_ STATE OF CAUFORNIA—HEALTH AND WELFARE AGENCY GEORGE DEUKMEJIAN, Governar

DEPARTMENT OF HEALTH SERVICES

714/744 P STREET
SACRAMEMNTO, CA 95814

August b, 1986

TO: All County Welfare Directors Letter No.: 86-40
All County Administrative Officers

SUBJECT: MEDI-CAL BENEFICIARY OTHER HEALTH COVERAGE THIRD PARTY
LIABILITY PROGRAM CHANGES

In a prior All County Letter (86-35) dated June 24, 1986 you were
informed that Federal regulation, 42 CFR 433.139, reguires that
State Medicaid agencies (as of May 12, 1986) use the cost avoid-
ance method of handling provider claims when potential third
party liability exists. This method mandates that the state
Medicaid agency estaplish the amount of the third party liability
and pays only tc the extent that payment allowed under the agen-
cy's payment schedule exceeds the third party's liability. The
Department of Health Services (DHS) is currently modifying the
Medi-Cal claims payment system to bring California into compli-
ance. Because of the size and complexity of the Medi-Cal program
and California's health insurance industry, the DHS has been
granted an extension to phase in the modifications to the claims
payment system. The implementation of cost avoidance of third
party resources will be dene in three phases with- phase I to be
implemented in November 1986.

Phase I of the cost avoldance system consists of expanding the
existing system which now cost avoids Kaiser, CHAMPUS and Ross
Loos to alsoc cost avoild any Medi-Cal beneficiary enrolled in ad-
ditional specific private prepaid health plans or health mainte-
nance organizations (PHPs/HMOs). The current system does not
require the completion of a health insurance dquestionnaire for
private prepaifd health plans and health maintenanee organiza-
tions. Because the system uses the same other health coverage
(OHC) code ("A") as it does for other types of health insurance,
it is necessary to contact beneficiaries in order to verify
whether or not the indicated insurance is for a PHP/HMO. 1In
August, the DHS will begin mailing an abbreviated health insur-
ance questionnaire (see attached)} to selected beneficiaries,
Beneficiaries must complete and mail the questionnaire by
August 25, 1986. Beneficiaries who do not respond will automati-
cally have a cost avoided PHP/HMO other health coverage indicator
printed on their November 1986 Medi-~Cal identification card.

If a beneficiary informs his/her eligibility worker that he/she
does not have OHC or that the OHC code on the Medi-Cal card is
wrong, existing procedures should be used to correct the ccde
and/or generate a corrected Medi-Cal card.
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Upon completion of beneficiary responses/non-responses to the
questionnaire counties will receive data on which beneficiaries
reguire a "P" or K, ¢, and R other health coverage indicator put
on MEDS. The data will include the following elements: county
district office, eligibility worker, beneficiary Medi-Cal ID num-
ber, social security number and other health coverage indicator.
Counties may receive the data via tape or parer (record layouts
attached). Please contact Shirlee Cisneros of Data Systems
Branch by telephone at (916) 322-4272 or via SYSM (use ID
#HDSCISN) by September 1, 1986 regarding your preference for tape
or paper output. Counties who do not respond by that date will
receive their data via paper output.

In October 1986 your county will receive a list of the additional
FPHP/HMOs to be included in the cost avoidance program for use by
your eligibility workers during the initial intake and redetermi-
natien process. Beneficiaries enrclled in any of the PHPs/HMOs
on this list will not be required to complete a HRB2A (Health
Insurance Questicnnaire): however, counties will be regquired to
put a 'P' other health coverage indicator on MEDS. The PHP/HMO
list will be updated regularly by the state's Health Insurance
Unit and distributed to counties semi-annually.

Phase II and III will be an expansion of the first phase of the
cost avoidance system. Phase II will specifically cost avoid
‘major health insurance companies/health plans known to provide
coverage to the largest numbers of Medi-Cal beneficiaries and
which offer a scope of benefits/coverage similar to Medi-Cal.
This phase is expected to be implemented in 1987. ©Phase III's
goal will further expand upon the cost avoidance activities of
the previcus ‘Phases through the inclusion of additiconal insurance
companies/plans and coverages as they are determined to be cost
beneficial to —tost aveoid., . This last Phase will be implemented
sometime during the 1987-88 fiscal year.

