
 
 
 

IN-HOME SUPPORTIVE 
SERVICES 

SPECIAL NOTICE  
ARCHIVES 

2014 

 



IHSS SPECIAL NOTICES 2014 
 

YEAR NUMBER SUBJECT (ABBREVIATED) REMARKS 
 

2014 14-01 1% Restoration in IHSS Recipient’s Total Authorized 
Monthly Service Hours 

Issued 5/30/2014 

 14-02 Documented Unmet Need Issued 9/29/2014 
 14-03 Implementation of the Community First Choice Option 

(CFCO) Program 
Issued 10/20/2014 

 14-04 Implementation of the IHSS Overtime Assistance Unit Issued 12/01/2014 
 14-05 Provider Wage Reimbursement for Unpaid Medi-Cal 

Share of Cost Deductions 
Issued 12/12/2014 

 14-06 Expedited Registry Referrals Issued 12/29/2014 
    
    
    
    
    
    
    

 
 

 
 
 
 



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

IN-HOME SUPPORTIVE SERVICES 
SPECIAL NOTICE 14-06 

 
December 29, 2014 

 
SUBJECT:  Expedited Registry Services Referrals 
 
EFFECTIVE DATE:  Immediately 
 
I. PURPOSE 
 
The purpose of this Special Notice is to provide In-Home Supportive Services (IHSS) staff 
information about Expedited Registry Services that are available through the IHSS Public 
Authority (PA) Registry. 
 
II. BACKGROUND 
 
Expedited Registry Services are available to IHSS recipients who have critical care needs, and 
require assistance in finding a care provider.  Referrals for Expedited Registry Services can be 
accepted for an IHSS applicant/recipient who:  

• Was recently referred to IHSS by a Health Plan representative as an expedited referral 
• Has requested, and been temporarily approved for care through Urgent Services and 

needs help hiring a long-term provider  
 

Expedited Registry Service providers are available twenty-four (24) hours a day, seven (7) days 
a week, including holidays. The recipient may at his/her discretion, hire an Expedited Registry 
Services caregiver.  
 
Expedited Registry Services are not meant to duplicate or replace services provided by the IHSS 
Urgent Services contract vendor.  Expedited Registry Services are to be utilized as a resource 
when a high risk recipient has exhausted all other plans for the provision of IHSS services and/or 
there is no one available to provide care.  Providers selected from the Expedited Registry 
Services are not able to provide Paramedical Services.  Paramedical Services require written 
authorization and training of the caregiver by a medical professional before paramedical services 
can be authorized for payment. 
 
III. PROCEDURES 
 
IHSS Social Worker Responsibilities 
IHSS eligibility must be approved and authorized in CMIPS II by the IHSS Social Worker prior 
to submitting an Expedited Registry Services referral.  The IHSS Social Worker will initiate a 
referral using the Expedited Registry Services Referral form (Attachment A).  In order for the 
request to be processed properly, the referral form must be emailed to 
registry.hhsa@sdcounty.ca.gov with the subject line of “Expedited Registry Services Referral”. 
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Revised 11/18/14 

County of San Diego  
IHSS Public Authority Provider Registry 

 

EXPEDITED REGISTRY SERVICES REFERRAL FORM 

Special Note:  Please type “Expedited Registry Services Referral” in the subject line and e-mail 

referral as an attachment to the following email address:  registry.hhsa@sdcounty.ca.gov 

IMPORTANT:  We can only process referrals for IHSS Consumers that are in “eligible” status in 
CMIPS II 

Note: Public Authority Expedited Registry Services Referrals can be submitted at any time, but will only 
be processed between 8:00 AM - 4:30 PM, Monday – Friday. 

IHSS Consumer (CSR): (required) 

Name (Last, First):      

Address:      

City:               Zip Code:      

Ph#:               SSN#:               

DOB:              Gender:  M     F 

Email Address:       

Primary Language:            

 

Additional comments regarding Consumer’s mental, 

health, or living conditions:   

 

Which health plan does the Consumer belong to:  

Care 1st    Community Health Group              

Health Net     Kaiser    Molina    

 

Reason for referral: Expedited Application    

Follow Up to Urgent Services Request      

IHSS Social Worker (SW): (required) 

Date of Referral:      

SW Name:      

Ph#:      
Fax#:      
Email:       
IHSS Duty Worker (if you are unavailable for ques.): 
Name:                            Phone#:  

IHSS Consumer Service Needs: (required) 

Enter # Authorized hours per month:      

Frequency:  #        /days per week 

# Authorized IHSS Hrs. Remaining for Month:         

Consumer’s Provider Gender Preference:  

 Male  Female   No Preference 

Date and Time Registry Provider Needed At the 

Consumer’s Home: ___/___/___ at ___ AM/PM  

 

Authorized Representative:  (if applicable) 
Please complete the information below so that we can contact this individual in order to have them 

complete a Public Authority Registry Release of Information (ROI) if they will be assisting the Consumer. 

Name of 3rd Party/Authorized Rep. or Case Mgr. (Non-County):             

Address:                   City:                    State:           Zip Code:                         

Ph.#:       Fax#:        Email:        Comments:       

FOR PUBLIC AUTHORITY STAFF ONLY 
Date Referral Received:                                Date Referral Completed:           

Time Referral Received:                                Time Referral Completed:       

Assigned RC:                                                 Date Referral processed by assigned RC on (date):                                           

Provider Name:                                          Provider Ph# :        

Provider Start Date:                                       Provider Start Time:       

Unable to Process Referral Due to:                Date Referral Was Forwarded to SW for Urgent Services:       

ATTACHMENT A

mailto:registry.hhsa@sdcounty.ca.gov


Revised 11/18/14 

 
Instructions for Emailing the Expedited Registry Services Referral Form 
 
Prior to sending the referral to Public Authority, please be sure that all required fields 
are complete and that you are using the most current referral form.   
 
