STATE OF CALIFORNIA—HEA| TH AND HUMAN SERVICES AGENCY GRAY DAVIS, Gawvernnr

DEPARTMENT OF HEALTH SERVICES
714/744 P STREET

P.O. BOX 942732

SACRAMENTO, CA 94234-7320

{916) 657-2541

October 31, 2001

Medi-Cal Eligibility Information Letter No.: 1 01-14

TO: All County Welfare Directors
All County Medi-Cal Program Specialists/Liaisons

LETTER OF AUTHORIZATION (Over One-Year Letter) MC 180-2 SHARE-OF-COST
(SOC) FORM.

This letter is to transmit a copy of form MC 180-2 (8/98). The MC 180-2 is used with the
Over One-year Eligibility Letter of Authorization (MC180) to record expenses used to
meet a beneficiary’s SOC during the time they should have been eligible for Medi-Cal.

The counties should fill out the section with four boxes near the top of the form and the
section where the title reads “MEDI-CAL/DENTAL EXPENSES OF FAMILY MEMBERS
LISTED BELOW MAY BE USED TO MEET SHARE OF COST.” The providers should
fill out the rest of the form; instructions for the providers are on the form itself (see
enclosed copy).

If you have questions concerning this form, please contact Mr. Craig Yagi of my staff at
(916) 657-1182.

Sincerely,

ORIGINAL SIGNED BY

Shar Schroepfer, Chief
Medi-Cal Eligibility Branch

Enclosure
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