STATE OF CALFORNIA—HEALTH AND WELFARE AGENCY - GEORGE DEUKMEJNIAN, Governor

DEPARTMENT OF HEALTH SERVICES

714/744 P STREET
SACRAMENTO, CA 95814

March 10, 1989

TO: All County Welfare Directors Letter No.: 89- 23
All County Administrative Officers

SUBJECT: OVERPAYMENT REFERRAL PROCEDURES

This is to inform counties of mnew procedures regarding 1) potential
overpayment referrals to the Department of Health Services (DHS) and 2) new
dollar amounts for these referrals. These procedures were established in
response to the increased information now available through the Income and
Eligibility Verification System (IEVS).

Due to enhanced IEVS wage and asset match capabilities, the Department

expects a significant increase in overpayment referrals. In response, we
need to streamline the referral process and increase the overpayment dollars
collected.

I. Potential Overpayments - Excess Property

A. Potential Overpavment - $1 to $100

No referral is required.

B. Potential Overpavment - $100 or more

All potential overpayments of $100 or more inveolving excess
property will be sent to the appropriate DHS Investigations field
office. Counties will no  longer be required to determine if
potential fraud is involved. 1If DHS investigators determine neo
fraud exists, the case will be forwarded to the DHS Recovery Branch
for collection. The county will be notified of the case status.

IT1. Potential Overpayments - Wages/Earnings

A. DPotential Overpayment - $1 to $100

No referral is required.

B. Potential Qverpayments - $100 to $1,000

1. Open Cases

After the county has verified with the client that he/she did
not report the wages/earnings correctly, open cases Wwith a
potential overpayment of $100 or more will be referred to the
Recovery Branch for action.
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2. Closed Cases

For potential overpayments of $1,000 or less, no referral to
the Recovery Branch will be required if the case has been
closed due to unsucessful county attempts to contact the
client. However, the county will be required to keep
all information related to the IEVS match and the potential
overpayment amount in the case file. If the client re-applies
for Medi-Cal in the future, he/she will be required to explain
and reconcile the discrepancies.

3. Suspected Fraud

If the county suspects fraud is involved in either an open or
closed case, the county shall refer the case to the
appropriate Investigations field office wusing the referral
process in Item "C" below.

Further, if DHS Recovery Branch determines fraud is involved
in any referral received from the counties, the case will be
referred to the appropriate Investigations field office for
action. The county will be notified of the case status.

Potential Overpavments - $1.000 up to $5,000

All wage/earning-based potential overpayments of $1,000 to $5,000
will be referred directly to DHS Recovery Branch for collection.
If the Recovery Branch determines fraud exists, these cases will be
referred to the appropriate Investigations field office for action.
The county will be notified of the case status. {For 1EVS
referrals, DHS Recovery will notify the county if a collection case
is not established.)

Potential Overpayments - $5.000 or More

All wage/earnings-based potential overpayments of $5,000 or more
will be referred by the county directly to the appropriate
Investigations field office. These referrals do not go first to
DHS Recovery Branch.







REQUIRED FORMS FOR REFERRAL PACKAGES

For both Resources/Assets and Wages/Earnings potential overpayments, the
referral package to DHS shall include:
(DO NOT SEND ORIGINAL COUNTY RECORDS)

1. MC 609 *

1 Copy

2. MC 23%E*
1 Copy

Note

Confidential Medi-Cal Complaint Report

- Complete as shown in sample (Attachment 1I)
- Note in upper right hand corner:
o "IEVS" in red ink (if applicable)
o Case status (note whether case is
open or closed and the date case was
opened or closed).

Medi-Cal Notice of Action -
Overpayment and Repayment Instructions

- Complete as shown in sample (Attachment II)
- Note in upper right hand corner:
o "IEVS" in red ink (if applicable)
o Case status (note whether case is
open or closed and the date case was
openad or closed).

If the county is unable to establish an overpayment period or potential.
overpayment amount, complete the MC 239E with all available information.

3. MG 210
1 Copy
4. MG 217
1 Copy

Medi-Cal Statement of Facts

- Include all MC 210's covering the
potential overpayment period.

Medi-Cal Responsibility Checklist

- Include al) MC 217's covering the
potential overpayment period.

* MC 609 and MC 239E are being revised.



10.

*

MC 176R
1 Copy

LIEVS Abstract
1 Copy

I1EV CDR) Roster *
1 Copy

Bank Records
1 Copy

Earnings Statements
1 Copy

Case Narrative
1 Copy

The Claims Detail Report
April/May 1989.

