No. 531015. 
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Adbpt Section 50-061. 3 to read: 

.:.1 Annlication for Retroactive Payments and Undernayrnents 

.31 Claimant Resoonsibilities 

.311 The claimant shall coooerate in obtainincr all information 
ne-:essa:-·.r to Process the claim. Failu:--e t::: -c:r8viC.e t":.:::. '"H~~,.:;.:::-...; 

information shall result in the denial of the clairr or of that 
portion of the claim for which the information is necessary . 

. 312 All claims for retroactive oayrnents and undernayrnents shall be 
filed on a WRO v. McMahon claim form with the county welfare 
deoartment in which the claimant currently resides . 

. 313 The claimant shall comnlete the claim form, sign the form under 
penalty of oerjury, obtain the signature of a witness under 
penalty of oerjury and mail or deliver the comnleted claim form 
to the CWD where she/he lives . 

. 314 The claim form shall be comoleted as stipulated in Sections 50-
061.431 and .443, and hand-delivered by close of business or 
mailed and oostmarked to the CWD bv Sentember 30, 1993. Claims 
hand-delivered or mailed and postmarked after this date shall be 
denied . 

. 315 If the claimant is sent a Notice of Action recruesting the 
comnletion of either the Standard Claim Form or the Sunnlemental 
Clcim Form. the claimant shall have forty-five (45) days from the 
date of the Notice of Action to comnlete and hand-deliver or mail 
the document to the CWD. Whenever the claimant must return a 
document or documents to the CWD within forty-five (45) days, the 
following shall annlv: 

ill If mailed, the document(s) shall be postmarked by the last 
day of the forty-five (45) day neriod. 

ill If hand-delivered, the document(s) shall be delivered to 
the cliD no later than the close of business on the last dav 
of the forty-five (45) day oeriod. 

kl.. If reauired document ( s) are not hand-delivered/mailed and 
postmarked within the time limits stated in this section, 
denial of the claim, or that nortion of the claim for which 
the information is needed, shall result . 

. 316 Unless otherwise snecified, all references to "days" in regard to 
time limits shall be construed to mean "calendar" days . 

. 32 County Welfare Denartment Resnonsibilities - Filincr Date 
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ill The CWD sha:: date stamp the claim form when received. The CWD 
s:-.:::.~~ :"e:a-~. e.::..::. clairr. for:ns and enveloces of any claims received 
fc:- ::--.:=- W?.O v. !{cMahon lawsuit. 

fil The date c: filinc shall be the date Postmarked on the envelone . 

.kl If the claim :.s filed in Person at the CWD, the date of filinc 
stacl t~ the date received in the CWD office, e.cr., the date 
sta:'.'".::e':. c:-: t:-:e cla::..rn. 

If the L.:i,.::: date cannot be determined as detaiied above, the 
filinc date sha:l be the date the claim was sianed. 

ill If the claim must be forwarded to another county for processinc 
be::ause ::J.e se~vices we!'e either orovided or received in the 
sec::n:: cc·cntv, the first county's filincr date shall aPPly. 

ill If the date of filincr on the Standard Claim Form is after 
SePte:nl:er 30, 1993, the claim shall be denied. 

le! If a 2c:::::le,nental Claim For::-,, as described in Section 50-061. 441, 
mc:s: be se::1t to ti',e clairna,.t, the filincr date shall not chance. 
Tte filina date shall remain that determined in accordance with 
Sectio::1s 50-06' .22 lal, lb), le) and (d). 

- ~ tI'.e CWD receivine the claim determines that services were 
rece~ved or nrov::..ded while the reciPient/aPPlicant lived in 

of the claim Period, the CWD 

I:; Send a cc::v of the claim to each affected county. The CWD 
shall also send a Notice of Action to the claimant within 
10 calendar davs of the filing date exnlaining that the 
correct CWD will Process the claim for the Period of time 
b which the services were provided/received in the other 
ccuntv. 

As noted in Section 50-061.32 le) the filing date for the 
c:a:::-. wi::. be that decermined by the first CWD receivinc 
the clai:r. 

Ii I The cw:, shall dete!Tiiine eliaibility/inelicribility and comnute the 
ret:-oactive Pavrne::1ts and underpayments due within 45 days of the 
fil:nq date or PromPtly after all necessarv forms have been 
cornPleted and received bv the CWD. The CWD shall inPut this 
i!lformation into the Case Management Information and Payrollinc 
s·vste:n (CN:I?S) so interest can be cornouted on annroved cases anC. 
the comoutation returned to the CWD. 

111 The CMI?5 shall comPute the total retroactive pavrne::1t 
and/or undernavrnent amount due, with and without interest 
and return the comnutation on a form develoPed by SDSS to 
the anPronriate CWD within five working days from the date 
of CWD inDt..t. 
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ill Within 10 working davs of rece1v1ng the comPutation from CMIPS, 
the CWD shall issue a Notice of Action to the claimant which 
contains the information specified in Section 50-061.631, and, if 
aPPlicable, Sections 50-061.634 and .635. Once the CWD has 
issued the notice to the claimant, the CWD shall then send the 
necessary documents through the CMIPS so Payment may be issued. 

ill CWDs receiving claims forwarded from another county shall process 
the claim, determine eligibility, comPute retroactive pavrnents 
and/or underPayments, comPute interest, issue the necessarv 
Notice of Action and forward the necessary documents to the CMIPS 
within 45 days of receiPt from the original county or PromPtly 
after all necessary forms are comPleted. 

ill Time limits for CWDs sPecified in Section 50-061.32 may be 
exceeded in situations where completion of the determination of 
eligibility for retroactive payments and/or undernayments is 
delayed due to circumstances beyond control of the CWD. In these 
instances, the reason(sl for the delay(s) shall be documented in 
the affected claimant's case file. 

(ml Unless otherwise sPecified, all references to "days" for these 
time limits shall be construed as "calendar" days . 

.:ll Retroactive Payment and UnderPayment Time Periods 

,331 Elicribilitv for retroactive payments under WRO shall be limited 
to the followincr periods: 

ill July l, 1983 thrJucrh September 30, 1984 for claims in which 
the housemate was a SPouse provider . 

. 332 Claims in which the period claimed is beyond the retroactive time 
period sPecified in Section 50-061.331(a) shall be processed as 
undernayments for the Period October 1, 1984 through 
September 30, 1985. 

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Reference: Amended judgment regarding WRO v. McMahon dated July 19, 1991, 
Case No. 531015. 
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Adopt Sections 50-019.41, .42, .43, and .44 to read: 

.,_! Claim Processing 

Conditions for Class Membership 

.411 IHSS spouse provider claimants may be elicrible to receive 
retroactive payments and/or underpayments in WRO. Spouse 
provider claimants who are potentially eligible to receive these 
payments are persons who: 

ill Were lecrally married to an individual meeting all 
aPPlicable conditions stated in Section 50-061. 412. and 
provided Protective supervision and/or medical 
accompaniment services to that individual durincr the 
aoPlicable retroactive payment and/or underpayment period 
soecified in Section 50-061.33: or 

ill Were considered to be a member of a married couole as 
defined for the ourooses of SSI/SSP elicribility in 20 CFR 
416 .1806, lived with an individual meeting all aPPlicable 
conditions stated in Section 50-061.412, and provided 
protective supervision and/or medical accompaniment 
services durincr the aPPlicable retroactive payment and/or 
underpayment period specified in Section 50-061.33: and 

l£L Left full-time emoloyment or was Prevented from obtainincr 
full-time employment because no other suitable Provider was 
available. and 

ill Needed to provide these services to their suouse, or 
inaPoroor ia te placement or inadecruate care may have 
resulted, and 

ill Were not compensated for providing protective suoerv1s1on 
and/or medical accomoaniment services for the month(s) 
claimed . 

. 412 IHSS recipient/aPPlicant claimants Potentialllv eligible to 
receive retroactive Payments and/or underoayments are Persons 
who: 

ill Were California residents. aged, blind, or disabled during 
the aPolicable retroactive and/or underpayment Period 
sPecified in Section 50-061.33 and met the eligibilitv 
conditions of MPP 30-755: and, 

ill Recruired assistance durina transPortation to and from 
appointments with physicians. dentists and other health 
practitioners, where the reciPient's presence was recruired 
at the destination, and/or 
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, - .._, J;" .;;, .._,,.,_...,.r... ~ """ ...... -,.., - ,.._.;;, 

WE:::.FARE "'-IGRTS ORGANIZATION V. M~.-!ARON 
SUPPLEMENTAL CLAIM FORM 

1STRUCTIONS: Please print. Fill in as much infer.nation as you can. 
JU need help, call or go in ~o your county welfare department. 

::MEMBER: You must complete this supp-lemental claim form and get it. t.c 
1e county welfare department before ________ to get any money. 

Name of spouse providing protective supervision/medical transportation 

current Address: (Number, Street) Apt/Space No. 

City County State ZIP Code 

Name of spouse receiving protective supervision/med. transportation 

Current Address: (Number, Street) Apt/Space No. 

City County State ZIP Code 

Did the person listed in #2 receive Supplemental Security Income/State 
ipplemental Program (SSI/SSP) benefits (Gold Check) in any of the 
Jllowing years? Place an "X" below for each year in which SSI/SS? was 
;Ceived: __ __ 1983 1984. 

For each year(s) checked above, you may skip that same year(s) in 
iestions. 4 and 5 below. 

List the average month income for your$elf and your spouse for the 
Jllowing years: $______ _______ 

___

1983 $ 1984. 

Did you and your spouse have average liquid resources (cash, check er 
~vings account, trust funds, checks or case safety deposit box, stocks er 
Jnds, notes,) that were in excess of $2250 during 1983 or 1984? 

: yes, place an "X" below the year(s) in which the average monthly licuic. 
~sources cf yourself and your spouse were more than $2250?  l98J 

1984 

APPLICANT'S STATEMENT:. 
BE SURE YOU HAVE READ AND ANSWERED ALL THE QUESTIONS ABOVE. 
READ THE FOLLOWING STATEMENTS CAREFULLY BEFORE SIGNING. 

I understand that the information I put on this form may be verifiec. 
and that my signature on -t;..~is form is an authorization for such an 
investigation. 

I, the undersigned, declare under penalty of perjury that the answers -
have given are correct and true to the best of my knowledge. 

ignature of applicant: Date: 

ATTACHMENT 2 



7". WITNESS' STAT~NT 
Please have tbe pe=son who can ve=ify tha~ -=...~e in!o:::-:na~~cn yo~ have 

provided is true and correct sign b~low. 

I, t."'le undersigned, declare under penalty of perjury that, to the bes-: c 
my knowledge, the statements of t."'le applicable made above are true and 
correct. · 

Signature of Witness: Date: 

Address: City: County: State: z::::?: 

Relationship to applicant: 

Relationship to person who received protective supervision or medical 
transportation: 



ill were nonself-directino, confused, mentally imPaired, or 
mentallv ill, and mav have been hurt or iniured if left 
alone, thus meeting the general conditions or reouirino the 
service of protective supervision: and, 

(di Received IHSS benefits, but were denied protective 
suPervision services during the apPlicable retroactive 
pavment and/or underpayment period solely because the 
provider was a spouse, and the amount of benefits was less 
than the severely impaired or nonseverely impaired maximum, 
as aPPlicable at the time; and/or 

ltl Received IHSS benefits, but were denied medical 
accompaniment services during the applicable retroactive 
payment and/or underpayment period solely because the 
provider was a spouse, and the amount of benefits was less 
than the severely imPaired or nonseverely impaired maximum, 
as aoolicable at the time: or 

ill APoliec ::~ :HSS services during the apPlicable retroactive 
pavment and/or underpayment period and were denied 
protective suPervision services solely because the provider 
was a spouse: and/or 

J.£l APPlied for IHSS services during the aPPlicable retroactive 
oavment and/or underPayment period and were denied medical 
accomPaniment services solely because the Provider was a 
spouse: and, 

ill Paid the spouse provider during the aPPlicable retroactive 
payment and/or underpayment period for the provision of 
protective supervision and/or medical accompaniment 
services. 

Review of Class Membership Questions 

.421 The CWD shall review the responses to the class membershio 
oualifv:c'.o cues tions in Part I, Section 2 of the Standard Claim 
Fc:::-:n. 

ill The CWD shall issue a denial Notice of Action explaining 
that the claimant is not a WRO v. McMahon class member if 
the claimant did any of the following: 

ill The claimant answered "no" to 2A, or 2B, or 2E, or
2F; 

ill The claimant answered "no to both 2C and 2D;

ill The claimant answered 11 no 11 to be th oar ts of 2G.
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ill If the claimant answered "yes" to 2A, or 2B, or 2C, or 2D, 
or 2E, or 2F, or 2G, and the CWD has information available 
which contradicts the claimant's contention of class 
membershin, the CWD shall issue a Notice of Action for 
Adverse Information and attach a cony of this information. 
The claimant shall have 45 days from the date of the Notice 
of Action to nrovide additional information if available. 

ill If the claimant answered "unknown" to either questions in 
2G, the CWD shall issue a Notice of Action and a WRO v. 
McMahon Sunplemental Claim Form to the claimant. The 
claimant shall have 45 days from the date of the Notice of 
Action to comnlete the Supnlemental Claim Form and return 
it to the CWD. 

