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OPTION #1: Make full payment by check or money order within 20 days of the date of the
final report. The check should be made payable to the New York State Department of
Health and be sent with the attached Remittance Advice to:

-~ Mr. Donald Collins
New York State Department of Health
Medicaid Financial Management
GNARESP Corning Tower, Room 1237
- File #09-4103
Albany, New York 12237-0048

- OPTION #2: Enter into a repayment agreement with the OMIG. If your repayment terms
exceed 90 days from the date of the final report, recoveries of amounts due are subject to
interest charges at the prime rate plus 2%. If the process of establishing the repayment
agreement exceeds 20 days from the date of the final report, the OMIG will impose a 15%
withhold after 20 days until the agreement is established. The OMIG may require financial
information from you to establish the terms of the repayment agreement. If additional
information is requested, the OMIG must receive the information within 30 days of the
request or a 50% withhold will be imposed. OMIG acceptance of the repayment agreement
is based on your repaying the Medicaid overpayment as agreed. The OMIG will adjust the
rate of recovery, or require payment in full, if your unpaid balance is not being repaid as
agreed. The OMIG will notify you no later than 5 days after initiating such action. If you
wish to enter into a repayment agreement, you must forward your written request within 20
days to the following:

Bureau of Collections Management
New York State Office of the Medicaid Inspector General
800 North Pearl Street
Albany, New York 12204
Phone #: (518) 474-5878
Fax#:. (518) 408-0593

If within 20 days, you fail to make full payment or contact the OMIG to make repayment
arrangements, the OMIG will establish a withhold equal to 50% of your Medicaid billings to secure
payment and liquidate the overpayment amount, interest and/or penalty, not barring any other
remedy allowed by law. The OMIG will provide notice to you no later than 5 days after the
withholding of any funds.

In addition, if you receive an adjustment in your favor while you owe funds to the State, such
adjustment will be applied against the amount owed.

You have the right to challenge this action and determination by requesting an administrative
hearing within sixty (60) days of the date of this notice. You may not request a hearing to raise
issues related to rate setting or rate setting methodology. In addition, you may not raise any issue
that was raised or could have been raised at a rate appeal with your rate setting agency. You may
only request a hearing to challenge specific audit adjustments which you challenged in a response
to the notice of proposed agency action and draft audit report.
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If you wish to request a hearing, the request must be submitted in writing to:

General Counsel
Office of Counsel
New York State Office of the Medicaid Inspector General
800 North Pearl Street
Albany, New York 12204

Questions regarding the request for a hearing should be directed to Charlene D. Fleszar, Esq.
of the Office of Counsel at (518) 408-5811.

If a hearing is held, you may have a person represent you or you may represent yourself. If you
choose to be represented by someone other than an attorney, you must supply a signed
authorization permitting that person to represent you along with your hearing request. At the
hearing you may call witnesses and present documentary evidence on your behalf. If you have
any questions regarding the above, please contact Ms. Mindy Kramer at (518) 486-1081.

Sincerely,

@W/ﬁ/%@,?/

Paul E. Barry

Chief Medical Facilities Auditor
Division of Medicaid Audit

Audit Management and Development
Office of the Medicaid Inspector General

Attachments

EXHIBIT | - Summary of Per Diem Impact and Medicaid Overpayment
EXHIBIT It - Summary of Terminated Services Disallowances
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EXHIBIT |

SUMMARY OF PER DIEM IMPACT AND MEDICAID OVERPAYMENT

AUDITED RATES FINAL RATES RATE
Medicare Part B Medicare Part B DECREASE MEDICAID  MEDICAID ,,
RATE PERIOD Non-Elig. Eligible Non-Elig. Eligible (INCREASE) DAYS OVERPAYMENT
1 01/01/05-06/30/05 $212.45 $212.45 $211.64 §$211.64 $0.81 46,638 $ 37,777
07/01/05-12/31/05  212.45 212.45 211.64 211.64 0.81 50,704 41,070
01/01/06-03/31/06  221.64 221.64 220.79 220.79 0.85 25,431 21,616
04/01/06-12/31/06  221.13 221.13 220.29 220.29 0.84 75511 63,429

TOTAL MEDICAID OVERPAYMENT ‘ $ 163,892



EXHIBIT II

SUMMARY OF TERMINATED SERVICES DISALLOWANCES

Reported Costs for 6 Months Ending 8/31/89
Less: Adjustment on HE-12B (Schedule II)
Adjusted Cost for 6 Months Ending 8/31/89

Traceback %

Total Expénse Eliminated from Rate

Psychiatric
CC #038

$ 35,791
6,196

$ 29,595
100.00%

$ 29,595
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