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BACKGROUND 

QUALITY ASSURANCE 
MONITORING ACTIVITIES REPORT 

California Welfare and Institution Code Section 12305.71 requires each county to 
establish a dedicated, specialized! n-Home Supportive Services/Personal Care Services 
Program (IHSS/PCSP) Quality Aswrance (QA) function or unit and specifies activities 
the unit is to perform. Under this Section, counties are required to perform routine, 
scheduled reviews of supportive services cases for appropriate application to the 
IHSS/PCSP uniformity system and other IHSS/PCSP rules and policies for assessing 
participants' needs for services. Case reviews are to be conducted to ensure accurate 
assessments of needs and hours, respond to data claim matches indicating potential 
overpayments, implement procedures to identify third-party liability, monitor the program 
to detect and prevent fraud, and to ensure program integrity. This Section also requires 
State monitoring oversight to counties. 

The California Department of Social Services (CDSS) provides oversight to county QA 
activities by requesting counties to submit a quarterly report on their Quality Assurance/ 
Quality Improvement (QA/QI) activities conducted. Counties are required to report 
activities conducted during the report quarter to CDSS no later than the 15th day after 
the report quarter ends. The CDSS developed the IHSS Quarterly Report form 
(SOC 824) for this purpose and counties were instructed to begin reporting activities 
from October 1, 2005, forward. 

The State QA Bureau provides oversight to counties by monitoring their QA activities 
and providing technical assistance. The State also conducts joint QA activities with 
counties which include QA monitol'ing visits for each county with case file reviews, 
State-level targeted reviews, data matches, and annual error-rate studies. 

This report reflects county QA acti vities as reported on the SOC 824 form from 
January 1, 2007 through December 31, 2007 (1 5t through 4th quarters) and State 
monitoring activities for Fiscal Year 07/08. 

Note: For a summary of report terminology, please see the following page. 
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SUMMARY OF TERMINOLOGY* 

Reviewed Cases with No Further Action Required: Case files reviewed during the 
quarter that did not require further action (i.e., file does not require follow-up 
documentation to be complete, forms are filled out properly, no fraud, or other referrals 
needed, etc.), and case service authorizations appear to be accurate based on case file 
documentation. 

Reviewed Cases Requiring Additional Action: Case files reviewed during the quarter 
that required additional action to be taken (i.e., case file r,equires follow-up, 
documentation is incomplete, forms are not filled out properly, fraud, or other referrals 
needed; or more clarifying information is needed to determine if services authorized 
were appropriate). 

Reviewed Cases with Correct Service Authorization: Desk reviewed case files and 
home visits conducted during the quarter where all service authorizations were 
determined to be accurate. 

Reviewed Cases Requiring Case Action that did not Hesult in a Change in Service 
Authorizations: Desk reviewed case files and home visits conducted where some type 
of error was found (i.e., incompletion of appropriate forms, insufficient documentation, 
untimely assessments/reassessments, etc.), but the error did not result in a change in 
service authorization. 

Reviewed Cases Resulting in a Change in Service Authorizations: Desk reviewed 
case files and home visits conducted that required additional action that did result in a 
change in service authorizations. 

Suspected Fraud Cases Identified Through QA/QI Activities Requiring Further 
County Review: Desk reviewed case files and home visits requiring further county 
review prior to making a fraud referral. 

Cases Identified Through QA/QI Activities Referred to the California Department 
of Health Care Services (CDHCS) for Investigation: Desk reviewed cases and 
home visits conducted that were referred to CDHCS for further investigation or 
suspected fraud. 

Critical Events/Incidents Identified: A critical event/incident is when there is an 
immediate threat or risk to the health and safety of a recipient (i.e., abuse - physical, 
sexual, mental, financial, and exploitation; neglect cases; provider "no show" cases; and 
"harmful-to-self' cases). 

Targeted Reviews: Targeted case reviews differ from routine scheduled desk reviews. 
Targeted reviews focus on a particular case type and/or Single issue rather than 
focusing on randomly selected consumers receiving various types of services at the 
appropriate level that allows them to remain safely and independently in their home. 

*These terms were obtained from the instruction page of the SOC 824 form. 
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COUNTY-REPORTED ACTIVITIES (SOC 824) 
Reporting Period January 1, 2007 through December 31, 2007 

Routine Scheduled Reviews of In-Home Supportive Services Cases 

This report summarizes the cumulative data obtained from the Quarterly Report 
activities utilizing the SOC 824 forrn. This report represents activities for the four 
quarters of Calendar Year 2007 (Jimuary 1 through December 31, 2007). 

Desk Reviews 

• There were 19,940 statewiae desk reviews conducted. 

• 18,120 PCSP 
• 1,614 IPW 
• 206IHSS-R 

• Out of the total 19,940 statewide desk reviews, 7,014 cases required no further 
action. 

o 6,467 PCSP 
o 4711PW 
o 76IHSS-R 

• Out of the total 19,940 statewide desk reviews, 12,926 cases required additional 
action. 

o 11,653 PCSP 
o 1,1431PW 
o 130IHSS-R 

Home Visits 

• There were 3,883 statewide home visits conducted. 

• 3,587 PCSP 
• 2511PW 
• 45IHSS-R 

• Out of the total 3,883 statewide home visits conducted, 1,764 cases required no 
further action. 

• 1,654 PCSP 
• 891PW 
• 21 IHSS-R 
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• Out of the total 3,883 statewide home visits conducted, 2,119 required further 
actions. 

o 1,933 PCSP 
o 1621PW 
o 24IHSS-R 

• Out of the total 23,823 combined statewide desk reviews and home visits 
conducted, 8,778 cases had correct service authorzation. 

o 8,121 PCSP 
o 560lPW 
o 97IHSS-R 

• Out of the total 23,823 combined statewide desk reviews and home visits 
conducted, 9,509 cases required case action, but flid not result in a change in 
service authorization. 

o 8,613 PCSP 
o 8161PW 
o 80IHSS-R 

• Out of the total 23,823 combined statewide desk reviews and home visits 
conducted, 3,622 cases did result in a change in service authorizations. 

o 3,352 PCSP 
o 2391PW 
o 31 IHSS-R 

Note: Because of cases pending a determination at the:md of the reporting period, and 
cases resolved during this period which were pended from the prior reporting period, the 
summation of the three previous categories will normally not equal the total case 
reviews conducted. 

Fraud Prevention and Detection Activities 

• Out of the total 23,823 combined statewide desk reviews and home visits, 
1,076 cases required further county review pertaining to fraud 
prevention/detection. 

o 1,042 PCSP 
o 231PW 
o 11 IHSS-R 

• Out of the total 23,823 combined statewide desk reviews and home visits, 
557 cases were referred to CDHCS for further investigation. 

o 523 PCSP 
o 91PW 
o 25IHSS-R 
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• Out of the total 23,823 combined statewide desk reviews and home visits, 
147 underpayment actions \tvere initiated as a result of QA activities. 

o 131 PCSP 
o 151PW 
o 1 IHSS-R 

• Out of the total 23,823 combined statewide desk reviews and home visits, 281 
non fraud-related cases warranted overpayment actions as a result of QA 
activities. 

o 262 PCSP 
o 181PW 
o 1 IHSS-R 

• Out of the total 23,823 combined statewide desk reviews and home visits, 256 
fraud-related cases warranted overpayment actions as a result of QA activities. 

o 248 PCSP 
o 51PW 
o 3IHSS-R 

• There were 786 statewide cases that fell into the "Other Types of Fraud 
Prevention and Detection Activities" category. Areas in this category include 
"referred to county DA investigators," "reviewed warrant screens on closed 
cases" and "obituaries." 

Critical Events/Incidents Identitiled 

• There were 112 statewide critical incidents identified. 

o 109 PCSP 
o 31PW 
o OIHSS-R 

• There were 16 statewide Neglect cases. 

o 16 PCSP 
o OIPW 
o OIHSS-R 

• There were 27 statewide Abuse cases. 

o 25 PCSP 
o 21PW 
o OIHSS-R 

• There were 20 statewide Provider "No Show" cases. 

o 20 PCSP 
o OIPW 
o OIHSS-R 
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• There were 28 statewide "Harmful-to-Self' cases. 

o 28 PCSP 
o OIPW 
o OIHSS-R 

• There were 6 statewide "With More Than One Cri":ical Events/Incidents" cases. 

o 6 PCSP 
o OIPW 
o OIHSS-R 

• There were 14 statewide cases that fell into the "Other Types of Critical 
Eventsllncidents" category. Areas in this category include "Public Authority 
referral," "Unable to Locate Client Notice of Action," and "Notice of Action." 

Critical Eventsllncidents Requiring a Response within 24 Hours 

• There were 133 statewide critical incidents requiri ng a response within 24 hours. 

o 127 PCSP 
o 41PW 
o 2IHSS-R 

• There were 64 statewide "Adult Protective Services Referral" cases. 

o 62 PCSP 
o 2 IPW 
o 0 IHSS-R 

• There were 2 statewide "Child Protective Services Referral" cases. 

o 1 PCSP 
o 0 IPW 
o 1 IHSS-R 

• There were 4 statewide "Law Enforcement Referral" cases. 

o 3 PCSP 
o 1 IPW 
o 0 IHSS-R 

• There were 49 statewide "Public Authority Referral" cases. 

o 48 PCSP 
o 1 IPW 
o 0 IHSS-R 
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• There were 5 statewide "OL t-of-Home Placement Referral" cases. 

o 5 PCSP 
o 0 IPW 
o 0 IHSS-R 

• There were 9 statewide cases that fell into the "Other Types of Critical 
Eventsllncidents Requiring a Response within 24 Hours" category. Areas in this 
category include "mental he"alth," "suicide attempt disclosed at QA home visit," 
"child protective referral with 1 O-day response," and "housing." 

Targeted Reviews 

• There were 19,875 targeted reviews. 

o 17,091 PCSP 
o 2,3781PW 
o 406IHSS-R 

• The top three focuses were: 

o 1,495 Authorization of Services for Children 
o 1,335 combined statewide total of Timely Initial/Re-assessments 

)0- 243 Initial Assessments 
)0- 1,092 Re-assessments 

o 1,187 Recipient Ad'/ised of Availability of Fingerprinting of Providers 

• Thirty-nine counties reported cases that fell into the "Other Types of Target 
Reviews" category. The top categories include "ending date within 12 months 
from face to face date," "emergency contact," "no timesheet activity for 60 days," 
and "paramedical reviews." 

Quality Improvement Efforts 

• A total of 549 statewide Quality Improvement Efforts were reported during 
Calendar Year 2007. The ';ollowing is a list of the top eight efforts: 

o Developed QA Tools/Forms and/or Instructional Materials. 
o Ensured Staff Attended IHSS Training Academy. 
o Offered County Training on Target Areas. 
o Conducted Correct,ve Action Updates. 
o Established Tools for QA/QI Fraud PreventionlDetection. 
o Established Improvement Committees. 
o Utilized Customer Satisfaction Surveys. 
o Performed 'Other' Quality Improvement efforts (Le., weekly IHSS staff 

meeting for QA updated, developing desk aides for children's cases, 
tracking fraud, prO\liding HTG training, etc.). 
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STATE QA MONITORING OVERSIGHT ACTIVITIES 
Reporting Period July 1, 2007 throu~Jh June 20, 2008 

State QA Reviews FY 07108: 

41 out of 58 counties participated in a third round of State QA monitoring reviews during 
FY 2007-08. 17 counties were not visited due to budgetary issues and county status. 
Approximately 1,883 case files were reviewed, along with 80 home visits. A summary of the 
preliminary findings suggests that QA, particularly statelJl.'ide training, continues to have a 
positive impact since findings reflect improvement/uniformity from the previous year's State 
reviews in the following areas: 

• Timely Notice of Actions (NOAs) for adverse action 
• Appropriately documenting needs assessments, including client abilities and 

social worker observations, not relying solely on medical diagnoses, and 
providing calculations 

• Application of Paramedical Services 
• Provider Enrollment forms are on file and complete 
• Protective Supervision is well documented/justified 
• Documentation included when domestic and related services are not prorated 
• Exception language provided when time authorized outside of Hourly Task Guidelines 

COSS Targeted Studies 

In an effort to ensure that counties statewide maintain at least a 90 percent timely 
assessment rate for their caseload based upon a 12 month average, CDSS continues to 
conduct targeted reviews with regard to timely reassessments. 

• CDSS performed the first targeted review of counties' overdue reassessments 
using data for the period of March 2006 through April 2007 and found 15 counties 
were not meeting the 90% compliancy mark. These counties were asked to 
submit a Quality Improvement Action Plan (QIAP) outlining how and when they 
would achieve compliancy within 12 months. All 1:5 counties submitted QIAPs 
and regularly provide CDSS with quarterly updates as to their progress. 

o Status: As of April 2008, 7 of the counties under QIAP are averaging greater 
than 90% compliancy. 

• CDSS will perform a second targeted review in thi~, area using CMIPS data for the 
period of July 2007 through June 2008. Counties identified as falling below the 90 
percent average during this period will be required to submit a QIAP. Counties 
identified in the first targeted review as being out of compliance, and who remain 
out of compliance, will be required to submit a mor;; comprehensive plan for 
achieving compliancy. 

CONCLUSION: 

We continue to see the positive impact of QA and look forward to our continual collaborative 
efforts to ensure improvement and consistency in the delivery of services for all IHSS 
recipients and to minimize the potential for abuse or misuse of program funds, to enable more 
funds to be available to serve those in need. 
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ATTACHMENT B: 
Sample Timecards 

The first sheet is a sample of the timecards each IHSS 
worker sends in to their counties twice monthly. The 
second sheet is the proposed ne-uu timecard that will 
be used once the updated payroll computer system, 

CMIPS II, goes live in 2011. 
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IN-I-IOlYIE SUPPORTIVE SERVICES (HISS) 

INDIVIDUAL PROVIDER INITIAL/REPLACEMENT TIMESHEET 

Record ,/ollr dail)' hOllrs and minutes likl' these samples 

LOS ANGELES COUNTY DPS,S 

PO BOX 77906 

LOS t1.NGELES, CA 9000? 

Smith John 

1234 S First St 

Sacramento, CA 915E51 

Hours Minutes 

DicJ not Work 

6 Iiours 30 Minutes 

4 Hours 45 Minutes 

"10 Hours 

rota I Time _~L] ! J 

InstrL.;cciones importante en el rG'verso 

Important Instructions How To Fill III Timesheet 
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ATTACHMENT C: 
Selections from the 

IHSS Provider Handbook 



R I E HA B K 



When you come to work for a new consumer, you will be off to a good start if 

you discuss the following issues. 

