	Department of Mental Health

Supplemental Application Form
Patient Resources Worker
Examination Number:  29192E  Bulletin Number: 28942BR


                                                                                                                            
Applicant’s Name:                                                            
Last


First
              MI
     


Last Four Digits of Social Security Number (SSN):                                   

This Supplemental Application 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

	

	1. Do you have any one of the following experience? (If YES, please type “x” on shaded areas)
      Two years of full-time experience interviewing the public to initiate or complete  

      applications for financial assistance, insurance, medical, mental health, hospital 
      services, social security, or workers' compensation.
      Three years of full-time* clerical experience, two years of which must have involved 

     public contact associated with the financial screening and/or registration of 

     patients or claims billing and collection for hospital , medical, or mental 
     health services.

	
	Yes 

     
	No

     
	

	Provide specific dates (months, dates, and years):
	            to                                                                                                                      
	Number of hours worked per week:      

	Employer’s Name:

	     

	Describe your experience: 
(Points will not be given if response is incomplete)
	     
  

	2. Do you have experience conducting Medi-Cal eligibility checks using the State Medi-Cal website, the Automated Eligibility Verification System (AEVS), or a Point of Service (POS) device and interpreting eligibility responses?


	
	Yes 

     
	No

     
	

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


	           to                                                                                                                  
	Number of hours worked per week:      

	Employer’s Name:


	     

	Describe in detail your experience in conducting Medi-Cal eligibility checks using the State Medi-Cal website, the Automated Eligibility Verification System (AEVS), or a Point of Service (POS) device and interpreting eligibility responses.
(Points will not be given if response is incomplete)
	Please type “x” on shaded areas the experience you have:
       the State Medic-Cal website
        the Automated Eligibility Verification Systems (AEVS)
        Point of Service (POS)
Describe you experience:      


	3.  Do you have experience processing service claims from an electronic health record (EHR) using a Health Insurance Portability and Accountability Act (HIPAA) compliant electronic claiming system?

	
	Yes 

     
	No

     
	

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


	            to                                                                                                     
	Number of hours worked per week:      

	Employer’s Name:


	     


	Describe in detail your experience processing service claims from an electronic health record (EHR) using a Health Insurance Portability and Accountability Act (HIPAA) compliant electronic claiming system.  (points will not be given if response is incomplete)
	      


	4.  Do you have experience developing, reviewing, and analyzing aging reports to ensure that claims were submitted and reimbursed on time?

	
	Yes 

     
	No

     
	

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


	           to                                                                                                               
	Number of hours worked per week:      

	Employer’s Name:


	     

	Describe in detail your experience in developing, reviewing, and analyzing aging reports to ensure that claims were submitted and reimbursed on time. (Points will not be given if response is incomplete)
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	5. Do you have experience following up on submitted claims and conducting appeals on claims denied by third party payers such as Medicare or private insurance?

	
	Yes 

     
	No

     
	

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


	           to                                                                                                               
	Number of hours worked per week:      

	Employer’s Name:


	     

	Describe in detail your experience following up on submitted claims and conducting appeals on claims denied by third party payers such as Medicare or private insurance. (Points will not be given if response is incomplete)
	      


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.

Applicant’s Name & Last 4 digits of SSN:                                       Date:                     

29192E Patient Resources Worker, Supplemental Application Form Page 3
