
IHSS TELEPHONE REVIEW FORM 

12-57 HHSA (02-13)   

Call the recipient and identify yourself.  Explain the purpose of the call by telling the recipient you are doing a 
follow-up review of their case.  Verify that the recipient/case information is correct.  If recipient response 
indicates clarification is needed, ask follow-up questions.  Use the back of the form if additional room is needed 
for notes. 
 
Social Worker Name:         Worker Number:       
Information Verification: 
Yes  No          Corrected Information 

  Name             

  Address             

  Current provider           

 
Quality Assurance 
 
When was the last home visit from your IHSS Social Worker; do you recall the day or date?   
 
What time was your appointment?      What time did the Social Worker arrive?     
  
How long did the Social Worker stay?             
 
How were you contacted for this visit (phone, letter, drop-by)?          
 
Tell me about/what do you recall about your last visit with your Social Worker from In-Home Supportive 

Services.                 

Was the IHSS program explained to you?           
 
Was your Social Worker courteous?              
 
If you have questions or changes, do you know how to contact your IHSS Social Worker? Did he/she leave you 

a business card?                

If the client is not the person answering the questions, complete the following: 
 
Spoke with:     relationship to client        
 
Because (e.g. client is a child)            
 
Comments:               
 
                
 
 
Case Name:        Case Number:      
 
Reviewer:        Date:       
 



IHSS OVERPAYMENT REFERRAL 
 

12-62 HHSA (01/13)                    SCAN TO PROVIDER FOLDER- OVERPAYMENTS-PROVIDER                                                                                                                   

REFERRAL DATE: Select Date Referred  
CASE NAME:  Enter Recipient Name  Enter CMIPS II Case No. 

SOCIAL WORKER NAME:  Enter SW Name  SOCIAL WORKER NUMBER: Enter SW Number  

TELEPHONE NUMBER:  Enter SW Phone No. 

 
OVERPAYMENT INFORMATION 

OVERPAYEE NAME: Enter Name of Individual Overpaid  OVERPAYEE SSN:  Enter SSN No. 
  RECIPIENT   PROVIDER 

OVERPAYMENT PERIOD: From:  Select Start Date To:   Select End Date 

TYPE OF OVERPAYMENT  
(Check all that apply) 

  RETURNED FROM PAFD - OVERPAYMENT REFERRAL REQUIRED  

  SUSPECTED FRAUD   CONFIRMED FRAUD  

  ADMIN ERROR   SOC CASE     PCSP   IPO    IHSS-R 

CAUSE OF OVERPAYMENT - Describe How the Fraud Occured   

 
REFERRING PARTY INFORMATION 

NAME:  Referring Party’s Name TELEPHONE NUMBER:  Referring Party’s No 

 
               
Signature      Department/Position-If other than IHSS line staff 
IHSS SUPERVISOR:  Name of IHSS Supervisor TELEPHONE NUMBER:  Supervisor’s Phone No 

  
            
Signature       Date Signed 

 
To be completed only by the designated IHSS staff  

  
OVERPAYMENTLETTER SENT ON:     
 
GROSS OVERPAYMENT AMOUNT:       NET OVERPAYMENT AMOUNT:     
 
The IHSS Account Clerk must send a copy of the completed referral back to the Social Worker for the 
case file. 



IHSS QCA CASE REVIEW SUMMARY  
 
Case Name: CMIPS II Case Number:                                                                                                                

QCA-01 (02/13)                             SCAN TO RECIPIENT FOLDER- QUALITY CONTROL               1 
 

Review Month:   QCA Social Worker:     
Social Worker Number:   QCA Social Worker Number:                       
Companion Case(s):  

 Desk    Field  PCSP   IPO  Residual 

 

 Case File is Current and Correct- Eligibility has been established and documented appropriately in the case file.  
Mandated forms are completed and filed in the case.  

 Overpayment/Underpayment- An incorrect amount of services/payment has been issued, a data entry or 
arithmetic error has been made, and/or a provider or recipient has been collecting payment for services not 
rendered.  See attachment for detailed computation. 

 Critical Incident- The health and safety of the recipient is at risk due to inadequate service delivery or the current 
assessment (neglect, abuse, provider “no show”, “harmful to self”).  A critical incident requires immediate action. 

