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FULL SELF-DISCLOSURE STATEMENT




FORM AND INSTRUCTIONS 

Pursuant to 18 NYCRR § 521-3.4(c) to participate in the Self-Disclosure program, an eligible person shall apply by submitting a Self-Disclosure Statement. This form is for individuals and entities to report, return, and explain overpayments received from the NYS Medicaid program pursuant to Social Services Law section 363-d and 18 NYCRR SubPart 521-3 and is required for participation in OMIG’s Self-Disclosure Program.
WARNING: Failure to report, return, and explain an overpayment within sixty (60) days of identification, or the date any corresponding cost report is due, whichever is later, may result in the imposition of monetary penalties pursuant to Social Services Law section 145-b(4)(a)(iii), and other penalties and sanctions where authorized by State or Federal law. A person who provides false material information on this form, or intentionally omits material information from this form, may have their participation in the Self-Disclosure Program terminated.
Each section of the Self-Disclosure Statement must be filled out in its entirety. 
General 
Please submit one Self-Disclosure Statement for each MMIS ID Number / NPI Number impacted by the overpayment. If multiple Statements need to be submitted, please explain that in Section 5.

Contact Information
If additional information is required, OMIG will communicate with you using the contact information requested in Section 2. If your contact information changes, you must notify OMIG at selfdisclosures@omig.ny.gov.

Sample & Extrapolation Request
Medicaid entities/Providers who wish to request a Universe, Sample and Extrapolation methodology to calculate their overpayment amount must provide a justification explaining why that methodology is needed in Section 3. They must also provide the data element parameters necessary for OMIG to extract a universe of potentially overpaid claims.  

Approval is made in the sole discretion of OMIG. If the request is not approved, a claim-by-claim review of the potentially overpaid claims will be required. If the request is approved, OMIG will extract a universe of potentially overpaid claims based on the parameters disclosed in the Self-Disclosure Statement, and a statistically valid random sample of claims will be provided for review. The Medicaid entity/Provider must respond with the entire Sample and an explanation for each claim, identifying if it was allowed or disallowed and why, by the due date specified in the correspondence.   

The overpayment will be calculated using the lower limit of the 90% confidence interval, or another statistically valid calculation, based on the Sample response. The calculation used is determined in the sole discretion of OMIG. The extrapolated overpayment amount repaid through a self-disclosure would reduce any amount owed due to overpayments found in any future review of the same claims.  OMIG, however, reserves its right and the rights of any other entity authorized by law to conduct further audits, investigations, or reviews of the Medicaid entity’s/Provider’s participation in the Medicaid program for the same or a different time period and the same basis. 

Voiding or Adjusting Claims for Repayment
Medicaid entities/Providers who wish to repay by voiding or adjusting claims are required to do so prior to submission of this Self-Disclosure Statement or must state in Section 4 that they are actively voiding or adjusting the claims.

Explaining The Overpayment
Medicaid entities/Providers are required to explain the cause(s) of the overpayment fully and completely, how it was identified, and what corrective action was taken to prevent recurrence of the overpayment. 

Repayment
Once OMIG’s review is completed, you will be notified of the overpayment amount, the amount due, your options for repayment, and directions for remitting payment. A Determination Notice will be sent to the email address you provided in Section 2. Medicaid entities/Providers who wish for OMIG to consider a waiver of interest for their overpayment are required to request a waiver of interest in Section 6. OMIG, in its sole discretion, may waive interest on any self-disclosure overpayment reported, returned, and explained by an eligible person. Medicaid entities/Providers requesting extended repayment terms must do so in Section 6. Medicaid entities/Providers approved for repayment through installments will be required to sign a Self-Disclosure and Compliance Agreement (SDCA).   
Review of Self-Disclosure
Following a review of the Self-Disclosure Statement, OMIG may determine that the Medicaid entity/Provider is not an “eligible person” because they failed to meet one or more of the eligibility requirements outlined in 18 NYCRR § 521-3.4(b)(1).  

Regardless of a Medicaid entity’s/Provider’s eligibility, a Medicaid entity/Provider who has received an overpayment must report and return that overpayment to OMIG’s Self-Disclosure Program in accordance with the requirements found in 18 NYCRR § 521-3.4(b)(3).  













