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 11-05 Payment Reductions SSI/SSP and CAPI Issued 6/24/2011 
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SAN DIEGO COUNTY HEALTH AND HUMAN SERVICES AGENCY 
AGING AND INDEPENDENCE SERVICES 

IN-HOME SUPPORTIVE SERVICES 
SPECIAL NOTICE 11-12 

 
November 30, 2011 

 
SUBJECT: CMIPS II WEB-BASED TRAINING (WBT)  
 
EFFECTIVE DATE: Immediately 
 
EXPIRATION DATE: When incorporated into the IHSS Program Guide 
 
 
I.          PURPOSE 
 
The purpose of this Special Notice is to provide instructions to IHSS staff on accessing the 
CMIPS II Web-Based Training (WBT).  The system will allow a user to understand and practice 
the use and operation of the new Case Management, Information, and Payrolling System 
(CMIPS II) prior to hands-on classroom training. 
 
II. BACKGROUND 
 
WBT is an interactive self-paced training program that is now available to IHSS staff.  Use of 
WBT will enable staff to become familiar with CMIPS II functionality at a faster pace.  WBT 
focuses on selected procedures that are considered the most important, complex and/or 
frequently performed by users. 
 
The training can be accessed by all IHSS staff prior to the completion of the hands-on training.  
The WBT will be available on an ongoing basis, for refresher training and for the training of new 
IHSS staff.  Users can choose any of the modules that apply to their job function regardless of 
the module’s sequence in the curriculum.   
 
III. WEB-BASED TRAINING 
 
WBT curriculum is currently located on the S: drive but will be accessible through a system 
portal after CMIPS II is in production.  The files for WBT must be copied from the S: drive to 
the C: drive on the user’s computer.  If the training is accessed from the S: drive or by using 
“Create a Shortcut”, it will prevent other users from accessing the training.  The files can only be 
used by one individual at any given time. 
 
Copying Web-Based Training Files 

1. Use the following path to access the WBT files: 
 
S:\PROJECTS\CMIPS II\_Training Team\CMIPS II WBT (092211)\WBT v3\Curriculum 
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2. Open the “Curriculum” folder 
 

3. Right click on the file “Index.htm” 
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4. Select “Copy” from the drop-down menu  (not “Create Shortcut) using a left click. 
 

 
 

 
5. Minimize the screen by left clicking the (-) icon on the Toolbar. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



IHSS SPECIAL NOTICE 11-12 
CMIPS II WEB-BASED TRAINING (WBT) 

Page 4 of 7 

6. Go to the “Desktop” screen and add the training curriculum to the “Desktop” by right 
clicking on the screen,  and selecting “Paste” from the drop-down menu using a left 
click. 

 

 
 
 

Note:  Due to the large volume of training materials, it will take time for the files to copy to the 
“Desktop”. 
 
After the files have been copied, return to “Curriculum” folder and close the folder by clicking 
on the (X) icon on the “Toolbar”. 
 
How to Access Web-Based Training 
WBT is intended for use by all staff that will be using CMIPS II.  Completing “Course I, 
Introduction to CMIPS II” should be completed before starting any other courses.  The 
introductory course will make subsequent courses easier to follow.  In WBT, users can complete 
the courses and/or the lessons as many times as necessary. 
 
Follow the steps below to access and complete the web-based training: 
 

1. Open the “WBT v3” folder on the desktop using a double click. 
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2. Double click on the “Curriculum” folder. 
3. Double click on “index.htm.” 

 
The following steps must be completed each time, before a course or lesson can be opened.  
County security levels prevent the training files from opening automatically.   When the WBT 
curriculum screen appears, right click on the dialogue box above Course 1.  A menu appears 
after clicking the dialogue box.  Choose and click on Allow Blocked Content. 
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A dialogue box appears after clicking Allow Blocked Content.  Click Yes. 
 

 
 
Start the training and follow the instructions in the course or lesson as you go along. 
 
For additional information, refer to Attachment A. 
 
 
IV.  REVIEW STATEMENT 
 
This Special Notice was not reviewed by the standard review committee due to the informational 
nature of this notice. 
 
 
V. FILING STATEMENT 
 
Notices are archived at the following link: 
 
S:\AIS\Operations\IHSS\Automated Forms\IHSS Policy and Procedure – Automated 
 
 



http://hhsa-pg.sdcounty.ca.gov/AisIhss/default.asp?Guide=AISIHSS�


How to Access and Review the Self-Paced, Web-Based Training 
(WBT) v.3 

 
This training will be available from each workstation and can be taken whenever time allows, more than 
once, and reviewed as needed. It will be accessible through the Learning Management System (LMS), 
available from the CMIPS II Web Portal. It is always available for training new hires. It is also an effective 
way to minimize the impact of classroom training time on the counties’ staff and schedules. The objective 
of the Self-Paced (WBT) Training is to familiarize students with CMIPS II before or after classroom 
training, so that students adapt to CMIPS II quickly. 

Self-Paced (WBT) Reviewing Requirements: 
 
Technical requirements: 

 Internet Explorer 6x or above or comparable browser required 
 JavaScript must be enabled in your browser 
 If prompted to allow scripts to run, such as ActiveX, Active content, or blocked content, select YES. 

 

ATTACHMENT A 1



Step 1: Within the Curriculum folder, locate and double-click on the
index.htm file to open the course menu in your default web browser.
DO NOT open or review any of the individual .htm or other files in the list. 

ATTACHMENT A 2



Step 2: Click a lesson link to launch it. The lesson will open 
in a separate browser window. 

Note the lesson numbers, 
1-9 as you are reviewing 
each lesson.

If prompted to allow 
scripts to run, such as 
ActiveX, Active 
content, or blocked 
content, select YES.
Or click and select
Allow Blocked 
Content

ATTACHMENT A 3



Step 3: Review the courses and lessons. 
- Read all of the text on each page.
- Click as instructed.
- View every page and slides within pages

ATTACHMENT A 4



Step 6: Close the lesson when finished.
When you’ve finished reviewing the lesson, click the X in the upper
right window to close the lesson.

(You can re-look at as many pages as you like. The Post-Test summary screen is 
the final page, but you can close the lesson from any page.)

ATTACHMENT A 5























































OFFICE MS ADDRESS MEDI- CAL LIAISON 
NAME PHONE# FAX#

CENTRE CITY W248 1255 Imperial Ave. Lorrie Edwards 619-338-2120 619-338-2162
San Diego, CA 92101

C*

EL CAJON W99 220 S. First Street Toni Warmuth 619-401-6007 619-401-6180
El Cajon, CA 92019

L*

ESCONDIDO N85 620 E. Valley Pkwy Yolanda Chavez 760- 740- 4057 760-717-6164
NORTH INLAND Escondido, CA 92025

E*

NORTH CENTRAL W92 5201 Ruffin Rd., Ste.  K Primary: Craig Maze 858-573-7445
San Diego, CA 92123   Back-up:  858-573-8228

H* Maria Casas 858-573-7493

LEMON GROVE W260 7065 Broadway Linda Silianoff 619-668-3888 619-668-3646
Lemon Grove, CA 91945

G*

ACCESS W431 7947 Mission Center Ct. Leslie Montague 619-767-5006 619-767-5412
San Diego, CA 92108

M*

NORTHEAST W89 5001 73rd Street Jaime Mendez 619-668-5569 619-668-5557
San Diego, CA 92115

N*

NORTH COASTAL N106 1315 Union Plaza Court Kris Call 760-754-5765 760-754-5837
Oceanside, CA 92054

K*

SOUTH REGION W97 690 Oxford St. Ste #E Rosa Gutierrez 619-409-3295 619-409-3377
Chula Vista, CA 91911

V*

SOUTHEAST W69 4588 Market St. Ismael Lopez 619-266-3906 619-266-3877
San Diego, CA 92102

S*

HEALTH
COVERAGE O557D 8840 Complex Dr., #235 Claudia Gurrola 858-492-2297 858-492-2290

ACCESS San Diego, CA 92123
(HOS, CMS) HS*

HEALTH AND HUMAN SERVICES AGENCY
MEDI- CAL LIAISONS

ATTACHMENT A



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 
 
      

MC RRR Date 
 
      

Medi-Cal SOC 
 
      

IHSS SOC 
 
      

Medi-Cal 
Worker 
      

FRC 
 
      

SSI Payment            
- 20 Deduction - 20 

=           
 

 

   Medi-Cal case denied on        
            Date 
 
 

   Medi-Cal case discontinued on        
            Date  

 
Comments (please enter below): 
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In Home Supportive Services 
IHSS Recertifications-SOC Redeterminations 

 

Fax 
 IHSS/Medi-Cal  To: 

 Office Assistant  

From:  IHSS District Office  

Select a district office 

Fax:  (858) 495-5883 Pages: Select number of pages. 

Phone:  (858) 495-5625 Date: Select date sent. 

Re: Income Eligible/ IHSS         

Recertification Due 

  

 
MEDI-CAL RECIPIENTS REQUIRING AN IHSS RECERTIFICATION 

 
A Medi-Cal/IHSS Share-of-Cost determination and a fully completed IHSS/Medi-Cal 
Communication form are needed for each IHSS recipient on the attached list. 

 

ATTACHMENT C



In Home Supportive Services  
Active Medi-Cal Referrals 

 

Fax 
 IHSS/Medi-Cal  To: 

 Office Assistant  

From:  IHSS District Office  

 

Fax:  (858) 495-5883 Pages: Select number of pages. 

Phone:  (858) 495-5625 Date: Select date sent. 

Re:  IHSS Applicants with Active Medi-Cal    

 
APPLICANTS WITH ACTIVE MEDS/CalWIN HISTORY 

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

 
Case Name Application Date Case Number Social Security 

Number 
SW Number 
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In Home Supportive Services  
SAWS1 Referrals 

 

Fax 
 IHSS/Medi-Cal  To: 

 Office Assistant  

 From:  IHSS District Office  

 

Fax:  (858) 495-5883  Pages: Select number of pages 

Phone:  (858) 495-5625  Date: Select date sent 

Re:  Medi-Cal Eligibility Determination/SAWS1   
 

A Medi-Cal eligibility determination and a fully completed IHSS/Medi-Cal Communication form are 
needed for each applicant on the attached SAWS1 referrals. 

ATTACHMENT E



In Home Supportive Services 
IHSS Inter County Transfer  

 

Fax  
To: IHSS/Medi-Cal  

 Office Assistant 
From: 

 

Select a district office  

Fax: (858) 495-5883 Pages: Select number of pages. 

Phone: (858) 495-5625 Date of Fax: Select date sent. 

Re: IHSS Inter-County Transfer    

 Urgent  For Review  Please Comment  Please Reply  Please Recycle 

 
INTER- COUNTY TRANSFER (ICT) APPLICANTS 

 
The beneficiaries listed below have applied for IHSS in San Diego County through the IHSS ICT process.  A 
Medi-Cal ICT must be initiated and processed as well.    A fully completed IHSS/Medi-Cal Communication form 
is necessary to process the IHSS application.    The effective date for San Diego County benefits is noted 
below.   
 

1. Case Name 
      

Effective Date 
      

Case Number 
      

Social Security Number 
      

SW # 
      

Current  Address 
                                          

Social Worker Name 
(Transferring County) 
                     

Social Worker Phone  No. 
(Transferring County) 
                                                              

 
2. Case Name 
      

Effective Date 
      

Case Number 
      

Social Security Number 
      

SW# 
      

Current  Address 
                                                   

Social Worker Name 
(Transferring County) 
                     

Social Worker Phone  No. 
(Transferring County) 
                     
 

                                                   
 
3. Case Name 
      

Effective Date 
      

Case Number 
      

Social Security Number 
      

SW# 
      

Current  Address 
                                              

Social Worker Name 
(Transferring County) 
                

Social Worker Phone  No. 
(Transferring County) 
                                                              

 
 

ATTACHMENT F









How to Add Alias to Kronos 
 

1. Click on the Transfer Arrow, then click on Search 

 
 
 
2. You will see this screen.  Click on OK. 

 
 
3. In the “Name or Description”  box enter: %103400%ADHC%SS%  
4. Then select the alias that appears in the “Available Entries” box (the alias should 

appear as this HHS-1001994-103400 ADHC REAS-SS GENERAL FUND) 
5. Then Click on OK 

 

 

ATTACHMENT A



Case Number Last name First name SW No
Assessed 

Hours
Overpayment 

Y/N
Total Increase in 

Hours Comments
3700037355 CS48 207.8
3700657350 SS18 29.24
3700675683 LS71 283.03
3700880812 SS15 66.53
3700940590 SS62 59.51
3700941259 LS7A 53.52
3701003877 LS74 81.47
3701004008 LS76 80.17
3701007217 SS62 36.86
3701009510 CS44 69.98
3701009528 CS44 61.49
3701457677 ES38 41.32
3701588018 LS73 79.03
3701675013 LS71 270.68
3701689477 SS54 51.8
3702001813 SS1A 0
3702011994 SS67 99.63
3702022728 SS66 58.6
3702022777 SS69 116.74
3702024781 CS18 127.14
3702028592 SS69 66.34
3702030390 LS76 63.36
3702030499 CS53 77.25
3702030515 CS53 29.67
3702032685 ES39 93.23
3702063821 CS42 131.08
3702066105 LS12 79.55
3702066808 LS17 33.69
3702067772 CS48 58.73
3702070073 KS32 91.65
3702072244 KS37 105.9
3702079579 SS69 62.71

Sample Excel Spreadsheet 
IHSS ADHC Participant List

Attachment B
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Once the completed medical certification form has been initially received and IHSS services 
have been approved and/or recertified, the SOC 873 is not required for subsequent reassessments 
or for continued eligibility to services.  The IHSS Social Worker may request an updated SOC 
873, but it is not required for ongoing services.  If the SOC 873 is requested at a subsequent 
reassessment and is not returned, services cannot be terminated for “failure to provide”.  The 
SOC 875 notice should not be used for subsequent reassessments.   
 