 Ineligible Case- The recipient does not meet the financial, safety/health or other required criteria to be eligible for 
IHSS. IHSS regulations and policy are either not applied or applied incorrectly, resulting in the authorization of 
services to persons not eligible for IHSS.   

 Procedural- The recipient’s eligibility is not documented in the case record, but Quality Control can verify 
the recipient’s eligibility. 

 Suspected Fraud- The recipient and/or the recipient’s representative, the agency or both recipient and agency provide 
false information to qualify the case for IHSS. Suspected fraud is considered when recipients willingly fail to provide 
correct information or report changes. Suspected fraud is also considered when a provider knowingly accepts payment 
for services that are not being provided. 

 Action Items- These items occur when the case does not reflect the current situation, and the case needs to be 
and can be corrected. This includes service changes and paperwork corrections. 

 Other:                                      

 Comments:               

               

                                                  

Updates Completed By:   
IHSS Social Worker:                                                                        Date:      

Updates and Case File Reviewed By:   
IHSS Social Work Supervisor:          Date:      
    
Unless otherwise indicated, corrective action needs to be made immediately.  A response is due to Quality Control 
within 45 days of the date distributed (e-mailed).  Sign and return and electronic copy of this page only to the QCA 
Supervisor and copy the QCA Social Worker.    



IHSS QCA CASE REVIEW SUMMARY  
 
Case Name: CMIPS II Case Number:                                                                                                                

QCA-01 (02/13)                             SCAN TO RECIPIENT FOLDER- QUALITY CONTROL               2 
 

    
N/A   Yes    No 
  Granting 

            Case granted within 45 days of application date or there is an acceptable reason for delay  
            Case submitted to supervisor for review 

 
Comments:   
 
  Reassessment 

            Reassessment completely timely 
 
Comments:  
 
  Household Evidence   

           Residence Information Viewed 
           Household Members Updated and Information Complete 
           Proration of Household Members is Correct 
           Companion Cases Identified and Linked   

 
Comments:  
 
  Service Evidence   

           Assessment Narrative 
• Most recent eligibility determination narrated and current needs documented 
• Narratives for consecutive years have new information and observations 

           Functional ranks consistent with assessment narrative documentation 
           Service Type documentation meets requirements detailed in service type desk aid  
           All service tasks authorized include a justification in the comments section   
           Service times authorized are within HTG’s or justification exists 
           Accompaniment to Medical Appointments 

• Documentation is on file justifying assessed need (i.e. Accompaniment to Medical Appointments 
Template) 

           Paramedical Services 
• Form SOC 321 – Request for Order and Consent of Paramedical Services is on file, current and 

correct 
• Paramedical Services Form Received Date is completed in CMIPS II 
• Documentation is on file justifying assessed need (i.e. Paramedical Services Template) 

           Protective Supervision 
• Form SOC 821 – Assessment of Need for Protective Supervision is on file 
• Form SOC 825 –  Protective Supervision 24-Hours-a-Day Coverage Plan is on file 
• Documentation is entered in CMIPS II justifying assessed need 

Comments:  
 
  Program Evidence   

           Authorization Start Date and Authorization End Date are consistent with assessment documentation 
           Home Visit Date and Re-Assessment Due Date are consistent with assessment documentation  
           Medical Certification 

• SOC 874 – IHSS Program Notice to Applicant of Medical Certification Requirement or SOC 875 
– IHSS Program Notice to Recipient of Medical Certification Requirement has been  sent 

• SOC 873 – Health Care Certification Form is on file and recipient meets the stated eligibility 
requirements 

 
Comments:  



IHSS QCA CASE REVIEW SUMMARY  
 
Case Name: CMIPS II Case Number:                                                                                                                

QCA-01 (02/13)                             SCAN TO RECIPIENT FOLDER- QUALITY CONTROL               3 
 

 
Share of Cost Evidence (if case is status eligible or treated as status eligible, check N/A)  

            Current IHSS/Medi-Cal Communication gram is on file 
           Share of Cost Evidence consistent with information reflected on communication gram  
           Income Evidence consistent with information reflected on communication gram  

 
Comments:  
 
  Medi-Cal Eligibility/ Medi-Cal Eligibility Data System (MEDS)    

