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Presenter
Presentation Notes
I would like to welcome you to the IHSS Provider Reimbursement Webinar.

We want to thank you for participating and look forward to any questions you have.

Some administrative items to cover. We will be going through the full presentation first, then we will have a Q&A session at the end. Page numbers are located at the bottom right corner of the presentation in case you have a question regarding a particular slide.

We will be posting this presentation on our CDSS website.



      

 

  

     

 
          

Introduction 

• Purpose 

• Acronyms Used 

• Background 

• County’s role in determining if a Share of Cost is correct 

• Completion of the GEN 1384 

• Submission of the GEN 1384 

• California Department of Social Services’ role in processing the 
reimbursement claims 

• Resources and References 
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Purpose 

• Increase awareness of the Provider Reimbursement Process 

• Provide training to counties on their role 

• Share information about processing timeframes 

• Clarify role of the California Department of Social Services 
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Acronyms Used in this Presentation 

• CDSS – California Department of Social Services 

• SOC – Share of Cost 

• CMIPS II – Case Management, Information, and Payroll System 

• SCO – State Controller’s Office 

• MEDS – Medi-Cal Eligibility Data System 
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Presentation Notes
The following acronyms will be used throughout this presentation. (read acronyms and meanings).



      

  

      

    

    

          

Background 

• Recipients may be required to pay a Medi-Cal SOC to receive benefits. 

• CMIPS II interfaces with MEDS to determine SOC. 

• If outstanding SOC exists, that amount is withheld from provider’s warrant. 

• If MEDS displays a SOC, a deduction from provider’s warrant will occur. 

• If an erroneous deduction occurs, CDSS can reimburse the provider directly. 
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Presenter
Presentation Notes
Currently, some recipients are required to pay a Medi-Cal SOC in order to receive Medi-Cal benefits, including IHSS. When a provider for those individuals submits a timesheet, the IHSS program Case Management, Information and Payrolling System (CMIPS II) interfaces with the Medi-Cal Eligibility Data System (MEDS) to determine if the IHSS recipient has an outstanding Medi-Cal SOC. If so, that amount is deducted from the provider’s pay warrant(s) for that time period. CMIPS II then generates letters to the IHSS recipient and provider indicating the recipient is required to pay the amount deducted from the pay warrant for the Medi-Cal SOC to the provider. 

If the Medi-Cal SOC listed in MEDS is incorrect when the timesheet is processed, this will cause an erroneous deduction from the provider’s pay warrant. If the Medi-Cal SOC was incorrect and the amount deducted from the provider’s pay warrant is greater than the correct SOC and the provider has not been paid by the recipient, the California Department of Social Services (CDSS) has developed a process to directly reimburse providers who have had an erroneous Medi-Cal SOC deduction withheld from their pay warrant if they were not paid by the recipient. .



 

    

  

    

          

What is Provider Reimbursement? 

• Available for SOC deductions occurring on or after July 1, 2014. 

• Recipient or provider contacts county regarding incorrect SOC deduction. 

• County determines if SOC deduction is incorrect. 
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Presenter
Presentation Notes
The IHSS Provider Wage Reimbursement process and Claim Form (GEN 1384) were created to facilitate the process of reimbursing providers for an erroneous SOC withholding. This process does not replace or modify the Conlan II process in any way.

This process is available for incorrect Medi-Cal SOC deductions occurring on or after July 1, 2014. When either a recipient or provider contacts the county regarding an incorrect SOC deduction from a provider pay warrant, the county shall determine if the provider is due reimbursement for an incorrect Medi-Cal SOC deduction by reviewing both MEDS and CMIPS II to determine if the amount taken from the provider’s pay warrant for the pay period in question is greater than the Medi-Cal SOC for the same period. 




          

County’s Role 
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Provider Reimbursement Process 

• Provider/recipient notifies County of potentially erroneous SOC
withholding.

• County determines if a SOC withholding is erroneous.

• County provides provider/recipient with page 1 of GEN 1384 to complete
and sign.

