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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 Il — 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 Il 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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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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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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IN-HOME SUPPORTIVE SERVICES (IHSS)
RETROACTIVELY ADJUSTED MEDI-CAL SHARE OF COST (S0C)
IHSS PROVIDER WAGE REIMBURSEMENT CLAIM FORM

NOTE: This form must be returned to the county IHSS office for verification. DO NOT mail this form directly to
the State as it will be returned fo you unprocessed,

SECTION A: PROVIDER INFORMATION
{MUST BE COMPLETED BY PROVIDER)

T MAML [FFRNT CL LAY Ta. Aot
TOLPHEAE NUMIBET 4 GAT OF e

B Par BERGE (CATERAGNTINE A 00 WAR INSSRRECTLY DECUSTED (oNLY OH ASEUNT GLARRED

| dectare under penalty of perjury under the laws of the State of California that &l of the informatian on this Claim Form is
true and accurate te the best of my knowledge and belief and that the recipient has not paid me for the amount claimed
harein

WNATUNE OF PRSADCH B4

SECTION B: RECIPIENT INFORMATION
{MUST BE COMPLETED BY RECIPIENT)

‘-. ELEFHONE HUMBER T0COUNTY WSS CAZE NUMEER ‘

| deciare under panalty of perjury under the laws of the State of California that &l of the intarmation on this Claim Form is
true and accurate to the best of my knowledge and belisf. | authon ze Medi-Cal to receive and raleasa such information in
connection with procassing claims and any other lawlul purpose related 1o participation in the IHSS Program

| understand that all personal health information will be treated as conf and will not bc | for any olncr
purpose. | have not previcusly and do not intend to file a Conlan Il claim, i
reached pursuant to this procedure, and | have not paid and do not intend to paylhls pmlderlor the amo«nl
claimed herein.

STANATURE oF HESPIEN (=5

ALIFRNGA DI

IN-HOME SUPPORTIVE SERVICES (IHSS)
RETROACTIVELY ADJUSTED MEDI-CAL SHARE OF COST (S0OC)
IHSS PROVIDER WAGE REIMBURSEMENT CLAIM FORM

““COUNTY USE ONLY***

Claimant / IHSS Provider Name (Print)

IHSS Case Number

SECTION C: COUNTY VERIFICATION

1 HAVE OF MBS CAL KL G BT WORRE R 3 TELEPRONE #.0% MEDI-CAL FLIG LITY WORKER

WAVEITITLR F §TAEF GonPy £ VR I o 4 TRLEPRGR #5% §TARE COMPLLT MG VEISCATN

NECUINT CLABAED BV PROVIORR & AMCUINT VE 1D RGOS FAMENT T0 PRV DR

| have reviewad the CMIPS warrant data and MED'S and hareby verify that the amount taken from the pay warrani is
greater than the Madi-Cal SOC for the pariod of tima in question, and thal a discrepancy axists belwean the recipient's
actual SOC and the SOC deductad from the above-namead provider's pay wairant in the amount listed in number B, abave.

FRINTED 1T

Systems and Administrative Branch | Appeals, Administrative Review and Reimbursement Bureau | Reimbursements Unit



Process — SOC Deduction

Correct SOC Deduction Incorrect SOC deduction
® Notify requestor that the amount deducted ® Obtain GEN 1384 from CDSS.
gcajeorrect. ® Give page 1 (section A&B) of GEN 1384 to
® If disputed the requestor is directed to requestor.
contact the Medi-Cal eligibility worker. o

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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Presentation Notes

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

SECTION A: PROVIDER INFORMATION
(MUST BE COMPLETED BY PROVIDER)

1. NAME (FRINT CLEARLY):

Last, First

2. ADDRESS:

3. TELEFPRONE NUMEEHR:

4. DATE OF BIRTH:

5. PAY PERIOD (DATESMONTH/YEAR) SOC WAS INCORRECTLY DEDUCTED (ONLY OME
PAY PERIOD PER CLAIM FORM):

8. AMOUNT CLAIMED:

$

herein.

| declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Formis
true and accurate to the best of my knowledge and belief and that the recipient has not paid me for the amount claimed

SIGNATURE OF PROVIDER

DATE
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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