Reauthorization of Services  
Once the SOC 873 and the SOC 874 have been provided to the recipient, and the face-to-face 
home visit/reassessment has been completed, the Social Worker may increase or decrease the 
authorized services to reflect any changes and recertify the case following standard procedures.   
 
The Social Worker must use the SOC 873 (or alternative documentation) submitted by the client 
as a factor in assessing the need for IHSS.  When question 5 and/or question 6 have been 
answered “no”, than IHSS services must be terminated with timely notice. 
 
When the SOC 873 has been returned, the IHSS Social Worker must ensure that the answers to 
both questions 5 and 6 on the SOC 873 are “Yes”, and question 7 is complete.  The Social 
Worker may contact the LCHP for clarification or additional information.  The SOC 873 (or 
alternative documentation) shall not be the sole determining factor when the answers to 
question 5 and 6 are yes.  The Social Worker will use the form to evaluate the client’s present 
condition and the need for out-of-home care if IHSS services are not provided.  The Social 
Worker must consider all relevant documentation when making the final eligibility 
determination. 
 
If both questions 5 and 6 are “yes”, and question 7 is complete, the Social Worker may continue 
to assess the need for the reauthorization of IHSS services. 
 
Notice of Action 
If question 5 or 6 on the SOC 873 is “No”, then the IHSS Social Worker will terminate services 
based on no assessed need for services, using Notice of Action (NOA) code 443 in conjunction 
with the NA 690.   
 
If the SOC 873 was not received within the 45-calendar day timeframe, the IHSS Social Worker 
will use the new NOA message 507 in conjunction with the NA 690. 
 
Good Cause (Extending the 45-Day Due Date) 
The Social Worker may extend the timeframe for an active recipient to obtain the SOC 873 if 
there is “good cause”.  Good cause extensions cannot be approved for applicants.  Good cause 
means “a substantial and compelling reason beyond the recipient’s control”.   
 
Examples of good cause may include, but are not limited to, serious illness, hospitalization of the 
recipient, or the Social Worker has confirmed with the LHCP of the need for the additional time.  
The recipient must show good faith efforts in trying to obtain the SOC 873.  The Social Worker 
will determine on a case-by-case basis when good cause exists.  A recipient must notify the 
Social Worker of the need for a good cause extension no later than 35 calendar days from the 









ATTACHMENT  A-1



ATTACHMENT  A-2



ATTACHMENT B



ATTACHMENT  C-1



ATTACHMENT C-2 



ATTACHMENT D



ATTACHMENT E-1



ATTACHMENT E-2
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COUNTY OF SAN DIEGO HEALTH AND HUMAN SERVICES AGENCY 
AGING AND INDEPENDENCE SERVICES 

IN-HOME SUPPORTIVE SERVICES 
SPECIAL NOTICE 11-02 

ADDENDUM “A” 
 

June 15, 2011 
 

 
SUBJECT: Questions and Answers (Q&A) In-Home Supportive Services 

(IHSS) Plus Option (IPO) Program 
 
EFFECTIVE DATE: Immediately 
 
EXPIRATION DATE:   When Incorporated into the IHSS Program Guide 
 
REFERENCE: All-County Information Notice (ACIN):  1-27-11 
 All-County Letter (ACL) 11-19 
 
I. PURPOSE  
 
The purpose of this Special Notice is to provide clarification to questions and comments related 
to the implementation of the In-Home Supportive Services (IHSS) Plus Option (IPO) program 
that were brought up during the meeting of the County Welfare Directors Association of 
California (CWDA).  The “Questions and Answers” were provided through ACIN 1-27-11.  
 
II. BACKGROUND 
 
The IPO program became effective on October 1, 2009 and allowed IHSS recipients to transition 
from the IHSS Plus Waiver (IPW) program that expired in 2009.  IHSS recipients who were 
served through the IPW continued to receive services with full federal participation (FFP) in IPO 
also known as the State Plan Option program.  Although IPO retains most of the program 
elements of the IPW, additional requirements, namely enhanced assessment and the use of SOC 
864 (IHSS Individualized Back–Up Plan and Risk Assessment) have been included in the 
program. 
 
III. POLICY 
 
Effective March 01, 2011, all recipients in the IPO program will be required to go through an 
enhanced assessment process during intake and recertification, and to use the new SOC 864. 
 
IV. ATTACHMENTS  
 
There are two attachments to this Special Notice.  Attachment A contains the Answers to 
Questions and Comments while Attachment B includes the chart showing the Maximum Hours 
for IHSS Programs. 
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V. REVIEW STATEMENT 
 
Due to the informational nature of this Special Notice, it was not reviewed by the standard 
review committee. 
 
VI. FILING STATEMENT  
 
HSS Special Notices, Bulletins, and Memos are being archived at the following link: 
S:\AIS\Operations\IHSS\Automated Forms\IHSS Policy and Procedure – Automated 
 
And at the county intra-net at: 
http://hhsa-pg.sdcounty.ca.gov/AisIhss/default.asp?Guide=AISIHSS 
Hard copies of this Special Notice will not be distributed by Program Support.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
WIL QUINTONG           ELLEN SCHMEDING 
Assistant Deputy Director                      Assistant Deputy Director 
 
 
 
 
 
 
 
 
 
 
 
 
 
Contact:  Susan Pullido @ 858/505-6366 
 
 
 
 

http://hhsa-pg.sdcounty.ca.gov/AisIhss/default.asp?Guide=AISIHSS�
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SAN DIEGO COUNTY HEALTH AND HUMAN SERVICES AGENCY 
AGING AND INDEPENDENCE SERVICES 

IN-HOME SUPPORTIVE SERVICES 
SPECIAL NOTICE 11-04 

 
April 1, 2011 

 
 
SUBJECT: INDIVIDUAL PROVIDER (IP) ENROLLMENT UPDATE – EXPANSION OF 

EXCLUSIONARY CRIMES  
 
EFFECTIVE DATE:  February 1, 2011 
 
EXPIRATION DATE:  When incorporated into the IHSS Program Guide 
 
REFERENCE: All County Letter (ACL) 11-12 
 
I.          PURPOSE 
 
The purpose of this Special Notice is to provide In-Home Supportive Services (IHSS) staff with updated 
information and procedures on the provider enrollment process. 
 
II. BACKGROUND 
 
The enactment of two separate legislative bills, Assembly Bill (AB), Fourth Extraordinary Legislative 
Session (ABX4 19) [Chapter 17, Statutes of 2009) and AB 1612 (Chapter 725, Statutes of 2010) Welfare 
and Institution Code (WIC) 12305.87, has resulted in two levels of criminal offenses that can exclude an 
individual from becoming an IHSS provider, Tier 1 and Tier 2 Exclusionary Crimes.  

Tier 1 crimes include: 
• Abuse of a child 
• Abuse of an elder or dependent adult 
• Fraud against a government or supportive services program 

Tier 2 crimes include: 
• A violent or serious felony as specified in Penal Code (PC) section 667.5 and PC section 

1192.7(c), 
• A felony offense for which a person is required to register as a sex offender pursuant to PC 

section 290(c) 
• A felony offense for fraud against a public social services program, as defined in W&IC section 

10980 (c) (2) and (g) (2) (for additional details see “Tier 2 Exclusionary Crimes” Attachment A) 
AB 1612 and WIC 12305.87 also established provisions that will allow a provider applicant, under certain 
circumstances, to be enrolled as an IHSS provider in spite of a conviction for a Tier 2 exclusionary crime. 
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III. POLICY   
 
An individual who has been convicted of a Tier 1 crime(s) within the last 10 years is ineligible to be 
enrolled as an IHSS provider and is also ineligible to a waiver or general exception.  Effective February 1, 
2011, the following individuals are subject to Tier 2 exclusionary crimes committed within the last 10 
years but can have their conviction or a subsequent conviction(s) waived, under certain circumstances, 
with an “Individual Waiver” or a “General Exception”.  These individuals include: 

• All new provider applicants 
• Any provider applicant who was previously denied enrollment as a provider on the basis of a 

criminal conviction and for whom an appeal of the denial decision is pending 

IV. NEW ENROLLMENT PROCEDURES 
 
IHSS Public Authority Responsibilities 
Public Authority provider enrollment staff will be responsible for reviewing the information resulting 
from the Department of Justice (DOJ) clearance and determining if the provider applicant may be 
enrolled as an IHSS provider.  Once a provider applicant’s eligibility has been determined, he/she (along 
with the IHSS applicant/recipient) will receive written notification from the IHSS Public Authority 
Provider Enrollment staff.   
 
Notice to Providers-Tier 2 Results 
ELIGIBLE PROVIDER - Public Authority staff will send the form “SOC 848 Notice of Provider 
Eligibility” (Attachment B) 
 
INELIGIBLE PROVIDER - Public Authority staff will send the form “SOC 852A Notice to Provider 
Applicant of Provider Ineligibility Due to Tier 2 Crimes” (Attachment C) and the “SOC 863 IHSS 
Applicant Provider Request for General Exception” (Attachment K). 
 
The provider applicant may file a written request for an appeal using form “SOC 856 To Request Appeal 
of Provider Enrollment Denial” (Attachment D).  The instructions for filing the appeal are included on 
the form, along with the address for the California Department of Social Services (CDSS) IHSS Provider 
Appeals Unit.   
 
The appeal process will be conducted by CDSS; any questions on the appeal process should be directed 
to: 

California Department of Social Services 
Adult Programs Branch 

IHSS Provider Enrollment Appeals Unit MS 19-04 
PO Box 944243 

Sacramento CA 94244-2430 
(916) 556-1156 
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Notice to Recipients – Tier 2 Results 
ELIGIBLE PROVIDER - Public Authority staff will send the form “SOC 854 Notice to Recipient of 
Provider Eligibility” (Attachment E). 
 
INELIGIBLE PROVIDER - Public Authority staff will send the form “SOC 855B Notice to Recipient of 
Provider Ineligibility Due to Tier 2 Crimes” (Attachment F), and the “SOC 862 Recipient Request for 
Provider Waiver” (Attachment G). 
 
If the “Recipient Request for Provider Waiver” is completed and returned, Public Authority staff will 
forward page two of the signed and completed request by e-mail to the assigned Social Worker and the 
following staff as a cc on the email: 

• The Social Work Supervisor 
• The IHSS Program Manager 
• The IHSS Operations Manager  
• The Assistant Director of  Public Authority   
• The Provider Services Manager  
• AIS Assistant Deputy Director  

Public Authority staff will take no action on the waiver request until a response has been received from 
the IHSS Social Worker or Supervisor.  A response will be required within 10 working days of the date 
the waiver request is forwarded to the Social Worker.   
 
IHSS Social Worker Responsibilities 
The IHSS Social Worker will be responsible for confirming the recipient’s ability or inability to request a 
waiver for the individual provider and for verifying if there is documentation of a legal guardian or 
conservator in the IHSS case file.    
 
Recipients who are Unable to Authorize a Waiver Request 
Individuals who are considered incapable of authorizing a waiver include recipients who: 

• Are receiving protective supervision 
• Have been determined to have dementia or Alzheimer’s  
• Have been minor recipients and are now adults, with no legal guardian 
• Recipients with legal guardians who have an APS history of abuse 
• Any situation where the Social Worker and the Social Work Supervisor have determined that 

authorization of the waiver request would result in placing the applicant/recipient at serious risk 
of abuse or neglect. 

