
 

 
 

 

 

Monterey County Behavioral Health 
Policy and Procedure 

Policy Number 433 

Policy Title AS CM Rep Payee Services Eligibility 

References MONTERY COUNTY BOARD OF SUPERVISORS 

POLICY 432 – ADULT SERVICES/CM REPRESENTATIVE 
PAYEE SERVICES DELEGATION OF AUTHORITY FOR   
REPRESENTATIVE PAYEE SERVICES 

POLICY 434 – ADULT SERVICES/CM REPRESENTATIVE 
PAYEE SERVICES INTAKE PROCEDURES PUBLIC ADMINISTRATOR – 
PUBLIC GUARDIAN – CONSERVATOR DIVISION DELEGATION OF 
AUTHORITY MEMORANDUM OF 12/1/2006 

RESOLUTION NO. 82-43 PUBLIC GUARDIAN TO ACT AS REPRESENTATIVE 
PAYEE 

Form INITIAL ASSESSMENT OF NEED FOR REPRESENTATIVE PAYEE SERVICES 
(ATTACHMENT 1) 

PHYSICIAN’S/MEDICAL OFFICER’S STATEMENT OF PATIENT’S CAPABILITY 
TO MANAGE BENEFITS SSA-787 (ATTACHMENT 2) 

AGREEMENT WITH MCHD FOR REPRESENTATIVE PAYEE SERVICES 
(ATTACHMENT 3) 

ADVANCE NOTIFICATION OF REPRESENTATIVE PAYMENT SSA-4164 
(ATTACHMENT 4) MH-112 (ATTACHMENT 5) ANNUAL REVIEW 
REPRESENTATIVE PAYEE SERVICES  (ATTACHMENT 6) 

INFORMATION UPDATE FORM BHD REPRESENTATIVE 
PAYEE SERVICES (ATACHMENT 7) 

Effective OCTOBER 1, 1991 
REVISED: MAY 20, 2003 
REVISED:  APRIL 1, 2009 
REVISED:  JUNE 1, 2010 

1 

2 POLICY 
3 

4 The Monterey County Behavioral Health Division (MCBHD), Adult Services Program, as 
5 designated by the Public Guardian Memorandum dated 12/1/2006 and Monterey County Board 
6 of Supervisors Resolution No. 82-43, will provide money management through the 
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7 Representative Payee Services for eligible adults with a functional mental illness who are either 
8 not capable or managing their Social Security Benefits or not capable of directing others how to 
9 manage those benefits to meet their basic needs, and there is no other appropriate person 

available to perform that service. 
11 

12 PROCEDURE 
13 

14 The following eligibility requirements are to be met for participation in the representative payee 
program: 

16 

17 A.  Residency Requirement 
18 

19 1.  The consumer is voluntarily living in Monterey County and has the stated intention of 
making his/her home in Monterey County for other than a temporary purpose. 

21 2.  No durational period of residence is required. 
22 3.  Active cases that no longer meet the above definition will be closed within 90 days of the 
23 date MCHD became aware of the consumer’s change of residence. 
24 4.  Residency shall be verified and documented in the case file.  The consumer’s statement, 

when there is no conflicting evidence, shall be sufficient verification of intent to remain in 
26 Monterey County. 
27 

28 

29 B.  Management Incapability Requirements 

31 1. A mental incapacity exists when the consumer has a mental illness or impairment that 
32 substantially reduces or eliminates the consumer’s ability to manage his/her own Social 
33 Security benefits and the condition is expected to last longer than 90 days. 
34 2.  The case manager will document on the form, Initial Assessment for Representative 

Payee Services (ATTACHMENT 1), the existence of a mental incapacity as described above 
36 and the need for Representative Payee as follows: 
37 a. A diagnosis of the consumer’s condition and explanation of the extend to which it 
38 prevents or eliminates or substantially reduces him/her from managing his/her Social Security 
39 benefits, or why it reduces or eliminates the ability to direct others to manage those benefits in 

regard to food, shelter and clothing. 
41 b. The expected duration of the condition. 
42 c. The name and title of the professional completing the assessment. 
43 d. Other acceptable evidence includes written statements of relatives, friends, and other 
44 individuals in a position to know and observe the consumer. 

3. The treating Psychiatrist will complete a Physician’s/Medical Officer’s Statement of 
46 Patient’s Capability to Manage Benefits (Form SSA-787) (ATTACHMENT 2) for consumers 
47 who receive Social Security (Social Security Disability Insurance – SSDI) and/or Supplemental 
48 Security Income (SSI) payments. 
49 

C. Management Alternative Requirement 
51 

52 Representative Payee Services through the Department of Health are provided only as a last 
53 resort in order to prevent the consumer’s loss of food, shelter, and/or the other basic needs. 
54 The case manager shall document the efforts made to prevent the need for a Representative 

Payee. 