SECTION A: PROVIDER INFORMATION
(MUST BE COMPLETED BY PROVIDER)

1. NAME (PRINT CLEARLYY: 2. ADDRESS:
Last, First 12 Main St. #A, Anytown, CA gxxxx
3. TELEPHOMNE MUMEER: 4 DATE OF BIRTH:
L. PAY PERICD (DATESMONTH/YEAR) S0OC WAS INCORRECTLY DEDUCTED (OMLY ONE 8. AMOUNT CLAIMED:
PAY PERIOD PER CLAIM FORM): $

| declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Formis
true and accurate to the best of my knowledge and belief and that the recipient has not paid me for the amount claimed
herein.

SIGNATURE OF PROVIDER DATE
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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

SECTION A: PROVIDER INFORMATION
(MUST BE COMPLETED BY PROVIDER)

1. NAME (FRINT CLEARLY):

Last, First

2. ADDRESS:

12 Main St. #A, Anytown, CA gxxxx

3. TELEPHONE NUMBER:

(999) 555-1212

4. DATE OF BIRTH:

B =

ST B
TR am s

. PAY PERIOD PER CLAIM FORM):

C AMOUNT CLAIMED:

$

herein.

| declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Formis
true and accurate to the best of my knowledge and belief and that the recipient has not paid me for the amount claimed

SIGNATURE OF PROVIDER

DATE

Systems and Administrative Branch | Appeals, Administrative Review and Reimbursement Bureau | Reimbursements Unit



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

SECTION A: PROVIDER INFORMATION
(MUST BE COMPLETED BY PROVIDER)

1. NAME (PRINT CLEARLYY: . 2. ADDRESS: .
Last, First 12 Main St. #A, Anytown, CA gxxxx
3. TELEPHOMNE MUMEER: 4. DATE OF BIRTH:
(999) 555-1212 mm/dd/yyyy
L. PAY PERICD (DATESMONTH/YEAR) S0OC WAS INCORRECTLY DEDUCTED (OMLY ONE sl S
PAY PERIOD PER CLAIM FORM): $

| declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Formis
true and accurate to the best of my knowledge and belief and that the recipient has not paid me for the amount claimed
herein.

SIGNATURE OF PROVIDER DATE
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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

SECTION A: PROVIDER INFORMATION
(MUST BE COMPLETED BY PROVIDER)

1. NAME (PRINT CLEARLYY: . 2. ADDRESS: .
Last, First 12 Main St. #A, Anytown, CA gxxxx
3. TELEPHOMNE MUMEER: 4. DATE OF BIRTH:
(999) 555-1212 mm/dd/yyyy
L. PAY PERICD (DATESMONTH/YEAR) S0OC WAS INCORRECTLY DEDUCTED (OMLY ONE 6. AMOUNT CLAIMED:
PAY PERIOD PER CLAIM FORM):
3/16/2017 $

| declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Formis
true and accurate to the best of my knowledge and belief and that the recipient has not paid me for the amount claimed
herein.

SIGNATURE OF PROVIDER DATE
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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

SECTION A: PROVIDER INFORMATION
(MUST BE COMPLETED BY PROVIDER)

1. MAME (PRINT CLEARLYY): . 2. ADDREZS: .
Last, First 12 Main St. #A, Anytown, CA gxxxx
3. TELEPHOME MUMBER: 4. DATE OF BIRTH:
(999) 555-1212 mm/dd/yyyy
5. PAY PERICD (DATESMONTH/MYEAR) SCC WAS INCORRECTLY DEDUCTED {GNLY OME & AMOUNT CGLAIMED:
PAY PERICD PER CLAIM FORM):
3/16/2017 $ 300

| declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Formis
true and accurate to the best of my knowledge and belief and that the recipient has not paid me for the amount claimed
herein.

SIGNATURE OF PROVIDER DATE
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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

SECTION A: PROVIDER INFORMATION
(MUST BE COMPLETED BY PROVIDER)

1. MAME (PRINT CLEARLYY): . 2. ADDREZS: .
Last, First 12 Main St. #A, Anytown, CA gxxxx
3. TELEPHOME MUMBER: 4. DATE OF BIRTH:
(999) 555-1212 mm/dd/yyyy
5. PAY PERICD (DATESMONTH/MYEAR) SCC WAS INCORRECTLY DEDUCTED {GNLY OME & AMOUNT CGLAIMED:
PAY PERICD PER CLAIM FORM):
3/16/2017 $ 300

| declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Formis
true and accurate to the best of my knowledge and belief and that the recipient has not paid me for the amount claimed
herein.