J 

• What health issues do you have that will require special actions on my part? 

• In case of an emergency, what should I do and whom should I contact? 

Ask the consumer if they have a "File of Life" that summarizes the names 

and telephone numbers for the consumer's doctor, social worker, and 

key family members and friends. 

• Do you need assistance with organizing your medications? Do you 

already have a system for organizing your medications? If not, I 

would like to work with you in setting up a system for managing your 

medications. 

• Do you use any special equipment? Can you or someone else show me 

how to use it? 

• Do you have any allergies or special dietary concerns? What would you 

like me to do to respond to these concerns? 

• What are the best times to contact you? Here are the best times to 

contact me: 

• Do you use a task grid to keep track of the hours that I work? If not, 

what kind of system do you have for tracking the hours that I work and 

verifying that I have transferred them to the time sheet correctly? 

A clear understanding of job duties and work schedule at the beginning 

can reduce the likelihood of conflict or misunderstanding later. When you 

put that understanding in writing, you have a job agreement or contract. 

If the consumer you are about to work for has not prepared a written job 

agreement, we recommend that you begin the process of creating one by 

discussing the following with the consumer: 

• The duties to be performed within the authorized hours 

• The expectations and standards you each have 

• When and how the duties are to be performed 



IHSS CONSUMER AND PROVIDER JOB AGREEMENT 

1. This job agreement is between: 

Employer (Print consumer name) and Employee (P:-int provider name) 

2. The consumer and provider agree to the following general r:rinciples. 

The consumer agrees to: 
• Assign and direct the work of the provider 
• Give the provider advance notice, whenever possible, when hours or duties change 
• Only ask the provider to do work for the consumer 
• Sign the provider's time sheet ifit reflects the hours that were worked 

The provider agrees to: 
• Perform the agreed-upon tasks and duties (see duties anc responsibilities below) 
• Call the consumer as soon as possible if they arc late, sick or unable to work 
• Come to work on time (see hours of work below) 
• Not make personal or long distance phone calls while at work 
• Not ask to borrow money or ask for a cash advance 
• Give the consumer a two-week notice, whenever possible, before leaving the job 

3. The provider will be paid at the rate set by the county for IHSS providers. 

4. The total number of hours per week for this job are __ _ 

5. The hours of work for this job are shown below. Changes il the scheduled days and 
hours are to be negotiated by both parties, with advance notice. 

Start 

End 

6. Will consumer pay provider for gas 
used to drive to shopping or medical 
appointments? 

No 
Yes 

5 

7. Does consumer have a Share-of-Cost? 
No 
Yes 

If yes, indicate maximum amount ___ _ 

Provider 



8. The duties and responsibilities for this job are shown below. The consumer should 
mark the tasks they need the provider to do and she.w how often the task needs to be 
done (D=Daily, W=Weekly, M=Monthly, O=Other). Ifa task needs to be done on a 
different schedule, the consumer should write this in next to the task. 

D=Daily W=Weekly M=Monthly a-Other 

If Meals 
Prepare meals 
Meal cleanup 
Wash dishes 
Help with eating 

~1' Cleaning and Laundry 
Empty trash 
Wipe counter 
Clean sinks 
Clean stove top 
Clean oven 
Clean refrigerator 
Vacuum/sweep 
Dust 
Mop kitchen & bathroom floors 
Clean bathroom 
Make bed 
Change bed linen 
Routine laundry (wash, dry, 
fold and put away laundry 
Heavy house cleaning (one-time 
only with approval from IHSS) 

ia. Shopping 

Grocery shopping 
_ Other shopping errands 

Non-Medical 
Personal Services 

Dressing 
Grooming and oral hygiene 
Bathing 
Bed baths 
Bowel and bladder care 
Menstrual care 
l{elp with walking 
Move in and out of bed 
lielp on/off seat or in/out of vehicle 
Repositioning 
Rub skin 
Care/assistance with prosthesis 
Respiration assistance 
Other personal services: 

-'-C5i' Paramedical Services 

A.dministration of medication 
Blood sugar checks 
Inj ections 
Other paramedical services: 

• Transportation Services 

Escorting to medical appointments 
_ Escorting to alternative resources 

The consumer and provider, by signing this document agree to the terms outlined above. 
If the agreement changes, both parties will initial and date the changes. 

Consumer Signature 

Phone Number 

Provider Signature 

Dat~ 

r 
.. ) 
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IHSS Task Grid - Meals and Cleaning 

I Provider Name:-_~ _____________ _ 
I~------------------~-----,-----------------,------~ 

Month : ____________ _ Total Authorized Hours for Month: 

Day of the week: L 
Date: 

-1 

Hours scheduled for day: 
-----.~----------------- - --"--------_.- ---~,---:---

Meal preparation 
- --------"----------- -----------

Help with eating 
------~----------------Vl 

g Wash dishes and clean up kitchen 
~ ,------

Menu planning/shopping list 
--------

Shopping for food 
---- -_. -_._ ........ _ ... _ ... _ ..... . 

Empty trash 
-- --------------

Clean kitchen surfaces/appliances 
... _ ........... -."----.-----------------------_ ... _. --..... . 

Throw out spoiled food 
------- "- ..... -

Make bed 

21 Change linen 
.:a.... .. _ ............... _. _____________ _ 

§ Clutter management/tidy up 
~ -------

~ Dust 
----.-----

Clean bathroom 

Sweep/vacuum 

Mop 
----------

Laundry /ironing 

-T---- -----'---

.... j"' .. 

, i 

'T , 

-,----- ---------r- --+-1 -- i -- --------, -- ~,--------

i I : _-'-_______ - ---_ --.1 ________ +--____ ~ ___ ---1-_ 



IHSS Task Grid - Personal Care and Other Services 

Day of the week: 

Help with medication 
-- ----~--------------- ------

Bathing/bed bath 

Oral hygiene/grooming 
----- ----------------------------. . . 

Dressing 
~ ..... . 

a Bowel/bladder '-> ... - _ .. _._. _... . 
o Menstrual care 
c 
~ Shift body position 
to. ..... --. 

~ 
0.. R ~~~ ~i n ~!T'ClSS_Cl.~ e 

Li ft /transfer 
- -------------------------- . _._--- -- . 

Date: 

_t1~lp_~_ith walkin~ _____ . ___________ ~~ _____ ... 

_I--!~Ip~it~ 'p!,~~~!,i~ed eXE!~~i~~~ __ ... _ 

Month : ____________ _ 

j 

,,···t·· 

_____ I--!~Ip~~!h breathing _.e:.quipment ___ .. ~_____ ______ _ __ . __ ._ .. ____ . 
to. Medical appointments 
~ -_. 

~ Other shopping and errands o -.-.-. . ..... -.. -.. ---.-.. -.. -._--

Total Hours Worked 
------._----------- -- --~ 

i Provider Initials 

Consumer Initials 

-------- ~--.---.-.-.-. -_. 

~---- ---r---~ 



the number of hours worked to the number listed on the task grid. A sample 

of the task grid is included in this handbook in Chapter 6. 

Ask the consumer how to perform the tasks. Some people will want things 

done in a very particular way, while others are more flexible about how things 

are done. You may find it helpful to make notes on the consumer's preferences 

for task completion. 

r 

Documenting the work that you do for a consume' protects you in case 

your efforts are ever questioned by the consumer, the social worker or the 

county's quality assurance staff. If you use the task grid to check off each task 

as you complete it, and you and the consumer sign for the hours and tasks 

completed each day, the consumer can easily determine how many hours you 

worked during the pay period. As long as the number of hours you worked 

is within the hours assigned by the consumer, there should be no question 

about the number of hours you should be paid for. If there are multiple 

providers, however, you need to confirm that the tDtal assigned hours for all 

providers does not exceed the consumer's authori:~ed hours. You may need to 

remind the consumer not to sign for more than the assigned hours for each 

provider. If the consumer does that, one of you will not be paid for some of 

the hours you worked. 

Documenting your work also protects you if a consumer asks you to do 

unauthorized tasks. A consumer should only ask you to perform services 

that the social worker has authorized. If the consumer checks unauthorized 

services for you to do, you should remind him/her that those services were 

not authorized and you cannot be paid for performing them. If the consumer 

insists, discuss his/her request with the consumer's social worker. This will give 

the social worker a chance to explain the limitation5 on IHSS services to the 

consumer. There are so many new things to learn when the consumer first 

receives IHSS that consumers sometimes do not understand all of the rules. 
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Besides documenting hours and tasks, it is also important to document any 

medicines that you have reminded the consumer to self-administer. Some IHSS 

consumers take a lot of medicine. Typically, a prescription specifies the number 

of times per day a pill is taken and whether it need~; to be taken with food or 

not. The combination of multiple pills, number oftimes per day and conditions 

for taking them can pose quite a challenge to administer safely. A medicine 

log that summarizes all of this can be useful in tracking the medicines as they 

are administered. Use of pill boxes that are labeled by day of the week and 

time of the day can also help in tracking medicine administration. 

It is also important to document any significant chc,nges in the consumer's 

condition. As you get to know the consumer better, you will notice many 

details about his/her physical abilities. Whether his/her condition improves 

or deteriorates, it is important to document the changes and remind the 

consumer to share these with the social worker. The goal is to help the 

consumer be as independent as possible. If his/her health improves and the 

consumer becomes stronger, the consumer may require less help and can 

take pride in becoming more independent. If his/her health deteriorates, 

the consumer will need more care. When you document these changes 

and remind the consumer to share this information with the social worker, 

the social worker can adjust the authorized hours to reflect changes in the 

consumer's condition. 

Finally, you can build trust with the consumer by documenting all 

expenditures made on his/her behalf. If you shop for the consumer, keep a 

notebook of the amount of money you have been qiven for an errand on a 

particular date. Bring back the receipt and change, and write the amount of 

change in the notebook. Staple the receipt to the page. 



ATTACHMENT D: 
Los Angeles County Fraud Roundtable Report 

The following charts were compiled by a work group 
convened by the Los Angeles Department of Public 
Social Services, and include suggestions on fraud 
prevention and detection improvements in the In

Home Supportive Services Program. 
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12 

13 

ACTION ITEM 
periodic meetings with 

County departments that interact with 

report matching data from 
IHousina Authority to IHSS data. 

communicate directly to CDSS 
lraaardina IHSS policy questions. 

e.g., ~oung age and disability, PO 
addresses, Consumers/Providers do 

respond to letters, 

IconsumersJProviders live at the same 
address, frequent Provider changes, 
ProvidAI'S caring for more than one 

reports matching data from SNF, 
ICF, and other nursing home care to DPSS. 

to show 

r.nnvictlon" Provider match 

PRO/CON NEXT STEPS 

DRAFT 09/08/08 



unannounced visits to Consumers 

a report 
Providers to IHSS Providers 

Review, update, and reinforce Provider 
instuctions (e.g., not bill when Consumer in 

Ihospital or nursing home). 

all "case status updates" from 
DHCS investigators 

Review Advance Pay cases more closely. 

ize Employee Provider cases. 

existing policy on fOllOW-Up 
when Providers/Consumers do not 

to letters. 

PRO/CON 

IlMU~~llMuuNTY 

COUNTY (DPSS) 

COUNTY (DPSS) 

COUNTY (DPSS) 

DRAFT 09/04/08 



ATTACHMENT E: 
Suggestions from a Fraud Investigator with the 

Fresno County District Att1orney's Office 

The following documents include suggestions for 
fraud prevention and detection inYIprovements in the 
In-Home Supportive Services Program prepared by 

Rod Spaulding, Senior District Attorney Investigator, 
IHSS Fraud/Welfare Fraud unit o.fthe Fresno County 
District Attorney's Office. These suggestions are not 
official statements from the Fresno County District 

Attorney. 



A.YPL1CATION PROCESS 
Our county currently use the Application for Social Senrices fonn SOC295 to sign someone up for 
IHSS. This application is lacking in many areas and is not as complete by the recipient on a yearly 
basis and it is not signed under the penalty of perjury. (1) 

• The SOC 310 Statement of Facts for In Home Supportive Services provides IHSS and 
Investigators with additional information: (2) 

1. Very specific on marital status 
') Very specific on who is living in the home 
3. Very specific vehicles owned 
-J.. Very specific on employment information 
5. Signed under the penalty of perjury. 

I would recommend this form be completed at every assessment as household situation can change 
throughout the year. 

MEDICAL CERTIFICATION 
Our county has modified the Physician's Certification of Medical Necessity form SOC425. (3) 
Fresno's form IHSS0100) is a better form than the State's fOlm as it reqUlres a more complete 
evaluation of the recipient's impairments and functional ability. It is also signed under the penalty of 
perjury. (4) 

IHSS should make sure that the medical certification is received Jrior to doing an assessment as there 
may be pertinent questions the Social Worleer may need to verify with the recipient. I have also been 
told there seems to be resistance from the Administrative Law Judges(ALl) to back the County when 
the County discontinues services for failure to cooperate and provide needed information i.e. the 
medical certification. The County is within regulations (DSS M~mual 30-763.12 denial for failing to 
cooperate), but the County is not being supported by the ALl in the administrative hearings. 

The State medical certification form requires that the medical certification be done yearly. Fresno 
County IHSS does not believe the medical certification needs to i)e done yearly and claims the 
regulations do not require it to be done yearly. Case files have not contained these forms on a yearly 
basis and some of the forms are out dated relative to the services authorized. One Social Worker 
Supervisor told me that CDSS has told Fresno IHSS that a client cannot be denied services for not 
providing a medical verification form. 

However, I would disagree with Fresno view as the DSS Manual section 30-761.212 requires an 
assessment to be done yearly, and section 30-761.26 the assessment shall determine the need for 
services based amongst other items the recipient's statement and available medical information. If 
IHSS does not have the current medical information how can the:y make an accurate evaluation. I 
would recommend the medical form be completed every year prior to the assessment. (5) 

ASSESSMENTS 
1. P:'ior to a face to face assessment. the S/W should review the Recipient's case file and have in 
mind the condition of the Recipient relative to their mental ,lild uhysical status. 

• Documents and IHSS T;mesheets have been signed by ;.l Recipient who has no understanding 
of-vhat the formes) mean due to their existing mental stat11s, their inability to read, write or 
:omprehend the content )f ~he :orm(s I. 