Review of Information Contained on the Standard Claim Form 

. 431 The CWD shall review each Standard Claim Form submitted to 
determine if the claimant has provided the information necessarv 
to further nrocess the claim. For the purnoses of this 
determination, a claim shall be considered comnlete when all the 
following recruirements are met: 

ill The followincr information recruested in Part I, Section 1 is 
provided: claimant's name, social security number, and 
current address. 

ill All crualifving cruestions in Part I, Section 2 are answered. 

ill If Part I, Section 3 is annlicable, the claimant's address 
at the time they claim to have provided/received protective 
sunervision and/or medical accomnaniment services. 

ill The following information recruested in Part I, Section 4 is 
provided: name of person whom it is claimed needed 
protective supervision and/or medical accompaniment; 
his /her current or last known address; and his /her 
relationshio to the Provider. 

ill Part I, Section 5, is comnleted with date of marriage of 
claimant and snouse. 

ill Part I, Section 6, is signed by the claimant and dated. 

j_gJ_ In Part I, Section 7, the Standard Claim Form is signed, 
dated, and the verifying witness' relationship to the 
claimant and the recipient is identified and this nerson's 
address is listed. 

ill The information requested in Part II and Part III is 
provided, as annlicable. 
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ill The following information recruested in Par: IV is orovided
to suooort the aoolication only if more than eiaht hours 
per month of medical accomoaniment hours are claimed: the 
name of the health orofessional/health facility visited by 
the claimed recioient; location of oriain and destination; 
tyoe of transportation used: number of months/vears visits 
took Place; number of visits per month/year; and 
aPProximate duration of round-trio . 

. 432 If the CWD determines that Part I, or Part IV if aPolicable, of 
the Standard Claim Form has not been comoletely filled out in 
accordance with the criteria in Section 50-061.431, or if the 
claimant and a verifying witness have not signed and dated the 
form, the CWD shall send the claimant a Notice of Action 
soecifyina that portion of the form which is in need of 
comoletion. The Notice of Action shall also state that the 
claimant has 45 days from the date of the Notice of Action to 
submit the comoleted form to the CWD. If the comoleted form is 
not returned to the CWD within the 45 days, the claim shall be 
denied, and a denial Notice of Action shall be mailed to the 
claimant . 

. 433 Ucon receiPt of the information recruested in Section 50-061.432, 
the CWD shall review the resubmitted information to determine if 
the claim is now comolete in accordance with the criteria in 
Section 50-061.431. If comolete, the CWD shall continue 
processing the claim. 

ill If the claim is still not comolete because the claimant did
not provide all the recruested information, the Ci D shall 
deny the claim . 

. 434 Failure on the oart of the claimant to respond within the 45-day 
period shall result in denial of the claim . 

. 435 The CWD shall review Parts II, III, and IV of the Standard Claim 
Form to determine if claimed medical accomoaniment hours for any 
month during the retroactive oayment and underoavment claim 
periods exceed eiaht hours and if information submitted on Part 
IV of the form supports the hours claimed. The CWD shall use the 
medical accomoaniment regulations to determine entitlement to 
medical accomoaniment services. 

HANDBOOK BEGINS HERE 

Medical accomoaniment regulations are contained in MPP Section 
30-757 .15. 

HANDBOOK ENDS HERE 
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I: the CWD determines that Part IV is incomPlete or does 
r:c-: sutrco:rt t:le claim for more than eiaht hours of medica2.. 
acoomoaniment for anv month during the retroactive pavrnent 
or undernavrnent claim periods, accordincr to the standards 
set fort~, in Section 50-061.435, the CWD shall issue a 
Notice o: l-.ccion for Adverse Information sPecifying that 
Pa:-t IV is in need of comnletion or recruestincr that the 
ciai:c,2.:-.: suttc:rt the hours claimec:. The Notice of Action 
shale also state that the claimant has 45 davs from the 
d 0 •~ of the Notice of Action to submit the comoleted 
section or orovide the additional information, if 
available, to the CWD. 

.1£.L I' ' Failure on the part of the claimant to respond within the
45 dav ne:riod shall result in denial of the unsunnorted 
portion of the claim. 

I: the CWD determines that the medical accomPaniment hours 
claimed durincr the retroactive pavment and underPavment 
oericd co not exceec eight hours, or if more than ekht 
f.ot.:.,..s ce:::- month are adeouately sutmo:rted bv informaticn 
sui:r:-,i ::ed en Par: IV of the Standard Claim Form, the CWD 
shall continue nrocessincr the claim. 

Sunnlementa:. Claim Fe:-::, 

.441 The CWD s~.a::. issue a Sucnlemental Claim Form to the claimant 
whe~.eveo: the CWD is unable to locate either a previouslv annroved 
ESS case record or a record of denial of IHSS elicribility. The 
;;urnose cf the Sunnlemental Claim Form shall be to: (1) recruest 
infor:na:1on fro::-, the claimant regarding the claimed recinient' s 
ar:tlvinc for and be::.na de,,ie:i IHSS during the retroactive oayrnent 
neriod; a:id (21 determine whether the person claimincr to have 
received. nrotective sutervision and/or medical accomoaniment 
services met and would have met the income/resource eligibilitv 
rec-uirements for IHSS services durincr the Period claimed. The 
CWD shall include a Notice of Action with the SuoPlemental Claim 
Form statincr that comnlet1on of the form is necessarv in order to 
further determine elicrii:ility for retroactive Pavrnents and 
under::oavrnents and that the claimant must return the comtleted 
forrr. to the CWD within 45 davs. 

If the CWD has no case record of an IHSS aonlication and/or 
denial for the claimed recioient durincr the retroactive 
navrnent oeriods being claimed, the Notice of Action 
accomcanving the Suonlemental Claim Form shall request the 
c:.a::.rr.ar,t to com::olete all narts of the Sunclemental Cla::.m 
Ferm in accordance with the criteria in Section 50-06:.4,2. 

I: the CWD has a case record showing the claimed recinient 
had acnlied for and was denied IHSS for the retroactive 
pavment neriods beincr claimed, but the CWD cannot determine 
from the case record whether the claimed recinient met IHSS 
income/resource elicribility criteria, the Notice of Action 
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accomnanvincr the Sunnlemental Claim Form shall recruest the 
claimant to comnlete Parts I, III, IV of the Sunnlemental 
Claim Form, relating to income/resource .elicribility for 
IHSS, in accordance with the criteria in Section 50-
061. 443. 

J.£l If the CWD has lost or destroyed its records or did not 
maintain adecruate records durincr the claimed Period, the 
CWD shall send the Sunolemental Claim Form recruestincr 
comnletion of annlicable Darts of the form, in accordance 
with the criteria in Section 50-061.443, 

.442 unon receipt the CWD shall date stamo the submitted Suoolemental 
Claim Form following the orovisions of Section 50-061.32(a) . 

. 443 The CWD shall review the submitted Suonlemental Claim Form to 
ensure that all recruired questions are answered, all recruired 
information is orovided, and that the form is signed and dated by 
both the claimant and a verifying witness. For the ourposes of 
this determination, the Suoolemental Claim Form shall be 
considered comolete when the recruired sections are comoleted as 
soecified in Section 50-061.441 and: 

ill The followincr information recruested in Part I, Section 1 is 
orovided: name and current or last known address of the 
spouse who claims to have provided orotective suoervision 
and/or medical accomoaniment services during the months 
claimed. 

ill Part I, Section 2, the name and current or last known 
address of the spouse who claims to have received 
nrotective suoervision and/or medical accomnaniment 
services duriny the months claimed, is comnleted. 

J.£l If Part II is applicable, Sections 1 and 2 recrues ting 
information and documentation related to an IHSS 
aonlication and/or denial for the person for whom it is 
claimed received Protective suoervision and/or medical 
accomnaniment services during the months claimed, is 
comnleted. 

J.Ql Part III, Sections 1, 2, and 3 relating to the (11 receiot 
of Supnlemental Security Income/State Sunnlemental Program 
(SSI/SSPI benefits by spouse named in Part I, Section 2: 
( 2 I combined monthly income for claimant and soouse; and 
(3) the amount of combined average monthly liquid resources 
in excess of S2250 for claimant and snouse; during the 
years for which hours are claimed. 

ill Part IV of the Supplemental Claim Form is signed and dated 
by the claimant. 
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ill Part IV, Section 2 is signed by a verifyincr witness, dated, 
with his/her address and relationshio to the claimant 
comoleted . 

. 444 If the CWD determines that the Suoolemental Claim Form is 
incomolete based on the criteria in Section 50-061.443, the CWD 
shall send a Notice of Action requestincr the missing information 
and attach to the Notice a cooy of the original Suoolemental 
Claim Form su.bmi tted. The Notice of Action shall soecify the 
section number of the form which is in need of comoletion and 
shall state that the claimant has 45 days from the date of the 
Notice of Action to submit the comoleted form or the claim will 
be denied. 

ill Uoon receiot of the information recruested in Section 50-
061.444, the CWD shall review the submitted information to 
determine whether the Suoolemental Claim Form is now 
comolete in accordance with Section 50-061. 443. If 
comolete, the CWD shall continue with processing the claim. 
If the Suoolemental Claim Form is still not comolete, the 
CWD shall denv the claim. 

. 445 If the comoleted Suoolemental Claim Form is not received from the 
claimant within the 45-day limit, the CWD shall denv the claim in 
accordance with Section 50-061.314 . 

. 446 Information submitted by the claimant on the Suoolemental Claim 
Form shall be oresumed to be true as long as the form has been 
signed and dated by both the claimant and a witness, unless the 
CWD has information available which contradicts information 
supolied by the claimant. If the CWD has such information 
available and the CWD determines that information indicates the 
claimed recioient of protective suoervision/medical accomoaniment 
services would not have been elicrible for IHSS, the CWD shall 
issue a Notice of Action for Adverse Information and attach a 
cooy of the contradictory information. The claimant shall have 
45 davs from the date of the Notice of Action to orovide 
additional information if available. 

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Reference: Amended judcrment regarding WRO v. McMahon dated July 19, 1991, 
Case No. 531015: and 20 CFR 416.1806. 
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Add Section 50-061. 45 to read: 

Existincr Case File and Information Requirement 

. 451 The CWD shall determine if there is an existincr case file with 
which to match claim information for determining elicribility . 

. 452 In accordance with Section 50-061.44, if the CWD cannot locate a 
case file for the IHSS recinient/applicant for whom it is claimed 
protective supervision and/or medical accomnaniment services were 
provided without IHSS comnensation, or if the CWD cannot 
determine eligibility from the existing case file for the months 
claimed, the CWD shall send the Sunnlemental Claim Form to the 
claimant . 

. 453 All information received and/or obtained in relation to the WRO 
v. McMahon court case, and all forms generated as a result of the 
court case, shall be retained by the CWD in a WRO case file for 
each claimant. These documents shall include, but not be limited 
to: 

ill Comnleted Standard Claim Form and any subseauent 
resubmittals; 

ill Comnleted Sunnlemental Claim Form, if annlicable, and anv 
subsecruent resubmittals and any documents submitted by the 
claimant in resnonding to the Sunnlemental Claim Form: 

J.£l. Comnleted Eligibility Determination Worksheets, includincr 
documentation of retroactive payment and prejudament 
interest calculations as well as undernayment calculations; 

ill A cony of any Notices of Action sent to the claimant; 

ill A cony of any correspondence with other CWDs in relation to 
the claim: 

ill All C~IPS docu.~ents; and, 

(crl A conv of all other documents used in the determination of 
el1gib1lity and computation of payments . 

. 454 The CWD shall not reauire the claimant to nrovide information 
other than that recruested on the Standard Claim Form and, if 
needed, the Sunnlemental Claim Form. However, the claimant shall 
be offered an opnortunity, in the form of a Notice of Action for 
Adverse Information, to submit additional information that might 
rebut a possible denial based on CWD records. The CWD shall 
consider any additional information submitted by the claimant to 
support his/her claim. 

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Reference: Amended judament regarding WRO v. McMahon dated July 19, 1991, 
Case No. 531015. 
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Adopt Section 50-061.46 to read: 

.46 Presumntive Need For and Provision of Protective Sunervision 

.461 If other information available to the CWD, including, but not 
limited to, nrevious or current IHSS casefiles, does not rebut 
the presumntion of need for nrotective sunervision, the person 
claimino to have needed orotective sunervision is oresurned to 
have needed Protective sunervision for the months claimed durincr 
the annlicable retroactive payment and/or undernayrnent oeriod if: 

ill A need for Protective supervision was assessed at any time, 
in which case the need shall be from that time forward; or, 

ill The need for protective sunervision is attested to bv a 
sworn statement on the Standard Claim Form from the 
claimant and verified by a sworn statement of a witness. 
The CWD shall consider any other documentation submitted by 
the claimant to sunnort the presumntion of need for 
protective sunervision . 

. 462 The nerson claimincr to have needed protective suoerv1s 10n is 
presumed to have received nrotective supervision services for the 
months claimed durincr the aonlicable retroactive navment and 
undernavment periods if the delivery of such services is attested 
to by a sworn statement from the claimant and verified by a sworn 
statement of a witness, contained on the Standard Claim Form, and 
other information available to the CWD, including, but not 
limited to, previous or current IHSS casefiles, does not rebut 
the presumntion of delivery of protective sunervision services. 

ill The CWD shall presume that any protective sunervision 
services provided and claimed were not provided 
voluntarily . 

. 463 If information available to the CWD rebuts the presumntion of 
either the need for or the delivery of protective sunervision 
services durino anv of the months claimed during the annlicable 
retroactive payment and underpayment period, the CWD shall issue 
a Notice of Action for Adverse Information and attach a cony of 
the contradictory information. The claimant shall have 45 davs 
from the date of the Notice of Action to provide additional 
information if available . 

. 464 If the CWD' s IHSS recordkeeping system shows no record of the 
claimed recinient ever annlyincr for or being denied IHSS for the 
period being claimed, the CWD shall issue a Notice of Action 
reouesting the claimant to comnlete an attached Sunnlemental 
Claim Form in accordance with Section 50-061.44. The claimant 
shall have 45 days from the date of the Notice of Action to 
submit the comnleted Sunplemental Claim Form. 
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STATE OF CALIFORNIA- HEALTH AND WELFARE AGENCY DEPARTMENT OF SOCIAL SERVICES 

;LEA ESTE AVISO! 

ES POSIBLE QUE EL PROGRAMA DE SERVICIOS DE CASA Y CUIDADO 

PERSONAL {IHSS) LE DEBA DINERO 

e,POR QUE ESTAMOS PAGANDO SALARIOS RETROACTIVOS? 

