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The Office of the Medicaid Inspector General (OMIG) has determined thal your facility has received
overpaymants under the Meadicald 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). The
OMIG proposes to recover such overpayments in accordance with the Department of Health's
Regulation 18 NYCRR 518.3.

Our review found that $1,881.02 was inappropriately billed to Medicald for multiple clinic visits for the
same reciplent on the same day. In accordance with 18 NYCRR §518.4, Interest may be collected on
any overpaymants ldantifled in this audit and will accrue at the current rate from the date of the
overpayment. The OMIG has determined that accrued intarest for the overpayments identified in this
audil totals $239.05. Based on this, the lotal amouni of overpayment, as defined in
18 NYCRR §518.1 is $2,220.07, inclusive of interest and now due the New York State Department of
Health.

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

Amount Total
Program Area Disallowed Interest Overpaymant
HIV Clinic Services (AIDS) §F 1.904.02 § 23140 §  2,135.51

Child Health Assurance Program (CHAP) 11.00 1.96 d4.56
TOTAL AMOUNT DUE $ 1.881.02 $___ 23005 § 2.220.07
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The enclosed reports detall 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 raports,
the exhibits have been provided on CD. For confidentiality purposes, the CD has bassan password
protected. Please contacl our office at ||| -ttain the password.

Should you wish fo seftle all the Program Area audits listed above and as outlined in the enclosed
Final Audlt Reports, please utiize the Remittance Advice attached to this cover leller. Should you
wish to settle one or mere, bul not all of the Program Area audits identified, please enclose the
Remittance Advice attached lo each individual Final Audil Report as appropriata,

Questions regarding the attached Final Audit Reports may be directed to |G-
or via emall at

Sincerely,

Division of Medicaid Audit, Buffalo
Offica of the Meadicaid Inspector 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.
—Jacabi Medical Center AUDIT NUMBER: _ 12-5018

proviDERIDNUMEER: | AMOUNT DUE: $2,220.07
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 below.

H!! !ﬂpaﬂment ! !Eah:h

Meadicaid Financial Management, B.A.M.
GNARESP Corning Tower — Room 2739
File #12-5018
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 Street

Mhai. New York 12204

Amount: _$ Signature:

Dated: Title:

Thank you for your cooperation.




STATE OF NEW YORK
OFFICE OF THE MEDICAID INSPECTOR GENERAL
S84 Delawane Avanus
Buifalo, Mew York 14202

BEDREW M, CUOMO SAMEE . COK
GOVERNOR MEDECAD BEFECTLR GENERAL

December 2, 2013

Jacobi Madical Cantar
160 Watar Street, Room 736
Mew York, New York 10038

Final Audit Report — HIV
Audt #12-5018
Provider 1D

oo

1, The Office of the Medicaid Inspector General (OMIG) has determined thal you have recelved
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 Report dated January 28, 2013. This Final Audit Report incorporates
consideration of any additional documentation and information presented in response to the
Draft Report. The OMIG proposes fo recover such overpayments in accordance with the
Department’s regulations {see 18 NYCRR 518.3).

Our review found that $1,904.02 was Inappropriately billed to Medicaid for multiple clinic visits
far the same recipient on the same day. In accordance with 18 NYCRR §518.4, inferest may be
collected on any overpayments identified in this audit and will accrue al the currant rate from the
date of the overpaymant. The OMIG has determined that accruad interast for the overpayments
identified in this audit totals $231.49,

The enclosed CD contains Claim Detall which identifies the duplicate payments for the review
period. For confidentiality purpeses, the CD has been password profeciled. Please contact our
office at | NG ot 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) to prepare and to maintain
conlemporaneols records demonstrating its right to receive payment...and o keep for a
penod of six years from the date the care, services or supplies were [umished, all records
necessary fo disclose the nature and axtent of servicas fumished and all information regarding
claims for payment submitfed by, or on behalf of, the provider ... (e} o submit claims for
payment anly 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; () to submit claims on officially authorized claim forms in the manner specifled by the
daparimant in conformance with the standards and procaduras for claims submission; . . . (h)
that tha 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 deparimenl.”
18 NYCRR Section 504.3

Ragulationa state: “All bills for medical care, services and supplies shall contain: . . . (8) a dated
cerfification by the provider that the care, services and supplies temized have in facl been
fumnished; 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 Mew
York State Medicald program will be kept for a period of notf less than six years from the date of
paymeant . . .; and that the provider understands that payment and satisfaction of this claim will
be from Federal, State and local public funds and that he or she may be prosacuted under
applicable Federal and State laws for any false claims, slalemenls or documents, or
concealment of a matenial fact provided. . . " 18 NYCRR Secfion 540.7(a)

Regulations state: “An overpaymant 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 praclices, lrawd, abuse or mistake.”

