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 In-Home Supportive 
Services / Medi-Cal 

Referral 

Fax 
To: Southeast Family Resource Center 

Attention: IHSS FRC Intake Clerk 
From: 

 

IHSS District Office     

       

Fax: (619) 266-3877 Pages

:

      

Phone: (619) 266-3731 Date:       

Re: Income Eligible/Medi-Cal  

Eligibility Determination 

CC:   

 Urgent  For Review  Please Comment  Please Reply  Please Recycle

APPLICANTS WITH ACTIVE CDS/MEDS HISTORY 
 

The beneficiaries listed below have applied for IHSS.   A fully completed IHSS/Medi-Cal Communication form 
is necessary to process the IHSS application.   
 

Case Name 
      

Case Number 
      

Social Security Number 
      

SW # 
      

Case Name 
      

Case Number 
      

Social Security Number 
      

SW# 
      

Case Name 
      

Case Number 
      

Social Security Number 
      

SW# 
      

Case Name 
      

Case Number 
      

Social Security Number 
      

SW# 
      

Case Name 
      

Case Number 
      

Social Security Number 
      

SW# 
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 In-Home Supportive 
Services 

Recertifications 

Fax 
To:

IHSS FRC Intake Clerk 

From: IHSS District Office  

orker No.        

(619) 266-3877    

Southeast Family Resource Center 

Attention:   Social W

Fax: Pages:    

Phone: Date:       (619) 266-3731 

Re: Income Eligible/  

 IHSS Recertification Due 

CC:   

 Urgent  For Review  Please Comment  Please Reply  Please Recycle

M
 

he names of beneficiaries requiring a Medi-Cal recertification are circled on the 
Recertification Due Report attached. A completed IHSS/Medi-Cal Communication form is 
necessary to process IHSS eligibility. 
 

EDI-CAL RECIPIENTS REQUIRING AN IHSS RECERTIFICATION 

T
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IHSS/MEDI-CAL COMMUNICATION 
 
 

Case Name 
     

Case Number 
      

SSN 
      

Share of Cost Date 
 
 

Code 
      
 

Linkage 
      

Source 
      

Income 
      

Deduction 
      

Source 
      

Income 
      

Deduction 
      

Source 
      

Income  
      

Deduction 
      

Source  
      

Income 
      

Deduction 
      

Benefit Code 
      

Level 
      

 
      

Medi-Cal SOC 
      

IHSS SOC 
      

Medi-Cal Worker 
      

FRC 
      

 
         Medi-Cal case denied on          
                                                       
             (DATE) 
         Medi-Cal case discontinued on         
       (DATE) 
 
 
Comments: 
     

I 
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IN-HOME SUPPORTIVE SERVICES 
NOTICE OF ACTION-350 
Note: This notice relates ONLY to your Social Services. 
It does NOT affect your receipt of SSI/SSP, Social Security or Medi-Cal. 
 
(A)  IHSS PLUS WAIVER (2L) 
 
(B)    PERSONAL CARE SERVICES PROGRAM (2M) 
 
Your IHSS calculated share of cost is shown on the front of your attached In-Home 
Supportive Services (IHSS) Notice of Action.  You are eligible for a share-of-cost 
comparison between your IHSS share of cost and Medi-Cal share of cost and are only 
responsible for the lower share-of-cost amount. You should have received a Medi-Cal 
Notice of Action identifying your Medi-Cal share of cost amount. 
 

• If your Medi-Cal share of cost is greater than your IHSS share of cost, the 
California Department of Social Services will pay your Medi-Cal recognized 
expenses equal to the difference between the two shares of cost to reduce your 
Medi-Cal share of cost obligation to the amount of your IHSS share of cost. 

 
• If your Medi-Cal share of cost is less than your IHSS share of cost, then you are 

only responsible for obligating the amount of your Medi-Cal share of cost. 
 
When your IHSS provider’s timesheet is processed for payment, any share of cost that 
you have not obligated for Medi-Cal approved services will be deducted from your 
provider’s pay warrant(s). Both you and your provider(s) will receive an “Explanation of 
IHSS Share of Cost” letter for each pay period telling you the amount you must pay to 
your provider. 
 
