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Introduction

This is the twelfth Office of Inspector General (OIG) Annual Report on the performance of the
state Medicaid Fraud Control Units. This report covers the federal Fiscal Year (FY) 2001,
commencing October 1, 2000 and ending September 30, 2001.

During this reporting period, there were 47 states and the District of Columbia (D.C.)
participating in the Medicaid fraud control grant program through their established Medicaid
Fraud Control Units (Units). The Units’ mission is to investigate and prosecute Medicaid
provider fraud and patient abuse and neglect. Forty-two of these Units are located within the
Office of State Attorneys General. The remaining five Units are located in various other state
agencies. The D.C. Unit is placed under the D.C. Office of Inspector General. The Units’
authority to investigate and prosecute cases involving Medicaid provider fraud and patient abuse
and neglect varies from state to state. Each Unit operates within the framework of its respective
state laws and prosecutorial guidelines.

At the inception of the program in FY 1978, a total of $9.1 million in federal grant funds were
awarded to the 17 Units established at that time. By the end of FY 2001, the program had
granted more than $106 million in federal funds to the Units, with a cumulative total of more
than $1.2 billion in federal grant funds awarded to the Units from FY 1978 through FY 2001.
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STATE MEDICAID FRAUD CONTROL UNIT
ANNUAL REPORT FOR FISCAL YEAR 2001

BACKGROUND

Medicaid, the federal/state program under Title XIX of the Social Security Act, is the result of
legislation enacted in 1965, which provided for state administered and federally monitored
financing of medical services for individuals in need. Each state provides Medicaid benefits to
persons who cannot otherwise afford health care services and whose incomes are above the
maximum allowable under the state’s public assistance program. Each state is allowed to set use
and dollar limitations on the amount, duration and scope of Medicaid coverage. As a result, each
state has considerable flexibility in establishing the nature and extent of health care services
available to Medicaid recipients, even services beyond those required by the Centers for
Medicare and Medicaid Services (CMS), formerly the Health Care Financing Administration.

By 1977, the Medicaid program had expanded significantly, costing federal and state
governments $19 billion a year. Estimates also showed that fraud and abuse caused the Medicaid
program to lose at least $653 million a year. Among the types of health care providers
committing Medicaid fraud were nursing homes, hospitals, clinics, physicians, dentists,
psychiatrists, podiatrists, pharmacists, durable medical equipment (DME) suppliers, laboratories
and medical transportation companies. Concerned by the increase of suspected fraud and abuse
against both Medicare and Medicaid, Congress passed legislation to stem the rising tide of
criminal activity against the two largest federal health care programs. On October 25, 1977, the
President signed into law the Medicare/Medicaid Anti-Fraud and Abuse Amendments. As cited
in Public Law (P. L.) 95-142, the key objectives of the amendments were . . . to strengthen the
capability of the government to detect, prosecute, and punish fraudulent activities under the
Medicare and Medicaid programs....” In addition, section 17 of the amendments provided 90
percent of the federal funding needed for a 3 year period for states to establish Medicaid fraud
and abuse control units that met certain standards. Initially, the CMS had responsibility for
administering the Medicaid fraud control grant program for the former Department of Health,
Education, and Welfare (DHEW) and for providing federal oversight and guidance to the Units.

In order to promote and fulfill the long-term goals of P. L. 95-142, permanent federal funding of
the Units beyond the initial 3 year period was enacted into law as part of the Omnibus
Reconciliation Act of 1980, P. L. 96-499. This law made federal grant funds available at a rate
of 90 percent for the first three years of a Unit’s operation and 75 percent thereafter.

The cumulative loss resulting from fraud and abuse against Medicare and Medicaid posed a
significant threat to the integrity and stability of both programs. The enactment of the



Medicare/Medicaid Anti-Fraud and Abuse Amendments represented one of the most significant
and comprehensive steps taken by the federal government to thwart fraud and abuse in federal
health care programs.

OVERSIGHT OF THE UNITS

In 1976, the OIG was established within DHEW. As “an independent and objective unit,” the
OIG’s missions were: (1) to conduct and supervise audits and investigations relating to programs
and operations of the Department of Health, Education and Welfare; (2) to provide leadership
and coordination and recommend policies for activities designed to: (A) promote economy and
efficiency in the administration of; and (B) prevent and detect fraud and abuse in such programs
and operations; and (3) to provide a means for keeping the Secretary and the Congress fully and
currently informed about problems and deficiencies relating to the administration of such
programs and operations and the necessity for and progress of corrective action.”

Since the CMS had the responsibility for administering the federal Medicaid fraud control grant
program, their major tasks included monitoring and overseeing the overall activities of the Units
as well as certifying them to receive federal grant funding. However, it was later deemed that the
functions and activities of the Units were more closely related to the OIG’s investigative
function. In 1979, federal oversight and administration of the Units were transferred from the
CMS to the OIG. The Secretary of the Department of Health and Human Services (DHHS),
formerly DHEW, delegated certification authority for each Unit to the Inspector General.

In accordance with section 1902 (a)(61) of the Social Security Act and the authority delegated to
the Inspector General, 12 standards for assessing the Units’ performance were developed and
made effective on September 26, 1994. The OIG uses these 12 Performance Standards as
guidelines to assess the effectiveness and efficiency of the Units and to determine whether the
Units are carrying out their duties and responsibilities as required by current federal regulations.
(Appendix A)

Currently, within the OIG, Office of Investigations, the Medicaid Oversight Staff (MOS) has the
primary responsibility to oversee the activities of the 48 Units now in operation.

CERTIFICATION/RECERTIFICATION

Each state interested in establishing a Unit must submit an initial application for certification to
the Secretary of DHHS. When establishing a Unit, a state must also meet several major
requirements to attain both federal certification and grant funding for the proposed Unit. Among
these major requirements, the Unit must be a single, identifiable entity of the state government
composed of (i) one or more attorneys experienced in investigating or prosecuting criminal cases
or civil fraud who are capable of giving informed advice on applicable law and procedures and
providing effective prosecution or liaison with other prosecutors; (i) one or more experienced
auditors capable of supervising the review of financial records and advising or assisting in the
investigation of alleged fraud; and (iii) a senior investigator with substantial experience in



commercial or financial investigations who is capable of supervising and directing the
investigative activities of the Unit. The Secretary of DHHS will notify the state whether their
application meets the federal requirements for initial certification and if it is approved. Initial
application approval and certification by the Secretary is valid for a one-year period.

For an established Unit to continue receiving federal certification and grant funding from DHHS,
the Unit must submit an annual reapplication to the OIG, MOS, at least 60 days prior to the end
of its current 12-month certification period. In considering a Unit’s eligibility for recertification,
the MOS thoroughly reviews the reapplication documentation submitted. The MOS assesses
whether the Unit seeking recertification has fully complied with the 12 Performance Standards
and whether the Unit utilized federal resources effectively in detecting, investigating and
prosecuting Medicaid fraud and patient abuse and neglect cases. If applicable, the MOS would
also evaluate the results of any on-site Unit reviews conducted during the preceding 12 months.
Once reviewed and assessed, the MOS notifies the Unit in writing if their application for
recertification is approved.

EXCLUSION AUTHORITY

In order to encourage the states to refer civil fraud cases involving Medicare and Medicaid to
DHHS, the Congress adopted the Medicare and Medicaid Patient and Program Protection Act of
1987, P. L. 100-93, that effectively increased the share a state could collect when civil fines are
assessed in a case.

This legislation was the result of a 1984 Government Accounting Office report that concluded
that several gaps existed in the exclusion authority of DHHS. Public Law 100-93 expanded the
authority of the Secretary of DHHS to exclude unfit, unscrupulous or abusive health care
practitioners from participating in a variety of government health care programs. The legislation
required the Secretary of DHHS to exclude those individuals or entities convicted of program-
related crimes or patient abuse or neglect. It also expanded the Secretary’s discretionary
authority to exclude those individuals or entities convicted of a federal or state crime relating to
fraud, theft, embezzlement, breach of fiduciary responsibility, or financial abuse, if the offenses
were committed in connection with a government health care program. In addition, P. L. 100-93
gave the Secretary of DHHS the authority to exclude those persons or entities who have been
convicted of interfering with a health care fraud investigation, or whose license to provide health
care was suspended or revoked, or who failed to provide access to available records to both
federal and state agencies when performing their lawful or statutory functions.

In FY 2001, the OIG excluded a total of 3,756 individuals and/or entities from participating in
the Medicare/Medicaid programs and other federally sponsored health care programs. Of this
number, 551 were based on referrals made to the OIG by the Units.

CIVIL REMEDIES

The Civil Monetary Penalties Law (CMPL) of 1981 authorizes the Secretary of DHHS to impose
administrative monetary penalties and assessments against individuals who make false or



improper claims for payments under the Medicare, Medicaid, Maternal and Child Health
Services Block Grant and Block Grants to states for Social Services programs. Under the CMPL,
the OIG has the authority to impose a civil monetary penalty of up to $10,000 per improper item
or service claimed, to impose an assessment of up to three times that amount and to exclude
individuals from participation in the Medicare and Medicaid programs.

