STATE OF CALIFORMNIA—HEALTH AND WELFARE AGENCY

DERARTMENT, QiR eRRVIEES

REASCON FOR THIS TRANSMITTAT,

ATI~COUNTY INFORMATION NO. [¥] State Law Change

[x] Federal Law or Regulation
TO: ALL COUNTY WELFARE DIRECTORS Change
[z] Court Order or Settlement
Agreement

[x] Clarification Requested by
One or More Counties
[ ] Initiated by CDSS

SUBJECT: Revisions of CA 7 and SAWS 7

REFERENCE:  All County Letters (ACL) 95~74, 95-49, 95-63, 95-61; Department of
Health Services (DHS), All County Welfare Director's Letter (ACWDL)
95-63; and Sawyer v. Anderson and Tinoco v. Belshe Court Cases

This notice transmits copies of the revised Monthly Eligibility Report,
CA 7 (11/95), and Monthly Eligiblity/Status Report, SAWS 7 (11/95). Discussed are
regulation changes that impact the current and pending revisions to these forms.
The revisions in this All County Information Notice (ACIN) reflect specific
program changes; update narrative; reformat and renumber items; and resequence
examples of unearned income and family/household composition. Attachment A
details the changes on the CA 7/SAWS 7.

The CA 7/SAWS 7 (11/95) may be revised in a few months in order to implement
regulation packages for: (1) self-employment campatibility for the AFDC and
Food Stamp (FS) Programs; (2) the new FS IPV penalties for firearms, ammmitions,
explosives, and/or controlled substances; and (3) the Tinoco v. Belshe court case
regarding the treatment of state disability insurance in the Medi-Cal program.

AID TO FAMILIES WITH DEPENDENT CHILDREN (AFDC)

The Certification sections in the CA 7/SEWS 7 have been revised to address
an issue regarding fraudulent applications identified in the strategic plan,
"Bringing Integrity to Welfare in Califormia." Clients are informed that AFDC
Intentional Program Violation (IPV) penalties will stop benefits for two years,
four years, or forever, if they submit miltiple applications or submit documents
for nonexistent or ineligible children. ACL 95~74 transmitted the emergency
requlations to implement these new AFDC IPV penalties.

AFDC AND MEDI-CAT

Because of the Sawyer v. Anderson court case, Temporary Workers Coampensation
(TWC), which is also known as Temporary Disability Indemnity Payment (TDI), is
treated as earned incame in the AFDC and Medi-Cal Programs. The implementation




plans were transmitted via ACL 95-61 for AFDC and DHS's ACWDL 95-63 for Medi-Cal.
TWC will continue to be treated as unearned incame in the FS Program.

FOCD STAMPS

These revisions accommodate new FS requlations related to reporting changes
for child support payments and medical deductions for the elderly/disabled. See
ACI, 95-49 regarding child support deductions and ACL 95-61 for medical deductions.

STOCK

The California Department of Social Services will reproduce six months of
stock. CWDs are advised to keep inventories small as they may not be able to
deplete stock when the early 1996 revisions are implemented.

CAMERA-READY COPTES AND TRANSTATIONS

CWDs that need a camera-ready copy of the CA 7 or SAWS 7 may call the Forms
Management Bureau at (916) 6571907 for English and Spanish. For the Asian
language versions (Chinese, Cambodian, and Vietnamese), call the Language Services
Bureau at (916) 654-1282 or CAINET at 323-1282 or FAX the request to
(916) 657-3429 or CAINET at 473-3429.

CONTACTS

- For cuestions about this letter or the revised CA 7/SEWS 7:
Elizabeth Allred of the AFDC Policy Implementation Bureau at (916) 657-3350
or CAINET at 437-3350C.
~ For FS issues: Melissa Buchanan, of the Food Stamp Program Bureau at
(916) 654~8467 or CAINET at 464-8467.
- For IPVs: the Fraud Bureau at (916) 445-0031 or CAINET at 485-0031.
- For questions about the Spanish or Asian lanquage translaticns:
Shirley InKing at (916) 6451277 or CAINET at 464-1277.