PART I REPORTING THE OVERPAYMENT
Section 1: Medicaid enrollment Information
MMIS Number (Provider ID Number)
Click or tap here to enter text.
[bookmark: _Hlk54960500]NPI Number
Click or tap here to enter text.
Medicaid entity/Provider Name
Click or tap here to enter text.
DBA (all that apply)
Click or tap here to enter text.
[bookmark: _Hlk94257773]Medicaid entity/Provider Address (include number, street name, floor/suite number, city, and zip code)
Click or tap here to enter text.

Section 2: Contact Information
NOTE: This contact will be required to respond to requests for information relevant to this submission.  If there are any changes to this contact information, you are required to notify OMIG.  
Contact Name
Click or tap here to enter text.
Contact Title
Click or tap here to enter text.
Correspondence Address (include number, street name, floor/suite number, city, and zip code)
Click or tap here to enter text.
Email Address: Click or tap here to enter text.
Phone Number: Click or tap here to enter text.


Section 3: Overpayment Information
Estimated amount of the overpayment
Click or tap here to enter text.	
Date the overpayment was identified 
Click or tap to enter a date.
Dates of Service the overpayment encompasses 
Click or tap here to enter text.

Overpayment Calculation Methodology (choose one)
☐     Claim-by-Claim review (all overpaid claims are included in the Claims Data Form)
☐     Non-claim Overpayment (provide a detailed explanation below for how this overpayment was calculated)
Non-Claim Explanation 
Click or tap here to enter text.
☐     Request to use Extrapolation to calculate estimated overpayment amount
Extrapolation Request Justification (explain why this type of review is necessary)
Click or tap here to enter text.
Extrapolation Universe: Date of Service Start Date
Click or tap to enter a date.
Extrapolation Universe: Date of Service End Date
Click or tap to enter a date.
Extrapolation: Rate, Procedure or NDC Codes impacted 
Click or tap here to enter text.
Extrapolation: Other Information (additional information to identify the Universe of potentially overpaid claims)
Click or tap here to enter text.
Section 4:  Claim Data Information
Types of claims affected (check all that apply)
☐     Managed Care (list managed care or managed long-term care plan names relevant to the overpayment)
MMCO/MLTC Names
Click or tap here to enter text.
☐      FFS (Fee for Service)
☐       FFS APG (ambulatory patient group) 
☐      FFS EPS (episodic) 
☐      Other (please provide additional explanation below to assist in verifying your overpayment)
Description of claim type
Click or tap here to enter text.
Voiding or Adjusting
Have the disclosed claims been voided or adjusted?  ☐  Voided    ☐   Adjusted   ☐  N/A
If yes, please provide the date(s) of the void(s)/adjustment(s) below.  If you are currently processing the voids or adjustments, please indicate that. 
Click or tap here to enter text.

Claims Data
☐        Claims Data Form:  Complete this form to disclose overpaid claims. 
Access the form here: Claims Data File
☐        Mixed Payer Calculation Form: Complete this form to disclose Excluded or Non-Enrolled Provider(s). 
Access the form here: Mixed Payer Calculation Form



PART II EXPLAINING THE OVERPAYMENT
Section 5: Statement Explaining the Overpayment

Describe completely and fully the error or matter that occurred, including an explanation of the circumstances that led to the overpayment, the type of program, services, and claims affected, etc.

Click or tap here to enter text.



List any rules, policies, regulations and/or laws that are relevant to the error or matter that occurred. Also include identification of your regulatory oversight agency (if applicable), and when they were contacted to report this matter. Attach any guidance or direction you received relevant to this disclosure. 
 
Click or tap here to enter text.



Provide the names and titles of the individuals who were involved in the error or matter that occurred.  

Click or tap here to enter text.




Describe completely and fully how the error or matter was found, including the names and titles of the individuals who discovered it.

Click or tap here to enter text.



Describe all actions taken to stop the error or matter, including the names and titles of the individuals who were involved in rectifying the problem.

Click or tap here to enter text.




Describe all corrective actions taken to prevent recurrence of the error or matter.

Click or tap here to enter text.




PART III RETURNING THE OVERPAYMENT
Section 6: Repayment Information

Pursuant to 18 NYCRR § 521-3.5, you are required to pay the full amount due within 15 days of receiving OMIG’s notification of the amount due or no later than the expiration of the deadline to report, return and explain, whichever is later. Voiding the claims if overpaid in full, or adjusting the claims if partially overpaid, is repayment of the claims. Overpayments can also be repaid through lump sum check, money order or electronic payment.