Over the years some Units have increased the use of their state’s civil statutes in prosecuting civil
cases involving Medicaid providers. Issues arise when states and their respective Units reach
settlement agreements with these providers without adequately or appropriately coordinating
their efforts with DHHS or other affected federal agencies. Such agreements, when reached
without the involvement and/or concurrence of either the OIG or other concerned federal
authorities, move to circumvent the purposes for which the federal CMPL was enacted with
regards to civil prosecutions involving the Medicare and Medicaid programs.

To further address this matter, the OIG issued Policy Transmittal No. 99-01. This transmittal
specifically outlines the OIG’s policy regarding civil case prosecutions when the Units are
involved. (Appendix C)

SURVEILLANCE AND UTILIZATION REVIEW SUB-System (SURS)

The state Medicaid agencies, with a few exceptions, are required to maintain a Medicaid
Management Information System (MMIS), which is an automated claims payment and
information retrieval system. A vital part of the MMIS is the Surveillance and Utilization
Review Sub-system (SURS). The SURS has two primary purposes: (1) to process information
on medical and health care services that guide Medicaid program managers; and (2) to identify
the providers (and recipients) most likely to commit fraud against the Medicaid program. In
addition, the single state Medicaid agencies are required by federal law to enter into a
Memorandum of Understanding (MOU) with their respective state Unit. The purposes for
developing and implementing an MOU are to: (1) facilitate a mutual agreement by which the
Medicaid agency would refer all suspected cases or incidences of provider fraud to the Unit; and
(2) to affirm that all such requests made by the Unit to the Medicaid agency for needed provider
records and/or computerized information maintained by the Medicaid agency will be adequately
furnished to the Unit.

When providers with aberrant patterns or practices are identified by the state Medicaid agency,
and more specifically the SURS, that information should then be made available to the Unit.
Most Units rely on referrals received from the SURS (or the Medicaid agency) in generating the
majority of their case investigations. This process is aided immensely when an effective MOU is
in place between a Unit and the single state Medicaid agency. Thus, the relationship between the
Unit and the SURS is a critical one. In most states, the cooperation between the two offices
usually leads to a more efficient process of identifying and prosecuting fraud in the Medicaid
program. The OIG encourages the Units and the SURS to continue their ongoing dialogue,
including holding regularly scheduled meetings to discuss the Units’ progress in investigating
cases referred to them by the SURS.



GRANT EXPENDITURES

In FY 2001, DHHS awarded the Units over $106.6 million in federal grant funds. The total
number of individuals employed by the Units at the end of the period was 1,463. (Appendix B)
Since the inception of the program in 1978, the cumulative grant funds awarded to the Units have
increased from $9.1 million to over $1.2 billion.

STATISTICAL ACCOMPLISHMENTS

Collectively, the Units recovered over $252.5 million in court-ordered restitutions, fines, and
penalties in FY 2001. The total number of convictions achieved for the period was 1,002.
Appendix B shows each Unit’s individual accomplishments for FY 2001. Appendix D is a
comprehensive list of directors, their addresses and contact information.

CASE NARRATIVES

In addition to statistical accomplishments, the following are representative samples of successful
Medicaid fraud and patient abuse and neglect cases conducted by the Units in FY 2001:

CLINIC

4 One of the nation’s largest, privately owned psychiatric chains paid $2.18 million to settle
allegations that it defrauded the Nevada Medicaid program. The case originated when a
former employee filed a whistle blower complaint under the federal False Claims Act.
The employee alleged that the organization billed for services that were not rendered and
for services that were provided by students rather than by licensed professionals. The
Medicaid Fraud Control Unit (MFCU) and the Federal Bureau of Investigation assisted
the Department of Justice in the investigation of the case, which resulted in a total
settlement of $7 million. The Medicare program, the TRICARE program and the
Medicaid program in Indiana and Virginia also participated in the settlement.

DENTISTS

4 In Florida, 17 dentists, along with 89 other individuals, were arrested for participating in
an organized Medicaid and provider fraud scheme that involved the exploitations of
thousands of children living in some of the poorest neighborhoods in South Florida. The
scheme involved recruiters, some with prior convictions for narcotics, child molestation
and even murder, who transported van loads of children to various dental clinics. The
dentists paid the recruiters $20 to $35 for each child that was transported to the clinics.
The parents of many of the children, some as young as 2 years old, were unaware that the
recruiters had taken their children from area street corners, school bus stops and in one
instance, a day-care summer camp. The children were lured into the vans with the
promise of receiving $5, toys, or food at fast food restaurants.



At the clinics, the children were first x-rayed by untrained personnel and then received
unnecessary dental work, including tooth extractions that were performed by the dentists.
The same children were then shuttled to other clinics where the dentists conducted their
own x-rays until the Medicaid benefits ran out. The alleged ringleader, a former dentist
whose license was previously revoked by the state of New York, was arrested for hiring
licensed dentists and paying them $500 a day to treat the young Medicaid recipients. The
ringleader and his two accomplices defrauded the Medicaid program of approximately
$10 million. Thus far, four of the 17 dentists have been sentenced on Medicaid fraud
charges. One dentist was sentenced to 3 years probation; two were sentenced to 4 years
probation; and the fourth dentist was sentenced to 2 years house arrest. In addition, the
defendants were ordered to pay a total of $325,000 in restitution and to surrender their
dental licenses. This action was the result of the work of a 2-year task force dubbed
“Operation Tooth Decoy” by the Florida MFCU.

A dentist was convicted in Ohio on misdemeanor charges relating to Medicaid and
insurance fraud. The dentist was charged with submitting false claims by falsifying
entries in dental charts, and billing Medicaid for dental services that were not rendered.
The dentist was sentenced to 2 years probation and ordered to pay $3,650 in restitution to
the Medicaid program and $1,264 to the Dayton Area Health Plan. In addition, he was
ordered to pay $10,500 to the state for prosecuting the case.

DURABLE MEDICAL EQUIPMENT

A New Mexico couple, who owned a DME company, pled guilty to defrauding the
Medicaid program of approximately $20 million over a 4 year period. Investigation
revealed that the couple submitted false claims for oxygen refills for 600 Medicaid
recipients, although in most instances, the oxygen was never provided. The husband was
sentenced to serve 30 months incarceration and his wife received a 70-month jail term. In
addition, both were ordered to pay full restitution.

A DME supplier operating in Washington and Oregon, was sentenced to 5 years
probation and ordered to pay $400,000 in restitution after being convicted in Washington
on charges of mail fraud. An investigation by the Oregon and Washington MFCUs and
the OIG revealed that the DME company submitted upcoded claims for supplies that were
not medically necessary, and frequently falsified telephone prescriptions and certificates
of medical necessity to the Medicare and Medicaid programs. Earlier, the company was
convicted in Oregon on charges of filing false claims and was ordered to pay $600,000 in
restitution and court costs. As part of the Oregon conviction, the owners/operators of the
company agreed to enter voluntary exclusion agreements with the OIG.

In Minnesota, a DME company owner pled guilty to a misdemeanor charge of theft by
swindle. The owner defrauded Medicaid by submitting and receiving payment on a claim
for a new motorized wheelchair when it was actually a used motorized wheelchair. He
was ordered to pay $1,386 in restitution and a court fine of $930. He was also sentenced
to probation for a period to be determined at a later date.



HEALTH CARE CENTER

In New York, the owner/operator of an adult day/health care center pled guilty to two
counts of grand larceny in the first degree, two counts of conspiracy in the fourth degree
and 11 counts of offering a false instrument for filing in the first degree. In order to
increase his Medicaid income, the defendant took advantage of elderly Russian
immigrants. He enticed them by serving food at his facility and then offered $50 to
participants who referred other Medicaid recipients to the facility. Although the facility
was only authorized to operate two shifts, it was routinely operating three shifts and
billing Medicaid for approximately 975 people per day. In addition, the participants were
not receiving genuine medical care as mandated by the Medicaid program. Instead, they
were receiving free meals, English lessons, and social activities. On multiple occasions,
the defendant falsified records and attempted to deceive state inspectors. As part of his
plea, the defendant agreed to pay restitution of $25 million to the Medicaid program, and
his facility agreed to have $23.4 million in funds withheld from its future Medicaid
reimbursements as part of a rate readjustment for the years 2000 and the first quarter of
2001. The defendant was sentenced to serve a concurrent 3 years in jail.

MANAGED CARE

In New York, a former physician assistant and his corporation pled guilty to stealing more
than $275,000 from taxpayers through the Medicaid program. In 1995, the defendant’s
corporation contracted through a health maintenance organization (HMO) to provide
primary-care physicians to Medicaid recipients. Under the contract, the defendant also
subcontracted through the HMO to operate two medical clinics that provided patients
with 24-hour medical coverage and physicians who were required to be available 20
hours a week. The defendant, however, admitted that physicians at his clinics did not
provide adequate medical care, medical services were performed by unsupervised
physician’s assistants and nurse practitioners, and patients did not receive visits or
services by physicians on a frequent basis. The physician assistant also admitted stealing
money from the payroll account before clinic employees were paid. The HMO failed to
take corrective action when it discovered that the clinics did not meet the needs of the
patients. After an audit revealed that the HMO received $1.7 million in Medicaid
reimbursement for services the clinics never provided, the HMO agreed to repay $2
million, including interest, to the Medicaid program. The physician assistant was
sentenced to a maximum of 3 years in prison, fined $130,000, and was ordered to pay full
restitution of $275,000. In addition, the state Health Department revoked his medical
license. The corporation was fined $10,000.