Policy Number 433-AS CM Rep Payee Services Eligibility 
Page 2 of 15 



   

   

  

60 

65 

70 

75 

80 

85 

90 

95 

100 

56 

57 The case manager shall document in the case file as per Policy 434 efforts to ensure that there 
58 shall be no relative, friend, volunteer, or other agency that is able, appropriate and willing to 
59 serve as payee. 

61 D. Voluntary Participation Category 
62 

63 Initial and continued participation in the Representative Payee Services shall be voluntary, 
64 whenever possible. There shall be on file a singed “Agreement with MCHD for Representative 

Payee Services” (ATTACHMENT 3).  The signed Agreement shall be completed in duplicate. 
66 The original is filed in the case folder and the consumer retains the copy.  All requirements of 
67 the Representative Payee Services shall be fully explained before the consumer may sign, 
68 including the consumer’s right to contest the appointment. 
69 

The case manager shall also request the consumer to sign the agreement to the appointment 
71 of the Department of Health as Representative Payee on Form SSA-4164 Advance Notification 
72 of Representative Payment (ATTACHMENT 4).  The consumer shall be allowed to participate 
73 in the planning to determine how his/her money is spent.  Whenever possible, the case plan 
74 shall be made with the goal of the consumer becoming his/her own payee. 

76 E.  Involuntary Participation Category 
77 

78 After conducting an investigation and assessment of need and securing a completed 
79 Physician/Medical Officer’s Statement of Patient’s Capability to Manage Benefits Form SSA-

787, the case manager shall inform the consumer of the reasons for requesting the 
81 establishment of the right to object to the appointment. 
82 

83 It is unlikely that some consumers, who are not capable of managing their own funds or 
84 directing others to manage them to meet their basic needs, may refuse to voluntarily participate 

in the Representative Payee Services.  The case manager shall request that the consumer sign 
86 and state the reasons for their 
87 appeal of the appointment on Form SSA-4164 Advance Notification of Representative 
88 Payment. 
89 

The Adult Services Program case manager shall identify in the treatment plan the objective of 
91 assisting the consumer to achieve the intermediate goal of voluntary participation in the 
92 Representative Payee Services in the process of developing the skills to manage their own 
93 income whenever possible. 
94 

F.  Cooperation Requirement 
96 

97 The consumer shall cooperate with the Monterey County Department of Health and other 
98 agencies to establish and maintain eligibility for financial benefits and to reconcile overpayment 
99 claims with payment sources.  Examples of some agencies are the Social Security 

Administration (SSA) and the Department of Social and Employment Services (DSES).  The 
101 consumer’s statement, when there is no conflicting evidence, shall be sufficient verification of 
102 the intent to cooperate. 
103 

104 G. Real Property Requirement 
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106 The consumer shall have no real property other than the house that he/she lives in. 
107 

108 H. Cash Assets Requirement 
109 

The consumer shall not have cash assets in excess of $2,000.00. Cash assets include cash, 
111 checking accounts, life insurance policies with a cash value, and other financial assets that can 
112 easily be converted into cash. 
113 

114 The case manager shall secure the consumer’s agreement to close all bank accounts, turn 
over all credit cards, close all credit accounts, and turn over all cash assets to the 

116 Representative Payee for management as a condition of participation in the Representative 
117 Payee Services. The consumer will sign agreements to those conditions of participation in the 
118 Representative Payee Services.  The consumer will sign agreements to those conditions of 
119 participation and provide the case manager with written confirmation that credit and bank 

accounts are closed. 
121 

122 

123 The case manager shall immediately complete Form MH-112 (ATTACHMENT 5) upon the 
124 receipt of any cash or check assets from the consumer and immediately turn over the assets to 

the Office of the Public Guardian for deposit in the Representative Payee Trust Account. 
126 

127 I. Periodic Review Requirement 
128 

129 The eligibility and continued need for Representative Payee Services shall be reviewed at 
periodic intervals as indicated below: 

