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April 15, 1985

TO: all Count? Helfare Directors _
inist - - : Letter No. gsa
County Adninistrative Officers 4 I No. B5-58

JOHNSCN V. RANK (USDC, N.D., NO. 84-597¢ sc)

Referance: Titlg 22,'Caiifornia Admiﬁistrative Code (cacy
Sections 50655-50659 ang Title 42, Code of Federal
Regulatlons'(CFR) Section 435.832(C)(4)

On March 22, 1985, the Uniteg States District court

Francisco issued a court aorder in Johnson v. Rank wh
Joanson =ank

: ich mandated
the Department 0% Health Services to develop procedures,whereby

long term care (LTC) individuals can deduct Necessary noncoveread

nedical expenses from their ‘monthly Share of Cost (S0C). The
court-ordered deadline for-implementing this change is May 1,

.

l985.

Currently, indivicduals in LTC rormally pay their total monthiy
SOC to the convalescent hospital. Under +he Johnson v. Rank -
court order, LTC beneficiuries will be able to use necessary
medical or remedial items and services which are not+ covered
and/cxr paid for by the Medi-~-ca: Program or any othexr Third party
Payox, to help offset their shere of cost, ANY renmdining soe

1s paid to tha LTC facility, ’ '

IMPLEMENTATION FROCEDURES

The Department of Health Services will send an information notice
(form ID-104) describing the new soc brocedures to all indivig-
uals who are reported as LTC/S0C eligible for May 1285 month of
eligibility on MEDS. Counties, therefdre, need not send a
beneficiary notice for cngoing (May 1985) eligibles. 3 :
CoPY of the beneficiary information notice is included with this
letter as Attachment I.. -

Beginning in May 1985, counties will be remvired +o issue the
information notice to each new LTc/soc beneficiary. addition-
ally, at the time o* application, counties are reguired to fully
explain this process to all new LTC beneficiaries, or the persons
2Cting in their behalf. The information notice should also be
forwvarded to ITC beneficiaries as pPart of the anrual redetermina~
ticn process, The netice will refer LTCc/s0¢ beneficiaries to

Their eligibility workers fer guestions, informatien ang assistance.
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All county Weifare Directors -s-
County Administrative Cfficers

An initizx Bupply of the beneficia ot

Iy notice has been includeg
with this Al County Letter, Addltional copies nay be ordered
using current Department forms ordering Procedures,

€ first of the

covered prescription drugs, noncoveread therapeutic services ang
"other necessary noncovered medical and remedial iters and ser-

vices which the' beneficiary receives during the month.

The facility wili be required to record these Necessary non-
covered sarvices on form Dus 6114. This form identifies the .
beneficiary, the service recelved, the providers ang the amounts
paid for the specifiegd Bervices. The form will be maintained in
the beneficiary's file at the LTC facility for subsequent post
audit by the Department, ~he beneficiary, or someone acting on
the beneficiary's bpehal?, will sign the Form attesting to receipt
" the services listed. ‘ ' ) :

Enclosed for vour information is a copy of form DHS 6114

(Attachment IXI) and the provider bulletin which explains this new
brocess (Attachment IIIY. )

The claim for payment which the L7TC facllity submits to the State
at the end of eazch month, will be adjusted by the facility to

reflect the difference batwean the SOC collezted at the beginning of
the month, and the amounts subsequently paid for noncovered .

services,
Following i1s an example of thism process:

On May 1, the LTC beneficiary is issued a Medi-cal card which
indicates a $200.00 soc. Tn early May, the convalescent hospital
collects the $200.00 SOC from the beneficiary. bpuring Yay, the
Deneficiary receives $15.00 worth of noncovered prescription

tal, which, in turn Pays the providers ang docunents such pay-
ment.. At the end of the month, the LTC facility bilis the Medil-
Cal program and indicates on the LTC clain ferrm the SOC awount
applied toward the facility charges. In +his examcle, the ILTC
“eility would indicate $165.00 as the remainder of the Ssoc

sunt after payment of necessary non-program covered medical
services. The above Process ‘would occur each month the beneficiary
ls eligible and receives nhecessgary noncovered services.



