STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY . PETE WHLSON, Governor

DEPARTMENT OF HEALTH SERVICES
7i4/744 P STREET ’

P.O. BOX 942732

SACRAMENTO, CA 942347320

(916) 657-2941

August 19, 1943

TO: All County Welfare Directors Letter No.: 93-g1
All County Administrative Officers
All County MedI-Cal Program Specialists/Liaisons

STATE BUY-IN PROBLEM REPORT--DHS 6166 (6/93)

The purpose of this letter is to notify county staff of the availability of a revised State Buy-in Problem Report
torm (DHS 6166 (6/93)}.

Enclosed is a copy of the new Buy-In Problem Report form to be used effective immediately. The form has
been revised to include space for Specified Low Income Medicare Beneficiaries (SLMB) problem
identification and another line to be written in for future programs.

Instructions for completion are on the reverse and the State Department of Health Services mailing address
is positioned to fit in a window envelope for your convenience. The revised form should simplify reporting
and ensure pertinent information is available for timely resolution of Buy-In problems.

Please destroy the old DHS 6166 (4,/90) forms and notify your staff to use the new DHS 6166 (6/93) form.
The form may be ordered form the Department of Health Services warehouse at the address below:

Department of Health Services
1037 No. Market Blvd., Suite 9
Sacramento, CA 95834

(916) 928-9203

We suggest that your staff re-evaluate Buy-In problems to see if they still exist prior to submitting a Buy-In
Problem Report. If you have any questions or need additional information regarding the DHS 6166 (6/93)
form, please contact Chariotte Gordon at {816) 323-8683.

Sincerely,

ORIGINAL SIGNED BY
Angeline Mrva for

Frarik S. Martucci, Chief
Medi-Cal Eligibitity Branch

Enclosure



State of California~Health and Weifare Agency Depariment of Health Services

STATE BUY-IN PROBLEM REPORT

(Medicare Part A and B}
See reverse for Privacy Statement

and Instructions for Completing Form.

A. COUNTY REPRESENTATIVE INFORMATION B. BENEFICIARY IDENTIFICATION
Name County Iistrict E/W Number Name (Frrsty Middle) (Last)
Telephone Number Date Subuicted Reaponse Requested | Dute of Birth (Month/ Day /Yo )
( ) Oves Are s [Iw (Jr
Counry Mailing Addreas Social Security Number .
Medicare/ Rafiroad Claim {HIC] Number
D Alien Ressdent
Date of Entry To USA
C. PROGRAM ELIGIBILITY/CASE IDENTIFICATION
7-Digit Serial Perso EligibiH Approval
County Ald 1;'l’hls::lﬂmr FBU Numb;- ulﬁ‘t’e nd E‘:‘:
FILL IN BOTH CASE IDENTIFICATION LINES IF MEDI-CAL AND QMB (DUAL ELIGIBLE).

( ) Medi-Cal
( ) aQM™MB
{ ) S5LMB
(]
Remarks—Explain Buy-In Problem
{ ) Attachments
D. STATE USE ONLY

{IMedicare Claim No. {HIC) being reported is incorrect. The correct number is:

[JAccretion confirmed on / Effective Date: QMBPartA_ = PartB___

CIDclctlon confirmed on / Effective Date: QMB Part A Part B )

[JBuy-in closed period coverage. Date forwarded ! Effective: To:

DMecu-Ca.l card corrected to remove Medicare indicater 1,2,3.
(T Accretion not possible due to:

(IMedi-cal JogMme [ JsLMB Ij eligibility on MEDS not belng reported currently.
CJoms beneflclary 1s not currently enrolled for Part A benefits. Have beneficlary go to SSA and apply during

general/open enrollment period {(January through March; effective in July).
(JPart A benefits terminated effective: . {) part B benefits terminated effective:
[(OMedi-cal [JgMB [JSLMB [] beneflelary is not currently enrolled for Fart B benefits.

beneficiary go to SSA and apply.

Have

(JPlease allow 120 days for processtng.

Remarks:

{916)
Telepbon: Number Date

Medicare Premium Payment Represcntalive

DHS 6186 16/93)



This information is requested by the State of California under Section 10850 of the Welfare and Institutions Code
in order to resolve complaints and problems received regarding the State payment of Medlicare preminms.
Completion of the form is voluntary and the consequences for not providing the information will result in
unresolved problems and, potentially, no State payment of premiums. The Information will be provided to the
State Department of Health Services, Premium Payment Unit.

Mail to:

State of California

Department of Health Services
Medicare Premium Payment Unit
P.O. Box 1287

Sacramento, CA 95812-1287

INSTRUCTIONS FOR COMPLETION OF DHS 6166 FORM

Please include the following:

A. County Representative Identification

Ellgibility worker's name

Area code and telephone number

County district number and eligibility worket number

Date subrnitted

Check to indicate whether a State response Is requested for this complaint
Complete mailing address (response wili not be returmed without this information)

Beneficiary Identification

Complete name, include any AKAs

Date of birth using MM/DD/YY format

Sex

Saocial Security number

Medlcare/Raiiroad Health Insurance Claim (HIC] number
Date of entry to USA, when reporting status of alien resident

Program Eligibility/Case Identification

Complete Medi-Cal Number, Eligibility Date {for Medi-Cal including retro-active months of entitlement) and
Approval Date (for Buy-in, determination can be no earlier than month of appHcation and may be later).

For example:

1) Applied for Medi-Cal - April 1993
2} Approval Dalte -~ May 1993
3} Medi-Cal Effective Date — January 1993
4) Buy-in Effective Date — July 1983

Remarks—provide an explanation of the Buy-in problem.
Check if any documents are attached.

. State Use Only A —

Medicare Premium Payment's response, if requested in A, above.

DHS 6166 |6/93)





