STATZ OF CALIFORNIA—HEALTH AND WELFARE AGENCY EDMUND G. BROWN 1R., Governor

DEPARTMENT OF HEALTH SERVICES

714,744 P STREET
TATRAMENTO, CA 95814

16) 445-1912 November 4, 1981

Letter No. 81-51

To: All County Welfare Directors
QUARTERLY SHARE OF COST (SOC) AB 251 MANDATE
Reference: CWD Letter No. 81-39

This letter provides you with sufficient information to begin the design of
county system and operational changes necessary to implement quarterly SOC
by the March 1982 target date. Although it is realized that this is a
comparatively costly administrative change, the anticipated program savings
by far exceed the administrative costs. Therefore, it is imperative, given
Medi-Cal funding constraints, that this change be implemented as soon as
possible.

Background

In Letter No. 81-39 you were advised that AB 251 mandated quarterly SOC for
all Medi-Cal-only eligibles except for persons in long-term care (LTC),
providing a federal waiver was obtained. We have recently been advised by
federal staff that such a process may be permissible under the Medicaid
changes in the Omnibus Reconciliation Act of 1981 (PL 97-35). Based upon
this information, we submitted a Medicaid State Plan amendment which was
approved by the Federal Government on October 16, 1981.

Since the county responses to Letter No. 81-39 indicated that many counties
will require three to six months to have in place the changes necessary to

implement quarterly SOC, we are tramsmitting the following information to
you at this time:

1. Draft regulations which:
a. Define the SOC period.
b. Describe actions to be taken when a change occurs.

c. Explain Record of Health Care Costs (MC 177S) and Medi-Cal card
issuance procedures.

2. Revised forms, except that a sample of the penfed MC 177S is not yet

available. It will mirror the 1775 included in the attachments except
it will be designed using standard penfed specifications.

SOC Process Changes from All County Letter (ACL) No. 81-39

The quarterly SOC concepts in the attached draft regulations, procedures,
and forms are the same as were described in ACL No. 81-39. County response
to that letter indicated satisfaction with those concepts, given the constraints
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of a quarterly SOC process. One issue was left open in that letter, whether
future month cards for cases that lost certified status during a quarter,
should be suppressed by counties after those cards were shipped to the
counties, or suppressed via county phome call to the State. The decision,
based on county impact, is to hold cards at the state level and suppress
based on county calls. We will arrange for a toll-free number for those
calls.

Filing of Regulations

Although we do not anticipate that the new system can be operational before
March 1982, a decision has been made to proceed with the filing of emergency
regulations now. There are two reasons for this decision:

1. The Governor has recently signed SB 216, which, coupled with the fact
that a federal waiver to have different SOC periods for LTC versus
non-LTC eligibles is no longer necessary, requires the Department to
file emergency regulations before November 15, 1981. Basically,
SB 216 gives the Department until November 15 to file regulations
implementing those provisions of AB 251 which do not require s federal
waiver.

2. Filing regulations at this point provides assurances to county staff
and the public that the Department is committed to a quarterly S0C
system.

Thus, the attached regulations will be published in Title 22 sometime in
December or January. We will not be issuing the changes in the Medi-Cal
Eligibility Manual until closer to implementation.

Implementation Schedules

The major milestones at the state level are as follows:

Task Date

1. Regional Training for Counties Early December 1981.
(Including Training on BRU/MEDS/
CID Interface Changes).

2. Deliver Initial Supply of Revised January 1982.
Forms to Counties.

3. Distribute Emergency Regulations/ February 1982.
Procedures in Medi-Cal Eligibility
Manual Effective March 1, 1982.

Conversion Methodology

The SOC process as described in the attached regulations will be employed
at Intake as soon as the regulations are effective.
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50137. Intercounty Transfer -- Effective Date of Discontinuance/ Eligibility.
(a) In a change in county of responsibility, the effective date of discon-
tinuance as determined by the initiating county department ghall be the last
day of the second month following the month in which the initiating county
department notified the new county of the change in county of responsibility
except that:

(1) If the initiating county department determines the person or family is
no longer eligible, the last day of the month in which the determination of
ineligibility is made, provided a 10 day notice is given or is waived.
Otherwise, discontinuance is effective on the last day of the month in which
the 10 day notice is given.

(2) 1f the person or family is receiving Medi-Cal under thpAFour Month
Continuing Eligibility category, the last day of the fing¥ menth in which
four month continuing eligibility exists.

{(3) If the person or family is in an MFBU with a. ult{;Bnth hare of cost
period the effective date of discontinuance shall &oincidewith the last day

of the period.
onsibili determined

effective date of
cllowing the month in which
iblity.

(b) If the county department in the new %pouthty of Afe
that a person or family is eligible for Me
eligibility sghall be the first da

the initiating county department

s by mutual agreement,
uance, if the initiating
the following month.

{c) Counties involved in an inte

establish a different effective dake
county department cey(p:;:% car§ i
e N

HAS 3075 (2/7I8)
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o% department shall require the com-
rm MC 1765, ne later thar the third

50191. Status Regt&y)
pletion of a Medi-C

menth fel elipibility approval ef ar applieationy
reappii § end at three month intervals as specified in (c)
thes whigh contain at least one AFDC/MN or MI person.
The regqui Status reports shall not apply to the following
(1) Perskns eive Medi-Cal through the Aid for Adoption of Children
programe.

(2) Persons have a government representative, such as a public guardian,
acting on their behalf.

(3) MI children who are not living with parent or relative and for whom a
public agency is assuming financial responsibility in whole or in part.

(4) Children who are requesting Medi-Cal in accordance with Section 50147.1.

(5) Persons who receive county General Assistance Benefits and whose Medi-Cal
eligibility factors are monitored at least quarterly by the county department
under its general assistance program.

¢ —

(b) In addition to the status reports required in accordance with (a), the
county department, consistent with Article 2, may require persons or families
to complete status reports at more frequent intervals.

(c). The completion of form MC 17658 shall be required:

(1) During the third month of the share of cost period for the MFBU es-
tablished in accordance with Section 50652(a).

(2) No later than the second share of cost period following the effective
date of eligibility established in accordance with Section 50701(c).

v

HAS 2075 (7/28)
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50517. Apportionment of Income Over Time. (a) Income shall be considered
available in the month received, unless it is approtioned er time in

accordance with the following:
(1) Income earned and received in more than eight ut’ﬂh han twelve
months under an annual contract of employment sha e apport oned equally

over the period of the contract beglnnlnzljsyh flrst mon h f the contract.
eque

£2) Intevest ineeme whieh {e reeeived 3 thaﬁ mengﬁly ard is
pet exempt as ppeeified in Seetion 50542 e Lk\ya a pestkened as fellewes

LA} Determine the number of monthe the per&e dering whieh the intereot

aeerupdy
(B3 DBivide the tneeresﬁ come by\ the myRber
periedy

£63 GCenstder theamgdnt éesermineé R ¥B) as ineome in eaeh of the months of

the Rexs &ntereet\?eflii}f/ “\\\:?
(2) £33 com \rece ved(gg;::\aor frequently than monthly or $1m1-month1y

d o] mcnth%y income in accordance with (4) if eil both of the
i condlt ns are iﬁ}

™ nthe in the inteweg:

ef1c1ary ishes to receive Medi-Cal for more than two monthss or "the
benef1c1 Ns incYudéd in an MFBU with a multlmonth share of cost period

pursuant ta Section.50652(a).

(B) The bé::fiéf:;y is to receive the income for a full month.

£6) The ineome is nonpfluetuatings

(3) &43 Income shall be converted to monthly income by the following methods:
(A) Multiply weekly income by 4.33 or &4 1/3.

(B) Multiply income received every two weeks by 2.167 or 2 1/6.

{6} Diwvide quarterly ineeme by 3+

(D) Divide ineome reeceived every twe mentha by 2+

( COWL*DW& e ?semL Pa63€>
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(4) Income received less frequently than monthly shall be converted to

monthly income by the following mehtods for MFBUs with a one month share

of cost pursuant to Section 50652Z(b).

(A) Divide quarterly income by three.

(B) Divide income received every two months by two.

(5) Income from self-employment, as determined in act:o dan&:a with Section

50505, shall be determined on an annual basis and apportiohed\mcnthly.

(6) Loans which do not require repayment<<¢0exempt in accordance

with Section 50533, aand which specify at they, arxo cover a certain period

of time shall be apportioned over\th t ri

(7) Interest inc

on an annual basis
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M565. Changes Which Affect Income Determination. (a) In

ations where a change in income or other circumstances which

affecty the income determination is reported by the beneficiary in a
timely\manner, as specified in Section 50185, the county department

is not reported by the beneficiary in a Nmely
Section 50185, the county department shyll:

e e b et

ing share of cost effective?

come:

) share of cost should have been for the
ke in income occurred

(1) Kor any decrease ifiN

mon in w : .

(B) Makene N ges in the ongoing share of cost by the
first of thk month|follawingAhe month in which the change was
reported.

_ (C) Implgmeny the benefi 's choice of either of the follow-
ing:

1. Having\an adj
ance with Segtio
excess of the c§rr
medical bills.

2. Having the dorr
share of cost issued and pr.
share of cost should\hav

{2) For increases in indp

for thé months in which income in
paid or obligated toward

(A} Immediately if the\ncreasg/in lncome is Hue to the inclusion
of a previously excluded fami

(B) The first of the mon
change was reported, if a 10

(C) The first of the second o }
the ¢ ange was reported, if the thapg
ance with (B).

(b) In situations where a change in‘incoms

(1) For any decrease in income:

{A) Maken changes in the ohgo
first oi;(tihe month foﬁowing the month &
reported. :

(B) Not make an adjustment for the exceys indome the benefici-
a(iy may have paid or obligated prior to coulty action specified in

).

(2) For any increase in income:

(A) Determine what the share of cost should \have been for the
months in which the increase ocecurred.

(B) Make necessary changes in the ongoing share of cost effec-
tive:

1. The first of the month following the month in which the

change was reported, if a 10-day notice can be givan

ing share of cost by the
whjch the change was

2. The first of the second month following the month\n which
the change was reported, if a 10-day notice cannot be ki
(C) Report a potential overpayment in accordance with

50781, if the beneficiary:
1. Received a Medi-Cal card and should have had a shark of

cost.
2. Met a share of cost which was less than the corrected sha
of cost.

SDS6S

<
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056§<:,<;::;c;:::\;\\A;:}B:;;ted Income. (a) Income shall be determined in

h th following for MFBUs with a multlmonth share of cost period

ctipﬁ,§0652(a).
N

pursuant to

(1) Income for each month of the share of cost period shall be projected

separately.

(2) Anticipated charges shall be considered in determining the amount of income

projected for each month. Anticipated changes shall include, but are not

limited to:

(A) Return to work after recovery from a medical condition.

(B) Application for and receipt of unconditionally available income.

(b) Nonreceipt of anticipated income shall be considered as a decrease in

income and treated in accordance with Section 50653.3 unless the county

department determines that an administrative error occurred in the income

projection. Dn those instances the provisions of Section 0653.7(a) shall

apply. ,ﬂsi:::i\\
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Decreases in Income. (a) When it is de-

terrmé da ith Section 50565, that there has been a
~ ' /5 tobn 'usted the adjustment shall be

ith the month the
arjee  pith Section
al£djustment has

(1) The period of ath
county department takes
50563(3)&1) {B), and shall terminate

en ma

{2) The amount of income to be adjimstld is difference
between the onginal share of cost and the corrétte are of cost.
(3) The amount of the adjustment or a portion of {hegdjustment

egual to the share of cost shall be subtracted from the shate-qf cost
each month until the adjustment is completed.

——— A e
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f the_county fails to

“Irame specified
e/received after the
riin_shall not be

in Section (a) (2) and T s
time the county department should have take
reported as a potential overpayment.
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50652. Share of Cost Period. (a) The sbd{://; coqgfor‘::;;;;b\which does
N
not include a person in LTC shall cover :ihgjégéﬁggzgiperlod unless otherwise

specified In this subsection, e s e ogw\ﬁs erlod shall be determined in
accordance with (1), (2) and (3). b
(1) The share ofsCo period for\

mokthg of retroactive eligibility determined

in accordance WLEQ\Bg\\&on,EU-UE:\ﬁgk)éy;clude all three months immediately

preced;nﬁﬁ;;;-;zgzh\;?\gééiication, reapplication or restoration unless either
of tég,fg;lowingiEanltiSﬁb’%xist:

(A) The persgons requesting retroactive eligiblity were PA or other PA

recipients in any of the three months immediately preceding the month of

applicatrion, reapplication or restoration. The share of cost period shall

consist of only those retroactive months in which & Medi-Cal card was not

received.

(B) At lease one of the three months immediately preceding the month of

Y,
( comhnued on vext page)
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application, reapplication or restoration was inclnded in a prior-shazra of

cost preiod. There shall be two share of cost periods which shall be

determined as follows:

1. The share of cost period for any retroactive month included in a prior

share of cost period shall be that prior share of cost period.

2. The second share of cost period shall consist of thgséi;:Eroactive months

not included in a prior share of cost peried. <::::;

(2) The initial share of cost period, in 1,nther,1nstances)‘sha11 include the
N
month in which eligibility begins in aCC;\hénce th Section 50701(e¢) and the

twe immediately following months{/A\qus th;\h eginning month of eligibility

was included in a prior share of\i;S;\\;:;;H\ \\\;gzse instances the share

of cost periods-shall be determlne)\gﬁff;:fh\

@N

(A) For those begi 1ngﬁmonths fgibility which were included in a prior

share Qf/éz;e‘;:;?éﬂ‘\\h <§hare of cost period for those months shall be that

priogiéﬂi;p of c;25_2§r10d§;>

i

(B) The secynd sifare of cost period shall begin with the first month of

N

eligibility not included in a prior share of cost period and shall include

the two immediately following months.

(3) Three month share of cost p%éiods shall follow consecutively after the

initial share of cost period for persons continuously eligible for Medi-Cal.

(4) A share of cost period determined in accordance with (1), (2) and (3)
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shall: _SM:)SD_ - _5

(A) Not be interrupted nor altered by either of the fallowing:

1. The applicant's or beneficiary's failure to meet all the conditiomns of

eligibility in any month during the three month share of cost period.

2. The applicant's or beneficiary! equest igi i i
for only one or two months during the three month peripd.

(B) Be modified in accordance with (b) wheryd@er ofhﬁm enters LTC.

(b) The share of cost for an MFBU,which indludes~a person in LTC shall cover

a one month peried. If eligibll(m ng o X\bﬁbeen determined for a three

month period, and a member of the\ﬁ&t@e‘r\s.l‘c\ﬂ&-ing that period, the

. — V v )
share of cost periog-der&rminéd in hccorflance with (a) shall include only
those months in vgcgthe,p%téoNid\po} have LTC status,
N \d
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506537 : io \:}\ngﬁe of Cost. (a) The share of tost eevers a ome men:
o)) -

determined as follows:

(1) For MFB ich do not include a person in LTC:

(A) Determine the net nonexempt income anticipated to be available to the

members of the MFBU during each month of the share of cost period.

(BY Round the total net nonexempt income for each month determined in (A)

to the nearest dollar, with amounts ending in 50 cents or more rounded to the

next highest dollar. Add these amounts.

HAS 3075 (7/728)
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(C) Determine the appropriate maintenance need for the MFBU for each month

during the share of cost period in accordance with Section 50603, Add these

amounts.

(D) Subtract the combined maintenance need from the total rounded net nonexempt

income for the share of cost period. The remainder, if any, is the share of

cost,.

(2) For MFBUs which include a person in LTC:

(A} Determine the total countable income #&vai able to the Jn the month.

any emounidg previously deducted in accor-

in (B} the deductions and allocations

specified in Secti rotaghY50555.4 and 50563. This is the net non-

(p) A1 Met nonexempt income determined in (C) to the nearest

(E) Determine the appropriate maintenance need in accordance with Section 50601.

(F) Subtract the amount determined in (E) from the amount determined in (D).

This amount, if any, is the share of cost.

{(b) The share of cost shall be determined:

T ANTIR IO
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(1) At the time of applications, reapplication or restoration.