Sincerely,

BRUCE WAGSTAFF
Deputy Director
Welfare Programs Division

Attachnents

c CWDR
Frank Martucci, State Department of Health Services



Welfare Programs Division

AFDC Program Branch

P. Sutherland

C. Metsker

M. Babcoke

Elizabeth Allred eallred: OA: FORMS/7sacin and 7satt
Bureau Chron

C. Files

Cir. Copy

Subject File



ATTACHMENT A

QUILINE CF CHANGES

CHANGES CCMMON TO THE CA 7 AND SAWS 7t

Farned Incame — Ttems 1 [on CA 7] and Bl [on SAWS 7]t

o Narrative "Income" is revised to "Who Got Income."

o Colums for response from a third family member are deleted.
Dependent Care Costs — Items 2/B2:

o Subset items in 1/Bl on prior revisions are reformatted as new numbered
items 2/B2 in response to a county staff concern that recipients usually
missed seeing this request for information about dependent care costs.

Ttems 3/B3 - Unearned Incame:
o Examples of unearned incame are sequenced.

o Subset items "Name" and "Source" are revised to "Who Got Incare" and to
"Source of Income.”

Items 4/B4 ~ Child Support Income/Payments:

o Subset items in 2/B2 on prior revisions are reformatted as new numbered
items 4a/B4a in response to a county staff concern that recipients usually
missed seeing this request for information about receipt of and/or payment
of child support.

o New item B4b on the SAWS 7 regarding child support payments is updated and
reformatted. Narrative is changed to "If any one paid court ordered child
support this month, list the amount they paid and report any changes in the
court order." Th.:.s item is added to the CA 7 as item B4.

Ttems 5/B5 - Changes in Family and Household Camposition:
o Examples of changes in family/household camposition that need to be reported
are resequenced; narrative is added regarding temporary absences; and
instructions on campleting the subset items are streamlined.

o Narrative for subset item "What Changed" is changed to "Explain What
Changed."



Ttems 6/B6 — Other Changes:

o Subset title for "Citizen/Alien status" is changed to "Citizenship/
Immigration Status" and subseguent narrative is updated.

o Narrative for "Medical Costs" is revised for FS.
Certification Section:
o Added narrative for AFDC IPVs: "If I file two or more applications for cash
aid at the same time or I give the county false proof for an ineligible
child or one that does not exist, my cash aid can be stopped for 2 years,

4 years, or forever."

o Boldfaced type is used for the complete narratives in the three bullets
outlining the civil, criminal and IPV penalties for welfare fraud.

Items 7/B7 - Signature Block:

o Narrative describing "Who Must Sign" is incorporated below the penalty of
perjury statement.

CHANGES TO THE CA 7 ONLY:

o New item 6: the last bullet, "Insurance," is added at the request of the
DHS.

o Certification Section: the format is revised to parallel the two-colurn
format on the SAWS 7.

CHANGES TO SAWS 7 ONLY:

o Certification: narrative on Who Should Sign for Medi—Cal is revised from
"Applicant" to "Beneficiary."



STATE OF CALIFORNWA - HEALTH AND WELFARE AGENCY . R
DF."APWEKTO{SOC{AL SERVICES )

£ ARTMENT GF HEALTH SEAVICES _ A
p Y s TriES REPORT IS FCA THE MCHTH CF
MONTHLY ELIGIBILITY/STATUS REPORT Y e

®  Complete and return this repont by the 5th of the month.
® f a complete report is still not in by the 11th, your benefits for Cash Aid, Food Stamps and Medical Assistance
may be delayed, lowered or stopped. You will not get work allowances for Cash Aid.
® Important: If you dont want Cash Aid, Food Stamps and/er Medical Assistance anymore, fillin part Abslow,
sign and date ltem B on the back of this form. Facts en who can sign ara listad thera. .
& |fyou want to keep your benefits, fill in ALL questions in Part B below and attach proaf when we askier it of your benefits may be
lowersd or stapped. .

o - [ 2

L4 » ~— ;./‘} —
I
R
™., 4

5 A
BNV |
Workens ~" 2 Fhene:
PART A Discontinuance Request (If you fiil in this part, sign and date ttemB, (§) oh the'back of this form)

askthatmy [J Cash Aid [0 Food Stamps [J Msdical Assistance b‘_a‘stcfap\ég“bll?ﬁg_\é last day ok
| knew that § may reapply at any time. RN

Need Help? Call your worker.

