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 SAN DIEGO COUNTY HEALTH AND HUMAN SERVICES AGENCY 
AGING AND INDEPENDENCE SERVICES 

IN-HOME SUPPORTIVE SERVICES 
SPECIAL NOTICE 13-03 

 
June 20, 2013 

 
SUBJECT:  In-Home Supportive Services (IHSS) 8% Service Reduction  
 
EFFECTIVE DATE:  Immediately  
 
EXPIRATION DATE:  July 1, 2014 
 
REFERENCE:  All-County Letter No. 13-47 issued June 7, 2013 
 
I. PURPOSE 

 
To provide IHSS staff with instructions and information on the implementation of a new state 
law which increases the current IHSS service reduction from 3.6 % to a total of 8 %. 
 
 
II. BACKGROUND 

 
Senate Bill (SB) 67 increases the IHSS 3.6% reduction in IHSS authorized services to 8% 
effective July 1, 2013.    The California Department of Social Services (CDSS) will mail Notices 
of Action (NOAs) informing all recipients of the 8% reduction and of the recipient’s ability to 
choose how this reduction is applied to his/her specific authorized services.   
 
III. PROCEDURES 

 
CMIPS II Updates 
CMIPS II will perform a one-time update that will reduce the Authorized to Purchase hours to 
8% on all existing recipient cases in “Eligible” and “Presumptive Eligible” status. The reduction 
will first be applied to any hours of documented unmet need (excluding protective supervision). 
This reduction in hours will apply to both the recipient’s Authorized to Purchase hours and to 
any provider whose hours have not been assigned in CMIPS II.  
 

• CMIPS II will automatically add an end date to any existing cases with “open” (no end 
date) authorization segments, and create a new assessment (authorization segment) with a 
beginning date of July 1, 2013.  

 
• If the end date of the current authorization is in the past, CMIPS II will automatically 

bring the authorization current with an end date of June 30, 2013, and then build a new 
assessment (authorization segment) with a beginning date of July 1, 2013.   
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• CMIPS II will delete all Pending Evidence and a new authorization segment will be 
created for every active case with an effective date of July 1, 2013.  

 
The number of authorized to purchase and unmet need hours before and after the reduction and 
the number of reduced hours will display on the Authorization Summary screen. There will be no 
actual change to the number of hours the recipient will receive, if the only adjustment is to the 
unmet need hours. 

 

 
 
 
Notice of Action (NOA) 
CDSS will mail all of the initial NOAs generated by the implementation of the 8% reduction 
between June 10, 2013 and June 13, 2013.  Copies of all NOAs generated as part of the initial 
implementation of the 8% reduction will be viewable in Forms and Correspondence in CMIPS 
II. The new NOA message LM02 (Attachment A) has been included in the initial NOAs mailed 
by CDSS in June 2013. For new or reactivated cases and other assessments, CMIPS II will 
generate the normal 10-day NOA with the new NOA message LM03 (Attachment A). Recipients 
with documented unmet need (other than for protective supervision) will receive the existing 
CMIPS II NOA message for unmet need that will specify the number of unmet need hours after 
the 8% reduction.  All ongoing NOAs will be printed locally at the CMIPS II printers. 
 
Provider Hours 
If there are no assigned hours on a case: 
CMIPS II will automatically update the provider hours with the recipient’s authorized hours after 
the 8% reduction has been applied.  

If a provider has assigned hours: 
The case owner will receive a task if the provider’s assigned hours do not equal the total of the 
recipient’s authorized hours after the 8% reduction.   

Social Worker Responsibilities 
The assigned IHSS Social Worker will continue to conduct assessments and reassessments, and 
enter case information into CMIPS II in the current manner.  CMIPS II will automatically 
calculate the 8% reduction and apply the reduction to the total monthly authorized hours.  
Severely impaired and non-severely impaired categories for recipients will not change, since 
individual services will not be reduced. 
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CMIPS II will not allow the creation of an eligibility segment that spans the July 1, 2013 
implementation date. Case information entered after June 7, 2013 and any changes to existing 
authorizations that begin prior to July 1, 2013, will require two authorizations:  

• An authorization for any days of service provided prior to July 1, 2013 with an ending 
date of June 30, 2013. 