• County completes page 2 of GEN 1384 and submits via email to CDSS.
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GEN 1384 
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Process – SOC Deduction 

Correct SOC Deduction Incorrect SOC deduction 
• Notify  requestor  that the amount deducted 

was correct.
• Obtain GEN  1384 from CDSS.

• Give page 1 (section  A&B) of GEN  1384 to 
requestor.• If disputed the requestor  is directed to 

contact the  Medi-Cal eligibility worker. • Verify correct completion of page 1.

• Complete page 2.

• Send Completed GEN 1384 to CDSS.

• Notify requestor that claim has been forwarded
to CDSS.
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If the county determines the correct SOC was deducted, the county will notify the requestor that the SOC amount deducted from the IHSS provider’s pay warrant for the period in question was correct. If the requestor disputes the county’s determination, the recipient should be directed to contact their Medi-Cal eligibility worker. 


If the amount taken from the pay warrant is greater than the Medi-Cal SOC for the pay period in which an incorrect SOC was deducted, the county will give page one (section A and B) of the GEN 1384 to the requestor. Upon receipt of the completed page one, the county will verify that it has been completed correctly and signed by both the recipient and provider. The county will then complete page two (section C) of the GEN 1384 and submit both pages of the completed request to CDSS.
The county will notify the requestor that the claim has been forwarded to the California Department of Social Services (CDSS) for review. 



  
 

          

GEN 1384 – Verify Completion of Page 1 
Section A: Provider Information 

Last, First 

Systems and Administrative Branch | Appeals, Administrative Review and Reimbursement Bureau | Reimbursements Unit 11 
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Presentation Notes
How to complete Page 1 Section A of the GEN 1384.
Box 1 – Have the provider print their first and last names legibly in this box.
Box 2 – This box is for the provider’s address. Please be sure they include their mailing address, specifically the Zip Code.
Box 3 – Current Telephone number including area code.
Box 4 – Provider’s date of birth.
Box 5 – The date of service for the SOC withholding. This can be the first date of the service period i.e. 3/1/2017, 3/16/2017.
Box 6 – The amount the provider is claiming.

Please make the provider aware that buy signing, they are certifying they have not been paid by their recipient and that the information provided is correct.



  
 

          

GEN 1384 – Verify Completion of Page 1 
Section A: Provider Information 

12 Main St. #A, Anytown, CA 9xxxx Last, First 
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Presenter
Presentation Notes
How to complete Page 1 Section A of the GEN 1384.
Box 1 – Have the provider print their first and last names legibly in this box.
Box 2 – This box is for the provider’s address. Please be sure they include their mailing address, specifically the Zip Code.
Box 3 – Current Telephone number including area code.
Box 4 – Provider’s date of birth.
Box 5 – The date of service for the SOC withholding. This can be the first date of the service period i.e. 3/1/2017, 3/16/2017.
Box 6 – The amount the provider is claiming.

Please make the provider aware that buy signing, they are certifying they have not been paid by their recipient and that the information provided is correct.



  
 

          

GEN 1384 – Verify Completion of Page 1 
Section A: Provider Information 

(999) 555-1212

Last, First 12 Main St. #A, Anytown, CA 9xxxx 
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Presentation Notes
How to complete Page 1 Section A of the GEN 1384.
Box 1 – Have the provider print their first and last names legibly in this box.
Box 2 – This box is for the provider’s address. Please be sure they include their mailing address, specifically the Zip Code.
Box 3 – Current Telephone number including area code.
Box 4 – Provider’s date of birth.
Box 5 – The date of service for the SOC withholding. This can be the first date of the service period i.e. 3/1/2017, 3/16/2017.
Box 6 – The amount the provider is claiming.

Please make the provider aware that buy signing, they are certifying they have not been paid by their recipient and that the information provided is correct.