NN WONTHTEAA
PART B ® Answerall of the questions below. [ you answsr *YES", raad and fil in the rast of the section. Altach a ssparals sheat of paperif neaded.
® i you get Food Stamps, answer for everyena in your household. ™ if yotFden't get Food Stamps, answar for sveryena on Cash Ald and/ar Medical
Assistanca including children, parenis, stspparents and your spousa.

: -
L ki

1 Did anyone get money from a icb or iraining program? 7~/
O e i "{ES‘{mmp sle be%ew.YUst all earznings or trzning g!o'ﬁ%nces rec'eﬁe/d during the menth. Include tips, vacation pay ot incema in kind, [Jves U no
such as szmed housing. List gross amounts befcre daductions, aclual dete received, and the number of days and heurs werksd in the
month. Check { v } it for job or training, Attach paystubs or other preof of earnings.
® If self-employed: fist business cosls on & separe!s shest of paper and attach proof of income and costs.

Who Got Income Employers name O Jcb Days Houts Ameunt Amoeunt Amcunt Amcurd Amount
€1 Fraint Watked | Worked | $ s 5 s ]
faining Dale Recetved | Date Recaived Cata Raceived {Dale Received Date Received
Who Gaol Income Employer's name L1 Job Days Hours Armaunt Amount Amourd Ammount Amount
. [Worked |Worked |g s 5 5 5
3 Training . . .
Date Recaived | Dale Received Date Recaived | Data Recaived Date Received

@ ifanyone above paid for care of a child, disabled person or other dependent while working or in training, list here
and attach proof'of payment. :

Who Received Care?

Cost Who Recsived Care? Cast

. -] % . o $
(3) Did anyone receive money or benefits from any other source?
Includa: ‘Child/spousalimedical support; interest from checking/savings accounts or GDs; stock or bond dividends, ste,
Social Securnily; Supplemental Securilty Income/Stats Supplemental Payment (SSUSSFY; railroad retiremesnt; vetarans.
Workers Compensation; state disabifity Insuranca {SDI); unsmpiorment; other disability; striks bensfits,
Lump sums - back govemment benefils; lottery winnings; money from insurancedegal seftlemants, stc.
Cash, gifts: loans, grants, schalarships; tax refunds; rental income; {ree housing, utiliiss, foed or clothing; or anything elsa.

CJ ves L] NO

® | YES, list who received, source, gross amount and actual date received. Attach proof.

Wha Gol Income Source of lncome Armount Amount Armount Amount Amourd Amount

5 3 § S M s

Date Received Oate Received | Dale Racalved Date Received Date Received Dale Recelved
Who Gol income Source of Income Ameurd Amourt Amaourdt Armount P Amount Amound

3 3 M 3 $ M

Data Raceived Date Becaived | Dats Recaived Date Aeceived Cale Raceived | Date Recelved

@) a

b. g anycne paid court ordered chiid support this manth, fist the amount they paid and repodt any changes # the court order.

1 you got Child Supped this month and it coversd more than ane meath, fist the months } coverad:

Attach Proof,

"COUNTY USE ONLY
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EWLINITIALS DATE:
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newborns, anyene who died; anyone wh
entered or left 2 hospital, nursing home,

(5) Did anyone move into or out of your home, or did you move in with some one else? Include:
" or returnad to the home after a temporary ab:
-bilitation centar, ele. If *YES” explain belew.
If move is into someone else's home, explain whose home and relationship.

O yes [ no

g; ahyone who

T RS T

" _FULL NAME CF PERSON(S} RELATIONSHIP TO YOU

EXPLAIN WHAT CHAKGED LATE OF CHANGE

®

any coslts.,
® Income: Starts, changes of slops.
* Jobf Stan, stop, quit, refusa a job or training, go out on stike, or
Training: change hours or pay.
School: Start or stop school or collsgs.
Pay school transportation cests, witen, sle.
®  Preperty:  Buy, saff, trade, give away, or gzt 2 mctor vehides, homme,
land, or trusts, slc. _
® Checking/ Openiclose a checking or savings acccunt(s) or ths balanca
Savings: is different at the end of the menth.
e Disability; Eecame disabled, recaver {rom a disabiity or a mejor ilness.