• A second authorization created with a beginning date of July 1, 2013.  
 
Social Workers will create two eligibility segments for cases that are in “Leave” status when the 
case is returned to an “Eligible” status. CMIPS II will apply the 8% reduction to all newly 
created and reactivated recipient cases that have authorizations that span the July 1, 2013 date. 
 
Request for Reassessment 
If the Social Worker receives a request for a reassessment within 90 days of being notified of the 
8% reduction, the Social Worker will: 

• Determine if there is a change in circumstances or assessed need (for example, an 
increase in need as a result of a recent hospitalization, a change in household, or a change 
in living situation) 

• Request additional information (if necessary) from the recipient to document the change 
(a copy of a discharge plan, rental agreement etc.)  
 

Note: A new SOC 873 IHSS Health Certification Form, or a doctor’s note must not be 
requested by the Social Worker to verify the change in need. 

 
If there has been a change in circumstance, the Social Worker must reassess the individual’s 
service needs.  An increase and/or decrease in an existing need may be evaluated by phone 
without supervisor approval.   Supervisor approval is required when assessing a need over the 
phone for a task that has not been previously assessed.   
 
If the Social Worker has determined that there has not been a change in the recipient’s need for 
IHSS, he/she will: 

• Document the reassessment in CMIPS II as a Change Assessment 
• Enter an Assessment Narrative 
• Update the Authorization Start Date, with the date the reassessment occurred, in the 

Program Evidence screen 
 

A NOA must be sent to the recipient to notify the recipient of the results of the assessment.  If 
the Program Evidence is updated without a change in Service Evidence, CMIPS II will generate 
NOA HR01 – Auth to Purchase No Change (Attachment A).  
 

Note: Phone assessments do not replace the required annual face-to-face reassessment. 

 
If the request is solely in response to the 8% reduction, the Social Worker will: 

• Explain the hearing process to the recipient  
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• Deny the request for a reassessment using form SOC 885 – Notice of Denial of Request 
for Reassessment Based on State Law Change (Attachment B) 

• Document, as a Case Note in CMIPS II, the date of the request and the reason the 
reassessment was denied.  The documentation must indicate that there was no reported 
change in circumstances or assessed need. 

 
State Hearings 
Hearing requests based solely on the 8% reduction will be dismissed.  Recipients will continue to 
have the right to appeal any other County action made on their IHSS case.  If the Social Worker 
receives an oral request for a State hearing regarding the 8% reduction, he/she must refer the 
recipient to the State Hearings Division at number: 
 

TELEPHONE NUMBER 1-800-952-5253 
 HEARINGS OR SPEECH IMPAIRED PERSONS WHO USE TDD 1-800-952-8349 

http://www.cdss.ca.gov/cdssweb/PG27.htm 
 
If the Social Worker receives a written request for a State hearing regarding the 8% reduction, 
he/she must fax the request to the State Hearings Division at fax number: 

 
1 (916) 651-2789 

 
If the documentation contained in the IHSS case is insufficient, or the recipient is now stating a 
change to his/her assessed need, an Out of Hearing (OHR) resolution may be negotiated by 
Health and Human Services Agency (HHSA) appeals staff, after communicating the issue to the 
IHSS Supervisor. 
 
IHSS Recipient Responsibilities 
The IHSS recipient or his/her authorized representative is responsible for advising the care 
provider about the reduction in hours, and for choosing how the reduction will be applied (which 
services will be reduced or eliminated). 

• The Recipient is not required to report the above information to the Social Worker. 
• A Recipient with multiple providers must submit an updated form SOC 838 – Recipient 

Request for Assignment of Authorized Hours to Providers (Attachment C) to re-assign 
provider assigned hours.   

 
IV. REVIEW STATEMENT 

 
This Special Notice has been reviewed by an organizational review committee. 