 
For the categories listed above, a waiver request cannot be accepted unless there is an individual who has 
the legal authority to act on behalf of the recipient and is willing to sign the waiver request.  
Documentation of the individual’s authority must be in the IHSS case file prior to the approval of the 
waiver.  The individual must be a legal guardian or a conservator; a Power of Attorney may not provide 
the individual with the authority to sign a waiver request and must be reviewed for limitations if 
submitted as an authorization to act on the recipient’s behalf. 
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The IHSS Individual Provider cannot sign the waiver on behalf of the recipient unless he or she is the:  
• Legal guardian 
• Conservator 
• Parent of a minor child 

 
There are no other exceptions. 
 
Social Worker Response to Waiver Request(s) 
Upon receipt of the “Recipient Request for Provider Waiver” the IHSS Social Worker will: 

• Review the request for completeness and verify that the recipient’s signature on the document 
matches the recipient’s signature in the case file. 

• Determine if information exists indicating that the recipient is not competent, or is not capable of 
authorizing the waiver request.  

• If the document has been signed by anyone other than the recipient, verify if the individual is the 
legal guardian, conservator, or the parent of a minor child and confirm the signature. 

A new form will be used by the Public Authority and the Social Worker to forward information on any 
request for a waiver that has been received by the Public Authority.  The “HHSA 12-78 Social Worker 
Response to Waiver Request” (Attachment H) will be used by Public Authority to transmit the waiver 
request to the Social Worker, and by the Social Worker to transmit the status of the waiver request back to 
Public Authority.  

• If the waiver request can be authorized, the Social Worker will respond within 10 working days 
and confirm that the waiver request has been approved.   

• If the signature does not match, or if the signatory is not a legal guardian or conservator, the 
Social Worker will deny the waiver request.  

• If the signatory is the provider, the request will be denied (see above for exceptions). 
• If the competency of the recipient is questionable or cannot be confirmed, the Social Worker will 

inform the Public Authority that the request is pending a home visit to determine whether or not 
the waiver request may be accepted. 

• The Social Worker will narrate the request, the results of the request, and the reason for the 
decision in the case file.  

• All waiver request determinations must be submitted to the Social Work Supervisor for review 
and signature of the narrative and the form. 

Once the Social Worker has determined the status of the waiver request, the Social Worker will submit 
the case file, along with the response form, to the Social Work Supervisor for review.  The supervisor will 
review the information in the case file and indicate approval of the determination by signing and dating 
the response form, and the case narrative.   
 
Recipients with Questionable Competency 
When a waiver request is received from an IHSS applicant/recipient for whom competency cannot be 
verified or the competency is unclear (e.g. ranking conflicts with medical information in the case file), the 
Social Worker will: 

• Within ten (10) business days refer the recipient to the Program Integrity Unit for a secondary 
home visit as a priority referral 
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• In the subject line of the email indicate “Priority Referral” 
• Evaluate the information from the secondary home visit 
• Approve or deny the waiver request as appropriate 

Within five (5) working days of receiving the results of the home visit, the Social Worker will forward the 
final decision to approve or deny the waiver request to Public Authority staff. 
 
Revocation of Waiver 
If a recipient requests that a request for waiver be revoked (approved or not) the Social Worker will: 

• Obtain the termination date from the recipient (if applicable) and immediately place the provider 
on leave status. 

• Inform the recipient that if he/she wishes to rehire a provider after a waiver has been cancelled, 
the recipient must submit a new “SOC 862 Recipient Request for Provider Waiver” and complete 
the approval process again. 

• Send the form “HHSA 12-78A “Cancelation of Waiver” (Attachment I) to the recipient with a 
return envelope. 

• Forward the completed and signed form HHSA 12-77A to the Public Authority when received. 
• File a copy of the form under the PCSP tab in the IHSS case file. 

All Waiver Requests 
For all waiver requests, the Social Worker will: 

• Retain a copy of the “SOC 862 Recipient Request for Provider Waiver” in the recipient case file 
when received from Public Authority. 

• Narrate the approval/denial of the waiver request, documenting the information used and the 
reason for the decision. 

• Refer any request for an individual waiver and/or other related questions to the Public Authority 
at 1-877-351-7744. 

• Remind the recipient(s) that the criminal conviction information contained in any provider 
ineligibility notice that he/she may receive must be kept confidential, and that he/she (the 
recipient) is prohibited by law from sharing any part of it with any other individual or entity, 
(including IHSS or Public Authority staff) who are not authorized to receive the information.   

Note:  Only Public Authority provider enrollment staff is authorized to receive confidential 
criminal background information 
 
Social Workers will be informed of provider ineligibility or termination on the E line of the SOC 311 
turn-around document (TAD).  Copies of notices to providers or recipients containing confidential 
criminal background information will not be provided to Social Workers, even upon request.  

 
V. GENERAL INFORMATION 
 
Individual Waiver 
An individual waiver request is a document (“SOC 862 IHSS Recipient Request for Provider Waiver”) 
that the recipient or his/her authorized representative must complete and sign confirming that he/she 
chooses to hire the indicated provider in spite of the conviction for a Tier 2 crime.  By signing form SOC 
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862, the recipient/legal guardian/conservator accepts the responsibility for hiring the provider applicant 
and agrees to hold the State, County, and the IHSS Public Authority harmless from any liability resulting 
from the granting of the individual waiver.  The following restrictions apply to the waiver process:   

• The individual waiver is valid only for the conviction(s) specified in the waiver. 
• If the provider is convicted of a subsequent Tier 2 exclusionary crime, and the recipient chooses 

to continue receiving service from the convicted provider, a new waiver request must be 
completed and submitted to the Public Authority Provider Enrollment for the subsequent crime. 

• Once the waiver request has been approved and the approval has been received by the Public 
Authority, Public Authority will notify the recipient using the “SOC 857 Notice to Recipient of 
Provider eligibility County/PA/NPC Acknowledgement of Receipt of Waiver” (Attachment J) 

• The individual provider will be allowed to provide services only for the recipient who requested 
the waiver.   

• Once a waiver request has been approved, the individual provider may be paid retroactively for 
any authorized services that have been furnished by them to the recipient.   

• Payment may be made up to (but not prior) to the IHSS date of application unless payment has 
already been made to another individual provider. 

• A separate waiver request must be submitted by each and every recipient that chooses to employ 
the ineligible provider before he/she will be allowed to provide service to that recipient. 

 
General Exception 
The provider applicant, who has been convicted of a Tier 2 crime, may choose to request a general 
exception.  To do so, he/she must complete the “SOC 863 IHSS Applicant Provider Request for General 
Exception” and send the form to CDSS with all of the required documentation. 

• The Caregiver Background Check Bureau (CBCB) is the designated CDSS unit to receive and 
evaluate all requests for general exception. 

• If it has been determined by the CBCB that the provider applicant is ineligible for a general 
exception, a notification will be sent to the provider applicant by registered mail. 

• The provider applicant may request an administrative hearing of the denial within 15 business 
days from the Department of General Services’ Office of Administrative Hearings. 

Note: 

Expungement is the process of legally destroying, obliterating or striking out records or information in 
files, computers and other depositories relating to criminal charges. 

 
Criminal Record Expungement and Exceptions 
A provider applicant with a Tier 2 conviction that has been expunged or who has obtained a certificate of 
rehabilitation is eligible to be enrolled as a provider if the other provider enrollment requirements have 
been met.  Expungement does not apply to certain Tier 2 crimes. A criminal conviction for any of the 
crimes below shall make the individual ineligible to be a provider, regardless of criminal record 
expungement or rehabilitation. 

• Sodomy of a child under 14 and who is more than ten years younger than the attacker 
• Lewd or lascivious acts with a child  
• Oral copulation 
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• Continuous sexual abuse of a child 
• Sexual penetration of a child under 14 and who is more than ten years younger than the attacker 
• Person 21 years of age or older engaging in unlawful sex with a minor under 16 years of age 

 
A provider applicant who has been convicted of, or incarcerated following a conviction for a Tier 1 crime 
within the last ten years, shall not be eligible to be enrolled as a provider, regardless of whether or not the 
conviction has been expunged.  

Revised SOC 426 
The “SOC 426 In-Home Supportive Services Program Provider Enrollment” (Attachment L) has been 
revised to include the provisions of all current and previously enacted legislation and became effective 
February 1, 2011. 
When a provider who has completed enrollment wishes to provide services for another (additional or 
different) recipient, a new SOC 426 will not be required.  However, the form “SOC 426A In-Home 
Supportive Services Program Recipient Designation of Provider” (Attachment M) must be completed for 
each and every recipient that employs the provider.   

Changes to the Case Management Information and Payrolling System (CMIPS) 
A new CMIPS screen has been created to track and display criminal convictions by tier, as well as any 
corresponding general exception or waivers specific to the provider/recipient relationship.  The “Provider 
Conviction and Waiver Tracking” (PCAW) screen is linked to, and can be accessed from, the PELG 
screen. 
 
The ENRL screen has been modified to track and display the eligibility and conviction(s) and general 
exception information at the provider level.  Information entered in the ENRL screen will populate the 
PCAW screen automatically.  IHSS Public Authority staff will be responsible for entering the information 
on the ENRL and PCAW screens. 
 
The ENRL screen Termination reason codes have been updated and are available for use effective 
February 1, 2011.  Below are the termination reason and the corresponding codes. 
 

Code  Termination Reason  
• 01 SSN Unverified     
• 02 On Suspended and Ineligible List  
• 03 Tier 1 Conviction      
• 04 Tier 2 Conviction    
• 05 Subsequent Tier 1 Conviction   
• 06 Subsequent Tier 2  Conviction    
• 07 Inactive/No Payroll Activity for 1 Year   
• 08 Provider Deceased    

 
Note:  Code 07 is a system generated code. 
 





TIER 2 EXCLUSIONARY CRIMES
Violent or Serious Felonies, Offenses Requiring Registration as a Sex Offender

and Felony Offenses for Fraud Against a Public Social Services Program
Pursuant to Welfare and Institutions Code (WIC) Section 12305.87

• The statutes cited in WIC 12305.87 are Penal Code (PC) 290(c), PC 667.5(c), PC 1192.7(c), WIC
10980(c)(2) and WIC 10980(g)(2) .

• The column "CODE SECTION" refers to PC sections referenced in the PC statutes listed above .
• If two or more PC sections list an offense, only the offense with the broader application is referenced in the

"code section" column.

CODE TITLEPLAIN ENGLISHSTATUTE

SECTION
SOURCE

PC 136.1
Intimidation of victims orPreventing or trying to convince aPC 1192.7(c)

witnesses.
witness not to testify at any legal

proceeding or not to make anyreports or act in any way that leadsto an arrest or prosecution of theperson:PC 182 with any
Conspiracy to commit any ofAgreeing with one or more people toPC 290(c)

PC 290(c)
the crimes set forth incommit a crime that would require

crimes
PC 290(c); PC 182 with:the person who commits the crime

PC 220 (except assault to
to register as a sex offender.

commit mayhem) ; PC 243.4; PC 261(a)(1), (2), (3), (4), or(6); PC 262(a)(1) involvingforce or violence for which theperson is sentenced to stateprison; PC 264.1; PC 266;PC 266c; PC 266h(b);PC 266i(b); PC 266j; PC 267;PC 269; PC 285; PC 286;PC 288; PC 288a; PC 288.3;PC 288.4; PC 288.5; PC288.7;PC 289; PC 311.1;PC 311.2(b), (c), or (d);PC 311.3; PC 311.4;PC 311.10; PC 311.11 ;PC 314(1) or (2); PC 647.6;former PC 647a; PC 653f(c);any offense involving lewd orlascivious conduct underPC 272; any felony violation ofPC 288.2; any statutorypredecessor that includes all ofthe elements of one of theabove-listed offenses; or anyperson who, since that date,has been or is convicted of theattempt or conspiracy tocommit any of the above-listedoffenses.PC 182 with any
Conspiracy to commit any ofAgreeing with one or more people toPC 1192.7(c)

PC 1192.7(c)
the crimes set forth incommit a specified violent or serious

crimes
PC 1192.7(c); PC 182 with:felony.

