
Stale of CaJifornia • Health & Welfare Agency - Department of Social Seoices

I N - H O M E S U P P O R T I V E S E R V I C E S
N O T I C E O F A C T I O N -

Note : Th is no t i ce re la tes ONLY to your Soc ia l Serv ices .
It does NOT affect your receipt of SSI/SSP or Social Security.
K E E P T H I S N O T I C E W I T H Y O U R I M P O R T A N T P A P E R S .

y o u r \ r
IHSS \ SAN LUIS OBISPO COUNTY

O F F I C E / D E PA R T M E N T Q E S O C I A L S E R V I C E S/ P . O . B O X 8 1 1 9
S A N L U I S O B I S P O , C A 9 3 4 0 3 - 0 1 1 9

l _ J

R L A S S E S S M E N T C H A N G E

IF REQUESTING A STATE HEARING, PLEASE SEND TO:

r
S A N L U I S O B I S P O
D E P T . O F S O C I A L
P . O . B O X 8 1 1 9
S A N L U I S O B I S P O ,

L

C O U N T Y
S E R V I C E S

C A 9 3 4 0 3 - 8 1 1 9

n

J

r

L

D E A L , A R T H U R
8 8 1 H I L L C R E S T
C A M B R I A , C A 9 3 4 2 8

n

J

C a s e N u m b e r

4 0 0 1 6 0 6 2 7 8
D a t e M a i l e d

Y O U R A U T H O R I Z A T I O N F O R I N - H O M E S U P P O P . T I U E S E R U I C E S H A S B E E N C H A N G E D
E F F E C T I V E 1 0 / 1 6 / 9 0 .

N O W W A S
Yo u r C o u n t a b l e I n c o m e :

Minus SSI/SSP Benefit Level:

You r Sha re o f Cos t :

M inus Assessed IHSS Cos t :

Yo u r C o u n t a b l e I n c o m e :

Minus SSI/SSP Benefit Level:

Your Share of Cost:

Minus Assessed IHSS Cost:

Income in Excess of Assessed Cost:

S E R V I C E S H O U R S
N O W

PREVIOUS (+) INCREASE OR
H O U R S < - ) D E C R E A S E

S E R V I C E S h o u r s
N O W

DOMESTIC SERVICES per month: Oo•<3 6 . 0 0

C l e a n fl o o r s , w a s h k i t c h e n c o u n t e r s , s t o v e s ,
store food, supplies; take out garbage; dust,
change and make bed.

refrigerators, bathroom;
pick up; br ing in fuel ;

T R A N S P O R TAT I O N S E R V I C E S p e r w e e k :

V T o H ; / > a l A p p i ^ i n t m A n t - •

HEAVY CLEANING (one month only): X" A l lo rn iJ l i vp Rpsmi rnod-

RELATED SERVICES per week: Y A R D H A Z A R D A B A T E M E N T :

• Prepare Meals: 7 . 0 0 7 . 0 0 Remove Grass, or Weeds,

* * M e a l C l e a n u p : 2 . 0 0 2 , 0 0
Rubbish (one month only):

t " " , ^nmv, ppr wppW-

R o u t i n e L a u n d r y : 1 . 5 0 1 . 5 0 PRnTFm VF. S I IPF.RVISTON per week ;

S h o p p i n g f o r F o o d : 1 . GO 1 . 0 0
TEACHING/DEMONSTRATION per
week: (no more than three months duration)O t h e r S h o p p i n g E r r a n d s : . 5 0 . 5 0

N O N - M E D I C A L P E R S O N A L S E R V I C E S p e r w e e k : « P A R A M E D I C A L S E R V I C E o e r w e e k :

* Respiration Assistance:

* Bowe l , B ladde r Ca re : 2 . 5 0 1 . 5 0 + 1 . 0 0 T O T A I , W F F K I . Y H O U R S X 4 . 3 3 : 9 2 . 0 1 " i

• F e e d i n g : ADD nOMF.STir .SERVICE HOURS: 6 . 00

* Rout ine Bed Baths : 5 . 0 0 2 , 0 0 3 , 0 0 A n n H E A V Y C I . E A N T N C t -

• D r e s s i n g :
A D D R E M O V E G R A S S . E T C . :

• M e n s t r u a l C a r e ; T O T A T . M O N T H I . V H n n R S 9 8 . 0

* A m b u l a t i o n : 1 . 2 5 , 5 0 + . 7 5
( r o u n d e d t o t h e n e a r e s t t e n t h )

N O W

PREVIOUS (+) INCREASE OR
H O U R S ( • ) D E C R E A S E

. D U

• Move In /Out o f Bed:

* Bathe, Oral Hygiene/Grooming:

* Rub Skin, Repositioning. Help
On/Off Seats. In/Out of Vehicle:

• Care /Ass is tance w i th Pros thes is :

7 1 . 4 4 • » 2 0 . 5 7

6 . 0 0

7 7 . 4 f 2 0 . 6

W A S

R e s t a u r a n t M e a l A l l o w a n c e :

"Since you meet the criteria for 20 hours or more in .starred (•) services
you can get an advance payment to pay your own provider. If you want
to gel advance paj'mcnt, contact your service worker. The double starred
(**) service is included in the 20 hours only when assistance with feeding,
preparation of meals and meal cleanup are all required."

