	Department of Mental Health

Supplemental Application Form
Billing Supervisor
Examination Number:  21190A


                                                                                                                            
Applicant’s Name:                                                            
Last,


First
              MI
     


Social Security No.:                                   

This form must be completed in addition to the official County job application.  Note that all information provided is subject to verification.
If you leave a section blank, the evaluator will assume that you have no experience in that area.  Resumes or referrals to a resume or the official County application in lieu of a response on this Supplemental Application Form will be considered a non-response.

In order to be considered, this form and all application materials must be submitted to the Department of Mental Health at the time of on-line filing as stated in the official job bulletin.  Failure to do so will result in rejection of your application.
	SUPPLEMENTAL  INFORMATION

	

	Do you have experience supervising staff responsible for patient care service claims?
	
	Yes 

 FORMCHECKBOX 

	No

 FORMCHECKBOX 

	

	Provide specific dates (months, dates, and years):
	            to                                                                                                                      
	

	Employer’s Name:

	     

	Describe your supervision experience:  
	Number of employee(s) you have/had supervised: 
     
Do/Did your employees use(d) an integrated system to perform their patient care service claims: (Please check)
Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 
  
  

	Do you have experience using an Electronic Data Interchange and/or an electronic billing process to route electronic medical claims?

	
	Yes 

 FORMCHECKBOX 

	No

 FORMCHECKBOX 

	

	Provide specific dates (months, dates, and years):


	           to                                                                                                                  
	

	Employer’s Name:


	     

	Describe your experience using an Electronic Data Interchange and/or an electronic billing process to route electronic medical claims in detail:
	     

	Do you have experience researching and analyzing Medi-Cal and Medicare Electronic Remittance Advice (ERA)/HIPP 837/835 files, 270/271 or 276/277 files?

	
	Yes 

 FORMCHECKBOX 

	No

 FORMCHECKBOX 

	

	Provide specific dates (months, dates, and years):


	            to                                                                                                     
	

	Employer’s Name:


	     


	Describe your experience researching and analyzing Medi-Cal and Medicare Electronic Remittance Advice (ERA)/HIPAA 837/835 files, 270/271 and 276/277 files in detail:  
	 Please check the files that you have experience researching and analyzing:

 FORMCHECKBOX 
  Medi-Cal and Medicare Electronic Remittance Advice (ERA)/HIPP 837/835 files
 FORMCHECKBOX 
  Medi-Cal and Medicare Electronic Remittance Advice (ERA)/HIPP 270/271 files
 FORMCHECKBOX 
  Medi-Cal and Medicare Electronic Remittance Advice (ERA)/HIPP 276/277 files
Please describe your experience researching and analyzing the above files:

     

	Do you have experience in coordinating revenue activities related to Medicare, Medi-cal, and other third party payers?

	
	Yes 

 FORMCHECKBOX 

	No

 FORMCHECKBOX 

	

	Provide specific dates (months, dates, and years):


	           to                                                                                                               
	

	Employer’s Name:


	     

	Describe your experience in coordinating revenue activities related to Medicare, Medi-cal, and other third party payers in detail. 
	      


CERTIFICATION: I certify that the information I have provided on this Supplemental Application Form and any attachments are true and correct to the best of my knowledge.  I understand that any falsification or omission of material facts is in violation of the Los Angeles County Civil Service Rules and may subject me to action up to, and including being barred from this and future Los Angeles County examinations.

SIGNATURE:                                                                                                         DATE:                     

        ________________________                                                                         ____________                                                                                                                                                                                    
           (Please type your name)