PC 136.1; PC 186.22 (if a
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CODE TITLEPLAIN ENGLISHSTATUTE

SECTION
SOURCE

felony); PC 187; PC 190-190.4; PC 192(a); PC 203; PC 205;PC 207; PC 208; PC 209;PC 209.5; PC 211; PC 212.5;PC 213; PC 215; PC 220 (withintent to commit PC 261 orPC 211); PC 220(a) (with intentto commit mayhem, rape,sodomy, or oral copulation);PC 244; PC 245(c) or (d);PC 245.2; PC 245.3; PC 245.5;PC 246; PC 261; PC 264.1 ;PC 286 (c)(2) or (3); PC 288;PC 288a(c)(2); PC 288.5;PC 289(a)(1); PC 422; PC 451;PC 460(a); PC 461;PC 487(d)(2); PC 4500 (only ifon a non-inmate); PC 4501;PC 4503; PC 11418(b) or (c);PC 12022.53; PC 12034(c);PC 12308; PC 12309; orPC 12310.PC 186.22 Participation in a criminal street
Any felony crime that is committed

PC 1192.7(c)
while a person is acting as part of agang. criminal street gang.

PC 187,
Murder. Murder is when one person killsPC 667.5(c)

PC 190-190.4
another while acting recklessly orPC 1192.7(c)

intending to kill the person, commit a felony crime or cause severephysical harm.
PC 192(a)

Voluntary Manslaughter.When a person kills another personPC 667.5(c)
but has an excuse, such as "heat of

PC 1192.7(c)
passion."

PC 203

Mayhem. Removing, disabling, or disfiguring aPC 667.5(c)
PC 205

body part of a person or cuttingPC 1192.7(c)
certain parts of a person's head.

PC 207

Kidnapping. Taking, holding, or keeping anotherPC 667.5(c)
PC 208

person by force or fear and movingPC 1192.7(c)
the person to a different place; or the person taken is under 14 yearsold; or when a person talks a childinto going with them to anotherplace.PC 209

Kidnapping for Ransom.Taking another person andPC 667.5(c)
intending to hold the victim for

PC 1192.7(c)
ransom, reward or to intimidate. If someone helps another person tocommit this crime they are alsoquiltv of kidnappinq for ransom.
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SECTION
SOURCE

PC 209.5
Kidnapping During aTaking a person who is not involvedPC 667.5(c)

Carjacking.
in the carjacking and moving thatPC 1192.7(c)

person to a place away from the carjacking that causes an increasedrisk of harm to the victim.PC 211
Robbery. Taking property from someone byPC 667.5(c)

PC 212.5
force or fear and against their will.PC 1192.7(c)

PC 213 PC 214
Train Robbery.Taking property from any passengerPC 667.5(c)

or person on a train; interfering with anything related to the train andrailroad; placing dynamite onanything having to do with the train;or stopping or attempting to stop atrain with the intent to rob a personon the train.PC 215
Carjacking. Taking a vehicle from anotherPC 1192.7(c)

person against their will by force or fear intending to leave the personwithout the vehicle.PC 220
Assault with intent to commitIntentionally causing violent injury toPC 667.5(c)

mayhem, rape, sodomy, oral
another person while intending to

copulation, rape in concert,
commit mayhem or certain sex

lewd or lascivious acts on a
offenses listed in PC 220.

child under 14 and genital or anal penetration by a foreignobject.PC 243.4
Sexual battery and attemptedTouching the private parts of aPC 290(c)

sexual battery.
person for sexual purposes without

permission while the victim isrestrained; is a patient receivingmedical care and is seriouslydisabled or seriously ill; or theperpetrator wrongly believes thatthe touching is for a professionalpurpose.PC 244
Throwing acid or flammableIntentionally trying to disfigure aPC 1192.7(c)

substances at another person.
person by throwing a specified

chemical that could injure ordisfiQure the person.PC 245(c) or (d)
Assault with a deadly weaponIntentionally using a deadly weaponPC 1192.7(c)

or instrument against a peace
to cause violent injury (assault) on a

officer or firefighter.
peace officer or firefighter.

PC 245.2
Assault with a deadly weaponIntentionally using a deadly weaponPC 1192.7(c)

against a public transit
to cause violent injury to a person.

employee. PC 245.3
Intentionally using a deadly weaponPC 1192.7(c)

Assault with a deadly weapon

to cause violent injury to a person

employed by a law enforcementagainst a custodial officer. agency as a public officer who is nota peace officer.
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PC 245.5 Assault with a deadly weapon
Intentionally using a deadly weaponPC 1192.7(c)

to cause violent injury to a schoolagainst a school employee. emplovee.PC 246
Discharge of a firearm at anIntentionally shooting at a building,PC 1192.7(c)

inhabited dwelling, vehicle, or
vehicle or aircraft when a person or

aircraft.
persons are inside.

PC 261
Rape. Sex with a person, not a spouse,PC 667.5(c)

without that person's consent and:
PC 1192.7(c)

against the person's will; the person is unconscious or unaware; or theperson cannot consent because of amental disorder or developmental orphvsical disabilitv.PC 262
Rape of a spouse.When a person has sex with theirPC 1192.7(c)

spouse and it is either against the spouse's will, the spouse isunconscious or the spouse isprevented from resisting due tointoxication that the person shouldhave known about.PC 264.1
Rape or penetration of genitalWhen 2 or more people have sexPC 290(c)

or anal openings by a foreign
with or sexually penetrate a personPC 667.5(c)

object; acting in concert by
without that person's consent andPC 1192.7(c)

force or violence.
against the person's will; when the

person is unconscious or unaware;or when the person cannot consentbecause of a mental disorder ordevelopmental or physical disability.PC 266
Enticing a minor intoConvincing, or helping someonePC 290(c)

prostitution; aiding and
convince, a female younger than 18

abetting.
years old to become a prostitute.

PC 266c
Inducing sexual intercourse byHaving sex, sexual penetration, oralPC 290(c)

fear or consent through fraud.
sex or anal sex by

misrepresentations to the person orthrough fear.PC 266h(b)
Pimping a minor.Sharing in or taking the moneyPC 290(c)

earned by a prostitute who is younger than 18 years old.PC 266i(b)
Pandering a minor.Convincing by threats, violence, orPC 290(c)

promises, a person younger than 18 years old to become or remain aprostitute.PC 266j
Providing a minor under 16 forIntentionally giving, providing, orPC 290(c)

lewd or lascivious act.
making available a person younger

than 16 years old for an obscene,indecent, or lustful act.PC 267
Abduction of person under 18Taking a person younger than 18PC 290(c)

for prostitution.
years old from their parent or

guardian without permission forprostitution.
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PC 269
Aggravated sexual assault of aRaping, having anal sex, having oralPC 290(c)

child.
sex, or sexually penetrating a

person younger than 14 years oldwho is 7 or more years youngerthan the attacker.PC 285
Incest. Having sexual relations with familyPC 290(c)

members or close relatives.
PC 286

Sodomy. Anal-penile sexual contact (analPC 290(c)
sex).PC 288

Lewd or lascivious act upon aIntentionally doing, or trying to do,PC 290(c)
child under 14.

an obscene, indecent, or lustful actPC 1192.7(c)
with a person younger than 14 years old.PC 288a

Oral copulation.Applying the mouth of one person toPC 290(c)
the genitals or anus of another person (oral sex).PC 288.2

Felony distribution of lewdIntentionally sending inappropriatePC 290(c)
material to children.

material to seduce a person
younqer than 18 years old.PC 288.3

Contact with a minor to commitContacting or communicating with aPC 290(c)
sexual offense.

person younger than 18 years old
for a specified sexual purpose.PC 288.4

Meeting with a minor for aArranging to meet with a minorPC 290(c)
sexual purpose.

younger than 18 years old to
expose the genitals or anal area ofthe minor or the perpetrator; or to doobscene, indecent or lustful actswith the minor.PC 288.5

Continuous sexual abuse of aAbusing a child younger than 14PC 290(c)
child.

years old at least 3 times over aPC 667.5(c)
period of at least 3 months through

PC 1192.7(c)
sexual contact or obscene, indecent, or lustful acts.PC 288.7

Sexual conduct with a child 10Sexual intercourse, anal-penilePC 290(c)
years old or younger.

sexual contact (anal sex), oral-
genital or oral-anal contact (oralsex) with a person younger than 10years old.PC 289

Sexual penetration by foreignSexual penetrating against aPC 290(c)
object.

victim's will by force, violence, or
fear when the victim cannot consentbecause of a mental disorder ordevelopmental or physical disability,or the victim is unconscious orunaware.PC311.1

Child-related pornography.Having any connection to imagesPC 290( c)
showing a minor younger than 18 years old doing, or pretending to do,sexual acts.
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SECTION
SOURCE

PC 311.2(b)
Child-related pornography.Possessing or distributing imagesPC 290(c)

PC 311.2(c)
showing a person younger than 18

PC 311.2(d)
years old doing, or pretending to do

sexual acts for profit.PC311.3
Sexual exploitation of a child.Possessing any image showing aPC 290(c)

minor younger than 18 years old engaging in sexual acts.PC 311.4
Using a minor to assist inKnowingly employing a minorPC 290(c)

making or distributing child
younger than 18 years old to make

pornography.
an image or video showing sexual

acts.PC 311.10
Advertising or distributing childKnowingly advertising for sale orPC 290(c)

pornography.
distributing obscene material that

shows a minor younger than 18years old doing, or pretending to do,sexual acts.PC 311 .11
Possessing child pornography.Knowingly possessing or controllingPC 290(c)

any image showing a person younger than 18 years old doing, orpretendinQ to do sexual acts.PC 314 (1)
Lewd or obscene exposure ofExposing or getting another minor toPC 290(c)

PC 314 (2)
private parts. expose private parts in an obscene

or indecent way in public or whereothers are present.PC 422
Criminal threats.Communicating a threat to commit aPC 1192.7(c) .

crime that causes death or serious physical harm to another personand intending this statement to beunderstood as a threat.PC 451
Arson. Intentionally setting fire to or burningPC 1192.7(c)

any structure, forest land or property.PC 460(a)
First Degree Burglary.Entering a building or a vehiclePC 1192.7(c)

occupied by people with the intent to steal.PC 487 with
Grand theft involving a firearm.Using a firearm to take the propertyPC 1192.7(c)

PC 664
of a person that is worth a certain

amount of money or more as listedin the PC 487.PC 518 only if
Acting as part of a criminal streetPC 667.5(c)

committed as a
Extortion when committed ingang when taking property from a

felony violation
participation with a criminalperson by using force or fear or

of PC 186.22
street gang. pretending that they have an official

right to take the property.PC 647.6
Annoy or molest a child underHarassing or making indecentPC 290(c)

18 years old.
sexual offers to a minor younger

than 18 years old.PC 647a
Annoy or molest a child underHarassing or making indecentPC 290( c)

(Former)
18 years old. sexual offers to a minor younger

than 18 years old.
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SECTION
SOURCE

PC 653f( c)

Solicit another to commit rape,Asking another person to commitPC 290(c)
sodomy.

rape, anal-penile sexual contact
(anal sex), or oral-genital or oral-anal contact (oral sex) by force orviolence or other specified sexualoffenses.PC 664 with

Attempted murder.Trying and failing to kill a personPC 667.5(c)
PC 187

while: acting recklessly; intending toPC 1192.7(c)
kill a person; intending to commit a felony; or intending to cause bodilyinjury.PC 664 with any

Attempt to commit any of theTrying and failing to commit a crimePC 290(c)
PC 290(c) crime

PC 290(c) crimes; PC 664 with:·that would require a person to
PC 220 (except assault to

register as a sex offender if the
commit mayhem) ; PC 243.4;

crime has been committed.
PC 261(a)(1), (2), (3), (4), or (6); PC 262(a)(1) involvingforce or violence for which theperson is sentenced to stateprison; PC 264.1; PC 266;PC 266c; PC 266h(b);PC 266i(b); PC 266j; PC 267;PC 269; PC 285; PC 286;PC 288; PC 288a; PC 288.3;PC 288.4; PC 288.5; PC288.7;PC 289; PC 311.1;PC 311.2(b), (c), or (d);PC 311.3; PC 311.4;PC 311 .10; PC 311.11 ;PC 314(1) or (2); PC 647.6;former PC 647a; PC 653f(c);any offense involving lewd orlascivious conduct underPC 272; any felony violation ofPC 288.2; any statutorypredecessor that includes all ofthe elements of one of theabove-listed offenses; or anyperson who, since that date,has been or is convicted of theattempt or conspiracy tocommit any of the above-listedoffenses.PC 664 with any

Attempt to commit any of theWhen a person tries and fails toPC 1192.7(c)
PC 1192.7(c)

PC 1192.7(c) crimes except forcommit any felony that is punishable
crime, except for

assault; PC 664 with:by life in prison or death.
assault

PC 136.1; PC 186.22 (if a
felony); PC 187; PC 190-190.4;PC 192(a); PC 203; PC 205;PC 207; PC 208; PC 209;PC 209.5; PC 211; PC 212.5;PC 213; PC 244; PC 246;
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PC 261; PC 264.1; PC 286 (c)(2) or (3); PC 288;PC 288a(c)(2); PC 288.5;PC 289(a)(1); PC 422; PC451;PC 460(a); PC 461;PC 487(d)(2); PC 4503;PC 11418(b) or (c);PC 12022.53; PC 12034(c);PC 12308; PC 12309; orPC 12310.PC 4500 (only if
When a person who is in prison withPC 1192.7(c)

on a non-inmate)
Assault on a non-inmate by aa life sentence threatens violent

prisoner sentenced to life.
injury to a person who is not an

inmate.PC 4501
Assault with a deadly weaponWhen a person who is confined inPC 1192.7(c)

by an inmate.
prison uses a deadly weapon to

threaten violent injury (assault) onanother person.PC 4503
Holding of a hostage by aWhen person in state prison holdsPC 1192.7(c)

person confined in a state
another person against their will.

prison. PC 11418 (b)
Weapons of mass destructionWhen a person uses a weapon ofPC 667.5(c)

PC 11418 (c)
used: (b) against a person,mass destruction against a person,PC 1192.7(c)

drinking water, or animals, crop
drinking water, or animals, crop

seed or seed stock; or
seed or seed stock or in a form

(c) in a form causing damage
causing damage to public natural

to public natural resources.
resources.

