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The Common Sense Initiative is established in R.C. 107.61 to eliminate excessive and 
duplicative rules and regulations that stand in the way of job creation.  Under the Common 
Sense Initiative, agencies must balance the critical objectives of regulations that have an 
adverse impact on business with the costs of compliance by the regulated parties. Agencies 
should promote transparency, responsiveness, predictability, and flexibility while developing 
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regulations that are fair and easy to follow. Agencies should prioritize compliance over 
punishment, and to that end, should utilize plain language in the development of regulations.  

 

Reason for Submission 

1. R.C. 106.03 and 106.031 require agencies, when reviewing a rule, to determine whether 
the rule has an adverse impact on businesses as defined by R.C. 107.52.  If the agency 
determines that it does, it must complete a business impact analysis and submit the rule 
for CSI review.   
 
Which adverse impact(s) to businesses has the agency determined the rule(s) create?  
 
The rule(s): 

a. ☐     Requires a license, permit, or any other prior authorization to engage in or 

operate a line of business. 

b. ☒     Imposes a criminal penalty, a civil penalty, or another sanction, or creates a 

cause of action for failure to comply with its terms.   

c. ☒     Requires specific expenditures or the report of information as a condition of 

compliance.  

d. ☒     Is likely to directly reduce the revenue or increase the expenses of the lines of 

business to which it will apply or applies. 

Regulatory Intent 
 

2. Please briefly describe the draft regulation in plain language.   
Please include the key provisions of the regulation as well as any proposed amendments. 

Rule 5160-1-27 (rescind), entitled, “Review of provider records”, was reviewed as part of the 
five-year rule review process and is being proposed for rescission and to be replaced with a 
rule of the same name and number. The rule provides definitional information for terms 
related to audit and review, describes the Ohio Department of Medicaid’s (ODM) policy for 
review of provider records, details record maintenance requirements for providers, and 
describes requirements for submitting records to the department and others for examination.   

 

Rule 5160-1-27.1 (rescind), entitled, “Hold and review process”, was reviewed as part of the 
five-year rule review process and is being proposed for recission with the existing content to 
be incorporated into the new rule 5160-1-27. The rule describes ODM’s hold and review 
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process, provider requirements in the process, and the circumstances under which the 
department may or may not send prior notification to the provider. The rule describes the 
information contained in the notice from the department, how claims should be submitted 
during a hold and review period, and the timing for the department to provide a 
determination on claims.  

 

Rule 5160-1-27 (new), entitled, “Review of provider records”, is being proposed for adoption 
and combines the content of the proposed rescinded rules 5160-1-27 and 5160-1-27.1. The 
rule continues to describe ODM’s policy for review of provider records and ODM’s hold and 
review process. A new provision was added that may allow providers with de minimis errors 
to continue to receive payment but imposes corrective action. The requirement that allowed 
requested documentation to be submitted in paper format was revised to allow alternative 
formats if requested by the department. A provision was added to delineate the audit and 
review overpayment recovery process from the general overpayment recovery process 
described in rule 5160-1-19. Lastly, the combined rule language was reworded and 
reorganized for clarity.  

 

Rule 5160-1-27.2 (amend), entitled, “Medicaid hold and review process for Medicaid claims 
paid through state agencies other than the Ohio Department of Medicaid”, was reviewed as 
part of the five-year rule review process and is being proposed for amendment. The rule 
describes the hold and review process for Medicaid claims paid through state agencies other 
than ODM. The rule is being amended to update rule references, correct grammatical errors 
and reword language to improve clarity.  

 

3. Please list the Ohio statute(s) that authorize the agency, board or commission to adopt 
the rule(s) and the statute(s) that amplify that authority.  

ORC 5164.02, 5166.02, and 5162.10 authorize the adoption of the rules and amplify the 
authority. In addition, ORC 5162.35 amplifies the adoption of OAC 5160-1-27.2. 

 

4. Does the regulation implement a federal requirement?   Is the proposed regulation 
being adopted or amended to enable the state to obtain or maintain approval to 
administer and enforce a federal law or to participate in a federal program?  
If yes, please briefly explain the source and substance of the federal requirement. 

Yes, the rules 5160-1-27 and 5160-1-27.2 both implement 42 CFR 431.107 (b)(1) and (b)(2) 
which requires providers to keep records to disclose the extent of services provided and 
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provide them upon request of the department, MFCU, or the Secretary of HHS. The 
provisions within the federal regulations are requirements with which the State must comply 
in order to receive federal financial participation (FFP) for the Medicaid program. 