.. During face to face assessments the Social Worker should always ask the Recipient and 
Provider if they can reau and write prior to having them signing their signature to the fOlm(s). 
The Social Worker should note their responses on the assessment. 

• Should the Recipient or Provider acknowledge they cannot lead or understand the content of 
the formes) the Social Worker should read each form out 10UG and explain the form. 

.. A Recipient should be asked to establish an "Authorized Representative" who can read and 
write. Their response should be noted on the assessment. 

.. The Social Worker should read aloud eacn fonn to a Recipient who wishes not to establish an 
"Authorized Representative" based on their inability to read or write. The Social Worker 
should note on the assessment each form they read to the Recipient. 

.. The Social Worker should read aloud each fonn to a Provider who acknowledges their 
inability to read or write. The Social Worker should note on the assessment each form they 
read to the Provider. 

" The Social Worker should witness all signatures and note on the assessment that the 
signatures were witnessed by them. 

IHSS should implement an "Authorized Representative" form so that during a face to face 
assessment and in those situations where a Recipient is unable to comprehend the IHSS forms or 
understand the purpose of the IHSS Program an "Authorized Rc:presentative" can be established. 

• The form should include a narrative portion where the Social Worker can document the 
reasons for establishing an "Authc,rized Representative", and those reasons must be related to 
the Recipient. 

• The form should provide for the Recipient to sign the form reflecting the Recipient 
understood the reasons enumerated by the Social Worker for establishing an "Authorized 
Representative" . 

• In those instances where the recipent is unable to sign the form based on their mental or 
physical condition, the form should include this condition and provide a section for the Social 
Worker to sign for the recipient. 

" The form should provide a sectior for the Social Worker to sign and date. 

Face to Face assessments should be made "unannounced" as opposed to "scheduled". 

• Unannounced home visits allow the Social Worker to see the recipient at their everyday 
condition and does not allow the Recipient to prepare or act out a condition that does not exit. 

• Allows the Social Worker to observe other person(s) in the home who would normally not be 
there if the assessment was scheduled. 

• The S/W should request from the recipient authorization to do a "walk through" the residence 
allowing the S/W a more thorough understanding or the recipients actual needs and others not 
being reported in the home. 

• Social Workers need training on how to conduct a home visit to include checking each 
bedroom, bathroom, garage and a:,k the appropriate questlons based on what is seen. 

During face to face assessments the Social Worker should always explain to the Recipient the 
purpose of the IHSS Program. 

• There are often and too many times when an nrss Investigator asks a Rec:pient ifthey 'Cl0W 

the purpose of the IHSS Program and t11ey respond, "I need the help." The Recipient should 



Imow the IHSS Program was established so another individual can assist the elderly, blind or 
disabled with their daily needs so the Recipient can remain safely in their own home and not 
have to be placed into a skilled nursing facility. 

.. The Social Worker should ask the Recipient, "If you did l10t receive IHSS benefits and 
receive assistance from another individual with your daily needs would you require being 
placed into a skilled nursing facility?" fhe Recioient's response should be noted on every 
assessment. 

4) Face to Face Assessment narratives are incomplete. 

" The narratives rarely contain direct statements made by the Recipient relative to the service 
~are they say they cannot do for them selves. The narrati ves do not substantiate the service 
care authorized however reflect the Recipient requires the care to remain safely in their home. 

• Often a narrative will reflect the Recipient was hospitalized since t11;:; last assessment. The 
narratives rarely ever list the hospital by name or dates of care. Rarely will the Social Worker 
check the IHSS Timesheets to determine ifhours were claimed/paid, and are discovered by 
the Investigator during their review of the case file. 

"Responsibility Checklist" forms 

" All "Responsibility Checklist" forms relating to the Recipient and Provider should be updated 
through IHSS Public Authority after each assessment. Investigations have shown no 
"Responsibility Checklist" forms in case files. 

• A signature for a Recipient and Provider does represent the form was signed. A signature 
alone does not represent the Recipient and Provider read 'he forme s) and understood their 
content. The formes) should be changed representing the Recipient and Provider read or was 
read too and understood the content ofthe formes). 

" The appropriate language form should be provided to th03e whose language is other than 
English. Investigators tind that English forms are provided to non English speaking 
Recipients and Providers. Social Workers being "certified." in other languages have expressed 
to Investigators they explain the English version but that :;ome of the words are to difficult to 
translate into the subj ecl' s language. 

• Often when a Recipient or Provider are asked by Investigators ifthey read the "Responsibility 
Checklist" form their response is either "no" or "they just told me to sign the form". 
There have been occasions when an Investigator has asked the Recipient or Provider to read 
cenain portions of the "Responsibility Checklist" form ont loud. Some of those occasions 
resulted in the subject having extreme difficulty or not being able to read the form at all. 
Some of those occasions resulted in the subject being able to read the document but when 
asked to explain what they read the subject was not able ti) explain the content of what they 
read. 

• Add to Recipient/Employer Responsibility Checklist fomt SOC332 that the 
recipient/authorized representative must report to the Social Worker any change in health or 
disability. (6) 

.-=:ases are ',eing prorated in "Shared Living ArrangementE" for "Related Services". :)SS
\1anuel Section 30-763.32 reads, "Related Services need3hall be assessed as follows:" DSS
vlanuel Section 30-763-321 eaCls, 'When the need is being met in common with those of 
other housemates, the need shall be prorated to .111 the housemates ;,nvolved, md the 
:'ecioient's need is his/her prorateu ,;harr:." 



• Training needs to be provided to ell Social Workers in this area as assessments are .10t 

consistent. 
• Investigators receive numerous fraud referr:lls where the Social Worker wants the investigator 

to determine the total number of "other housemates" living in the home. The burden of proof 
then lies on the District Attorney';; Office to prove the Provider is/was not providing the 
"other housemates" with those selvices. The burden of proof cannot be shown because those 
services are provided behind closed doors and cannot be shown without full confessions of all 
"other housemates" and the Recipient. In addition, the Recipient/Provider would be better off 
saying these services were not being provided because the Recipient/Provider would receive 
more services care hours. 

• When Preparation of Meals, Meal Cleanup, Routine Laundry and Shopping services are 
prorated by the total number of subjects living in the home, it should be considered the duty 
of the Social Worker to determine if in fact the Provider is actually providing these services to 
the "other housemates". If the Provider is not providing these services to the "other 
housemates" then those services should not be prorated. Simple questioning by the Social 
Worker regarding this issue would alleviate unnecessary fraud referrals. 

IHSS TIMESHEETS 

• The timesheets only represent a total number of hours claimed on a specific day. The 
timesheets need to be changed so as to represent the time period the services were provided. 
Example: 11:00 a.m. to 3:00 p.m. 

• Investigations have shown others persons signing the timesheets for the Recipient and/or 
Provider when no authorized repn:sentative exists. 

• Stacking of Hours: IHSS authori;~es a specific number of service care hours and those 
services for the most part are to be performed on a daily basis so the Recipient can remain 
"safely" in their own home. Inve:;tigations have shown that service care hours are claimed 
over and beyond the senrice carelllowed on one day. The timesheets will show "stacking of 
hours" for several days and no selvice care hours being claimed on other days i.e. weekends 
off. 

• The timesheets being mailed to the Provider are allowed to be sent to a P.O. Box andlor to the 
Recipient's home when the Provider has listed residing elsewhere. We have had many fraud 
cases where the needs are over stated where the timesheets are being mailed to the recipient's 
home and the provider is not working the hours. 

• Timesheets that are missing days worked i.e. took the weekend off and hours were "stacked" 
on other days should automatically be sent to the Social Worker for review prior to being 
paid. 

FRAUD REFERRALS 

Fraud Referrals are incomplete and fail to enumerate facts being alleged. 

LAWS 

Would like to see some additions to the law in the IHSS program. 
• Cannot be a recipient / provider if the recipient / provider have an active felony 'varrant 
• Changes for W &1 12305.31 that list a person cannot oe a provider for 10 years tollowin!,? 1 

conviction, or entering into a settlement in lieu of a conviction, ~or fraud orlbuse in any 
government program, health care program, or supportive services )rogram. A person~:lnnot 



be a provider for 10 years following conviction of PC '2T3(a), PC 368, PC 273.5 where the 
victim is the recipient, PC 243( e)( 1) where the victim is tl1e recipient, PC 422 where the 
victim is the recipient and any felony drug conviction. (/) 

• Mandatory for [he Public Authority to give the provider 2 break down of the recipient's 
service care hours and time allotted to complete each task. 

• Mandatory training for all providers on the IHSS program, fraud, tasks that are allowed and 
paid for by IHSS, and proper completion of the timesheels. 

COMPUTER SYSTEM 

Design a Fraud Page for both recipient and provider to document if a fraud referral has been 
made, when it was made, a brief description OI' the alleged fraud, disposition of the case date of 
convictions and any exclusions from the program. 

Design a patch between CMIPS and the Medi-Cal provider screens(CDR) to determine when and 
where a recipient is hospitalized 



STil..TE OF CALIFORNIA - HEALTH AND HUMAN SERVIC:::S AGENCY :AlIFORNIA DEP.Il.,RTMENT OF SCCIAL SERVIC:::S 

APPLICATION FOR SOCiAL SERVICeS 

TO THE APPLICANT: Please complete Section 1 - 7 on this fOllll. This form is subject to velification. 
NOTE: Retain your copy of this application. If you have not received a response within 30 da~ls notify the county representative at the telephone 

number provided below In the "FOR AGENCY USE ONLY" section . 

• SOCIAL SECURITY NUMBER: It is mandatory that you provide your 
Social Security Number(s) as required in 42 USC 405 and MPP 
30-769.71. This information will be used in eligibility determination I Case Number: 

I 
Date of Application: 

and coordinating information with other public agencies. 
1. Name 'Social Security Number 

Address Sex 
0 Male 0 Female 

City 1 Zip Code 
I 

Teiephone 
'I 

Birthdate 

2. Are you a Veteran? Are you a Spouse/Child of a Veteran? If Yes, give Veteran Name and Claim Number: 
DYes 0 No DYes 0 No 

3. Do you receive SSI/SSP Benefits? 

5. 

DYes 0 No 
Services Being Requested: 

Have you Received In-Home Supportive Services (IHSS) in the Past? 
If Yes, Complete the Following: 
Date and Place of Service Last Received: Number of Hours: 

List Family Members in Household i 

LJ Name of Spouse 0 Name of Parent 

Child/Other Relative 

Child/Other Relative 

If Yes, Check your Type of living Arrangement: 
o IndepEndent Living 0 Board and Care 0 Home of Another 

DYes 0 No 

Name Used (if different from aoove) 

Birthd~lte 'Social Security Number 

I 6. The law requires that information on ethnic origin and primary language be collected. If YJu do not complete this section, social service staff will 
Make a determination. The information will not affect your eligibility for service. 

7. 

A. My ethnic origin is: I B. 
(see reverse side for correct code) 

I speak and understand English: 
My primary language is: 
(see reverse side for correct code) 

DYes 0 No 

I affirm that the above information is true to the best of my knowledge and belief. I agree to cooperate fully if verification of the above 
statements is r~quired in the future. 
Signature of Applicant: I Date: I Signature of P. pplicant's Representative I Date: 

Representative's Address I Representative's Telephone Number I Relationship to Applicant: 
I 

I 

FOR AGENCY USE ONLY 

Telephone Number: Income Eligible: Status Eligible: I ~ignature of Social Worker or Agency Representative: 
DYes 0 No 0 Yes 0 No ~ 

r--::R=-e-c:-ip-:-ie-n-'-t-:=:S=ta'-:t-us-'-:~-=------==----'---.J...~-S::-o-u-r-c-e-o-::-f:--V:-e-'-rif~ic-a-ti:-o-n--:fo-r""R=-e'-cf:-u-g-ee-o-r =-E-nt:-ra-n-t""S:-:-ta-t:-"w; (explain): 

o Refugee 0 Cuban/Haitian Entrant 

RECERTIFICATION OF ELIGIBILITY FOR SERVICES OF STATUS ELIGIBLES 

I Date Source of Verification I Worker Signature Date Source of Verification : Worker Signature 
, 

~ 
I 

1 I 
, 

I 
I 

I I I 

\ 
~OC~95 2/00) 

I 

I 



STATE 'JF CAUFORNIA-11EALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES 

STATEMENT OF FACTS FOR IN-HOME SUPPORTIVE SERVICES 

Note: Your eligibility for In-Home Supportive Services (IHSS), under Welfare and Institutions Code Section 12300, will be 
derermined by the information you provide on this form. 

rr'l APPLICANT INFORMATION 
~---
NAME (FIRST, tAIDDLE, LAST) 

HOME ,;ODRESS 

: BIRT-lDATE 

CITY ZIP CODE 
It 

______________________________________________________________ ~--,------------~I 
: HOME PHONE 'MES:;AGE PHONE ; i ;~AILING ADDRESS (IF DIFFERENT) 

((i 
PLACE OF BIRTH ---S-O-C-I.~-L-S-E-C-U-R-ITY-N-U-M-B-ER-------'-, M-E-D-l--C-AL-CA-R-D-N-U-M-B-E-R-~----'--------~i i 

I 

ARE YOU: 
:i 
I 

'I I, 
'I 

[! AGE 65 OR OVER? DISABLED? 
" 

~ BLlN[)? 