131 

132 1.  Review period intervals are counted beginning with the month following the month in 
133 which the case was approved or the month in which the last review was completed. 
134 2. A case review is required within 30 days of the date the case manager became aware 

that a consumer has significantly changed his/her living arrangement.  EXAMPLE: The client 
136 leaves a board and care facility and moves into an independent living arrangement. 
137 3. A semi-annual case review shall be completed at six (6) month intervals for all 
138 participants. A case may be reviewed more often, if warranted. 
139 4.  Each periodic review shall consist of a fact-to-face contact. The review shall include an 

assessment to determine whether the consumer might be his/her own payee, and if not, 
141 whether another capable person is available to serve as payee (ATTACHMENT 6).  The review 
142 shall evaluate and update the case plan. 
143 5. An annual review shall consist of all the assessments contained in the semi-annual 
144 review as well as basic re-determination of eligibility for Social Security benefits and an annual 

fiscal accounting of the management of Social Security benefits. 
146 6. The Behavioral Health Service Manager shall conduct a quarterly fiscal and service audit 
147 of all cases closed during each quarter and ten percent of all cases open by the end of each 
148 quarter. 
149 

J.  Visitation Requirement 
151 

152 Each representative payee consumer will be visited as follows: 
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153 1. At a minimum of intervals.  The Representative Payee is also required to make visits at 
154 the time of the semi-annual and annual reviews. 
155 2. The purposes and goals of the visits include but are not limited to the following: 
156 a. Monitor the progress of the service plan. 
157 b. Determine the consumer’s whereabouts. 
158 c. Review the account/payment schedule with the consumer. 
159 d. Determine if there are other needs. 
160 e. Determine if payee services continue to be needed. 
161 f. Evaluate the appropriateness of the current placement or needed placement. 
162 g. Evaluate the condition of the home and the consumer. 
163 h. Determine if the consumer is receiving sufficient incidental funds to meet personal 
164 needs. 
165 i. Determine if additional protective services are needed. 
166 

167 K.  Termination 
168 

169 When the Representative Payee makes a determination that the consumer is no longer eligible 
170 for Representative Payee Services from the Department of Health, that decision shall be 
171 reviewed and approved by the Adult Services Program Manager prior to the notice of intent to 
172 terminate being transmitted to the Social Security Administration. 
173 

174 When Representative Payee Services are to be terminated, the Social Security Administration 
175 and the Office of the Public Guardian shall receive immediate written notification 
176 (ATTACHMENT 7), and the case shall be closed within 90 days of the date that Monterey 
177 County Department of Health becomes aware of any one of the following (unless otherwise 
178 specified): 
179 1. Consumer dies. 
180 2. Unable to locate consumer for forty-five (45) days.  Check returned –consumer 
181 whereabouts unknown. 
182 3. Consumer is or will be in jail for more than 90 days. 
183 4. Consumer moves out of the county. 
184 5. When the consumer or another person becomes the payee. 
185 6. Consumer is able to manage his/her own funds. 
186 7. The Social Security Administration grants a request for discontinuance of the 
187 Representative Payee Status or names a new Representative Payee. 
188 8. Consumer no longer meets eligibility criteria. 
189 

190 

191 

192 

193 

194 
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SOCIAJ. SECURITY NUMBER: _ ___ _ ___ _ _ _ DATE OF BIRTH: _ ______ _ __ _ 

I. ls dicn1 able10 manqe bisfc« funds7 _ _ _ Ycs _ _ _ NO. D=nbe coou·, inability/ability 10 mm"i< OWll funds. Does client bavc ability to reason properly? ls chenl confused and/or disoriented? Does clic.ot have impauU judgment'? Is client able to eoru.mllrucatc wilh olbers? 

2. Cwrco1 D1agnosa: _ _ _ _________ _ ___ _ _ _______ ______ _ _ _ 

3. Expected D=tioc oftbc Disability: _ _ _ ________ _____ _ _ ___ _ ___ _ 

4. Oescnbe Altcmatiive Moo<::y Management l.otcrvcodons That Kave Failed; 

$. Desc,:ibe Wbo is Be:ia c-ideRd for Roi= of R~ Payee; A>s<os lhcir Capability: 

6. What an cliau's cum:ot l!l'IJ!<')' lllaagCIIIQll oocdsT 
Shelter Utilitie-,- - --- - - ---------- - - ----- - --- ----------
Clo•ww· ;:;::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::= Medical/Dc:cw Pcnoual:l'eeds·-------- - - - ------- - - -------- - - - --

8. Most~J>ayeefwC!iall: 
Namc/Addreso of Capoble/l.ntcrc'1cd Person: 

_ ___ NC11C _ _ _ _ _ Moru=yCQunl)I DcpartmauofHcahb 

Cue M.magtt Sip.,,.. ___ ____ _ ___ _ _ ___ _ _ o.1e _ _ _ _ ______ ____ _ 

Unit Super,w,Sisn2l>lr<, _ _ _ _ ___ _ _ _ _ _ ______ Date _ _ ___ _ ____ _ ___ _ 