(C)  IHSS-RESIDUAL (2N) 
 
Your IHSS share of cost is shown on the front of your attached In-Home Supportive 
Services (IHSS) Notice of Action. It is your responsibility to pay your IHSS share of cost 
amount directly to your provider. This IHSS share of cost amount will be deducted from 
your provider’s pay warrant(s) until your IHSS share of cost amount has been met.  If 
you are eligible for Medi-Cal and have a Medi-Cal share of cost, you are eligible for a 
share of cost comparison between your IHSS share of cost and Medi-Cal share of cost.  
You will only be responsible for the lower share-of-cost amount.  If you are eligible for 
Medi-Cal and have a Medi-Cal share of cost, you can take proof of payment for the 
IHSS share of cost you have paid to your provider to your county Medi-Cal office to 
reduce your Medi-Cal share of cost obligation.  For further information on how to apply 
these expenses, please contact your county Medi-Cal Eligibility Worker. 
 
 
 
 
 
YOU HAVE THE RIGHT TO FILE A WRITTEN OR ORAL REQUEST FOR A STATE HEARING. PLEASE SEND YOUR 
WRITTEN REQUEST TO THE COUNTY ADDRESS ON THE TOP RIGHT HAND CORNER OF THE ATTACHED FORM. 
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Modified Dcil~rph"e Me'l-$8ge$

IHSS PROGRAM GUIDE

Notice of Action Messages

.- -- .._. --_.---.
COrWllIVI't M~:;:;AGt!PH~SE-

A~PROVAL

YOUR APPLt:::,lo.TlON FOR IN·HOME SERVICES DA""'ED MMIDD,'Y'\"YY HAS BEEN APPROVED EFFECTIVE
1

rJ.MIDDNYYv, YOU ARE AIJTHORIZED TO RECEIVE SERVICES LISTED BELO't.',
APPROVAL- ALL

YOUR APPLt:::,lo.TlOt\, FOR IN-HDM E SERVICES DA-F.D MMIOD,IYYYY HAS BEF.N APPROI.If;D F.FFF.GTIVE'I
SERVICES TIME

THROLGH MM,DC·,oyyyv.

LIMITED
····Currently tbere is nD cOiN! in CMIPS formjs BciterplJ;1eMesssge.--DENIAL YOUR Af'rLlC~,TlON FOR IN-HOME SEfMCES D":"l~bMMIDDNYW HAS m:EN DENIED. 1

UISCurlliNUANCE
YtJlJt{ !::lll'IHILII Y t-UK IN·H()~"t ~tIWI<.:t~ ''',1LL 1)1:LII\:)c..XJNIINUI::LI I:t-t-t(,: IIVI: Ii1fWLJ[)!~YYY. 1--- -.--.- - -

LfA VE
YOUR IN-HOM E S'::RI/ICI!S HAVE Bt:I::N 11:MPO ~I LY SUSPEf\O ED EF'FEG1WE f",r..,,'JD"'fY'fY. 1- -

PROVISiONAL YOUR APPLt:::~TION FOR IN-HOME SERVIGES DA""'ED MMIDCJ.!YYYY HAS BEEN PROVISIONA,U. Y Af'PRO'lEJ1
APPROVAL

EJ'FEC'I!VE MMIDGl"YYY. YOU ARE AUTIIORIZEC TO RECEI~IE SERVICES LISTED BELOV'.:- - - - ---- -
REiASSESSMENT

YOUR I\.UTI·K>FlIZATION FOR IN·HOME SERVICES HAS BEEN CI-WiCED EFFECTIVE MM ..DDNYYY,1
CflANG6<

--- - .." -- --,-- - '.-.. ---,.- -,.- - - -----
RI:A5SE55MEI'tT

U"ON RE{\SSI::SSMENT'I'IE FIt\D flERE IS NO CHMJGE FROM YO'J~ PREVIOUS AlFllORIl.l..TlON FORI
NO CHANGE

IN·IIOME SERVICES EFFEC11\IE MMIDDt"{yyy.- - - -

.r.~_ ..._·~.~ .. _~.____. __
C;·:JDE

MDCIFIEDM:s$AIiE TRlGG£R.!;o
I PHM~

~22
YOU liP- E:lIG 18LE TO REC EIVE ONLY TH E J'oSOVE ·ACTON ;=C

I 1SER ••••1CE& BEC,'\l.lSE you ARE'" MI!\Oll CHILD LIVING STATI..IS = I 1\, f:'Nil H YJUt...: I 'At'tI::N I I'I<O· •••IUI::H, MPfJ ;m-16;~

