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REPARTKENT OF SOCIAL SERVICES
,i4 P Street, Sacramento, CA 95814

(916) 322-5330
April 24, 1981

CHDP PROGRAM LETTER NO. 81-5
ALL=COUNTY LETTER NO. 81-43

] TO: 4L ~COUNTY WELFARE DIRECTORS
CHDP DIRECTORS AND DEPUTY DIRECTORS

SUBJECT: NEW CHDP DOCUMENTATION AND REFERRAL PROCEDURE FOR AFDC APPLICANTS

| AND RECIPIENTS
REFERENCE :

This letter supersedes All-County Letters 79-68 and /9-63 and CHOP Program
Letter 79-19,

This letter transmits a new CHDP referral form (Attachment [), instructions for
its use (Attachment II1)} and revised informing, referral and documentation
procedures which will be effective July 1, 1981.

The new form (PM 357) was developed jointly by the Department of Secial
Services and the Department of Health Services in consultation with the AFDC
County Forms Advisory Committee, County Welfare Directors Association and the
california Conference of Local Health Officers. The form is for use in all
cases where a referral is being made for CHDP services or more information,

Use of the form will ensure that all federally reguired information on referred
cases will be available in the local CHDP Unit/EPSDT Program. The PM 357 is
mandatory, although modifications to the form or process may be made subject to
the prior written approval of the 0SS and DHS-CHDP Program, Submit modifi-
cation requests to the DHS CHOP Branch.

The Department of Health Services plans to use this same form (PM 357) for
Medi-Cal only applicants and beneficiaries and will issue similar instructions
shortly. Current CHDP documentation and referral procedures for Medi-Cal only
applicants and beneficiaries should remain in place until written notice is
received from the Department of Health Services.

AFDC-FG & U

AFDC-FG and U informing, referral and documentation proceaures are found in
£AS 40.107.6, 40-131.3 and 40-181.2. Procedures are described below:

No Services Requested

. For applicants and recipients who do not want CHDP services or more
information the current procedures remain unchanged, as follows:

o
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1. Give out the CHDP brochure and provide verbal explanation to all
applicants or recipients.

2. Ensure the applicant or recipient has completed the Social Services
guestion on the CA 2 regarding CHOP services or question 13 on the
CA 20.

3. Check the box in the county use section of the CA 2 or CA 20 to
indicate that the brochure and explanation were given.

Services Reguested

For applicants and recipients who want services or more information the

procedures above must be followed. In addition, after completing steps

1-3:

4. Complete Part A of the new CRDP Form PM 357. It is no longer
necessary to document the response to the offer of transportation and
scheduling on the CA 2 or (A Z20.

5. Send two copies to the local EDSDT Unit/CHDP Program for further
processing, and retain the third copy in the case file.

AFDC-Foster Care (FC, formerly AFDC-BHI)

The CHDP Form PM 357 must be completed on all AFDC Foster Care cases, whether
services are requested or not. A copy is to be retained in the services case
record to ensure that the documentation reguirements to be specified in

MPP 30-209.66 are met. When services are requested, two copies of the form are
forwarded to the Tocal EPSDT Unit/CHDP Program, as in AFDC-FG & U.

Self-Referral

When a recipient reguests services directly from the local EPSDT Unit/CHDP
Program, complete steps 4 and 5 and retain the Form PM 357. The tnird copy is
not needed.

Supplies of the new Form PM 357 will be produced in NCR carbonless paper and
are expected to be available in one month. To order the forms, county welfare
departments should use the GEN 7278 process.

County health departments should order with the HAS 1380 forms request
{Information Notice #80-J) with two shipping labels for each 1,000 forms. Send
to:

Forms Clerk

CHOP Branch, [HS
714 P Street, Room 1797

Sacramento, CA 95814

Counties may reproduce the attached form until supplies are available.
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-County welfare departments should direct their AFDC guestiens relating to
Part A of the form to their AFDC Management Consultant at {916) 445-4458,

For all other guestions and self-referral cases, county welfare departments
should contact their Regional EPSDT Consultants.

Health departments with any questions about the form should contact their CHDP
Regional Consultants.

