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TO: ALL-COUNTY WELFARE DIRECTORS

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

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

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

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, TIHSS Monthly Unearned Maximum Income and Rescources 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 retrocactive 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




Superior Court of California approved a Joint Motion to Approve
Amended Judgments which authorized the Jjoint implementation of
the Miller II and WRO court orders. Please refer to the All-
County Letter referring to the Miller II implementation.

Proposed Emergency Regulations

Attached for vour 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, 19%3. Counties will receive an approved
version of the emergency regulations through normal distribution
procedures upon approval by the Cffice of Administrative Law and
filing with the Secretary of State. 1In the meantime, Counties
are encouraged to use the proposed draft regulations as a means
for planning for the February 1, 1993 implementation of the WRC
court case. It 1s anticipated that CDSS 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 Peolicy Unit at
(916) 657-2157 for any specific clarification or procedural
instructions which may be needed.

Definition of "Claimant”

A claimant is defined as any person who files for retrcactive
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 1s found to be "class eligible.” The
"clagg eligible” criteria 1s defined in detail 1n the attached
dArafr regulations. Briefly, class eligibles can be either
recipients who, because they were denied protective supervision,
paid a friend, relative or spouse to provide protective
supervision during the retrcactive period. Or, they can be
friends, relatives or spouses who provided the service without

- THSS compensation. Counties are instructed to accept all claims.
If 1t 1s determined Lhat the person filing the ¢laim 1s not
"class eligible," Counties are instructed to issue a Notilce of
Actlon (NCA)Y denying the claim with an explanation of why the
individual was not determined to be <¢lass eligible.




Explanatory 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 the Provider Standard Claim Form {(TEMP 2007) wilil
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 Flver. The central office in
each County, as well as Social Security Administration (SSA)
offices, legal aid organizations, independent living centers,
Area Agencles on Aging (AAA), and Multipurpose Senicr Services
Program (MSSP) site locations will receive a supply of posters,
as well as Explanatory Flyers and Standard Claim Forms. These
organizations are 1lnstructed to distribute a poster tc 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 reguest. 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 reguest, and provide assistance to
claimants needing help completing the claim forms.

Supplemental Claim Forms

The Supplemental Claim Forms (TEMP 2006) are to be kept on hand
in those offices where 1t 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 County 13 unable to locate either a record of an approved or
a «enled THSS case, or the availlable case record does not contain
sufficient information for determining retroactive IESS
eligibility.

part ITTI on the form asks the claimant for the average monthly
tneome and resources of the person who received protectlive
supervision. Countles are instructed to compare the monthly
amounts provided by the claimant with the amounts on the income
and resources table described below., Any period{s)




claimed in which either the income and/or resources are above the
amounts on the attached table would constitute a denial for that
pericd(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 guantities may order through the CDSS
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 amcunts 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 1is
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 ExplanatorylFlyer

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 Maximum Unearned Income and Rescurces Table

*

sttached as page 7 of this ACL 1s an IHSS Maximum Unearned Income
nd Resources Table for the retroactive payment and underpayment
claim periods. Counties are instructed to use these income and
resource limits when retroactive and underpayment ellgibility for
THSS must be established through the use of the Supplemental
Claim Form. If, for any period claimed, the amounts on Lhe
Supplemental Claim Form indicate that the income and/or resources
wf the person claimed to have received protective supervision are
higher than the income/resource amounts on the Table, Counties
are to deny the claim for the period in which the amounts are
higher. Counties are instructed to limit the use of the Table to
WRO cases only.

W




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 1is
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 County(ies) 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.

County Statistical Reporting

The WRO amended judgment requires CDSS to complle 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 1instructions, which will scon be released, so
that acourate counts may be obtained.

Case Record Retentlon

Tounties were advised in All-County Information Notice

Nao. 1-37-84 to aveld destroying any case files, applications,
denials or other records pertinent to cases which may be eligible
for retroactive payments (i.e., recipients with housemates). For
zase 1n locating case records wnce the ¢laim period begins,
Counbles may now Wish to retrieve any case records or documents
which may have been 1dentified as potentially eligible WRO cases.

Relatbed to this is a requirement contained in the WRO regulations
which instructs Counbtles bto retaln any and all information
received and/or ohitained regarding WRO claims in case related
fFiles.




It is anticipated that CDSS will conduct WRO case reviews in

late 1993 or early 1994. Counties are instructed te retain all
approved and denied WRO case files for at least the normal three-
vear retention period. This includes any claims which may be
filed after the end of the claim period, TIf 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 I 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 invelving
CMIPS, County workers will time study to IHSS staff activifiles
and not to a separate line item.

The CMIPS instructions and procedures will be mailed to Counties
under separate cover. In the meantime, infeormation needed for
planning purposes should be directed to Wavman Hindsman at

13167 637-2134.

Any guestions regarding WRO policy and implementation cf the
regulations should be directed to Rosa Estes at (916) 657-2157.
L .y .‘
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JaMES W. BROWN
JZerting Depuby Director
Adult and Family Services

Attachments
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RO VS. MCMAHON COURT CASE

IH3S MONTHLY UNZARNED INCOME MAXIMUM TABLES

FOR INDIVIDUALS

PERIOCD COVERED AGED/DISABLED BLIND

NSI SI N3I SI
7/83 thru 12/83 $1085.00 $1353.00 $1140.,00 $1408.00
1/84 thru 6/8% $1101,00 $1369.00 $1159.00 $1427.00
7/84 thru 12/84 $1135.00 $1418,00 $1193.00 $1476.00
1/85 thru 6/85 $1162.00 $1445.00 $1223.00 $1506.0¢C
7/85 thru §/85 $1198.00 $1498.,00 $1259.00 $1559,00

FOR COUPLES

PERIOD COVERED AGED/DISABLED BLIND

NSI SI NSI SI
T/83 thru 12783 $1477.00 $17H5.00‘ $1568.00 $1836.00
1784 thru 6/84 $1510.00 $1778.00 $1606.00 $1874.00
7/84% thru 12/84 $1544,00 $1827.00 $1640.00 $1923.00
1/85 thru 6/85 $1594,00 $1877.00 $1695.00 $1978.00
7/85 thru 9/8% $1630.00 $1930.00 $1731.00 $20831.00

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
6/85, 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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By: P.SEHNSTEHa Lesury

SUPERIOR COURT OF CALIFORNIA
COUNTY QF SAN DIEGO

WELFARE RIGETS ORGANIZATION OF
SAN DIEGO, INC., LCRRATINE
JACKSON, and PAUL JACKSON by
LORRAINE JACKSON, his guardian
ad litem, individually and on
on behalf of zll others
similarly situated,

CASE NC. 531015

AMENDED JUDGMENT

Plaintiffs-Petitioners,

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

Defendants-Respondents.

)
)
)
)
)
)
)
)
)
)
)
)
)
)
)
)
)
)
)

The parties’ Joint Motion To Approve Action Amended
Judgments was heard on July 18, 1891. Charles Wolfinger appeared
as counsel for plaintiffs/petiﬁioners (”petiticneré”). .John K.
Sanders, Deputy Attcrney General of the State of California,
appeared as counsel for defendants/respondents (”respbndents”).

The court has considered the pleadings and papers on file
herein and the arguments of counsel, and being fully advised in the
premises, now therefore,

HEREEY ORDERS, ADJUDGES AND DECREES:
1
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WL _PELPTTES - This judgment bkinds the following parties:

A. Petitioners And The Class - Petitioners Welfare Rights

Organizaticn c¢f San Diegc, Inc. and Lorraine and Paul Jacksen, and
the class defined aé 7all spousal applicants for or recipients cf
In Home Supportive Services and thelr spousal providers, whe have
been since July 1, 1983 or will be denied medical transportaticn cr
protective supervision services éciely because the State Department
of Sccial Services and its Director failedktc ccmply with the 1983
spouse provider legislation (Stats.19883, ch. 323, § 11€.7 (amending

Welfare and Institutions Code § 12301) recquiring ceompensation

beginning July 1, 1882 (8 151.37).”

=

h

E. Respondents - Respondents State Department of Sociel

Services (”Department”) and its Director, Linda S§. McMahon, her
guccessers in office, cfficers, employees, agents, representatives,
ané &ll other perscns acting in'her behalf cr subject to her
contrel or supervision, including her statutory agents, the board
cf supervisors cf each county of California and the directors of

each county welfare department.

II. DECIAP2TCORY JUDGMENT - This court makes the following

declaraticn ¢f the parties’ rights pursuant to Code of Civil
Procedure (7*C.C.P.") § 1060:
2. Duty Tc Implement Spouse

Provider Lecislation Retroactivelv

1. The respcndents Department and its Director have at all
times relevant herein had a mandatory duty to implement the 1583
amendment to Welfare and Instituticons Code § 12301 (Stats.1983, ch.

323, § 116.7) (71982 spouse provider legislation”) fat:oactively olle
2
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Juﬁy 1, 1883 through the 58 ccunty welfare departments, as defined
in Welfare and Institutions Code § 10038. A

2. It is unnecessary to make a declaration on any
constitutional law c¢laims since the declaration on the state
statutory claims is sufficient to provide the relief.

B. Entitlemént To Retroactive Benéfits - Tﬁe.individually
named petitioners Lorraine and Paul Jackson and the class are
entitled to restoration of all THSS cmmpensatioﬁ for services
autherized by the 1983 spouse provider legislatien and provided by
the IHSS spouse from July 1, 1983 to September 10, 1984.

C. Entitlement To Underpayments - Class members aré entitle&
to underpayments from October 1, 1994 through September 30, 1985
forward for cocunty errors in failing to correctly pay for
protective supervisicn and/or medical transportation.
Underpayments shall be issued in accordance with Departmental
regulations fcound at MPP Secticn 30-768.4.

D. Entitiement To Preijudgment Tnterest - Those named

petiticners and the class members determined eligibkle for
retrcactive 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 oyed
if the 1983 spouse provider legislaticn had been implemented
retroactively to July 1, 13583, and ends on the last date "‘cf the

month follewing the month in which payment is authorized.

E. The Need For Immediate Implementation OFf The Judgment -~ Any

delay in implementing the terms.of this Judgment will:
1. deprive IHSS applicants and recipients of spouse

providers;
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2. increase the risk of institutionaliiatioh of %erséns
otherwise able to remain in their homes with a spouse provider
compensated under the IHSS program; and

3. impose substantial economic ﬁardship on spouse
providers who have provided -and continue to provide uncompensated
services to eligible applicants and recipients.

ITII. WRIT OF MANDATE FOR PROSPECTIVE ENFORCEMENT

Let the writ of mandate issue pursuant tc C.C.P. § 1085 ecn
behalf of petitioners and the class commanding respondents to:

A. Enforce The 1983 Spouse Provider legislation -« Enforce the
1982 spouse provider legislation to compensate all such providers
retroactively from July 1, 1983 to September 30, 1984, and tc
reimburse providers for any underpayments that may have occurred
subsequent to September 30, 1984 as a result of the failure to
implement it cn a timely basis.

B. Provide Claim Information - For a pericd of eight (8)
months following the effective date of the beginning of the claim
period as contained in the regulaticns déscribed in paragraph V,
supply any perscn who inquires about the eligibility for benefits
under this judgment, however described, a Claim Form, Supplemental

Claim Form and Explanatory Flyer.

IV. WRIT OF MANDATE FOR IDENTIFYING AND NOTIFYING

CIASS MEMBERS OF THETR RIGHTS TO RETROACTIVE RELIEF

Let the writ of mandate issue pursuant to C.C.P. § 1085 on
behalf of the named petiticners and the class commanding

respondents te:
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" A. Identifv All Individual Provider Class Members - Use the
IESS 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.

E. Notify All Class Members Of

Their Right To Retroacti;e Relief

1. For each class member jidentified under subparagraph
IV.A: '

a. determine the current mailing address by using
services brcvided by the Franchise Tax Board; and

b. by no later than the effective date cf the
beginning of the claim period as cocntained in the regulations
premulgated to implement this decree, send to the current address
by f£irst class mail a copy of the Explanatory Flyer and Claim Form
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
cf 177 x 22” modeled after the Explanatory Flyer, in sufficient
numbers to each of the folleowing:

a. Each couhty welfare department with instructicns to
d;splay the posters in promlnent locations in every cffice haVLng
contact with the publiec for the eight (8) month periocd beglnnlng
with the effective date of the beginning cf the claim period as
cocntained in the regulations described in paragraph V.

b. All interested crganizations and groups listed in
Appendix A with a recquest to display posters in a prominent

location and to distribute the Explanatory Flyer and Standard Claim
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Form on request for the eight (8)-month pericd beginning with‘the
effective date of thg regulations aescribed in paragraph V.

¢. Posters only‘will be sent to Federzl Social
Security Administration offices with a regquest to display éhem in a
prominent location for fhe eight (8) month period beginning with
the effective date of the beginning of the claim periocd as
contained in the.regulations described in paragraph V.

3. Standard Claim Form - The Standard Claim Form shall be
written in plain English and substantizlly confarm to Attachment 1
hereto, except as amended in section V.E.2 below. A supply of
forms translated into Spénish shall be kept on hand and disbursed
upon reguest.

4. Supplemental Claim Form -~ The Supplementzl Claim Form
shall be written in plain English and substantially conform to
Attachment 2 hereto and include proctf of age, blindness or
disability and marriage. The Supplemehtal Claim Form 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 intc Spanish shall be kept
on hand and disbursed upon reguest.

5. Explanatory Flyer - The Explanatory Flyér‘shall be
written in plain English and Spanish in subsﬁahtial conformity to

Attachment 3 hereto.

L

€. Remailine Returned Notices -~ DSS will remail noctices
returned as undelivered from the initial mailing in WRQ as follows:
1. Seek to cobtain approval of the plan from appropriate
State agencies (Department of Finance, Department of General

Services, Franchise Tax Board (FTB), Health and Welfare Agency, and
' 6
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notices from second mailing, which will be destroyed.

others as required), discuss any problems with plaintiffs’ counsel
and supply all documentaticn andéd 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 FTE, 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 FTBE, 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

Centractor. ' T
7. By DSS cor other organization to be determined, develorn
a list with name, address and SSAN, and send weekly to contracted

private credit repecrting 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 fil§ claims.
9. Take no further acticn to update or mail all returned

V. WRIT OF MANDATE FOR PROCESSING

CIATMS 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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respendents to promulgate and implement regulaticns about the

fecllowing:

A. Cleiminc Periocd

1. Claims for retroactive benefits shall be accepted at
all county welfare department (”CWD”)} offices for a periocd of eight
(8) months beginning with the effective date of the beginning of
the claim period .contain in the regulations descriﬁed in paragraph

v.

2. The date of filing for retroactive benefits claims

snzll be determined as follows:

&g. If the claim is mailed te the CWD, the date of
iling shall be the date postmarked on the envelope.

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

jldate of filing shall be the date stamped con the claim.

c. If the date cannct be determined by subparagraph
|{V.A.2.2 cr b above, the date of filing shall be the date the clainm
was signez.

B. Eligikbili+v Conditions For Retroactive Benefits - The

eligipility conditions for receipt of retroactive benefits are:

|

1. The IESS recipient or applicant met (a) the general
THSS eligibility conditiens, and (b) the specific conditions for
having a need for protective supervision and/cr,médical
transpcrtation, in effect during each month for which retroactive
benefits are claimed. #Medical transportaticon” means “medical
travel accompaniment.”
2. The provider was a spouse who left or was prevented from

obtaining full time emplcyment because there was no other suitable
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profider available to care for the IHSS spouse and whose care might

have prevented an ingppropriate placement or inadequate care.

3. The recipient or applicant received ;ess than the
applicable statutory grant maximum during the month claimed,
inclﬁding any share cf costs.

4. Claimants whose claim forms estabklish that they do not
meet the eligibility conditions in subparagraph§ 9.3.1-3 shall be
denied retrocactive benefits. |

C. Retroactive Claims Processing Procedures - The procedures
for processing claims for retrocactive benefits will substantially
conferm to the fellowing steps:

1. tandard Claim Ferm

a. All initial claims for retrcactivé benefits must be
filed on the claim form described in subparagraph IV.B.3 above. A
class member wto files a claim form shall be referred to as a

claimant in this judgment.

b. The claim form must be filled out, signed and dated§

by the claimant and a witness under pena;ty cf perijury.

¢. If the claim form has not been compietely filled
cut, or if the claimant or a witness has nct signed and dated the
claim form, the claim shall be denied for insufficient information.
The claimant shall be sent a notice of action denYing the glaim
with an explanation of the infcrmaticn needed to complete the clai
form. The claimant shall be allcwed forty-five (43) days from the
date of the notice toc submit the additional information. If the
information 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 fcrrretrcactive
benefits shall be filed with the welfare department in the county
in which the claimant currently resides. If the covered services
were provided or receiﬁed in a different~county, éhe local CwWD
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 pericd specified in subparagraph II.B, but weare
not compensated under the IHSS program scolely because the
respondents failed to ensure that the 1583 spouse provider
legislation was implemented retroactivély to July 1, 1883.

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. Lo

5. Recipient status and income eligibility - The existing
case files and informaticn supplied according to subparagraph V.C.4
above, will ke used to establish all ellglbl ity conditions to the
maximum extent without further procf by the clalmant.

6. Recipient’s need for protective supervision and/cr
medical tr anspcrtatlon {"covered services”)

a. An applicant or a recipient is 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.

10
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B. The CWD shall review the case file and may obtain
other informatiocn to suppert or to rebut the eligibility
determination made in subparagraphs V.C. but must advise the
claimant of any adverse contradictory infermation regarding the

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

to submit further 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 claimant’s possession, taking into
account the abilities of ﬁhe claimant.

c. The CWD may obtain additicnal informaticn to verify
the claimant’s statement, but must advise the claimant of any
adverse contradictory informaticn and give forty-five (45) days
from the date of the notice to submit further informétion
supperting the claim.

