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The Office of the Medicaid Inspactor General (OMIG) has determinad that your facility has receivad
ovarpayments under the Medicaid Program as defined in Section 518.1 of Title 18 of tha Official
Compliation of Codes, Rules and Regulations of the State of New York (18 NYCRR 518.1). The
OMIG proposes to recover such overpayments in accordance with the Depariment of Health's
Regulation 18 NYCRR 518.3.

Our review found [hal $2,058.75 was inappropriataly billed 1o Medicald for multiple clinic visits for the
same recipient on the same day. In accordance with 18 NYCRR §518.4, interast may be collected on
any overpayments identified in this audit and will accrue at the current rate from the date of the
overpayment. The OMIG has datermined that accrued interest for the overpayments identified in this
audit totals $199.48 Based on this, the tolal amount of overpaymernt, as defined in
18 NYCRR §518.1 is $2,258.24, inclusive of interesl and now due the New York Stale Depariment of
Health.

We have identified duplicate Medicald payments in the Program Areas listed below:

Amount Total
Program Area Disallowad Interest Overpayment
Child Health Assurance Program (CHAP) $ 1.493.20 § 14648 s 1,559.60
Prenatal Care Assistance Program (PCAP) 645,55 _53.00 698,55

TOTAL AMOUNT DUE $ 205875 $ 19949 § 225824



o

The enclosed 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 exhibits have been provided on CD. For confidentiality purposes, (he CD has been password
protected. Please contact our office at ||| - obtzin the password.

Should you wish fo settle all the Program Area audits listed above and as outiined in the enclosed
Final Audit Reports, please utilize the Remittance Advice altached lo 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 Repart as appropriate.

Questions regarding the attached Final Audit Reports may be directed to |G-

or va smai ot

Sinceraly,

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

Enclosuras
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.
__East NY Diagnostic and Treatment Center AUDIT NUMBER: _12-5014

proviDER 1D NUMBER: | AMOUNT DUE: §2,258.24
PROVIDER TYPE: _ Provider — Duplicate Clinic Match

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 balow,

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

File #12-5014
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 Ingpector General
B0O North Pearl Street

Alhaﬂi, New York 12204

Amount: _§ Signature:

Dated: Title:

Thank you for your cooperation,




STATE OF NEW YORK
OFFICE OF THE MEDICAID INSPECTOR GENERAL
a04 Delawane Avanun
Buffalo, Mew York 14202

ANDREW M, CUOMO JAMES C, COX
GOVERNOR MEELUCAID INSPECTOR GENERAL

December 3, 2013

Easl NY Diagnosiic and Trealmenl Centar
160 Water Streel, Room 736
Mew York, New York 10038

Final Audit Report = CHAP
Audit #12-5014
Provider |2

Dea I

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 State of New York (18 NYCRR
518.1) and delailed in the Draft Audil Report daled January 28, 2013, This Final Audil Report
incorporates consideration of any additional documentstion 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).

Our review found thal $1,413.20 was inappropriately bitled to Medicaid for multiple clinic visits
for the same recipient on the same day. In accordancs with 18 NYCRR §518.4, Interest may be
collected on any overpayments identified 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 lotals $146.48.

The enclosed CD contains Clalm Detall which |dentifies the duplicate payments for the reviaw
period. For confidentiality purposes, the CD has been password protlected. Please contact our

office at ||| - obizin the password.

2. In addition to any specific rules and/or ragulations which may ba listed below, the following
ragulations parfain to all audits;



Regulations state: "By enrolling the provider agrees: (a) to prepare and o maintain
conlemporaneous records demonstraling ils nght lo receive payment...and lo keep for a
period of six years from the date the care, services or supplies were fumished, all records
necessary to disclose the nature and extent of services furnished and all information regarding
claims for payment submitted by, or on behalf of, the provider .. . (e) to submit claims for
payment only for services actually furnished and which were medically necessary or otherwise
authorized under the Social Services Law whean furnished and which were provided to aligibla
parsons; (7} o submit claims on officially authorized claim forms in the manner speciflied by the
department in conformance with the standards and procedures for claims submission; .. . (h)
that the information provided in refation to any claim for payment shall be true, accurate and
comptete; and (i} to comply with the rules, regulations and official directives of the depariment.”
18 NYCRR Section 504.3