  
 

          

GEN 1384 – Verify Completion of Page 1 
Section A: Provider Information 

mm/dd/yyyy 

Last, First 12 Main St. #A, Anytown, CA 9xxxx 

(999) 555-1212 
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Presentation Notes
How to complete Page 1 Section A of the GEN 1384.
Box 1 – Have the provider print their first and last names legibly in this box.
Box 2 – This box is for the provider’s address. Please be sure they include their mailing address, specifically the Zip Code.
Box 3 – Current Telephone number including area code.
Box 4 – Provider’s date of birth.
Box 5 – The date of service for the SOC withholding. This can be the first date of the service period i.e. 3/1/2017, 3/16/2017.
Box 6 – The amount the provider is claiming.

Please make the provider aware that buy signing, they are certifying they have not been paid by their recipient and that the information provided is correct.



  
 

          

GEN 1384 – Verify Completion of Page 1 
Section A: Provider Information 

3/16/2017 

Last, First 12 Main St. #A, Anytown, CA 9xxxx 

(999) 555-1212 mm/dd/yyyy 
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Presentation Notes
How to complete Page 1 Section A of the GEN 1384.
Box 1 – Have the provider print their first and last names legibly in this box.
Box 2 – This box is for the provider’s address. Please be sure they include their mailing address, specifically the Zip Code.
Box 3 – Current Telephone number including area code.
Box 4 – Provider’s date of birth.
Box 5 – The date of service for the SOC withholding. This can be the first date of the service period i.e. 3/1/2017, 3/16/2017.
Box 6 – The amount the provider is claiming.

Please make the provider aware that buy signing, they are certifying they have not been paid by their recipient and that the information provided is correct.



  
 

          

GEN 1384 – Verify Completion of Page 1 
Section A: Provider Information 

300 

Last, First 12 Main St. #A, Anytown, CA 9xxxx 

(999) 555-1212 mm/dd/yyyy 

3/16/2017 
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Presentation Notes
How to complete Page 1 Section A of the GEN 1384.
Box 1 – Have the provider print their first and last names legibly in this box.
Box 2 – This box is for the provider’s address. Please be sure they include their mailing address, specifically the Zip Code.
Box 3 – Current Telephone number including area code.
Box 4 – Provider’s date of birth.
Box 5 – The date of service for the SOC withholding. This can be the first date of the service period i.e. 3/1/2017, 3/16/2017.
Box 6 – The amount the provider is claiming.

Please make the provider aware that buy signing, they are certifying they have not been paid by their recipient and that the information provided is correct.



  
 

          

GEN 1384 – Verify Completion of Page 1 
Section A: Provider Information 

Last, First 12 Main St. #A, Anytown, CA 9xxxx 

(999) 555-1212 mm/dd/yyyy 

3/16/2017 300 
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How to complete Page 1 Section A of the GEN 1384.
Box 1 – Have the provider print their first and last names legibly in this box.
Box 2 – This box is for the provider’s address. Please be sure they include their mailing address, specifically the Zip Code.
Box 3 – Current Telephone number including area code.
Box 4 – Provider’s date of birth.
Box 5 – The date of service for the SOC withholding. This can be the first date of the service period i.e. 3/1/2017, 3/16/2017.
Box 6 – The amount the provider is claiming.

Please make the provider aware that buy signing, they are certifying they have not been paid by their recipient and that the information provided is correct.



  
 

          

GEN 1384 – Verify Completion of Page 1 
Section B: Recipient Information 

Last, First 
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Presentation Notes
How to complete Page 1 – Section B of the GEN 1384
Box – 7 Recipient’s first and last names. Please ensure the names are printed legibly.
Box – 8 Recipient’s full address, specifically the Zip code.
Box – 9 Recipient’s current telephone number including area code.
Box – 10 IHSS case number. Please only include the 7-digit number without county and district office prefixes.

Please ensure the recipient understands that by signing they are certifying they have not paid their provider and they have no intention to file a Conlan II claim. In the event the recipient has already filed a Conlan ll claim, please inform CDSS of that in the email submission of the Provider Reimbursement claim.




