
                                                                                                                 Enclosure 1

NAME
ADDRESS 
ADDRESS

Beneficiary Reimbursement Reference Number: _______________

Dear Mr. NAME:

This letter is about the claim you filed with Medi-Cal.  You asked Medi-Cal to reimburse you for payments you made for covered medical or dental care.

Medi-Cal has received your claim form and attachments.  Medi-Cal reviewed your claim.  After that initial review, Medi-Cal determined that your claim was for a date of service prior to November 17, 2006, and was submitted after the filing deadline in accordance with the court ordered plan.  Subsequently, on MM/DD/YY your claim was denied for untimely filing. You were sent a notice of this decision.  The notice included instructions as to your rights if you did not agree with the decision.

On September 5, 2008, the Court issued an order requiring the following amendment be made to the Beneficiary Reimbursement Plan (BRP):  

Respondents (Department of Mental Health) shall allow claimants that allege “good cause” for late filing “old claims” to prove such an allegation, and if successful, receive a determination on the merits of their claims.  “Old claims” are those that arise from paid out of pocket expenses for covered services for dates of service during the period June 27, 1997 through November 16, 2006.  The determination of “good cause” shall be made based upon that standard set forth in Welfare & Institutions Code Section 10951(b)(2), as set forth here:

“[G]ood Cause means a substantial and compelling reason beyond the party’s control, considering the length of delay, the diligence of the party making the request, and potential prejudice to the other party.  The inability of a person to understand an adequate and language compliant notice, in and of itself, shall not constitute good cause.”

As stated above, our records show that you submitted an “old claim” after the deadline allowed in the Court ordered Beneficiary Reimbursement Plan.  Based upon the Court’s order issued September 5, 2008, if you believe your late filing was due to “good cause” as described above, you must inform the Department of Mental Health (DMH) of the good cause for the late filing in order for DMH to administratively review that information and make a decision as to whether “good cause” exists to allow the untimely filing.  If you requested a state hearing and received a hearing decision addressing “good cause” regarding the denial of your untimely submission of the “old claim,” then please disregard this notice.







You have 90 days from the date of this letter to submit a request for an administrative review of your previously denied late filing to prove that your “old claim” was submitted untimely due to “good cause.”  You must submit a written request with any proof you may possess that demonstrates good cause exists to excuse the failure to submit your claim for reimbursement by November 16, 2007. We have enclosed a preprinted form for requesting a review.  Please submit the completed form along with supporting documentation to demonstrate “good cause” for the late filing of an old claim for beneficiary reimbursement to the following address:

Beneficiary Service Center
P.O. Box Number 138008
Sacramento, CA 95813-8008

After Medi-Cal has reviewed your request for determination of “good cause,” you will be sent a written notice of the decision.  That notice will tell you what they have decided.  That notice will be mailed to you within 90 days after Medi-Cal has received your completed Request for an Administrative Review for Determination of Good Cause for Untimely Filing of an Old Claim for Medi-Cal Beneficiary Reimbursement (Good Cause Form).  A completed request form has all the items of the Good Cause Form filled out.

If Medi-Cal does not receive a completed Good Cause Form that was submitted within 90 days of this letter, the denial of your claim for being submitted untimely in accordance with the court ordered BRP will not change.  Medi-Cal will not send you any additional notices.

If you have any questions, call the Beneficiary Service Center at (916) 403-2007.  For TDD telephone service call (916) 635-6491.

Sincerely,



SIGNATURE BLOCK

Authority: Welfare and Institutions Code, Section 14019.3.


















REQUEST FOR AN ADMINISTRATIVE REVIEW FOR DETEMINATION OF GOOD CAUSE FOR UNTIMELY FILING OF AN OLD CLAIM FOR MEDI-CAL BENEFICIARY REIMBURSEMENT

1.) Beneficiary Reimbursement Reference Number: _______________________

“Old claims” are those that arise from paid out of pocket expenses for covered services for dates of service during the period June 27, 1997 through November 16, 2006.  The determination of “good cause” shall be made based upon that standard set forth in Welfare & Institutions Code Section 10951(b)(2), as set forth here:

“[G]ood Cause means a substantial and compelling reason beyond the party’s control, considering the length of delay, the diligence of the party making the request, and potential prejudice to the other party.  The inability of a person to understand an adequate and language compliant notice, in and of itself, shall not constitute good cause.”
	