Should you have any guestions regarding this letter, please
contact Gino Maiolini at (916) 739-3247.

Sincerely,
Original signed by

Frank S.Martucci, Chief
Medi-Cal Eligibility Branch

Attachments
(cc's and Expiration Date listed on next page)
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cc: Medi-Cal Liaisons
Medi-Cal Program Consultants
County MEDS Liaisons
County EDP Coordinators

Expiration Date: April 30, 1987



E OF CALIFORMIA - HFALTH AND WELFARE AGENCY GEODRGE DEUKMEJIAN, GOVERNGR

RTMEMT OF HEALTH SERVICES
SRY SECTION
JFFICE BOX 1287
sMENTO, CALIFORNIA 95806
August 7, 1986

SUBJECT: REPORTING AHD USIHG PRIVATE HEALTH IRSURANCE COVERAGE

AVISO MUY [MPORTANTE. DESEA4 UD LEER ESTE AVISO EN ESPANQL, LO EST.A EN OTRA [ADD.

On Hovember 1, 1986 fedi-Cal will expand idts pregram {or using privaie heslih
insuranca. This progranm docs notit change your Medi-Czl eligibility but it dozs mmean
that 1T you &re enrcliled in & health plan, fMedi-Cal will nzt - pavy for medical
services covered by the plan. Yeu will still be able to use yeur Medi-Cal card for
Medi-Cal covered szrvices 1he hezith plan does not provide. A hezlih plan 15 &
group c¢f docteors, a hospiial, & medicel clinic, or an crganizaticn which is made up
of private doclors and hespitals.

Medi-Cal records =how thal you do have healih insurancae. e wmant o maks sure 1hat
our records are corrsct. Please complete the enclesed form znd return it in the
envelopz provided by August 25, 1986. If vou do net complete the ferm  and return
it, & code will be put on veur Medi—-Cal card which will mean that vou will have to
use your heslih plan Tor wmedical services covered by your plan. California law

says that all Medi-Cal recipienis must repcrt and must uvse any heslth insurance
they bave in order to keep lheir Medi—-Cal eligihility (ielfare and Institutions
Code {4023, Califcrnia Adminstraetive Codes 50175 and 50763).

PLEASE COMPLETE THE EHCLOSED FORIM AND RETURN ¥IT IN THE ERVELUPE PROVIDED BY AUGUST
25, 1S986. (N0 STAMP IS NECESSARY.)

HOW TO COMPLETE THE HEALTH INSURAHCE I"GRM

STATEMERT KO 1. Check this box and give the date it stopped if you no longer have
private health insurance.

STATEMENT KO 2. Check the box next te the health insurance plsn vou are =nrolled
in.

Check this box if you have health insurance but it is not with one
of the health care plans in KNupmber 2. Give the full name snd
address of your hezalth insurance company and vyour policy andsor
aroup numbar.

STATEMENRT HO

(93}
.

IF YOU DO HOT COMPLEYE AR RETURN THE HEALLYH YIWSURANCE FORM BY AUGUST 23, 1986, A
Eid GTHER COVIERAGE CODE MKILL BE PUT OH YOUR MEDI-CAL CARD.