  
 

          

GEN 1384 – Verify Completion of Page 1 
Section B: Recipient Information 

12 Main St. #A, Anytown, CA 9xxxx Last, First 
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Presenter
Presentation Notes
How to complete Page 1 – Section B of the GEN 1384
Box – 7 Recipient’s first and last names. Please ensure the names are printed legibly.
Box – 8 Recipient’s full address, specifically the Zip code.
Box – 9 Recipient’s current telephone number including area code.
Box – 10 IHSS case number. Please only include the 7-digit number without county and district office prefixes.

Please ensure the recipient understands that by signing they are certifying they have not paid their provider and they have no intention to file a Conlan II claim. In the event the recipient has already filed a Conlan ll claim, please inform CDSS of that in the email submission of the Provider Reimbursement claim.




  
 

          

GEN 1384 – Verify Completion of Page 1 
Section B: Recipient Information 

(999) 555-1213 

Last, First 12 Main St. #A, Anytown, CA 9xxxx 
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Presenter
Presentation Notes
How to complete Page 1 – Section B of the GEN 1384
Box – 7 Recipient’s first and last names. Please ensure the names are printed legibly.
Box – 8 Recipient’s full address, specifically the Zip code.
Box – 9 Recipient’s current telephone number including area code.
Box – 10 IHSS case number. Please only include the 7-digit number without county and district office prefixes.

Please ensure the recipient understands that by signing they are certifying they have not paid their provider and they have no intention to file a Conlan II claim. In the event the recipient has already filed a Conlan ll claim, please inform CDSS of that in the email submission of the Provider Reimbursement claim.




  
 

          

GEN 1384 – Verify Completion of Page 1 
Section B: Recipient Information 

9999999 

Last, First 12 Main St. #A, Anytown, CA 9xxxx 

(999) 555-1213 
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Presenter
Presentation Notes
How to complete Page 1 – Section B of the GEN 1384
Box – 7 Recipient’s first and last names. Please ensure the names are printed legibly.
Box – 8 Recipient’s full address, specifically the Zip code.
Box – 9 Recipient’s current telephone number including area code.
Box – 10 IHSS case number. Please only include the 7-digit number without county and district office prefixes.

Please ensure the recipient understands that by signing they are certifying they have not paid their provider and they have no intention to file a Conlan II claim. In the event the recipient has already filed a Conlan ll claim, please inform CDSS of that in the email submission of the Provider Reimbursement claim.




          

Last, First 12 Main St. #A, Anytown, CA 9xxxx 

GEN 1384  – Verify Completion  of Page 1 
Section  B: Recipient Information 

(999) 555-1213 9999999 
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Presenter
Presentation Notes
How to complete Page 1 – Section B of the GEN 1384
Box – 7 Recipient’s first and last names. Please ensure the names are printed legibly.
Box – 8 Recipient’s full address, specifically the Zip code.
Box – 9 Recipient’s current telephone number including area code.
Box – 10 IHSS case number. Please only include the 7-digit number without county and district office prefixes.

Please ensure the recipient understands that by signing they are certifying they have not paid their provider and they have no intention to file a Conlan II claim. In the event the recipient has already filed a Conlan ll claim, please inform CDSS of that in the email submission of the Provider Reimbursement claim. If the recipient is deceased, the executor of the estate or the IHSS Case Worker may sign for the recipient.




 

          

GEN 1384 – Complete Page 2: Header 

Jane Recipient/John Provider 
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Presenter
Presentation Notes
To complete the Page 2 header, print the first and last names of the recipient and the provider, in that order.

The IHSS case number should be the 7-digit number without the county and district office prefixes.



 

          

GEN 1384 – Complete Page 2: Header 

Jane Recipient/John Provider 

9999999 
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Presenter
Presentation Notes
To complete the Page 2 header, print the first and last names of the recipient and the provider, in that order.

The IHSS case number should be the 7-digit number without the county and district office prefixes.