Sincerely,
Loy
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KYLE S. MchNSEY o SIEGRIED A. CENTERWALL, M.D.
Deputy Director Chief, CHDP Branch
Welfare Program Operations Division Department of Health Services
Department of Social Services
% f.(i-i_tﬂ—«z@i_tjl.- /‘QZ : /u\/J A
JAMES H. GOMEZ ELISABETH H. LYMAN
Deputy Director Deputy Director
Adult and Family Services Division Health Care Policy and
Department of Social Services Standards Division
Department of Health Services
Attachments
cc: CWDA

CCLHD




fﬁﬁ&ta& af Callformis—Health and Wellure Agency Diepartment of Honlth Sexvicos

!“-qy -ﬁ- ' sy, 1 ' !

CHDP REFERRAL FORM ATTACHMENT |
Al Medi-Cal Eligible Persons Under 21 Vears of Age Can Receive a Health and Dental Check-Up,

Client: Fill In Unshaded Area Only

PART A: C@M%&ZTE FOR ALL CASES i@.ﬁQQ}’F E‘ ENG SERVIC E'& @R &Dﬂ%’?%@l‘%ﬂ INFOREATION
S o a— e

Cltentls) NMaxre (Last, Firei, Middlie)

Earent of Laretiker Namne

Oner Pavent in Home

I Hhiid's Hame

Child’s Mame

Child*s Wame

Chlid’s Name

Child’s Name

Crilney Povson i Home

i Festdence fddress Zip Code 30, Howe Phone

CA :
i hpiling Address Zip Code B2, Mossage Phone
DT OA
b Famdly o Childven's Doetor (Ovtionel) 24. Family oy Children’s Dentist {(piional)

: et E- "ziamk x&pmmg wqmmwn's '{f’ndcrd.

| Copy 1~&mm§f CE iﬁw Eﬂpy I--County CHDE, ﬂ.opy 3-Chem (‘m,e Remrd (We?fm‘e Dspwwxﬁaa)
CHOP REFERRAL AND CASE MANAGEMENT FORM
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Case Marr

PART B: Follow-Up to Health Assessment and/or Dental Services

C{)ntact.Atttmpt With Responsible Person:

Tvpe of Conuzct

Date

1

Resule

T Who Conmeted

Date

Resulc

who Contagted

{1 Face-to-Face

r

I Telephone

3 mail

CUOMMENTS:

FINAL RESULT:
3 Contact Made
[0 No Contact Made

Cliene Type

Name T 8

Asgistance
Given

Date

Provider Mame and Phone Number

ApDL.
Date

Appe. Kept

Further Dix
‘Rx Needed

Source | Date PM 160

Yes | No Yes

of info.] Reaceived

No

M

COMMENTS:

WORKER SIGNATURE:

(1f More Space [s Needed, Arrach Additional Sheets)

Dare:

PART C:

Follow-up to Diagnosis and Treatment

Contact Attempr With Responsible Person:

Final Resuln

| Type of Contact Dare Result Who Contacred Date Result l Who Contacted
[ Face-to-Face . 0 Contact Made
(] Telephone (1 'No Contact Made
{0 Mmail
Client Response To Offer [ Assiscance Appt. | Appt. Kept| Source
Hame Type Of Coadidon Trans. Qched. Given Dare Provider Name and Phone Number Dave | ves | No (Of Info.

COMMENTS:

HEAITH PROVESSIONAL STONATHURE:




INSTRUCTIONS FOR COMPLETING PART A

[tems 14, Self-explanatory.

item 5. Check the box if no services are requested but the client wants additional information about the
program,

ftem 6. Check yes or no as appropriate.

ftems 7 and 8, If Item 6 is checked no, skip these items. {f [tem 6 is checked yes, check the boxes in both
7 and 8 indicating the response to the offer of transportation and scheduling assistance.

ltem 9. Check yes or no as appropriate,

Items 10 and 11, If Item 9 is checked no, skip these items. If item 9 is checked yes, check the hoxes in
both 10 and 11 indicating the response to the offer of transportation and scheduling assistance.

ttems 12, 13, and 14. When the referral is being made by an AFDC, Medi-Cal or placement worker, check
Item 12 if a new application or restoration or ltem 13 if it is the annual redetermination. When services
have been requested directly from the local EPSDT Unit or CHDP Program, check tem 14.

ftem 15--17. Check the one applicable hox,

ltem 18. Check the box when a Medi-Cal only beneficiary has to pay a share of the costs.

ltems 19 and 20. Complete if applicable.

