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The Office of the Medicaid Inspector General (OMIG) has determined thal your facility has received
overpayments under the Medicaid Program as defined in Seclion 318.1 of Title 18 of the Official
Compilation of Codes, Rules and Regulations of the Stale of New York {18 NYCRR 518.1). The
OMIG proposes to recover such overpayments in accordance with the Department of Haalth's
Regulation 18 NYCRR 518.3.

CQur review found that $778.82 was inappropriately billed to Medicaid for multiple clinic visits for lhe
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 currenl rate from the date of the
overpayment. The OMIG has determined that accrued interest for the overpayments identified in this
audit fotlals $105.32. Based on this, the total amount of overpayment, as defined In
18 NYCRR §518.1 is $884.14, inclusive of Interest and now due the New York State Department of
Heaalth.

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

Amount Total
Program Area Disallowed Interest Overpayment
HIV Clinic Services (AIDS) 4 280.72 $ 38.88 $ 318.60
Prenalal Care Assistance Program (PCAP) 258.14 36.04 204 18
Child Health Assurance Program {CHAP) 230996 30.40 270.36

TOTAL AMOUNT DUE & 77882 810532 § 88414



The enclossd 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 reports,
the exhibits have been provided on CD. For confidentiality purposes, the CD has been password
protected. Please contact our office at ||| o cbtain the password.

Should you wish to satlle all the Program Area audits listed above and as outlined in the enclosed
Final Audit Reports, please utiize the Remittance Advice aftached to this cover lefter. Should you
wish to setile one or more, but not all of the Program Area sudits identified, please enclose the
Remittance Advice altached to each individua! Final Audit Report as appropriate.

ar via email af

Questions raiarding the attached Final Audit Reports may be directed to |GG

Sincerel

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

Enclosures
Altechment



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.
North Central Bronx Hospital AUDIT NUMBER: 12-5021

rroviper ID numeer: | AMOUNT DUE:  _ $884.14
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.

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

Flle #12-5021
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 Madicald Inspector General
800 North Pearl Street

Mhi, New York 12204

Amount: _§ Signaturea:

Dated: Tithe:

Thank you for your cooperation.




STATE OF NEW YORK
OFFICE OF THE MEDICAID INSPECTOR GEMERAL
5R4 Dalaamre AVEns
Bufialo, Mew York 14202

ANDREW M, CLIOMD JAMES C, CoX
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December 3, 2013
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160 Waler Slresl, Room 736
Mew York, New York 10038

Final Audil Report — HIV
Audit #12-5021

provider 10 [
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1. The Office of the Medicaid Inspector General (OMIG) has determined that 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
detalled in the Draft Audit Report dated January 29, 2013, This Final Audit Report incorporates
consideration of any additional documenltation 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 that $280.72 was inappropriaiely billed to Medicaid for multiple clinic visits for
the same recipienlt on the same day. In accordance with 18 NYCRR §518.4, interest may be
collected on any overpaymeants identified in this audtt and will accrue at the currant rate from the
date of the overpayment, The OMIG has determined that accrued interest for the overpayments
identified in this audit totals $38.88.

The enclosed CD contains Claim Delall which identifies the duplicate payments for the review
period. For confidentiality purposas, the CD has been password protected. Please contact our
office at ||| obtzin the password.

2, In addition to any specific rules andlor regulations which may be listed below, the following
reguiations perfain to all audits:



Regulations siate: "By enrolling the provider agrees: (a) to prepare and to 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 paymenl submilted by, or on behall of, the provider . .. (&) fo submit claims for
payment only for services actually furnished and which wara medically necessary or othanwvisa
authorized under the Social Services Law when fumished and which were provided to eligibie
persons; (f) to submit claims on officially authorized claim forms in the manner specified by lhe
department in conformance with the standards and procedures for daims submission; . . . (h)
lhat the information provided In relation fo any claim for payment shall be true, accurate and
complete; and (1) to comply with the ndes, 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
cartification by the provider that the care, sendces and supplies itlemized have in fact been
furnishad; that the amounts listed are due and owing . . .; that such records as are necessary to
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 nol less than six years from the date of
payment . . .; and thal 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 prosecuted under
applicable Federal and State laws for any false claims, statements or decuments, or
concealment of a material fact provided. . . .~ 18 NYCRR Section 540.7(s)

