State of California—Health and Human Services Agency
Department of Health Services


 PUBLIC HOSPITAL OUTPATIENT SERVICES SUPPLEMENTAL REIMBURSEMENT 

Claim and Certification Form 2002-2003

Instructions to complete this form are attached.  Completion of this form is only necessary if you have an eligible facility and have entered into a contract with the Department of Health Services to participate in this program.

1. Name of Facility 


2. Public Facility Control Type

3. Medi-Cal Provider No.


4. Facility Phone Number

      (      )


 5.  Facility Fax Number

     (    )

6.   Facility Street Address
7.   City & State                                        
8.   Zip Code

9.   Mailing Address (if different)
10.  City & State                                      
11.  Zip Code

12.  Administrator or Contact Person
13. Administrator or Contact Person Phone Number

(      )


14. Fiscal Year End of Medi-Cal Cost Report                                 

                                                                                             [   ]      June 30, 2003   or   [   ] Other Date _____________

 

Use the Public Hospital Outpatient Supplemental Reimbursement Worksheet:



1. Enter the TOTAL Medi-Cal Outpatient Fee-for-Service Cost from Line 103 of the Public Hospital Outpatient Services Supplemental Reimbursement Worksheet.

2. Enter the TOTAL Medi-Cal Outpatient Fee-for-Service Payments Excluding Professional Component from Line 106 of the Public Hospital Outpatient Services Supplemental Reimbursement Worksheet.

3. Total allowable costs subject to supplemental reimbursement.  Subtract line 2 from line 1.  This number should match Line 107 of the Public Hospital Outpatient Services Supplemental Reimbursement Worksheet.


$ __________
$ __________

$ __________



CLAIM AND CERTIFICATION FORM

Certification:

1.
For the purposes of this claim and certification, “eligible facility” is an acute care hospital providing outpatient services to Medi-Cal beneficiaries.  “Acute care hospital” means the facilities described by subdivision (a) or (b), or both, of Section 1250 of the Health and Safety Code.  Further, “eligible facility” is a public hospital that is owned by a county, city, city and county, the University of California, or health care district organized pursuant to Division 23 (commencing with Section 32000) of the Health and Safety Code.

2. The information on the accompanying claim form is true and correct, based on information entered on the 2552 Medi-Cal Cost Report for the specified fiscal year.  The facility will maintain documentation supporting these expenditures pursuant to Section 14105.96 subdivision (e)(2) and (e)(4) of the Welfare and Institutions Code.  This documentation must include all fiscal records normally required in the performance of Medi-Cal field audits.

3.
The public funds expended for services provided have been expended as necessary for federal financial participation pursuant the requirements of Section 1903(w) of the Social Security Act and 42 C.F.R § 433.50 et seq. for allowable costs.

4.
The expenditures claimed have not previously been, nor will they be, claimed at any other time as claims to receive federal participation funds under Medicaid or any other program.

5.
The facility acknowledges that the information is to be used for filing of a claim with the federal government for federal funds and knowing misrepresentation constitutes violation of federal law.

6.
The facility acknowledges that all records of funds expended are subject to review and audit by the Department of Health Services (Department) (see Welfare and Institutions Code Section 14105.96, subdivision (e)(4)).

7.
The facility understands that the Department must deny payment of any claim submitted under Welfare and Institutions Code Section 14105.96 if it determines that the certification is not adequately supported for purposes of federal financial participation.
I, the undersigned, state: That as an administrator, officer or other individual duly authorized in a resolution by the governing board as having authority to sign on behalf of the facility, I am authorized and designated to make this certification for and on behalf of __________________________________(name of facility), that the certification documents attached hereto are true to my knowledge.  I declare that the certification information is true and correct.  I understand that the making of false statements or the filing of false or fraudulent claims is punishable under Welfare and Institutions Code Sections 14107, 14107.11, and other applicable provisions of law.

SIGNED: ____________________________________

PRINT NAME: ________________________________

TITLE: ______________________________________

DATED: _____________________________________

Rachel Luxemberg

California Department of Health Services

Medi-Cal Policy Division/LTC System Development Unit

MS 4600

1501 Capitol Avenue, Ste 71.4001

P.O. Box 997413

Sacramento, CA 95899-7413

Note:  Questions regarding this certification should be submitted in writing to the address listed above or e-mailed to the following: rluxembe@dhs.ca.gov 
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