Required fields include: 
 
1) IHSS Consumer demographic and health plan information 
2) SW contact information 
3) IHSS Consumer service needs including the date and time that a Registry Provider  
    is needed at the Consumer’s home     
4) Authorized Representative information that will assist the Public Authority in  
    contacting a 3rd Party (if applicable) 
 
Reminder: Registry Providers selected from the Expedited Registry Services are not 
able to provide Paramedical Services.  Paramedical Services require authorization and 
training by a medical professional before they can be provided. 
 
Please also note that all Provider Registry referrals must be sent via email to: 
registry.hhsa@sdcounty.ca.gov.   
 
The Public Authority will not process referrals that are sent via fax or 
County mail. 
 
To send the referral, please complete the following steps: 
 
1) Once the form has been completed, go to “File” at the top menu bar 
2) Click on “Send To” and arrow over to “Mail Recipient (as attachment)”  
3) The Outlook email window appears, with the Referral Form in the lower window  
    (as an attached file)   
4) In the “To” field, send the referral to: registry.hhsa@sdcounty.ca.gov 
5) In the “Subject” field, please include Consumer’s first and last name 
6) Click on “Send” in order to submit form 
 
Following your e-mail to the Registry, we recommend saving the referral form for 
your records.  
 
Once the referral has been processed, Public Authority will email you the assigned 
Registry Coordinator’s name and telephone number.    
 

ATTACHMENT A

mailto:registry.hhsa@sdcounty.ca.gov
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COUNTY OF SAN DIEGO HEALTH AND HUMAN SERVICES AGENCY 
AGING AND INDEPENDENCE SERVICES 
IN-HOME SUPPORTIVE SERVICES (IHSS) 

SPECIAL NOTICE 14-05 
 

December 12, 2014 
 
SUBJECT:  Provider Wage Reimbursement for Unpaid Medi-Cal Share of Cost  

         Deductions 
 
EFFECTIVE DATE:  Immediately 
 
EXPIRATION DATE:  When incorporated into the IHSS Policy & Procedure Handbook 
 
REFERENCE:  All-County Letter No. 14-40; County Fiscal Letter No. 14/15-15  
 
I. PURPOSE  
 
The purpose of this Special Notice is to provide In-Home Supportive Services (IHSS) staff with 
instructions on requesting reimbursement from the State for providers who have had incorrect 
Medi-Cal Share-of-Cost (SOC) deductions.  This specifically applies to situations where the 
recipient has not paid the deducted SOC to the provider. 
   
II. BACKGROUND 
 
When a provider for a SOC recipient submits a timesheet, the Case Management, Information, 
and Payrolling System (CMIPS) II interfaces with the Medi-Cal Eligibility Data System (MEDS) 
to determine if the recipient has an outstanding Medi-Cal SOC before initiating a payment. If 
there is an outstanding Medi-Cal SOC, that amount is deducted from the provider’s pay 
warrant(s) for that time period.  CMIPS II then generates letters to the recipient and provider 
indicating that the recipient is required to pay the deducted amount to the provider. 
 
If the Medi-Cal SOC listed in MEDS is incorrect when the timesheet is processed, this will cause 
an erroneous deduction from the provider’s pay warrant(s).  When the recipient has paid the 
provider the greater, incorrect SOC amount, the recipient is able to submit a claim for 
reimbursement using the Conlan II process.   There is now a process to directly reimburse the 
provider if the recipient has failed to pay the SOC using the GEN 1384 – IHSS Provider Wage 
Reimbursement Claim Form (Attachment A).  
 
III. PROCEDURES 
 
When the IHSS Social Worker is contacted by a recipient or provider regarding an incorrect SOC 
deduction from a provider’s pay warrant(s), the IHSS Social Worker will: 
1. Review both MEDS and CMIPS II to determine if the provider is due reimbursement for an 

incorrect Medi-Cal SOC deduction. 
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a. If the IHSS Social Worker determines that the correct SOC was deducted, the IHSS 
Social Worker will notify the requestor that the SOC amount deducted from the 
provider’s warrant(s) for the pay period in question was correct. 

i. If the requestor disputes the IHSS Social Worker’s determination, the 
recipient should be directed to contact his/her Medi-Cal eligibility worker. 

 
b. If the amount taken from the provider’s warrant is greater than the verified Medi-Cal 

SOC for the pay period, it will be considered that the SOC amount that was deducted 
was incorrect.  When this occurs,  the IHSS Social Worker will: 

i. Send page one (Sections A and B) of the GEN 1384 to the provider or 
recipient.  (The GEN 1384 should be given to the provider or recipient only 
after it has been determined that there has been an incorrect SOC deducted.)   

ii. Upon receipt of the returned page one of the GEN 1384, verify that it has been 
completed fully, correctly, and signed by both the recipient and provider.  

 
2. Complete page two of the GEN 1384 as follows: 

a. Fill in the Claimant / IHSS Provider Name and IHSS Case Number located toward the 
top of the form. 

b. Complete all fields in Section C: 
• Name of Medi-Cal Eligibility Worker: Enter the phrase worker of the day. 
• Telephone # of Medi-Cal Eligibility Worker: Enter 1-866-262-9881. 
• Name/Title of Staff Completing Verification: Enter the name and title of the Social 

Worker completing Section C. 
• Telephone # of Staff Completing Verification: Enter the telephone number of the 

Social Worker completing Section C.  
• MEDS Month/Year of Service & SOC Displayed: Enter the month and year for the 

pay period reimbursement is being requested, as well as the corresponding SOC 
amount as reflected in MEDS.    

• CMIPS Warrant Month/Year & SOC Deducted: Enter the warrant month and year 
for the pay period reimbursement is being requested, as well as the corresponding 
SOC amount deducted as reflected in CMIPS II.  

• Total Amount Claimed by Provider: Enter the dollar amount indicated by the 
provider in Section A-6 on page one of the GEN 1384. 