           INQM and INQX are on file and current 
           If SSI recipient, are the SSI Living Arrangement and the Marital Status indicators on the INQX screen  

consistent with information in CMIPS II 
           If income eligible, verification of disability is required when a person’s Medi-Cal aid code does not  

indicate that the applicant is aged (65 or older), blind, or disabled 
 
Comments:  
 
  Contacts   

           Contacts screen updated in CMIPS II to include emergency contact information 
 
Comments:  
 

Disaster Preparedness   
           Disaster preparedness information consistent with assessment documentation 

 
Comments:  
 

Mandated Forms (On file and Current)   
            12-02 HHSA – Voter Registration Interest/Declination 
            20-46 HHSA – Language Needs Determination (Form needs to be updated and signed at each  

recertification for any client whose primary language is not English.) 
            20-49 HHSA – Civil Rights / Interpreters  
           12-44 HHSA – Timesheet Signature Authorization / Verification Form  
            SOC 295 – Application for Social Services (10/09) 
            SOC 332 – Recipient / Employer Responsibility Checklist 
           SOC 450 – Voluntary Services Certification  
            SOC 827 – Individual Emergency Back-Up Plan (PCSP Recipient’s) 
            SOC 864 – IHSS Program Individualized Back-up Plan and Risk Assessment (IPO Recipient’s) 

 
Comments:  
 
  18-Month Variable Assessment 

            12-12 HHSA – 18-Month Variable Assessment Approval form on file and all criteria met 
 
Comments:  
 
  Provider Information (if a provider is providing services) 

            12-53A HHSA – Letter to Recipient - Provider Enrollment sent 
            SOC 426A – Recipient Designation of Provider form on file 
            Provider is in active status on Case Providers screen in CMIPS II 
           Relationship to Recipient field is correct on the Case Providers screen in CMIPS II 

 
Comments:  



IHSS QCA CASE REVIEW SUMMARY  
 
Case Name: CMIPS II Case Number:                                                                                                                

QCA-01 (02/13)                             SCAN TO RECIPIENT FOLDER- QUALITY CONTROL               4 
 

 
Other issues identified that affect eligibility or authorized services: 

 

Results of home visit: 



IHSS QCA HOME VISIT INTERVIEW GUIDE 
 

 
QCA-02 HHSA (02/13) 

Date:      
Case Name:         CMIPS Case #:       
Also Present:        Relationship:         
Identification:       (ID, DL Senior Citizen ID) D.O.B.      
Do you drive? Yes   No    
Social Security Card viewed? Yes   No   
 
Social Worker Information 
Do you know who your IHSS SW is?  Yes  No    
When was your IHSS SW here last?             
How often do they visit you?            
Do you know how to contact her/him? Yes   No     
 
Household Information 
Who is currently living at this residence?  (Review Household Evidence Screen) 
Other household members receiving IHSS: 
Name:        Relationship:         
Do you have any family members or friends who work for the County of San Diego? Yes   No   If 
yes, what is their Name and Department?       
 
Residence Information (Review Household Evidence Screen) 
Total number of rooms in home:  Bed:      Bath:     Other:     
Sole Use Rooms:     Rooms shared:        
Do you have a washer and dryer on premises? Yes   No   
 
Alternative Resources 
Do you attend school, adult daycare or other program? Yes   No   
If so, hours:                
Services provided:               
 
Hospitalizations 
Have you been hospitalized in the last year?     Yes  No   
If so when?                
Did you inform your Social Worker?     Yes   No     N/A  
Have there been any changes in your health/needs since then?   Yes   No  
               
                
Are you aware that you cannot claim hours during periods when you (client) are not in the home (e.g. 
hospital, out-of-town, etc…)?          Yes  No   

 
Health and Needs/ Physical Observations 
Tell me about your health problems.  What is the impact to your ability to perform the activities of daily 
living in your home?                
Physical Observations:    
Provider Information 
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Name of your provider:        Relationship:       
Live-In IP:  Yes  No   
What is your provider’s schedule?     days per week    hours each day 
(Review Assessed Needs): 
 
 
 
Does your provider always work all of the authorized hours? Yes   No  
Do you feel that you are receiving all the services that you require? Yes   No  
Do you know that it is your responsibility to report if your needs change, (either increasing or decreasing)  
to your social worker?  Yes   No   
If you are unable to resolve an IHSS issue with your Social Worker or their Supervisor, you can 
request a fair hearing before an impartial judge. The phone number is located on the back of your 
Notice of Action.  
 
