
 

 

 

Medicaid Handbook Transmittal Letter (MHTL) No.  

 

TO:  Eligible Providers of Medicaid Services 

 Chief Executive Officers, Managed Care Plans (MCPs) 

  

FROM: Maureen M. Corcoran, Director 

SUBJECT:  Update Hold & Review Rules 

Summary 

The following rules were reviewed as part of the five-year rule review process and will be proposed for 

rescission, amendment, and adoption: 

Ohio Administrative Code rule 5160-1-27, entitled “Review of provider records”, was reviewed as part of the 

five-year rule review process and is being proposed for rescission and replaced with a rule of the same name 

and number. The rule provides definitional information for terms related to audit and review, describes ODM’s 

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. 

Ohio Administrative Code Rule 5160-1-27.1, entitled, “Hold and review process”, was reviewed as part of the 

five-year rule review process and is being rescinded and the content is being incorporated into the new rule 

5160-1-27. The rule describes ODM’s hold and review 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. 

Ohio Administrative Code Rule 5160-1-27, 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adoption and combines the content of the proposed rescinded rules 5160-1-27 and 5160-1-27.1.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 violations 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. Lastly, the combined rule 

language was reworded and reorganized for clarity. 

Ohio Administrative Code Rule 5160-1-27.2, 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 
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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.  

 

Access to Rules and Related Material 

The main Ohio Department of Medicaid (ODM) web page includes links to valuable information about its 

services, programs, and rules; the address is http://www.medicaid.ohio.gov 

Additional Information 

Questions pertaining to this letter should be addressed to: 

Ohio Department of Medicaid 

Bureau of Provider Services 

P.O. Box 1461 

Columbus, OH  43216-1461 

Telephone (800) 686-1516 

 

http://www.medicaid.ohio.gov/


*** DRAFT - NOT YET FILED ***
5160-1-27 Review of provider records.

(A) For purposes of this rule, 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 violation" means a violation of provider certification or service
documentation expectations that has no direct or immediate relationship to
health and safety.

(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 noncompliant 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
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
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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
assist in collecting the information. Upon request from the department, the provider
will photocopy or make the applicable records available for photocopying.

(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 receive payment despite a de minimis violation. The
department may impose corrective action for such a violation. A violation may be
considered de minimis if:

(1) It does not relate to quality of care;

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

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

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

(I) 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(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) 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(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;
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(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;

(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
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(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 mental health and addiction services to obtain and
review provider records, including client records and medical records, as
necessary to assure the special confidentiality of these records required by 42
C.F.R., partPart 2 as in effect on amended through October 1, 20062020.

5160-1-27.2 4



*** DRAFT - NOT YET FILED ***

(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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