STATE OF CALFORNIA—HEALTH AND WELFARE AGENCY : GEORGE DEUKMEJIAN, Governar

DEPARTMENT OF HEALTH SERVICES

Tia, 744 F OSTRIET
ALRAMENTS, Ca T84
Tomast 27, 1987
TO: All County Welfare Directors Letter: 87 - g5
All County Administrative Officers
SURFICT RETROACTIVE REIMBURSEMENT -

PPLICANTS

REFZRENCE: All County Welfare Directors
Letters 85-52, 85-60, and 85-67

Trhe Department of Health Services (DHS) has recently identified
an acdditional 446 persons who should have been sent the "Notice
of Retroactive Reimbursement - Lynch v Rank" (Attachment 1) in

July 1983. On September 15, 1987 this notice and instructions
for cbtaining reimbursement will be sent to each person's last
Xnewn aadress.

In addition to the notice and instructions, each person will be
sent a cocver letter (Attachment 2) and a conpleted Respense Form
(DHS 7032) (Attachment 3) indicating the amount of the share of
cost which DHS records show was met during the retrcactive
period. They will be instructed to sign the Response Form and
return it tc DHS in the self addressed, stamped envelope in order
to receive reimbursement. CWDs will be sent a copy of each of
the Response Forms with the claimant's home address and reimburse-
ment amount completed. These are for information only. No
action cn the part of the CWD is necessary unless the claimant
has guesticns or needs assistance with the process. At the time
assistance 1s regquested, we are raguesting CWDs to provide assis-
tance as outlined in All County Welfare Directors Letter (ACWD)

85-52.

Tor anycne having additional expenses in-months when the share of
cost was not met, the instructions to the claimant will ke to
zontact the county welfare departnent to receive a Claim fer
Reimbursemen rm {(DHS 7039). A& stamped envelope addressed to
the CUD liadil Cal Policy Liaiscn will be provided to each of the
446 persons. The Notice is to be returned in this envelcope and
is to be considered as a request for a claim form. Upon receipt
cZ a reguest for a Claim Form, the CW32 is to follow the proce-
dures 1in ACWD letters 85-52, 85-52, 85-87, including the 30 and

60 day personal contacts and any other assistance necessary to
complete and file the Claim Form. :

Clzim Form is comple
and ensure that the
prior to forwarding




All County Welfare Directors
All County Administrative Officers
Dace 2

The Claim must be sent to:

r‘Dpartme*’ﬂ' of H

ezlth Services
tedi-Cal Eligibility Branch
At ention: Xristi Allen
714 P Street, Room 15650
Sacramentco, CA 95814

Any Cwl2 guestions regarding this procsss should be di
¥risti Allen at (216) 324-4961, ATSS 454-4961. Claim
ticns ars Lo ke handled by the CWD and should not ke
direcrtly to DHS.

Thank veu for your cooperation,

Sincerely,

Original signed by

Frank S.Martucci, Chief
Medi-Cal Eligibility Branch

Attachments

cc: Medi-Cal Liaisons
Meai=Cal Preogram Consulitants

e o

Augast 27, 1988



RECUEST FOR RETROACTIVE
REIMBURSEMENT (LYNCH V RANK)
SCLICITUD DE REEMBCLSO RETROACTIVO

CIOJURY TRIS ENTIRT NOTICE (RESPINDA

= SIOUIENTES v DEVUELVA

[#2ORTART:  BECAUSE OF A COURT DECISICN (LYNTCH V. RANK), THE STATE MAY QWE
FOLLTA THE INSTRUCTIO ELOW.

|-(

eIl 198C.
o SINCE APRIL, 1877, 1D YOU EVER RECEIVE 381 BENEFITS (A GOLD CHECK)?
DO YOU NOW RECEIVE SOCIAL SECURITY BENEFITS (GREEN CHECK)?
_ DID YOU EVER RECEIVE SSI AND SOCIAL SECURITY BENEFITS IN THE SAME MONTH?
"ZORECEIVE AN APPLICATION FOR REIMBURSEMENT, RETURN THIS NOTICE BY OCTOBER 15,

MNIL2SED FOR THIS PURPOSE.

i#3 CAN FILE AN APPLICATION?
1 FILE AN AFPLICAYION YOUREELF; OR

T, ADMINISTRATCR, OR NIXT CF KIN CAN FILE AN APPLICATION FOR A DE

I

m
L]

LEA CDON CUIDADD ESTA NOTICIA Y SIGA LAS INSTRUCCIONES DI ABAJUOC.

S DE SSI Y SEGURD SCCTAL EW

. DEVUZLVA ESTA NOTICIA ANTES DZL 1% 0F
CION DEt REMITENTE.