Una corte nos ordeno pagar salaries retroactivos a ciertas personas en una demanda colectiva conocida come 

Welfare 8.im:!1s Organization /WRO} ~ McMahon porque no pagamos "supervision con fines de proteccion" o 
"acompafiamiento medico" que se le di6 a ciertas personas de edad avanzada, ciegas o incapacitadas en el 

Programa de IHSS, de julio de 1983 a septiembre de 1985. A este esfuerzo se le llama .\!YB.Q. 

i,REUNE USTED LOS REQUISITOS PARA RECIBIR SALARIOS RETROACTIVOS? 

fs posible que usted reuna los requisites si contesta "sf" a ambas preguntas #1 y #2, asf como a la #3 o #4, con 

relaci6n a cualquier tiempo de julio de 1983 a septiembre de 1985. 

1. lEstuvo usted legalmente casado(a) o se consideraba casado(a) con una persona de edad avanzada, ciega o 

incapacttada en California, con la cual vivi6 y a la cual usted proporcion6 cuidado? 

2. lRecibi6 esa persona o solicit6 IHSS? 

3. lCuid6 usted de la persona en el hogar suyo para evitar lesiones porque la persona no tenfa control de sf 
misma, estaba confundida, tenfa impedimentos mentales, o enfermedades mentales, y pudo haberse lastimado 

a sf misma si se le hubiera dejado sola? (A esto le llamamos proporcionar "supervision con fines de 
protecci6n.") 

4. lAcompafi6 a esa persona para ir y venir a las citas con el medico porque se necesitaba la ayuda suya? (A 
esto le llamamos "acompafiamiento medico.") 

i,QUE DEBE HACER USTED? 

Si contest6 sf a ambas preguntas #1 y #2, asf como a la #3 o a la #4, o no esta seguro(a): 

1. Llene la forma de reclamo WRO. Usted recibi6 una con esta notificaci6n en el correo, o puede conseguir una 
en su departamento de bienestar del condado. Si necesita una forma de reclamo de WRO en espafiol, per 

favor comunfquese con la Secci6n de IHSS en su departamento de bienestar del condado. 

2. Presente la forma de reclamo WRO a mas tardar el 30 de septiembre de 1993 a su departamento de bienestar 

del condado. Enviela o llevela ahora. Si la presenta tarde, usted no recibira ningun dinero. 

lNecesita ayuda? Llame a su departamento de bienestar del condado u oficina de asesoramiento legal (Legal Aid) 

y pfdales informaci6n con respecto al reclamo WRO. 

LA FECHA TOPE PARA PRESENTAR EL RECLAMO ES EL 30 DE SEPTIEMBRE DE 1993. EL 
DEPARTAMENTO DE BIENESTAR DEL CONDADO TIENE QUE RECIBIR SU FORMA DE RECLAMO A MAS 
TARDAR EN ESTA FECHA O EL MATASELLOS DEL CORREO TIENE QUE MOSTRAR ESTA FECHA FINAL. 

TEMP 2040 {SP) (1 t/92) 





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

READ THIS NOTICE! 

THE IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM 

MAY OWE YOU MONEY 

WHY ARE WE PAYING BACK WAGES? 

A court ordered us to pay back wages to certain persons in a lawsuit called Welfare FlilJ!l1S Organization (rn Y... 

McMahon because we did not pay for "protective supervision" or "medical accompaniment" given to some aged, 
blind or disabled people in the IHSS Program from July 1983 through September 1985. This effort is called l{ffiO. 

ARE YOU ELIGIBLE FOR BACK WAGES? 

You !lliU:'. lllz eligible if you answer "yes" to both questions #1 and #2, as well as #3 or #4, for any time from July 

1983 through September 1985. 

1. Were you legally married to, or did you consider yourself married to an aged, blind or disabled person in 

California with whom you lived and to whom you provided care? 

2. Did that person receive or apply for IHSS? 

3. Did you watch the person in your home to prevent injuries because that person was nonself-directing, confused, 
mentally impaired, or mentally ill, and may have hurt themself if left alone? (We call this providing "protective 
supervision.") 

4. Did you go with that person to and from medical appointments because your help was needed? (We call this 
"medical accompaniment"). 

WHAT SHOULD YOU DO? 

If you answered yes to both #1 and #2, as well as #3 or #4, or are unsure: 

1. Fill out the WRO claim form. You received one with this notice in the mail. Or, you can get one from your 
county welfare department. If you need a spanish WRO claim form, please contact the IHSS Section of your 

county welfare department. 

2. File the WRO claim form by September 30, 19S3 with your county welfare department. Mail or take it in now. If 
you file late, your will not get any money. 

Need help? Call your county welfare department or legal aid office and ask about the WRO claim. 

THE DEADLINE FOR FILING A CLAIM IS SEPTEMBER 30, 1993. YOUR CLAIM FORM MUST BE 
POSTMARKED OR RECEIVED BY THE COUNTY WELFARE DEPARTMENT BY THIS DATE. 

TEMP 2040 {11/92) 





STATE OF CALIFORNIA-HEALTH ANO WELFARE AGENCY DEPARTMENT OF SOCIAL SERVICES 

LEA ESTA NOTIFICACION 
ES POSIBLE QUE EL PROGRAMA DE SERVICIOS DE CASA Y CUIDADO PERSONAL (IHSS) 

LE DEBA DINERO 
c:.POR QUE ESTAMOS PAGANDO SALARIOS RETROACTIVOS? 

Una orden de la carte nos ordeno pagar salaries retroactivos a ciertas personas en una demanda colectiva llamada Welfare 
Rights Organization(WRO) vs. McMahon porque no pagamos "supervision con tines de proteccion" o "acompaflamiento 
medico" que se les dio a algunas personas de edad avanzada, ciegas o incapacitadas en el Programa de IHSS de julio de 
1983 a septiembre de 1985. A este estuerzo se le llama Miller 11. 

i,REUNE USTED LOS REQUISITOS PARA SALARIOS RETROACTIVOS? 

Es posible que usted reuna los requisites si contesta "si" a ambas preguntas #1 y #2, asi coma ya sea a la #3 o a la #4, con 
respecto a cualquier tiempo entre julio de 1983 y septiembre de 1985. 

1. l,Estuvo legalmente casado(a) o se consider6 casado(a) con una persona de edad avanzada, ciega o incapacitada en 
California con la cual vivio, y a la que le proporciono cuidado? 

2. l,Recibio esa persona o solicito IHSS? 

3. l,Cuido usted de esa persona en el hogar suyo para evitar lesiones porque esa persona no tenia control de si misma, 
estaba contundida, tenia impedimentos mentales o entermedades mentales, y pudiera haberse lastimado si se le hubiera 
dejado sola (A esto le llamamos proporcionar "supervision con tines de proteccion"). 

4. l,Fue usted con esa persona a citas medicas porque se necesitaba la ayuda de usted? (A esto le llamamos 
"acompaflamiento medico"). 

i,OUE DEBE HACER USTED? 

Si usted contesto "si" a ambas preguntas #1 y #2 y ya sea a la #3 o a la #4 o no esta seguro(a): 
1. Obtenga la torma de reclamo WRO de su departamento de bienestar del condado. 
2. Entregue la torma de reclamo WRO a mas tardar el 30 de septiembre de 1993 a su departamento de bienestar del 

condado. Enviela o llevela ahora. Si presenta la torma tarde, usted no recibira ningun dinero. 

l,Necesita ayuda? Llame a su departamento de bienestar del condado u oticina de asistencia legal (Legal Aid) y pregunte 
acerca del reclamo Miller II. 

El plazo final para presentar la forma de reclamo es el 30 de septiembre de 1993. Su forma de reclamo tiene que 
mostrar esa fecha en el matasellos del correo, o que la reciba el departamento de bienestar del condado a mas tardar 
en esa fecha. 
TEMP 2041 (SP) (11192) 





STATE OF CALIFORNIA. HEALTH AND WELFARE AGENCY DEPARTMENT OF SOCIAL SERVICES 

READ THIS NOTICE 
THE IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM 

MAY OWE YOU MONEY 
WHY ARE WE PAYING BACK WAGES? 

A COURT ORDERED US TO PAY BACK WAGES TO CERTAIN PERSONS IN A LAWSUIT CALLED WELFARE RIGHTS ORGANIZATION 
(WRO) V. MCMAHON BECAUSE WE DID NOT PAY FOR "PROTECTIVE SUPERVISION" OR "MEDICAL ACCOMPANIMENT" GIVEN TO 
SOME AGED, BLIND OR DISABLED PEOPLE IN THE IHSS PROGRAM FROM JULY 1983 THROUGH SEPTEMBER 1985. THIC: 
EFFORT IS CALLED WRO. 

ARE YOU ELIGIBLE FOR BACK WAGES? 

· YOU MAY BE ELIGIBLE IF YOU ANSWER "YES" TO BOTH QUESTIONS #1 AND #2, AS WELL AS EITHER #3 OR #4, FOR ANY TIME 
FROM JULY 1983 THROUGH SEPTEMBER 1985. 

1. WERE YOU LEGALLY MARRIED TO, OR DID YOU CONSIDER YOURSELF MARRIED TO AN AGED, BLIND OR DISABLED 
PERSON IN CALIFORNIA WITH WHOM YOU LIVED AND TO WHOM YOU PROVIDED CARE? 

2. DID THAT PERSON RECEIVE OR APPLY FOR IHSS? 

3. DID YOU WATCH THAT PERSON IN YOUR HOME TO PREVENT INJURIES BECAUSE THAT PERSON WAS NONSELF­
DIRECTING, CONFUSED, MENTALLY IMPAIRED OR MENTALLY ILL AND MAY HAVE HURT THEMSELF IF LEFT ALONE? (WE 
CALL THIS PROVIDING "PROTECTIVE SUPERVISION") 

4. DID YOU GO WITH THAT PERSON TO AND FROM MEDICAL APPOINTMENTS BECAUSE YOUR HELP WAS NEEDED? (WE CAI 1 

THIS "MEDICAL ACCOMPANIMENT"). 

WHAT SHOULD YOU DO? 

IF YOU ANSWERED "YES" TO BOTH QUESTIONS #1 AND #2 AND EITHER #3 OR #4, OR ARE UNSURE: 

1. GET THE WRO CLAIM FORM FROM YOUR COUNTY WELFARE DEPARTMENT. 

2. FILE THE WRO CLAIM FORM BY SEPTEMBER 30, 1993 WITH YOUR COUNTY WELFARE DEPARTMENT. MAIL OR TAKE IT IN 
NOW. IF YOU FILE LATE, YOU WILL NOT GET ANY MONEY. 

NEED HELP? CALL YOUR COUNTY WELFARE DEPARTMENT OR LEGAL AID OFFICE AND ASK ABOUT THE WRO CLAIM. 

THE DEADLINE FOR FILING A CLAIM IS SEPTEMBER 30, 1993. YOUR CLAIM FORM MUST BE POSTMARKED OR RECEIVED BY 
THE COUNTY WELFARE DEPARTMENT BY THIS DATE. 
TEMP2041 {11192) 





Adopt Section 50-061.64 to read: 

.64 State Hearincrs 

.641 The ricrht to a state hearing on any WRO v. McMahon claim shall be 
granted only to WRO v. McMahon claimants or their authorized 
representatives. 

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Reference: Amended judgment regarding WRO v. McMahon dated July 19, 1991, 
Case No. 531015. 
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Adopt Secticn, 50-06:... s: to res.C:: 

. 6 5 T:-ea t:ner.: of Luc:-.:: s·~:r, Pavme:1ts in the IHSS Proaram 

.651 It s:oal: be the resnonsibility of the CWD to determine if the 
lumn sure WRO v. McMahon retroactive payments and under-oayments 
affect c:: does not affect the continued eligibility of all WRO v. 
McMahc:r. claimants who are currentlv IHSS recinients . 

. C ;_ ,:::-J v. Mc:-'.ahor. -oavments shall be disrecra::ded for IHSS financial 
elicribilitv determinations for the month of recei-ot and the 
f o llowinc mo-r.~h. Any remainincr balance from the WRO v. McMahc:-. 
navments shall be counted as a resource in the second montr. 
fcllo~~~= :~e ~=~th of receint. 

Autho::-itv C'i .. .::.--'• Se::ic:-.s :!.0553 and '.1..0554, Welfare and Institutions Code. 

Refe:rence: AmeY::oed iudcmer,t recrardina WRO v. McMahon dated Julv 19, 1991. 
Case Kc. 53:!.0::. 
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_,! ADnendix - WRO Forms 

ill The followina forms are to be used to process WRO claims: 

ill Poster - 2041 (Eng/SD) (11/92) 

ill ExDlanatory Flyer - 2040 (Eng/So) (11/92) 

ill Standard Claim Form - 2007 (Eng/Sp) (11/92) 

ill Suoolemental Claim Form - 2006 (Eng/SD) (11/92) 

ill Underpayment Worksheet - 2008 (11/92) 

ill Retroactive worksheet - 2009 (11/92) 

Authoritv Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Reference: Amended judament reaarding WRO v. McMahon dated July 19, 1991, 
Case No. 531015. 
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Adopi: Sections 50-061. 7 and . 8 to read: 

.:.J.. Monitorincr CWD Comuliance 

. 71 Countv Statistical Reuorts 

. 711 Beginnincr Februarv 1, 1993 and continuing until an eligibility 
determination has been made on each claim received, the SDSS 
sha:l ccrr,cile a monthly reuort on retroactive pavment cla:.ms and 
a seoarate monthly report on underpayment claims. The reuorts 
shall contain the following information: 

ill The number of claims received:

M The number of claims deniedi

l£l The number of claims aouroved:

Id) The number of claims pendinc: and, 

J..tl The amount of oayments auuroved.

. 72 Final Renart 

. 721 SDSS shall obtain from the CMIPS a final reuort, by county, that 
includes the following: 

ill The number of claimants oaid:

M The total amount of retroactive oayments:

l£l The number of underuayments paid: and,

_ill]_ The total amount of underpayments paid. 

