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Important notice about your Medi-Cal

Dear Medi-Cal Beneficiary,

Your Medi-Cal health coverage is now active again.

During the COVID-19 public health emergency, Medi-Cal must stay active for most
people. You will keep your Medi-Cal coverage until the public health emergency ends.
After it ends, the county will see if you still qualify for Medi-Cal. Your Medi-Cal will stay
active even longer if you still qualify.

Your Medi-Cal benefits were restored to what you had in March 2020. If you had free 
Medi-Cal in March but got a share of cost later due to our mistake, then your free Medi-
Cal is active again. We fixed these mistakes back to April 2020. You should have no 
gap in coverage.

If you had a share of cost or a premium in March 2020, it is the same.

You might not have to pay your Medi-Cal premiums during the public health 
emergency

To get your premium waived (stopped for now), please call us:
For children and pregnant women programs, call 1-800-880-5305.
For the 250 Percent Working Disabled Program, call 1-916-445-9891 or
1-916-650- 0490 for Spanish.

Keep your Medi-Cal Benefits Identification Card (BIC)

You should keep using your BIC. If you never got or no longer have a BIC, or need a 
temporary BIC, contact your eligibility worker. Ask to have one mailed to you. The BIC
has the information your provider needs to check your Medi-Cal eligibility. Take your 
BIC with you to providers when you get care.



You have the right to appeal

If you think we made a mistake, you can appeal. To learn more about your rights and 
how to appeal, read “Your Hearing Rights” included with this letter. During the public 
health emergency, you have 210 days to ask for a hearing. The 210 days starts the day 
after the date on this notice. 

Medi-Cal may pay for your medical, dental, and other health care bills

If you paid medical, dental, or other health care bills since March 2020, Medi-Cal may 
pay you back for those costs. You can file a refund claim to ask Medi-Cal to pay you 
back.   

To learn more or to file a refund claim, you must call or write to Medi-Cal: 

For Medical, Mental Health, Drug and Alcohol, and In-Home Supportive Services 
Claims: 
California Department of Health Care Services Beneficiary Services
P.O. Box 138008
Sacramento, CA 95813-8008

Phone: 1-916-403-2007 (TDD: 1-916-635-6491)

For Dental Claims: 
Medi-Cal Dental Beneficiary Services
P.O. Box 526026
Sacramento, CA 95852-6026

Phone: 1-916-403-2007 (TDD: 1-916-635-6491)

If you get In-Home Supportive Services (IHSS)

If Medi-Cal gave you a share of cost starting any time from April 1 to now, you may no
longer have a share of cost. If your share of cost was subtracted from your IHSS 
provider’s check, please contact your county IHSS office. Tell them you no longer have 
a share of cost. You can ask them to pay your provider for the share of cost that was 
removed from their check. 

What to do now

Since we have fixed your Medi-Cal benefits, you have been re-enrolled into the 
managed care plan in your county. If you have questions about your health care plan or 
about covered services, or you need a new member card, call you plan’s member 



services phone number. Your health care plan will send you a new member card for 
free. This card is different from your BIC.

Questions?

If you have questions or need help, please contact your local county office. If you need 
help in a language other than English, see the attached list of numbers to call for 
language assistance services. Services include an interpreter to help you understand 
this letter.

Some county offices are temporarily closed to the public for in-person services. You can 
still contact your county by phone, mail, or email. You can find your local county office 
information on the county listing that came with this letter.

Thank you,
Department of Health Care Services
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MC 1054 (06/07)

_____________________________ , _____________________ , was determined eligible for Medi-Cal with a share of

cost that has been changed for the following months:

Month/Year

Original SOC

Revised SOC

Month/Year

Original SOC

Revised SOC

The California Code of Regulations, Title 22, Section 51471.1, requires providers to cooperate with the Department of
Health Care Services in making reimbursements to the beneficiaries for Medi-Cal program underpayments. The Welfare
and Institutions Code, Section 14019.3 and the regulations further require that the provider accept an underpay-
ment adjustment from the Medi-Cal program for such beneficiaries and reimburse such beneficiaries the full amount 
of that adjustment, up to the actual amount received in payment from the beneficiary for medical services in question.

You must do one of the following if the beneficiary paid or obligated to pay an original share of cost (SOC) amount to you.

