STATE OF NEW YORK
OFFICE OF THE MEDICAID INSPECTOR GENERAL

584 Delaware Avenuea
Buifala, Mew York 14202

ANDREW M, CUCMD JAMES C. COX
DUERNOR MEDCAID INGPECTOR (GENSRAL

Dacember 3, 2013

Coney |sland Hospital
160 Water Straet, Room 736
Mew York, New York 10038
Final Audit Report
Audit #12-4998 — Cover Sheel
Provider |

peor [N

The Office of the Meadicaid Inspector General (OMIG) has detarmined that your facility has received
ovarpayments under the Medicald Program as defined in Section 518.1 of Title 18 of the Official
Compilation of Codes, Rules and Regulations of the State of Mew York (18 NYCRR 518.1). The
OMIG proposes to recover such overpayments in accordance wilh the Department of Heallh's
Regulation 18 NYCRR 518.3,

Our review found that $9,346.98 was inappropriately bitled to Medicaid for multiple clinle visits for the
same recipient on the same day. In accordance with 18 NYCRR §518.4, interest may be coliected on
any overpayments identified in this audit and will accrue at the current rate from the date of the
overpeyment. The OMIG has determined that accrued Interast for the overpayments identified in this
audit totals $1,034.63. Besed on this, the tolal amount of overpaymenl, as defined in
186 NYCRR §518.1 is $10,381.59, inclusive of interest and now due the New York Stale Depariment
of Health,

Wa have identified duplicate Medicaid payments in the Pragram Areas listed below:

Amount Total
Program Area Disallowed Intorest Overpaymant
Child Health Assurance Program {CHAP) & 6,118.58 $ 649.08 5 6,767.67
HIV Clinic Services (AIDS) 1,333.06 1368.96 1.472.02
Pranatal Care Assistance Program (PCAR) 1,313.02 17826 1,492.28
Alcoholism and Substance Abuse Services
(OASAS) Chemical Dependence 582.28 67.33 649.62

TOTAL AMOUNT DUE §_934696 § 103463 § 1038159



.

The enclozed reports detail the duplicate 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 exhibils have been provided on CD. For confidentiality purposes, the CD has been password
protected, Please contact our office at || R - obtain the password.

Should you wish to seftle all the Program Area audits listed above and as cullined in the encloged
Final Audit Reports, please utllize the Remiltance Advice attached to this cover letter. Should you
wish to sefile one or more, bul nol all of the Program Area audiis idenfified, please enclose the
Remittance Advice attached to each individual Final Audil Repaort as appropriate.

Questions regarding the allached Final Audif Reports may be directed 1-:}_ al

Sincaraly,

Diviglon of Medicaid Audit, Buffaio
Offica of the Medicaid Inspactor General

Enclosures
Attachmont



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

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

___Coney Island Hospital AUDIT NUMBER: _ 12-4998
erovicer D NuvBer: [ AMOUNT DUE:  _$10,381.59

PROVIDER TYPE: _ Provider — Duplicate Clinic Match

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

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

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

File #12-4993
Albany, New York 12237-0048

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

800 North Pearl Street
Albany, New York 12204

Amount: $ Signature:

Dated: Title:

Thank you for your cooperation.




STATE OF NEW YORK
OFFICE OF THE MEDIGAID INSPECTOR GEKNERAL
SE4 Delaware Avanua
Bufialo, Mew York 14202

AHDREW M. CUCMO JAMEE C, COX
GOVERMNOR BEDNCAID INSPECTOR GENERAL

Decambar 3, 2012

Coney Island Hospital
160 Waler Streel, Room 736
Mew York, New York 10038

Final Audit Report — CHAF
Audit #12-4908

Provider 10
Dear i

1. The Office of the Medicaid Inspector General {OMIG) has delermined that your facllity has
received overpayments under the Medicaid Program as defined in Section 518.1 of Title 18 of
the Officlal Compillation of Codes, Rules and Regulations of the State of New York (18 NYCRR
518.1) and detalled In the Draft Audit Report dated May 30, 2013, This Fina! Audit Report
incorporates consideralion of any additional documentalion and information presentad in
regponse to the Draft Report. The OMIG proposas lo recover such overpayments in
accordance with the Department’s regulations {see 18 NYCRR 518.3).

Cur review found that $6,118.59 was inappropriately billed o Medicaid for mulliple 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 thea
date of the overpaymant. The OMIG has determined that accrued interest for the overpayments
identifiad in this audit totals $648.08.

The enclosed CD contains Claim Detall which identifies the duplicate payments for the review
pericd. For confidentiality purposes, the CD has been password protected. Flease contact our
office at ko obtzin the password.

