Long Term Care (LTC) Insurance Denial of Coverage Referral

Please complete the following information and attach a copy of the insurance denial letter, Explanation of Benefits or health insurance policy.  Mail the documents to:

Department of Health Care Services

Health Insurances Section/LTC Unit

MS 4719

P.O. Box 997422

Sacramento, CA  95899-7422

Date:  


Patient Name:  

Patient SSN:  


Facility Name:  

Facility Phone:  (         ) 


Facility Representative:  


Insurance Name:  


Insurance Address:  


Insurance Contact:  


Insurance Phone:  (         ) 


Reason for Non-Coverage:


Patient has no insurance.


Policy covers only Medicare coinsurance and deductible, and Medicare has denied LTC services.



Patient’s insurance has lapsed


Patient’s insurance does not cover LTC



as of:

.
or patient’s current level of LTC care.



Patient’s insurance coverage for


Patient’s insurance does not cover 



LTC has been exhausted as of:


skilled nursing services in LTC facility.



 ;


will resume:
.

Other:









2 – Other Health Coverage (OHC) LTC
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