 

5. If the regulation includes provisions not specifically required by the federal 
government, please explain the rationale for exceeding the federal requirement. 

Rule 5160-1-27 exceeds federal requirements around provider record requirements by 
requiring the report of information to additional state and federal oversight agencies. This 
supports the ability for these entities to identify and recover fraud, waste and abuse. The 
department requires that both records and a staff member’s time be provided at no additional 
cost to the department. The assistance provided by the staff helps speed up the process of the 
audit or review. ODM considers the costs associated with these requirements to be part of the 
payment providers receive when doing business with the department.  

Rules 5160-1-27.1 and 5160-1-27.2 are not related to a federal requirement.  

6. What is the public purpose for this regulation (i.e., why does the Agency feel that there 
needs to be any regulation in this area at all)? 

All three rules help improve program integrity. Where fraud, waste, or abuse are suspected or 
apparent, ODM takes action to gain compliance and recoup inappropriate payments through 
audits and reviews. Where fraud is suspected, ODM refers the case to the Attorney General’s 
Medicaid Fraud Control Unit for further investigation and criminal prosecution. 

 

7. How will the Agency measure the success of this regulation in terms of outputs and/or 
outcomes? 

ODM will measure the success of these regulations by tracking the number of audits and 
reviews completed on an annual basis, and the amount of overpayments collected as a result. 
Evaluating results against previous years will help ODM measure the success of these 
regulations over time. ODM compiles and releases to the public a Medicaid Program 
Integrity report which outlines the department’s efforts around fraud, waste, and abuse and 
actions taken as a result of audits and reviews. These reports can be located on our main 
website, http://medicaid.ohio.gov.  

 

8. Are any of the proposed rules contained in this rule package being submitted pursuant 
to R.C. 101.352, 101.353, 106.032, 121.93, or 121.931?   
If yes, please specify the rule number(s), the specific R.C. section requiring this 
submission, and a detailed explanation. 
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The proposed rules are not being submitted pursuant to the listed ORC sections. 
 
 

Development of the Regulation 

9. Please list the stakeholders included by the Agency in the development or initial review 
of the draft regulation.   
If applicable, please include the date and medium by which the stakeholders were initially 
contacted. 

Drafts of these amended rules were posted for all stakeholders to review for seven calendar 
days on the ODM rules webpage and notification was sent to the ODM stakeholder list to 
seek public comment.   
 

10. What input was provided by the stakeholders, and how did that input affect the draft 
regulation being proposed by the Agency? 

No comment was received from the stakeholders. 
 

11. What scientific data was used to develop the rule or the measurable outcomes of the 
rule?  How does this data support the regulation being proposed? 

Scientific data is not applicable to the development of the proposed rules.  

 

12. What alternative regulations (or specific provisions within the regulation) did the 
Agency consider, and why did it determine that these alternatives were not 
appropriate?  If none, why didn’t the Agency consider regulatory alternatives? 
Alternative regulations may include performance-based regulations, which define the 
required outcome, but do not dictate the process the regulated stakeholders must use to 
comply. 

No other alternative regulations were considered. ODM considers Administrative Code rules 
to be the most appropriate type of regulation for the provisions contained in these rules for 
purposes of enforceability.  

 

It would be difficult for the department to consider performance-based regulations because 
Medicaid providers subject to this rule are unique in their characteristics and circumstances.  
ODM does not feel this information can be easily quantified to produce a fair and meaningful 
analysis.  
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13. What measures did the Agency take to ensure that this regulation does not duplicate an 
existing Ohio regulation?   

The rules were reviewed by ODM policy, legislative, and legal staff to ensure no duplication 
with existing Ohio regulation. 

 

14. Please describe the Agency’s plan for implementation of the regulation, including any 
measures to ensure that the regulation is applied consistently and predictably for the 
regulated community. 

Once the rules are final filed, a transmittal letter will be generated and posted to the ODM 
website for all current Ohio Medicaid providers explaining the changes to the rules and the 
rationale for the changes. These changes will be further disseminated to our providers 
through a targeted email from our Communications department. Also, these record retention 
and disclosure requirements are explicitly stated in the provider agreement that all Ohio 
Medicaid providers sign at initial enrollment and revalidation. 

