GOVERNMENT OF THE DISTRICT OF COLUMBIA
Department of Health Care Finance
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S
Office of the Senior Deputy Director
Transmittal No.: 14-13
TO: District of Columbia Medicaid Providers
FROM: Linda Elam, PhD, MPH&W—/
Senior Deputy Director €dicaid Director

DATE: JAN 29 2014

SUBJECT: Reimbursement of Out-of-Pocket Expenditures for Non-Managed Care
Medicaid Beneficiaries

In keeping with requirements of the Salazar Court Order, this is the annual transmittal of
the Notice of Reimbursement Procedures for Non-Managed Care Class Members’ Out-of-
Pocket Medical Expenses, for D.C. Medicaid fee-for-service beneficiaries who paid for
drug prescriptions, doctor visits, hospitalizations or other covered services that should have
been paid by Medicaid. The Notice includes a Medicaid Reimbursement Form to be used
by fee-for-service beneficiaries who seek reimbursement.

To help fee-for-service beneficiaries who may have had such expenditures, you are
required to make this information available to your patients.

In order to be considered for reimbursement, fee-for-service beneficiaries must submit their
Reimbursement Requests no later than six months after the expense was incurred, or no
later than six months from the date they learned of their eligibility for Medicaid. In
addition, beneficiaries must:

1. Complete the attached Medicaid Reimbursement Form on which they provide
name, address, telephone number, Social Security number, date of birth, date(s) of
services provided, providers of the services, the medical services for which they
paid, and the amounts paid.

2. Attach receipt(s) from the provider(s) showing payment for the medical service(s),
if available. (If not available, provider(s) can give the patient a copy).
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3. If no receipt is available, the beneficiary may provide a sworn statement that the
information provided is true and accurate with an explanation of why the receipt is
not included. All claims are reviewed, researched, and documented.
Reimbursements can only be made for services that should have been paid by
Medicaid. (Note: Accuracy is important in the payment of any and all Medicaid
claims, “...any falsification, or concealment of a material fact, may be prosecuted
under Federal and State laws.”)

When the District of Columbia sends an eligibility notice to a beneficiary, the dates of
eligibility are specified. A beneficiary’s eligibility may include the three months prior to
filing the Medicaid application, or the time after submitting the application while waiting
for a decision, and any time during which the beneficiary was improperly denied eligibility
for services.

If the beneficiary disagrees with the decision made regarding their request for
reimbursement, they may request a Fair Hearing. Their request should be submitted to the
D.C. Office of Administrative Hearings, 441 4™ Street, NW; Washington, DC 20001; 202-
442-9094.

If you have questions or need additional information, please call the Medicaid Recipient
Claims Research Team, Health Care Operations Administration, Department of Health
Care Finance, at (202) 698-2009 or Colleen Sonosky, Associate Director of the Division of
Children’s Health Services, Department of Health Care Finance, at (202) 442-5913.

Attachments:

e Summary Notice of Right to Reimbursement
e Medicaid Out-of-Pocket Reimbursement Form
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TO ALL DISTRICT OF COLUMBIA MEDICAID RESIDENTS WHO PAID FOR
MEDICAL EXPENSES THAT SHOULD HAVE BEEN PAID BY MEDICAID

If you do not speak and/or read English, please call toll-free 1-877-685-6391 between 8:15 a.m.
and 4:45 p.m. and a representative will assist you.

Si usted no habla ni/o no lee Inglés, por favor Hame gratis ai 1-877-685-6391 entre las 8:15 a.m.
y 4:45 p.m. y un representante lo ayudara.
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Si vous ne parlez et/ou ne lisez pas I’anglais, veuillez appeler le numéro gratuit 1-877-685-6391
entre 8hi35 du matin et 16h45 et un représentant vous assistera.
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If you paid for drug prescriptions, doctor visits, or hospitalizations during a time that you were
eligible for Medicaid, you may be able to be reimbursed for the expenses.

REQUIREMENTS: You may be eligible for reimbursement if during a period of time you ora
family member were eligible for Medicaid, if:

a. You paid for drug prescriptions, doctor visits, or hospitalizations; or
b. You are still paying a bill or are being asked to pay a bill by a pharmacy, clinic, doctor, or
hospital for drug prescriptions, doctor visits, or hospitalizations.

If you believe that you are entitled to reimbursement, you must request reimbursement within six
(6) months of the date you went to the pharmacy, clinie, doctor, or hospital, or within six (6)
months of the date you learned you were eligible for Medicaid.



