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In our May 18, 2015 Alert entitled Surplus Payments by Third Parties, we notified
organizations assisting consumers with Medicaid coverage in the Surplus Pre-
Payment Program (Pay-in) that these payments can only be authorized when
payment is made using a recipient’s net available excess income.

A notice was recently sent to all Medicaid Excess Income (Surplus and Pay-in)
clients providing them with this information as well as the client attestation form
(MAP 3107a). This form can be used when payments are made by third parties to
affirm that the recipient’s funds were provided to be used for the payment. The
notice provided information that was intended only for Pay-In consumers who meet
their excess (surplus) by making payments directly to Human Resources
Administration’s (HRA) Division of Accounts Receivable and Billing (DARB).
The information in the notice applies only to consumers who have a third party
make their payments.

Consumers and agencies that submit paid or unpaid medical bills, including those
from public programs (e.g. ADAP and OPWDD) in order to satisfy the consumer’s
excess income are not affected by this notice. Consumers can continue to fax their
paid or unpaid medical bills to the S-Fax Unit at 917 639-0645, and approved
surplus submitting agencies can continues to submit their medical bills directly to
the Surplus unit.

For further information on Surplus payments by Third Parties please refer to the
May 18, 2015 Alert.

PLEASE SHARE THIS ALERT WITH ALL APPROPIATE STAFF
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Surplus Payments by Third Parties

The purpose of this Alert is to advise organizations assisting consumers that Medicaid coverage
under the Surplus Pre-Payment Program (Pay-In) can only be authorized when payment is made
using a recipient’s own net available excess income. Payment must be made by the recipient or a
legally responsible third party (guardian, power of attorney, etc.) using the recipient’s own funds.
Please note, checks from a joint-checking account, even if signed by the non-recipient account
holder, will be treated as the recipient’s own funds. Legally responsible third parties can either
submit legal documentation as proof of status or completed MAP 3107a (sample below). To help
ensure easy access to this form, it has also been posted on HRA'’s internet site at:
http://bit.ly/hrasurplusattestation and may be accessed by clicking on the first link underneath “Other
Information” .

In the event that anyone other than the recipient, legally responsible relative, non-recipient joint
account holder or legally responsible third party submits a payment on behalf of a recipient, s/he
must complete MAP 3107a (Attestation Form), affirming that the recipient’s funds were provided to
him/her to be used for the payment. Parties who will need to complete an Attestation Form include
but are not limited to: adult children, siblings, neighbors, friends, etc.

e For example, a recipient who does not have a checking account could give cash in the amount
of her/his net available excess income to her/his adult child and have that child write a check to
HRA DARB (HRA'’s Division of Accounts Receivable and Billing). The recipient must submit
a completed copy of the Attestation Form, signed by the adult child, to the Medical Assistance
Program.

Legally responsible third party documentation (guardianship orders, power of attorney forms, etc.)
and/or Attestation Forms should be mailed to the Medical Assistance Program at least two weeks in
advance of the first submission of a payment by a third party in order to prevent any delays in
processing. This submission is only required before the first payment that is made on behalf of the
recipient by that third party. It will be maintained on file and referenced for any future surplus
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payment that is made on the recipient’s behalf by that third party. If proper documentation is not
submitted to support the submission of payment by a third party, the payment will be returned,
which may impact the recipient’s Medicaid coverage.

Third party documentation must be submitted to:

Medical Assistance Program
Surplus Division

P.O. Box 24390

Brooklyn, NY 11202-9814
Fax Number: 718 636-7720

Checks should still be made payable to HRA DARB (HRA’s Division of Accounts Receivable and
Billing) and submitted to:

HRA DARB
150 Greenwich Street, 34th Floor,
New York, NY 10007

We are preparing a mailing with this information and the attestation form to consumers currently
participating in either the surplus or pay-in programs.

PLEASE SHARE THIS ALERT WITH ALL APPROPRIATE STAFF
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MAP-3107a (MLF) 05/05/2015

l, , swear or affirm that, the funds used to support any and all
(Your Name)

Surplus Program payments made from my accounts on behalf of

(Name of Medicaid Recipient/Surplus Program Applicant)

were provided to me by the above named recipient.

(Case Number)

My relationship to the Medicaid Recipient is

In signing this attestation, | certify that the statements above are true, correct, and complete with the full understanding that
failing to tell the truth could result in loss of benefits for the above Medicaid recipient.

(Your Signature) (Date)

(Your Street Address)

(Your City, State and Zip Code)

(Your Telephone Number)

Yo, , juro o afirmo que, los fondos usados para financiar cualquiera y todos
(Su nombre)

los pagos del Surplus Program hechos de mis cuentas en nombre de
(Nombre del Beneficiario de Medicaid/Solicitante del Surplus Program)

me fueron proporcionados por el beneficiario arriba mencionado.

(Numero de caso)

Mi relacién con el Beneficiario de Medicaid es

Al firmar esta atestacion, certifico que las declaraciones que aparecen arriba son verdaderas, correctas y completas con
total entendimiento de que no decir la verdad podria resultar en pérdida de beneficios para el beneficiario de Medicaid
antes mencionado.

(Firma) (Fecha)

(Direccién)

(Ciudad, estado y cédigo postal)

(Su nimero de teléfono)
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Mwen, , sSémante oswa konfime, lajan mwen itilize pou sipote nenpot
ak tout

(Non Qu)

Peman Pwogram sipli ki fét nan kont mwen yo sou non

(Non Benefisyé Medicaid/Moun ki Aplike pou Pwogram Sipli)
Benefisyé ki gen non li endike anwo a te ban mwen

(Nimewo Dosye)

Relasyon mwen avék Benefisyé Medicaid se

Depi mwen siyen atestasyon sa a, mwen konfime deklarasyon ki endike anwo a se deklarasyon ki vre, korék, ak konple,
epitou si mwen pa di laverite sa kapab lakoz benefisye Medicaid ki endike anwo a péedi avantaj | ap resevwa yo.

(Siyati Ou) (Dat la)

(Adres Kay ou)

(Vil, Eta, ak Kod Postal ou)

(Nimewo Telefon ou)
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A, , NoATBEepXaaro, 4YTo cpeacTea, nCnosnb3yemMble and
OCyLleCTBIIeHNA BCexX

(BaLe ums)

nnartexen no nporpamme Surplus Program ¢ Monx cHETOB OT UMEHMU

(Mmsa nonyyatens ycnyr Medicaid / kaHguaaTa Ha nonyyeHvie
ycnyr B pamkax nporpammbl Surplus Program)

, Bblnn npenoctaBrieHbl MHE BbllL€yKa3aHHbIM nony4varenem.

(Homep gena)

A npuxoxyck nonyyatento yenyr Medicaid

MoanucbiBasi HacTosiLLee NOATBEPXKAEHME, 1 NOATBEPXKAAID, UTO NPUBEAEHHbIE BhILLE CBEAEHUS SIBNSIHOTCA NpaBavBLIMY,
BEPHBLIMU U1 MOSHLIMWU, MOSMTHOCTHID MOHUMAs!, YTO COKPbLITUE UMW UCKaXXEHWE LOCTOBEPHBLIX CBEAEHUA MOXET MPUBECTM K
nueHnto nocobus BelleykasaHHoro nonydatens ycnyr Medicaid.

(Bawwa nognuce) (nata)

(Baw agpec: ynuua, AoM, KBapTMpa)

(BaL ropog, WTart, UHAEKC)

(Baww Homep TenedoHa)
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