 

Adverse Impact to Business 

15. Provide a summary of the estimated cost of compliance with the rule.  Specifically, 
please do the following: 
a.   Identify the scope of the impacted business community; and 

All active Medicaid providers are subject to these rules. 
 

b. Quantify and identify the nature of all adverse impact (e.g., fees, fines, employer 
time for compliance, etc.).  
The adverse impact can be quantified in terms of dollars, hours to comply, or other 
factors; and may be estimated for the entire regulated population or for a 
representative business. Please include the source for your information/estimated 
impact. 
 
The nature of the adverse impacts is the same for the rescinded, amended and new rules. 
All providers will need to allocate staff time to submit any requested records. Also, 
failure to provide the records or the detection of fraud, waste or abuse could result in 
recoupment of inappropriate payments, payment being withheld, or corrective action. 
Audits and reviews could result in the discovery of an overpayment that would need to be 
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refunded. The staff time and potential penalties could increase expenses or reduce the 
providers’ revenues.   

 

Rule 5160-1-27 (Rescind) 

The adverse impact from this rule will vary amongst Medicaid providers. The volume of 
records and the financial penalties for failure to provide the records or upon the detection 
of fraud, waste or abuse will vary greatly between providers. The wide variance in factors 
makes the department unable to accurately quantify the impact of these regulations. The 
costs would consist of staff time to furnish and maintain the records along with the 
potential financial penalties of recoupment or withholding of claim payments all which 
could result in increased expenses and reduction in providers’ revenue. 

 

Rule 5160-1-27.1 (Rescind) 

The adverse impact of this rule is difficult to quantify. The providers vary in the volume 
of Medicaid business and in the number of claims subject to hold and review. The 
volume of business and the number of claims subject to hold and review will drive the 
quantity of records and the time it takes to gather and submit them. Each provider also 
has different methods of storing records. For example, some may use electronic record 
storage while others may store records at each individual location.  

 

Rule 5160-1-27 (New) 

 The new rule has the same adverse impacts as both rescinded rules 5160-1-27 and 5160-
1-27.1. The difference in the adverse impact is the addition of the new minor violation 
which could reduce the financial impact on providers. In the instance of qualifying minor 
violations, the provider may now receive a corrective action plan instead of a monetary 
penalty. This will result in savings to many providers compared to the previous 
regulation. Also, the expansion of alternate formats could reduce the burden on providers 
by allowing transfer of records using electronic mediums instead of physical paper. The 
new provision providing the process to recover overpayments discovered as the result of 
an audit and review adds the cost of the overpayment and potentially interest, and if a 
provider is invoiced for an overpayment, whatever staff time may be necessary to remit 
those funds. Given the variance previously described with providers, the costs of these 
impacts cannot be calculated, but the department expects that these changes will result in 
a reduction in cost compared to the previous rules. 
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Rule 5160-1-27.2 (Amend) 

The adverse impact of this rule for providers is that their claims payments may be held or 
denied. The exact cost is not able to be calculated as a result of the wide variance in the 
number of and amount of claims that may be held or denied. The cost to providers would 
consist of the total amount of payment for claims that would be held or denied as a result 
of the review process. 

 

16. Are there any proposed changes to the rules that will reduce a regulatory burden 
imposed on the business community? Please identify. (Reductions in regulatory burden 
may include streamlining reporting processes, simplifying rules to improve readability, 
eliminating requirements, reducing compliance time or fees, or other related factors).  

The proposed change of a new minor violation could reduce the financial impact on 
providers. In the instance of qualifying minor violations, the provider may now receive a 
corrective action plan instead of a monetary penalty. This will result in savings to many 
providers compared to the previous regulation. The expansion of alternate formats could 
reduce the burden on providers by allowing transfer of records using electronic mediums 
instead of physical paper. Lastly, the combination of rule 5160-1-27 and 5160-1-27.1 
increased readability by locating the general requirements of the review of provider records 
with the actual process used when the review is conducted.   

 

17. Why did the Agency determine that the regulatory intent justifies the adverse impact to 
the regulated business community? 

Audit and review tools used to prevent fraud, waste, and abuse protect public monies and 
help ensure and boost public confidence in the Medicaid program. So, while tools used to 
prevent fraud in the Medicaid program may be an inconvenience to the individual provider or 
provider organization, they are important to maintaining the integrity of the program as a 
whole. 

Regulatory Flexibility 

18. Does the regulation provide any exemptions or alternative means of compliance for 
small businesses?  Please explain. 