' 8. Computation of the amount of retroactive benefits ;
The CWD shall determine the amount of retrcactive benefits due for
each month based upen the following:

a. TFor claimants who were authorized IHSS, the amount
of retroactive benefits due for each month claimed shall be the
lesser of either (1) the difference between the applicable IHSS

statutory maximum for each menth for which benefits are claimed and

11
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the amount of IHSS benefits the récipient was authorize& to
recelve, or (2) the gmount of covered services claimed. The amoun<«
of benefits due shall not exceed the statutecry maximum for the
menths claimed.

b. For claimants who were not autlcrized IESS, the
amount of retroactive benefits due shall be the number c¢f 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 banefiﬁs shall not
exceed the statutory maximum for the pericds claimed.

c. Any recipient share of cost shall not be considered
when computing the amount of retrocactive benefits due to the
claimant in subparagraph V.C.8.b.

d. The amcunt of prejudgment interest shall be
calculated thereon from the date originally due.through the last

day eof the meonth felleowing the month in which payment is

authorized.
9. CMIPS Contractor reporting - The CWD shall submit all
necessary documents to the CMIPS Centractor so that payment of

retroactive benefits may be issued within thirty (30) days from the
date the Notice of Acticn is mailed. DSS shall ‘mail out the
payments on or befsre the 10th c¢f the month, and étherwise shali
hold the payments for issuance until on or before the 10th of the
following month. \

10. Standard Eligibility Determination Worksheet - DSS
shall design a Standard Eligibility Determination Worksheet for use
by CWDs to facilitate the eligibility determinations reguired tc

process a claim for retroactive benefits.
12
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1i. Notice of Action - CWDs shall issue and mail a Notice

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

receipt of the claim form containing the following information:

a. TFor every month for which retroactive benefits are
claimed: | I
(1) the computation for the amocunt due, with and
witheut prejudgment interest, or

(2} the reasons and facts explaining why no amount

is due, cr why less than the amount claimed is due, including a
statement of what additional information is needed (if the reascn
is insufficient information) and.that the claimﬁnt must providé it
witnin forty-five (45) days from the date of the notice;

E. The total amount of retroactive benefits determined
due each yvear and the amount of prejudgment interest therecn;

c. The allocation cof.any amocunt 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 - Granﬁ each claimant or authorized
representative a state hearing which conforms to the procedures sat
forth in Welfare and Institutions Code § 1095C aﬁd |
MPP § 22-000 et seg. to contest any adverse action regardihg the
retroactive benefits.

D. Regulations
1. DSS shall provide pétiticners' ccunée; with the text of
the proposed regulations thirty (30) days before filing them with

the Office of Administrative Law.
13
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2. Respondents shall use their best efforts to issue
emergency regulaticns to implement this judgment.

E. Underpavment Claim Processing - DSS will take the followinec

steps tc process underpayment claims WRO:

i. Set the WRO underpayment periecd frcm'0ctober, 1384

through September, 1885.

2. Revise the claim forms to specify underpayments for the

pericds in subparagraph V.E.1l and to allow for claiming by month
fer hours cof each service. |

3. Revise county worksheet to include documentation for
underpayment claims and calculations. - |

4. Issue Nctice of Acticns for underpayment claims
decisions.

5. Include a2ll underpayment forms used in case file.

£. Develop a monthly feporting system for county and states

totals for underpavment applications, pending, approved, and

- -

denied, and totzl underpayments.

VI. ¥RIT OF MaND2ATE FOR INDIVIDUAL PETTTTCNERS

Issue a peremptory writ c¢f mandate pursuant to C.C.P. § 1085 on

behalf of Lorraine and Paul Jackson commanding respondent McMahoen

and her successors in cffice to:

2. Take tne necessary steps to obtain and process a biaim for
retroactive benefits‘accerding to the procedures set forth in the
Hudgment. The CWD shall take steps to secure the relevant
infermation to process their claim, including contacting themn.

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

Hate the CWD has rendered a final decision on their claim.
14
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VII. WRIT OF MANDATE FOR MONITORING COMPLIANCE WITH THE JUDGMEINT

Let the writ of mandate issue pursuant to C.C.P. § 1085 on
behalf of the named petiticners and the class commanding

respondents to:

following the beginning of the claim period as contained in the
retrocactive regulations and continuing for cne (1) year, DSS shall
produce monthly statistical fapcrts. These reports shall contain
the following information: |

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 Reoofts-

Respgndents shall obtain from CMIPS Ceontractor a final reporct
by county that includes:

1. Number of claimants paid:;

2. MTotal amount of retrocactive benefit; 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 monitoring plan for case reviews at least 60 days
pefore it is implemented. The plan shall include:

‘a. fThe 15 counties to be reviewed. Based on the

monthly reports described above, the 15 counties shall be those

15

A. Countyv Statistical Reports - Beginning with the third month
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having the largest number of claims over the six moﬁth ciaiming
periocd; .

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

ccpies of all monitoring documents and all findings and make
available all documents generated as a result of any monitoring

activity.

VIII. RETENTION OF JURISDICTION

This ccurt retains jurisdiction over this case for the
following: .
A. Ensure Complizance

1. Ensure compliance with the judgment and make such
further orders as may be necessary therefor until DSS demonstrates
that it has complied with the judgment.

2. Regquire DSS to send class counsel a2 bimonthly status
report about all actions taken on the Judgment and include any
basic implementation records. The first report is due thirty‘(30)
days frcom the date of this Judgment. ' -

3. Reguire DSS to include in centracts with other agencies

an accurate account of all transactions.

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

attorney’s fees and any request for costs filed by petitioners cr

their counsel for work after November 23, 1588. This Judgment
16
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modifies ‘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.
MICHATL 1. anerR
Dated: gy 1 9 1991
SUDGE OF THE SUPERICR COURT
jud2
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ATE OF CALIFORNIA DEPAR. JT OF SOCIAL SZEVICEIS

i SLENVTIZE

WELFARE RIGHTS ORGANIZATION V. McMAHON CLATM FORM

INSTRUCTIONS: Please print. Fill in as much information as vou can. If
vou need help, call or co in to vour countv welfare department. Sign veur

name in Section ___ and have somecne who knows you provided the services
sign in Secticen .

REMEMBER: ¥YOU MUST GET THIS CLAIM FORM TO THE CCUNTY WELFARE DEPARTMENT RBY
TO GET ANY MONEY.

1. Your name y Soc.Sec.No. Telephone number
Current Address: (Number, Street) Apt/Space Nc.
2ity | County State ZIP Code

:. Answer these questions by checking the box. These questions cover
znytime f£roem July 1, 1983 through September 10, 1584:
‘ Yes No Unkaown
(a) Was ycur spouse 65 or older, blind cor disabled
:nd déid he/shelive in California?

(b) Did ycu go with your spouse toc medical
ippointments (”medical transportaticn”)? | Or did you have
o0 watch out that your mentally ill or confused spouse was
wt injured or harmed deing the normal daily activities
‘“protective supervision#)?

(c} If you had not provided the services, might your
ipcuse have received inadecuate services or have been inap-
yropriately placed scomewhere cther than his/her cwn home?

(¢} Did you have to give up a job or coculd not get
:ne because there was no other suitable perscn to provide
:he services?

(e) Did your spouse apply for cor receive In Home
‘upportive Services (IESS)?

£ you answered yes to questicns (a) through (d), and either “yes” cr
‘unknown” to gquestion (e), complete the rest of is form.

2ddress at time you provided protective supervision or medical
ransportation if different from your current address:
umber, Street: Apt. or Space Number
ity: County: C State: ZIP Code:

ATTACIIMENT 1
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ame : \ ‘ Social Security Number Telepheone

pouse’s address if different from your current address:
umber, Street: - Apt. or Space Number
ity: County: State: ZIP Code:

. ©On the back of this form, list the months and hours ycu provided

edical transpertaticn and/or protective supervision for which you were necs
ald.

-

. I understand that the information provided above is subject to

axrificaticn and that my signature on this form is an authorizaticn for
ich investigation.

I, the undersigned, declare under penalty of perijury that the above
tatements are true and correct.

ur signature: Date:

I, the undersigned, declare under penalty ¢f perjury that the person ir
.7 above provided medical transpertation and/or prctective supervision (as
:sgribed on this claim form) to the perscn named in 747 above.

Snature: Date:
latienship %o perscn named in ~17: in 747;

Apt. ¢or Space Number

i County: State: ZIP Ceode:



IMToEr QN T BENSWEE QUTSTION 5

INSTRUCTIONS:

Complete coclumns Zzr the pericd July 1883 through September 1584.
FTill in the information in the cclumns as follows:

Column 1 - Write the numbexr cf hours, if any, that you went with your
spouse to his/her medical aprointments (medical transpertation), and were
not paid.

Column 2 ~ Write the number of hours, if any, that you watched your speous:
to prevent harm ¢r injury (protective supervision), and were noct paid 7
Remember for pretective supervision in-column 2: The number of hours eact
mcnth is the lencth of time you were home and ycur spouse, Whc was mentzl!
i1l cr confused, and aged, blind cor disabled, needing your care could ke
‘doing something that might cet him/her hurt if lef+ alone.

(Czi. 1) (Col. 2)
Year/Month Number cf hours each month Number of hours each menth
: you previded and were noet paid you provided and were nct pal
for nediczl trznsrcortaticn for protective supervisicn

1283
July

August
Sept.
Qct.

Neov.

July
Aug.

Sept.l~10



" STATE OF CALITORNIA DEPRRTMENT CF SCCIAL SZTRVICES

READ TEIS NOTICE: WE MAY OWE YOU MONEY FOR BACK WAGES
- FROM JULY 1, 1982 THRCUGH SEPTEMBER 10, 1984

WEY ARE YOU GETTING THTS NOTICE®

We did not pay all spouses for providing medical transportaticn
or protective supervisien to their aged, blind or disabled
spouses from July 1, 1983 through September 10, 1984: 1In a

lawsuit called Welfare Rights COrganization v. McMahon, the court
has told us to pay back wages for those services.

ARE ¥oU FLIGIBLE FOR BACK WAGES?

You may be eligible for back wages if you answer ‘"yes” to these
guestions for anytime from July 1, 1983 through September 10,
1884: ' :

1. Was your spcuse 63 cor older, blind or disabled and did
he/she live in Califormiz?

2. Did you go with your spcuse-tc medical appcintments
("mecical transportation”)? Or did you have tec watch out that
your mentally ill or confused spouse was not injured or harmed
deing the neormal daily activities (“protective supervisien”)?

3. If you had not preovided the services, might your spouse
have received inadequate services or-have been inapprepriately
placed scmewhere other than his/her cwn home? '

4. Did you nave to give up a jckb or cculd net gef one because
there was no other suitable perscn to provide the services?

WHEAT SHOULL ¥YoU DO?

DT YCU THINK W& OWZ YOU MONEY? Fill out the enclesed Welfare
Rights Organjzaticon v. McMahon Claim Form as best you can. Take
or mail the form to your local county welfare depariment office

by .

ARE YOU UNSURE WEETHER WE OWE YOU MCONEY? Fill out the claim form
anyway. The county welfare department will help yeou with ikt.

DO YOU WANT MCRE HELP OR:HAVE ANY QUEZSTIONS? cCall your local
county welfare department or legal aid cffice. Ask about the HRO
V. McMahon case.

YOU MAY HAVE AIREADY FILED A CLAIM IN MILLER V. WOODRS. YCU MUST
ALSO FILE THE WRC V. McMAHON CIATM FORM TC GET ANY MONEY rCR TEER
PERICD FROM JULY 1, 1882 THROUGH SEPTEMBER 1, 1984,

REMEMEER: YOU MUST GET YOUR CLAIM FORM TOC THE COUNT& WELFARZ
DEPARTMENT BY .

ATTACIMENT 3




STATE OF CALIFORNIA DEPAPTMENT QF . ZJIAL S

IRVICIS

—— —

ARE ¥YOU IN A NURSING COR ECARD AND CARI HCOME
BECAUSE ¥OQU MIGHET GET EURT CR INJURED Ir LIFT ALONE?

wWe did not pay all spouses for previding medical transportaticn or
protective supervision to their aged, blind cr disabled spouses from Julvy
1, 1983 through September 10, 1884. You may have moved to a nursing cr-
board and care home because you did not get these services.

In 2 lawsuit called Welfare Richts Organization v. McMahon, the cours hzs
tocld us to pay back wages to any spouse who provided these services.

IS YOUR SPCUSE ELIGIEBLE TO BE PAID?

Your spouse may be eligible to be paid for providing you medical
transportation er protective supervision if you answer “yes” to these
questions for anytime from July 1, 1983 through

Septembexr 10, 1984:

l. Were ycu 63 or clder, klind or disabled, and did you live in
California? .

2. Did your spouse gc with you teo your medical appointments (“mediczl
transpertation”)? Or did your spouse have to watch cut that you did net
injure or hurt yourself deing the normal daily activities beczuse you wers
mentally ill cr confused (“protective supervisicn”)?

3. If your spocuse had nct provided the services, might you have
received inadecuate services or have besn Lnapprcnvlahelv placed somewhers
other than your own home?

4. Did your spouse have to give up a Jjeb or could neot get cne becauss
there was no cother suitable person to provide you the services?

WEAT SHOULD YOO DO2

Call your local county welfare department or Legal Aid Cffice. Ask for
more information about protective supervision and medical transpertation

under the IHSS program and the Welfare Rights Organization v. McMahon
lawsuit.

IZ your spouse provided medical transportation or protaective supervisicn
cetween July 1, 18823 and November 10, 1884, ask the spouse toc get-the

Welfars Rights Organization v. McMahon Claim Form from the county welfars
department.

x

wWill you be leaving the nursing or beard and care home soon, or would you
be able to do so if ycur spouse could provide medical trznsportation or
protective supervision? Call your county welfare department.

FEMEMBER: YOUR SPOUSE MUST GET TEE CLAIM FORM TO THE COUNTY WELFARE
CEPARTMENT BY

ATTACHMENT 4
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APPENDIX A

Kings County .
Tulsen Koz Counes
Legs! Sernces
T Chena Adbey
Marmvor. A 93230
{2091 584.2631
Lake County
Aechemsod LoGai Astisis ey
P Q. Bex 147
Uy, CA §5482
{7071 462-1471
Lasasw Cownry
Lrgai Servces of
Morsfvarn Camlorms
1370 Wast Sirewt
Awpcang, CA 98001
{8Cxn 822-9687

AFDC Bach Barwing

3535 W. Simh Si,. 2ra Fioor

Los Angeeey, T4 30020
{2131 J81-620%

Magers Councy
Cabiorrma Aurat Lagal
Asumcares
529 Seuin ™07 Sirewt
Macars. CA 33839
{200y 674.5871

T Marn Courty

Legal A Socwey

Nag =L Suwet

San Asisal TA 4907

141 5) 4648045
Mangoss Cowunity

[ vy e = "

Logsl Serexcus

904 "N Siresl, Soue 125

Fewso, DA 92721

{20 4411611
Mengocwes County

A 3t w. Al

P 0. Bou 747

Ubh. CA 35482

(F07) 4621471

Merced County
Frasrvosddonces Caunties
Legs Servecan
149 Weut 18th Sirewt
Mereed, CA 35340
1209y T13.5468

Modoc County
Logal Swrwces of
Mortherm Caisame
1370 Waat Stree:
Reudeng, CA 38001
1800} 822-9487
hone Cosmvey
et Orrms Ivmann
Lagal Sermces
Acwa® |, Ses Veu Larw
P. 0, Sox 293
Branegn, CA 92514
1819} 873.3582

Menwrey County
Lagai Amt Sacwery
101t Cana Sirwet
Moneerey. CA 93M0O
14081 I73.3651

Neoas Cownty 1
Naoa Cowrty Levsi
ASMALANCE AGerCY
tO0S Jedierson Sirewt
Mapa, CA 34553
{707 186930

Naweds Caunty
Legai Serwces of
Nosinern Cakiorna
1133 Magh Slrew
Autnarn, TA 95500
15000 8226107
Qrarnge County
Laghi Aid Socwty
2700 M. Mamn Sirest,
11 Floor
Senw Ans CA $270%
(714) £35-3208

Pucer County -

Lagat Satvecas of
MNortnare Calilarmia

Pronas Cauner
Lagsi Sureces ol
Martharn Cantorrus
Sd1 Mormat Awenuw
P G Boa 3728
Civen, CA 95927
{91 6] J45-04 91

Riswrside Sounty
niard Countees Lagsf
Servecas
1885 Chcage A -]
Rrearivde, A 32507
{7141 8837742

o

45.550 Grace Sunnt
inoso, CA 922014
(819} 342.1551

Sacramenis Caunty

742 = t2w Sirewt
Sacramaro. CA 35814
195 8} 4446760

San Bonits County
Cahiorema Rurai
Lagsl Amusiancs
7873 Egieterry Sirsm
P. Q. Box 1558
Gilrow, SA 23030
(458 8471408

T Sam Bernardins County

uang Cownders Lagai
Serwens

J52 Na. Artomanand Ave.

San Barnarcine, CA 92401

{714} 824.2867

o
129 Nomh Euelwt
Onrwra, CA 31762
{7147 9820827

San Disge County
Logal Aid Socwmrty of
San Diage
110 Somth Eucist Avenue
San Ciego, CA 32114
{6191 262-5557

San Framsimcn County
S an Francrsen NewnDommood
Lags Assisl. Foungguan
49 Powmil Sireat )
San Franciseo, CA 34102
{418} 417-030Q

Son Joaman County
Camiorrea Aurat Legal
Aduulares
242 Narth Suner, Suma 411
Swncxion, CA 35302
{2091 946-060%

Son Lins O bispo County
Caivorma Rurai Lagat
Argraance
1103 Tare Sursel
San L Obewon, CA 33401
{B0%) Sda-TRI4

San Mawe Caunty
Lemai Aug Socrery of
San msies Cownry
138 Folar Stree
Recmwod City. CA #4087
(415) 365.8522

Sana Bercars Counvy
Channe) Countet Lagal
Servecws
T35 Swe 51 Ira Floor
Basass Buiigns
Sema Asrhara. TA 32101
{303} 963-5201

Santa Clars County
Lagm Aat Sociery
110 Sewvth Foat Sireat
San ose, CA 35113
(408} 958-5100

Senu Crut County

Shas County
LegH Serwces of
Marikerm ooy
1370 west Sirewt
Regawg. b 36001
180 8219687
Siartn Couney
Lrgal Serwscer of
Mortnetn Cabiorna
1113 Mugn Strawr
Auburn CA 35607
00T 821-6167

Sisarvou Cownty
Lagai Sevwcas o
Narthern Caklerna
1370 Wesd Sitewms
Ascowg, CA 3600
tena: £22.9887

Salano Caumty
Sotana Cauney Legas
ASEEANCY
930 ddarin Sereet
Vhilgro, CA 94550
t207) 54 3-Q054

Somams Caunty
Catiioeria Rursl Logad
Agyrilsnca
718 Qrenard
# Q. Sox 4559
Sara fopa, CA 35437
17671 $218-9541

Stamuiduw Cawsiy
Canigema Rurai Ladsl
Anuintance
1I0 Rarkar i See L
Mmocrsa, A 35350
{T0s1 577281

Suiter Couwny
Caokiowmy Rurdt Leydi
AYHSIINCE
2:8 707 Serem
F S Bos 2500
Mayrrgwribe, G4 958018
(915} 742.519¢8

Tanarms County
Lagal Sarwcet of
Marimern Catrornig
EdT MOrmEi Avernoe
# Q. Bos JTI8
Cheeo, CA 35527
19161 345-3495

Trrary County
Lagsl Sereces af
nartnern Cabiorna
1390 West Strest
Aecsaws, Ch 36001
180N 8229687

Tuisre County
{ulsre ‘Kergs Cownimes
Legat Serwces
900 Wes Oan Suest
Visana, CA 91201
7091 7134770
Tuciienme Sounty
Frwsno-kercec Countms
Legal Serwces
905 "M Sireer. Suae 115
fresng, CA 33720
(2091 44118610

Yot Saunty
[harnal Counses Laosl
Servecus
141 Sauih "4~ Sireet
F O Box 1222
Cunarg, Ch $2C33
(BO%) 4876531

Yois Caunty
Lagat Sermces of
Marchern Cpldorrag
£33 Cowet Sirmet
Wensiara. A BSESS
(918} i 75758 )

Yuts Caunty
Caldorms Ruref Legel
Agtrgtaney
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INCEPENDENT LIVING CINTERS

Adult Indesendence Daveloomant

Center of Santa Clarz County, Inc.