PC 12022.7
A felony crime whereinPC 12022.7: When a personPC 667.5(c)

PC 12022.8
defendant inflicts great physicalintentionally causes serious physical

PC 12022.9
harm to someone other than anharm to a person while committing,

accomplice or where great
or attempting to commit a felony. If

(Before July 1,
physical harm is committed inthe victim has certain characteristics

1977 PC 213,
attempted commission ofor is injured in a certain way, the

PC 264, and
certain sex offenses or injurypenalty may be higher.

PC 461)
occurs resulting in termination

of a pregnancy.
PC 12022.8: When a person inflicts

serious physical harm on a personwhile committing, or attempting tocommit, certain sex offenses thatare listed in PC 12022.8.
PC 12022.9: When a person,
knowing that a woman is pregnant,personally injures the woman sothat the pregnancy is terminated.PC 12022.3(a)

Firearm offenses, includingPC 12022.3(a): When a personPC 667.5(c)
PC 12022.5

PC 12022.5 the use of auses a firearm or deadly weapon
PC 12022.55

firearm in the commission ofwhile committing: rape (PC 261),
any felony, 12022.3(a) use of a

rape of a spouse ( 262), rape in
firearm in the commission of

concert and attempted rape in
rape, rape of spouse, rape in

concert (PC 264.1), sodomy
concert, sodomy, lewd or

(PC 286), lewd or lascivious act
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CODE TITLEPLAIN ENGLISHSTATUTE

SECTION
SOURCE

lascivious acts upon a child
upon a child under 14 and

under 14, oral copulation, or
attempted lewd or lascivious act

Genital or anal penetration by
upon a child under 14 (PC 288), oral

foreign object 12022.55
copulation (PC 288a) or Genital or

causing death by discharging
anal penetration by foreign object

firearm into a motor vehicle.
and attempted genital or anal

penetration by a foreign object(PC289).
PC 12022.5: When a person uses a
firearm while committing, or trying tocommit, a felony crime.
PC 12022.55: When a person
shoots a gun into another car whilecommitting, or attempting to commit,a felony and causes injury or deathto a person.PC 12022.53

Use of firearm in thePersonal use of a firearm whilePC 667.5(c)
commission of a specified

committing a felony that is listed inPC 1192.7(c)
felony.

the statute.
PC 12034(c)

Shooting from a vehicle.When someone shoots a gun from aPC 1192.7(c)
vehicle at a person in a vehicle.PC 12308

Explosion with intent to commitWhen a person explodes, ignites orPC 667.5(c)
murder.

attempts to explode anything with
the intent to kill another personwhile either acting recklessly orintending to either kill the person,commit a felony or cause bodilyiniury to a person.PC 12309

Explosion that causes greatWhen a person explodes or ignitesPC 667.5(c)
physical harm.

anything which causes physical
harm to a person.PC 12310

Explosion causing death.When a person explodes or ignitesPC 667.5(c)
anything that causes death, mayhem or serious physical harm toa person.WIC 10980(c)(2)

Felony Welfare Fraud.Intentionally and wrongly receivingPC 12305.87(b)(2)
CalWORKS/welfare aid worth more than $950.WIC 10980(g)(2)

Felony Food Stamps Fraud.Intentionally using food stamps orPC 12305.87(b)(2)
EBT worth more than $950 in an illeqal way.Any felony punishable by death or life

The person has committed a felonyPC 1192.7(c)
imprisonment.

that has a punishment of death or
life in prison
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CODE
I

TITLE
PLAIN ENGLISHSTATUTE

SECTION
SOURCE

Any felony in which the defendant personaly
When a person has committed aPC 1192.7(c)

inflicts GBI on another person other than an
felony and caused serious physical

accomplice or any felony in which the defendant
harm to a person who is not

personally uses a firearm.
involved in the crime or the person

uses a firearm while corrrnitting anyfelony.Any felony in which the defendant personaly used
When the person used a dangerousPC 1192.7(c)

a dangerous or deadly weapon.
or deadly weapon while committing

a felony.Selling, furnishing, administering, giving, or offering
PC 1192.7(c)

to sell, furnish, administer, or give to a minor any heroin, cocaine, phencyclidine, or anymethamphetamine-related drug as specified in11055(d) of the Health and Safety Code or any ofthe precursors of methamphetamines as describedin Health and Safety Code Section 11055(f) or11100(a).
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY

IN-HOME SUPPORTIVE SERVICES PROGRAM
NOTICE OF PROVIDER ELIGIBILITY

(ADDRESSEE)

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

County of: _

Notice Date: _
Applicant Provider Name: _

Recipient Name: _
Recipient Case Number: _

IHSS Office Address: _

IHSS Office Telephone Number: _

To: In-Home Supportive Services (IHSS) Applicant Provider

As of the date of this notice, you have been officially enrolled as an IHSS provider. You can now begin
providing services for an IHSS recipient(s) and receiving payment from the IHSS program for providing
services.

If you have already begun providing IHSS services to a recipient, you may be eligible to receive retroac
tive payments for any authorized services you provided.

If you have any questions about this letter, call _

sac 848 (1/11)
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES PROGRAM
NOTICE TO APPLICANT PROVIDER OF PROVIDER INELIGIBILITY
TIER 2 CRIMES (SERIOUSNIOLENT FELONIES; SEX OFFENDER FELONIES; FRAUD
AGAINST GOVERNMENT AGENCIES)
[WELFARE & INSTITUTIONS CODE SECTION 12305.87]

(ADDRESSEE)
County of: _

Notice Date: _
Applicant Provider Name: _

Recipient Name: _
Recipient Case Number: _

IHSS Office Address: _

IHSS Office Telephone Number: _

To: In-Home Supportive Services (IHSS) Applicant Provider

The county/Public Authority/Non-Profit Consortium has denied your eligibility to be enrolled as an IHSS
provider and to receive payment from the IHSS program for providing services.

As part of the provider enrollment process, you submitted fingerprints for a California Department of
Justice criminal background check. The background check showed that you had been convicted of a
crime(s) that makes you ineligible to be an IHSS provider and to receive payment from the IHSS
Program for providing services based on Welfare & Institutions Code, Section 12305.87. The crime(s)
which disqualified you is/are listed below:

The recipient has been sent a notice as well, informing him/her that you have been convicted of a crime
that makes you ineligible to be employed as an IHSS provider. The recipient has been notified that his
conviction information is highly sensitive and must be kept strictly confidential. The recipient. is
prohibited by law from sharing any part of this information with any other individual or entity.

If you disagree with this determination, the enclosed sac 856 form, "To Request Appeal of Provider
Enrollment Denial," explains how you can request an appeal. Your written appeal request must be
received within sixty (60) calendar days from the date of this letter.

sac 852A (1/11) PAGE 1 OF 2
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If you believe the information provided by the California Department of Justice is incorrect, you must
contact the California Department of Justice, Records Review Unit, at (916) 227-3849 to correct the
information contained in your criminal background check.

Even though you have been convicted of the crime(s) listed on page 1, an IHSS recipient can choose
to submit to the county a completed sac 862 form, "IHSS Recipient Request for Provider Waiver,"which
would allow you to work as an IHSS provider and to receive payment from the IHSS
program for providing services to that recipient only.

You may also apply for a general exception that would allow you to work as an IHSS provider for
multiple recipients and to receive payment from the IHSS program. Please read the enclosed sac 863
form, "IHSS Applicant Provider Request for General Exception," on how to request a general exception
and how to complete the general exception form.

If you have any questions about this letter, you may call _

sac 852A (1/11) PAGE20F2
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY

TO REQUEST APPEAL OF PROVIDER ENROLLMENT DENIAL:

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

• This request for appeal must be received within sixty (60) calendar days of the date of the
notice informing you that the county has denied your eligibility to serve as an IHSS provider.

• Fill out and sign the second page of this form.

• Provide a copy of your notice from the county denying your eligibility.

• Provide any supporting documentation for your appeal request. You may provide, for
example, certified court documents.

• Make a copy of the front and back of this page for your records.

• Send this page to:

California Department of Social Services
Adult Programs Branch

IHSS Provider Enrollment Appeals Unit, MS 19-04
PO Box 944243

Sacramento, CA 94244-2430

• The California Department of Social Servicers (CDSS), IHSS Provider Enrollment Appeals
Unit (PEAU), will review the information contained with this request (including both
information you provided and all information provided by the county/Public Authority/
Non-Profit Consortium) to make the decision regarding your eligibility. Upon completion of this
review of all materials, the PEAU will make a determination of eligibility.

• If you have any questions, call the CDSS PEAU at (916) 556-1156.

SOC 856 (1/11) PAGE1OF 2
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY

TO REQUEST APPEAL OF PROVIDER ENROLLMENT DENIAL

APPEAL REQUEST

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

I want to appeal the determination of County about
my ineligibility to be a provider of In-Home Supportive Services. I believe that the County's decision is
not correct. Here's why:

o If you need more space, check the box at left and attach a page.
PRINT NAME:

STREET ADDRESS:

CITY:

TELEPHONE NUMBER:

SIGNATURE OF APPLICANT PROVIDER:

SOC 856 (1/11)

STATE: IZIP CODE:
DATE OF BIRTH:

DATE:
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY

IN-HOME SUPPORTIVE SERVICES PROGRAM
NOTICE TO RECIPIENT OF PROVIDER ELIGIBILITY

(ADDRESSEE)

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

County of: _

Notice Date: _

Provider Name: _

Recipient Name: _

Recipient Case Number: _

IHSS Office Address: _

IHSS Office Telephone Number: _

To: In-Home Supportive Services (IHSS) Recipient

As of the date of this notice, , has been officially enrolled as a provider.
He/she can now begin providing services for you.

If you have any questions, call _

SOC 854 (1/11)
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES PROGRAM
NOTICE TO RECIPIENT OF PROVIDER INELIGIBILITY
TIER 2 CRIMES (SERIOUSNIOLENT FELONIES; SEX OFFENDER FELONIES;
FRAUD AGAINST GOVERNMENT AGENCIES)
[WELFARE & INSTITUTIONS CODE SECTION 12305.87]

(ADDRESSEE)
County of: _

Notice Date: _
Applicant Provider Name: _

Recipient Name: _
Recipient Case Number: _

IHSS Office Address: _

IHSS Office Telephone Number: _

To: In-Home Supportive Services (IHSS) Recipient

Due to a criminal felony conviction, the person you have chosen to provide IHSS services for you,
______________ , has been denied eligibility to receive payment from the IHSS
program for providing services to you or to any other person.

As part of the provider enrollment process, this person submitted fingerprints for a California Department
of Justice criminal background check. The background check showed that he/she had been convicted
of a crime(s) that makes him/her ineligible to be an IHSS provider and to receive payment from the IHSS
Program for providing services based on Welfare & Institutions Code section 12305.87. The crime(s)
which disqualified him/her is/are listed below:

This information regarding the applicant provider's convictions is highly sensitive and must be kept strictly
confidential. You are prohibited by law from sharing any part of this information with any other
individual or entity.

Despite this individual's felony conviction, you may submit a signed waiver that would allow this person
to work as your IHSS provider. If you agree to a waiver, you are accepting the responsibility for this
decision and the risk of any potential actions that may occur as a result of this decision. You must
complete, date, and sign the enclosed sac 862 form, "IHSS Recipient Request for Provider Waiver,"and
submit it to the county/Public Authority/Non-Profit Consortium IHSS office.