No, because the presence of fraud, waste, and abuse is not associated with the size of a 
business. There is no rational basis to treat businesses differently under these rules. 
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19. How will the agency apply Ohio Revised Code section 119.14 (waiver of fines and 
penalties for paperwork violations and first-time offenders) into implementation of the 
regulation? 

Rule 5160-1-27 (rescind) did not provide any means to waive any fines or penalties since any 
errors in claim payment were deemed fraud, waste, and abuse. ODM was not capable of 
waiving any sanctions or improper payments for these violations. 

 

Rule 5160-1-27 (new) allows for corrective action in place of financial sanctions for offenses 
that are not fraud, waste, and abuse and do not negatively impact the health and safety of 
Medicaid recipients. 

 

Rule 5160-1-27.1 (rescind) and 5160-1-27.2 (amend) do not impose a fine or penalty for 
first-time paperwork violations.  

 

20. What resources are available to assist small businesses with compliance of the 
regulation? 

The Provider Hotline, (800) 686-1516, can serve as a resource to render technical assistance 
to providers. Additionally, providers placed under hold and review are provided with a 
designated contact at ODM for any questions concerning the review. 



 
TO BE RESCINDED

5160-1-27 Review of provider records.

(A) As specified in Chapter 5160-1 of the Administrative Code, all medicaid providers
are required to keep such records as are necessary to establish that conditions of
payment for medicaid covered services have been met, and to fully disclose the
basis for the type, frequency, extent, duration, and delivery setting of services
provided to medicaid recipients, and to document significant business transactions.
Medicaid providers are required to provide such records and documentation to the
Ohio department of medicaid (ODM) or its designee, the secretary of the federal
department of health and human services, or the state medicaid fraud control unit
upon request.

(B) For purposes of this rule, the following definitions apply:

(1) "Audit" means a postpayment examination, made in consideration of
generally accepted auditing standards, of a medicaid provider's records and
documentation to determine program compliance, the extent and validity of
services paid for under the medicaid program and to identify any inappropriate
payments. The department shall have the authority to use statistical methods
to conduct audits and to determine the amount of overpayment. An audit may
result in a final adjudication order by the department.

(2) "Hold and Review" means a process of prepayment review of a medicaid
provider's claims, including client records, medical records, or other
supporting documentation, for determination of appropriate claims payment or
reimbursement.

(a) Hold and review administered by ODM will be done in accordance with
rule 5160-1-27.1 of the Administrative Code.

(b) Hold and review administered by state agencies other than ODM will be
done in accordance with rule 5160-1-27.2 of the Administrative Code.

(3) "Review" means a post-payment examination of a medicaid provider's paid claims
to determine program compliance, validity of payments and identification of
recovery of overpayments under the medicaid program. Review also means
special projects or analysis to determine quality of care, compliance with
accepted standards of care, and general program compliance. A review may
result in an educational letter, a request for a corrective action plan subject to
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department approval, and/or recovery of inappropriate paid claims due to non-
program compliance.

(4) "Notice of operational deficiency" means a written notice issued by the
department that identifies provider conduct, treatment or practices that are
determined by the department not to be in the best interests of the consumer or
the medicaid program and/or are noncompliant with the regulations governing
the medicaid program and that must be corrected. The notice states the nature
of the deficiency, the time period that the provider has to correct the deficiency
and the person within the department the provider is to contact to verify that
the deficiency has been corrected.

(C) Records, documentation and information must be available regarding any services for
which payment has been or will be claimed to determine that payment has been
or will be made in accordance with applicable federal and state requirements. For
the purposes of this rule, an invoice constitutes a business transaction but does not
constitute a record which is documentation of a medical service.

(D) Various methods of audit and review will be utilized in all cases of suspected fraud,
waste and abuse, in accordance with rule 5160-1-29 of the Administrative Code.
If fraud, waste and abuse are apparent, the department will take action to gain
compliance and recoup inappropriate payments.

(E) The provider must maintain all records as stipulated in this rule and rule 5160-1-17.2
or Chapter 5160-3 of the Administrative Code, as applicable.

(F) All records, documentation and/or information requested in accordance with paragraph
(B) of this rule shall be submitted to the department or its designee, in an appropriate
manner as determined by the department. Records subject to audit and review must
be produced at no cost to the department.

(1) Records subject to audit and review must be made available for examination in
the time period described in rule 5160-1-17.2 of the Administrative Code, or
as determined by the department or its designee. Failure to supply requested
records, documentation and/or information as indicated in this rule will result
in no payment for outstanding services.