SIGNATURE OF PROVIDER DATE
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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 B: Recipient Information

SECTION B: RECIPIENT INFORMATION
(MUST BE COMPLETED BY RECIPIENT)

7. NAME (PRINT CLEARLYY: 2. ADDRESS:

Last, First

9. TELEFHONE NUMBEHR: 10.COUNTY IHSS CASE NUMBER:

| declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Form is
true and accurate to the best of my knowledge and belief. | authorize Medi-Cal to receive and release such information in
connection with processing claims and any other lawful purpose related to participation in the IHSS Program.

| understand that all personal health information will be treated as confidential and will not be disclosed for any other
purpase. | have not previously and do not intend to file a Conlan Il claim, assuming a satisfactory resolution is
reached pursuant to this procedure, and | have not paid and do not intend to pay this provider for the amount

claimed herein.

SIGHNATURE OF RECIFIENT DATE
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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

SECTION B: RECIPIENT INFORMATION
(MUST BE COMPLETED BY RECIPIENT)

7. MNAME (PRINT CLEARLYY: 2. ADDRESS:
Last, First 12 Main St. #A, Anytown, CA gxxxx
9. TELEPHONE MUMBER: 10 COUNTY IHSS CASE NUMBER:

| declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Form is
true and accurate to the best of my knowledge and belief. | authorize Medi-Cal to receive and release such information in
connection with processing claims and any other lawful purpose related to participation in the IHSS Program.

| understand that all personal health information will be treated as confidential and will not be disclosed for any other
purpase. | have not previously and do not intend to file a Conlan Il claim, assuming a satisfactory resolution is
reached pursuant to this procedure, and | have not paid and do not intend to pay this provider for the amount

claimed herein.

SIGHNATURE OF RECIFIENT DATE
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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

SECTION B: RECIPIENT INFORMATION
(MUST BE COMPLETED BY RECIPIENT)

7. MNAME (PRINT CLEARLYY: 2. ADDRESS:
Last, First 12 Main St. #A, Anytown, CA gxxxx
9. TELEPHONE MUMBER: 10 COUNTY IHSS CASE NUMBER:
(999) 555-1213

| declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Form is
true and accurate to the best of my knowledge and belief. | authorize Medi-Cal to receive and release such information in
connection with processing claims and any other lawful purpose related to participation in the IHSS Program.

| understand that all personal health information will be treated as confidential and will not be disclosed for any other
purpase. | have not previously and do not intend to file a Conlan Il claim, assuming a satisfactory resolution is
reached pursuant to this procedure, and | have not paid and do not intend to pay this provider for the amount

claimed herein.

SIGHNATURE OF RECIFIENT DATE
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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

SECTION B: RECIPIENT INFORMATION
(MUST BE COMPLETED BY RECIPIENT)

7. MNAME (PRINT CLEARLY?Y: g ADDRESS:
Last, First 12 Main St. #A, Anytown, CA gxxxx
9 TELEFPHOMNE MUMBER: 10.COUNTY IHSS CASE NUMEER:
(999) 555-1213 9999999

| declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Form is
true and accurate to the best of my knowledge and belief. | authorize Medi-Cal to receive and release such information in
connection with processing claims and any other lawful purpose related to participation in the IHSS Program.

| understand that all personal health information will be treated as confidential and will not be disclosed for any other
purpase. | have not previously and do not intend to file a Conlan Il claim, assuming a satisfactory resolution is
reached pursuant to this procedure, and | have not paid and do not intend to pay this provider for the amount

claimed herein.