 
 

          

GEN 1384 – Complete Page 2 
Section C: County Verification 

Last, First 
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Presentation Notes
To successfully complete the County Verification section.
Box – 1 List the recipient’s Medi-Cal Eligibility worker’s name
Box – 2 List the Eligibility worker’s direct phone number.
Box – 3 IHSS county worker preparing the GEN 1384.
Box – 4 IHSS county worker’s direct phone number.
Box – 5 Place the month and year of the corresponding service period and SOC amount as displayed in MEDS for that period. The example listed is March 2017 and a $240 dollar SOC.
Box – 6 Place the month and year of the corresponding service period of the CMIPS warrant in which the deduction occurred and the amount of the SOC deduction. In several cases, the provider will claim the gross withholding which will generally include non-reimburseable amounts such as taxes and union dues. The amount included in the box should only be the SOC withholding.
Box – 7 Transfer the amount claimed on Page 1, Section A, Box – 6.
Box – 8 This is the amount the IHSS county office is certifying the provider is due for reimbursement. Example: A provider has a $500 SOC withholding from their warrant. The recipient has a $240 Medi-Cal SOC. The amount to be certified is $260.

Page 2 must be signed by a supervisor.



 
 

   

          

GEN 1384 – Complete Page 2 
Section C: County Verification 

Eligibility Worker: Last, First (999) 555-1214 
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Presenter
Presentation Notes
To successfully complete the County Verification section.
Box – 1 List the recipient’s Medi-Cal Eligibility worker’s name
Box – 2 List the Eligibility worker’s direct phone number.
Box – 3 IHSS county worker preparing the GEN 1384.
Box – 4 IHSS county worker’s direct phone number.
Box – 5 Place the month and year of the corresponding service period and SOC amount as displayed in MEDS for that period. The example listed is March 2017 and a $240 dollar SOC.
Box – 6 Place the month and year of the corresponding service period of the CMIPS warrant in which the deduction occurred and the amount of the SOC deduction. In several cases, the provider will claim the gross withholding which will generally include non-reimburseable amounts such as taxes and union dues. The amount included in the box should only be the SOC withholding.
Box – 7 Transfer the amount claimed on Page 1, Section A, Box – 6.
Box – 8 This is the amount the IHSS county office is certifying the provider is due for reimbursement. Example: A provider has a $500 SOC withholding from their warrant. The recipient has a $240 Medi-Cal SOC. The amount to be certified is $260.

Page 2 must be signed by a supervisor.



 
 

   

 

          

GEN 1384 – Complete Page 2 
Section C: County Verification 

Eligibility Worker: Last, First (999) 555-1214 

IHSS Case Worker: Last, First 
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Presenter
Presentation Notes
To successfully complete the County Verification section.
Box – 1 List the recipient’s Medi-Cal Eligibility worker’s name
Box – 2 List the Eligibility worker’s direct phone number.
Box – 3 IHSS county worker preparing the GEN 1384.
Box – 4 IHSS county worker’s direct phone number.
Box – 5 Place the month and year of the corresponding service period and SOC amount as displayed in MEDS for that period. The example listed is March 2017 and a $240 dollar SOC.
Box – 6 Place the month and year of the corresponding service period of the CMIPS warrant in which the deduction occurred and the amount of the SOC deduction. In several cases, the provider will claim the gross withholding which will generally include non-reimburseable amounts such as taxes and union dues. The amount included in the box should only be the SOC withholding.
Box – 7 Transfer the amount claimed on Page 1, Section A, Box – 6.
Box – 8 This is the amount the IHSS county office is certifying the provider is due for reimbursement. Example: A provider has a $500 SOC withholding from their warrant. The recipient has a $240 Medi-Cal SOC. The amount to be certified is $260.

Page 2 must be signed by a supervisor.