• Amount Verified for Payment to Provider: Enter the verified SOC amount 
withheld from the provider’s warrant for the pay period reimbursement being 
requested. 

 
3. Submit to the Social Work Supervisor for approval. 

 
4. Once approved by the Social Work Supervisor, send scanned copies of the completed GEN 

1384 to CDSS within 10 business days of receipt to the following secure email address:  
ProviderReimbursement@dss.ca.gov. 
 

5. Notify the requestor that the claim has been forwarded to CDSS for review.   
 

mailto:ProviderReimbursement@dss.ca.gov




STATE OF CALIFORNIA − HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

GEN 1384 (8/14) PAGE 1 OF 2

1. NAME (PRINT CLEARLY): 2. ADDRESS:

3. TELEPHONE NUMBER: 4. DATE OF BIRTH:

5. PAY PERIOD (DATES/MONTH/YEAR) SOC WAS INCORRECTLY DEDUCTED (ONLY ONE
PAY PERIOD PER CLAIM FORM):

6. AMOUNT CLAIMED:

$

IN-HOME SUPPORTIVE SERVICES (IHSS)
RETROACTIVELY ADJUSTED MEDI-CAL SHARE OF COST (SOC)

IHSS PROVIDER WAGE REIMBURSEMENT CLAIM FORM

NOTE: This form must be returned to the county IHSS office for verification.  DO NOT mail this form directly to
the State as it will be returned to you unprocessed.

SECTION A:  PROVIDER INFORMATION
(MUST BE COMPLETED BY PROVIDER)

I declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Form is
true and accurate to the best of my knowledge and belief and that the recipient has not paid me for the amount claimed
herein.

SIGNATURE OF PROVIDER DATE

7. NAME (PRINT CLEARLY): 8. ADDRESS:

9. TELEPHONE NUMBER: 10.COUNTY IHSS CASE NUMBER:

SECTION B:  RECIPIENT INFORMATION
(MUST BE COMPLETED BY RECIPIENT)

I declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Form is
true and accurate to the best of my knowledge and belief.  I authorize Medi-Cal to receive and release such information in
connection with processing claims and any other lawful purpose related to participation in the IHSS Program.
I understand that all personal health information will be treated as confidential and will not be disclosed for any other
purpose.  I have not previously and do not intend to file a Conlan II claim, assuming a satisfactory resolution is
reached pursuant to this procedure, and I have not paid and do not intend to pay this provider for the amount
claimed herein.

SIGNATURE OF RECIPIENT DATE

ATTACHMENT A



STATE OF CALIFORNIA − HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

GEN 1384 (8/14) PAGE 2 OF 2

1. NAME OF MEDI-CAL ELIGIBILITY WORKER: 2. TELEPHONE # OF MEDI-CAL ELIGIBILITY WORKER:

3. NAME/TITLE OF STAFF COMPLETING VERIFICATION: 4. TELEPHONE # OF STAFF COMPLETING VERIFICATION:

5. MEDS MONTH/YEAR OF SERVICE & SOC DISPLAYED: 6. CMIPS WARRANT MONTH/YEAR & SOC DEDUCTED:

7. TOTAL AMOUNT CLAIMED BY PROVIDER:

$
8. AMOUNT VERIFIED FOR PAYMENT TO PROVIDER:

$

IN-HOME SUPPORTIVE SERVICES (IHSS)
RETROACTIVELY ADJUSTED MEDI-CAL SHARE OF COST (SOC)

IHSS PROVIDER WAGE REIMBURSEMENT CLAIM FORM

***COUNTY USE ONLY***

SECTION C:  COUNTY VERIFICATION

I have reviewed the CMIPS warrant data and MEDS and hereby verify that the amount taken from the pay warrant is
greater than the Medi-Cal SOC for the period of time in question, and that a discrepancy exists between the recipient’s
actual SOC and the SOC deducted from the above-named provider’s pay warrant in the amount listed in number 8, above.

SIGNATURE OF COUNTY STAFF (SUPERVISORY LEVEL)

PRINTED NAME

DATE

Claimant / IHSS Provider Name (Print)

IHSS Case Number

ATTACHMENT A



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

IN-HOME SUPPORTIVE SERVICES 
SPECIAL NOTICE 14-04 

 
December 1, 2014 

 
SUBJECT:  Implementation of the IHSS Overtime Assistance Unit 
 
EFFECTIVE DATE:  November 14, 2014   
 
REFERENCE:  All County Letter 14-76, All County Program Managers Letter 11/3/2014  
  
I. PURPOSE 
 
The purpose of this Special Notice is to provide In-Home Supportive Services (IHSS) staff with 
instructions and information on the implementation of the IHSS Overtime Assistance Unit and 
on changes to the IHSS program that will be effective January 1, 2015.   
 
II. BACKGROUND 
 
As a result of changes in the interpretation of the Fair Labor Standards Act (FLSA) rules, 
effective January 1, 2015 IHSS Individual Providers (IPs) will be eligible to receive overtime 
pay.  Overtime pay will be paid at a rate equal to one and one-half times the regular rate of 
hourly pay when time worked exceeds 40 authorized hours per workweek.  IHSS IPs must also 
be compensated for traveling between multiple recipients as well as for certain periods of wait 
time when specific requirements for payment have been met.  Additional information and 
changes to procedure will be issued as subsequent All County Letters (ACLs) are issued by the 
California Department of Social Services (CDSS). 
 
A recipient’s weekly authorized hours will be determined by dividing the monthly authorized 
number of hours by 4.33. CDSS will notify recipients and providers of the recipient’s weekly 
authorized hours using form SOC 2271 – IHSS Program Provider Notice of Recipient 
Authorized Hours (Attachment A) and form SOC 2271A – IHSS Program Recipient Notice of 
Weekly Hours Authorized Hours (Attachment B). 
 
Effective November 14, 2014, a centralized unit of IHSS Social Workers was created to assist 
with implementation of the program changes and the resulting workload.   
 