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

. 18 NYCRR Section 518.1(c)

Furthermore, according 1o regulations, all providers must prepare and maintain
contemporansous records demonstrating their right to recelve paymenl under the medical
assistance program. |n addition, the provider must keep, for a period of six years, all records
necessary to disclose the nature and extent of services fumished and the medical necessity
therefare, 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 reguest.

18 NYCRR Secfion 517.3(b)

. This determination was made for the following reasons:

The Office of the Medicaid Inspector Ganeral conducted a review of clinic services paid by
Medicald during the period January 1, 2008, through December 31, 2011. This review identified
duplicate Medicaid payments resulting from billing multiple clinic vislts for the same reciplent on
the same day. Our determination is based on cne or more of the following regulations:

Regulations state; “The physical appearance of an outpatient at a hospital complex is
recognized as contributing one visit regardiess of the number of diagnostic andfor therapeutic
services the patienl receives ar the number of sections (clinics), operating rooms, laboratorias
and treatment areas in which hefshe receives them. The classification of the wvisit (Le.,
emargency, clinic, etc.) will be determined by the first location where service is rendered.”

10 NYCRR 441,339



Regulations further state that paymenis to hospitals are based on “ali-inclusive prospective
rates for inpallent services, emergancy services, clinic services and such other services for
which a separale rate Is deemed appropriate by the commissionar.” 10 NYCCR 86-1.18(a)

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

This determination is effective twenty (20) days from the date of this notice.
. Based upon this determination, repaymant of $318.60 is required

. In accordance with 18 NYCRR Part 518 which regulaies the collection of overpayments, your
repayment options are described below. If you decide fo repay the overpayment amount of

$310.60, one of the following repaymaent oplions musl 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 Slate Department of Haalth
and be senl with the allachad Remittance Advice fo:

Mew York State Depariment of Health
Medicaid Financial Management
GNARESP Coming Tower, Room 2739
Fila #12-5021
Albany, New York 12237

OPTION #2: Enter inlo & repayment agreemeant with the Office of the Madicaid Inspector
Ganeral, i 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 estabiishing the repayment agreement exceeds 20 days from the date of the final
audit reporl, the OMIG will impose a 15% withhold after 20 days until the agreement is
established.

Furthermare, the OMIG may require financial information from you lo establish the terms of the
repayment agreement, I additional information is requested, the OMIG must receive the
information within 30 days of the request or a 50% withhold will be imposed. OMIG acceptance
of the repayment agreement is based on your repaying the Medicaid overpayment as agreed.
The OMIG will adjust the rate of recovery, or require payment in full, if your unpaid balance is
not being repaid as agreed. The OMIG will nolify you no laler than 5 days afler inilialing such
action. If you wish to enter into a repayment agreement, you must forward your writlen request
within 20 days to the following:

Bureau of Collections Management
MNew York State Office of the Medicaid Inspector General
800 Morth Pearl Strest

nﬁnlbﬂnil Mew York 12204



If within 20 days, you fail to make full payment or contact the OMIG to make repayment
arrangemants, the OMIG will establish a withhold equal to 50% of your Medicaid billings
te 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
tha amount owed.

If you choose nol to setfie this audit through repayment of the overpayment amount, you have
the right o challenge these findings by requesting an administrativa hearing wherae tha OMIG
would seek and defend the overpayment amount of $310.60. As allowed by state regulations,
you must make yeour request for a hearing, in writing, within sixty (60) days of the date of this
report 1o:

General Counsel

Office of Counsel

New York State Office of the Medicald Inspector General
B0O North Pearl Street
Albany, New York 12204

Quaslions rﬁardlng the request for a hearing should be directed to Office of Counsel, at

Issues you may raise shall be limited to those issues relaling o determinations contained In the
final audit report. Your hearing request may not address (ssues regarding the methodology
used to defermine tha rate, or any issue that was raised at a proceeding to appeal a rate
determination.