 
V. FILING STATEMENT 

 
IHSS Special Notices are at the following link: 
 
S:\AIS\Operations\IHSS\Automated Forms\IHSS Policy and Procedure – Automated 
 
At the County intranet at: 

http://www.cdss.ca.gov/cdssweb/PG27.htm�


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


CMIPS II NOA MESSSAGES 
 
LM02 – Temporary Message 
 
This notice is about a new state law that affects your IHSS hours. 
 
Starting July 1, 2013, a new state law (Section 12301.01 of the Welfare and Institutions 
Code) says the California Department of Social Services must cut all IHSS recipients 
total authorized hours by 8 percent. This means that the current temporary cut of 
3.6 percent will be increased by an additional 4.4 percent starting July 1, 2013. The 
8 percent cut will remain in effect for 12 months. Starting July 1, 2013, your new 
monthly IHSS hours will be ###.##. 
 
You can choose which of your specific authorized IHSS services, shown on the front of 
your IHSS Notice of Action, will be cut. For example, if you lose three hours of service 
per month, you can choose to cut three hours from one type of service or choose to split 
up those hours among different services. You must tell your provider(s) of the cut in 
total hours and which specific service hours you choose to cut. You do not have to tell 
the county which hours you choose to cut. This is between you and your provider. 
 
The new law also applies to all reassessments. Starting July 1, 2013, when a 
reassessment changes a recipient’s authorized hours, the 8 percent cut applies to the 
new total authorized monthly hours. If your condition gets worse or your circumstances 
change before your annual reassessment you may call the county to ask for a 
reassessment of your IHSS needs. The county will not ask you to provide a medical 
certification form or a doctor’s note to show the change in your condition. A request for 
a reassessment only about the new cuts to IHSS will be denied by the county. If you 
are denied a reassessment for any other reason, you may request a state hearing. 
Your hearing rights are included with this message. However, requests for a state 
hearing only about the new state law requiring the 8 percent cut in service hours will be 
dismissed. 
 
If you do not understand this new cut or have questions about the new law please 
contact your county IHSS office. 
 
LM03 – Ongoing Message 
 
As a result of a new state law your total monthly authorized hours of ###.## have been 
cut by 8 percent to ###.## (WIC Section 12301.01). Here is why: 
A new state law (Section 12301.01 of the Welfare and Institutions Code) says the 
California Department of Social Services must cut all IHSS recipients’ total authorized 
monthly hours by 8 percent. The 8 percent cut will remain in effect for 12 months. 
You can choose which of your specific authorized IHSS services, shown on the front of 
your IHSS Notice of Action, will be cut. For example, if you lose three hours of service 
per month, you can choose to cut three hours from one type of service or choose to split 
up those hours among different services. You must tell your provider(s) of the cut in 
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total hours and which specific service hours you choose to cut. You do not have to tell 
the county which hours you choose to cut. This is between you and your provider. 
 
The new law also applies to all reassessments. Starting July 1, 2013, when a 
reassessment changes a recipient’s authorized hours, the 8 percent cut applies to the 
new total authorized monthly hours. If your condition gets worse or your circumstances 
change before your annual reassessment you may call the county to ask for a 
reassessment of your IHSS needs. The county will not ask you to provide a medical 
certification form or a doctor’s note to show the change in your condition. A request for 
a reassessment only about the new cuts to IHSS will be denied by the county. If you 
are denied a reassessment for any other reason, you may request a state hearing. 
Your hearing rights are included with this message. However, requests for a state 
hearing only about the new state law requiring the 8 percent cut in service hours will be 
dismissed. 
 