The waiver will allow this person to serve as an IHSS provider for you only, and he/she will receive
payment from the IHSS program for providing services to you. This waiver will only apply to the
disqualifying crimes listed above. If the provider is convicted of any subsequent disqualifying crime(s),
another sac 862 form must be completed and submitted for that subsequent disqualifying crime.

SOC 8558 (1/11) PAGE 1 OF 2
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If this person wishes to provide services for multiple recipients, each recipient must submit a separate
signed sac 862 form or this person must seek a general exception by completing an sac 863 form,
"IHSS Applicant Provider Request for General Exception," and submit it with the requested
documentation to the California Department of Social Services.

Without this waiver or general exception, you must choose a different person to provide services to you.
Otherwise, you will be responsible for paying him/her with your own money for any services provided.

Please do not contact the county/Public Authority/Non-Profit Consortium or the California Department
of Social Services for any additional information regarding any of the crimes or convictions listed on
page 1. Each of these agencies is prohibited under Penal Code Sections 11105 and 13300 from
providing any detail regarding any of these crimes or convictions beyond that listed in this notice.

If you need help finding a different provider, call _

sac 8558 (1/11) PAGE 2 OF 2
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY

IN-HOME SUPPORTIVE SERVICES (IHSS)
RECIPIENT REQUEST FOR PROVIDER WAIVER

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

County of: _
Notice Date: _

Applicant Provider Name: _
Recipient Name: _

Recipient Case Number: _
IHSS Office Address: _

IHSS Office Phone Number: _

I, , am submitting this waiver request to in
(Name of County/Public Authority/Non-Profit Consortium)

order to hire the person named below to be my In-Home Supportive Services (IHSS) provider. I
understand he/she has been denied eligibility to be paid from the IHSS program, due to a felony
criminal conviction(s). Despite this information, I accept the responsibility for my decision, and the
possible risks involved, in allowing this person to work in my home as my IHSS provider.

I have chosen to hire to be my IHSS provider and acknowledge
(Applicant Provider)

that he/she has been convicted of the following crime(s):

Date of Conviction

1.

2. _

3. _

4. _

5. _

SOC 862 (1/11)

Penal Code Section Felony Conviction Description
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IN-HOME SUPPORTIVE SERVICES (IHSS)
RECIPIENT REQUEST FOR PROVIDER WAIVER

AS THE IHSS RECIPIENT WHO Will HIRE THIS PERSON TO PROVIDE IN-HOME
SUPPORTIVE SERVICES, I UNDERSTAND AND AGREE TO THE FOllOWING

STATEMENTS AND ACTIVITIES LISTED BELOW

• I am hiring a person who has been convicted of the felony crime(s) listed on this form.

• I am required to keep this person's criminal information confidential and I am prohibited, by law,
from sharing any part of it with any other individual or entity.

• I am completing this waiver request form, which applies only to the crime(s) listed on this form.

• If the county notifies me that this person is convicted of an additional disqualifying felony crime(s)
in the future, I will be required to complete and submit another waiver if I wish to continue
receiving services from this person.

• A notice will be sent to me when the county has accepted this waiver.

• The county will send a timesheet to the provider I have chosen to hire only after this waiver has
been accepted.

By signing this form, I accept the responsibility for hiring the person named on this form to work in my
home. I understand the County and the State of California are immune from any liability, due to the risk
of any actions that may occur, because of my decision to hire him/her as my IHSS provider.

Signature of Recipient or Recipient's Authorized Representative

Print Name Date

Without an approved waiver to hire the person named on this form, you will be responsible for paying
him/her with your own money for any services provided.

Submit this form within ten (10) calendar days from the "Notice Date" listed on the upper right corner of
Page 1. You may submit this form by mail or in person to your IHSS county, Public Authority, or
Non-Profit Consortium office at the following address:

By mail:

In person:

SOC 862 (1/11) PAGE 2 OF2
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IHSS SOCIAL WORKER RESPONSE TO REQUEST FOR WAIVER  
 

HHSA 12-78 (03/2011)                                                     ATTACHMENT H 

Date to Social Worker: Click here to enter a date.  Response Due Date:  Click here to enter a date.                
A response or a status report/response is required within 10 working days of the request date. 

 
FROM: 
Provider Enrollment Specialist:   Click here to enter text.  
 
TO:         
Social Worker:  Click here to enter text. 
Social Worker Number:  Click here to enter text.  

 
WAIVER REQUEST FOR: 
 
Recipient Name:  Click here to enter text.   
Recipient Case Number:  Click here to enter text.    
 
Provider Name:  Click here to enter text. 
Provider Number:   Click here to enter text. 
Social Security Number:  Click here to enter text. 

 
STATUS REPORT - SOCIAL WORKER RESPONSE 

(Check All That Apply) 
 

  Waiver Request Approved 

  Waiver Request Denied 

  Status Report 

  Waiver Request Pending Home Visit 

  No Record of a Legal Guardian/Conservator  

    

  Recipient Signature Does Not Match 

  Waiver revoked - Recipient  

  Waiver revoked - Conservator/Legal guardian  

  Other 

Reason for denial/approval/comments:  Click here to enter text. 
 

AUTHORIZATION 
 
              
Social Worker Signature        Date: 
 
Social Work Supervisor:  Click here to enter text. Worker Number:  Click here to enter text. 
 
            
Social Work Supervisor Signature (Indicates Approval)  Date 
 
 
 
 



HHSA 12-78A (3/2011)                                           ATTACHMENT I

Cancelation of Waiver for Tier 2 Crime 
 
Name of Recipient:  Click here to enter text. 
Case Number:  Click here to enter text. 

Requested by:  Click here to enter text.     
 (Enter name if cancelation is requested by anyone other than recipient) 

Relationship to recipient:  Click here to enter text.   
 

  Self    Conservator/legal guardian    Other:  Click here to enter text. 
 
I Click here to enter text. hereby withdraw/cancel my request for a waiver of the Tier 2 
conviction for: 
 
Name of Provider:  Click here to enter text. 

Provider Number:  Click here to enter text.     

Cancelation to be effective on:  Click here to enter a date. 

 

 
Print Name:             
 
            

Signature     Date 
 

 
REVIEWED BY 

 
            

Social Worker Signature     Date   
 
            

Social Work Supervisor Signature    Date  
 
 
 
 
 

Note:  Once a waiver has been canceled, a new “SOC 862 Recipient Request for Provider 
Waiver” form must be completed before the provider may be activated for payment of 
services. 

 



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY

IN-HOME SUPPORTIVE SERVICES PROGRAM
NOTICE TO RECIPIENT OF PROVIDER ELIGIBILITY
ACKNOWLEDGEMENT OF RECEIPT OF WAIVER

(ADDRESSEE)

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

COUNTY OF: - _

Notice Date: _
Applicant Provider Name: _

Recipient Name: _
Recipient Case Number: _

IHSS Office Address: _

IHSS Office Telephone Number: _

To: In-Home Supportive Services (IHSS) Recipient:

On ~ , you were informed that, based on Welfare and Institutions Code, SectionMM/DD/YYYY

12305.87, was denied eligibility to work as an IHSS provider because he/she
had been convicted of a felony crime.

On , the county/Public Authority/Non-Profit Consortium IHSS program office received
your signed waiver request. By signing the waiver, you confirmed that you understand that you are
employing the above-named individual to work for you as an IHSS provider with the knowledge of his/her
criminal conviction(s) and that the State of California and the County of are
not liable for the actions of this individual while in your employ as an IHSS provider.

He/she may begin work as an IHSS provider for you as of the date of this notice. If this individual has
already begun providing IHSS services to you, he/she may be eligible to receive retroactive payments
for any authorized services he/she provided.

If you have any questions about this notice, call _

sac 857 (1/11)
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES (IHSS)
APPLICANT PROVIDER REQUEST FOR GENERAL EXCEPTION

To request a general exception, you must submit the items listed on this form to the address listed on

Page 3 within forty-five (45) calendar days of the date of your denial notice. If you request a general
exception, it may take at least seventy-five (75) calendar days to process after a complete exception
request and the applicant's criminal offender record information (COR I) are received by the California
Department of Social Services (CDSS) Caregiver Background Check Bureau (CBCB). Once all the
documents are received, you will receive a written notice stating whether the request has been approved
or denied. You cannot be paid by the IHSS program for any work performed for an IHSS
recipient until the general exception request has been approved. (Please note that, if you are
currently working for an IHSS recipient because that recipient completed the individual waiver
process to hire you, you may continue to work for that recipient.)

I, .,am requesting a general exception to become an IHSS provider
and work for any IHSS recipient who wishes to hire me. I understand that, at this time, I am denied
eligibility to work as an IHSS provider, due to felony criminal conviction(s) listed on my CORio

I am providing this information for the CBCB to evaluate my request for a general exception:

Applicant Provider Name:

Mailing Address:

Phone Number:

The CBCB will consider the following factors when considering whether to grant the general
exception:

A. The nature and seriousness of the crime(s) and the connection to the duties and
responsibilities of an IHSS provider.

B. Your activities since conviction, including (but not limited to) your employment, participation
in therapy education, or community service that would show your changed behavior.

C. The number of convictions and the time that has passed since the conviction(s).

D. The extent to which you have met the terms of parole, probation, restitution, or other
penalty imposed on you.

E. Any evidence of rehabilitation that you have submitted. This includes character references
submitted by others on your behalf.

F. Your employment history and current or past employer recommendations. Additional
consideration will be given to an employer recommendation from a person who has
received in the past or wants to receive personal care services from you.

G. Information about your involvement in the previous crimes(s) that would explain why it
is unlikely you would repeat such an offense.

H. The Governor's full and unconditional pardon that was granted to you.
SOC 863 (1/11) PAGE 1 OF 3
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IN-HOME SUPPORTIVE SERVICES (IHSS)
APPLICANT PROVIDER REQUEST FOR GENERAL EXCEPTION

Based on the CBCB factors A through H listed on the previous page, applicant providers must
enclose all of the following with this form:

1. A copy of the denial notice (SaC 852A) stating your ineligibility to be an IHSS provider.

2. A copy of form sac 426 (IHSS Program Provider Enrollment Form), which you previously
completed and submitted to the county.

3. Documentation (Minute Order, Court-Issued Judgment of Conviction, or a letter from the
Probation Department) showing that your current or last probation period was informal,
if applicable.

4. A description of, and verification if available of, any completed training, classes, treatment,
counseling, or community service activities that would indicate rehabilitation or changed
behavior. Provide verification of completion (for example, certificates or diplomas), if applicable.

5. Evidence of an official pardon by the Governor, if applicable.

6. Employment history for the last 10 years.

7. Copies of all police reports involving the disqualifying crime(s) for which you were convicted
or a letter from law enforcement stating that a report no longer exists.

8. Three (3) signed character reference statements that include the following information:
a. How long the person has known you
b. How the person knows you (this could be a description of how this person came to know

you)
c. A statement of the person's opinion of your character
d. A description of any interaction between you and a person who is elderly, blind, or disabled

who you have assisted
e. Other comments that would help describe your desire to work as an IHSS provider

The reference statements must be obtained and dated after the date of your denial notice. They
may be completed by current or former employers or other persons you choose. You are limited
to one reference from a family member.

9. A signed personal statement including the following information:

A. A description of the events surrounding the disqualifying crime(s) for which you were
convicted, including what happened, why it happened, how it happened, description of the
victim (if known, gender, approximate age, physical characteristics, relationship to victim),
and other relevant information about the disqualifying crime(s) or any other conviction(s).
The CBCB may compare your statement with police reports and court documents.

SOC 863 (1/11) PAGE 2 OF 3
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IN-HOME SUPPORTIVE SERVICES (IHSS)
APPLICANT PROVIDER REQUEST FOR GENERAL EXCEPTION

AND

B. A description of what you have done since the conviction(s) to ensure you will not be
involved in any criminal activity again.

Send this form and all requested documentation within forty-five (45) calendar days from the
date of your denial notice to the following address:

California Department of Social Services
Caregiver Background Check Bureau

744 P Street, MS 9-15-65
Sacramento, CA 95814

You must notify the CDSS within ten (10) calendar days of any change to your address or telephone
number at the contact information listed above.

Signature of Applicant Provider

Print Name

SOC 863 (1/11)

Date
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
PROVIDER ENROLLMENT FORM

READ THE INFORMATION BELOW CAREFULLY BEFORE
YOU BEGIN TO COMPLETE THIS FORM

Under state law, if you have been convicted of or incarcerated following a conviction for certain
exclusionary crimes within the past 10 years, you are not eligible to be enrolled as a provider or to
receive payment from the IHSS program for providing supportive services except as specified below.
There are two categories of exclusionary crimes.

