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STAFE OF CALIFORNIA - FEALTH AND HUMAN FERVICES AGENTY CALIFDRMNIA DEPARTIMENT OF SQCIAL SERVICER

AUTHORIZED REPRESENTATIVE

July 8th o0 24
State of California
Department of Social Services
F.O. Box 844243, M.8. 8-17-37
Sacramento, California 94244-2430
. Yang Xiong for Kaleb Xiong of
{Name:
95682 Village Tree Dr, Elk Grove, CA 95758
{Adjdrass) ' T ity Btatm and Zipy
have requestad Olivia Shaw
(Name}
Leqal Services of Northern California
{Qrganizaton;
501 12th St, Sacramento, CA95814
{Adoress) {Cire and Zip)

to act on my behalf in my appeal regarding my application for and/or receipt ot Medi-Cal / IHSS

{Assistance Pogram}

I hereby authorize your department ta release any or all information relating 1o this request t this person/organization.

Dosuligned by:
Signed QM va\,ﬁ

TREZEAZYGEGAITB T

DPA 18 (12750}
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IF YOU STILL WANT YOUR HEARING. it is required that you attend the hearing or have sgmaone appear on your
bebalf. If no such appearance 1s mades at the time scheduled, the anfire matter will be dismissed. Even though vou
appoint someone 1o reprasent you, your appearance at the hearing would be helpful to the Administrative Law Judge in
arriving at an appropriate decision. i you have authorized someone to act as your reprasentative, that authorization
should be In writing, and given to the Administrative Law Judge at the hearing. This Autherized Representative form is
enclosed for this purpese. If you want to authorize someone 1o represent you at the hearing, please completa this form
and sither bring & to your hearing or havs your repressniative bring it 1 the hearing on your behalf. You should notify
your rapresantative of the time and place of your haaring. You may bring witnassas or other parsons who you balisve can
help you explain your position. You should also bring any documents or other papers thal you think mportant and that
you wish i have considered.

Information regarding vour request has been sent to vour county welfare department or fo the Californda Department of
Health Services, 3iaff from that agency may be contacting you about the agency's decision, the reason for its action, and
the reasons for vour reguest in an affort to resolve the problem.

If vou have been receiving assistance, your assistance will continue in the same amount if your raguest was filsd before
the effective date of the proposed action and you requested continuance of your aid pending.

If vou are not now recelving assistance. you will not receive aid pending your state hearing.

CL: Yang Xiong

DOB: 8-8-1973

BEN: Kaleb Xiong

DOB: 3-13-2020

County: 34

Interpretor needed: No

Filed date: 7-16-24

RD: 7-16-24

Issue: IHSS - Needs assessment - Benefits amount
Issue # 2 : Medical - Eligibility - Benefits amount.
AR: Olivia Shaw

KN

LR 18 (1230}