MARITAL STATUS: L MARRIED SEPARATED ,~ WIDOWED ,..J JIVORCED 

--=-::J=--.::s",IN:"GO':L:,:E~~cc---=c-=c~iD,-"a",te~~~_L..._---.l(D,="a""te~~_"==""--__ ----,(,,D,,,at5'.e =~~=L.... __ 'Date ___ .,d",,~_ 
COMPLETE THE FOLLOWING: 

i 
I 

_J 

NAME OF SPOUSE OR PARENTiS) (IF YOU ARE UNDER 18 YEARS OF AGE) 

--,--____ c-::--:__:-c:---:c:-:-::-:------------------------------------------------------------------i i -I 
IS SPOUSE/PARENTIS): AGE 65 OR OVER? [] DISABLED? CJ BLIND? =-______ ~i I 
SPOUSE/PARENTiS) SOC, SEC, NO, SPOUSE/PARENTIS) ADDRESS (/F DIFFERENT THAN APPLICANT'S) : I 

t::;") DO YOU RESIDE IN CALIFORNIA WITH THE r-1:::-, INTENTION TO CONTINUE RESIDING HERE? YES 1_, NO 

® ARE YOU A CITIZEN OF THE UNITED STATES? 
(IF "YES", GO TO "ITEM 4") YES C NO 

(A,) IF YOU ARE NOT A UNITED STATES CITIZEN, ARE YOU 
LAWFULLY ADMITTED TO PERMANENT RESIDENCE OR 

C NO LEGALLY PERMITTED TO REMAIN IN THE US,? ,-- YES 

MY HOME ISA: '--': HOUSE i_ APARTMENT -::J ROOM 

iN WHICH I: OWN/ C AM BUYING C RENT 
LIVE 
COST FREE 

'=" RECEIVE 
.,,' BOARD AND CARE 

LANDLORD'S NAME AMOUNT OF RENT, BOARD ANDIOI( MORTGAGE PAID 

ADDRESS 

(5,1 ARE THERE OTHERS LIVING IN THE HOUSEHOLD? 
\J (IF "YES", GIVE THE INFORMA TlON BELOW:) 

NAME 

.$ 

i CITY 

------------'--_.,,--;-----

!MONTH 

ZP CODE 

,_ YES C NO 
-~--

RELATIONSHIP AGE 

Ii 
,,~-----:I 

:1 
: .1 
• I 

-------------------------------------------~-~I 

SOC 310 (1/03) 

FOR COUNTY USE ONLY 

Page 1 of.1 Dages 



(:::\ JO YOU, YOUR SPOUSE OR YOUR PARENT(S) OWN REAL PRC,PERTY OTHER THAN YOUR HOME~ 
\~) (If "YES", GIVE THE JNFORMA TlON BELOW: OR ON PAGE .f P;'RAGRAPH 21.) ~ YES 

ADDRESS 

STATE 

ASSESSED VALUE 

,~NNUAL TAXES 
$ 

, ANNUAL INSURANCE 

! $ 

HOW IS PROPERTY UTILIZED? 

i ZIP CODE 
, 

i CITY 

; PARCEL NUMBER 
! , 
1 

i TOTAL AMOUNT OWED ON MORTGAGEIS) 
$ 

: ANNUAL ASSESSMENTS 

$ 

, COUNTY 

, MONTHLY PAYMENT 
$ 

NO 

IF USED AS RENTAL, INDICATE 
, AMOUNT OF RENT 

! ARE TAXES INCLUDED IN THE 
i MONTHLY PAYMENT? :J YES --i NO! 

OTHER PROPERTY EXPENSES , IS INSURANCE INCLUDED IN 
THE MONTHLY PAYMENT? 

CD DO YOU, YOUR SPOUSE OR YOUR PARENT(S) OWN ivlOTOR V :HiCLES (CARS, TRUCKS, 
MOTORCYCLES, SOATS, MOTORHOMES)? 
(IF 'YES", GIVE THE INFORMA TlON BELOW:) 

---.: YES NO 

--i YES NO 

MAKE AND 
MODEL 

YEAR 
ESTIMATED 

VALUE 

, CHECK IF USED FOR i MODIFIED 
MEDICAL, FOR DISABLED 

WORK TRANS, PERSON? 

WHAT IS THE VALUE OF YOUR LIQUID RESOURCES? 

(IF APPLiCANT IS A BLIND OR DISABLED CHILD UNDEF, AGE /8. NCLUDE ,RESOURCES OF PARENT(S) RESPONSIBLE FOR 
CHILD, INDICATE IF ANY RESOURCE is EXCLUSiVELY FOR BURIAL EXPENSES FOR YOU OR YOUR IMMEDIATE FAMILY) 

LIQUID RESOURCES (I) IF ENTER VALUE UNDER OWNER 

NONE SEI.F SPOUSEIPARENTS ' 

CASH ON HAND ANDIOR $ $ 1$ 
MONEY KEPT IN THE HOME 

CHECKING ACCOUNT $ i $ 1$ 

SAVINGS ACCOUNT. CREDIT UNION 
$ $ 1$ 

TRUST FUNDS 

CHECKS OR CASH IN SAFETY DEPOSIT $ $ i$ 
BOX I 
STOCKS, BONDS, OR MUTUAL FUNDS $ $ ! $ 
NOTES, MORTGAGES, DEEDS 

IRA. CERTIFICATES OF DEPOSIT, MONEY I 
MARKET i $ $ ;$ 

, 

OTHER (SPECIFY): $ $ :$ 

DO YOU, YOUR SPOUSE OR PARENT(S) (IF APPLICANT IS UNDER 1:3) HAVE ANY PERSONAL GOODS 
OR HOUSEHOLD EFFECTS WITH A COM81NED EQUITY VALUE OF MORE THAN 52,000? 

JOINTLY 
i (I) FORi 
i BURIAL: 

I ® (E. G., HOUSEHOLD FURNISHINGS, CLOTHING. AND JEWELRY.) (IF ADDITIONAL SPACE IS NEEDED, 
SPECIFY IN ITEM 21.) J YES NO! 
(IF "YES", GIVE INFORMA TiON BELOW:) (EXCLUDE REHABIUTA Tiew DEVICES AND EQUIPMENT.) 

---------1,-----------
AMOUNT OWED DESCRIPTION CLRRENT MARKET VALUE 

A. 

B. $ 

c. 

® DO (OU, YOUR SPOUSE '~R YOUR PARENT(S) HAVE ANY LIFE INSURANCE~ 

(IF "YES", GIVE THe INFORMATION BELOW:) 

i$ 

,$ 

$ 

:J YES ! NO I 

NAME OF OWNER NAME OF INSURED NAME ,\ND ADDRESS OF INSURANCE COMPANY 

POLICY NUMBER 
TOTAL FACE 

VALUE OF POLICY 
CASH SURF:ENDER! 'NHEN WAS THE 

VALUE i POLICY PURCHASED 

IF THERE IS A LOAN I 
AGAINST THE POLICY I 
WHAT IS THE AMOUNT' 

:=OR COUNTY USc ONLY 
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DO YOU, ,(OUR SPOUSE OR YOUR PARENT(S) HAVE ANY BURIAL FUNDS, iNSURANCE, 
TRUSTS, SPACES OR CONTRACTS? (IF "YES", GIVE THE INFORMA TlON BELOW:) eYES L NO 

NAME AND ADDRESS OF OWNER OF 
EACH ITEM 

NAME OF 
EACH ITEM 

TOTAL PURCHASE 
'/ALUE OF EACH ITEM 

HOW MUCH IS OWED 
ON EACH ITEM 

, $ 

COMPA~ Y/SOURCE 

I 
I 

----------~-----------------~!I 
,I 

=====,======================,=====1 
(12:) HAVE YOU, YOUR SPOUSE OR PARENT(S) (IF A MINOR IS APPLYING) SOLD, TRANSFERRED 
'-/ OR GIVEN AWAY ANY PROPERTY, INCLUDING MONEY, IN THE LAST 36 MONTHS? 

eYES I=-:J 
"0 :1 (IF "YES", GIVE THE INFORMA TlON BELOW:) 

DESCRIPTION 
DATE OF 

TRANSFER 
ESTIMATED 

VALUE 
AMOUNT 

RECEIVED 
:1 

------------------------------------------------------·~---------II 
! $ $ 'I __________________________________________ ~-----------------------------c--------------,'I 

:i 
===================================~$=========$~======I 113) ARE YOU OR YOUR SPOUSE EMPLOYED OR SELF-EMPLOYED? (IF "YES", GIVE THE ,I 

'---- INFORMA TlON BELOW:) OF APPLICANT IS A BLIND OR DISABLED CHILD UNDER 18 INCLUDE i- YES i; No:1 
NAME ,;~i1:~~~~::T OF PARENT(S)! I ADDRESS OF EMPLOYER : I 

OCCUPATION : GROSS SALARY PER PAY PERIOD HOW O=TEN PAID? 

\$ 
'-iF~3"'E~L~F:c:-E=icM~P~LO"'Y~E~D=,~A~TI~A~C~H~V~E~R=:::I=F~IC~A~T~IO~N==::O~F~A~Lc'L~O=R=D===IN~A~R"'Y=A~Nc=Dc==N=E='Co=Ec=S==SA==c=RY===B",U="S",INc=E=S=S=EX=P=E=N=S=E=S=, =P=R=IN=C=IP=A=L====:,I: ~AYMENTS OR ENCUMBRANCES AND PERSONAL INCOME TAX, 

(14.), DO YOU, YOUR SPOUSE OR YOUR PARENT(S) HAVE ANY BUSINESS EQUIPMENT ',I' 

\_ INVENTORY, OR MATERIAL? 
eYES [J NO 1\ (IF "YES", GIVE THE INFORMA TlON BELOW:) 

DESCRIPTION PURPOSE 

$ 

$ 

ESTIMATED 
VALUE AMOUNT OWED !I 

$ 

$ 

I§ IF YOU ARE BLIND OR DISABLED AND WORKING, DO YOU HAVE ANY WORK-RELATED ,I 

EXPENSES DUE TO BLINDNESS OR DISABILITY? YES C NO ',\ 
(iF YES", GIVE THE INFORMA TIO--,N_BccE:c:L,-,O:::Wc-:':'::'! =-==-:ccc:c=-=-==~:c:-::=-==::-:-:=----c-::-::-:=-=:-::-c=c::--:::=-=~=c:---------. 

COST OF TRANSPORTATION TO AND FROM I ~g~~~RI~EMS OR SERVICE" TO PREPARE i ~~~~~; ;6~~~~~~~:~~!;NCE il 
$"ORK \ $ $ '! 

===== f"" LIST INCOME RECEIVED EACH MONTH FROM SOURCES OTHER THAN EMPLOYMENT, IF APPLlCA~T IS A BLIND OR 
\~ DIShClLED CHILD UNDER AGE 18, INCLUDE !NCOME OF PARENT(S) RESPONSIBLE FOR CHILD, 

(I) ENTER MONTHLY AMOUNT RECEIVED BY: 
TYPE OF INCOME CLAIM NUMBER 

NONE SELF SPOUSEIPARENTIS) 

A, SOCIAL SECURITY (RETIREMENT. SURVIVOR, , $ $ DISABILITY INSURANCE} 

B, CASH CONTRIBUTIONS $ $ 

STATE DISABILITYI 
C, UNEMPLOYMENT INSURANCE $ $ 

0, VETERAN'S PENSIONICOMPENSATION $ $ 

VA AID AND ATIENDANC::: 
$ $ E. CAREl HOUSEBOUND ALLOWANCE 

F. GOVERNMENT PENSION $ $ 

PRIVATE AND/OR MILITARY 
G, RETIREMENT PENSION $ S 

., ALIMONY, CHILD SUPPORT $ S 

RENTAL iNCOME 
! $ 

J. INTEREST, DIVIDENDS, ROYALTIES $ $ 

K, RAILROAD RETIREMENT PENSION $ 

L. WORKER'S COMPENSATION $ ! 

\/1. AFDC ?AYMEiTS $ 

N, OTHER: (SPECIFY) I $ 

ii 
;1 

FOR COUNTY USE ONLY 
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® 

ITEM CONTRIBUTED 

MEDICARE (CLAIM NO. 

FREQUENCY 0;= 
RECEIPT 

1$ 

FOR COUNTY USE ONLY 

c::: YES 
;-"" 

NO I-.J 

1'--' 
YES 

:--"\ 
NO 

,- ,.., 
, YES 1- NO 

CASH EQUIVALENT 

l' CHAMPUS 

1= VETERAN'S ADMINISTRATION COVERAGE 

Jl KAISER 

I ROSS-LOOS 

L BLUE SHIELD 

, __ BLUECROSS~ ____________________________________ ~ __________________________________ ~I 

~ PREPAID HEALTH PLAN :\ 

'--' HEALTH MAINTENANCE ORGANIZATION (SPECiFY: U ____________________________________ -"I 
OTHER CARRIER (SPECIFY' ! il 

..;i_21_.;,.1 _�T_E_M_N_U_M_B_E_R _______ A_D_D_I_T_IO_N_A_L_I_N_F_O_R_M_A_T_IO_N..;(A_TT_,,_~C_H_A_D_D_IT_I_O_N_A_L_S_H_E_E_T_S_I_F_~_JE_C_E_S_S_A_R_Y..:.) _____ I SOC 310 VERIFICATION 
:1 C ELIGIBLE CJ INELIGIBLE 

-----------------------------;1 I REASON (IF INELIGIBLE): 

--~---------~------~il 
~-------------------------------~------------------------------------~II-s-o-C-IA-L-S-E-R-VI-C-e-W-O-R-K-ER-:--------

I' 
II 
:1 

DATE: 

BE SURE YOU HAVE READ EVERY ITEM AND ANSWERED ALL THE QUE STIONS THAT APPLY TO YOU. READ THE FOLLOWING CAREFULLY BEFORE SIGNING: 

! HEREBY STATE BY MY SIGNATURE THAT THE ANSWERS I HAVE GIVEII ARE CORRECT AND TRUE TO THE BEST OF MY KNOWLEDGE. 

I AGREE TO TELL THE COUNTY DEPARTMENT OF SOCIAL SERVICES VIITHIN 10 DAYS IF THERE ARE ANY CHANGES IN MY INCOME, POSSESSIONS. OR EXPENSES, OR IN THE 
NUMBER OF PERSONS IN MY HOUSEHOLD, OR IF ANY CHANGE 0' ADDRESS. AND I AGREE TO MEET ALL OTHER RESPONSIBILITIES EXPLAINED IN THE "MEDI-CAL 
RESPONSIBILITIES CHECKLIST' I HAVE RECEIVED. 

I UNDERSTAND THAT I MAY BE ASKED TO PROVE MY STATEMENTS, BL T THAT THE COUNTY IS REQUIRED BY LAW TO KEEP THEM CONFIDENTIAL. 

I UNDERSTAND THAT IF I AM DISSATISFIED WITH ANY ACTIONS TAKEN BY THE COUNTY DEPARTMENT OF SOCIAL SERVICES, I HAVE THE RIGHT TO A STATE HEARING. 

I UNDERSTAND THAT I MUST DISPOSE OF ANY EXCESS RESOURCES WITHIN A SIX-MONTH PERIOD IN THE CASE OF REAL PROPERTY AND WITHIN THREE MONTHS IN THE 
CASE OF PERSONAL PROPERTY AND REPAY ANY OVERPAYMENTS Wll'H THE PROCEEDS OF THE DISPOSED PROPERTY. 

! UNDERSTAND THAT IF I AM ELIGIBLE FOR IHSS SERVICES, I WILL BE PROVIDED A MEDI-CAL CARD AT NO SHARE-OF-COST TO ME IF I PAY THE IHSS SHARE OF COST I AM 
OBLIGATED TO PAY. 