Al the hearing you have the rnight lo:

a) be represanted by an attorney or other representative, or to reprasent yourself,

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

c) cross examine wilnesses of the Department of Health andfor the OMIG.

Tha OMIG reserves the right to conduct further reviews of your participation in the Medicaid
Program, take acbon where appropriate, and recover monies owed through the inibation of a
civil lawsuit or other legal mechanisms including but not limited fo the recovery of state tax
refunds pursuanl to Seclion 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 |G
Sincarely,
Division of Medicaid Audit, Buffalo
Office of the Meadicaid Inspacior Ganaral
Enclosures

Attachmant



NEW YORK STATE

OFFICE OF THE MEDICAID INSPECTOR GENERAL
REMITTANCE ADVICE FORM

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

North Central Bronx Hospital AUDIT NUMBER: _ 12-5021

rroviDERIDNUMBER: |G AMOUNT DUE: $319.60
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 2739

Fila #12-5021
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
B0O North Pearl Street
Albany, New York 12204

Amount: _§ Signature:

Dated: Title:

Thank you for your cooparation.




STATE OF NEW YORK
QFFICE OF THE MEDICAID INSPECTOR GENERAL
G4 Delawars AvanLe
Buffalo, Mew York 14202

AHDREW M. CLOSD JAMEE C, CON
GOVERNOR MEDICARD INEPECTOR GEMERAL

Decamber 3, 2013

Morth Central Bronx Hospital
160 Water Street, Room 736
New York, New York 10038

Final Audit Report — PCAP
Audit #12-5021
Provider 1D

Dear

1. The Office of the Medicaid Inspecior General (OMIG) has determined that your facility has
raceived 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 State of New York (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 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 that $258.14 was inappropriately billed to Medicaid for multiple clinic visits for
the same recipient on fhe same day. In accordance with 18 NYCRR §518.4, inlerest 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 totals $36.04.

The enclosed CD contains Claim Detail which identifies the duplicate payments lor the review
period. For confidentiality purposes, the CD has been password prolected. Please contacl our

office at [ cttain the password.

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



Regulations state: “By enrolling the provider agrees: (a) 1o prepare and to maintain
contemporaneous records demonstrating its right 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 fumished 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 fumnished and which were medically necessary or otherwisa
authorized under the Socal Services Law when furnished and which were provided fo aligible
persons; (f} to submit claims on officially authorized claim forms in the manner spaciflad by tha
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
complete; 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 that the care, services and supplies itemized have in lact been
furnished; that the amounts listed are due and owing . . .; that such records as are necassary lo
disclose fully the extent of care, services and supplies provided fo individuals under the New
York State Madicald pregram will ba kept for a period of not less than six years from the data of
payment . , .; 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 proseculed under
applicable Federal and Slate laws for any false claims, statements or documents, or
concealmeant of a material fact provided, . . " 18 NYCRR Section 540.7(a)

Regulations state; “An overpaymenl includes any amounl not authorized fo be paid under the
medical assistance program, whether paid as the resull of inaccurate or improper cost reporting,
improper claiming, unacceptable practices, fraud, abuse or mistake.”

18 NYCRR Section 518.1(c)

Furthermore, according lo regulations, all providers must prepare and maintain
confemporaneous records demonsirating their rght to receive paymenl under the medical
assislanca program. In addition, the provider must keep, for a period of six yaars, all records
necessary to disclose the nature and extent of services furished and the medical necessity
therefore, induding any prescription or fiscal order for the service or supply. This information is
subject to audit for a peried of six years and must be furnished, upon request.

