STATE OF CALIFORMIA—~HEALTH AND WELFARE AGENCY

DEPARTMENT OF SOCIAL SERVICES
74y P Street, Sacramento, CA 95814

May 2, 1985

ALL-COUNTY [INFORMATION NOTICE I- 34-85

TO0: ALL COUNTY WELFARE DIRECTORS

SUBJECT: LOWRY V. OBLEDO - NOTIFICATION AND IMPLEMENTATION MATERIALS

. REFERENCE: MPP SECTION 50-013

This letter transmits the following notification materials and forms
necessary tor the counties to comply with the requirements contained in
MPP Section 50-013 regulations:

1)

Posters

Attached is a copy of the Lowry poster printed both in English and
Spanish. A supply of posters will be sent shortly under separate

cover. Posters are to be posted in each local county welfare office

per MPP Section 50-013.222. Per MPP Section 50-013.221, counties

are also to forward a supply of posters by June 1, 1985 to county
hospitals with the request that they be posted in a conspicuous location.

Claim Form (TEMP 1618) and Supplemental Claim Form {TEMP 1619)

Reproducible copies of the Lowry claim forms are provided in English and
Spanish. Each county will need to duplicate these forms in a quantity
sufficient to comply with MPP Sections 50-013.224, .321 and .324(a).

There are two claim forms which the county will send in response to claim-
ants' request for an application. The first form (TEMP 1618) will be sent
to those claimants for whom case record information is available, The
questions asked on this form are minimal and need not be as detailed as
those on the second claim form (TEMP 1619) since the existence of a case
record validates the receipt of AFDC and provides other needed information.
The TEMP 1619 (supplemental claim form) will be sent to those claimants

for whom no case record information exists. This form is, necessarily,
much more detailed.

GEN 654a  (9/79)




3}  Worksheets

Attached is a reproducible copy of the Lowry worksheet to be used in
computing Lowry retroactive benefits per MPP Sections 50-013.51, .52 and
.53. The Worksheet A - Eligibility Checklist is to be used for screening
of claims per MPP Section 50-013.4 and for the annual redetermination
review per MPP Section 50-013.223. Counties may use the attached worksheet
or a modified version of the worksheet. Revisions to the worksheet will
not be reviewed or approved by the Department. The Department suggests,
however, that all revisions incorporate all items on the state-designed
worksheet. The format and wording are at county option.

4) Statistical Form

Attached is a copy of the statistical report {GEN 1172) which will be used
to report information required by MPP Section 50-013.229. Although this
report is not due until October 1, 1986, we are providing you a copy of this
report now so that counties will know exactly what statistics to keep.

Also attached for your information is a copy of the Lowry Medi-Cal stuffer in
English and Spanish. This stuffer is scheduled to be majiied by the State to all
current AFDC recipients and AFDC-linked Medically Needy (MN) recipients with their
Medi-Cal cards June 1, 1985,

This letter transmits all the materials, except the Notices of Action, that counties
require in implementing the Lowry v. Obledo retroactive court order per MPP

Section 50-013. Reproducible copies of the notices in English will be forwarded

via an All County Letter in approximately one week. The Spanish translation will

be released in mid-May.

You have been provided an advance copy of the proposed Lowry retroactive regula-
tions. As a result of the Office of Administrative Law (0AL) review we have made
some nonsubstantive changes to the proposed regulations which will delay the final

filing date. It is anticipated, however, that these regulations will be effective
June 1, 1985 as planned. An advance copy of the final rules will be released later
this month.

I'f you have any questions regarding this letter or the attachments, please contact
Michiyo Laing of the AFDC Program Development Bureau at (916) 322-5387,

»

BERT A. HOREL
Peputy Director

Attachments

cc: CWDA




State of California - Health a. . Welifare Agency Jepartment of Social Services

WELFARE MAY OWE YOU
MONEY!
PLEASE READ THIS:

During February 1977 through August 1982:

Did you get or ask for AFDC aid?
Were you working when you got or asked for aid?

Did you then pay a sitter to watch your kids?

OOoOoQ0g
Ooanonds

Was this sitter living with you but not in your grant?

Did you report to the county in writing the payments to the
sitter but have them turned down?

L]
L]

If the answer to each question is “YES", a court ruling says we may owe you
money. To find out, complete a “Lowry’” claim form. {Get one from any county
welfare office.) Submit a filled-in form to each county where you asked for
aid and to each which gave you aid during the time cited. To be considered,
you must do so before June 1, 1986.

If you answered “NO’’ to any of the questions above, you can’t get extra aid.

Need help? Ask at county welfare office or at legal aid.

This notice to be posted June 1, 1985 and removed May 31, 1986.

TEMP 1634 (2/85)




Estado de California - Agenc... de Salud y Bienestar * Det. .amento de Servicios Sociales

iES POSIBLE QUE EL
DEPARTAMENTO DE
BIENESTAR
LE DEBA DINERO!
POR FAVOR LEA ESTO:

Durante febrero de 1977 hasta agosto de 1982:

~

Si
¢Recibié o solicité asistencia de AFDC?
(Trabajaba cuando recibia o cuando solicitd asistencia?

¢Le pagaba entonces a una nifiera para que le cuidara a sus
nifios?

¢Vivia esta nifiera con usted pero no estaba incluida para su
pago mensuai?

O 0O OO0
0 0O 00603

¢(Reporté por escrito al condado los pagos a la nifiera pero no
los aceptd el condado? D D
Vs

Si respondid que “Si" a todas y cada una de las preguntas, hay una decisién de
la corte que dice que posiblemente le debamos dinero a usted. Para saber si es
asi, complete una forma de reclamo “Lowry”. (Obténgala de cualquier oficina
de bienestar del condado.) Presente una forma, ya llenada, a cada condado en el
cual haya pedido asistencia y a cada condado que le haya otorgado asistencia
durante las fechas indicadas en la parte de arriba. Para que su reclamo sea
considerado, tiene que presentario antes del 1 de junio de 1986.