[+

In addition to any specific rules andfor regulalions which may be listed below, the following
regulations peariain (o all awdits:



Regulationz state: *By enrolling the provider agrees: (a) to prepare and fo maintain
contemporaneous records demonstrating its right o receive payment .. . and to keep for a
period of six years fram the date the care, services or supplies wera fumnished, all records
necessary to disclose the nature and extent of services fumished and all information regarding
claims for payment submifled by, or on behalf of, the provider . .. (e} to submit claims for
payment only for services actually furnishad and which ware medically necessary or otherwise
authorized under the Social Services Law when fumnished and which were provided to eligible
persons; (f) to submit claims on officially authorized claim forms in the manner spacified by the
department in conformance with the standards and procedures for claims submisslon, . | . (h)
thal the Information provided in relation to any claim for payment shall be true, accurate and
complete; and (I} to comply with the rules, regulations and official directives of the depariment.”
18 NYCRR Secfion 504.3

Regulations state: "All bil's for medical care, services and supplies shall contaln: . . . (B) a dated
cerlification by the provider that the care, senices and supplies itemized have in facl been
furnishad; that the amounts listed are due and owing . . .; that such records as are necessary lo
disclose fully the extent of care, services and supplies provided to individuals under the New
York State Medicaid program will be keplt for a period of nol less than six years from the date of
payment . _ .; and that the provider understands that paymant and satisfaction 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, stalements or documents, or
concealment of a malerial fact provided. . . .~ 18 NYCRR Section 540.7(a)

Regulations state: “An overpaymeant Includes any amount not authorized fo be paid under the
meadical assistance program, whether pald es the result of inaccurate or improper cost reporting,
improper claiming, unacceptable practices, fraud, abuse or mislake.”

18 NYCRR Sachon 518.1(c)

Furthermore, sccording to regulations, all providars must prepare and maintain
contemporaneous records demonstrating their right to receive payment under the medical
assistance program. In addition, the provider musl keep, for a peried of six years, all records
necessary o disclose the nature and exfent of =ervices fumished and the meadical necassity
therefore, including any prescription or fiscal order for the service or supply. This information s
subjact to audit for a periad of six years and must be furnished, upon request.

18 NYCRR Section 517.3(b)

. 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 period January 1, 2008, through December 31, 2011, This review identifisd
duplicate Medicaid payments resulling from bifling multiple clinic visits for the same recipient on
the same day. Our determination is based on one or mora of the following regulations:

Regulations state: “The physical appearance of an oufpatient al a hospital complex is
recognized as contributing one visit regardiess of the number of diagnostic and/or therapautic
sarvices the palienl receives or the number of seclions (clinics), operating rooms, laboratories
and treatment areas in which hefshe receives them. The classification of the visit (e,
emeargency, ciinic, etc.) will be determined by the first locatlon where sarvica is renderad.”

10 NYCRR 441,330

Regulations further slale thal paymenls lo hospilals are based on “all-inclusive prospective
rates for inpatient services, emergency services, clinic sendces and such other services for
which a separate rate is deemed appropriate by the commissioner.” 10 NYCCR 86-1.18{a)



The Medicaid Management Information Systam (MMIS) Manual states: "Only cna threshold
visit par patient per day is allowabls for reimbursement purposes. . . ."
MMIS Provider Manual for Clinics, Section |

. This determination ls effeclive twenty (20} days from the date of thiz notice.
. Based upon this determination, repayment of $6,767.67 is required.

. In accordance with 18 NYCRR Part 518 which regulates the collection of overpayments, your
repayment options are describad below. If you decide fo repay the overpayment amount of
$6,T67.67, one of the following repaymeant options 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 date of the final
audit report. The check should be made payable to the New York State Department of Health
and ba sant with the attached Remittance Advice to;

Mer York State Departiment of Health
Medicaid Financial Management
GMNARESP Coming Tower, Room 2738
File #12-4008
Albany, Mew York 12237

OPTION #2- Enter 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 audil reporl,
recoveries of amounis due are subject fo interest charges at the prime rale plus 2%. If the
process of establishing the repayment agreement exceeds 20 days from the date of the final
audit report, the OMIG will Impose a 15% withhold after 20 days until the agreement is
established.