I UNDERSTAND THAT FEDERAL AND STATE LAW RE0UIRE THE RECOVERY OF ALL MEDI-CAL BENEFITS RECEIVED AFTER AGE 55 FROM THE ESTATE OF A iAEDI-CAL 
BENEFICIARY IF THER'= IS NO SURVIVING SPOUSE, MINOR CHILDREN, I)R PERMANENTLY AND TOTALLY DISABLED CHILDREN, 

I, THE UNDERSIGNED, DECLARE UNDER PENALTY OF PERJURY THAT THE FOREGOING STATEMENTS ARE TRUE AND CORRECT. 

SIGNATURE OF APPLICANT 

0' ~ATURE OF PERSON ACTING FOR APPLICANT 
(RELATIONSHIP: PARENT, GUARDIAN, CONSERVATOR) 

I DATE 

I 
i DATE 

I 

! 

:IGNATURE OF WITNESS (REQUIRED IF APPLICANT 
SIGNED BY MARK) 

31GNATURE OF PERSON HELPING APPLICANT 
COMPLETE FORM 

DATE 

DATE 
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STATE OF C.A.UFORNIA - HEALTH AND HUMAN SERVICES AGENCY :ALlFORNJA DEPARTMENT OF SOCIAL SERVICES 

PHYSICIAN'S CERTiFICATiO~l OF MEDICAL NECESSITY 

PATIENT'S NAME DATE OF BIRTH 

Dear Doctor: 

DATE: 

This form must be completed to determine Personal 
Care Ser'tices Program eligibility and annually 

for recertification. 

After completion, return this form to the agency 
address indicated below. 

CASE NUMBER 

The Personal Care Services Program provides assistance through In-Home Supportive Services, to those eligible 
individuals who are limited in their ability to care for themselves and wI)uld be unable to remain safely in their own 
homes without this service. 

Your patient has requested help with one or more of the following personal care services: assistance with ambulation; 
bathing; oral hygiene; grooming; dressing; care and assistance with prosthetic devices; bowel, bladder and menstrual 
care; repositioning, skin care, range of motion exercises and transfers; fel~ding and assurance of adequate fluid intake; 
respiration; or assistance with self-administration of medications. 

Your examination of this patient may be reimbursable through Medi-Cal as an office visit provided that all other 
applicable Medi-Cal requirements are met, or through Medi-Care. 
AGENCY , SERVICE WORKER 

AGENCY ADDRESS (Street, City, Zip) 

SERVICE WORKER'S SIGNATURE 

PATIENT AUTHORIZATION 

PATIENT'S SIGNATURE (Or Authonzed AepresentaUve) 

FOR PHYSICIAN'S USE ONLY 
PHYSICIAN'S NAME 

OFFiCE ADDRESS (Street, City, Zip) 

DIAGNOSIS 

-'ROGNOSIS (If Known) 

I recommend one or more of the above listed personal care services for this 
patient in order to prevent out-'Jf-home placement. 
PHYSICIAN'S SIGNATURE PROVIDER NUMBER 

SOC 425 (7/03) 

"es 

: SERVICE WORKER NUMBER 

, PHONE 

I DATE 

! 
1 

I DATE 

PHONE 

, DATE LAST SEC-CE-N -BY-PCC-H-:YS:-CICc-IA-N~---'---

-.J ,10 

! DATE 



Department of Employment and Temporary Assistance 

Medical Evaluation for In-Home Supportive Services Recipient 

Patient Name: Case No.: Date: -------
Address: 008: 
SW Name-:----------S-W--P-ho-n-e-N-o-.:-------S-W-F-a-x-N-0-.: -----

----------- --_._-- -----------

I __ authorize the mutual release for my medical information which includes information regarding alcoholism, drug 
, abuse, mental illness or HIV infection as it pertains to my medical need for domestic! related and personal care services 
. to In-Home Supportive Services of Fresno County. IHSS is not responsible for the cost of completing this form. 

Reciple:lt Signature: _______________________________ Date: _______ -'1 

, Authorized RepresentativeiWitness: ___________________________ Oate: _______ -I
I 

This release of information expires 12 months from the date above and may be revoked in writing or in person before that date. 

The above patient has applied for In-Home Supportive Services (IHSS) and states that they have certain functional impairments 
resulting from their medical condition. IHSS provides help to those eligible aged, blind or disabled individuals who, according to 
Welfare and Institutions Code 12300, " ... who are unable to perform the services themselves and who cannot safely remain in their 
homes or abode of their own choosing unless these services are provided." Secticn 14132.95 a (4) of this code states " ... these 
services are provided to a beneficiary who has a chronic, disabling condition that causes functional impairment that is expected 
to last at least twelve consecutive months or that is expected to result in death within twelve months ... " 
Fresno County IHSS is requesting the treating physician, to complete, sign and reUrn this information to us by __ . 

Please complete and return this document so we may provide or continue services. 

In your opinion, will this individual require out of home placement if they do not recf3ive assistance in their home? DYes 0 No 

If you answered No, please complete the signature box on the back of this form and return it. 

If you answered Yes, please complete the remainder of the form in full and complete 'he signature box on the back of the form. 

What level of assistance or care is necessary? 0 None 0 Skilled Nursing :J Assisted Living 0 Board and Care 

Date patient last seen: _______ _ How often is patient seen? 

Prognosis: ______________________ _ Estimc:lited Length of Disability: ______ _ 

Diagnosis 

~edic31: ______________________________________________ _ 

Psychiatric: _____________________________________________ _ 

IHSS 0100 3-: 5-07 4-
1 



Auditory 

o No Impairment 

Impairment: 

Mental Status 

o Oriented X: 

Visual 

D No Impa'rment 

Impairment: 

Impairments 

Speech 

D No Impairment 

Impairment: 

Substance Abuse 

Type: 

Confused: 0 Mild 0 Moderate 0 Severe Treatment/Services: 

Mobility Transfer Activity 

:] Ambulates Unassisted o Unassisted 

0 Ambulates with help o With help 

0 Uses assistive device o Unable to Transfer 

0 Wheelchair dependent 

0 Bed Bound 

Functional Ability: 

Task Independent Limitations- If box checked, must explain. 

Medication 0 0 
Hand Fed 0 0 
Bathing 0 0 
Dressing 0 0 
Sit 0 0 
Stand 0 0 

Walk 0 0 

Push 0 0 

Pull 0 0 

Bend 0 0 
Reach 0 0 
Grab/Grasp 0 0 

Drive 0 0 

Fresno County IHSS is requesting the treating physician, under penalty of perjury to complete, sign ;;md return -his 
evaluation form in the self addressed stamped envelope enclosed to: 
In-Home Supportive Services P.O. Box 1912, Fresno, CA 93750 or FAX form (Q (559) 453-3636 

I Physician Signature: Jate: 

Print Physician Name: Provider 'Jo.: 

Address, City, Zip: -=ax:-

IHSS0100 3-15-07 



SOCIAL SERVICES STANDARDS 
Regulation< SERVICE PROGRAM NO.7: IHSS 30-761 (Cont.) 

30-761 NEEDS ASSESSMENT STANDARDS (Continued) 30-761 

Needs Assessments 

.21 Needs assessments are perfonned: 

.211 Prior to the authorization of IHSS services when an applicant is detennined to be 
eligible, except in emergencies as provided in Sl~ction 30-759.8 . 

. 212 Prior to the end of the twelfth calendar month from the last assessment. 

(a) If a reassessment is completed before be twelfth calendar month, the month 
for the next assessment shall be 'ldjustecl to the 12-month requirement. 

.213 Whenever the connty has infoffilation indicating that the recipient's physical/mental 
condition. or living/social situation has changed 

.22 Repealed by Manual Letter No. 82-67 (lO/1/82) . 

. 23 The designated county department shall not delegate the responsibility to do needs 
assessments to any other agency or organization . 

. 24 The needs assessment shall identify the types and hours of services needed and the services 
which will be paid for by the IHSS program . 

. 25 No services shall be detennined to be needed which the recipient is able to perfonn in a 
safe manner without an unreasonable amount of physical or emotional stress. 

CAL1FORNIA-DSS·:vIANUAL-SS 
MANUAL LETTER NO. 5S-93-03 Effel:tive 7/1/93 
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SOCIAL SERVICES STANDARDS 
30-761 (Cont.) SERVIC_E_P_R_O.;..G..;....R.;..A.;..M....;..;.N_O.;.. . ....;..;.7:......;.;IH;.;..;;.S.;;..S ________ ....;R;.;;e.;;.os;:;;nl;;;;a;;;t;;;io;.;;;n;;;.s 

30-761 NEEDS ASSESSMENT STANDARDS (Continued) 30-761 

.26 Social service staff shall determine the need for services based on all of the following: 

.261 The recipient's physical/mental condition, or living/social situation. 

(a) These conditions and situations shall be detem1ined following a face-to-race 
contact with the recipient, if necessary . 

. 262 The recipient's statement of need . 

. 263 The available medical information . 

. 264 Other infonnation social service staff consider necessary and appropriate to assess 
the recipient's needs . 

. 27 A needs assessment and authorization form shall be completed for each case and filed in 
the case record. The county shall use the needs assessment form developed or approved by 
the Department. The neecs assessment form shall itemize the need for services and shall 
include the following: 

.271 Recipient mormation including age, sex, living situation, the nature, and extent of 
the recipient's functional limitations, and whether the recipient ;s severely impaired . 

. 272 The types of services to be provided through the IHSS program, the service delivery 
method and the number of hours per service per week. 

.273 Types of IHSS provided without cost or through other resources, including sources 
and amounts of those services . 

. 274 Unmet need for IHS~; . 

. 275 Beginning date of service authorization. 

CAL [Fa RNIA-DSS-MANU AL-SS 
MANUAL LETTER NO. SS-93-03 Effective 7/1/93 
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SOCIAL SERVICES STANDARDS 
Re3ulations SERVICE PROGRAM NO.7: IHSS 30-763 (Cont.) 

30-761 NEEDS ASSESSMENT STANDARDS (Continued) 30-761 

. .28 Services authorized shall be justified by and consistent with the most recent needs 
assessment, but shall be limited by the provisIOns of Section 30-765 . 

. 3 IHSS staff shall be staff of a designated county department. 

. 31 

~7 
. ..l~ 

Classification of IHSS assessment workers shall be at the discretion of the county . 

IHSS assessment workers shall be trained in the unifmmity assessment system. 

NOTS: Authority cited: Sections 10553 and 10554, Welfare and hstitutions Code. Reference: Section 
1413.2.95, Welfare and Institutions Code: and the State Plan Amendment, approved pursuant to Section 
14132.95(b), Welfare and Institutions Code. 

30-763 SERVICE AUTHORIZATION 30-763 

. 1 Services staff shall detennine the need for only those tasks in which the recipient has functional 
impainnents. In the functions specified in Section 30-756.:, a functional impainnent shall be a 
rank of at least 2 . 

. 11 The applicant/recipient shall be required to cooperate to the best of Ius/her ability in the 
securing of medical verification which evaluates the f()llowing: 

.111 His/her present condition . 

. 112 His/her ability to remain safely in his/her own hl)me without IHSS services . 

. 113 His/her need for either medical or nonmedical Imt-of-home care placement if IHSS 
were not provided . 

. 114 The level of out-of-home care necessary if IHSS were not provided. 

CALlFORNIA-DSS-,'"IANUAL3S 
MANUAL LETTER NO. 5S-93-03 2ffective 7/1/93 
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SOCIAL SERVICES STANDARDS 
30-763 (Cont.) SERV1CE PROGRAM NO.7: IHSS Regulations 

30-763 SERVICE AUTHORIZATION (Continued) 30-763 

.12 Applicant/recipient failure to cooperate as required in Section 30-763.11 shall result in 
denial or tennination of IHSS . 

. 2 Using the needs assessment fonn. services staff shall calculate the number of hours per week 
needed for each of the services detennined to be needed by the procedure described in Section 30-
763.1. 

.3 Shared Living Arrangements: 111(: following steps apply to assessing need for clients who live 
WIth another person(s). With certain exceptions specified in Section 30-763.4, the need for IHSS 
shall be detennined in the following manner. 

.31 Domestic Services and Heavy Cleaning 

.3 11 The living area in th~ house shall be divided into areas used solely by the recipient, 
areas used in commo:} with others, and areas not used by the recipient. 

.312 No need shall be assessed for areas not used by the recipient. 

.3 13 The need for service~ in common living areas shall be prorated to all the housemates, 
the recipient's need b;ing his/her prorated share . 

. 314 For areas used solely by the recipient, the assessment shall be based on the recipient's 
individual need . 

. 32 Related Services need shall be assessed as tollows: 

.321 When the need is being met in common with those of other housemates, the need 
shall be prorated to III the housemates involved, and the recipient's need is his/her 
prorated share. 

CALIFORNIA-DSS-MANUAL-SS 
MANUAL LETTER NO. SS-93-03 Effective 7/1/93 
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~TATE OF CALIFORNIA-HEALTH AND HUMAN SERVICES AGENC',' CALIFORNIA .:EPARTMENT OF SOCIAL "':RVICES 

IN-HOME SUPPORTIVE SERVICES 
Recipient/Employer Responsibility Checklist 

I, , HAVE BEEN INFORMED BY MY SOCIAL WORKc~ 
THAT AS A RECIPIENT/EMPLOYER, I AM RESPONSIBLE FOR THE ACTIVITIES LISTED BELOW. 

1) Provide required documentation to my Social Worker to determine continued eligibility and need for services. 
Information to report includes, but is not limitied to, changes to my income, household composition, marital 
,tatus, property ownership, phone number, and time I am away from my home. 

2) Find, hire, train. supervise, and fire the provider I employ. 

3) Comply with laws and regulations relating to wages/hours/working coneitions and hiring of persons under age 18. 

NOTE: Refer to Industrial Welfare Commission (IWC) Order Number 15 regarding wages/hours/working 
condihons obtainable from the State Department of Industrial Relations, Division of Labor Standards 
and Enforcement listed in the :elephone book. Additional information regarding the hiring of minors 
may be obtained by contacting your local school district. 

4) Verify that my provider legally resides in the United States. My provider and I will complete Form 1-9. I will 
retain the 1-9 for at least three (3) years or one (1) year after emplovrlent ends, which ever is longer. 

5) Ensure standards of compensation, work scheduling and working cO'1dition'-i for my provider. 