SIGHNATURE OF RECIFIENT DATE
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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

SECTION B: RECIPIENT INFORMATION
(MUST BE COMPLETED BY RECIPIENT)

7. NAME (PRINT CLEARLYY: 2. ADDRESS:

Last, First 12 Main St. #A, Anytown, CA gxxxx

10.COUNTY IHSS CASE NUMBER:

(999) 555-1213 9999999

9. TELEFHONE NUMEBEHR:

| declare under penalty of perjury under the laws of the State of California that all of the information on this Claim Form is
true and accurate to the best of my knowledge and belief. | authorize Medi-Cal to receive and release such information in
connection with processing claims and any other lawful purpose related to participation in the IHSS Program.

| understand that all personal health information will be treated as confidential and will not be disclosed for any other
purpase. | have not previously and do not intend to file a Conlan Il claim, assuming a satisfactory resolution is
reached pursuant to this procedure, and | have not paid and do not intend to pay this provider for the amount

claimed herein.

SIGHNATURE OF RECIFIENT DATE
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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

Claimant / IHSS Provider Name (Print) Jane Recipient/John Provider

IHSS Case Number

Systems and Administrative Branch | Appeals, Administrative Review and Reimbursement Bureau | Reimbursements Unit


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

Claimant / IHSS Provider Name (Print) Jane Recipient/John Provider

IHSS Case Number 9999999
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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.


SECTION C:

1. MandE QOF MEDI-CAL ELIGIEILITY WORKER

Last, First

GEN 1384 — Complete Page 2
Section C: County Verification

COUNTY VERIFICATIOMN

TELEFHOME & OF ME D-Cal ELNSIEILITY WORKER

o o ) ¢\ e L e e L e L e e L

TELEFHOME ¥ OF STAFF COMPFLETIRG YERIFICGATIOMN

th

MEDS MO THITEAR OF SERVICE & 500 DISFLAYED:

T TOTAL AMOUNRT CLARMED BY FROYIDER

5

[

CHMIPEZWARRAMT MOMTHMMEAR & S00 DEDUCTED

SRQUMT WERIFIED FOR PAYTMEMT TC P ROWVIDER

B

| have reviewed the CMIPS warrant data and MEDS and hareby verify that the amount taken from the pay warrant is
greater than the Medi-Cal SOC for the period of time in question, and that a discrepancy exists between the recipient’s
actual S3OC and the SOC deducted from the above-named provider's pay warrant in the amount listed in number 8, above.

FBlIEMATURE OF COURTY STAFF(SUFERYIECRY LEYEL)

PRIMTELD r&ahd E
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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.


1. MandE QOF MEDI-CAL ELIGIEILITY WORKER

Eligibility Worker: Last, First

GEN 1384 — Complete Page 2
Section C: County Verification

SECTION C: COUNTY VERIFICATION

TELEFHOME & OF ME D-Cal ELNSIEILITY WORKER

(999) 555-1214

A, MAREITITLE OF STAFF SOfd PLETIMG WE RIFISGATIEOH

I'ELEF = i

th

MEDS MO THITEAR OF SERVICE & 500 DISFLAYED:

T TOTAL AMOUNRT CLARMED BY FROYIDER

5

[

CHMIPEZWARRAMT MOMTHMMEAR & S00 DEDUCTED

SRQUMT WERIFIED FOR PAYTMEMT TC P ROWVIDER

B

| have reviewed the CMIPS warrant data and MEDS and hareby verify that the amount taken from the pay warrant is
greater than the Medi-Cal SOC for the period of time in question, and that a discrepancy exists between the recipient’s
actual S3OC and the SOC deducted from the above-named provider's pay warrant in the amount listed in number 8, above.

FBlIEMATURE OF COURTY STAFF(SUFERYIECRY LEYEL)

PRIMTELD r&ahd E
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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.


1. MandE QOF MEDI-CAL ELIGIEILITY WORKER

Eligibility Worker: Last, First

GEN 1384 — Complete Page 2
Section C: County Verification

SECTION C: COUNTY VERIFICATION

TELEFHOME & OF ME D-Cal ELNSIEILITY WORKER

(999) 555-1214

4. MAREITITLE GF STAFF GOhd FLETIMG WE RIFIGAT SN A. TELEFHOME & OF STAFF CGOMPFLETIMG YERIFICATION
IHSS Case Worker: Last, First
U ) ) S e L) b ) o L ) e g ) s ) e ey ) P o g6, CMIPEYWARRARMT MOMTHITYEAR & SO0 DEDUCTED

T TOTAL AMOUNRT CLARMED BY FROYIDER

5

SRQUMT WERIFIED FOR PAYTMEMT TC P ROWVIDER

B

| have reviewed the CMIPS warrant data and MEDS and hareby verify that the amount taken from the pay warrant is
greater than the Medi-Cal SOC for the period of time in question, and that a discrepancy exists between the recipient’s
actual S3OC and the SOC deducted from the above-named provider's pay warrant in the amount listed in number 8, above.