N



E DF _CALTFORNIA - HEALTH AHD WELFARE AGENCY GEQGRGE DEUKMEJIAN, COVERNHGE
RTMENT OF HEALTH SERVICES
HEAELTH IHSURANCE FORM
FORMULARIO DEL SEGURO DE SALUD
each siatemeni below. Pyt an X in OHE of the boxes which is right for vou. [X)
cada vna de {las decivraciones indicedaes mas véujo. Fongo vra X en ¢l -
llere gue le corresponde ¢ usted. {X}
21 01 I no longer have healih insurance. It stcpped on: s 7
Ya ne tengo scguro ce soalud. Termino ¢l s/
I have insurance with the hezlth insurance plan I checked below:
Tengo seguro de selud con el plan gue marce woes abajo:
1 02 klviso Heaslth Plan [_} 35 Inter Valley Health Plan, Inc.
_Y 03 ALAHP Medical Group ( American {1 3¢ INA Hezlih Plan of C=lifornia
tssceiation Health Plan) .1 27 IPM Health Plan
1 B84  AmeriMed [} 28 Kaiser Foundaltion Health Flans
_1 05 AV-MED Heazalth Plan t_]1 39 Key Plan
_lL té Bayv Pscific Heslth Plan [_] &0 Keyvcare
1 97 3Blue Crcss Cemmunicare [ 41 LiTFCJcPd HMO, Inc.
_} 08 Central Valley Health Plan [_1 42 Maxicare
_) 89 Children's Hospitel Heslih Plan [_3 43 FModearn Hezlth Care Svsiems
of San Francisco [} 44 Keichberheood Hezlih Plan
_1 10 CIGHA Healih Plans [ 45 orih-Ezsst San Diege Health Plan
_} 1t Community Health Group [ 1 &% france Flan Heslih Care
) 12 Ceomprecare, Inc. .1 47 Pzcificzre, Inc.
1 13 Contrs Cosia Health Plan [_1 &8 Pemona VYalley Health Plan
_1 14 CHAMPUS [_) 49 Preteciive Hesdih Froviders
_]1 15 CHOICE (Aetrna Heallh Care Programs) [_1 50 Redwood Hezlth Foundation
1 16 Family Health Services, Inc. i_1 51 Ross-Loos
_1 17 Foundation Health Plen [_) 52 Santa fna Medical Group
_} 1& French Hos pxigl Health Plan [_1 53 Securecsre Hezlih Flan
_1 19 FHP (Family Hezlih Program? I_1 B% Serra Nwdic 2l Foundaiion
‘1 20 Genersl Med {_1 55 SCAN Healith Plan
21 General Medical Ceniers, Inc. [_) 26 St. Josepht's Omni Healith Plan
1 22 Colden Rain Medical Plan [_1 57 SUMMA Heslth Flan
1 23 Grezter San Diege Health Plan i_1 58 TakeCare
1 24 Grossmoni Health Plan [ 1 B¢ Unien Medical Clinic
_} 25 Healthimerics {1 €0 United Kezalth Plan
_1 26 Healthimerica Rockridge 1 61 United States Health Plan
1 27 Hezlth Group International i1 62 Universal Care
1 28 Health Het .1 &3 Vallev Health Plan
1 29 Heslth Plan of America [ Y 64 Valuecare: Priority Heslth Services
1 30 Healih Plan of thes Redwocods {_1 65 YIP Healih Plan (Veniura Coc. HMOY
_} 31 Healthcare f_1 66 latis Heslih Foundation
1 32 Healthwest Careamerica [..1 67 Llestern Health Plans
_} 33 Hi Desert Medicfl Group [_) 68 Whitteker Health Szrvices
1 34 Inland Hszalih Plan
} 89 I do not have health insurance uwith any of the above healih plans. My health

1

insurance is with: v
No tengo segpuro de selud con glguno de
Mi seguro de salud cs con:

JMPANY HAME

DMERE DE LA COMPANITA

los planes de

salud irdiccdes mes arriba.
POLICY KO.
PGLIZA HOD.

JDRESS
IRECCICH

CROUF KO,
GRUPO KD

SireetsCalie

City/Ciuvdad StatesEstede

Z2ip CoderMNumerc d¢ 1l Zona FPostal

Hotiever, 37 1 fail

dersiand that having health insurance does not affect Medi~Csl eligibility.
soperste in providing this information to the bast of my knowledoo, niy eligibiiity way be dis
inucd. Rased on the information I provide, a healih plan code mey bz odded on my Medi-Csl card
rndo que termer un segure de salud noe cjecte mi elegidilidad pere Modi-Cal. Sin cwmbargo,
vo en a2y le injormacion indicade mas wryibe 6 lo mejor ¢ mi  conccimicnto, med elegili
ser descontinuada. FPascdes on la informecion gque doy, urne clave cel pian de solud pues

~adag en mi terjcte de Medi-Cal.