The above actlon(.s) is supported by Federal Law (Social Security Act), State Law (Welfare and Institutions Code), Federal Regulations (Code of _
Federal Regulations). State Regulations (California Administrative Code and State Department of Social Services Manual of Policies and Procedures)-

HAvI'^BEEN^REDUCED'^^^MPP^ BUL/BLDR care, bed BATH, AMBDUE TO "a mid-month ' reassessment your TOTAI services for 10/90
ARE PRORATED IN THE AMOUNT OF 88.0 AUTH0RT7FD HOURS BFGINNTNG
THE NEXT MONTH YOU ARE AUTHORIZED TO RECEIVE THE SERVICE
A B O V EYOU l-IAUE BEEN FOUND IN NEED OF ADDITIONAL HOURS OF SERUICE'!"'''MPP 30 -763̂2'

You must report immediately any changes that might affect your eligibility or need for In-Home Supportive Services such as change in income
property, living arrangement, medical condition or ability to work. If you have any questions or think additional facts should be considered contact-

Service WorkenRTM RICHARDRnN SW>m9?;:, T^UnhonefiQu- j. l

frih. REVER^IDE OP THIS NOTICE FOR fttrthr., .



1 ' - . I

R I G H T TO R E Q U E S T A S TAT E H E A R I N G

You have the ripht to a eonference with representatives of
the County Welfare Department to talk about this intended
action. At such a conference, you may .speak for youi-self
o r be r cp resen te< l by a l awye r, a f r i end o r o the r
spokesperson. If you want a conference, contact your county
d e p a r t m e n t .

Whether yon request a Mnh^enee or not. you also have the
•ijfht tjO^requeat a StHte^IIearinfr and decision by the
Difoctdr of the mate DepiftmeiU of Social Services (see
form below). Your request may be written or oral hut it
must «itate that you want a birring and why you are dis
satisfied. YOUR REQUEST FOR A HEARING MUST BE
MADE WITHIN 90 DAYS OF THE MAILING DATE OF

IF YOU REQUEST A ^TATE HEARING ANYTIME
BEFORE THE.EPFFCTIVE DATE 01-;,THE COUNTXS
PROPOSED ACTION. YOUR SERVICES MAY CON-
TJNUE U.NTIL THE HEARINtU Yuui.wii l not be l iable
for repayment of services monies received pending the
hearing, even if the result Ls a denial, provided your
request is made in good faith.

You may request a State Hearing on your own, or you
may ask yqur county department for assistance. In either
c^^.hpwever. be.si^re to Inform your eountyvdervartment
work)*r'a.s soon as pbssible.
At a State Hearing you have the right to be represented
by an attorney or any other person-(a friend; relative, or
other spokespcf.son). of your choice. You may obtain free
legal ;MivU;e ami the services of a lawyer. You dan get help
in locating free legal assistance by calling the toll-free
number of PuWie Inquiry and Rcsporisc. Ybu m'ay also
contact the nearest social servit̂  i;ighUs, organization for
assistance in presenting your claim.

6. State regulations governing Stat<' Hearings for s<M ial
services are available at the office of the County Welfare
D e p a r t m e n t .

7. Information Practice.s - The information you are rectuested
to provide is mandatory in order to proce-s yovir request
for a State Hearing pursuant to^^'&IC 10950. A case file
w i l l b e e s t a b l i s h e d b y t h e O f fi c e o f t h e . C We i ' R e f e r e e ,
You have the right to examine the mWoi-ijilsjllui't constitute
the record for <lecision. .Any information you provide may
be shared with the County Welfjire Department or thi-Tuiiled
States Department of Health dnd lluinan Services.

If yon irLsh to make a written request for a State Jlcnrhtfi,
please send this paye to the County Wrlfar, Depiirfnn ,>l.' Tin
address is found on the front sldifoftliis notice on the lop riylit
h a n d c o r n e r . -

To make an oral request for a State Heanny. or obtain fHither
information about your State ffearing rights or files, you way
c o n i a c U

Public Inquiry and Response
State Department of Social Services
744 P Street, Mail Station 16-2:i
S a c r a m e n t o , C a . 9 5 8 1 4 ' • • •
(800) 952-52o3 ( to l l - f ree number)*
TDD (800) 952-8349* For Heai-ing; ami Speech ImpairWl

*You may have to dial "1" fh*!5t. ■ ,

Nafnc tra.st.A Ĵr«t,-.>)Wdle Ihitial)'

Addres-",

R E Q U E S T F O R S TAT E H E A R I N G
- t - T ) ' ' ' J ' " I , Phone No. Soc ia l Secur i i y No .

J _ l .
C i t y S t a l e / i p

I hereby reijncst a Slate Hearing ticfore the Stale Department of Social Serv ices on the action taken by the County regarding my .social sendccn. The
r e a s o n s f o e n i y r w i u e s t a r e - a j . f o l l c m - H : ' ' ' > r . i • ;

- a

V - • I l ;

A - - i i :
i • . . 0

1 ; ■ : n " - ' d > I l « i ' . U f U ~ 7 7 ; T i » . > ^ | " " ' " " "■ * "

- U L . 1 H t I
1 have irouhie understanding KnglLsb. therefore I ntiuesf an interpreter
f o r n t y h e a r i n u : i n t h e f o l l o w i n g . : ' ■ '

1 4 . i • — ;

Language D i a l e c t

S i g n a l n r e
i

D(^t« Signed
4 * ^ - 4 i

- 4 — — s i i
■ ' - 1 A U T H O t l l Z E I ) R E P R E S E N TAT I V E

I have aiiilioAEeti the following {lersiiî tw act dh*m.vl>ebairin my appeal. I aulliorizethe f)c|)artmcnttin'«loa.se ariy or all information atraut my cu.se to that |M*iM)n.

Name of Amb̂ ized Represcntaiivc

Address of .Authorized Representative
j n i

SlgnMurl-of S t̂ell<>jii-)ng A|>plioaat,.>'>'
L - ^ •

Da te S igned

■ . U - r . u / . : i A ' - - « I Q . =

v. ! ! I - » i i V T- - . f i - T ' l . ' f


