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COUNTY OF SAN DIEGO  
IN-HOME SUPPORTIVE SERVICES 

Client/Employer and Provider Responsibilities 
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CASE NAME:                          CASE NUMBER:                             PHONE:            
  
As a recipient of In-Home Supportive Services (IHSS), I understand I have the following responsibilities: 
♦ To provide the documentation required to determine if I am eligible to, and have a need for, services. 
♦ To cooperate with Quality Control regulations and reviews. 
♦ To inform my Social Worker within ten calendar days of any changes including: 
 

 Change in income of any household member (including myself) or if someone is paying my expenses; 
 Change in my address, phone number, marital status, or if household members move in or out; 
 Being out of my home for more than a day (Examples: hospital stay, vacation); 
 Acquiring or giving away any property including a house, land, cars, cash, etc.; 
 Moving out of San Diego County, so that my case can be transferred to another county; 
 Any change in my need for IHSS services.  

 
I understand that there is a property limit of $2,000.00 for one person and $3,000.00 for two persons. People 
with income over the SSI level of $_____for one person or $_____for two persons may have to pay a portion, 
or share, of the cost for their services. This Share-of-Cost must be paid each month. 
 
I understand that failure to provide necessary information, giving false information or not reporting changes 
timely can result in the denial or discontinuance of my IHSS benefits and an investigation of my case for fraud. 
I will be responsible to pay the County back if I receive services for which I am not eligible.  
 
I understand that I am the employer of any Individual Provider (IP) whom I hire to provide IHSS services. My 
responsibilities include: 
 
♦ Finding, hiring, training, supervising and firing any Individual Provider I employ, and reporting these 

changes to my Social Worker, including the start and end dates of my individual provider’s employment. 
♦ Obtaining a work permit if I hire anyone under the age of 18. 
♦ Verifying that my Individual Provider is a legal resident and keeping an I-9 form for each Provider for 3 

years. 
♦ Informing my Individual Provider about their pay, work schedule, working conditions, services authorized 

and the time given to perform those services, and any changes in my authorized hours.  
♦ Informing my Individual Provider that the County will send them a packet that includes information about 

Workers Compensation, State Disability Insurance (SDI), and Unemployment Insurance Benefits (UIB). 
♦ Providing the completed and signed copy of form 12-58A (IHSS Provider Responsibilities) to my Social 

Worker. I understand that my provider will not receive timesheets until my Social Worker receives a 
completed form. When I change providers, a new form must be completed and returned to my Social 
Worker.  

♦ Informing my Individual Provider of Social Security and State Disabilities tax deductions and the need to 
complete form W-4 so that form W-2 will be sent to him/her every January. 

♦ Verifying and signing provider timesheets only if accurately completed. 
 
I affirm under penalty of perjury that I understand my responsibilities and that I have received a copy of 
the Civil Rights information.  
Recipient/Authorized Representative Signature:                 Date:    
 
Social Worker Signature:          Date:    



 CONDADO DE SAN DIEGO 
 SERVICIOS DE AYUDA EN EL HOGAR 
 (In-Home Supportive Services-IHSS) 
 Responsabilidades del Cliente/Patrón y del Proveedor  
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NOMBRE DEL CASO:           NÚMERO DEL CASO:            TEL:         
 
Como beneficiario de los servicios de IHSS, comprendo que mis responsabilidades son las siguientes: 
♦ Proveer todos los documentos requeridos para determinar mi elegibilidad y necesidad de los servicios. 
♦ Cooperar con las regulaciones y revisiones de Control de Calidad. 
♦ Informar a mi Trabajador(a) Social dentro de diez (10) días de cualquier cambio, incluyendo: 
 

 Cambio de ingreso por parte de cualquier persona en mi hogar (incluyéndome a mí) o si alguien esta 
cubriendo mis gastos; 

 Cambio de mi domicilio, número de teléfono, estado civil o si personas se han mudado a/de mi hogar; 
 Vivir fuera de mi hogar por más de un día (Ejemplos: estancia en un hospital o vacaciones); 
 Adquirir o donar cualquier propiedad, incluyendo una casa, terreno, automóviles, dinero en efectivo, etc.; 
 Mudarme fuera del condado de San Diego, para que mi caso se transfiera a otro condado; 
 Cualquier cambio de servicios que requiero por parte de IHSS. 