Time Sheets 
Who completes the time sheets?            
Is it completed before or after the work is done?          
Who signs the IHSS timesheets?            
If you had to replace your provider, would you need assistance finding one? 
Yes   No        Provider Enrollment (877) 351-7744  
Would you like information about the Public Authority Registry?  
Yes   No        Public Authority (866) 351-7722 

 
Elder Dependent Abuse or Neglect 
We are mandated reporters of abuse of any kind. Do you feel that you have been abused in any way 
by anyone?   Yes   No   
If so, by whom and what is the nature of the abuse/incidents?     
 
 
 
Emergency Back-up Plan 
Did your Social Worker complete an emergency back-up plan form and provide you with a copy?   
Yes   No   
 
Questions/Comments 
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 PROVIDER INTERVIEW GUIDE 
 

Date:     
 
Case Name:          CMIPS Case #:      
 
When did you start providing IHSS services to the client?        
What is your schedule?    days per week   hours each day 
What services do you provide?            
(Review Service Type Details): 
 
 
 
Who completes the IHSS timesheets?            
Who signs the timesheets?              
Are you aware that you cannot claim IHSS hours during periods when the client is not in the home 
(e.g. hospital, out-of-town, etc…)?            Yes   No   
Do you provide any services that are not being paid for by the IHSS program? 
 
 
 
Do you provide IHSS services to any other IHSS recipients?  Yes   No   
 
 
 
Questions/Comments 
 
 
 
  



IHSS QCA TARGETED CASE REVIEW LOG 
 

QCA-05 (01/13)                   

MONTH:  Enter Month of Review   Unit: Enter Unit Number 
ISSUE:   Enter summary of issue. 
 
 
    
SW Worker Case Name CMIPS II Case Number Results in Compliance 

Number Yes No  Comments 
  

 
    

  
 

    

  
 

    

  
 

    

  
 

    

  
 

    

  
 

    

  
 

    

  
 

    

  
 

    

  
 

    

 
 
QCA REVIEWER:  Enter Name of QCA Social Worker    DATE: Select Date 
 



IHSS QCA TARGETED CASE REVIEW SUMMARY 
 

QCA-06 (01/13)                            SCAN TO RECIPIENT FOLDER- QUALITY CONTROL                
 

 
REVIEW ISSUE 

 
ENTER SUMMARY OF REVIEW ISSUE 

 
 
 
 

CASE NAME:                       CMIPS II CASE #:                                
 
IHSS SOCIAL WORKER:   _______________________________            

 
 

RESULTS 
 

 CASE IS IN COMPLIANCE 
 

 CASE IS NOT IN COMPLIANCE; REFER TO IHSS SOCIAL WORK SUPERVISOR 
 

 OTHER ISSUE(S) FOUND DURING REVIEW: 
 
                                 
 
                           
 
                            
 
 
 
 
 
 
 
 
 
 
 
 
 
QCA REVIEWER:           DATE:      
 
CASES NOT IN COMPLIANCE MUST BE REVIEWED BY: 

QCA SUPERVISOR:          DATE:      

IHSS SOCIAL WORK SUPERVISOR:                         DATE:      



IHSS QCA DENIED CASE REVIEW SUMMARY 
 

QCA-09 (02/13)                                SCAN TO RECIPIENT FOLDER- QUALITY CONTROL 

Date:    QCA Social Worker:     
  

Recipient Name:                          

CMIPS II Case Number:                         

IHSS Social Worker:                        

 

Contact made within 7 days of application date?      YES____ NO____ 

Type of contact made?        P/C____ H/V____N/A____ 

If a home visit was conducted, was the SOC 295 signed by the applicant?   YES____ NO____N/A____ 

Reason(s) for denial clearly documented?      YES____ NO____ 

Name & relationship of person contacted clearly documented?   YES____ NO____N/A____ 

Action reviewed by SWS or lead worker using a CMIPS II Case Note?  YES ____ NO____ 

Case denied within 45 days of application date? (SOC N/A)    YES____ NO____N/A____ 

If not denied within 45 days of application date: 

Date of application:         

Date application denied:        

 
 
 
 
 

 Results in Compliance    Training Issue         Corrective Action Required  
 
Additional Comments: 

                

               

               

                

Corrective Action Completed By:   
IHSS Social Worker:                                                                        Date:      

Reviewed By:   
IHSS Social Work Supervisor:         Date:      
    
Unless otherwise indicated, corrective action needs to be made immediately.  A response is due to Quality 
Control within 45 days of the date distributed (e-mailed).  Sign and return an electronic copy to the QCA 
Supervisor and copy the QCA Social Worker.   
 



