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DEPARTMENT OF HEALTH SERVICES 
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August 27, 1987 

Letter: 87 - 51TO: All County Welfare Directors 
All County Administrative Officers 

SUSJECT: LYNCH V RANK RETROACTIVE REIMBURSEMENT -
ADDITIONAL APPLICANTS 

REFERENCE: All County Welfare Directors 
Letters So-52, Bo-60, and 85-67 

The Department of Health Services (DHS) has recently identified 
an additional 446 persons who should have been sent the "Notice 
of Retroactive Reimbursement - Lynch v Rank” (Attachment 1) in 
July 1985. On September 15, 1987 this notice and instructions 
for obtaining reimbursement will be sent to each person’s last 
known address. 
In addition to the notice and instructions, each person will be 
sent a cover letter (Attachment 2) and a completed Response Form 
(DHS 7053) (Attachment 3) indicating the amount of the share of 
cost which DHS records show was met during the retroactive 
period. They will be instructed to sign the Response Form and 
return it to 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 on the part of the CWD is necessary unless the claimant 
has questions or needs assistance with the process. At the time 
assistance is(requested, we are requesting CWDs to provide assis
tance as outlined in All County Welfare Directors Letter (ACWD) 
8 5-52. 
For anyone having additional expenses in -months when the share of 
cost was not met, the instructions to the claimant will be to 
contact the county welfare department to receive a Claim for 
Reimbursement form (DHS 7039). A stamped envelope addressed to 
the CWD Medi-Cal Policy Liaison will be provided to each of the 
446 persons. The Notice is to be returned in this envelope and 
is to be considered as a request for a claim form. Upon receipt 
of a request for a Claim Form, the CWD is to follow the proce
dures in ACWD letters 85-52, 85-62, 85-67, including the 30 and 
60 day personal contacts and any other assistance necessary to 
complete and file the Claim Form. 
Then the Claim Form is completed the CWD is to rev iew it for 
accuracy and ensure that the required bills and/or receipts are 
attached prior to forwarding the Claim to DHS.



All County Welfare Directors
All County Administrative Officers
Page 2

The Claim must be sent to: 
Department of Health Services 
Medi-Cal Eligibility Branch 
Attention: Kristi Allen 
714 P Street, Room 1650 
Sacramento, CA 95814 

Any CWD questions regarding this process should be directed to 
Kristi Allen at (916) 324-4961, ATSS 454-4961. Claimant ques
tions are to be handled by the CWD and should not be referred 
directly to DHS. 
Thank you for your cooperation, 

Sincerely, 

Original signed by 

Frank S. Martucci, Chief 
Medi-Cal Eligibility Branch 

Attachments 
cc : Medi-Cal Liaisons 

Medi-Cal Program Consultants 
Expiration Date: August 27, 1988



REDDEST FOR RETROACTIVE 
REIMBURSEMENT kLYNCH V RANK) 

SOLICITUD DE REEMBOLSO RETROACTIVO



Attachemen II 

Debido a una decision de tribunal (Lynch v. Rank) , se ha 
descublerto que usted es eligible a recibir un reembolso de la 
parte del costo que usted pago" por sus beneficios de Medi-Cal 
entre Abril de 1980 y Junio de 1985. 

Si usted tiene otros gastos medicos que no han sido pagados por 
Medi-Cal, devuelva la Solicitud de Reembolso Retroactivo 
(color blanco) adjunta al departamento de bienestar de su 
condado. Se adjunta tambien a este propesito un sobre con sello ya 
impreso con la direccion del remitente. 
No olvide de: 
1. Firmar el Formulario de Respuesta (color amarillo) y 

mandarin al Departamento de Servicios de Salud en 
Sacramento. 

2.Mandar la Solicitud de Reembolso Retroactivo (color bianco) 
al departamento de bienestar del condado solamente si usted 
tiene otros gastos medicos (no pagados por Medi-Cal) para 
los cuales usted tiene cuentas o recibos. 

Si usted tiene preguntas sobre este proceso llame a la persona 
cuyo nombre y telefono aparecen en la Solicitud de Reembolso 
Retroactive (el formulario blanco).



-Attachement II-

As a result of a court decision (Lynch v Rank) you have been 
found to be eligible for reimbursement for your Medi-Cal share of 
cost that you paid between April 1980 and June 1985. 
In order to receive the money that the state owes you, the 
attached yellow Response Form must be signed by you and returned 
in the stamped, self addressed envelope to the Department of 
Health Services. It must be returned no later than November 15, 
1987. A check will be sent to you approximately 60 days after 
you return the form. 
If you have other medical expenses that haven a been paid by 
Medi-Cal, please return the attached white Request for Retroac
tive Reimbursement to your county welfare department. There is a 
stamped, self addressed.envelope enclosed for this purpose also. 
se sure to : 
1. Sign the yellow Response Form and send it to the Department 

of Health Services in Sacramento. 
2. Send the white Request for Retroactive Reimbursement form to 

your county welfare department only if you have other 
medical expenses (not paid by Medi-Cal) for which you have 
bills 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: _____________________________

WorkerPhone No.:  

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

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

□ I (we) declare under penalty of perjury that I (we) paid all medical bills used to meet my (our) 
share of cost. 

□ I (we) declare under penalty of perjury that I (we) paid some but not all of my (our) medical 
bills used to meet my (our) share of cost. I (we) paid bills in the amount of $  .

Your Signature Date 

Your Spouse's (if any) Signature Date 

Return immediately to: 

DHS 7053 (8/85)