MEDICAL TRANSPORTATION

The owner/operator of one of the largest Medicaid-funded, non-emergency transportation
companies in Georgia was indicted and charged with defrauding the Medicaid program,
mail fraud, conspiracy and money laundering. The owner and his company submitted
numerous false Medicaid claims for transportation services that were never provided to



recipients, and claims in which the mileage was grossly exaggerated. The total amount of
fraudulent Medicaid billing was more than $15 million. Court evidence showed that the
owner laundered more than $3 million of the money through a series of separate bank
accounts. He used some of the proceeds of the fraud to purchase a home in Canada and a
home and property in Mississippi. After the court verdicts, the owner was ordered to
forfeit his home and property in Mississippi, his mortuary and adjacent property, and
close to $9 million. He was sentenced to 96 months in prison, followed by 3 years
supervised release, and 60 hours community service. In addition, he was ordered to pay
$12.7 million in restitution and an $8,000 special assessment.

A former owner of an Arkansas cab company agreed to plead no contest to the charge of
theft of public benefits. Over a two-year period, the owner submitted inflated mileage
claims for cab services that were never provided to Medicaid recipients and knowingly
collected fraudulent vouchers from cab drivers to receive higher reimbursement. The
company charged drivers 20 percent of the face value of each voucher as a “processing”
fee, along with fees for operating fictitious cabs supposedly performing the services. It
was determined that of the $5.9 million the cab company billed Medicaid, $4.3 million
was for transportation services that were never provided. The owner was sentenced to 60
months probation, 120 days electronic monitoring, a suspended fine of $15,000 and was
ordered to pay $430,000 in restitution. Other individuals involved in the scheme have
been sentenced to prison or placed on probation.

NURSES

In Kansas, a licensed practical nurse pled guilty to one felony count of drug possession,
one misdemeanor count of mistreatment of a dependent adult and two misdemeanor
counts of adulteration of a drug for incidents involving OxyContin prescriptions for two
nursing home residents. In one instance, the nurse took OxyContin pills from the
resident’s medication supply and replaced them with another drug. On another occasion,
she diluted a resident’s prescribed liquid OxyContin with water. The nurse, who
surrendered her license, was sentenced to 7 months in jail and 1 year supervised
probation.

In Connecticut, a woman was convicted of forgery in the second degree and practicing
nursing without a license. Although she was not a registered nurse and had no
educational background in nursing, the defendant practiced as a licensed nurse for two
Medicaid providers by submitting a forged nursing license with her employment
application. She was sentenced to 2 years incarceration, with 2 years probation. In
addition, she was ordered not to provide any direct or indirect health care treatment to
patients and ordered to perform 100 hours of community service.



NURSING HOMES

In Montana, a nursing home administrator and administrative assistant were charged with
theft from a health care facility, theft of federal government money and theft from an
Indian tribal organization. The administrator and administrative assistant opened an
“Employee Incentive Fund” account, with their signatory authority on the account. Funds
were received into the account from Medicaid, Medicare, the U.S. Treasury and patient’s
personal money. Over a one-year period, however, the defendants withdrew a total of
$30,553 as an emergency loan from the account. Initially, the account was designated to
allow employees of the nursing home to receive cash awards for being chosen employee
of the month. The administrator was sentenced to 12 months in prison, ordered to pay
$33,814 in restitution, and $100 in court costs. The administrative assistant pled guilty to
three counts of theft and was sentenced to 15 months in prison on each count, and was
ordered to pay full restitution.

In California, a nursing home chain and its owner/operator agreed to pay the government
$360,000 in civil monetary penalties for defrauding the Medicaid program. An
investigation by the Bureau of Medi-Cal Fraud and Elder Abuse revealed that over a 3
year period, numerous quality of care and other violations occurred at the nursing homes.
Among the violations found were patients receiving substandard health care and
inadequate personal hygiene care; patients suffering from malnutrition; lack of adequate
staff; and employees causing accidents and injuries to patients, falsifying medical records,
and misusing funds from patients’ trust accounts. The defendants also agreed to pay
$25,000 in restitution to the Medi-Cal program, $50,000 for partial reimbursement of
investigative costs, and $40,000 to implement a comprehensive program to ensure proper
training of employees and qualify of care reforms.

A nursing home entered into a civil settlement agreement to pay the Arkansas MFCU
$10,000 for patient negligent resulting in a death. A patient sustained injuries, including
fractures to his skull, upper extremities and mouth, while allegedly being transferred from
his bed to the bathroom by an employee. The patient was transferred to a hospital where
he later died of intercranial hemorrhage and closed-head injury. Investigators found that
the nursing home was negligent in the care of the patient.

PATIENT ABUSE AND NEGLECT

In Tennessee, eight individuals were convicted of the beating death of a 38 year old male
resident of a state-run facility for the developmentally disabled. A five-year investigation
concluded that the victim bled to death after being hit in the stomach approximately 15
times. Three of the accused individuals were granted immunity in exchange for their
testimony. Four others pled guilty to civil rights violations and/or conspiracy to violate
civil rights. Of these four, one individual was sentenced to 5 years incarceration in a
federal prison and 3 years probation; another to 5 years and 3 months incarceration in a
federal prison and 3 years probation; and the remaining two were each sentenced to 11
years and 3 months incarceration in a federal prison, followed by 3 years supervised



release. A jury found the eighth individual guilty of conspiracy to violate the civil rights
of the resident, which resulted in his death, and was sentenced to 15 years in prison,
followed by 3 years of supervised release.

In Ohio, a nursing assistant was convicted on a state charge of involuntary manslaughter
of an 83 year old female patient. The nursing assistant, while working in a nursing home
facility, repeatedly slammed the victim’s head onto a bed because she would not lie
down. As aresult of the abuse, the victim died of a heart attack. The nursing assistant
was sentenced to 3 years imprisonment, followed by 5 years supervised probation.

In Massachusetts, a health care corporation agreed to pay $660,000 to settle allegations
that its subsidiary, a nursing home, neglected their residents and improperly billed
Medicaid for skilled nursing services that were not provided. Although the nursing home
was receiving hundreds of thousands of dollars from the state’s Medicaid program, the
care being provided was inadequate, and the residents were often neglected.

Investigation found that inadequate staffing led to high rates of medication errors, large
numbers of accidents and failure to provide proper fluids, nutrition and general care to
patients.

Two nursing home direct care workers were sentenced in Mississippi for felonious abuse
of a vulnerable adult. One of the defendants allegedly hit the patient with his fists and
then sat on the victim resulting in the victim’s death. He denied hitting the victim but
admitted sitting on the victim and holding him down while his co-defendant hit and
kicked the victim. The defendant was sentenced to 3.5 years imprisonment and 5 years
probation. The co-defendant was sentenced to 5 years in jail, with 4 years suspended, and
5 years probation. They each were ordered to pay $848 in court costs.

In Kentucky, a management corporation was convicted of filing false Medicaid claims
and neglecting patients in a nursing home. The corporation, the former management
company of a nursing home center, pled guilty earlier to intentionally making false
statements to receive Medicaid benefits. The guilty plea was part of a $1.2 million
settlement following a 1998 criminal and civil investigation involving the center allegedly
committing multiple patient neglect violations. During the time of the allegations, the
corporation was responsible for hiring medical employees and filing Medicaid claims for
the center. Some Medicaid patients, however, did not receive adequate services from the
medical staff and, as a result, suffered from decubitis ulcers, compromised nutrition and
dehydration. Although corporate officials were aware of the violations, they continued to
bill fraudulent claims to the Medicaid program. As part of the plea agreement with the
MFCU, the corporation agreed to pay $254,000 in restitution; $20,000 in fines; $43,000
in investigative costs; and $500,000 to the Kentucky Nursing Incentive Scholarship Fund.
As part of the federal civil settlement, the corporation agreed to pay $386,000 in
restitution and to be excluded from participating in the Medicaid program. The
corporation also entered into a corporate integrity agreement with DHHS.
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PATIENT TRUST FUNDS

In Delaware, an administrative employee pled guilty to two counts of theft and one count
of exploiting an infirmed adult at a nursing home over a 20-month period. An
investigation by the Smyrna Police Department and the MFCU revealed that the
defendant diverted a resident’s pension checks to her personal bank accounts. The
pension funds were to supplement Medicaid payments for the care of the resident, as well
as provide spending money for the resident. As a condition of the plea, the employee
received a sentence of probation with the agreement to make full restitution of $5,800 and
was prohibited from having contact with the facility.

A caregiver and her husband were sentenced in Arizona for stealing $10,320 from the
checking account of an elderly resident of an assisted living facility. The investigation
revealed that the caregiver, while employed at the facility, stole one of the victim’s
checkbooks. The caregiver unlawfully cashed the victim’s checks on eight different
occasions, while her husband cashed additional checks on 10 different occasions. The
defendant was sentenced to 5 months in jail and supervised probation. The defendant’s
husband was sentenced to 60 days in jail and supervised probation.

