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TO: All County Welfare Directors Letter: g7 - 51
All County Administrative Officers

RETROACTIVE REIMBURSIMENT -
PPLICANTS

REFZRENCE: All County Welfare Directors
letters 85-52, 85-60, and B85-67

Trne Department of Health Services {DHS) has recently identified
an additional 446 persons who shcoculd have been sent “he "Notice
of Retroactive Reimbursement - Lynch v Rank" (Attachment 1) in

July 1823, On September 15, 1987 this notice and instructions
or cbtaining reimbursement will be sent to each person's last
Known address.

h

In addition to the notice and instructions, each rexrson will be
sent a cover letter (Attachment 2) and a comnleted Response Form
(DHS 7033} (Attachment 3) indicating the amount of the share of
cost which DHS records show was met durlng the retrcactive
period. They will be instructed to sign the Response Form and
return it te DHS in the self addressed, stamped envelope in order
to receive reimbursement., CWDs will be sent a copy of each of
the Response Forms with the claimant's home address and reimburse-
ment amcunt completed. These are for information conly. ¥No
action on the part of the CWD is necessary unless the claimant
has q*ect10ﬁs or needs assistance with the process. At the time

assistance is reqhestea we are reguesting CWDs to provide assis-
tance as outlined in All County Welfare Directors Letter {ACWD)
85-52.

For anycne having additional expenses in-months when the share of
cost was not met, the instructions to the claimant will be to
zontact the counuy welfare department to receive a Clzim for
Reimbursement form (DHS 7039). A stamped envelope addressed to
the WD H=di-Cal Policy Liaiscon will be pravided to each of the
£46 persons. The Notice is o be returned in this anvelope and
is to pe corsidered as a regquest feor a claim form. Upen receipt
i oa reguest for a Claim Ferm, the CW>2 is te follow the proce-
dures 1in ACWD letters 85-52, 85-%2, 85-67, including the 30 and

60 day personal contacts and any other assistance necessary to
comwlate and file the Claim Form.

Form 1s comple
and ensure that the
prior to forwarding




cunty Welfare Directors
cunty Administrative Officers
>

The Claim must be sent to:

Department of He
Medi=Cal Eligibi
Attention: Xris le
714 P Street, Room 1650
Sacramento, CA 95814

Services

L

h
L Tv Branch
A1

Any CW2 guestions regarding this procsss should be directed to
Kristi Allen at (216) 324-4961, ATSS 454-4961. Claimant gues-
ticns are To bhe handled by the CWD and zhould not ke refarrad
Ggirectly to DHS,.

Thank vyeu for your cooperation,

Sincerely,

Original signed by

Frank S. Martucci, Chief
Medi-Cal Eligibility Branch

Attachments

edi—-Cal Liaisons
4i=Cal Program Consuliants

n Date:

Augast 27, 19gs8



RECUZST FOR RETROACTIVE
REIMBURSEMENT (LYNCH V RANK}
SCLICITUD DE REEMBCLSO RETRCACTIVO

{RTZSEINTA

5 Y DEVUELVA

FOLLCY THE INSTRUCTIONS BELOW.

%)

<7 THE ANSWER TO ALL 3F THE TULLOWIKG QUESTICNS [S "YES" THE STATE MAY OWE YOU MONEY FOR MEDICAL EXPENSES WHICH YOU PAID SINCE

well, ivaL.

SINCE APRIL, 1677, DID YOU EVER RECEIVE SS1 BENEFITS {A GOLD CHECK}?

DO YOU NOGW RECEIVE SOCIAL SECURITY BENEFITS (GREEN CHECK)?

_ DID YOU EVER RECEIVE SSI AND SOCIAL SECURITY BENEFITS IN THE SAME MONTH?

NIL2ECD FOR THIS PURPUSE.

APPLTCATICN?
AN AFPLTDAYION YOURSELF; OR

, ADMINIST

BECAUSE OF A COURT DECISION (LYNCH V. RANK), THE STATE MAY OWE YDU MONEY.

TORETEIVE AN APPLICATICN FOR REIMBURSEMENT, RETURN THIS NOTICE BY OCTOBER 15,

ESTADO LE DESA DINERO A USTZD.

MUORTANTE: DEBIDT A UWA DECISION DE TRIBUNAL (LYNCH V. RANK), ES PCSIBLE QUE E
CON CUIDADD £STA NOTICIA Y SIGA LAS INSTRUCCIONES DT ABAJO.

EVUZLVA ESTA NOTICIA ANTES DEL

, b
CION DEL REMITENTE.