(2) In all situations, the department has the authority to conduct an on-site visit
with the provider at the provider's location for the examination or collection of
records, and/or for compliance verification. Upon such occasions, as deemed
necessary by the department or its designee, a member of the provider's staff
is to be assigned to assist in collecting the information. Upon request from
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the department, the provider will photocopy or make the applicable records
available for photocopying.

(3) Services billed to and reimbursed by the department, which are not validated in
the recipients' records, are subject to recoupment through the audit and review
process described in this rule.
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Effective:

Five Year Review (FYR) Dates:

Certification

Date

Promulgated Under: 119.03
Statutory Authority: 5164.02, 5166.02, 5162.10
Rule Amplifies: 5164.02, 5166.02, 5162.10
Prior Effective Dates: 04/07/1977, 07/01/1980, 10/01/1984, 10/01/1987,

07/01/1990, 08/01/1996, 05/30/2002, 09/01/2007,
09/03/2015



 
TO BE RESCINDED

5160-1-27.1 Hold and review process.

(A) "Hold and Review" is defined in accordance with rule 5160-1-27 of the Administrative
Code.

(1) Hold and review without prior notification.

(a) The Ohio department of medicaid (ODM) may place a medicaid provider's
claim(s) payment on hold and review, in whole or in part, without first
notifying the provider for the following reasons:

(i) In response to allegations of fraud or other willful misrepresentation
of claims submission; or

(ii) When a provider has been indicted for a criminal offense.

(b) ODM shall notify the provider in writing within ten business days that the
provider's claims have been, and will continue to be, subject to hold and
review.

(2) Hold and review with prior notification.

(a) ODM may place a medicaid provider's claim(s) payment on hold and review,
in whole or in part, with prior notice to the provider under the following
circumstances:

(i) When the information is used to complement or follow up a provider
certification or other quality review process;

(ii) Upon request from the office of the attorney general, the office of
inspector general or the auditor of state;

(iii) A medicaid provider's agreement has been proposed for termination
for reasons other than those stated in paragraph (A) of this rule; or

(iv) For reasons otherwise necessary to assure the basic integrity of claims
submission and payment.

(b) ODM will notify the provider in writing within ten business days before the
effective start date of the hold and review.
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(B) Review of the medicaid provider's claims and documentation for the hold and review
process is subject to the provisions of rule 5160-1-27 of the Administrative Code.

(C) The hold and review may be applied without regard to date of service.

(D) Failure by ODM to notify a provider of a hold and review shall not impede the agency
from taking actions under this rule.

(E) The notice from ODM shall:

(1) State the general reasons for the withholding of the medicaid provider's claims
payments, but need not disclose any specific information concerning an
ongoing investigation involving alleged fraud and/or willful misrepresentation;

(2) State the effective date ODM implements the hold and review process;

(3) State the types of services and claims, in whole or in part, that will be subject to
the hold and review process;

(4) Identify the documentation required to be submitted to ODM by the provider:

(5) Inform the provider of the right to submit evidence for consideration to ODM;

(6) State the contact at ODM for questions regarding the hold and review process.

(F) Except for medicaid providers required to submit medical claims to ODM
electronically, all claims from providers placed on hold and review must be submitted
in non-electronic (paper) format.

(G) Providers who must submit medical claims electronically must submit paper
documentation supporting each claim submitted electronically. These claims will not
be processed until both the claim and the supporting documentation are reviewed by
ODM.

(H) ODM may, if appropriate, send copies of the notice to local, state and federal entities
that are involved in the review or that need to be aware of the review in order to assure
the integrity of claims submission and payment.

(I) ODM has one hundred twenty days from the date each claim for payment is received to
review the claim and make a determination whether or not to do one of the following:

(1) Forward the claim for adjudication;

(2) Forward the claim for denial; or
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(3) Issue a "Notice of Operation Deficiency."

(J) The hold and review process is not subject to Chapter 119. of the Revised Code or any
other appeal.
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Promulgated Under: 119.03
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Rule Amplifies: 5164.02, 5166.02, 5162.10
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5160-1-27 Review of provider records.