The grandson of an elderly Utah couple was sentenced to 15 years imprisonment and
ordered to pay $59,306 in restitution for exploiting and pocketing funds that were to pay
the housing costs of his ailing grandparents who resided in a nursing home. The couple
was asked to leave the nursing home facility after the grandson failed to pay $15,000 in
incurred expenses. Another nearby nursing home agreed to take in the couple based on a
promise, made by the grandson, to pay the facility nearly $50,000. The grandson,
however, failed to pay the facility the agreed upon amount.

PHARMACIES

A national pharmaceutical company agreed to pay $4 million to the state of Hawaii,
Medicaid Investigation Division, for illegal pharmacy and billing practices against the
Medicaid program. The case was initiated after two employees reported illegal pharmacy
and billing practices conducted by a pharmacy owned by the company. The pharmacy
supplied drugs to the majority of long-term care facilities in Hawaii. The investigation
revealed, however, that the pharmacy overbilled for medical services, recycled
prescription drugs and participated in schemes to circumvent the Medicaid and Medicare
programs. This settlement was the largest Medicaid fraud recovery in the state’s history.
In addition to the settlement agreement, the company agreed to provide a computer
database to the state and to support elder abuse and fraud prevention training for law
enforcement entities statewide. Three of the participants in the scheme entered no contest
pleas to misdemeanor charges of deceptive business practices, and each agreed to pay
$10,000 to a charity. The criminal investigation of other participants in the scheme is
ongoing.

11



As aresult of a joint investigation by the North Carolina MFCU, the Drug Enforcement
Administration (DEA) and the state Bureau of Investigation, a pharmacy and a registered
pharmacist pled guilty to unlawfully distributing controlled substances and submitting
false Medicaid claims. Evidence obtained from an earlier DEA audit showed that the
pharmacy was unable to account for over 23,386 units of hydrocodone over a 15-month
period. When interviewed by agents, patients stated that they received drugs from the
pharmacy without legitimate prescriptions. Moreover, approximately 50 physicians and
office staff employees confirmed that they filed prescriptions without a doctor’s
authorization. The pharmacist was sentenced to 5 years imprisonment, 5 years probation,
and ordered to pay restitution in the amount of $159,459 and a $200 assessment. The
pharmacy was ordered to pay an assessment of $525, a fine of $1,500 and restitution of
$159,459 to the state Medicaid program.

PHYSICIANS

A medical doctor was convicted in Alaska of 73 crimes including sexual assault, drug
distribution, theft and fraudulent Medicaid claims. Over a two-year period, the doctor
engaged in a pervasive pattern of prescribing unnecessary drugs such as Roxicet,
Demerol, Meperidine and other controlled substances to vulnerable female patients in
exchange for various sexual acts. The doctor used the prescriptions to improperly bill
Medicaid for medical services that were not provided or not medically necessary. The
doctor was ultimately sentenced to 34 years imprisonment, with 15 years suspended,
followed by 10 years supervised probation upon release. In addition, he voluntarily
surrendered his medical license to the state medical board.

In Illinois, a physician who owned two medical clinics, along with two unlicensed clinic
employees, pled guilty to Medicaid fraud, theft, and other related crimes. An
investigation conducted by the MFCU revealed that the doctor knowingly allowed the
two unlicensed employees to practice medicine in his clinics, but billed Medicaid as
though he performed the services. The doctor pled guilty to vendor fraud and theft and
was sentenced to 48 months probation, 750 hours of community service and ordered to
pay $100,216 in restitution to the Illinois Department of Public Aid. One of the
employees was sentenced to 30 months probation for committing criminal sexual assault
while examining patients. The other employee was charged with practicing medicine
without a license, practicing under an assumed name and diagnosing patients without a
license. He was sentenced to 45 days in jail, 30 months probation and fined $10,000.

PODIATRIST

A former podiatrist pled guilty in Indiana for participating in a health care fraud scheme
that resulted in a $2.6 million loss to the Medicaid program. The podiatrist billed
Medicaid for numerous services and procedures that were improper or not medically
necessary. He was sentenced to 68 months imprisonment, 3 years supervised release and
ordered to pay full restitution, a $600 special assessment and $230,409 in investigative
costs.
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NATIONAL HEALTH CARE FRAUD AND ABUSE CONTROL PROGRAM

Federal efforts to combat health care fraud and abuse were consolidated and strengthened by the
Health Insurance Portability and Accountability Act of 1996 (HIPAA). The HIPAA established a
National Health Care Fraud and Abuse Control Program (Program) under the joint direction of
the Attorney General and the Secretary of DHHS, acting through the DHHS, OIG. The Program
was designed to coordinate federal, state and local law enforcement activities with respect to
health care fraud and abuse.

In FY 2001, federal prosecutors filed 445 criminal indictments in health care cases. A total of
465 defendants was also convicted for health care fraud related crimes in FY 2001. Additionally,
188 civil cases were filed, and 1,746 civil matters remained pending during the year. In FY
2001, 3,756 individuals and entities were excluded from participating in the Medicare, Medicaid
or other federally sponsored health care programs. This record number of exclusion actions is
the result of successful collaboration with the Units and the OIG.

In FY 2001, the federal government won or negotiated more than $1.7 billion in judgments,
settlements and administrative impositions in health care fraud cases and proceedings. As a
result of these activities, as well as prior year judgments, settlements, and administrative
impositions, the federal government collected more than $1.3 billion in 2001. More than $1
billion of the funds collected and disbursed in 2001 were returned to the Medicare Trust Fund.
An additional $42.8 million was recovered as the federal share of Medicaid restitution. This is
the largest return to the government since the inception of the Program.

The Program continues to maximize the effectiveness and efficiency of law enforcement efforts
by promoting information sharing and collaboration between federal, state and local agencies.
Such collaborations increased in FY 2001 through heightened data sharing, joint training and the
continued efforts of the National Health Care Fraud Task. In addition to the many joint health
care investigations undertaken, collaborative efforts also produced effective new beneficiary
outreach programs and fraud prevention efforts.

HEALTHCARE INTEGRITY AND PROTECTION DATA BANK (HIPDB)

The HIPAA called for the establishment of a national health care fraud and abuse data collection
program for the reporting of certain final adverse actions against health care providers, suppliers
and practitioners. On October 1, 1999, all federal and state agencies and health plans began
reporting certain final adverse actions taken against health care practitioners, providers and
suppliers to the new Healthcare Integrity and Protection Data Bank (HIPDB).

The HIPDB provides a resource for federal and state agencies and health plans to check the

qualifications of the health care practitioner, provider or supplier with whom they seek to
contract, affiliate, hire, license or credential.
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The following health care related adverse actions must be reported to the HIPDB:

1) Civil judgments against health care practitioners, providers and suppliers in
federal or state courts, related to the delivery of health care items or services;

2) federal and state criminal convictions against health care practitioners, providers
or suppliers, related to the delivery of health care items or services;

3) Actions taken by federal or state agencies responsible for licensing and
certification of health care practitioners, providers and suppliers;

4) Exclusions of health care practitioners, providers and suppliers from participation
in federal or state health care programs; and

5) Any other adjudicated actions or decisions as established by regulation.

Any non-federal health plan that fails to report the required adverse actions is subject to a civil
monetary penalty of up to $25,000 for each action not reported.

Beginning in January 2000, health plans and federal and state governmental agencies will be able
to request the disclosure of information from the HIPDB for a query fee of $5.00 per name. The

HIPDB information is not available to the general public. Health care practitioners, providers or

suppliers however, may request the disclosure of their own information for a fee.

The Division of Quality Assurance, Bureau of Health Professions, Health Resources and Services
Administration of the DHHS manages the HIPDB.

EXPANDED AUTHORITY - PUBLIC LAW 106-170

On December 16, 1999, the President signed into law section 407 of The Ticket to Work and
Work Incentives Improvement Act of 1999, P. L. 106-170, which expands the jurisdiction of the
Units in two ways. First, the new law allows the Units, with the approval of the OIG, to
investigate fraud in the federal Medicare program in limited situations where the case is
“primarily related to Medicaid.” This allows the Units, in appropriate cases, to investigate and
prosecute Medicare fraud when it may not be efficient or practical for the OIG or other federal
agencies to investigate. Secondly, the law allows the Units to investigate and prosecute patient
abuse or neglect in non-Medicaid “board and care” facilities, thus fulfilling an important need of
this most vulnerable population.

AWARD RECOGNITION
Each year, the OIG selects at least one Unit to receive the Inspector General’s state Fraud Award.

The selection is based on the Unit’s effectiveness and efficiency in combating fraud and abuse in
the Medicaid program. For FY 2000, the California Bureau of Medi-Cal Fraud and Elder Abuse
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was selected to receive the award. For FY 2001, the Arizona Medicaid Fraud Control Unit was
selected to receive the award.

During the FY 2000 reporting year, the California Unit demonstrated its exceptional ability to
detect, investigate and prosecute Medicaid provider fraud while maintaining an average of 152
staff each quarter. There were 139 criminal convictions over this period.