OOl1Al. ASSESSMENT OF NEED FOR 
REPRESENTATIVE PA YEE SERVICES 
BEHA VIOAAL HEAL TH DMSION 
Jll/R.PS-IASS .I (Rev 11/0l) 
MID68 (Rov 1110 I) 

CLIENT NAME: _ _ _ _ _ ___ ___ __ _ 

PlJBUC OUARDL'\N ACCOUNT NUMBER: _ ___ _ _ 

195 

196 

Attachment 1 

197 
198 

199 

200 

201 
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PHYSICIAN'S/MEDICAL OFFICER'S STATEMENT OF PATIEHT"S CAPABILITY TO MAHAGI BEN EFITS 

' 
In rep¥n;, U&e IN.a atress: 

PAPERWORK REDUCTION ACT NOTICE ANO TIME IT TAKES STATEMENT: SOCIAL SECURITY .40MIHISTRAf0 N 

Th, Pllf)e,wo,k A•di.t1lon Act of 19-96 ,equl,H us to notttv you lh•t tml 1nf(N'm11tlon coll1ctlon Is 

.,._ 1c-eordant:e wnl'I tl'\1 d urance requir1men11 of section 3507 o1 1he P1parw0fk. R,ductlon Ac:1 ol 

'99S We ~ nol tonduc.1 o, ~noor. Ind vou .,.. not AQuif-td to ,,~n,6 to, • coltetion of 
lt'ltONMt~.l\ urieH ,, di&.pLll'fS e vaid 0MB COtlUOI fM..llnhar. w, ..s:Hm1tt that h wi'II t•t. you fboUI 

10 t:l'intl!.CS tO ~ .. thi5 fonn,. TNt ltd.lot, the i.ne h w1I 11\a io rud tbe .,..UUC1icin&. 
o,Nf 1he neeesa.,., f•cu Md 11111 out 1ti. to,m 

. 
Tel.EPHONE NUM!lR (k\l:Jude Alea Codt} 
( -) 
DATE 

SS..COHTACI' 

This ,_i ~ au1ho<t<od by_., 205(1) and 2050) of the Social S-rlly ..,, a, • - (42 U.S.C. 

405l~ and 40S(ll, 'MIMI )'OU are not r9(J#td lo ttspond, )'OIJt coopotlrion wil ~ us docldo wnelht; IOENTIFYIOO INFO'MAT10N (SSA Only) 

M'/ Social Stcurtry bMol'l& tl'l!II may be U 1hol.Jld be pakl dkecly to the pa1isnt O! IO·tom1one el&e on ff different lrom patie1I 

the palier1'l behall, Your coopera:ion lncomp!lltlng and ntUt'n'll this ltltMnetrf w1• be appndMod. 
NAME OFWMlE E.IRN£R ORSELF· 

'1\'t may also LA N k'lfofl"l\dcwl yoo 9M ._~we maid! r+c:ordl bf ~r. M_atchnQ ~ff aJPI.O'l'EO PE~ 

~ cu ftllCOlldl wt:l'I h:111 01 oft.er Federal. s.tt. o, local gown-..miw1: tQ.ttlON. Man)' ao,ndlt 
may use mu::nlng p,ogramr lo tin::! oc pro..,. tt'e.t a pe~n ~• tw biiflelll F.9i:f tr N F-edn: 
goverrment The llwallow,usOt>d) thl5ev.n lfyoudo notll9"'0IOft. ~~atx:n..10.Nand SOC1AI. SECU1!11YllJM8EA 

other n, l!.SOAS why ~brm&Son you ?"O~ us !NI)' be ot.&« given 01.A M a-vallatie in Social Stourt\y 

-- - 1- -1-- -Oba-. "you wane to lorun m;,,e about this, oonl:ld lll'f1 SoelaJ seourity Ofb. 

PATIENl'S NAME PATIENT'S ADOAESS (Number and Streel, Cif/.S1ate and ZIP C*) 

PATIEHTSSOCIALSECOAl1Y """8EA PATIENT'S DA'!£ OF 
BIRTH 

-- - 1- -1- -- -

YOUR HELP IS NEEDED 

The patient shown above has filed for or is receiving Social Security or Supplemental Security income payment, 

We need you to complete the back ol lhis forrn and return it to us in the enclosed envelope to help us decide If 

we should pay this person directly or tt he or she needs a representative payee to handle the kinds. Please 

Note: This determination affects how benefits are paid and has no bearing on disability determinations. Thank 

you for your help. 