III. IHSS OVERTIME ASSISTANCE UNIT 
 
The IHSS Overtime Assistance Unit is located at 5500 Overland Avenue, Ste. 430, San Diego 
CA 92123, Mail Stop W-438.  IHSS Overtime Assistance (OA) Social Workers provide 
assistance and answer questions from IHSS applicants, recipients, and staff regarding restrictions 
to overtime compensation for IHSS IPs and the related responsibilities of IHSS recipients. Staff 
will refer related recipient inquiries to the OA Unit at the toll free number below: 
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1 (844) 347-4357 
Monday – Friday, 8:00 a.m. to 5:00 p.m. 

FAX (858) 505-6683 
 
 
Inquiries from IPs will be referred to the IHSS Public Authority at the toll free number below: 
 

1 (866) 351-7722 
 

Notices and Forms 
CDSS mailed informing notices and required forms  to all IHSS Recipients and IPs  starting on 
November 1, 2014.  The mailer provided information on program changes and instructions 
requiring that the enclosed, mandated forms be completed, signed and returned to the local IHSS 
district office.  It is anticipated that there will be a significant increase in phone calls and office 
visits from providers, recipients and/or recipients’ authorized representatives.   
 
Recipient Forms 
The IHSS Overtime Assistance Unit is responsible for receiving and processing the following 
recipient forms: 
 

• TEMP 3000 – Overtime and Workweek Requirements Recipient Declaration 
Attachment C - This form provides the recipient with information on overtime and 
workweek requirements.  The recipient’s signature indicates agreement and 
understanding. 

 
• SOC 2256 – IHSS Recipient Workweek Agreement  

Attachment D - The SOC 2256 is for recipients with multiple IPs and will be used to 
document the IHSS hours that each provider will work for the recipient each workweek. 
The recipient must complete the form, sign it, and have each of his/her IPs sign it, or 
complete and submit a separate agreement for each provider.    

 
Recipients must sign and return the TEMP 3000 and SOC 2256 by December 15, 2014.  
Recipients who fail to return the SOC 2256 by March 1, 2015 will be found ineligible for the 
IHSS program.  CDSS has not issued instructions in regard to the action(s) that will be taken 
when this happens. 
 
Provider Forms 
The San Diego IHSS Public Authority is responsible for receiving and processing the following 
provider forms: 
 

• SOC 846 – Provider Enrollment Agreement (revised version) 
Attachment E - This form provides the IP with information on overtime and workweek 
requirements.  The provider’s signature indicates agreement and understanding. 
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• SOC 2255 – Provider Workweek and Travel Time Agreement 
Attachment F - The SOC 2255 is for IPs who provide services to more than one recipient 
and is used to document which recipients the provider works for, the number of hours the 
provider will work for each recipient each day, the total number of hours the provider 
will work for all recipients each workweek, and the amount of travel time the provider 
will engage in each workweek.  

 
IPs must sign and return the revised SOC 846 and SOC 2255 by December 15, 2014.  
  

• IPs who do not submit the completed and signed SOC 2255 by December 15, 2014 will 
not receive payment for any compensable travel time until they submit the completed and 
signed form to the County.   

• Any IP who does not submit the SOC 846 and SOC 2255 by March 1, 2015 will be 
terminated as a provider as of April 1, 2015.   

 
Overtime Assistance Unit Social Worker Responsibilities 
IHSS Overtime Assistance (OA) Social Workers are responsible for responding to questions 
from recipients and IHSS staff regarding provider overtime limitations and recipient 
responsibilities.  OA Social Worker responsibilities may include, but are not limited to, the 
following: 
 

• Ensuring that all correspondence received is date stamped immediately upon receipt (if it 
has not been dated already). 

• Reviewing forms such as the TEMP 3000 and the SOC 2256 to ensure that they are 
properly completed and signed. 

• Signing and entering his/her worker number on any forms that have been reviewed, 
determined to be correct, and data entered into CMIPS II. 

• Making photocopies of forms. 
• Mailing a copy of the completed and signed TEMP 3000 and SOC 2256 to the recipient 

and each of the recipient’s IPs. 
• Scanning and emailing a copy of the completed forms to the assigned IHSS Social 

Worker. 
• Copying the IHSS Social Work Supervisor on all emails to the IHSS Social Worker. 
• Retaining the hard copy of the completed TEMP 3000 and SOC 2256. 
• Authorizing adjustments in weekly authorized hours that result in overtime compensation 

for an IP.    
• Conducting reviews of IP violations to ensure correct procedures were followed once a 

review process has been created. 
• Entering information into CMIPS II as instructed as required by the IHSS Program. 

 
Home Visits 
OA Social Workers are available to assist recipients that require help with the completion of 
forms when necessary.  The following criteria may indicate the need for a home visit, but other 
criteria may also indicate or confirm the need.  A home visit may be required if a recipient is 
having difficulty as a result of: 
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• A cognitive impairment 
• Physical limitations 
• A visual impairment 
• Isolated and/or without a support system to assist. 

  
A home visit will be conducted only if absolutely necessary and after attempting to assist the 
recipient by phone. Any home visits coordinated by an OA Social Worker must be approved by 
the OA Supervisor. 
 
OA Clerical Staff 
Clerical staff responsibilities may include, but are not limited to the following: 
 

• Ensuring that all correspondence received is date stamped immediately upon receipt (if it 
has not been dated already) 

• Screening and assigning the email received for the IHSS Overtime Assistance Unit 
through the generic email account 

• Screening telephone calls and answering general inquiries regarding the IHSS Overtime 
Assistance Unit 

• Assisting with language interpretation, if bilingual 
• Making photocopies of forms 
• Mailing a copy of the completed and signed TEMP 3000 and SOC 2256 to the recipient 

and each of the recipient’s IPs if/when requested 
• Scanning and emailing a copy of the completed forms to the assigned IHSS Social 

Worker 
• Copying the IHSS Social Work Supervisor on all emails to the IHSS Social Worker 
• Retaining the hard copy of the completed TEMP 3000 and SOC 2256 
• Entering information into CMIPS II as instructed and as required by the IHSS Program.  
• Other duties as assigned to meet the operational needs of the unit 

 
OA Supervisor 
The IHSS Overtime Assistance (OA) Supervisor is responsible for supervising the social workers 
and clerical staff in the IHSS Overtime Assistance Unit.  The OA Social Work Supervisor is 
responsible for: 
 

• Ensuring that there is coverage for the unit Monday through Friday from 8:00 a.m. to 
5:00 p.m. 

