Monterey County Behavioral Health
Policy and Procedure

Policy Number 415

Policy Title Requests For Interim Assistance Funds
References None
Form Attachment 1 (Personal & Incidental Funds)

Attachment 2

Attachment 3 (W-9)

Attachment 4 (Interim Request for Housing Funds)
Effective September 1, 1988

Revised: August 18, 2004

Revised: September 1, 2008

Authorization for Reimbursement)

P

Policy

The Social Security Administration, through the Interim Assistance Reimbursement (IAR) program, may
reimburse other Government Programs that furnish assistance to consumers who disbursed funds during
the period the consumer’s Social Security (SSI) application was pending.

To insure that Interim Assistance Funds are available, it is necessary for the case manager to obtain
approval for utilization of Interim Assistance funds from the Behavioral Health Service Manager of Adult
Services or designee prior to placing the consumer in an out-of-home facility. All requests will be evaluated
on a case-by-case basis with final approval given by the Behavioral Health Service Manager or designee.
All other alternatives should be explored before requesting those funds.

Procedure

1. The case manager will submit a request to the Behavioral Health Service Manager or designee stating
the exact reasons for the requesting Interim Assistance funding, and verifying that the consumer has a
Social Security Application already filed and is pending (Attachment 4).

2. The case manager will obtain approval for the Behavioral Health Service Manager or designee to utilize
those funds prior to placing a consumer in out-or-home placement.

3. The case manager will complete the necessary forms for out-or-home placement. The agreement with
the residential care home operator should be completed in triplicate and distribute copies to:

A. Accounting

B. Consumer’s record

C. Residential care operator
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4. The case manager will assist the Interim Assistance applicant in completing the Authorization for
Reimbursement (Attachment 2).

5. The case manager will submit an approved Authorization for Reimbursement form to the supervising
PSR for each month the consumer is placed. The consumer’s chart should reflect that process. It should
be completed in triplicate and distributed to the following:

A. White copy - Social Security via the Conservator’s Office
B. Yellow copy — Supervising PSR (Administration)
C. Pink copy - Consumer’s chart

6. The case manager will complete the Interim Assistance Request Form Housing Funds form and insure it
is submitted for each month services are requested.

7. The case manager will insure the residential care operator completes a W-9, Request for Taxpayer
Identification Number and Certification form for the initial application (Attachment 3).

8. The supervising PSR will submit a Personal & Incidental Funds Request on a monthly basis for the
consumer, which would provide the request for payment to the consumer (Attachment 1).

The criteria for receipt of Interim Assistance funds are as follows:

1. There must be a reasonable expectation that the consumer will be approved for SSI or Social Security
Disability.

2. There must be a statement from a physician that the consumer, because of mental illness is disabled
and unable to maintain gainful employment for at least twelve (12) consecutive months.

Once the consumer receives a retroactive reimbursement from Social Security, the retroactive payment
check will go to Monterey County Behavioral Health Fiscal services. They will date stamp the check
received. At that point, MCBH will have ten working days to determine all that is owed to the County. The
Fiscal Staff will notify the Program Staff to get exact amounts spent by the County on behalf of the client
and both Fiscal and Program staff will complete their sections of the Social Security Form SSA-L8125.
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Interim Assistance Request form
Personal & Incidental Funds

/

-

Date of Request:

~

Clinician’s Name:

Payment Period:

Print Month(s) P&! funds being requested

J

NOTE:
P&1 FUNDS NEED TO BE
REQUESTED EACH AND
EVERY MONTH.

PROCESS TIME: 5WEEKS

~

S

[

Make Check Payable To:

Facility Name and Address:

Client’s S.S.N,

\-

Print Clients Name & Address

Client’s Case No.

