STATE OF NEW YORK
OFFCE OF THE MEDICAID INSPECTOR GENERAL
584 Delaware Avenuse
Buffalo, Mew York 14202

AMNDREW M. TU0ND AAMES C. COX
GIWVERROR MECHCAD BEPECTOR GEMERAL

Decembear 3, 2013

Kings County Hospltal

160 Watler Street, Room 736

Maw York, New York 10038
Final Audit Report
Audit #12-4886 — Cover Shaet
Provider |D

Dear I

The Office of the Medicaid Inspactor General (OMIG) has determined that your facility has received
overpayments under the Maedicaid Program as defined in Section 518.1 of Title 18 of the Official

Compliation of Codes, Rules and Regulations of the State of New York (18 NYCRR 518.1), The
OMIG proposss lo recover such overpayments in accordance with the Deparlment of Heallh's
Regulation 18 NYCRR 518.3.

Our review found that 314,475.68 was Inappropriately biled to Madicald for multiple clinic visits for the
same recipient on the same day. |n accordance with 18 NYCRR §518.4, interest may be collected on
any overpayments wentified in this audit and will accrue at the current rate from the date of the
overpayment. The OMIG has determined that accrued interest for the overpayments identified in this
audit totals $1.810.02. Based on (hs, the tofal amounl of ovarpayment, as defined In
18 NYCRR §518.1 is $16,285.70, nclusive of inleras! and now due the New York State Departmeant
of Heallh.

We have identified duplicate Medicaid payments in the Program Areas listed balow:

Armount Total
Program Area Dizsallowed Interest Overpayment

Prenatal Care Assistance Program (PCAP) § 8,58037 ¥ 1,043.52 $ 9623.89
HIV Clinic Servicas (AIDS) 4.505.26 610,86 5116.12
Child Health Assurance Program (CHAP) 1.014.88 119.68 1,134.56

Alcoholism and Substance Abuse Services

(OASAS) Chemical Depandeance 27517 35,96 411,13
TOTAL AMOUNT DUE $ 1447568 i 1.810.02 & 16,285.70



;. 8

Tha enclosed reports detail the duplicata payments identified, by Program Area, for your facility
during the review period of January 1, 2008, through December 31, 2011, For the enclosed reports,
the exhibits have been provided on CD. For confidentiality purposes, the CD has bean password
protected, Please contact our office at ||| - obtzin the password.

Should you wish to setlle all the Program Area audits listed above and as ouflined in the enclosed
Final Audit Reports, please utilize the Remittance Advice attached to this cover letter, Should you
wish to settle one or more, but not all of the Program Area audits identified, please enclose the
Remittance Advice attached to each individual Final Audit Report as appropriate.

Questions regarding the attached Final Audit Reports may be dirscted to |Gz =

Sinceraly,

Division of Medicaid Audit, Buffalo
Offica of the Medicaid Inspector General

Enclosures
Attachment



NEW YORK STATE
OFFICE OF THE MEDICAID INSPECTOR GENERAL
REMITTANCE ADVICE FORM

To assure proper credit, please use this form to remit your payment requast.

Kings County Hospital AUDIT NUMBER: 12-4956

proviDeER IDNUMBER: | AMOUNT DUE: $16,285.70
PROVIDER TYPE: _ Provider — Duplicate Clinic Match

OPTION A: Check/money order made payable to New York State Department of Health

Mall this form along with check containing audit number to the address listed below.

NYS Department of Health
Medicaid Financial Management, B.A.M.
GNARESP Comning Tower — Room 2739

File #12-4996
Albany, New York 12237-0048

OPTION B: Authorization to withhold from your Medicaid billings.
Mail or fax this form to the address/fax listed below. Signature and amount are required.
Bureau of Collections Managoment
NYS Office of the Medicaid Inspector General

800 Morth Pearl Straet
Albany, New York 12204

Amount: _§ Signaturea:

Dated: Tithe:

Thank you for your cooperation,




STATE OF NEW YORK
OFFICE OF THE MEDICAID INSPECTOR GENERAL
584 Dalawadn Avedlie
Buffaio, Mew York 14202

ANDREW M, CLUOMO JAMES C. COX
GOVERNOR METHCAIL INSFECTOR GERERAL

Dacembar 3, 2013

Kings County Hospital
160 Water Streel, Room 736
Mew York, New York 10038

Final Audit Report - PCAP
Audit #12-4296
Provider |10

o

1. The Office of the Medicaid Inspecior General (OMIG) has determined that your facility has
recelved overpayments under the Medicaid Program as defined in Section 518.1 of Title 18 of
the Official Compllation of Codes, Rules and Regulaticns of the State of Naw York (18 NYCRR
518.1) and detalled in the Draft Audit Report dated January 29, 2013. This Final Audit Report
incorporates considerabion of any addilicnal documentalion and Informalion presented In
responge to the Draft Reporl. The OMIG propeses o recover such overpayments in
accordance with the Department's regulations (ses 18 NYCRR 518.3).

Cur review found that $8,580.37 was inappropriately billed 1o Medicaid for multiple clinic visits
for the same recipient on the same day. In accordance with 18 NYCRR §518.4, interest may ba
collected on any overpayments identified in this audit and will accrue at the currant rate from the
date of the overpayment. The OMIG has determined that accruad interest for the overpayments
identifiad In this audit totals $1,043.52,

The enclosed CD contans Claim Detail which ideniilies the duplicate paymenlts for the review
perod. For confidentiality purposas, the CD has been password protectad, Please contact aur

ofiice at || c cbtzin the password.