1180 Benton Street

Santz Clarz, C% GSEZ305C

Santa Clara County

(408) egs.1242

Cheryl Cairms, Executive Director

C.ALP.H, ILC

1817 East Sacinaw Way, Sufte 109

Fresna, CA 8270«

Fresno County .

(2D8) 2222274 {Yoiea)

(2n8) 222.228¢ (TLD)
—tedsnies, Lxecytive Direcinr

Lonta= for Indegendencs of the
BDisabled, Inc.

E75 0'Neill Avenue

Belmont, C& S40C2

San Maten County

(415} E£s5.0722

Luzy Muir, Executive Direcior

Lanter for Indapenden: Living

ZE38 Telegrapn Avenue

Rerkeiey, CA 84704

Alamedz Coun=v.

{41%) 8414778

Michael Winter, Execusive Jireceor

Center for Indesendent Living
San Gabriel/Femona Yallaey

22721 Ezs=t Garvey Avenue

wWegt Cavina, CA GITSC

Las Angeles County

(818} 329-1278

Denny Meahan, Executive Diractar

Community Rehabilitation Services
4718 Brocklyn Ave., Bldg. B, Rm. 7%
Los Angeles, C4 Q022

Los Angeles County

(212) 268-04%2 i

Elsa Quezada, Exscutive Director

8/30/88

Conmmunity Resourzes for
Indepmndenca

€1S Piner Road, Suite &

Santa Rosa, QA 95401

Sancma County

(707) £28-774F

Randy Kitch, Exscutive Direcetor

Community Rescurcas far Independen=t

Living, Inc,

25833 Jane Avenye

Hayward, CA 34544

Alameda County

{£15) 881-£743

Mg, Johnnie Lacy, Executive recicr

Community Service Cenizr for the
Disabled .

1295 University Avenue

San Niegn, CA 82103

San Dieqo County

Bi11 Tainter, Execytive Direc<nr

(619) 233-3800

Darrell McDan{iml Indegendent Living
. Center :

14352 Haymes .

“Yan Nuys, CA 91401

Los Angeles County

(818) ¢E8.82ZS

Nerma Vesgovo, Executive Dirscunor

Cayie Mcintash Canter for the
Disabled

€100 Gartden Grove Bivd.

farden Grove, (A 92544

Orange County .
(714) B9B=-2£71 LT

(714) £32-1846 (Orange Office)
8renda Premo, Executive Director

Disabled Resgurces Center, Inc.
1045 Pine Avenue

Lang Beach, CA 90813

Los Angeles County

(213) 437-3542

Helane Pizz+n{, Executive Directar
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[NCEPENDENT LIVING CINTERS

Disabiiities Unlimitad, Inc.

12458 ‘Rives Avenue ,Roem 202

Downey, CA 90242 °

Los Angeles Coupty

(213) 882-6231

Barbara Morrione, Exscytive Director

Good Shegherd Canter for
indecendent Living
4323 Laimert Blvd.
Los Angeles, CA 90008
Los Angeles County -
(213) 295-8365
G{1bert Fernandez, Executive Director

Humboldt Access Project

712 Fourth Street

Euyreka, CA 95201

Humboldt County

(707) 445.8404

Oonna Janke, Interim Exes. Director

Independent Living Resource
Canter .

423 W. Yictoria

Santa Barbara, CA 93101

Santa Barbara County

(80%8) ¢6€3-11%3

Annettz Rubing, Executive Director

Marin Canter for [ndenendent
Living

710 Foursh Streat

San Rafael, CA 942301

Marin Counzty

(472} <22-MC21 (g245) X 320

Barcarz tenson, Execuytiva Dirscenr

Nerthern California [ndegendent
Living Center

£33 Pio Lindo Ave,, St=. R

Chien, CA 98828

Butte County

(918} 893-8527

Jorganne Cagk, Int., Exec, Director

B/30/85

Respurces for Independent Living

1230 H Street

Sacraments, CA 28314

Sacraments County

{918 446-3074

Francas Gracachild, Executive Dir=cior

Rolling Start, Inc.

443 West Fourth Street

San Bermardine, CA 982401

San Bermardino County -

(714) 884-212%

Don Yigil, Executive Director

Independent Living Resource Center-
-San Franeisea

4429 Cabrille Street

San Francisco, CA 84121

San Franciszo County -

(415) 751-8765

Katherine Uhl, Executive Direcinr

wWestside Center for Indessendent
Living .

12901 Venicz Blvd.

Las Angeles, CA S0CES

Las Angeles (ounty

(213) 3%0-3811 Yoice

(213) 388-3204 TUO

June Kifles, Executive Director
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MESE Sizs locsnicns

MJLTPURPCEE SE.NEH SERVICES FQCC?.AM
sz LCC.-«TIONS

V4

Muitipurposa Saenior Services Program
City of Qaikdand

ES5 14th Street

Qakiand, TA 94812

{415) 273-3782

Muitipurpesa Senicr Sarvicas Program
Coumy of Sama Cruz .
1777-A Capiteiz Read

Santz Cnz, CA 85082

(408) 425-2540

Multipurpesa Saenicr Sarvices Program
AltaMeadg

5§12 South Indiana Straat

Lot Angeles, CA 90083

(213) 283-21714

Muiu;:wpas- Saenior Saervicas Frogram
Jowish Family Servica

‘230 Nerth Fairfax Avenue

Les Angeiss, CA  30C36
(213} 837-553a

Multiourpesa Senigr Servicss Program
S.C.AN. (Senmiar Care Acdon Namark;
£21 East Fourth Sirowt

Long Beach, CA S0BC2-2502

(213) 437-§547 or (213) 436-0424

Multipurmesa Senier Saervicas Program
Meunt Jen Pavilion

275§ Suttar Pavilian, 2nd Fleor

San Francscs, CA §411S8

(415) 83s-7=30 .

Muitiournesa Seniar Sarvieas Program
Ceunty of San Diego Araa Agency on Aging
416X Marborouch Avenua

San Ciego, CA 82108

{6189) 236-432Q

Muitipurmrose Senicr Sarvicas Program
Community Care Managemant Carparatian
487 Nenfi State Sltreet

Ukian, C4 385482

(707) 488.5347

Muitiourpess Senior Services Pragram
Hurnpoidt Senior Cllizens Councid
1919 Cailiarnia Sireet

Eurakz CA SE301

(707) 443-3747

Muitinurposs Senior Servicas Program
Araa Agency ont Aging

2nd and Normal Streets

California State University

Chicn, CA 95829

(318) 895.5082

Muitimurposs Seniar Sarvicas Prcgrarﬁ
(Senemz County Area Agency cn Aging)
940 Hopper Lane -

Sima Resa, CA 95401

(7Q7) 8527.1147

Muitisurseza Sanicr Servicas Program
{Unrvarsity of Calilormia, Davis)

170G Athamtrz Bouievard, Suite 203
Saccamanmia, CA 95318

{316) 453.5432
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Multipurposa Sanicr Servicas Program Muitipurpese Senicr Servicas Program
{County of San Mataa Dapzronent of Siznisizus County Depanment af Sccial Servicas

Heaith Sarvicas) 2125 Wyiia Drive, Suite 1

18680 E Camina Heal, Suilte 222 Modesiz, CA 95353

Buriingama, CA §4010 .

{415) 652-¢5QC (209) 571-57%82

Muliourpesa Saenicr Servicas Program Multipurpesa Saenigr Sarvicas Frogram

{Caunty of Santx Bartara) - Sanier Cire Network

SCE West Mormizon Huntmgton Memerial Hes=eital _

Sama Mariz, CA G3484 837 South Fair Q3ks Avenue . .
’ Paszadaena, CA 91108

(8C5) s2s-ggsq | (818) 255-3110

Multipurnesa Senicr Servicas Program Muitigurpcsae Senicr Servieas Program

Seniar Heme and Heaith Cars - County of Crange Community Servicas Agency

Coumy of San Barmardine 1200 South Grand, Building E .

€26 Eamt Mill Straat Sama Anz, CA 8I7CS

San Bemardina, CA 852415 '

(714) 387-2454 (714) 834-384% .

Multisurposa Senicr Sarvicss Program Muiticurpesa Senior Saervicas Fregram
Wwans Health Foundagon, inc Counci en Aging, Samta Clara Caunty, Ine,
€20 Industry Way, Suie D 2121 The Alameca

Lyrwoog, CA 80282 San Jo=e, CA 85125

(213) £32-0834 (408} 296-3220

Muflisurposa Saeniar Servicas Programe Muitipurnesa Senicr Services Program
Fresno Caounty Degartment of Heaith -San Jeaquin County

1221 Fulton Mail 511 East Magneiia, 3re Foor

Fresng, CA 93775 . . Steckian, CA  gE2C2

(299) 445-323% ; (20G) 4&B.3780

* Nota: Sita names encicsad in garamhasis { } are nat 2 part of the site’s mailing acaress.

b
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CALIFORNIA DEFARTMENT OF AGING
' 16800 X Street
Sacramenta, CA G5E14

.(915) 323-88281
DIRECTORY OF CALIFORNIA LAW PROJECTS FOR THE ETDERLY

PSA 1 - HUMEOLDT AND DEL NORTE COUNTIES PSA 4 - YOLO COQUNTY

ROY SCHCENBERG

Senicer Citizens Legal Services
1810 California Street
Eureka, CA 95201

(707) 443-5747 ' -

PSA 2 - SHASTA, TRINITY, MODOC, LASSEN

AND SiSRIYUL COUNIizS

THOMAS M, WELSH
Seniar Legal Centar

CARCL GROSIMAN

Leaal Center for the Elderly
833 Court Street

Woodland, CA S5g3E

(915) g&2Z-1063

PSA 4 - YUBA ANC SUTTER COUNTIES

" SUSAN TOWNSEND ‘

Yuba-Sutter Legal Center
725 "0" Strest

P. 0. Box B0t

3015 Squth Market Street

Redding, CA ©608%

{918) 243-220¢ e

Marysville, CA - S8301 -
(916) 742-828¢

PSA S5 - MARIN COUNTY

PSA 3 - BUTTZ. PLUMAS, TEHAMA. GLENN Senior Citizens Legal Projec:
“AND CCLUSA COUNTIES 710 "C" Street

San Rafael, CA 84¢SQ1 -

(415) 454-Q80E

BARRIE RCEERTS

Legal Servicas of Northerm Califormia
P. Q. Box 3728

Chicz, CA 9E3Z7

PSA £ - SAN FRANCISCO COUNTY

(918) 345-94%1 QRAH YQUNG
Legza] Assistancz tz the £lderly,
PSA 4 - PLACZR COUNTY [nc.

322 Valenciz Strees
San Francisco, CA 94103
(415) 861-4444

RCN RCEz®S

Legal Services of Na. California, lnc.
Mothericde Branch

180 Reamer

Aupurn, CA 95833

(S18) 823-7%80 - (80C) 822-6107

WILLIAM TAMAYO

Asfan Law Caucus

36 Waveriy FPlacs, Suite 2
San Franciscoc, CA 94108

PSA 4 - SACRAMENTC COUNTY (418) 381-1633

Mailing Address:
WILLIAM TAMAYQ

Asian Law Caycus

1322 Wehster, Suite 210
Qakland, CA 94612
(41%) 835-1474

JONATHAN ELLISON ,
Leazl Center for the Elderly and Disabled
£3C Bercut Orive, Suita G

Sacramentz, CA 95814

(916) 446-4851

[LEME GUSFIELED

Mission Community Legal [efense
2940 -~ 18th Street, Suite 3CI11
san Franciscs, CA 984103

(415) £32-7208
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LIFIRNIA LAW PROJECTS 1 T ELOEILY

5SA 7 - CONTRA COSTA COUNTY

MARCILING VASQUEZZ

United Council of Spanish Spgeaking
Crganizations, Inc.

£1E Main Street

Martiner, CA 94EZZ3

(4135) 229-2210

FSA 8 - SAN MATED COUNTY

STEYE ZIEFT

Sanigr Advocates

228 Fyller Streat
Redwocd City, CA 84063
(418) 365-8411

PSA ¢ - ALAMEDA COUNTY

DUNCAN FALLS

Legal Assistanca for Seniors
1440 Broadway, Suite 206
fakland, CA 946322

(415) 832-304C

PSA 10 - SANTA CLARA CCUNTY

GEORGIA BACIL

Senior Adults Lagal Assistancs
150 E. Yirginia Street, #2680
San Jose, CA . cglil2

(408} 2835-%391

PSA 11 - SAN JOAQUIN COUNTY

PSA 12 - AMACOR CCUNTY

JANETH HAGEZH

Senior Services, Inc.

22% New York Ranch Road

Jacksan, CA 85842 *
(209} 223-0442

PSA 12 - CALAVERAS COUNTY

FRAMK METER

California Humzn Oevelopment Corporation

Box 1180
San Andreas, CA 885249
(209) 734-3987

ADDCNPY A LT

PSA 13 - SANTA CRUZ COUNTY

TERRY HANCZOCX

Senier Citizens Legal Servicas
343 Church Strest

Santz Cruz, CA SEQEC

(408) 426-8224

PSA 14 - FRESNO COUNTY

MICHAEL J. KANZ .
Legal Aid for Senicrs
808 N Street

Fresno, CA 83721
(202) 441-1811

PSA 15 - TULARE AND KINGS CCUNTTIES

RANDALL LYONS
Tulare-Xings Counties Legal
Servicas

" 900 W. Qak Street

Visaliz, CA 93277
(208) 733-8770

PSA 16 - INYD AND MONQ COUNTIES

LARRY STIDHAM -
Senior Citizens Legal Prugram

‘Sea Yea Lane, P. 0. Bax 9¢C

Bishog, CA 82214
{(§18) 873-3281

PSA 17 - SAN LUTS QBISPO COUNTY

JOEL QIRINGER

JEANNIE BARRZTT ‘

Califernia Rural Legal Asszistance
1160 Marsh Street, Suite 2C4

San Luis Cbispe, CA 83401

(808) 544-7%24

PSA 17 - SANTA BARBARA COUNTY

DON KUHN

Senigr Citizens Law Center
1022 San+a Barbara Streaet
Santa B8arbara, CA 93101
(805) 966-4882 '

PSA 18 - VENTURA COUNTY

MICHAEL WILLIAMS
Grey Law

40 N. Fir Street
Venturaz, CA ¢3001
(80%) £53-0654






Adopt new, Section 50-061 to read: i

SC0-061 WRO v. McMAHON 50-061
HANDBOOK BEGINS HERE
.1 Background

These requlations cover the retroactive pavment and underpavment relief under

an amended judgment in Welfare nghts Organization v. McMahon (WRO). Below is

an overview of the case,

A1

The case: The suit ¢laimed that DSS did net promptly implement 1983

W13

legislation authorizing spouse providers to be paid for ovrotective
gupervision and travel to health related appointements, termed medical
accompaniment. From July 1, 1981 to June 30, 1983, IHSS statutes
prohibited paving spouse providers for these services. The legislation
{Stats. 1983, ch, 232, section 116.7) regquired these services be paid

from Julv 1, 1983 on.

Original judgment: The Superier Court (San Diego Co.) entered judgment
in this case o©n November 23, 1688. Its implementation was delayed
because of vproblems in implementing the original judgment in Miller 1T,
Ne implementing regulations were issued for the original judgment.

2mended judgment: The Superior Court approved an amended Jjudgment in

.14

this case ¢n July 19, 1991. The modifications were based on the amended
judgment in Miller II, approved by the court on dJuly 18, 1991. The
judgments contain consistent provisions inscfar as practical. 8DSS
plans to implement the WRO and Miller II cases concurrently.

The class covered: The amended judgment applies tc spouse providers as

.15

defined in Section 50-061.411 and spouse applicants/recipients as
defined in Section 50-061.412.

Retroactive payments: Claimants may be eligible for retroactive

.15

pavments from July 1, 1983 through September 30, 1984, plus pre‘udgment
incerest.

Underpayments: Claimants may be eligible for underpayments from

(17

October 1, 1984 through September 30, 1985, There is no prejudgment
interast for underpavments.

Statutory maximums: Retroactive payments and underpavments are limited

tc the severely impaired {SI) or nonseverely impaired (NSI) maximum
levels in effect at the time. In addition, such payments must alsc be
reduced by any IHSS amounts authorized to the claimed recipient for any
month in which WRO retroactive payments and/or underpayments are
claimed.




The following provisions describe the procedures by which potential class
members will be notified, claims for retroactive payments and underpaymencs
will be processed, and pavments due will be determined and paid.

HANDBOOK ENDS HERE

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

Reference: Amended judegment regarding WRO v. Mahon dated July 19, 19891,
Case No. 531015,




Adopt New .Section 50-0€1.2 to read:

.2

Notification of Potential Claimants

.21

In order to notify potential claimants, the Department ghall:

.22

L2131

Sernd an Explanatory Flver in Engligh and Spanish, and a Provider

212

Srandard Claim Form in English, with instructions of how to
obtain the Spanish wersicn, to all past and present IHSS spouse
providers contained on the IHSS Payroll System, from July 1, 1983
through November 30, 1388, whe at any time during this period
lived at the same address as the recipient. The Department will
utilize the services of the Franchise Tax Beard and Department of
General Services to determine and mail to the most  current
mailing address available for vroviders identified in this
MANner.

Provide each (WD with sufficient cquantities of Standard Claim

. 213

Forms, Supplemental Claim Forms, Explanatorv ¥Flvers, and 17" x
22" posters modeled after the Explanatory Flyers. Each of the
above documents and posters will be in both English and Swanish.

{a) For WRO, there shall be a Provider Standard Claim Form, and
& Provider Supplemental Claim Form.

(b1 Provider claimants and recipient claimants shall use the
same version of these forms.

Provide those interested organizations and cgroups listed in

Appendix A-1 through A-% of the final Jjudgment referred to in
Section 50-061.11 with copies of the 8Standard Claim FPorms,
Explanatory Flyers, and the posters, with a request to display
the posters in a woprominent location and distribute the
Explanatorv Flvers and Standard Claim Forms on reguest -throughout
the claim pericd.

Provide the Federal Social Security Administration offices in

California with copies of the posters, in English and Spanish,
end recpect that agency to display the posters throughout the
claim period in orominent locations where there is public access.