Si contesté que “NO"' a cualquiera de las preguntas que aparecen arriba, no
puede obtener asistencia extra.

¢Necesita ayuda en cuanto al reclamo? Pidasela a la oficina de bienestar del
condado o a la oficina de asistencia legal.

This notice to be posted June 1, 1985 and removed May 37, 1986.

TEMP 1634 (SP} {2/85)




STAfE OF CALIFORMIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF SOCIAL SERVICS

COUNTY USE ONLY

LOWRY v. OBLEDO
CLAIM FORM

WE MAY OWE YOU MONEY

COMPLETE THE FOLLOWING:

During February 1977 through August 1882;

YES NO

1. Did you receive AFDC or were you discontinued from or denied AFDC because

YOoU earned 100 MUCh . MONMEY? ... i i ittt it ie it ia et cannasncnostrnaaonranarsosas D D
2. Did you work while you were on AFDC or when you applied for AFDC? ... .. ... ... ... D D
3. Did you pay a person who lived with you, but who was not in your grant, to

babysit your childiren) while you worked? . .. .. ... i i i i i it e e L_.] D
4. Did you report these costs on your Monthly Income Report (CA 7) or Statement of Facts {CA 2) for at

least one month but these costs were turned down because the babysitter lived in your home?. .. .. D D

IF YOU ANSWERED ""NO” TO ANY OF THESE QUESTIONS, YOU ARE NOT ELIGIBLE FOR BACK BENEFITS. PLEASE
THROW THIS FORM AWAY.
if you answered "YES" to all four of these guestions, you may be eligible for back payments for child care costs.

To ask for the money we may owe you, answer the questions as best you can on the claim form below and submit the form no
later than May 31, 1986.

If you can do so, attach proof of payment for child care for each month you list on the forms.

Use a separate claim form for each county which gave or denied you AFDC money during the months in question. Sendthe form
to the county welfare department of that county.

MY NAME 15! MY NAME WAS:

MY ADDRESS WAS- CITY STATE 2iP

MY CASE NUMRBER IS WAS: MY BIRTHDATE 15: MY SOCIAL SECURITY NUMBER 15 #

THE COUNTY THAT GAVE ME AFDC WAS: B0 YOoU AECEIVE AFDRC? IF "YES”, MY WORKER'S P:A_ME I5: —
B vyes O wnNo

PART {. When did you receive AFDC or when were you discontinued from or denied AFDC because you earned
too much money? (Check appropriate boxes belowj

YEAR JAN. FEB. MARCH APRIL MAY JUNE JULY AUG. SEPT. OCT. NQV, DEC.
1976
1977
1978
1579
1880
1881
1882

TEMP 1618 (12/84) (CASE RECORD INFORMATION AVAILABLE) {Cantinued on back)




PART il. Answer the questions below about your work-related child care costs in those months between February 1, 1977
and August 31, 1982, for which you are filing a claim. Use additional paper if you need more space.

HOURS YOU op T ABYSITTE
1 HOURS YO
MONTH AND OURS YOU | "0SED A CHILDREN FOR WHOM YOU NEEDED CARE BABYSITIER LIVE | amount paio | BABYSITTER
Sean JoRKED | o aBvsiTTER NAME OF BABYSITTER | voug HousE? | TO BABYSITTER | neitDED N
THAT MONTH NAME BIRTHDATE e wo YES  no

As proof of child care costs, attach one of these: receipts, cancelied checks, a signed statement from the babysitter, or
anything else that shows you had these child care costs,

If you cannot attach proof of child care payments, answer the questions below about missing proof of payments.

MONTH AND
?fEAR WHY HAVEN'T YOU ATTACHED PROGF OF CHILD CARE PAYMENT? TELL US HOW YOU TRIED TO GET PROOF
NAME (PRINT} PHONE NUMHBER
{ }
ADDRESS £iTy STATE ZiP CORE
I declare under penalty of perjury that the above statements are true and correct.
SIGNED DATE

>

* The disclosure of your Social Security Number is mandatory under the Social Security Act. it will be used to identify you. It will notbe
used for any other purpose,




.ES'!ADO.DE CALIFORANIA - AGEN{IA DE SALUD Y BIENESTAR ' . DEPARTAMENTO DE SERVICIOS SOCIALES

SOLO PARA USO DEL CONDADO

FORMA DE RECLAMO
OWRY vs. OBLEDO

ES POSIBLE QUE LE DEBAMOS DINERO
COMPLETE LO SIGUIENTE:

De febrero de 1977 a agosto de 1982

F
Si NO
1. (Se le descontinué o se le negd la Asistencia para Familias con Nifios Necesitados
{AFDC) porque ganaba demasiado dinero, o si no es asi, recibia AFDC? ... .. o EI D
2. ;Trabajaba usted cuando recibia o cuando solicitd AFD Y i i et e s D {:‘
3. /le pagaba a alguna persona que vivia con usted, pero que no estaba incluida en su pago
mensual de AFDC, para que cuidara a los hijos de usted mientras usted trabajaba?................ ] O

4. JReporté estos gastos por o menos un mes en su Reporte Mensual de Ingresos {CA 7)o en la
Declaracién de Hechas {CA 2) pero le fueron negados estos gastos porque la nifiera vivia en la casa de

BT [ A S R LR C] D

S CONTESTO QUE “NO” A CUALQUIERA DE ESTAS PREGUNTAS, USTED NO ES ELEGIBLE PARA RECIBIR
BENEFICIOS ATRASADOS. POR FAVOR TIRE ESTA FORMA.

i contesté que "S1” a las cuatro preguntas, es posibie que sea elegible para recibir beneficios atrasados por concepto de
gastos de cuidado de nifios.

Para solicitar el dinero que es bosib!e le debamos, conteste las preguntas lo mejor que pueda en la forma de reclamo que
fhay enseguida y preséntela a més tardar el 31 de mayo de 1986.