(2) When there is a change in income, family composition or any other factor

affecting the share of cost. In these instances the share of cost shall be de-

termined in accordance with Sections 50653.3 and 50655.5.
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50653.3. Changes Which Decrease the Share of Cost. (2) In situations where

a change in income or other c¢circumstances, which results4n A decrease in the

share of cost. is reported by the beneficiary in a}éljgnanner as specified

in Sect:.on‘SOlBS the county department shal? %

{1} Make the necessary changes in the on oing of cost by the first of

the share of cost period follow} 8 per \in whlch the change was reported.

(2) Determine what Ebe% \b\e been for the share of cost

period in which j:he ange ccurred
\/7
(3) 1 gme&t\th be efihlary‘s choice of either of the following:

s

Had{ng\an ad justment made in future share of cost periods in accordance
with (c) érMiods in which income in excess of the correct share of

cost was paid or obligated toward medical bills,

(B) Having the correct form MC 1775 or Medi-Cal card with a share of cost issued

and processed for the share of cost periods in which the share of cost should

have been lower.

(b) 1In gituations where a change in income or other circumstances, which results

HAS 3075 (3/78in_a decrease in the share of cost, is not reported by the beneficiary in a

Com{«’m/ued o et G_h‘r@



.0

DRAFT ~ FOR DISCUSSION ONLY

CTLEI S =

timely manner, as specified in Section 50185, the county department shall:

(1) For MFBUs with a one month share of cost period:

(A) Make the necessary changes in the ongoing share of cost by the first of

the month following the month in which the change was reported.

(B) Not make an adjustment for the excess income the heﬁéi?biary may have

paid or obligated prior to county action specified in (A§:;n1ess the county

%

department determines that there was good cause’?or fallure report in a timely

manner.

(2} For MFBUs with a multlmonth//\‘ of coat period and the change is reported

during the last month of the pegi \\\;>}

(A) Make necessary,c anges in th:\gng ing share of cost by the first of the

following share :}\;\ét//;rf“a

(B) make an dJ stmeént’ for the excess income the beneficiary may have paid

or obi?}été&ipriop)tg county action specified in (A) unless the county department
N~

determines _hatfrﬁ:ie was good cause for failure to report in a timely manner.

N

(3) For MFBUs with a multimonth share of cost period and the change ig reported

prior to the last month of the perioed:

(A) Make the necessary changes in the ongoing share of cost by the first of the

following share of cost perlod.
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{B) Determine what the share of cost should have been for the share of cost

period in which the change occurred by:

1. Makiﬁg the necessary changes effective the first of the month, within

the share of cost period, following the month in which the change was reported.

2. Not making any adjustments to reflect the changes in any month prior to the

county action specified in 1. unless the county department determines that

there was good cause for failure to report the ch;nge,in<;‘timely Manner.

SN

e ~
(€) Implement the beneficiary's choice gither of the following:
\// T
1. Having an adjustment made in e share of:cost periods in accordance

with (¢) for the pericds in WhlQE*‘:??FEINB\BXCEBS>%f the correct share of

cost was paid or obl ated toward\m\&f//’ bllls.

SN

2. Havxng the corn@ct form issued and processed for the share of cost

period e sQare\of cost should have been lower.

a decrease 'n th€ share of cost which is to be adjusted, the adjustment shall

<Q\LZ:\}t isa\)t:lmined in accordance with {(a) or (b) that there has been

be made in accordance with the following:

(1) The period of adjustment shall begin with the month the county department

takes action in accordance with (a) or (b), and _shall terminate when the total

adjustment has been made.

(2) The amount of the adjustment is the difference between the original share
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of cost and the corrected share of cost.

(3) The amount of the adjustment or a portion of the adjustment equal to the

share of cost shall be subtracted from the share of cost each month until the

adjustment is completed,
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50653,5. Changes Which Increase the Share of Cost Determination, (a) 1In

gsituations where a change in income or other circmstaﬂz@which results in

an increase in the share of cost, is reported by gréxengi—ciary in a timely

manner, as specified in Section 50185, the cou{\} departrken shall make

_necessary changes effective:

(1) Immediately, if the increg due to YheNnclusion of a previously ex-

cluded family member who has in v\\)
{(2) For MFBUs A\\mohgh sh\e of cost period:
(A) st ok\month following the month in which the change was

repbrte’i, if ?)’LA,Y n‘}u‘ce can be given.

N \/ )
The\irst Ae second month following the month in which the change
AV

was reported, if the change cannot be made in accordance with (A).

(3) TFor MFBUs with a multimonth share of cost period and the change is

reported during the last month of a share of cost period:

(A) The first month of the following share of cost period, if a 10 day

notice can be given,

HAS 3075 (7/78)

( covtued o0 wext paqe)



DRAFT ~ FOR DISCUSSION ONLY

Date
53,5 ~2

(B) The second month of the following share of cost period, if the change

cannot be made in accordance with (A),

ol
-
(4) The MFBUs with a multimonth share of cost period and the change is

reported ‘prior to the last month of the share of cost period:

(A) The first of the month within the share of cost period following the

issuance of a 10 day notice. The share of cost for the~perlod shall be

ad justed in accordance with (c¢). \4 <
{(B) The first month of the following th{Zst pelf he change

cannot be made in accordance with (A). YJ<
{(b) 1In situations where a chatg\Ror ythér circumstances, which

m::o
results in an increasmthe shgrememinatiorg is not reported
by -the beneficu{.ﬂé(t\i’me}_ly maz}ner(aAs specified in Section 50185, the
7
county depar tment\eh\_a}'{’;;‘/\\ v

N ‘
(1) M@apg s to\the ongoing share of cost in accordance with (a).

(2) Determine at the share of cost should have been for the share of cost

v

periods in which the increase occurred.

(3) Report a potential overpayment in accordance with Section 50781, if

the beneficiary:

(A) Received a Medi=Cal card and should have had a share of cost.
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(B) Met a share of cost which was less than the corrected share of cost.

(c) When there has been an increase in the share of cost which is to be

adjusted within the share of cost period, the county department shall:

(1) For MFBUs which have already met the share of cost and have been certified

as eligible:

(A) Determine what the share of cost should be in accordance with (a)(4)(a).

(B) Determine the amount of the adJust t y subtra;:::é::::\orlglnal share

of cost from the amount determined in (13& <:://>
(C) 1Issue a supplemental formg;:\\\\\\“\:j\\\

in he amount of the adjustment for

those months w1th1njtﬁg—gﬁége OiSE efﬂbd E%r which the beneficiary has

not received a{ﬁég;;é:I‘:;r .

\r

avk not yet met the share of cost:

<:\>hine\\)‘:)the share of cost should be in accordance with (a){(4)(A).

(B) Issue an addltional form MC 177S in the amount as determined in (A).




DRAFT — FOR DISCUSSION ONLY
Date ’

50653.7. Changes in Share of Cost Determination Due to Administrative Error.

(a) An administrative error which causes the share of cost amount to be in

excess of the correct share of cost amount shall be adijusted in aceordance with

Section 50653.3(a).

{(b) 1f the county fails to take action on an increase in income within the

time frames specified in Section 50653.5, excess income received after the

time the county department should have taken action shall not be reported

as a potential overpayment.




HAS 2075 (777 Section 50653.5.
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50657. Completion of Form MC 177S. {a) Form MC 1775 shall be completed as

follows:

(1) The identifying information shall be compliij//p e county department.

The only persons who shall be listed on fo CH)L775 as“eligible to have the

cost of their health services sued to e share of coéQ\:ig those:

\ﬁ}iull complement Medi-Cal
oritinuing eligibles,

accordance with Section 50379,

(4) Included in the MFBU who

card as a member of that MFBU o

3

(B) Ineligible medbers o

(2)

shall be issued to the beneficiary for each period mernth
dur benefic;;;y must meet & share of cost.
(a)

ing beneficiaries, form MC 1775 shall be issued prior to

the first of the month of eligibilieys the share of cost period.

(B) For new and restored beneficiaries, form MC 1775 shall be issued at the

time the approval notice of action is issued.

(3) An additional or supplemental form MC 177S shall be issued when the

ghare of cost is increased during a share of cost period as specified in

(conhnued o meﬂ-%f}
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TS 1~ 2

(4) 433 The beneficiary shall present form MC 177S to each provider when

the cost of services provided will be used to meet the share of cost.

(5) €43 The provider will list on the forin MC 1775 health services which

have been provided and meet all of the following criteria:

(A) Were provided in the merth period specified on form MC 177S. Services

are considered to have been provided in the memth peridd £ the date of service
is within the menth period. The date of service 35%\\

illing Agreement %s the date

1. Heazlth services provided under a G

2. Dental prosthesi€:—;;35theti ic appliances, and eye appliances

is the date thei/\{/-is/\af%lally

ddred from the fabricating laboratory.

(B) Have not been submitted as a claim against the Medi-Cal program.

(C) Have not been paid by Medicare, other health care coverage, or any other
party, and the provider does not anticipate reimbursement from such sources

for the amounts listed on form MC 1775.

(D) Have not been paid by the beneficiary to meet the sppendown of property

- - ) oW L I Y ~ et i iii i3 e i L L e meil b ~F
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Section 50421(c)-shall be listed only on Record of Health Care Costs --

Spenddown, form MC 177P. The provisions of (4)(A) through (C) and (5) shall

apply to the completion of form MC 177P.
(6) £53 For each service listed the provider shall include:

(A) The date of service in accordance with (a)(4)(A). -

(B) The total cost of the service provided.

{€) The amount billed to the patient.

(7) &63 The provider shall sigq(?g\‘ C 1775\ and, enter the provider number
or Social Security number. \ v

(8) £73 When th nt in/ the B:E\fd atient column of form MC 177S equals

y ,,K_\ A
or exceeds the share\of osrf_fhg:étg;k€213ry or the beneficiary's representative
shall:

(A) Sign\thé jfgpicating that the beneficiary has assumed legal responsibility

\\jbawn in the Billed Patient column.

(B) Return the form to the county department.

for the amou

(b) For purposes of this section, health services means the medical services,
social services, supplies, devices, drugs and any other medical care provided to
an eligible person by a Med-Cal provider or any licensed practitioner meeting the

criteria of a Medi-Cal provider in accordance with Article 3, Chapter 3.

HAS 078 (1.28),
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50658. Form MC 17758 Processing. (a) When the share of cost has been met,

the beneficiary shall return the signed form MC 1775 to the county department.

The county department shall review form MC 1775 to ensure that:
(1) The case description protion of the form is complete.
(2) The services listed were provided to persons listéd on form MC 1778,

. {ded withi h d . pe
{3) Each serviee listed was provided within the mip perio specified on the

\‘

umber, and a provider

form.

(4) There is a provider number of Social Becuxity

signature for each service listed.
,
P
Y Al
(5) The procedure number, prescripti n be;:;; the name of each service is
»

listed.

(6) The't f the ;iiii>?atient column equals the share of cost.
(7) The %enbficiary bOf the beneficiary's representative has signed the form.

(8) The increased share of cost has been met in those instances where an

additional form MC 177S has been issued in accordance with Section 50653.5(c)(2).

(b) 1If the items specified above are not compléted correctly, the following

action shall be taken:

(1) The county department shall attemtp to obtain the information necessary for

- . - - A VIV ik a1V ee Famen aithar nf the FAllmwino:
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(A) The beneficiary.
(B) The provider.

(2) If the information necessary to correct form MC 177S cannot be obtained

verbally the county department shall:

(A) 1Identify the information needed.

(B) Return the form to the beneficiary. ,//j\V. .
AN
//} >
PYcieht/ec

(3) When the amount shown in the Billed ientcolumn is in excess of the

share of cost amount, the county*i atsgent sh {iif\
{(A) Explain to thi/59n5¥zzzah thl\\ ourt“shown in the Billed Patient
has, adsumed legal responsibility.

column is the amouynt @t

{(B) A :?p ctMthe\error in accordance with (b)(1) and (2) if the

benefigia hat the~assumption of legal responsibility for the cost

s/of the share of cost was not intentional.

| ol
0O

of serv

e

(c) After form MC 1775 has been determined to be correct and complete, the

following action shall be taken, unless the conditions specified in (d) are met.

(1) Form MC 177S is submitted to Benefits Review Unit (BRU) along with a copy
of form MC 176M, if form MC 176M is necessary in accordance with Department

procedures.
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(2) Benefits Review Unit will certify that the share of cost has been met.

(3) The Department will issue Medi-Cal cards to the persons included in the

MFBU.

(d) If the beneficiary signs a Certification of Medical Need/Request for Medi-Cal
Card, MC 113, which indicates a need for medical services prior to normal

N

anticipated receipt of a Department issued Med1-Callij:2r'the county department

\\
Q .
<¥i/,//§;ance on form MC 177S.
f\\

(2) 1Issue a Medi-~Cal card to each who as Yeen listed on form MC 113 as

shall:

{1) Enter the date of certification for

having an immediate need. Card lssuanc roteduraéfspeCLfled in Article 14 shall

be followed. /_\ /\>
{3) 1Indicate on fo N\;ﬁ ?7;&;;\\\6 MC 176M the persons who have been issued

a card

1778 and form MC 176M, if necessary, to BRU.
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N | :

50737. TFormat of Medi-Cal Card. (a) A Medi-Cal card issued by the Department

or by the county department in accordance with these regulations shall be used

to authorize services.
(b) The Medi-Cal card for persons with no share of cost shall contain:

(1) Complete and accurate information identifying the beneficiary, the program

HAS 3075 (7/78) (Cawt‘-jp{/(fd ON N@}C\L Pﬁﬁe)
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under which eligibility has been established and other health care coverage

entitlement.

(2) vValid month and year and whether it is a past month Medi-Cal card.

(3) Information on limited service or PHP status, if applicable.

(4) Two MEDI labels, if the card is a full complement capd.

(5) Proof of eligibility (POE) labels.

<

{c) The Medi-Cal card for persons who have\me share of cost and are

required to complete form MC 177
(1) The items listed id (b).

(2) The date of cer ific’a’ti n alms clearance. The date of certification

(A) For Yhewonth Auring the share of cost period in which the share of cost is

met, the las adaﬁe/cﬁf’ service listed on form MC 177S.
N

(B) For any prior month during the share of cost period, the last day of that

month.

(C) For any subsequent month during the share of cost period, the Lt d,:u:%

=4
o that yrorrty - - providing the beneficlary remains eligible and certifiee.
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{(d) The Medi-Cal card for persons in long-term care, with a share of cost

less than or equal to the monthly cost of care at the Medi-Cal reimbursement

rate for the long-term care facility, shall contain:

(1) The items listed in (b).

(2) The amount of the share of cost.

N
Q@
v‘//



DETERMINING SHARE-OF-~COST PERIODS

RETROACTIVE ELIGIBILITY: ' .
The share of cost period includes all three retro months unless:

A. The MFBU received Medi-Cal as PA or OTHER PA in one or more of the retro
months.

B. One or more of the retro months was included in a previous share-of-cost period.

C. A member of the MFBU had LTC status during one or more of the retro months.
Examples:
Jan. Feb. Mar. Apr. May June July  Aug.
Wants App.
L_;ﬂ(tg,)
SOC period

Jan. Feb. Mar. Apr. May June July Aug.

AFDC AFDC AFDC AFDC Wants ADpp.
retr
SOC period
I
Jan. Feb. Mar. Pr. May, Jun July Aug.
\“\___“_g,.ff// i Wants{ App.
Medi-Cal 530 SoOC Medi-Cal 5?0 So0C retro
' SOC period

Disc. effective 5/31 due to loss of contact.

Jag. Feb. Mar. Apr. May June July
Wants

retr

Aug.
App.

SCC period SOC period

CONTINUING ELIGIBILITY:

The share of cost period begins with the month of application, if eligibility
exists; or the first of the following month if ineligible throughout month of
application.

Exception: For restoraticns occuring within two months of discontinuance, the
share of cost period begins with the first month of eligibility which
has n@t been included in a previous share of cost determination.

Examples:

Jan. Feb. Mar. Apr. May June July  Aug. Sept.
App. &

eligible
S0C period SOC period




Jan.