The claim period identified in this section shall be the eight month

.23

pericd from February 1, 1993 through September 304, 18913,

In order to notify potential claimants, the CWDs shall:

.231

Place the posters described above in a prominent location in each

local office having contact with the public throughout the clzim
pericd,




.232 Provide the Explanatory Flver and Standard Claim Form to any
person  inguiring about eligibility for retroactive payments
and/or underpayments for WRO v. McMahon.

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

Reference: Amended sudgment regarding WRO v. McMahon dated July 19, 1691,
Case No, 531015,




Adopt Section 50-061.3 to read:

.3

Application for Retroactive Payments and Underpayvments

.33

Claimant Responsibilities

.32

311

The claimant shall cooperate in obtaining all information

.312

necsegayy to procegss the claim, Failyve to provide the nesded
information snall result in the denial of the c¢laim or of that
portion of the claim for which the information is necessary.

All claims for retroactive payments and underpayments shall be

.313

filed on_a WRO v. McMahon claim form with the county welfars
department in which the claimant currentliv resides,

The claimant shall complete the claim form, gign the form under

.314

penalty of persury, obtain the signature of a witness under
penalty of periury and mail or deliver the completed ¢laim form
to the WD where she/he lives,

The claim form shall be completed as stipulated in Secticns 50-

.315

061.4317 and .4423, and hand-delivered by close of business or
mailed and postmarked to the CWD by September 30, 1993, Claims
hand-delivered or mailed and postmarked after this date shall be
denied,

If the claimant is sent a Notice of Action recquesting the

.316

completion of either the Standard Claim Form or the Supplemental
Clsim Form, the claimant shall have forty-five (45) days from the
date of the Notice of Action to complete and hand-deliver or mail
the document te the CWD. Whenever the claimant must return a
document or documents to the CWD within forty-five (45} days, the
following shall applv:

{a) If mailed, the document({s) shall be postmarked by the 1last
day of the forty-five (45) day period.

(b) Tf hand-delivered, the document{s) shall be delivered to
rhe CWD no later than the close of buginess on the last day
of the forty-five {45) day period.

{c) 17 required document(s) are not hand-delivered/mailed and
postmarked within the time limits stated in thig gection,
denial of the claim, or that portion of the claim for which
the infecrmation is needed, shall result,

Unless otherwise specified, all references to "days" in regard to

time limits shall be construed to mean "calendar” davs.

County Welfare Department Responsibilitieg - Filing Date




he CWD sha’l date stamp the claim form when received, The CWD

{a) T
ShEaLL inozll claim forms and envelopes of anv claims received
for the WEQ v. McMahon lawsult.
(k) The date ¢f filinc gshall be the date postmarked ¢on the envelops.
{c) If trhe ¢laim is filed in person at the CWD, the date ¢f filinc
shz2l b= the date received in the CWD office, e.g., the date
stzmmed on the claim.
{d} If the filin- date cannot be determined as detailed above, ths
filing dieze srzll ke the date the claim was signed.
{e) If tne claim must be forwarded to another county for processing
because thne services were either provided or received in the
gecons county, the first county's filing date shall apply.
(£} 1f the date of filing cn the Standard Claim Form is after
September 30, 1993, the claim shall be denied.
{) If & Supzliemental Claim Form, as described in Section 50-0681.447,
mus: be gent to the claimernt, the filing date ghall not change.
The filing date shall remain that determined in accordance with
Secoicng S0-0&2.321(a), (k). (c) and {(d).
ey ti the CWD receiving the claim determineg that sgervices ware
received or provided while the recipient/applicant lived in
gncther countv, for all cr part of the claim period, the CWD
Snesl
{2, Send a covv of the claim to each affected county. The CWD
gshell &lsc send 2 Notice of Action to the claimant within
10 celendar davs of the filing date explaining thzt the
correct CWD will precess the claim for the period of time
in wnich the services were provided/received in the other
county

(2] Ags noted in Sectipn S0-061.32 {e) the filing date for the
gizim will Pe that determined by the first (WD receiving
the claim

(i) The CWD shaell determine eligibility/ineligibility and compute the
retreactive pavments and underpayments due within 45 davs of the
filing date or vpromprly after all necessary forms have been
complered and received by the CWD. The CWD sghall input this
information into the Case Management Information and Pavrolling
Svetem (CMIPS} so interest can be computed on approved cases and
the computaticn revurned to the CWD.

(1) The (CMIPS shall compute the total retrgactive pavment

and/or underpayment amount due, with and without interest
ancé return the computation on a form developed by SDSS to
the appropriate CWD within five working davs from the date
of CWD input.




Within 10 working days of receiving the computation from CMIES,

the CWD shall issue a Notice of Action to the claimant which
contains the information specified in Section 50-061.631, and, if
avplicable, Sections 50-061.634 and .635. Once the CWD hasg
issued the notice to the claimant, the CWD shall then send the
necessary documentg through the CMIPS go payment mav be issued.

CWDs receiving claims forwarded from another county shall process

the claim, determine eligibility, compute retroactive payments
znd/or underpayments, compute interest, igsue the necesgsary
Notice of Action and forward the necessary documents to the CMIPS
within 45 days of receipt from the griginal county or promptly
after all necegsary formg are completed.

Time limits for CWDs specified in 8ection 50-061.32 may be

(m}

exceeded in situations where completion of the determinaticn of
eligibility for retroactive payments and/or underpayments is
delaved due tc circumstances bevond control of the CWD. In these
instances, the reason(s) for the delay(s) shall be documented in
the affecred claimant's case file,

Unless otherwise sgpecified, all references to "davs" for these

time limits shall be construed as "calendar" davs.

.33 Retroactive Pavment and Underpayment Time Pericds

331

Eligibility for retroactive pavments under WRC shall be limited

332

to the following pericds:

{a) July 1, 1983 thr-uch September 30, 1984 for claims in which
the housemate was a spouse provider.

Claims in which the period claimed is bevond the retrpactive time

Authority Cited:

period svecified in Section S50-061.331{a} shall be processed as
underpayments for the vperiod Octocber 1, 1984 through
September 30, 1885,

Sections 10553 and 10554, Welfare and Instituticns Code.

Reference:

Amended judgment regarding WRO v. McMahon dated July 19, 1991,
Cage No, 531015.




Adopt Secticons 50-019.41, .42, .43, and .44 to read:

LA Claim Processing

.41 Conditicns for Class Membershiso

.411 1IHS3S specuse provider claimants may be eligible to receive
retroactive payvments and/or underpayments in WRO. Spouse
provider cleimantg whe are potentially eligible tp receive these
payments are persons who:

{a) Were legally married to an individual meeting all
applicable conditions stated in Section 56-061.412, and
provided protective supervision and/or medical

accompaniment services to  that individual during the
applicable retroactive payment and/or underpayment period
specified in Section 50-061.33; or

{b) Were considered to be a member of a married couple as
defiped for the purposes of SSI/SSP eligibility in 20 CFR
4316.1806, lived with an individual meeting all applicable
conditions stated in Section 50-061.412, and provided
protective supervision and/or medical accompaniment
services during the applicable retroactive pavment and/or
undervayment period specified in Section 50-061.33; and

{c) Lefr full-time employment or was prevented from chtzining
full-time employment because no other suitable provider was
available, and

{d) Needed to provide these services to their spouse, or
inappropriate placement or inadequate care may have
regulted, and

{e) Were not compensated for providing protective supervision
and/or medical accompaniment services for the month(s)
claimed.

.412 THSS recipient/applicant claimants potentiallly eligible to
receive retrcactive payments and/or underpavments are persons
who:

{a) Were California residents, aged, blind, or disabled during
the applicable retroactive and/or underpavment period
specified in Section 50-061.33 and met the eligibility
conditions of MPP 30-755: and,

{b) Required assistance during transportation to and from
appointments with physicians, dentigtgs and other health
practitioners, whers the recipient's presence was reguired
at the destination, and/or
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GETS ORGANTIZATION V. M_.AHON
PLEMENTAL CLATIM FORM

ISTRUCTIONS: Please print. Fill in as much informaticn as you can.
su need help, call or gc in toc your county welfare department.

-
th

IMEMBER: You must complete this supplemental claim form and get it <o
1e county welfare department before to get any money.

Name of spcuse providing protective supervision/medical transportation

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

City . County tate ZIP Code

Name of spouse receiving protective supervision/med. transpertaticn

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

City County State ZIF Code

Did the person listed in #2 receive Supplemental Seéurity Income/Stzt
_:Dlemen_al Program (SSI/SSP) benefits (Gold Check) in any cf the
2llowing vears? Placs an 7X” below for each year in which SSI/SSP was
zceived: 1983 1984.

For each year(s) checked above, yocu may skip that same year(s) in
iesticns 4 and 5 below. ‘

List the average menth income for ydurself and your spcuse for the
2llewing years: $ 1583 $ 1984.

Did you and your spouse have average licuid rescurces (cash, check c<
avings account, trust funds, checks or case safety depesit box, stocks cr
mds, notes,) that were in excess of $2250 during 1983 or 19847

¢ yes, place an “X” below the year(s) in which the average monthly liguid
:sgurces cf yourself and your spouse were more than $22507 1583
1584

APPLICANT’S STATEMENT:. .

BE SURE YOU HAVE READ AND ANSWERED ALL THE QUEZSTICNS ABOVE.

READ THE FCOLLOWING STATEMENTS CAREFULLY BEFORE SIGNING.

I understand that the informaticn I put en this form may be verified

and that my signature on this 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 tc the best of my knowledge.

e

ignature of applicant: Date:

ATTACHMENT 2



/

. WITNESS’ STATEMENT .
Flease have the perscn who can verify that the informeticn ycu havs
provided is true and correct sign below. :

I, the undersigned, declare under penalty cof perjury that, to the best ¢
my knowledge, the statements of the applicable made abcve are true and
correct. ' :

Signature cf Witness: Date:

Address: City: County: State: 2I%:
Relatiocnship to applicant:

Relationship to person who received protective supervision or medical
transpertation:



(e}

Wwere nonself-directing, confused, mentzlly impaired, or
mentallv ill, and may have been hurt or injured if left
alone, thus meeting the general conditions or reguiring the
service of protective supervision: and,

Received IHSS  ©benefits, but were denied protective
supervision services during the applicable retroactive
payment and/or underpayment period solely because the
provider was a spouge, and the amcunt of penefits wag less
than the severely impaired or nonseverely impaired maximun,
as applicable at the time; and/or

received IHSS berefits, but were denied medicel

{.“h

2

3

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 applicable at the time; or

Applies f-» Tugg gervices during the applicable retroactive

pavment and/or underpayment pericd and were denied
protective supervision services solely because the provider
was & spouse; and/or

Avplied for IHSS services during the applicable retrpactive
pavment and/or underpayment period and were denied medical

accompaniment services solely because the provider was a

spouse; ang,

Paid the spcuse provider during the applicable retroactive

pavment and/or underpayment pericd for the provision of
protective supervigion and/or medical accompaniment
services,

.42  Review of Class Membership Questions

421

The CWD shall review the responses to the c¢lass mempership

cualifying cuestions in Part I, Section 2 of the Standard Claim

It
ol

{a)

The CWD shall issue a denial Notice of Action explaining

that the claimant 18 not a WRO v. McMahon clasg member if
the claimant did any of the following:

{1) The claimant answered "ne" to ZA, eor 2B, or 2E, or
2F:

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

{3) The claimant answered "no" to both parts of 2G.




{b) f the claimant answered "yes" to 22, or 2B, or 2¢, or 2D,
or 2B, or JF, or 2G, and the CWD has informaticn available
which contradicts the claimant's contention of class
membership, the CWD shall issue a Notice of Action for
Adverse Information and attach a copy of this information.
The claimant shall have 45 days from the date of the Notice
of Action to provide additional information if available,

{c} If the claimant answered "unknown" to either questions in
2G, the CWD shall issue a Notice of Action and a WRO v.
McMahon Suvplemental Claim Form to the claimant. The
claimant shall have 45 days from the date of the Notice of
Action to complete the Supplemental Claim Form and return
it to the CWD,

L43 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 necessary
to further oprocess the c¢laim. Por the vpurposes of this
determination, a claim shall be considered complete when all the
following reguirements are met:

{a) The followipg informaticn recuested in Part I, Section 1 is
provided: claimant's name, social sSecurity number, and
current address.

{b) All qualifving guestions in Part I, Section 2 are answered.

{c) If Part I, Section 3 is applicable, the claimant's address
at the time they claim to have previded/received protective
supervision and/or medical accompaniment services.

{d} The following information reguested in Part I, Section 4 is
provided: name of person whom it ig claimed npeeded
protective supervision and/er medical accompaniment:
his/her current or last known address; and his/her
relationship to the provider,

(e) Part I, Section §, is completed with date of marriage of
claimant and gpouse.

(f) Part I, Section 6, is signed by the claimant and dated.

lg)l  In Part I, Section 7, the Standard Claim Form is signed,
dated, and the verifving witness' relationship %o the
claimant and the recipient is identified and this person's
address is listed.

th) The information requested in Part II and Part IIT is
provided, as applicakle.

10



.432

(i) - The following information requested in Part IV is provided
to support the application only if more than eight hours
per month of medical accompaniment hours are claimed: the
name of the health professional/health facility visited Dby
the claimed recipient; location of corigin and destination:
type of transportation used: number of monthe/vears visits
took place:; number of visits per month/year; and
arproximate duration of round-trip,

If the CWD determines that Part I, or Part IV if applicable, of

,433

the Standard Claim Form has not been completely filled cut in
accordance with the criteria in Section 50-061.431, or if the
claimant and a verifving witness have not signed and dated the
form, the CWD shall send the claimant a Notice of Acticn
specifving that portion of the form which igs in need of
completion. The Notice of Action shall also state that the
claimant has 45 days from the date of the Notice of Action to
submit the completed form to the CWD. If the completed 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.

Upon receipt of the information reguested in Section 50-061.432,

.434

the CWD shall review the resubmitted information to determine if
the claim i now complete in accordance with the criteria in
Section 50-061.431. If complete, the CWD shall continue
processing the claim,

(g) Tf the ciaim is still not complete because the claimant did
not provide all the requested information, the CvD chall
deny the claim.

Failure on the part of the claimant to regpond within the 45-day .

.435

period shall result in denial of the claim.

The €WD shall review Parts IT, IIT, and IV of the Standard Claim

Form to determine if claimed medical accompaniment hours for any
month during the retroactive payment and underpavment claim
periods exceed eight hours and if information submitted on Part
IV of the form supports the hours claimed. The CWD shall use the
medical accompaniment requlations to determipe entitlement to
medical accompaniment services.

HANDBOOK BEGINS HERE

Medical accompaniment regulations are contained in MPP Section
30-757.15,

HANDECQOK ENDS HERE

11
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.

he CWD determines that Part IV ig incomplete or dees
t the claim for more than eight hours of mediczal
ment for any month during the retroactive payment
[ohs unde:n ent claim pericds, according to the standards

rer in Sectcion 50-061.435, the CWD shall issue a
Notice ¢f action for Adverse Informagtion specifying that
Part IV iz in need of completion or reguesting that the
glaime=t suprcrt the hours claimed. The Notice of Action

shzll also state that the claimant has 45 daye from the

date cf the Notice of Action to submit the compleced

gecticn  eor provide the additionzl information, if
available, to the CWD,

(b} Fzilure on the part of the claimant to resvond within the

4% dev pericd shall result in denial of the unsupported

portion of the claim,

Y the CWD determinegs that the medical accompaniment hours
laimed during the retroactive pavment and underpavment
ericd do not exceed eight hours, or if more than eichr
gurs per menth are adequately supported by informaticn
o
h

iittecd on Part IV of the Standard Claim Form, the CWD

9
-+ 54

continue processing the claim.

Supplemental Llaim Form

441

The CWD chzll igsue a Surplemental Claim Form to the claimant

whenever the CWD ig unable to locate either a previouslv approved
1558 czse recorcd or a record eof demial of THSS eligibility. The
purpose of the Supplemental Claim Form shall be to: (1) request
informarien from the claimant regarding the claimed recipient’s
gpplving for and being denied IHSS during the retroactive pavment
period: znd {2) determine whether the persen claiming to have
receivec protecrive surervision and/or medical accompaniment
services met and would have met the income/resource eligibility
reculrements for IHSS gervices during the periecd claimed. The
CWD shell include a Notice of Action with the Supplemental Claim
Form stating that completicn of the form is necessary in order to
further determine eligibility for retroactive vpavments and
undersavments and that the claimant must return the completed
form to the CWD within 4% davs.

If the CW2 has no case record of an THSS application and/or

denial for the claimed recipient during the retroactive
pazvment cperigds being claimed, the Notice of Action
accompanving the Supplemental Claim Form shall reguest the
ClLzimant Lo com ole:e 21l parts of the Surplemental Clzim
Ferm in accorcance with the criteria in Section 50-061.447,

(b If the CWD has a case record showing the claimed recipient
had applied for and was denied IHSS for the retroactive
payment periods being claimed, but the CWD cannct determine
from the case record whether the claimed recipient met IHSS
income/resource eligibility criteria, the Notice of Actien

12



accompanving the Supplemental Claim Form shall recuest the
claimant to complete Parts I, III, IV ¢f the Sucplemental
Claim Form, relating to income/resource .eligibilicy for
IHgS, in accordance with the criteria in Section 50-
061.443.

(¢} If the CWD has lost or destroyed its records or did not
maintain adequate records during the claimed period, the
CWD shall send the Supplemental Claim Form recuesting
completion of applicable parts of the form, in accordance
with the criteria in Section 50-061.443.

442 Upon receivt the CWD shall date stamp the submitted Supplemental
Claim Form following the provisions of Section 50-061.32(a).
.443 The CWD shall review the submitted Supplemental Claim Form to

ensure that all required questions are answered, all recquired
information is provided, and that the form is signed and dated by
both the claimant and a verifying witness. For the purposes of
this determination, the Supplemental Claim Form shall bDe
considered complete when the reguired sections are completed as
specified in Section 50-061.441 and:

{a) The following information reguested in Part I, Section 1 is
provided: name and current or last known addresgs of the
spouse who claims to have provided protective supervision
and/or medical accompaniment services during the months
claimed.

(b} Part I, Section 2, the name and current or last known
address of the spouse who claims to have received
protective supervigion and/or medical accompaniment
services during the months claimed, is completed.

{c) If Part II is applicable, Sections 1 and 2 recuesting
information and documentation related to an  IHSS
appiication and/or denial feor the verson for whom it is
claimed received protective supervisicn and/or medical
accompaniment services during the months claimed, is
completed.

{(d) Part III, Sections 1, 2, and 3 relating to the ({I) receipt
of Suprlemental Security Income/State Suvplemental Program
(SSI/SSP) benefits by spouse named in Part I, Section 2:
{2) combined meonthly income for claimant and spouse; and
{3) the amount of combined average meonthily liquid rescurces
in excess of $§2250 for claimant and soouse: during the
years for which hours are claimed.

{e) Part IV ¢f the Suppiemental Claim Porm is signed and dated
by the claimant.

13




.444

{f) Part IV, Secticn 2 is signed bv a verifving witness, dated,

with his/her address and relaztionshin fto the claimant
completed.