IHSS QCA Response From District/Reply From QCA  

QCA-11 (01/13)          SCAN TO RECIPIENT FOLDER- QUALITY CONTROL  

 
 

 
Date: Select Date 
To:  QCA Social Worker            
From:  Social Work Supervisor 
IHSS Social Worker:  Social Worker Name  
Recipient: Recipient’s Name 
CMIPS II Case Number:   CMIPS II Case Number  
 
 

 

Social Worker Response to QCA  
 
Please include all appropriate IHSS Program Guide, IHSS Policy & Procedure Manual, and/or 
California State Manual of Policies and Procedures - Division 30 references that support your 
position.  
 

Social Worker Response:  Detailed summary of QCA review disagreement 

 

 

 

QCA Response to Social Worker 
 
If QC has adequately shown that IHSS Policy and Procedure supports the item in question, the 
Social Worker will need to make the correction immediately upon receipt of this response. 
 
QCA Social Worker Response:  Detailed summary of QCA Worker’s response 

 
 
 

 
 



IHSS QCA CASE REVIEW REQUEST/REVIEW RESULTS 
 

QCA-12 (01/13)                         SCAN TO RECIPIENT FOLDER- QUALITY CONTROL  

 
 Social Worker Name Social Worker 

Number 
Phone Number Mailstop 

                        
  
 
Recipient’s Name:         CMIPS II Case Number:        Language:        
 
Address:       City:         ZIP:      
 
Provider Name:       Language:       
 
 
 

Primary reason that a QCA review is being requested:       
 
 
 
 
 
 
 
 
SUPERVISOR:                                              DATE:            
 
 

IHSS QCA CASE REVIEW RESULTS 
QCA Worker Name QCA Worker 

Number 
Phone Number 

                  
 
QCA Worker Results:       



IHSS QCA IMMEDIATE ACTION/DROPPED CASE NOTICE 
 

QCA-13 (01/13)                                SCAN TO RECIPIENT FOLDER- QUALITY CONTROL  

 
Date:  Select Date 
To:  Enter SW Supervisor Name         
From:  Enter QCA SW Name 
IHSS Social Worker:  Enter SW Name  
SW Telephone #:  Enter SW Telephone Number 
Case Name:  Enter Case Name  
CMIPS II Case #:  Enter CMIPS Case Number 
 

*DISTRICT RESPONSE IS DUE WITHIN 30 DAYS* 
 
Immediate Action 
The above case was reviewed by QCA and found to need immediate action. The reason for the 
immediate action is: 
 

 Critical Incident: The recipient’s health and/or safety are at risk by the service assessment or 
service delivery.  

 IHSS Ineligibility: Recipient has been found to possibly be ineligible to IHSS services. 
 Suspected Fraud: QCA review has discovered, or has been given, evidence of fraudulent 

activity in this case. 
 
Dropped Case 
The above case was selected by QCA for review; however, the review could not be completed for the 
following reason(s): 
 

 1.  Recipient moved out of the County or State. 
 2.  Recipient is unwilling to give information to complete a home call. 
 3.  QCA is unable to locate recipient/whereabouts unknown. 
 4.  The recipient is temporarily not in the home.  
 5.  The recipient is deceased. 

 
The IHSS Social Worker is required to immediately close the case, subject to the ten-day NOA 
requirement. When/if the recipient agrees to cooperate with QCA, the IHSS Social Worker needs to 
contact the QCA Social Worker listed above. The case cannot be reopened until the IHSS Social 
Worker has received notification from the QCA Social Worker that the recipient has cooperated with 
QCA. 
 