Furtharmora, the OMIG may reguire financial infarmation from you to establish the lerms of the
repayment agreement. If addiional information is requested, the OMIG must recsive the
Infarmation 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 rale of recovery, or require payment in Tull, if your unpaid balance s
not being repaid as agreed. The OMIG will netify you no later than 5 days after Initiating such
action. If you wish o enter info a repayment agreement, you must forward your written request
within 20 days to the fallowing:

Bureau of Collections Managameant
Mew York State Office of the Medicald Inspsctor Ganeral
BOO Morth Pear! Streat

Alba ni, Mew York 12204



If within 20 days, you fall 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 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 seftie this audit through repayment of the overpayment amount, you have
the right fo challenge these findings by requesting an administrative hearing where the OMIG
would seek and defend the overpayment amount of $6, 767.67. As allowad by state regulations,
you must make your request for a haaring, in writing, within sixty (60) days of the date of this
raporl bo;

Geaeneral Counsal
DOffice of Counsel
Mew York State Offica of the Medicaid inspector General
800 North Pearl Strest
Albany, New York 12204

Cuestions reiarding the request for a hearing should be directed to Office of Counsel, at

Issues you may ralse shall be limited te those Issues relating to determinations contained in the
final audit report. Your hearing request may not address issues regarding the methodology
used to determine the rate, or any issue that was raised &t a proceeding to appeal a rale
datermination.

Al the haaring you have the right to:

a) be represented by an allorney or other representative, or lo represent yourself;
b) present witnesses and written andfor oral evidence to explain why the action taken is

wrong; and
€] cross examine witnesses of the Deparmant of Health and/or the OMIG.

The OMIG reserves Lhe right to conducl further reviews of your parlicipation in the Medicaid
Program, take action where appropriaie, and recover monias owed through the initiation of a
civil lawsuit or other legal machanisms including but not limited 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.

T. Any guestions perfaining lo the Final Audil Report should be directad tu_ at

Sincerel

Diviston of Medicaid Audit, Buffalo
Office of the Medicaid Inspector Genaral

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.

Coney Island Hospital AUDIT NUMBER: _ 12-4998

proviDER IDNUMBER: | AMOUNT DUE:  _$6.767.67
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.

NYS Department ! !ealm

Medicaid Financial Management, B.A.M.
GNARESP Corning Tower — Room 2739
File #12-4998
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.

Bureaau of Collections Management
NYS Office of the Medicaid Inspector General
800 Morth Pearl Street
Albany, New York 12204

Amount: _5 Signature:

Dated: Title:

Thank you for your cooperation.




STATE OF NEW YORK
OFFICE OF THE MEDICAID INSPECTOR GENERAL
584 Delawars Avanus
Buffato, Mew York 14202

ANDREW M. CUCMD JANEEE C. D00
ENERNOR MEDHCAD BEFPECTUR GEMNERAL

December 2, 2013

Coney Istand Hospital
160 Water Sireat, Room 736
Mew Yark, New Yark 10038

Final Audit Reporl - HIV
Audit #12-4808

Provider I[:I_
oo D

1. The Office of the Medicaid Inspector General (OMIG) has determinad thal you have recaived
overpayments under the Madicaid 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) and
detailed in the Draft Audit Report dated May 30, 2013, Thig Final Audit Report incorporatas
consideralion of any addilional documenlation and information presantad in response to the
Draft Report. The OMIG proposes to recover such overpayments In accardance with the
Department’s regulations {see 18 NYCRR 518.3).

Our review found that $1,333.06 was inappropriately billed to Medicaid for multiple clinic visits
for the same recipient on the same day. In accordance with 18 NYCRR §518.4, interest may be
collectad on any overpayments idantifled In this audit and will accrue at the currant rate fram the
date of the overpayment. The OMIG has determined that accrued interest for the overpayments
identified in this audit totals $1386.96.

The enclosad CD contains Claim Datail which identifies the duplicate payments for fhe review
period, For confidenttality purposas, the CD has been password protected, Pleasae contact aur
office at |- obtzin the password.

2. In addition to any specific rules and/or regulations which may be listed below, the following
ragulations pertain to all audits:



Regulations state: "By enrolling the provider agrees: (a) to prepare and to maintain
conlemporaneols records demonslraling ils right lo receive payment. .. and fo keap for a
parod of six years from the date the care, services or supplies were fumishad, all racords
necessary to disclose the nature and axtent of services fumished and all information regarding
claims for payment submitted by, or on behalf of, the provider. .. (e} lo submil claims for
payment only for services actually furnished and which were medically necessary or otherwise
authorized under the Social Services Law when furmishad and which weare provided to aligibla
persons; (f) to submit clalms on officlally 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 to any claim for payment shall be true, accurale and
completa; and (i) to comply with the rules, regulations and official directives of the department.”
18 NYCRR Section 504.3