 
Entiendo que hay un límite de bienes/propiedades por parte del programa IHSS que es de $2,000 para una persona y $3,000 
para dos personas. Personas que rebasen el límite de ingresos SSI de $_______ para una persona o $________ para dos 
personas, se les podría requerir pagar parte del costo de los servicios.  Este “Share of Cost” o Costo Compartido tiene que 
pagarse cada mes.  
 
Comprendo que puedo perder total o temporalmente los beneficios de IHSS por no proporcionar la información necesaria, 
dar información falsa o no reportar cambios a tiempo.  Además, se iniciaría una investigación de mi caso por fraude.  Si 
recibo servicios por los cuales no califico, seré responsable de devolverle el dinero al condado. 
 
Entiendo que yo contrato al y soy el patrón del proveedor de cuidado (IP por sus siglas en inglés) que me proporcione los 
servicios de IHSS. Mis responsabilidades al respecto incluyen: 
 
♦ Encontrar, contratar, entrenar, supervisar y despedir al proveedor de cuidado que emplee, y reportar estos cambios a mi 

Trabajador(a) Social, incluydeno las fechas de inicio y terminación de mi proveedor de cuidado.   
♦ Obtener un permiso de trabajo si empleo a una persona menor de diez y ocho (18) años de edad. 
♦ Verificar que mi proveedor de cuidado es un residente legal de Estados Unidos y retener formularios I-9 para cada 

proveedor, por tres (3) años. 
♦ Informar a mi proveedor de cuidado de los términos de pago, horarios, condiciones laborales, servicios autorizados, 

tiempo autorizado para desempeñar los servicios, y cambios en horas autorizadas de servicio. 
♦ Informar a mi proveedor de cuidado que el Condado le enviará un paquete con información referente a  Compensación al 

Empleado (“Workers Compensation”) , Seguro del Estado en Caso de Incapacidad (“State Disability Insurance” o SDI) 
y Seguro de Beneficios en Caso de Desempleo (“Unemployment Insurance Benefits”o UBI). 

♦ Proporcionar una copia del formulario 12-58A (Responsabilidades del Proveedor de IHSS)  completo a mi Trabajador(a) 
Social, junto con fechas de inicio y terminación.  Entiendo que mi proveedor de cuidado no recibirá hojas de tiempo 
hasta que mi Trabajador(a) Social reciba el formulario completo.  Si cambio de proveedor debo completar un nuevo 
formulario y regresarlo a mi Trabajador(a) Social. 

♦ Informar a mi proveedor de cuidado de las deducciones de impuestos estatales de Incapacidad y del Seguro Social, que 
se harán de su sueldo. También informarle que debe llenar un formulario W-4 para que se le envié un formulario W-2 
cada enero. 

♦ Verificar y firmar las hojas de tiempo del proveedor sólo si la información esta correcta y completa. 
Declaro bajo pena de perjurio que comprendo mis responsabilidades y he recibido copia de mis Derechos Civiles. 
 
Firma del Beneficiario:         Fecha:    
 
Firma de Trabajador(a) Social:        Fecha:    
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CASE NAME:          CASE NUMBER:          PHONE:         
 
As an IHSS Individual Provider I am responsible for: 
 

♦ Providing all services for which I was hired and accurately reporting hours worked on my timesheets.  I am 
aware that I am not paid to perform work when the IHSS recipient I work for is away from his/her home 
(Examples: hospital stay, vacation). 

♦ Complying with Quality Control regulations and reviews. 
♦ Providing this form and showing my Social Security card or providing a copy to an IHSS employee 

before timesheets will be issued to me. 
♦ Reporting any suspected elder or dependent adult abuse to Adult Protective Services at 1-800-510-2020. 

Persons who are paid or volunteer caregivers, including IHSS Individual Providers, are Mandated Reporters 
(W&I Code 15630(b) (1). 

 
I understand that giving false information or reporting hours I did not work on my timesheets can result in an 
investigation for fraud.  I am responsible to pay back the County of San Diego for the overpayment.  
 
