STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY . GEORGE DEUKMENAN, Governor

DEPARTMENT OF HEALTH SERVICES

714/744 P STREET
SACRAMENTO, CA 95814

TO: All County Welfare Directors ' June 26, 1989
All County Administrative Officers Letter No.: 89-51

SUBJECT: SHARE OF COST FORMS

This letter is to inform counties that the Part A, Share-of-Cost (S0C) forms,
MC 177 §-M (Rev. 6/88), MC 177 SA-M (Rev. 7/89), CMSP 177 S-M (Rev. 11/88),
CMSP 177 SA-M (Rev. 11/88) have been revised and will be available in the
Department of Health Services (DHS), Warehouse after July 1, 1989. The
current Part B, MC 177 and CMSP 177 (Rev. 7/85 ) forms will continue to be
utilized and will not be revised until the excess stock has been depleted in
the Warehouse.

SHARE-OF-COST FORMS, PROCESSING AND FUNCTION

Counties provide the CMSP 177 and MC 177 forms to beneficiaries who have a
Medi-Cal or CMSP share of cost. The CMSP 177 and MC 177 forms are filled in
by the provider of dental/medical services and then rxeturned to the
appropriate county department, where they are checked for completeness and to
ensure that the share of cost has been met. The form is then sent to the
Department of Health Services, Data Systems Branch for certification and
Medi-Cal card issuamnce. In the final processing step, the CMSP 177 and MC
177 forms are then forwarded from DHS to the fiscal intermediaries, Delta
Dental and Flectronic Data Systems (EDS) for use in adjudicating claims.

THE NEW REVISTON DATES AND REVISIONS

New Revision Dates

As of July 1, 1989, counties should begin using Part A,  CMSP 177 and MC 177
forms with the following revision dartes;

CMSP 177 S-M (Rev. 11/88);
CMSP 177 Sa-M  (Rev. 11/88);
MC 177 S-M {(Rev. 6/88); and
MC 177 SA-M {Rev. 7/89).

The revision dates on all Part A, CMSP 177 and MC 177 forms prior to the
dates listed above should be shredded or destroyed once the counties have

received the current forms.

New Revisions

The new revisions on the Part A, CMSP 177 and MC 177 forms are minor and will
not effect the automated printing process. The revisions consist of:
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1) removing any reference to Computer Science Corporation (CSC) and replacing
it with F.I. (Fiscal Intermediary);

2) adding an "example" which has been shaded and completed with
beneficiary/service information to act as a guide for the provider when
filling out the form;

3) moving blocks "billed patient” and "service description” so that the
"billed patient™ and "total patient" are placed side by side, rather than
directly on top of one another;

4) adding the statement: "You have a right to get a Medi-Cal card the same
day you turn this form in 1if you have a doctor or dentist scheduled or
need medicine WITHIN THE NEXT 10 DAYS® to both the MC 177 and CMSP 177
forms. On the MC 177 form only, as it is not applicable to CMSP 177
forms, a second statement has been added: "IMPORTANT: After pregnancy
ends, you may be entitled to receive 60 days of no share-of-cost medical
benefits related to pregnancy and postpartum sexrvices. Notify wyour
eligibility worker as soon as possible after your pregnancy ends;" and

5) reducing the number of service lines from five to three.

CMSP 177 and MC 177 (PART B} - MANUAL CHANGES

Due to the large surplus of Part B, CMSP 177 and MC 177 forms in the DHS
Warehouse, the newer Part A, CMSP 177 and MC 177 forms must be used
simultaneously with the older Part B, CMSP 177 and MC 177 forms until the
surplus has been significantly depleted. The numbering sequence will have to
be manually altered on the Part B forms to follow the numbering sequence on
the Part A forms. New Part A forms begin with number one and end with number
three and Part B forms begin with number six and end with number fifteen.
The connecting numbers four and five will not exist on either printed form
until the CMSP 177 and MC 177 (Part B) forms are revised; therefore, the
Part B numbering should be manually changed by the providers or counties to
follow the numbering sequence on Part A by c¢rossing out the six and changing
it to a four and the seven to a five, and so on. A Provider Bulletin will be
issued notifying providers of these revisions and manual changes.

CMSP 177 and MC 177 (PART A AND B) FORMAT DIFFERENCES

On the CMSP 177 and MC 177 forms there will be minor differences between Part
A and Part B (see Attachments 1 and 2). These differences are as follows:

1) the "1l4-digit state number" on the Part A form is the "patient Medi-Cal
1.D. oumber”™ on the Part B form;

2) the "billed patient” and "total billed"” on Part B are not located side
by side as on Part A, but are located on top of one another;

3) the old "CSC" overlay will still be on the Part B form where "F.I." is
printed on the Part A form; and
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INSTRUCTIONS TO PROVIDER

1. Enter only Medical/Dental expenses for family members listed on Part A using their state number.

2. The total of the "Billed Patient” amount must not exceed the “Share Of Cost™ amount.

3. 1f you are not a Medi-Cal provider, enter your license number in the box labeled “Provider Medi-Cal Number-.

4. Do not include in the “Bilted Patiem” or “Total Bill” box the amount 1o be reimbursed by insurance or any third party. including Medicare,
for the service rendered.