(A) For purposes of this rule and rule 5160-1-27.2 of the Administrative Code, the
following definitions apply:

(1) "Audit" means a post payment examination, made in consideration of generally
accepted auditing standards, of a medicaid provider's records and
documentation to determine program compliance, the extent and validity of
services paid for under the medicaid program, and to identify any
inappropriate payments. The Ohio department of medicaid (department) may
use statistical methods to conduct audits and to determine the amount of
overpayment. An audit may result in a final adjudication order by the
department.

(2) "De minimis error" means an error related to provider certification or service
documentation expectations that has no direct or immediate relationship to
health and safety that meets the following criteria:

(a) It does not relate to quality of care:

(b) All conditions in paragraph (A) of rule 5160-1-02 of the Administrative
Code are met;

(c) The provider's records adequately disclose the basis for the type,
frequency, extent, duration, and delivery setting of services provided;
and

(d) An audit or review has not previously identified the type of error or
violation to the provider.

(3) "Hold and Review" means a process of prepayment review of a medicaid
provider's claims, including client records, medical records, or other
supporting documentation, for determination of appropriate claims payment
or reimbursement.

(a) Hold and review administered by the department will be done in
accordance with this rule.

(b) Hold and review administered by state agencies other than the department
will be done in accordance with rule 5160-1-27.2 of the Administrative
Code.

(4) "Notice of operational deficiency" means a written notice issued by the
department that identifies provider conduct, treatment, or practices that are
determined by the department not to be in the best interests of the consumer
or the medicaid program, or are non-compliant with the regulations governing
the medicaid program, and that need to be corrected. The notice states the
nature of the deficiency, the time period that the provider has to correct the
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deficiency, and the person within the department the provider is to contact to
verify that the deficiency has been corrected.

(5) "Review" means a post-payment examination of a medicaid provider's paid
claims to determine program compliance, validity of payments, and
identification of recovery of overpayments under the medicaid program.
Review also means special projects or analysis to determine quality of care,
compliance with accepted standards of care, and general program
compliance. A review may result in an educational letter, a request for a
corrective action plan subject to department approval, or recovery of
inappropriate paid claims due to program non-compliance.

(B) As stipulated in this rule, rule 5160-1-17.2, or Chapter 5160-3 of the Administrative
Code, it is the responsibility of all medicaid providers to keep such records as are
necessary to establish that conditions of payment for medicaid covered services
have been met, to fully disclose the basis for the type, frequency, extent, duration,
and delivery setting of services provided to medicaid recipients, and to document
significant business transactions. Medicaid providers are expected to provide such
records and documentation to the department or its designee, the secretary of the
federal department of health and human services, the office of the attorney general,
the office of the inspector general, or the auditor of state at no cost and in the
format requested. Failure to provide records as requested may result in
identification and recovery of an overpayment.

(C) Records, documentation, and information are expected to be available regarding any
services for which payment has been or will be claimed to determine that payment
has been or will be made in accordance with applicable federal and state conditions
of participation and conditions of payment. For the purposes of this rule, an invoice
constitutes a business transaction but does not constitute a record which is
documentation of a medical service.

(D) Various methods of audit and review will be utilized in all cases of suspected fraud,
waste, or abuse, in accordance with rule 5160-1-29 of the Administrative Code. If
fraud, waste, or abuse are detected, the department will take action to gain
compliance and recoup inappropriate payments.

(E) It is the responsibility of the provider to make available for examination records
subject to audit and review in the time period described in rule 5160-1-17.2 of the
Administrative Code, or as determined by the department or its designee. Failure to
supply requested records, documentation, or information as indicated in this rule
will result in no payment for services under review.

(F) In all situations, the department has the authority to conduct an on-site visit with the
provider at the provider's location for the examination or collection of records and
for compliance verification. Upon such occasions, as deemed necessary by the
department or its designee, a member of the provider's staff is to be assigned to
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assist in collecting the information. Upon request from the department, the provider
will furnish a copy or make the applicable records available for copying.

(G) Services billed to and reimbursed by the department, which are not validated in the
recipient's records, are subject to recoupment through the audit and review process
described in this rule.

(H) An eligible provider may be entitled to payment despite a de minimis error. The
department retains all potential remedies for such an error, including but not limited
to imposing corrective action plan.

(I) Notwithstanding rule 5160-1-19 of the Administrative Code, overpaid claims
identified by the department as a result of an audit or review are recoverable by the
department at the time of discovery.

(1) Appeal rights may be exercised to the extent provided in accordance with
Chapter 5160-70 of the Administrative Code. All recoverable amounts are
subject to the application of interest in accordance with rule 5160-1-25 of the
Administrative Code.