Individual Provider Signature:                                                                                    Date:                                  
        
Relationship to IHSS Recipient:              
 
Social Security Number:                    Birth date:       
 
Address:                     Telephone:      
 
City, Zip:                     Start Date:     
                                                                                                                                                                                          

                                                      COUNTY USE ONLY 
                    SUMMARY OF INFORMATION FROM EVIDENCE VIEWED 
                                (Complete the information only as appropriate) 
 
Name on Social Security Card:  _______________________________________________  
                                                                                                          
Social Security Number:  _____________________________________________________ 
 
Resident Alien Number:  _____________________________________________________ 
 
Employment Authorization Expiration Date:  ___________________________________ 
 
Other Form of Identification:  ________________________________________________ 
 
This is to certify that the above evidence was viewed on __________________________ 
                                                                                                                                                                    (date) 
 by:  ______________________________________________________________________ 
                                                   Worker Name and Number 
 
Most recent 12-58 dated by client on:  __________________________________________  
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NOMBRE DEL CASO:                    NÚMERO DEL CASO:        TEL:        
 
Como proveedor de cuidado de IHSS, tengo las responsabilidades de: 
 

♦ Proporcionar todos los servicios por los que se me contrató y correctamente reportar las horas que trabajé en 
las hojas de tiempo.   

♦ Cooperar con las regulaciones y revisions de Control de Calidad.   
♦ Proporcionar este formulario y mostrar mi Tarjeta de Seguro Social o proporcionarle una copia de la 

misma a un empleado de IHSS, antes de que se me proporcionen hojas de tiempo.   
♦ Reportar toda sospecha de abuso de personas mayores o dependientes a la oficina de Servicios de Protección 

al Adulto (“Adult Protective Services” - APS) al 1-800-510-2020.  Personas que cuidan de un anciano o 
persona dependiente,  ya sea de manera voluntaria o por pago, incluyendo a los proveedores de cuidado de 
IHSS, son considerados informantes por ley (“Mandated Reporters”) (W &I Code 15630(b)(1). 

 
Entiendo que dar información falsa o reportar horas que no trabajé en mis hojas de tiempo puede resultar en una 
investigación por fraude.  Seré responsable de pagarle el sobrepago al Condado de San Diego. 
 
Firma del Proveedor de Cuidado:                                                                             Fecha:                                  
      
Mi Relación al Beneficiario:                   
 
Número de Seguro Social:                    Fecha de Nacimiento:     
 
Domicilio:                      Número de Teléfono:     
 
Cuidad, Código Postal:            Fecha de Inicio:    
                                                                                                                                                                                          

                                                      COUNTY USE ONLY 
                    SUMMARY OF INFORMATION FROM EVIDENCE VIEWED 
                                (Complete the information only as appropriate) 
 
Name on Social Security Card:  _______________________________________________  
                                                                                                          
Social Security Number:  _____________________________________________________ 
 
Resident Alien Number:  _____________________________________________________ 
 
Employment Authorization Expiration Date:  ___________________________________ 
 
Other Form of Identification:  ________________________________________________ 
 
This is to certify that the above evidence was viewed on __________________________ 
                                                                                                                                                                    (date) 
 by:  ______________________________________________________________________ 
                                                   Worker Name and Number 
 
Most recent 12-58 dated by client on:  __________________________________________  
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IHSS Provider Criminal Record Check 

Information Sheet 
 

• You may request a criminal record check on your IHSS service provider. 
• You must pay for the cost of this record check.  The fingerprint scanning fee varies from 

$20.00 to $30.00 and the Department of Justice processing fee is $32.00. 
• The IHSS program WILL NOT PAY for this criminal record check.  There is no 

government money to pay you back for a criminal record check on your IHSS service 
provider, even if your provider has a criminal record. 

• If you are hiring a provider from the IHSS Public Authority Registry, you do not have to 
pay for a criminal background check.  All Registry applicants are required to pass the 
Department of Justice (DOJ) criminal background check in order to become active on the 
County of San Diego’s IHSS Provider Registry.  

• You will still decide if you will hire or fire your IHSS service provider.  If a criminal 
record check indicates that a current or potential provider does have a criminal 
background, you will decide if you want to have the individual remain as your IHSS 
service provider. 

• Fingerprint scanning is available at any Department of Justice authorized location 
including the San Diego Police Department.  You may call before going to the 
fingerprinting site to check the required documentation, the cost and the method of 
payment (e.g. cash, check, money order, debit card, or credit card), the hours of 
operation, and the need for an appointment. 

• The scanning location will provide the procedure for obtaining a status report on the 
criminal check record. 