FBlIEMATURE OF COURTY STAFF(SUFERYIECRY LEYEL)

PRIMTELD r&ahd E

CATE
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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

SECTION C: COUNTY VERIFICATION

1. MandE QOF MEDI-CAL ELIGIEILITY WORKER

Eligibility Worker: Last, First

2. TELEFHOME & OOF MEDI-CGal ELESIEBILITY WORKER

(999) 555-1214,

A, MAREITITLE OF STAFF SOfd PLETIMG WE RIFISGATIEOH

IHSS Case Worker: Last, First

4. TELEFHOME ¥ OF STAFF COMPFLETIMG YERIFICATIONN

(999) 555-1215

th

MEDS MO THITEAR OF SERVICE & 500 DISFLAYED:

T TOTAL AMOUNRT CLARMED BY FROYIDER

5
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a9, AMOURT VERIFIEDR FOR PATMERT TO PROWVIDER
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| have reviewed the CMIPS warrant data and MEDS and hareby verify that the amount taken from the pay warrant is
greater than the Medi-Cal SOC for the period of time in question, and that a discrepancy exists between the recipient’s
actual S3OC and the SOC deducted from the above-named provider's pay warrant in the amount listed in number 8, above.

FBlIEMATURE OF COURTY STAFF(SUFERYIECRY LEYEL)

PRIMTELD r&ahd E
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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

SECTION C: COUNTY VERIFICATION

1. MAaME QOF MEDICAL ELIGIEILITY Ekl:lﬁhil’ﬁb | . W k L F 2. TELEFHORME & OOF ME DlaCal ELNSIEILITY YwWORKER
IgIbility Worker: Last, First ( ) -
grotiity , 999) 555-1214
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ase Worker: Last, First (999) 555-1215
5. MEDS MO THYEAR OF SERVICE & 500 DISPLAYED: g6, CMIPEYWARRARMT MOMTHITYEAR & SO0 DEDUCTED
3/2017 $240
L | ) o et e e ) = g a, AMOURNT YERIFIED FOR FAYTMERT TO F ROVIDER
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| have reviewed the CMIPS warrant data and MEDS and hareby verify that the amount taken from the pay warrant is
greater than the Medi-Cal SOC for the period of time in question, and that a discrepancy exists between the recipient’s
actual S3OC and the SOC deducted from the above-named provider's pay warrant in the amount listed in number 8, above.

FBlIEMATURE OF COURTY STAFF(SUFERYIECRY LEYEL) CATE

PRIMTELD r&ahd E
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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.


GEN 1384 — Complete Page 2
Section C: County Verification

SECTION C: COUNTY VERIFICATION

1. MandE QOF MEDI-CAL ELIGIEILITY WORKER

Eligibility Worker: Last, First

TELEFHOME & OF ME D-Cal ELNSIEILITY WORKER

(999) 555-1214

4. MapdTITITLE OF STAFF SO PLETIRG WE RIFICATIOHN . B | TELEFHOME § OF STAFF CGOMFLETIMG YERIFIZATIOMN
IHSS Case Worker: Last, First (99Q) 5EL-121E
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3/2017 $240
T, TOTAL ARMOUNT CLAMKED BY PROYIDER

5

3/2017 $500
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| have reviewed the CMIPS warrant data and MEDS and hareby verify that the amount taken from the pay warrant is
greater than the Medi-Cal SOC for the period of time in question, and that a discrepancy exists between the recipient’s
actual S3OC and the SOC deducted from the above-named provider's pay warrant in the amount listed in number 8, above.

FBlIEMATURE OF COURTY STAFF(SUFERYIECRY LEYEL)

PRIMTELD r&ahd E
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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.