Summary 
Essential facts: Enter summary of essential facts 
 
Recommendation: Enter recommendations  
 
Applicable Regulation(s): Enter applicable regulations 
 
District Response 
Date of Case Action/Termination: Click here to enter a date. 
Completed by:  Enter SW Name   
 
 
       



IHSS QCA INCOMPLETE CASE REVIEW REPORT 
 

QCA-14 (01/13) 

LIST ANY CASE THAT IS NOT EXPECTED TO BE COMPLETED AND TURNED IN FOR 
REVIEW BY THE LAST WORKING DAY OF THE MONTH.  

DUE AT THE END OF THE MONTH  
 

CMIPS II CASE 
NUMBER CASE NAME REASON 

CODE  
EXPECTED DATE OF 

COMPLETION 
 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 
REASON CODES: 
 
A. UNABLE TO COMPLETE HOME VISIT TIMELY 

1. CLIENT IN HOSPITAL/FACILITY 
2. CLIENT OUT OF TOWN 
3. CLIENT ILL/UNABLE TO MEET WITH QCA 
4. OTHER* 

 
B. UNABLE TO INTERVIEW PROVIDER 

1. PROVIDER NOT RETURNING CALLS 
2. PROVIDER TEMPORARILY OUT OF TOWN 
3. OTHER* 

 
C. UNABLE TO COMPLETE REVIEW TIMELY 

1. UNEXPECTED/UNSCHEDULED TIME OFF 
2. INTERRUPTED DUE TO FRAUD REFERRAL(S) 
3. OTHER* 

 
 
*OTHER—EXPLAIN: 
 
              
 
              
 
              
 
QCA SOCIAL WORKER NAME/NUMBER        



 

 

County of San Diego 
HEALTH AND HUMAN SERVICES AGENCY 

 
AGING & INDEPENDENCE SERVICES 

P.O.  BOX 23217, SAN DIEGO, CALIFORNIA 92193-3217 
 

QCA-15 HHSA (02/13) 

March 18, 2013 
 
 
Enter Recipient’s Name Case Number: CMIPS II Case Number 
Enter Address 
Enter City, State and Zip Code  
 
 
The IHSS Quality Control and Assurance Section randomly selected the In-Home Supportive 
Services (IHSS) case for the recipient named above for review.  At the home visit, the Social 
Worker will ask detailed questions about the assistance needed and will check for safety issues in 
the home.   
 

Select Appointment and Date 
 

• The recipient must be present during the home visit. 
• Photo identification and Social Security card for the recipient must be available. 
• Prior to the home visit, place pets who are not contained in another room.   
• As a health and safety consideration, please refrain from smoking during the home visit.   

 
Please contact the Social Worker below by Select Date to confirm or reschedule this 
appointment.  Failure to participate in the Quality Control process could affect future services.   
 
Thank you for your cooperation. 
   
Name  Worker Number   
Social Worker 
Quality Control & Assurance 
(858) Phone Number 
 
 



QCA-30 HHSA (02/13)

MONTH:

Review 
Number or 

Type
QC 

Worker
Case 
Name

Provider 
Name

Case 
Number

District 
Worker PCSP IPW IHSS-R

Finding 
Amount

Overpayment 
Referral Amount

Action 
Item

Emergency  
Plan on File

PAFD 
REFERRAL Date to District

Respnse Due 
Date or NA COMMENTS

QC WORKER REVIEW LOG FISCAL YEAR 12/13

Enter numerical "one" if the 
item is found.  Auto count will 

be used in these columns

Logs will be submitted 
electronicaly by email  to the 

Program Manager by the 5th of the 
following month.



IHSS QCA TARGETED CASE REVIEW LOG 
TELEPHONE REVIEWS 

 

QCA-31   (01/13)                   

REVIEW MONTH:  Enter Month of Review    
 

ISSUE: Telephone review on cases that have been selected through an ad hoc report that is based on a face-to-face date that is one month prior to the 
review month. 

  

 SW Worker 
Number Case Name (Last Name, First Name) CMIPS II  

Case Number Results/Action Taken 

1.     

2.     

3.     

4.     

5.     

6.     

7.     

8.     

9.     

10.     

11.     

12.     
 

 
QCA REVIEWER:  Enter Name of QCA Social Worker    DATE: Select Date 
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