STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY . GEORGE DEUKMEIIAN, Governor

DEPARTMENT OF HEALTH SERVICES

714/744 P STREEY
CACRAMENTO, CA 95814

) June 2z, 1984

To: 4311 County Welfare Directors . Letter No. 84-24
BRU PHASEQUT; MC 177s RETURNED FOR CORRECTIONS

BRU Phaseout:

This is to inform vou that certain functions currently performed by the
Beriefits Review Unit (BRU) are being automated. The shares-of—cost claims
clearance functions will be autometed and transferred to the fiscal
intermediary by July 1G85, while the share of cost certification function
was transferred to Date Systems Branch/System Support Section (DSB/SSS)
effective May 1, 1984, During 1984, the number of staff =t BRU is being
drastically reduced due to this transfer, In 1985 the resaining function,
clearance of SOC claims, will be automzted and transferred to the Medi-~Cal
fiscal intermediary (Computer Science Corporation). During and after this
phaseout period, various procedural changes will be taking place and
counties will be riotified by "all county letters" as the changes occur.
Cne such charze reiates to BRU's decrezsing ability to respond to telephone
inguiries due to staff reductions. We are zsking that county personnel exhaust
all alternative information sources before attempting to contact BRU. With
full statewide iImplementation of FEDS, zll counties now have the capability of
obtaining the most current information available via their MEDS terminzl. In
the future, BRU will have no additiconal information, such as date of card
issuance or cert day, other than that which appears on MEDS.

Therefore, counties should utilize their own records and ¥EDS inguiries to
answer client ¢r provider guestions. FProblems with MEDS should be referred to
your Eligibility Branch MEDS lizison (see ACL 84-16) and Medi-Cal Eligibility
questions should be directed to the approprizte contzct in the Eligibility
Branch Policy Section (see ACL 83-72).

Returned MC 177s

In an effort fo facilitate more timely processing of MC 177s and due to the
staffing decrease, the following procedure is being implezented regarding the
return of ¥C 177s for corrections.

Effective immediztely, Form MC 2002 will, in most cases, no longer be used to
fransmit MC 177= fo counties for corrections. In cases where the 3tate is
attempting to certify a share-of-cost (S0C) case on MEDS znd the transzsction
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