Si puede hacerlo, adjunte pruebas del pago por cuidado de nifios por cada mes que mencione en fas formas.

Use una forma de reclamo por separado por cada condado gue ie haya pagado o negado fondos de AFDC durante los meses en
cuestién. Envie ta forma al departamento de bienestar de ese condado.

Mi NOMBHRE ES: M{ NOMBRE £ERA:

Mi DIRECCION ERA: CIUDAD ESTADD ZONA POSTAL

£ NUMERO DE MI CASO ES/ERA LA FECHA DE Mi NACIMIENTC ES: Ml NLTME?!O DE SEGUARD SOCIAL ES: *

EL CONDADO QUE ME DABA AFDC ERA! aﬁEC!BfA USTED AFDC? Si LA RESPLUESTA ES Sf__E—i—. NOMBRE DE Mi TR;;:\JADOH(A) ES:
O s 0 w~o

PARTE |. ;,Cudndo se le descontinué o se le negé la AFDC porque usted ganaba demasiado dinero, o cuéndo recibia
AFDC? {marque enseguida las casillas correspondientes)

ANO ENERC FEB. MARZO ABRIL MAYQ SUNIG JULIC AGOSTO SEPT. OcCT. NOV DIC.
1976 T
1877
1978
1978
1980
1681
1982

TEMP 1618 (SP}{2/85) [CASE RECORD INFORMATION AVAILABLE) {Continua en la parte de atrés)




. PARTE Il. Conteste las siguientes preyuntas con respecto a sus gastos de cuidac . de nifios relativos al trabajo en los
meses entre el 1 de febrero de 1977 y el 31 de agosto de 1982, para los cuales usted estd preseniando un
reclamo. Use hojas de papel por separado si necesita mas espacio.

VIVIA LA ESTABA LA
P HORAS QUE Hofﬁiz%uz NifOS PARA LOS QUE NECESITS CUIDADD NIFiEHA EN LA | CANTIDAD QUE SE NISERA INCLLSOA €N
MES ¥ AKD 5
Eg:?\?;g NIRERA NOMBRE DE LA MNERA | aca np USTED? | LE PAGABA A LA W
ESE MES NOMERE FECHA DE - N#NERA - }
NACIMIENTO si ND sf O

Como prueba de los gastos por cuidado de nifios, adjunte alguno de los siguientes comprobantes:

recibos, cheques

negociados, una declaracién firmada por la niflera, o cualquier otra cosa que muestre que usted hizo estos gastos por

cuidado de nifios.

Si no puede adjuntar pruebas de los pagos por cuidado de nifios, conteste las siguientes preguntas sobre la falta de

pruebhas de los pagos.

J MES Y
ARO

POR QUE NO HA ADJUNTADD PRUEBAS
DE LOS PAGOS POR CUIDADD DE NINOS?

7
DrGANOS C{)MO TRAT(O USTED DE OBTENER PRUEBAS

NOMBRE (LETRA DE MOLDE}

NOMERO DE TELEFONG

DIRECCION

CluDAD

ESTADD

ZONA POSTAL

DECLARO BAJO PENA DE PERJURIC QUE LAS DECLARACIONES ANTERIORES SON VERDADERAS Y CORRECTAS.

FIRMADO

FECHA

* Es mandatorio gue revele su numero de seguro social en conformidad con el Acta del Seguro Social. Este se usara para
identificarle, y no se usard con ningdn otro fin.




BEPARTMENT OF SOCIAL SERVICES

COUNTY USE ONLY

STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY

LOWRY v. OBLEDO
SUPPLEMENTAL CLAIM FORM

WE MAY OWE YOU MONEY
COMPLETE THE FOLLOWING:

During February 1977 and August 1982: VES NO
1. Did you receive AFDC or were you discontinued from or denied because
You edrned too MUCh™ MOMeY T ... e e e D D
Did you work while you were on AFDC or when you applied for AFDC? ..., ... .. .. iiiiiinnn.. D D
3. Did you pay a person who lived with you, but who was not in your grant, to D D

babysit your child{ren) while you worked? . ... ... .. i i i i e i i et

4. Did you report these costs on your Monthly Income Report (CA 7) or Statement of Facts (CA 2) for at
least one month but these costs were turned down because the babysitter lived in your home?. . ... D D

IFYOU ANSWERED ""NO” TO ANY OF THESE QUESTIONS, YOU ARE NOT ELIGIBLE FOR BACK BENEFITS. PLEASE
THROW THIS FORM AWAY.

If you answered "YES™ to all four of these questions, you may be eligible for back payments for child care costs.

To ask for the money we may owe you, answer the questions as best you can on the ciaim form below and submit the form no
later than May 31, 1986.

If you can do so, attach proof for each of the following for those months between February 1, 1977 and August 31, 1982, for
which you are filing a claim.

® Receipt, discontinuance or denial of AFDC

® Children’s residence

®  Your employment

® Child care payments

© Your reporting of child care costs

Use a separate claim form for each county which gave or denied your AFDC money during the months in question. Sendthe form
to the County Welfare Department of that county.

You may use extra paper if you need to.

MY NAME IS MY NAME WAS-

MY ADDRESS WAS (W14 STATE ZiF

MY CASE NUMBLH 1ISAWAS: ., MY BIRTHDATE IS: MY SQCIAL SECURITY NUMBER {5 *

THE COUNTY THAT GAVE ME AFDC WAS 20 YOU NOW RECEVE AFDC? IF "YES". MY WORKER'S N”::IIE Is: —
0 ves 1 nNo

PART I. When did you receive AFDC or when were you discontinued from or denied AFDC because you earned
o much money? (Check appropriate boxes below)

YEAR JAN, i FEB. MARCH APRIL MAY JUNE JULY AUG. SEPT. QCT. NOV. DEC.
1576
1877
1978
1979
1980
1981
1982

TEMP 1619 {12 ‘84 (CASE RECORD INFOAMATION NOT AVAILABLE) {Continued on back) Page 1 of 4




To prove that you did receive AFDC during the menth, please attach one of these: a message from your county welfare

department or a state hearing decision showing that you got AFDC during the aid months; or anything else that shows you
got aid.