. 73 Case Reviews 

.731 Based on the cruarterly reuorts, SDSS shall determine the fifteen 
115) counties having the larcrest number of claims over the eicrht­
month period . 

. 74 County Coooeration 

.741 Each CWD shall coouerate with SDSS in uroviding information 
deemed necessary to monitor county comuliance with the Provisions 
of these recrulations and the WRO v. McMahon final judgment. 
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ill If the claimant does not respond within the 45 days and 
provide information to rebut the CWD's contradictory 
information, the CWD shall issue a Final Notice of Action 
denyinq the claim for the months of ineliqibility . 

. 634 For each claim denied, the Notice of Action shall clearly state 
the reason(s) for each period claimed and denied . 

. 635 For each aooroved claim in which the claimant is currently an 
IHSS recioient, the Notice of Action shall advise the claimant 
that the Payment received as a result of his/her WRO v. McMahon 
claim may adversely affect his/her IHSS, SSI eligibility or other 
aid Program eligibility and tax liability. 

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Reference: Amended iudament regardinq WRO v. McMahon dated July 19, 1991, 
Case No. 531015. 
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Adopt SeC'tion 50-061.63 to read: 

.63 Notices of Action 

.631 For each claim received for retroactive payments and 
underPayments, the CWD shall issue a final Notice of Action. The 
Notice of Action shall contain the followincr information: 

ill The month(sl determined eligible and/or inelicrible fer 
retroactive pavrnents and/or underpavrnents. The reason(s) 
for any months determined ineligible shall be clearly 
stated: 

M The amount of retroactive Payments due for each month. 
which shall be shown with and without interest: 

l£l The amount of retroactive Pavrnents and interest due for 
each year, if Payments are claimed for more than one year: 

ill The total retroactive payments due and the total amount of 
interest due: 

ill The combined amount of retroactive Payments and interest 
due: 

ill The amount of underPayments due for each month, for each 
year if Payments are claimed for more than one year, and 
the total underpavrnents due: 

J._gJ_ A statement recrarding withholdincr taxes: 

(hl A statement regarding the claimant's right to a State 
Hearincr on WRO v. McMahon determinations made by the CWD 
and information on how to recruest such hearings: 

ill The final Notice of Action aPProving or denying WRO claims 
for medical accomPaniment shall sPecify the exact amount of 
and reason for adjusted hours, if any, for the service of 
medical accomoanirnent . 

. 632 Each Notice of Action issued due to the claimant's failure to 
complete either the Standard Claim Form or Suoolemental Claim 
Form in its entirety shall specify those sections of the form in 
need of completion . 

. 633 Each Notice of Action as a result of the CWD having contradictorv 
information shall include a cony of the information and shall 
advise the claimant that he/she has 45 days from the date of the 
Notice of Action to provide additional information, if available, 
or the claim shall be denied. 
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Adopt Section 50-061.62 to read: 

Preiudament Interest 

.621 Preiudament interest for retroactive oayments only shall be 
calculated at the following rate: 

ill Ten percent for the oeriod July 1, 19 83 throuch
seotember 30, 1985 . 

. 622 The interest shall be comouted on the amount of the monthly 
payment uo through the last day of the month following the month 
in which payment is authorized. 

Authority Cited: Sections 10553 and 10554, Welfare and Insitutions Code. 

Reference: Amended judament recrarding WRO v. McMahon dated Julv 19, 1991, 
Case No. 531015. 
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AdoI?t Section 50-061.61 to read: 

.,1 General Provisions 

.61 Share of Cost 

. 611 The CWD shall not consider any recipient share of cost when 
comnuting the amount of retroactive payments and/or underpayments 
due. 

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Reference: Amended iudcrment regarding WRO v. McMahon dated July 19, 1991, 
Case No. 531015. 
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Adopt Section 50-061.58 to read: 

.58 IHSS S:atutorv MaximlL~ Durincr Retroactive Payment and Underpavment 
shall ts: 

Effective Date NS! SI 

7 /1/83 6/30/84 $604 $87 2 
7 /1/8~ E1 ,.0/85 $638 $921 
I/-:_/ 8: 8/31/86 $674 ill.! 

Authoritv Cited: Sec:icns 10553 and 10554, Welfare and Institutions Code. 

Reference: Amende" judcrment recrardincr WRO v. McMahon dated July 19, 1991, 
Case K2. 531015, and Sections 12300, 12303.5, 12304, Welfare and 
I~s:i:~tions Code. 

30 



.,jJ_ Calculating the Actual Undernayments - Claims With and Without IHSS 
Case Records 

.571 The CWD shall use Section 50-061.54 for the calculation of 
undernayments for claims with an IHSS case record, and are 
otherwise eliaible to receive undernayments . 

. 572 The CWD shall use Section 50-061. 55 to calculate undernayments 
for claims with no IHSS case record, and are otherwise eligible 
to receive undernayments. 

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Reference: Amended judgment regarding WRO v. McMahon dated July 19, 1991, 
Case No. 531015; and Sections 12300, 12303.5, 12304, 12304.5, 
Welfare and Institutions Code. 
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ill Under-oayments due shall not be subject to -orei'udgme;,t 
interest. . 

. 554 After com-oletion of calculations for retroactive Pavments and/or 
underpayments, the CWD claim Processor and his/her immediate 
supervisor shall sicrn and date the aPProPriate worksheet at the 
space Provided . 

. 56 The c-,ro shall use the WRO v. McMahon Under-oayment Eligibility 
Determination Worksheet to document all determinations for undernayment 
claims which were determined eligible for retroactive payments. 
Information from the Standard Claim Form, Retroactive Pavment 
Eligibility Determination Worksheet, and Supplemental Claim Form and 
case record, where available, shall be used to comnlete the worksheet . 

. 561 The CWD shall record the claimed Provider's and reciPient's 
names, social security numbers, and case number, at the ton of 
Part I. 

.562 The CWD shall determine the claimant• s elicribili ty for 
retroactive Pavments by reviewing the Retroactive Pavment 
Eligibility Determination Worksheet, and shall document these 
findings on Part I, ste-o #1 and #2, of the worksheet. 

ill If the claimant is not eligible for retroactive nayments 
under WRO, the CWD shall deny the claim for underpayments. 

(b) If the claimant is elicrible for retroactive payments under 
WRO, the CWD shall determine if the claimant is eligible 
for retroactive Payments throucrh the end of the retroactive 
period, Se-otember 30, 1984. 

ill If the claimant is not eligible for retroactive 
payments through the end of the retroactive period, 
Sentember 30, 1984, the CWD shall deny the claim for 
undertiayments. 

ill If the claimant is eligible for retroactive pavments 
through the end of the retroactive payment Period of 
September 30, 1984, the CWD shall proceed to ste-o #3 
of the worksheet . 

. 563 The CWD shall determine if there is an IHSS case record for the 
claim. 

ill If there is no case record, CMIPS shall calculate 
underpayments using nonseverely imnaired maximums. 

(b) If there is a case record, CMIPS shall calculate 
under-oayments at the aPProPriate maximums, subtractinc 
payment amounts for previously authorized IHSS services. 
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.552 Part II, Section A of the annrooriate worksheet shall be utilized 
to record hours of nrotective suoervision and/or medical 
accomoaniment hours claimed, adjusted medical accomnaniment hours 
as determined by the CWD, and total adjusted hours claimed, as 
described in Section 50-061.542(a) throucrh (el. 

, 553 For each claim in which the CWD has either located a record of 
IHSS denial or the CWD has been unable to locate a case record 
and elicribility for IHSS has been established bv the resnonses on 
the Suoolemental Claim Form, the CWD shall use Part II, Section E 
of the annropriate worksheet to calculate and document the 
payments due for each month as follows: 

ill A determination of whether the claimant is "class
elicrible," as indicated on Part I, sten #2, shall be 
entered for each eligible month in Column 2. 

(bl The number of hours claimed as entered in the first and 
fourth columns of Part II, Section A, shall be entered in 
the aopronriate snace in Column 3. 

ill The dollar amount claimed, which shall be determined bv 
multinlying the number of hours claimed by the CWD's lowest 
individual orovider hourly wace rate during the period 
claimed, shall be calculated bv CMIPS in Column 4. 

(d) The anolicable nonseverelv imoaired statutory maximum, as 
snecified in Section 50-061.58 shall be calculated by CMIPS 
in Column 6. 

ill The CWD shall use the aonlicable nonseverelv imnaired 
statutorv maximum to calculate navments for all 
eligible cases in which: the CWD has no record of 
denial or the case record could not be located: 
eligibility has been established through the 
SunPlemental Claim Form: and available evidence does 
not clearly show recinient need at the severely­
imnaired level. The CWD shall enter the annroPriate 
imnairment level in Column 7, 

ill The total retroactive Payment and/or underoavments due, 
which shall be the amount claimed, as sPecified in Section 
50-061.543(c) and entered in Column 4, provided the amount 
claimed for any month does not exceed the applicable 
nonseverely impaired statutory maximum during the month 
claimed, shall be calculated by CMIPS in Column 9, 

ill The total payments due shall be limited to the 
annlicable nonseverely imPaired statutory maximum 
amount during the month claimed. 

ill Claimants entitled to retroactive pavments shall also 
be entitled to orejudament interest. 
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ill If the case record indicates that the IHSS recinient
was severely imnaired, CMIPS shall calculate payments 
using the applicable severely imnaired maximums. If 
the case record indicates that the IHSS recinient was 
nonseverely imnaired, CMIPS shall calculate nayments 
us incr the anplicable nonseverely imnaired maximums. 
The CWD shall enter the annronriate imnairment level 
in Column 7. 

ill The annlicable statutory maximum, as snecified in Section 
50-061.58 minus the amount oricrinally authorized, as 
entered in Column 5, shall be calculated by CMIPS in Column 
h 

ill Total retroactive payments and/or undernayments due shall 
be calculated by CMIPS in Column 9. 

ill For those claims in which it has been established
from the case record that the person who is claimed 
to have received protective sunervision services was 
an IHSS recioient, the total retroactive navments 
and/or underpayments due shall be the lesser of the 
fa llowincr: 

ill The difference between the aoolicable statutorv 
maximum, as snecified in Section 50-061.58 and 
the amount originally authorized, as entered in 
Column 5, or 

ill The amount claimed, as entered in Column 4. 

ill Claimants entitled to retroactive oavments shall also 
be entitled to prejudgement interest. 

ill CMIPS shall calculate the amount of prejudcrment
interest due based on the amount of retroactive 
payments nresent in Column 9. 

ill Undernayments due shall not be subject to orejudcrment 
interest . 

. 544 After ·co~nletion of calculations for retroactive payments and/or 
underpayments, the CWD claim processor and his/her immediate 
sunervisor shall sign and date the annronriate worksheet at the 
snace nrovided. 

ill Calculating the Actual Retroactive Pavments and/or Undernayments 
-Denied and No Record Cases 

. 551 Parts II, III, and IV of the Standard Claim Form, and the case 
record and the Sunplemental Claim Form, if used, shall be 
utilized to calculate retroactive payments and undernayments due 
on the Retroactive Payment Eligibility Determination Worksheet 
and the Undernayment Eligibility Determination Worksheet. The 
CWD shall use the annronriate worksheet to calculate retroactive 
payments and underpayments if the claimant is found eligible. 
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ill Medical accompaniment hours claimed shall be adiusted bv 
the CWD when the monthly amount of medical accomPanimen: 
hours claimed are more than eight hours per month, and are 
not supported by information submitted on Part IV of the 
Standard Claim Form or other information submitted bv the 
claimant. 

(d) The CWD shall review all information submitted bv the 
claimant in response to the Notice of Action for Adverse 
Information recraraincr claims for medical accompaniment 
hours which exceed eight hours Per month. The CWD may use 
the medical accomPaniment regulations contained in MPP 
Section 30-757.15, to determine the correct assessment for 
this service if the claimant is determined elicrible for 
retroactive Payments for this service. The CWD shall enter 
the adjusted figure for medical accomPaniment hours claimed 
in the third column of Part II, Section A, of the 
aPProPriate worksheet. 

ill The CWD shall enter total medical acccmPaniment hours, 
after adjustment if aPPlicable, for each month claimed, in 
the fourth column of Part II. Section A, of the aoProoriate 
worksheet . 

. 543 For each claim in which IHSS elicribility durincr the aPPlicable 
retroactive Payment and/or underPavrnent Pe::iods has been 
established by the findings in the case record, the CWD shall use 
Part II, Section B of the aPoroPriate worksheet to calculate and 
document the Pavrnents due for each month as follows: 

ill A determination of whethe:: the claimant is "class 
elicrible,• as provided on Part I, steP #2, shall be entered 
for each eligible month in Column 2. 

ill The number of hours claimed as entered in the first and 
fourth columns of Part II, Section A, shall be entered in 
the aooroPriate space in Column 3. 

ill The dollar amount claimed, which shall be determined bv 
rnultiPlying the number of hours claimed bv the CWD's lowest 
individual provider hourly wage rate during the Period 
claimed, shall be calculated by CMIPS in Column 4. 

ill. The amount of payment the IHSS recipient was originally 
authorized during the aoPlicable retroactive Payment and/or 
underpayment Period shall be entered by the CWD, from the 
case record, in Column 5. 

ill The applicable statutory maximum as specified in Section 
50-061.58 shall be entered by CMIPS in Column 6. 
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1~· I: the claimant's response on Part III, Sections 2 and 3; 
c: :ne Forrr. ind:.cate that the IHSS income/resource 
elicribilitv rerruirements would not have been met during the 
pe::-iod claimed, the CWD shall denv the claim for those 
cer:cd Is I of inelicribility, document the reason for denial. 
and then c::-oceed to Section 50-061. 55 for any remaining 
peyicd(s) o: eligibilitv. 

