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State of California Health and Human Services Agency

Department of Health Care Services

MICHELLE BAASS GAVIN NEWSOM
DIRECTOR GOVERNOR

Health Care Program for Children in Foster Care

Certification Statement 

County/City: Fiscal Year:

I certify that the Health Care Program for Children in Foster Care (HCPCFC) will comply 
with all applicable state and federal and state laws and regulations, including all federal 
laws and regulations governing recipients of federal funds granted to states for medical 
assistance pursuant to Title XIX of the Social Security Act (42 U.S.C. Section 1396 et seq.).
I further certify that the HCPCFC will comply with all rules promulgated by DHCS pursuant 
to these authorities, including the Integrated Systems of Care Plan and Fiscal Guidelines 
Manual. I further agree that this HCPCFC may be subject to sanctions or other remedies if 
this HCPCFC violates any of the above.

Signature of HCPCFC Director/County Authorized 
Representative

Date Signed

Signature of Director or Health Officer Date Signed

Signature and Title of Other Optional Date Signed

I certify that this plan has been approved by the local governing body.

Signature of Local Governing Body Chairperson Date Signed

Systems of Care Division 1515 K Street, Suite 400, Sacramento, CA 95814
P.O. Box 997413, MS 8100 Sacramento, CA 95899-7413

(916) 327-1400
Internet Address: www.dhcs.ca.gov

El Dorado 2022-23
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Michael Ungeheuer MN RN PHN

Deputy Director Public Health

CMS Administrator

CHDP Deputy Director

Maureen Virgil PHN Manager

1.0 FTE

Donna Fettig RN PHN

Supervising PHN

1.0FTE

HCPCFC Base 10%

Relief 10%

Sharon Guthrie  RN MSN PHN I/II

1.0 FTE

HCPCFC  Base  40%

PMM&O 30%

Relief 30%

Roberta Martin

Sr Office Assistant

1.0 FTE

CHDP Admin 60%

HCPCFC40%

Caprice Ramsey RN PHN

Supervising PHN

FTE 1.0 FTE

CHDP/CDPH CLPPP Administration

Vacant PHN I/II

1.0 FTE

Vacant MOA I/II

CHDP Admin/CDPH CLPPP

1.0 FTE

Health Officer – CHDP Director

El Dorado County Health and Human Services Public Health Division

2022 – 2023 CHDP Combined Program Structure
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