# you cannot attach any proof, answer the questions below about missing proof that you received AFDC, or that you were
enied or discontinued from AFDC becuase you earned “too much” money.

WHY HAVEN'T YOU ATTACHED PROOF OF RECEIPT OR DENIAL OF AFDC? FELL US HOW YOU TRIED TO GET PROOF.

PART Il. For whom did you receive or apply for aid? Answer the questions below.

WHEN RECEIVED? FOR WHOM DID YOU RECEIVE AID?
{MONTH AND YEAR) NAME

HOW R
BIRTHDATE © ELATED?

To prove that the children listed above lived with you, please attach one of these: a copy of school attendance records {it
should show the name and address of the school attended); a signed statement from a neighbor stating that your children
lived with you; or anything else that shows your children lived with you.

If you cannot attach any proof. answer the questions below about missing proof that your children lived with you in the
moenths in gquestion.

WHY HAVEN'T YOU ATTACHED PROOF OF CHILDREN'S RESIDENCE? TELL US HOW YCOU TRIED TO GET PROOF.

Page 2 of 4




As proof of child care costs, attach one of these: receipts; cancelled checks; a signed statement from the babysitter; or
anything else that shows you had these child care costs.

If you cannot attach proof, answer the questions below.

MO\("&"!‘;AND WHY HAVEN'T YOU ATTACHED PROCF OF CHILD CARE PAYMENTS? TELL US HOW YOU TRIED TO GET PROGF.

PART V. in order for you to receive back payments for the child care costs reported in PART IV, you must attach proof if you
can that you have reportad such child care costs on a Statement of Facts (CA 2) or a Monthly Report (CA 7} for at
least one month but such costs were disallowed by the county because the child care provider to whom the chiid
care payments were made lived in your house.

As proof, you may bring a copy of the message from the county showing that you did report the child care costs but
the deduction was disallowed, or anything else that shows you met this reporting reguirement.

If you cannot attach proof, answer the questions below.

Explain the circumstances in which the child care cost was reported and what the county’s response was.

T
NAME {PRINT} TELEPHONE NUMBER

{ ]

ADDRESS city STATE ZIP CODE

| declare under penalty of perjury that the above statements are true and corraect.

SIGNATURE DATE

>

* The disciosure of your Social Security Number is mandatory under the Social Security Act. It will be used to identify you. It will notbe
used for any other purpose.

Page 4 of 4



" PART Iil. Didyou receive wages inth, . months between February 1, 1877 and A .5t 31, 1982, for which you arefiling a
claim?

DATE WORKED
{MONTH AND YEAR)

HOW MANY

HOURS PER WEEK?

WHQO WAS YOUR EMPLOYER?

HOURLY WAGE

NAME

ADDRESS

To prove that you did work as indicated above, attach one of these: wage stubs; a signed statement from the employer
verifying vour employment; or anything else that shows you were employed, inciuding tax returns or W 2 forms.

If you cannot attach proof, answer the guestions below.

MONTH AND YEAR

WHY HAVEN'T YOU ATTACHED PROOF OF EMPLOYMENT?

TELL US HOW YOU TRIED TC GET PROOF.

PART IV. Answer the questions beiow about your work-related child care costs in those months between February 1, 1977
and August 31, 1982, for which you are filing a claim.

. WAS THE BABY/
HOURS YOU| HOURS YOU|  CHILDREN FOR WHOM YOU NEEDED i BABY SITTER
MCNTH AND WORKED USED A CHILD CARE NAME QF AMOUNT PAID INCLUDED
YEAR THAT | BABYSITTER BABYSITTER YOUR HOME? | 15 gaBvSITTER {IN-YOLIR GRANT
MONTH  |THAT MONTH NAME BIRTHDATE YES | NO YEs | nO
(Continued on back) Page 3 of 4




. .
ESTADO DE CALIFORNIA  AGENCIA DE SALUD Y BIENESTAR DEPARTAMENTO DE SERVICIOS SOCIALES

SOLO PARA USO DEL CONDADO

LOWRY vs. OBLEDO
‘ORMA SUPLEMENTAL DE RECLAMO

£S POSIBLE QUE LE DEBAMOS DINERO
COMPLETE 1O SIGUIENTE;

De febrero de 1977 a agosto de 1882:
sl NO

1. ¢Recibid usted o se descontinud o se negd la Asistencia para Familias con Nifios Necesitados
{AFDC) porque ganaba demasiado dileror? ... .t ittt e e i

[
0

2. (Trabajaba usted cuando recibia o cuando solicitd AFDC? ... .. . e O O

3. (le pagaba a alguna persona que vivia con usted, pero gue no estaba incluida en su pago
mensual de AFDC, para que cuidara a los hijos de usted mientras usted trabajaba?. ............... . D

4. jReportd estos gastos por lo menos un mes en su Reporte Mensual de Ingresos (CA 7) o en la
Declaracién de Hechos (CA 2} pero le fueron negados estos gastos porgue fa nifiera vivia en la casa de

S Y L e e e D D

S! CONTESTO QUE "NO“ A CUALQUIERA DE ESTAS PREGUNTAS, USTED NO ES ELEGIBLE PARA RECIBIR
BENEFICIOS ATRASADOS. POR FAVOR TIRE ESTA FORMA,

’ . . . . .
Si contestd que "S1” a las cuatro preguntas, es posible que sea elegible para recibir beneficios atrasados por concepto de
gastos de cuidado de nifics,

Para solicitar el dinero que es posible le debamos, conteste las preguntas lo mejor que pueda en la forma de reclamo gue
hay enseguida vy preséntela a mas tardar el 31 de mayo de 1986.

