


STATE OF CALIFORMIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF HEALTH SERVICES

SHARE-OF-COST MEDI-CAL
PROVIDER LETTER

r— —] {County Address)
(Provider Address)
RE:
(1) (2)
Old Share of Cost County |.D. Now Non-Share of Cast County 1.D.

The individual(s) shown above was determined eligible for Medi-Cal for the month(s)/year of

with a monthly share-of-cost of § . Upon review, it has been determined by the
gouniy welfare department that the share-of-cost for each month indicated should have been only

The California Code of Reguiations, Title 22, Section 51471.1, requires providers o cooperate with the
Department of Health Services in making reimbursements to beneficiaries for Medi-Cal program
underpayments. The Welfare and institutions Code Section 14013.3 and the reguiation further requires
that the provider accept an underpayment adjustment from the Medi-Cal program for such beneficiaries
and reimburse such beneficiaries the full amount of that adjustment, up 1o the amount actually received in
payment from the beneficiary for the medical services in question.

The following information will assist you in making the reimbursement required by this regulation.

Beneficiary Share-of-Cost Heduced 10 Zero

1. i the beneficiary paid gr gbligated fo pay an original share-of-cost amount to you, and ypu billed
Medi-Cal for the balance of the charges, you must submit a Claims Inquiry Form (CIF) with this
MC1054 form attached. DO NOT submit a new ciaim, as it will be considered a duplicate claim and
payment will be denied. Once the CIF is approved and payment is received, you are required to
reimburse the beneficiary any share-of-cost previously paid or 1o eliminate the outstanding share-otl-
cost obligated for the service billed.

2. ifthe beneficiary paid or obligaigd 1o pay an original share-of-cost amount to you, and you did pot bill
Medi-Cal because the charges equaled the share-of-cost amount you collected or which is stil an
outstanding charge, you may now bill the program for the services you rendered. You must submit a
claim with a zero {0) in the *Patient's Share-of-Cost” field, and attach this MC1054 form. Once the
claim is approved and payment is received, you are required to reimburse the beneficiary any share-
of-cost previously paid or to eliminate the outstanding share-oi-cost obiigated for the service billed.

Beneficiary Share-of-Cost Reduced 10 & Lesser Amount

in those situations where a beneficiary's share-of-cost amount has been reduced (but not 10 zero), the
county welfare department will be required to issue the beneficiary a “revised” MGE177, Record of Healih
Care Costs. Any provider who rendered services for which a share-of-cost amount was paid or obligated
should complete the “revised” MC177. Upon complation of this process, the beneficiary will return the
MC177 form to the county welfare department, to be processed and mailed to the State. Subsequently, the
tiscal intermediary share-ol-cost records will be updated. Providers should altow approximately 30 days for
this process before submitting a CIF or claim.

Foliow the same procedures previously described in steps 1 and 2 when submitting a CIF or claim, except -
the reduced share-of-cost amourt must be entered in the "Patient's Share-of-Cost™ field on the claim
instead of zero (0).
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