Regulations state: “All bills for medical care, services and supplies shall contain: . . . (8} a dated
certification by the provider thal lhe care, services and supplies lemized have in [acl bean
furnished; that the amounts listed are due and owing . . .; that such racords as are nacassary to
disclose fully the extent of care, services and supplies provided to individuals under the New
York State Medicald pragram will be kept for 2 period of not less than six years from the date of
paymenl . ., .; and thal the provider understands that payment and satisfaction of this claim will
be from Federal, State and local public funds and thal he or she may ba prosecuted under
applicable Federal and State laws for any false claims, statements or documents, or
concealmant of a material fact provided. . . ." 18 NYCRR Section 540. f{a)

Regulations state: "An overpayment includes any amount not authorized to be paid under the
medical assistance program, whether paid as the result of Inaccurate or improper cost reporting,
improper claiming, unacceplable practlcas, fraud, abuse or mistake.”

18 NYCRR Section 518.1(c)

Furthermore, according to regulations, all providers must prepare and maintain
contemporaneous records demonstrating their right to receive payment undar the medical
assistance program. In 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 necessily
therefore, including any prescription or fiscal order for the service or supply. This informalion Is
subject to audil for & period of six years and must be fumished, upon request.

18 NYCRR Saction 517.3(b)

. This determination 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 identified
duplicate Medicaid payments resulting from billing multiple clinic visits for the same recipient on
the same day. Our determination is based on one or more of the following regulations:

Regulations sfale: “The physical appearance of an outpatient at a hospllal complex Is
recognized as contribufing one visit regardless of the number of diagnostic andlor therapeutic
sarvices the patient receives or the number of sections (clinics), operating rooms, laboratories
and treatment areas in which hefshe receives them. The classification of the wvisit (i.e.,
emergency, clinic, etc.) will be determined by the first location where service is rendered.”

10 NYCRR 447,339



Regulations further state that payments to hospilals are based on "all-inclusive prospective
rates for inpatient services, emergency services, clinic services and such other sarvicas for
which a separate rats s deemed appropriate by the commissioner.” 10 NYCCR 86-1.18(a)

The Medicaid Management Informaton System (MMIS) Manual states: “Only one threshold
visil per patient per day is allowed for reimbursement purposss. . . ."
MMILE Provider Manual for Clinics, Saction |

. This determination is effective twenty (20) days from the date of this nofice.
. Based upon this determination, repayment of $1.472 02 is required.

. In accordanca with 18 NYCRR Part 518 which regulates the collection of overpayments, your
repayment options are described below. If you decide to repay the overpayment amount of
$1,472.02, one of lhe following repayment oplions must be selecied within 20 days from the
date of this letter:

OPTION #1: Make full payment by check or money order within 20 days of the date of the final
audil report. The check should be made payable to the New York State Depariment of Health
and be senl with the altached Remillance Advics lo:

Mew York State Department of Health
Medicaid Financial Management
GMNARESP Coming Tower, Room 2738
File #12-4808
Albany, New Yark 12237

OPTION #2: Enier into & repayment agreement with the Office of the Medicaid Inspector
General. If your repayment terms excead 890 days from the date of the final audit repor,
recovaries of amounts dus are subject to interast charges at the prima rate plus 2%. If the
process of establishing the repayment agreement axceeds 20 days from the date of the final
audit report, the OMIG will impose a 15% wilhhold afler 20 days until the agreesment is
established.

Furthermore, the OMIG may require financial information fram you to establish the terms of the
repayment agreement. |f additional information 15 requested, the OMIG must receive the
informalion within 30 days of the requesl or a 50% withhold will be imposed. OMIG acceplance
of the repayment agreement is basad on your repaying the Medicaid overpaymeant as agraed.
The OMIG will adjust tha rate of recovery, or require paymant in full, if your unpaid balance is
not being repaid as agreed. Tha OMIG will notify you no later than 5 days after intliating such
action. If you wish to enter inlo a repaymenl agreementl, you must forward your writien reguesi
within 20 days to the lollowing:

Bureau of Collections Management
Mew York State Office of the Medicaid Inspector General
800 North Pearl Street

Albani. Mew York 12204




If within 20 days, you fall 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 fo sefle this audit through repayment of the overpayment amount, you have
the right to challenge these findings by requesling an administrative hearing whera the OMIG
would seek and defend the overpayment amount of $1,472.02. As allowed by state regulations,
your must make your request for a hearing, in writing, within sixty (B0) days of the dale of this
report to:

General Counsel
Office of Counsal
Maw York State Office of the Medicaid Inspector General
800 Morth Peard Strest
Albany, New York 12204

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

Issues you may raise shall be limited {c those issues relating o delsrminations contalned In the
final audit reporl.  Your hearing request may not address issues regarding the methodology
used to defermine the rale, or any issue that was raised at a proceeding to appeal a rale
datarmination.