:: tte claimant's resDonses on Part III, Sections 2 and 3, 
c: the form indicate that the IHSS income/resource 
e:1c:.bili ::v recruirements would have been met durincr the 
period claimed, but the CWD obtains information which 
contradicts that sucPlied by the claimant, the CWD shall 
issue a Notice of Action for Adverse Information and attach 
a cccv of the contradictory information. The claimant 
shall have 45 days from the date of the Notice of Action to 
Provide additional information if available . 

. 533 If the claimant fails to return the completed SuPclemental Claim 
Form to the CWD within 45 days from the date of the Notice of 
,.::::c., ::~e CWD shall denv those months in which the IHSS 
e· •c-•·0 11, rv could not be established. If there are anv remainincr 
months of cocential elicribility, the CWD shall determine 
e:::.:::-::.::::~ ::.:.tv a:'.":.d sha~l D!'oceed, as atmlicabie, to Section 50-
0c:.ss. 

Calcula':inc t:1e Actual Retroactive Payments and Underoavments - IHSS 
Case Re-:c-rC. Fe:- Period Beincr Claimed 

. 541 Pc.rts __ , :;::: , and IV of the Standard Claim Form and information 
from the case record, if available, shall be utilized to 
calculate ret::-oactive cavments and undernayments due on the 
Retroactive Payment Elicribility Determination Worksheet and the 
Unde::-cavment Elicribilitv Determination Worksheet. The CWD shall 
use t:ie acnrocriate worksheet to calculate retroactive pavments 
a::6 unde:--cavme:-its if the claimant is found eligible . 

. 5?2 Par: II, Section A of the accroPriate worksheet shall be utilized 
tc record hours of cro:ective sucerv1s1on and/or medical 
acccm,oani:nent hours claimed, adjusted medical accomPaniment hours 
as determined bv the CWD, and total adjusted hours claimed. 

Total crotective sucervision hours, if claimed, shall be 
entered in the first column of Part II, Section A, of the 
accrcoriate worksheet, for each month claimed. 

(t, Medical accomcanime:1t hours claimed, if the claimant is 
dete::-:ni.::e:i elicrible to be naid for medical accomoaniment 
uPon review of Part IV of the Standard Claim Form by the 
CWD, shall be entered in the second colurrm of Part II, 
Section A, of the accrooriate worksheet, for each month 
claimed. 
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davs from the date of the Notice of Action to orovide 
additional information if available. The CWD shall proc2ss 
the claim for any remaining monthlsl of elicribility, 
pending the receiot of a resoonse from the claimant . 

. 523 Determine from the case record whether the IHSS recioient was 
receivincr the statutory maximum oavment, as described in Sectior. 
50-061.58, during any eligible month(s) claimed. Check the 
aoorooriate resoonse on step #6 of the worksheet. 

ill For anv elicrible month(s) claimed in which the IHSS 
reciPient was receiving the statutory maximum Payment, the 
CWD shall issue a Notice of Action for Adverse Information 
and attach a coPv of the relevant information from the case 
record. The claimant shall have 45 days from the date of 
the Notice of Action to provide additional information 
reaardina their level of authorized hours, if available. 

(j~ The CWD shall proceed to Section 50-061.54 and determine if 
there are any remainincr month(sl in which the case was not 
authorized the statutorv maximum . 

. 524 Determine from the case record whether the claimed IHSS reciPient 
was severelv imoaired (SI) or nonseverely imPaired (NSI) anc. 
check the aPProPriate resPonse on steP #7 of the worksheet . 

. 53 In determining elicribility for those claims in which the claimed 
reciPient of Protective sunervision and/or medical accomoaniment was 
denied IHSS durincr the monthls) claimed, the CWD shall comPlete steP #8 
of the Retroactive Payment Elicribility Deter~ination Worksheet, locate 
the record of denial, and follow the procedures in Sections 50-061.521 
and .522. The CWD shall proceed to Section 50-061.55 for instructions 
to complete the calculation of net payments on WRO claims in which an 
IHSS case had been denied and the WRO claimant is determined eligible 
for payments . 

. 531 If the CWD is unable to determine from the record the reason for 
denial of IHSS durincr either the entire or nartial period 
claimed, the CWD shall issue a Notice of Action and a 
Suonlemental Claim Form to the claimant to establish whether the 
claimed recipient of protective suoerv1s1on and/or medical 
accomoaniment would have met the income/resource eligibility 
reauirements for IHSS. The claimant shall have 45 days from the 
date of the Notice of Action to comolete the Suoolemental Claim 
Form and return it to the CWD, or the claim shall be denied . 

. 532 Uoon the CWD's receiPt of the comoleted Supolemental Claim Form, 
for denied IHSS cases, the CWD shall check the aoorooriate 
responses on Part I, steps #9 through #11 of the worksheet. The 
CWD shall oroceed to Section 50-061.55 if: 

ill The claimant's responses on Part III, Sections 2 and 3 of 
the form indicate that the IHSS income/resource eligibilitv 
requirements would have been met during the period claimed. 
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.J..tl I: there is a record of aPProval or denial the CWD shall:

(1) proceed to steD #4 of the worksheet if there is a 
record of aPDroval for IHSS. 

ill proceed to steD #8 of the worksheet if there is a 
record of denial for IHSS. 

ill If there is no IHSS case record, the CWD shall send the 
claimant a Suoolemental Claim Form. 

. 52 In determinincr elicribili ty for those claims in which the CWD has 
verified by case record that the claimed reciDient of protective 
supervision and/or medical accomoaniment services was authorized IHSS 
during the month(s) claimed, the CWD shall do the followincr, usincr the 
Retroactive Payment Eligibility Determination Worksheet, Part I, steDs 
#4 through #7: 

.521 Determine whether the case record indicates that Drotective 
suDervision and/or medical accomDaniment services were denied 
during the month ( s) claimed for a reason other than because a 
SDouse was providing the service, and check the aPDroDriate 
resoonse on steD #4 of the worksheet. 

ill If, for anv month(s) claimed, the case record indicates
that the denial was based on a reason other than the 
provision of protective suDervision and/or medical 
accomoaniment by the sDouse, the CWD shall issue a Notice 
of Action for Adverse Information and attach a coDy of the 
information which indicates the reason for denial of 
protective suoervision. The claimant shall have 45 days 
from the date of the Notice of Action to Drovide additional 
information if available. The CWD shall Process the claim 
for anv remaining month(s) of elicribility, Pending receiPt 
of a resnonse from the claimant . 

. 522 Determine whether any information exists outside the case record 
which indicates that orotective suDerv1s1on and/or medical 
accomPaniment services were denied during the month ( s I claimed 
for any reason other than those services were orovided bv the 
spouse, and check the aDproDriate response on steo #5 of the 
worksheet. Information outside the case record may consist of, 
but not be limited to, the CWD's knowledcre of the IHSS 
recipient's placement in a state hosDital or other type of out­
of-home care during the month(s) claimed. 

ill If, for anv month(s) claimed, information exists outside 
the case record, as described in Section 50-061.522, the 
CWD shall document the reason on the provided sDace on the 
worksheet, issue a Notice of Action for Adverse 
Information, and attach a coDv of the information which 
indicates the reason for denial of protective supervision 
and/or medical accomDaniment. The claimant shall have 45 
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Adopt Sections 50-061.51, ,52, .53, .54, .55, .56, and .57 to read: 

.:i Use of County Worksheets to Document Findings and Calculate Payments Due . 

. 51 The CWD shall use the WRO v. McMahon Retroactive Pavment Eligibilitv 
Determination worksheet to document all determinations made on each 
claim submitted. Information from the Standard Claim Form, and the 
Suoolemental Claim Form and case record, where available, shall be used 
to comolete the worksheet . 

. 511 The CWD shall record the claimed provider's and reciPient's 
names, social security numbers, and case number, at the too of 
Part I of the worksheet . 

. 512 The CWD shall determine the claimed recioient's eligibility for 
class membershio by reviewing the claimant's resoonse on Part I, 
Section 2 of the Standard Claim Form, and shall document these 
findinas on steo #1 of the worksheet 

fil If the claimant answered "yes" to auestions 2A, and 2B, and 
2E, and 2F, and either 2C or 2D of the Standard Claim Form, 
the CWD shall Proceed to steo #2 of the worksheet. 

(b) If the claimant answered "no" to questions 2A, or 2B, or 
2E, or 2F, or both 2C and 2D the CWD shall issue a denial 
Notice of Action exolaining that the claimed recipient is 
not a WRO class member . 

. 513 The CWD shall determ ne if the claimed recioient aoolied for or 
was denied IHSS during the retroactive claim oeriod by reviewina 
the claimant's resoonse on Part I, Section 2, auestion 2G, of 
the Standard Claim Form. and shall document this finding on steo 
#2 of the worksheet. 

fil If the claimant answered "ves" to either oart of auestion 
2G of the Standard Claim Form, the CWD shall proceed to 
steo #3 of the worksheet. 

M If the claimant answered "no" to both Parts of question 2G 
of the Standard Claim Form, the CWD shall issue a denial 
Notice of Action. 

l£.l If the claimant answered "unknown" to either part of 
auestion 2G, the CWD shall attempt to locate the case 
record, or record of denial. If neither can be located, the 
CWD shall send a Suoplemental Claim Form to the claimant . 

. 514 The CWD shall determine if there is any record of an IHSS 
aPproval or denial, and shall document this findina on step #3 of 
the worksheet. 
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Adopt Section 50-061.48 to read: 

Eliaibility for Underpayments 

.481 WRO claims shall be eligible for underpayment consideration onlv 
if their eligibility for WRO retroactive Payments extended 
throuah the end of the retroactive Pavment claim Period, 
September 30, 1984. 

ill Claimants shall have their WRO claim for underoayments 
denied if their eligibility for retroactive payments does 
not extend through the end of the WRO retroactive Payment 
claim period, SePtember 30, 1984. Their WRO claim for 
underPayments shall be denied with a Notice of Action 
stating the reason for the denial. 

HANDBOOK BEGINS HERE 

(bl Eligibility for underpayments in WRO results from IHSS 
cases or WRO cases carried through the effective date of 
the corrected spouse Provider recrulations, MPP 30-
763. 214 (f), SePtember 1984. Potentiallv eligible cases are 
those that were not corrected as of the effective date of 
the revised regulations. Claims or underpavments in whic~ 
there was not an active case recruirina uPdatina to reflec: 
the housemate recrulations shall be denied, with the 
exoectation of aPProved WRO · claimants whose eligibility 
extends throuah the end of the retroactive claim Period. 

HANDBOOK ENDS HERE 

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Reference: Amended judaement recrarding WRO v. McMahon dated Julv 19, 1991, 
Case No. 531015. 
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.@.]__ If the claimant does not submit the Suoolemental Claim Form 
within the 45-dav period, the claim shall be denied. 

ill If the claimant submits the Suoolemental Claim Form, and it 
is comolete based on criteria contained in Section . 443, 
the CWD shall continue processing the claim. 

ill If the submitted Suoolemental Claim Form is incomolete 
based on criteria contained in Section 50-061.443, the CWD 
shall follow instructions in Section 50-061.444. 

ill If the CWD determines that information suoolied bv the 
claimant verifies that the claimed recioient did in fact 
aooly for and was denied IHSS during the retroactive 
payment oeriod being claimed, the CWD shall continue 
processing the claim to determine eligibility for payments. 

M If the CWD determines that the information suoolied by the 
claimant does not verify the claimed recioient aoolied for 
and was denied IHSS during the retroactive payment oeriod 
beincr claimed, the CWD shall issue a denial Notice of 
Action stating the soecific reason(sl for the denial. 

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Reference: Ar ended judcrrnent recrardincr WRO v. McMahon dated July 19, 1991. 
Case No. 531015. 
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Adopt Section SO-OE::.,- t::, read: 

.47 Presurr:::tive Need Fe:- a::1.C. Prcvisior. of Medical Accomoaniment 

.471 I: ot:ier i:'lfor:r,ation available to the CWD, including, but not 
lir:".:. tee. tc. :,revious or current IHSS casefiles, does not rebut 
the Dresunmticr, of need for medical accornDanirnent, the person 
clai.:rii~:C" to have needed medical accompaniment is nresurned to have 
needeC. rr.eticc.l accomnanirne!:t for the months claimed durino t.!1e 
at:-:·iica::~~- :-e:roactive nayrnent and/or undernayrnent oeriod if: 

ls.:_ A need for medical accornnanirnent was assessed at any time, 
in which case the need shall be from that time forward: or, 

ill The neec. for medical accornnanirnent is attested to by a 
sworn s taternent on the Standard Claim Form from the 
claimant and verified by a sworn statement of a witness, 
The CWD shall consider any other documentation submitted by 
the claimant to sunDort the presumntion of need for medical 

. (72 The -ce:-scn claimincr tc "r.ave needed medical accomoanirnent is 
tres'.l~.s:::. ~o ha-.•c. receive::. rr.e:::.:..cal accomnanirnent services for the 
r.::--_::.s c2..a:.!1".e·...: C.urino the annlicable retroactive oavment and 
t::'.de:--:-a•,,-::-.e:--.t -ce:-ioC.s if the deliverv of such services is attested 
tc bv a swcr~. s tatemen: frcr, the clairnam: and verified by a sworn 
stateme~: cf a witness, c~~tained on the Standard Claim Form, and 
ct',e~ inforr:",a :ion available to the CWD, includincr, but not 
lim: teC: :C>, nre•tious o:- C'..1:-rent IHSS casefiles, does not rebut 
the: o:res~'T:c::.2~. of delive:r·r of medical accomnaniment services. 

The cw::: shall oresUT.".e that anv medical accomoaniment 
Se!."vices orovided and claimed were not provided 
vcluntarilv . 

. C3 n infcrr:",a::.on available to the CWD rebuts the oresumntion of 
e:the::- :he nee':. for or the deliverv of medical accomoaniment 
se::-·:ices d'J:rir.a a:iv of the months claimed during the annlicable 
re troac :ive ca'-~.e:-.t and underoayment Period, the CW shall issue 
a Not:ce of Ac:icn for Adverse Information and attach a conv of 
t:-'.e c~:;.:radictor·: information. The claimant shall have 45 davs 
fro::-1 ::-:e da ::e o: the No :ice of Action to orovide addi ticnal 
i.nfor:nat1on i.:' available . 