Immigraticon card or lettar from INS.
Siatus:

e Fill in your new address, new phone number and date moved below.

Does anyone have anything else to repert? {Include expected changes.)
If YES, explain. Include name of person and date of change. Attach proofincluding.

Care: or othar depandent while semacne works, seeks
work or attznds schoad or training.
e Msdical Food Stamp recipisnls: anyena whe is disebled, or
o~ Costs: aga €0 oralder may report new meadical cosis nat

® Citizenship/ A ciizenship orimmigration stalus changes oranyons gats a naw

Complete.this section ONLY if you have moved cr have a new malling address.

o If you get Food Stamps, attach proof of your naw housing'ca8!s such as rent and utility receipts/sils.

U] yEs [ no

e Babjes: Become pragnant, have a bady, abort or miscarmy.
s Mantal: Marry, dvares, cr ssparats.

¢ Dependant Hava cost forcars of a child or dsabled person

being usad o figurs your cument allotmant amount.
For Medical Assisterca: madical costs that wara
dus o an injury cr accident caused by somascns
elsa..
™ Ensurance;,—vs-t.aﬁ:stcp cr changs e, dental crhealth
~ ifstirafica benslis, ircluding MEDICARE
- coveraga:
" >

NEW HOME ADDRESS (NUMBER, STREET NAME, AVENUE, BLYD, E7C) AFT ND. ciTY STATE pat g ety NEN FRONE NUMEER E
() :
DATE MOVED NEW MAILING ADCRESS {IF DIFFERENT THAN HOME ACCRESS) [=ing STATE ZPCCCE
/ /

CERTIFICATION

I understand that:

® | must contact my worker within 5 days of any change that may affectmy @
eligibility for or the amount of my cash aid.

® | must contact my worker within 10 days of any changs thal may affsct
rny eligibility for Medical Assistance Cnly or my Share of Cost.
& |f { have any doubt about needing to repart any changes, | must contact
my warker. *
® Facts | report may result in benefits golng up, down, or being stopped,
® [f on purpose| give wrong or incomplele facts for cash aid, food
stamps, or Medical Assistance, | can be Tegally prosecufed with *
penalties of a fine, imprisonment, or both. ] may be finedup to
$10,000 for cash aid and $250,000 for food stamps, and/or l can be
sent to jailprison for 5 years for cash aid and 20 years for food ]
stamps.

In the Food Stamp and Cash Ald Programs other penalties can
resultin permanent disqualificatien {rom the Programs.
Disqualification penalties for Intentional Program Vialation(s)
(IPYs) stop cash aid and/er foed stamps for 6 menths for the first
violation, 12 menths for the second viclation, and permanent
disqualification for the third viclatien.

if 1 file two or more applications at the same time or I give the
county false proof for an ineligible ¢hild or a child that does not
exist, my cash aid can be stopped for 2 years, 4 years, or foraver.
Califomia law says that | have commitiad a falony if | dont report any
changs in incoma, property, of farily stafus witheut good cause, and
more than $400 is wrangly paid out.

| have the right o ask for a state hearing cn any preposed actian by
tha county welfare depantmant.

~ ®  YOU MUST SIGN AND DATE THIS REPORT AFTER THE LAST DAY OF THE REPORT MONTH OR IT WILL BE CONSIDERED INCOMPLETE.

true and correct and is complete {or the entire report month.
WHO MUST SIGN:

| declare under penalty of perjury under the laws of the United States and the State of California that the informatien contained in this reportis

For Cash Ald: you and your spousa (or the cther parznt of aided childran living in the hame) must sign the fem.
Far Foed Stamps: tha head of housahcld, a househald mambsr or the heusaheld's authorized raprasantative must sicn the Jom. i
For Medical Assistance: you, your spouss of ths parsan acting for ths beneficiary must sign tha fam. ’

[Unp——

SIGNATURE QR MARK CATE SIGNED

G- I

HOME PHONE

)