If you do not understand this new cut or have questions about the new law please 
contact your county IHSS 

HR01 – Auth to Purchase No Change 

On MMDDYYYY a reassessment of your needs was done.  There has been no change 
to your previous authorization of hours.  (MPP 30-761.2) 
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 SAN DIEGO COUNTY HEALTH AND HUMAN SERVICES AGENCY 
AGING AND INDEPENDENCE SERVICES 

IN-HOME SUPPORTIVE SERVICES 
SPECIAL NOTICE 13-04 

 
September 5, 2013 

 
SUBJECT:   MC 223C – Supplemental Statement of Facts for Medi-Cal 

Child Only – Under Age 18 
 
EFFECTIVE DATE:   Immediately  
 
EXPIRATION DATE:   When incorporated into the IHSS Policy & Procedure 

Handbook 
 
REFERENCE:   All County Welfare Directors Letter No. 12-02 issued  
 January 2, 2012 
 
I. PURPOSE 

 
The purpose of this Special Notice is to provide IHSS staff with instructions and information on 
the implementation of Medi-Cal form MC 223C – Supplemental Statement of Facts for Medi-Cal 
Child Only – Under Age 18 (Attachment A). 
 
II. BACKGROUND 

 
The California Department of Social Services (CDSS) Disability Determination Service Division 
(DDSD) is responsible for evaluating medical and employment data to determine if an 
applicant/beneficiary meets the federal definition of disability.  A referral packet is sent to DDSD, by 
the Social Worker, for a determination of disability within 10 days of the face-to-face interview when 
an applicant/beneficiary claims he/she is disabled and is receiving full-scope Medi-Cal through a 
program such as Aid to Families with Dependent Children (AFDC) – 1931(b) Non-CalWORKs 
(Medi-Cal Aid Code 3N). 
 
III. SOCIAL WORKER PROCEDURES 

 
The IHSS Social Worker is responsible for following the DDSD referral procedure for 
applicants/recipients. The form MC 223C is to be used for applicants filing for Medi-Cal based 
on a disability, who have not yet reached their 18th birthday. The MC 223C is a supplemental 
form to the MC 210 –  Application for Medi-Cal and any other Department of Health Care 
Services approved application used to apply for Medi-Cal. The form replaces the MC 223 – 
Applicant’s Supplemental Statement of Facts for Medi-Cal.  The MC 223 will only be required 
for applicants, age 18 and older, filing for Medi-Cal based on a disability.  
  
 



http://www.dhcs.ca.gov/formsandpubs/forms/Pages/Index-MC200.aspx�
http://hhsa-pg.sdcounty.ca.gov/AisIhss/default.asp?Guide=AISIHSS�
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MC 223C_ENG_0611

SUPPLEMENTAL STATEMENT OF FACTS FOR MEDI-CAL
CHILD APPLICANT ONLY — UNDER AGE 18 (MC 223C)

INSTRUCTIONS

Read ALL of the information below BEFORE you start. If you have any questions about this 
form, or if you need help filling it out, please call your county social services agency.

The information that you provide on this form will be used by the California Department of Social
Services, Disability Determination Service Division. That agency will make the disability decision on
the child’s Medi-Cal application. To help process the child’s case faster, fill out as much of this form
as you can.

All questions on this form refer to the child - provide information about him/her, not about yourself.

 •  Type or print clearly
 •  Answer all questions fully
 •  Do not skip questions. If you do not know the answers do not leave it blank. 
  Write “none,” “don’t know,” or “does not apply”.

List only one hospital/clinic or one doctor/therapist in each section of Part 5 - Medical Information.
Be sure to give the following information:

 •  Full name of hospital/clinic and doctor/therapist
 •  Address
 •  The child’s hospital/clinic number.

If the applicant is not a child under the age of 18, you must use the form that is specifically 
for adults (MC 223), which you can get from your county social services agency.

Information about the Authorization for Release of Information (MC 220)

 •  Please provide one Authorization for Release of Information (MC 220) for each 
  doctor, hospital, clinic, or therapist that you have listed on this form.

 •  You must sign your name (not the child’s name) on the “Individual Authorizing 
  Disclosure” line of the MC 220 and check the appropriate box (Parent of minor,  
  Guardian, or Other personal representative). Sign every MC 220—do not sign 
  one and photocopy it.

 •  If you make a mistake, you must contact the county for a new release form. 
  Do not use whiteout or make corrections on the Authorization for Release of 
  Information (MC 220).