•

· Spcuse Paroot Coco = 21. <2 or 13 ,

• J'ond curren! (,':"ull',j~ rurch~f>~ - I.Jnm~! Np.~rJ) '" -3
• And ~urr~nt r.':"ulh ~:JPurc'mw - unmel r1iBd) * ~rCV,o.J3 (I~.'Jth Ito Pu;c,;ase - umn~t IlL'Cdj

I- .-.-.- - -.---
:331

YOU CA."J NC LO~3ER GE, AN ADV/oNCE PAfMENT TO• STATUS = E '" I1
PAY YC'JR SERVICE PhO'IIDER. THIS is BECAUSE YOU • Changes frool 51 TO NSINO LONGER MEET 7-IE CRITERIA OF 2\1 HOLRS CR r.'ORE

I

PER v'~I:EKCF S JAHR.E!.} {" fiND -", S£RVICES.

MPP 3lJ·7c!f.7::J1

8- 08/07

mharriso
Text Box
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IHSS PROGRAM GUIDE

CODE MODIFIEDMESSAGE TRIGGERSPHASE

376

YOUR IN-HOME SERVICE HOURS HAVE BEEN REDUCED.• ACTION = C1
MPP 30-763 • Previous STATUS = Current STATUS

• And Current STATUS = I or E• Current Rate = Previous Rate• Current (Auth to Purchase) < Previous (Auth 10 Purchase)
•

And MEALS = Y and Current Weekly Hrs x 4.33 w/o meals #

Previous Weekly Hrs x 4.33 w/o meals or Current Monthly Hours #Previous Monthly Hours0

Or MEALS = N

377

ALL OF YOUR IN-HOME SERVICE NEEDS ARE MET BY • STATUS = L, D orT1
ALTERNATIVE RESOURCES AVAILABLE TO YOU FOR_,

• Alternate Resources> 0. MPP 30-763.6 --'-- • All Alternate Resources = Individual Assess Need

308

YOUR HOURS OF SERVICE ARE INCREASED BECAUSE • ACTION = C2
YOU RECEIVE SERVICES IN THE PERSONAL CARE

• STATUS = I or E

SERVICES PROGRAM. MPP 30-780, MPP 30-700;

• NSI

W&IC 14132.95(g)

• PCPS changes from N to Y

• MODE = IP and CC or HM (Mixed Mode) -I think this wasrepealed with SS-00-02• Unmet Need> 0Needed Modification:• ACTION = C• STATUS = lorE• NSI• MEDS Secondary Aid Code changes from 2N or 2L to 2M• Previous Unmet Need> 0
-

8-N-2 08/07
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CODE MODIFIEDMESSAGE TRIGGERSPHASE
309

YOUR HOURS OF SERVICE ARE DECREASED BECAUSE• ACTION = C2YOU ARE NO LONGER ELIGIBLE FOR THE PERSONAL
·STATUS = I or E

CARE SERVICES PROGRAM. THE IHSS MAXIMUM FOR

•PCSP from Y to N

THE NON-SEVERELY IMPAIRED IS 195 HOURS A MONTH.

•Unmet Need> a

MPP 30-765; W&IC 12303.4
Needed Modification:

• ACTION = C· STATUS = I or E

•
MEDS Secondary Aid Code changes from 2M to 2L or 2N· NSI

•
Current Auth to Purchase Hours < Previous Auth to Purchase

Hours· And current Auth to Purchase Hours = 195

364

THE CHANGE IN YOUR SHARE OF COST SHOWN ABOVE ISPLUG##/##/## = CURRENT SOC DATE 2EFFECTIVE ##/##/##. PLEASE SEE THE ATTACHED FORM
• ACTION = C

FOR INFORMATION SPECIFIC TO YOUR CASE.