SIGNATURE OF SPCUSE CR OTHER PARENT OF CASH-AMCED CHILLREN CATE SIGNED

G-

SIGNATUFE GF WITMESS TO MARK, INTERPRE €A &
COMPLETING FCAM i

(FF . i

SRECH | CATE SIGNED




SEALER W RALETUTRLIA = TTRALTEL At T s A B 2 e @ HECART Moy e SOCAL SERVICES

MONTHLY ELIGIBILITY REF URT B_ Ys "ms AEFOAT IS FLR THE MONTH GF
-
For Cash Aid and Food Stamps e Lol
. Complete and return this report by the &th of the month.
L] léa %omglete report is still not in by the 11th, your banefits may be delayed, lowered or stopped. You wili not get work allowances for
ash Aid.
¢ Answer all of the questions below and attach proof when we ask for it or your benefits may be lowered er stepped. Attach a separate
sheet of paper if needed.
e lfyou get Food Stamps, answer for everyonz in your household. If you don't get Food Stamps, answer for everyene on Cash Ald
including children, parents, stepparents and your spouse.
» - ]
o .
Need Help? Call your worker, : Worken - Phone:

(D

Did anyone gat money frem a job or training program? L
e i 'YES‘?I compsl;ele below. List all eamings cr krainng allowances received during the month. Include tips, vacation pay or.inceme in kind, D YES D NO
such as eamed housing. List gross amaunts belere deductions, actual date recsived, and the number 6t days and hous werked in the

month. Check { v ) if for job or tralning. Attzch paystubs er other proof of earnings. RN RN
®  [f self-employed: list business costs on a separate sheet of paper and attach proof of income and casis.

e

o

Wha Got Income Ermployer's name [ Jeb Days Hours Ameunt . JAmount - Amcuri AMmouUnt Amourt
o | Werksd Iwerked 1§ , RS 5 $ 3
U Training .} Date Recelved - | Date Recaived | Dale Recaived | Date Recelved | Date Recsived
Yho Gol income Employer's name O Jeb Days Heurs < Amour{ - ' | Amaunt Arnoutd Ameunt Armcutt
. |Worked | VWerked .- o 5 $ 5 5
0O Trairing

ot Da_le:f—flaceived Dalg Recelved | Dale Heceived | Date Recelved | Dale Reczived

©))

If anyone above paid for care of a child, disabled person or other dependent while working or in training, list here
and attach proof of payment.

Wha Recaived Cars? Cast . Who Recaived Care? Cost

$ . $

©)

Include: Chiid/spousal/medical support; interest from checking/savings accounts or CDs; stoek or bend dividands, ste.
Social Security; Supplemental Sacurity Income/State Supplemental Paymant {SSUSSP); rilread mtrament; velsrans.
Workers Compansation; state disability insurance (SDI); unemployment; cther disability; strike benafits. ‘
Lump sums - back govemment benefits; lottery winnings; money from insurancelegal selilements, efe,

Cash, gifts; loans, grants, scholarships; tax refunds; rental income; free housing, utilites, food or clothing; or anything elsa.

Did anyone receive money or benefits from any other source? L) yes LI no

® I YES, list who receivad, sourcs, gross amount and actual date received. Attach proof. |
Who Got Income Source of income Amount Amount Amourt Amount Amount Amount
] . 5 5. $ 3 $ $
Date Recelved Date Received Date Recelved | Date Recelved Date Received | Date Received
Wha Got Incoma Source of Incotne Amount Amount Amound . Amount Amount Arnount
] 3 H] $ $ 5]
Date Received Date Received Date Received Date Recaived Date Raceived Date Received

@

a. I you got Child Support this month and it coverad more than one month, list the months it covered;

b. g anyene paic coust ardered chid support this month, Is! the amount they paid and report any changes in the court order.  Altach Proct,

COUNTY USE ONLY B INITIALS DATE:

CA 7 (11/95)



(5) Did anyone move into or out of your home, or did you move in with some one else? Incluce: B ] B
: newborns, anyone who died; anyene wh ~ft of returnad to the home after atemporary al' ce; anycne whe YES NOé
enterad or left a hospital, nursing home,  2bilitation canter, ete, 1 “YES” explain below.
[f move is into someone else’s home, explain whoss home and relationship.