Regulations state: “All bills for medical care, services and supplies shall contain: . . . (8) a dated
ceriification by the provider that the care, services and supplies itemized have in fact been
furnished; that the amounts listed are due and owing . . .; that such records as are necessary fo
disclosa fully the extent of care, services and supplies providad to individuals under the New
York State Madicaid program will be kep! for a period of not less than six years from the date of
payment . . .; and thal the provider understands that payment and satisfaction of thiz claim will
be from Federal, Stale and local public funds and that he or she may be proseculed under
applicable Federal and Slate laws for any false claims, statements or documents, or
concealment of a material fact provided, . .~ 18 NYCRR Saction 540.7(a)

Regulations state: "An overpayment includes any amount not authorized fo be paid under the
medical assistance program, whelher paid as the resull of inaccurate or improper cosl reporting,
improper claiming, unacceplable practices, fraud, abuse or mistake.”

18 NYCRR Section 518.1(c)

Furthermore, according o regulations, all providers must prepare and maintain
conlemporaneous records demonstrating thelr right to recelve paymenl under the medical
asgsistance program. In addition, the provider must keap, for a period of six years, all records
necessary to disclose the nature and extent of services fumished and the medical necessity
therefore, including any prescription or fiscal order for the service or supply. This information is
subject to audit for a period of six years and must be fumished, upon request,

18 NYCRR Section 517.3(b)

. This determination was made tor the following reasons:

The Office of the Medicaid Inspector General conducted a review of dlinic services paid by
Medicaid during the period January 1, 2008, through December 31, 2011. This review [dantified
duplicate Medicaid payments resulting from billing multiple clinic visits for the same recipiant on
the same day. Qur detarmination s based on one or more of the following regulations:

Regulations siale: "The physical appearance of an outpatient at a hospital complex is
recognized as confributing one visit regardless of the number of diagnostic and/or therapeutic
sarvices the patient receives or the number of sections (clinics), operating rooms, laboratories
and treatment areas in which he/she receives them. The classification of the visit (i.e.,
emeargency, clinic, eic.) will be determined by Lthe firsl localion where sarvice s rendered.”

10 NYCRR 441.339

Regulations further state that payments to hospitals are based on "all-inclusive prospective
rates for inpatient senvices, emergency servicas, clinic services and such other services for
which a separale rale is deemed appropriate by the commissionar,” 10 NYCCR 86-1.18(a)



The Medicald Management Information System (MMIS) Manual states: “Only one threshold
visit per patient per day is allowable for reimbursement purposes. . . ."
MMIS Provider Manuaf for Clinics, Section |

., This determination s effective twenty (20) days from the date of this notica.

. Based upon this delermination, repayment of $1,559.88 is required.

. In accordance with 18 NYCRR Part 518 which regulates the collection of overpayments, your
repayment options are described below, |f you decide to repay the overpayment amount of
£1,559.69, one of the following repayment oplions must be selected within 20 days from the
date of this leller:

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 be sent with the attached Remittance Advice to:

New York State Department of Health
Medicaid Financial Management
GNARESP Coming Tower, Room 2739
File #1.2-5014
Albany, New Yark 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 dale of the final audit report,
racoveres of amounts due are subject to interest charges at the prime rate plus 2%. If the
process of establishing the repayment agreement exceeds 20 days from the date of tha final
audit report, the OMIG will impose a 15% withhold after 20 days until the agreement is
established.

Furthermora, the OMIG may require financial information from you to establish the terms of the
repayment agreamant. If additional information is requested, the OMIG must receiva the
information within 30 days of the request or a 50% wilhhold will be imposed, OMIG acceptance
of the repayment agreement is based on your repaying the Medicaid overpaymenl as agreed.
The OMIG will adjust the rate of recovery, or require paymeant in full, if your unpaid balance is
not being repaid as agreed. The OMIG will notify you no later than 5 days after initiating such
action. If you wish to enter into a repayment agreement, you must forward your written request
within 20 days fo the following:

Bureau of Collactions Managameant
New York State Office of the Medicaid Inspector General
800 Morth Pearl Streaet
Albany, New York 12204




If within 20 days, you fail to make full payment or contact tha OMIG to make repayment
arrangements, the OMIG will establish a withhold equal to 50% of your Medicald 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 setile this audit through repayment of the overpayment amount, you have
the right to challenge thase findings by requeasiing an administrative hearing whera tha OMIG
would seek and defend the overpayment amount of $1,559.68. 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 o

Genearal Counse!