 
 

   

 

          

GEN 1384 – Complete Page 2 
Section C: County Verification 

Eligibility Worker: Last, First (999) 555-1214 

IHSS Case Worker: Last, First (999) 555-1215 
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Presenter
Presentation Notes
To successfully complete the County Verification section.
Box – 1 List the recipient’s Medi-Cal Eligibility worker’s name
Box – 2 List the Eligibility worker’s direct phone number.
Box – 3 IHSS county worker preparing the GEN 1384.
Box – 4 IHSS county worker’s direct phone number.
Box – 5 Place the month and year of the corresponding service period and SOC amount as displayed in MEDS for that period. The example listed is March 2017 and a $240 dollar SOC.
Box – 6 Place the month and year of the corresponding service period of the CMIPS warrant in which the deduction occurred and the amount of the SOC deduction. In several cases, the provider will claim the gross withholding which will generally include non-reimburseable amounts such as taxes and union dues. The amount included in the box should only be the SOC withholding.
Box – 7 Transfer the amount claimed on Page 1, Section A, Box – 6.
Box – 8 This is the amount the IHSS county office is certifying the provider is due for reimbursement. Example: A provider has a $500 SOC withholding from their warrant. The recipient has a $240 Medi-Cal SOC. The amount to be certified is $260.

Page 2 must be signed by a supervisor.



 
 

   

 

   

          

GEN 1384 – Complete Page 2 
Section C: County Verification 

Eligibility Worker: Last, First (999) 555-1214 

IHSS Case Worker: Last, First (999) 555-1215 

3/2017  $240 
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Presenter
Presentation Notes
To successfully complete the County Verification section.
Box – 1 List the recipient’s Medi-Cal Eligibility worker’s name
Box – 2 List the Eligibility worker’s direct phone number.
Box – 3 IHSS county worker preparing the GEN 1384.
Box – 4 IHSS county worker’s direct phone number.
Box – 5 Place the month and year of the corresponding service period and SOC amount as displayed in MEDS for that period. The example listed is March 2017 and a $240 SOC.
Box – 6 Place the month and year of the corresponding service period of the CMIPS warrant in which the deduction occurred and the amount of the SOC deduction. In several cases, the provider will claim the gross withholding which will generally include non-reimburseable amounts such as taxes and union dues. The amount included in the box should only be the SOC withholding.
Box – 7 Transfer the amount claimed on Page 1, Section A, Box – 6.
Box – 8 This is the amount the IHSS county office is certifying the provider is due for reimbursement. Example: A provider has a $500 SOC withholding from their warrant. The recipient has a $240 Medi-Cal SOC. The amount to be certified is $260.

Page 2 must be signed by a supervisor.



   

 

     

Eligibility Worker: Last, First (999) 555-1214 

IHSS Case Worker: Last, First (999) 555-1215 

3/2017  $240 3/2017  $500 
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GEN 1384 – Complete Page 2 
Section C: County Verification 

Presenter
Presentation Notes
To successfully complete the County Verification section.
Box – 1 List the recipient’s Medi-Cal Eligibility worker’s name
Box – 2 List the Eligibility worker’s direct phone number.
Box – 3 IHSS county worker preparing the GEN 1384.
Box – 4 IHSS county worker’s direct phone number.
Box – 5 Place the month and year of the corresponding service period and SOC amount as displayed in MEDS for that period. The example listed is March 2017 and a $240 SOC.
Box – 6 Place the month and year of the corresponding service period of the CMIPS warrant in which the deduction occurred and the amount of the SOC deduction. In several cases, the provider will claim the gross withholding which will generally include non-reimburseable amounts such as taxes and union dues. The amount included in the box should only be the SOC withholding.
Box – 7 Transfer the amount claimed on Page 1, Section A, Box – 6.
Box – 8 This is the amount the IHSS county office is certifying the provider is due for reimbursement. Example: A provider has a $500 SOC withholding from their warrant. The recipient has a $240 Medi-Cal SOC. The amount to be certified is $260.

Page 2 must be signed by a supervisor.