Jan.

Feb.

SOC period SOC period

Feb. Mar. Apr. Mayl June July~s ug. Sept. Oct.
8?fggb1e

Medi-Cal 0 SocC. Medi-cal § soc

3
Disc. effective 5/31 at climnts request.

S0C period

July's SOC will be based upon May, June and July income. Since
discontinuance occurred May 31, any changes in income for June
and July can be reflected in the July SOC determination.



Article 12 ~ SHARE OF COST

12A - DEPARTMENT OF HEALTH PROCESSING FOR PERSONS WITH A SHARE OF
COST OR PROPERTY SPENDDOWN

1. Couaty Submission of Formws

2. Certification Processing

3. Card Production and Mailing Procedures

4. Computerized Verification Procedures

5. Computer Rejection of Duplicate Card Requests
6. Replacement Cards

12B - COUNTY CERTIFICATION AND MEDI-CAL CARD ISSUDANCE FOR ELIGIBLES
WITH A SHARE OF COST

1. Client's Certification of Medical Need

2. Certification Processing by the County

3. Date of Certification

4. Issuance and Reporting of MC 301s for Certified Eligibles
5. Submission of Form MC 177-S to the State

6. Delayed Requests for MC 301 Cards

7. Proper Certification of Share of Cost (Attachment 1)

12C - PROCESSING CASES WHEN A SHARE OF COST HAS BEEN REDUCED
RECTROACTIVELY

A. Background
B. Case Situations

C. Submitting Revised MC 177-S Form to Department of Health
Services

Adjustments of Share of Cost and Provider Reimbursement (Chart)

12D - PROCESSING CASES WHEN AN ADJUSTMENT IN A FUTURE SHARE OF COST
IS NECESSARY

A. Background



B. Case Situation

C. Code-A-Phone Procedures -- Reporting Increases in Share-
of-Cost Amounts

D. Submitting Supplemental MC 177 Form to Benefits Review Unit

[EB-8]



12A - DEPARTMENT OF HEALTH PROCESSING FOR PERSONS
WITH A SHARE OF COST AND/OR PROPERTY SPENDDOWN -

Benefits Review Unit (BRU) is currently responsible for certifying most
medically needy (MN) and medically indigent (MI) persons with a share of
cost and/or property spenddown.

1.

County Submission of Forms

The county shall submit the MC 1775 to BRU when the share of cost has
been met and the forms signed.

Medi-Cal cards will be issued from the information contained on the
MC 177S. Therefore, the forms must be filled out accurately and

completely. The following information for eligible members of the
Medi-Cal Family Budget Unit (MFBU) should be printed or typed and be
clear and legible:

a.

b.

h.

i.

Share-of-cost amount.

Name (last name first on the MC 177 documents).
Address (do not abbreviate city).

County code, Medi-Cal ID number (complete 14-digit).

Correct persons number (identical aid codes and ID numbers must
have different persons numbers).

The months included in the share-of-cost period and the eligibility
status for each of those months.

Birth date, sex.
Valid one-digit other coverage code.

Retro eligibility should be clearly marked at the top if applicable.

The following information should be listed for ineligible members of
the MFBU:

a.

b.

Name.

State number -- enter either "I.E." or "00" in the aid code field
to designate an ineligible person. This will ensure that a Medi-
Cal card is not issued by BRU for this person.

A minor parent living with his/her parents is normally an ineligible
member of the MFBU which includes his/her child and would, there-
fore, be designated on the MC 177 as "I.E." or "00". However,
when the minor parent will receive minor consent services as part



of the child's MFBU, he/she should appear on the MC 177 as an
eligible person in that MFBU with a full case number including
aid code and persons number. When the share of cost has been
met, the appropriate limited service status code should be added
to the MC 177 after the minor parent's name. If the county
issues the limited service card, the notation "CI" {(card issued)
must be placed to the left of the person's identification line on
the MC 1778. If this is done, the BRU staff will know that a
card should not be generated for that person. Remember to also
circle the minor parent's name if he/she is also a member of the
parent's MFBU and that MFBU has a share of cost.

The name of an unmarried minor parent who is listed om two MC 177
forms must be circled on both MC 177s before either/both form(s) is
submitted to BRU. This is the only indicator that will alert BRU that
incoming claims for the individual must be checked against share-of-
cost documents for two separate cases.

All forms MC 177P shall be submitted to BRU for certification and card
issuance. If a person has a spenddown of property and a share of
cost, the MC 177P and MC 1775 must be submitted together. An MC 176M
must be attached to every MC 177P submitted.

Certification Processing

Certification by BRU is the formal process of confirming that benefici-
aries are entitled to Medi-Cal benefits within an eligible period.
Certification reguires review of the MC 177 to:

a. Ensure that the assigned share of cost has been obligated or paid
and/or that the spenddown of property has been met.

b. Ensure that only medical costs for appropriate persons have been
used to meet the share-of-cost/spenddown of property.

c. Determine the certification date, i.e., date on which the benefi-
ciaries met their share of cost or spenddown of property. Services
billed to Medi-Cal for dates prior to the certification date are
reviewed by BRU to determine if those services were used to meet
the share of cost or spenddown of property and, therefore, not
payable by Medi-Cal.

Card Production

All information necessary for Medi-Cal ID card preparation is key
entered from the MC 177 document.

Computerized Verification Procedures

Records (MC 177 documents) rejected by the computer system will be
returned by BRU to the appropriate county welfare department for
correction. A copy of the MC 177 and, if appropriate, MC 176 will be

-2-



returned along with a computer error listing, entitled "QLB002 Edit
Error Listing" (see attached). This listing will indicate errors

found on the MC 177 forms. It will be the county’s responsibility to
correct the errors and resubmit the documents to BRU for card issuance.

In some instances, errors that are detected on MC 176/177 documents

during the certification process will be returned to the county along
with an MC 2002 (Error Letter) (see attached). Erromneous documents

and the MC 2002 will be included with the computer rejection listing
sent to the county. Documents rejected which are listed on an MC 2002
will not appear on the computer rejection listing.

Counties may refer to the Medi-Cal card register listing and to the
rejected card request listings that they receive, to determine those
individuals who did or did not receive a Medi-Cal ID card.

Computer Rejection of Duplicate Card Requests

The Department of Health Services computer system detects cases where

Medi-Cal eligibility for a given beneficiary and each valid period is

being reported both through the Central Issuance Division (CID) system
and to BRU by the MC 177.

MC 177 records will be compared to the CID "Dupcheck" file on the
basis of beneficiary ID number and each valid period. Documents
which, if accepted, would result in duplicate Medi-Cal card issuance
according to the '"Dupcheck' file, will be rejected. These records
will be printed on a "Rejected QL Duplicates of CID Cards" report (see
attached). This report will be sent to counties on a flow basis,
along with the MC 177 at the time duplicate records are identified.

One of the following messages will be printed on the report for each
rejected record to indicate the source of the original Medi-Cal eligi-
bility record which has caused the rejection:

MEDI-CAL CARD PRINTED BY CID MAIN RUN
MEDI-CAL CARD PRINTED BY CID SUPP RUN
BENEFICIARY ENROLLED IN PHP

Enrollment in a prepaid health plan (PHP) indicates that an eligibility
record has been received from the county in a CID main run.

The SIX MONTHS STATUS HISTORY, printed beside each rejected record on
the "Duplicates' report indicates, by status codes, Medi-Cal eligibility
status for the current CID main run and the previous five months, with
the current month on the left. The error message printed with each
rejected record is determined by the status code which corresponds to
the valid month of the record. The status codes can be interpreted as
follows:



[EB-8]

Status Code Meaning

0 NOT REPORTED ELIGIBL& FOR MEDI-CAL

1 MEDI-CAL CARD PRINTED BY CID MAIN RUN

2 MEDI-CAL CARD PRINTED BY CID SUPP RUN

3 MEDI-CAL CARD PRINTEDR BY PREVIOUS QL RUN
4 BENEFICIARY ENROLLED IN A PHP

These cases should be reexamined to determine whether or not the

beneficiaries actually have a share of cost to meet before receiving
Medi-Cal cards. If so, steps should be taken to prevent issuance

of Medi-Cal cards through the CID system.

The "Rejected QL Duplicates of CID Cards" report and associated
documents will be sent to the same address as the QL Register
Listing. If this listing should be sent to a different address,
please notify:

Chief

Benefits Review Unit
Department of Health
P. 0. Box 668
Sacramento, CA 95804

Replacement Cards

When the county department determines that a beneficiary was issued
a CID card when they actually had a2 share of cost, the county should
attempt to retrieve the erroneously issued card. If the CID card
is retrieved, am MC 177 should be sent to BRU indicating that a
"replacement" card should be issued. If "replacement" card is not
indicated, the case will be rejected, or rerejected, by the computer
system.
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State of Callfornir—Heaith and Weifare Agency Department of Health Services

County Month/Quarter

District

10.

1.

NOTIFICATION OF DISCREPANCY
MC-176 M AND RECORD OF HEALTH CARE COSTS

1D Number Name

The attached is being returmed to you for the following reason(s). Please return this form
when resubmitting the MC-176 M and/or Record of Health Care Costs.

Following omitted/incomplete/invalid/incompatible. State number/aid code/name/FBU
number/persons number/ status/birthdate/other coverage code, complete address, city, zip
code/medical expense month/share of cost amount.

BRU processes monthly LTC cases only when the share of cost equals or exceeds the
facility's Medi-Cal monthly reimbursement rate. All other LTC cases are processed by the
county through the CID system.

Need MC-176 M for month of eligibility listed on the MC-177 P.

Need MC-177 S for each month client has a share of cost in addition to the spenddown of
property, including LONG TERM CARE cases.

Record of Health Care Costs not completed. Need provider name/Medi-Cal provider number
(if none, indicate Social Security number} /signature. Need name of patient receiving
service,

Patient(s) listed are not eligible to have their medical expenses used to meet the share of
cost/spenddown.

Need original signature of applicant. Photo or carbon copies of signatures are not acceptable
on the Record of Health Care Costs. {If deceased, pfease indicate).

BRU can accept only services provided within the month/year of eligibility. We cannot
accept services which have not yet been rendered. Total charges for O.B. care and delivery
cannot be billed before termination of pregnancy. If baby has been delivered, please give
person’s number, status, name and birthdate.

Specific date/hospitalization “thru” dates to meet share of cost/spenddown/types of ser-
vice/name or prescription number of drug/amount(s) billed patient must be indicated in
the billed patient column. When all amounts are totaled, they must equal share of cost/
spenddown.

Aid code 89" cards cannot be issued for any month during a three-month retroactive
period.

Medi-Cal card issued by county. Please make correction(s) on attached copy of MC-177S
and return to BRU.

Comments:

Verifier's Initiails

Date

<



12B - COUNTY CERTIFICATION AND MEDI-CAL CARD ISSUANCE FOR
ELIGIBLES WITH A SHARE OF COST -

Client's Certification of Medical Need

Persons who are eligible and have met their share of cost may reguest
that an MC 301 or Medi-Cal Eligibility Data System (MEDS) generated
MC 302 (temporary Medi-Cal ID card) be issued by the county department.
To receive one, the eligible person must certify, on forwm MC 110,
Certification of Medical Need/Request for Medi-Cal Card, that he/she
requires the card in order to receive needed services between the date
of request and normally expected receipt date of a card issued by
Benefits Review Unit (BRU).

Original MC 110 forms should be retained by the county for a period of
26 months.

Certification Processing by the County

1f the beneficiary signs form MC 110, the county department shall
review the MC 1778 to certify:

a. That the case description portion of the form is complete (name,
Medi-Cal ID number, etc.).

b. That the person named in the "patient™ field of service is eligible
to have the cost of services counted toward meeting the share of
cost.

c. That each qualifying services listed on the MC 1775 was rendered
within the period of eligibility shown.

d. That the service date of each listed service is on or before the
date that the completed MC 1775 was submitted to the county by
the applicant.

e. That the provider number or Social Security number and provider
signature for each service listed is present. (Stamped provider
signatures are not acceptable unless initialed by the provider.)

f. That a descriptive name or procedure number is shown for each
service listed.

g. That a drug name or prescription number is shown for each prescrip-
tion listed.

h. That the total of all "Billed Patient"” amounts equal the share of
cost shown at the top of the MC 177§.

i. The presence of an original signature of the beneficiary or
person acting on behalf of the beneficiary.



3. Date of Certification

For share-of-cost cases, the certification date will be:

a. Month in which the share of cost is met -- day on which the share
of cost is met. '

b. For prior months in the quarter -- last day of the month.

c. For future months -- first day of the month. (See Attachment 1]
for further information.)

If any of the services listed on the MC 177S were not required to meet
the client's share of cost, the county should follow the procedures
specified in Section 50658 (b) (3).

If the most recent services for the period in which the share of cost
was met was not reqguired to meet the client's share of cost, but

agreement between the provider, county, and beneficiary cannot be

reached to remove that service from the MC 177S, the date of that

service must be used as the certification date.

The certification date is to ensure that all claims for services
provided cn or before that date are subject to the Department's review
in order to prevent payment by Medi-Cal of those services actually
used to meet the share of cost.

4. Issuance and Reporting of MC 301s for Certified Eligibles (Non-MEDS
Counties)

Data to be put on MC 301 Medi-Cal cards for persors with a share of
cost, who are certified by the county, is in the same format as for
other eligibles, except that the date of certification is shown on
cards and labels. (Refer to Procedure Manual, Article 14A, for place-
ment of the certification date on MC 301s.)

MC 301 cards should be issued only for eligibles who have certified a
medical need for them on form MC 110. Upon receipt of the signed
MC 110 and certification that the share of cost has been met, the
county department shall issue current month Medi-Cal cards with MEDI
and POE labels to persons indicated on the MC 110. PAST MONTHS CARDS
SHALL NOT BE ISSUED BY THE COUNTY DEPARTMENT, except under the following
conditions: (a) It has been at least ten months since the month of
eligibility in question and a card is needed so that a provider can
submit a Medi-Cal claim within one year of the date of service, or (b)
the provider refuses to see the beneficiary until a POE for a past
month's service is made available. In both situations a card shall be
issued only if the beneficiary has met the share of cost for the
period in question. Furthermore, the county department shall pot
issue cards to all members of the Medi-Cal Family Budget Unit (MFBU)
unless it has been certified on the MC 110 that all members of MFBU
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ECORD OF HEALTH CARE COSTS — SHARE OF COST

require cards in order to receive needed services prior to the receipt
of a BRU issued card. FUTURE MONTHS CARDS SHALL NOT BE ISSUED BY THE
COUNTY DEPARTMENT except as described in No. 1 above.

For eligibles who are issued MC 301 cards, the certification date must
be placed beneath the appropriate month(s) included in the share-of-cost
period at the top of the MC 177 form. In addition, the notation "CI"
(card issued) must be placed to the left of the person's identification
line on the MC 177S and a circle around the months for which county cards
were issued in the identification line field. For example:

RECORD OF HEALTH CARE COSTS - SHARE OF COST

Dapartment of Meaith Sen

CO DIST
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The "CI" amd circle around the month(s) for which MC 301s have been
issued alerts BRU that a county issued card has been produced and
prevents central issuance of another card to the beneficiary.
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If a beneficiary requests an MC 301 card because he/she needs a replace-
ment card, and he/she was originally certified by the Department of
Health Services for the period im question, the county may use the
computer-printed register listings of departmentally issued cards
provided by BRU as proof of certification. The register listings show
the proper certification date to put on the MC 301 card. See Title 22,
California Administrative Code, Section 50739, for determining proper
replacement card issuance.

If a certified eligible requests an MC 301 card because he/she has
exhausted all labels on the card, additional POE labels may be requested
from BRU instead of the county providing another MC 301 card. Providers
may also photocopy the ID porticn of the Medi-Cal card as proof of
eligibility.

Submission of Form MC 1775 to the State

MC 177S forms for persons certified by the county must be forwarded to
BRU within seven working days from issuance of card.

This is to permit:

a. BRU issuance of those Medi~Cal cards for family members who did
not have cards issued to them by the county.

b. BRU issuance of replacement cards for certified eligibles.
c. BRU review of provider Medi-Cal claims for eligibles with a share
of cost, in order to prevent Medi-Cal paywent of services which

were paid or obligated by the share of cost.