WHO IS A REPRESENTATIVE PAYEE 

A represenlalive payee is someone who manages the patient's money 10 make sure the palienl's needs are me 

The payee has a s1rong and continuing interest in the patient's well-being and is usually a family mem'oer or 

close triend. 

WHO NEEDS A REPRESENTATIVE PAYEE 

Some individuals age 18 and older who have mental or physical impalrments are not capable of handling their 

funds or directinG others how to handle them 10 meet their basic needs, so we select a representa1ive payee to 

receive their payments. Examples of Impairments which may cause Incapability are senlllty, seV1Jre brain 

damage or chronic schizophrenia. However, even though a person may need some assistance with such thine 

as bill paying, elc., does not necessarily mean he/she cannol make decisions concerning basic needs and is ' 

incapable of managing his/her own money. 

PLEASE COIIIP.1-ETE THE INFORMATION ON THE REVERSE OF THIS FORM 

202 Attachment 1 (page2) 

203 
204 

205 

206 
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1 . 0.yo,uta&tuaminedlhe palen! ___________ ____ _ _ 

2.. Oo,ou beilwe 1ht pailienfl is capable of managing« direc:i:ing lh& man191mtn1 of btnt-flts in tis o, her own best in1erestt 

By C,lplblt we lhNl'l h patient: 

• IC able a, unoer~•nd and act on the ordinary affairs of lh,·sueh at prOYidffi,g foj' own adeQuete food, houeirlg, clothing, 

""· ond 

• Is lt)lle , In ,~'ife of phy$lc:al .,,._ffltnts. 101'1'111N1Qt fund& or d reet othewa how to fflWIIOO Chtm. 

D v .. 

II "Yet, pleut omit qUNlion 3, 
but btue '° sign ancJ da:ts lhe kwm. 

O v .. 

II ~". pteeseprcwlda a brief IUl'M'!#)' of ,no &w:lng$ 
tf.i led lo tNs conctJllon. Also, comp!Me cpJeSlion 3. 

.D No 

D u"'"'' 
M 'unan", please explaifl. 

I HEREBY CERTIFY THAT TltE 4BOYE STA TEMEIO'S AND ANSWERS ARE TRUE JO THE BEST OF MY KNOWLEDGE. 

NAME OF PHVS!ClAN/1,EDICAI. OFFICER (,,_ ptil/.J TITLE 

ADDRESS (1,/ufnbot ,nd _.,, City, Sf&N, - ZIP C<>dt} TELEPHONE NUM&a\ (,,_ NN Code} 

SIGNAlURE OF PHVSIC!,.,.'MEDICAI. OFACER DATE 

FORM IISA-717 (7-92) 
'U.S. ~ "OU-.OOltca: 2000-~1/401~ 

207 

208 Attachment 2 
209 

210 
211 

212 

213 
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MONTEREY COUNTYDEPARTMENTOFHEALTH 

REPRESENTATIVE PAYEE SERVICES 

AGREEMENT WITH MCHD FOR REPRESENTATIVE PAYEE SERVICES 

CLIENT NAME: _________ ____ _______ _ _ _ _ 

ADDRESS:----::------:- - -------:::::---- --- - --:::---::--:-----
Strte1 City Zip Code 

TELEPHONE NUMBER: _ ______ SOCIAL SECURITY NUMBER: ____ _ .:._ 

I, the undersigned, agree to the appointment of the Monterey County Department of Health, Behavioral Health 
Division, and Adult Mental Services Program (thereafter referred 10 as (MCHD) as my Representative Payee J 
understand that by this Agreement, MCHD assumes no legal responsibility or financial liability for me. AB my 
Payee, MCHD will ooly manage the· funds I have on deposit under their Representative Payee Services (RPS). 
Debts, costs, and/or fees, which I accroe, will be paid by MCHD from the funds I have on deposit in my 
Representative Payee account. Under no circumstances may MCHD be held liable for payment of claims which 
exceed the funds I have on deposit with their Representative Payee Services, or for financial liabilities that l 
incwred before the start of this Agreement, or I assume after the termination of this Agreement for such 
services. 

I agree to close all bank accounts, to tum over all credit cards, to close all credit accounts, and to tum over all 
cash assets to the MCl:ID Representative Payee for deposit and management in the Representative Payee for 
deposit and management in the Representative Payee Services Trust Account. I agree to provide the MCHD 
with written confirmation that all bank and credit accounts are closed before the appointment ofMCHD wi1h 
written confirmation that all bank and credit accounts are closed before the appointment ofMCHD as my 
Representative Payee becomes effective. 