• Refer to the attached list of scanning locations. For an updated list of the “Live Scan" 
locations, go to: http://ag.ca.gov/fingerprints    

 
 
FINGERPRINT SCANNING SITES 

POLICE DEPARTMENTS 
Chula Vista Police  
315 Fourth Street, Chula Vista 91910 
619/691-5137 

El Cajon Police  
100 Fletcher Parkway, El Cajon 92020 
619/579-3362 

Escondido Police 
700 West Grand Ave, Escondido 
760/839-4431 

UC San Diego Police  
9500 Gilman Drive, La Jolla 92023 
858/534-4361 

La Mesa Police 
6119 Lake Murray Blvd, La Mesa 91942 
619/667-1342 

La Mesa Police (Store Front) 
6119 Lake Murray, La Mesa 91942 
619/667-1447 
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OTHER SCANNING SITES 
Bonita 
Mail & Parcels Plus 
4364 Bonita Rd., Bonita 91902 
619/470-4008 

Bonsall 
Bonsall Photo & Postal Center 
5256 S, Mission Rd., Ste 703, Bonsall, 92003 
760/941-9221 

Carlsbad 
DBA-Coastal ID Services 
1207 Carlsbad Vill Dr., Ste Y, Carlsbad 92008 
866/592-5927; 760/434-5927 

Carlsbad 
AAA Livescan on Grand 
800 Grand Ave, Ste C-9, Carlsbad 92008 
760/434-3533 

Chula Vista 
Qwik Prints 
629 3rd Ave, Ste K-1, Chula Vista 91910 
619/691-5137 

El Cajon 
AAA Livescan Fingerprinting 
126 W. Bradley Ave 
619/ 

El Cajon 
Excell Security, Inc. 
700 N. Johnson Ave. Suite C, El Cajon 92020 
619/ 275-5828 

El Cajon 
Mail Plus Gifts & Shipping 
1464 Graves Ave,Ste 107 El Cajon, 92021 
619/447-7544 

Encinitas 
Global Livescan at Postal Depot 
119 N. El Camino Real, #E, Encinitas 92024 
760/ 436-1250 

Encinitas 
InternetBiz 
2559 Manchester Ave.,Encinitas, 92007 
760/809-1582 
 

Escondido 
That Place That Ships 
243 S. Escondido Blvd., Escondido 92025 
760/741-7639 

Escondido 
DBA Live Scan San Marcos 
1310 E.Valley Parkway #B,Escondido,92027 
760/752-1072 

Escondido 
Escondido Live Scan 
144 South Grape St, Escondido, CA 92025 
760/546-5400 
Escondido 
AAA Live Scan of Escondido 
431 W. Grand Ave., Ste.201 Escondido, 92025
760/480-6900 

Escondido 
That Place That Ships 
243 S. Escondido Blvd.,Escondido, CA 92025 
760/741-7639 
Imperial Beach 
Identi-Port Inc. 
662 10th Street, Imperial Beach 91932 
619/934-3113 

La Mesa  
Knott's Live Scan 
5141 Guild StreetLa Mesa, CA 91942 
619/466-3419 

La Mesa 
La Mesa Mail Boxes 
8130 La Mesa Blvd., La Mesa, CA 91941 
619/460-7447 

Mira Mesa 
Live Scan Mira Mesa 
9164 Mira Mesa Blvd., Mira Mesa CA 92126 
619/572-7783 

National City 
Fingerprint Impressions  
600 East 8th Street Ste 3, National City 91950 
619/773-7200 

National City 
International Services 
1302 National City Blvd.Ste B, Nat City 91950
619/336-1177 

National City 
Veriscan ID Services 
1615 E. Plaza Blvd. #103, National City 91950
619/336-1924 



 

12-72 HHSA (08/07)          (08/10) 
IHSS PROGRAM GUIDE                                5-F-13                                                                                        08/07 

Oceanside 
C.I. Inc. 
518 Oceanside Blvd. Ste 102,Oceanside 92054 
760/752-1072 

Oceanside 
Live Scan Fingerprinting 
4140 Oceanside Blvd., #159, Oceanside 92056
760/583-5841;866/706-6465 

San Diego 
AAA Live Scan of San Diego 
2667 Camino Del Rio South, Ste #301-7  
San Diego 92109         619/683-2660 