IF YOU HAVE ANY cussrions CONTAZT:

S

I

CONTA

CTO CON:

MAKE ANY CORRECTICNS TO NAMI AND
ADDRESS AND INCLUDE
PHONE NUMBER or MESSAGE NUMBER

YeRA

AZY

H

CORRECCICNES OE NIM3RE
Y SIRECCICN E |

(CLLYA
CRC O NUMERO BE MENSASE

p

SU KuMERD B

CHECK HERE 1F YOU NEED THE
ATPLICATICN IN
MARQUE AQUI SI
SOLICITUD EN ESPANOL

SPANISE

UD. NECESITA L7

MONEY. PLEASE READ THIS NOTICE CAREFULLY AND

HE FOLLGWING QUESTIONS [S MYES" THE STATE MAY OWE YOU MOKEY FOR MEBRICAL EXPENSES WHICH YOU PAID SINCE

1987. A SELF ACDRESSED STAMPED ENVILOPE i35

ENTES PREGUNTAS ES “WSi», ES PCSIGLE QUE EL ESTADO LE

JCTUBRE Dz

T104-4), UNCAY ADMINISTRADCOR(AY, O PARIELTES MAS FROMIMIS FU

BYATCOR, RELATIVE, FRIEND, OR AN EMPLOYEE OF AN INSTITUTION CAN FILE AN APPLICATION IF
CEASED PERSZH.

BA DINER

YOU ARE AUTHORIZED TO

158

120

<,

EBIDG A UKA DECISION DE TRIBUNAL (LYNCH V. RANK), ES PCSIBLE QUE EL ESTADO LE DE3A DINERO A

oo $0;

o
;U

POR FAVCR

POR CGASTCS MEDICCS

ST

ADJUNTA A E3TE
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FROFC

23173 Ly
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do a una decision de tribunal (Lynch v. Rank), se ha
uclsrto gue usted es eligible a reclbir un reembolso de la
= del osto que usted pagd por sus beneficios de Medi-cCal
e Az de 1980 y Junio de 1983.

:ar el rormulario de Respuesta (color amarillo) que se adjunta
volverlo al Departamento de Serglc105 de Salud en 21 scbre
sells va 4mnreso con la direccion del remitente. Es

3 1sted lo devuelva antes del 15 de Novieﬂbre de
un chegue aproximadamente 60 dias después de
el formulario.
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otros gastos médicos cque no han sido pagados por
la Solicitud de Reenbolso Retroactivo

nta al departamento de bienestar de su

a uanb*en a este propézito un scbhre con sz2llo
ccidn del remitente,
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Formulario de Respuesta (color amarillo) vy
al Departamento de Serviclos de Salud en
nto.

Mandar la Sclicitud de Reembolso Retroactivo {color blanco)
ali dezartanento de blenesuar del condado solamente si usted
tiene ctros gastos médicos (no pagados por Medi-Cal) para
lecs cuales usted tiene cuentas o recibos.

ad tiene preguntas sobre este proceso llame a la persona
ombre y teléfono aparecen en la Solicitud de Reembolso
cactivo (el formularic blanco).

Y
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~Attachement II-

As a result of a court decision (Lynch v Rank) you have beeéen
found to ke eligible for reimbursement for your Medi-Cal share of
cost that you paid between April 1980 and June 1985,

In crder to receive the money that the state owes you, the
attached yellow Response Form must be signed by you and returned
in the stamyed, self addressed envelope to the Department of

Tt rmust be returned no later than November 15,
11 be sent to vou approximately 60 davs after

If you have other medical expenses that haver : been paid by

Medi please return the attached white Reguest for Retrc.

i moimbursament to your county welfare department., There is a

stamped, self addressed envelope enclosed for this purpose also.

BEe sure To o

1. Sign the yellow Response Form and send 1t to the Department
of Health Services 1in Sacramento.

2 Sand the white Reguest for Retrocactive Reimbursement form to
your county welfare department only if you have other
m=dical expenses (not paid by Medi-Cal) for which vou have
kills or receipts.

If you have questions about this process, please call the person
whose name and telephone number are on the white Request for
Retroactive Reimbursement form.



Lynch v. Rank (Pickle Amendment)

RESPONSE FORM

Claimant Name:

Claimant ID No.:

Worker Name:

Worker Phone No.:

0 ¥ (we) will accept $ as full reimbursement for the share of cost that | had during
the month(s) listed on page 3 of the Notice of Action. (I understand that | can request a
hearing if | think the county has made a mistake.)

Important: To receive payment, you must check one box and sign below {check only one box):

0 1 {we) declare under penalty of perjury that | (we} paid all medical bills used to meet my {our)
share of cost.

7 1 {we) declare under penalty of perjury that | {we) paid some but not all of my {our) medical
bills used to meet my {our) share of cost. i {we} paid bilts in-the amount of 3

Y our Signature Date

Your Spouse's {if any) Signature Date

Return immediately to:

DHS 7053 (8/85)