The Unit’s federal funding level for FY 2000 was approximately $10 million. Medicaid
recoveries for this time period were approximately $35 million.

During the FY 2001 reporting year, the Arizona Unit stood above its peers with the efficiency of
its operation. With a staff of 13, the unit produced 32 criminal convictions. The unit was also

commended for its timely reporting.

Arizona’s federal funding level for FY 2001 was approximately $1 million while its Medicaid
recoveries totaled over $7 million.
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AWARD RECIPIENTS

The 2000 Inspector General’s State Fraud Award was presented to Collin Wong (center), the
Director of the California Medicaid Fraud Control Unit by Inspector General Janet Rehnquist
(fourth from the right). Pictured from the left are Mr. D. McCarty Thornton, Chief Counsel to
the Inspector General, Mr. George F. Grob, Deputy Inspector General for Management and
Policy; Mr. Claude A. Allen, Deputy Secretary of the Department of Health and Human Services;
Mr. Wong and Inspector General Rehnquist; Mr. Robert Richardson, former Acting Deputy
Inspector General for Investigations; Mr. Thomas D. Roslewicz, former Deputy Inspector
General for Audit Services; and Mr. Michael F. Mangano, Principal Deputy Inspector General.
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The 2001 Inspector General’s State Fraud Award was presented to Pamela Svoboda (center), the
Director of the Arizona Medicaid Fraud Control Unit by Deputy Inspector General for
Investigations Vicki Shepard (left). John Bettac, Director of the Medicaid Oversight Staff is on
the right.
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Appendix A - Performance Standards

With the cooperation of the Units, the OIG developed twelve specific standards to be used when
evaluating a Unit’s performance. These twelve standards and their requirements are set forth
below.

1. A Unit will be in conformance with all applicable statutes, regulations and policy
directives. In meeting this standard, the Unit must meet, but is not limited to, the
following requirements-

A. The Unit professional staff must consist of permanent employees working full-time
on Medicaid fraud and patient abuse matters.

B. The Unit must be separate and distinct from the single state Medicaid agency.

C. The Unit must have prosecutorial authority or an approved formal procedure for
referring cases to a prosecutor.

D. The Unit must submit annual reports, with appropriate certifications, on a timely
basis.

E. The Unit must submit quarterly reports on a timely basis.

F. The Unit must comply with the Americans with Disabilities Act, the Equal

Employment Opportunity requirements, the Drug Free Workplace requirements,
federal lobbying restrictions, and other such rules that are made conditions of the
grant.

2. A Unit should maintain staff levels in accordance with staffing allocations approved in its
budget. In meeting this standard, the following performance indicators will be considered-

A. Does the Unit employ the number of staff that were included in the Unit’s budget

as approved by the OIG?

B. Does the Unit employ the number of attorneys, auditors and investigators that were
approved in the Unit’s budget?

C. Does the Unit employ a reasonable size of professional staff in relation to the
state’s total Medicaid program expenditures?

D. Are the Unit office locations established on a rational basis and are such locations

appropriately staffed?

3. A Unit should establish policies and procedures for its operations and maintain appropriate
systems for case management and case tracking. In meeting this standard, the following
performance indicators will be considered-

A. Does the Unit have policy and procedure manuals?
B. Is an adequate, computerized case management and tracking system in place?
4. A Unit should take steps to ensure that it maintains an adequate workload through referrals

from the single state agency and other sources. In meeting this standard, the following
performance indicators will be considered-
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Does the Unit work with the single state agency to ensure adequate fraud referrals?
Does the Unit work with other agencies to encourage fraud referrals?

Does the Unit generate any of its own fraud cases?

Does the Unit ensure that adequate referrals of patient abuse complaints are
received from all sources?

oOw>

A Unit’s case mix, when possible, should cover all significant provider types. In meeting
this standard, the following performance indicators will be considered-

A. Does the Unit seek to have a mix of cases among all types of providers in the state?

B. Does the Unit seek to have a mix of Medicaid fraud and Medicaid patient abuse
cases?

C. Does the Unit seek to have a mix of cases that reflect the proportion of Medicaid
expenditures for particular provider groups?

D. Are there any special Unit initiatives targeting specific provider types that affect
case mix?

E. Does the Unit consider civil and administrative remedies when appropriate?

A Unit should have a continuous case flow, and cases should be completed in a
reasonable time. In meeting this standard, the following performance indicators will be
considered-

A. Is each stage of an investigation and prosecution completed in an appropriate time
frame?

B. Are supervisors approving the opening and closing of investigations?

C. Are supervisory reviews conducted periodically and noted in the case file?

A Unit should have a process for monitoring the outcome of cases. In meeting this
standard, the Unit’s monitoring of the following case factors and outcomes will be
considered-

The number, age, and type of cases in inventory.

The number of referrals to other agencies for prosecution.
The number of arrests and indictments.

The number of convictions.

The amount of overpayments identified.

The amount of fines and restitution ordered.

The amount of civil recoveries.

The number of administrative sanctions imposed.

TOmMEONwR

A Unit will cooperate with the OIG and other federal agencies, whenever appropriate and
consistent with its mission, in the investigation and prosecution of health care fraud. In
meeting this standard, the following performance indicators will be considered-

A. Does the Unit communicate effectively with the OIG and other federal agencies in
investigating or prosecuting health care fraud in their state?
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10.

11.

12.

B. Does the Unit provide OIG regional management, and other federal agencies,
where appropriate, with timely information concerning significant actions in all
cases being pursued by the Unit?

C. Does the Unit have an effective procedure for referring cases, when appropriate, to
federal agencies for investigation and other action?
D. Does the Unit transmit to the OIG, for purposes of program exclusions under

section 1128 of the Social Security Act, reports of convictions, and copies of
Judgment and Sentence or other acceptable documentation within 30 days or other
reasonable time period?

A Unit should make statutory or programmatic recommendations, when necessary, to the
state government. In meeting this standard, the following performance indicators will be
considered-

A. Does the Unit recommend amendments to the enforcement provisions of the state’s
statutes when necessary and appropriate to do so?

B. Does the Unit provide program recommendations to single state agency when
appropriate?

C. Does the Unit monitor actions taken by state legislature or state Medicaid agency

in response to recommendations?

A Unit should periodically review its Memorandum of Understanding (MOU) with the
single state Medicaid agency and seek amendments, as necessary, to ensure it reflects
current law and practice. In meeting this standard, the following performance indicators
will be considered-

A. Is the MOU more than 5 years old?

B. Does the MOU meet federal legal requirements?
C. Does the MOU address cross-training with the fraud detection staff of the state
Medicaid agency?

D. Does the MOU address the Unit’s responsibility to make program
recommendations to the Medicaid agency and monitor actions taken by the
Medicaid agency concerning those recommendations?

A Unit director should exercise proper fiscal control over the Unit resources. In meeting
this standard, the following performance indicators will be considered-

A. Does the Unit director receive on a timely basis copies of all fiscal and
administrative reports concerning Unit expenditures from the state parent agency?

B. Does the Unit maintain an equipment inventory?

C. Does the Unit apply generally accepted accounting principles in its control of Unit
funding?

A Unit should maintain an annual training plan for all professional disciplines. In meeting
this standard, the following performance indicators will be considered-
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A. Does the Unit have a training plan in place and funds available to fully implement

the plan?

B. Does the Unit have a minimum number of hours for the training requirements for
each professional discipline, and does the staff comply with the requirement?

C. Are continuing education standards met for professional staff?

D. Does training undertaken by staff aid in the mission of the Unit?

These standards may be periodically reviewed and discussed with the Units and other state
representatives to ascertain their effectiveness and applicability. Additional or revised
performance standards will be proposed when deemed appropriate.
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State

Unit Cost*

Convictions

Appendix B - Unit Statistics for the Fiscal Year 2001

Recoveries

Alabama

$709,000

10

$821,866

Alaska

$476,000

$494,117

Arizona

$966,000

13

32

$7,286,795

Arkansas

$1,408,000

22

21

$731,413

California

$13,025,693

171

148

$47,482,802

Colorado

$763,000

11

15

$2,002,827

Connecticut

$718,512

$154,098

D. C. Unit

$1,116,000

15

$352,076

Delaware

$811,000

14

23

$12,672

Florida

$7,395,000

143

62

$55,461,457

Georgia

$3,168,000

43

33

$15,775,116

Hawaii

$982,000

16

$6,839,939

I1linois

$4,819,213

66

30

$8,153,788

Indiana

$1,416,000

24

14

$27,988,327

Towa

$740,000

11

15

$253,161

Kansas

$732,000

10

$75,849

Kentucky

$1,234,000

18

$2,792,300

Louisiana

$1,323,000

24

42

$3,488,475

Maine

$347,000

$600,286

Maryland

$1,513,087

19

15

$1,384,403

Massachusetts

$1,856,000

27

$2,599,316

Michigan

$3,128,000

39

50

$1,225,166

Minnesota

$999,000

14

15

$2,969,648

Mississippi

$1,214,000

20

52

$3,746,970

Missouri

$1,404,000

23

12

$963,796

Montana

$360,000

$384,702

Nevada

$888,000

13

$3,640,233
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State

Unit Cost*

Convictions

Recoveries

New Hampshire

$520,000

$749,750

New Jersey

$2,413,000

$1,422,424

New Mexico

$920,000

$142,307

New York

$28,695,000

$9,919,758

North Carolina

$1,629,000

$7,371,278

Ohio

$2,633,000

$1,938,279

Oklahoma

$885,000

$1,216,441

Oregon

$620,000

$8,956,293

Pennsylvania

$3,358,000

$5,051,244

Rhode Island

$699,000

$557,405

South Carolina

$859,000

$1,138,215

South Dakota

$240,000

$392,079

Tennessee

$1,954,000

$1,040,728

Texas

$2,398,000

$2,463,121

Utah

$983,000

$600,097

Vermont

$379,000

$201,773

Virginia

$947,000

$2,299,295

Washington

$1,414,000

$1,302,414

West Virginia

$634,000

$3,620,537

Wisconsin

$720,000

$4,501,242

Wyoming

$288,000

$19,145

$106,699,505

26
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% C , Washington, D.C. 20201