2. In addiion to any specific rules andlor regulations which may be listed below, the following
regulations perlain to all audits:



Regulations state: "By enrolling the provider agreses: (a) to prepare and to malntain
contemporanecus records demonstrating its right to receive payment ... and to keep for a
period of slx ysars from the date the care, services or supplies were furnished, all records
necessary to disclose the nalure and extent of services furnished and all information regarding
claims for payment submitled by, or on behall of, the provider . .. {e) lo submil claims for
payment only for services actually fumished and which were medically necessary ar otherwise
authorized under the Social Services Law when furnishaed and which were pravided to eligible
parsons; (f) to submit claims on officially authorized claim forms in the manner specified by the
department In conformance with the standards and procedures for claims submission; . . - (h)
that the information provided in relation lo any claim for payment shall be frue, accurate and
complete; and {|) to comply with the rules, regulations and official directives of the departmeant.”
18 NYCRR Section 504.3

Regulations state: “All bilis for medical care, services and supplies shall contain: . . . (8) a daled
cerlification by the provider thal the care, services and supplies temized have in fact bean
furnished; thal thes amounts Hsted are due and owing , . .| that such records as are necessary to
disclosa fully the extent of care, services and supplies provided to individuals uncer the New
York State Medicaid program will be kept for a period of not less than six years from the date of
payment . . .; and that the provider understands that payment and salisfaction of this claim will
ba from Federal, State and local public funds and that he or she may be prosecuted under
applicable Federal and State laws for any false claims, statemenis or doouments, or
concealment of a material fact provided. . . . 18 NYCRR Section 540.7(a)

Regulations state: "An overpayment includes any amount not authorized to be pald under the
medical assistance program, whather paid as the result of inaccurate or improper cost reéporting,
Improper claiming, unacceptable pracfices, fraud, abuse or mistake."

18 NYCRR Section 518.1(c}

Furthermore, according to regulstions, all providers must prepare and  maintain
contemporaneous records demonstrating their right to receive payment under the medical
assistance program. In addition, the provider must keep, for a period of six years, all records
necessary (o disclosa the nature and exteni of saervices furnished and the medical necessity
therefore, including any prescriplion or fiscal order for the service or supply, This information is
subject to audil for & period of six years and musl be furnished, upon request,

18 NYCRR Section 517.3(b)

. This determination was made for the following reascns:

The Office of the Medicald Inspactor General conducted a review of clinic services paid by
Medicaid during the period January 1, 2008, through December 31, 2011, This review identified
duplicate Medicaid payments resulting from billing multiple clinic visits lor the same recipient on
the same day. Our determination is based on one or more of the following regulations:

Regulations state: "“The physical appearance of an outpatient at a hospital complex is
recoghized as contributing one visit regardless of the number of diagnostic andfor therapeutic
services the pafient receives or the number of seclions (clinics), operaling rooms, laboralories
and treatment areas in which hel/she receives them. The classification of the wisit ([.e.,
emergency, clinic, etc.) will be determined by the first location whare service is rendered.”

10 NYCRR 441.339

Regulations further state thal *for ambulalory services to pregnant women, raimbursameant shall
be based upcn a single paymant schedule with a discrele price for each of the three clinic
servicas set forth [n subdivision{c) of this section.” 10 NYCRR BE-4.36(a)



Regulations further state that paymenis to hospitals are based on "alkinclusive prospective
rates for inpatient services, emengency services, clinic senices and such other services for
which a separate rate is deamed appropriate by the commissionar.” 10 NYCCR 86-1.18(a)

The MMIS Manual states: "Only one threshold visit per patienl per day is allowable for
reimbursement purposes. . .. MMIS Provider Menual for Clinles, Section |

. This determination is effective twanty (20) days from the date of this notica.
. Basad upon this determination, repayment of $9,623.89 |s required.

. In accordance with 18 NYCRR Part 518 which regulates the collection of overpayments, your
repayment options are described balow. If you decide to repay the overpayment amount of
$9,623.89, one of the following repayment options must be selected within 20 days from the
date of this lattar:

OPTION #1: Maka full payment by chack or money order within 20 days of the date of the final
audit report. The check should be made payable fo the New York State Deparlment of Heallh
and be sent with the attached Remittance Advice to:

New York State Department of Health
Madicaid Financial Management
GMNARESP Corning Tower, Room 2733
File #12-4996
Albany, New Yark 12237

TION #2: Enter into a repayment agreement with the Cffice of the Medicald Inspector
General. If your repayment terms exceed 20 days from the date of the final audit report,
recoveries of amounts due are subject lo Interest charges at the prime rate plus 2%. If the
process of establishing the repayment agresment exceeds 20 days from the date of the final
audit report, the OMIG will impose a8 15% withhold after 20 days until the agreement is
astablishad.