If the CWD determines that the Supplemental Claim Form is

., 445

incomplete based on the criteria in Section 50-061.443, the CWD

shall send a Notice of Action regquesting the migsing information

and attach to the Notice a copy of the original Supplemental

Claim Form submitted. ‘The Notice of Action shall specify the

section number of the form which is in need of completicn and
shall state that the claimant has 45 days from the date of the
Notice of Acticn to submit the completed form or the claim will

be denied.

(a) Upon receipt of the information requested in Section 50-

0£1.444, the CWD shall review the submitted information to
determine whether the Supplemental Claim Form is now
complete in  accordance with Section  50-061.443, If
complete, the CWD shall continue with processing the claim.
If the Supplemental Claim Form is still not complete, the
CWD shzall deny the claim.

If the completed Supplementz]l Claim Form is not received from the

446

cilaimant within the 45-day limit, the CWD shall denv the ciaim in
accordance with Sectien 50-061.314.

Information submitted by the claimant on the Supplemental (Claim

Authority Cited:

Form shall pe vwresumed to be true as long as the form has been
signed and dated bv both the claimant and a witness, unlesg the
CWD has information available which contradicts information
supplied by the claimant. If the CWD has such informa:tion
available and the CWD determines that information indicates the
claimed recipient of protective supervision/medical accompaniment
services would not have besn eligible for IHSS, the CWD sghall
issue a Notice of Action for Adverse Information and attach a
copy of the contradictory information. The claimant ghall have
45 davs from the date of the MNotice of Action :to provids
additional information if available,

Sections 10553 and 10554, Welfare and Institutions Code,

Reference:

Amended judgment regarding WRO v. McMahon dated July 16, 1991,
Case MNo. 5310315: and 20 CFR 416.1806.

14



" Add Section 50-061.45 to read:

.45 Existing Case File and Information Requirement

L4851

The CWD shall determine if there ig an existing case file with

452

which to match claim information for determining eligibility,

In accordance with Section 50-061.44, if the (WD cannot locate a

L453

cage file for the THSS recivient/applicant for whom it is clazimed
protective gugervigion znd/or medical accompaniment services were
provided without TIHSS compensation, or if the CWD cannot
determine eligibility from the existing case f£ile for the months
glaimed, the CWD shall send the Supplemental Claim Form to the
claimant.

A1l information received and/ecr obtained in relation tc the WRO

.454

v. McMahon court case, and all forms generated as a result ¢f 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:

{a) Cempleted Standard Claim  Form and any  subsequent
resubmitrals:
() Ccmpleted Supplemental Claim Form, if applicable, and anv

subseguent resubmittals and any documents submitted by the
claimant in responding to the Supplemental Claim Form;

{c)] Completed Eligibility Determination Worksheets, including
documentaticn of retroactive payment and preijudgment
interest calculations as well as underpavment calculaticns:

{d) A copy of anv Notices of Action sent to the claimang;

(e) A covy of any correspondence with other CWDs in relation to
the claim:

{£) 211 CMIPS documsnts: and,

fg) A copv of all cther documents used in the determination of
eiigibiiicy and computation of payments,

The CWD shall not reguire the claimant to provide informaticn

Authority Cited:

other than that recuested on the Standard Claim Form and, if
needed, the Supplemental Claim Form. However, the claimant shall
be offered an opportunity, in the form of a Notice of Action for
Adverse Information, to submit additicnal informatien that might
rebut a pogsible denial based on CWD records. The CWD shall
consider any additional information submitted by the claimant to
suppert his/her claim,

Sectiong 10553 and 10554, Welfare and Institutions Code,

Reference:

Amended Judgment regarding WRO v. McMahon dated July 19, 1391,
Case No. 531015.

15



Adopt Section 50-061.46 to read:

.46

Presumptive Need For and Provision of Protective Supervision

461

If other information available to the CWD, incliuding, but not

.452

limited to, previous or current IHSS casefiles, doss nof rebut
the presumption of need for protective supervision, the perscon
claiming to have needed protective supervision is presumed to
have needed protective gupervigion for the months claimed during
the applicable retroactive payment and/or underpavment period if:

{a} A need for protective supervision was assessed at any time,
in which case the need shall be from that time forward; cor,

{b} The need for protective supervisicn is attested to by a
sworn statement on  the Standard Clazim 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 support the presumption of neec for
protective supervision,

The person claiming to have needed protective sumervigion is

.463

presumed to have received protective supervision services for the
months claimed during the applicable retrocactive pavment and
undercavment pericds if the delivery of such services is attested
to by a sworn statement from the claimant and verified by a swern
statement of a witness, contained on the Standard Claim Form, and
other information available to the (WD, inciuding, but not
limited to, previous or current IHSS casefiles, does not reburt
the presumption of delivery of protective supervision services.

{a) The CWD shall opresume that anvy vprotective supervision
services provided and claimed were not provided
voluntarily.

If information available to the CWD rebuts the presumoticn of

either the need for or the deliverv of protective supervision
services during anvy of the months claimed during the applicable
retroactive pavment and underpayment pericd, the CWD shall issue
8 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,

If the CWD's THSS recordkeeping system shows no record of the

claimed recipient ever applying for or being denied THSS for the
pericd being claimed, the CWD shall issue a Notice of Action
requesting the claimant to complete an attached Supplemental
Claim Form in agcordance with Section 50-061.44., The c¢laimant
shall have 45 davs from the date of the Notice of Action to
submit the completed Supplemental Claim Form,

16



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

iLEA ESTE AVISO!
ES POSIBLE QUE EL PROGRAMA DE SERVICIOS DE CASA Y CUIDADO
PERSONAL (IHSS) LE DEBA DINERO
¢ POR QUE ESTAMOS PAGANDO SALARIOS RETROACTIVOS?

Una corte nos ordené pagar salarios retroactivos a ciertas personas en una demanda colectiva conocida como
Welfare Rights QOrganization (WRQ! vs. McMahon porque no pagamos “supervisién con fines de proteccién” o
“acompafiamiento médico” que se le dié 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 lama WRO.

¢REUNE USTED LOS REQUISITOS PARA RECIBIR SALARIOS RETROACTIVOS?

Es posible que usted retina los requisitos si contesta "si" a ambas preguntas #1 y #2, asi como a la #3 o #4, con
relacién a cualquier tiempo de julio de 1983 a septiembre de 1985.

1. ¢Estuvo usted legalimente casado(a) o se consideraba casado(a) con una persona de edad avanzada, ciega o
incapacitada en California, con la cual vivié vy a la cual usted proporcions cuidado?

2. ¢ Recibid esa persona o solicité IHSS?

3. ;Cuidé usted de la persona en el hogar suyo para evitar lesiones porque la persona no tenia control de si
misma, estaba confundida, tenia impedimentos mentales, o enfermedades mentales, y pudo haberse lastimado
a si misma si se le hubiera dejado sola? (A esto le llamamos proporcionar "supervisién con fines de
proteccién.”)

4. ;Acompafd a esa persona para ir y venir a las citas con el médico porque se necesitaba la ayuda suya? (A
esto le llamamos “acompafiamiento médico.”)

(QUE DEBE HACER USTED?
Si contestd si a ambas preguntas #1 y #2, asi como a la #3 o a la #4, o no esta seguro(a);
1. Llene 1a forma de reclamo WRQ. Usted recibié una con esta notificacién en el correo, o puede conseguir una
en su departamento de bienestar del condado. Si necesita una forma de reclame de WRO en espafiol, por

favor comuniguese con fa Seccién de IHSS en su departamento de bienestar def condado.

2. Presente la forma de reclamo WRQO a mas tardar el 30 de septiembre de 1993 a su departamento de bienestar
del condado. Enviela o llévela ahora. Sila presenta tarde, usted no recibirg ningan dinero.

¢Necesita ayuda? Llame a su departamento de bienestar del condado u oficina de asesoramiento legal (Legal Aig)
y pidales infarmacidn con respecto al reclamo WRQ.

LA FECHA TOPE PARA PRESENTAR EL RECLAMO ES EL 30 DE SEPTIEMBRE DE 1893. EL

DEPARTAMENTOQ 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 (8P} (11/62)






STATE O-F 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 (WRQ) v,
McMahon because we did not pay for "protective supervision" or "medical accompaniment” given to some aged,
blind or disahled people in the IHSS Program from July 1983 through September 1985. This effort is called WRQ.

ARE YOU ELIGIBLE FOR BACK WAGES?

You may be 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?

Did that person receive or apply for IHSS?
Did you watch the person in your home to prevent injuries because that person was nonself-directing, confused,
mentaily impaired, or mentally ill, and may have hurt themself if left alone? (We call this providing “protective

supervision.")

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.

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

File the WRQ claim form by September 30, 1993 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 WRQ 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 AND 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
¢POR QUE ESTAMOS PAGANDO SALARIOS RETROACTIVOS?

Una orden de la corte nos ordend pagar salarios retroactivos a ciertas personas en una demanda colectiva llamada Welfare
Rights Organization(WRO) vs. McMahon porque no pagamos “supervisién con fines de proteccion” o “acompanamiento
médico” que se les di6 a algunas 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 Miller !l

¢REUNE USTED LOS REQUISITOS PARA SALARIOS RETROACTIVOS?

Es posible que usted retina los requisitos si contesta “si” a ambas preguntas #1 y #2, asi como yasea ala#3 o a la #4, con
respecto a cualquier tiempo entre julio de 1983 y septiembre de 1985.

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

2. ¢Recibid esa persona o solicitdo IHSS?

3. ¢Cuidd usted de esa persona en el hogar suyo para evitar lesiones porque esa persona no tenia control de si misma,
estaba confundida, tenia impedimentos mentales o enfermedades mentales, y pudiera haberse lastimado si se le hubiera
dejado sola (A esto le llamamos proporcionar “supervision con fines de proteccidén”).

4. ¢Fue usted con esa persona a citas medicas porque se necesitaba la ayuda de usted? (A esto le llamamos
“acompanamiento medico”).

¢QUE DEBE HACER USTED?

Si usted contesté “si” a ambas preguntas #1 y #2 y yaseaala#3 o ala#4 o no esta seguro(a):
1. Obtenga la forma de reclamo WRO de su departamento de bienestar del condado.

2. Entregue la forma de reclamo WRO a mas tardar el 30 de septiembre de 1993 a su departamento de bienestar del
condado. Enviela o llévela ahora. Si presenta la forma tarde, usted no recibira ninguan dinero.

¢ Necesita ayuda? Llame a su departamento de bienestar del condado u oficina de asistencia legal (Legal Aid) y pregunte
acerca del reclamo Miller 11

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 {SF) {11/92)






STATE OF CALIFORNA - HEALTH AND WELFARE AGENCY DEPARTMENT OF SOCHAL 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. THIS
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 CAl!
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:
. GET THE WRQ 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 T 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.

TEWMP 2041 (11/52)






Adopt Section 50-061.64 to read:

L 64 State Hearings

.641 The right to a state hearing on any WRO v, McMahon claim shall be

granted only to WRQ v. McMahon claimants or their authorized

representatives,

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

Reference: Amended Jjudgment regarding WRC v. McMahon dated July 19,

1891,

Case Ngo, 531015,
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.63 Treatment of Lumrt Sum Pavments in the THSS Program

LESD t ghnzll e the regzpconsibility of the CWD to determine if the
lump sum WRO v, McMahon retroactive payments and underpavments
affecc cr does not affect the continued eligibility of all WRO V.

McMahorn claimants who are currently IHSS recipients.

LETD WES v, Mc¥ahon pavments shall be disrecarded for IESS financisgl
eiigibility determinations for the month of receipt and the
fellowing month. Any remaining balance from the WRO v, McMahcr
Davments shall be counted as a resource in the second month
fellowing the month of receipt.

Authoricy Cined Qasvicns 10853 and 10854, Welfare and Institutions Code.
Reference Amended dudoment regarding WRO v. McMahon dated July 18, 1891,
Case Ne. £2iplr,
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.8 Appendix - WRC Forms

.81 The following forms are to be usgsed to process WRO claims:

Poster - 2041 (Eng/Sp) (11/52)

Explanatory Flyer - 2040 (Eng/Sp) (11/92}

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

Supplemental Claim Form ~ 2006 (Eng/Sp) (11/92)

Underpayment Worksheet - 2008 (11/52)

Retroactive Worksheet - 2008 (11/92)

Authority Cited:

Sections 10553 and 10554, Welfare and Institutions Code.

Reference:

Amended judoment regarding WRO v. McMahon dated July 18, 1891,

Case No. 531013,
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Adopi Sections 50-061.7 and .8 to read:

.7 Monitoring CWD Compliance

.71 County Statistical Reports

.711 Beginning February 1, 1993 and continuing untii an eligibility
determination has been made on each c¢laim received, the 8BSS
shzll comsile a monthly report on retroacgive pavment ¢lazms and
a separate monthly report on underpayment claims, The reports
shall contain the following information:

(2) The number of claims received;

{b) The number of claims denied:

{c] The number of claimg approved:

(8) The number of claims pending; and,
{e) The amount of payments approved,

.72 Final Rewort

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

{a) The number of claimants paid:

(b} The total amount of retroactive payments:
{c) The number of underpayments paid:; and,
(d) The total amount of underpayments paid.

.73 Case Reviews

.731 Based on the quarterly reports, SDSS shall determine the fifteen
{15) counti=s having the largest number of claims over the aight-
month period.

.74 County Cooperaticn

.741 Each CWD shall cooperate with SDSS in providing information
deemed necessary to monitor county compliange with the provisions
of these regulations and the WRQ v. McMahon final judgment.

3



634

{a) Tf the c¢laimant does not respond within the 45 davs and

provide information to rebut the CWD's contradictory
information. the CWD shall issue a Final Notice of Action
denving the claim for the months of ineligibility.

For each claim denied, the Notice of Action shall clearly state

L6358

the reason(s) for each period claimed and denied.

For each approved claim in which the claimant is currentlv an

Authority Cited:

IHSS recipient, the Notice of Action shall advise the claimant

that the payment received as a result of his/her WRO v. McMahon
claim mav adversely affect his/her IHSS, 88T eligibility or other
aid program eligibility and tax liability.

Sections 10553 and 10554, Welfare and Institutions Code.

Reference:

(V]
[

Amended judament regarding WRO v. McMahon dated July 16, 19
Case No, 531015,
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Adopt Section 50-061.63 to read:

.63 Notices of Acticn

631

For

each claim received for retrcactive wvayments and

.632

underpayments, the CWD shall issue a final Notice of Action. The

Notice of Action shall contain the fellowing information:

{a} The month(s) determined eligible and/or ineligible fer
retroactive payments and/or underpayments. The reason(s)
for any months determined ineligible shall be clearly
stated:

() The amount of retroactive pavments due for each month,
which shall be shown with and without interest;

(c) The amount of retroactive payments and interest due feor
each year, if payments are claimed for more than one vear:

(&} The total retroactive payments due and the total amount of
interest due;

[e} The combined amount of retrcactive pavments and interest
due:

(£) The amount of underpavments due for each meonth, for each
vear if pavments are claimed for more than cne year, and
the total underpavments dusg;

{g) A statement regarding withhelding taxes:

{h) A statement regarding the claimant’s right to a 8State
Hearing on WRO v. McMahon determinations made by the CWD
and information on how to request such hearings:

{i) 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 servige of
medical accompaniment.

Each Notice of Action issued due to the claimant's failure to

633

complete either the Standard Claim Form or Supplemental Claim

Form in its entirety shall specify those sections of the form in

need of completion.

Each Notice of Action ag a result of the CWD having contradictory

information shall include a copy of the informaticn and shall

advige 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:

.62 Prejudoment Interest

.621 Prejudgment interest for retroactive payments only shall be

calculated at the following rate:

{a) Ten percent for the period July 1, 1883  throuch
September 30, 1985,

.622 The interest shall be computed cn the amount of the monthly
payment up through the last day of the month folligwing the month
in which payment is authorized.

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

Reference: amended judoment regarding WRO v. McMahen dated July 18, 18817,
Case No. 531015,
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Adopt Section 50-061.61 to read:

.6 General Provisions

LB1 Share of Cost

511

The (WD shall not consider any recipient share of cost when

Authority Cited:

computing the amount of retrpactive payments and/or underpayments
due.

Sections 10533 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 S0-061.58 to reaad:

,58 IHSS Statutorv Maximum During Retroactive Payment and Underpayment

ghall re:

Effective Date NSI SI
7/1/83 === £/30/84 $604 $§872
7/1/84 --— E/30/8F 5638 21
1/./8% --- §/31/86 §674 574

Authority Cited: Sec+tisns 10853 and 10554, Welfare and Institutions Ceode,

Refersnce: Amended judgment regarding WRO v, McMahon dated July 19, 1831,
Czse No. 531015: and Sections 12300, 12303.5, 12304, Welfare and
Instizutions Code.
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.57 Calculating the Actual Underpavments - Claims With and Without THSS
Case Records ‘ '

571 The (WD shall use Section 50-061.54 for the calculation cof
underpayments for claims with an TIHSS case record, and are
otherwise eligible to receive underpavments.

.572 The £WD shall use Section 50-0£61.55 to calculate underpayments
for claims with no IHSS case record, and are otherwise eligibls
to receive underpayments.

Authority Cited: Sections 10553 and 105854, Welfare and Institutions Ceode.

Reference: Amended Jjudgment regarding WRO v. McMahon dated July 19, 1881,
Case No. 53101%5:; and Secticns 12300, 12303.5, 12304, 12304.5,
Welfare and Institutions Code.
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.56

(3} Underpayments due ghall net be subdect to preiudgmernt
interest,

.554 After completion of calculations for retroactive pavments and/or
underpayments, the CWD claim procegscr and his/her immediate
superviscr shall sign and date the appropriate worksheet at the
space provided.

The CWD shall wuse the WRO v. McMahon Underpayment Eligibilicy

Determination Worksheet to document all determinaticns for underpayment
claims which were determined eligible for retroactive pavments,
Information from the Standard Claim Form, Retroactive Pavment
Eligibility Determination Worksheet, and Supplemental Claim Form and
case record, where available, shall be used to complete the worksheet.

.261 The CWD shall record the c¢laimed provider's and recipient's
pames, social security numbers, and case number, at the top of
Part I.

.562 The CWD shall determine the claimant’'s eligibility for
retroactive payments by reviewing the Retrpactive Payment
Eligibility Determination Worksheet, and shall document these
findings on Part I, step #1 and #2, of the worksheet.

{a) If the claimant is not eligible for retroactive payments
under WRC, the CWD shall deny the claim for underpayments.

{b} If the claimant is eligible for retroactive payments under
WRC, the CWD shall determine if the claimant is eligible
fer retroactive payments through the end of the retroactive
reriod, September 30, 1984.