Al the hearing you have the right to:

a) be represenled by an attorney or other reprasentative, or to represent yourself,

b} present witnessas and written and/or oral avidence o explain why the action taken is
wrang; and

¢} cross examine wilnesses of the Department of Health andfor the OMIG.

The OMIG reserves the rght to conduct further reviews of your pariicipation in the Medicaid
Program, take action where appropriate, and recover monies owed through the initiation of a
civil lawsuit or other legal mechanisms including but not limited to the recovery of state tax
refunds pursuant to Section 206 of the Public Hsalth Law and Section 171-f of tha State Tax

Law,
7. Any guestions pertaining to the Final Audit Report should be directed to |G
- -

Sincerely,

Division of Medicaid Audil, Bulfaio
Enclosures Office of the Medicaid inspector Ganeral
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.

Coney lsland Hospital AUDIT NUMBER: _ 12-4998
proviDEr 1D NUMBer: | AMOUNT DUE: $1,472.02
PROVIDER TYPE: _ Provider — Duplicate Clinic Match — HIV

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.

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

File #12-4008
Albany, New York 12237-0048

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

MNY'S Office of the Medicaid Inspector Ganaral
800 Morth Pearl Strest

A]hani Mew York 12204

Amount: _$ Signature:

Dated:; Titla:

Thank you for your cooperation.




STATE OF NEW YORK
OFFICE OF THE MEDICAID INSPECTOR GENERAL
S84 Delaware Avenus
Buffaio, Mew York 14202
ANDREW M. CLOMG JAMES C.COK
GOV ERMOR MEDMCARD INSPECTOR GEMERAL

Cecember 3, 2013

Coney lsland Hospital
160 Water Street, Room 736
Mew York, New York 10038

Final Audit Report = PCAP
Audit #12-4998

Provider II:I'_
pear [ NG

1. The Office of the Medicaid Inspector General (OMIG) has determined that your facility has
received 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 Slate of New York (18 NYCRR
518.1) and detailed in the Drafl Audit Repori dated May 30, 2013. This Final Audit Report
incorporates consideration of any additional documentation and information presented In
response to the Draft Report The OMIG proposes to recover such overpayments in
accordance with the Department’s regulations (see 18 NYCRR 518.3).

Cur review found that $1,313.02 was inappropriately billed to Madicaid for multiple clinle visits
for the sama reciplent on the same day. In accordance with 18 NYCRR §518.4, inlerest may be
collected on any overpaymeants ldentified 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 $179.26.

The enclosed CD contains Clalm Detall which identifies the duplicate payments for the review
pariod. For confidentiality purposes, the CD has been password protected. Please contact our
office at |G- cbizin the password,

2. In addition fo any specific rules and/or regulations which may be lstad below, the following
requlations perfain to all audits;



Regulations state: “By enroling the provider agrees: (a) to prepare and to maintain
contemporaneous records demonstrating its right to receive payment. .. and o keep for a
pariod of six years from the date the care, services or supplies were furnished, all records
necessary lo disclose the nature and extent of services furnished and all information regarding
claims for payment submitted by, or on behalf of, tha provider . .. (e} to submit claims for
payment only for sarvices actually furnished and which were medically necessary or othenvise
authorized under the Social Services Law whan fumnished and which ware provided {o eligible
persons; (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 fo any claim for payment shall be true, accurate and
complate; and (i) to comply with the rules, regulations and official directives of the depariment.”
18 NYCRR Section 504.3

Regulations state: “All bils for medical cars, services and supplies shall contaln: . . | {8} a dated
certification by the provider that the care, sarvices and supplies ltemized have in facl been
furnished; that the amounts listed are due and owing . . .; that such records as are necessary lo
disclose fully the extent of care, services and supplies provided to individuals under the New
York State Medicald program will be kept for a period of not less than gix years from the date of
paymant . _ ; and that the provider undarstands that paymant and satisfaction 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, slatemenis or documents, or
concealment of a material fact provided. . . ." 18 NYCRR Seclion 540.7(a)

Reguiations state: “An overpayment includes any amount not authorized to ba paid under the
medical assistance program, whether paid as the result of inaccurate or improper cost reporting,
improper claiming, unacceptable practices, fraud, abuse or mislake."

18 NYCRR Ssclion 518.1{c)

Furthermora, according to  regulations, all providers must prepare and maintain
contemporaneous records demonstrating their right to receive payment under the medical
assistance program. In addiion, the provider must keep, for a period of six years, all records
necessary to disclose the nature and extent of services fumishead and the medical necessity
therefore, iIncluding any prescription or fiscal order for the service or supply. This information is
subjact to audit for a perod of six years and must be furnished, upon request.