·Previous 293 STATUSt!R, D, orT or J (Old Judgment Status)
MPP 30-755.233

• Aid Code = 18, 28 or 68
• STATUS = Eorl·Current Countable Income t!Prev Countable Income

or · Current Benefit Lvi t!Prev Benefit Lvi

or · Current SOC Start Dt t!Prev SOC Start Dt

Needed Modification:• ACTION = C· Previous 293 STATUS#R. D, or T Aid Code = 18,28 or68

• STATUS=Eorl·Current Countable Income t!Prev Countable Income

or · Current Benefit Lvi t!Prev Benefit Lvi

or • Current SOC Start Dt t!Prev SOC Start Dtor• Current SOC t!Prev sac

IHSS PROGRAM GUIDE 8-N-3 ~~
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IHSS PROGRAM GUIDE

CODE MODIRED MESSAGE TRIGGERSPHASE
373

YOUR SHARE OF COST OF $ #####.f#t- (K3) EXCEEDS THE·ACTION - C
2ASSESSED IHSS-RESIDUAL COST OF f#t-f#t-.# (M6) HOURS ·Current STATUS = D, Lor T

X $ ###.f#t- (L 1&L2) PER HOUR WHICH EQUALS $ #####.f#t-.
W&IC 12304.5, MPP 30-753(b)(2), MPP 30-764.12 and

·Current AID CODE = 18, 28 or 68

MPP 30-775
·GROSS AMT and IHSS SOC > 0· GROSS ~ SOC

•
MEALS = N

Needed Modification:· ACTION = C· MEDS Secondary Aid Code = 2N· Current STATUS = D, L or T· Current AID CODE = 18, 28 or 68· GROSS AMT and IHSS SOC > 0· GROSS::: sac· MEALS = N

379

YOUR SHARE OF COST OF :;; f#t-f#t-.f#t-(K3) EXCEEDS THE·Action = C
2ASSESSED IHSS-RESIDUAL COST OF f#t-f#t-.# HOURS X

·STATUS changes from lor E to D, Lor T
$###.f#t- PER HOUR PLUS THE RESTAURANT MEAL

·Aid Code = 18, 28 or 68
ALLOWANCE OF $ ### WHICH EQUALS $ #####.f#t-.

·sac and GROSS> 0

W&IC 12304.5, MPP 30-753(b)(2), MPP 30-764.12,
·GROSS ~ sac

MPP 30-755 and MPP 30-757.134
·MEALS = Y

Needed Modification:· Action = C· STATUS changes from I or E to D. Lor T· Aid Code = 18, 28 or 68· MEDS Secondary Aid Code = 2N· SOC and GROSS> 0· GROSS ~ sac· MEALS = Y

386

THE STATUTORY MAXIMUM NUMBER OF HOURS OF ###.f#t- 2DECREASES THE NUMBER OF YOUR AUTHORIZED HOURS
TO ###.f#t-. THEREFORE, YOU HAVE AN UNMET NEED OF###.f#t- SERVICE HOURS. W&IC 12303.4

8-N-4 ----
~
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CODE MODIFIED MESSAGE TRIGGERSPHASE

387

THE STATUTORY MAXIMUM NUMBER OF IN-HOME • Action = C2
SERVICE HOURS IS ###.##. THEREFORE, YOU HAVE AN

•STATUS = I or E
UNMET NEED OF ###.## SERVICE HOURS. W&IC 12303.4 Plugs· If NSI (195.00) and unmet need> 0· If SI (283.00) and unmet need> 0

Needed Modification:• Action = C• STATUS = lorE•
If unmet need> 0

•
MEDS Secondary Aid Code = 2M

•
If NSI (283.00)· If SI (283.00)

• MEDS Secondary Aid Code = 2L or 2N· If NSI (195.00)· If SI (283.00)

408 I YOUR REQUEST FOR SERVICES WAS ERRONEOUSLY DENIED
AND IN-HOME SERVICES HAVE BEEN APPROVED. (No new

application date is required.) MPP 30-755.1

415 I YOUR APPLICATION FOR DIRECT DEPOSIT BY ELECTRONIC
FUNDS TRANSFER HAS BEEN DENIED BECAUSE YOU HAVE NOT
BEEN A RECIPIENT OF IHSS FOR AT LEAST ONE YEAR ANDIOR

YOU ARE NOT ELIGIBLE FOR ADVANCE PAY. W&IC 12304.3

422 I YOU ARE RESIDING IN THE HOME OF RELATIVES AND RECEIVING
A BOARD AND CARE PAYMENT. MPP 30-701 and MPP 46-140.11(b}

Status: changes from D to I or E

Boilerplate Message: Approval or Approval - All Time
Limited Services

Status = E

Status = E or I

Boilerplate Message: Approval, Provisional Approval,

Reassessment Change, Reassessment No Change

IHSS PROGRAM GUIDE 8-N-5 08/07-
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CODE MODIFIED MESSAGE CONDITIONS?PHASE