 • If the person signing the release must sign with an “X” or a “mark”, the “X” or  
  “mark” must include the signature of a witness and state the relationship of the 
  witness to the person releasing the information.

 •  Any child who has attained the age of 12 must sign his or her own Authorization for  
  Release of Information (MC 220) if their disability is linked to services available  
  through the Minor Consent program. The minor must sign the MC 220 and the  
  “Minor Consent Services Only” box must be checked.

A separate MC 223C is required for each child applying for Medi-Cal based on a disability. 
Begin filling in the form on Page 2.

Page 1 of 9
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SUPPLEMENTAL STATEMENT OF FACTS 
FOR MEDI-CAL

CHILD APPLICANT ONLY - UNDER AGE 18

County Use Only

County Number Aid Code Case Number

PART 1—PERSONAL INFORMATION

A. Child’s Name (first, middle, last) B. Social Security Number C. Date of Birth

D. Sex

    Male     Female

E. Height

                             Feet__________   Inches__________

F. Weight in Pounds

G. Who does the child live with?

Name Relationship Phone Number  No Phone

Home Address (number, street) City State Zip Code

H. Mailing Address (if different than home address)

Address (number, street) City State Zip Code

I. Person applying for the child

Name Relationship Phone Number  No Phone

Message Phone Number Name of person to leave message with

J. What language/dialect does the person applying for the child speak and read best?

PART 2—THE CHILD’S ILLNESSES, INJURIES, OR MEDICAL CONDITIONS
County Use Only

A. What are the child’s illnesses, injuries or medical conditions? When did it start?
(month/year)

Page 2 of 9
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PART 3—SOCIAL SECURITY/SSI INFORMATION County Use Only

 (MC 220) signed

A. Has the child applied for Social Security disability or Supplemental Security Income (SSI) 
 disability benefits in the last two years?

 Yes 
 No

If Yes, please answer the following, if No, skip to Part 4.

B. Was/is the Social Security or SSI disability application:

 Approved   Date: ___________ 
 On Appeal Date: ___________

 Denied   Date: ___________

 Pending  Date: ___________
 Unknown

C. Has the child’s medical problem(s) worsened since the decision?

 Yes 
 No

If Yes, please explain:

D. Does the child have any new medical problems since the date of the Social Security/SSI 
 disability denial?

 Yes 
 No

If Yes, what problems and when did they start?

PART 4—SPECIAL SOURCES AND SCHOOL INFORMATION

A. Has the child ever been tested or evaluated by any of the following agencies, or do any of 
 these agencies have medical records or information about the child?

Regional Centers  Yes  No

California Children’s Services  Yes  No

Developmental Evaluation Center  Yes  No

Women, Infants, and Children (WIC) Program  Yes  No

Mental Health Agency  Yes  No

Any Other Agency  Yes  No

B. If Yes to any of the above questions, complete the following information.

1. Agency Name Agency Phone Number

Address (number, street) City State Zip Code

Counselor, Caseworker, Therapist, etc. Name Phone Number

Type of test or evaluation, if any (for example, vision, hearing, speech, physical, psychological)

Date of Test or Evaluation Child’s ID Number or Claim Number

Page 3 of 9
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2. Agency Name Agency Phone Number County Use Only

 (MC 220) signed

 (MC 220) signed

 (MC 220) signed

 (MC 220) signed

Address (number, street) City State Zip Code

Counselor, Caseworker, Therapist, etc. Name Phone Number

Type of Test or Evaluation, if any (for example, vision, hearing, speech, physical, psychological)

Date of Test or Evaluation Child’s ID Number or Claim Number

C. Does/did the child attend any type of preschool, day care, and/or after school program?

 Yes 
 No

If Yes, please complete the following information:

Program Name Phone Number

Address (number, street) City    
 

State Zip Code

Contact Person Dates Attended

D. Is/was the child in school?

 Yes
 No

If Yes, please complete the following information:
If No, skip to Section H

1. Name of School Phone Number

Address (number, street) City State Zip Code

Teacher’s Name

2. Name of School Phone Number

Address (number, street) City State Zip Code

Teacher’s Name

E. Does the school make any special accommodations for the child (for example: adaptive 
 furniture, wheelchair ramps, extra assistance, or attention)?