San Diego 
Advance Live Scan 
2859 El Cajon Blvd. Suite #2-A 
San Diego 92104             619/250-3282 

San Diego 
American Background Services 
1310 Rosecrans St, Ste A, San Diego 92106 
619/523-9005 

San Diego 
Del Mar Live Scan  
3830 Valley Center Dr, Ste705 
San Diego 92130              858/342-2389 

San Diego 
EZ Livescan 
3200 Adams Ave, Ste 209, San Diego 92116 
619/283-7939 

San Diego 
Heritage Security 
1260 Morena Blvd. Ste. 200 San Diego 92110 
619/275-7000 

San Diego 
IBT an L-1 Identity Solutions Company 
3333 Camino Del Rio South, Ste. 400 
San Diego 92108                  1-800-315-4507 

San Diego 
IBT an L-1 Identity Solutions Company 
7575 Metropolitan Dr., Suite 110 
San Diego, CA 92108          1-800- 315-4507 

San Diego 
Internetbiz 
6440 Lusk Blvd. Suite D207, San Diego 92121
760/809-1582 

San Diego 
Millenia Security Services 
4797 Mercury St., Ste. A, San Diego 92111 
858/576-1994 

San Diego 
Rovers Live Scan 
7850 Mission Center Ct, Ste 101B 
San Diego 92108            619/688-9833 

San Diego 
San Diego Office of Education 
6401 Linda Vista Rd, Room 104 
San Diego 92111                   619/569-5420 

San Diego 
San Diego city Schools Police Services 
4100 Normal St, San Diego 92103 
619/725-7014 

San Diego 
Scan Fingerprinting Service 
7850 Mission Center Ct. Ste 101B 
San Diego 92108       1(866) 773-7783 

San Diego 
San Diego State University 
5500 Campanile Drive SSE-1410 San Diego, 
CA 92182-8210        619/594-3193 

San Diego 
Theresa Insurance & Livescan Services 
4425 47th Street, San Diego 92115 
619/528-8055; 858/610-1399 

San Marcos 
Live Scan San Marcos 
500 W. San Marcos Blvd. #102  
San Marcos 92069                       760/752-1072 

Santee 
Health Educational Consultants 
9255-353 Magnolia Ave, Santee 92071 
619/448-8448 

Vista 
Global Livescan at Postal Annex 
770 Sycamore Ave, Ste J, Vista 92081 
760/598-0201 

Vista 
All About Livescan Fingerprinting 
1035 East Vista Way, Vista, CA 92084 
Contact: (760) 630-7225 
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Página Informativa Sobre Chequeo de Antecedentes 
Criminales del Proveedor de Cuidado de IHSS 

 
• Puede pedir un chequeo antecedentes criminales de su proveedor(a) de cuidado de IHSS. 
• Debe de cubrir el costo por éste chequeo.  El costo varía desde $20 a $30 y la cuota de 

procesamiento del Departamento de Justicia es de $32.00. 
• El Programa IHSS NO PAGARÁ por éste chequeo de antecedentes criminales.  No existe 

dinero gubernamental para reembolsarle el costo de un chequeo de antecedentes 
criminales, aunque su proveedor(a) de cuidado de IHSS tenga antecedentes criminales.   

• Si esta contratando a un(a) proveedor(a) del Registro del Departamento de Autoridad 
Pública de IHSS, no tiene que pagar por un chequeo de antecedentes criminales.  Todos 
los solicitantes del Registro tienen el requisito de pasar un chequeo de antecedentes 
criminales del Departamento de Justicia, para estar activos en el Registro de Proveedores 
de IHSS del Condado de San Diego.   

• Aún decidirá si gusta contratar o despedir a su proveedor(a) de cuidado de IHSS.  Si un 
chequeo de antecedentes criminales indica que su actual o posible proveedor(a) tiene 
antecedentes criminales, usted decidirá si gusta que la persona permanezca como su 
proveedor(a) de cuidado de IHSS.   

• La toma de huellas esta disponible en cualquier ubicación autorizada del Departamento 
de Justicia, incluyendo el Departamento de Policía de San Diego.  Puede llamar antes de 
ir al sitio de toma de huellas para informarse de la documentación requerida, del costo, el 
método de pago (ej. dinero en efectivo, giro postal, tarjeta débito, tarjeta de crédito), las 
horas de negocio, y la necesidad de fijar cita. 