: FULL NAME OF PERSON(S) RELATICNSHIP T YOU EXFLAIN WHAT CHANGED CATE CF CHANGE
®) Does anyone have anything else to report? (Include expected changes.) (] ves [ No
If YES, explain. Inciude name of parson and date of change. Aftach proofincluding
any cosls,
®  ncomae: Starts, changes or stops. e Babiss: Bacoma pregnant, nave a baby, abort or miscarmy.
®  ob/f Start, stop, quit, refuss a job or training, go out on striks, or e Maitalr Marry, diveres, or ssparale.
Training:  change hours ar pay. e Dopendent Have cast for cars of a child or disabled person
Schoal: Start o stop school or collega. Care; or other dependant while Somecne works, saaks
Pay school transpartation casts, wition, sic. work or attends schaecl or training.
®  Dronsidy: Buy, sell, trade, give away, or gst a moter vehicls, homa, e Medical  Food Stamp recizients: anyona who is disabled, or
land, or trusts, stc. Costs: ags 60 or oidar may report new madical costs not
® Checking/ Open/closa a chacking or savings account!s) or the balance being ussc to ﬁg:ra yeur currsnt aliotment amount.
Savings: is different at the end cf ths menth. e Insurance: Star, siop or changs lifs, dental orhealth

- i banefis, including ME
®  Disability:  Bscams disablsd, racover from a disability or a major iliness. insuranca banefis, including MEDICARE

. . - S covarags.
®  Citizenship/ A citizenship orimmigration stafus changes or anyona gels a naw S
lmmigr.abon card of letter from INS.
Status: L
s
Ty

N\,

-
-
ey

-
B
. {A\ NS

Complete this section ONLY if you have moved or have a new malling éddrag‘s.\/
s Fillin your new address, new phone numter and dats foved.pelow! ™7
o If you gat Food Stamps, attach proof of your ne'w housing.costs stch as rent and utility receipts/bills.

NEW HOME ADDRESS (NUMEER, STREET NAME, AVENUE, BLVD, £7C) APT NG ~._  CITY STATE P CCLCE NEW FHCNE NUMEER
DATE MOVED NEW MAILING ADDCRESS (IF DIFFERENT THAN HOME ACTRESS) CiTY STATE IP CODE

! f

CERTIFICATION
i understand that:

® | must contact my worker within 5 days of any changs that may affectmy @  Other penalties can result in permanent disqualification from the

eligibility for or the amount of my cash aid. Programs. Disqualification ger;gltie; ferflntznn;;nal Pfrogéanz;n the

® If1have any doubt about needing to report any changes, 1 must contact ;‘gf?’?&{:‘)gi;‘;?::??;;songs ?:r t}?; soe%o:d ;?gisaﬁ%rn, an?:{n
iy worker.. . . ) permanent disqualification for the third vielation.

® Facts | repart may result in benefits going up, down, or being stopped. @  [f1file two or more applications at the same time or | give the

® lfon purpose| give wrong or incomplete facts for cash ald, food county false procf for an ineligible child er a child that does not
stamps, or cash based Medi-Cal, | can be legally presecuted with exist, my cash aid can be stopped for 2 years, 4 years, or forever,
penalties of a fine, imprisonment, or both. | may be fined up to ® Califomia law says that | have committad a falony if | don't report any
$10,000 for cash aid and $250,000 for food stamps, and/or [ can be changs in ;momg' proparty, or family status wimgut good cause, and
sent to jail/prison for 5 years for cash aid and 20 years for foed mora than $400 is wrongly paid out.
stamps. ® | haves the fght 1o ask for a stats hearing on any propesed action by

the county weliare department
®  YOU MUST SIGN AND DATE THIS REPCRT AFTER THE LAST DAY OF THE REPORT MONTH OR IT WILL BE CONSIDERED INCOMPLETE.

@ I declare undar penaity of petjury under the laws of the United States and the State of California that the information contained in this report is
true and correct and is complete for the entire report month.
WHO MUST SIGN:
For Cash Ald: you and yeur spouse {or the other parant of aidad chiidren living in the home) must sign the form.
For Food Stamps: the head of household, a housshold membar or the housshold's authorized representative must sign tha form.

SHGNATURE DR MARK CATE SIGNED | HOME PHONE . (STNTALT PHONE !
I ;

C-< !
{ ) il ) ;

SIGNATURE OF SPCUSE CR OTHER PARENT OF CASH-AMCED CHILTREN CATE SIGHED | SIGNATURE OF WITMESS TO MARK_INTERPRETEA CF ZT-EA PEASCN DATE SIGNED l
COMPLETING FCAM !