462

YOU HAVE BEEN AUTHORIZED ADDITIONAL IN-HOME SERVICESStatus = E1
AND YOU HAVE CONDITIONALLY WITHDRAWN A REQUEST FOR Boilerplate Message: Approval, Reassessment ChangeSTATE HEARING. MPP 22-054

470

YOU ARE TEMPORARilY INELIGIBLE FOR IN-HOME SERVICES Status = L1
BECAUSE YOU ARE HOSPITALIZED. MPP 30-701 Boilerplate Message: Leave

471

YOU ARE TEMPORARILY INELIGIBLE FOR IN-HOME SERVICES Status = L1
BECAUSE YOU ARE STAYING IN A SKILLED NURSING FACILITY. Boilerplate Message: leaveMPP 30-701

472

YOU ARE TEMPORARilY INELIGIBLE FOR IN-HOME SERVICES Status = L1
BECAUSE YOU ARE STAYING IN AN INTERMEDIATE CARE Boilerplate Message: LeaveFACILITY. MPP30-701

473

YOU ARE TEMPORARILY INELIGIBLE FOR IN-HOME SERVICES Status = L1
BECAUSE YOU ARE STAYING IN A COMMUNITY CARE FACILITY. Boilerplate Message: LeaveMPP 30-701

474

YOU ARE TEMPORARilY SUSPENDED FROM RECEIVING Status = T1
CALIFORNIA PAID IN-HOME SERVICES BECAUSE YOU HAVE BEEN Boilerplate Message: DiscontinuanceABSENT FROM THE STATE FOR A PERIOD EXCEEDING SIX MONTHS. IN-HOME SERVICES SHALL NOT BE RESUMED UNTILYOU HAVE RETURNED TO CALIFORNIA AND A REASSESSMENT OFNEED HAS BEEN COMPLETED. MPP 30-770.45521

YOU ARE NO LONGER ELIGIBLE FOR AN IN-HOME SERVICE Status = E or I1
RESTAURANT MEAL ALLOWANCE BECAUSE YOU ARE ELIGIBLE TO Boilerplate Message: Reassessment ChangeRECEIVE THAT ALLOWANCE FROM THE SOCIAL SECURITY ADMINISTRATION. MPP 30-757.134540

AS A RESULT OF REASSESSMENT OF YOUR NEED FOR IN-HOMEStatus - E or I1
SERVICES OF LAUNDRY, FOOD SHOPPING, AND OTHER Boilerplate Message: Reassessment ChangeSHOPPING/ERRANDS, THE CHANGES SHOWN ABOVE HAVE BEEN MADE IN YOUR AUTHORIZATION FOR IN-HOME SERVICES INACCORDANCE WITH STATEWIDE STANDARDS. MPP 30-758554

PLEASE CONTACT YOUR COUNTY SOCIAL WORKER WHEN YOUStatus = E or I1
SELECT AN INDIVIDUAL PROVIDER. MPP 30-767.1 Boilerplate Message: Approval, Approval- All Time Limited

Services, Provisional Approval, Reassessment Change,Reassessment No Change

IHSS PROGRAM GUIDE 8-N-6 08/07
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COOE MOOIFIED MESSAGE CONDITIONS?PHASE

586

WE WILL CONTINUE TO AUTHORIZE SERVICES AS YOUR Status = E or I1
ELIGIBILITY FOR IN-HOME SERVICES HAS BEEN TRANSFERRED FROM THE COUNTY OF

---EFFECTIVE

W&IC 11102 444

TO THE ESTATE OF ' I j '"J/r"'rr"j/',I'flfiN#(j (B1): WE HAVE Status - T 2

BEEN NOTIFIED OF THE DEATH OF fI#tI###It#ft (B2) # (B3)
Boilerplate Message: Discontinuancef/!(#,:'·,:.rL, d,":;;ff,,' (B1), MPP 30-763,1

477

YOU ARE TEMPORARILY INELIGIBLE FOR IHSS-RESIDUAL Status = T2
BECAUSE YOUR SOC EXCEEDS ASSESSED NEEDS FOR IHSS.