• El sitio de la toma de huellas puede proveerle el procedimiento para obtener un reporte 
del estado del chequeo de antecedentes criminales. 

• Para conseguir una lista actualizada de las ubicaciones de toma de huellas “Live Scan,” 
vaya a: http://ag.ca.gov/fingerprints    

 
 
FINGERPRINT SCANNING SITES 

POLICE DEPARTMENTS 
Chula Vista Police  
315 Fourth Street, Chula Vista 91910 
619/691-5137 

El Cajon Police  
100 Fletcher Parkway, El Cajon 92020 
619/579-3362 

Escondido Police 
700 West Grand Ave, Escondido 
760/839-4431 

UC San Diego Police  
9500 Gilman Drive, La Jolla 92023 
858/534-4361 

La Mesa Police 
6119 Lake Murray Blvd, La Mesa 91942 
619/667-1342 

La Mesa Police (Store Front) 
6119 Lake Murray, La Mesa 91942 
619/667-1447 

 
 
 



 
 
 
 
 
 
 
 

 

County of San Diego 
 

HEALTH AND HUMAN SERVICES AGENCY 
1700 PACIFIC HIGHWAY, SAN DIEGO, CALIFORNIA 92101-2417 

 
AGING & INDEPENDENCE SERVICES 

P O Box 23217, SAN DIEGO CA 92193-3217 
 (858) 495-5858 FAX (858) 495-5080 
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TO:    POSTMASTER, U.S. POSTAL SERVICE 
 
FROM:  In-Home Supportive Services (IHSS), County of San Diego 
 
SOCIAL WORKER:       Phone:     
 
IHSS Individual Providers (IPs) can use a Post Office (P.O) Box only under specific 
circumstances. IHSS must verify with the Postal Service when a provider claims good reason for 
the use of a P.O. Box. 
 
I authorize the Post Office to check the box that applies to mail delivery for: 
 
              
Individual Provider’s Name                                                    Signature 
 
              
Street Address                                                                         City                               Zip Code 
 

 Mail delivery/home delivery is not available at this address. 
 

 Mail theft is common for this area and/or the above residence and this has been reported 
prior to the receipt of this form. 

 
 The mail box at this address is damaged or absent which makes mail undeliverable. 

 
 Comments            

 
Name of Postal Representative Title U.S.P.S. Cancellation Stamp  
   

 
  
 

 Approve  Disapprove           
     IHSS Manager     Date 
Please return to office checked: 
 
12-63 HHSA (09/07)           (09/10) 
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County of San Diego 
 

HEALTH AND HUMAN SERVICES AGENCY 
1700 PACIFIC HIGHWAY, SAN DIEGO, CALIFORNIA 92101-2417 

 
AGING & INDEPENDENCE SERVICES 

P O Box 23217, SAN DIEGO CA 92193-3217 
 (858) 495-5858 FAX (858) 495-5080 
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Recipient:        Case Number:     
Social Worker:       Telephone No.:     
 

TIMESHEET SIGNATURE AUTHORIZATION FORM 
 
I      , hereby authorize        
                 Recipient’s Name     Authorized Individual 
 
to sign my Individual Provider Timesheets to allow the County of San Diego, through the Case 
Management Information and Payrolling System (CMIPS), to issue payment for time worked 
and service provided. 
 
I am unable to sign my timesheets because:          
 
              
 
Authorized Signature:       Date ___________________ 
 
Relationship to Recipient: ________________________________________________________ 

 
 
 

TIMESHEET SIGNATURE VERIFICATION FORM 
 
I    , swear that the following mark is my true and legal signature. 
                 Recipient’s Name 
 
       
                 Recipient’s Mark 
 
Subscribed and sworn to me this     day of     20 . 
 
By:         
                        Social Worker Signature 
 
Witness:                 Date:     
 
Witness:                 Date:     
 
 
 
Note:  This form is required when the recipient cannot sign, or signs with a mark.                                              
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In Order to use your own doctor when you are injured at work, prior to being injured, you must complete and 
return this form to IHSS Public Authority 780 Bay Blvd. Chula Vista CA 91910 
 

 
 
Employer Name:                                       . 
(Client you are working for.) 
 
Case Number:                                            . 
 
 
Social Worker                                           . 
Retain in IHSS case folder with employment documentation 
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