Delayed Requests for MC 301 Cards

If the county has forwarded the MC 1775 to BRU for certification of a
case, and the client then requests ap MC 301 Medi-Cal card before the
centrally issued cards have been received, the county should:

a. Telephone BRU (telephone number (916) 445-1450) to determine
status of certification and expected date of card receipt.

b. Determine whether the card receipt time frame will meet the
client’'s need. If pot, the county should request suppression of
the BRU issued cards and perform the client need statement,
county certification, and card issuvance process.

¢. If for some reason it appears that the client will receive both a
county issued and a BRU issued card, instruct the client to
return BRU issued cards to the county upon receipt.



Attachment 1

PROPER CERTIFICATION OF
SHARE-OF-COST CASES

CASE SITUATIONS

Period of Eligibility
Certification Date

July August

September

Client was determined eligible
for July, August, and Septembe
with a share of cost. Client
met the share of cost on
August 15.

r

7/31/81 8/15/81

9/1/81

Client was determined eligible
for July, August, and Septembe
with a share of cost. Client

met share of cost July 28. On
August 1, client reported

increased earnings which
increased the share of cost by
$200. Client met additional
share of cost on September 13.

r

7/28/81 8/1/81

9/13/81

Al e wm e e e e e e o e e e o e e e e e ver MRA ME g em e e e emm e e e e — - — — —

Client was determined eligible
for July, August, and Septembe

with a $300 share of cost.

[EB-8]

Client met the share of cost
July 10 and was certified.
Client entered a long-term
care facility on July 25, and

is expected to remain indefinitely.

County is able to change statu

of beneficiary to a monthly share _.

of cost effective September 1.

r

5

7/10/81 8/1/81

County should
have reported
LTC eligibility
via CID/MEDS,



12C - PROCESSING CASES WHEN A SHARE OF COST
HAS BEEN REDUCED RETROACTIVELY -

Background

California Administrative Code (CAC), Title 22, Sections 50565 and
50567, discuss the options available to eligible persoms retroactively
determined, after recomputation, to have a lower Medi-Cal share of
cost for a given month(s) than was originally computed. Such a person
has the option of:

1. Having future share-cf-costs amounts adjusted by the county; or

2. Adjusting with providers, the amounts obligated or paid to those
providers to meet the overstated portion of the original share of
cost.

If an individual is seeking ap adjustment of a future share of cost
and transfers to another county prior to receiving the full adjustment,
the former county of responsibility must inform the new county of the
adjustment amount that is still due.

Beneficiaries whose future share of cost is zero before an adjustment
is applied, must be advised that the only recourse is to seek reim-
bursement from the provider. In any situation where a beneficiary
chooses to seek reimbursement from a provider, it must first be deter-
mined whether the provider has billed Medi-~Cal for any portion of the
service for which reimbursement is requested. This may be determined
by reviewing the original MC 177. 1If the "Total Bill" amount is
greater than the "Patient Billed" amount or if there is an amount
shown in the "Billed Medi-Cal" column, it should be assumed that the
provider has billed Medi-Cal. If the "Billed Medi-Cal” column is
blank or the "Billed Patient" column is equal to the "Total Bill"
column, it should be assumed that the provider has not previocusly
billed the Medi-Cal program.

Prior to seeking reimbursement from the provider, clients shall be
instructed by the county to give the provider a revised MC 17758 and a
"Share of Cost Medi-Cal Provider Letter"” (MC 1054 -- see Attachment II)
so that the provider may bill the Medi-Cal program and reimburse the
client the appropriate share-of-cost amount. If the county or the
client is in possession of the original MC 177S, the county may modify
that form rather than prepare a revised one. The “Share of Cost Medi-
Cal Provider Letter" will explain the reimbursement and billing proce-
dures and the recomputation of the share of cost. Sc that the provider
may be informed of the proper procedures to follow, counties shall
check the box appropriate to the client's situation.



The MC 1054 may be ordered through the normal Department forms ordering
process described in the forms section of the Medi-Cal Eligibility
Manual, page F-1.

Individuals needing a Medi-Cal identification card in order to accomplish
the adjustment process should be given POE labels only, except for
individuals who did pot meet their original share of cost. Those
beneficiaries who did not meet their original share of cost will
receive a8 full complement card from Benefits Review Unit (BRU) when
the MC 177 is completed and processed. If any individual used services
to meet the share of cost which would require a "MEDI" 1label, the
provider may use the POE label, along with the MC 1054 to bill the
program. This letter will alert the fiscal intermediary (FI) that the
case is being adjusted and to waive the "MEDI" label requirement for
the specific services listed on the claim; in addition, a Treatment
Authorization Request (TAR) will not be necessary for claims submitted
with this letter for services normally requiring a TAR.

Case Situations

The following procedures describe the adjustment process and the
different methods for working with various case situations in recom-~
puting the share of cost.

Adjustment of Share-of-Cost Amount

Case Situation 1 ~- Client was determined eligible for July, August,
and September with a share of cost and met the share of cost. It is

later determined that the share-~of-cost period should have been lower.
Clients requests adjustment of future share-of-cost amounts.

Case Processing Steps

a. The county shall recompute the share-of-cost period and prepare a
new MC 176M (latest revision) for the case file. (The difference
between the original and recomputed share of cost for the guarter
is the amount of the adjustment.)

b. On the MC 176M for October, November, and December (the future
months in which the share of cost is to be adjusted), enter the
share-of-cost amount in part II1, lime 15, and enter the amount
of the adjustment in line 16. Subtract lipne 16 from line 15 to
determine the new adjusted share-of-cost amount and enter the
amount in line 17. If the amount of the adjustment (line 17)
is greater than the new share-of-cost amount (line 15), the
client is not required to meet a share of cost for that period.
If necessary, repeat this step for subsequent periods until the
entire adjustment is made.

If the status of the beneficiary is changed from a three-month

share of cost to a monthly share of cost, the adjustment shall be
in the subsequent month or months.
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c. For the October through December quarter and other future periods
of eligibility, the county shall prepare an MC 177S showing the
adjusted share-of-cost amount and submit to the client.
The MC 177S must be completed by the provider showing the amount
of the new adjusted share of cost for which the client is
responsible.

d. Upon completion of the MC 1778 by the provider, the client must
sign and return the form to the county which, in—tura, shall send
it to: Department of Health Services, Benefits Review Unit, P.O.
Box 668, Sacramento, €A 95803, for card issuance.

Case Situation 2 -- Client was determined eligible for October, November,
and December with a2 share of cost, but did not meet the share-of-cost
amount in full. It is later determined that the share of cost should
have been lower. Client requests adjustment of the future share of
cost.

Case Processing Steps

a. Obtain documentation from the client for the amount that was paid
or obligated toward services received in October through December
period (documentation may be cancelled checks, a statement of
charges from the provider, or the original MC 177S for October
through December period showing amounts paid or obligated to the
provider). If no documentation exists, the client may choose to
have the provider complet#& a mew HC 1775.

b. 1f it is determined that the client paid or obligated more than
the recomputed share of cost, the difference between the amount
paid or obligated and the recomputed share of cost will be the
amount to be adjusted (e.g., client's original share of cost is
$100, client paid $75; the recomputed share of cost is $50, the
amount to be adjusted for future periods is $25).

c. Process case according to steps listed for items a-d in Case
Situation 1. The client should be provided a new HMC 1775 for
each period in question, indicating the adjusted share of cost.

d. 1f the amount already paid or obligated in the period is less
than the recomputed share of cost, no adjustment is necessary.

Provider Reimbursement of Share-of-Cost Amount

Case Situation 3 -- Client was determined eligible for the November,

December, and January period with a share of cost and met the share of
cost. A recomputation indicates the share of cost should have been

zero. Client wants a reimbursement of the share-of-cost amount paid

to the provider(s). The provider(s) billed Medi-Cal for & portion of

the service(s).




Case Processing Steps

a. The county shall recompute the November through January share of
cost and prepare the HC 176M for the case file.

b. The county shall also prepare an MC 1054 explaining the share-of-
cost adjustment, give it to the client, and send a copy to BRU
for its record.

c. The client should give the MC 1054 to the provider.

d. The provider should ther submit a claim along with a copy of the
MC 1054 to the appropriate Medi-Cal FI.

e. The FI will reimburse the provider the appropriate adjusted
amount .

f. The provider(s) should then pass the difference in the share-of-
cost amount on to the client.

Case Situation 4 -- Client was determined eligible for September,
October, and November with a2 share of cost and met the share of cost.
A recomputation indicates the share of cost should have been lower.
Client wants reimbursement for the excess share-of-cost amount paid.
The provider(s) billed Medi-Cal for a portion of the service(s).

Case Processing Steps

a. The county shall recompute the share-of-cost period and prepare
the MC 176M for the case file.

b. The county shall also prepare a revised MC 1775 showing the
recomputed share-of-cost amount and give it to the client along
with a completed copy of the MC 1054.

c. The client should submit to the provider form MC 1775 and the
MC 1054 which explain the adjustments made.

d. Upon completion of the MC 177S by the provider, the client must
sign and return the form to the county.

e. The county will send form MC 1775 to Department of Health Services,
BRU.

f. BRU will adjust any previous claims submitted by the providers
and return the claims to the FI.

g. The FI will reimburse the provider the appropriate amount.

h. Provider{s) should then pass the difference in the ghare-of-cost
ampount on to the client.



Case Sitnation 5 -- Client was determined eligible for the January, February,
and March period to have a share of cost and met the share of cost. A
recomputation indicates the share of cost should have been lower. Client
wants a reimbursement of the excess share-of-cost amount previously paid.
Client's provider(s) did not previously bill the Medi-Cal program.

Case Processing Steps

a. For processing MC forms 176M and 177S, follow steps a-e in Case
Situation 4.

b. BRU will request preparation of Medi-Cal cards with POE labels only.
The card will be mailed directly to the client by the Department of
Health Services.

c. The client should return the POE labels to the provider who should
reimburse the client and use the labels to bill the program.

Case Situation 6 -- Client was determined eligible for the Jupe, July, and
August period with a share of cost and met the share of cost. A recomputa-
tion indicates the share of cost should have been zerc. Client wants a
reimbursement of the share-of-cost amount paid to the provider(s). The
provider(s) did not previously bill the Medi-Cal program.

Case Processing Steps

a. The county shall recompute the share-of-cost period, prepare the
MC 176M for the case file.

b. The county shall prepare for the client the MC 1054 explaining the
share-of-cost adjustment and request that Medi-Cal cards be issued by
BRU.

€. The client should present the Medi-Cal card and the MC 1054 to the
provider.

d. The provider should then submit a claim along with a copy of this
letter to the Medi-Cal FI.

e. The FI will reimburse the provider the appropriate amount.

f. The provider(s) should then pass the difference in the share-of-cost
amount on to the client.

Case Situation 7 -- Client was determined eligible for the July,
August, and September period with a share of cost. The client meets
the share of cost in early August but dies later in that same month.
A recomputation indicates the share of cost should have been zero or
lower. If there is an estate for the beneficiary, reimbursement may
be handled by following Case Situation 3, 4, 5, or 6, depending upon
whether the provider has billed the program.




If the beneficiary did not meet the original share of cost but did
meet the recomputed share of cost, follow the case proceéssing steps in
Case Situation 2.

The above examples are all based upon a guarterly share-of-cost period.
They could, however, apply teo a shorter period depending upon the case
situation. Regardless, the adjustment process remains the same.

€. Submitting Revised MC 1775 Form to Department of Health Services

In order to ensure proper processing of recomputed share-of-cost cases
by BRU, it will be necessary for county welfare departments to properly
identify these cases. The following procedures shall be fcllowed:

1. In case situations where the provider has billed the Medi-Cal
program previously and the client still, after recomputation, has
a share of cost and does not want a reimbursement, counties shall
indicate at the top of the revised MC 177S "Adjustment -~ Billed".

2. In case situations where the provider has billed the Medi-Cal
program and the client, after recomputation, has a lower share of
cost and wants a reimbursement, the county shall indicate on the
top of the revised MC 1778 "Adjust Previous Claims'.

3. 1In case situations where the client met the share of cost and the
provider did not bil)l the program because the share of cost
equaled the amount of the bill and the client, after recomputa-
tion, has a lower share of cost, the county shall indicate at the
top of the MC 1775 -- "Adjustment -- Not Billed". For these
cases, BRU will prepare Medi-Cal identification cards, POE labels
only, and mail them directly to the beneficiary.

4. 1In case situations where the client met the share of cost, the
recomputed share of cost is zero and the provider did not previ-
ously bill the program, the county shall prepare for the client
an MC 1054. If the client needs additicnal POE labels, the county
may prepare such cards and give them directly to the beneficiary.

5. In case situations where the client did not meet the original
share of cost in part or in full, and the client still, after
recomputation, has a share of cost, the county shall process the
case using the current MC 1778 procedures described in Section
12A of the Medi-Cal Eligibility Manual. When the MC 1775 is
received by BRU, full complement Medi-Cal identification cards
will be issued and sent directly to the beneficiary.

County welfare departments must "batch' the MC 1775 forms separately
for each of the specific case situations described. These "batches”
should not be combined with regular share-of-cost cases being sent to
BRU except for those cases described in 5 above. To expedite
processing of recomputed share-of-cost cases and to ensure proper
processing, 1t is extremely important that these procedures be followed.

[EB-8] -6-



ADJUSTMENTS OF SHARE OF COST
AND PROVIDER REIMBURSEMENT

Summary Chart

ATTACHMENT I

Case Situation Case Processing
Give "Share
of Cost Medi-
Prepare new Cal Provider County or BRU
176 for Prepare 177 Letter" form preparation
case file for provider MC 1054 to Send 177/176 of Medi-Cal
and/or BRU completion provider to BRU ID card
1. Client met original share
of cost. Share of cost
should be lower., Client
requests adjustment of
future share-of-cost
amounts. X X X
2, Client did not meet criginal
share of cost, Share of
cost should be lower.
Client requests adjustment
of share~of-cost amount. X X X
|
3. Client met original share

of cost. Share of cost

should have been zero,.

Provider(s) billed Medi{-Cal.

Client requests reimburse-

ment from provider. X X X
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ADJUSTMENTS OF SHARE OF COST
AND PROVIDER REIMBURSEMENT

Summary Chart

Case Situation

Case Processing

Client met original share
of cost. Share of cost
should have been lower,
Provider(s) billed Medi-Cal,
Client requeats reimburse-

ment from provider,

Client met original share
of cost. Share of cost
should have been lower.,
Provider(s) did not bill.
Med{-Cal. Client requests
reimbursement from provider,

6.

Client met original share
of cost, Share of cost
should have been zero,
Provider(s) did not bill
Medi-Cal, Client requests

reimbursement from provider.

, Give "'Share
: of Cost Medi-
Prepare new Cal Provider County or BRU
176 for Prepare 177 Letter” form preparation
case file for provider MC 1054 to Send 177/176 of Medi~Cal
and/or BRU completion provider to BRU ID card
X X X X
X X X X X
(POE labels only)
X X X X

(POE labels only)
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RE-OF-COST MEDI-CAL PROVIDER LETTER

* @ 0 0o ¢
. & o o 0

(Provider Address) (County Address)

RE:

The individual(s) shown above-had been determined eligible for Medi-Cal for the period(s) of

with a quarterly share of cost of
Upon review, it has been determined that the share of cost for the month(s) 1ndlcated
should have been only » Accordingly, the beneficiary is due a
reimbursement of the difference between the share-of-cost amount paid to you and the
recomputed share of cost. This amount must be passed along to the beneficy by the
provider in accordance with California Administrative Code, Title 22, Section 51471.1.

The following informatien is to assist you in making the required relﬁbursement.
e

If the beneficiary acrually paid the original share-of-cost ainount to you and you bilied Medi-Cal for

the bzlance of the charges, vou may be eligible to receive an 2djusmment from the Medi-Cal fiscal

intermediary. Once you havedsilled the program, you are otligated 1o pay the benefidary the excess

share-of-cost amount previously paid to you.