Furthermore, the OMIG may require financial informafion 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% withheld will be imposed. OMIG acceptance
of the repayment agreement is based on your repaying the Medicakd overpaymeant as agreed.
The OMIG will adjust the rate of recovery, or require payment In full, if your unpaid balance is
not being repald as agread. The OMIG will nofify you no |ater than & days after initiating such
action. If you wish to enter into a repayment agreement, you must forward your writlen request
within 20 days to the following:

Buresu of Collections Managameant
Mew York State Office of the Mediceid Inspector General
B00 Morth Pear Street
Albany, New York 12204



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 recover payment and liquidate the overpayment amount, interest andlor 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.

it you choose not to setfle this audit through repayment of the overpayment amount, you have
the right to challenge these findings by requesting an administrative hearing where lhe OMIG
would seek and defend the overpayment amount of $9,623.89. As allowed by state regulations,
you must make your request for a hearing, in writing, within sixty (60) days of tha date of this
report to:

Zeneral Counsel
Office of Counsel
MNew York State Office of the Medicaid Inspactor Genaral
800 MNorth Pear! Street
Albany, New York 12204

Questions regarding the reguest for a hearing should be directed lo Office of Counsal, at

Issues you may raise shall be limited to those issues relating to determinations contained in the
fina! audit report. Your hearing request may not address issues regarding the methodology
used to determine the rate, or any ssus thal was ralsed al a procseding to appeal a rale
dalarmination,

At the hearing you have the right to:

a) be represented by an attornay or othar reprasantative, or to reprasant yvoursalf;
b) present witnesses and written and/or oral evidence to explain why the action taken |s
wraong; and

g) cross examine witnesses of the Department of Health andfor the OMIG.

The OMIG resarves the righl to conduct further reviews of your participation in the Medicaid
Program, take action whare appropriate, and recover monies owed through the initiatien of a
civil lawsuit or other legal mechanisms including but not limited lo the recovery of slale lax
refunds pursuant to Seclion 206 of the Public Healin Law and Sectlon 171-f of the Slate Tax
Law,

or via email a

7. rmi guestions pertaining to the Final Audit Report should be directed to |G-

Sinceraly,

Division of Medicaid Audit, Buffalo
F Office of the Medicaid Inspector General
nclosures

Attachment



NEW YORK STATE
OFFICE OF THE MEDICAID INSPECTOR GENERAL
REMITTANCE ADVICE FORM

To assure praper credit, pleasa use this form to remit your payment request.
Kings County Hospital AUDIT NUMBER: __12-4996

pROVIDER IDNUMEER: NN AMOUNT DUE: $9,623.89
PROVIDER TYPE: _ Provider — Duplicate Clinic Match - PCAP

OPTION A: Checkimoney order made payable to New York State Department of Health

Bdail this form along with check containing audit number to the address listed below.

New York State uapamnan! of Health

Medicaid Financial Management, B.A.M.
GNARESP Corning Tower — Room 2739
Flle #12-4996
Albany, New York 12237-0048

OPTION B: Authorization to withhold from your Medicaid billings.
Mail or fax this form to the address/fax listed below. Signature and amount are required.
Bureau of Collections Management
Meow York State Office of the Medicaid Inspector General

800 North Pearl Street
Albany, New York 12204

Amount: _3% Signature:

Dated: Title:

Thank you for your cooperation.




STATE OF NEW YORK
OFFICE OF THE MEDICAID INSPECTOR GENERAL
584 Delaware Avenue
Buffaka, Mew York 14202

ANTREW M. CLLOMO JARES C. COX
GOVERNDR MEDICAID INSPECTOR GENERAL

December 3, 2013

kings Lounly Hospial
1680 Water Street, Room 736
Mew York, New York 10038

Final Audit Report = HIV
Audit #12-4996
Provider 1D

oear [N

1. The Office of the Meadicald Inspector General (OMIG) has determinad that you have racaived
overpayments under the Medicaid Program as defined in Section 518.1 of Title 18 of the Official
Compilation of Codes, Rules and Regulations of the State of New York (18 NYCRR 518.1) and
detailed in the Draft Audit Repori dated January 28, 2013. Thig Final Audit Report incorporates
consideration of any additional documentation and information presented in response to the
Draft Raport. The OMIG proposes lo recover such overpayments In accordance with the
Department’s regulations {se= 18 NYCRR 518.3).

Qur review found that $4,505.26 was inappropriately billed to Medicaid for multiple clinic visits
for the same recipient on the samea day. In accordance with 18 NYCRR §518.4, interest may be
collacted on any ovarpayments idantiflisd in this audit and will accrue at the current rata from the
date of the overpayment. The OMIG has determined that accrued interest for the overpayments
identified in this audit totals $610.86.