" puede hacerlo, adjunte comprobantes de cada una de las cosas siguientes para los meses entre el 1 de febrerode 1977 y el 31
2 agosto de 1982 para los cuales esté registrando una peticion.
® Su recibo, descontinuacion o negacién de AFDC
® La residencia de fos nifios
® Su empleo
@ Los pagos por cuidado de nifios
@ Su reporte del costo de cuidado de nifios
Use una forma de reclamo por separado para cada condado que le haya otorgado o negado fondos de AFDC durante los
meses en cuestion. Envie la forma al departamento de bienestar del condado de ese condado.
Puede usar pape! extra, si io necesita.

M NOMBRF ES M NOMERE EHA

1] D1HECC15N ERA cilubap ESTARQ ZONA POSTAL

EL NGMEH(} DE Ml CASO ESERA L& FECHA DE MI NACIMIENTD £5- M! NGMERO OE SEGURD SOCIAL Ea

£L CONDADQ QUE ME DABA AFDC EAA: 1REC>E{A USTED AFDC? 5t LA RESPUESTA ES Sl"; NOMBRE DE M TR»;—B—AJADOR(M ES:
O s O wo

PARTE |. ;Cudndo se le descontinud o se le negd la AFDC porque usted ganaba demasiado dinero, o cuando recibia
AFDC? (marque enseguida las casillas correspondientes)

ARG ENERO FERB. MARZO ABRIL MAYO JUNIO JULID AGOSTO SEPT. QcCT. NOV. DiC.
1976
1977
1878
1879
1980
1981
1982

TEMP 1619 {SP} {1284} {CASE RECORD INFORMATION NOT AVAILABLE) tContinuaj Pagina 1 de 4




Para comprobar que usted recibid AFDC durante el mes, por favor adjunte uno de ios siguientes documentos: una declaracion
de parte de su departamento de bienestar del condado o una decision de una audiencia con el estado gue muestre que usted
-ecibia AFDC durante los meses de asistencia; o cuaiquier otra cosa que muestre gue usted recibia asistencia.

3i no puede adjuntar algtin comprobante, conteste las siguientes preguntas sobre |afalta de comprobantes de gue usted recibia
AFDC, o de que se le habia negado o descontinuado la AFDC debido a que ganaba “demasiado” dinero.

A 7 7
(POR QUE NO HA ADJUNTADO COMPROBANTES DE QUE RECIBIA EXPLIQUE DE QUE MANERA TRATO DE OBTENER COMPROBANTES.
O St LE NEGO LA AFDC?

PARTE . ;Para quién recibio o solicitd asistencia? Conteste las siguientes preguntas.

) rd
;CUANDO LA RECIRIG? JPARA QUIEN RECIBIS ASISTENCIA?
{MES Y AND) NOMBRE FECHA DE NACIMIENTO

PARENTESCO

Para comprobar que los nifios mencionados arriba vivian con usted, por favor adjunte uno de los siguientes documentos: una
copia de la documentacién de su asistencia a la escuela {debe mostrar el nombre vy la direccion de la escuela a la cual asistian),
una declaracion firmada de un vecino que diga que sus hijos vivian con usted; o cualguier otra cosa que muesire que sus
hijos vivian con usted. :

Si no puede adjuntar un comprobante, conteste las preguntas siguientes sobre |a falta de pruebas de que sus hijos vivian con
usted durante los meses en cuestion.

7
POR QUE NO HA ADJUNTADO COMPROBANTE DE 4 4
RESIDENCIA DE LOS NIROS? EXPLIQUE DE QUE MANERA TRATO DE OBTENER COMPROBANTES.

(Continda) Pagina 2 de 4




PARTE M.

Recibié usted salarios en w105 Meses, entre e

estd regisirando un reclamo?

i1 de febrerode 1977 y. .1 de agosto de 1982, para los cuales

FECHA EN QUE
AABAJC (MES Y ANO)

JCUANTAS HORAS
SEMANALES?

SUELDO POR
HORA

JAUEN LE EMPLEABA?

NOMBRE

DIRECCION

Para comprobar gue usted trabajé segun indicé arriba, adjunte uno de
declaracién firmada por su empleador que verifique su empleo ahi;
estaba empleado, incluso reembolscs de impuestos o formas W-2.

Si no puede adjuntar comprobantes, conteste las siguientes preguntas.

los siguientes documentos: talones de pago, una
o cualquier otra cosa Que demuestre que usted

MES Y ARO

¢POR OUé NO HA ADJUNTADO PRUEBA DE SU EMPLEG?

I 4
EXPLIQUE COMO TRATO DE OBTENER PRUEBAS

PARTE IV. Conteste ias siguientes preguntas sobre
meses entre el 1 de fabrero de 1877 v e

sus costos por cuidado de nifios relacionados con su trabajo, en esos
| 31 de agosto de 1982, para los cuales est4 registrande un reclamao.

" P WA LA ESTABA LA
HORAS GUE H?JT':‘?ZGUE NIROS PARA LOS QUE NECESITO CUIDADO NAERA Er LA | conTDAD QUESE | M ERA INCLLIDA
-, .1
MES ¥ AND TRABAJD NIRERA NOMBRE DE LA NiNERA CASA DE USTED? LE PAGABA A MENSUAL DE
ESE MES LA NINERA AFDC?
ESE MES NOMBRE FECHA DE -
NACIMIENTO Y NO st | wno
{Cantinua) Pégina 3 de 4




Como prueba de los gastos por cuidado de nifios, adjunte uno de los siguientes comprobantes: recibos, cheques negociados,
una declaracién firmada por la nifera, o cualquier otra cosa que muestre que usted hizo estos gastos por cuidado de nifios.

. nho puede adjuntar pruebas, conteste las siguientes preguntas.