. 4 7 4 I: tr,e om r:-:ss recordkeening sys tern shows no record of the 
c:aimet reci=ie~: eve::- acolvina for or beina denied IHSS for the 
-ce::-:..sC. te~:-.:::: claimed, :.he CWD shall issue a Notice of Acticn 
rec:"1esti~.c ::-.e claima:1c to cornnlete an attached Sunolemental 
Claim Ferr:", ir. accordance with Section 50-061, 44. The claimant 
shall have 45 davs from the date of the Notice of Action to 
submit c::e ccmr::leted Sunnlemental Claim Form. 

18 

  



ill If the claimant does not submit the Suoolemental Claim Form 
within the 45-day period. the claim shall be denied. 

ill If the claimant submits the Suoolemental Claim Form, and it 
is comolete based on criteria in Section 50-061. 443, the 
CWD shall continue processing the claim. 

ill If the submitted Suoolemental Claim Form is incomolete 
based on criteria in Section 50-061.443, the CWD shall 
follow instructions in Section 50-061.444. 

ill If the CWD determines that information sumilied bv the 
claimant verifies that the claimed recioient did in fact 
aooly for and was denied IHSS during the retroactive 
payment period being claimed, the CWD shall continue to 
process the claim to determine eligibility for payments. 

ill If the CWD determines that the information supolied by the 
claimant does not verify the claimed recioient aoplied for 
and was denied IHSS during the retroactive payment period 
being claimed, the CWD shall issue a denial Notice of 
Action stating the qecific reason(s) for the denial. 

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code. 

Ieference: Amended judament regardincr WRO v. McMahon dated July 19, 1991, 
Case No. 531015. 
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STATE Of CALIF0RNIA HElllTH ANO WELFARE AGENCY OEP/\R™ENTOf SOCI/\L SERVfCES 

WELFARE RIGHTS ORGANIZATION (WAC) V. MCMAHON 
PROVIDER STANDARD CLAIM FORM 

INSTRUCTIONS: Please print. This form must be completed to determine if we owe you any money. If you need help completing this 
form, contact the IHSS Section of your county welfare department. Be sure to sign your name in Part I, Section 6 and 
have someone who knows that you provided protective supervision and/or medical accompaniment to your spouse sign 
his/her name in Section 7 of Part I. 

If you need a Spanish WRO claim form, please contact the IHSS section of your county welfare department. 

REMEMBER: This form must be sent/delivered to the county welfare department by September 30, 1993. If mailed, the envelope 
must be postmarked by September 30, 1993. If not postmarked or received in the county welfare department by that 
date, your claim will be denied. 

NOTE, Part l of this form asks questions about you and your spouse who needed protective supervision and/or medical accompaniment. 
Part l! asks you for spedlic information about when protective supervision and/or medical accompaniment were actually 
provided. Part Ill asks for information aOOut your providing protective supervision and/or medical accompaniment beyond the 
WRO retroactive payment period. Part IV asks for information about each medical source to which your spouse required medical 
accompaniment. 

PARH 
1. YOUR NAME SOClAL SECllfllT'I NUMBER ;ELEP~E NUMBER 

CURRENT ADORES$ (NUMBER. STREET) APIIRTMENTISP/\CE NUMBER 

'"' COUNTY ST/\TE· ZIPCOOE

2. Check the appropriate box for each of the followmg questions. At any hme 
between the period July 1983 through September 1984: YES NO UNKNOWN 

A. Was your spouse 65 or older, blind, or disabled ? . D D 
B. Did he/she live in California? .. D D 

your because appointments medical to spouse your with go you Did C. 
accompaniment)? (medical required was assistance .......................... D D 

D. Did you have to watch out that your mentally ill or confused spouse was 
not injured or harmed doing normal, daily activities 
(protective supervision)? D D 

E. If you had not provided the services, might your spouse have received 
inadequate services or have been inappropriately placed somewhere other 
than his/her own home? D D 

was there because one get not could or job a up give to have you Did F. 
services?the provide to person suitable other no  ................................... D D 

G. Did your spouse apply tor and receive In-Home Supportive Services (!HSS)?. D D D 
IHSS?denied spouse your Was . D D D 

3. Your address at the time vour provided orotective supervision and/or medical accomoaniment (if different from above\ 
NUMBER. STREET APARTMENT/SPACE NUMBER 

"~ JcouNTY STAT£ ZIP CODE 

4. NAME Of SPOUSE WHO NEEDED PROTECn\/E SUPER\/ISION AND/OR MEDICAL ACCOMPANIMENT HIS/HER SOCIAL SECURJT'I - TELEPMONE NUMBER 

I I 
CURRENT ADDRESS {NUMBER. STREET] APARTMENTISPACE NUMBER 

CITY ICOUNT'I STATE ZlPCODE 

5. Date you and your spouse were married: 
DATE OF MARRIAGE 

6. DECLARATION OF SPOUSE PROVIDER, 

I understand that the Information I have provided above and In Parts II, Ill and IV on the back of this form Is subject to 
verification by a governmental agency and that my signature on this form Is an authorization for such Investigation. I, the 
undersigned, declare under penalty of perjury that the above statements are true and correct. 
OF SPOUSE PROV1DER (PRINT] StGNATURE OF SPOUSE PRO\/IDER DATE 

7. DECLA 9ATION OF WITNESS, 

I, the undersigned, declare under penalty of perjury that the person nomed In Section 1, above was the spouse of, lived with, 
and provided protective supervision and/or medical accompaniment to his/her spouse named In Section 4, above. 

NAME Of WITNESS (PRINT) SIGNATURE Of WITNESS DATE 

ADDRESS {NUMBER, STREET) 

I
I

I I 
COUNTY 

RELATIONSHIP O WlTNESS TO PROVIDtcR 

STATE 

APARTMENT/SPACE NUMBER 

• •~lA ION SHIP OF WITNESS TO ClAIMED RECIPIENT 

TELEP HON€ NO 

ZIP coot: 

8. Turn to the back side of this form and read the Instructions carefully. Once you have answered ALL the questions on both 
sides of this form, return It to the county welfare department. 
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INSTRUCTIONS FOB PARTS II AND HI 
1. Colunih 1: Fill in the total number of hours for each month that you provided protective 

supervision . 

2. Column 2: Fill in the total number of hours for each month that you provided medical 
accompaniment. 

REMEMBER: • The total number of hours for protective supervision is the amount of time each month that you had to stay home and 
watch your spouse to keep your spouse from harm or injury because he/she was mentally ill or confused. 

• The total number of hours for medical accompaniment is the amount of time each month you had to go to and from 
medical appointments with your spouse because your assistance was required. Please see the WRO V. MCMAHON 
EXPLANATORY NOTICE for eligibility requirements. 

PART II - CLAIM FOB RETROACTIVE BENEFITS 
INSTRUCTIONS: Please complete columns 1 and 2 below for the period July 1, 1983 through September 30, 1984. Fill in the 

information for the columns as follows: 

YEAR/MONTH 
COLUMN 1: 

Number of hours claimed for providing protective 
supervision: 

COLUMN 2: 
Number of hours claimed for providing medical 

accompaniment: 

1983     

July     

~ust     

Seotember     

October     

November     

December     

1984     

Januarv     

Februarv     

March     

Aoril     

Mav     

June     

Julv     

Auoust     

September     

PART 111- CLAIM FOR UNDERPAYMENTS 

INSTRUCTIONS: If you continued to provided protective supervision and/or medical accompaniment to your spouse from October 1, 1984 
through September 30, 1985, as described and under the conditions as explained in the WRO V. MCMAHON Explanatory Notice, you may 
claim for back wages (underpayments) below. Please follow the instructions for Columns 1 and 2 as explained in Part II above. 

VEAR/MONTH 

COLUMN 1: 
Number of hours claimed for providing protective 

supervision: 

COLUMN 2: 
Number of hours claimed for providing medical 

accompaniment: 

1984     

October     

November     

December     

1985     

Januarv     

FebruatY     

March     

April     

Mav     

June     

Julv     

Auqust     

Seotember     

PART IY - MEDICAL TREATMENT SOURCES 
INSTRUCTIONS: For every month your claim for mec!ical accomp<)niment, as listed in Parts II and Ill, Column 2, is more than _eig~t (8)_hours, 

list the name of the health professional or healtt', facility, iocation (from the city in which you lived to the city in which the 
hea!th professional or health facility was located), type of transportation used {car, bus, taxi, other), month/year seen, 
number of monthly visits to that health professional or health facility, and the approximate time it took to complete a round• 
trip. 

1. 

Name or Heallh 
Professlonal/Health Facllltv 

  

Local/on 
From To 

  

lypeot 
Trans""'rtatlon 

  

Mont,~, ear 
Seen 

  

# YISIIS 

Per Month 

  

Time Per 
Round-Trio 

  

2.             

3.             

4.             

5.             



ST,11::;f Of C.\UF<"RNIA HEI\LTH AND WELFARE AO.ENCY DEPARTMENT OF SOCIAL SER\/ICES 

WELFARE RIGHTS ORGANIZATION (WRO) vs. MCMAHON 
. FORMA NORMAL DE RECLAMO PARA PROVEEOORES 

INSTRUCCIONES: Por favor escriba con letra de imprenla. Se tiene que completar esta forma para determinar si le debemos dinero. Si 
necesita asistencia para completarla, comunfquese con la Secci6n de IHSS del departamento de bienestar de su 
condado. AsegUrese de firmar en la Secci6n 6 de la parte I y pedirle a alguien que sepa que usted proporcion6 
supervisi6n con fines de protecci6n y/o acompafiamiento medico a su esposo(a), que firme la Secci6n 7 de !a Parte I. 

RECUERDE: Esta forma tiene que ser enviada/entregada a! departamento de bienestar del condado a mas tardar el 30 de 
septiembre de 1993. Si !a envla por correo, e! sobre t!ene qua mostrar el matase!!os del correo a mas tardar et 30 de 
septiembre de 1993. Se negara su rec!amo si no muestra el matase!!os del correo a mas tardar en esa fecha, o nose 
recibe en el departamento de bienestar del condado a mas tardar en esa fecha. 

NOTA: La Parte 1 de esta forma hace preguntas sabre usted y su esposo(a) que necesitaba supervisi6n con fines de protecci6n y/o 
acompafiamiento medico. La Parte II le pide informaci6n espedfica acerca de cufi.ndo se proveyeron, en realidad, la supervisi6n 
con fines de protecci6n y/o el acompafiamiento medico. La Parte Ill le pide informaci6n acerca de la supervisi6n con fines de 
protecci6n y el acompafiamiento m8dico que usted prest6 despu8s del perlodo de pagos retroactivos WRO. La Parte IV le pide 
informaci6n acerca de cada establecimiento m8dico para el cua! su COnyuge necesit6 acompafiamiento mE!dico. 

PARTE I, 
1. SUOOM!!RE NUMEAO OEl SEGURO SOCIAL tMEAO ~E TELEFONO. 

OIRECCION ACTUAL (NUMEAO. CALLE) NUMERO OE ES?AC!QIAPAATAMENTO 

CIUDAD CONDADO ESTAOO ZONA POSTAL· 

2. Marque la cas1lla pertinente por cada una de las sIguientes preguntas. En cualqu1er momenta 
en el periodo de julio de 1983 a septiembre de 1984: 

A. l Tania su esposo{a) 65 aiios de edad o mas, o estaba ciego o incapacitado? 

B. l Vivia Ell/eUa en California? .. 

C. t.,Fue usted con su esposo(a) a citas m9dicas porque se necesllaba 
su asistencia {acompafiamiento mE!dico)? 

D. l Tuvo usted que asegurarse que su esposo(a) que estaba enfermo mentalmente, o confundido 
nose lastimara o lesionara al !!evar a cabo las activ!dades diarias normales 
(supervisi6n con fines de protecci6n)? 

E. Si usted no hubiera proporcionado los servlcios, t.,es posible que su esposo(a) haya recibido 
Servicios inadecuados, o haya sido colocado inapropladamente en algun !ugar 
qua no hay a sido el hogar de €1!/ella? .. 

F. l Tuvo usted que renunciar a un empleo, o no pudo obtener uno porque no habfa 
otra persona apropiada para proporcionar !os servicios? . 

G. t.,Solicit6 su esposo(a), y recibi6 Servicios de Casa y Cuidado Personal (IHSS)? . 

t.,Le negaron a su esposo(a) IHSS? 

SI NO NOSE 

□ □ 
□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ □ 
□ □ □ 

3. Su dlrecci6n en la fecha en oue usted Dto""rcion6 !a suoervisi6n con fines de protecci6n y/o acomoaFiamiento medico (si es diferente de la de arribal 
NUMERO. CALLE NUMEAO DE ESPACIQIAPAATAMENTO 

CIUDAD CONOADO ZONA POSTAL 

4. NOMBRE DEL E6P~AI OUE NECESITABA SUPERVISIOffCON FINES Dt: PROTEC Y/0 ACOMPAflM.!IENTO ME01Co, 1su NO OEL SEGURO SOCIAL NUMERO OE TElEFONO 

OIRECCION ACTUAL (NUMERO, CALLE) NUMERO OE ESPACIQIAPAATAMENTO 

CIUDAD ICONOAOO ZONA POSTAL 

5. Fecha en que se casaron usted y su c6nyuge: 
FE CHA DEL MATRIMONIO 

6. DECLARACION DEL CONYUGE PROVEEOOR: 

Entlendo que la lnformacl6n que he proporclonade arrlba y en las Partes II, Ill y IV en el reverse de esta forma, puede ser 
veriflcada por dependenclas gubernamentales, y entiendo que ml flrma en esta forma es una autorlzacl6n para que se haga dlcha 
lnvestlgacl6n. Yo, el suscrlto, declaro bajo pena de perjurle que las declaraciones anterlores son verdaderas y correctas. 