The enclosed CD containg Claim Delail which idenfifies the duplicate payments for the raview
pariod, For confidentlality purposes, the CD has bean password protected. Flease contact our
office at || - cbtzin the password,

2. In addition to any specific rules andfor regulations which may be listed below, the following
regulations partain to all audits;



Regutations state: "By enroling the provider agrees: {a) fo prepare and to maintain
contemporaneous records demonsitrating its right to receive payment . .. and to keep for a
parod of six years from the dale the care, sarvices or supplies were fumished, all records
nacassary (o disclose the nature and axtent of services fumishead and all Information regarding
claims for payment submitfed by, or on behalf of, the provider...(2) to submit claims for
payment only for services actually fumished and which were medically necessary or otherwise
authorized under the Social Services Law when furnished and which were provided to sligible
parsons; () to submil claims on officlally authorzed claim forms in the manner specified by the
departmant In conformance with the standards and procadures for clalms submission; . . . (k)
that the information provided In relatien to any clalm for payment shall be true, accurate and
complele; and (i) to comply with the rules, regulations and official direstives of the depardment.”
18 NYCRR Section 504.3

Regulations state: “All bills for medical care, services and suppfies shall cantain: . . . (8) a dated
certification by the provider that the care, services and supplies iltemized have in fact been
furnished; thal the amounls listed are due and owing . . .; thal such records as are necassary lo
digclose fully the sxtent of care, ssrvices and suppliss provided Lo individuals under the New
York State Medicald program will be kept for a period of not less than six years from the date of
payment . ., ; and that the provider understands that payment and satisfaction of this claim will
be from Federal, State and focal public funds and that he or she may be prosecuted under
applicable Federal and Siale laws for any false daims, stalements or documents, or
concealment of a material fact provided. . . " 18 NYCRR Seclion 540.7(a)

Regulations state: "An overpayment includes any amount not authorized fo be paid under the
medical asgistance program, whether paid as the result of inaccurate or improper cost reporting,
improper claiming, unacceptable practices, fraud, abusa or mistake.”

18 NYCRR Section 518.1(c)

Furthermore, according to regulations, all providers must prepare and maintain
contemporaneous records demonsirating their right to receive payment under the medical
asslstance program. In addition, the provider must keep, for a pariod of six years, all racords
necassary to disclosa the nature and axtant of sarvices fumished and the medical necassity
therefore, including any prescription or fiscal arder for the service or supply. This information is
subject to audit for a period of six years and musl be furnished, upon reguest.

18 NYCRR Section 517.3(b)

. This determination was made for the following reasons:

The Office of the Medicaid Inspeclor General conducted a review of clinic services paid by
Medicaid during the period January 1, 2008, through December 31, 2011. This review identified
duplicate Medicaid payments resuiting from billing multipie clinic visits for tha same recipiant on
tha samea day. Our determination s based on ane or more of tha following regulations:

Regulations stale: “The physical appearance of an oulpatient al a hospilal complex is
recognized as contrbuting ane visit regardiess of the number of diagnostic andior therapeutic
sarvices the patient receives or the number of sections (clinics), operating rooms, laboratories
and treaiment areas in which hefshe receives them. The classification of the wisit (ie.,
emergency, clinic, etc.) will be determined by the first location where service s rendered.”

10 NYCRR 441,330



Regulatlons furthar state that payments to hospitals are based on “alHnclusive prospective
rates for inpatient senrices, emergency services, clinic services and such other services for
which @ separate rate is deemed appropriale by the commissioner.” 10 NYCCR 86-1.18(a)

The Medicaid Managament Information System (MMIS) Manual states: “Only one threshold
visit per patiant per day |s allowed for reimbursameant purposes. , . ."
MMIS Provider Manual for Clinics, Section |

. This determination is effective twenty (20) days from the data of this notics.

. Based upon this determination, repayment of 35,116.12 is required.

. In accordance with 18 NYCRR Parl 518 which reguiates the collection of overpayments, your
repaymant options are described below, If you declde to repay the overpaymant amount of
$5,116.12, one of the following repayment options must be selected within 20 days from the
date of thiz letter:

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

Mew York State Department of Health
Medicaid Financial Managemant
GMNARESP Corning Tower, Room 2739
File #12-4996
Albany, New York 12237

OPTION #2: Enter intc a repayment agreement with the Office of the Medicaid Inspector
General. If your repayment terms excead 90 days from the date of the final audit report,
recoveries of amounis due are subject fo interest charges al the prime rate plus 2%. If the
procesg of establishing the repayment agraemant exceads 20 days from the date of the final
audit report, the OMIG will impose 8 15% withhold after 20 days untll the agreement is
establishad,

Furthermore, lhe OMIG may require financial information from you lo esiablish the tames of the
repayment agreament. I additional information s requesied, the OMIG must recelve the
information within 30 days of the request or a 50% withhald will be impasad. 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
nol being repaid as agreed. The OMIG will notify you no later than 5 days after initiating such
action. I you wish to enter into a repaymeant agraameant, you must farward your written requeast
within 20 days to the fallowing:;

Bureau of Collections Management
MNaw York Stata Office of tha Maedicaid inspactor Ganeral
B00 North Peari Streat

Nhaﬂi. New York 12204



If within 20 days, you fail to make full payment or contact the OMIG to make repaymant
arrangements, the OMIG will establish a withhold equal to 50% of your Medicaid billings
to recover 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.

If you choose not to ssltie this saudit through repayment of the overpaymeant amount, you have
the right fo challenge these findings by requesting an administrative hearing where the OMIG
would seaek and defend tha overpayment amount of $5,116.12. As allowed by state regulations,
you must make your request for a hearing, in wriling, within sixly (80) days of the dale of this
report 1o:

Genaral Counsel
Office of Counsel
New York State Office of the Medicaid Inspector General
800 Morth Pearl Streat
Albany, New York 12204

Questicns regarding the request for a hearing should be direcled to Office of Counsel, al

[ssues you may raisa shall be limitad to thosa issuas relating to determinations contained in the
tinal audit report. Your hearing request may not address issues regarding the methodology
used to determine the rate, or any issue lhal was raised al a proceading (o appeal a rale
determination.