Office of Counsel

hew York Stata Offica of the Medicaid Inspector Genaral
800 North Pearl Street
Albany, New York 12204

Cuastions ﬁming the request for a hearing should be directad to Office of Counsel, at

lssues you may raise shall be limited lo those issues relating lo delerminations contained in the
final audit report. Your hearing request may not address ssues ragarding the methodalogy
used to determine the rate, or any issue that was raised at a proceeding to appesl a rate
determination.

Al the hearing you have the right 1o:

a) be represented by an attorney or other representative, or to represent yourself;

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

¢) cross examine witnesses of the Depariment of Health and/or the OMIG,

The OMIG reserves the right to conduct further reviews of your paricipation in the Medicaid
Program, take action where appropriate, and recover monies owed through the iniiation 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 Health Law and Section 171-f of the State Tax
Law.

7. Any guestions perlaining lo the Final Audil Report should be directed o |G-
or via email a

Divigion of Medicaid Audit, Buffalo

— Office of the Medicaid Inspector General
Nclosures
Attachmanit



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.

__East NY Diagnostic and Treatment Center AUDIT NUMBER: _12-5014
proviper IDNumeer: | AMOUNT DUE:  _$1,559.69
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 balow.

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

File #12-5014
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

Alhani. Mew York 12204

Amount: _$ Signature:

Dated: Tithe:

Thank you for your cooperation.




STATE OF NEW YORK
OFFICE OF THE MEDICAID INSPECTOR GEMERAL
584 Dalaware Avanee
Buffalo, Mew York 14202
ANDREW M. CLUOMD ABMES ©, COX
GOVERNRDR MECHCAID |NSPECTOR GENERAL

December 3, 2013

East NY Diagnostic and Treatment Canter
160 Waler Strest, Room 736
Mew York, Mew York 10038

Final Audit Report — PCAP
Apdit #12-5014
Providar |2

veor N

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 Compllation of Codes, Rules and Regulations of the State of New York {18 NYCRR
518.1) and detailed in the Draflt Audit Reporl dated January 28, 2013. This Final Audit Report
incorporates  consideration of any additional documentation and information presented in
regponse to the Draft Report. The OMIG proposes to recover such overpayments in
accordance with the Department’s regulations (see 18 NYCRR 518.3).

Our review found that $6845.55 was inappropriately billed fo Medicaid for multiple clinic visits tor
the same recipient on the same day. In accordance with 18 NYCRR §518.4, interest may be
collected on any overpayments identified in this audit and will accrue al the current rate from the
date of the overpayment. The OMIG has determined thal acorued interast for the overpayments
identified in this audit totals $53.00.

The enclosed CD contains Claim Detall which identifies the duplicate payments for the review
pariod. For confidentiality purposes, the CD has been password protected. Please contact our

office at ||| ]t obtzain the password.

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



Regulations state: "By enrolling the provider agrees: (a) o prepare and lo maintain
contamporanaous racords demonstrating it dght 1o recesive payment. ., and (o keep for a
perod of six years from the date the cara, services or supplies wera fumished, all records
necessary 1o disclose the nature and extent of services furnished and all information regarding
claims for payment submitted by, or on behalf of, the provider. . . (e) 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 (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)
thal the information provided in relation lo any claim for payment shall be true, accurate and
complete; and (i) to comply with the rules, regulations and official directives of the department,”
18 NYCRR Section 504.3

Regulations staie: “All bills for medical care, servicas and supplies shall contain: . . . (8) a dated
cartification by lhe provider thal the care, services and supplies itemized have in fact been
furnished; that the amounts listed are due and owing . . .; that such records as are necessary fo
disclose fully the extent of care, services and supplies provided to individuals under the MNew
York State Medicaid program will be kept for a period of not less than six years from the date of
payment . . .. and thal the provider understands that payment and satisfaction of this claim will
ba from Federal, Stale and local public funds and that he or she may be proseculed under
applicable Fedsral and State laws for any false claims, statements or documents, or
concealment of a material fact provided, .. " 18 NYCRR Section 540.7(a)

Regulations state: "An overpayment includes any amount not authorized fo be paid under the
madical assistance program, whather paid as the resull of naccurate or improper cosl reporting,
impropar claiming, unacceptabla practices, fraud, abuse or mistake.”