Secondary Aid Code = 2NW&IC 12304.5 SOC must be > 0
532

PAY YOUR SHARE OF COST FOR IHSS-RESIDUAL TO YOUR Status - E or I3
INDIVIDUAL PROVIDER. MPP 30-755,233

Secondary Aid Code 2N
534

PAY YOUR SHARE OF COST FOR IHSS-RESIDUAL TO THE AGENCYStatus = E or I3
WHO PROVIDES YOUR SERVICES, MPP 30-755,233

Secondary Aid Code 2N
535

YOU ARE NOT ELIGIBLE TO RECEIVE IHSS-RESIDUAL BECAUSE Status = T3

YOU HAVE NOT PAID YOUR OBLIGATED SHARE OF COST FOR IN- HOME SERVICES. MPP Section 30-755.233(a)539

YOU ARE NOT ELIGIBLE TO RECEIVE IHSS-RESIDUAL BECAUSE Status = T3
YOU STATED YOU WILL NOT PAY YOUR SHARE OF COST FOR IN· HOME SERVICES. MPP Section 30-755.233(d)

BEFORE CONDITION

409 I YOU HAVE ELECTED TO DISCONTINUE I STATUS = I, Ear L
YOUR PARTICIPATION IN THE IN-HOME

SERVICE WAIVER PLUS PROGRAM.

445 I THE IN-HOME SUPPORTIVE SERVICES I STATUS = R. I, E or L
PROGRAM HAS BEEN NOTIFIED THAT YOU

ARE NOT ELIGIBLE FOR FEDERALL Y­
FUNDED MEDI-CAL.

AFTER CONDITION

STATUS = T

STATUS = T or D

None

None

NOA PLUG PHASE

IHSS PROGRAM GUIDE 8-N-7 08/07

mharriso
Text Box
8-G-22



IHSS PROGRAM GUIDE

CODE NEW NOA MESSAGEBEFORECONDITIONAFTER CONDITIONNOA PLUGPHASE

310

EFFECTIVE MMDDYYYY YOUR ELIGIBILITY
STATUS -I, E or LSTATUS = I, E or LMEDS Aid Code2

HAS BEEN TRANSFERRED FROM THE IHSS MEDS Secondary Aid Code
MEDS Secondary Aid CodeEffective Date

PLUS WAIVER PROGRAM TO PERSONAL =2L
=2M

CARE SERVICES PROGRAM. YOU MAY BE
ELIGIBLE TO RECEIVE ADDITIONAL HOURSOF SERVICE PER MONTH DEPENDINGUPON YOUR ASSESSED NEED,311

EFFECTIVE MMDDYYYY YOUR ELIGIBILITYSTATUS = I, E or LSTATUS = I, E or LMEDS Aid Code2
HAS BEEN TRANSFERRED FROM THE IHSS MEDS Secondary Aid Code

MEDS Secondary Aid CodeEffective Date

PLUS WAIVER PROGRAM TO THE =2L
=2N

IHSS-RESIDUAL PROGRAM.
312

EFFECTIVE MMDDYYYY, YOUR ELIGIBILITYSTATUS = I, E or LSTATUS -I, E or LMEDS Aid Code2
HAS BEEN TRANSFERRED FROM THE MEDS Secondary Aid Code

MEDS Secondary Aid CodeEffective Date
PERSONAL CARE SERVICES PROGRAM TO =2M

= 2L
IHSS PLUS WAIVER PROGRAM.

313

EFFECTIVE MMDDYYYY YOUR ELIGIBILITY
STATUS = I, E or LSTATUS - I, E or LMEDS Aid Code2

HAS BEEN TRANSFERRED FROM THE MEDS Secondary Aid Code
MEDS Secondary Aid CodeEffective Date

PERSONAL CARE SERVICES PROGRAM TO THE IHSS-RESIDUAL PROGRAM.

=2M=2N

314

EFFECTIVE MMDDYYYY YOUR ELIGIBILITYSTATUS = I, E or LSTATUS = I, E or LMEDS Aid Code2
HAS BEEN TRANSFERRED FROM THE IHSS MEDS Secondary Aid CodeMEDS Secondary Aid CodeEffective Date

RESIDUAL PROGRAM TO IN-HOME
=2N= 2L

SERVICES PLUS WAIVER PROGRAM.
315

EFFECTIVE MMDDYYYY YOUR ELIGIBILITYSTATUS = I, E or LSTATUS = I. E or LMEDS Aid Code2
HAS BEEN TRANSFERRED FROM THE IHSS MEDS Secondary Aid Code