Resource Verification Questliomnaire
Assets/Earnings clearance

Mark in red the referred case number

Copies of all statements provided by
client

Copy from EDD, and copies of all client’s
pertinent pay stubs

Copy of employer’s report

Copy of case narrative relating to the
potential overpayment period

(CDR) Roster will be available sometime

in
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OVERPAYMENT AND

REPAYMENT INSTRUCTIONS » Beneficiaries Affected:

. B
» Beneficiary
Phone No.{ )
L Area Code

i. NOTICE OF OVERPAYMENT

We have determiined that tive Medi-Cat progranrhas incorrectly paid $

month{s} of

——————— for your-hestth-care costs for the

i1}

v’ /”’A. SHARE OF COST

O Your share of cost should have been increased because:

{2)

and you did not report this information to the county:;
1 within ten days of the change stated above;

¢y The overpayment was computed as follows:;

3 on your statement of facts

(3)

1 v 2y 3 v “ v B s » 7 8
Monthis} Correct Net Correet Meinte- Correct Share of Shars of Cost Pogsibie Over-  |Amount Paid By] Owerpayment
» Incoms nance Neasd Cost {2-3) You Mst psymaent {4-5}) Mudi-Csl (lower of 6 or 7}
Y g $ 3 $ & 3
$ $ $ $ $ $ $
$ $ $ $ $ $ $
- . PROPERTY Total $
w CD You should have besn ineligible for Medi-Cal for the month(s} of Lt
(L1] ..
because you had property worth $ el which is $ Ll above the allowable property limit
(&) . (7}
of § v’ J\'\edi-Ca! paid for $ of your health care costs during the time you had excess property.
O] — {8
You are responsible for repaying $ {the lower of your excess property or the amount Medi-Cal paid).
{10)
C. OTHER
O .
{11}
1I. REPAYMENT INSTRUCTIONS
You are responsible for repaying $
(12)

{3 Send your check or money order for $.

to:

(13)

{14)

within 30 days. The regulations which require this action are Califarnia Administrative Code, Title 22, Sections 50781 through
50781 which define Medi-Cal overpayments and your repayment responsibilities.

It you have any questions, please contact

at

Signature of State/County Representative:

MC 239E (5/87)

{15)

(16)

Date:

17}

(18)

PLEASE SEE REVERSE SiDE OF THIS NOTICE
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MEDI-CAL
NOTICE OF ACTION
OVERPA\-'MENT AND
REPAYMENT tNSTRUCTIONS

L
I. NOTICE OF OVERPAYMENT

We have determined that the Medi-Cal program has incorrectiy paid $

month(s) of

ATTACHMENT IT /EVS

Dapartmaent of Hes ervices
aAse Jm.'.us. t of Ith & ]
EFF. DA1E!

State No.:
[

nty. Ald Serlat FRuU

SS No.:

Beneficiaries Affected: _beer ==

i
Beneficiary
Phone Na.{ ) -
Area Code
for your health care costs for the
(1)

¥~ A. SHARE OF COST

3 Your share of cost should have been increased because:
r’

(2)

- and you did not report this information to the county:;
» [ on your statement of facts
14) The overpayment was computed as follows::

OR »T1 within ten days of the change stated above;

{3

&Waf-/hvl
O~

Q 1 2 3 4 6 8 7 ]
Manth(s} Correct Net Corract Mainte- Corract Share of Shars of Cost Possible Over-  |Amount Paid Byl Cvarpsyment
: Incoms nance Need Cost {2-3) You Met payment (45} Medi-Cal {iower of 6 or 7)
» 3 [Vl s et $ - & [Vt & Py ¢ ¢
3 $ $ $ $ 3 $
$ s $ $ $ $ $
v B. PROPERTY Total $
[J  You shou!d have been ineligible for Medi-Cal tor the monthis} of .l
(5) .
because you had property worth $ Lol which is $ [ above the allowable property limit

of § v

5
rN.Iedn Cal paid for § ﬂ /R *J  of your health care costs during the time you had excess property.

{the lower of your excess property or the amount Medi-Cal paldj

(11)

{8} 9
You are responsible for repaying $ @I/ﬂ 'J
- {10)
C. OTHER
O
1l. REPAYMENT INSTRUCTIONS
You are responsible for repaying $
(12)

{3 Send your check or money order for S_.._._.____ to:

(14

within 30 days. The regulations which reqmre this action are California Administrative Code, Title 22, Sections 50781 through
50797 which define Medi-Cal overpayments and your repayment responsibilities.

1f you have any guestions, please contact

at

Sianatuire nf State/Caninty Renrecantative-

(1%5) (16}

Nate:



