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RHCS

CALIFORNIA DEPARTMENT OF
HEALTH CARE SERVICES

Michelle Baass | Director
February 19,2026

NICOLAS HERNANDEZ

I C/ ‘I

Re: Medi-Cal Claim Packet Received

Correspondence Reference Number C-[ I NNNNGNGNG—T2

Dear Client:

This letter is to inform you that the Department of Health Care Services (DHCS) has
received your claim for reimbursement (refund) from the Medi-Cal program for medical,
pharmacy, and/or dental expenses you paid.

DHCS will contact you if additional information is needed to process your claim. Once
your claim is reviewed, you will receive a written notice within 120 calendar days that
tells you whether you will be reimbursed (refunded) for the medical, pharmacy, and/or
dental services that you included in your claim.

If you have any questions, please call the Beneficiary Services Center at
(916) 403- 2007. For TDD/TTY telephone service, please cail (866) 784-2595.

Sincerely,

California Department of Health Care Services

Enclosure
CA-MMIS Division, Beneficiary Service Center State of California
P.0. Box 138008 Gavin Newsom, Governor
Sacramento, CA 95813-8008
Phone (916) 403-2007 | www.dhcs.ca.gov California Health and Human Services Agency
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HCS

CALIFORNIA DEPARTMENT OF
HEALTH CARE SERVICES

Michelle Baass | Director
February 24,2026

NICOLAS HERNANDEZ

, CA 9

Re: Additional Information Required
Correspondence Reference Number C- T2
Dear Client:

This letter is in response to your claim for reimbursement (refund) from the Medi-
Cal program for payments you made for medical, pharmacy, and/or dental
services. The Department of Health Care Services (DHCS) needs the following
information in order to process your request.

To file a claim, you must submit a signed Medi-Cal Claim Form for Beneficiary
Reimbursement.

If you are requesting reimbursement for medical, pharmacy, and/or dental
services, your claim form must include:

* A completed Payee Data Record form (STD 204).

¢ A copy of your Medi-Cal Beneficiary |dentification Card (BIC) or your
Health Access Program (HAP) identification card.

* Missing item specific to Medi-Cal - Your Pharmacy claim has been forward to Medi-
Cal Rx for further processing.

e Missing item specific to Medi-Cal - There may be additional forms included
in your letter package, however, only complete the forms that have been
identified in this letter.

e Other: The Payee Data Record Form you provided was invalid as Section 4 was not
com;pleted.

DHCS will process your claim when it receives all of the required information. You

CA-MMIS Division, Beneficiary Service Center State of California

P.0. Box 138008 Gavin Newsom, Governor
Sacramento, CA 95813-8008

Phone (916) 403-2007 | www.dhes.ca.gov California Health and Human Services Agency
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