CHECKLIST FOR PREPARING THE MAA DETAIL INVOICE

FOR MEDI-CAL ADMINISTRATIVE ACTIVITIES
LGA:  __________________  Claiming Unit:  ________________________________Invoice #:___________
It is the responsibility of the MAA/TCM Coordinator to review all invoices for completeness and accuracy prior to submitting them to the Department of Health Care Services.  Invoices submitted using an incorrect format will be returned without being reviewed.  Each Medi-Cal Administrative Activities (MAA) Detail Invoice must be submitted with a completed checklist verifying the following items have been reviewed by the Coordinator before it will be processed for payment:  

_____
There is an approved claiming plan on file and the time survey percentages match.

_____
The current form from the DHCS website (Revised 09/08/2008 DHCS/SNFD) is used and is in the proper format.

_____
The LGA name is correct on the invoice.

_____
The correct contract number is used.

_____
The period of service is correct.

_____
The Claiming Unit name is the same as identified in the Claiming Plan.

_____
The invoice number matches the period of service.  If the invoice is a correction, add C-1, C-2, etc.  If the invoice is a revision, add R-1, R-2, etc.  If unsure, call your program analyst for instruction.
_____
The methodology used to determine the Medi-Cal discount percentage is consistent with the claiming plan.

_____
The total amount to be reimbursed is greater than zero and there are no “Error” comments on the claim.

_____
The required supporting documentation is attached:
· Variance Form, if required
· Cost Pool 6 – list of all classifications of staff whose costs have been assigned to Cost Pool 6 and the number of staff in each of the classifications.

· Detailed description of “Other Costs” for each Cost Pool, except 3a, for the initial quarterly claim of each fiscal year.
_____
The Detail Invoice, Direct Charges Worksheet 2 and the Funding Source Worksheet 1 are signed and dated (preferably in blue ink).

_____
The entire original claim is mailed to DHCS to the correct address.

SIGN AND DATE INDICATING ALL ABOVE ITEMS HAVE BEEN REVIEWED PRIOR TO SUBMISSION.

_______________________________


__________________

    SIGNATURE





DATE
CHECKLIST FOR PREPARING THE MAA SUMMARY INVOICE FOR 

MEDI-CAL ADMINISTRATIVE ACTIVITIES
LGA:  __________________  Claiming Unit:  ____________________________Invoice #:___________

It is the responsibility of the MAA/TCM Coordinator to review all invoices for completeness and accuracy prior to submitting them to the Department of Health Care Services.  Invoices submitted using an incorrect format will be returned without being reviewed.  Each Medi-Cal Administrative Activities (MAA) Detail Invoice must be submitted with a completed checklist verifying the following items have been reviewed by the Coordinator before it will be processed for payment:  

_____
A cover letter, identifying any irregularities or variations in the MAA Detail Invoice, is attached to the MAA Summary Invoice. 

_____
The MAA Summary Invoice is prepared on the letterhead of the agency that is under contract with the Department of Health Care Services and is in the correct format – use only the form on the DHCS website and ensure the certifications and CALSTARS CODE information is correctly printed and readable on the form.

_____
The LGA name is correct.

_____
The Program/Department and Claiming Unit name are the same as the MAA Detail Invoice.

_____
The contract number is correct.

_____
The period of service is correct and matches the period of service on the corresponding MAA Detail Invoice.

_____
The invoice number is the same as the MAA Detail Invoice.
_____
The 50 percent amount (line 1) is the same as line CG on the MAA Detail Invoice.

_____
The 75 percent amount (line 2) is the same as line CH on the MAA Detail Invoice.

_____
The total (line 3) is the same as line CI on the MAA Detail Invoice.

_____
The MAA Summary Invoice is signed and dated (preferably in blue ink).

SIGN AND DATE INDICATING ALL ABOVE ITEMS HAVE BEEN REVIEWED PRIOR TO SUBMISSION.

_____________________________


____________________

SIGNATURE





DATE

DHCS/SNFD (Revised 9-8-08)