) / s ( o L ( ) -
ratures/F i rme DatesFecha Area Ccde fleme Phone Arez Cede Hork Fhone

) Ciave del Peicionry dr Clove o1 Telejonoe el

Aree o Cosa e Tratejo



DATE: 07/21/86
REVISION:

DEPARTHENT OF HEALTH SERVICES - DATA SYSTEMS BRANCH

RECORD LAYOQUT

ORIGIMATOR: CISMEROS
REVIEWER:

SYSTEM/PROJECT: RCV000S FILE NAME: DNHC INDICATOR CHAHGE SOURCE PROGRAM: RCV097
of of of of of of of of of of o ooonoonuoonooooooouooooooonpaoopu 0 0
0000020001111111111222?22222%33333333330‘14‘4&‘344(145
1) 2] 3f 4| 5 71 6] 9] o[ 1 3| 4] 5l & 7] 8] 9 6] 1| 2| 3{ 4] 5| 6] %] & o| 3| 2| 3| 4| 5] & 7| & of 1f 2| 3| 4| 5{ 6] 7| 8 0
COUNTY 1D HAHE
FloE
S5N co | A CASE MO Bl & LAST HAME FIRST NAME
N
0
0] o of o} o 0090280 00002000000000000000000000'0000000001
51 5] 5] 5/ 5] 5] 5] &1 5| & 6| 6] &| 6] 6} 6 IR R RIE R IR R BRI IR IR
1] 2] 3/ 8} 51 6] 7y 8] 9] o 1| 2| 3] 4! | e[ 7} 8] 8] &] 1 3| 4] 5 7] 8] o 8f 1} 2| 3[ 4| 5 7{ of 9f of 1} 2| 3] 4] 5f é] 7| 8} 9] 0
P
NAME DOB i
I ;
CONTD ? Wl oo ooy D] oo EH NO
I
A
L
MODE: BINARY - B LABELS: STAHDARD [X]  RECORD FORMAT: FIXED - F  |X] RECORD LEMGTHY  ¢8 PROGRAM: RCV000
PACKED - P NOH-STANDARD || VARTABLE V | | USE: INPUT

RECORDS PER BLOCK: 0000

BLOCK SIZE: goonn

—————

ouTPUT X




e i B e e e e e B i B e S R ey et L D ¢ R e L e I e At e

PROGRAM: RCv00OO
REPORT NBR:

DISTRICT OFFICE
EW HO

MR-RCVOO0-ROD2

XXX

XXXX

SSAN

(MEDS-1D)

333

XK X

AAX

XAX

22
XX
XX

XX

4444

KXAX

XAXX

KAXX

OTHER HEALTH COVERAGE INDICATOR CHANGE REPORT

STATE OF CALIFORNIA

QEPARTMENT OF HEALTH SERVICES

MEOI-CAL BENEFICIARIES WITH PRIVATE PHP

COUNTY~-1D

01 23
XX XX
XX XX

XK XX

COUNTY

45678590
AXXRXXX
XHAKX XX

XAXKXXX

23

XX

XX

XX

SAN DIEGO COUNTY

BENEFICIARY NAME

FIRSTNAMEX X LASTNAMEXXXXXXX
KRARXXAKAKK K AXKKXEKXKKKKKRX
L. 000907 O S $ ¥.3 35090 ¢ 989991

HXKRKXKAXK X XAXKXXKKKXKKXX KX

TOTAL NUMBER OF BENEFICIARY OHC CODE CHANGES

BIRTHDATE

MM DD Cvy
MM DO CYY
MM DD CYY

MM DD Cvy

222,229

PAGE NUMAER:
RUN DATE:

Z,229
MM/DD/VYY

OHC
CODE