At tha hearng you have tha right to:

a) be represented by an allorney or olher represantative, or o represent yoursall;

b) present witnesses and written andfor oral evidance to explain why the action taksen is
wrong; and

£] cross examine witnesses of the Department of Health and/or the OMIG.

The OMIG reserves the nghl o conduct further reviews of your participation in the Medicaid
Program, take action where appropriale, and recover monies owed through the Initiation of a
civil lawsuit or other legal mechanisms including but not imited to the recovery of state tax
refunds pursuant to Section 206 of the Public Health Law and Section 171-f of the State Tax
Law.

7. Any gqueslions pertaining 1o the Final Audit Report shauld be dirscted to |G

ainceraly,

Division of Medicald Audit, Buffalo
Enclosures Office of the Medicaid Inspector Genaral
Attachment



NEW YORK STATE
OFFICE OF THE MEDICAID INSPECTOR GENERAL
REMITTANCE ADVICE FORM

To assure proper credit, please use this form to remit your payment request.

Kings County Hospital AUDIT NUMBER: _ 12-4906
proviner ip numeer: |GG AMOUNT DUE:  _$5.116.12
PROVIDER TYPE: _Provider — Duplicate Clinic Match - HIV

OPTION A: Checkimoney order made payable to New York State Departmant of Health

Mail this form along with check containing audit number to the address listed below.

H!! !apa!me! ! ga!lw

Medicaid Financial Managament, B.A.M.
GMNARESP Corning Tower — Room 2739
File #12-4996
Albany, New York 12237-0048

OPTION B: Authorization to withhold from your Medicaid billings.
Mail or fax this form to the address/fax listed below. Signature and amount are required.

Bureau of Collections Management
NYS Office of the Medicaid Inspector General
BOD Morth Pearl Streat
Albany, New York 12204

Amount: _§ Signature:

Dated: Titla:

Thank you for your cooperation.




STATE OF NEW YORK
OFFICE OF THE MEDICAID INSPECTOR GENERAL
584 Delawane Avanus
Buftalo, Maw York 14202

ANDREW M. CUDMD JAMES C. COK
GIWERMOR MCDNCAID INSPECTOR GENERAL

December 3, 2013

Kings County Hospital
160 Waler Streel, Room 736
Mew York, New York 10038

Final Audit Reporl - CHAP
Audit #12-4996

Pravider I
Dear

1. The Office of the Medicaid Inspector General (OMIG) has determined that your facility has
recaived overpayments under the Madicaid Program as defined in Section 518.1 of Title 18 of
the Official Compilation of Codes, Rules and Regulations of the State of New York (18 NYCRR
518.1) and detailed in the Draft Audil Report dated January 29, 2013. This Final Audit Report
incorporales consideration of any additional documantation and information presanted in
response to the Draft Report. The OMIG preposes to recover such ovarpayments in
accordance with the Dapartment's regulations (see 18 NYCRR 518.3).

Our review found thal $1,014.88 was inappropriately billed to Madicaid for multiple clinle vislis
for the same reciplent on the same day. In accordance with 18 NYCRR 5518.4, interest may be
collected on any overpaymeants ldentiflad in this audit and will accrue at the current rafe from the

date of the overpayment. The OMIG has determined that accrued interast for the overpayments
identified in this audit iotals $119.68.

The enclosed CD contains Claim Dedall which identifies the duplicate payments for the review
parod. For confldentlality purposes, the CD has been password protected. Please contact our
office at ||| > cbtain the password,

2. In addition to any specific rules and/or regulations which may be fisted below, the fallowing
requlations perfain fo all audits:



Regulations state: "By enrolling the provider agrees: (a) fo prepare and fo mainkain
contemporanecus records demonstrating Its right lo receive payment . ..and to kesp for a
pericd of six years from the dale the care, services or supplies were furnished, all records
necessary to disclose the nature and exient of services furnished and all informatlen ragarding
claims for payment submiltted by, or on behalf of, the provider. .. {a) to submit claims for
payment only for services actually furnished and which were medically necessary or otherwise
authorized under the Soclal Services Law when furnished and which were provided to eligible
persons; {f) to submit claims on officially authorized claim forms (n the manner spacified by the
department in conformance with the standards and procadures for claims submission; . . . (h)
that the information provided in relation to any claim for payment shall be true, accurate and
complete; and () to comply with the rules, regulations and official directives of the departmenL.”
18 NYCRR Section 504.3

Regulations stale: “All bills for medical care, services and supplies shall contain: . . . (8) a dated
carfification by the provider that the care, services and supplies itemized have in facl been
furnished; that the amounts listed are due and awing . . .; thal such records as are necessary to
disclose fully the extent of care, services and supplies provided to individuals undsr the New
York Slate Medicaid program will be kept for a period of not less than six years from the date of
payment . . ; and that the provider undarstands that payment and safisfaction of this claim will
be from Federal, State and local public funds and that he or she may be prosecuted under
applicable Federal and State laws for any false claims, slatemenls or documenls, or
concealment of a materz@l facl provided. ., " 18 NYCRR Section 540.7(a)

Regulations slate: “An overpayment Includes any amount not authorized to be paid under the
medical assistance program, whether paid as the resull of inaccurate or improper cost reporting,
improper claiming, unacceptable practices, fraud, abuse or mistake.”

