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ADMINISTRATIVE GUIDELINE

The Community Mental Health for Central Michigan (CMHCM) Corporate Compliance Policy – 5.100.011, procedure VI.G – directs the Corporate Compliance Officer (Deputy Director for Administration) to review complaints of suspicion or knowledge of fraud or abuse and variations from baseline from monitoring processes to determine whether the variation or complaint suggests a material violation of an applicable law or requirement of the compliance program has occurred. 

This guideline specifies the steps for the investigation process.

Investigation Process:
1. Within five business days of receiving a report, the Corporate Compliance Officer shall provide a written acknowledgement of receipt to the individual making the report (if known) and conduct an initial assessment to determine whether the report has merit and warrants further investigation.

2. The Corporate Compliance Officer will determine the need to report to the Mid-State Health Network (MSHN) Compliance Officer. The review will be based on but not limited to external party involvement, Medicaid recipient services, practices, and/or system-wide process applicability.

3. The Corporate Compliance Officer shall designate an individual or team to conduct the investigation depending on the nature of the complaint. The team may include staff from Provider Network, Utilization and Quality Management, Finance, Services, and Human Resources.

4. The designated investigator will enter the complaint into the Corporate Compliance tracking spreadsheet located at S:/Contract/Corporate Compliance.

5. The designated investigator/team shall request supporting documentation associated with the service claims in question directly from the provider or from the primary case holder for a consumer/guardian under a Self-Determination (SD) arrangement.

6. The designated investigator/team shall review any previous investigations or audits of the provider or consumer and any previous corrective action plan documentation.

7. The associated claims under review shall be pulled using the AP Claims Detail report for external providers and the Service Activity Log report for internal CMHCM services.

8. The designated investigator shall isolate the claims to review (these claims should include the specific claims from the initial complaint received). The number of claims reviewed will be determined based upon the nature of the complaint, and this will be directed by the Corporate Compliance Officer.
 
9. The information obtained from item #5 above will be matched with claim information to determine that the date, time, and HCPC code used is correct.

10. Claims that are determined to be inaccurate shall be compiled and entered into the Investigations Finding Grid format. Examples of inaccurate claims include missing documentation, documentation not matching billed claims, etc. (See Attachment 1 – the Investigations Findings Grid can be found in S:/Contract/Corporate Compliance). 

11. For SD arrangements specifically, the designated investigator shall review and ensure all required agreements and contracts are signed, dated and currently valid for self-determination employees. These agreements can be requested from the fiscal intermediary (FI) if not in the consumer’s CIGMMO chart.
12. Based on the results and circumstances of the review, in-person meetings may be called by the designated investigator if further information is needed. This may include the provider, CMHCM staff, consumer, guardian, or others as applicable.

13. Investigation findings should be maintained electronically within the S:/Contract/Corporate Compliance folder. For consumers/guardians under SD arrangements, supporting documentation including the grid of findings and signed agreements should be saved into a sub-folder within S:/Contract/Corporate Compliance designated by the consumer ID. For findings related to providers, supporting documentation should be saved into a sub-folder within S:/Contract/Corporate Compliance designated by the provider name, and then by the consumer ID within the provider folder. Each document name within the sub-folder should relate to the document (for example, sections to include are: Findings, Supporting Documents, Choice Voucher/Self-determination Agreement, Medicaid Provider Agreement with Employee, Exhibits, Communication from CMH and FI to Consumer or Provider, Case Holder Documentation, Samples of inappropriate and Appropriate Documentation, etc.). 

Post-Investigation and Follow-up Communication
1. A report of the overall findings will be emailed by the designated investigator to the Corporate Compliance Officer for review. A meeting shall be held with the primary investigator/team to discuss findings and determine whether corrective action is necessary. Follow up will occur on any further direction or questions as a result of this meeting. 

2. If the investigation  substantiates a violation, the Corporate Compliance Officer will notify MSHN of the CMHCM findings. 

3. A letter of findings will be signed by the Corporate Compliance Officer which includes the number of claims reviewed and number of discrepancies found during the investigation. This letter shall be sent to the consumer/guardian of the SD arrangement or provider within 30 days of the completion of the investigation. This letter will indicate whether corrective action is required. The deadline for the corrective action and any instructions to the consumer/guardian of the SD arrangement or provider will also be included. If a meeting with the consumer/guardian of the SD arrangement or provider is appropriate, a face-to-face meeting will be requested in the letter of findings to discuss the findings and any further instruction. 

4. If no response is received from the provider or consumer/guardian of the SD arrangement by the deadline for corrective action, then a follow-up letter shall be sent with further instructions. A meeting with the consumer/guardian of the SD arrangement or the provider may be requested at this time for additional follow up and/or instruction. 

5. Any claims/encounters that require reconsideration will be forwarded to the CMHCM finance department for recoupment of funds.

6. The provider may appeal investigation determinations in accordance with provider network policy 3.100.002 – Appeals.

Date Approved: 6/15/17
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Findings Grid for use in investigations: 
	Case Number
	Date of Service
	AP Batch #
	Claim Number
	Start Time
	End Time
	Minutes Billed for Service
	Units Billed
	Cost per unit
	Total Dollar Amount Paid
	Additional Information

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	