18 NYCRR Seclion 517.3(b)

. Thiz determination was made for tha following reasons:

The Office of the Medicaid Inspactor General conducted a review of clinic services paid by
Medicaid during the period January 1, 2008, through December 31, 2011. This review identified
duplicale Medicaid payments resulling from billing mulliple clinic visits for the same recipiant on
the same day, Our determination is bassd on ona or more of tha following regulations:

Regulations state: "“The physical appearance of an outpatient at a hospita!l complex
recognized as contributing one visil regardless of the number of diagnostic and/or therapsutic
senvices lhe patient receives or the number of sections {clinics), operating rooms, laboratories
and treatment argéas in which hafshe receives them. The classification of tha wvisit (Le.,
emargancy, clinic, etc.} will be determined by the first location where servica is rendered.”

10 NYCRR 441.330

Regulalions further state that "for ambulatory services to pregnant woman, reimbursement shall
be based upon a single paymenl schedule with a discrate price for each of the three clinic
senvices sef forth in subdivision{c) of this section.” 10 NYCRR 86-4.36(a)



Regulations further stale that payments to hospitals are basad on “all-inclusive prospective
rates for inpatient services, emergency services, clinic services and such other services for
which a separate rate is deemed appropriate by the commissioner,” 10 NYCCR 56-1.18(a)

The MMIS Manual stales: "Only one threshold vislt per patient per cday is allowabla for
reimbursement purposes. . " MMIS Provider Manual for Glinics, Section |

. This determination is effective twenty (20) days from the date of this nolice,
. Based upon this determination, repayment of $1,482.28 is required.

. In accordance with 18 NYCRR Parl 518 which regulates the collection of overpaymentis, your
repayment options are described below, If you decide to repay the overpayment amount of
$1,492.28, ona of the following repaymant options must be salacted within 20 days from tha
date of this letter:

OPTION #1: Make full payment by check or money order within 20 days of the date of the final
audil reporl. The check should be made payable lo the New York State Deparimant of Health
and be sanl with the attached Remittance Advics to:

I
MNew York State Department of Health
Medicaid Financial Management
GNARESP Corning Tower, Room 2738
Flle #12-4%98
Albany, New York 12237

OPTION #2: Enter into a repayment agreement with the Office of the Medicaid Inspector
General, ' your repayment terms exceed 90 days from the date of the final audit report,
recoveries of amounts dus are subject to interest charges at the prime rate plus 2%, If the
process of establishing the repayment agreemenl exceads 20 days from the date of the final
audit reporl, the OMIG will impose & 15% wilhhold after 20 days until the agreement is
asztablished.

Furthermore, the OMIG may require financial information from you to establish the terms of the
repayment agreemant. I addilional information is requested, the OMIG musi receive the
information within 30 days of the request or a8 50% withhold will be impased. OMIG acceplance
of the repayment agreement is based on your repaying the Medicald overpayment as agreed.
The OMIG will adjust the rate of recovery, or reguire payment in full, if your unpaid balance is
not being repaid as agreed. The OMIG will nolify you no later than 5 days afler initiating such
action. Il you wish lo anter into a repayment agreement, you must forward your written requast
within 20 days to tha following:

Buraau of Collections Management
New York Slate Office of the Medicaid Inspecior General
800 North Pearl 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 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 settle this audit through repayment of the overpayment amount, vou have
tha right to challenge these findings by reguesting an administrative hearing where the OMIG
would seek and defend the overpayment amount of $1,482.28. As allowed by state regulations,
you must make your request for a hearing, in writing, within sixty (E0) days of the date of this
report to:

Ganeral Counssl
Office of Counseal
Mew York State Office of the Medicaid Inspector Genaral
800 Norlh Pear! Streel
Albany, New York 12204

Cluestions rﬁarding the request for a2 hearing should be directed to Office of Counsel, at

lssues you may raise shall be limitad to thosa [ssues relating to determinations containad in the
final audit report. Your hearing request may not address issues regarding the methodology
used to determine the rate, or any issue that was raised at a proceeding lo appeal a rale
determination.

Al the haaring you have tha right fo:

a) be represented by an atiomey or other representative, or Lo represent yourself;

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

¢} cross axaming witnassas of the Department of Health and/or the OMIG.