6) Provide my Social Worker with the following information regarding my provider, and any future change in my 
provider. 

Name 
Address 
Social Security Number 
Date of Birth* 
Ethnicity* 

'Please provide this information if it is available to you. 

Primary Language' 
Telephone Number 
Relc.ltionship to me, if any 
Hours to be worked and services 
to be performed by each provider 

7) Inform my provider that the gross hourly rate of pay is $ ___________ , and that Social Security 
and State Disability Insurance taxes are deducted from the provider'~ wages. 

8) Inform my provider that he/she may request that Federal or State Income Taxes be deducted from his/her 
wages. Instruct the provider to complete Form W-4 so Form W-2 (Wage and Tax Statement) will be sent at 
the end of January for income tax filing. 

9) Inform my provider that he/she is covered by Workers' Compen~;ation, State Unemployment Insurance 
benefits, and State Disability Insurance benefits. 

10) Inform my provider of the services authorized and the time given to perform those services. Inform the 
p~ovider that he/she is not paid to perform work when I am away from my home (for example, when in a 
hospital or away on vacation). 

11) Pay my share of cost, if any, directly to my provider or directly to the county social services department. 

12) Verify and sign my provider's timesheet for each pay period, shOWing the correct day and the correct total 
number of hours worked. I understand that any falsification or concealment of information may be prosecuted 
under Federal and State laws. 

13) Ensure my provider signed his/her timesneet. 

14) Advise :ny provider to mail his/her signed timesheet to ,he . .lppropriate county social services department at 
the end of each pa\! ')eriod. 

I HAVE EXPLAINED THE RESPONSIBILITIES LISTED ON THIS FORM TO THE IHSS RECIPIENT. 

Social WorKer Telepnone Date 

ReCIpient Date 

ProvlGaf Date 

;OC 332 (6106) ?age·t ,; 2 



'N-HOME SLPPORT~.vE SE,:(VICES 
Provider ,~esponsibiiity Chec:-<list 

The following information is provided to you, the Provider, to inform you of important information that you need to 
kno\/v to enroil and participate in the In-Home Supportive Services program. Please feel free to ask an IHSS 
social worker for clarification if necessary. Then please sign. 

As an IHSS Provider, I have read and understand the following responsibilities: 

1. I must sign and complete SOC 426 Form and Provider Responsibility Checklist with my recipient to enroll 
me as an IHSS care provider. 

2. I understand that there are two pay-periods and two timesheets for each month. 

3. I understand that on each timesheet, I may only claim hours that I actually worked performing authorized 
Iwee .~~I,~ 
II Iv"-" lClvl'\.". 

4. I must complete and sign the IHSS timesheet before asking th'3 client to sign it. 

5. I must ask the recipient to sign the IHSS timesheet only AFTE3. the hours and tasks have been completed 
by me. 

6. I understand that it is illegal to forge a recipient's signature on the IHSS timesheet. 

7. I must follow the direction of the recipient for work scheduling, and task completion and that alllHSS 
services must be delivered to the recipient in their own home. 

8. I must ask the recipient about their authorized IHSS hours and tasks. I understand not to complete 
unauthorized or additional tasks without the authorization of the social worker. 

9. I must ask the recipient if they have a Share of Cost to pay and I am responsible to collect that Share of 
Cost from the recipient. 

10. I must fill out a W-4 Form for payroll deductions if I want deductions taken from my IHSS check. (optional) 

11. I must ask the recipient if there is another care provider and coordinate my hours with the other care 
provider as the recipient directs me. 

12. I understand that any attempt at fraudulently claiming paymen1 from the IHSS program will be referred to 
the District Attorney's office for prosecution and that my enrollment in the program may subject my 
personal information to disclosure in a fraud investigation. 

13. I must make sure the recipient completes an IRS 1-9 Form for me, the provider. 

14. I understand that I cannot claim time if my recipient is hospitalized, deceased, on vacation or otherwise no 
longer in the home and I must inform the social worker immediately of such. 

15. I have received, read and understand the information regardinq workers' compensation, state 
unemployment, state disability and adult abuse. 

16. I understand that I, as an IHSS care provider, am a mandated reporter of abuse. 

17. I must inform the recipient and his/her IHSS social worker immediately if I have been injured on the job. 

18. I can complete the IHSS provider registry class if I choose. (Optional, but highly recomrrended) 

19. ' can ask the recioient about transportation needs and mileage allowance, which the IHSS program does 
lot Day for. 

20. I understand that my records are kept confidential, but are subject :0 disclosure for purposes related to (he 
administration of the IHSS program, including investigations and civil and criminal proceedings for ~raud. 

Provider SignaIure 

l-lSS J050 

Date Recipient Signature 

,)3- 1 5-J7 

Dclte SW SignaIure Jate 



W&:: :1::305. 8l. (a) J:Jcr:-,vithstanding any other provis:.on of law, 3. person 
shall not be eligible to provide or recei'Je payment for prOVlQlng 
supportive secvices for 10 years following a convict:ion for, or 
incarceration following a conviction for, fraud against a government 
health care or supportive services program, including Medicare, 
Medicaid, or services provided under Title v, Title XX, or Title XXI 
of the federal Social Security Act or a violation of subdivision (a) 
of Section 273a of the Penal Code, or Section 368 of the Penal Code, 
or similar violations in another jurisdiction. The department and 
the State Department of Health Services shall develclp a provider 
enrollment form that each person seeking to provide supportive 
services shall complete, sign unde'~ penalty of perjl. .. ry, and submit to 
the county. The form shall contain statements to tt~ following 
effect: 

(1) A person who, in the last 10 years, has been convicted for, or 
incarcerated following conviction for, fraud against a gcvernment 
health care or supportive services program is not eligible to be 
enrolled as a provider or to recei'Ie payment for prcviding supportive 
services. 

(2) An individual who, In ~he last 10 years, has been convicted 
for, or incarcerated following conviction for, a viclation of 
subdivision (a) of Section 273a of the Penal Code or Section 368 of 
the Penal Code, or similar violations in another jurisdiction, is not 
eligible to be enrolled as a provider or to receive payment for 
providing supportive services. 

(3) A statement declaring that the person has not, in the last 10 
years, been convicted or incarcerated following conviction for a 
crime involving fraud against a government health care or supportive 
services program. 

(4) A statement declaring that he or she has not, in the last 10 
years, been convicted for, or incarcerated following conviction for, 
a violation of subdivision (a) of Section 2~3a of the Penal Code or 
Section 368 of the Penal Code, or similar violations in another 
jurisdiction. 

(5) The person agrees to reimburse the state for any overpayment 
paid to the person as determined in accordance with Section :12305.83, 
and that the amount of any overpayment, individually or in the 
aggregate, may be deducted from any future warrant to that person for 
services provided to any recipient of supportive services, as 
authorized in Section 12305.83. 

(b) The department shall include the text of subdivision (a) of 
Section 273a of the Penal Code and Section 368 of the ?enal Code on 
the provider enrollment form. 

(c) A public authority or nonprofit consortium that is notified by 
the department or the State Department of Health Services that a 
supportive services provider is ineligible to receive payments under 
this chapter or under Medi-Cal law shall exclude that provider from 
its registry. 

(d) A public authority or nonprofit consortium ~hat determines 
that a registry provider is not eligible to provide 3upportive 
services based on =he requirements of subdivision (al shall report 
that finding to the department 



tn the past 10 years, I have not been convicied>f, or incarceraced for, fraud or theft agllmst a 
government health care or supportive services program. (lVIedi-Cal Fraud, IHSS Fraud) 

In the past 10 years, I have not been convicted of, or incarcerated for, violations of Penal Code 
273a(a) or similar violations in another jurisdiction.(Child Abuse) 

Definition: P.e. 273a (a) Any person who, under circumstances or conditions likely to produce great bodily harm or 
death, willfully causes or permits any child to sutfer, or int1icts thereon unjus1ifiable physical pain or mental sutfering, or 
having the care or custody of any child. willfully causes or permits the person or health of that child to be injured, or 
willfully causes or permits that child to be placed in a situation where his or her person or health is endangered, shall be 
punished by imprisonment in a county jail not exceeding one year, or in the slate prison for two, four, or six years. 

In the past 10 years, I have not been convicted of, or in~:lr~er:lted for, violation ef Penal Cede 
368 or similar violations in another jurisdiction. (Elder Abuse) 

Definition: P.e. 368 (a) The Legislature [mds and declares that crimes agains:.: elders and dependent adults are deserving 
of special consideration and protection, not unlike the special protections provided for minor children, because elders and 
dependent adults may be confused, on various medications, mentally or physi~ally impaired, or incompetent, and 
therefore less able to protect themselves, to understand or report criminal conduct. or to testify in court proceedings on 
their own behalf. 

(b) (1) Any person who knows or reasonably should know that a person is an elder or dependent adult and who, under 
circumstances or conditions likely to produce great bodily harm or death, willfully causes or permits any elder or 
dependent adult to sutfer, or int1icts thereon unjustifiable physical pain or mental suffering, or having the care or custody 
of any elder or dependent adult, willfully causes or permits the person or health of the elder or dependent adult to 
be injured. or willfully causes or permits the elder or dependent adult to be placed in a situation in which his or her person 
or health is endangered, is punishable by imprisomnent in a county jail not ex·;eeding one year, or by a fine not to exceed 
six thousand ·lo11ars ($6,000), or by both that fine and imprisonment, or by imprisonment in the state prison for two, 
three, or four years. 

T, , declare under the penalty of perjury pursuant to the laws of the United 
States and the State of California that in the past ten (10) years I have not been convicted ot~ or incarcerated 
for, traud or theft against a against a government health care or supportive services program, Penal Code 
273a(a) or Penal Code 368. 

I agree to reimburse the State for any overpayment/theft, and the fi~imbursement money may be deducted 
from any future warrant (check) paid to me for providing any recipient of supportive services as allowed by 
Welfare and Institutions Code 12305.83. 

Executed on ____ of _____ ~, 2009, in the County of Fresno. 
(Day) (Month) 

Declarant ~ignature: ------------------------- Jate of Birth: 

Vitness Signature: ________________ _ Title: --------.-------------

Soclal Security -1.. -------------------------
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IHSS ERROR RATE STUDY 

FOUR-COUNTY IN-PATIENT DUPLICATE PAYMENT STUDY 
RESULTS 

The California Department of Social Services, In-Home Supportive Services (IHSS) requested 
that Electronic Data Systems conduct a search of data for four volunteer "pilot" counties 
(Ventura, Contra Costa, San Joaquin, and San Mateo). The data consisted of payments sent to 
providers caring for recipients with in-patient hospital stays during the same time period. State 
Quality Assurance staff reviewed the information and removed matches where the recipient was 
hospitalized less than five days. The time period covered three full quarters of 2005. The 
purpose of this study was to determine whether payments made to IHSS providers with 
hospitalized recipients appropriately reflected hours actually worked. 

Key Findings: 

State Data 
• Number of timesheets identified with potential overpayments and sent to pilots = 1,637 
• Total amount of potential overpayments = $823,965.05 

County Data 
• Number of timesheets determined to result in overpayments = 206 
• Total amount of overpayments = $248,549.94 
• Total percentage of potential overpayments substantiated = 30 percent 
• Total overpayment recovery actions (may involve multiple timesheets) initiated = 61 
• County case warrants referred to CDHCS for investigation = 60 

General Information 
• All four counties worked closely with their local District Attorney's Offices and either 

offset the overpayment or referred cases for prosecution. 

Differences between State listing and county findin~Js were due to: 

• Recipient is deceased. 
• Data entry errors were the cause for listing duplicate warrants. 
• Timesheets included a period where the recipient ent'8red/discharged the hospital the 

same day as some hours were worked. 
• Providers did not claim any hours for the hospitalized dates, but claimed all of the 

authorized hours on the remaining days of the pay-period. 
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CDSS, Adult Programs Division 
System Strategies for ErrorlFraud lOver-Payment Prevention 1/28109 

Interface Strategies 
Legacy CMIPS CMIPS II 

Medi-Cal Excluded, Suspended or Ineligible Provider Listing: I Medi-Cal Excluded, Suspended or Ineligible Provider Listing: 

No system interface exists in legacy CMIPS. Currently 
this is a manual process done by county IHSS staff. 

Medi-Cal Paid Claims and TAR (Treatment Authorization): 

No system interface exists in legacy CMIPS and there is 
not any current strategy to evaluate this data. 

In order to prevent payment to IHSS providers who are 
Medi-Cal excluded, suspended or ineligible providers, 
CMIPS II will have an interface with DHCS to receive this 
listing. When this listing is received, CMIPS II will run it 
against the IHSS provider database and set any provider 
on the list to term status. When a provider is in term 
status they cannot be issued payment. In addition, 
CMIPS II will not allow an individual who is on the current 
listing to be enrolled as an IHSS provider. CMIPS" will 
send notifications of these actions to the user. 

Medi-Cal Paid Claims and TAR (Treatment Authorization): 

In order to prevent payment for duplicative services, 
CMIPS II will have an interface with DHCS to receive paid 
claims and treatment authorization information for IHSS 
recipients. 

TAR (Treatment Authorization): CMIPS II will receive a 
file from DHCS of any IHSS recipients that had a pending 
or approved TAR (treatment authorization request) for 
hospitalization, Long Term Care admission or Adult pay 



Death Match 

No system interface exists in legacy CMIPS. Currently, 
counties receive a hard copy report from SCO on a 
quarterly basis. 
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Health Care. Then CMIPS II would send a notification to 
the social worker. The social worker would verify if the 
recipient had been admitted and for what time frame. If 
the recipient was admitted, the social worker would put 
the case in leave status for the appropriate time frame. 

The leave status would prevent any provider timesheets 
claiming hours for those days not to be processed. If the 
leave status was entered retroactively, CMIPS II should 
provide notification when leave status is entered if any 
timesheets had been processed for that time period. If 
timesheets were processed for the time period, the social 
worker should investigate and initiate an overpayment or 
fraud referral if appropriate. 

Paid Claims Report: CMIPS II will receive a file from 
DHCS for any IHSS recipients that have had a paid claim 
for hospitalization or Long Term Care admission. CMIPS 
II will provide a report of this data to county IHSS staff to 
investigate and initiate an overpayment or fraud referral if 
appropriate. 

Death Match 

In order to prevent fraudulent payments after the death of 
a recipient or provider, CMIPS 1\ will have an interface 
with MEDS, the State Controller's Office and State 
Department of Public Health to receive death information. 