• Tier 1 crimes, as set forth in Welfare and Institutions Code (W&IC) section 12305.81,
are:

1. Specified abuse of a child (Penal Code [PC] section 273a[a]*),
2. Abuse of an elder or dependent adult (PC section 368*), and
3. Fraud against a government health care or supportive services program.

• Tier 2 crimes, as set forth in W&IC section 12305.87, are:

1. A violent or serious felony, as specified in PC section 667.5(c)*, and
PC section 1192.7(c)*,

2. A felony offense for which a person is required to register as a sex offender
pursuant to PC section 290(c)*, and

3. A felony offense for fraud against a public social services program, as defined
in W&IC sections 10980(c)(2)* and (g)(2)*.

A complete listing of Tier 2 crimes is available upon request from the County IHSS Office or
IHSS Public Authority.

*See attached form sac 426C for the text of these PC and W&IC sections.

- As part of the IHSS provider enrollment process, you must submit fingerprints and undergo a
criminal background check conducted by the California Department of Justice.

- If your responses on this form or the results of the criminal background check show that you have
been convicted of, or incarcerated following a conviction for, either a Tier 1 or Tier 2 crime within
the last 10 years, you will not be eligible to be enrolled as an IHSS provider or to receive payment
from the IHSS program for providing supportive services.

- For Tier 2 crimes, if you have obtained a certificate of rehabilitation or an expungement
(dismissal pursuant to PC section 1203.4), the conviction will not disqualify you from working
as an IHSS provider.

- If your conviction is for a Tier 2 crime, you may qualify for an individual waiver or a general
exception under certain circumstances which are described below.

- There are no waivers or exceptions allowed for Tier 1crimes.

GO ON TO THE NEXT PAGE •••••••
SOC 426 (1/11) PAGE 1 OF 4
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IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
PROVIDER ENROLLMENT FORM

CONTINUE READING THE INFORMATION BELOW CAREFULLY BEFORE
YOU BEGIN TO COMPLETE THIS FORM

Individual Waiver of an Exclusion for Conviction for a Tier 2 Crime

If you are found ineligible based on a conviction for a Tier 2 exclusionary crime but an IHSS
recipient (or his/her authorized representative) wishes to hire you as his/her provider in spite of
your criminal background, you may obtain a waiver as follows.

• The IHSS recipient who wishes to hire you (or his/her authorized representative) will be in
formed of your conviction and will be directed to keep the information confidential.

• The recipient who wishes to hire you as his/her provider (or his/her authorized representative)
must submit an IHSS Recipient Request for Provider Waiver (SOC 862) to the County IHSS
Office or IHSS Public Authority.

• The waiver will allow you to be enrolled to provide services only for the recipient who requested
the waiver.

• For more information about requesting a waiver, the IHSS recipient who wishes to hire you as
his/her provider should contact the County IHSS Office or IHSS Public Authority.

General Exception of an Exclusion for Conviction for a Tier 2 Crime

If you are found ineligible based on a conviction for a Tier 2 exclusionary crime and you want to be
listed on a provider registry or to provide services for a recipient who has not requested an
individual waiver -

• You may apply for a general exception of the exclusion by completing the IHSS Applicant
Provider Request for General Exception (SOC 863).

• You will be required to provide backup documentation, e.g., employment history, personal
references, etc., to support your request for a general exception.

• For more information about requesting a general exception, contact the County IHSS Office or
IHSS Public Authority.

Completion of this form satisfies ONE of the IHSS provider enrollment requirements.

You must complete ALL of the provider enrollment requirements BEFORE you can be enrolled
as an IHSS provider or get paid from the IHSS program for providing authorized services for an
eligible IHSS recipient.

GO ONTO THE NEXT PAGE •••••••
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IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
PROVIDER ENROLLMENT FORM

INSTRUCTIONS:

• Use black or blue ink to fill out. Print information clearly.
• Fill out, sign and return this form in person to the office or location designated by the county. Bring original federal or

state government-issued identification and your original Social Security card when returning this form.
• Complete all items in PART A, answer the questions in PART B, and read and sign the declaration in PART C.
• The county will: 1) Review the form to make sure it is complete; 2) Make photocopies of your

identification and Social Security card; and 3) Provide you with a copy of the completed form for your records.
• You must let the county know if anything you report on this form changes within ten (10) calendar days of the change.

PART A: PROVIDER INFORMATION

1. Full Name (First Name, Middle Initial, Last Name):
2. Date of Birth:3. Gender:

If you are under 18 years of age, you must submit a

o Mo F
valid Work Permit with this form.

4. Home Address (Mustbe physicaladdress,not a PostOfficebox):

City:State:ZIP:

5. Mailing Address (if differentfrom homeaddress)*:

City:State:ZIP:

6. Telephone Number (withArea Code):

7. Social Security Number**:

8. a. Driver's License # or Government Issued ID #:

b. Expiration Date:

c. Issuing State:9. a. Primary Spoken Language:

b. Primary Written Language:

'NOTES:

A paycheckfor a providercannot be mailedto a P.O.Box unlessthe county has approveda requestfrom the provider.

The collectionof the SocialSecurityNumberis requiredpursuanttoW&IC 12305.81(a), andthe ImmigrationReformand ControlAct
of 1986, Public Law 99-603 (8 USC 1324a), for the purposesof verifying the individual's identityand authorizationto work in the
UnitedStates.

PART B: PROVIDER DISCLOSURE

ANSWER THE FOllOWING QUESTIONS BY CHECKING THE APPROPRIATE BOX:

1. WITHIN THE PAST 10YEARS, HAVE YOU BEEN-

a. Convicted of or incarcerated following a conviction for a Tier 1* crime? 0 YES 0 NO
b. Convicted of or incarcerated following a conviction for a Tier 2* crime? 0 YES 0 NO
*See Page 1of this form for a definition of Tier 1and Tier 2 crimes.

2. IF YOU ANSWERED "YES"TO QUESTION 1.b. ABOVE, have you obtained a certificate of rehabilitation

or expungement (dismissal pursuant to PC section 1203.4) of the Tier 2 crime? 0 YES 0 NO
If YES, you must provide the county with a copy of the certificate of rehabilitation or documentation of the

expungement along with this completed form.

GO ON TO THE NEXT PAGE ---
SOC 426 (1/11) PAGE3 OF 4
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IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
PROVIDER ENROLLMENT FORM

PROVIDER'S NAME: [
PART C: PROVIDER DECLARATION

I UNDERSTAND AND AGREE THAT -

• I cannot receive IHSS program funds as payment for authorized services I provide to any eligible
recipient of IHSS until I have completed the entire provider enrollment process and I have been officially
enrolled as a provider by the county.

• As a part of the provider enrollment process, I must provide fingerprints and undergo a criminal
background check. I am responsible for paying the costs of fingerprinting and the background check.

• If it is found, either through my responses on this form, the results of the criminal background check, or
some other means, that within the past 10 years, I have been convicted of or incarcerated following a
conviction for a Tier 1 exclusionary crime, I will not be eligible to be an IHSS provider, and the recipient
who wished to hire me will be informed that I am ineligible to be a provider because of a disqualifying
criminal conviction which will not be specified.

• If it is found, either through my responses on this form, the results of the criminal background check, or
some other means, that within the past 10 years, I have been convicted of or incarcerated following a
conviction for a Tier 2 exclusionary crime, and I have not received a certificate of rehabilitation or had the
conviction expunged -

I will not be eligible to be an IHSS provider, unless an IHSS recipient who wishes to hire me to
. provide his/her services, requests an individual waiver, or I apply for and I am granted a general

exception; and

The IHSS recipient who wishes to hire me as his/her provider will be informed of my conviction
and the types of crimes for which I was convicted, and he/she will be directed to keep the
information confidential.

IF I AM ENROLLED BYTHE COUNTY AS AN IHSS PROVIDER, I UNDERSTAND AND AGREE THAT-

• If the person I provide services for receives IHSS through the Medi-Cal program, I will be considered to
be a Medi-Cal provider of personal care services. Therefore, I will be required to comply with all
Medi-Cal program rules relating to the provision of services.

• Payment for the authorized services I provide to an IHSS recipient will be from federal, state and/or
county IHSS funds and any false statement I provide, including false entries on the timesheet, or
withholding of information may be prosecuted under federal and/or state laws.

• I will reimburse the IHSS program for any overpayments paid to me and any overpayment, individually
or collectively, may be deducted from a future paycheck for services I provide to any recipient of IHSS.

• I will provide all services without discrimination based on race, religion, color, national or ethnic origin,
gender, age, sexual orientation, or physical or mental disability.

I declare, UNDER PENALTY OF PERJURY, that all of the information I have provided on this form
is true and correct to the best of my knowledge, and that I agree to all of the statements listed
above.

Signature: Date: _

Printed Name: _

FOR COUNTY USE ONLY

County Representative's Signature (Optional): _

soc 426 (1/11)

DATE: _
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY

IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
RECIPIENT DESIGNATION OF PROVIDER

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

INSTRUCTIONS:

• Use black or blue ink. Print information clearly.
• You (or your legally authorized representative) must fill out this form to let the county know who you have chosen to

provide your services.
• You (or your legally authorized representative) must sign the declaration at the bottom to show that you understand and

agree to all of the terms and conditions listed.
• If you have multiple providers, you must fill out a separate form for each person who will be providing services.
• Please return this form to the county. The county will keep the original form and give you a copy.
• You must let the county know if you change your provider(s). You must tell the county within 10 calendar days of the

change.

1.
Recipient's Name:

2.

County IHSS Case #:

3.

Provider's Name:

4.

Provider's Address:

City, State, ZIP Code:5.

Provider's Telephone Number:

6.

Provider's Date of Birth:

7.

Provider's Gender (check box): D MaleD Female

8.

Provider's Relationship to Recipient (if any): D ParentD ChildD SpouseD Other:

9.

Provider's Start Date:

RECIPIENT DECLARATION

• I DECLARE that the person named above is my choice to provide IHSS for me as authorized by the county.

• I UNDERSTAND that the above-named provider cannot be paid federal and/or state IHSS funds for any services
provided to me until he/she has completed the entire provider enrollment process, which includes completing, signing
and returning (in person) the Provider Enrollment Form (SaC 426), submitting fingerprints and being cleared of
disqualifying crimes through a criminal background check, completing a provider orientation, and signing and returning
the Provider Enrollment Agreement (SaC 846).

• I UNDERSTAND that I will be informed by the county if the person I have chosen to be my provider does not complete
the provider enrollment process, or if he/she is determined ineligible to be a provider.

• I UNDERSTAND that if I choose to receive services from this person before he/she is enrolled as a provider, and
he/she is ultimately found ineligible, or after I have been informed that he/she is ineligible, I will be responsible
for paying him/her with my own money.

• I UNDERSTAND AND AGREE that the county can provide information about my authorized services and service hours
to the provider named above.

RECIPIENT'S OR LEGALLY AUTHORIZED REPRESENTATIVE'S SIGNATURE: I DATE:

PRINTED NAME:

SOC 426A (6/10)
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IHSS SPECIAL NOTICE 11-03 
REFERRALS TO THE IHSS PROGRAM INTEGRITY UNIT 

  Page 3 of 5 

• Another job appears to conflict with the ability to provide IHSS services  
• Repeatedly turns in timesheet late and needs replacement timesheets 
• Appears to receive payment for non-IHSS related tasks  
• Male or female provider provides personal care for recipient of opposite sex  

 
V. REFERRAL PROCEDURES  
 
A referral to the IHSS Program Integrity Unit may be made to ensure that all of the authorized 
services are currently being received by the recipient, and are being completed by the provider of 
record.  The response to the referral will include a home visit (unannounced once state protocols 
have been released) and a written response from the IHSS Program Integrity Unit indicating the 
results of the home visit.  
 
SUSPECTED FRAUD 
A “Fraud” referral may also be made to the Program Integrity Unit when fraud is suspected but a 
standard referral to the Public Assistance Fraud Division (PAFD) is inappropriate, or the 
information available is insufficient for the referral.  (E.g. the monetary level does not meet the 
threshold for a referral to PAFD, or evidence of “intent” is questionable.)  Suspected fraud 
referrals will be assigned to the Public Assistance Investigator in the Program Integrity Unit.  
The procedures below apply to referrals requesting a home visit from the Program Integrity Unit, 
and to suspected fraud referrals for the PA Investigator. 
 