{1) If the claimant is not eligible for retroactive
payments through the end of the retroactive period,
September 30, 1984, the CWD shall denv the claim for
undercayments,

{2} If the claimant is eligible for retroactive pavments
through the end of the retroactive pavment period of
September 30, 1984, the CWD shall proceed to step &3
of the worksheet,

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

(a) If there is no case record, CMIPS shall calculate
underpayments using nonseverelvy impaired maximums.

(b} If there is a case record, CMIPS shall calculate
underpayments at the appropriate maximums, subtracting
payment amcunts for previously authorized IHSS services.,
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.552 Part II, Section A of the appropriate worksheet shall be utilized

.553

to record hours of oprotective suvervisiecn and/or medical
accompaniment hours claimed. adjusted medical accompaniment hours
as determined by the CWwD, and total adjusted hours claimed, as
described in Section 50-061.542(a) through (e].

For each c¢laim in which the CWD has either lecated & record of

THSS denial or thne CWD has been unable to locate a gasg record
and eligibilicy for IHSS has been established by the responses an
the Supplemental Claim Form, the CWD shall use Part II, Section B
of the appropriate worksheet to calculate and document the

pavments due fer each month 3s follows:

{a} A determination of whether the c¢laimant is "class

eligible, " as indicated on Part I, step #2Z, shall be
entered for each eligible month in Column 2.

(b} The number of hours claimed as entered in the first and

fourth columns of Part II, Secticn A, shall be entered in
the appropriate space in Column 3.

(c) The dollar amount claimed, which shall be determined by

multiplving the number of hours claimed by the CWD's lowest
individual provider hourly wage rate during the pericd
claimed, shall be calculated by CMIPS in Column 4,

{d) The applicable nonseversly impaired statutory maximum, as

specified in Section 50-061.58 shall be calculated by CMIPS
in Column 6.

(1) The CWD shall use the applicable nongeverely impaired
statutory maximum to calculate pavments for all
eligible cases in which: the CWD has no record of
denial or the case record could not bhe leoccated:
eligibility has been established through the
Suvplemental Claim Form: and available evidence does
not clearly show recipient need at the severely-
impaired level. The CWD shall enter the approprizte
impairment level in Column 7.

{e) The total retrocactive payment and/ocr underpavments due,

which shall be the amount claimed, ag specified in Section
50-061.543(c} and entered in Column 4 provided the amount
claimed for any month does nct exceed the applicable
nonseverely impaired statutory maximum during the month
claimed, shall be calculated by CMIPS in Column 9,

{1) The total payments due ghall be limited to  the
applicable nonseverely impaired statutory maximum
amount during the month claimed.

(2} Claimants entitled to retrcactive pavments shall also
be entitled to preiudgment interest.
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.55

1044

{1) If the case record indicates that the IHSS recipient
was severely impaired, CMIPS shall calculate pavments
using the applicable severely impaired meximums, If
the case record indicates that the IHSS recipient was
nonseverely impaired, CMIPS shall calculate Dayments
using the applicabie nonseverely impaired maximums,
The CWD shall enter the appropriate impairment level
in Column 7.

(£) The arplicable statutory maximum, as specified in Section
50-061.58 minus the amount originally authorized, as
entered in Column 5, shall be calculated by CMIPS in Column
8.

(g) Total retroactive payments and/or underpayments due shall
be caleculated by CMIPS in Column 9.

{1} For those claims in which it has been established
from the case record that the person who is claimed
to have received protective supervision services was
agn_IHSS recipient, the total retroactive pavments
and/or underpayments due ghall be the lesser of the
following:

(A} The difference between the applicable statutory
maximum, as specified in Secticn 50-061.38 and
the amcunt originally authorized, as entered in
Column 5, or

{B) The amount claimed, ag entered in Column 4.

{2) Claimants entitled to retroactive pavments shall also
be entitled to prejudgement interest,

{A) CMIPS shall calculate the amount of prejudgment
interest due based on the amount of retroactive
pavments present in Column &.

{3) Underpayments due shall not be subject to prejudgment
intersst,

After completion of calculations for retroactive payments and/or

underpavments, the (WD claim processor and his/her immediate
supervisor shall sign and date the approoriate worksheet at the
space provided,

Calculating the Actual Retrgactive Payments and/or Underpmavments

-Denied and No Record Cases

. 551

Parts II, III, and IV of the Standard Claim Form, and the case

record and the Supplemental Claim TForm. 3if used, shall be
utilized to calculate retroactive payments and underpavments due
on the Retroactive Payment Eligibilitcy Determination Worksheet
and the Underpayment Eligibility Determination Worksheet. The
CWwD shall use the appropriate worksheet to calculate retroactive
payments and underpayments if the claimant ig found eligible,
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.543

{c) Medical accompeniment hours claimed shall be adjusted by
tra CWD when the monthly amount of medical accompaniment
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 by the
claimant.

{d) The CWD shall review all information submitted bv the
claimant in responge to the Notice of Action for Adverse
Information regarding claimg for medical accompaniment
hours which exceed eight hours ver month. The CWD may use
the medical accompaniment regulations contained in MEP
Section 30-757.15, to determine the correct assessment for
this service if the claimant is determined eligible for
retroactive pavments 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.

{e) The CWD shall enter total medical accempaniment hours,
after adjustment if apelicable, for each menth claimed, in
the fourth column of Part II, Section A, of the aporopriate
werksheet,

For each c¢laim in which IHSS eligibilitv during the applicable

retroactive payment and/or  underpayment pericds has  been
established by the findings in the case record, the CWD shall use
Part II, Section B of the appropriate workshest to calculate and
document the pavments due for each month as follows:

{a} A determination of whether the claimant is “glass
eligible,"” as provided on Part I, szter #2, shall be entered
for each eligible month in Column 2.

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

{c) The dollar amount clzimed, which shall be determined by
muitiplving the number of hours claimed by the CWD's lowest
individual provider hourly wage rate during the pericd
claimed, shall be calculated by CMIPS in Column 4.

id]  The amcunt of payment the IHSS recipient was originally
authorized during the applicable retrocactive payment and/or
underpayment period shall be entered by the CWD, from the
case record, in Column 5,

{3 The applicable statutory maximum as specified in Section
50-061.58 shall be entered by CMIPS in Column 6.




{z If the claimant's response on Part III, Secticns 2 and 3.

the  Form  indicate that the IHSS income/rescurce
gligibility reguirements would net have been met during the
pericd ciaimed, the WD shall deny the claim for thoge
per:ccis) of ineligibility, document the reason for denial,
and then proceed to Section 5¢-061.55 for any remaining
pericdi{g} of eligibilitv.

f the claiment's resveonseg on Part III, Sections 2 and 2,
the Torm indicate that the TIHSS income/resource
e.igipilicy reguirements would have been met during the
eriod claimed, but the CWD obtains informaticn which
contradicts that suoplied by the claimant, the CWD ghall
igsus & Notice of Action for Adverse Information and attach
& copvy of the contradictory information. 'The claimant
shall have 4% days from the date ¢f the Notice of Action to
provide additional informaticn if available,
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from the czse record, if available, shall be utilized to
caleulate retroactive vpavments and underpavments due on  the
Retroactive Payment Eligibility Determination Worksheet and the
Underpayment Eligibility Determination Worksheet. The CWD shall
uge the anoromr'ate worksheet teo calculate retroactive pavments

zr= 17, Section A of the zppropriate worksheet shall be utilized

tr  record hours of oprotective supervisicon and/or medical
dcceomcaniment hours claimed, adjusted medical accompaniment hours

as determinad by the CWD, and total adiusted hours claimed,

1 otective gsupervision hours, if claimed, shall be
red in the first column of Part II, Section A, of the
criate worksheet, for each month claimed.

o
=

ical accompaniment hours claimed, if the claimant is
erminec eligible to be paid for medical accompaniment
n review of Part IV of the Standard Claim Form by the
CWu. chall be entered in the second column of Part II
Section A, cof the aporopriate worksheet, for each month
claimed.




.53

dave from the date of the Notice of Action to provide
additional information if available. The CWD shall procass
the claim for any remaining month(s) of eligibility,
pending the receipt of a response from the claimant.

573 Determine from the case record whether the IHSS recipient was
receiving the statutcry maximum pavment, as described in Section
S0-061.58, during any eligible month(s) claimed. Check the
appropriate response on step #6 of the workshest,

{a) For any eligible monthi{s} ciaimed in which the IHSS
recipient was receiving the statutory maximum payment, the
CWD ghall issue a Notice of Action for Adverse Infermation
and attach a conv of the relevant information from the case
record. The claimant shall have 45 days from the date of
the Notice of Action to provide additicnal information
reqarding their level of authorized hours, if available.

=) The CWD shall proceed to Section 50-061.54 and determine if
there are any remaining month(s) in which the case wag not
authorized the statutory maximum,

524 Determine from the case record whether the claimed IHSS recipient
was severelv impaired (SI) or nonseverely impaired (NSI) anc
check the appropriate response on step #7 of the worksheet,

In determining eligibility for those claims in which the claimed

recipient of protective supervision and/or medical accompaniment was

denied THSS during tne month(s) claimed, the CWD shall cemplete step #8
of the Retroactive Pavment Eligibility Determination 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 complere the calculation of net payments on WRO claims in which an

THSS 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

denizl of IHSS during either the entire or partial period
claimed, the CWD shall issue a Notice of Action and a
Supplemental Claim Form to the claimant to establish whether the
claimed recipient of protective supervision and/or medical
accompaniment would have met the income/resource eligibility
requirements for IHSS. The claimant shall have 45 days from the
date of the Notice of Actiocn toc complete the Supplemental Claim
Form and return it to the CWD, or the claim shall be denied.

.532 Upon the CWD's receipt of the completed Supplemental Claim Form,
for denied IHSS cases, the (WD shall check the appropriate
responses on Part I, steps #9 through #11 cof the worksheet. The
CWD shall proceed to Secticn 50-061.55 if:

{a} The claimant's responses on Part III, Sections 2 and 3 of
the form indicate that the IHSS income/rescurce eligibility
requirements would have been met during the period claimed.
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152

{a} If there is a record of approval cr denial the CWD shall:

{1} proceed to step #4 of the worksheet if there is a
record of approval for IHSS.

{2) vroceed to step #8 of the worksheet if there is a
record of denial for IHSS.

{b) If there is no IHSS case record, the CWD shall send the
claimant a Supplemental Claim Form.

In determining eligibility for those ciaims in which the CWD has

verified by case record that the claimed recipient of protective

supervision and/or medical accompaniment services was authorized IHSS

during the meonth(s) claimed, the CWD shall do the following, uging the

Retroactive Payment Eligibility Determination Worksheet, Part I, steps

#4 through #7:

.521

Determine whether the case record indicates that protective

;522

supervigion and/or medical accompaniment services wers denied
during the month{g) claimed for a reascn other than because a
spouse was providing the service, and check the appropriats
respense on step #4 of the worksheet.

{a) If, for anvy month(s}) claimed, the case record indicates
that the denial was based on a reason other than the
provigsion of vprotective supervision and/or medical
accompaniment by the gpouge, the CWD shall issue a Notice
of Acticn for Adverse Information and attach a copy of the
information which indicates the reason for denial of
protective supervisicn., The claimant sghall have 45 days
from the date of the Notice of Action to provide additrional
information if available. The CWD shall process the claim
for anv remaining month(s) of eligibility, vending receipt
of a resoonse from the claimant.

Determine whether anv Information exists outgide the case record

which indicates that protective supervision and/or medical
accompaniment gservices were denied during the monthi{s} claimed
for any reascn cther than those services were provided bv the
spouse, and check the appropriate response on step #5 of the
worksheet, Information outside the case recerd may consist of,
but net be limited to, the (WD's knowledge of the THSS
recipient's placement in a state hospital or other type of out-
of-hcme ¢zre during the menthis) claimed.

{a) If, for any 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 spmace on the
worksheet, issue a Notice of Action for Adverse
Information, and attach a copv of the information which
indicates the reagson for denial of protective supervision
and/or medical accompaniment. The claimant shall have 45
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2dcpt Sections 50-061.51, .82, .53, .54, .55, .56, and .57 to read:

-5 Use of County Worksheets to Document Findings and Calculate Payments Due.

.51

The CWD shall use the WRO v. McMahon Retroactive Pavment Eligikility

Determination Worksheet tc document all determinations made on each

claim submitted. Information from the Standard Claim Form, and the

Supplemental Claim Form and case record, where available, shall be used
to complete the workshest.

.511 The CWD shell record the claimed provider's and recipient's
nares, sggcial security numbers, and cage number, at the top of
Part I of the worksheet.

.512 The CWD shall determine the claimed recipient's eligibility for

class membership by reviewing the clazimant's response on Part I,
Section 2 of the Standard Claim Form, and shall document these
findings on step #1 of the worksheet

{a) If the claimant answered "yes" to questions 2A, and 28, and
28, and 2F, and either 2C or 2D of the Standard Claim Form,
the CWD shall proceed to step #2 of the workgheet,

(b} If the claimant answered "no" to questions 2A, cr 2B, or
2E, or 2F, or both 2C and 2D the CWD shail issue a denial
Notice of Action explaining that the claimed recipient is
nct a WRC class member,

.513 The CWD shall determ ne i1f the claimed recipient applied for or

wag denied IHSS during the retroactive ¢laim period by reviewing
the claimant's response on Part I, Section 2, cuestion 2G, of
the Standard Claim Form. and shall document this finding on step
#2 of the worksheet.

{a) If the claimant answered "ves” to either vart of cuestion
2C of the Standard Claim Form, the CWD shall proceed to
step #3 of the worksheet,

(b) If the claimant answered "no" to both parts of gquestion 26
of the Standard Claim Form, the WD shall issue a denial
Notice of Action.

(¢} If the claimant answered "unknown" to either part of
guestion 2G, the CWD shall attempt to locate the case
record, or record of denial. If neither can be located, the
CWD shall send a Supplemental Claim Form te the claimant.

.514 The CWD shall determine if there is anv reccrd of an TIHSS

approval or denial, and shall document this finding on step #3 of
the workshest.
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Adecpt Section 50-0481,48 to read:

.48 Eligibility for Underpzyments

,481 WRO claims shall be eligible for underpavment consideration only

Buthority Cited:

if their eligibilicy for WRO retrcactive payments extended

through the end o¢f the retroactive pavment claim mperiod,

September 30, 1984,

{a) Claimants shall have their WRO elaim for underpayments

denied if their eligibility for retroactive pavments does
nct extend through the end of the WRC retroactive pavment
claim period, September 30, 1984. Their WRO claim for
underpavments shall be denied with a Notice of Acticn
stating the reason for the denial.

HANDBOOK BEGINS HERE

(k) Fligibility for underpayments in WRO results from IHSS

cases or WRO cases carried through the effective date of
the corrected spouse provider regqulations, MPP 30-
763,214 (f), Septcember 1984. Potentiallv eligible cases zre
those that were not corrected as of the effective date of
the revised regulaticons. Claims or underpayvments in which
there wag not an active case requiring updating to reflecs
the hougemate regqulations shall be denied, with the
expectation of approved WRO claimants whose eligibility
extends through the end of the retroactive claim peried.

HANDBOOK ENDS HERE

Sections 10553 and 10554, Welfare and Institutions Code.

Reference:

Amended judgement regarding WRO v, McMahon dated Julv 18, 1881,
Case No. 531015,
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Authority Cited:

If the claimant does not submit the Supplemental Claim Form

within the 45-dav period, the claim shall be denied.

Tf the claimant submits the Supplemental Claim Form, and it

is complete based on criteria contained in Section ,443,
the CWD shall continue processing the claim,

If the submitted Supplemental Claim Form is incomplete

Tased on criteria contained in Section 50-061.443, the CWD
shall follow instructions in Section 50-C6Z.444.

If the CWD determines that information supplied bv the

claimant verifies that the claimed recipient did in fact
apply for and was denied IHSS during the retroactive
payment pericd being claimed, the CWD shall continue
processing the claim to determine eljgibility for payments.

If the (WD determines that the information supplied by the

claimant does not verify the claimed recipient avplied for
and was denied IHSS during the retrocactive payment period
peing claimed, the CWD shall issue a denial Notice of
Action stating the specific reason{s) for the denial.

Sections 10553 and 10554, Welfare and Institutions Code.

Reference:

Ar ended judgment regarding WRO v. McMahon dated July 18, 1851,

Case No, 531015,
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Adopt Section £0-

G£2.47 to read:

.47 Presumrctive Need For and Provisicn of Medical Accompaniment

4

71

I other information available to the CWD, including, but not

limited to, previous or current IHSS casefiles, d¢eoes not rebutr

the presumpticn of need for medical accompaniment, the person

clazimirc to have needed medical accompaniment is presumed to have
. meficzl accompaniment for the months claimed during the

icarilz retrpactive pavment and/cr underpayment period if:

{a! 2 need for medical accompaniment was assegsed at any time,

in which case the need shall be from that time forward; or,

{b) The nesd for medical accompaniment is attested to by a

sworn scatement on  the Standard Claim Form from the
clzimant and verified by 2 sworn statement of a witness,
mhe CWD chall consider any other documentation submitted by
ne clzimant to support the presumption of need for medical

e
cCompaniment,

gon clziming to have needed mediczl accompaniment is

=

o nave receivel medical accompaniment serviceg for the

2 cduring the applicable retroactive vavment and
ods if the delivery of guch services is attesteg
tement from the claimant and verified by a sworn

pnderpavmen

ts by a

itness, contained on the Standard Claim Form, and
zcion available to the CWD, including, but not
¢ to, previous or current IHSS casgsefiles, does mot rebut
esumcticn of delivervy of medical accompaniment services,

P a1t

)
P e 4 ot
= 1y

n
—+
o)
ot
®
=]
in
M ]
3 e jun

z) The (WD shall presume that anvy medical accompaniment
servicges crovided and claimed were not provided

veluntarilv,

informaction available to the CWD rebuts the presumption of

i

* thne nees for or the delivery c¢f medical accompaniment
¢ during anv of the months claimed during the appliicabile
cive pavTent and underpavment period. the CWD shall issue
Ac-icn for Adverse Information and attach a ccpv of
ictarv information. The claiment shall have 45 davs
te pf the Notice of Action to provide additicnal
f available.

ta (D [t

DD fro-j1a

]

Jdrnder o
g
9]
O

f the CWD IHSS recordkeerping system shows no record of the

: recipiens ever arnlving for or be:ing denied IESS for the
o reing cleimed, the WD shall igsue a Notice of Acticn
esting the claiment to complete an attached Supplemental
m n accordance with Section 50-061.44. The claimant
5 davs from the date of the Notice of Action to
ubmit the ccmoleted Supplemental Claim Form.

18



Authority Cited:

If the claimant does not submit the Suprvlementzl Claim Porm

within the 45-day pericd, the ¢laim shall be denied,

If the claimant submits the Supplemental Claim Form, and it

is complere based on criteriz in Section 50-061.443, the
CWD shall continue processing the claim,

Tf the submitted Supplemental Claim Feorm is incomplete

based on criteria in Section 50-061.443, the CWD shall
follow instructions in Section 50-061.444,

If the (WD determines that information supplied by the

{e)

claimant verifies that the claimed recipient did in fact
apply 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.

