													California Department of Social Services	
COUNTY REPORT OF COMPLIANCE TRANSMITTAL						Due within 30 days of receipt of decision.
Attn:  	Department of Social Services/Compliance Unit
	Via ACMS
	
	Name/Address
(if changed)
	State Hearing #
	Adopt Date
	Compliance Notification Date
	Effective Date
	Code(s) or Brief Statement

	
Client’s Name:
  XIONG, KALEB


Enter claimants address if changed

	

R-105019726


Hearing #
	

 09/03/2024


Date on CF
	

09/11/2024


Date of compliance notification
	

08/01/2023


Enter effective date
	
CODE:  D



Enter brief statement

1


	
I certify that the above compliance information is true and correct to the best of my knowledge.
	Name
    Yolanda Lewis
	Phone Number
  (916) 874-9981
	Date
  9/12/2024


______________________________________________________________________________________________________________________________________________
COMPLIANCE CODE OPTIONS
*Use program code (letter) for each program in which a compliance action is required.
*Use one or more action codes(number) for each program code.
PROGRAM CODES			ACTION CODES
A. CalWORKS				1.  Action rescinded  -  Benefits determined and issued as eligible.
B. CalFresh				2.  Action rescinded  -  Benefits not determined or issued due to lack of information.
C.  Medi-Cal				3.  Entitlement received as aid pending (APP).
D.  IHSS					4.  No eligibility for retroactive benefits found.
E. Foster Care				5.  OP or OI reduced/cancelled as ordered.
F.  Other: list program			6.  Retro benefits reduced or not issued due to balancing against existing OP/OI.
					7. SOC changed as ordered.
8.  County has offered assistance to the claimant in obtaining reimbursement for any Medi-Cal covered expenses incurred.
9.  Delayed compliance (brief explanation).  Wait for follow up transmittal.
10. Other : (brief explanation).

DPA 481