The OMIG rezerves the right o conducl further reviews of your parlicipation in the Medicaid
Program, take aclion where appropriate, and recover monies owed through the initiation of a
civil lawsult or other legal mechanisms including but not limited 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 guestions perlaining to the Final Audit Report should be directed to |G-

Sinceral

Division of Madicaid Audit, Buffalo
Office of the Medicaid Inspactor General

Enclosures
Aftachmeant



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

To assure proper credit, please use this form to remit your payment request.
__Coney Island Hospital AUDIT NUMBER: _12-4908
proviDER IDNUMEER: | AMOUNT DUE: $1,492.28

PROVIDER TYPE: _ Provider — Duplicate Clinic Match - PCAP

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.

Mew York State Department of Haalth
Medicaid Financial Management, B.A.M.
GNARESP Corning Tower — Room 2739

File #12-4998
Albany, New York 12237-0048

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

800 North Pearl Street
Albany, New York 12204

Amount: _$ Signature:

Dated: Title:

Thank you for your cooperation.




STATE OF NEW YORK
OFFICE OF THE MEDICAID INSPECTOR GENERAL
SEA Dalawans Avanua
Bufizlo, Mew York 14202

ANDREW B, CUOMOD JAMEE C. COX
GOVERNOR MEMNCAD MEFECTOR GEMNERAL

Dacambar 3, 2013

Coney Island Hospital
180 Weler Strael, Room 738
Mew York, Mew York 10038

Final Audit Report
OASAS = Chemical Depandence
Audit #12-4998

Provder o
veor

1. The Office of the Medicaid Inspactor Gaeneral (OMIG) haz determined that you have received
overpayments under the Medicald Program as defined In Section 518.1 of Title 18 of the Official
Compiiation of Codes, Rules and Regulations of the State of New York (18 NYCRR 518.1) and
detailed in the Dralt Audit Report daled May 30, 2013, This Final Audit Reporl incorporates
consideration of any additional documentafion and information presented In responsa to the
Draft Report. The OMIG proposas fo recover such overpaymenis in accordance with the
Department’s reguiafions (see 18 NYCRR 518.3).

Qur review found that $582.20 was inappropriately billed o Medicaid for mullipla clinic visits for
the same recipient on the same day. |n accordance with 18 NYCRR §518.4, interast may ba
collected on any overpayments identified in this audit and will accrue at the current rate from the
date of the ovarpaymant. Tha OMIG has determined that accrued interest for the overpaymenis
identified in this audit totals $67.33.

The enclosaed CD containg Claim Detall which idantifies the duplicate paymants for tha review
period. For confidentiality purposes, the CD has been password protected. Pleass contact our

office at ||| - obtain the password.

2. In addition (o any specific rules andfor regulations which may ba listed balow, the following
regulations pertain to all audits:



Regulations state: "By enroliing the provider agrees: (@) to prepare and fo maintain
contemporaneous records demonstrating its right to receive payment...and to keep for a
period of six years from the date the care, services or supplies were furnished, all records
necessary o disclose the nature and exient of services furnished and all information regarding
claims for payment submitled by, or on behalf of, tha provider ... (8) to submit claims for
payment only for services actually furnished and which were madicaily necessary or otherwise
authorized under the Social Services Law when fumished and which were provided fo eligible
persons; (f) to submil 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 to any claim for payment shall be true, accurate and
complate; and (i) to comply with the rules, regulafions and official directives of the department.”
18 NYCRR Secfion 504.3

Regulations state: "All bills for medical care, services and supplies shall contain: . . . (8) a datad
cariification by the provider that the care, senvices and supplies ltemized have in fact been
furnished; that the amounts listed are due and owing . . .; that such records as are necessary lo
disclose fully the extent of care, services and supplies provided to individuals under the New
York State Medicaid program will be kept for a period of not less than six years from the date of
paymant . . .; and that the providar understands that paymant and satisfaction of this claim will
ba from Faderal, State and local public funds and that he or she may be prosecuted under
applicable Federal and State laws for any false claims, slalemenls or documents, or
concealment of a material fact provided, . . " 18 NYCRR Section 540.7{a)

Regulations state: “An overpayment includes any amount not authorized to be paid under the
medical assistance program, whether pald as the result of inaccurata or improper cost reporting,
improper claiming, unacceptable praclices, fraud, abuse or mislake.”

18 NYCRR Section 576.1{c)

Furthermore, according to regulations, all providers must prepare and maintzin
contemporaneous records demonstrating their right to receive payment under the medical
assistance program. In addition, the provider must keap, for a period of six years, all records
necessary to disclose the nafure and extent of services fumished and the meadical necassily
therefore, including any prescription or fiscal order for the service or supply, This information is
subjact to audit for a pericd of six years and must be furnished, upon request.