If the beneficiary acrually paid the original share-cf-cost amount to you, ané you did not Lill the
program because the charges ccualed the onyginal share-oi-cost amount, you may now bill the
program for the differencs beiween your usual {22 and the recomputed share of cost. Again, you are
obligatec to pay the beneficizry the excess share-nf-cost amount previousiy paid te you.

If the bencficiary has not paid, but obligated to pay the original share of cost, the new adjusted
amoun: should be uszd to reduce the obligation. .

If you wert unable to bill the program because the beneficiary has not paid or obbigated the full

amount of the original share of cost, you may now de s5 by submirtting this fo—m anda claim with a
Medi-Cal iabel to the Medi-Cal fiscal intermediary,

Sections 505365, 50567 MANUAL LETTER NO. 37 (€/27/80 ) 12C-8
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The items checked below must be accomplished in order to complete the reimbursement process.

O

Seczions 50565, 50567 MANUAL LETTER NO. 37 (6/27/80) .

Complete the MC 1775 based on the revised share-of-cost amount. If the beneficiary meers the

recomputed share of cost, he/she will be issuzdgritedi-Cal cardPAny odtstanding balance may
be biled to Medi-Cal, )

It 1s not pecessary for you to rebill the Meaoi-Cal program for the services listed on the
MC 177§, An adjusunent to vour previous claim will be made by the Department of Health
Scrvices.

It will be necessary for you to bill the Medi-Cal program. You must attach this form lerter 1o
your claim. The beneficiary listed above is responsible for presenting vou with a2 Aledi<Cal
identfication card or label to atzach to vour ciaim. If you are billing the Madi-Cal program and
you rendered 2 service requinng a MEDI label or “'prior authorizadon”, this form, along with
the Medi-Ca! identification card (POE) l=bel attached 1o your claim, will allow the fiszal inter-
mediary to process the claim without those items.

Elgibilcy Workers Signaiure

-

THOELITY Weorker’s Phone Number

12C0-10



12D - PROCESSING CASES WHEN AN INCREASE
IN SHARE OF COST IS DETERMINED

Background

The following procedures describe how cases should be processed when
the county determines an increase in share of cost is necessary.
These procedures must be followed to ensure proper Medi-Cal certifica-
tion and state claims processing.

Case Situations

Case Situation 1 -- Client was determined eligible for July, August,
and September without a share of cost. On August 5, client became

employed. A recomputation indicates a share of cost should be estab-
lished for the quarter. The county is able to send proper notice of
action increasing the share of cost for the July through September

period.

Case Processing Steps

a. The county shall compute the July through September share-of-cost
amount and revise the MC 176M for the case file. The change in
income is reflected for September only as a ten-day notice must
be given.

b. The county shall prepare an MC 1775 showing the share of cost for
September. Since the client received cards for July and August,
only September expenses should be applied toward share of cost.

c. The client should have his/her providers complete the MC 177S.

d. Upon completion of the MC 1775 by the provider, the client must
sign and return the form to the county.

e. The county will forward the MC 177S to the Department's Benefits
Review Unit (BRU) for certification and Medi-Cal card issuance.

Case Situation 2 -- Client is determined to have a share of cost for
June, July, and August of $300. Client meets the $300 share of cost
on June 5, and has been certified. On June 25, the county receives
information that will increase the share of cost. The county is able
to recompute the share of cost and send proper notification to the
beneficiary, increasing the share of cost to $500 effective August 1.

Case Processing Steps

a. Recompute the share of cost for June, July, and August. The
change in income is reflected for August only as a ten-day notice

must be given.



b. Centact BRU as described in ¢ below. .

¢. Prepare a supplemental MC 17758 for August only showing the share
of cost as $200 (difference between o0ld and new recomputed share
of cost).

d. The client should have his/her providers complete the MC 1775.

e. Upon completion by the provider, the client must sign and return
the form to the county.

f. The county will forward the MC 1775 tc¢ the Department's BRU for
certification of the remaining month in the period and issue a
Medi-Cal card.

The above case processing will also apply if an increase is made in
the second month of the share-of-cost period.

Case Situation 3 ~- Client is determined to have a2 share of cost for
June, July, and August of $300. On June 25, the county receives
information that will increase the share of cost. Client has not met
the original share of cost. The county is able to recompute the share
of cost and send proper notification to the beneficiary increasing the
share of cost to $500 for the quarter.

Case Processing Steps

a. Recompute the share of cost for June, July, and August. The
change ipn income is reflected for August only as a ten-day notice
must be given.

b. Prepare a new MC 177S or revise the original (if available)
showing the recomputed share of cost.

c. The client should have his/her providers complete the MC 177S.

d. Upon completion by the provider, the client must sign and return
the form to the county.

e. The county will forward the MC 1775 to the Department's BRU for
certification and card issuance.

Code-a-Phone Procedures -- Reporting Increases in Share-of-Cost Amounts

When the county welfare department submits the share-of-cost form
MC 177 to BRU, BRU will certify the case and produce all cards for the
share-of-cost period. Prior and current month Medi-Cal cards will be
mailed to the beneficiary; however, future month cards will be held by
BRU and mailed just prior to the first of the valid month.



As described in the case situations above, if an increase in share of
cost can be made for a future month, the county must notify BRU immedi-
ately so that the future month(s) card(s) can be held. The beneficiary
will not be entitled to Medi-Cal card(s) until such time as he/she has
met the increased share of cost and been certified by the county or
State.

To place a hold on a future month card, the county shall, immediately
upon recomputation of the share of cost, call the toll free code-a-
phone number (916) and report the following:

a. Case Name -- this should be the name appearing in the address
portion on the MC 177. Spell out the last name of the case name.

b. Complete beneficiaries' ID number(s) -- this must be the complete
14-digit ID number, i.e., county code (two digits), 2id code (two
digits), serial number (seven digits), Family Budget Unit (one
digit), and person number (two digits).

c. Indicate month(s) for which Medi-Cal card(s) should be held.

d. Indicate npame and telephone npumber (including area code) of
person calling.

BRU will remove the "held" Medi-Cal cards from the pending file and
await receipt of the revised MC 177. Upon receipt and certification,
BRU will generate a new Medi-Cal card(s) and release the appropriate
card(s) to the beneficiary. "Hold" cards will be destroyed.

D. Submitting Supplemental MC 177 Forms to BRU

For individuals who have met their original share of cost and have
been issued a supplemental MC 177 because of an increase in share of
cost, the county shall:

1. Contact BRU as indicated in Section C.

2. 1Indicate on the top of the MC 177 "SUPPLEMENTAL INCREASED SOC"
and forward to BRU.

Upon receipt by BRU of the Supplemental MC 177, BRU will certify
the remaining month(s) in the quarter and issue the Medi-Cal
card(s).

All other forms shall be forwarded to BRU as described in the
Medi-Cal Eligibility Manual.

[EB-8]



14A - COUNTY ISSUANCE OF MEDI-CAL IDENTIFICATION CARD,
MC 301 AND MC 301 RED

These procedures are to be used only when a Medi-Cal card is to be manually
issued.

1.

Obtaining Blank Jdentification Cards (MC 301 and MC 301 RED)

Blank temporary Medi-Cal cards, MC 301 and MC 301 RED, may be ordered
by the counties as needed by submitting forms request MC 1 {or HCS 1)
to:

Department of Health Services
Warehouse

1723 20th Street

Sacramento, CA 95814

When ordering MC 301 RED temporary Medi-Cal cards, counties must
underline the word "RED" on the order so Department of Health Services
(DHS) will not confuse the order with the MC 301 green Medi-Cal ID
card stock.

Authoriziog Issuance of MC 301 and MC 301 RED

a. Both MC 301 and MC 301 RED with MEDI and POE labels may be issued
to beneficiaries in accordance with Section 50739. MC 301 REDs
are 1issued to those persons with limited or expanded service
status, i.e., persons enrolled in a pilot project or noncomprehen-
sive prepaid health plan (PHP), eligible to receive minor consent
services only, or whose ability to obtain drug services or office
visits has been restricted (see Articles 19A and 19C for details).
The office visit restriction program is currently operating in
Contra Costa, Orange, Riverside, and San Bernardino Counties.
Other counties will be periodically added to the program as can
be accommodated.

b. Prior to authorizing issuance of an MC 301 or MC 301 RED, the
Medi-Cal Limited Services Status Register must be checked to
determine whether the beneficiary is enrolled in a PHP, or on
restricted drug status. Restricted office visit status cannot be
verified by the limited services status register at this time.
In the interim, those counties where the office restriction
program is operating, will be notified of each beneficiary who is
put on restricted office visit status and will be responsible for
maintaining the information such that only restricted Medi-Cal
cards are issued.

‘c. If a resident of another county requests a Medi-Cal card, the
card or labels should not be issued until the county of residence
is contacted teo ensure that the person is eligible and to determine
whether the person should receive a2 limited or expanded service



Medi-Cal card or no Medi-Cal card due to enrollment in a compre-
hensive PHP. N

d. Wken an MC 301 or MC 301 RED is being issued to a resident of
another county, use beneficiary identification number, including
the county code assigned by the county of residence.

The county department may also issue, or request that the Department
issue, current or past month Medi-Cal cards with POE labels only to

any provider who provided a service to a beneficiary who is now deceased.

Preparation of Medi-Cal Card (MC 301 and MC 301 RED)

The MC 301 and MC 301 RED (full complement or POEs only) prepared by
the county department must include all the information specified
below. Required information must be typed without errors or corrections
of any kind. Cards or labels with errors must be voided. Provider
claims will be rejected by the Medi~Cal fiscal intermediary if they
are accompanied by MC 301 or MC 301 RED cards or labels that have
errors or corrections.

a. MC 301 and MC 301 RED Schematic.
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b. MC 301 Schematic Explanation

Basic Section -

Item # Description
1 The beneficiary's HIC# (Health Insurance Claim number)

or RR# (Railroad Retirement number). If no HIC# or RR¥,
then enter the Social Security number. Otherwise, leave

blank.
2 Beneficiary's date of birth.
3 Sex of recipient: "M" or "F".

4a (1) Only for PHP and pilot project enrollees. Insert message
as indicated in c (1).

4a (2) Only for limited or expanded services beneficiaries. Insert
message as indicated in ¢ (1), (2}, and (3).

4b Beneficiary's Medi-Cal ID #: SSI/SSP Recipients:
County (2 digits) County (2 digits)
Aid (2 digits) Aid (2 digits)
Serial # (7 digits) Constant 9
FBU or MFBU (1 digit) Serial (9-digit Social
Persons # (2 digits) Security Number)
5a Pre/Post Indicator: "0", "I", or "2". 0O = Routine Medi-Cal

Eligibility. 1 = Three-Month Retroactive Eligibility.
2 = AFDC Three-Month Continuing Eligibility.

5b County use area; precede with asterisks.
6 Beneficiary name.
7 Beneficiary address area: include "C/0 (addressee name)" if

needed. In those instances where the county department has
been instructed not to include a beneficiary home address
(see Sections 16D 6. and 19B 2.a.), the county department
address may be substituted here.




Item # Description

8 Valid month of card. Type "RETRO" above if valid month is
before current month. (See 14A.9 for definition of "Retro".)

9 Dollar amount of share of cost for LTC patients only.
Certification date for persons who met a share of cost.
Refer to Article 12B for proper certification date to
be entered for month in question.

10 Other coverage. “(see Article 15A)

Label Section

Item # Description
12a Medicare Status: '"2%" shows Medicare entitlement; "B*" shows

lack of Medicare entitlement. (Note: P means blank space.)

12b Beneficiary Name: normal sequence, or last name first or
abbreviated (as needed) to still uniquely identify person as
much as possible.

12c Beneficiary ID.

13 Valid month of card. Precede with "R"” or "1" if card is
"retro'" card. (See 14A.9 for definition of "Retro™.)

14 Pre/Post Indicator: "0", "1", or "2". (see 5a)
15 Year of beneficiary birth; last two digits only.
16 Sex of beneficiary.

17a Other Coverage Code. (see Article 15A)




Item #

Description .

17b

Only for limited or expanded services beneficiaries. See
c (2), (3), and (4) below for proper codes.

17¢

Only for Pilot Project/PHP codes. See ¢ (1) below for codes.

174d

Dollar amount of share of cost for persomns in LTC.
Certification date for persons who have met a share of cost.
This is a multi-use field. If applicable, this field should
be coded as follows:

(1) With the
LTC.

(2) With the
share of
fication

(3) With the
coverage

dollars amount of share of cost for persons in

certification date for persons who have met a
cost. (Refer to Article 12B for proper certi-
date to be entered for the month in question).

word "Restricted" if the beneficiary's Medi-Cal
is restricted under the programs in Articles

19A and 19C.

c¢. Special Coding for MC 301 RED Medi-Cal Cards

(1) PHP/Pilot Projects

Los Angeles

Orange

Placer

Riverside

Plan/Project Name Plan Number Restricted Message

(Item 4a(l1) on

{(Item 17c on (Item 4a(2) on MC 301

MC 301 Schematic) MC 301 Schem- Schematic)
atic)

Kaiser Health Plan P28 For dental services only
Family Health Services P33 For dental services only
Kaiser Health Plan P76 For dental services only
Family Health Services P83 For dental services only
Health Care P88 For dental services only
Family Health Services P34 For dental servicés only
Kaiser Health Plan P77 For dental services only



County Plan/Project Name Plan Number Restricted Message
{Item 42(1) on {(Item 17c¢ on (Item 4a(2) omn MC 301
MC 301 Schematic) MC 301 Schem~ Schematic)
atic)
Riverside Community
Health Plan P95
Sacramento Health Care P86 For dental services only
San Bernardino Family Health Services P60 --~Tor dental services only
Kaiser Health Services P78 For dental services only
San Diego Protective Health
Services P04 For dental services only
Kaiser Health Plam P79 For dental services only
San Francisco On-Lok Senior Bealth
Services P75
Kaiser Health Plan P90 For dental services only
Yolo Health Care P89 For dental services only
Lake, Sonoma,
Mendocino Redwood Health Project PP3
(2) Minor Consent Services
Services Related to: Special Coding Restriction Message

(Item 17b on MC 301

Schematic)

Sexual Assault 16
Drug or Alcohol Abuse L7

{at least 12 years of age)
Pregpnancy, or Family Planning L8

(other than for pregnant

minors)
Venereal Disease (at Least L9

12 years of age)

{Item 4a(2) on MC 301

Schematic)
LIMITED SERVICES ONLY

LIMITED SERVICES ONLY

LIMITED SERVICES ONLY

LIMITED SERVICES ONLY



If the minor is applying for services related to more than one of the areas
listed, use the code for the service that is listed first. -

(3) Restricted Services

Services Special Coding Restriction Message
(Item 17b on MC 301 (Item 4a(2) on MC 301
Schematic) Schematic)
Individuals on R1 RESTRICTED DRUGS
restricted service status R5 RESTRICTED SCHED. DRUGS
R11 RESTRICTED M.D. VISITS

4. Recording and Reporting the Issuance of MC 301 and MC 301 RED Medi~Cal

Cards

a.

For eligible persons requesting an immediate need card, counties
shall issue a "Full Complement'" or "POE" only card. For all
persons except those meeting their share of cost via the MC 177
process, the county shall then request state card issuance via
the Central Issuance Division (CID) supplementary process.

For persons meeting their share of cost via the MC 177 process,
the county must forward the MC 177 to Benefits Review Unit (BRU)
within seven days from county card generation.

Although counties will still have to monitor and control card
stock, counties will not have to manually prepare the HAS 2007,
Temporary Medi-Cal Card Control Log, for those new or restored
eligibles.

In lieu of process a., counties able tc do so should submit county
card issuance log data via magnetic tapes. Counties which computer
generate cards must submit log data via the magnetic tape process.
This tape reduces the Department's key entry workload and relieves
the counties from manual preparation of the HAS 2007. It gives

the Department more timely data in order to update the fiscal
intermediaries Recipient Eligibility History File (REHF). This
file is used to verify eligibility prior to provider claims

payment.