18 NYCRR Saeclion 517.3(h)

. This determination was made for the following reasons:

The QOffice of the Medicaid Inspector General conducted & review of clinic services paid by
Medicaid during the period January 1, 2008, throvgh Dacember 31, 2011. This review identified
duplicate Medicald 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 state: “The physical appearance of an outpatient at a hospital complex is
recognized as contributing one visit regardless of the number of diagnostic and/or therapeutic
services the patient recelves or the number of sections (clinics), operating rooms, laboratories
and treatment areas in which hefshe receives them. The classification of the wvisil (i.e.,
emergency, clinic, etc.) will be determined by the first localion where service is rendered.”

10 NYCRR 441.339

Regulations further state 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 clinic
services sel forth in subdivisionic) of this saction.” 10 NYCRR 86-4.36(a)



Regulations further state that payments to hospitals are based on "all-inclusive prospective
rates for inpatien! services, emergency Services, clinic services and such other sarvicas for
which a separate rate is desmed sppropriate by the commissioner.” 10 NYCCR 86-1.18(a)

The MMIS Manual states: "Only one threshold wisit per patient per day is allowable for
reimbursement purposes. . . ." MMIS Providar Manua! for Clinice, Section |

. This determination s effective twenly (20) days from the date of this notice.
. Based upon this determination, repayment of $294.18 is required.

. In accordance with 18 NYCRR Part 518 which regulates the collaction of overpayments, your
repayment oplicns are described below. If you decide to repay the overpayment amount of
$204.18, one of the following repayment oplions must be selected within 20 days from the date
of this letter:

OPTION #1: Maka full payment by check or maney order within 20 days of the data of the final
audit report. The chack should be made payable to the New York State Depariment of Health
and be sent with the altached Remittance Advice 1o

Mew York State Dapartment of Health
Medicaid Financial Management
GMNARESP Coming Tower, Rodm 2739
File #12-5021
Albary, New York 12237

CPTION #2: Enter info a repayment agreement with the Office of the Medicaid Inspector
Ganeral, I your repayment lerms exceed 90 days from the date of the final audit report,
recoveries of amounts due are subject o Interest charges at the prime rate plus 2%. If the
procass of astablishing the repayment agreement exceads 20 days from the date of the final
audit report, the OMIG will impose a 15% withhold after 20 days until the agreament is
gstablizshed.

Furthermaora, the OMIG may reguire financial information from you to establish the terms of the
rapayment agreement, i additional Information is requested, the OMIG must receive the
information within 30 days of the request or a B0% withhold will be imposed. OMIG acceplance
of the repayment agreement is based on your repaying lhe Medicaid overpayment as agreed.
The OMIG will adjust the rate of recovery, or require paymant 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 intc a repayment agreement, you must forward your written request
within 20 days to the following:

Bureau of Coliections Managameant
New York State Office of the Medicaid Inspector General
B00 North Pear Street

Alba nl‘ Mew York 12204



If within 20 days, you fail to make full payment or contact the OMIG to make repayment
arrangements, the OMIG will establish a withhold equal to 50% of your Medicaild 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 favoer 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, you have
the right to challenge these findings by requesting an administrative hearing where the OMIG
would seek and dafend the overpayment amount of $284.18. As allowed by siate regulations,
you must make your reguasl for a hearing, in writing, within sixty (60) days of the date of this
report io:

General Counsel

Office of Counsel

New York State Office of the Medicaid Inspector General
800 North Pearl Streat
Albany, New Yark 12204

Questions ﬁarding the request for a hearing should be directed lo Cffice of Counsal, at

Issues you may raise shall be limited fo 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 al a proceeding to appeal a rate
determination.

Af the hearing you have the right to:

a) be represenled by an attorney or other representative, or to reprasent yourself;

b) present witnesses and written andfor 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 1o conduct further reviews of your participation in the Medicaid
Program, leke action where appropriate, and recover monies owed through the initiation of a
civil lawsuit or other legal mechanisms ncluding 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 Slate Tax

Law.
7. Any guestions pertaining to the Final Audit Report should be directed to [N =t

Sincaraly,

Division of Medicaid Audit, Buffalo

F Office of the Medicaid Inspector General
nclosures

Attachment



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

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

North Central Bronx Hospital AUDIT NUMBER: 12-5021
proviper 1D NuMeer: [ AMOUNT DUE: $294.18

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 balow.

