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

DEPARTMENT OF SOCIAL SERVICES
IEVS/IPAYMENT VERIFICATION SYSTEM

COUNTY RESPONSE DOCUMENT

Please answer all applicable questions and return the form
to the address below, only if the IEVS information impacted co. Case Number FBu
the Grant, Issuance Amount, Share-of-Cost, or Eligibility. A. Case: __

Mo. Day Year

B. RunDate: __
(From Abstract)

1. What program(s) was affected and what was the actual List
amount of the overpayment/overissuance or monthly C. CalWORKs 3
share of cost increase? Whole D. FS $
Dollars E MCO $
Only
F. Other $

2. What type(s) of unreported income was the reason for X" all that apply:

the actual overpayment/overissuance or monthly

o € F © 1 [ ([
share-of-cost increase? G. Ul 1
[ R | O 2
I. RSDI .o O 3
] ) ) ] "X" one:
3. Did the IEVS Match information result in the case
being discontinued? J. YES e 01
K. NO oo 0 2
4. Completed By:
Name Worker Number Date

When response Document is complete, mail the original* form to:

California Department of Social Services
Fraud Bureau

744 P Street, MS 19-26

Sacramento, CA 95814

*File copy in the case.

DPS 526 (4/99) PVS040
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