MEDS: CMIPS 1\ will receive date of death for recipients 
thru the MEDS interface whenever MEDS has received 
that information. When CMIPS II receives this information 



Third Party Liability 

Legacy CMIPS sends a 35 file to Third Party Liability 
branch. 
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a notification will be sent to the social worker for 
appropriate action. 

State Controller's Office: CMIPS /I will receive a file 
from sca of death information from SSA and DPH for 
both IHSS recipients and providers. The data in this file 
may be a number of months old. When CMIPS II receives 
this information a notification will be sent to the social 
worker for appropriate action. 

Department of Public Health: DPH is currently 
developing a new system that will be able to provide a file 
of deaths that have occurred within the last month to 
interface partners. CDSS is pursuing an interface with 
DPH in order to receive this file in CMIPS /I when it 
becomes available. 

Third Party Liability 

CMIPS /I will continue an interface with the Third Party 
Liability Branch. CMIPS II will send a paid claims file to 
the Third Party Liability Branch who will review the 
information for possible recovery of funds when the 
claims should have been paid by other sources. 



Svst F f litv for E 'IF d 10 P tP f 
.I - - - .I - -- -

Legacy CMIPS CMIPS II 
User notifications are not a functionality of Legacy eMIPS 1. CMIPS II will send a notification to Social Worker if 

[ecipient address cbaoges tQ out-of-statelcollOtry addres£.. 

User notifications are not a functionality of Legacy eMIPS 2. CMIPS II will send a notification to Social Worker if 
recipient or provider has~mo[e tbao 2 address cbaoges in 
.a. 6 mootb pe[ioQ 

User notifications are not a functionality of Legacy eMIPS 3. CMIPS II will send a notification to Social Worker if a 
RIQY.ider address changes to the address of a recipient 
Jhe~ work for. , 

User notifications are not a functionality of Legacy eMIPS 4. CMIPS II will send a notification to Social Worker if one of 
their ~cipient's I2rovide[s gQes on tbe Medi-Cal 
§uspeoded and Inelililible list. 

User notifications are not a functionality of Legacy eMIPS 5. CMIPS II will send a notification to Social Worker if 
CMIPS II receives information from an interface partner of 
n:~ciniRnt or orovider deatll 

User notifications are not a functionality of Legacy eMIPS 6. CMIPS II will send a notification to Social Worker 
Supervisor when a..case termination i!=; r~c:f';~..I~..I 

User notifications are not a functionality of Legacy eMIPS 7. CMIPS II will send a notification to Social Worker 
Supervisor will be notified when a [ecipieot's bours are 
Ilnrl;:ItRrI more than onr.p in.. <l rnrmth 

User notifications are not a functionality of Legacy eMIPS 8. CMIPS II will send a notification to Social Worker 
Supervisor wben there are multiple Ilpdates to gro\{ider 
JDfo[matioo in a mootb 

User notifications are not a functionality of Legacy eMIPS 9. CMIPS lI...will [Jot allow a pe[soo to be enrolled as ao 
jHSS provider if they are on the Medi-Cal Suspended and 
Inelioible list 

User notifications are not a functionality of Legacy eMIPS 10. CMIPS II will not allow a person to be enrolled as an 
-IHSS provider if initial SSN verification fails 

User notifications are not a functionality of Legacy eMIPS 11. CMIPS II will send a notification to the social worker if 
further validation thru SSA determines provider SSN to be 
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invalid 

User notifications are not a functionality of Legacy eMIPS 12. CMIPS II will send a notification to Social Worker if one of 
their recipients is identified through the DHCS interface as 
raving a TAR (treatment authorization} for in-Qatient 
hospitalization, long term care admission of adult day' 

..bealtb ca[e seDlil;~es. 
User notifications are not a functionality of Legacy eMIPS 13. CMIPS II will display on the "person" pagejf an individual 

is both a reciQient and a grovider. 

User notifications are not a functionality of Legacy eMIPS 14. CMIPS II will send a notification to the social worker if no 
reconciliog timesbeets ba~e been received within 459ays 

1>f an AQ\laoce i2aymeot issuaoce...: 

User notifications are not a functionality of Legacy eMIPS 15. CMIPS II will send a notification to the social workerjino.. 
~onciling timesheets have been received witbio 75 da)ls 
.of ~n AchJ~n('~ Pavmpnt iC::C::II~n(,A 

Svst R rt E IF d I 0 P t - rl. - - - - • --!I.. 

I Out-ot-State warrai1ts~~~s~-~~o;s~~~~s the counlY Wi 
I CMIPS II 

Out-of-State 'lJarrants-This reports assists the county in 
monitoring warrants issued to payee with an out-of-state address. monitoring warrants issued to payee with an out-of-state address. 
It is produced monthly and is generated the third week of each It is produced monthly and is generated the third week of each 
month. month. 
Provider 300 + Paid Hours- this report alerts county staff of Provider 300 + Paid Hours- this report alerts county staff of 
providers who have been paid or credited for 300 or more hours providers who have been paid or credited for 300 or more hours 
for the reporting month. This report helps to ensure recipients for the reporting month. This report helps to ensure recipients 
are receiving adequate services. are receiving adequate services. 
Provider SSN Verification- this report is produced weekly as a Provider SSN Verification- this report is produced weekly as a 
result of the Social Security Administrations (SSA) response to result of the Social Security Administrations (SSA) response to 
provider records submitted for SSN verification. provider records submitted for SSN verification. While this part 

of the process will not change, counties will receive aSSN 
Validation Exception Report listing ineligible providers. Counties 
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will be provided with directions on what action(s) they may take 
when a provider is determined ineligible to work in the United 
States. 

Reconciliation of Advance Pay- This report is produced Reconciliation of Advance Pay- This report is produced 
monthly indicating those Advance Pay recipient cases with an monthly indicating those Advance Pay recipient cases with an 
outstanding ME OS SOC. outstanding MEOS SOC. Regulations will be changed to give 

counties the ability to terminate Advance Pay to a recipient until 
all missing timesheets are reconciled. Additionally, the CMIPS II 
system will generate a notice to the county at 45 days if all 
missing timesheets have not been received within that timeframe. 
At 75 days a "case event" will occur taking action that places the 
recipienUprovider in arrears pay. At the same time, a system-
generated notice is sent to the recipient providing the required 
10-day notice regarding action taken to change the recipient from 
Advance Pay to Arrears Pay at the next pay cycle. This prevents 
the unauthorized expenditure of State money without the 
reconciling timesheets. 

Overpayment Recovery Report - the Overpayment Recovery Overpayment Recovery Report - the Overpayment Recovery 
Report is produced monthly as a means of assisting county in the Report is produced monthly as a means of assisting county in the 
management of existing overpayments recovery sequences. It is management of existing overpayments recovery sequences. It is 
produced the last business day of the month reporting activity produced the last business day of the month reporting activity 
since the last report run. since the last report run. 
Not a report in Legacy eMIPS Monthly Rescinded Term - This report identifies reCipient cases 

that are reactivated after being terminated to ensure fraudulent 
payments are not being issued on the case (internal fraud 
prevention). 

Not a report in Legacy eMIPS Excessive Provider Updates - This report identifies updates to 
provider information that could indicate potential issuance of 
fraudulent payments (internal fraud prevention). 

Not a report in Legacy eMIPS Frequently Updated Hours - This report will identify recipient 
cases that authorized hours are updated more than once in a 
single month which could be an indicator of potential issuance of 
fraudulent payments (internal fraud prevention). 
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Timesheet Processing Rules 
Legacy CMIPS CMIPS II - Timesheet Processing Facility (TPF) 

Current - Manual Timesheet submitted without recipient and lor provider signature 
- TPF will reject for payment and will send notification to the 
county for exception resolution. 

Current - Manual Timesheet submitted claiming more than 24 hours in a day - TPF 
will reject for payment and will send notification to the county for 
exception resolution. 

Current - system will not process for more than authorized Timesheet submitted claiming more than recipient authorized 
, 

hours - TPF will process payment for up to authorized hours and 
will send notification to the county 

Current -50ft edit Timesheet submitted for first pay period claiming >60% of the 
recipient authorized hours - TPF will process payment and will 
send notification to the county 

Current -hard edit A duplicate timesheet for same recipient I provider relationship 
and pay period is submitted - TPF will reject for payment and will 
send notification to the county for exception resolution. 

Current -hard edit Timesheet submitted claiming time when recipient andlor 
provider is on leave, terminated or ineligible - TPF will reject for 
payment and will send notification to the county for exception 
resolution 

Current - Manual Timesheet submitted claiming hours past the day received by the 
TDJ= _TDl=' \Alill roiol"'t fnr n~\!rnon+ -:lnrl \AJili ~~nrl nn+ifi("~+inn +"" tho 

I I I I I I •• ,11 I -J-....,,, I VI t-''''''J 111"-'. Jt,. YIIU VVIII "",,vi 1\,.4 I IVLlIIVUl.IVI I \V LI 1'-' 

county for exception resolution 
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Executive Summary 

Alameda County Social Services Agency (SSA) request the approval of Adult Programs 
Division of CDSS to automate its In-Home Support Services (IHSS) payroll process 
using Interactive Voice Response units (VRU) and Web technology. SSA uses VRU and 
the complimentary Web component extensively in its Cal'VORKS, Children and Family 
Services, and Adult & Aging programs with great success. 

Brief History 
Implemented in September 2003, the Foster Care Tracking System (FCTS) is a 2005 
California Association of Counties Challenge Award winner. Since 2003, FCTS VRU 
has prevented over $6,000,000 in overpayments to foster care providers. It generates 
several reports including child run-a-ways, whether providers have reported the status of 
our kids within the last month, listings of all children, service providers, the associated 
child welfare worker, and amount in overpayments where avoided the prior month. 

Implemented in April 2005, the Customer Automated Response System (CARS) VRU 
handles nearly 40,000 customer calls monthly (roughly haif of all CalWORKS calls). It 
offers the Alameda CaIWORKS, Medi-Cal, Food Stamps and General Assistance 
customer general and specific information regarding the status of their case 
(active/inactive/pending), the amount of their grant, food stamps, and Medi-Cal coverage 
in five different languages. Customers can request replacement Benefit Identification 
Cards (BIC), verification letters, as well as emailing their worker if they cannot reach 
them by phone. The same functions were added to the SSA's web site in December 
2007. 

Implemented in September 2006, the Adult & Aging AU1tomated Response System 
(AARS) provides information for both the Client and the Provider. 
A Client can obtain information regarding: 

• Status of their IHSS case 
• Share of Cost 
• Authorized Hours 
• N ext Reassessment Due date 
• Worker's Name and Phone Number 

Medi-Cal (and Medicare Savings Programs / Medi-Cal Secondary Programs) 
associated with IHSS, and food stamp Information as with CARS provides 

• General Information-programs and offices 
• Case specific information: 

o Active, Discontinued, or Pending status 
o Share of Cost amount 
o Status and Share of Cost for a prior month 
o BIC Card Replacement (auto generated by VRU) 

• Request Letter of Verification for Medi-Cal (auto generated by VRU) 
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A Provider can obtain information regarding: 
• Number of hours authorized to work in current and next month 
• Date last time sheet received, for which pay period, number of hours, net 

amount 
• Status of payment: whether timesheet is in the system, when check was 

printed and mailed, whether check has been cashed 
• Request to transfer to agency staff for duplicate timesheet or amended W2 
• Request VRU to aulO generate 

o Duplicate W2 
o NewW4 
o Letter of Employment Verification 

In every case (CARS, FCTS, and AARS), the Agency experiences a very high acceptance 
rate. In the case of the FC overpayment system (FCTS), providers are particularly 
satisfied that their payments are extremely accurate and always on-time. The CARS 
system is particularly helpful to Cal WORKS staff, as it has taken over most of the routine 
tasks of answering customers' general and specific questions. Not to be out done by the 
other VRU services, AARS VRU handles over eighty percent of all Adult & Agency 
customer calls. 1 Each of these systems has a WEB component, which offers our 
customers even more options and convenience. 

In Summary, Alameda County SS/\ has more than four years of extensive experience 
applying VRU technology to the business of Social Services. In every case, the SSA's 
performance has exceeded expectations. 
New applications coming soon include using VRU to make pre-Balderas calls. SSA 
believes the will reduce the number of manual Balderas calls by workers. We are 
planning the same service for IHSS Medi-Cal QMB calls. Continuing automation of 
AARS to include IHSS payroll will have as big an impact on Adult & Aging as the FCTS 
system has had on Children and Family Services; particularly in regards to cost reduction, 
process improvement, and customer service. 

The Alameda County Adult & Aging IHSS Payroll Problem 

Alameda County SSA's Adult & J\ging (A&A) department has approximately 16,000 
IHSS providers. The twice a mon1h payroll process means SSA handles 32,000 
time sheets monthly. A&A experic;:nces many problems that result in late or delayed 
processing including: 

• Timesheets arriving unsigned 
• Timesheets filled out incorrectly 
• Timesheet hours not always adding up correctly 
• Huge volumes of time sheets needing sorting, alphabetizing, and 

processing 

I Adult & Aging receives an average of 30,000 monthly and 82% of all calls are handled exclusively by the 
AARS VRU system. 
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• Late arrival of U.S. Mail and/or providers' placing their time sheets in the 
drop box too late for timely processing2 

• Timesheets are sometimes lost in the mail or lost for other undetermined 
reasons 

• Clients with multiple providers can lose service time if one of their service 
provider reports more hours than allowed 

• Providers seeking instant knowledge that their time sheets are processed 
make frequent inquiry calls the minute they drop off their time sheets 

• Adult & Aging department employs 20 regular full time staff plus two 
temporary staff to handle the workload 

o Will have to add more if volume continues to increase 

The Proposal 

Alameda County SSA proposes that Adult Programs Division of CDSS, allow us to our 
automated IHSS payroll process. Chore and Home Care providers will input their payroll 
timesheet information directly online via the telephone (VRU) or the WEB.3 They will 
interface with the agency's secure4 VRU system, which will automatically and securely 
input the information directly into CMIPS. See Appendix A: Adult & Aging 
Department IHSS Timekeeping Diagram 

How It Works (Client) 
The Payroll Authorization Number (PAN) is a one-time P1N number (a different PIN is 
issued each pay period), which is mailed to the client twice a monthS. A client with 
multiple providers will have one PIN per provider and all are listed on a single document. 
The client is instructed to provide the PIN after the provider signs the timesheet. If the 
PIN is lost or not received via the mail, only the client can contact the agency and obtain 
the current PIN6

. 