Items 21--28. Fill in the state person number. (Example: 01-father, 02-mother, 11-chiid, etc.), and the
name of the PHP if applicable. A person number need not be entered on self-referrals. The unshaded
portion must be completed in full by the county welfare department, iocal EPSDT Unit or CHDP program
for self-referrals, or by the client.

lterns 29—32. Record the caretaker's address and phone number.

Iltems 33—34. Optional — Not Required. Enter the name of the doctor or dentist who currently provides
care to eligibie children.

Comments: Use this section to record any comments which will help recipients receive requested services,
such as the best time for them to be contacted.

ftems 35—37. Self-explanatory.

Item 38. "Date Eiigibility Determined” — This is the date that the application is approved, not the date
the application was made, For redetermination, the date eligibility is determined is the date that the county
verifies and certifies that eligibility continues. For “seif-referrals” the date of reguest for services should he
entered,




Item 3&, "Date Eligibility Determined” - Tris is ine date tnat the application
is approved, not the date the application was made. For redetermination, the
date eligibility is determined is the date that the county verifies and
certifies that eligibility continues. For “self-referrals" the date of reguest
for services should be entered.

Egrt B

It is mandatory that EPSDT, CHDP, or placement workers complete this part for
every individual requesting transportation and/or scheduling assistance for
medical and/or dental services ("penatty liable" individuals). This part
should also be used for documenting follow-up of other [non penality liable)
individuals requesting CHOP services when such follow-up is done.

From Part A of the Form, record the nrames of each individual for whom services
are requested in the spaces under the heading "Client Name". Circle the CHDP
services - Medical (M), Dental (D), or both, and mark with an (X) the support
services that were requested - Transportation Assistance (T), and Scheduling
Assistance (S). : ‘

Contact the family and, at the top of Part B, mark with an (X} the type of
contact made - face-to-face, telephone, or mail. Record the date of the
contact, the result of the contact (e.g., "at nome", "not found", etc.), and
the person contacted (e.g., "mother®). When contact is by mail, the family's
response or fatlure to respond within 30 days should be noted.

Space is provided for recording the same type of contact a second time.

Under "Final Result", mark with an {X) whether contact was finally made or not
made with the family or recipient. '

The "Comments" Section provides space for explanatory notes and for responses
from families when contacted, such as "family now desires scheduling as well as
transportation assistance".

When contact is established, complete the second pari of Part B, Record the
kind of assistance given, (e.g., appointment made); the date the assistance was
given, the provider(s) name and phone number(s); and the appointment date(s).

After the appointment date(s), contact the family or provider and document if
the appointment was kept, if further diagnosis and treaiment is needed, and the
source of the information (e.g., "doctor" or "mother"). Record the date the

PM 160 is received from the provider,

A PM 160 must be on file to verify that a health assessment was received if the
recipient is "penalty lTiabie™. If a PM 150 15 not received, verbal or wriiten
contirmation of services must be obtained from the provider. This 1s to assure
that needed nealth assessmani services were given and to ascertain 17 furfher
diagnostic and treatment services are needed.

The "Comments" Section provides extra space for explanatory notes.




ATTACHMENT 11
Instructions for Completing the CHOP Form PM 357
Part A
Items 1-2. Self explanatory.

Ttem 5. Check the box if no services are reguested but the client wants
additional information about the program.

Item 6. Check yes or no as appropriate.

Items 7 and 8. If Item 6 is checked no, skip these 1téms. If Item 6 i3
checked yes, check the boxes in both 7 and 8 indicating the response to the
offer of transportation and scheduling assistance.

Item 9. Check yes or no as appropriate.