MEDS Secondary Aid CodeEffective Date
RESIDUAL PROGRAM TO PERSONAL CARE =2N

=2M
SERVICES PROGRAM. YOU MAY BE

ELIGIBLE TO RECEIVE ADDITIONAL HOURSOF SERVICE PER MONTH DEPENDING ONYOUR ASSESSED NEED.316

EFFECTIVE MMDDYYYY YOU HAVE BEENSTATUS = R, Tor DSTATUS = lor EMEDS Aid Code2
APPROVED TO PARTICIPATE IN THE IHSS MEDS Secondary Aid Code

Effective Date or Case

PLUS WAIVER PROGRAM BECAUSE YOU
=2L

Effective Date

RECEIVE ADVANCE PAY OR RESTAURANT
whichever is greater

MEAL ALLOWANCE, OR YOU RECEIVE SERVICES FROM YOUR SPOUSE OR YOUARE UNDER THE AGE OF 18 AND RECEIVESERVICES FROM A PARENT.
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IHSS PROGRAM GUIDE

CODE NEW NOA MESSAGEBEFORE CONDITIONAFTER CONDITIONNOA PLUGPHASE

317

EFFECTIVE MMDDYYVY YOU HAVE BEENSTATUS = R. T or DSTATUS = I or EMEDS Aid Code2

APPROVED TO PARTICIPATE IN THE
MEDS Secondary Aid Code

Effective Date or Case

PERSONAL CARE SERVICES PROGRAM.
=2M

Effective Date

YOU MAYBE ELIGIBLE TO RECEIVE
whichever is greater

ADDITIONAL HOURS OF SERVICE PER MONTH DEPENDING ON YOUR ASSESSEDNEED.318

EFFECTIVE MMDDYYVY YOU HAVE BEENSTATUS = R, Tor DSTATUS = I or ECase Effective Date2

APPROVED TO PARTICIPATE IN THE
MEDS Secondary Aid CodeIHSS-RESIDUAL PROGRAM. =2N

319

EFFECTIVE MMDDYYVY, YOU HAVE BEENSTATUS = Blank, R, T or DSTATUS = I or ECase Effective Date2

PROVISIONALLY APPROVED FOR THE
MEDS Secondary Aid CodeNo MEDS Secondary Aid

IHSS-RESIDUAL PROGRAM PENDING YOUR Code for eligibility segmentMEDI·CAL ELIGIBILITY DETERMINATION. IF THE MEDI-CAL ELIGIBILITY DETERMINATIONINDICATES YOU ARE ELIGIBLE FOR OTHERPROGRAMS YOU WILL RECEIVE ANADDITIONAL NOTICE OF ACTION.345

YOUR SHARE OF COST IS $####.##. STATUS = Blank, R, T or DSTATUS = I or ENext Buy-Out Date or2

PLEASE SEE ATTACHED FORM FOR
Or MEDS SOC ::,IHSS sacMEDS SOC > IHSS sacMEDS Aid Code

INFORMATION SPECIFIC TO YOUR CASE. Effective Date,Or MEDS Secondary Aid
MEDS Secondary Aid Code

Code = 2N

= 2L or 2Mwilichever is later

8-N-9 08/07
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IHSS PROGRAM GUIDE

......~...-...--..........•.............................•.....•.............• .." .......................... '...................•....................... ..,..... .., ................•..... "......

CODE
MESSAGEPHASE

346

Effective mmddyyyy, the California Department of Social Services will pay your Medi-Cai recognized expenses to reduce your Medi-Cal

share of cost obligation to the amount of your IHSS soc.350

You are entitled to receive a no share of cost Medi-Cal card. MPP 30-755.3 1

351

You have a share of cost for IHSS. If you pay your IHSS share of cost, you are entitled to receive a no share of cost Medi-Cal card. 1
MPP 30-755.3 378

You are no longer eligible for a Medi-Cal card based on your IHSS eligibility. Contact our Medi-Cal unit who will determine if you are 1

eligible for Medi-Cal only. MPP 30·755.3 and CCR 50201 380

An increase in service provider cost increases your authorized IHSS cost beyond the state payment maximum of $ ####.##. Therefore, 1

you have an unmet need of ###.## service hours. W&IC 12303.4 381

The cost of your IHSS authorized hours exceeds the state payment maximum of $ ####.##. Therefore, you have an unmet need of 1