   

 

     

Eligibility Worker: Last, First (999) 555-1214 

IHSS Case Worker: Last, First (999) 555-1215 

3/2017  $240 3/2017  $500 

$300 

 
 

          

GEN 1384 – Complete Page 2 
Section C: County Verification 
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Presenter
Presentation Notes
To successfully complete the County Verification section.
Box – 1 List the recipient’s Medi-Cal Eligibility worker’s name
Box – 2 List the Eligibility worker’s direct phone number.
Box – 3 IHSS county worker preparing the GEN 1384.
Box – 4 IHSS county worker’s direct phone number.
Box – 5 Place the month and year of the corresponding service period and SOC amount as displayed in MEDS for that period. The example listed is March 2017 and a $240 SOC.
Box – 6 Place the month and year of the corresponding service period of the CMIPS warrant in which the deduction occurred and the amount of the SOC deduction. In several cases, the provider will claim the gross withholding which will generally include non-reimburseable amounts such as taxes and union dues. The amount included in the box should only be the SOC withholding.
Box – 7 Transfer the amount claimed on Page 1, Section A, Box – 6.
Box – 8 This is the amount the IHSS county office is certifying the provider is due for reimbursement. Example: A provider has a $500 SOC withholding from their warrant. The recipient has a $240 Medi-Cal SOC. The amount to be certified is $260.

Page 2 must be signed by a supervisor.



   

 

     

Eligibility Worker: Last, First (999) 555-1214 

IHSS Case Worker: Last, First (999) 555-1215 

3/2017  $240 3/2017  $500 

$300 260 
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GEN 1384 – Complete Page 2 
Section C: County Verification 

Presenter
Presentation Notes
To successfully complete the County Verification section.
Box – 1 List the recipient’s Medi-Cal Eligibility worker’s name
Box – 2 List the Eligibility worker’s direct phone number.
Box – 3 IHSS county worker preparing the GEN 1384.
Box – 4 IHSS county worker’s direct phone number.
Box – 5 Place the month and year of the corresponding service period and SOC amount as displayed in MEDS for that period. The example listed is March 2017 and a $240 SOC.
Box – 6 Place the month and year of the corresponding service period of the CMIPS warrant in which the deduction occurred and the amount of the SOC deduction. In several cases, the provider will claim the gross withholding which will generally include non-reimburseable amounts such as taxes and union dues. The amount included in the box should only be the SOC withholding.
Box – 7 Transfer the amount claimed on Page 1, Section A, Box – 6.
Box – 8 This is the amount the IHSS county office is certifying the provider is due for reimbursement. Example: A provider has a $500 SOC withholding from their warrant. The recipient has a $240 Medi-Cal SOC. The amount to be certified is $260.

Page 2 must be signed by a supervisor.



   

 

     

Eligibility Worker: Last, First (999) 555-1214 

IHSS Case Worker: Last, First (999) 555-1215 

3/2017  $240 3/2017  $500 

$300 260 

 
 

          

GEN 1384 – Complete Page 2 
Section C: County Verification 
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Presentation Notes
To successfully complete the County Verification section.
Box – 1 List the recipient’s Medi-Cal Eligibility worker’s name
Box – 2 List the Eligibility worker’s direct phone number.
Box – 3 IHSS county worker preparing the GEN 1384.
Box – 4 IHSS county worker’s direct phone number.
Box – 5 Place the month and year of the corresponding service period and SOC amount as displayed in MEDS for that period. The example listed is March 2017 and a $240 SOC.
Box – 6 Place the month and year of the corresponding service period of the CMIPS warrant in which the deduction occurred and the amount of the SOC deduction. In several cases, the provider will claim the gross withholding which will generally include non-reimburseable amounts such as taxes and union dues. The amount included in the box should only be the SOC withholding.
Box – 7 Transfer the amount claimed on Page 1, Section A, Box – 6.
Box – 8 This is the amount the IHSS county office is certifying the provider is due for reimbursement. Example: A provider has a $500 SOC withholding from their warrant. The recipient has a $240 Medi-Cal SOC. The amount to be certified is $260.

Page 2 must be signed by a supervisor.



   
 

 

 
    

 

  

     

    
          

Send Completed  GEN 1384 to CDSS 
So what  should be  submitted by  the  County? 

• Email completed GEN 1384 to providerreimbursement@dss.ca.gov within 10-days 
of receipt from provider/recipient. 
• Submit GEN 1384 from work email address 
• Do not scan directly to CDSS. 

