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Office of the Senior Deputy Director/Medicaid Director Transmittal # 16-03
TO: District of Columbia Medicaid Providers
FROM: Claudia Schlosberg, J.D&)

Senior Deputy Director and State Medicaid Director
DATE: January 28, 2016

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

In keeping with requirements of the Salazar Settlement Order (Salazar v. District of Columbia,
Civil Action No. 93-451 (GK) (D.D.C.)), 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.

To help fee-for-service beneficiaries who may have had such expenditures, you are required to
make this information available to your patients. The Notice and Medicaid Reimbursement Form
are attached for use by fee-for-service beneficiaries who seek reimbursement. The Notice and
Form are available from DHCF in Spanish, French, Chinese, Korean, Amharic, and Vietnamese
for beneficiaries with limited English proficiency.

In order to be considered for reimbursement, fee-for-service beneficiaries must submit their
Reimbursement Requests to DHCF 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.
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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).

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, and “...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,
he/she may request a Fair Hearing. The 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 (202) 724-7491 between 9:00 a.m. and 4:45 p.m. A representative
will assist you.

Si usted no habla o lee inglés, por favor llame al (202) 724-7491 de 9:00 a.m. a 4:45 p.m. Un representate le
ayudard. SPANISH

Si vous ne parlez pas et / ou lisez I'anglais , s'il vous plait appelez (202) 724-7491 9:00-16:45. Un représentant vous
aidera. FRENCH

IR RUTHBIEIEE » BT R E 9 RETF 4 R 45 07 Z (AL (202) 724-7491, B TR ASRUEREES -
CHINESE

o2 JgaAl e 24 9:00 - &.F 4:45 A Zhooll A3} (202) 724-7491R 2 2 AFFAA L. 1A A Y
gdabe] HH| 28 wod 4= 9141 th KOREAN

RPUHT £912.574- hG/ORI° 0918k hirkf A0h® @2 ddh #1C (202) 724-7491 hn?k 9:00 a.m. Adh ¢+ 4:45 p.m. 240
2L@ vz +ong £HF A0 AMHARIC

Néu quy vi khéng néi va/hodc doc duge tiéng Anh, vui 1ong goi (202) 724-7491 giita 9 gidy shng va 4:45 chiéu. Mot
nhén vién s& giGp d& quy vi. VIETNAMESE

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 during a period of time you or a 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, clinic, 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:

1. The dates that the District of Columbia stated you (and/or your family members) were eligible for
Medicaid.

2. The three (3) months before you submitted your application for Medicaid (and you were later found
eligible).
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3. The time after you filed your application for Medicaid and were waiting for a decision (and you were later
found eligible).

4. Any time you were improperly denied eligibility of services:

a. If the District of Columbia improperly stopped your eligibility at the time of Medicaid renewal or
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.

4. If, for a child under age 21 who is eligible for Medicaid, you were required to pay for any EPSDT service,
including medical services, dental services, medication, medical equipment, supplies, or transportation
services to Medicaid appointments.

5. If you have both Medicaid and Medicare and your pharmacy, clinic, hospital, or doctor required you to
pay for any portion of the bill that Medicare does not pay.

IN ORDER TO BE REIMBURSED, YOU MUST:

1. Complete the enclosed Medicaid Reimbursement Form. Attach the receipt from the doctor, clinic,
hospital or pharmacy that shows the expenses you paid.

2. 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.

3. 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.

4. 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 eligible 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.

5. Reimbursement will only be made for expenses that should have been paid by Medicaid. You should
carefully review the documents you submit to be sure that they are fully accurate.

IF YOU HAVE QUESTIONS OR NEED HELP COMPLETING THE FORM:

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

2. Terris Pravlik & Millian, LLP, 1121 12th Street, NW, Washington, DC 20005, (202) 682-0578, may
assist you in completing the Medicaid Reimbursement form if you are a Salazar class member or want
assistance to determine if you are a Salazar class member.

3. The RCRT must make a decision on your reimbursement claim within 90 days from the time you file
your claim. If no decision is made within those 90 days, your claim will be treated as valid, and you will be-
paid within 15 days after the end of the 90 day period.
4. If you are not satisfied with the decision of the RCRT, you have a right to a fair hearing. You must file
your request for a fair hearing within 90 days of the date of the decision by the RCRT. You may request a
fair hearing by calling the Office of Administrative Hearings (OAH) at (202) 442-9094. OAH is located at
441 4th Street, NW, Washington, DC 20001 -2714.
5. If you are not satisfied with the results of the fair hearing, you may appeal to the District of Columbia
Court of Appeals. You must file your appeal within thirty (30) days after the OAH mails the final order of
its decision.
6. You may be able to obtain free legal assistance to help you present your case at the hearing or on appeal.
If you are a member of the class certified by the court in Salazar v. District of Columbia, Civil Action No.
93-452 (GK) (D.D.C.), you may contact Terris, Pravlik & Millian, LLP at 1121 12th Street, NW,
Washington, DC 20005 or (202) 682-0578. Free legal assistance for beneficiaries who are not members of
the Salazar class may be available from the following organizations:

Bread for the City Legal Clinic: 202-265-2400

Legal Aid Society: 202-628-1161

Legal Counsel for the Elderly: 202-434-2120

Neighborhood Legal Services: 202-269-5100

University Legal Services: 202-547-4747 2
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(MEDICAID REIMBURSEMENT REQUEST FORM

Recipients Claims Research Team

DC Department of Health Care Finance
441 4u Street NW.~ 900 South
Washington, OC 20001

Please give as much informatlon ag you can. Attach copies of your receipts. If you don'l have a receipt, attach a signed and dated letier ihat explaing why you
{gon't have 1. If you're asking for reimbursement of expenses from more than 1 provider {like a doclor anda pharmacy), please use separate lines for aach.

Your Name Mailing address Your phone numbers
[ay

Social Security Number of Medicaid Recipient vening
Cell

Birth Date of Medicaid Recipient

date) of expense

Date. (or estimated

doctor or Hospltal

Nainie And address of pharmacy, clinic,

SUMMARY OF INFORMATION ON ATTACHVENTS
For each expanse (drug prescripllon, doctor visil or hospitalizalion), givi this information”®

Namo & Medicaid ID # of Reclpient Requesting Reimbursement

How much you paid

How muth you
still owe

How muchi any other |How much you want
insurance paid

Medicald to reimborse

Signature

“Attach a copies of any lefters or bills from the pharmacy, clinic, doctor or hospital, of letlers from credit collection companies about the bill,
| swear and declare, under penally of perjury, thal the slalunenh 1 made on this paper and on any atlached papers are true and correcl