 Yes
 No

If Yes, what type of accommodation?

F. Is the child in a special education program?

 Yes
 No

If Yes, what type of special education program?

Page 4 of 9
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G. Do you have a copy of the child’s Individualized Education Plan (IEP—the report in which the    
 teacher outlines the child’s problems and lists the plans for correcting them)?

County Use Only

 (MC 220) signed

 (MC 220) signed

 (MC 220) signed

 Yes 
 No

If Yes, please provide a copy.

H. Does the child receive any special counseling or tutoring?

 Yes
 No

If Yes, please complete the following information (if you need more spaces, you may 
add pages):

Is counseling or tutoring received at school?

Is counseling or tutoring received outside of school?

If Yes, please complete the following:

 Yes        No
 Yes        No

Counselor or Tutor’s name Phone Number

Street Address (number, street)
    

City State Zip Code

Frequency of Visits Date Therapy began Date Therapy ended (if completed)

I.  Does/did the child receive any special therapy (physical, speech and language, occupational)   
 or any other services for his/her illnesses or injuries? Include information about any therapy   
 the child receives from parent, guardian, caregiver, or in school.

 Yes
 No

If Yes, please complete the following information about therapy:

1. Therapist’s Name Phone Number

Street Address (number, street) City State Zip Code

Person who prescribed/designed the therapy Type of Therapy

Frequency of Visits Date Therapy began Date Therapy ended (if completed)

2. Therapist’s Name Phone Number

Street Address (number, street) City State Zip Code

Person who prescribed/designed the therapy Type of Therapy

Frequency of Visits Date Therapy began Date Therapy ended (if completed)

Page 5 of 9
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PART 5—MEDICAL INFORMATION County Use Only

 (MC 220) signed

 (MC 220) signed

A.  Has the child been in a clinic or hospital for any illness, injury or medical condition in the last   
 12 months?

 Yes 
 No

If No, go to Part 6. If Yes, please fully answer the following:

1. Name of Hospital/Clinic Type of Visit(s) Dates

 Inpatient Stay
 (stayed at least overnight)

Date in Date out

 Outpatient Visit
 (sent home same day)

 Emergency Room Visit

Street Address (number, street) City    
 

State Zip Code

Phone Number Hospital/Clinic File Number

Reason for Visits

What treatment did the child receive?

What doctor(s) did the child see at this hospital on a regular basis?

2. Name of Hospital/Clinic Type of Visit(s) Dates

 Inpatient Stay
 (stayed at least overnight)

Date in Date out

 Outpatient Visit
 (sent home same day)

 Emergency Room Visit

Street Address (number, street) City State Zip Code

Phone Number Hospital/Clinic File Number

Reason for Visits

What treatment did the child receive?

What doctor(s) did the child see at this hospital on a regular basis?

ATTACHMENT A
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If you need more space, please use Part 9 —Remarks (page 9). Please remember to sign 
an Authorization for Release of Information (MC 220) for the hospital(s)/clinic(s) you listed 
on page 6.

County Use Only

 (MC 220) signed

 (MC 220) signed

County Use Only

B. Has the child been seen in the last 12 months by any doctor/therapist, not listed in Section A?

1. Name of Doctor or Therapist Phone Number

Street Address (number, street) City State Zip Code

First Visit Date Last Visit Date Next Appointment Date

Reason(s) for Visits

What treatment did the child receive?

2. Name of Doctor or Therapist Phone Number

Street Address (number, street) City State Zip Code

First Visit Date Last Visit Date Next Appointment Date

Reason(s) for Visits

What treatment did the child receive?

PART 6—MEDICATIONS

Does the child currently take any prescribed medication for illnesses, injuries, or medical 
conditions?