(2) The department will pursue collections by invoice for overpayments that result
in a credit balance due to the department that remains outstanding for more
than sixty days.

(J) Hold and review process.

(1) The hold and review process may be applied without regard to date of service.

(2) The hold and review process is not subject to Chapter 119. of the Revised Code
or any other appeal.

(3) Failure by the department to notify a provider of a hold and review does not
impede the department from taking action under this rule.

(4) Providers will provide claims and documentation supporting each claim in the
format requested by the department or its designee. These claims will not be
processed until both the claim and the supporting documentation are reviewed
by the department.

(5) Hold and review without prior notice.

(a) The department may place a medicaid provider's claim payment on hold
and review, in whole or in part, without first notifying the provider for
the following reasons:

(i) In response to allegations of fraud or other willful misrepresentation
of claims submission; or
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(ii) When a provider has been indicted for a criminal offense.

(b) The department will notify the provider in writing within ten business
days that the provider’s claims have been, and will continue to be,
subject to hold and review.

(6) Hold and review with prior notice.

(a) The department may place a medicaid provider's claim payment on hold
and review, in whole or in part, with prior notice to the provider under
the following circumstances:

(i) When the information is used to complement or follow up a provider
certification or other quality review process;

(ii) Upon request from the office of the attorney general, the office of
inspector general, or the auditor of state;

(iii) A medicaid provider's agreement has been proposed for
termination for reasons other than those stated in this rule; or

(iv) For reasons otherwise necessary to assure the basic integrity of
claims submission and payment.

(b) The department will notify the provider in writing within ten business
days before the effective start date of the hold and review.

(7) The department may send copies of the notice to local, state, and federal entities
that are involved in the review or that need to be aware of the review in order
to assure the integrity of claims submission and payment.

(8) The notification from the department will:

(a) State the general reasons for the withholding of the medicaid provider's
claims payments, but need not disclose any specific information
concerning an ongoing investigation involving alleged fraud or willful
misrepresentation;

(b) State the effective date the department implements the hold and review
process;

(c) State the types of services and claims, in whole or in part, that will be
subject to the hold and review process;

(d) Identify the documentation necessary to be submitted to the department
by the provider;
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(e) Inform the provider of the right to submit evidence for consideration to
the department; and

(f) State the contact at the department for questions regarding the hold and
review process.

(9) The department has one hundred twenty calendar days from the date each claim
for payment is received to review the claim and make a determination
whether or not to do one of the following:

(a) Forward the claim for adjudication;

(b) Forward the claim for denial; or

(c) Issue a "notice of operational deficiency."
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5160-1-27.2 Medicaid hold and review process for medicaid claims paid

through state agencies other than the Ohio department of
medicaid.

(A) "Medicaid administrative agency" means a state agency other than the Ohio
department of medicaid (ODM) that:

(1) Administers a component of the medicaid program under the terms of a contract
with ODM under section 5162.35 of the Revised Code; and

(2) Pays claims for medicaid services or reimburses local entities for claims paid
for medicaid services.

(B) "Hold and Review" is defined in accordance with rule 5160-1-27 of the
Administrative Code.

(C) Hold and review may be initiated by ODM or a medicaid administrative agency for
the following reasons:

(1) When the information is used to complement or follow-up a provider or
certification or other quality review process;

(2) In response to allegations of fraud or willful misrepresentation of claims
submission;

(3) Upon the request of the office of the attorney general, the office of inspector
general, or the auditor of state;

(4) When a provider's medicaid provider agreement is subject to termination;

(5) When a provider has been indicted for a criminal offense; or

(6) For reasons otherwise necessary to assureensure the basic integrity of claims
submission and payment.

(D) The hold and review process may be applied without regard to date of service.

(E) Hold and review initiated by medicaid administrative agencies.

(1) The medicaid administrative agency shall have formal written approval from
ODM to initiate a hold and review process.
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(2) The medicaid administrative agency may recruit the assistance of local
governmental entities to review records subject to hold and review.

(3) The medicaid administrative agency may initiate hold and review without prior
notification to the provider when the medicaid administrative agency receives
a request to initiate hold and review from the office of the attorney general,
the office of inspector general, the auditor of state, or ODM.

(4) When the medicaid administrative agency initiates hold and review without
prior notification to the provider, the medicaid administrative agency shall
provide written notice to the provider, including a copy of ODM written
approval within ten business days of initiating a hold and review.