Print Facility Name and Address:

y

Requested By:

Clinician’s Signature

Approved By:

Program Manager

Date:

Date:

d Please Do Not Write Below This Line J,

PAYMENT APPROVED:

MONTH:

AMOUNT:

TOTAL PAYMENT:

OYES [ONO

YEAR:

$ 121.00

c\.\P&IREQ.DOC (Rev. 01/01/2008)
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MONTEREY COUNTY BEHAVIORAL HEALTH
ADULT SERVICES DIVISION
AUTHORIZATION FOR REIMBURSEMENT
FOR INTERIM ASSISTANCE GRANTED
WHILE SSI/SSP APPLICATION IS PENDING

I , declare that I have an application for Supplementat Security Income/ Supplementary
Program (SSI/SSP) with the Social Security Administration District Office located at
on . Street
City Date

1 further declare that I have applied for Interim Assistance with Monterey County Behavioral Health Adult Services
Division located at 1441 Constitution Blvd., Suite 202, Salinas, CA 93906 on (Date).

These applications were filed with a full understanding of the following: In consideration of the Interim Assistance paid to
me on my behalf by Monterey County Behavioral Health Adult Services Division, Salinas, CA 93901 on

(Date), I hereby authorize the Social Security Administration to make the first payment of SS/SSP
benefits to which 1 am determined eligible to Monterey County Behavioral Health Adult Services Division, 1441
Constitution Bivd., Suite 202, Salinas, CA 93906. I further authorize Monterey County Behavioral Health Adult Services
Division to deduct from such payment the amount of Interim Assistance paid to me during the period that my SSIUSSP
application is pending.

[ understand that the Monterey County Behavioral Adult Services Division, after making the authorized deduction, will,
within ten working days from receipt of the benefit check, pay the balance, if any, to me.

1t is further understood that in the event of disagreement, I shall have the right to a hearing from the State of California
with respect to the amount deducted by the Monterey County Behavioral Health Adult Services Division from my initial
SSI/SSP payment. The request for hearing must be within 90 days of the date that the State of California notifies me of
the apporticnment that has been made.

Client’s Signature Client’s Social Security

Client’s Street Address Client's Assigned Facility Name
Client's City, State, Zip Printed Name of Case Manager
Date this form signed Signature of Case Manager

If the client signs by a mark, the signature must be verified by two witnesses who provide the following information.

Signature of Witness Date Signature of Witness Date
Witness Home Address — Street Witness Home Address — Street
City, State, Zip City, State, Zip

Whita: Qanial Qanisite NER AL L EPRT PRGN ¥ SNSRI § JUNN U BRI N ™o e o

Attachment 2
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Form w‘g

(Rev, Detembar 1995}

Depaltrnent. of Dw Tridstsy
Revernse Swrice

!

Request for Taxpayer

Identification Number and Certification

Name I 3 joing 3ccount of you changed YOUr Name. See Spacific Instractions on page 2.]

Businvess name, if different from above. (See Specilic msTuctions on page 2.}

Cneck appropriste box: [ ] 4

L Com ar

L] Ottwer »

Agdreds Mumde. Sreel. and 3pl or sulty Mo}

Plaass prinl or lype

City, state, and ZIP code

Requester’s nume ahd address fopdonal

T

identification Number (TN}

Erter your TIN in the appropriata box. For
individuals, this is your social security number
(SSN). Hawever, [T you are a cesidert siien OR
S0le proprielor, see the iNSTUCLioNs on page 2.
For other entdes, it is your employes
identification number (EIN). If you do not have
number, seg How To Get a on page 2.

Noes: /i the accowt Is n more than one name,
see e chart on pade 2 for guidelines on whase

number (o entey.

Soelal sacurky mamber

: L1414

Lixe acoount mutnben(z) hare {opdonet

a oR

Fuhyml‘nnub‘romhdnp
on page 2.)

»

XA Certification

Under penaities of perjury, | certfy that

1. The number shown on this form is my comrect taxpayer identification numbsr (of | am waiting for 8 number 10 be Issued to mw), and

With

2. 1 am not subject w0 backup withhokding b

(W) am L from backup

g, or (B ] have not been notified by the ternal

RmnueSerw:n(lRS)chatlarnsubject:obncmpwmwldhgasamﬁafwwmaumtuwa«umlam
notified me that | am no longer subject 1o backup withholding.
Carificadon nstrucions.—You qwst cross out tem 2 above if you have been notified by the IRS that you are cuvandy subject o backup
withholding because you hava failed ta repart all interest and dividends on yeur tax fefum. For real estie ransactions, item 2 does not apply.
of

or abar

it of secured p

For mart,
amangemen (fRA), and gmemlty

debt.
payments other than interest and dividends. You are not raquired to sign tha Carificavion,

provide your correct TIN. {See the insmictdons oh page 2.)