NOM RE DEl S DV lA) (LETRA D IMf'RENTA) FIRW. OEl ESPOSO PAOVEEDOR(A) FECHA 

7. DECLAF.ACION DEL TESTIGO, 

Yo, el suscrito, declare bajo pens de perjurlo que la persona menclenada en la Seeci6n I de arrlba era el espeso(a) de, vlvl6 con, y 
proporclon6 supervlsI6n con fines de preteccl6n y/o acompafiam!ente medico a su espeso(a) menclonado en la Seccl6n 4 de arrlba. 

NOMBRE OEL TEST!GO ll.ETRA DE IMP RENT A) FlRW. OEl TEST1GO 

OIRECCION (NUMERO, CALLE) rUMERO OE ESPACIOIAPART AMENTO NO OETElEFONO

,,,..,OAv. CONDAOO ,:;STAOO

~ARENTESCO DEL TESTIGOCON EL ~RuvEtUOH PARENTt:.SCO utL TEST1GO CON t:.L ~tNEFICIARIO tN EL RECLA 

8. Pase al reverso de esta forma y lea culdadosamente las lnstrucclones. Una vez que haya contestado TODAS las preguntas en 
ambos lades de esta forma, regrGsela al departamento de blenestar del condado. 

TEMP 2007 (Sf') (1 !1112) 

  

  

  

  

  

  

  

  

  

  



INSIRUCClONes PARA LAS PARIES H y m 
1. Columna 1: Complete el nUm8ro total de horas con respecto a cada mes 

en qua usted proporcion6 supervisi6n con fines de protecd6n. 

2. Co!umna 2: Complete el nUmero total de horas con respecto a cada mes 
en qua usted proporcion6 acompafiamlento m8dico. 

AECUEADE: • El nUmero total de horas por concepto de supeNisi6n ron fines de protecci6n es la cantidad de tiempo, en cada mes, 
qua usted tuvo que quedarse en casa y cuidar a su esposo(a) para evitar que resultara lastimado o lesionado porque 
estaba mentalmente enfermo o confundido. 

• E! nUmero total de horas por concepto de acompafiamiento m8dico es la cantidad de tiempo, en cada mes qua usted 
tuvo que ir y venir a citas m8dicas con su esposo(a) porque se necesitaba su ayuda. Por favor vea el AVISO 
EXPLICATIVO WAO vs. MCMAHON para enterarse de las requisites de elegibitidad. 

PARTE II· RECLAMO CON RELACION A BENEFICIOS RETROACTIVOS 

INSTRUCCIONES: Par favor complete las columnas 1 y 2 enseguida con re!aci6n al perfodo de! 1 de juHo de 1983 al 30 de septiembte 
de 1984. Anote la informaci6n en las columnas de la manera siguiente: 

AlilO/MES 
COLUMNA1: 

NUmero de horas reclamadas por proporclonar aupervlal0n 
con fines de proteccl6n: 

COLUMNA2: 
NUmero de horas reclamadas pot proporclonar 

acompafiamlento medico: 

1983     

Julio     

Acosto     

Septiembre     

Octubre     

Noviembre     

Diciembre     

1984     

Enero     

Febrero     

Marze     

Abril     

Mavo     

Junia     

Julio     

Acosto     

Seotiembre     

PARTE Ill· RECLAMO CON RELACION A PAGOS INSUFICIENTES 

INSTAUCCIONES: Si usted continu6 proporcionando supervisi6n con fines de protecci6n y/o acompaiiamiento medico a su esposo(a) de! 1 
de octubre de 1984 a! 30 de septiembre de 1985, de la manera en qua se describe y bajo las condiciones de la manera en qua se explican 
en ef Aviso Explicative WAO vs. MCMAHON, usted puede rec!amar salario retroactive (pago insuficiente) abajo. Por favor siga las 
instrucdones para !as colurnnas 1 y 2 de !a manera en qua se exp!ican en la Parte II de arriba. 

A~O!MES 

COLUMNA 1: 
NUmero de hores reelamadas por proporclonar supervlsl0n 

con fines de proteccl0n: 

COLUMNA 2: 
NUmero de horas reclemedes par proporcloner 

acompafiemlenlo medico: 

1984     

Octubre     

Noviembre     

Diciembre     

1985     

Enero     

Febrero     

Marze     

Abril     

Mavo     

Junia     

Julio     

Aaosto     

Seotiembre     

PARTE IV • ESTABLECIMIENTOS DE TRATAMIENTO MEDICO 
INSTRUCCJONES: Por cada mes en que usted reda,,1a haber proporcionat'.v accmpafia;niento m0dicu mas de echo {8) horas de la rnanera 

mencionada en las Partes II y Ill, co!umna 2, anote el nombre del ptofesional o establecimiento de salud, localidad {de la 
ciudad donde usted vlvia a !a ciudad donde se encontraba el profesional o establecimiento de salud), clase de transports 
que se us6 {autom6vil, autobUs, taxi, otro), mes/ano de !as visitas, nUmero de visitas mensua!es con/a ese profesiona! o 
establecimiento de salud y tiempo aproximado que se tom6 para completar e! vieaje redondo 

1. 

Nomore oel pro1esIonal oe la 
Salud/Estableclmiento 

  

LOC811080 

0. A 

  

Clase de 
Transnnrte 

  

MeS/Afio 
de las vlsltas 

  

NUmerooe 
vlsltas nor mes 

  

-.uras por 
vla1e redondo 

  

2.             

3.             

4.             

5.             



STATE OF CALIFORNIA· HEALTH ANO WELFARE AGENCY DEPARTMENTOF SOCIAL SER\l!CES 

WELFARE RIGHTS ORGANIZATION (WRO) vs. MCMAHON 

FORMA SUPLEMENTAL DE RECLAMO DEL PROVEEDOR 

INSTRUCC/ONES, Por favor escrfba con letra de imprenta. A note toda la informaci6n que se le pide. Si necesita asistencia, comunfquese 
con la Secci6n de IHSS de/ departamento de bienestar de su condado y pkia que le ayuden. 

PLAZO: Usted tiene que completar esta forma suplemental de reclamo y regresarla al departamento de blenestar del 
condado en un plazo de 45 dlas contados a partlr de la fecha que aparece en la Notlflcacl6n de Accl6n. 

PARTEI. 
1. !ICH.!BAE DH CONYUGE (ESPOSO'ESPOSA)OUE PAOPORCIONO SUPERVISION CON RNES DE PROTECCION Y/0 ACOMPANAM!EN10 MEDICO OUMNTE LOS MESES OUE SE RECLAMAN {LETM OE IMPRENTA) 

OIRECCION ACTWIL (NUMERO, CALLE) NUMERO OE ESPACIO/APAATAMENTO: 

CIUDAD CONOADO ESTADO ZONA?OSTAL 

2. NOMBRE DEL CONYUGE (ESPOSOIESPOSA) OUE RECIBIOSUPEA\IISIONCON FINES OE PROTECCION Yl(JACOM!'ANAMIENTO MEDfCO DUMNTE LOS MESES 01./t: SE RECL.A.W.N (LETRAOE IMPRENTA)· 

DIRECCION ACTWIL (NUMERO, CALLE) NUMEAO OE ESPACIOIAPARTAMENTO· 

CIUOAO CONOAOO ESTADO 20NAPOSTAL 

PARTEII. 

No tenemos infotmaci6n acerca de !a persona a !a que usted dice le ptoporcion6 supervisi6n con fines de protecci6n y/o acompaiiamiento fTl8dico, 
indlcando que a!guna vez haya solicitado y que se le hayan negado !HSS durante el perfodo de! redamo de 7/83 - 9/85. Por favor complete !o 
siguiente: 

1. ;,, Tiena usted otra informaci6n relativa a la solicitud para lHSS y !a negaci6n durante los perfodos de redamo arriba 
mencionados para la persona a la que usted dice le proporcion6 servicios de supervisi6n con fines de protecci6n 
y/o acompafiamiento m8dico?.. ................................................. 0 S! D NO 
Si no, pase al 2. 
Si sf, por favor anote !a informaci6n en los espacios en blanco que se proporcionan en seguida: 

A. ;,,OuiE!n fue la persona en particular que so!icit6 IHSS? ____________________________ 

 ________________________________ 

 _______________________________________ 

--------------------------------------

.............................

B. ;,,Se present6 la solicitud verbalmente o por escrito?

C. ;,,Cu8ndo se present6 la solicitud?

D. ;,,Que servicios se solicitaron? 

2. l Tiene usted cualesquier documentos re/adonados a la so!lcitud de IHSS ya la negaci6n de las mismas durante los perlodos 
de reclamo mencionados arriba con respecto a los meses que usted dice le proporcion6 supervisi6n con lines de ptotecci6n 
y/o acompaiiamiento mE!dico? □ Sl D NO 

Si sl, por favor adjunte una copia de dichos documentos. 

PARTE Ill. 

1. ;,,Recibi6 la persona anotada en la Parte I. #2 de arriba beneficios de Seguridad de lngreso Suplemental/Programa Suplementario del Estado 
(SSI/SSP) (cheque dorado) en cualquiera de los aiios siguientes? Ponga una X enseguida por cada ai'io en que se haya recibido SSI/SSP. 

□ 1983 □ 1984 
2. Anote los ingresos mensuales promedio combinados suyos y de su COnyuge con re!aci6n a los siguien!es ai'ios. 

1983 1984 

3. i,Tuvieron usted y su esposa(o) recurses mensua(es promedio combinados convertibles en efectivo (dineto en efectivo, cuenla de 
cheques a de ahorros, fondos en fideicomiso, cheques o efectivo en una caja de se!;Juridad, acciones o bonos, pagarEls, hipotecas, 
escrituras) que excedfan $2,250 durante el perlodo de! 1 de julio de 1983 al 30 sept1embre de 1984? 

□ SI □ NO 
Si si, co!oque una X enseguida con respecto a cada aiio en el cua! los recurses mensuales promedio convertibles en elective suyos 
y de su c6nyuge excedfan $2,250. 

1983 1984 
PARTE IV. 

1. DECLARACION DEL PROVEEDOR, 
ASEGURESE OE HABER LEIDO Y CONTESTADO TODAS LAS PREGUNTAS ANTERIORES. 
LEA LAS OECLARACIONES SIGUIENTES CUIDADOSAMENTE ANTES OE FIRMAR. 

Entiendo que la inforrnaci6n que he incluido en esta forma puede ser verificada, y que mi firma en la misma es una autorizac\6n 
para que se haga dicha investigacion. 

Yo, el suscrito(a), declare bajo pena de perjurio que las respuestas que he dado son correctas y vetdaderas. 
NOMBAE OEl PROVEEOOR (ESCRIBA CON Lf.TRA OE IMPRENTA) FIRM.A DEL PRO\IEEOOA FECHA 

2. DECLARACION DEL TESTIGO: 
Yo, el suscrlto{a), declaro bajo pena de perjurk> que las respuestas que el proveedor di6 arriba son correctas y verdaderas 
seg(m ml !eat saber y entender. 

NOMSAE OEl TESTlGO (ESCRIB.O. CON LETA.A OE IMPAENTA) FIRM.A DEL TESTIGO FECHA 

OIRECCION CIU0/\0 CONOAOO EST.O.DO ZONA POSTAL 

P.O.AENTESC0/!'1ELACION CON El PRO\IEEDOA 

PARENTESCOIAEL.O.CrON CON LA PERSONA QUE AECIBIO SUPERVISION CON FINES DE PROTECCION Y10 .O.COMPAi<M.!IENTO MEDICO 

TEMP WOG (SP) /1111l2) 

  

  



STATE Of CIIL!FOf1NIA • HEALTH AND WELFARE AGENCY DEPARTMENT OF B<XAAl SERVICES 

WELFARE RIGHTS ORGANIZATION (WRO) V. MCMAHON 

PROVIDER SUPPLEMENTAL CLAIM FORM 

INSTRUCTIONS, Please print. Fill in all information requested. Ifyou need help, contact the IHSS Section ofyour county welfare 
department office and ask for assistance. 

DEADLINE: You must complete this supplemental claim form and return It to the county welfare department within 45 days of 
the date on the Notice of Action. 

PARTI. 
1. NAME Of SPOUSE WHO PROVIDED PROTECTIVE SUPERVISION ANO/OR MEDICAL ACCOMPANIMENT DURING THE MONrn(S)CLAIMEO (PRJNf) 

CURRENT ADDRESS (NUM£1ER. STI'IEET) APARTMENTISPACE NUMBER 

COUNTY STATE ZIP CODE· 

2. NAME Of SPOUSE W!iO RECEIVED PROTECTIVE SUPEAVISIONAND,OR MEDICAL ACCOMPANIMENT DURING THE MONTH($) CLAIMED (PRINT) 

CURRENT ADDRESS (NUMBER. STAEET) APARTMENT/SPACE NUMBER 

ZIP CODE 

PARTII. 

We have no record of the person you claim to have provided protective supervision and/or medical accompaniment ever having applied for 
and been denied IHSS during the claim periods of 7/83 - 9/85. Please complete the following: 

1. Do you have other information relating to the IHSS application and denial 
during the above claim periods for the person you claim to have provided protective 

supervision and/or medical accompaniment? ......................................................................................

__________________________________ 

--------------------------------

___________________________________ 

____________________________________ 

...............................................

□ YES D NO 
If no, proceed to 2. 
If yes, please provide that information in the blanks below: 

A. Who actually applied for lHSS?,

B. Was the application verbal or in writing?

C. When was the application made?.

0. What services were requested? 

2. Do you have any documentation relating to the IHSS application and denial during the 
above claim period(s) for the month(s) you claim to have provided protective supervision 
and/or medical accompaniment? □ YES 0 NO 
II yes, please attach a copy of all such documentation. 

PARTIII. 