(5) The medicaid administrative agency may initiate hold and review with prior
notification to the provider for any purpose contained in paragraph (C) of this
rule. The medicaid administrative agency shall notify the provider at least ten
business days prior to subjecting the provider's claims to hold and review.

(6) For claims payment that the medicaid administrative agency pays directly to the
medicaid provider, the medicaid administrative agency may subject the
medicaid provider's claim(s) payment, in part or in whole, to hold and review.

(7) For reimbursements the medicaid administrative agency makes to local entities
for claims that the local entity pays to the medicaid provider directly, the
medicaid administrative agency:

(a) May require the local entity to hold the medicaid provider's claim(s)
payment for claims subject to hold and review;

(b) May deny reimbursement to the local entity for the claims on which the
hold and review was requested after allowing the local entity a
reasonable time to comply; and

(c) Shall not deny reimbursement to the local entity for claims that the local
entity paid prior to the request.

(8) A failure by the medicaid administrative agency to notify a provider of a hold
and review process shall not impede the agency from taking actions under
this rule.

(9) Review of the medicaid provider's claims and documentation for hold and
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review is subject to the provisions of rule 5160-1-27 of the Administrative
Code.

(10) The notice from the medicaid administrative agency shall:

(a) State the general reasons for subjecting the medicaid provider's claims to
hold and review, but need not disclose any specific information
concerning an ongoing investigation involving alleged fraud and/or
willful misrepresentation;

(b) State the date the medicaid administrative agency implements the hold
and review;

(c) State the types of services and claims that are subject to hold and review;

(d) Identify the documentation required to submit to the medicaid
administrative agency;

(e) Inform the provider of the right to submit evidence for consideration to
the medicaid administrative agency; and

(f) State the contact at the medicaid administrative agency for questions
regarding the hold and review and where to send the requested
documentation.

(11) The medicaid administrative agency shall send copies of the notice to all local,
state, and federal entities that are involved in the review or that need to be
aware of the review in order to assure the integrity of claims submission and
payment.

(12) Providers who submit medical claims electronically may be required under this
rule to submit paper documentation supporting each claim submitted
electronically. These claims will not be processed until both the claim and the
supporting documentation are reviewed by the medicaid administrative
agency.

(13) The medicaid administrative agency has one hundred twenty calendar days
from the date each claim for payment is received to review the claim and
make a determination whether or not to do one of the following:
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(a) Forward the claim for adjudication;

(b) Forward the claim for denial; or

(c) Issue a "Notice of Operational Deficiency." as defined in rule 5160-1-27
of the Administrative Code.

(F) Hold and review process initiated by ODM.

(1) ODM may require a medicaid administrative agency to initiate a hold and
review described in this rule or to cooperate in a hold and review initiated by
ODM under rule 5160-1-2727.1 of the Administrative Code.

(2) In cooperating with a request from ODM to initiate a hold and review, medicaid
administrative agencies shall:

(a) Comply with the provider notification requirements of this rule; and

(b) Suspend payment or reimbursement of the claims that are subject to hold
and review; and

(c) Require local entities to suspend payment for the claims subject to hold
and review; and

(d) Obtain provider records, including client records, medical records, and
other supporting documentation that ODM requests as part of the
review from local entities and providers; and

(e) Participate in the review of records and other supporting documentation
when requested by ODM; and

(f) Provide any other information requested by ODM in order to assure
accurate tracking and timely resolution of the claims subject to hold and
review.

(3) For claims associated with alcohol and drug addiction services, ODM shall rely
on the Ohio department of mental health and addiction services to obtain and
review provider records, including client records and medical records, as
necessary to assure ensure the special confidentiality of these records required
by 42 C.F.R., partPart 2 as in effect on amended through October 1,
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2022.

(4) After requesting a hold and review and allowing the medicaid administrative
agency a reasonable time to comply, ODM may stop drawing from the
centers for medicare and medicaid services, and passing to the other medicaid
administrative agency, the federal match associated with the claims that are
subject to the review. ODM will not withhold federal match for claims that
othermedicaid administrative agencies or local entities paid prior to the ODM
request.

(G) For purposes of determining whether time limits for the submission of claims have
been met for claims subjected to hold and review, the date of claims submission
shall be the date that the medicaid administrative agency received the original claim
from the provider.

(H) The hold and review process is not subject to Chapter 119. of the Revised Code or
any other appeal.
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