GEN 1384 — Complete Page 2
Section C: County Verification

SECTION C: COUNTY VERIFICATION

1. MandE QOF MEDI-CAL ELIGIEILITY WORKER

Eligibility Worker: Last, First

2. TELEFHOME & OOF MEDI-CGal ELESIEBILITY WORKER

(999) 555-1214

A, MAREITITLE OF STAFF SOfd PLETIMG WE RIFISGATIEOH

IHSS Case Worker: Last, First

4. TELEFHOME ¥ OF STAFF COMPFLETIMG YERIFICATIONN

(999) 555-1215
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| have reviewed the CMIPS warrant data and MEDS and hareby verify that the amount taken from the pay warrant is
greater than the Medi-Cal SOC for the period of time in question, and that a discrepancy exists between the recipient’s
actual S3OC and the SOC deducted from the above-named provider's pay warrant in the amount listed in number 8, above.

FBlIEMATURE OF COURTY STAFF(SUFERYIECRY LEYEL)

PRIMTELD r&ahd E
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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.


1. MandE QOF MEDI-CAL ELIGIEILITY WORKER

GEN 1384 — Complete Page 2
Section C: County Verification

SECTION C: COUNTY VERIFICATION

Eligibility Worker: Last, First

TELEFHOME & OF ME D-Cal ELNSIEILITY WORKER

(999) 555-1214

5

$300

4. MapdTITITLE OF STAFF SO PLETIRG WE RIFICATIOHN . B | TELEFHOME § OF STAFF CGOMFLETIMG YERIFIZATIOMN
IHSS Case Worker: Last, First (999) 555-1215
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3/2017 $240 3/2017 $500
T, TOTAL ARMCUHT CLAMED BY FROYIDER a9, AMOUNT YERIFIED FOR PAYTTMERT TO PROVIDER

$ 260

| have reviewed the CMIPS warrant data and MEDS and hareby verify that the amount taken from the pay warrant is
greater than the Medi-Cal SOC for the period of time in question, and that a discrepancy exists between the recipient’s
actual S3OC and the SOC deducted from the above-named provider's pay warrant in the amount listed in number 8, above.

FBlIEMATURE OF COURTY STAFF(SUFERYIECRY LEYEL)

PRIMTELD r&ahd E
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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.


GEN 1384 — Complete Page 2
Section C: County Verification

SECTION C: COUNTY VERIFICATION

1. MandE QOF MEDI-CAL ELIGIEILITY WORKER

Eligibility Worker: Last, First

TELEFHOME & OF ME D-Cal ELNSIEILITY WORKER

(999) 555-1214

5

$300

4. MapdTITITLE OF STAFF SO PLETIRG WE RIFICATIOHN . B | TELEFHOME § OF STAFF CGOMFLETIMG YERIFIZATIOMN
IHSS Case Worker: Last, First (999) 555-1215
5, MEDS MO THPEAR OF SERYVICE & 500 DISFLAYED g, CMIFEWARRART MOMNTHIYESAR & SO0 DEDUCTED
3/2017 $240 3/2017 $500
T, TOTAL ARMCUHT CLAMED BY FROYIDER a9, AMOUNT YERIFIED FOR PAYTTMERT TO PROVIDER

$ 260

| have reviewed the CMIPS warrant data and MEDS and hareby verify that the amount taken from the pay warrant is
greater than the Medi-Cal SOC for the period of time in question, and that a discrepancy exists between the recipient’s
actual S3OC and the SOC deducted from the above-named provider's pay warrant in the amount listed in number 8, above.

FBlIEMATURE OF COURTY STAFF(SUFERYIECRY LEYEL)

PRIMTELD r&ahd E

CATE
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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 Il printouts, FAX coversheets, or other documents.

® IfCDSS requires additional information, a CDSS analyst will contact you.
34
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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.

Systems and Administrative Branch | Appeals, Administrative Review and Reimbursement Bureau | Reimbursements Unit
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All in one email, if desired
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36



CDSS' Role

Systems and Administrative Branch | Appeals, Administrative Review and Reimbursement Bureau | Reimbursements Unit

37



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.

Systems and Administrative Branch | Appeals, Administrative Review and Reimbursement Bureau | Reimbursements Unit
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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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Presenter
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.


mailto:providerreimbursement@dss.ca.gov

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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