18 NYCRR Section 518.1(c)

Furthermore, according to regulations, all providers must prepare and  maintain
contemporansous records demonstrating their right to receive payment under the medical
assistance program. In addition, the provider musl keep, Tor a pariod of six years, all racords
necessary lo disclose the nature and extent of sarvices furnished and the medical nacessily
tharefore, including any prescription or fiscal order for the senvice or supply. This information is
subject to audit for a parod of six years and must be furnished, upon request.

18 NYCRR Section 517.3(b)

. This detarmination was made for the following reasons;

The Office of the Medicaid Inspector General conducted a review of clinic services paid by
Medicaid during the period January 1, 2008, through December 31, 2011, This review identiflsd
duplicate Medicaid payments resulling from billing muliiple clinic visits for the same recipient on
the same day. Our determination is bassd on one or mara of the following regulations:

Regulations state: "The physical appearance of an outpalienl al a hespilal complex is
recognized as contributing one visit regardless of the number of diagnostic andfor therapeutic
services the patienl receives or the number of sections (clinics), oparating rooms, |aboratories
and freatment areas in which he/she recelves them., The classification of the wisit (ie.,
emargency, clinic, etc.) will be determined by the first location where sarvice is rendered.”

10 NYCRR 441.339

Regulations furlher state that payments to hospitals are based on “all-inclusive prospective
rates for inpatisnt services, emergency services, clinic sarvices and such other services for
which a separate rate Is deemed appropriate by the commissioner.” 10 NYCCR 86-1.18(3)



The Medicaid Management Information System (MMIS) Manual slales: "Only one threshold
visit per patient per day is allowable for reimbursement purposes. . . "
MRS Provider Manual for Clinics, Sechion |

. This determination is effective twenty (20) days fram the dale of this notice.

. Based upon this determination, repayment of $1,134.56 is requirad,

In accordance with 18 NYCRR Part 518 which regulates the collection of overpayments, your
repayment options are described betow, If you decide to repay the overpayment amounf of
$1,134.86, one of the following repayment oplions must be selected within 20 days from the
date of this letter:

OPTION #1: Make full payment by check or money order within 20 days of the dale of the [inal
audit reporl. The check should be made payable 1o the New York Siale Depariment of Health
and be senl with the allached Remiltance Advice to:

Mew York State Department of Heallh
Medicaid Financial Management
GMNARESP Coming Tower, Room 2738
File #12-4996
Albany, New Yark 12237

OPTION #2: Enter into a repayment agreement with the Office of the Medicald Inspector
General. If your repayment ferms excesed 90 days from the date of the final audit report,
recoveries of amounts due are subject to Interest charges at the pime rate plus 2%. If the
process of establishing the repayment agreemenl exceeds 20 days from the date of the final
audit reporl, the OMIG will impose a 15% withhold after 20 days untit the agresmenl (s
establishad,

Furthermaors, the OMIG may require financial information from you to establish the terms of the
repayment agreement. I additional information is requesied, the OMIG musi receive the
information within 30 days of the requesl or a 50% withhold will be imposed. OMIG acceptance
of fhe mpayment agreemant is basad on your repaying the Medleald overpayment as agraad.
The OMIG will adjust the rate of recovery, or require payment In full, if your unpaid balance is
not baing 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 agreemeni, you must forward your wrilien request
within 20 days to the following:

Buraau of Collections Management
Mew York State Office of the Medicaid Inspector General
800 North Pearl Stresl
Albany, New York 12204

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 recover 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,



If you choose not to seltle this audit through repaymant of the overpayment amount, you have
the right to challenge these findings by requesting an administrative hearing where the OMIG
would seek and defend the overpaymen! amount of $1,134.56. As allowed by stale regulations,
you must make yvour reguast for a hearing, in writing, within sixty (60) days of the data of this
report to

Genearal Counsgel
Oflce of Counsel
Mew York State Office of the Medicaid Inspector Genaral
800 Morth Pear Street
Albany, New Yark 12204

Questions regarding the request for a hearing should be directed to Office of Counsel, af

Issues you may raise shall be limited to those issues relating lo delerminalions conlained in the
final audil report. Your hearing request may nol address issues regarding the methodology
used to determine the rate, or any lzsue that was raized al a proceeding to appeal a rate
determination

At the hearing you have the right to:

a) ba rapresented by an attomey or other representative, or to represant yourself,

b) present witnesses and written and/or oral avidence to expiain why the action taken is
wrong; and

¢} cross examine wilnesses of the Depariment of Health and/or the OMIG

The OMIG reserves the right to conduct further reviews of your participation in the Medicaid
Program, take acfion whare appropriate, and recover monies owed through the initiation of a
civil lawsuit or other legal mechanisms including but not limited to the recovery of slate lax
refunds pursuant lo Section 206 of the Public Health Law and Saction 171-f of the State Tax

Law.
7. Any quastions pertaining to the Final Audit Report should be direcled to [ EEEGEGzG:
I - o+ I

Sincears

Division of Medicaid Audit, Buffalo
Office of the Medicaid Inspaclor General

Enclosures
Attachment



NEW YORK STATE
OFFICE OF THE MEDICAID INSPECTOR GENERAL
REMITTANCE ADVICE FORM

To assure proper credit, please use this form to remit your payment request.
__Kings County Hospital _ AUDIT NUMBER: _12-4996
provioer 10 Nnumeer: | AMOUNT DUE:  _ $1,134.56

PROVIDER TYPE: _ Provider — Duplicate Clinic Match - CHAP

OPTION A: Check/money order made payable to New York State Department of Health

Mail this form along with check containing audit number to the address listed below.