Those counties who do not have the capabilities of preparing CID
supplemental files or magnetic tapes must continue to use the HAS
2007 to report MC 301 issuance. Counties shall complete form HAS
2007 by following the detailed instructions contained in the
"FORMS" section of the Medi-Cal Eligibility Manual.



Voiding MC 301s and MC 301 REDS

If it is found that an MC 301/301 RED should not have been prepared or
was incorrectly prepared, the corresponding entry on the control log
should be lined ocut and the MC 301/301 RED temporary card destroyed.
Only if the log is no longer available for correction should the card
be marked "VOID" and forwarded to DHS. Voiding should not obscure
either the recipient ID number or the valid month shown on the card.

Summary Reporting

For these counties using the HAS 2007 to repert MC 301 card issuance,
each month those counties shall submit an '"MC 301 Issuance Report”
(MC 402) to the Department by the seventh working day of the month
following the month for which the county is reporting. The form
should be sent to Department of Health Services, Data Processing
Control Unit, 744 P Street, Sacramento, CA 95814. The MC 402 summary
sheets will be used to monitor MC 301 card stock and to check for
losses in mail delivery. The beginning and remaining stock counts
verify receipt of new card stock. The monthly usage figure will be
used to monitor the quantity of cards issued to ensure that sufficient
card stock is available to replenish county supplies. The counts of
cards issued help to assure we have received all the logs.

The MC 300 and MC 300 RED are used by DHS to computer print and mail
Medi-Cal cards to those individuals reported eligible to receive cards
by the county welfare departments, and to persons eligible for Supple-
mental Security Income/State Supplementary Payment (SSI/SSP) as reported
to the Department by the Social Security Administration. In addition,
some counties, upon Department approval, are using the MC 300 and

MC 300 RED card stock to produce county issued replacement and POE

only cards through the county's data processing system. The data
printed on the Department issued MC 300 and MC 300 RED card stock is
taken from the data supplied by the counties via the CID System, the
Paper County Process (MC 208 input), and by the Social Security Admin-
istration via the State Data Exchange {(SDX) process. Department

issued cards for share-of-cost beneficiaries weeting their share of

cost through the MC 177 (Record of Health Care Costs) process is based
on the information provided by the county on the MC 177. Data regarding
PHP, Pilot Project, Restricted Services, Expanded Services, or Medicare
status are obtained from various other sources. For example, applicable
PHP or Pilot Project information is extracted and printed on the cards
from the enrollment reports received from the PHPs and Pilot Projects

by the Department.

Following is & schematic drawing of the Department issued MC 300 Medi-
Cal card.



Below

LI B i

Jr e 5% nyMBER

2O PagIECT

BEWwEFICIARY ID

BIWEFICIAAY MamE

BENCFICIAAY AaDDRESS

COUNTY CODING

S=aRE OF COST

STaTe CODG

RETROSTTIVE
ImOICATDRA

MDD~

OF EL.GilwiTY

is a schematic drawing of the MC 300 and MC 300 RED.

L

Ta ANMD YEAR CENTURT INGLATOR

|

\\

L Bl - MED)-CAL mzunﬂcanw- 4 ﬁ”vl:‘":‘“> O
\
RETRO: JUN B0 11/04/948 M {LASTNAME FIRS9
MEDICAREZK 923456789 21193011311147303f (O
awe REDWQOOD HMEALTH PILOT 20680M48MNP 3
PROJECT 'LASTNAME FIRSS
NUNBER 19-30-1111147-3-03-9 19301111147303] O
FIRSTNAME LASTNAME 206BOM4BMNP3 _
C/0 NAME = LASTNAME FIRSS
0084 RLANK COURT 19301111147303: ()
LOS ANGELES CA 34578 | 206BOPABMNP3
LASTNAME FIRSS
MEDSID 923456789 193011111473031 (O
*12 123A 20680P2BMNPI |
A LASTNAME FIRSY! _
§0C: S iN, '119301111147303) ()
19301111)493039084 [206B0P48MNP Y M
I PEafOn MamLD Ch YW Cll: B IEL YO muied 4
" IS URDIR M{DICAL TRE FROCRAW g{Qumi$ Imdl PFAD- N
P P i b A 52 S e
w00 L Ty o u'-i :3 .'.".;.'L"E"u...‘ s - “ .

Ctaef M COIWE at,d LoDt

/Mnnn—um LYY

DaTE Of BIRTH / BENEFICIAMTY SET
—T

4

BENEFICIART 1D WuUMBE R —

B Ava W[ ANS .{—
NON ENTITLEMENT vatiuwonte | generichar PR.OT PROJECT CODE

YEAROF CAMD] YEAROF pimT

TTPE OF LABEL SEZ
OImEN COVERAGE



10.

(EB-8]

Retroactive Coding

Cards issued by the county for past months of eligibility when an
original card was issued during the moath of eligibility shall not be

coded "Retro'. The "Retro" indicator shall be used only in the follow-
ing situations:

a. When cards are being issued for retroactive months of eligibility

as defined under California Administrative Code (CAC), Title 22,
Sectien 50710.

b. When cards are being issued for prior months eligibility when the
eligibility determination or the report of eligibility to the
State for a card issuance was delayed beyond the month of
eligibility.

c. When the share-of-cost certification of eligibility does not
occur until after the month of eligibility.

d. When full complement or proof of eligibility (POE) only replacement
cards are being issued for cards originally issued under the
circumstance noted in a-c above.

Returned Medi-Cal Cards

The purpose of returning cards to the State is to remove the previously
reported eligibility data from the State’'s Eligibility History File
(EHF). Therefore, counties should return only those Medi-Cal cards

where eligibility was properly discontinued and the individual was not
entitled to Medi-Cal benefits.

Changes in identification information, i.e., address, name, should be
reported correctly the following month via the normal eligibility data
processing. All other cards should be destroyed at the county welfare
department.
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INSTRUCTIONS
SHARE OF COST DETERMINATION, MFBUs WHICH DO NOT INCLUDE
LTC PERSONS
FPORM MC 176-M

Form MC 176-M, Share of Cost Determination, is used to complete the share of
cost for all MFBUs which do not include a person in LTC. This form is
completed at the time of new application, restoration, reapplication, change
affecting the share of cost, or correction in the three-month retroactive
period. The share of cost period is determined in accordance with Title 22,
Section 50652.

Instructions for Completion

Identification Section

1. Enter Case Name..
2. County District. If the county has districts, identify the district.

3. County Use. Make any entries the county department has designated it
wants, such as caseload numbers for automatic sorting and return.
Coding for this space i1s worked out with the Center for Health Statis-
tics, Department of Health Services.

4, Check the appropriate box which gives information concerning the
reason for the computation. The box "new application" includes
restorations and reapplications.

5. Effective Eligibility Date for this Budget. Enter the months in the
share-of-cost period for which this budget is computed.

6. Stste Number. For family members who are applying as MN or MI, and
included in the Medi-Cal Family Budget Unit (MFBU), enter the county
code, appropriate aid code, seven-digit number, MFBU number, and the
persons number. If the county does not use a seven digit serial
number, enter zeros in front of the serial number until there are
seven digits. For the family members who are not included in the
MFBU, enter their status under state number, in accordance with the

following:
PA-cr-mecacana -For Public Assistance Recipients.
Other PA----«--For Other Public Assistance Recipients except Four

Month Continuing.

Four Mo. Cont.~-For family members eligible for Four Month Continuing
Eligibility.

Excluded---w-- ~For children with income or property of their own excluded
from the MFBU.



J.Eiemmemceeeo For members of the MFBU who are ineligible -to receive a
Medi-Cal card.

S/Feecacmanacan For family members in the etepparent unit when only the
parent and the parent's children are included in the MFBU.

Title II Disregard Member---For aged, blind, or disabled family members
who were discontinued from SSI/SSP and continue to receive
& no-cost Medi-Cal card in accordance with Title 22,
Section 50564.

ABD/LTCem v mmem= For an aged, blind, or disabled person or the spouse of
or an aged, blind, or disabled person who is in LTC or board
ABD/B&C and care who will be in a separate MFBU from his/her

spouse and/or children listed on this MC 176-M.

7. Under name, enter the names of all family members living in the home
in accordance with Title 22, Section 50071, and any aged, blind, or
disabled person or spouse of an aged, blind, or disabled person in LTC.
Enter an unborn child by listing as the name "unborn" and expected
month of birth after "unborn'.

B. Enter the birth dste of each person listed. Under sex, enter "M" for
male and “F'" for female for each person listed.

9. Enter the Social Security number after (1) for each person applying as
MN or MI. If a person does not have a Social Security number, he/she
must apply for one. If application has been made for the Social
Security number, enter “applied". If a person refuses te apply for a
Social Security number, the person would not be eligible for Medi-Csl
and would be an ineligible member of the MFBU in accordance with
Title 22, Section 50379. Enter the Medicare or Rallroad Retirement
claim number, tf any, after (2). See Title 22, Section 50187.

10. Other Coverage Code. Determine the other coverage code in accordance
with Section 15A of the procedural portion of the Medi-Cal Eligibility

Manual.

Column I -- Income of MFBU Members Applying as Aged, Blind, or Disabled
Plus Income of Spouse or Parent

In this column enter all the nonexempt unearned and earned income of all

the family members who are applying as aged, blind, or dieabled in (a), and
the nonexempt unearned and earned income of their spouse or parent(s) in (b).
Do not consider the income of family members who are PA or Other PA (except
Four Month Continuing). Do not consider income of family members who are
not considered living in the home in accordance with Title 22, Section 50071.
Do not list income which is exempt in accordance with Title 22, Sections
50523 through 50544,
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Nonexempt Unearned Income

If the countable unearned income is the same for all of the months within the
share-of-cost period, itemize the income in month one only (lines 1 through
8). Enter the amount from month 1, line 10 on line(s)} 10 for the remaining
month(s). If the countable wnearned income is not the same for all of the
months, complete lines 1 through 8 for each month within the peried. (see
note bedww) O wCAT fﬂqf)

1. ZInter the Socizl Security income.
2. Inter the pet income received from property.

5-4. Enter the amount of 211 other unearnmed income. 1f epplicabdle,
include ESI/SSP recipient's gvailable incomz and s:ieppzrent con-
tritution from MCT 176-W, Part 111 anc Part V.

5. Add the amounts in Columm I, Part A, limes lz, 2z, 3z, anc 4a,
This is the total unearned income of the aged, blind, or diszbled
fanily members. Add the amounts in Column 1, Part A, lines lb, 2b,
3b, and 4b. This ie the total unearned income of the spouse or
parent(s) of the aged, biind, or disabled fanily mezbers.

6. EInter the total deductions specified in Title 22, Sections 50547
and 3034%,1. ZEZpter the deductions applicable tec the separate
incore of the aged, blind, or dissbled farily members in fa.
Enter the deductions applicable to the separate income of the
spouse 0T pareni(s) iz 6b.

7. Subtract line 6a from line 5a. Subtract line bb froz line 5b.

B. Adé limes 7a and 7b. This is the combined unearned income of the
aged, blirvd, or disabled family members and their spouse or parent(s).

8. ¥o entry. Tnis line shows the $20 any income deduction.
10. Subtract line 2 from line 8. This is the countable unearned income.
£ the countable unearned income is 2 minus figure, enter zero on
line 10 2nd enter the minus figure which is the unused pcrtiion of

the $20 2ar income deduction in the blank provided on lime 15,

Nonexempt Earned Income

If the countable earned income is the same for all of the months within the
share-of -cost period, itemize the income in month one only (lines 11 through
16). Enter the amount from month 1, line 17 on line(s) 17 for the remaining
month(s). If the countable earned income is not the same for all of the
months, complete lines 11 through 16 for each month within the period. (see

note bedeowd an weYL ‘.')O-QI'C)-



<

7.

Note: If both the unearﬁed and earned fncome is the same for all months
. within the share-of-cost period, complete lines 1 through 17 for month
one only. Enter the amount from month 1, line 18 on line(s) 1B for the

remaining month(s).

11, Enter tne gross earned income.

12. Enter the totel deductions specified in Title 22, Sections 50551 ang
50551.1. Enter the deductions aspplicable tc the sepsrate income cf
the aged, blind, or disabled family members in 12a. Enter the deduc-
tions applicable to the separate income of the spouse or parent(s) in
12t. Include the $30 plus 1/3 deduction if appropriate.

13, Subtract line 122 from line lla. Subtract line 125 froz line 11b.

14, 4dd linmes 132 and 13b, This is the combinad eerned incoms of the
zgec, tlind, or disabled farily zembers and tneir spouse or pzreni(s).

[
w
.

Inter the $65 of the $65 and 1/2 deduction plus any unused portion
¢f the $20 any income deduction here.

16. Subtract lipe 15 fror linme 14. If line 15 is greater than line l4
enter zero. ’

17. Divide line 16 by 2. This figure equals the countable ezrned income.

18. Add lines 16 and 17. This is the total countable income of the aged,
blind, or disabled members of the MFBU plus their spouse or parent(s).
Enter this amount here and in Column III, line 1 for each month in the

share-of-cost period.

Column II -—- Income of MFBU Members or Persons Responsible for the MIBU
ket Listed in I

Ir this coiumn enter the nonexempt income of 2ll other members of the
¥738U or persoas responsible for members of the MFBU wvhose income was noz
consicdered in Column I. Do mot list the income of family members who
ére P2 or Other PA (except Four Month Continuing). (Do pot irnclude the
income of excluded children.) Do not list income which is exemp: in
eccordance with Title 22, Seztions 50523 through 50544,

e

Nonexempt Unearned Income

1f the countable unearned income ie the same for all of the months within the
share-of-cost period, itemize the income in month one only (line 1 through 6).
Enter the amount from month 1, line 7 on line(s) 7 for the remaining month(s).

If the countable unearned income is not the same for all of the months, »
complete lines 1 through 6 for each month within the period. (see note belew} Ol

pext poge)
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1. Enter the Social Security income.

2. Epter the net income received from property.

3-4. Enter the amount of &£11 other unearned income. Include $51/5SP
recipient's avzileble income and stepparent coniribution from the
wT 176=-%W, Part III and Pzrt V.

5. Add the amounts in Colume II, Part A&, lines 1, 2, 3, and &. ie is
the totel unearvped income.

6.  Enter the total deductions applicable to the unearned income. See
Titie 22, Section 50547,

7. Subtract line € frox lipe 5. This ie the countable unezrned iacoce.

Nonexempt Earned Income

1f the countable earned income is the same for all of the months within the
share~of-cost period, itemize the income in month one only (lines 8 through
12). Enter the amount from month 1, line 13 on line(s) 13 for the remaining
month(s). If the countable earned income is not the same for all of the
months, complete lines B through 12 for each month within the period. (see
note below)

Note: If both the unearned and earned income is the same for all months in the
period, complete lines 1 through 13 for month one only. Enter the amount
from month 1, line 14 on line(s) 14 for the remaining month{(s).

8. Enter the combined gross earned income.

g. a. Enter the $30, if the 30 and 1/3 deduction is appropriate. The
30 and 1/3 deduction is appropriate if the persons vho earned
the inconme were receiving an AFDC cash grant in anv one of the
4 mornths immediately prior to the month in which the deduczion
will be applied and the $30 was not acplied to income iisted in
Column 1. See Title 22, Section 50533.1.

b. If the 30 and 1/3 deduction is appropriaste, enter 1/3 of the

’ remainder of the earned income after subtracting the $30. This
is determined by dividing the remainder by three. If the $30 was
applied to income in Column I, divide the gross earnings by 3.

10. Enter the mandatory deductions that apply to the nonexempt earned
income.

11. Enter the work~related expenses, including milegge, that apply to the
nonexenpt earned income.
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12, Add lines %a and b, 10, and 11. This is the total of the earned
income deducticns.

13. BSubtract lipe 12 from line 8. This is the countable earned income.

14, Adc lines 7 and 13. This is the subtotal of the countadble income cf
the family members who are not gpplving as aged, blind, or disabled or
their spouse or parent(s).

1Z. Enter eny amount paid for court ordered child suppert or alimony or
child support paid under an agreement with the district attorneyv,

16. Subtract line 15 from line 14 for each month in the share-of-cost period.
This is the total countable income. Enter in Columm III, line 2 for each
month in the share-of-cost period.