• Ensuring that the generic email assigned to the IHSS Overtime Assistance Unit is cleared 
daily even when designated staff is unavailable 

• Training of OA Social Workers and clerical staff 
• Tracking and reviewing statistical information 
• Ensuring that incoming mail and forms are appropriately tracked and logged until the 

information is data entered into CMIPS II 
• Separately tracking incoming completed recipient forms with insufficient identifying 

information 
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• Other duties as assigned to meet the needs of the IHSS Program. 
 
IV. IHSS DISTRICT OFFICE STAFF RESPONSIBILITIES 
  
Clerical Staff 
Clerical staff in all IHSS district offices are responsible for date stamping all overtime/travel 
time related correspondence and forms (including envelopes) received in the district office, and 
then forwarding recipient forms to the IHSS Overtime Assistance Unit and IP forms to the IHSS 
Public Authority.  Return envelopes must not be discarded and must be stapled to the 
correspondence prior to forwarding. 
 
The following recipient forms and envelopes are forwarded to the IHSS Overtime Assistance 
Unit at mailstop W-438, Attention:  IHSS Overtime Assistance Unit: 
 

• TEMP 3000 – IHSS Program Overtime and Workweek Requirements Recipient 
Declaration 

• SOC 2256 – IHSS Recipient and Provider Workweek Agreement 
  

The following provider forms and envelopes are forwarded to the IHSS Public Authority at 
mailstop W-256, Attention: Marcus Gartrell: 
 

• SOC 846 – IHSS Program Enrollment Agreement 
• SOC 2255 – IHSS Program Provider Workweek & Travel Time Agreement 

Returned (Undeliverable) CDSS Mail 
The following are procedures for CDSS recipient packets that have been returned to the IHSS 
district offices as “undeliverable” by the United States Post Office (USPO).  Designated clerical 
staff will: 
 

1. Open and then “clear” the returned CDSS recipient packet in CMIPS II, using the 
available information on the envelopes (such as the name or address).   

2. Re-mail the entire packet to the recipient at the new address if a new address for the 
recipient has been entered into the system. 

3. Forward the packet to the assigned district office Social Worker for appropriate action If 
the address in CMIPS II is the same as the address on the mail that was undeliverable. 

4. Forward any returned CDSS packets for IPs to Marcus Gartrell at Public Authority. 
5. Forward returned mail (where there is insufficient identifying information) to the OA 

Unit for retention and tracking 
 
District Office Social Worker Responsibilities 
Forms received in error by the district Social Worker must be promptly handed to district office 
clerical staff so that the form(s) can be date stamped and forwarded as appropriate.  Forms 
received in error do not need to be signed by the district Social Worker before forwarding to the 
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OA unit.  The designated worker in the OA unit will sign the forms as certification that the form 
is correct, complete, and has been data entered into CMIPS II. 
 
IHSS district Social Workers can provide recipients and IPs who have questions related to the 
new overtime forms and procedures with the appropriate number for the OA Unit or for Public 
Authority.  It is recommended that the phone numbers be included on the outgoing phone 
message for each Social Worker to limit the number of messages received. 
 
Recipient Inquiries 
IHSS Recipients requesting information related to the new provider work hour limitation 
requirements will be transferred/referred to the IHSS Overtime Assistance Unit at 1 (844) 347- 
4357. This includes assistance with the completion of forms such as the TEMP 3000 and SOC 
2256.  Prior to transferring the call, the Social Worker will provide the caller with the telephone 
number. 

 
Provider Inquiries 
The Social Worker will transfer/refer IHSS IPs requesting information related to the new 
provider work hour limitation requirements to the IHSS Public Authority at 1 (866) 351-7722. 
This includes assistance with the completion of forms such as the SOC 846, SOC 2255, and 
provider timesheets.  
 
Document Retention  
Forms must be retained in the IHSS case file as follows:  
 

• The assigned IHSS Social Worker will be responsible for printing, and retaining 
completed copies of the TEMP 3000 and the SOC 2256 in the IHSS hard copy case file 
or scanning folder 
 

• Public Authority staff will be responsible for retaining completed copies of the SOC 846 
and the SOC 2255 and scanning into IHSS WebTop 

 
New Forms 
The form Temp 3000 is not required for individuals who applied for IHSS after the initial CDSS 
mailing to current IHSS recipients and pending applicants on November 1, 2014.  Effective 
immediately IHSS district Social Workers will provide the following forms at the initial home 
visit for IHSS applicants:   
   

• The SOC 426A - IHSS Program Recipient Designation of Provider (Attachment G) dated 
09/14 replaces previous versions of the form and includes language and information on 
IHSS program requirements for limiting overtime payments to providers.  This form will 
replace the TEMP 3000 - IHSS Program Overtime and Workweek Requirements 
Recipient Declaration. 
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 SAN DIEGO COUNTY HEALTH AND HUMAN SERVICES AGENCY 
AGING AND INDEPENDENCE SERVICES 

IN-HOME SUPPORTIVE SERVICES 
SPECIAL NOTICE 14-03 

 
October 20, 2014 

 
SUBJECT:  Implementation of the Community First Choice Option (CFCO) Program 
 
EFFECTIVE DATE:  Immediately   
 
REFERENCE:  All-County Letter No. 14-60 issued August 29, 2014 
  
I. PURPOSE 

 
The purpose of this Special Notice is to provide In-Home Supportive Services (IHSS) staff with 
instructions and information on the implementation of California’s CFCO Program.  
 