###.## (aa 7) service hours. MPP 30-765 382

Your unmet need for IHSS is decreased because the state payment maximum has been increased to $ ####.##. Your unmet need is 1
now ###.## service hours. MPP 30-765 383

You no longer have an unmet need for IHSS because the increased state payment maximum of $ ####.## will cover the cost of your 1
authorized need for service. MPP 30-765 560

Because of a change in law that required your services to shift from IHSS to PCSP on April 1, 1999, you are receiving S 1

This is the difference between your PCSP Med~Cal share of cost and your former IHSS share of cost. Receipt of this payment could affect your or your family members, continued Medi·Cal eligibility. You should immediately contact your Medi-Cal eligibility worker to seeilildoes.595

You are no longer eligible for the Personal Care Services Program (PCSP) because you are no ionger considered a categorically needy1

Medi-Cal beneficiary. However, you may be eligible for services under the IHSS program. CCR 51350 597

You are no longer eligible for the Personal Care Services Program (PCSP) because you are no longer authorized to receive any 1

personal care services (non-medical personal, or paramedical services). However, you may be eligible lor services under the IHSS program. CCR 51350355

The share 01 cost indicated above is the Medi·Cal share of cost calculated by your Medi·Cal Eligibility Worker. Please refer to your 2
Medi-Cal Notice 01 Action lor the share of cost calculation and other information. 392

Effective MMDDYVYY, you are eligible lor the Personal Care Services Program which may allow up to a maximum of 283 hours per 2

month. If you become ineligible for the Personal Care Services Program in the future, your service hours may be reduced. MPP 30-780, MPP 30-700, W&IC 12303.4 and W&IC 14132.95(g)529

You are not eligible for the Medi·Cal Aged & Disabled Federal Poverty Level (A&D FPL) Program of W&I Code 14005.40 at this time 3

because you do not meet the following A&D FPL eligibility requirement(s): ___ . You will receive a second NOA shortly letting you know your new monthly Medi·Cal Share-ol-Cost. Contact your County Social Worker if you have any questions.
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530

You have been approved for the Medi·Cal Aged & Disabled Federal Poverty Level (A&D FPL) Program because you currently meet all 3

eligibility requirements of W&I Code 14005.40. Disregard the Share-of-Cost amount on the top of this form. Your Medi·Cal Share-of· Cost payment for PCSP Services has been reduced to zero ($0.00) effective

. You County Social Worker can provide you

with additional information. Notify your County Social Worker when your provider, services or eligibility status changes.531

Effective , you must pay your IHSS/PCSP provider the Share-of-Cost calculated at the top of this form in accordance with3

W&I Code 14005.70. Your eligibility for the Medi·Cal Aged & Disabled Federal Poverty Level (A&D FPL) Program ofW&1 Code 14005.40 will stop because you do not meet the following A&D FPL eligibility requirement(s):

. Verify your income amounts

and contact your county social worker within 10 days if you have any questions. 533

Pay your share of cost for IHSS-Residual to the County Welfare Department. 3

536

Pay $ share of cost to your Individual Provider and pay $share of cost to the county social services department.3

MPP Section 30-755.233(b)(2} 537

Pay $ share of cost to your contract provider and pay $share of cost to your county social services department.3

MPP Section 30-755.233(b)(2) 538

Pay $ share of cost to your Individual Provider and pay $share of cost to your contract provider.3

MPP Section 30-755.233(b)(2) 541

Effective __ you will no longer have an IHSS/PCSP share-of·cost. You have been approved for the Medi-CaI250% Working 3

Disabled Program because you currently meet all eligibility requirements ofW&1 Code 14007.9. You receive your supportive services under the Personal Care Service Program (PCSP) W&I Code 12300(~ and 14132.95. PCSP is a Medi-Cal benefit. This means thatyour share·of-cost for PCSP is zero ($0.00). You must maintain your eligibility for the Medi·CaI250% Working Disabled Program inorder to receive zero share-of·cost. You must notify your county social worker when your provider. PCSP service needs, or 250%Working Disabled Program eligibility status changes.542

Effective you must pay your IHSS/PCSP share-of·cost calculated at the top of this form in accordance with W&I Code3

14005.7 or 12304.5. You have been determined ineligible for the 250% Working Disabled Program W&I Code 14007.9. To continue to receive supportive services you must pay your IHSS/PCSP share-of·cost.
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