Column III -- Share of Cost Computation

1. Enter the total countable income from Column I, line 18 for each month
in the share-of-cost period.

2. Enter the total countable income from Column II, line 16 for each month
in the share-of-cost period.

3. Enter the income allocated from the LTC or board and care person to the
family members at home for each month in the share-of-cost period. This
amount is computed in Part IV of the MC 176-W and is entered here when
doing the share-of-cost determination for the spouse and/or children of
the LTC or board and care person who are at home.

4. Add lines 1 through 3 for each month in the share-of-cost period. This
is the total countable income of the MFBU.

Allocations and Deductions

If the asllocations and deductions are the same for all months within the share-
of-cost period, itimize the amounts in month one only (lines 5 through 8). Enter
the amount from month 1, line 11 on line(s) 11 for the remaining month(s).

5. List the allocation to the children with income or property of their own
who are excluded. This amount {ie determined in Part I of the MC 176-W.

6. List the Special Deduction for all aged, blind, and disabled members of
the MFBU. This amount is computed in part II of the MC 176-W.

7. Llist the amount of income of the MFBU which is used to determine the
eligibility of any family member who fs & PA or Other PA recipient.
If a family member is receiving SSI/SSP, complete Part III of the
MC 176-W. If a member of the family is receiving AFDC, contact the
current month's grant.



8.

9&10 -

11.

12.

13,

14,

iy

List any health insurance premiums paid by, and purchased for, any
person in the family., This includes Medicare Buy-In premiums when
actually paid by a family member.

Lines 9 and 10 are reserved for future use.

Add lines 5 through 8., This is the total of the final deductions and
allocations for each month in the share-of-cost period.

Subtract line 11 from line 4 for each month in the share-of-cost period.
This is the total net nonexempt income.

Round line 12 to the nearest dollar for each month in the share-of-cost
period. This is the total net nonexempt income to be used in the share-
of-cost computation.

Enter the maintenance need for the MFBU for each month in the share-of-
cost period.

Note: The maintenance need should total the family members (including
Four Month Continuing Eligibles and Title II Disregard Members)
listed at the top of the MC 176-M. Do not include any person
who is PA, Other PA, excluded, part of a stepparent unit, or a
person in LTC or board and care who will be in a separate MFBU.

Share gi Cost

13.3

14.3

15.

16.

17.

1v.

Add 1lines 13 for all months in the share-of-cost period. This is
the total net nonexempt income for the period.

Add lines 14 for all months in the share-of-cost period. This is
the total maintenance needs for the pericod.

Subtract line l4a from line 13a. This is the share of cost.

Enter any underpayment adjustment determined in accordance with Title 22,
Section 50567.

Subtract line 16 from line 15, This is the adjusted share of cost.

Exempt Income

In this section list separately any income which is exempt. The income
exemptions are specified in Title 22, Sections 50523 through 50544.

Explanation of Changes Within SOC Period

Briefly describe changes within SOC period.

Eligibility Worker Signature

The worker enters his/her signature.



Worker Number

-8a

If the eligibility worker has & county number, enter here.

Dete of Computation

The eligibility worker completes
completed.

Countv Use
P————  ———

this box with the date the form wzs

Optional =- to be used in accordapce with county policy.

Processing

1. The form is prepared in duplicate.

2. f-there is & share of cost,

MC 177 when it is completed
is the first time the share
chzenge in the share of cost
MC 176-M and the MC 177 are
me=til procedures specifiec
of the Medi-Cal Eligibiliry

attach the original MC 176=Y to the

and the share of cost has been metr if it
of cost hes been met or there has beern a
singce the last time it was wet. The

then processed in accordance with depaci-
in Section 124 of the procedurzl periicn
Mznuel.

3. & copy of the MC 176-M is reteined i the case file.

Special Note: If form 176-M is being completed for a change occuring within
a share of cost period, rather than for a charige in the ongoing
share of cost, only the change must be itemized. Carry over
as many totals from the previous MC 176-M as possible. For
the 176-M for the ongoing share of coet; itemize in accordance
with the instructions above. .




IARE OF COST DETERMINATION — MN AND M! PERSONS = L.TC

te of Catitormis—salth ang Walfare Apency

Oepartment of Heaelth Services

me

IXEMPT INCOME

& Needs of duabled dependents

County District County Use
Etsactive Eligibifity Date for this Budopet
| New Applicstion [J Redetermination [0 Change [ Retrosctive Elig [J Correction | 40 Yr
BStes Number Sirthdew Sax (1) Socisl Sscurity No. snd
- . . (2} Heaith insurence Claim No. | Other
'a.! Aig] 7 Digit Serls! No. Lss No. Name — First, Midde, Lant Mo. Dey Yr. or Railrond Retirement No. | Coverage
{1
. H cwrerasarenrs
113 S
(2)
(y L. et .
(2)
S
_ 5 .
:‘)I - . + v o .- - .
2)
.1.) ------- LI AR -
{2)
2., .. RN .
2)
. Income of MFBU memben applying s aged, 1),  lncome of MEBLU membars not listed in §. 1. Shere of coxt computetion
blindt, or disabied plus income of spouss or {sxospt PA or ether PA}
parent {axcapt PA or other PA)
A. NONEXEMPT UNEARNED INCOME A, NONEXEMPT UNEARNED INCOME 1.Countabie income from ¢ 18
&, ABD-MN b. i:oun or 3. Socly! Security 2.Countable income from 11 16
rent ]
1. Social Security 2. Nat income from 3.Towl countable eligibility
Property income (sad 1 end 2}
* Ne! Income 3. Other—itemize
from Property ELIGIBILITY DEDUCTIONS AVAILABLE FOR S
ther— 4.ABD income deductions
_ ‘smilze
. 4, 5.0ther income deduclions
S. Tots! €. Totat eligibie deguctions
(800 1 thru 4) {sdid 4 and 5}
6. Deauctians 5. Total unsarned income 7. Towi countabtie income
(ado ] throuph &) (edd 3 and 6!
7. Remainder a. D. &. Dmauctions
{5 minus 6) ALLOCATIONS AND DEDUCTIONS
8. Comdined unsarned inc, 7. Countabiz uNBATMeS inc. .
(80c 7a ang 7b) (5 minus 6) B,Ailacm?;\ 1sr:‘m’L.TC/B'&C
Income {17 iV
$. Any income deduction —420 L
B. MONEXEMPT EARNED INCOME 9. Aliocation 1o exciuded
10. Countabie unestnes 8. Gross sarned Income S —chilgiren (176W Ppn1 1}
Incoms (8 minus 9 10.Specist deduction
B. NONEXEMPT EARNED INCOME . 1 CC n tast 4 months ({T6W, Pert 1]
a. enter $30 i3 1 """“""':?'.t?, determine
11. Gross Earned | & b. . 1/3 Remainder T A Eligibitity
Income 5 12. Heatth Insurence
12. De t 10. Mand. emaduct 3
ouetions £ 13.Tatal a!locations/geductions
13, Aemainger a 5 11. W/R sxpeness {adid B through 12) ~
(11 minus 12) ' & “-"r.,":f ! ygyesmet income
14, Combined sarmed Inc. 12. Total sermed ncome AnUE .
(sdd 13 and 13b) deductions (sdd 9, 30,11) 15. Total net nonesamp income
15. $65 sarned Inc. SeOuction 15, Countadle sarmed rounded
Pl B d 820 income (8 mima 12) 16. Maintensnce mead
16. Remalngar 14. Subtotal countaipie
{14 minus 15) Incoma {add 7 eni 13) 8. MFBU rrembess ot in
17. Countabia sarned iInc. 15. Chid Support/Atimony LTC No.
{Sivide 26 ty 2) b.MFBU membes in LTC
1&. Total countadie Ing. 16. Toth! countabie Incoms . _ o Panaons nesds
{200 10 an0 17) (14 minus 18) » Upkeep of howme :

¢. Tow! maintensnce need
{16 + 180}

17.Share of cost
118 minus 16)

Elginliity worker Signature/Computation Date

Worker Number

County Use

18. Underpay ment sdjustmeny

18 Adjusted Share of Cost

-~
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INSTRUCTIONS
SBARE OF COST DETERMINATION MFBUs WHICH INCLUDE
A PERSON IN LONG~TERM CARE (LIC)
FORM MC 176-M-LTC

Form MC 176~M-LTC, Share of Cost Determination, is used to complete the
share of cost for all Medi-~Cal Family Budget Units (MFBUs) which include a
person in LTC. This form is completed at the time of a new applicationm,
restoration, reapplication, change in income affecting the share of cost,
or correction in the share of cost, and to determine the share of cost for
any month in the three-month retroactive period.

Instructions for Completion

Identification Section

l. Enter Case Name.
2. County District. If the county has districts, identify the district.

3. County Use, Make any entries the county department has designated it
wants, such as caseload numbers for automatic sorting and returm.
Coding for this space is worked out with the Center for Bealth Statis-
tics, Department of Health Services.

4. Check the appropriate box which gives information concerning the
reason for the computation, The box "mew application” includes
restorations and reapplications.

S. Effective Eligibility Date for this Budget. Enter the month in which
eligibility will begim with thie budget computation.

6. State Number. For family members who are applyipog as MN or MI, and
included in the Medi~Cal Family Budget Unit (MFBU), enter the county
code, appropriate aid code, seven-digit number, MFBU number, and the
persons number. If the county does not use a seven-digit serisl
number, enter zeros in frout of the serial number until there are
seven digits. For the family members who are pot included in the
MFBU, enter their status under state pumber, in accordance with the
following:

PA~-———rmm ~—=«For Public Assistance Recipients.

Other PA--~——~~For Other Public Assistapce Recipients except Four
Month Countinuing.

Four Mo. Cont.~For family members eligible for Four Month Continuing
Eligibilicy.

Excluded--—=—<=For childres with income or property of their own excluded
from the MFBU.
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I.E.m—————em ——-For members of the MFBU who are ineligible to receive a
Medi-Cal card.

§/P-————mm— —For family members in the stepparent unit wvhen only the
parent and the parent's children are included in the
MFBU.

Title II Disregard Member-—-For aged, blind, or disabled family
members who were discontinued from SSI/SSP and
continue to recejve a no—-cost Medi-Cal card in
accordance with Title 22, Section 50564.

ABD/LTC~~-~-~---For an aged, blind, or disabled person or the spouse of
or an aged, blind, or disabled person who is in LTC or board
ABD/B&C and care who will be in a separate MFBU from his/her

spouse and/or children listed on this MC 176-M-LTC.

7. Under name, enter the names of all family members living in the home
in accordance with Title 22, Section 50071, and any aged, blind, or
disabled person or spouse of an aged, blind, or disabled person in LTC.
Enter .an unborn child by listing as the name "unborn™ and expected
month of birth after "unborn”.

8. Enter the birth date of each person listed. Under sex, enter '"M" for
male and "F" for fewale for each person listed.

9. Enter the Social Security number after (1) for each person applying as
MN or MI. If & person does not have a Social Security number, he/she
must apply for one. 1If application has been made for the Social
Security number, enter "applied"., If a person refuses to apply for a
Social Security number, the person would not be eligible for Medi-Cal
and would be an ineligible member of the MFBU in accerdance with
Title 22, Section 50379, Enter the Medicare or Railroad Retirement
claim pumber, 1f any, after (2). See Title 22, Section 50187.

10. Other Coverage Code. Determine the other coverage code in accordance
with Section 154 of the procedural portion of the Medi-~-Cal Eligibility

Manual.

Column 1 — Income of MFBU Members Applying as Aged, Blind, or Disabled
Plus Income of Spouse or Parent

In this column enter all the nonexempt unearned and earned income of all

the family members who are applying as aged, blind, or disabled in (a), and
the nonexempt unearned and earned income of their spouse or parent(s) in (b).
Do not consider the income of family wmembers who are PA or Other PA (except
Four Month Continuing). Do not consider income of family members who are
not considered living in the home in sccordance with Title 22, Section 50071.
Do not list income which 1is exempt in accordance with Title 22, Sections

50523 through 50544.

MANTIAT. T RTTFR ND ’ \
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Nonexempt Unearned Income

1. Enter the Social Security income.
2. Enter the net income received from property.

3~4. Enter the amount of all other unearned income. If applicable,
4oclude SSI/SSP recipient's available income and stepparent con-
tribution from MC 176-W, Part III and Part V.

5. Add the amounts in Column I, Part A, lines la, 2a, 3a, and 4a.
This is the total unearned income of the aged, blind, or disabled
family members., Add the amounts in Column I, Part A, lines 1b, 2b,
3b, and 4b. This is the total unearned income of the spouse or
parent(s) of the aged, blind, or disabled family members.

6. Enter the total deductions specified in Title 22, Sections 50547
and 50549.1. Enter the deductions applicable tc the separate
income of the aged, blind, or disabled family members in 6a.
Enter the deductions applicable to the separate income of the
spouse or parent(s) in 6b.

7. Subtract line 6a from line 5a. Subtract line 6b from line 5b. -

8. Add lines 7a and 7b. This is the combined unearned income of the
aged, blind, or disabled family members and their spouse or parent(s).

9. No entry. This line shows the $20 any income deduction.

10. Subtract line 9 from line 8. This is the countable unearned income,.
If the countable unearned income is a minus figure, enter zeroc on
line 10 and enter the minus figure which is the unused portion of
the $20 any income deduction in the blank provided on line 15.

Nonexempt Earned Income

11. Enter the gross earned income.

12. Enter the total deductions specified in Title 22, Sections 50551 and
50551.1. Enter the deductions applicable to the separate Income of
the aged, blind, or disabled farily members in 12a. Enter the deduc-
tions applicable to the separate income of the spouse or parent(s) in
12b. Include the $30 plus 1/3 deduction if appropriate.

13. Subtract line 12a from line lila. Subtract linme 12b from lime 1l1lb.

14. Add lines 13a and 13b. This 1is the combined earned income of the
aged, blind, or disabled family wmembers and their spouse or parent(s).
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15. Enter the $65 of the $65 and 1/2 deduction plus any unused portion
of the $20 any income deduction here.

16. Subtract line 15 from line 14, If line 15 is greater than line 14,
enter zero.

17. Divide line 16 by 2. This figure equals the countable earned income.

18. Add lines 16 and 17.-This s the total countable- income -of the aged,
blind, or disabled members of the MFBU plus their spouse or parent(s).
Enter this amount here and in Column III, line 1.

Column II — Income of MFBU Members or Persons Responsible for the MFBU

Not Listed in I

In this column enter the nonexempt income of all other members of the
MFBU or persons responsible for members of the MFBU whose income was not
considered in Column I. Do not list the income of family members who
are PA or Other PA (except Four Month Continuing). (Do not include the
income of excluded children.) Do not list income which is exempt in
accordance with Title 22, Sections 50523 through 50544.

Nonexempt Unearned Income

1. Enter the Social Security income.
2. Enter the net income received from property.

3-4. Enter the amount of all other unearned income. Include SSI/SSP
recipient's available income and stepparent contribution from the
MC 176-W, Part III and Part V.

S. Add the amounts in Colummn IX, Part A, lines 1, 2, 3, and 4. This is
the total unearned income.

6. Enter the total deductions applicable to the unearned income. See
Title 22, Section 50547,

7. Subtract line é from lime 5. This is the countable unearned income.

Nonexempt Earned Income

8. Enter the combined gross earmed income.

S. a. Enter the $30, i1f the 30 and 1/3 deduction is appropriate. The
30 and 1/3 deduction is appropriate if the persons who earmed
the income were receiving an AFDC cash grant in any one of the
4 monthe immedistely prior to the wonth in which the deduction
will be applied and the $30 was not applied to income listed in
Column I. See Title 22, Section 50553.1.
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b. If the 30 and 1/3 deduction is appropriate, enter 1/3 of the
remainder of the earned income after subtracting the $30. This
is determined by dividing the remainder by three. If the $30 was
applied to income in Column I, divide the gross earnmings by 3.

