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State of California—Health and Human Services Agency

Department of Health Services

Beneficiary Reimbursement Reference Number: __________

Dear Provider:

This letter is regarding a beneficiary reimbursement claim filed by a Medi-Cal beneficiary, (Beneficiary Name). He/she claims they were seen in your office on mm/dd/yy & mm/dd/yy and has provided documentation of his/her payment to you in the amount of $xxx.xx.

(Beneficiary Name) was eligible for Medi-Cal on the date(s) of service listed above. As a Medi-Cal provider, you are required to reimburse the beneficiary for the payments he/she made to you for the services. The beneficiary has reported that you have not made payment to her for the amount paid to you for the service(s). In order to avoid an action by the State to withhold these funds against future payments owed to you, you must immediately make payment to the beneficiary. The payment must be for the full amount they made to you for the service(s). Once you have made payment to the beneficiary, you may submit a claim to Medi-Cal for reimbursement of these services. Reimbursement payment to the beneficiary should be mailed to:

Beneficiary Name

Beneficiary Address

Beneficiary Address

You must make payment to the beneficiary for the full amount of his/her out of pocket payment made to you. Failure to do this will result in the State taking action to withhold the funds from future payments owed to you. If you have already made full payment to the beneficiary, or if you are in the process of sending this payment, please submit proof of payment. This response should include the amount paid and the date it was paid. A response with your action must be received within 30 days from the date of the top of this letter. All correspondence should be sent to the following address:

Beneficiary Service Center

P.O. Box 138008

Sacramento, CA  95813-8008

Billing timeliness limitations for claims submissions, [pursuant to Title 42 Code of Federal Regulations, Section 447.45(d)(1) and California Code of Regulations (CCR), Title 22, Division 3, Sections 51000.8(a) and 51008.5] will not apply due to good cause [pursuant to CCR, Title 22, Section 51008(a)] for the above claim for 60 days from the date of this letter.

To request reimbursement from Medi-Cal for the services you provided, you must submit a claim within 60 days from the date of this letter. Submit an original claim and supporting documentation along with a copy of this letter to the following address:

EDS

Beneficiary Service Center Claims Unit

P.O. Box 138008

Sacramento, CA  95813-8008

You may disagree with this decision. If you do disagree and wish to dispute this claim, you may request a State Hearing. Information for a State Hearing is included with this notice.

For more information on this matter, contact the Beneficiary Service Center at (916) 403-2007. For billing assistance, call the Telephone Service Center at 1-800-541-5555.

Sincerely,

Jerry Stanger, Chief

Payment Systems Division

California Department of Health Service

Authority: Welfare and Institutions Code, Section 14019.3.
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