How it Works (Provider) 
• The provider is instructed to use their SSN and the PIN for timesheet processing 

o The SSN identifies the provider and the pn~ authorizes the provider to 
submit (PIN not needed to input)7 their time sheet data into the system 

o The PIN is unique to each provider, therefore no provider can use another 
provider's PIN number for payroll process 

• The VRU system will ask the provider if the timesheet is signed by the client 

2 On-time processing is approximately fifty percent. 
3 Manual processing will always be available for those who are unabl<: to use the automated process. 
4 The Agency uses the County's industry standard encryption, security software, and firewall protocols to 
protect the data and integrity of the system. 
S PIN numbers are mailed separately from timesheets. 
6 To get a reissued PIN, the client upon providing verifiable identification can either call the agency or 
request it via VRU or Web interface. 
7 A provider can input timesheet information at any time and that information will remain in VRU until a 
valid PIN is entered. To aid in time management as they input timesheet data the VRU will perform 
ongoing calculation their remaining allocable time. 
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o If the answer is positive the provider may proceed with submitting the 
input hours 

o If the answer is negative the provider is requested to obtain the signature 
before they can submit the worked hours8 

• As the provider inputs the timesheet information into the VRU system, the system 
will check for authorized hours. The system will reject any hours greater than 
allowed daily, weekly, or monthly9 

• The VRU system will protect a client with multiple providers by not allowing any 
individual provider to exceed their share of services 

• Providers can update and/or correct the amount of time worked up to the closing 
of the payroll period 

o Providers who want to correct the amount of time worked but missed the 
payroll cut off period can submit a supplemental time sheet I 0 

• Providers can print, display, or listen to the time they have input into the system at 
anytime, up to six payroll periods 

• Kiosks (computers) and phones will be added to the agency's lobby for providers 
who choose to come to our offices to input their payroll information. The Kiosks 
are also available for those who need initial help in entering their payroll 
information 

Audits 
Verification that all providers adhere to the state requirement is an integral function of the 
Automated IHSS payroll system. The system as it is designed will significantly increase 
the number of audits by selecting a statistically relevant number of providers each month 
for review. I I The VRU system will inform every provider that they are subject to a 
random audit of their time sheets. I:~ The provider must come to the agency for the review 
before their paychecks is released. Word will get around the provider community of the 
increased likelihood of audits, whiGh we believe will result in higher rate of compliance. 

What to do With The Time Sheet 
Two options are proposed regarding what to do with the time sheet after all ofthe 
provider information is entered into the system. The options described below raise 
process issues and business requin~ments, which Adult Programs Division or other state 
agencies must approve. 

8 In every case, the system will verify your answer. Therefore, if you say you did or did not get your 
time sheet signed by the client, you will be asked if this is correct. If you still answer incorrectly after the 
second verification, you will have to contact the agency in-order to complete your time keeping process. It 
will also flag the provider for auditing of their timesheets. 
9 The provider must contact the Agency for any authorized overrides. 
10 Supplemental time sheets will require manual processing. 
II Today, because of the very high volume of work, audits are very sporadic. 
12 The number of providers selected for audit will be at minimum statistically significant and likely greater 
at least for the first year., Providers who display questionable patterns (TBD) will be automatically 
included in the audits. 
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Preferred Option A. 
The preferred process is the provider keeps possession of 1heir timesheet for a pre
determined time (i.e. 1-7 years) 13. 

• Once the provider has completed the timesheet input process they are: 
• Instructed to save the timesheet 
• Informed that they are subject to random audit and if selected would be 

required to bring in their signed timesheets 
• A provider selected for audit is informed by the VRU system their check is on hold 

pending an agency audit of their timesheets 
• They are further instructed to bring all of their timesheets for a pre-determined 

time period to the office for agency verification 

Pros Option A Cons Option A 
Huge reduction in timesheet processing for Timesheets may become lost or misplaced 
agency staff. Staff would only handle 
exception timesheets 
Significant number of staff can be Requires AP or state approval to allow 
reassigned to address other areas of need provider to keep the timesheet. 

Currently county receives and stores 
timesheets for auditing purposes 

Agency can recover storage space and Lack of state approval for providers 
reduce storage cost of keeping timesheets keeping their own time sheets means staff 

continues the receipt and storage process. 
Providers will have their original The state would have to accept the PIN as 
time sheets as reference in case of problems an electronic authorization by the client 
Providers who forget to obtain client The agency may expend additional 
signatures will have the timesheet precious resources on other automation 
immediately available and thus reduce the tools such as imaging technology 
delay in payroll processing 
Increased ability to audit will reduce Keeping both the electronic copy and the 
potential for fraud paper copy is duplication and wastes 

environmental energy 
Contributes to saving the Environment by 
reducing the amount of energy needed to 
process and store paper 
An electronic timesheet can never be lost 
therefore always available for review/audit 
A loss timesheet is clearly the 
responsibility of the provider 

13 Alameda County will need a waiver to the requirement that the Agency receives and stores Provider 
timesheets 
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Option B: 
Provider turns in their timesheets after inputting into the automated IHSS Payroll system. 
• Once the provider has completed the timesheet input and submit process they are: 

• Instructed to mail in or drop off their time sheets 
• Informed what to do when called in for audit 
• The VRU system will inform the randomly selected provider that their check 

is on hold pending an agency audit of their timesheets 
• Received timesheets are imaged and stored for audit purposes 

Pros Option B Cons Option B 
Meets current AP and state requirements of Keeping both the electronic copy and the 
county taking possession of providers' time paper copy is duplication of effort 
sheets 
Timesheets are immediately available for Adding additional imaging technology will 
audit without the need of provider being be costly 
present 
With an automated system the urgency to Timesheets that come in without client 
process the paper timesheet is eliminated signatures will result in additional follow-

up and paycheck reversals 
If the agency loses or does not receive a 
timesheet it is more difficult to assign 
responsibility (determine who is at fault -
the client, mail, agency?) 
Providers have to return to the agency to 
resolve problems with timesheets such as 
incorrectly added hours or problems with 
exceeding allowable hours 
May not reduce the current need for staff 
due to problem resolution activities 
Other Adult & Aging issues don't get 
needed help from additional staff 

In support of the Proposal Alameda County also Requests the following: 
The system available hours change from 7am to 7am to 7am until midnight 7 days a week 
(except maintenance and update hours). Longer hours available to our customer would 
be very helpful using our current IJ-ISS VRU system. 

Alameda receives the file of IHSS cases with authorized hours twice a month instead of 
the current monthly report. This will assure security of the system and further reduce 
fraud. 14 This will allow us to capture all pertinent cases for the twice-monthly notices 
with PIN for the clients and providers. 

14 Alameda County SSA is willing to pay any separate services charges from EDS in order to make this 
happen. 
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Security 
Appendix B diagrams the Automated IHSS Payroll System network hardware 
configuration including firewalls and secure Web. 

• All web pages are encrypted. We validate all input from the public before 
transmission to CMIPS screens. No viruses will get through our security systems 

• Providers must have their Social Security Number and PIN combination before 
they can sub data into the system 

• One PIN per Provider per pay period 

Benefits of the Alameda County IHSS Automated IHSS Payroll System 

There are several major benefits of the IHSS Automated Payroll system including: 
• Significant improvements in timecard accuracy because the provider is forced to 

confirm data entry 
• Significant reduction in overall cost 
• Provider paychecks will be accurate and on time 
• Significant improvements in mandated processing turnaround time because 

providers entering their timecard information directly into the system eliminates 
duplication of effort 

• If Option A (Providers keep time sheet) is allowed, a significant cost savings 
(including staff cost) in back office processing of time sheets 

• Staff dedicated to timesheet processing can be div(.:rted to other critical IHSS 
functions 

• Providers are automatically prevented from exceed.ing allocable hours 
• Provides can input their payroll hours at their convenience during system 

available hours 
• Time submitted (daily, weekly, etc) is automatically calculated and remaining 

allocable time is displayed for the provider's time management 
• Significant reduction of fraud 
• Significant reduction in input errors 
• Much improved auditing capability 
• Significantly fewer instances where the signature is missing from the time sheet 
• Elimination of overpayments to providers 
• Protects the allowable service hours for clients witl:1 multiple providers 

o Clients' service time from providers is automatically tracked and managed 
• Electronic time sheet information can never be lost 
• Inputted payroll information is immediately available to the provider 
• Eliminates agency worker input errors 
• System will pay for itself within one year 
• Serves as a Proof-of-Concept for the State 
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Costs 
Alameda County SSA uses its already allocated funds to develop the Automated 
IHSS Payroll system at no added cost to the state. 

Permissions & Waivers 
• Alameda County request permission (or waiver if needed) to require the Provider 

to retain their own timesheets instead of turning them in to the Agency. Providers 
would be instructed that they will be audited and the timecards must be made 
available upon request. This would substantially reduce processing cost. 

• Alameda County request permission to turn on the write authority so that the 
VRU system can automatically update secure and validated timesheet information 
to CMIPS. The current IHSS Automated VRU system has read authority, which 
allows case status and other services, described earlier. 

Summary 
Alameda County Social Services is committed to creating the best environment for the 
IHSS customers and providers. Ai\..RS, CARS, and FCTS provide information and 
services that applicants, recipients, providers, clients, and community members need to 
communicate to us in a confidential and convenient way. We would be pleased to have 
the opportunity to discuss our proposal further with you and other state agencies. We also 
can provide a demonstration of how the VRU systems work in Child Welfare, Foster 
Care, CaIWORKS, and Adult & Aging. 

Contacts 
For questions or additional information, please contact Don R. Edwards at 510 645-9350 
or don.Edwards@acgov.org. 
You may also contact Marcia Abbott at 510 267 8634 or mabbott@acgov.org. 
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Appendix A: IHSS Timekeeping Business Process 

Appendix A 
Adult & Aging Department - IHSS Timekeeping 

OJ • I IHSS Providers make 
contact with VRU server for 

• "" timesheet payroll entry and! 1111 II or additional functions by II phone or web 

IHSS Providers 

Non-submitted hours 

Hours submitted 

Date submitted 

Payroll $ amount 

Check void? 

Check issued date 

Check cashed date 

Rep timesheets order 

IT] 

Management Reports 

t & 
Workstation 

Activity and cali info 
logged for report 

generation 

• 
~W ~, 

8J 

Paycheck mailed 
to provider 

o 
Application Layers· 
4. VRU Web & Speech 
Interfaces (written in Edify) 
3. VRU Database Interfaces 
and Business logic 
2. Edify Server Software 
1. Windows Operating System 

~ ~rn 

VRU Application 
Server (Self Service) 

Information is 
automatically retrieved 
from database by VR U 

server 

Database Access 

CMIPS 
Database 

SMART 
Database 

Ii ;~ . . 
VR U server gives appropriate 
payroll mfo from eM IPS back 
to calier, takes updated info, 

etc 

Alameda County Social Services Agency 
Adult & Aging Department 

IHSS Timekeeping 
Interactive Voice/Web Response Diagram 
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Appendix B: Automated IHSS Payroll System Network and Hardware Configuration 

IHSS providers and Medi-Cal recipients 
IHSS Providers -- using the public switched telephone 

Medl-Cal network (PSTN) access the AAS server 
ReCiP~hroU9h the County's PBX system. 

PSTN 

IHSS providers and Medi-Cal recipients 
using the Web securely access the AAS 
server over https using the County's liS 
Web server to pass requests to the IVR 
server. 

IHSS Providers 

Medi-Cal 
Recipients 

DMZ 

Appendix B 

County PBX 

Trusted 
network 

A single T1 circuit connects the 
County's PBX to the AAS server. 

Inbound communications from the 
Web are passed through the 

county firewall to the AAS server 
over port 8225. 

Server 

Adult & Aging System (AAS) Diagram 
Alameda County Social Services Agency 

U sing a terminal session over Ethernet, 
IHSS account and payroll information is 
obtain from the CMIPS database in real 
time. 

CalWin requests are initiated by the 
AAS IVR server via XML to the CalWin 
database in Folsom. All CalWin queries 
are processed in XML format. 

Automated IHSS Payroll System Network and Hardware Configuration 
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CALIFORNIA CODES 
WELFARE AND INSTITUTIONS CODE 

1230 1.1. (b) The county welfare department shall assess each recipient's continuing need for 
supportive services at varying intervals as necessary, but at least once every 12 months. 

12301.2. (a) (1) The department, in consultation and coordination with county welfare 
departments and in accordance with Section 12305.72, shall establish and implement statewide 
hourly task guidelines and instructions to provide counties with a standard tool for consistently 
and accurately assessing service needs and authorizing service hours to meet those needs. 

(2) The guidelines shall specify a range of time normally required for each supportive service 
task necessary to ensure the health, safety, and independence of the recipient. The guidelines 
shall also provide criteria to assist county workers to determine when an individual's service 
need falls outside the range of time provided in the guidelines. 

(3) In establishing the guidelines the department shall consider, among other factors, adherence 
to universal precautions, existing utilization patterns and outcomes associated with different 
levels of utilization, and the need to avoid cost shifting to other government program services. 
During the development of the guidelines the department may seek advice from health 
professionals such as public health nurses or physical or occupational therapists. 

(b) A county shall use the statewide hourly task guidelines v"hen conducting an individual 
assessment or reassessment of an individual's need for supportive services. 

(c) Subject to the limits imposed by Section 12303.4, counties shall approve an amount of time 
different from the guideline amount whenever the individual assessment indicates that the 
recipient's needs require an amount of time that is outside the range provided for in the 
guidelines. Whenever task times outside the range provided in the guidelines are authorized the 
county shall document the need for the authorized service level. 

(d) The department shall adopt regulations to implement this section by June 30, 2006. The 
department shall seek input from the entities listed in Section 12305.72 when developing the 
regulations. 

12305.8. The following definitions apply for purposes of this article: 
(a) "Fraud" means the intentional deception or misrepresentation made by a person with the 

knowledge that the deception could result in some unauthorized benefit to himself or herself or 
some other person. Fraud also includes any act that constitutes fraud under applicable federal or 
state law. 

(b) "Overpayment" means the amount paid by the department or the State Department of 
Health Services to a provider or recipient, which is in excess of the amount for services 
authorized or furnished pursuant to this article. 

(c) Notwithstanding any other provision of law, "health care benefits" includes supportive 
services, for purposes of subdivision (a) of Section 550 of the Penal Code. 