Step IHSS Social Worker Procedure 

1. Complete the “12-50A HHSA IHSS Program Integrity Unit Referral Form” selecting 
the destination (Program Integrity Unit or Public Assistance Investigator) from the drop 
down menu.  Attach the following documents from the most recent recertification home 
visit: 

• SOC 293 Needs Assessment 
• 12-42 HHSA IHSS Worksheet 
• 12-43 HHSA Service Activities Narrative (documenting the issue) 
• 12-58 HHSA Client/Employer Responsibilities or SOC 332 Recipient/Employer 

Responsibility Checklist  
• Copies of provider or recipient identification if available 
• Any additional documentation that includes relevant information 

2. Determine if the situation warrants a “Priority Referral”.  Any situation that includes a 
referral to Adult Protective Services (APS) is considered a priority referral.  Other 
examples would include a recipient who is bed bound and may not be receiving 
services, or is non-self directing and it is suspected that he/she is being left unattended. 

3. Document the referral date, type, and the reason for the referral in the case narrative and 
file a copy of the referral in the case file under the QC tab. 

 
 







12-50A HHSA (3/2011)                                       
ATTACHMENT A 

County of San Diego 
IHSS PROGRAM INTEGRITY UNIT 

REFERRAL FORM 
Referral to:  Choose an item. 

Date of Referral: Click here to enter a date. 
E-mail referrals as an attachment to:  appealsclerk.hhsa@sdcounty.ca.gov 

Recipient Information Provider Information 
Total Number of Active Providers:  Choose an item. 
Use page two for information on additional providers 

Name: Click here to enter text. Name: Click here to enter text. 
SSN:Click here to enter text. SSN: Click here to enter text. 
DOB:Click here to enter text. DOB: Click here to enter text. 
Gender:  M      F Gender:   M      F 
Language: Click here to enter text. Language: Click here to enter text. 
Address: Click here to enter text.                                                                            Address: Click here to enter text.  
City/State/Zip: Click here to enter text. City/State/Zip: Click here to enter text. 
Telephone Number: Click here to enter text. Telephone Number: Click here to enter text. 

Total Number of Authorized Hours per Month:   Total Number of Authorized Hours per Month:   
Frequency:  Choose an item.   days per Week Frequency:  Choose an item.   days per Week 

IHSS Social Worker or Other Referring Party Information 
Name:  Click here to enter text.                  IHSS SW Worker Number:  Click here to enter text.  
Agency:  Click here to enter text.                                         Telephone Number:  Click here to enter text. 
Name of Supervisor (as applicable):  Click here to enter text. 
Supervisor’s Telephone Number:  Click here to enter text.   IHSS Office Location:  Choose an item. 

Authorized Representative 
Is there a current IHSS Release of Information form for the authorized representative?   Yes      No 
(If yes, it is not necessary to attach a copy of the release for this referral.) 
Name:  Click here to enter text. Relationship to Recipient:  Click here to enter text. 

 Authorized Representative                     Case Manager (Non-County)              (Check appropriate box.) 
Address/City/State/Zip:  Click here to enter text. 
Telephone Number:  Click here to enter text. 

Reason for Referral 
 Cognitive impairment, mental illness, dementia, 

Alzheimer’s 
 Concerns about provider not doing work 

 
 Bed bound, frail, isolated  Blind, hearing or speech impaired 
 Protective Supervision  Quadriplegic 
 Unable to supervise own care  Other:  Click here to enter text.  
 Priority Referral (indicate reason in comments)  

Describe situation in detail:  Click here to enter text. 
 
 
 
 
 

mailto:appealsclerk.hhsa@sdcounty.ca.gov�
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Additional Providers 
Provider Information Provider Information 

 
Name: Click here to enter text. Name: Click here to enter text. 
SSN:Click here to enter text. SSN: Click here to enter text. 
DOB:Click here to enter text. DOB: Click here to enter text. 
Gender:   M      F Gender:   M      F 
Language: Click here to enter text. Language: Click here to enter text. 
Address: Click here to enter text.                                                                            Address: Click here to enter text.  
City/State/Zip: Click here to enter text. City/State/Zip: Click here to enter text. 
Telephone Number: Click here to enter text. Telephone Number: Click here to enter text. 

Total Number of Authorized Hours per Month:   Total Number of Authorized Hours per Month:   
Frequency:  Choose an item.   days per Week Frequency:  Choose an item.   days per Week 

Provider Information Provider Information 
 

Name: Click here to enter text. Name: Click here to enter text. 
SSN:Click here to enter text. SSN: Click here to enter text. 
DOB:Click here to enter text. DOB: Click here to enter text. 
Gender:   M      F Gender:   M      F 
Language: Click here to enter text. Language: Click here to enter text. 
Address: Click here to enter text.                                                                            Address: Click here to enter text.  
City/State/Zip: Click here to enter text. City/State/Zip: Click here to enter text. 
Telephone Number: Click here to enter text. Telephone Number: Click here to enter text. 

Total Number of Authorized Hours per Month:   Total Number of Authorized Hours per Month:   
Frequency:  Choose an item.   days per Week Frequency:  Choose an item.   days per Week 
 



ATTACHMENT B 

SUMMARY OF IHSS REFERRAL PROCEDURES 
 

Refer to: Issue Example 
Public Assistance Fraud Division 
(PAFD) 

• Suspected or confirmed fraud  
• Overpayment is $1500 or more must first be 

referred to PAFD 
• Overpayment amount is unknown and fraud 

is suspected or confirmed 

• Provider continues to collect payment(s) even after the 
client’s demise, and the overpayment amount is more 
than $1500.00 

• Recipient  presents false documentation with the intent 
to commit fraud 

IHSS Program Integrity Unit-Public 
Assistance Investigator (PAI) 

• Suspected Fraud monetary level not met 
• Information is insufficient 

• Amount of resulting overpayment is known  to be less 
than $1500.00 

• Fraud is suspected, additional information needs to be 
gathered using PAI resources 

IHSS Program Integrity Unit • IHSS recipient’s safety 
• Services not being provided to the recipient  
• Request for home visit to resolve the issue 

specified on the referral. 
 
Note:  Refer to the Special Notice for additional 
reasons for referral. 

• Suspicion of inappropriate care or lack of care to frail, 
bed bound, severely impaired recipients 

• Suspicion of a board & care living situation where 
multiple recipients live in the same home & have the 
same provider 

• Provider serves multiple recipients living in different 
locations. The locations may not allow the services to 
be provided. 

• Provider is a family member who is suspected of not 
providing the services. 

Overpayment Specialist  • Overpayment is not fraud related 
• Recipient receives IHSS services to which 

he/she is not eligible 
• Provider was paid for services he/she did not 

provide  

• Provider was paid for services while client was in the 
hospital, rehabilitation facility, and/or skilled nursing 
facility 

• Provider collects payment while recipient is out of the 
state or the country. (Note: Provider is not with the 
client.) 

IHSS Quality Control  • Clarification or support of issue related to 
IHSS program regulations. 

• Resolution of program issue involves 
scheduled home visit.  

• Additional documentation to warrant or deny 
Protective Supervision or other issues 

• Assistance in clarifying program regulations on 
complex cases e.g.  IHSS applicant or recipient taking 
care of dependent adults and children or an IHSS client 
providing services to another IHSS client 

 











STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCIES

IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
INDIVIDUALIZED BACK-UP PLAN AND RISK ASSESSMENT

SECTION 1 - RECIPIENT'S INFORMATION

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

RECIPIENT'S NAME:

FUMBER:

INDIVIDUALIZED BACK-UP PLAN

SECTION 2 - SUPPORT CONTACTS

If you need non-emergency assistance, and/or your IHSS care provider has not arrived as scheduled,

call:

NamePhone

Familv Member: Friend/Neiahbor:Countv Social Services Worker:Countv IHSS Social Services Office:Public Authoritv:Other:

Other important numbers available to you, if needed:

Doctor's Office:

Advocacy Group(s):

Police Department:

Fire Department:

Other:

If you need to report abuse, fraud and/or neglect, call:

Adult Protective Services:

Child Protective Services:

Deaf or Hard of Hearing Resource Hotline:

Fraud & Elder Abuse Hotline:

Medi-Cal Fraud Hotline:

Social Security Administration Fraud Hotline:

(916) 558-5670

(800) 722-0432

(800) 822-6222

(800) 269-0271

Distribution:

SOC 864 (3/11)

If you have an emergency, call: 911
An emergency is an immediate threat to your

health, welfare and/or safety.

Original/Case File
Page 1 of 4

Copy/Recipient
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IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
INDIVIDUALIZED BACK-UP PLAN AND RISK ASSESSMENT
RECIPIENT'S NAME: I CASE NUMBER:

RISK ASSESSMENT

SECTION 3 - GENERAL RISK ASSESSMENT

A. IHSS Assessment
During this IHSS assessment process, you and your social worker identified risks based on those personal
care and domestic and related services for which you may need assistance. Assistance may be met through
IHSS or with other formal or informal services.

8. Additional Risk Areas
The following are additional risk areas that you and your social worker discussed that may be outside the
scope of the IHSS program (check all that apply): Comments.
81. Living Arrangements
o Lives with others who may assist
o Lives alone, relatives/friends nearby who may assist
o Lives alone, no relatives/friends nearby

82. Evacuation/Environmental Factors

o Can evacuate independently
o Can evacuate, but only with supervision/verbal direction

o Needs physical assistance to evacuate home in an
emergency

o Able to access food/water independently

o Aware of emergency or crisis numbers/contacts

o Able to control lights, heat, cooling or other utilities

83. Communication

o Communicates without difficulty

o Hearing impairment, communication limited
o Speech impairment, communication limited
o Can speak or hear with the use of assistive device(s)

Assistive device(s): _

o Able to place and receive calls independently
o Can use telephone only with assistive device(s)

Assistive device(s): _

SECTION 4 - DISASTER PREPAREDNESS

In preparation for a disaster, such as hot and cold weather emergencies, fires, floods, and earthquakes, you and
your social worker discussed the following:

• Your individual health needs that will be listed in the County's Disaster Preparedness Assessment Plan

(if utilized by your county).

Distribution:
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IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
INDIVIDUALIZED BACK-UP PLAN AND RISK ASSESSMENT

RECIPIENT'S NAME: ICASE NUMBER:

AGREEMENT AND SIGNATURES

SECTION 5 - AGREEMENT AND SIGNATURES

By signing below, you, your social worker, and any other individual(s) you have chosen to be involved in
this process, are confirming you discussed and agree with the information contained in this Individualized
Back-Up Plan and Risk Assessment.

Recipient

Signature: _

County Staff

Signature: _

Date:, _

Date: _

Print Name and Title: _

Authorized Representative

Signature: _ Date: _

Print Name and Relationship: _

Other

Signature: _ Date: _

Print Name and Relationship: _

In the event there have been no changes in the Individualized Back-Up Plan and Risk Assessment from the prior
year, the RecipienVSocial Worker can sign below confirming no change.

Recipient IAuthorized Representative

Signature: _

County Staff

Signature: _

Date: _

Date: _

Print Name and Title: _

Distribution:

sac 864 (3/11)
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IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
INDIVIDUALIZED BACK-UP PLAN AND RISK ASSESSMENT
RECIPIENTS NAME:

INSTRUCTIONS

CASE NUMBER:

Use this form to work with the recipient to allow him/her independence and choice in decisions related to his/her
Individualized Back-Up Plan and Risk Assessment.

Ensure that discussion and negotiation occurs between the social worker, the recipient, and any others whom the
recipient wants involved while working through this process. After completion, a copy of the Individualized
Back-Up Plan and Risk Assessment shall be provided to the recipient. The original form shall be filed
in the recipient's case file. Social worker shall encourage the recipient to post page 1 in an easily
accessible area.

SECTION 1: Fill in the recipient's name, and case number. This information will need to be added to each page
until CMIPS II can auto-fill.

SECTION 2: Through discussion with the recipient/others involved in the development of this plan, fill in the
recipient's choices and preferences of back-up contacts, as well as other important numbers identified, if needed.
Discuss abuse, fraud and neglect with the recipient, the process to report abuse, fraud and neglect, and include
the local APS/CPS numbers in their area. Reinforce with the recipient to call 911 if he/she has an emergency.

SECTION 3A: If assistance will be met through other formal or informal services, complete the SOC 450,
Voluntary Services Certification, as needed. Identified risks may be mitigated through the authorization of hours
in the service plan. If the recipient refuses any service, clearly document the service refused and the identified
risks, and that the recipient elects to assume the risks associated with not receiving the service.

SECTION 3B: Also, discuss with the recipient additional risk areas that could be mitigated or improved through
discussion and planning (Back-Up Plan).

SECTION 4: Discuss disaster preparedness with the recipient/others involved in the development of the plan.
Include a discussion of how individual health needs may be addressed in the event of a disaster.

Section 5: With the recipient's/others' participation, review all sections verifying that each area was discussed
during the process. Ensure that all appropriate individuals sign the form to confirm agreement with the
information on the form.

Comments/Notes:

Distribution:
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