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

File #12-5021
Albany, New York 12237-0048

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

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

Aihani. Mew York 12204

Amount: _3§ Signature:
Dated: Title:

Thank you for your cooparation.




STATE OF HEW YORK
OFFICE OF THE MEDICAID INSPECTOR GENERAL
H84 Dalaware Avenue
Buffala, Maw York 14202

ANUREW W, CLCRMD JAMES G, COY
GOVERMOR MEDICAED MNESPECTOR GENERAL

December 3, 2013

Morth Central Brone Hospital
160 Water Streat, Room 736
Mew York, New York 10038

Final Audit Repart — CHAP
Audit 3#12-5021
Provider 1D

oo 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 detalled in the Drafi Audit Report dated January 29, 2013. This Final Audit Report
incorporates consideration of any additional documeantation and information presented in
rasponse to the Draft Report. The OMIG proposes to recover such overpayments in
accordance with the Depariment's regulations (see 18 NYCRR 518.3).

Our review found that $239.96 was inappropriately billed to Medicaid for multiple clinic visits for
the same recipient on the same day. In accordance with 18 NYCRR 5518.4, interast may ba
collected on any overpayments identified in this audit and will accrue at the current rate from the
date of the overpayment. The OMIG has determinad thal accrued interest for the overpayments
identified in this audit totals $30.40.

The enclosed CD contains Claim Detail which identifies the duplicate paymants for the review
period. For confidentiality purposes, the CD has been password protecled. Please contact our
office at _ lo obtain the password.

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



Regulations state: "By enrolling the provider agrees: (a) to prepare and to mainiain
contemporaneous records demonstraling its right o receive payment. ., and (0 keep for a
period of six years from the date the cars, services or supplies were fumished, all records
necessary to disclose the nature and extent of services fumished and all Information regarding
claims for payment submitted by, or on behalf of, the provider. .. (e) to submit daims for
payment only for services actually fumished and which were medically necassary or otherwise
authorized under the Social Services Law when furnished and which wera provided to eligible
persons; (1) o submit claims on officially authorized clalm 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
complete; 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, senvices and suppfies shall contain: . . . (8) a dated
certification by the provider that the care, services and suppkes ilemized have in facl been
furnished; that the amounts listed are dus and owing . . .; thal such records a5 are necassary to
disclose fully the extent of care, services and supplies provided to individuals under the New
York State Medicalkd program will be kept for a period of not less than six years from the date of
payment . , .; and that the provider undersiands thal payment and salisfaction of this claim will
be from Federal, State and local public funds and thal he or sha may be prosecuted under
applicable Federal and State laws for any falsa claims, statements or documents, or
concealment of a material fact provided. ., ° 18 NYCRR Section 540.7(a)

Regulations stale; "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,
imprapar claiming, unaccaptable practicas, fraud, abuse or mistaks.”

18 NYCRR Section 518.1(c)

Furthermore, according to regulafions, all providers must prepare and maintain
contemporaneous records demonstrating their right fo receive payment under the medical
assistance program. In addition, the provider must keep, for a perod 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 information is
subject to audit for a period of six years and must be furnished, upon request.

18 NYCRR Section 577_3(b)

. This determination was made for the following reasons:

Tha Office of the Medicaid Inspector General conductad a review of clinic services paid by
Medicaid during the pariod January 1, 2008, through Decembar 31, 2011, This review identifiad
duplicate Medicaid payments resulting from billing multiple clinic visits for the same recipient on
the same day. Qur determination is based on one or more of the following reguiations:

Regulations state: "The physical appearance of an oulpatient at a hospital complex is
recognized as contributing one visit regardless of the number of diagnostic andfor therapeutic
sarvices the patient recelves or the number of sections (clinics), operating rcoms, laboratories
and treatment areas in which he/she receives them. The classification of the wisit (l.e.,
emergency, clinic, ete.) will be determined by the first location where service is rendered.”