TO: All Medicaid Fraud Control Units

SUBJECT: State Fraud Policy Transmittal No. 98-01
Program Income

This transmittal is to clarify the Office of Inspector General (OIG) policy regarding
the definition, approval, retention and reporting of program income by Medicaid
Fraud Control Units (MFCUs), and issue guidelines pursuant to 45 CFR section
92.25. Program income means gross income received by the MFCU directly
generated by a grant supported activity and is defined as the court-ordered reim-
bursement of the Units cost of investigation and prosecution. Except for program
income ordered by a court before and after the date of this transmittal expressed
below, this policy supercedes all letters from the OIG State Fraud Branch and
telephone instructions regarding the definition, approval and retention of program
income. The Financial Status Report regulations have been and remain in full

~ force and effect.

This transmittal applies to program income ordered by a court on or after the date
of this transmittal. Program income ordered prior to the date of this transmittal
may be used in accordance with OIG approvals previously issued to the specific
MFCU. Additionally, as of the date of this issuance, all new program income |
awarded by the court may not be carried over to the next fiscal year in order to be
used as a general use fund. It must be used and reported on the Financial Status
Report (Form 269) in the Federal fiscal year in which it was awarded by the court.

All Units are required to report the MFCU funds custodian, account number(s) and
the amount of retained program income beginning with Fiscal Year 1993 through
Fiscal Year 1998. It was never intended that these funds be carried over from

fiscal year to fiscal year.



Page 2 Program Income

Effective October 1, 1998, the following guidelines shall be the OIG policy regard-
ing program income:

When a Medicaid Fraud Control Unit enters into a civil or criminal settlement, the
agreement must provide that the Medicaid program be made whole by means of
restitution for both the State and Federal share before the agreement allocates
monies to penalties, investigative costs or damages.

When a MFCU recovers monies that meet the definition of “program-income”
pursuant to 45 CFR 92.25, typically termed “investigative costs,” then that MFCU
must report the program income to the OIG. The Financial Status Report (Form
269), due 30 days after the end of each fiscal quarter and 90 days after the end of
each grant period, includes a detailed reporting of program income and how it is

used.

In determining how to use program income, Units may use the funds to meet the
cost sharing requirements of the grant (typically 25 percent) pursuant to section
92.25(g)(3), provided the MFCU has a letter from OIG allowing retention of those
funds. A copy of the approval letter should be attached to the appropriate Finan-
cial Status Report (Form 269) in accordance with item 12 of that report.

If approved by OIG in writing, any program income in excess of the State share
for the fiscal year credited may be added to the funds committed to the grant
agreement, in accordance with the addition method of section 92.25(g)(2). Any
request for approval under the addition method must include a proposal for the
use of those in MFCU operations. If the MFCU does not receive such approval,
the funds must be deducted from total allowable costs in accordance with section
92.25(g)(1). A copy of the approval letter should be attached to the appropriate
Financial Status Report (Form 269) in accordance with item 12 of that report.



Page 3 Program Income

As an alternative to the cost sharing or matching method, a MFCU must either:

(a) deduct program income from total allowable costs in accordance with the ..
deduction alternative of section 92.25(g)(l), or (b) upon approval from OIG, the
MFCU may retain part or all of program income as a supplement to its annual -
budget in accordance with the addition method of section 92. 25(g)( )

Any request for approval under the addmon method must include a proposal for
the use of those funds in the MFCU operations.

Questions regarding this transmittal should be directed to Robert Bryant, Director,
State Medicaid Oversight and Policy Staff (SMOPS) at (202) 619-3557. -

Anthony‘Marziani
Director, Investigative
Oversight and Policy
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TO: All Medicaid Fraud Control Units

SUBJECT: State Fraud Policy Transmittal No. 99-01
Investigation, Prosecution, and Referral of Civil Fraud Case

The purpose of this transmittal is to clarify the Office of Inspector General (OIG)
policy with respect to the investigation, prosecution, and referral of civil cases by
State Medicaid Fraud Control Units (MFCUs). |

The authorizing statute for the MFCUs provides in section 1903(q)(3) of the Social
Security Act that a MFCU “function is conducting a statewide program for the
investigation and prosecution of violations of all applicable State laws regarding
any and all aspects of fraud in connection with any aspect of the provision of
medical assistance and the activities of providers of such assistance under the
State plan under [Title XIX of the Social Security Act].” See also 42 C.F.R.
1007.11(a).

The first priority for MFCUs has been, and remains, the investigation and prosecu-
tion, or referral for prosecution, of criminal violations related to the operation of a
State Medicaid program. However, in recent years, both State and Federal pros-
ecutors have increasingly relied on-civil remedies to achieve a full resolution of

 health fraud cases. The assessment of civil penalties and damages is an appro-
priate law enforcement tool when providers lack the specific intent required for
criminal conviction but satisfy the applicable civil standard of liability.

We understand that the approach to potential civil cases varies greatly among the
MFCUs. We are concerned that for those MFCUs that do not perform civil investi-
gations, meritorious civil remedies may go unpursued when no potential criminal
remedy exists. Civil cases could be prosecuted under applicable State civil fraud
statutes or could be referred to the Federal Government for imposition of multiple
damages and penalties under the Federal civil False Claims Act. Alternatively, if

~ authorized by the Department of Justice, the OIG may seek assessments and
penalties under the Civil Monetary Penalties Law. Also, in addition to or as an
alternative to monetary recoveries, the OIG may seek to impose a permissive
exclusion from Medicaid and other Federal health care programs.
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Accordingly, OIG interprets section 1903(q)(3) of the Social Security Act and
section 1007.11(a) of Title 42, Code of Federal Regulations, “Duties and Respon-
sibilities of the Unit,"” to require that all provider fraud cases that are declined
criminally be investigated and/or analyzed fully for their civil potential. OIG further
interprets 42 C.F.R. 1007.11(e), requiring a MFCU to “make available to Federal
investigators or prosecutors all information in its possession concerning fraud in
the provision or administration of medical assistance” under the program, to say
that if no State civil fraud statute exists, or if- State laws do not allow the recovery
of damages for both the State and Federal share of the Medicaid payments,
meritorious civil cases should then be referred to the U.S. Department of Justice
or the U.S. Attorney’s Office, as well as the appropriate Field or Suboffice of the
Office of Investigations, OIG.

In sum, meritorious civil cases that are declined criminally should be tried under
State law or referred to the U.S. Department of Justice, the U.S. Attorney’s Office,
or the Field or Suboffice of the Office of Investigations, OIG.

If you have any questions regarding this transmittal, please contact Joseph
Prekker, Director, State Medicaid Oversight and Policy Staff. He can be reached

at (202) 619-3557.

Assistg spector General
for Investigative Oversight
and Support
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TO: All Medicaid Fraud Control Units

SUBJECT: State Fraud Policy Transmittal No. 99-02 -
Public Disclosure Requests and Safeguarding of Privacy Rights

| This transmittal is to 'clarify the Office of Inspector General (OIG) policy with
respect to the safeguarding of privacy rights by State Medicaid Fraud Control
Units (MFCU's) when MFCU's receive requests from the public for investigative

records.

Federal regulations provide, as one “duty and responsibility,” that a MFCU “will

- safeguard the privacy rights of all individuals and will provide safeguards to pre-
vent the misuse of information under the unit’s control,”( 42 CFR, section
1007.11(f)). One situation in which a MFCU must safeguard privacy rights is
when a Unit receives a request for investigative records under a State public
disclosure law. Such requests may be for investigative files in either fraud or
patient abuse or neglect cases.

In determining what information to disclose in response to a request from the
public, a MFCU is subject to its State’s public disclosure law. In order to meet the
Federal confidentiality requirement, a MFCU must protect, to the fullest extent
authorized by such laws, the identities of witnesses, victims, and informants, as |
well as the identities of suspects when the allegations are unsubstantiated, unless
such identities are already in the public domain or the individuals clearly con-
sented to the release of their identities. Such identities are typically protected by
redacting identifying information, or information that could lead to those identities,

from files being released.

