


A MEDI - CAL REFERRAL

TO: MEDI-CAL OFFICE , g__ COUNTY

————
Te————

FROM: SOCIAL L SECURITY ADMII\HSTRA'I'ION ™, N

. -

SSA Office Address/Phone: Los Angeles -\TSC.f PO Box 76983, Los Angeles 90076, (800) 234-5772_ _.-

Pos#!_

Name of Issuing Representative

‘The recipient named below has not received Medi-Cal cards for the months of

According to SSA records, the recipient was eligible for SSI/SSP payments for these meonths,

RECIPIENT IDENTIFICATION REFERRAL INFORMATION

R

SSN Prepaid Health Plan: Yes.
Date of Birth E__ Other Health Insurance: Yes No

Address — Medicare: Y (No

Claim #
Phone m___ 8581 Payment Siatus Code | i f i
If unable to act on own behalf: If COA, Date of Input .
Contact's Name If Deceased, Date of Death —

Contact's Fhone

REASON FOR REFERRAL SSA DATE STAMP
1 - New Eligible 4 - Not Received LOS ANGELES, CALIF
2 - Lost Card 5 - Error/Mutilated
3 - Labels Used Up 6 - Needs MEDI Labels NOV 2 9 1989
91702
; Tg_& SSA TELESERVICE CENTER
. WT]'H Al '
) TS