10. Enter the mandatory deductions that apply to the nonexempt earned
income.

11, Enter the work-related expenses, including mileage, that apply to the
nonexempt earned income,

12. Add lines 9a and b, 10, and 11. This 1s the total of the earned
income deductions.

13. Subtract line 12 from line 8. This is the countable earmed income.
14, Add lines 7 and 13. This is the subtotal of the countable income of
the family members who are not applying as aged, blind, or disabled or

their spouse or parent(s).

15. Enter any amount paid for court ordered child support or alimony or
child support paid under an agreement with the district attormey.

16. Subtract line 15 from lime l4. This is the total countable income.
Enter in Column III, line 2.

Column III — Share of Cost Computation

1. Enter the total countable income from Column I, line 18.
2. Enter the total countable income from Column II, line 16,

3. Add line 1 and line 2. This is the total countable eligibility
income of the MFBU.

Eligibility Deductions Available for Share of Cost

4, Enter the total income deductions from Column I, lines 6, 9, 12, 15,
and 17,

S. Enter the total income deductions from Column II, lines 6, 12, and 15.

6. Add lines 4 and 5. These are the amounts which must be considered
available in share-of-cost determinations for persons in LYC.

7. Add lines 3 and 6. This is the total countable income available
to the MFBU.
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Allocations and Deductions -

8. Enter the allocation made from an aged, blind, or disabled spouse
or parent in LTC or board and care to the spouse and/or children at
home when the spouse and the LTC or board and care person are
separated in accordance with Title 22, Section 50377, or there is
no spouse. This amount is computed in Part IV of the MC 176-W and is
entered here when deing the share-of-cost determination for the aged,
blind, or disabled spouse or parent in LTC or board and care. This
allocation also applies when the spouse of an aged, blind, or dis-
abled person is in LTC or board and care.

9. List the allocation to the family members who are excluded. This
amount is determined in Part I of the MC 176-W.

10, List the Special Deduction for all aged, blind, and disabled members
of the MFBU., This amount is computed in Part II of the MC 176-W.

11, 1List the amount of income of the MFBU which is used to determine the
eligibility of any family member who is a PA or Other PA recipient.
If a family member is receiving SSI/SSP, complete Part 1II of the
MC 176~W. 1If & member of the family is receiving AFDC, contact the
AFDC worker to obtain the amount of income being used to determine the
current month's grant.

12, 1List any health insurance premiums paid by, and purchased for, any
person in the family. This includes Medicare Buy-In premiums when
actually paid by a femily member.,

13. Add lines 8 through 12. This is the total of the deductions and
allocations. '

14, Subtract line 13 from line 7. This is the total net nonexempt income.

15. Round line 14 to the nearest dollar. This is the total net nonexempt
income to be used in the share-of-cost computation.

16. Maintenance Need

a. Enter the maintenance need for the members of the MFBU who are
not in LTC. Specify the number of persons to be included.

b. Enter the maintenance need for the wembers of the MFRU who are in
LTC. This would be:

$25 for personal and incidental needs for each MFBU member in
LTC.

An amount for upkeep of the home. This amount i{s only allowed if i
the conditions of Title 22, Section 50605 (b), are met. The
amount allowed is determined in accordance with Title 22, Section

50605 (c).
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An amount to meet the needs of any disabled relatives, other than
a2 spouse or child, or the LTC person. This amount is determined
in accordance with Title 22, Section 50605 (d) and (e).

c. Add a and b, This is the total maintenance need for the MFBU.
Note: The maintenance need should total the family members
(including Four Month Continuing Eligibles and Title II Disregard
Members) listed at the top of the MC 176-M-LTC. Do not include
any person who is PA, Other PA, excluded, part of a stepparent
unit, or a person in LTC or board and care who will be in a
separate MFBU,

17. Subtract line 16c from line 15. This is the share of cost.

18. Enter any underpayment adjustment determined in accordance with
Title 22, Section 50567.

19, Subtract line 18 from line 17. This is the adjusted share of cost.

Column IV - Exempt Income

In this section list separately any income which is exempt. The income
exemptions are specified in Title 22, Sections 50523 through 50544.

Eligibility Worker Signature

The worker euters his/her signature.

Worker Number

If the eligibility worker has a county number, enter here.

Date of Computation

The eligibility worker completes this box with the date the form was
completed.

County Use

Optional — to be used in accordance with county policy.
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\ tCounty Stamp) :
MEDI-CAL
NOTICE OF ACTION
APPROVAL FOR BENEFITS
{
7 State No.:
District:
Approva!l for:
’ TTNETE )
— ___l
Your spp cation for Medi-Ca! benefits has been approved.
ll Yo. are entitled to receive Medi-Cal benelits beginning the first da.y of - . You will receive 2 Mec,-Cai ce ¢ soer.
OMmLn

Zowavt present this card to your doctor o 2ny other Medi-Cal provider when you are requeziing medica: Services.

_ S.rnge your income exceeds the amount allowed for living expenses, you have a share of cott 10 pay o7 obligete 1owa ¢ your medice

Tare. Your snare of costis § beginning . Your share of cost wat computed &t foliomt
Montn 1 Monin 2 Month
i Gross Income € S g
fie1 nonexempt income £ S S

Maintenance need

N
v
7

L xcess income S ‘ $ s
Snare of cost s
- Enciosed is a RECORD OF HEALTH CARE COSTS FOR . Please ipliow the instruci:0ns or th

{MOrIT. Trirouph MOnRSY

reverse side of that form. 1f your medical expenses exceed your share of cost for any period, & Medi-Cal cerd will ne issued t
you afier the form has been compieted and approved.

— A MedCal card showing the share of cost will be mailed to you a1 the iong-term care facility each month. The share o cost s
be paid or obiigsted 10 the tacility each month.

— Yoo must bung or maii verification of the foliowing items by or eiigibibity for Meci-Ca' benetits wiil
(Date)

assconunued effective the last day of

(Montn)

The reguiations that require this action are California Administrative Code, Titie 22, Section(s).:

— Your appiication has been approved for only because
iMontnj

The regulations which require this action sre Calitornia Admimistrative Code, Title 22, Secuondsi

{ENgIDitity WRIneT| {Phone)

e mm asmr AP YUIIE RATI D
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{County Stamt) J
MEDI-CAL
NOTICE OF ACTION
INCREASE IN SHARE OF COST

L -
-
L State No.:
District:
Increase in Share of Cost for:
{Names)

. ]
— |
Your share of cost has been increased 1o S 7 per period beginning because:
- Enciosed is am additiona! RECORD OF HEALTH CARE COSTS for the period . Ht shows

{Morth Tnrouer rApnth)

your new share of cost for the period. Attach this form 10 the form you have already receiveC far the period. Text both forms

1o eny medical pravider you see. ¥ your medical expenses exceed 1his new amount, @ Medi-Ca! cardd will be issued 1o you efier
the form has been completed and approved.

You heve been assigned a supplememta! share ofcost 0t $ {or the months in your

(wontn Througrt Mon:n)

corrent share of cost period, because:

Enclosed is 2 suppiemental RECORD OF HMEALTH CARE COSTS. for

_ 1t shows your suppierenial
tMontn Through Monin)

snare of costs for these months. It your medical expenses in these months exceed that share of cost, 3 Medi-Cal card wili be issuec 1o
vou atter the form has been completed and approved.

Tne regulations which require this action are California Administrative Code, Title 22, Secuion(s):

Your new share of cost was determined as follows:

Mormh 1 Month 2 Month 3

{Monthly gross income  § S s

Monthiy net nonexempt

income H . 8 $

Maintenance need -8 S s

Excess income s , +5 +8

Share of cost S

T (Ellgibility Worner) (Prone Mumper; (Cate

~= me = eue argeses N NE THRIS NOTICE



2 01 LpitTOMIE—raailh 7o Walla:s AgengCy
R-Cal Program

MEDI-CAL
NOTICE OF ACTION
REDUCTION IN SHARE OF COST

State No.:

District:

. Reduction in Share of Cost for:

iNamaes)

Y aur srare of cost for the period - has been reduced 10 §

because:
Mantn Thnrougn Month

— You will receive 3 Medi-Cal card soon. Always present this card to your dpctor or any other Medi-Cal provider when you are
requesting medical services.

. Attach this notice to your RECORD OF HEALTH CARE COSTS for this period. Take both forms 1o any medicai providers you

see during the period. If your medical expenses sre aiready greater than the amount shown a2bove, take both forms 1o your
county weltare department,

Tne regulations which require this action are California Administrative Code, Title 22, Section(s):

Your new share of cost was determined as follows:

Month 1 Month 2 Month 3

{Monthly gross income  § S S i
Monthiy net nonexemp?
ncome $ s )
Maintenance need -8 $ S
Excess Income s +$S +3
Share of cost s

{ENRIBIItY Worker) (Prione Number) (Catel

-
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) Of CAlHOrnia—raaitn snd Weifars Agency
Program

\

Cepartrnent of Hesith Sen

SO DIST COUNTY v
OF HEALTH CARE COSTS = BMARE OF COST
Only Megical axpamias in the Share of Cost [
D INSTRUCTIONS ON BACK BEFORE COMPLETING folowing months Mmay be HSteg Beiew.
The smount thet you  fee ool
Menth A Month B menm C Ml DAY o OBIIpSTY i Awtro, £
]
Mo, Yr. Mo, yr. Mo, Yr. (Yot
My deyf e 1
_' 111 (o 1o €
me
dress
Iy /State/2ue
Sooe |
edital axbensad of family member INeC DeIOw MEy Ds used 10 mest Share of Comt
State Numbder Elpibie Sirthae -y
Name — Last, First ip. Cov. | socis! Seturiry No. HIC or RA Nao,
Ao {7 Digit Seriss No. | FBU | Pers, Al 81 C| ™Mo, Day r. ICooe

Owciarstion of Provider: Each aervits [INI6C Deitw Nas Deen provided 10 tha DArsOn listed on tha date specifle,

{, the GNOETIGNED Brovider, NETEDY QECIBTE INATL I re

Dayment or wiil seak Doy mant fram the pDetient (o7 tha amount shown In the ~Billed Patient’ Column ang that | witl NOt cteDt Bayment from the Meg-Cal Drogra

mal amount.

This bs i pmount snown in e “Biled Megi-Cal™ Lolumn, and is the differencs Setwesn the “Totsl B ang smount BIIeg Patient™.
! unSerstand tThat [t | Bill INSUTANCE of afry Gthar Thirt Sarty for the mrvics rendersd, | cannot ISt on this form the smownt of the charge daid Dy the Insurenca or

[ 3180 uNGATItand SN PN thet | May ek DaYMent T70Mm the MegCal progrem tor tha COST O My MTYiSR ih excesy Of the smount DS o the o

thira perry.
| o pware that financial iInformetion en this Torm may M JUbCE 10 ICTTLNY DY the tnternal Revenus Servics sng/or State Prancnies Tex Board.
PROVIDER NAME Proviaer No. Date of Servies SERVICE Proc. Coos/ Tota: Bitl Bibea Biiegc Mao,-
Mo, Day , Yr. Prest. No. Patient
i ! ! . s .
PATIENT NAME i i
} i
b J
PAOVIDER SIGNATUAE (Ses Detlargtson Abeve) I ]
b | {
PROVIDER NAME Pravider Mo, 1 T
{ H
S i
PATIENT NAME ‘; E
T L X T 11
PROVID! IGNATURE (See Dacisration Abhowe) 1 ]
| g P
PROVIOER NAME Froviaer No. 1 lr
H
—l . |
PATIENT MAME r |
| |
PROVIDER SIGNATURE (See Declaration Above) 1 2}
b P
— 1.
l FPROVIDER NAME vienr Mo, r "
1 b
PATIENT NAME 1 (
R 1 | \
FROVIGER BIGNATURE (Sas Diclarstion Abeww) T ;
I
_! ;
STATE USE DNLY | RAve regd the MEITUCTIONS ON the BECK 8f this Term. | agres t0 mmame (Uil Wga! FESDONMDIITY fOr t
T B TW"’"‘"““ NEWE sbove 0 1ne “Biies Patient’ cansnn.




INSTRUCTIONS FOR D e
RECORD OF HEALTH CARE COSTS —
SHARE OF COST

ions o Peuent

_ top of the other side of this form is a box labeied “Share of Cost” The amount shown in this box is your share o (
. cal expenses for the months indicated. You rmust pay or agres (o pay this amount of your medical bills before Mesi-
~ill pay. Medicai expenses for any family member shown on the other side of this form can be used to mee? the share

cost IMPORTANT: If you QEI another notice that s2ys your share of cost has changed for these months, atiach that
qce to this formu

e this form to anyone who has given or will give you medical services (e.q., doctor, pharmacist, hospital, e1c.) in the
nth specified. The provider will fill in the amount of the totaf bill and the amount you have paid or have sgre=d 10 pay;
; should not pay or 2gree 1o pay more than the amount shown in the “Share of Cost” box. I the total amount in the

iiled Patient” c¢olumn is more than your share of cost, vou will be responsicle for the entire amount shown in this
umn,

er the towl amount in the "EBilled Patient” column equals exactly your share of cost, you sheuld then sicn the botom
: of the form and rewumn it 10 your eligibility worker. Keep the last copy for your records. If the form has been
npleted torrectly, you will receive your Medi-Cal card shortly,

en you receive the card, it is your responsibiiiw 1o take the card to the providers who have sianed the front of the form
they can then bill Medi-Cal for the part of your medical bills which you did not have to pay or agree to pay in meeting
ir share of cost

il four of the provider boxes on the front of the form have been used and you have not met your share of cost, contact
ar eligibility worker for issuance of an additional form.

sou have any gquestions about this form, call your efigibility worker,
ions 1o Provider

Omily WeeOlcal axXoerses in s Share ot Cost Paem of

YER — LD A\’O-ld Dlgiav in Processing the ‘rtlowing MONINS May Do HiTed 2410w, The amount mat you |

Record of Hezith Care Costs, Comolete tianth A Montnh B montn C Musi pay of otligsis . | Rewra. Edg?
All ttems {3) Tnhrouah (131, _ . '
Elipibie 2 s }_
Maorre — Last, FIret o Birthdats [y Yr. Mo, ~ wr. Mo, Y. (Y earmo)
Al Bl L1 wo. Day VY.
i 1 134
R NAME Provicer No, Date of Sarvica SERVICE Proc, Coguy Towst 814 BMisc Bittes Mewai-Cal
A . Mo, Day YT, Prasc. Mo, Paptent
& 5 I ! s 3 3
NT NAME 1
- 1
6 ' 7. 8 9 10 11 172
CEA SICNATURE (S+0 Declaration Abows) Tl i o
13 L

SHAREQFCOST ... i This is the amount which must be paid or obligated by the patient

ACNTHS OF EXPENSE (.. ... ... v ... These are the months for which services received may be applied toward the share of cort.

AONTHRS OF ELIGIBILITY . . ... ... ... These are The months for which the patient it #ligible for Medi-Cal coverage.

PROVIDERNAME . ..o . o .. Enter physician, facility, of other proyider’s name,

"ROVIDER NUMBER . ... i ih e e Enter provider’s licensa number/i{ not & Californiz provider, enter “out-of-state.”

ATIENTNAME ... i i c e e a e Enter name of patiert 1o whom service has been provided.

SATEOFSERVICE . . .. .. o e Erter exact cdate (moath, day, vear] smach service was performed. Do not liss dates swch a3
April 2 through Apnl 10, but list each separate day, month, and year on which services were
provided. The s2rvics must have been performed in the month listed in Item 2. Do not list any
wrvices not yetr rendered. Continuous service (such as hespitslization) should be shown as
month, day, year THRODUGH month, day, year.

ERVICE L e e Enter specific Medi-Cal covered service rendered.

DT CODEPRESC.NO. oL ool Enter the procadure code number or presgription number,

VAL RILL . e e Enter tomal charge for sarvice, Do not enter in this spaca any arneunt billed 1o Medicare or

. other third party payers,

BILLED PATIENT . oo v i it e e et v Emter the amount billed to setient. 1 more than one provider lisS services, the tomls of ltem

10 must not excered amourtt listed in ltem 1, or the amount listed in any notics of revised
share of cost xtrached to this foem.,

mET P P bar e moas - . .
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