STATE OF CALIFORMIA HEALTH AND WELFARE AGENCY GEORGE DEUKMENAN, Governor

DEPARTMENT OF HEALTH SERVICES

T 4744 P STREET
AMENTO, CA 95814

August 18, 1988

All County Welfare Directors Letter No.: B88-60
All County Administrative Officers

Subject: Health Insurance Premium Payment Program

This letter is to provide information on California's Health Insurance Premium
Payment {HIPP) Program and to allow counties the opportunity to comment on
proposed program forms.

Background

The passage of Assembly Bill 3328 (AB 3328 Margolin, Chapter 940, Statutes of
1986) added Section 14124.91 to the Welfare and Institutions Cede. This
section permits the Department of Health Services, whenever it is cost
effective, to pay, or continue to pay, the insurance premiums for Medi-(al
beneficiaries. Currently , when a beneficiary's medical policy lapses, Medi-
Cal incurs a cost of care, which in a number of cases, is believed to be
greater than the cost of monthly medical premiums. it is anticipated that
significant savings could eventually be achieved through operating a premium
payment program.

The experience of other states indicates that subsidizing health insurance
premiums for their Medicaid elipgibles yielded favorable results. They have
concluded that it is cost effective to operate a premium payment program if
the determination for continuing or converting a coverage is performed on a
case hy case basis. :

Proposed System

The Department” of Health Services (DHS) is currently developing a Health
Insurance Fremium Payment {HIPP) Frogram. The objective of HIPP is to start
paying or to continue payment for any existing private health insurance policy
that has or is about to lapse, for a beneficiary who is in a state determined
medically high risk category (e.g., cancer, AIDs or other types of chronic or
severe illness)., The Department's Recovery Branch, Health Insurance Unit,
staff will review candidate cases that have been referred by county
eligibility staff, select high risk cases., process the premium payments, and
maintain records on Medi-Cal costs and savings. HIPP is scheduled to become
operational in October 1988.

1t is anticipated that initially 650 cases per month, an average 11 cases per
county, will require screening because of availability or lapse in insurance
coverage. Of these, approximately 23 cases per month, based on the initiatl
definition of high risk, would qualify for premium payment. In future years,
upon evaluation of the Department's initial efforts, the definitions of high
risk mavy be modified to allow premium payment for beneficiaries with lower
risk, less severe illnesses.



Instructions "
Health Insurance
Premium Payment Referratl
Form DHS
The Deparitment of Health Services (DHS3} is authorized to pay healih
insurance premiums for a Medi-Cal beneficiary if it is cost effective to
do so (Title 22, California Code of Regulations, Section 50778). For any
beneficiary who has available through his or her employer, labor union,
trust fund or any other source, access to health insurance or who has or is
about to terminate health insurance coverage, the county shall complete the
Hiealth Insurance Premium Payment Referral form and forward it to the
Department of Health Services' Health Insurance Unit within five (5) days
following the receipt of such information.

The following describes the information which is to be provided, if it isg
available, on the Premium Payment Referral, The form 1s completed in
duplicate with as much information as available; the original sent
immediately to DHS' Health Insurance Unit; the copy retained in the case

record. Do not hold this form beyvond the five days following notice from
the beneficiary.

1. Name of the beneficiary. If more than one beneficiary is covered by
the policy, list in item eight (8).

2. Medi-Cal identification {(ID) number. This must be the current entire.
14 digit case number of the applicant or beneficiary.

3. Social Security Number of the applicant or beneficiary.
4. Policy status. Check the appropriate box and provide the coverage

lapse date. This information is important so that the Recovery Branch
can determine if sufficient time exists to continue or convert tha
beneficiary's health insurance coverage.

3, Type of medical coverage. Answer "yes” or "ne” by checking the
appropriate box{es) to identify the type of medical coverage that your
health. insurance policy provides. Definitions of the types of medical
coverages that will be considered for premium payment. can be found in
the Medi-Cal Eligibility PFrocedural Manual, Article 15, Uther
Coverage.

0. Fremium amount. The amount paid for the particular type of
medical coverage, if known.

=1

How are the premiums paid? Chegk the appropriate box to identify
whether the premiums are paid by the beneficiary's employer, paid bv
the beneficiary to the insurance carrier or deducted from the
beneficiary's paycheck.

i, Name(s) of Medi-Cal eligible family member(s) covered under the health
insurance policy: Enter the name(s) of any other member of the family
covered as a dependent on the policy.

9. Name of insured/policyholder. Enter the name of the person to whom
the policy was issued.



10.

11.

14.

Signature
telephone
this form
regarding

Does any covered beneficiary have an acute, chronic or pre-existing
condition. Check the proper response of "Yes" or "No". If "Yes",
list the affected beneficiary’'s name and medical condition. A list of
high cost medical conditions can be found in the Medi-Cal Eligibilitv
Procedural Manual, Article 15, Other Coverage. Flease write the
illness on the line provided. This information is important to make
the determination whether the department should pay the premium.

Billing Location. Enter complete name and address of the health
insurance company, employer, or union where claims are mailed and
processed.

List name and address of employer. List name, address and telephonc
number of employer through which the policy was purchased.

List any additional insurance coverage. If the beneficiary has
multiple insurance caverage, identify the name and address of the
health insurance company(ies}.

Enter the eligibility worker's name and telephone number.

Section: Please sign the form and give your home and/or your work
number. Also give the date when you completed this form. By signing
vou authorize the Department to obtain, if necessary, any information
your private health insurance.



HEALTH JNSURANCE
PREHIUH PAYMENT REFERRAL

Hedical coverage available thraush
esployer but not applied far.

5. Type ol Loverage

'

; Does your health insurance provide or pay for hospital stays?, . . . . .. e b) Yes { ) Na
! Does your health insurance pay for hospital guipatient services

i such as lab work and physical therapy?. .« . . . o v . o o oL Lo o0 o [ ) Yas { ) bo
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‘11, Daes any soverad bengliciary have an Acuter Chrgnice Fre-mxisting Medical [linese that reeuiras them to see
| 2 physician at least (4) times per month? © . . . . . L. L .. L. .. () Yes ) He
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MAIL TOt Department of Health Services
Recovery Branch
5620 Folsaa Blvd,
Sacrasenioy CA  95Bi9

Telephane Numbert (914} 739-3247
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IMPORTANT Ail Medi-Cal eligibles wust irrevocebly assign their benefits of any contractual or legal entitlement
tor health care to the State Jepartpent of Health Services. Assisnmest 0f aedical rights allous the Departasnt of
Health Services to code Nedi-Cal cards and direct sedical providers to tirst bill the rontractual heaith insvrance
carriers before billing Medi-Cal. The State Departaent of Health Services also recovers funds from insurance
companids vhen the Medi-Cal proosras pays for wedical services which could be billed to other hesfth insvrance
pians. FPiease nots that in arder to casply with the Federal Privacy Act, Section (b}) we may usz your Social
Secority puaber and al| the intorsation you provide far ideatitication in contactisg insurance campanies:
eapioyers, providers ot health tare servicesr county asencies, or your legal counsel under the authority of Weltare
gnd Institutions [oude, Section 14102, A} other intormation is considered srivate and confidential.
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’By siyning thic docus#nts | hereby authorize the Departaent ot Health Services to ohtainy it needed: any
information regardiag my private health insurance coverage, including paysents &nd/ur benefits for medical care
nede in ay behalfy may be used in deteraining i{ the Departaent will pay ay private health insurance premius.”
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Signature of Applizant/Bensticiary { Telephong Number i Date

AKs {5/28)