If the CWD determineg that the information supplied by the

claimant does not verify the claimed recipient applied for
and was denied IHSS during the retrcactive payment pericd
being claimed, the CWD shall issue a depial Notice of
Action stating the smecific reasonis)! for the denial.

Sections 10553 and 10554, Welfare and Institutions Cede.

leference:

Amended judgment regarding WRO v. McMahon dated July 18, 1881,

Case No. 531015,

17



STATE COF CALIFORNIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF BDCIAL SERVICES

WELFARE RIGHTS ORGANIZATION {WRO) V. MCMAHON
‘ PROVIDER STANDARD CLAIM FORM
INSTRUCTIONS:  Pisase print. This form must be completed to datermine il we owe you any money. 1 you need help completing this
farm, contact the IHSS Section of your county welfare department. Be sure to sign your sama in Part |, Section 6 and
have someane who knaws that you provided protective supervision and/or medical accompaniment to your spouse sign
hisfher name in Section 7 of Part |

H you nead 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 maiied, the envelope
must be postmarked by September 30, 1993, If not postmarked or received in the county welfara department by that
date, your claim will be denied.

NOTE: Part | of this form asks gquestions about you and your spouse who needed protective suparvision and/or medical accompaniment.
Part 1} asks you for specilic information about when protactive supervision and/or medical aceompaniment were actually
provided. Part HE asks for information about your providing protactive supervision and/or medicat accompaniment beyand tha
WRO retroactive payment pericd. Part IV asks for information about each medical source to which your spouse required medical
accompaniment.

PART L
1, YDURNAME: SOCIAL SECURITY NUMAER; TELEPHONE NUMBER:
{ )
CURARENT ADDRESS INUMBER, STREET) APARTMENT/SPACE NUMBEH:
crry: COUNTY: STATE: 2P GODE:
2. Gheck the appropriate box for aach of the following questions. At any time
betwsen the period July 1983 through Septembar 1984: YES NO UNKNOWRN
Was your spouse 65 or clder, blind, or disabled 7 ........... 1 i
Did he/she Hver in CaHOMIAT........cooceoveeevcerenresres s eeeeeee L] 0
C.  Did you go with your spouse to madical appoiniments because your
assistance was required (medical A0COMPANIMERLT .ovevvoeeeveeerr e reerrens 2 O
D. Did you have to waich out that your mentally ill or confused spouse was
not injured or harmed doing normal, daily activities
(Protective SUPRIVISION)? .o.......ooooeereeresrroe, 0 i
E. i youhad not provided the services, might your spouse have received
inadequate services or have been inappropriately piaced somewhere other
than hiS/REr OWN ROMEY ....uivirvereers e srs e sese oo ee e eersersressoseeseeseseeseneeeeeree L) [1
F.  Did you have 1o give up a job or could not get one because thera was
Ao other sultable person 1o provide the SBVIEES?..i.. e L] .
G. Did your spouse apply for and receive In-Home Supportive Services (1HSS)?.. [} il ]
Was your spouse deniad IHS5S? ... L) O [

3, Your address at the time your provided protective suparvision and/or medical accompaniment {it diffarent from abova)

NUMBER, STREET, APARTMENTISPACE NUMBER:
oY COUNTY STATE: ZiP CODE

4, NAME OF SPOUSE WHO NEEDED PROTEGTIVE SUPERVISION ANDIOR MEDICAL ACGOMPANIMENT. HIS/HER SOCIAL BEGURITY # TELEPHONE NUMBER:
CURRENT ADDRESS (NUMBER, STREET) APARTMENTISPACE NUMBER;
eiry ;courm'_ STATE 21P CODE:

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

6. DECLAHATION OF SPOUSE PROVIDER:

I understand that the information | have provided above and In Parts It, Bl 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 penaity of perjury that the above statements are true and correct.

HAWE OF SPOUSE PROVIDER (PRINTY ‘ SIGNATURE OF SPOUSE PROVIDER I DATE.

7. DECLARATION OF WITNESS:

I, the undersigned, declare under penaity of perjury that the person named in Section 1, above was the spouse of, lived with,
and provided protectlve supervision and/er medical accompankment 1o his/her spouse named In Section 4, above.

NAME OF WITNESS (PRINT): SIGNATURE OF WiTNESS DATE:

ADDAESS [NUMBER, STREET) APARTMENT/SPACE NUMBER: '({ELiFHﬂNE NO:
g COUNTY faryes TETO0E:
RELATIONSHIF OF WITRESS TO PROVICER. RELATIONSHIF OF WiTNESS T0 CLATMED FECIEIENT:

8. Turmn 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 i to the county welfare department.

TEMP 2007 (1142)




INSTRUCTIONS FOR PARTS Il AND I

1. Column 1:

2. Column 2:

REMEMBER:

supervision ,

" Fill in the tatal number of hours for sach manth that you provided protective

Fill in the total number of hours for each menth that you provided medical

accompanimeant.

+ The total number of hours for protective supetvision js the amount of time aach month that you had to stay home and

watch your spouse to keap your spouse from harm or injury because he/she was mentally i} or confused.

+ The total numbar of hours for medical accompaniment is the amount of time each month you had 1o go to and from
medical appointments with your spouse because your assistance was required. Please see the WRO V. MCMAHON

EXPLANATORY NOTICE for eligibility requirerments.

EART Il - CLAIM FOR RETROACTIVE BENEFITS
Plaase complete columns 1 and 2 below for the period July 1, 1883 through September 30, 1984, Fill in the

INSTRUCTIONS:

information for the columns as foliows:

YEAR/MONTH

COLUMN 1:
Number of hours claimed for providing protective
supervision:

COLUMMN 2:
Number of hours cleimed for providing medica!
sccompaniment:

1983

July
August
Septamber
October
November
Decembar
1984
January
February
March
April
May
June
July
August
Seplember

PART Il - CLAIM FOR UNDERPAYMENTS

INSTRUCTIONS: H you continued to provided protective suparvision and/or medical accompaniment to your spousae from October 1, 1984
through September 30, 1985, as described and under the conditions as explained in the WRO V. MCMAHON Explanatory Noetice, you may
claim lor back wages {underpayments) below. Please follow the instructions for Columns 1 and 2 as explained in Part i abova.

COLUMN 2:
HNumber of hours claimed for providing medicat

COLUMN 1:
of hours ciaimed for providing protective
i accompaniment:

supervision:

N b

YEAR/MONTH

1984
October
November
December

1985
January
February
March
Aprit
May
June
July
August
Seplember

PABT Y - MEDICAL TREATMENT SOURCES

INSTRUCTIONS: For every month your ciaim for medical accompaniment, as listed in Parts Il and 1It, Column 2, is more than sight (8) hours,
list the name of the heaith professional or health facility, socation (frem the city in which you lived to the city in which the
heaith professional or health faciity was located), type of transportation used {car, bus, taxi, other), month/year seen,
number of monthly visits 1o that health professional or health facility, and the approximate time it took to complete a round-

irip.
Name of Health Locaiien Type of Month/Year # Visits Tieme Per
Professional/Health Facklity From Jo Transportation Seen Per Month Round-Trp




STATE OF CALIFORNIA - HEALTH ARD WELFARE AGENCY

DEPARTMENT OF SOCIAL SERVICES

WELFARE RIGHTS ORGANIZATION (WRO} vs. MCMAHON

NOTA: La Parte | de osta forma hace preguntas sobre usted y su esposo(a) que nacesitaba supervisién con fines de proteccién yio
acompanamiento médico. La Parte il le pide informacitn especifica acerca de cuéndo se proveyeron, en realidad, la supervisidn
con fines de proteccion y/o el acompafiamiente médico. La Parte il le pide informacion acarca de la supervisién con fines de
profeccion y sl acompafiamiento médico que usted presté después del periodo de pagos retroactives WRO. La Parte IV le pide
informacidn acerca de cada establecimiento médico para sl cuat su conyuge necesité acompanamiento médico.

FORMA NORMAL DE RECLAMO PARA PROVEEDORES

INSTRUCCIONES: Por favor escriba con letra de imprenta. Se tiene que completar esta forma para determinar si le debemos dinero, i
necesita asistencia para completarla, comuniguese con la Seccion de IHSS del departamanto de bienestar de su
condado. Aseglrese de firmar en la Saceidn 6 de la parte | y peditle a alguien que sepa que usted proporcioné
supervision con fines de proteccion y/o acompafamiente médico a su esposc(a), que firme |la Seccién 7 de ta Pante |

RECUERDE: Esta forma tiene que ser enviada/entregada al departamento de bienestar del condado a mds tardar al 30 de
septiembre de 1993, Si la envia por correo, 8! scbre Yiene que mostrar ¢l mataselios del correo a més tardar ef 30 de
sepliembre de 1993, Se negard su reclamo si no musstra el matasellos del correc a més tardar en esa fecha, o no se
recibe en &l departamento de bienestar del condade a mas tardar en esa fecha,

BARTE I

1. B0 NOMBRE

NUMERQ DEL SEGURD SOCIAL: NUMERD DE TELEFONO;

{

DIRECCION ACTUAL (NUMERO, CALLEY:

NUMERD DE ESPAGIYAPARTAMENTC!

GRIDAD: CONDADD:

ESTADG: l ZONA POSTAL:

2. Marque la casilla pertinente por cada una de las siguientes preguntas. En cualquier momento
en el periodo de julio de 1983 a septiembre de 1984:

Sl NO NOSE

. Tenia su esposofa) 65 afios de edad 0 mas, 0 estaba clego 0 INCAPactado? .. L1 L1
LVIVID 878818 0N CAIOINIAT (..cc.ve v ceems e ressees s ers st ssessosistsmesssssisessssssssssesssssessmssessssssssoneossrsronsns L 1
C. ¢Fue usted con su esposo(a) a citas médicas pchue se necesitaba
su asistencia {acompanamiento médico)? ..... . O O
D.  iTuvo usied gue asegurarse gue su espesa(a) que estaba enfermo mentalmente, o confundido
no se lastimara o lesionara &l fievar a cabo las actividades diarias normalas
{SUPSIVISION CON TiNES B8 PIOIBCGIANIT ...ovvvro.eeevoeeee e eeeserecessessees st s s seesenrmssas s snseessresmsssrmecenens ) e
E. Siusted no hubiera proporcionado fos servicios, es posible que su esposc(a) haya recibido
sevicios inadecuados, o haya sido colocado mapropiadamente |n algun lugar
que no haya sido el hogar de éveila? .......... eerrereoe [
F. ¢ Tuvo usted que renunciar a un empleq, o no pudo obtenar unc porque na habla
olra persona apropiada para proporcicnar los servicios? .. ] O
G. ¢ Solicité su esposo(a), y recibid Servicios de Casa y Cuidado Personal {IHSS)? v oo 1 [ |
ibe negaron a su esposo(a) IHSS? ... g 0 i

3. Su direccion en la facha en que usted proporcions la supervision con fines de proteccién y/o acompanamiento médico (si es diferente de |a de arba)

NUMERQC. CALLE: NUMERQ DE ESPACHMAPARTAMENTO:
CIUDAD: !cONDADG: ESTADO: ZONA POSTAL:

4, NOMEAE DEL ESPOS0(A) QUE HECESITABA SUPERVISION CON FINES DE PROTES. WO ACOMPARAMIENTO MEDICE. | SU NG, DEL SEGURO SOCIAL: NUMERC m§ TELEFOND:
DIAEGCION ACTUAL (NUMERD, CALLEY NUMERG DE ESPACIOVAPARTAMENTO!
GIUDAD: 1CGNDADO: ESTADO: ZONA POSTAL:

8. Fecha en que se casaron usted v su cdnyuge:

FECHA DEL MATRIMONIO:

6. DECLARACION DEL CONYUGE PROVEEDOR:

Entiendo gque la Iniormacién que he proporcionadoe arriba y en las Partes I, itl y IV en el reverso de esta forma, puede ser
verificada por dependencias gubarnameniales, ¥ entiendo que mi firma en esta forma es una autorizacion para que se haga dicha
investigacion. Yo, el suscrito, deciaro bajo pena de perjurio que las declaraciones anterlores son verdaderas y correctas,

FOWEAE DEL ESPOST PROVIAT [EETHA OF IMPRENTAY | FIAMA DEL ESPOS0 PROVEEDORAIAY:

l FECHA:

7. DECLAFRACION DEL TESTIGO:

Yo, e} suscrito, declaro bajo pena de perjuric que la persona mencionada en la Seccidn | de arriba era el esposo(a) de, vivid con, y
proporcions supervisidn con fines de proteccidn y/o acompafiamienio médico a su esposa{a) menclenade en la Seccidn 4 de arriba.

NOMARE DEL TESTIGO {{ ETRA DE IMPRENTA}Y, i FIRMA DEL TESTIGO: FEGHA:
DIRECCICN {NUMERO, CALLE) NUMERD DE ESPACICIAPAHTAMENTC: NO. DE TELEFOND:
CIUGRD: j CONBADO? EETADG: ZORK FOSTAL:

FARENTESCO DEL TESTIGO CON EL PROVEEDGH

PARENTEECO GEL TESTIGO GON EL BENEFICIARIO BN EL HECLANG!

B. Pase al reverso de esta forma y lea culiadosamente las Instrucelones. Una vez que haya conlestado TODAS las preguntas en
ambos tados de esta forma, regrésela al departamento de blenestar dei condado.
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INSTRUCCIONES PARA LAS PARTES ILY i
1. Columria ;.  Complete el nimaro total de horas con respecto a cada mes
en que usted proporciond supervisién con fines de proteccién.

2, Columna2; Complete 8l némero total de horas con raspecto a cada mes
en que usted proporciond acompanamiento médice.

RECUERDE: -« El numaro total de horas por concepto de supervisitn con fines de proteccién es la cantidad de tiempo, en cada mes,
que usted tuvo que quedarse en casa y cuidar a su esposo(a) para evitar que resultara lastimade o lesionado porgue
estaba mentalmente enfermo o confundido.

« £l nimero total de horas por concepio de acompafiamienin médico es la cantidad de tiempo, en cada mes qus usted
tuvo gue ir y venir a citas médicas con su esposo(a) porque se necesitaba su ayuda. Por favor vea el AVISO
EXPLICATIVO WRO vs. MCMAHON para enierarse de los requisitos de elegibilidad.

PARTE # - RECLAMO CON RELACION A FICIOS QACTIVOS

INSTRUCCIONES: Por faver complete las columnas 1 y 2 enseguida con relacidn al periodo del 1 de julic de 1963 al 30 de septiembra
de 1984. Anota la informacién en las columnas de la mansera siguiente:

COLUMNA1; COLUMNA 2:
ANO/MES Nimero de horas reclsmadas por proporclonar supsrvisiin Niimerc de horas reclamedas por proporcionar
con fines de proleccidn: acompafiamiento médico:

1983

Juiio

Agosio

Septiembre

Cctubre

Noviembre

Diciembre
1984

Enero
Febrero
Marzo

Abril

Mayo
Junio

Julie
Agosto
Septiembre

PARTE Bi - RECLAMO CON RELACION A PAGOS INSUFICIENTES

INSTRUCCIONES: Si usted continué preporcionando supsrvisién con fines de proteccién y/io acompafiamiento médico a su esposola) del 1
~ de octubre de 1984 al 30 de septiembre de 1985, de la manera en que se describe y bajo las condiciones de la manera en que se explican
en e Aviso Explicativo WRO vs, MCMAHON, usted puede reciamar salaric retroactivo {page insuficiente) abajo. For favor siga las
instrucclones para fas celumnas 1y 2 de {a manera en gue se explican en la Parte H de arriba.

COLUMNA 1: COLUMNA 2:
Niomero de horas reclemadas por proporclonar supervision Nomero de horas reclamadas por proporcionar
AROIMES con fines de preteccldn: acomp fento médi

1884
Octubre
Noviembre
Diciembre

1885

Enero
Febrero
Marzo

Abril

Maye
Juzio

Julio
Agosto
Septiembre

PARTE IV - ESTABLECIMIENTOS DE TRATAMIENTO MEDICO

INSTRUCCIONES: Por cada mes en que Ustad renfz.1a haber proporcionaca scompafiaimient médica més de ocho (8) haras de la manera
mencionada en las Partes |ky IH, columna 2, anote el nombre del profesional o establecimignto de salud, localidad {de |a
ciudad dende usted vivia a la ciudad donde se encontraba el profesional o establecimiento de salud), clase de transporte
que se usd {automadvil, aulobus, taxi, otrol, mes/afio de las visitas, nimero de visitas mensuales con/a ese profesional o
establecimiento de salud y tiempo aproximado que se tomé para complstar el visaje redondo,

Nombre del profesionai de 1a Localldad Ciase de Mes/Ano Namero de Haras por
Salud/Esiablecimienio De A Transporie de lgs visitas |visitas por mes | viale redondo




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

WELFARE RIGHTS ORGANIZATION (WRQ) vs. MCMAHON
FORMA SUPLEMENTAL DE RECLAMO DEL PROVEEDOR

INSTRUCCIONES: FPor favor eseriba con letra de imprenta. Anote toda la informacion que se Je pide. Sinecesita asistencia, comuniguese
con la Seccidn de IHSS del departamento de bienestar de su condado y pida que le ayuden.

PLAZO: Usted tiene que compiletar asta forma suplemental de raclamo y regrasaria al departamento de blenestar del
condado en un plaze de 45 diag conlados a partir de la fecha que aparece en {a Notliicacidn de Accion.
PARTE 1.
1. NOMBRE DEL CONYUGE ESPOSQOESPOSA) QUE PROPORCIONG SUPERVISION CON RINES DE PROTECCION Y/0 ACOMPARAMIENTO MEDICD DURANTE LOS MESES QUE SE RECLAMAN J.ETRA DE IMPRENTA]:
THRECCION AG TUAL (NUMERG, CALLE): NUMERD DE ESPACIC/APARTAMENTO:

CHRIDAD: GONDADD: ESTADC: ZONA POSTAL:

2. NOMBRE DEL CONYUGE (ESPOSOESPOSA) QUE RECIBIC SUPEAVISION CON FINES DE PROTECCION Y20 ACOMPARAMENTO MEDICO DURANTE LOS MESES OUE SE RECLAMAN (LETRA DE IMPRENTAL

DIRECCION AGTUAL (MUMERD, GALLE), FUMERG OF ESPACIOIAPARTAMENTO:
CIOAD: CONDADO: ESTADO: ZONA POSTAL;
PARTE H.