If you... And the share of cost... Then you...

billed Medi-Cal for the has been reduced or is may bill the program for the difference between the original share
balance of the charges, now zero, of cost and the adjusted share of cost.

Submit a Claims Inquiry Form (CIF) with this MC 1054 attached.

Note:  Do not submit a new claim.  It will be considered a 
duplicate claim and payment will be denied.

did not bill Medi-Cal has been reduced, may bill the program if the services you rendered now exceed the
because the charges adjusted SOC.
equaled or were less Submit a claim with the adjusted SOC amount in the “Patient’s
than the original SOC, Share of Cost” field, and attach this MC 1054.

is now zero, may bill the program for the services you rendered.
Submit a claim with a zero (0) in the “Patient’s Share of Cost” field,
and attach this MC 1054 form.

Once the CIF is approved and payment is received, you are required to reimburse the beneficiary any share of cost paid
for the services, or eliminate/adjust the outstanding share of cost obligated for the services billed.

Beneficiary’s name

SHARE-OF-COST MEDI-CAL
PROVIDER LETTER

(COUNTY STAMP)

Provider name and address Notice date: ___________________________________

Case name: ___________________________________

Case number: ___________________________________

EW name: ___________________________________

EW number: ___________________________________

EW address: ___________________________________

___________________________________

EW telephone number: ___________________________________

Beneficiary’s Social Security number
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NOTICE OF LANGUAGE SERVICES
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English: Your eligibility for public benefits could be affected by information contained in this letter. Your 
response may be required by a certain date. If you need additional help with this information, you can call your 
county worker. You have the right to ask for help in your own language. There is no cost for this help.

Spanish: Su elegibilidad para recibir beneficios públicos podría ser afectada por la información contenida en 
esta carta. Su respuesta podría ser requerida antes de cierta fecha. Si necesita ayuda adicional con esta 
información, llame a su trabajador del condado. Tiene el derecho a pedir ayuda en su propio idioma. No hay 
ningún costo para esta ayuda.

:Arabic

Armenian:
:

:
, :

: :

Cambodian: 

Chinese:

:Farsi

Hindi:

Hmong: Koj txoj kev pab los ntawm pej xeem cov kev pab cuam yuav cuam tshuam txog qhov muaj cai tau 
txais kev pab. Tej zaum koj yuav tsum teb rov qab mus raw li hnub hais tseg. Yog koj tsis nkag siab cov ntaub 
ntawv no hu rau tus neeg pab lis hauj lwm hauv koj lub zos. Koj muaj txoj cai thov kev pab ua yog hais koj hom 
lus. Yuav tsis tau them nqi dab tsi rau qhov kev pab no.

Japanese:
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Korean: .
.

. .
.

Lao:

Mien: Meih duqv zipv naaiv zeiv waa-fienx  bun taux meih se wueic laaix benx zuqc ninh yaac haih maaih jau-
louc mingh ging-dongx taux meih nyei ze’buonc pui-zipv tengxx fu’loqc nyaanh aengx caux oix zuqc heuc meih 
dau waac daaux nqaang bun nzuonx hingh gan hnoi-nyieqc ziangh hoc.. Se gorngv meih maiv bieqc hnyouv 
taux naaiv deix waa-fienx jau-louc nor korh waac mingh buangh taux meih nyei kaau div gong-gorn zangc zoux 
gong mienh. Meih corc maaih do-leiz ze’buonc  tov heuc tengx faan benx meih nyei mienh fingz waac bun 
muangx maiv zuqc cuotv haaix diuc jaa-zinh.

Punjabi: ,
,

Russian: 

Thai:

Tagalog: Ang iyong pagiging karapat-dapat para sa mga pampublikong benepisyo ay maaaring makaapekto 
sa impormasyong nilalaman ng liham na ito. Ang iyong tugon ay maaaring kailanganin sa pagsapit ng 
partikular na petsa. Kung kailangan mo ng karagdagang tulong sa impormasyong ito, maaari mong tawagan 
ang iyong manggagawa sa county. May karapatan kang humingi ng tulong sa sarili mong wika. Walang 
gagastusin para sa tulong na ito.

Ukrainian: 

Vietnamese: 
u quý v h c m t ngày c th