Items 10 and 11. If Item 9 is checked no, skip these items. If Item 9 is
checked yes, check the boxes in both 10 and 11 indicating the response to the
offer of transportation and scheduling assistance.

Items 12, 13 and 14. When the referral is being made by an AFDC, or placement
worker, check Item 12 if a new application or restoration or Item 13 if it is

the annual redetermination. When services have been requested directly from
the local EPSDT Unit or CHDP Program, check Item 14,

Item 15-17. Check the one applicable box.

Item 18. Check the box when a Medi-Cal Unly beneficiary has a share of cost.
Items 19 and 20. Complete if applicable.

Ttems 21-28. Fill in the state person number. {Example: Ol-father,
O2-mother, 1l-child, etc.), and the name of the PHP if applicable. A person
number need not be entered on self-referrals. The unshaded portion must be
completed in full by the county welfare department, local EPSDT Unit or CHDP
program for self-referrals, or by the client.

Items 29-32. Record the caretaker's address and phone number,

Items 33-34. Optional - Not Required. Enter the name of the doctor or dentist
who currently provides care fo eligible children.

Comments. Use this section to record any comments which will help recipients
receive requested services, such as the best time for them to be contacted.

Items 35-37. Self-explanatory.




Part. B should be signed and dated by the worker when compleced. If more than
one worker has provided services, a signature should accompany each entry,

Part C

Health department CHDP étaff must complete Part C for atl ”pena?ty Tiable"
recipients found to need further diagnosis and treatment as a result of the
health assessment, (Codes 4 or 5 on the PM 160).

A separate Part C may be completed for each recipient if more space is needed
because multiple health probliems are identified. Be sure that identifying
information is on the form.

Record the client's name and the type of conditien from the PM 160. Use a
separate 1ine for each condition. ' :

As in Part B contact the family and mark with an {X) the type of contact made,
face-to-face, telephone, or mail. Record the date of the contact, the resuit
of the contact (e.g., "at home®, or "not found") and the person contacted
{e.g., "mcther"}. When contact is by mail, the family's response or failure to
- respond within 30 days of the contact should be noted. Under "Final Result",
mark with an {X) whether contact was finally made or not made with the family
or recipient. :

When the family or recipient is contacted, reoffer Transportation (T) and
Scheduling (S) assistance and record the respanse ("Yes" or *No") to the offer
for each individual and for each condition,

Record the kind of assistance given {e.g., "appointment made"}, the date the
assistance was given, the provider(s) name and phone number(s}, and the
appointment date{s) for each condition for each individual,

After the appointment date, contact the family or the provider and record
whether the appointment was kept or not kept and the source of information,

Confirmation that medical care was received must be obtained from the doctor by
phone or in writing. Confirmation that dental care was received can be
obtained from the client or the dentist.

Space is provided in the "Comments" Section for explanatory notes.

The health professional should sign and date Part C. [f several persons have
provided services, a signature snould accompany each entry.

Use of Part C for Non-Penalty Liable Individuals

Part C alone may be completed when PM 160s are received indicating diagnostic
and treatment services are needed on individuals who did not reguest support °
services to receive health assessments. Scheduling and Transportation
Assistance does not have to be reoffered. Local programs, however, should
offer assistance to ensure that children with potentially disabling conditions
receive needed care.




Retention of Form

The first copy of the form must be retained by the local CHDP Program or EPSDT
Unit for federal penalty audit purposes. The second copy of the form, must he
kept by the local CHDP Program or EPSDT Unit to compile the monthly list of
AFDC recipients requesting services and the statistics needed for the quarterly
Child Health Status Report. {See CHDP Program Letters 80-5 and 80-14). For
self-referrals, the third copy is not needed.




STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY EDMUND G. BROWN, JR., Governor

DEPARTMENT OF SOCIAL SERVICES

P Street, Sacramento, CA 95814

{z16) 322-C181

April 24, 1981

ALL~-COUNTY LETTER NO. 8i-44

TC: ALL COUNTY WELFARE DIRECTORS

SUBJECT: MASS MAILING OF PAMILY PLANNING SERVICES OFFER

REFERENCE: MPP 30-471.41

This is to remind you that the annual mass mailing of the family planning services
offer to all AFDC families is due with the July warrants.