I, ______________________________________, am requesting that the Department of Health Care 
     2.) (Name of individual requesting the “good cause” review)
Services determine whether good cause for the untimely filing of the Beneficiary Reimbursement claim referenced above existed at the time the claim was submitted.  The “good cause” for my untimely filing of the Beneficiary Reimbursement claim is the following: 
3.)________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

In addition, the following is a list of the documentation that is attached to this form to show that “good cause” existed that created the delay in timely submitting my claim for beneficiary reimbursement.
4.)_________________________________________________________________________________________________________________________________________________________________

Beneficiary Agreement: (May include anyone filing on behalf of the beneficiary)
I declare under penalty of perjury under the laws of the State of California that all of the information on this form is true and accurate to the best of my knowledge and belief. I authorize any provider of care or other entity who provides health care services to the beneficiary listed above to release to the Companies and/or their parent, affiliates or designees any information or medical records relating to these services. I also authorize Medi-Cal to receive and release such information in connection with processing claims, medical management programs or carrying out any other lawful purpose relating to participation in the health benefits plan. I understand that Medi-Cal will treat all personal health information and that of all covered family members, as confidential and will not disclose it for any other purpose. 
5.) Signature: ____________________________________________   6.) Date: _________________

7.) Print Name: ______________________________  8.) Relationship to beneficiary: ______________

REQUEST FOR AN ADMINISTRATIVE REVIEW FOR DETERMINATION OF GOOD CAUSE FOR UNTIMELY FILING OF AN OLD CLAIM FOR MEDI-CAL BENEFICIARY REIMBURSEMENT

The Items that you need to complete on the form are marked with a numeral.   Please complete all eight Items of the form before submitting your claim.  Please write “Not Applicable” in Items 3 and/or 4 only if you intend to leave either Item blank or you do not have any information to provide.  Failure to submit all necessary information may result in delay of processing and/or denial.

INSTRUCTIONS FOR COMPLETING:

Item 1)  Beneficiary Reimbursement Reference Number:  Please verify that the number in this Item 1 matches the Beneficiary Reimbursement Reference Number listed at the top of the letter that this form came attached with.  This Beneficiary Reimbursement Reference Number identifies the claim that you submitted with Medi-Cal.  If the number does not match or there is no number listed, please copy the Beneficiary Reimbursement Reference Number that is listed at the top of the letter that was sent with this form or call the Beneficiary Service Center to obtain the correct Beneficiary Reimbursement Reference Number to list in this Item.  You may contact the Beneficiary Service Center at (916) 403-2007.  For TDD telephone service call (916) 635-6491.

Item 2)  Name of individual requesting the “good cause” review:  The name of the individual that is requesting the claim submission be reviewed for a “good cause” exception to the Court ordered filing deadline for old claims.  This should be the same person as the individual signing the form in Item 5 and listed in Item 7.

Item 3)  The “good cause” for my untimely filing of the Beneficiary Reimbursement claim:
Please list the reason or circumstances that delayed the filing of the Beneficiary Reimbursement claim.  
The standard for “good cause” as set forth in Welfare & Institutions Code Section 10951(b)(2): 
“[G]ood Cause means a substantial and compelling reason beyond the party’s control, considering the length of delay, the diligence of the party making the request, and potential prejudice to the other party.  The inability of a person to understand an adequate and language compliant notice, in and of itself, shall not constitute good cause.”

Item 4)  List of the documentation that is attached to show that “good cause” existed:
Please list any papers, notes and/or other documents that you are submitting with this form to demonstrate that a “good cause” exception should be granted for the untimely submission of your old claim for Beneficiary Reimbursement.  Please staple these to the completed form.

Item 5)  Signature:  Please sign the form in ink, preferably blue ink. This Item must be completed. 
“Not Applicable” will not be accepted. The person signing should be the person listed in Items 2 and 7.

Item 6)  Date:  Please list today’s date, the date you are signing the form.

Item 7)  Print Name:  Please print the name of the individual signing the form in Item 5.  This name should match the name in Item 2.

Item 8)  Relationship to beneficiary:  Please list the relationship of the person signing the form in Item 5 to the beneficiary who received the services for which the claim is requesting reimbursement for covered out of pocket expenses.  If the person signing the form is the same individual as the beneficiary, list “Self”.