I understand that the basic purpose of this agreement is to engage the MCHD Representative Payee Services 10 

manage my income and assets for my use and benefit. As a participant in the Representative Payee Services, I 
understand that I have certain rights and responsibilities, as referenced on the reverse side of this fonn. 

I understand that this Agreement~~ that the MCHD becomes my Guardian or Conservator, nor 
does it assume Power of Attorney over my affairs. This Agreement does Mt give the MCHD the power to 
dispose of my real property, nor docs it give the MCHD Representative Payee the power to sign purchase or 
lease agreemeJ1.ts for me in my name. 

J>age one 

214 Attachment 3 
215 

216 
217 

218 

219 

220 
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l agree and direct that MCHD as my Payee, give highest priority to asswi.og ~t thei{ management of my funds 
provides for my basic needs of food. shelter, and clothing: and that my medical and day-to-day personal needs 
will be met to extent possible within the limits of my financial resources. After these basic needs are met, I 
understand that I can stipulate, in writing, bow I wish to use the non-prioritized funds as Jong as my funds are 
managed in a way that prevents my being abused, neglected and/or exploited by myself or others. 

I understand that this agreement becomes effective the day that either lbe Social Security Administration or the 
Monterey County Public Guardian appoints the MCHD as my Representative Payee and tbe MCHD 
Representative Payee signs this document accepting me as a client of U,eir Representative Payee Services. 

Client's Signature Witness Signature 

Date Date 

TOB&COMPLETEDWHENHEALTBDEPARTMENTHASBEE!'(DltSJG)IATEDREPRESENTATIVEPAYEE 

_ _____ _ _ _ ______ has been accepted as a Representative Payee client ofMCHD as 

stipulated in 

stipulated in tbc above signed agreement and as governed by the regulations of the Rep,-ei..entative Payee 

Services of the Monterey County Department of Health, Behavioral Health Division, Adult Mental Health 

Services Program. 

Representative Payee or Case Manager Signature Date 

White - cast File Canary - Client 

Page two 

221 Attachment 3 (cont’d) 
222 

223 
224 

225 

226 
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MONTEREY COUNTY DEPARTMENT OF HEALTH 

REPRESENTATIVE PAYEE SERVICES (RPS) 

CLIENT'S RIGHTS AND RESPONSIBLITIES 

As porticipMII of the Representalive Payee Servi= adrnlnisttred by the Monterey County Deportment of Health, Behavioral Health 
Division, Adult Memal He,lth Servi«• Program, I undetttand thal I have the tight: 

~ To expect that the MCHD Representative Payee will mauag<: my funds to <1l$We that my cumnt buic 11eeds for food, 
shelter, utilities, clothing. medical/dental care and personal needs are met within the limits of my fina.ocial assets; 

l; To request tb>t the MCHD Rq,meotative Payee uso my n01>-ptiotitizcd mcom,: and saviogs as I cboos,e aod to expect 
my reasonable requests u, be boooml, unless MCBD detcrmu,es th>t my reque« will. not allow n,c U> adequately provide 
for my cun:cnl and rcasooably foreseeable bosic needs or p!Jces me In a positiOll of being abuse, nogle.-l and/or 
exploited t,y myself or others; 

I; To request from MCHD a m:mthly statement showing an accountiJJ8 oftbe balance remaining in my Representative 
J>ayc,e account; 

~ To provide: MOID with a written notice of my inteutiol'.I to terminate my votunwy particip:ltion in the Representative 
Payee Setvices; 

~ To petition the Social Security Administrl.tion to cODSider termination of Representative Payee based oo cap1bility, and 
to petition :for reconsideraiion oCibc appointment in tbe Repr. , .. rative Pl~te; 

I understand my responsibility of reporting to MCHD: 

l; Aoy event that will affect tbe ammmt ofbeoelits tlust I r=ivc or my right to benefits; 

l; Any cba!Jsc in my home/mailing address or telepbone nw,bcr, 

l; HI become·able to work, if ! accept a job, or am capable of managing my finances; 

~ Aoy cbanse in my mental, physical. or fu,anci.al sUuation; 

l; Any cban;ge in my income or p<operty (real property); 

~ Any change in lht munbet of people living io my home; 

~ When I receive or use a credit card, other fonn of credit or loan; 

~ lf someone becomes available to manage my fmaoces for me; 

t My failure tO cooperate with other agencies that pay or may pay money to me; 

l; Aoy change in my marital status; 

~ When I no longer wbh to voluntarily cooperate \\1th all rcqu.iretneots of the Representative Payee Sc:rviees; 

l; Any problems with my checks beitig mailed to me or my crediU>rs; 

~ If anyone applies for Conscrvatorship or Guardianship or Representative Payee. for my estate or me. 