II. BACKGROUND 

 
The federal Patient Protection and Affordable Care Act (ACA) of 2010 was enacted March 23, 2010 
and established CFCO as a new State Plan Option, which allows states to provide Home and 
Community-Based Attendant Services and Supports.  IHSS will now operate four IHSS programs: 
IHSS-Residual (IHSS-R), PCSP, IPO and CFCO.   
 
III. PROCEDURES 

 
CFCO Eligibility 
All CFCO participants must be eligible for Full-Scope, Federal Financial Participation (FS FFP) 
Medi-Cal (as in the PCSP and the IPO programs), and meet CFCO Nursing Facility Level of 
Care (NF LOC) eligibility based on one of the following criteria: 
 

1. Have a total assessed need (excluding heavy cleaning and yard hazard abatement) of 195 
or more IHSS hours per month. 

2. Have a total assessed need (excluding heavy cleaning and yard hazard abatement) under 
195 IHSS hours per month and: 

• Have 3 or more of the following services with the designated Functional Index 
(FI) Ranks: 

o Eating, FI Rank of 3-6 
o Bowel and bladder/menstrual care, FI Rank of 3-6 
o Bathing/grooming, FI Rank of 4-5 
o Dressing, FI Rank of 4-5 
o Mobility inside, FI Rank of 4-5 
o Transfer, FI Rank of 4-5 
o Respiration, FI Rank of 5-6 
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o Paramedical, (FI Rank not applicable)  
 

OR 
  

• Have a combined FI Rank of 6 or higher in mental functioning (memory, 
orientation, and judgment).  FI Ranks for mental functioning can be 1, 2, or 5. 

 
3. Have a combined “Individual Assessed Need” total of 20 hours or more per week in one 

or more of the following services: 
• Preparation of meals 
• Meal clean-up (if preparation of meals and feeding are assessed needs) 
• Respiration 
• Bowel and bladder care 
• Feeding 
• Routine bed baths 
• Dressing 
• Menstrual care 
• Ambulation 
• Transfer 
• Bathing, oral hygiene, grooming 
• Repositioning and rubbing skin 
• Care and assistance with prosthesis 
• Paramedical services 

 
Required Services in CFCO 
The four required services in CFCO are: 

1. Assistance in accomplishing activities of daily living, instrumental activities of daily 
living, and health related tasks. 

• Activities of Daily Living (ADL):  Including Personal Care Services such as 
eating, toileting, grooming, dressing, bathing, and transferring. 

• Instrumental Activities of Daily Living (IADL): Including (but not limited to) 
performing essential household chores, meal planning and preparation, shopping 
for food and clothing, yard hazard abatement, protective supervision, medical 
accompaniment and other essential items. 

• Health-related tasks: Tasks related to the needs of an individual, which can be 
delegated or assigned by licensed health-care professionals such as paramedical 
services. 

 
2. Assistance with acquisition, maintenance, and enhancement of skills necessary for 

recipients to perform ADLs, IADLs, and health-related tasks.  The requirement is 
provided through the IHSS Teaching and Demonstration Service, as described in Manual 
of Policies and Procedures (MPP) Section 30-757.18.  
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• Teaching and demonstration services are provided by IHSS providers to enable 
recipients to perform for themselves services which they currently receive from 
IHSS.  

• Services are only authorized when the provider has the necessary skills to do so 
effectively and safely. 

• Services are authorized for no more than three months at the same hourly rate of 
provider compensation that is paid for other IHSS services.  

 
A recipient training factsheet addressing “Teaching and Demonstration” is available 
online at the IHSS Consumer/Recipient Resources webpage at:  

 
http://www.cdss.ca.gov/agedblinddisabled/PG1829.htm 

 
3. A back-up system to ensure continuity of services and supports.  The requirement is met 

through the use of the SOC 864 – IHSS Program Individualized Back-up Plan and Risk 
Assessment form.   

• The SOC 864 must be completed during initial assessments and reassessments.  
• In the event there have been no changes to the Individualized Back-up Plan from 

the prior year, the IHSS recipient and Social Worker may sign in the space 
provided on page three of the form confirming no changes.  

• Every IHSS recipient must have a new form completed every other year. 
• A new SOC 864 does not need to be completed for change assessments. 
• The SOC 864 can be generated using CMIPS II. 

 
 

Effective immediately, the form SOC 827 – IHSS Program Individual Emergency Back-Up 
Plan is discontinued and must no longer be used. 

 
 

4. Voluntary recipient training on managing care providers.  The two training options 
available are: 

• The In-Home Supportive Services Consumer Training Handbook available at the 
California Department of Social Services (CDSS) website below. The information 
contained in the handbook is intended to assist recipients in selecting, managing 
and dismissing his/her homecare provider.   

 
http://www.cdss.ca.gov/agedblinddisabled/res/2011_IHSS_Consumer_Training_HB_v2.

pdf 
 

• IHSS Recipient/Consumer Education Videos are available at the CDSS website 
below.  These videos address how an IHSS recipient may hire a care provider and 
includes tips on how to find, interview, and select a care provider.  

 
http://www.cdss.ca.gov/agedblinddisabled/PG3154.htm 
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COUNTY OF SAN DIEGO HEALTH AND HUMAN SERVICES AGENCY 
AGING AND INDEPENDENCE SERVICES 
IN-HOME SUPPORTIVE SERVICES (IHSS) 

SPECIAL NOTICE 14-02 
 

September 29, 2014 
 
SUBJECT:     Documented Unmet Need  
 
EFFECTIVE DATE:  Immediately 
 
EXPIRATION DATE:   When incorporated into the IHSS Policy & Procedure 

Handbook 
 
REFERENCE: All-County Letter No. 13-66 issued September 30, 2013 
 
I. PURPOSE  
 
The purpose of this Special Notice is to provide In-Home Supportive Services (IHSS) staff with 
further clarification on assessing and documenting unmet need in the IHSS program. 
   