Upon the demonstration of financial need, you may be permitted to pay the amount due through installment payments by entering into a Self-Disclosure and Compliance Agreement (SDCA), pursuant to 18 NYCRR § 521-3.4(e). This request must be made below. An SDCA will set forth the terms of repayment and any corrective action necessary to prevent the recurrence of the issues giving rise to the overpayment. To be considered for an SDCA, you must provide a justification of financial need and specify the repayment period you are requesting in the justification section below.  The terms of repayment shall be calculated at not less than 15% of total Medicaid receivables or a maximum repayment term of 2-years, whichever period of repayment is less. 

If you are requesting a repayment period longer than the maximum repayment term of 2-years, you must indicate that request within the justification section below.  OMIG may in its discretion approve a period longer than 2-years through application for Financial Hardship consideration. Once the review of your self-disclosure is complete, you will be directed to contact the Bureau of Collections Management.  The Bureau will send you a Financial Hardship Application. Upon receipt, OMIG will review the application and make a determination as to an appropriate re-payment plan. You must complete the application in its entirety to be eligible for relief.  Additional information regarding the Financial Hardship Application process can be found on OMIG’s website (Financial Hardship Application Information | Office of the Medicaid Inspector General (ny.gov)).

Check all that apply:

☐      I am requesting that OMIG consider granting a waiver of interest in this case.

☐       I will pay the overpayment amount in one payment. I am not requesting installment payments.
☐       I have voided or adjusted my overpaid claims to repay the Medicaid program.
☐       I am requesting installment payments. If, in OMIG’s discretion, my request is approved, I agree to the terms outlined in this section.
If requesting installment payments, provide a justification of need below including the repayment term you are requesting.
Click or tap here to enter text.



PART IV INSTRUCTIONS AND SUBMISSION

Section 7: Terms, Conditions, and Other Instructions
In consideration of a person’s good-faith participation in OMIG’s Self-Disclosure program, the following may be considered by OMIG in determining the terms and conditions of an individual or entity’s repayment and corrective action:
· OMIG may waive interest on any overpayment reported, returned, and explained by an eligible person using this form.
· OMIG may permit repayment periods of up to two years without charging interest on the amount of the overpayment. OMIG may consider longer periods of repayment, with interest, upon a showing of financial need.
· A person’s good-faith participation in the Self-Disclosure Program may be considered as a mitigating factor in the determination of an administrative enforcement action. This includes determinations regarding, where applicable, whether a Medicaid entity/Provider has adopted and implemented an effective compliance program in accordance with section 363-d of the Social Services Law.

NOTE: Information submitted with this form may be shared with other OMIG divisions, including OMIG’s Bureau of Compliance. Where a Medicaid entity/Provider is required to execute an SDCA, outlining, in addition to any terms of repayment, corrective action necessary to prevent recurrence of the error or matter in the future, OMIG may follow-up in the course of a Compliance Program Review (CPR).

Section 8: Submission
[bookmark: _Hlk153442649]By submitting this application and Certification Form, I (or the Medicaid entity/Provider) hereby affirm that:
· I (or the Medicaid entity/Provider) agree to comply with all of the requirements of the Self-Disclosure Program as set forth in 18 NYCRR SubPart 521-3.
· I (or the Medicaid entity/Provider) am not currently aware of being under audit, investigation, or review by OMIG, unless the overpayment and the related conduct being disclosed does not relate to OMIG’s audit, investigation or review.
· I (or the Medicaid entity/Provider) am disclosing an overpayment and related conduct that OMIG has not determined, calculated, researched, or identified at the time of this disclosure.
· I (or the Medicaid entity/Provider) am not currently aware of being a party to any criminal investigation conducted by the Deputy Attorney General for the Medicaid Fraud Control (MFCU) or any other agency of the United States Government or any political subdivision thereof.
· I (or the Medicaid entity/Provider) agree to repay the overpayment in full within 15 days of being notified by OMIG of the amount due, unless requested and granted an installment payment agreement.
· I (or the Medicaid entity/Provider) agree to execute and return to OMIG a Self-Disclosure and Compliance Agreement where required to do so.
· I (or the Medicaid entity/Provider) acknowledge that failure to cooperate with OMIG during the Self-Disclosure process may result in penalties, fines or my participation resulting from this submission being terminated in the Self-Disclosure Program and that any amount owed shall become immediately due and payable (but not sooner than 60-days from the date I identified the overpayment), including interest thereon.
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