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This section explains how to complete claims for services rendered to recipients who paid a Share of Cost (SOC).  The procedure codes used in the following examples are for illustration purposes only and may not be reimbursable to all provider types.  Refer to the Share of Cost (SOC) section in the Part 1 manual for an explanation of SOC and how to determine the following:

· If a recipient must pay an SOC

· The SOC amount a recipient must pay

· If the recipient’s SOC is certified for the month

SOC Fields on Claim
SOC amounts are entered in the Claim Codes (Box 10D) and Amount 

Paid (Box 29) fields of the CMS-1500 claim form.  Do not enter decimal points or dollar signs.  Enter full dollar and cents amounts, even if the amount is even.  In the example below, $10.00 is entered as 1000.  Use only one claim line for each service billed.
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Sample.  Share of Cost Amount in Claim Codes Field (Box 10D)
and Amount Paid Field (Box 29).

Billing Multiple Services
When multiple services are rendered to a recipient on different dates 

Rendered on Different
during the certification period, bill Medi-Cal for the overlap service(s).

Dates of Service

When the Medi-Cal eligibility verification system returns an eligibility 

verification message indicating that the recipient has met the SOC 

obligation and is eligible for Medi-Cal benefits, submit a claim to the 


Department of Health Care Services (DHCS) Fiscal Intermediary (FI).  

Example
The following billing example applies to fee-for-service Medi-Cal only. Assume three services are rendered to a recipient on three different dates.  The recipient’s Share of Cost is $60.


Date
Code
Amount

09/23/14
92004
$
50.00


09/24/14
V2200

70.00


09/25/14
V2020

25.00


$145.00

Submit a Share of Cost clearance transaction for each of the three services.  The first service provided on a date prior to the overlap should not be billed to Medi-Cal because this service was applied toward the patient’s $60 Share of Cost.  Bill Medi-Cal only for the overlap services (HCPCS codes V2200 and V2020).  Enter the entire combined amount of $95 for the two services in the Total Charge area (Box 28).  Enter the amount of the patient’s Share of Cost applied to 
the overlap service in the Claim Codes field (Box 10D).

To bill, enter the $95 service fee in the Total Charge field (Box 28).  Enter the amount of the patient’s SOC already applied toward the 
service fee ($60) in the Claim Codes (Box 10D) and Amount Paid 
(Box 29) fields. 
Box 19:  Record Keeping
For record keeping purposes only and to help reconcile payment on the Remittance Advice Details (RAD), providers may show in the 

Additional Claim Information field (Box 19) the SOC amount that the 

recipient paid or obligated. 
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Sample.  Multiple Services Rendered on Different Dates of Service.

Billing Multiple Services
When multiple services are provided to a recipient on the same date 

Rendered on the
of service during the certification period, bill Medi-Cal for the service

Same Date of Service
provided on the date of the overlap service.

When the Medi-Cal eligibility verification system returns an eligibility 
verification message indicating that the recipient has met the SOC 
obligation and is eligible for Medi-Cal benefits, submit a claim to the FI.  

Example
The following billing example applies to fee-for-service Medi-Cal only.  Assume three services are rendered to a recipient on the same day.  The total charges overlap the recipient’s $35 SOC.


Dates
Procedure

Amount

09/23/14
V2020

$
25.00


09/23/14
V2203


70.00


09/23/14
92004


60.00



$
155.00

Submit a SOC clearance transaction for each of the three services.  Since all services are rendered on the same day, it is necessary to bill Medi-Cal for each service.  Use three claim lines to bill the three services.  Enter the total charge in the Total Charge area (Box 28).  Enter the amount of the patient’s SOC applied to this claim in the 
Claim Codes field (Box 10D).
To bill, enter the $155 service fee in the Total Charge field (Box 28).  Enter the amount of the patient’s Share of Cost already applied toward
the service charge ($35) in the Claim Codes (Box 10D) and Amount Paid (Box 29) fields.
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Sample.  Multiple Services Rendered on the Same Date of Service.

RAD Payment Summary
Share of Cost claims will be reviewed prior to payment.  Because the recipient’s SOC is applied by the state to pay for the $25 service, this service appears as “Denied” on the Remittance Advice Details (RAD code 022) or with a payment amount of $0.00.  The other services appear in the “Approved” group as paid or partially paid.  The 
Medi-Cal allowed amount for the $70 service is reduced by the remaining $10 SOC amount.  RAD code 408 indicates payment was reduced because of patient liability.
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