II. BACKGROUND 
Documented unmet need is a recipient’s total need for non-Protective Supervision In-Home 
Supportive Service hours that are in excess of the statutory maximum of 283 hours monthly. A 
recipient is not considered to have a documented unmet need if his/her total authorized non-
Protective Supervision hours are less than the statutory maximum. 
  
Type of Case In‐Home Support 

Services‐Residual 
(IHSS-R) 

Personal Care 
Services Program  
(PCSP) 

In‐Home Supportive 
Services Plus Option 
(IPO) 

Community First 
Choice Option 
(CFCO) 

Non‐Severely 
Impaired 
(NSI) 

195 hours  
 
The entire 195 
hours can be for 
Protective 
Supervision. 

283 hours 
  
• Only up to 195 

hours can be for 
Protective 
Supervision.    
 

• Additional 
service hours, up 
to a maximum of 
283, can be used 
for other PCSP 
services. 

195 hours  
 
The entire 195 
hours can be for 
Protective 
Supervision. 

283 hours 
  
• Only up to 195 

hours can be for 
Protective 
Supervision.    
 

• Additional 
service hours, up 
to a maximum of 
283, can be used 
for other 
services. 
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Severely 
Impaired 
(SI) 

283 hours  
 
The entire 283 
hours can be for 
Protective 
Supervision.    

283 hours  
 
The entire 283 
hours can be for 
Protective 
Supervision.    

283 hours  
 
The entire 283 
hours can be for 
Protective 
Supervision.   
 

283 hours  
 
The entire 283 
hours can be for 
Protective 
Supervision.    

 
When a recipient’s individually-assessed service needs exceed the statutory maximum, the IHSS 
Case Management, Information, and Payrolling System (CMIPS) automatically recognizes the 
documented unmet need, and prorates the total number of unmet need hours across all authorized 
non-Protective Supervision service categories. 

 
III. POLICY 
 
The total number of documented unmet need hours will be reflected on the Notice of Action 
(NOA) along with a system-generated NOA message. (Attachment A). If the NOA does not have 
a message reflecting documented unmet need hours, the recipient does not have a documented 
unmet need. 
  
IV. PROCEDURES 
 
IHSS Social Workers must assess the applicant/recipient’s need for any IHSS service, regardless 
of the statutory maximum, in order to ensure an accurate reflection of the recipient’s need for 
services.  

• Social Workers must document in CMIPS II when the assessment includes unmet need.  
• A determination by the Social Worker indicating an unmet need must be annotated in the 

case narrative and must include the total number of hours of unmet need.  
• The Social Worker must identify other resources, as appropriate, that meet the unmet 

need elsewhere. This includes referring the applicant/recipient to other programs or 
community-based organizations.   

• All referrals must be noted in CMIPS II.  
A referral to an appropriate agency must be made when there are concerns about the ability of 
the individual to remain safely in his/her own home, even with IHSS. An IHSS recipient may 
request a reassessment any time that there has been a change in the recipient’s circumstances that 
affects the need for IHSS services. 
 
V. REVIEW STATEMENT 
 
Due to the informational nature of this notice, it was not sent to the standard Organizational 
Review Committee (ORC). 
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http://hhsa-pg.sdcounty.ca.gov/AisIhss/default.asp?Guide=AISIHSS


CMIPS II Unmet Need Notice of Action Messages 

 
 
UN01 Unmet Need PCSP (NSI) You are receiving your IHSS services through the PCSP program and 

under the program rules are determined as non-severely impaired. The 
maximum number of hours you may get is 283 per month. Therefore, 
you have an unmet need of service. (W&IC 12303.4) 
You have a total of ### hours and ## minutes of unmet need. 

UN02 Unmet Need PCSP (SI) You are receiving your IHSS services through the PCSP program and 
under the program rules are determined as severely impaired. The 
maximum number of hours you may get is 283 per month. 
Therefore, you have an unmet need of service. (W&IC 
12303.4) 
You have a total of ### hours and ## minutes of unmet need. 

UN03 Unmet Need IPO (NSI) You are receiving your IHSS services through the IPO program and 
under that program rules are determined as non-severely impaired. The 
maximum number of hours you may get is 195 per month. Therefore, you
have an unmet need of service. (W&IC 12303.4) 
You have a total of ### hours and ## minutes of unmet need. 

UN04 Unmet Need IPO (SI) You are receiving your IHSS services through the IPO program and 
under that program rules are determined as severely impaired. The 
maximum number of hours you may get is 283 per 
month. Therefore, you have an unmet need of service. (W&IC 
12303.4) 
You have a total of ### hours and ## minutes of unmet need. 

UN05 Unmet Need IHSS-R (NSI) You are receiving your IHSS services through the IHSS-R program and 
under that program rules are determined as non-severely impaired. The 
maximum number of hours you may get is 195 per month. Therefore, you 
have an unmet need of service. (W&IC 12303.4) 
You have a total of ## hours and ## minutes of unmet need. 

UN06 Unmet Need IHSS-R (SI) You are receiving your IHSS services through the IHSS-R program and 
under that program rules are determined as severely impaired. The 
maximum number of hours you may get is 283 per month. Therefore, you 
have an unmet need of service.  
You have a total of ## hours and ## minutes of unmet need. 

 
 
 
   

ATTACHMENT A
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 SAN DIEGO COUNTY HEALTH AND HUMAN SERVICES AGENCY 

AGING AND INDEPENDENCE SERVICES 

IN-HOME SUPPORTIVE SERVICES 

SPECIAL NOTICE 14-01 

 

May 30, 2014 

 

SUBJECT:  1% Restoration in IHSS Recipient’s Total Authorized Monthly Service Hours  

 

EFFECTIVE DATE:  Immediately  

 

REFERENCE:  All-County Letter No. 14-35 issued May 27, 2014 

  

I. PURPOSE 

 

To provide IHSS staff with instructions and information on the implementation of a new state 

law which implements a 7% reduction in each IHSS recipient’s total monthly authorized service 

hours, effective July 1, 2014. The 7% reduction represents a one percent restoration in recipients’ 

total authorized service hours from the 8% reduction currently in effect through June 30, 2014. 