No tenemos informacién acerca de la persana a la que usted dice fe proporciond supervisién con fines de proteccién y/o acompafiamiento médico,
indicando quie aiguna vez haya solicitado y que sa le hayan nagado 43S durante el perfodo de! reciamo de 7/83 - 9/85. Por faver complete lo
siguianta;
1. ¢Tiens usted oira informacion relativa a la soliciiud para IHSS y ia negacion durante los periodos de reclame arriba

mencionados para 2 persona & la que usted dice le proporciond servicios de supervision con fines de proteccién

¥/2 BCOMPARAMIBNIC MBICOT..1errin i estsseneeseeeessoseess s resssrons st oesesrsess s sss s rsoessosssssessemseseeed 81 L3 NO

8inc, pase al 2,

Si s, per faver anote la infarmacidn en los espacios en blanco que se proporcionan en seguida:

A. ;Quién fue la parsona en particular que solicitd IHSS?

B. ;Se presentd la solicitud verpalmente o por escrito?

C. ;Cuando se presentd la solicitud?

D. ;Qué servicios se sclicitaron?

2. Tiene usted cualesquier documentos relacicnados a ia soficitud de IHSS y a la negacién de las mismas durante los periedos
de reclamo mencionades arriba con respecto a ios meses que usted dice (8 proporciond supervisidn con fines de proteccion
y/o acompanamiento médica?.. O st 0 NO
St si, por faver adjunte una copia de dichos documentos,

PARTE il

1. ;Recibid la persona anotada en ta Parte |, #2 de arriba beneficios de Seguridad de Ingreso Suplemental/Programa Suplementario del Estade
(SSISSP) (cheque dorade) en cualquiera de fos afios siguientes? Ponga una X enseguida por cada afio en que se haya recibido SSI/SSP.

7] 1083 ] 1084

2. Anote los ingresos mensuales promedic combinados suyos y de su coayuge con relacidn a los siguientes afos,

1983 1984

3. ¢Tuvleron usted y su esposa(o) recursos mensuales promedio combinados convartibles an efectivo (dinero en efective, cuenta de
cheques o de ahorros, fondos en fideicomiso, chegues o efectivo en una caja de seguridad, acciones o bonos, pagarés, hipotecas,
escrituras) que excedian $2,250 durante[mgj periode del 1 de julio deE!:?SS al 30 septiembre de 13847

S NO

Si =i, coloque una X enseguida con respecto a cada afo en el cual fos recursos mensuales promedic convertibles en efectivo suyos
y de su conyuge excedian $2,250.
1083 1984

PARTE IV.

1. DECLARACION DEL PROVEEDOR:
ASEGURESE DE HABER LEIDO Y CONTESTADO TODAS LAS PREGUNTAS ANTERIORES.
LEA LAS DECLARACIONES SIGUIENTES CUIDADOSAMENTE ANTES DE FIRMAR.

*  Entiendo que la informacion gue he incivido en esia forma puede ser verificada, y que mi firma en la misma es una autorizacién
para que se haga dicha investigacion.

* Yo, el suscrito(a), declaro bajo pena de perjurio que las respuestas que he dado son cotrectas y verdaderas.

[ . Tl —
NOMBRE DEL PROVEEDOR (ESCHIEA CON LETRA DE MPRENTA): FIGMA BEL PROVEECOR. FEGHA:

2. DECLARACION DEL TESTIGO:
Yo, e suscrifo{a), declaro bajo pena de perjurio que las respuestas que el proveedor dié arriba son correcias y verdaderas
segin ml leal saber y entender.

NOMERE DEL TESTIGQ {ESCRIBA CON LETRA DE IMPRENTA}) FHiliA DEL YESTIGO: FECHA:

DIRECCION: CIUCAD: GONOADO: E&TADOC: ZONA POSTAL:

PARENTESCOMELAGION CON &1 PROVEEDDR

PARENTESGOMELACION CON [A PERSONA QUE RECIBIO SUPERVISION CON FINES DE PROTEGCION Y/Q ACOMPARAMIENTO MEDICO:
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STATE OF CALIFORMIA - HEALTH AND WELFARE AGENGY DEPARTMENT OF BOGIAL SEAVICES

WELFARE RIGHTS ORGANIZATION (WRO) V. MCMAHON
PROVIDER SUPPLEMENTAL CLAIM FORM

INSTRUCTIONS:  Pleaso print. Fill in all information requested. I you need help, contact the IHSS Section of your county welfare
deparntment office and ask for assistance.

DEADLINE: You: must complete this suppiemsntal ciaim form and return It to the county walfare depariment within 45 days of
the date on the Notice of Action.
PART I — ettt -
i NAME OF SPOUSE WHO PROVIBED PROTEC TIVE SUPERVIBION AND/CR MEDICAL ACCOMPANMENT DURING THE MONTH{S! CLAIMED {(PRINT):
CURRENT ARDRESS (NUMBER STREET): APARTMENT/SPACE NUMBER.
CITY: COUNTY: STATE: 1P GODE:

2. RANE OF SPOUSE WHO RECEVED PROTECTIVE SUPERVISION AND/OR MEDICAL ACCOMPANIMENT DURING THE MONTH(S) CLATMED (FRINT)

CURRENT ABDRESS (NUMBER, STREET): APARTMENT/SPAGE NUMBER:
oY COUNTY, STATE: 2P CODE:
PART Il

We have no record of the person you claim to have provided protective supervision andir maedical accompaniment ever having applied for
and been deniad [MSS during the claim periods of 7/83 - 9/85, Please complate the following:
1. Do you have other information relating to the IHSS application and denial

during the abeve ciaim periods for the person you clzim to have provided protective

supervision and/or medical ACCOMPANIMENE 7.........cocrvieeeecemrerrsesee s s e oo reossemeseereeses b ] YES L] no

¥ no, proceed to 2.

if yes, please provide that information in: the blanks below:

A. Who actually applied for IHSS7

B. Was the application verbal or in writing?

C. When was the application made?

D. What services were requested?

2. Do you have any documentation relating 1o the IHSS application and denial during the
above claim period(s) for the month(s) you ciaim to have provided proteciive supervision
and/or medical accompaniment?................. et ssnere k] YES 1] NO

I yes, please attach a copy of all such decumentation,

PART IIi.

1. Did the persen Histed in Part |, #2 above receive Suppiemental Security Incoma/State Supplemental Program (SSI/SSP) benefits (Gold
Chack) in any of the following years? Place an X helow for each year in which SSISSP was received,

{7 1983 [ 1084
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, morigages, deeds) that were in excess of $2250 during the period July 1, 1983
through September 30, 19847

L1 YES 1 No

if 'ye;". place and "x" below for each year in which the average monthiy 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.

*  lunderstand that the information | put on this form may be veritied ard that my signature on this form is an authorization for such
an investigation,

» 1l the undersigned, declare under penalty of perjury thal the answers | have given are correct and true,
NAME DF PROVIDER (PRINTY: SIGNATURE OF PACVIDER DATE

2. WITNESS' STATEMENT:
|, the undersigned, declare under penaity of perjury that the answers provided above by the provider are correct and
true te the best of my knowiedge.

NAME DF WITNESS {PRINT): SIGNATURE OF WITNESS DATE

ADDRESS: CITY: COUNTY: STATE: 2P CODE:

RELATIONSHIP TO PROVIDER:

RELATICNSHIF TO PERSON WHO AECEIVED PROTECTIVE BUPERVISION ANDIOR MEDICAL ACC OMBANIMENT:

FEMP 2006 {1 $/82)




STATE OF CAHIFONMIA - HEALTH AND WELFARE AGENCY DEPARTMENT GF SOCIAL SERVICES

WRO V. MCMAHON
PROVIDER RETROACTIVE PAYMENT ELIGIBILITY DETERMINATION WORKSHEET
PART I
PRACVIDER'S NAME: SOGIAL SEGURITY NUMBER:
RECIFIENTS NAME: SOCHAL SECURITY NUMBER: CASE NUMBER:

t. Did the claimant answer yes to questions 2A and 2B, and 2E and 2F and either 2C or 2D on the
Provider S1andard CIEIM FOMM? ...cv..ucumrmmeamnenemsssssserssssrnsrsssssssnmsssmsmssmssassssesnssenseesseennenns L1 YES L] NO
i yes, proceed,
if no, to questions 2A or 2B or 2E or 2F, ar bgth 2C and 2D, issus a denial notice,

2. Did claimant answer yes to aither part of quastion 2G on the Provider Standard Clalm FOrm? ... 1 YES [ NO
if yes, proceed. {Enter response here and
If no, issue denial notice. Part I, Section B,
if unknown, try to locate sither the case record or the record of denial. Column 2)
## neither can be located, send a Supplemental Claim Form.
3. Do you have any record of 8 denfal or BPDIOVAIT .........c..ecoeseercsseereeneseosssssesoesssismsoemnssesreamemennns 11 YES 1 NO

If yes, proceed to #4 if an approval, or to #8 if a denial,
if no, send Supplementa! Claim Form.

INSTRUCTIONS: STEPS 4 - 7 ARE TO BE FOLLOWED WHEN IHSS WAS AUTHORIZED DURING THE PERIOD CLAIMED.
4, s there any information in the case record that shows the recipient was denfed protactive
supervision ardior medical accompaniment for reasen{s) other than provision by spouse? ... L) YES [} NO
H yes, send 45-day Adverse Information Notice for months determined ineligible and document the
reason(s) for ineligibility in the space below, and then praceed 1o #6 for any remaining months of eligibility.
Reason{s)

i no or questionable, proceed to #5.

5. lsthere any other information (outside the case record) that shows reciplent was denied
protective supervision and/or medicat accompaniment for reasons other than provision by spouse? ....... J YES [ NO
i yes, send 45-day Adverse Information Notice for menths determined ineligible and document the

raason(s) fof ineligibifity in the space below, and then proceed to #7 for the remaining months of eligibitity.
Reason(s)

It no, proceed to #6,
6. Was the case at statutory maximum (stat max) for any month claimed? ..o L1 YES [ NO
H yes, send 45-day Adverse information Notics for months in which case was al stat max.
H no for any month, proceed with manths not at stat max.
7. Check { # )one of the lollowing: Recipient was [ severaly impaired (S1) 0 nonseversly impaired (NSI)
{Enler response here and
Part I, Section B, Golurmn 7)
if 81, CMIPS wifl compute each month using S| maximums not to exceed the
atlowable maximum for any given month, including costs of previously authorized services.
If nonseverely impaired (NS1}, CMIPS will compule each month using N8I maximums net to
excead the allowable maximum for any given month, including costs of previously autharized services.

INSTRUCTIONS: STEP 8IS TO BE FOLLOWED WHEN {HSS WAS NOT AUTHORIZED DURING THE PERIOD CLAIMED.

8. Was the spouse the reason for denial of protective supervision and/or medical accompaniment?............ [ YES O nNo
H yes, proceed 10 Part I, Section A, \ ,
§f ne for any period c%axmed documant the reason(s) in the space below and send a 45-day Advarse Information Notice.
Reason{s)

If no for a partial petiod, document in the space below, the reason(s} for ineligibility during the period when the spouse was not the
reason and proceed io Part |, Section A for the peried in which the spouse was the sole reason for denying protective supervision
and/or madical accompaniment.

Reason(s}

CMIPS wilt compute elfigibility at the SI or NSt maximum for afl elighhle months claimed.
if unknown, send Supplementat Claim Form,

INSTRUCTIONS: STEPS 9-11 ARE TO BE FOLLOWED WHEN A COMPLETED PROVIDER SUPPLEMENTAL CLAIM FORM HAS
BEEN RECEIVED BY THE CWD.
9. Did the claimant provide infermation on the Provider Supplemental Claim Form and/or attach documentation that substantiates the
claimed recipient of proteciive supervision and/or medical accompaniment applied for and was denied IHSS during the periad July 1983
through SBPIEmMbEr T9BA? ... .roeevcesccrcersseimsrns s sssmeses s ssmsess s od YES L1 NO

i yes, proceed tc #10.
i no, proceed to #11.

10. Based on the information provided on the Provider Supplemental Giaim Form, did the claimed recipient meet B8$ incoma/resource
aiigibility requirements for the months being claimed? ... oo 4 YES 11 NO
i yes for any or all months being claimed, CMIPS will calculate paymenls for ail months o! eligibiity.
If no fer any or all mosths being claimed, deny the claim for those months.

11. Answer only if #9 is NO
Based on the information provided cn the Provider Supplemental Cizim Form, did the claimed recipient meet HHSS income/resource
eligibifity requiremants for the months being ClaIMBOT ..........cccoiireiiire e ies et seaeeebe bbb se sttt O ves L1 No
If yes, deny the ciaim for the reason that the claimed recipient never applied for and was denied IHSS during the months being claimed,
It no, deny the claim for two reasons:
{1} the claimed reciplent never applied for and was denied IHSS during the manths claimed; and
{2} The claimed reciplent did not meet IHSS income/resource eligibility requiremants for the months being claimad.

TEMP 2008 (1102}




WRQ V. MCMAHON
PROVIDER RETROACTIVE PAYMENT ELIGIBILITY DETERMINATION WORKSHEET

e PART Il
PROVIDER'S NAME: SOCIAL SECURITY NUMBER:

RECIFENT'S NAME: SOCIAL SECURITY NUMBER: CASE NUMBER:

PART I, SECTION A SUMMARY OF SERVICE HOURS CLAIMED

Total Protective Sup Total MA Hours (Enter
Mo/Ysar (PS) Hoursg (Enter hera Madical Accomp {(MA) h:r: and In Pnrl‘l,
Clalmed and in Part ll, Sec. B, Hours Claimed - Adjust, = Sec. B, Col. 3}

1983

July
August
September
October
November
December
1984
January
February
March
April

May

June

July
August
September

PART I, SECTION B RETROACTIVE PAYMENT CALCULATION WORKSHEET

INSTRUCTIONS:

Column 1: Month and year claimed.

Column 2. Enter yes/no tesponse from Part |, step #2.

Column 3:  Fillin the total number of hours claimed for protective supervision (PS) andior medical accompanimant {MA) from Part ii, Section A.

Column 4:  The amount claimed will be calculated by CMIPS and displayed on a turn-areund 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 wil! be calcuiated by CMIPS and displayed an a turn-around document. No
manual entry is reguired.

Column 7, Enter SUNSI response from Part |, step #7.

Column 8:  The statulory maximum minus the amount odiginally authorized will be caiculated by CMIPS and displayed on a tun-around
document. No manual entry is required.

Column 9 The total payment amount due will be cakulated by CMIPS and displayed o a turn-around document. No manual entry is
requirad.

COLUMNY | COLUMN 2 |COLUMN 3| COLUMN 4 COLUMN 5 COLUMNS oot umny COLUMN 8 COLUMN §

Class Total | Amount Claimed Stat Max. Stat. Maximum Minus |  Amount Due (Elther
MonthiYear | Eligivie? | Adjusted |(Hours claimed x| amaunt Originally| During Month Amourit Originally | Cofumn 5 or Column 8

Claimed Yesho | [ours | ERatePuing | authorlzed Claimed | NSI| S Authorized whichever Is less)

1983

July

August

September

Oclober

November

December

1884

January

February

March

April

May

Juns

July

Auguist

Septamber

A
SIGNATURE OF CLAMM PROCESSCR:

SIGNATURE OF SUPERVISCR OR DESIGNEE: DATE:




BTATE OF CAl ' FORNIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF SOCIAL BERVICES

WRO V. MCMAHON
PROVIDER UNDERPAYMENT ELIGIBILITY DETERMINATION WORKSHEET

PART [

PROVIDER'S NAME: SOCIAL SECURITY NUMBER:
RECIPIENT'S NAME: S0CIAL SECURITY NUMBER: CASE NUMBER:

1. s the claimant sligible for retroactive PAYMBNLST .........cieevceeeeeeseseesres e rssrasemsremssensssenersssesmenesenm e e L YES  [1 NO

i no, deny underpaymant claim.
if yos, proceed to #2.

2. s the claimant eligible for retroactive payments through the end of the retroactive period
{July 1, 1983 through Seplember 30, 1984)7 ... eesesssrsersnamssemasssssnseereresneeemenns L3 YES [ NO

H ne, deny underpayment claim.
If yes, proceed to #3.

3. Was there an IHSS Case r800107 oo cessseesesssnsesees st sessssssnsssesssseems s s YES [ NO

If no, CMIPS witl calculate underpayments using nonseveraly impaired maximums, not fo exceed the allowable
maximum {or any given month, including previously authorized services. Proceed to Part |l.
H yes, proceed to #4,

4. Check { ¥ )one ol the foliowing:  Feciplent was  [_] severely impaired (8I) [l nonseverely impaired {NSI)
({Enter response here and Par 1|, Secticn B, Calumn 7}
It 8I, CMIPS will calcuiate underpayments at the S maximums.,
1f N8I, CMIPS will calculate underpaymants at the NSI maximums.,

PART Il, SECTION A: SUMMARY OF SERVICE HOURS CLAIMED

Total Protactive Totat MA

Sup (PS) Hours Hours {Enter
Mo/Year (Enter here and Medical Accomp here and In
Ciaimed In Part H, Sec. B, {MA) Hours Part H,

Col. 3) Clalmed - Adjust. = Sec. B, Col. 3)

1984
October

November

December
1985

January

February
March
April
May

Juna

July

August

Seplember

TEMP 2008 {1102



PART i, SE.VON B: UNDERPAYMENT CALCULATION WORKSHEET

PROVIDER'S NAME: SOCIAL SECURITY NUMBER;
RECHIENTS NAME: SOCIAL SECURITY NUMBER: CASE NUMBER:
INSTRUCTIONS:

Column 1:  Month and year claimed
Celumn 2: Enter Yes/No response from Part |, question #2.

Column 3:  Fill-in the total number of hours claimed for protective supervision (PS) and/or medical accompaniment {MA) from Part I},
Section A.

Column 4:  The amount claimed wil] be calcuiated by CMIPS and displayed on a turn-around documant. No manual entry is required.
Column 5: From the case record, enter tha total number of hours authorized for protective suparvision and/or medical accompanimant.

Column 6. The statwlory maximum for the menth being claimed will be calculated by GMIPS and displayed on a turn-around document.
No manual entry is reguired.

Column 7. Enter SI/NS! response from Pan J, question #4.

Column 8. The statutory maximum minus the amount oziginally authorized will be calculated by CMIPS and displayed on a
turn-around document. No manual entry is required.

Column & The total payment amount due will be calculated by CMIPS and displayed on a turn-around document. No manual entry is
required.

COLUMN 1 COLUMN2 COLUMN3]  COLUMN 4 COLUMN 5 COLUMNG | COLUMNT COLUMN 8 COLUMN &

Class Total | Amount Claimed Stat. Max. Stat, Maximum Minus |  Amount Dus (Either

MontfYear | Eligible? | Adjusted (H*g‘g:ggg}f# X! Amaunt Originally | During Month Amount Originally | Column 5 or Column 8
Claimed Yen/Ho oS | Monih Ciaimed | Authorized Claimed | NSH| SI Authorized whichever ks fass)

Cisimed

1884

October

November

December

1985

IE3

January

February

March

April

May

Jdune

July

August

September

SIGNATURE OF CLAIM PROCESSOR: BATE:

SIGNATURE OF SUPEHWS_C}B_ORPE@IEPEE_I’_:“_:“‘ _ o ___iDATE:
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