A MFCU should immediately contact the Director of the OIG State Medicaid .
Oversight and Policy Staff in the following situations:

« If a MFCU interprets its State public disclosure law in such a manner that it cannot
-~ protect from release the identities of witnesses, victims, and informants, as well as
the identities of suspects when the allegations are unsubstantiated, unless such
identities are already in the public domain or the individuals clearly consented to
the release of their identities. We may discuss with the Unit appropriate legislative
remedies to bring the MFCU into compliance with the Federal regulation.
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If a MFCU receives a public disclosure request and intends to release the identities of wit-
nesses, victims, and informants, as well as the identities of suspects when the allegations are
unsubstantiated, in the situations described above. The MFCU must provide OIG adequate
time prior to the anticipated release for OIG to provide its analysis of the situation or other
appropriate assistance. The Medicaid Fraud Control Units should not inform OIG about routine
requests for investigative information that do not involve the identities of individuals or other

‘sensitive situations.

Providing OIG adequate and timely notice in these situations will help ensure that Units are
complying with, and OIG is adequately enforcing, the Federal requirement regarding individual

privacy rights.

- Ifyou have any queStions regarding this transmiﬁal, biease_ contact Joseph Prekker, Director,
State Medicaid Oversight and Policy Staff at (202) 619-3557.

for Investigative Oversight
and Support
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TO: All Medicaid Fraud Control Units

SUBJECT: State Fraud Policy Transmittal No. 2000-1
Extended Investigative Authority for
- the State Medicaid Fraud Control Units

The Ticket to Work and Work Incentives Improvement Act of 1999,
P.L. 106-170, included an amendment which extended the
jurisdiction of the State Medicaid Fraud Control Units (MFCUs) to
include investigations and prosecutions of: (1) Medicare or other
Federal health care cases which are primarily related to Medicaid
and (2) patient abuse and neglect in non-Medicaid beard and care
facilities. The purpose of this policy transmittal is to provide
information on the extension of investigative authorities and
outline procedures to request permission from the Department of
Health and Human Services (DHHS), Office of the Inspector General
(0IG) to investigate Medicare and other DHHS health care cases.
Requests to investigate health care cases for non-DHHS programs
must be directed to the Inspectors General of those other
agencies. '

The amendment provides that upon approval of the Inspector General
of the relevant federal agency, MFCUs can 1nvestlgate and
prosecute any aspect of the provision of health care services and
‘activities of providers of such services, under any Federal health
care program including Medicare or the Children‘s Health Insurance
‘Program (CHIP) (title XXI of the Social Security Act), if the
suspected fraud or violation of law in such cases or
investigations is primarily related to Medicaid.

Additionally, the MFCUs have the option to investigate complaints
of abuse or neglect of patients residing in board and care
facilities (regardless of the source of payment), from or on
behalf of two or more unrelated adults who reside in such
facilities. Board and care facilities include residential
settings where two or more unrelated adults reside and receive one

or both of the following:

(1) Nursing care services provided by, or under the
supervision of, a registered nurse, licensed practical
nurse, or licensed nursing assistant.
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(2) A substantial amount of personal care services that
assist residents with the activities of daily living,
including personal hygiene, dressing, bathing, eating,
personal sanitation, ambulation, transfer, positioning,
self-medication, body care, travel to medical services,
essential shopping, meal preparation, laundry, and
housework.

The authority to approve requests to investigate and prosecute
Medicare or CHIP cases covered by this extended jurisdiction has
been delegated to the DHHS/OIG Regional Inspectors General for
Investigation (RIGI). No OIG approval is required for patient
abuse investigations in board and care facilities.

Requests must be in writing from the MFCUs to the appropriate
Office of Investigations Field Office (OIFO), and should generally
include the following information: i

(1) The nature of the complaint and the date received by the
MFCU. ' '

(2) A brief description of how the complaint is covered
under the expanded investigative authority.

(3) Name and phone number for the lead investigator or
supervisor and any special requests or information.

. The RIGI will provide a written response to the MFCU within 15
working days (in most cases) of receipt of the request. The OIFO
will also provide a copy of the response and the MFCU’s original
request to the Director, State Medicaid Oversight and Pplicy
Staff.

The total number of hours spent investigating cases covered under
this expanded authority should be included with the MFCU’s annual
report. ; : :

Any questions concerning this policy should be directed to Joseph
Prekker, Director, State Medicaid Oversight and Policy Staff at

(202) 619-3557.

Assistant Inspector General for
Investigative Oversight and Support
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TO: All Medicaid Fraud Control Units

Subject: State Fraud Policy Transmittal Number 2000-2
Rescission of State Fraud Policy Transmittal
Number 92-2

<

This transmittal rescinds State Fraud Policy Transmittal Number
92-2, which canceled on-site recertification reviews of the
Medicaid Fraud Control Units (MFCU). The State Medicaid
Oversight and Policy Staff (SMOPS) will be resuming limited on-
site reviews in an effort to help the Units become more efficient
and effective in fulfilling their mandate of investigating and
prosecuting Medicaid provider fraud and patient abuse. The
Office of Inspector General (0OIG) performance standards will be
used in conducting the on-site reviews. The directors of the
sites chosen for reviews will be notified prior to arrival, and a
preliminary list of materials and files needed for the review
will be sent to the Unit.

These reviews do not obviate the need for the annual, quarterly
statistical and financial reports submitted by the MFCUs to
determine eligibility for recertification. The reports are still
required as a condition of the legislation, and must be submitted
at the intervals as specified in 42 CFR Ch. V, Part 1007.
Information regarding the requirements and due dates for each
MFCU is provided in the recertification letter issued by the

SMOPS.

Any questions or comments about this policy should be directed to
Joseph Prekker, Director, SMOPS at (202)619-3557.

Assis ce Inspector General for
Investigative Oversight and Support
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Appendix D - Medicaid Fraud Control Unit Directory

State Contact and Address Telephone, Fax, and E-mail Address
Alabama Bruce Lieberman Tel: 334-353-8793
Director, MFCU Fax: 334-353-8796
Medicaid Fraud Control Unit of Alabama E-mail: blieberman@ago.state.al.us
Office of the Attorney General
11 S Union Street
Montgomery, AL 36130
Alaska Don Kitchen Tel: 907-269-6292
Director, MFCU Fax: 907-269-6202
Medicaid Fraud Control Unit of Alaska E-mail: Don_Kitchen@law.state.ak.us
Office of the Attorney General
310 K Street, Suite 308
Anchorage, AK 99501
Arizona Pam Svoboda Tel: 602-542-3881
Director, MFCU Fax: 602-364-0785
Medicaid Fraud Control Unit of Arizona E-mail: pamela.svoboda@ag.state.az.us
Office of the Attorney General
1275 W Washington Street
Phoenix, AZ 85007
Arkansas Joe Childers Tel: 501-682-8131
Director, MFCU Fax:501-682-8135
Medicaid Fraud Control Unit of Arkansas E-mail: childersj@ag.state.ar.us
Office of the Attorney General
323 Center Street, Suite 200
Little Rock, AR 72201
California Collin Wong Tel: 916-274-2994
Executive Director Fax: 916-274-2929
Medicaid Fraud Control Unit of California E-mail: collin.wong@doj.ca.gov
Office of the Attorney General
1425 River Park Drive, Ste. 300
Sacramento, CA 95815
Colorado Milton K. Blakey Tel: 303-866-5431
Director, MFCU Fax:303-418-1638
Medicaid Fraud Control Unit of Colorado E-mail: milt.blakey@state.co.us
Office of the Attorney General
1525 Sherman Street, 5th Floor
Denver, CO 80203
Connecticut Nancy Salerno Tel: 860-258-5851
Director, MFCU Fax: 860-258-5838
Office of the Chief State's Attorney E-mail: nancy.salerno@po.state.ct.us
Medicaid Fraud Control Unit
300 Corporate Place
Rocky Hill, CT 06067
Delaware Timothy H. Barron Tel: 302-577-8504