White - Oise File Canary - Client 

AOREEMENTWl't1! MCHDFORREPRESENTATIVEPAYEBSERVICES 
MHJ66(Rev 11101) 

227 

228 

Attachment 3 (cont’d) 
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230 

231 

232 
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Advan~e Notification of Representative Payment 

Name of Wage Earner, Self-Employed Person or 
SSI Claimant 

Name of Beneficiary (if other than above) 

I understand and agree with the foUowing. 

Need for Representative Payee 

Social Security Number 

Relationship to Wage 
Barner, Self-Employed 
Person or SSI Claimant 

The Social Security Administration (SSA) has decided that I need someone to manage my 
benefits. Because of this, SSA will send my benefits to a representative payee. I t is the duty 
of the representative payee to use my benefits for my.best interests. 

" Cho lee of Representative Payee Mmlr,eyCoumy Public Guaruim 
!lU000524 SSA has selected _ ___ ________ ___ ___ _ to be my 

representative payee. 

My Right to Appeal 

I have the right to appeal SSA's decision. I can appeal the choice of who will be the 
representative payee. In most cases, I also have the right to appeal the decision that I need 
a payee. If I appeal, I will have the right to review the evidence in the file and submit new 
evidence. 

Signature • Date 

Witneases are required imb: if th.is statement has been signed by mark (JQ above. If signed by 
mark Q{), two wiaiesses to the sia:nin!r who know the person making the statement must sign below, 
giving their full address••· 

1. Signature of Witness 2. Signature of Witness 

Address (Number aJld Stttet, City, State, and ZIP Code) Address (Number Utd. Stroct, City, $6,.ah, and ZIP Code) 

Form SSA-4164 (5191) 
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M,nterey Ollncy Public Q.iardian/Cooservator' s Office 
Accoooting Sectioo. 

RE: - - - -------- - ----- - - ----
Recei ved frcm: 

Descrlptioo: 

Date: ______ _ 

hxt.f _ ___ _ _ _ 

Trans. Code. ____ _ 

Alrowt. _ _ _ _ _ _ _ 

Funds are D lnventory D Incare D Cash D <lleck Cl<. II _ _ ___ _ _ 
u 1.ue.1Qlt.4 

Ml!D: Mi - 112 

-0 0 

238 
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SOCIAL SEClJRITY NUMBER, _ ___ _ ________ _ _ 008, ______ _ _ _ _ ____ _ 

I. l.s cliu t able 10 maaa:ee b.is/btr ruads? ____ Yes _ ___ NO. Dtscribt dit1tt's iu .bllify/abiiity to manace own ftlad.s. 

l. Wb.a1 arc c-Uent's carnal mooey ffl1D.tJCfflfflt attda! 

Sbrittt 
Utilities:;=---_-_:_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_:_-_:_:_-_-_-_-_-_-_-_-_:_-_-_:_-_-_-_-_-_-_-_-_-_-_:_-_-_-_-_-_:_:_:_-_-_-_-_-_:_-_:_ 
CloU1ia 

Medln:J/D~;;:..,::::,a1l::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::..-
Pitnooal Nffdt.• ________ _____________ _ _____ ____ ___ ___ _ _ 
F0od 
Otber:c_-_-_:_-_:_-_-_-_-_-_-_-_-_:_:_-_-_-_:_:_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_:_-_-_:_-_-_-_-_-_-_-_-_-_-_:_:_:_-_-_-_-_-_-_-_-_-_-_-_-_:_-_:_-_-_-_-_-_-

3. Ras dle11.1's Jiving slta:atlo• c~a~? _ ___ y,. ___ NO. Please Cktcribtd cbange:s:. _______ ___ _ _ _ _ 

4. Hu client•• meolal bnt.ltb statll!i cbaged? ____ Yes _ ___ NO. Don clJait laue ablllty to reuGa proptrly? Is c1Je1, 
Coo.fused/dlscu1enlcd and/or have impalrtd judgement? h di.flit abl~ to comm■•i<'~te wltb odler,? _ _______ ____ _ 

S. Describe Alteraartn Money Maoaatmrnt Jntervotiotu A«emp«:d. Han tbe obJfftlve, If Ulc pttrious moD.ey miinqtmratsen'lce 
plan beta md? _____ Y,s ____ NO. Uyu, bow? If NO, wby a.tt 