1. Did the person listed in Part I. #2 above receive Supplemental Security Income/State Supplemental Program (SSI/SSP) benefits (Gold 
Check) in any of the following years? Place an X below for each year in which SSI/SSP was received. 

D 1983 D 1904 
2. List the average combined monthly Income for yourself and your spouse for the following years. 

1983 1984 

3. Did you and your spouse have combined average monthly liquid resources (cash, checking or savings account, trust funds, checks or 
cash in safety deposit box. stocks or bonds, notes, mortgages, deeds) that were ln excess of $2250 during the period July 1, 1983 
through September 30, 1984? 

0 YES D NO 

If "yes", place and "x" below for each year in which the average monthly liquid resources of yourself and your spouse were more 
than $2250. 

1983 1984 
PART IV, 

1. PROVIDER'S STATEMENT: 
BE SURE YOU HAVE READ AND ANSWERED ALL THE QUESTIONS ABOVE. 
READ THE FOLLOWING STATEMENTS CAREFULLY BEFORE SIGNING. 

• I undl:lrstand that the information l put on this !arm may be verified a~d that my signature on thi-: form is an authorization for such 
an investigation. 

l, the undersigned, declare under penalty of perjury that the answers I have given are correct and true. 
NAME OF PROVIDER (PRINT) SIGNATURE OF PROVIDER DATE 

2. WITNESS' STATEMENT: 
I, the undersigned, declare under penalty of perjury that the answers provided above by the provkter are correct and 
true to the best of my knowledge. 

NAME OF WITNESS (PRINT) SIGNATURE OF WITNESS DATE 

ADDRESS COUNTY STA.TE ZIP CODE· 

RELATIONSH!P TO PROVIDER 

RELATtONSHIP TO PERSON WHO RECEIVED PROTECTIVE SUPERVISION AND/OR MEDICAL ACCOMPANIMENT 

  

      

  

  

  



STATE OF C,t,t 1~01"'' IIA • HfAL TH ANO WELFARE AGENCY OEPAITTMENT OI' 5o;IAL SERVICES 

IDlQ y_. MCMAHON 
PROVIDER RETROACTIVE PAYMENT ELIGIBILITY DETERMINATION WORKSHEET 

PARTI 
PROVIDER'S NAME: SOCIAL SECURITY NUMBER: 

RECIPIENT'S NAME, SOCIAL SECURITY NUMBER, CASE NUMBER: 

1, Did the claimant answer yes to questions 2A and 28, and 2E and 2F and either 2C or 2D on the 
Provider Standard Claim Form? OYESONO 
If yes, proceed. 
If no, to questions 2A or 28 or 2E or 2F, or QQ1h 2C and 2D, issue a denial notice. 

2. Did claimant answer yes to either part of question 2G on the Provider Standard Claim Form? □ YES □ NO 
If yes, proceed. 
If no, issue denial notice. 
If unknown, try to locate either the case record or the record of denial. 
If neither can be located, send a Supplemental Claim Form. 

(Enter response here and 
Part II, Section 8, 
Column 2) 

3. Do you have any record of a denial or approval? □ YES □ NO 
If yes, proceed to #4 if an approval, or to #8 if a denial. 
If no, send Supplemental Claim Form. 

INSTRUCTIONS: STEPS 4 - 7 ARE TO BE FOLLOWED WHEN IHSS WAS AUTHORIZED DURING THE PERIOD CLAIMED. 
4. ls there any information in the case record that shows the recipient was denied protective 

supervision and/or medical accompaniment for reason(s) other than provision by spouse? D YES D NO 

If yes, send 45-day Adverse Information Notice for months determined ineligible and document the 
reason{s) for ineligibility in the space below, and then proceed to #6 for any remaining months of eligibility. 
Aeason{s)

If no or questionable, proceed to #5. 

________________________________________ 

________________________________________ 

5. Is there any other information (outside the case record) that shows recipient was denied 
protective supervision and/or medical accompaniment tor reasons other than provision by spouse? D YES O NO 

If yes, send 45•day Adverse Information Notice for months determined ineligible and document the 
reason(s) for ineligibility in the space below, and then proceed to #7 for the remaining months of eligibility. 
Reason(s)

JI no, proceed to #6. 
6. Was the case at statutory maximum (stat max) for any month claimed? D YES D NO 

If yes, send 45-day Adverse Information Notice for months in which case was at stat max. 
If no for any month, proceed with months not at stat max. 

7. Check ( ✓ ) one of the following: Recipient was D severely impaired (SI) D nonseverely impaired (NSI} 

{Enter response here and 
Part It, Section B, Column 7) 

If SI, CMIPS will compute each month using SI maximums not to exceed the 
allowable maximum for any given month, including costs of previously authorized services. 
If nonseverely impaired (NSI), CMIPS will compute each month using NSI maximums not to 
exceed the allowable maximum for any given month, including costs of previously authorized services. 

INSTRUCTIONS: STEP 8 IS TO BE FOLLOWED WHEN IHSS WAS NOT AUTHORIZED DURING THE PERIOD CLAIMED. 
8. Was the spouse the reason for denial of protective supervision and/or medical accompaniment?. D YES O NO 

If yes, proceed to Part ll, Section A. 

______________________________________

______________________________________ 

!f no for any period claimed, document the reason{s) in the space below and send a 45-day Adverse Information Notice. 
Reason(s) 

If no for a partial period, document in the space below, the reason(s) tor ineligibility during the period when the spouse was not the 
reason and proceed to Part II, Section A for the period in which the spouse was the so!e reason for denying protective supervision 
and/or medical accompaniment. 
Reason(s) 

CMlPS will compute efigibi!ity at the SI or NSI maximum for all eligible months claimed. 
If unknown, send Supplemental Claim Form. 

INSTRUCTIONS: STEPS 9-11 ARE TO BE FOLLOWED WHEN A COMPLETED PROVIDER SUPPLEMENTAL CLAIM FORM HAS 
BEEN RECEIVED BV l'HE CWD. 

9. Did the claimant provide information on the Provider Supplemental Claim Form and/or attach documentation that substantiates the 
claimed recipient of protective supervision and/or medical accompaniment applied for and was denied IHSS during the period July 1983 
through September 1984? 0 YES O NO 
If yes, proceed to #10. 
If no, proceed to #11. 

10. Based on the information provided on the Provider Supplemental Claim Form, did the claimed recipienl meet IHSS income/resource 
eligibility requirements for the months being claimed? D YES D NO 

If yes for any or all months being claimed, CMIPS will calculate payments for all months of eligibility. 
If no for any or a!I months being claimed, deny the claim for those months. 

11. Answer only ij #9 is NO 
Based on the information provided on the Provider Supplemental Claim Form, did the claimed recipient meet !HSS income/resource 
eligibility requirements for the months being claimed? D YES D NO 

If yes, deny the claim for ihe reason that the claimed recipient never applied for and was denied IHSS during the months being claimed. 
If no, deny the claim for two reasons: 
(1) the claimed recipient never applied for and was denied IHSS during the months claimed: and 
(2) The claimed recipient did not meet IHSS income/resource eligibility requirements for the months being claimed. 
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WRO V. MCMAHON 
PROVIDER RETROACTIVE PAYMENT ELIGIBILITY DETERMINATION WORKSHEET 

PARTII 
PROVIDER'S °NAME: SOCIAL SECURITY NUMBER: 

RECIPIENT'S NAME: SOCIAL SECURITY NUMBER: CASE NUMBER: 

PART II SECTION A SUMMARY OF SERVICE HOURS CLAIMED 

Mo/Year 
Claimed 

Total Protective Sup 
(PS) Hours jEnter here 
and In Part I, Sec. B, 
Col.3\ 

Medical Accomp (MA) 
Hours Claimed -Adjust.= 

Total MA Hours \Enter
here and In Part I,
Sec B Ccl 3)

' 
1983 
Julv 
Auqust 
Seoternber 
October 
November 

December 
1984 
Januarv 
Februarv 
March 
Aorll 
Ma, 
June 

Julv 
August 
Seotember 

PART II, SECTION B RETROACTIVE PAYMENT CALCULATION WORKSHEET 
INSTRUCTIONS: 
Column 1: Month and year c!aimed. 
Column 2: Enter yes/no response from Part I, step #2. 
Column 3: Fill-in the total number of hours claimed for protective supervision (PS) and/or medical accompaniment (MA) from Part ll, Section A. 
Column 4: The amount claimed will be calculated by CMIPS and displayed on a turn-around document. No manual entry is required. 
Column 5: From the case record, enter the total number of hours authorized for protective supervision and/or medical accompaniment. 
Column 6: The statutory maximum for the month being claimed will be calculated by CM!PS and displayed on a tum-around document. No 

manual entry is required. 
Column 7: Enter S1/NSI response from Part I, step #7. 
Column B: The statutory maximum minus the amount originally authorized will be calculated by CM\PS and displayed on a tum-around 

document. No manual entry is required. 
Column 9: The total payment amount due will be calculated by CMIPS and displayed on a tum-around document. No manual entry is 

required. 

COLUMN 1 COLUMN 2 COLUMN 3 COI..UMN4 COLUMN 5 COLUMNS COLUMN7 COLUMNS COLUMN9 

Month/Year 
Claimed 

Class 
Eligible? 
Vas/No 

Total 
AWiusted

ours 
Claimed 

Amount Claimed 
(Hours claimed x 

IP Rate During 
MonthClalmeo 

Amount Originally 
Authorized 

Stal Max. 
During M:inth 

Clalmed NSI SI 

Stal Maximum Minus 
Amount Orlglnally 

Authorized 

Amount Due {Either 
Column 5or Column 8 

whichever Is less)

1983 

July 

August 

September 

October 

November 

December 

1984 

January 

February 

March 

April 

May 

June 

July 

August 

September 

SIGNATURE OF CLAIM PROCESSOR: DATE 

SIGNATURE OF SUPERVISOR OR DES!GNEE DATE· 

  
  

  
  
  
  

  
  
  
  

  
  

  
  

  
  

  
  

  
  

  
  
  
  

  
  

  
  
  
  



ST/\TE Of C/\I 'Co<a>II/\ - I-IBLTH /\NO WELF/\RE AGENCY DEPARTMENT OF SOCIAL SERVICES 

WRO V. MCMAHON 
PROVIDER UNDERPAYMENT ELIGIBILITY DETERMINATION WORKSHEET 

PARTI 

PROVIDER'S NAME; SOCIAL SECURITY NUMBER: 

RECIPIENTS NAME: SOCIAL SECURITY NUMBER: CASE NUMBER: 

1. Is the claimant eligible for retroactive payments? OYESON0 

If no, deny underpayment claim. 
If yes, proceed to #2. 

2. Is the claimant eligible for retroactive payments through the end of the retroactive period 
(July 1, 1983 through September 30, 1984)? OYESON0 

If no, deny underpayment claim. 
If yes, proceed to #3. 

3. Was there an IHSS case record? □ YES □ N0 

If no, CMIPS will calculate underpayments using nonseverely impaired maximums, not to exceed the allowable 
maximum for any given month, including previously authorized services. Proceed to Part II. 
If yes, proceed to #4. 

4. Check ( ✓ )one of the following: Recipient was O severely impaired (SI) D nonseverely impaired (NSI) 

(Enter response here and Part II, Section B, Column 7) 
If Sf, CMIPS will calculate underpayments at the SI maximums. 
If NSI, CMIPS will calculate underpayments at the NSl maximums. 

PART II, SECTION A, SUMMARY OF SERVICE HOURS CLAIMED 

Mo/Year 
Claimed 

Total Protective 
Sup (PS) Hours 
(Enter here and 
In Part II, Sec. B, 
Col.3) 

Medical Accomp 
(MA) Hours 
Claimed - Adjust. = 

Total MA 
Hours (Enter 
here and In 
Part II, 
Sec. B, Col. 3) 

1984         

October         

November         

December         

1985         

January         

February         

March         

April         

May         

June         

July         

August         

September         
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PART Ii, SF..:t1 iON B: UNDERPAYMENT CALCULATION WORKSHEET 

PROVIDER'S NAME: SOCIAL SECURITY NUMBER: 

RECIPIENTS NAME: SOCIAL SECURITY NUMBER· CASE NUMBER: 

INSTRUCTIONS: 

Column 1 : Month and year claimed 

Column 2: Enter Yes/No resjXlnse from Part I, question #2. 

Column 3: Fill-in the total number of hours claimed for protective supervision (PS) and/or medical accompaniment (MA) from Part II, 
Section A. 

Column 4: The amount claimed will be calculated by CMIPS and displayed on a tum-around document. No manual entry is required. 

Column 5: From the case record, enter the total number of hours authorized for protective supervision and/or medical accompaniment. 

Column 6: The statutory maximum for the month being daimed will be calculated by CMIPS and displayed on a tum-around document. 
No manual entry is required. 

Column 7: Enter SI/NSI response from Part I, question #4. 

Column 8: The statutory maximum minus the amount originally authorized will be calculated by CMIPS and displayed on a 
turn-around document. No manual entry is required. 

Column 9: The total payment amount due will be calculated by CMIPS and displayed on a turn-around document. No manual entry is 
r'"uired. 

COLUMN 1 COLUMN2 COLUMN3 COLU~4 COLUMNS COLU!tl6 COLU!tl 7 COLUMNS COLUMNS 
Class 

Eligible? 
Yes/No 

Total 
AWiusted 

ours 
Claimed 

Amount Claimed 
(Hours claimed x 

IP Rate During 
Month Clalmea 

Stal Max. 
Durfng Month 

Claimed 

Stal Maximum Minus 
Amount Orlglnally 

Authorized 

Amount Dua (Elthar 
Column 5 or Column 8 

whichever Is less)

Month/Year 
Claimed 

Amount Orlglnally 
Authorized NSI SI 

1984 

October 

November 

December 

1985 

January 

February 

March 

April 

May 

June 

July 

August 

September 

SIGNATURE OF CLAIM PROCESSOR: DATE: 

SIGNATURE OF SUPERVISOR OR DESIGNEE: 
. DATE:
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