 

II. BACKGROUND 

 

Senate Bill (SB) 67 implemented an 8% reduction in each IHSS recipient’s total authorized service 

hours, effective July 1, 2013 that will remain in place through June 30, 2014. SB 67 also requires the 

California Department of Social Services (CDSS) to implement an ongoing 7% reduction in each 

IHSS recipient’s authorized service hours effective July 1, 2014.  

 

The 7% reduction will be applied first to any documented unmet need (excluding protective 

supervision), and each recipient will determine how the 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 by 

7% 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 will be unavailable starting at 7:00 p.m. on Thursday, June 5, 2014, through 6:00 

a.m. Monday, June 9, 2014 to accommodate the run of the 7% reduction to authorized 

hours. 

 

 On June 6, 2014, 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, 2014.  
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 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, 2014.  

 

 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, 2014, and then build a new 

assessment (authorization segment) with a beginning date of July 1, 2014.   

 

 A one-time notification for all active recipients in “Eligible” and “Presumptive Eligible” 

status, whose hours are being reduced, will be generated in CMIPS II. 
 

 

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 7% reduction.  

Copies of all NOAs generated as part of the initial implementation of the 7% reduction will be 

viewable in Forms and Correspondence in CMIPS II. Two new NOA messages have been 

created. The first new NOA message (LM04) will be displayed on the initial NOAs mailed by 

CDSS in June 2014 (Attachment A). The second new NOA message (LM05) will be used for 

cases that are new or reactivated on or after July 1, 2014, that were not impacted by the 8% 

reduction which ends June 30, 2014, and it will also be displayed on all subsequent NOA for all 

recipients (Attachment A). There is not a new message for unmet need. Recipients with 

documented unmet need (excluding protective supervision) will receive the existing CMIPS II 

NOA message for unmet need.  All ongoing NOAs will be printed locally at the CMIPS II 

printers. 

 

Provider Hours 

CMIPS II will automatically update the provider hours with the recipient’s authorized hours after 

the 7% reduction has been applied. The case owner will receive a task notification if the 

provider’s assigned hours do not equal the total of the recipient’s authorized hours after the 7% 

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 7% 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, 2014 

implementation date. Case information entered after June 5, 2014 and any changes to existing 

authorizations that begin prior to July 1, 2014, will require two authorizations:  

 An authorization for any days of service provided prior to July 1, 2014 with an ending 

date of June 30, 2014. 

 A second authorization created with a beginning date of July 1, 2014.  

 

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 7% reduction to all newly 

created and reactivated recipient cases that have authorizations that span the July 1, 2014 date. 

 

Request for Reassessment 

If the Social Worker receives a request for a reassessment within 90 days of being notified of the 

7% 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 7% 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 7% 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 7% reduction, he/she must refer the 

recipient to the State Hearings Division at number: 

 

TELEPHONE NUMBER 1-800-743-8525 

 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 7% 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 

 

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




CMIPS II NOA MESSSAGES 
 
LM04 – Initial Message for Continuing Recipients  
 
This notice is about a state law that affects your IHSS hours.  
 
On July 1, 2013, a state law went into effect which said that your total authorized hours 
had to be cut by 8 percent. Starting July 1, 2014, 1 percent of your authorized hours will 
be restored, which means that from now on your authorized hours will only be cut by 7 
percent. This is because a state law says the California Department of Social Services 
must reduce all IHSS recipients total authorized hours by 7 percent (Section 12301.02 
of the Welfare and Institutions Code). The 7 percent cut will stay in effect until further 
notice. Starting July 1, 2014, 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 to increase by 1 percent. For example, if you get two more 
hours of service per month, you can choose to add two hours from one type of service 
or choose to split up the two hours among different services. You must tell your 
provider(s) about the change in your service hours. You do not have to tell the county 
which hours you choose to change. This is between you and your provider.  
 
The law also applies to all reassessments. Starting July 1, 2014, when a reassessment 
changes a recipient’s authorized hours, the 7 percent reduction will be applied 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 7 percent reduction to your authorized hours 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, if you ask for a state 
hearing only to dispute the state law requiring the 7 percent reduction in service hours, 
your hearing request will be dismissed.  
 
If you do not understand the information in this notice or have questions about the 
change in your hours contact your county IHSS office  
 
LM05 – Initial Message for New Recipients (who apply on or after July 1, 2014) & 
Ongoing Message for All Recipients  
 
Your total authorized hours have been reduced by 7 percent. This is because a state 
law says that, starting July 1, 2014, the California Department of Social Services must 
reduce all IHSS recipients total authorized hours by 7 percent (Section 12301.02 of the 
Welfare and Institutions Code). The 7 percent cut will stay in effect until further notice. 
Your monthly IHSS hours will be ###.##.  
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You can choose which of your specific authorized IHSS services shown on the front of 
your IHSS Notice of Action to decrease by 7 percent. For example, if you get two less 
hours of service per month, you can choose to cut two hours from one type of service or 
choose to split up the two hours among different services. You must tell your provider(s) 
about the change in your service hours. You do not have to tell the county which hours 
you choose to change. This is between you and your provider.  
 
The law also applies to all reassessments. Starting July 1, 2014, when a reassessment 
changes a recipient’s authorized hours, the 7 percent reduction will be applied 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 7 percent reduction to your authorized hours 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, if you ask for a state 
hearing only to dispute the state law requiring the 7 percent reduction in service hours, 
your hearing request will be dismissed.  
 

If you do not understand the information in this notice or have questions about the 
change in your hours contact your county IHSS office. 

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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