Section 4G2{a) (15) of the Social Security Act requires that States offer and
provide promptly, directly or under arrangements with others, family planning
services to all recipients of AFDC (including mincrs who can be considered to be
sexually active) who desire such services. Section 403(f) of the Act imposes a
fiscal penalty of one percent of total federal payments to the State under Title
IV-A for failure to meet the reguirement.

Beginning April 1974, a one-time mass mailing offer to the entire AFDC caseload
was required and in subsequent years the counties have been asked to send the
annual mass mailing with the July warrants to ensure statewide compliance within
a prescribed time.

The information sent in the mass mailing should be in English, Spanish, or other
language commonly spoken in the county. Attached for your convenience is a
suggested notification in English, Spanish, Filipino (Tagalog), Vietnamese and
Chinese.

If you have any questions, please contact your Program Management Consultant at
(916) 445-8724,

Sincerely,

-~y
JAMES H. GOMIEZ
Deputy Direct

Attachment

GEN 654 {(4/81)




ENGLISH

Family Planning Services {sometimes called "birth control™) such as diagnosis,
medical supplies and treatment arc available through the nse of your Medi-Cal
card. Information about family planning and answers to your questions can be
obtained from the sccial worker al the county welfare department. Your request
for information will he confidential. 1f transportatinnp to the-clinic or child
care is nccessary or if you have further questions, ask the county social worker
or family planning clinic for assislance.

SPANLISH

Los Servicios de Planificacidn Familiar (a veces conocidos como "Control de
Natalidad') tales cumo diagnosis, provisiones médicas, y tratamiento estan
disponibles por medio del uso de su tarjeta de Medi-Cal. El Lrabajador social
del doparLannntn de hirnestar del condado puede darle informacidn acerca de

la planificacidn {amiliar y puede contestarle sus preguntas. Su peticidn para
informacidn sera confidencial. 8i necesita LraﬂsporLagidh para ir a la clinica
o que le cuiden a sus nilios o si tiene otras ptcguntas, plmale al trabajador
social del condado o a la clinica de planificacidn familiar que le ayude.

TAGALOG

LINGKOD NA KATULAD NG PANTIYAK-KAALAMAN (DIAGNOSIS), GAMUT NA KATLANGAN AT
PAGTINGIN NG MANGAGAMOT UKOUL SA PACBABALAK NG MAGANAK (FAMILY PLANNING
SERVICES) O SA IBANG KASAB1HAN "PAGPIGIL NG PAGDADALANG-TAO" (SOMETIMES

CALLED "BIRTH CONTROL') AY MAKUKUHA SA PAGAMIT NG "MEDI-CAL CARD". MAGTANONG
SA "SOCIAL WORKER'" NG MCOUNTY WELFARE DEPARTMENI't TUNGKOL SA IBA PANG BAGAY

NA GUSTO NINYONG MALAMAN UKOL SA PAGBABALAK NG MACANAK. ANG INYONG PAGUSISA AY
TRATRATUHING SARILING LLiIM. MAGTANONG DIN KAYO Sa "SOCIAL WORKERY KUNG

KATLANGAN NINYONG MALAMAN KUNG SAAN HIHINGI NG IRANG TULONG.




VIE{NAMESE
'
]

"Diéh- Vu Ke— ~Hoach Gia-Dinh (&oi khi goi 1la han ché sinh-san 'Y nhd kham
nghiem, vat dung y- hoc, va chda tri &uoc cung~ung cho quy vl qua the

Trd Ginp Y-Té cua quy vi. Nhan vién xa- hoi thuoc cd quan xa- hoi tai quan
co the giai dap nhung thac mic va chuyen qen quv vi nhdng tin tuc vé ke—
hoach gia ~dinh, thng cau hoi hoac 161 véu cau cua quy vi se Jddc gid kin
Neu can di chuyen den dddnngUOng, hodc can ngdoi cham soc tre em, hay co
thac mac nao, xin quy vi hol mhin vien xa—hoi hoac dddng-&ddng kewhoach
glia-dinh ds dude giup dd.
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