State of California—Health and Human Services Agency

SUPPLEMENTAL
MEDI-CAL POTENTIAL OVERPAYMENT REPORTING WORK SHEET
INCOME OR OTHER HEALTH COVERAGE

Department of Health Care Services
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Use this space for additional MFBU members, if needed. Attach to the MC 224 A.

RECIPIENTS INCLUDED IN POTENTIAL OVERPAYMENT (MFBU)
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Section IV—County Worker Comments (if additional space is needed, attach a separate sheet of paper.)
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