18 NYCRR Sectlon 518.1(¢c)

Furthermora, according to regulations, all providers must prepare and maintain
contemporaneous records demanstrating their right to receive paymeni under the medical
assislance program. In addilion, the provider must keep, for a period of six years, all racords
necessary to disclose the nature and extent of services fTumished and the medical necassity
therefora, including any prascription or fiscal order for the service or supply, This information s
subject to audit for a period of six years and must be furnished, upon reguest.

18 NYCRR Section 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 idenfified
duplicate Madicald paymenls resulting from billing multiple clinic visits for tha same recipient on
the same day. Our determination |s based on ona or mare of the fallowing regulations:

Raegulations state: "The physical appearance of an outpatient at 2 hospital complex is
recognized as contributing one visit regardless of the number of diagnostic andfor therapeutic
services (he paliant receives or the number of sections (clinics), oparating rooms, laboratories
and treatmant areas in which halshe recelves them. The classification of the wvisit (Le.,
emergency, clinic, etc.) will be determined by the firsl location where service is rendered.”

10 NYCRR 441.330



Regulations further state that payments to hospitals are based on “all-inclusive prospactive
rates for inpatient sendces, emergency senvices, clinlc services and such other senvices for
which a separate rate is deemed appropriate by the commissioner.” 10 NYCCR B86-1.18(a)

The Medicaid Management Information System (MMIS) Manual states: “"Only one thrashold
visit per patient per day Is allowed for reimbursemeant purposes. ., "
MMIS Prowvider Manual for Clinies, Section |

. This determination is effective twenty (20) days from the date of this notica.
. Based upon this determination, repayment of $2,135.51 is required,

. In accordance with 18 NYCRR Part 518 which regulales the collecbon of overpaymenls, your
repayment options are dascribed below. If you decids to repay the overpayment amount of
$2,135.51, one of the following repayment options must be selected within 20 days from the
date of this latter:

OPTION #1: Maka full paymeant by cheack or momay order within 20 days of the dale of the final
audil report. The check should be made payable ta tha Mew York State Depariment of Health
and be sant with the attached Remittance Advice to:

Mew York Siate Depariment of Health
Medicaid Financial Managameant
GNARESP Coming Tower, Room 2739
File #12-6018
Albany, New York 12237

OPTION #2: Enter info a repaymeant agreamaent with the Office of the Medicaid Inspector
General. I your repayment terms exceed 90 days from the date of the final audit report,
recoveries of amounts due are subject to interest charges al the prime rate plus 2%. If the
process of establishing the repayment agreement exceeds 20 days from the date of the final
audit report, the OMIG will impese a 15% withhold after 20 days until the agresment s
established.

Furthermore, the OMIG may require financial information lrom you fo eslablish the lerms of the
repaymeni agreement. If additiona! information is reguested, the OMIG must receive the
information within 30 days of the request or a 50% withhold will be imposed. OMIG accaptance
of the repayment agreemeant is based on your repaying the Medicaid ovarpaymant as agreed.
The OMIG will adjust the rate of recovery, or require payment in full, il your unpaid balance is
nol being repaid as agreed, The OMIG will nolify you no lalar than 5 days afler initialing such
action. If you wish to enter into a repayment agreament, you must forward your written request
within 20 days to the following:

Bureau of Collections Management
MNew York State Office of the Medicaid Inspector Genearal
800 Morth Pear| Strast
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 andfor 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 chocse not to seltle this audit through repaymeant of the ovarpayment amount, you have
the right to challenge these findings by requesting an administrative hearing where the OMIG
would sesk and defand the averpayment amount of $2,135.51. As allowed by slale regulalions,
you must make your request for a hearng, in writing, within sixty (60} days of the dabe of this
report to:

General Counsal
Office of Counsel
New York State Office of the Medicaid Inspector General
800 Norlh Pearl Stresel
Albany, Maw York 12204

Cluestions regarding the request for a hearng should be direcled o Office of Counsel, at

lssues you may ralse shall be limited to thosa issues relating to determinations contained in the
final audit report. Your hearing request may not address issues regarding the methodology
used to detarmine the rate, or any issue that was raised al a proceeding o appeal a rate
determination,

At the hearing you have the right to-

a) be represenied by an attorney or other representative, or to represant yourself,

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

¢} cross examing witnessas of the Department of Health andfor the OMIG.

