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INCORRECT REDUCTION CLAIM FORM Commission on
Authorized by Government Code section 17558 St at e M an d at es
GENERAL INSTRUCTIONS

@ To obtain a determination that the Office of State Controller incorrectly reduced a reimbursement
claim, a claimant shall file an "incorrect reduction claim" with the Commission. All incorrect reduction
- claims shall be filed with the Commission no later than three years following the date of the Office of
State Controller’s final state audit report, letter, remittance advice, or other written notlce of
adjustment notifying the claimant of a reduction.

@ An incorrect reduction claim shall pertain to alleged incorrect reductions in a reimbursement claim(s)
filed by one claimant. The incorrect reduction claim may be for more than one fiscal year.

® Type all responses.

® Complete sections 1 through 12, as indicated. Failure to complete any of these sections will result in
this incorrect reduction claim being returned as incomplete.

® Please submit by either of the following methods:

1. Edfiling. The claimant shall electronically file the incorrect reduction claim in PDF format to the
e-filing system on the Commission's website (htp://www.csm.ca.gov/idropbox.shtml), consistent
with the Commission’s regulations (CCR, tit.2, § 1181.2). The requester is responsible for
maintaining the paper document with original signature(s) for the duration of the claim process,
including any period of appeal. No additional copies are required when e-filing the request.

2. By hard copy. Original incorrect reduction claim submissions shall be unbound and double-

" sided, without tabs, and include a table of contents. Mail, or hand-deliver, one original and two
copies of your incorrect reduction claim submission to: Commission on State Mandates, 980
9th Street, Suite 300, Sacramento, CA 95814

Within 10 days of receipt of an incorrect reduction claim, Commission staif shall notify the claimant if the
incorrect reduction claim is complete or incomplete. Incorrect reduction claims will be considered
incomplete if any of the required sections are illegible or not included. Incomplete incorrect reduction
claims shall be returned to the claimant. If a complete incorrect reduction claim is not received by the
Commission within 30 days from the date the incomiplete claim was returned to the claimant, the
Commission shall deem the filing to be withdrawn.

You may download this form from our website at csm.ca.gov.
If you have questions, please contact us:

Website: www.csm.ca.gov
Telephone: (916) 323-3562
E-Ma_il: csminfo@csm.ca.gov
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Controller's Audit of San Diego County's SED Pupils: Qut

of State Mental Health Services Program 2001 through 2005

The County of San Diego

Name of Local Agency or School District
Alfredo Aguirre
Claimant Contact
Mental Health Director
Title
3255-Camino Det Rio South
Street Address
San Diego, CA 92108
" City, State, Zip
(619) 563-2766
Telephone Number
(619) 563-2705
Fax Number
' alfredo.aguirre@sdcounty.ca.gov .

E-Mail Address

Claimant designates the following person to act as
its sole representative in this incorrect reduction claim.
All correspondence and communications regarding this
claim shall be forwarded to this representative. Any
change in representation must be authorized by the
claimant in writing, and sent to the Commission on State
Mandates.

Lisa Macchione
Claimant Representative Name

Senior Deputy County Counsel
Title

~ Office of the County Counsel, County of San Diego
Organization .
1600 Pacific Highway, Rm 355
Street Address )
San Diego, CA 92101
City, State, Zip
(619) 531-6296
Telephone Number

(619) 531-6005
Fax Number
lisa.macchione@sdcounty.ca.gov
E-Mail Address

For CSM Use Only

RECEIVED
November 10, 2010
COMMISSION ON

STATE MANDATES
REVISED
October 25, 2013"
re# 10-9705-1-01

{Filing Date;

ease specy,

7
claimaint alleges is not being filly reimbursed pursuant to
the adopted parameters and guidelines.

California Government Code Sections 7570 et seq. (AB
3632)

Please specify the fiscal year and amount of reduction. More
than one fiscal year may be claimed.

Fiscal Year ount of Reducti
2001-2002 $164,607.00
2002-2003 $794,179.00
2003-2004 $379,798.00
2004-2005 $640,804.00

TOTAL: g1.979,388.00

Please check the box below if there is intent to consolidate
this claim.

1 Yes, this claim is being filed with the intent
to consolidate on behalf of other claimants.

Sections 7 through 11 are attached as follows:
7. Written Detailed

Narrative: pages_1 tol2 .
8. Documentary Evidence A-1

and Declarations: Exhibit A-2 .
9. Claiming Instructions: Exhibit B .
10. Final State Audit Report

or Other Written Notice ,

of Adjustment: Exhibit C__ .
11. Reimbursement Claims: _Exhibit D,

(Revised June 2007)




Sections 7 through 11 shall be included with each incorrect reduction claim submittal.

Under the heading “7. Written Detailed Narrative,”
please describe the alleged incorrect reduction(s). The
narrative shall include a comprehensive description of
the reduced or disallowed area(s) of cost(s).

Ifthe narrative describing the alleged incorrect

" reduction(s) involves more than discussion of statutes or
regulations or legal argument and utilizes assertions or
representations of fact, such assertions or
representations shall be supported by testimonial or
documentary evidence and shall be submitted with the -
claim under the heading “8. Documentary Evidence and
Declarations.” All documentary evidence must be
authenticated by declarations under penalty of perjury
signed by persons who are authorized and competent to
do so and be based upon the declarant's personal
knowledge or information or belief.

Under the heading “9. Claiming Instructions,” please
include a copy of the Office of State Controller's
claiming instructions that were in effect during the fiscal
year(s) of the reimbursement claim(s).

Under the heading “10. Final State Audit Report or
Other Written Notice of Adjustment,” please include a
copy of the final state audit report, letter, remittance
advice, or other written notice of adjustment from the
Office of State Controller that explains the reason(s) for
the reduction or disallowance.

Under the heading “11. Reimbursement Claims,” please
include a copy of the subject reimbursement claims the
claimant submitted to the Office of State Controller.

(Revised June 2007)



Read, sign, and date this section.and insert at the end of the incorrect reduction claim submission. *

This claim alleges an incorrect reduction of a reimbursement claim filed with the State Controller’s Office
pursuant to Government Code section 17561. This incorrect reduction claim is filed pursuant to '
Govemment Code section 17551, subdivision (d). [ hereby declare, under penalty of perjury under the
laws of the State of California, that the information in this incorrect reduction claim submxssmn is true and
complete to the best of my own knowledge or information or belief.

Tracy M. Sandoval Deputy Chief Admin. Officer/Auditor & Controller
Print or Type Name of Authorlzed Local Agency Print or Type Title
or School Dlstrlct Official

l WW\%O\/QAAO o lol22[13

Signature of Authorized Local Agency or Date
School District Official

* If the declarant for this Claim Certification is different from the Claimant contact identified in section 2 of
' the incorrect reduction claim ﬁ)rm please provtde the declarant s address, telephone number, fax number, and
e-mail address.below.

TRACY M. SANDOVAL

Deputy Chief Administrative Ofﬁcer/Audltor and Controller
Tracy.Sandoval@sdcounty.ca.gov

1600 Pacific Highway, Room 166

San Diego, CA 92101

Phone: 619-531-5413

Fax: 619-531-5219

(Revised June 2007)





