MCIEP TRANSMITTAL

Medi-Cal Inmate Eligibility Program (MCIEF)
DHCS-County Transmittal Form

Instructions: Complete e3ch space or bax. If Information does not peran o this case, INGKCA%e with MiA.

To: From:

County: DHCS, Medi-Cal Inmate Eligibility Program
Medi-Cal Liaison Mame: Eliginility Specialist (ES):

Liaison Telephone: ES Telephone:

Fax Mumber: ES Fax Mumber:

E-mzil: ES E-mail:

MCIEF Beneficiary Information

Name CiM AllemaleMzEsage phone namher
Agddress (number, sirest) ZIF coge

Aufnonzzd Repreesrlaive | AR name AR pnore numbsr Benafidany' s primary language
O Yes OMo

Reason for Transmittal:

Farole Date O Infants born to MCIER Mam
(MC 320 attachad)

Linkage:

O Aged [0 Inmate active on county case

O Slind Casze #

O Tizabled

| Pregnant ] Cther

O Under 21 years old

Case Documents in Referral Packet:

MC 210, Medi-Cal Application

Disabilty Decision

Staternent of Citizenship, Alienage, and Immigration Status (MC13)
Copy of Income verification

Copy of property verification (Bank accounts, real properly, vehicles registration, =iz}
Identifications

Social Security Card

Citizenship/immigration documents

Last Motice of Action

Case details

AR Form

Othear

OOoOOoOOooDoOOoOooOoood
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