The OMIG reserves the right to conducl furlher reviews of your participation in the Medicaid
Program, take action where appropriate, and recover monles owed through the indialion of a
civil lawsull or other legal mechanisms including but not limited to the recovery of stale tax
refunds pursuant to Section 208 of the Public Health Law and Section 171 of lhe Slale Tax
Lawy.

7. Any questions perfaining to the Final Audit Report should be directed tc |G-t
or via amail at

Sincerely,

Division of Medicaid Audit, Buffaio
Enclosures Office of tha Medicaid Inspector General
Attachmaent



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

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

Jacobl Medical Center AUDIT NUMBER: _ 12-5018
PROVIDERIDNUMBER: I AMOUNT DUE: $2,135.51
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.
GMNARESP Corning Tower — Room 2739

File #12-5018
Albany, New York 12237-0048

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

800 Morth Pearl Street
Albany, New York 12204

Amount: _§ Signature:

Dated: Title:

Thank you for your cooparation.




BTATE OF NEW YORK
OFFICE OF THE MEDICAID INSPECTOR GEMERAL

584 Delaware Avanys
Buffalo, Mew York 14202

ANDREW M, CLEOMD JAMES C. COX
GOVERNDR MEDICAID INGPECTOR GENERAL

December 3, 2013

Jacobi Medical Center
160 Waler Streal, Room 736
Mew York, New York 10038

Final Audit Report — CHAP
Audit #12-5018
Providar 1D
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1. The Office of the Medicaid Inspector General (OMIG) has determined that your facility has
recalvad overpayments under the Medicaid Program as defined in Section 518.1 of Title 18 of
the Official Compilation of Codes, Rulas and Regulations of the Stale of New Yorx (18 NYCRR
518.1) and detailed in the Draft Audit Report dated January 29, 2013. This Final Audit Report
incorporates consideration of any additional documentation and informalion presenied in
response fo the Drafl Report. The OMIG proposas lo recover such overpayments in
accordance with the Department's regulations (see 18 NYCRR 518.3).

Qur review found that $77.00 was inappropriately billed fo Medicaid for mulliple clinic vigits for
lhe same recipient on the same day. In accordance with 18 NYCRR §518.4, interast may be
collected on any ovarpayments [dentified In this audit and will acerue 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 $7.56.

The enclosed CD contains Claim Detail which identifies the duplicate payments for the review
pariod. For confidentisllty purposes, the CD has bean password protected. Please contact our
office at [ ottain 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 enrofling the provider agrees: (a) lo prepare and to maintain
contemporaneous records demonstrating ite right to recsive payment ... and to keep for a
period of six years from the date the care, services or supplies were fumnished, all records
necessary to disclosa the nature and extent of services fumished and all information regarding
claims for payment submitted by, or on behall of, the provider. .. (e} to submit claims for
payment only for services aciually furnished and which were medically nacessary or othenwise
authorized under the Social Services Law when furnished and which were provided to eligible
persons; (f) to submit claims on officially authorized claim forms in the manner specified by the
departmant In conformance with the standards and procedures for claims submission, . . . (h)
that the information provided in relation to any claim for payment shall be tue, accurate and
complete; and (i} lo 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 conlain: . . , (8) a dated
certification by tha provider that the care, services and supplies [temized have In fact been
furnished; thal the amounts listed are due and owing . . .; that such records as are necessary lo
disclose fully the extant of care, senvices 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 dats of
payment . . .; and that 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 be prosecuted under
applicable Federal and Siate laws for any false claims, statements or documents, or
concaalment of a malsrial fact provided, . . .~ 18 NYCRR Section 540.7(a)

Regulations state: “An overpayment includes any amount not authorized to be paid under the
medical assisiance program, whether paid as the result of inaccurate or improper cost reporting,
improper claiming, unacceptable practices, fraud, abuse or mistaks.”

18 NYCRR Section 518.1{c)

Furthermore, according lo regulaticns, all providers must prepare and maintain
confemporaneous recorms demonsirating their right to recsive payment under the medical
assislance program. In addition, the provider must keep, for a period of six years, all records
necessary lo disclose the nature and extent of services furnished and the medical necessity
therefore, including any prescription or fiscal order for the service or supply. This information is
subject to audil for a peried of six years and must be fumished, upon request.