18 NYCRR Section 518.1(c)

Furthermore, according lo regulations, all providers must prepare and maintain
contemporaneous reconds demonstrating their right 1o receive paymenl under the medical
assistance program. In addition, the provider must keep, for a period of six yaars, all records
necessary to disclose the nature and extent of sendces furnished and the medical necessity
therefore, including any prescription or fiscal order for the service or supply. This information is
subject to audit for a period of six years and must be furnished, upon request.

18 NYCRR Seclion 517.3(b)

. This determination was made for the following reasons:

The Office of the Medicald Inspector General conducted a review of clinic services paid by
Medicaid during the perod January 1, 2008, through December 31, 2011. This review idenfified
duplicate Medicaid payments resulting froem billing multiple clinic visits for the same reciplent on
the same day. Our determination is based on one or more of tha following regulations:

Regulations state: “The physical appearance of an outpatient al a hospital complex is
recognized as contributing one visit regardless of the number of diagnostic andfor therapeutic
senvices the patient receives or the number of sections (clinics), operating rooms, laboratories
and ireatment areas in which hefshe receives them. The classification of the visit (Le.,
amargency, ¢inic, atc.) will ba determined by the first location where service is rendered.”

10 NYCRR 441.338

Regulations further slate that "for ambulatory services to pregnant women, reimbursement shall
be based upon a single payment schedule with a discrete price for each of the three dinic
sarvices set forth in subdivision{c) of this section,” 10 NYCRR 56-4.36{a)



Regulations further state that payments (o hospitals are based on “all-inclusive prospeciive
rates for inpatienl services, emergency services, dinic services and such other services for
which a separate rate is deemed appropriate by the commissioner.” 10 NYCCR 86-1.18(a)

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

. This datermination is effective twanty (20) days from the date of this notice.

. Based upaon this determination, repayment of $698.55 is required.

. In accordance with 18 NYCRR Parl 518 which regutates the collection of ovarpayments, vour

repayment options are describaed below. If you declda to repay the averpayment amount of
$698.55, one of the following repayment options must be selected within 20 days from the date
of this letter:

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

MNew York State Department of Health
Medicaid Financial Managamant
GNARESP Corning Tower, Room 2738
File #12-5014
Albany, New 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 audit report,
recoveries of amounls due are subject lo interest charges at the prime rate plus 2%. If tha
process of astablishing the repayment agreement excaeds 20 days from tha date of the final
audit report, the OMIG will impose & 15% withhold after 20 days untll the agreement s
established.

Furthermore, the OMIG may require financial information from you 1o establish the terms of tha
repaymeant agreement, If additional information is requested, the OMIG must receiva tha
information within 30 days of the request or a 50% withhald will be imposed. OMIG acceptance
of the repayment agreement is based on your repaying the Medicaid overpayment as agreed.
The OMIG will adjust the rate of recovery, or require payment in full, if your unpaid balance is
not being repaid as agreed, The OMIG will notify you no later than 5 days after initiating such
action. If you wish to enter into a repayment agreement, you must forward your written request
within 20 days to the following:

Bureau of Collections Management
MNew York State Office of the Medicaid Inspector Genaral
BOO North Pearl Streat

Alhani. 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 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 withhalding 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.

f you chogsa not to settle this audit through repayment of the overpayment amount, you have
the right 1o challenge these findings by requesting an administrative hearing where tha OMIG
would seek and defend the overpayment amount of $688.55. As allowed by stale regulations,
you musl makes your regquest for a hearing, in writing, within sixty (60) days of (he date of this
report to:

General Counseal

Office of Counsel

MNew York State Office of the Medicaid Inspector General
800 North Pear! Streel
Albany, New York 12204

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

Issues you may raise shall be limited to those [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.

At the hearing you have tha right o

a) be represented by an attborney or other representative, or lo represent yourself,

b} present withesses and written and/or oral evidence to explain why the action taken is
wrong, and

¢} cross examine witnesses of the Departmeant of Health andfor the OMIG.

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

Law.
7. _Any guestions pertaining to the Final Audit Report should be directed to [[EEGzGG:
- - o - S
Sincarehy.
Division of Medicaid Audlt, Buffalo
Office of the Medicald Inspactor 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.

__East NY Diagnostic and Treatment Center AUDIT NUMBER: _12-5014
proviper 1o NumBer: [ AMOUNT DUE:  _ §698.55
PROVIDER TYPE: ider — Dupli ini -PC

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 addrass listed below.

New York State Department of Health
Medicaid Financial Management, B.A.M.
GMNARESP Corning Tower — Room 2739

File #12-5014
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
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.