*Lestioga; Tegarding thisg peolicy
4-4956; ‘for u ’
: ‘ ;: Procedurs:
Gurley of my stafs at (sie) 445—2§§§

Sincerely,

Original signed by

* Doris Z.Soderberg, Chief

Attachment Medi-Cal Eligibility Branch

cc: Med%-Cal Liaisons
Medi-cal Program Consultants:

Expiration date: August 1, 1985
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T T i =R P ALILILIRES

Medi-Cal Identiticalion Number (Taken hom T Redi-Cal Carg) ﬁ]
! 1

ey .
AD 7 DIGIT SERIAL N, I reU |

_ PROVIDER KAME PHYSICIAN WAME OF " SERNCS DESCEFTIN T AU00MT Fub FoR WO LOVERED trmecin
4 5 5 _ \_3 '

o

.
77 //C;// 7 7
TR 50¢ s 3 i
TOTAL NDU-LOVERED - ,
SERVICES I — @ ) !
© YUTAL SO DEDOCTER ,
# ' : FtDd UT cone 3 ’
stern {1) Madi-Cal Identification Number. oo, This Is the 14-cight number 2ssigned by the count
' - : wellare department.
Mem (2) Month of ENGIbillty v This s the month the beneficlary is eligible for
T Led-Cal coversne,
HMem (3) Share of Cost weveuneenno... serreeseeninnrneesenee, This ks the amount that must be pald or obligatec
' ; by the baneficiery.
" hem (4) Provider Name :.:-:.'.........:;:'.'.'.::.-.:.::.-.._.:...._“EMér‘p:wiEer' name. T T —

ftem (5) Physician NEme ...ceceruerernroroeeeesveeoo o crter patien!'s shysician name.,

Hem (6) Date of Service Tt s, EXECE date services were recaived.

Hem (7) Service Descriptian |.......... Teereneissrere e nnnraes Emer the gpecific service received.
ttem (8) Amount Pald for Non-Covered Sorvices ............ Enler the mmount paid for this specific noncovers
. sorvice recshesd.
hem {9) Total Share-olCost et reenrne et re et et an s s Enter the ehereofcost smount from "Share-of-
Coat” box,
fem (10) Total Non-Covered Services oo Erfler the tob! amount of non—covered sorvices
. pakd by the beneficiary,

ttem (11) Tota! Share-oh-Cost Doductisd from LTC Clalm .. Entar the tote} sharofoost mmnount thet mos! be
cscucied from the LTS eletm .
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ATLaCier e,

Callfornia - Health and Weltare Apency

! Program DESARTMET op HEALTH SERvyer:
OF NON-COVERED SERVICES - | T '
:nlificalion Humber (Taken trom the Magi-Cal Card) Konth of E|_|gjpm
I B R N N D U | 500
[ 7 DIEMT_SERWL HD. ey | PERS B0 YR. F—

ICIARY KAME

LOHETERI CARE (TT) FALILITY HAME (fou may - romp)

- SECURITY NUMBER ADDRESS

IF BIRTH

cry STATE ZIP

tn-covered services below. \When compleling this :cclidn, plezse Indical the provider of the zervice, the prlients physiclan name, ¢z

t, service descriplion and amount paid for the service(s) received. The mnousl paid for non-covered reryiees Must be totzled pac
. . . . bt ¥l ?oeach
ersd in e "Io31 Hon-Covared Services”™ box below, All zorvices lclod below Lot Lo g

| toaziclent with the alap of tave wwthorbed ¥
inp physician and decumented in the patlent’s medical recod, ? '

_ ARDUNT PAID 7O
HOYIDER KAWE PHYSICIAR MAME .- DAXTE OF 8ERYMTE LIRYILE DESCRIPTION HOR-LOVERED SEHYIT

- - eme =t ey e m e cmEm e—————— s

ym must be kep! in the beneficiary's file and mvzllable b Department of Health Ssrvices £2H for pc::‘.-:urdr! review.
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