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I. PURPOSE 

To ensure that Department of Behavioral Health clients1 applications for disability are 
handled properly. 

11. POLICY 

Department of Behavioral Health clients should be evaluated for disability by San 
Bemardino County Department of Behavioral Health psychiatrists. The disability forms 
are as follows: 

1. Medi-Cal 
2. State Disability Insurance 
3. Motor Vehicle Department Disability Verification 
4. Aid for Dependent Children 
5. Food Stamps 
6. Off-Work Orders (Outpatient off-work orders should be given for the day 

the patient is seen.) 
7. Omni Trans (See attached) 
8. Long Term Disability Forms 

A. No client should be certif~ed by San Bemardino County Department of 
Behavioral Health Psychiatrists when seen for the f& time in the clinic. 
Determination of a mental disability will required continued treatment. 

B. DPSSISSI (Social SecuritylDisability) and other misc. Forms will be completed 
for clients only after 60 days in uninterrupted treatment. (Or ongoing treatment.) 

C. GENERAL RELIEF may be completed at any time if the treatment staff feels 
General Relief is warranted. Approval should not be given for mor than 90 days 
at a time and then reviewed again while client is in continued treatment. 

111. PROCEDURE 

A. Clients are not given the completed forms to hand carry. Completed disability 
forms are sent directly to Social Security by the correspondence clerk. This must 
be documented in the Release of Information Log and recorded in the client's 
chart. 
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B. A valid release of information must be completed by the client. Complete 
instruction on this procedure is in the Administrative Procedure Manual, 
Medical Record Section 7, "Authorization - Consent to Release 
Confidential Information". 

C. TO WHOM IT MAY CONCERN LE'ITERS: "...such letters should be provided 
for the following purposes: 

- clearance to enroll into druglalcohol rehabilitation program. 

- Exceptional case per physician's discretion. 
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DISABILITY INFORMATION RELEASE 

If you do not have an acceptable pmof of disability, please complete this form and 
return to Omnitrans. Omnitrans will then contact your physidanfsodal worker to verSfy 
your disability. 

When Omnitrans receives verification of your disability, you will be contacted and 
issued an Omnitrans Disabled I.D. card. 

PLEASE PRINT CLEARLY OR TYPE 

NAME 

ADDRESS 

C I N  ZIP CODE 

PHONE DATE OF BIRTH 

PARENTIOUARDIANICARE PROVIDER NAME 

w I YEDI-CAL NUMBER 

1 HEIGHT WEIGHT EYE COLOR 

II 
Physician's namelsocial worker's name 

I Physiaan'slsocial woker's address 

to release information verifying my disability to Omnitrans. 

L 
I Signature Date 

I Mail this form to: Omnitrans 
Attn: Marketing Dept 
1700 W. Fifth St 
San Bemardino, CA 9241 1 

-(9 o 9889-08 1 1 

NITPANS . 1700 West Filth Street Son Bernardino, C A  9241 1-2499 Phone 909-889-0811 . Fox 909-889-5770 

~ ' p , , b l l ~  tlonslt ogencr selrln. tne commun~t~es of Chrno Chlno UIIIS Colton county at son Berno~dmo Fontona Grana Ierroce 
H , > ~ , I < , F , O  t om,, $0 M ,I,!CI r t r  Onto110 R ~ n c t  o Cucamon)o Redlands R~ol to  San Bernordlno Uplond and Vucolpa I 
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PHY SICIAN'SIAGENCY STATEMENT 

DATE: 

1 certify art ,,,,,,,,,,,,,,,,,,,---,---- ,---,,~,,,,,,,,,,, 
(Prrient'sKlieol's Nune) (-1 

meets the Omoltrmrr' cli~ibility criteria: 

Check where applicable: 

[ I  Non-Ambulatory Disabilities [ 1 Semi-Ambulatory 

[ ] Visual Disabilitics (visurt acuity of 20/200 or less) 

[ 1 Hearing Disabilities (Hearing loss of 90 dba or p e e r )  

3' Mental Disabilities I Confined to wheelchair 

[ I  Regularly used a walker or [ 1 Chher aid to mobility 

Explanation of Disability 

Is your patientfclient disabled: [I PERMANENTLY [I TEMPORARILY 
If tempotuy. how long? ,,,,,,,,,,,,,,,,,,,-,, 

Physicirn'JSocid Worker's Sig~~trnr If applicable. &eacy Name 

Mil this form to: 
Telephone number 

O m n i t r a n s  
1700 W. Fifth 
Srn Bernrrdino 
CA, 92411 

OMNltRANS 1700 West Fifth Street Son Bernardino, CA 9241 1-2499 Phone 909-889-001 1 Fax 909-889-5779 

A publtc Iranstt ogency servtng the communtttes Of  Chtno Chlno Hlllr CollOn C O U ~ ~ V  of  Son Bernardlno Fonlono Grond lerrace 
tl#8]hlnriO l o m n  Linda Mnntclnlr Onl0ro0 R ~ ~ n c h o  Cucomonga Rec lands Rtalio Son Bernordtno Upland ond Yuco~po 