Xions 1o an individual retrament
but you must

Here Signauxe »

Dats >

Pwrpose of Form.—A person wha is
required to file an information return with
e IRS must get your correct laxpayer
identfication number (TIN) to report. for
exampie, income paid to you. reai estate
ransacgons, Mgagamtmywpald
2cquisiion or aband 1wt of
propeny cancsiiation of debt. o
conributions you made o an IRA.

Usa Form W-9 to give your correct TIN
0 the person requesting it (the
and. whenappﬂcable o

1. Certify the TIN you are giving is
correc (or you are waiting for 2 number to
be lssued),

Z.Cer_myymare net subject to backup

hoiding, or

3. Claim exemption from backup
withrolding if you are an axempt payee.
Note: if a roquaster givas you g farm other
than s W-swrequmzym.v_mv Yyou must

What Is Backap Withhoiding?-—Persons
making certain payments to you must
withhold and pay © the [RS 31% of such
Payments under cenain conditions. This is
callad "backup withholding.” Payments
that may te sutsiect to backup withhoiding

inciucte interest. dividends, broker and

barrar exchange transactions, rents,

royalties. nohempiayee pay, and certain

payrnents from fighing boat speraters. Real

astate Uansactions are not subject o
wethholding.

If you give the requester Your correct
TIN. make the proper certificadons. and
raport all your taxable interest and
dividends on your tax refUm. payrents
You recoive will not e subject to baciup
withhoiding. You receive will be
Subject 10 backup withholding if:

1. You do not furnish your TIN to the
requastsr, or

Lmalmtdsmreqmlhatyuu
n.:nshodanmca-rec:'l‘l

ThelRSl!ﬂsyoumatyouaresm;ect
w because you did not
report all your inarest and dividends on
your 13x rewm {for reportable interest and
dividends onhy, of

4. You de nat canify to the
that you are not subject w backup
withholding under 3 above for
interest and dividend accours opened
after 1883 cnly). or

5. You go not certify TIN when
required. See the Past liyo:suucdons on
page 2 for decails.

szin payeas and paymems
iding. See the

of Form

Panll:ns:rucnomandm
for the Rexy
W-9.

Penalties

Fallure To Furnish TIN.—¥ you fil to
furnish cmTNmare?mu.you
afe subject to a penaity of 350 for eacft
such falkre uniess your failice is due to
reasonable cause and not o wiliful neglect.

Ciil Penalty for False Information Wikh
Respect to

faisitying
certifications o offirations mmy subject
you o criminal penaities including fines
andfor imprisonment.

Misues of TINS.—If the requester
skdosesorwm»nvbheond
ederal law, the requester may be

w0 civii and criminal perantes. sugect

Cac. No. 10231X

Forn W=2 (Rev. 12-96)
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Interim Assistance Request Form

Date :

Client Name :

Housing Funds

Client Phi#:

Client Number: SSN :

Case Manager :

Placement Date :

Facility Name :

Facility Ph#:

Address @

City: State:

Zip:

Explain Need for Placement?

Explain Need for Housing Funding Assistance?

Expected Departure Date :

Does the Client Receive any of the Following? Yes No

If Yes, give amount,

S.S.L benefits? ] 0

$

Other Social Security benefits? [} [

$

Any other type of assistance?
If Yes, give the source 1 O

$

If No for any of the above questions, give date of application for Reg., SSI or Disability Beneﬁts:]

(attach copy of completed form)

Answer the following questions! Yes Date No  Reason

Has client requested a protective filing date
from Social Security Admin, To apply for

S.S.L/S.S. benefits? ] ||
Has client filed to re-establish S.S.I/S.S,
benefits? O
Has SSP14 been submitted to S.S. to repay
ML.H.D. for Interim Assi ¢ Funding? ||| O

Additional Information or Comments:

Case Manager Name Date Kyle Titus, Ph.D . Program Manager Date
Adult Services

FIINDING (Rev 5/9A)
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