NY3S Department of Health
Medicaid Financial Managament, B.A.M.
GNARESP Corning Tower - Room 2739
File #12-4996
Albany, New York 12237-0048

OPTION B: Authorization to withhold from your Medicaid billings.
Mail or fax this form to the address/fax listed below. Signature and amount are required.
Bureau of Collections Management
NYS Office of the Medicaid Inspector General

800 North Pearl Strest
Albany, New York 12204

Amount: _$ Signature:

Dated: Titla:

Thank you for your cooperation.




BTATE OF NEW YORK
QFFICE OF THE MEDICAID INSPECTOR GENERAL
S84 Dalawars Avanus
Buftalo, Mew York 14202
ANDREW 8. CUOMD JAMES €, COX
COVERNOR MEDECAD INSPECTOR GENERAL

Pacembar 3, 2013

Kings County Hospital
1680 Waler Streel, Room 738
Mew York, Mew York 10038

Final Audit Report

DASAS = Chemical Depandence
Audit #12-4896

Provider 1D

1. The Office of the Medicaid Inspecior General (OMIG) has datermined that you have recaived
avarpaymants under the Medicald Program as defined In Saction 518.1 of Title 18 of the Official
Compllation of Codes, Rules and Regulations of the State of New York (18 NYCRR 518.1) and
detailed in the Draflt Audit Report dated January 29, 2013. This Final Audit Report incorporates
consideration of any additional documeniation and information presented in response to the
Draft Raport. The OMIG proposes to recover such overpayments in accordance with the
Depariment’s regutations {see 18 NYCRR 518.3).

Our review found that $375.17 was inapproprialely billed to Medicaid for mulliple clinic visits for
the same recipient on the same day. |n accordance with 18 NYCRR §518.4, interest may be
collecied on any overpayments identified in this audit and will accrue at the cumrant rate from the
date of tha overpaymeant. Tha OMIG has determined that accrued interest for the overpaymants
identified in this audil lotals $35.96.

The enclozed CD containe Claim Detail which identilies the duplicate payments for (ha raview

period. For confidentiality purposes, the CD has besn password protected. Please contact our
office at ||| - obtzin the password.

2. In addition lo any specific rules andfor regulations which may be listed below, the [olowing
regulations partain to all awdits:



Regulalions state: “By enrolling the provider agrees: (a) to prepare and to maintain
contemporaneous records demonstrating s right to receive payment. ., and to keep for a
pariod of six years from the date the care, services or supplies were fumnished, all records
necessary o disclose the nature and exlent of services furnished and all information regarding
ciaims for payment submitled by, or on bahall of, the provider, .. ({e) fo submit claims for
payment only for sarvicas actually furnishad and which were medically nacessary or otherwise
authorized under the Social Services Law when furnished and which were provided 1o eligible
parsons; (f) to submit claims on officially authorized claim forms in the manner spedified by the
depariment in conformance with the standards and procedures for claims submission; . . . {h)
thal the information provided in relation lo any claim for payment shall be true, accurate and
complete; and (I) ta comply with the rules, regulations and official directives of the deparmant.”
18 NYCRR Sactfon 504.3

Regulations state: "All bills for medical care, services and supplies shall contain: . . . (8) a daled
ceriification by the provider that the care, services and supplies itemized hava in fact bean
furnished; that the amounts listed are due and cwing . . ., that such records as are necessary 1o
disclose fully the extent of care, services and supplies provided to individuals under the MNew
York Stale Medicaid program will be kepl for a period of not less than six years from the date of
paymeant . . .; and thal the provider understands that payment and satisfaction of this claim will
ba from Federal, State and local public funds and that he or she may be pressculed under
applicable Federal and Siate laws for any false claims, statements or documenis, or
concealment of a material fact provided. ., " 18 NYCRR Section 540.7(a)

Regulations state: "An overpaymeant includas any amount not authorized to be pald under tha
medical assistance program, whether paid as the result of inaccurate or improper cost reporting,
improper claiming, unacceptable practices, fraud, abuse or mistake.”

78 NYCRR Seciion 518.1(c)

Furlhermors, according to regulations, all providers must prepare and  maintain
contemporaneous records demonsirating their right to receive payment under the medical
assistance program. |n addition, the provider must keep, for a period of six years, all records
necessary to disclose the nature and extent of services furnished and the medical nacessity
therefore, including any prescription or fiscal order for the service or supply. This Information s
subject to audit for a parlod of six years and must ba fumished, upon requast.