18 NYCRR Seclion 517.3{b)

. This determination was made for the lollowing 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 identified
duplicalz Madicaid paymenis resulting from billing mulliple clinic visitz for tha same recipient on
the same day. Our determination s bassd on one ar more of tha following regulations:

For Chemical Dependence Outpatient Services, regulaticns state: “Reimbursement shall be
limited to one visit per day, par patient,” 18 NYCRR 505.27(b)(1)

Regulations for Chemical Dependence OCuipatient Services also stater “There shall be
reimbursement for no more than one visit per day, per patient or significant other, regardiess of
the number or types of outpatient services." 14 NYCRR 822.10(a)

After 12/27/06 74 NYCRR 822.11{8)

The MMIS Manual states: “Only one threshold visit per patient per day is allowable for
reimbursement purposes. . . ." MMIS Provider Manual for Clinics, Seclion |



4.
5.

6.

This detarmination is effactive twenty (20) days from the date of this notice.
Based upon this determination, repayment of $649.62 is required.

In accordance with 18 NYCRR Part 518 which regulates the collection of overpayments, your
repayment options are described below. |f you dacide to repay the overpayment amount of
$649.62, one of the following repayment options must be selecied within 20 days from the dats
of this letter:

PTION #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 to the New York State Department of Health
and be sent with the atfached Remittance Advice to:

Mew York State Depariment of Health
Medicaid Financial Management
GNARESP Corning Towear, Room 2739

Flla #12-4938 -
Albany, New York 12237

OPTION #2: Enter into a repaymenl agreement with the Office of the Madicaid Inspecior
General, If your repayment terms exceed 90 days from the date of the final audit repon,
recoveries of amounts due are subject to inferast charges at the prime rate plus 2%. If the
process of establishing the repayment agreemant exceeds 20 days from the dale of the nal

audit report, the OMIG will Impose a 15% withhold after 20 days unil the agreement is
established.

Furthermore, the OMIG may require financlal information fram you to establish the lerms of the
repaymani agreement. If additional information is requested, the OMIG musl receive the
information within 30 days of the request or a 50% withhold will be imposed. OMIG acceptance
of the repayment agresmenl is based on your repaying the Medicaid overpayment as agreed.
The OMIG will adjust the rate of recovery, or require paymeant In full, f 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 writlen request
within 20 days fo the following:

Bureau of Collections Managamant
Maw York State Office of the Medicaid Inspector General
B00 Morth Pearl Street
Albany, 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 Medicald billings
to recover payment and liguidate the overpayment amount, interest and/or penalty, not
harring 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 vou choose not 1o sattle this audilt thraugh rapaymeant af the overpaymeant amaunt, you have
the right to challengs these findings by requesting an administrative hearing whera the OMIG
would seek and defend the overpayment amount of $3649.62. As allowed by slale regulalions,
you must make vour request for a hearing, in writing, within sixty (80) days of the date of this
report to:

General Counsel
Office of Counsal
Mew York State Office of the Medicaid Inspactor Gensral
800 Morth Pear Sireet
Albany, New York 12204

Cluaslions riarding the reguest for a hearng should be directed lo Office of Counsel, at

Issues you may raise shall be limited to those issues relating to determinations contained in the
final audit report. Your hearing request may not address issues regarding the methodology
used to defermine the rate, or any issue that was raised at a proceeding fo appeal a rate
detarmination

At the hearing you have the right to:

a) be representad by an attomeay or other representative, or to représant yoursalf,

b) prasent witnesses and written and/or oral evidence to explain why the action taken is
wrong; and

¢} cross examine witnesses of the Deparlment of Heallh andfor the OMIG.

The OMIG resarves the right fo conduct further reviews of your paricipation in the Medicaid
Program, take action whore appropriata, and recover monies owed through tha initiation of a
civil lawsuit or other legal mechanisms including but not limited to the recovery of state fax
refunds pursuant lo Seclion 206 of the Public Heallh Law and Seclion 171-f of the State Tax

Law.
7. Any questions pertaining to the Final Audit Report should be directed to |G
Sincarely,
Division of Medicaid Audit, Buffalo
Office 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 requeast.

__ Coney |sland Hospital AUDIT NUMBER: _ 12-4998
provIDER ID NUMBER: |GG AMOUNT DUE: $649.62
PROVIDER TYPE: P r = Duplicate Clinic Match = DASAS

OPTION A: Checl/money order made payable to New York Stata Department of Health

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

New York State Dapartment of Health
Medicald Financial Managemant, B.A.M.
GMNARESP Corning Tower — Room 2739

File #12-4998
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 Managemeant
Mew York State Office of the Medicald Inspector General
800 Morth Pearl Street
Albanv. New York 12204

Amount: _3 Signature:

Dated: Title:

Thank you for your cooperation.