10 NYCRR 441,338

Regulations further state that payments to hospitals are based on “alldinclusive prospective
rates for inpatient services, emergency services, clinic services and such other sarvices for
which a separale rale is desmed appropriate by the commizssioner.” 10 NYCCR 86-1.18(a)



The Medicaid Management Information System (MMIS) Manual states: "Only one threshold
visit per patient per day is allowable for reimbursemenl purposes. . . ."
MMIS Provdder Manual for Clinkes, Section |

. This determination s effactive twenty (20) days from the date of this nofice.
. Based upon this determination, repayment of $270.36 is required.

. In accordance 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
$270.36, one of the following repayment cplions 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 Depariment of Health
and be sert with the attached Remittance Adwice to:

MNew York State Department of Health
Medicaid Financial Management
GNARESP Coming Tower, Room 2739
File #12-5021
Albany, New York 12237

OPTION #2: Enler inlo a repayment agreemenl with the Office of the Medicaid Inspeactor
General. If your repayment terms excaed 90 days from the date of the final audit repor,
recoveries of amounts due are subject to interest charges at the prime rate plus 2%. If the
procass of establishing the repayment agreement exceeds 20 days from the date of the final
audit repord, the OMIG will impose a 15% withhold after 20 days uniil the agreement is
established.

Furthermore, the OMIG may require financial information from you to establish the terms of the
repayment 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 agreement is based on your repaying the Medicaid ovarpayment ag agread,
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 afler initiating such
action. If you wish to enter into a repayment agreement, you must forward your writlen requesl
within 20 days to the following:

Buraau of Collactions Managamant
Mew York State Office of the Medicaid Inspector General
800 Morth 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 Medicald billings
to recover payment and liquidate the overpayment amount, Interest andlor penalty, not
barring any other remedy allowed by law. The OMIG will provide notice to you no later
than 5 days after the withholding of any funds. In addition, if you receive an adjustment
in your favor while you owe funds to the State, such adjustment will be applied against
the amount owed.




If you choose not to settle this audit through repayment of the overpayment amount, you have
the right lo challenge these findings by requesting an administrative hearing whera thae OMIG
would seek and defend the overpaymant amount of $270.36. As allowed by state regulations,
you must make your request for a hearing, i writing, within sixty (60) days of the date of this
report to:

General Counsel

Offica of Counsal

New York State Office of the Medicald Inspector General
800 North Pearl Sireet
Albany, New York 12204

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

Issues you may raise shall be limited lo those issues relaling o delerminations contained in the
final audit report. Your hearing request may not address issues regarding the meathodalogy
usad to defermine the rate, or any issue that was raised at a proceeding to appeal a rate
determinatian.

Al the hearing you have the right to:

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 laken is
wrong; and

c) cross examine wilnesses of the Department of Health and/or the OMIG.

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

7. Any guestions pertaining to the Final Audit rt should be directed to |Gz =t
or via email al

Sincaraly,

Division of Medicaid Audit, Buffalo
Office of the Medicaid Inspector Ganaral

Enclosuras
Attechment



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.

North Central Bronx Hospital AUDIT NUMBER: _ 12-5021

proviDER ID NUMEER: [N AMOUNT DUE:  _$270.36
PROVIDER TYPE: _FProvider - Duplicate Clinic Match - CHAP _

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
Medicaid Financial Managemeant, B.A.M.
GMNARESP Corning Tower — Room 2739

File #12-5021
Albany, New York 12237-0048

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

NY S Office of the Medicaid Inspector General
800 North Pearl Streat

Alba n'. New York 12204

Amount: _§ Signature:

Dated: Tithe:

Thank you for your cooperation.