18 NYCRR Section 517.3(h)

. This determination was made for the following reasons:

The Offica of the Medicaid Inspector General conducted a review of clinic services paid by
Medicaid during the perlod January 1, 2008 through December 31, 2011, This review ideniified
duplicate Medicaid paymenlts resulting from billing multiple clinic visits for tha same recipient on
the same day. Our determination is based on one or more of the following regulations:

For Chemical Dependance Outpatient Services, regulations state: "Reimbursement shall be
limited to one visit per day, per patient.” 18 NYCRR 505.27(b)(1)

Regulations for Chemical Dependence Outpatisnt Services slso stalel “There shall be
reimbursemeant for no more than one visit per day, per patient or significant other, regardless of
the number ar types of outpatient sarvices,” 14 NYCRR 822.10{a}

After 12/27/06 14 NYCRR 822.11(a)

The MMIS Manual stetes: “Only one threshold wisit per patlent per day is allowabla for
reimbursement purposes. . . " MMIS Provider Manual for Clinics, Section |



4,
5.

g.

This delerminalion is effective iwenly (20) days from (he dale of this nolice,
Based upon this determination, repayment of $411.13 is required.

In accordance with 18 NYCRR Part 518 which regulates the collection of overpayments, your
repaymeant options are describad below, If you decide to repay the overpayment amounl of
$411.13, one of the following repayment options must be selected within 20 days from the dats
ol this letter:

OPTION #1: Make full payment by check or money order within 20 days of the date of the final
audit report. The check should ba made payable (0 the Mew York Siate Dapariment of Health
and ba sant with the attached Remittanca Advics 1o

Mew York State Depariment of Health
Medicaid Financial Managemant
GMARESP Coming Tower, Room 27349
File #12-4996
Albany, New York 12237

OPTION #2- Enfer into a repayment agreement with the Office of the Medicaid Inspector
General. If your repayment terms exceed 90 days from the date of the final audit report,
recoveries of amounts due are subject o interest charges at the pnmea rate plus 2%. If tha
process of establishing the repayment agreement exceads 20 days from the date of the final
audit report, the OMIG will impose a 15% withhold after 20 days until the agrasement Is
aslablished.

Furthermore, the OMIG may reguire financial information from you to establish the terms of the
repaymenl agresment. [f addiional information is requested, the OMIG must receiva the
information within 30 days of tha requast or a 50% withhald will be imposad. OMIG accaptance
of the repayment agreement is based on your repaying the Medicald 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 |ater than 5 days after iniiafing such
action, If you wish fo entar into a repayment agreament, you must forward your writien request
within 20 days ta the following:

Bureau of Collections Management
Mew York State Offica of the Medicaid Inspector General
800 Morth Pearl Sireat

Alban i Mew York 12204

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 recover payment and liguidate 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 recelve an adjustment
in your favor while you owe funds to the State, such adjustment will be applled against
the amount cwed.



If you choose not to settle this awdit through repayment of the overpayment amount, you have
the right to challenge these findings by requesiting an administrative hearing where the OMIG
would seek and defend the overpayment amount of $411.13. As allowed by state regulations,
you must make your request for a hearing, in writing, within sixty (60) days of the date of this
report to:

Genaral Counsel
Oifice of Counsel
Mew York State Offica of the Medicaid Inspector Genaral
BOO Morth Pearl Street
Albany, Naw York 12204

Questions ﬁrding the request for a hearing should be directed to Office of Counsel, at

Iszues you may raise shall be limited to those ssues relating lo deferminations contained in the
final audit report.  Your hearing raquest may not address ssuas regarding the methodology
used to determine the rate, or any issue that was raised af a proceeding to appeal a rate
delermination.

Af the hearing you have the right to:

a) be represented by an attorney or other reprasentative, or to represant yourself;

b) presenl wilnesses and writlen and/or oral evidence to explain why the acfion taken is
wrong; and

c) cross axamine witnesses of the Department of Health and/or the OMIG,

The OMIG reserves the right to conduct further reviews of your participation in the Medicaid
Program, lake action where appropriale, and recover monies owed lhrough the iniiation of a
clvil lawsuit or other legal mechanisms including but not limited to the recovery of state fax
refunds pursuant to Section 206 of the Public Health Law and Seclion 171-F of the State Tax
Law

7. Any guestions pertaining to the Final Audit Report should be dirscled o |G-
or via email at

Sincearaly,

Divigion of Medicaid Audit, Buffalo
Office of the Meadicald Inspacior General

Enclosures
Attachment



NEW YORK STATE
OFFICE OF THE MEDICAID INSPECTOR GENERAL
REMITTANCE ADVICE FORM

To assure proper credit, please usa this form to remit your payment request.

Kings County Hospital AUDIT NUMBER: _ 12-4996
prROVIDER 1D NUMBER: | — AMOUNT DUE:  _ §411.13

PROVIDER TYPE: _ Provider — Duplicate Clinic Match — OASAS

OPTION A: Check/imoney order made payable to New York State Department of Health

Mail this form along with check containing audit number to the address listed below.

New York State Department of Health
Medicaid Financial Management, B.A.M.
GNARESP Corning Tower — Room 2738

File #12-49596
Albany, New York 12237-0048

OPTION B: Authorization to withhold from your Medicaid billings.
Mail or fax this form to the address/fax listed below. Signature and amount are raquired.
Bureau of Collections Management

New York State Office of the Medicaid Inspector General
800 Morth Pearl Street

AlbanI| Mew York 12204

Amount: _§ Signature:

Dated: Title:

Thank you for your cooperation.