• Submission materials 
• Completed GEN 1384. 
• Scanned to pdf. Please do not send gif, jpegs, word, or other formats. 

• One recipient/provider relationship per pdf. 

• Multiple pdfs per email are acceptable. 

• Do not submit MEDS printouts, CMIPS II printouts, FAX coversheets, or other documents. 

• If CDSS requires additional information, a CDSS analyst will contact you. 
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Presenter
Presentation Notes
The county has 10-days to verify the validity of the erroneous SOC withholding. After vetting the claim and completing page 2 of the GEN 1384, the county will email the completed GEN 1384 to CDSS at providerreimbursement@dss.ca.gov. Please submit the claim from a valid work email address, either a social worker or supervisor. When claim forms are scanned directly to CDSS, we have no county contact information should we have questions and we are unable to send outcome notifications to the requestor. 

So, what should be submitted by the county? Simply the completed GEN 1384. Scan the GEN 1384 to a pdf. Please do not send other formats like jpegs or gifs. Those formats are less secure are more difficult to process. Please send one pdf per recipient – provider relationship. Example: Recipient Jones has two providers, Smith and Davis. Both Smith and Davis have had an erroneous SOC withholding for the same pay period or periods. The county should submit two pdfs in this instance, one for Smith and one for Davis. Each pdf can contain multiple GEN 1384s for multiple pay periods for each provider. Both of these pdfs can be submitted in the same email.

Our analysts has access to MEDS and CMIPS and use the current information displayed in those systems to adjudicate the claims, therefore screen prints from those systems are unnecessary. We also do not require fax coversheets or other documentation. If we need additional information or other documentation, we will contact you and request additional documentation. So all that is really needed in the completed GEN 1384.


mailto:providerreimbursement@dss.ca.gov


  
   

 
   

 
 

          

One recipient, one provider – one pdf containing the GEN 1384s, with 
multiple GEN 1384s for separate service periods allowed per pdf. 

On recipient, multiple providers – one pdf containing the GEN 1384s 
per provider, multiple GEN 1384s for separate service periods allowed 
per pdf. 

One provider, multiple recipients – one pdf containing 
the GEN 1384s per recipient, multiple GEN 1384s for 
separate service periods allowed per pdf. 
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All in one email, if desired 
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CDSS’ Role 
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CDSS Process 
So what happens with the claim once it is received by CDSS? 

• Send provider Acknowledgement Letter of receipt of claim. 

• Claims are processed in the order received. 

• CDSS has 60-days from receipt to process. 

• Upon adjudication CDSS sends decision letter to recipient, provider, and 
county requestor. 

• Warrant is processed by SCO. 

• Provider receives warrant within 30-days of claim approval by CDSS. 
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Presentation Notes
So what happens with the claim once it is received by CDSS? 

Once we receive the claims, we send the provider an Acknowledgement Letter which states we have received the claim. We enter the claim into our internal tracking system for assignment and processing.  We process claims in the order they are received. We have 60-days to process each claim from the date we receive them.

Once we have adjudicated the claim, we send a decision letter to the recipient and the provider via U.S. Mail and to the county requestor via Email.

CMIPS II automatically sends approved claims to The State Controller’s Office for warrants to be issued.




          

Questions? 

• For questions  pertaining  to the Provider Reimbursement Program, please  
call 877-508-1327  or email providerreimbursement@dss.ca.gov. 
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Presentation Notes
If a provider would like to check the status of their claim or if they have questions, they may call our office at 877-508-1327. This is a voice mail and we will respond to their call in 1 business day. The county can request status updates via email at providerreimbursement@dss.ca.gov or via the phone line. Please do not give the email address to providers and/or recipients.
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References 

• ACL 14-40 - IN-HOME SUPPORTIVE SERVICES (IHSS) PROVIDER WAGE 
REIMBURSEMENT FOR UNPAID EXCESS MEDI-CAL SHARE OF COST 
DEDUCTIONS
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http://www.cdss.ca.gov/lettersnotices/EntRes/getinfo/acl/2014/14-40.pdf
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