DEFINITION OF “ELIGIBLE FOR MEDICAID”: The period of time for which you are

“eligible for Medicaid” and may be eligible for reimbursement means:

The dates that the District of Columbia stated you (and/or your family members) were
cligible for Medicaid.
The three (3) months before you submitted your application for Medicaid (and you were
later found eligible).
The time afier you filed your application for Medicaid and were waiting for a decision
(and you were later found eligible).
Any time you were improperly denied eligibility of scrvices:
a. If the District of Columbia improperly stopped your eligibility at the time of
recertification..
b. If the pharmacy, clinic, hospital, or doctor’s office required you to pay because
they said you were not on Medicaid when you actually were.

IN ORDER TO BE REIMBURSED, YOU MUST:

. Complete the enclosed Medicaid Reimbursement Form.

Attach the receipt from the doctor, chinic, hospital or pharmacy that shows the expenses
you paid.

If you do not have a receipt from the doctor, clinic, hospital or pharmacy, you may
provide a signed and dated letter explaining why you do not have the receipt.

Submit the Medicaid Reimbursement Form with the receipt(s) (or the letter explaining
why you do not have a receipt) to the address on the Medicaid Reimbursement Form.
Remember that you have six (6) months from the date you went to the pharmacy, clinic,
doctor, or hospital or from the date you learned you were cligible for Medicaid to pay the
expense, to submit the Medicaid Reimbursement Form. If you do not have all of the
information, you should submit as much information as you have available.
Reimbursement will only be made for expenses that should have been paid by Medicaid.
Y ou should carefully review the documents you submit to be sure that they are fully
accurate.

IF YOU HAVE QUESTIONS OR IF YOU NEED HELP COMPLETING THE FORM OR

OBTAINING REQUESTED INFORMATION CONTACT:

a.

The Medicaid Recipient Claims Research Team of the D.C. Department of Health Care
Finance (DHCF) at (202) 698-2009.

Terrts Pravlik & Millian, LLP, 1121 12 Street, NW, Washington, DC 20005, (202) 682-
0578, who will provide you with free legal assistance.

A DECISION ON YOUR REIMBURSEMENT CLAIM MUST BE MADE WITHIN 90

DAYS:



a. The Medicaid Recipient Claims Research Team must make a decision on your
reimbursement claim within 90 days from the time you file your claim, 1f no decision is
made within those 90 days, your claim will be treated as valid, and you will be paid
within 15 days afier the end of the 90 day period.

b. 1f you are not satisfied with the decision of the Medicaid Recipient Claims Research
team, you have a right to a fair hearing. You may request a fair hearing by calling the
Office of Administrative Hearings at (202) 442-9094. The Office of Administrative
Hearings is located at 441 4 Street, NW; Washington, DC 20001-2714.

¢. If you are not satisfied with the result of the fair hearing, you may appeal to the United
States District Court of the District of Columbia within 30 days. You may obtain free
legal assistance to help you present your case at the fair hearing or at the appeal by
contacting Terris Praviik & Millian, LLP at 1121 12" Street, NW: Washington, DC
20005 or (202) 682-0578.



i ' MEDICAID REIMBURSEMENT REQUEST FORM

Ieamed you were eligible for Medicaid — to:

Recipients Claims Research Team
DC Department of Health Care Finance
441 4 Street NW — 900 South
Washington, DC 20001

E Today'

s date

DIRECTIONS: Complete and retumn, with receipts, thhln 6 months after you went to the clinic, doctor, hospltal or pharmacy — or 6 months of the date you

Please give as much information as you can. Attach copies of your receipts. H you don't have a receip!, altach a signed and dated letter that explains why you
dor't have it. If you're asking for reimbursement of expenses from more than 1 provider {like a doctor anda pham

), please use separate lines for each.

Your Name

Social Security Number of Medicaid Recipient

Mailing address

Your

phone numbers

Day

Evening

Cell

Birth Date of Medicaid Recipient

i

Name & Medicaid ID # of Recipient Requesting Reimbursement

i SUMMARY OF INFORMATION ON ATTACHMENTS
For each expense {drug prescription, doctor visit or hospitalization), give this informatien” -~ = .

v‘“

date) of expense | doctor or hospital

Date {or estimated | Name and address of pharmacy, clinic,

How much you paid

How much you
still owe

How much any other [How much you want

insurance paid

Medicaid to reimburse

*Altach a copies of any letters or bills from the pharmacy, clinic, doctar or hospital; or lefters from credit collection companies about the bill

Signature

{ swear and declare, under penalty of pegury, that the statements | made on this paper and on any attached papers are true and correct.