6. De$cribe tbt: curttoc mone)' ma:na1emieat un-kes pla■• locluding coals a.od time rn.,es. 

7. Pusoa/s capable aud in terfsted in bflng Pay« ror clkot. ____ N•ne 

Na.me: ___ ___ ___ ____ _____ Addrffs: _ _ _ _ _ ________ ______ _ 

Name: _ _ _ _ _______ _________ Add...en:. ___ _ _ _ _ _ ___ _ _ _______ _ 

Ca~ Manacer SJgi,ature:. _ _ ____ ____ _ _________________ Date: _ ____ ___ _ 

UnJt Svpen·isor Sig02turt:, ____ _____________ _ _ __________ Date: ________ _ 

ANNUAL REVIEW 
REPRESENTATI VE PAY££ SERVICES 
BEDA VIORAL H l:ALTU DIVISION 
JH/RJ'S-IASS. I 11 /20101 
Mll368 II 1/lll) 

CLIENT NAME,. ________ _ ______ _ _ __ _ 

PUBLIC CIJAROIAN ACCOUNT NUMBER,. _________ _ _ 

243 Attachment 5 (cont’d) 
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SOCIAL SECURITY NUMBER: ____________ _ DOB:. ______ __ _ 

FINANCIAL DATA: 

CLIF.NTSTARTED WORKING: --------~-------- --
Date of £mploymcn1 Name of £mp toyer 

CLIENT STOPPED WOllKING: DATE w\ST WORKED _____________ _ 

STOP PAYMENT REQUEST: 

CHECK NUMOER: ______ CHECK PAYABLE TO, __________ _ 

DATE OF CHECK: ______ REASON FOR STOP: 

AMOUl<T OF CM ECK: ______ _ 

STOP WEEKLY PERSONAL NEEDS /\UTOMAllC PA YOUT(S) 

STOP ornER AUTOMA11C(S) ___ _____________ ______ _ 

CHANGE CHECK DISTRIBUTION: _ __ OFFICE PICK UP _____ ,C-MGR _____ MAIL 

SAVINGS IS OVEU-2,000.00 LIMIT. STOP SSI UNl'IL BALANCE IS BELOW LIMIT, 

REQUEST SOCIAL SECURITY TO REDUCE SSIJSSA OVERPAYMENT WHITHOLDING: 

FROM: AMOUNT _____ _____ TO _________ _ 

R.EQUESHOR WAIVER. TOTAL AMOUNT OF OVERPAYMENT:: ____________ _ 

ST ART PASS ACCOUNT: AMOLfNT PER MONTli, __________ _ 

APPLICATIONS: 

Al'l'LY FOR MEDI-CAL BENEFITS ____ PLEASE APPLY FOR SSI/SSA RENE FITS. 

APPLY FOR MEDICARE 01:NEFITS. _ ___ APPI.Y FOR ____ ____ B£Nff1TS 

REQUEST FOR INFORMATION: 

REQUEST PRINT-OUT OF CLIENT'S ACCOUNT FROM ______ TO _____ _ 
O;ue Oa<e 

OTHER REQUEST, PI.E,\SE SPECIFY ________________ _____ _ 

CASE MANAGER CHANGES: 
CAMNGBOF PAYEE/CASE MANAGER: FR.OM ________ TO _________ _ 
TRANSFER OF PAYEE FROM AOUI.T SERVICES TO: PU8LIC GUARDIAN 

EFFECTIVE THIS OATE ______ THE MONTEREY COllN'l'Y PUBLIC GUARDIAN Wll.L NOT 8E 
ll<E PAYEE FOR: 
COMPl,ETE81,UF,~P'"A~Y"'E~E-~O~U"'T"'FO" R"""BA""t-'"\"'N""C"'E"'O""f'"A°'C""c"'o""UN= r.,..r'"A""YA- B" L"'E"'T=o'":"soc= 1'"AL~SE=·c=u"'R"'IT=Y~A""D= .. ~11~N: 
(VENDOR CODE# 2139; TRANS, CODE H482: PURPOSE - ENlcR CLIENTS SOCIAL SEctJRllY •· 
C01'fSERV£D FUNDS) 

REPRESENTAllVEPAYEE: _ _ ________ _ _ _________ OATE ____ _ 

lJNff SUPERVISOR SIGNA11JRE ________ _ ___________ DATE _____ _ 

INFORMATION UPl)A T£ FORM 
BEHAVl OR/\L HEAL TH DIVISION 
I\EPI\ESENTAllVE PA YEE SERVICES 
PS-IU.K:JRIRPS/1(!1 9127/94 MH368 1/27/0l) 

CL.IENTNANE: _____________ _ 

PUBLIC GUARDIAN ACCOUNT NUMBER: ______ _ 
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