5. Complete all items to avoid delay in processing.

ERE DEMTAL SERVICES ODESLARATION OF PROVIDER. EACH SERVICE LISTED BELOW BY ME MAS BEEN PRDVIDED BY M T6 THE PERLON LISTED On THE S
1OVIDED PROVICER HER ECLATE Tri™ | RECEIVED PAYMENT (R WILL SEEM PAYMENT FAOM FHE FATIENT FOA THE AMOUNT SHOWN it ZOLUME .-
THAT I el b1t EET HAY T ORAQOM THE MED) CAL PROGRAM FOR THAT AMOUNT 1 ALY UNDEAMSTARNLDY AN AGHES THAY 1] * THE MEDS
PR{OMHAM FOF THg D0ORTR O CEEVICES 1N EXCESS OF THE AMOUNT BILLED 10 THE PATIERT 15 T THE MEDI-CAL REIMBLUSN
l YeS D NO CUNTERRTARD 1AT THE AMO TU BE REIMBURSED BY INSURANCE QR ANY OTHER THIRD $#ARTY INCLUDING MEGHICARE FOR ThE HENDERER CANNAT BE LIS
b THS FUHL 1 AN AWART THAT FINANGIA. INFORMATION ON THIS FORM MAY BE SUBJECT TO SCRUTINY BY THE INTEHIWA. AEVEH SEHEVIZE AND OR 5 I FRANG:.
Tax liai, | CERDT=¢ UNDER PENALTY QF PEHJUHY UNDER THE LAWS OF 1HE STATE OF CAUIFOHNIA iraT The FOREGOING 153 Thoe 4750 CORALC
PROVIDER MEDI-CAL NUMBER PATIENT MEOI-CAL 1D NUMBER SERVICE CATES PROCEDURE/DRUG CCDE BILLED PATIENT
FROM TO
~ &
) [PROVICER NAME b YolEH SiahaAT s ABDVE: DATE SEAVICE DESCRIPTION TOTAL BILL
PAOVIDER MEDI-CAL NUMBER PATIENT MED)-CAL ID NUMBER SERVICE DATES PROCECAURE/ORUG COODE BILLED PATIENT
FROM TO
7 PROVIOER NAME GG DES BIGNGT TF Aif GECLARATION ABOCT DATE SERVICE DESCRIPTION TOTAL BiLt
PROVIDER MEDI-CAL NUMBER PATIENT MEDI-CAL 1D NUMBER SERVICE DATES PROCEDURE/DRUG CQOE BILLEQ PATIENT
s --jEagas - e -
3 PROVIDER NAME ;&VIDEH SIGNATURE 1528 DECLARATION ABOVE; DATE SERVICE DESCRIPTION TOTAL BILL
FROVIDER MEDI-CAL NUMBER PATIENT MEDI-CAL ID NUMBER SERVICE DATES PAOQCEDQUAE/DRUG CODE  [BILLED PATIENT
FAROM To
9 PROVIDER NAME CAOVIDER SIGVATUR: [SEC DECLARATION ABOVE! DATE SERVICE DESCAIPTION TOTAL BILL
PAOVIOER MED#-CAL NUMBER PATIENT MECDI-CAL ID NUMBER SERVICE DATES PROCEDURE/DRUG CODE BILLED PATIENT
FROM [TO
0 PROVIDER NAME PAOVIDED SIGNATUNE (GEE DECLARATION ABOVE] DATE SERVICE DESCAIPTION TOTAL BILL
PROVICER MEDI-CAL NUMBER PATIENT MEDI-CAL iD NUMBER _SERVICE DATES PAOCEDURE/DRUG CODE  [BILLED PATIENT
FROM 1O
' .‘ T AN $
PRAOVIOEA NAME PRIOVITER SwaMATUSET (3EE DECLARATION ABOVE . DATE SERVICE DESCRIPTION TOTAL Bitl
PROVIDER MEDI-CAL NUMBER FATIENT MEDI-CAL 1D NUMBER SERYICE DATES PAOCECURE/DRUG COOE BILLED PATIENT
FADM TO
2 i
PROVIDEA NAME PROVIDEH SIGNATLRE (SEL DECLARATION ABOVE) DATE SERVICE DESCRIPTION TOTAL BiLl
PROVIDER MEGI-CAL NUMBER PATIENT MEDI-CAL 1D NUMBER VICE DATES PACGCEDURE/DAUG CODE BILLED PATIENT
FROM TO
AT .
[3 PROVIDER NAME BPROVIDER SIGNATUAE (SEE CECLARATION ABOVE, DATE SERVICE DESCRIPTIDN TOTAL BILL
PROYIDEA MEDI-CAL NUMBER FATIENT MEDI-CAL 1D NUMBER SERVIC TgATES PROCEDURE/DAUG CODE  |BILLED PATIENT
FROM
|4 PADOVIDER NAME EROVIDEA StGHATURE (SEE DECUARATION ABOVE DATE SERVICE DESCRIPTION TOTAL BILL
PROVIDER MEDI-CAL NUMBER PATIENT MEDI-CAL t0 NUMBER = SERVIGE DATES PROCEDURE/ORUG CODE BILLED PATIENT
|F ROM 0
15 PROVIDER NAME PROVIDLA SHGS T LRED (AFF DECLARATION AROVE DATE SERVICE DESCRIPTION LYOTAL Bl
b [/ 5
| AGREE TO ASSUME FULL LEGAL RESPONSIEILITY FOR THE AMOUNTS LISTED IN THE
“BILLED PATIENT" COLUMN.
SIGNATURE OF APPLICANT DATE SiGNED

AC 177-5-M (4) 7/BS -
—~ A