7
(POR QUE NC HA ADJUNTADO PRUEBAS 4 4
Mes ¥ afio BE LOS PAGOS POR CUIDADO DE NINOS? EXPLIQUE COMO TRATO DE OBTENER PRUEBAS

PART V. Para que usted pueda recibir los pagos atrasados por los costos por cuidado de nifios reportados enla PARTEIV,
debe adjuntar comprobantes, si puede, de que habia reportado dichos gastos por cuidado de nifios en una
Declaracién de Hechos (CA 2} o un Reporte Mensual (CA 7) por io menos un mes, perc tales costos no
fueran tomados en cuenta por el condado debido a que ia persona gue proveia dicho cuidado de nifios y a cuyo
nombre se hacian los pagos por cuidado de nifios vivia en la casa de usted.

Como comprobante, puede traer una copia de la declaracién del condado que muestre que usted si reportd al
condado los costos por cuidado de nifios pero que no se e permitié dicha deduccion, o cualquier otra cosa que
demuestre que usted cumplié con este requisito de reportar.

Si no puede adjuntar comprobantes, conteste las siguientes preguntas.

Expligue las circunstancias bajo las cuales reportd e! costo del cuidado de nifios y cuél fue 1a respuesta del condado.

NUmMERG BE TELEFOND

{ }

DIHECCIdN CluDAD ESTADO ZONA POSTAL

NOMBRE (LETRA DE MOLDE)}

Declaro bajo pena de perjurio que ias declaraciones anteriores son verdaderas y correctas.
FECHA

FigMA

¥ Es mandatorio que revele su numero de seguro social en conformidad con el Acta de Segure Social. Este se usard para Pagina 4 de 4
identificarle, v no se usard con ningin otro fin.



LOWRY v. OBLEDO Worksheet A - Eligibility Checklist

CLRAIMANT NAME |CASE NUMBER
{
CLATM MONTH
FROM: / THROUGH / OR /
MONTH YEAR MONTH YEAR MONTH YEAR

Instructions: This is to be used for screening of claims (50-013.4) and for
the annual redetermination review (50-013.22).

When used for screening of claims, there should be an
acceptable verification for each of the following (either in
the case record or submitted with the claim form.) In absence
of verification, there must be 1)} good reascon(s) for the
inability of the claimant to obtain verification and 2) a
sworn statement. Complete this checklist for each month for
which eligibility must be established or for an entire claim
period if appropriate. 1If "YES" is checked for every
gquestion, complete an appropriate worksheet for each month for
which retroactive benefits are to be computed. TIf "NO" is
checked for any of the questions below, the claim shall be
denied and an appropriate Notice of Action mailed to the
claimant.

When used at the annual redetermination review to determine
potential eligibility of reciplients for Lowry retroactive
benefits, there may not be acceptable verification readily
available in the case record for each of the following items.

If "YES" is checked for every question, provide recipients a
claim form.

buring February 1977 through Auqust 1982: {Check one)

(1) was the claimant discontinued from or YES NO
denied AFDC due to excess income or did | ] |}
he/she recelve AFDC?

(2) Did the claimant's children reside with YES NO
him/her? b | i
(3) Did the claimant work while he/she was on YES NO

AFDC or when he/she applied for AFDC? i1 |}

(4) Did the claimant pay a person who lived with ¥ES NO
him/her, but who was not included in his/her | ||
grant, to babysit his/her child{ren) while
he/she worked?

(5) bid the claimant report these costs on his YES NO
CA 7 or Ch 2 for at least one month but | ||
these costs were disallowed because the
babysitter lived in his/her home?

EW SIGNATURE, ID NUMBER AND DATE




LOWRY v. OBLEDO Worksheet B - Case Record or Case Data Not Available (50-013.52)

CLAIMANT NAME | CASE NUMBER | CLAIM MONTH AND YEAR
| l

Instructions: Use this worksheet when case records or case data are not
avallable,

This worksheet should also be used for the claim months
following the month of denial or termination.

DETERMINATICN OF RETROACTIVE PAYMENT

1. Lowry child care cost $

2. Maximum aid payment for _ $
{(number)

3. Retroactive payment: Lesser of 1 or 2 $

EW SIGNATURE, ID NUMBER AND DATE




LOWRY v. OBLEDO Worksheet C -~ Denial or Discontinued Case Prior to pDecember 1,
1981 (50-013.531)

CLAIMANT NAME | CASE NUMBER | CLALIM MONTH AND YEAR
i !

Instructions: This worksheet should be used only for the month of denial or
discontinuance if the case data are available. For the claim
months following the month of denial or discontinuance, use
Worksheet B,

DETERMINATION OF RETROACTIVE PAYMENT

1. Gross earned income for all family members $
a. Minus $30 -
b. Subtotal =

c. Minus 1/3 of Subtotal (b} above -

d. Minus mandatory deductions =
e. Minus work-related expenses =
£. Minus Lowry child care cost =
g. Net earned income 5=
2. Plus unearned income for all family members +

3. Minus child support paid =
4. Net nonexempt income: (g) plus 2 minus 3 $=
5. a. Maximum aid payment for $

{number)
b. Minus net nonexempt income {(from 4) -

€. Retroactive payment 3=

EW SIGNATURE, ID NUMBER AND DATE




LOWRY v. OBLEDO Worksheet D - Denial or Discontinued Case December 1, 1981 or
After (50-013.52)

CLAIMANT NAME | CASE NUMBER | CLAIM MONTH AND YEAR
I I

Instructions: This worksheet should be used only for the month of denial or
discontinuance if the case data are available. For the claim
months following the month of denial or discontinuance, use
Worksheet B.

DETERMINATION OF RETROACTIVE PAYMENT

1. Gross earned income for all family members §
a. Minus work expense disregardlf -
b. Minus Lowry child care cost -
c. Minus $30 (if applicable) -
d. Subtotatl $=

e. Minus 1/3 of Subtotal (d) above

(1f applicable) -
£. Net earned income $=
2. Plus unearned income for all family members +
3. Minus child support paid -
4. Net nonexempt income: (f) plus 2 minus 3 §=
5. a. Maximum aid payment for $
{number)

b. Minus net nonexempt income (from 4) -

C. Retroactive payment $

1/ The Turner mandatory deductions are not applicable to Lowry as Turner did not
take effect until September 1, 1982.

EW SIGNATURE, ID NUMBER AND DATE




LOWRY v. OBLEDO Worksheet E - Received AFDC Prior to December 1, 198) (50-013.532(a))

CLAIMANT NAME | CASE NUMBER | CLAIM MONTH AND YEAR
| |

Instructions: Use Part I of this worksheet Ffor those cases that received aid
prior to December 1, 1981 if the case data are available.

Use Part II of this worksheet for zero base grant (ZBG) cases.

DETERMINATION OF RETROACTIVE PAYMENT

Part I: Received AFDC Payments.

i. Lowry child care cost %
2. Original net nonexempt income
3. Retroactive payment : Lesser of 1 or 2 $

Part II: Zero Base Grant {(ZBG) Cases.

1. Lowry child care cost [
2. Original net nonexempt income $
3. Maximum aid payment for ~

{ number )
4. (2) - (3) $=
5. Subtract the amount on Line 4 from Line 1 -
6. Retroactive payment $

EW SIGNATURE, ID NUMBER AND DATE




LOWRY v. OBLEDO Worksheet F - Received AFDC December 1, 1981 or After (50-013.532(b))

CLAIMANT NAME | CASE NUMBER | CLAIM MONTH AND YEAR
! |

Instructions: This worksheet should be used for those cases that received aid
December 1981 or after, provided that the case data are
available. Use this worksheet also for zero base grant cases
during this peried.

DETERMINATION OF RETROACTIVE PAYMENT

i. Gross earned income for all family members $
a. Minus work expense disregardl/ -
b. Minus Lowry child care cost =
c. Minus $30 (if applicable) =
d. Subtotal =

e. Minus 1/3 of Subtotal {d) above
(if applicable) -

£. Net earned income b=
2. Plus unearned income for all family members +

3. Minus child support paid =

4. Net nonexempt income: 1(f) plus 2 minus 3 kY
5. a. Maximum aid payment for ~ $
(number }
b. Minus net nonexempt for income (from 4) -
c. Grant that should have been paid: 5(a) - 5(b) $
6. Minus grant that was originally paid $-
7. Retroactive payment: 5{(c) - 6 $

L/ The Turner mandatory deductions are not applicable to Lowry as Turner did not
take effect until September 1, 1982.

EW SIGNATURE, ID NUMBER AND DATE




LOWRY v. OBLEDO Worksheet G - Recalculation of Overpayment Prior to December 1, 1981
{50-013.532(c))

CLAIMANT NAME | CASE NUMBER | CLAIM MONTH AND YEAR
[ l

Instructions: This worksheet should be used for recalulation of an overpayment
that occurred during the claim month prior to December 1, 1981
provided that the case data are available.

DETEEMINATION OF RETROACTIVE PAYMENT

1. oOriginal overpayment occurred in the claim %
month and collected at later time.

Z. Grant considering allowing Lowry child care
costs

a. Gross earned income for all family members $

(1} Minus $30 -
{2} Subtotal =
(3) Minus 1/3 of subtotal (2) above -
{4) Minus mandatory deductions -
(5) Minus work-related expenses -
(6) Minus Lowry child care cost -

(7) Net earned income $

b. Plus unearned income for all family +

members '

C. Minus child support paid -

d. Net nonexempt income $

e, Maximum aid payment for $

(number )

f. Minus net nonexempt for income -

g. Grant that should have been paid $
3. Grant originally paid $
4, a. If lines 3 is greater than Line 2(g):

Line 3 $
Line 2(g) N
Lowry overpayment §
original overpayment collected (line 1) $
Lowry overpayment (above) -
Retroactive payment $
OR
b. If line 2(g) is greater than Line 3:
Line 2(q) $
Line 3 -
Lowry underpayment §
Lowry underpayment (above) $
Plus original overpayment collected (Line 1) +
Retroactive payment $

EW SIGNATURE, 1D NUMBER AND DATE




LOWRY v. OBLEDO Worksheet H - Recalculation of Overpayment December 1, 1981 or After

{50-013.532(c))

CLAIMANT NAME | CASE NUMBER | CLAIM MONTH AND YEAR
i i

Instructions: This worksheet should be used for recalculation of an overpayment
that occurred during the claim month, December 1981 or after, provided

that the case data are avallable.

DETERMINATION OF RETROACTIVE PAYMENT

1. original overpayment occurred in the
claim month and collected at later time.

2. Grant considering allowing Lowry child care
costs

a. Gross earned income for all family members §

{1) Minus Work Expense Disregardi/ =
{2) Minus Lowry child care cost -
(3) Minus $30 (if applicable)
{(4) Subtotal =
(5) Minus 1/3 of Subtotal (4) above

(if applicable) -

{(6) Net earned income L

b. Plus unearned income for all family +
members
c. Minus child support paid -
d. Net nonexempt income $
e. Maximum aid payment for _ $
{number)

£. Minus net nonexempt for income -

g. grant that should have been paid
h. Grant that was originally paid

3. a. If lines 2(h) is greater than Line 2{g):
Line 2(h) 5
Line 2(g) -

Lowry overpayment

original overpayment collected (line 1)
Lowry overpayment (above}
Retroactive payment

OR

b. 1f line 2(gy) is greater than Line 2(h):
Line 2(g) 3
Line 2(h) -

Lowry underpayment $

Lowry underpayment (above)
Plus original overpayment collected (Line 1)
Retroactive payment

17 9he Turner mandatory deductions are not applicable to Lowry as Turner did

not take effect until September 1, 1982.

EW SIGNATURE, ID NUMBER AND DATE




' S'I"ATE OF CALIFOANIA — HEALTH AND WELFARE AGENCY

.

DEPARTMENT QF SOCIAL SERVICES

SEND ONE COFPY T0: Department of Social Services

STATISTICAL REPORT

LOWRY V. OBLEDO

Statistical Services Branch
744 P Street, M.S. 12-81
Sacramento, Califarnia 85814

{918) 322-2230

NAME OF COUNTY SUBMITTING REPQRT

YHIS HEPORT 1S DUE ON OR 8EFORE:

October 1, 1986

TH{S REPORT IS

D ORIGINAL SUBMISSION D SUBSEQUENT REPORT
NO.

D REVISION NO.

REPORTING PERIOD

FROM:  June 1, 1985 TO:  September 30, 1986

1. Number of claims received

2. Number of claims granted (in full or in part)

3. Number of claims denied {in total)

4. Total amount of benefits paid (including retroactive $
payments offset by outstanding collectable overpmts .}

as of the date of this report,

5. Number of claims pending disposition, if any,

or ATSS 492-2230.

*Questions concerning this report should be directed
to the Statistical Services Branch at (916) 322-2230,

PERSON TO CONTACT REGARDING THIS REFORY TELEPHONE NUMBER

DATE

Gen 117z z/85 courT case. Lowry v, Obledo




PLEASE READ THIS:
WELFARE MAY OWE YOU MONEY!

Puring February 1877 through August 1982

Did you get or asic for AFDC aid?

Were you working when you got or asked
for aid?

Dicf you then pay a sitter to watch vour
xids?

Was this sitter living with vou but not
in your grant?

Did yau report to the county in writing
e payments to the sitter but have them
turned down?

If the answar w each gquestion s “YES” a court ruiing
says we may owe you money. Te find out comgpiate a
“Lowry” claim form. {(Get one from any county waeifare
office.}  Submit a filled-in form to each county where you
asked for aid and to each which gave you awd during the
ume cited. To be considerad, you must do so before June 1,
1986.

Please do not send in this {orm; it is not a claim form,
Need help? Ask at county welfare office or at legal aid.

State of Catifornia
Health and Welare Agency
Department of Social Services

PLEASE READ THIS:

WELFARE MAY OWE YOU MONEY!

During Pebruary 1977 through August 1982;

Did you get or ask for AFDC aig?

Waere you woerking when vou got or asked
far aid?

Did you then pay a sitter (o watch your
kids?

Was this sittar living with vyow but not
in your grant?

Did vyou report to the county 1n whiting
the payments to the sitter but have them
tuened down?

f the answer to each question is "YES”. a court ruling
says we may owe you money. To find out, complete a
“"Lowry” claim form, {Get ona from any county welfare
office.}  Submit a filled-in form to each county where you
asked for ald ard to sach which gave you aid during the
time cited. To be considered, you must de so before June 1,
1886.

Please do not send in this form; it is not a ciaim form.
Need help? Ask at county welfare office or at fegat aid.

State of California
Health and Welfare Agercy
Department of Sociai Services




POR FAVOR LEA ESTO:
PUEDA SER QUE EL
DEPARTAMENTO DE BIENESTAR
LE DEBA DINERO!

Desde lebrera de 1377 hasia agosto de 1982

(Recitit o solicitd asistencia de AFDC?

¢(Estaba trabajando cuando recibid o sohenid
asistencal

(Contratd antuncas o una miterit pATd qus
¢ curdasa a los notos?

Nivia dicha mAera con usted peto no Bstaba
incluida como parle de su hogar al recitur
su pago mensual?

(Reportd usted por escrito al condado tos
pagos a su hifera pero el condado no los
permutid?

P
St responde que 317 a cada vna de las preguntas, segin una
orden de iz corte posiblemente le debamos dinero. Para saber
si 52 io debemos, complele una forma de reclamo de "Lowry’.
{Pidala en cuaiquer oficing de banaestar del condade.) Presente
una forma, ya llenada, a cada condado donde sclicitd asistencia
y a cada condade que le worgd asistencia duranie el Hempo
indicado arriba. Para que su pelicién sea considerada, tiene que
presentarla antes del } de junic de 1986

Por favor no envie esta forma, pues no es una forma de reciamo

/Necesita ayuda? pidaseia a una oficina de bienestar del condado
o de asistencia legal.

Estado de California
Agencia de Salud y Bienestar
Departamento de Servicios Sociales

POR FAVOR LEA ESTO!
PUEDA SER QUE EL
DEPARTAMENTO DE BIENESTAR
LE DEBA DINERO!

Desde tebrero de 1977 basta agosto de 1982

Aecibid o solicad asistenca de AFDC?

(Estaba trahajando cuando recibid o sohcid
asistencia?

(Contratd entonces & una nifera para que
te cuidara a ios nifos?

(Vivia dicha nifera con usted pero no estaba
inciuida como parte de su hogar al recibir
su pago mensual?

FReportd ustud por escrio al condado Tos
$agos a su ninefa pero el condado no los
pRImILO?

‘
St responde gue TSIT a3 cada wna de las preguntas, sequn una
wtden de fa cone pusthiemente e debamos diaao 17
Stoue Ao debsmaon, compiete aris lorige de techiono e Clowey
Pidala vn cualqusr oling de bmnesta del condadao | Presents
unag turma, ya lienada a cada condado donde soboito asistencia
y a8 cada condado gue le otorgd asisiencid duranle el tiempo
wdicado arnba Para gue su petcion sea considerada, hene gue
presentaria antes def 1 de jureo de 1986

Ara sihn

Por faven oo envie esta fooma. poes no ey ong [oomg de reclamo

Necesits ayudal pudasela @ una ohicona de bhienestar del condands
ode asistencsa legal

Esraddo de Califorma
Agencia da Saiud vy Brenestar
Lrepirtamento de Servicins Sociaiey




