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


INSTRUCTIONS FOR COMPLETING PUBLIC HOSPITAL OUTPATIENT SERVICES
SUPPLEMENTAL REIMBURSEMENT CLAIM AND CERTIFICATION FORM 
Recently enacted legislation, Assembly Bill (AB) 915 (Frommer, Chapter 747, Statutes of 2002) added section 14105.96 to the Welfare and Institutions Code to provide supplemental Medi-Cal reimbursement to publicly owned acute care hospitals that provide outpatient services to Medi-Cal beneficiaries.  

Please complete the attached claim and certification form for the fiscal period specified below according to these instructions, and submit the completed form to the Department of Health Services. All data should come from the Public Hospital Outpatient Services Supplemental Reimbursement Worksheet, which includes data derived from the hospital’s filed Medi-Cal Cost Report, Form 2552, and associated worksheets, for the fiscal year ending in 2003.  Please ensure all data is consistent with Medicare cost accounting principles and does not include any non-reimbursable cost centers.  

Facility Information (No. 1 through No. 14):

1. Name of Facility – Include the name of your facility or the name that your facility uses as the primary business name.

2. Public Facility Control Type – Enter the City, County, City and County, the University of California, and/or other Healthcare District name.

3. Medi-Cal Provider Number – Enter your nine-digit alpha-numeric Medi-Cal provider number (three alphas, five numeric, and one alpha).

4. Facility Phone Number – Enter the main facility phone number.  This will serve as a secondary phone number in the event that the designated facility contact person cannot be reached.  

5. Facility Fax Number – Enter the main facility fax number.  
6, 7, and 8. (Facility Street Address, City and State, and Zip Code) – Enter the physical 

      address of the facility.

9, 10, and 11.  (Mailing Address, City and State, and Zip Code) – Enter the mailing address


of the facility, if different than the street address.

12. Administrator or Contact Person – Enter the name of the person to be contacted in the event the Department of Health Services has questions concerning your claim and/or additional supporting documentation is required.

 13. Administrator or Contact Person Phone No. – Enter the phone number where the

      administrator or contact person can be reached.

14. Fiscal Year End of Medi-Cal Cost Report  – Enter the fiscal year-end period for which this

      claim applies.

Claim calculation steps 
Line 1: Enter the Total Medi-Cal Outpatient Fee-for-Service Costs found on Line 103 of the Public Hospital Outpatient Services Supplemental Reimbursement Worksheet.

Line 2: Enter the Medi-Cal Outpatient Fee-for-Service Payments found on Line 106, of the Public Hospital Outpatient Services Supplemental Reimbursement Worksheet.

Line 3: Subtract Line 2 from Line 1 to obtain the unreimbursed costs eligible as certified public expenditures subject to supplemental reimbursement. 

Certification:

An authorized person must certify to the truth of the claim.  Such person may be an administrator, officer or other person duly authorized by the governing board as having authority to sign on behalf of the facility. 
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