 Yes
 No

If Yes, tell us the following:

Prescribed Medication Name of Doctor Reason for Medication Side Effects, if any

If the child has additional prescribed medications, list them in Part 9—Remarks

ATTACHMENT A
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PART 7—TESTS County Use Only

 (MC 220) signed

 (MC 220) signed

Has the child had, or will he/she have, any medical tests for illnesses, injuries, or medical 
conditions?

 Yes
 No

If Yes, tell us the following:

Kind of Test
When was/will the 

test be done? 
(month, year)

Where was the 
test done?

(name of the facility)
Who sent the child 

for this test?

EKG 
(Heart Test)
Treadmill 
(Exercise Test)
Cardiac
Catheterization
Biopsy
(Name of Body Part)

Speech/Language

Hearing Test

Vision Test

IQ Test

EEG
(Brain Wave Test)

HIV Test

Blood Test
(Not HIV)

Breathing Test

X-Ray
(Name of Body Part)
MRI/CAT Scan
(Name of Body Part)

If the child has had other tests, list them in Part 9—Remarks

PART 8—WORK HISTORY

Has the child ever worked?

 Yes
 No

If Yes, complete the following:

Dates Worked

Employer Name

Street Address (number, street) City State Zip Code

Phone Number

Supervisor Name

Page 8 of 9
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List the child’s job title and briefly describe the work and any problems the child may have had doing the job.

PART 9—REMARKS

PART 10—SIGNATURE AND CERTIFICATION

I declare under penalty of perjury under the laws of the State of California that the answers I have given in this Supplemental 
Statement of Facts for Medi-Cal form and the documents given are correct and true to the best of my knowledge and belief.

1. Signature of person applying for the child Relationship to the child Date

Address (number, street) City State Zip Code Phone Number

2. Signature of witness (if appropriate) Relationship to the person applying for the child Date

Address (number, street) City State Zip Code Phone Number

ATTACHMENT A



IHSS SPECIAL NOTICE 13-05 

INDIVIDUAL PROVIDER WAGE INCREASE 

1 

COUNTY OF SAN DIEGO HEALTH AND HUMAN SERVICES AGENCY 

AGING AND INDEPENDENCE SERVICES 

IN-HOME SUPPORTIVE SERVICES (IHSS) 

SPECIAL NOTICE 13-05 

 

October 28, 2013 

 

SUBJECT:  INDIVIDUAL PROVIDER WAGE INCREASE  

 

EFFECTIVE DATE:  OCTOBER 21, 2013 

 

EXPIRATION DATE:  WHEN INCORPORATED INTO THE IHSS PROGRAM GUIDE 

 

I. PURPOSE  

 

The purpose of this Special Notice is to inform In-Home Supportive Services (IHSS) staff of a 

wage increase for IHSS Individual Providers (IPs).  

   

II. POLICY 

 

Effective November 1, 2013, the hourly rate for Individual Providers in San Diego County will 

increase from $9.50 per hour to $9.85. 

 

III. PROCEDURES 

 

The Case Management Information and Payrolling System (CMIPS II) implemented the rate 

increase automatically on 10/20/2013 to be effective 11/1/2013. A Notice of Action (NOA) 

related to the change will not be generated.  

 

On-going Eligible or Presumptive Eligible Cases 

On 10/20/2013, CMIPS II deleted all Pending Evidence for cases in Eligible status. 

 

Overdue Reassessments 

If the Authorization End Date for a case is prior to 10/31/2013, then a Wage Rate Update with a 

10/31/2013 Authorization End Date will be added to bring the case authorization current.  A 

second Wage Rate Update will be added with an Authorization Start Date of 11/1/2013 and an 

Authorization End Date of 11/30/2013 to apply the wage rate change.   

 

Current Assessments 

If the Authorization End Date is after 10/31/2013, then a single Wage Rate Update will be added 

with an Authorization Start Date 11/1/2013 and the Authorization End Date of the active 

evidence. 

 

Eligibility Segments 

CMIPS II will not allow the creation of an authorization segment that spans the 11/1/2013 

implementation date. Case information entered after 10/20/2013 and any changes to existing 

authorizations that begin prior to 11/1/2013 will require two authorization segments:  



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