18 NYCRR Section 517.3(b)

. This determination was made for the following reasons:

The Office of the Medicald Inspector General conducted a raview of clinic services paid by
Medicaid during the period January 1, 2008, through Decamber 31, 2011, This review identified
duplicate Medicaid peyments resulting from billing multiple clinic visits for the same recipient on
tha same day, Our determination is based on one or more of the [ollowing ragulations:

Regulations slale: “The physical appearance of an outpatient at a hospital complex is
recognized as coniibuting cne visit regardless of the number of diagnostic and/or therapsulic
services 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 (l.e.
emergency, clinic, eic.) will be determined by the first location where service |s rendered.”

10 NYCRR 441,330

Reguiations further state that payments lo hospitals are based on "sil-inclusive prospective
rates for inpatient services, emergency services, clinic services and such other sarvices for
which a separate rate is deemed appropriate by the commissloner,” 10 NYCCR 86-1.18(a)
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The Medicaid Managemen! Information System (MMIS) Manual states: "Only one threshold
visit par patient per day is allowable for reimbursemant purposes. . . "
MMIS Provider Manual for Clinics, Section |

This determination is effective twanty (20) days from the date of this notice.
Based upon this determination, repaymeant of $84.56 is requirad,

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 overpaymeant amount of
584,58, one of the following repayment options musl be salacied within 20 days from the data of
this lettar;

OPTION #1: Make full payment by check or money order wilhin 20 days of the dale of the final
audit report. The check should be made payable to the New York Siate Department of Health
and be sant with the attached Remittanca Advice to:

Mew York State Department of Health
Medicaid Financial Managament
GMNARESF Coming Tower, Room 2739
File #12-5018
Albany, New York 12237

OPTION #2: Enter into a repaymant agreament with the Office of the Medicald Inspectar
General. If your repayment terms exceed 90 days from the date of the final audit report,
recoveries of amounts due are subject to interest charges at the prime rate plus 2%. If the
process of establishing the repayment agreememnt exceeds 20 days from the date of the final
audit report, the OMIG will impose a 15% withhold after 20 days untll the agreement is
established.

Furthermara, the OMIG may require financial information from you to establish the terms of the
repayment agreement. |f additional information is requested, the OMIG must receive the
information within 30 days of the request or a 50% withhold will ba imposed. OMIG accaptanca
of the repayment agreament is based on your repaying the Medicald overpaymant as agraed.
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 nolify you no later than & days after initiating such
action. If you wish fo enter into a repayment agreement, you must forward your writien request
within 20 days to tha following:

Bureau of Collections Managemant
Mew York State Office of the Medicaid Inspector General
800 Norih Pearl Straet

Albaiﬂi. Maw 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 egual to 50% of your Medicaid billings
to recover payment and ligquidate the overpayment amount, interast 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.

If you choosa not fo saftie this audit through repayment of the ovarpayment amount, you have
the right to challenge these findings by requesting an administrative hearing whera the OMIG
would seek and defend the overpayment amount of 584.56. As allowed by slate regulalions,
you musl make your request for a hearing, in wriling, within sixty (80) days of the dale of this
report to:

General Counsel
Offlice of Counsel
Mew York State Office of the Madicaid Inspector General
800 Morth Pearl Strest
Albany, New York 12204

Cluaslions regarding the request for a hearing should be directed to 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 nol address issues regarding the methodology
usad to determine the rate, or any issua that was raised at a proceading to appeal a rale
datermination

At the hearing you have the right lo:

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

b) present witnessas and writtan and/or oral evidence o explain why the action taken |5
wrong; and

c) cross examine wilnesses of the Deparlment of Heallh and/or lhe OMIG.,

The OMIG reservas the right to conduct further reviews of your paricipation in the Madicaid
Program, take action whera appropriata, and recover manies owad through tha initiation of a
civil lawsuit or other legal mechanisms including but not limited to the recovery of state fax
refunds pursuant o Seclion 208 of the Public Health Law and Section 1711 of the Slate Tax
Law.

7. Any guestions pertaining to the Final Audit Report should be directed to &
or via email o

Sincersaly,

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 request
__Jacobi Medical Center AUDIT NUMBER: _ 12-5018

provipErR IDNUMEER: | AMOUNT DUE: $84.56
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.

NY'S Department of Health
Medicaid Financial Management, B.A.M.
GNARESP Corning Tower — Room 2739

File #12-5018
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

NY'S Office of the Medicaid Inspector General
B0D North Pearl Street

A.Ihani| Mew York 12204

Amount: _§ Signature:

Dated: Title:

Thank you for your cooperation.