UNE SOLICITUD; ©

UNCAY AMIGDC-AY O UNL{Z) SWPLIzDIl-2)

TF YOU HAVE ANY CUZSTIONS CONTACT

SI USTED TIENE FREGUNTAS PCHGAC
CONTACTO CON:

MAKE ANY CORRECTICNS TO MAMC AN
ADDRESS AND INCLUDE
PHONE NUMBER or MESSAGE NUMBER

HAGA ADUL CORRECCIONES DE NOM3R

¥ OQIRECCIGN E TRCLUYA SU NumMs;

\
—

CHECK HERE IF YOU NEED THE
ASPLICATION IN SPANISE
MARQUE AQUI S[ UD. NECESIT
SOLICITUD EN ESPANDL

PLEASE READ THIS NOTICE CAREFULLY AXD

1987. A SELF ADDRESSED STAMPED ENVELOPE i5

RELATIVE, FRIEND, OR AN EMPLOYEE QF AN INSTITUTION CAN FILE AN APPLICATION If YOU ARE AUTHORIZED TO Do £0;
RATCR, 2R NIXT OF KIN CAN FILE AN APPLICATION FOR A DECEASED PERSTH.

ul

A
a}

POR FAVOR

L~

T DE ITGT. SE ADJUNTA A E3TE FRGECIITO L.



Dzkbide a2 una decisidn de tribunal (Lynch v. Rank), se ha
Gezcouolerto gue usted es ellglble a recibir un reembolso de la
parte el coste que usted pagd por sus beneficios de Medi-Cal
sntre Anyii de 19280 y Junio de 1985.

Fara recibir el dinero que el estado le debe, usted tiene que

firmar el rormulario de Respuesta (color amarlllo) que se adjunta

Y dev0x”e”‘o al Departamento de Serv10105 de Salud en 21 sobre

TonOS impreso con la direccidn del remitente. s

: usted lo devuelva antes del 15 dD Neviembre de 1687,
‘5 un chegue aproximadamente 60 diazs después de que

; L - .
51 uste2 tiene otros gasteos médicos gue no han sido vagades por
wedli-~Cal, devuslva la Seolicitud de Reembolso Retroactivo
(ccler blanco) ajurta al departamentc de bienestar de su
conZaic £z adjunta *amb*en a este propfsito un sokre con =sllo ya
_opreso con la dlrevClOH del remitente.
Ho clvide Qo
1. Formulario de Respuesta (color amarillo) vy
al Cepartamento de Servicios de Salud en
to,
2. Handar la Sclicitud de Reembolso Retroactivo {color blanco)
al derartamente de blenespar del condado solamente si usted
tiene otros gastos médicos (no pagados por Medi-Cal) para
les cuales usted tiene cuentas o recibos.
Si usced tien preguntcas scobre este proceso llame a la persona
cuyo nombre y telefono aparecen en la Solicitud de Reembolso
RFetrozctivo (el formularic blanco}.



-Attachemsant II1-

As a result of a court decision (Lynch v Rank) you have been
found to be eligible for reimbursement for vour Medi-Cal share of
cogt vhat you palid between April 1980 and June 1985,

In order to receive the money that the state owes you, the
attached yellow Response Form must be signed by you and returned

in the stamped, self addressed envelope to the Department of
alth Services. Tt must be returned no later than Novembe» i5,

-

Pl

287, &L g¢heck will be sent to vou approximately 60 days after
vou return the forn.

If you have other medical expenses that haver : besen paid by
lMedi-Cal, please return the attached white Reguest for Retrc. o-
tive Roimbursement to your county welfare department. There is a
stamped, self addressed. envelope enclosed for this purpose also.

1. Sign the yellow Response Ferm and send it to the Department
of Health Services 1in Sacramento.

2 Sand the white Reguest for Retrcactive Reimbursement form to
your county welfare department only if you have other
madlcal expenses (not paid by Medi-Cal) for which you have
kills or receipts.

If you have questions about this process, please call the person
whose name and telephone number are on the white Reguest for
Retrczciive Reimbursement form.



Lynch v. Rank (Pickle Amendment)

RESPONSE FORM

Ciaimant Name:

Claimant D No.:

Worker Name:

Worker Phone No.:

O | {(we) will accept $ as full reimbursement for the share of cost that | had during
the monthi{s) listed on page 3 of the Notice of Action. {! understand that | can request a
hearing if | think the county has made a mistake.)

Important: To receive payment, you must check one box and sign below {(check only one box}:

7 1 {we) declare under penalty of perjury that | (we)} paid all medical bills used to meget my {our)
share of cost.

[ | {(we) declare under penalty of perjury that | {we) paid some but not afl of my {our) medical
bills used to meet my {our} share of cost. i {we} paid bilts in-the amount of $

Your Signature Date

Your Spouse's (if any) Signature Date

Return immediately to:

DHS 7053 (8/85)