Director, MFCU

Medicaid Fraud Control Unit of Delaware
Office of the Attorney General

820 N French Street, 5th Floor
Wilmington, DE 19801

Fax:302-577-3090
E-mail: tbarron@state.de.us
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State Contact and Address Telephone, Fax, and E-mail Address
District Of Sidney Rocke Tel: 202-727-8008
Columbia Director, MFCU Fax:202-727-5937
Medicaid Fraud Control Unit of D.C. E-mail: sidney.rocke@dc.gov
Office of D.C. Inspector General
717 14th St., N.W., 5th Floor
Washington, DC 20005
Florida Mark Schlein Tel: 850-414-3910
Director, MFCU Fax: 850-487-9475
Medicaid Fraud Control Unit of Florida E-mail: mark_schlein@oag.state.fl.us
Office of the Attorney General
The Capitol, PL-01
Tallahassee, FL 32399
Georgia Charles Richards Tel: 770- 414-3655
Director, MFCU Fax:770- 414-2718
Medicaid Fraud Control Unit of Georgia E-mail:
2100 East Exchange Place charlie.richards@gbi.state.ga.us
Building One, Suite 200
Tucker, GA 30084
Hawaii Christopher D.W. Young Tel: 808-586-1073
Director, MFCU Fax: 808-586-1077
Medicaid Fraud Control Unit of Hawaii E-mail:
Office of the Attorney General Christopher D Young@exec.state.hi.us
333 Queen Street, 10th Floor
Honolulu, HI 96813
Illinois Gordon Fidler Tel: 217-785-3321
Director, MFCU Fax:217-524-6405
Illinois State Police E-mail: Fidlerg@jisp.state.il.us
Medicaid Fraud Control Unit
200 Isle Park Place, Suite 230
Springfield, IL 62718
Indiana Allen K. Pope Tel: 317-232-6217
Director, MFCU Fax:317-232-6523
Medicaid Fraud Control Unit of Indiana E-mail: apope@atg.state.in.us
Office of the Attorney General
302 W. Washington St., C541
Indianapolis, IN 46204
Towa Robert Galbraith Tel: 515-281-4291
Director, MFCU Fax: 515-242-6507
Medicaid Fraud Control Unit of Iowa E-mail: ladams@dia.state.ia.us
Department of Inspections and Appeals
Lucas State Office Building
Des Moines, IA 50319
Kansas Jon Fleenor Tel: 785-368-6215
Director, MFCU Fax: 785-368-6223
Medicaid Fraud Control Unit of Kansas E-mail: fleenorj@ksag.org
Office of the Attorney General
120 SW 10th St., 2™ Floor
Topeka, KS 66612-1597
Kentucky Barbara W haley Tel: 502-696-5405

Director, MFCU

Medicaid Fraud Control Unit of Kentucky
Office of the Attorney General

1024 Capitol Center Drive

Frankfort, KY 40601

Fax: 502-573-8316
E-mail:
barbara.whaley@law.state. ky.us
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State

Contact and Address

Telephone, Fax, and E-mail Address

Louisiana Fred Duhy, Jr. Tel: 225-342-7517
Director, MFCU Fax: 225-342-5696
Medicaid Fraud Control Unit of Louisiana E-mail: duhyf@ag.state.la.us
Office of the Attorney General
PO Box 94095
Baton Rouge, LA 70804-9095
Maine Marci Alexander Tel: 207-626-8800
Director, MFCU Fax:207-287-3120
Medicaid Fraud Control Unit of Maine E-mail: marci.alexander@state.me.us
Office of the Attorney General
State House, Station 6
Augusta, ME 04333
Maryland David P. Lunden Tel: 410-576-6529
Director, MFCU Fax:410-576-6314
Medicaid Fraud Control Unit of Maryland E-mail: dlunden@oag.state.md.us
Office of the Attorney General
200 St. Paul Place, 18th Floor
Baltimore, MD 21202
Massachusetts Nicholas Messuri Tel: 617-727-2200 ext. 3405
Director, MFCU Fax: 617-727-2008
Medicaid Fraud Control Unit of Massachusetts E-mail:
Office of the Attorney General nicholas.messuri@ago .state.ma.us
200 Portland Street, 4th Floor
Boston, MA 02114
Michigan Wallace T. Hart Tel: 517-241-6500
Director, MFCU Fax:517-241-6515
Medicaid Fraud Control Unit of Michigan E-mail: hartwt@ag.state.mi.us
Office of the Attorney General
2860 Eyde Parkway
East Lansing, MI 48823
Minnesota Deborah Peterson Tel: 651-297-1093
Director, MFCU Fax: 651-282-5801
Medicaid Fraud Control Unit of Minnesota E-mail: deborah.peterson@state.mn.us
Office of the Attorney General
445 Minnesota Street, 1200 NCL Tower
Saint Paul, MN 55101
Mississippi Kenny O'Neal Tel: 601-359-4220
Director, MFCU Fax: 601-359-9681
Medicaid Fraud Control Unit of Mississippi E-mail: Konea@ago.state.ms.us
Office of the Attorney General
P.O. Box 56
Jackson, MS 39205-0056
Missouri Richard G. Williams Tel: 573-751-7192
Director, MFCU Fax: 573-751-0207
Medicaid Fraud Control Unit of Missouri E-mail:
Office of the Attorney General Richard. Williams@mail.ago.state.mo.us
1530 Rax Court
Jefferson City, MO 65109
Montana Gordon Hage Tel: 406-444-6680

Director, MFCU

Medicaid Fraud Control Unit of Montana
Division of Criminal Investigations

303 N Roberts Street, Room 367

Helena, MT 59620

Fax: 406-444-7913
E-mail: ghage@state.mt.us
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State

Contact and Address

Telephone, Fax, and E-mail Address

Nevada

Tim Terry

Director, MFCU

Medicaid Fraud Control Unit of Nevada
Office of the Attorney General

198 North Carson Street

Carson City, NV 89701-4717

Tel: 775-684-1185
Fax: 775-684-1192
E-mail: ltterry@ag.state.nv.us

New Hampshire

Jeffrey S. Cahill

Director, MFCU

Medicaid Fraud Control Unit of New Hampshire
Office of the Attorney General

33 Capitol Street

Concord, NH 03301-6397

Tel: 603-271-1246
Fax: 603-271-2110
E-mail: jcahill@doj.state.nh.us

New Jersey

John Krayniak

Director, MFCU

Medicaid Fraud Control Unit of New Jersey
Office of the Attorney General

25 Market Street, P.O. Box 085

Trenton, NJ 08625

Tel: 609-896-8772
Fax: 609-896-8696
E-mail: krayniakj@njdcj.org

New Mexico

Katherine Vincent

Director, MFCU

Medicaid Fraud Control Unit of New Mexico
Office of the Attorney General

111 Lomas Blvd. NW, 3™ Floor
Albuquerque, NM 87102

Tel: 505-222-9065
Fax: 505-222-9008
E-mail: kvincent@ago.state.nm.us

New York

William J. Comiskey

Director, MFCU

Medicaid Fraud Control Unit of New York
Office of the Attorney General

120 Broadway, 13th Floor

New York, NY 10271

Tel: 212-417-5261
Fax:212-417-4215

E-mail:
William.Comiskey@mfcu.oag.state.ny.us

North Carolina

Christopher Brewer

Director, MFCU

Medicaid Fraud Control Unit of North Carolina
Office of the Attorney General

3824 Barrett Drive, Suite 200

Raleigh, NC 27609

Tel: 919-881-2320
Fax:919-571-4837
E-mail: mecbrew@mail.jus.state.nc.us

Ohio John Guthrie Tel: 614-466-0722
Director, MFCU Fax: 614-644-9973
Medicaid Fraud Control Unit of Ohio E-mail: jaguthrie@ag.state.oh.us
Office of the Attorney General
101 E Town Street, 5th Floor
Columbus, OH 43215
Oklahoma Don Brown Tel: 405--522-2962
Director, MFCU Fax: 405-522-4875
Medicaid Fraud Control Unit of Oklahoma E-mail: don_brown@ oag.state.ok.us
Office of the Attorney General
4545 N Lincoln Blvd, Suite 260
Oklahoma City, OK 73105
Oregon Ellyn Sternfield Tel: 503-229-5725

Director, MFCU

Medicaid Fraud Control Unit of Oregon
Office of the Attorney General

1515 SW 5th Avenue, Suite 410
Portland, OR 97201

Fax: 503-229-5459
E-mail: ellyn.sternfield@state.or.us
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State

Contact and Address

Telephone, Fax, and E-mail Address

Pennsylvania

Chris Abruzzo

Director, MFCU

Medicaid Fraud Control Unit of Pennsylvania
Office of the Attorney General

Strawberry Square

Harrisburg, PA 17120

Tel: 717-772-2772

Fax: 717-705-7247

E-mail:
eabruzzo@attorneygeneral.gov

Rhode Island

Bruce Todesco

Director, MFCU

Medicaid Fraud Control Unit of Rhode Island
Office of the Attorney General

150 S Main Street

Providence, RI 02903

Tel: 401-274-4400 ext. 2281
Fax:401-222-3014
E-mail: btodesco@riag.state.ri.us

South Carolina

Charles W. Gambrell

Director, MFCU

Medicaid Fraud Control Unit of South Carolina
Office of the Attorney General

PO Box 11549

Columbia, SC 29211-1549

Tel: 803-734-3660
Fax: 803-734-8754
E-mail: agbgambrel@ag.state.sc.us

South Dakota

Jason Glodt

Director, MFCU

Medicaid Fraud Control Unit of South Dakota
Office of the Attorney General

110 W Missouri Street

Pierre, SD 57501-4506

Tel: 605-773-4102
Fax: 605-773-6279
E-mail: jason.glodt@state.sd.us

Tennessee William Benson Tel: 615-744-4222
Director, MFCU Fax: 615-744-4659
Tennessee Bureau of Investigations E-mail: wbenson@mail.state.tn.us
Medicaid Fraud Control Unit
901 R.S. Gass Boulevard
Nashville, TN 37216-2639
Texas Scott Stephenson Tel: 512-463-2011
Director, MFCU Fax: 512-320-0974
Medicaid Fraud Control Unit of Texas E-mail:
Office of the Attorney General scott.stephenson@ oag.state.tx.us
Capitol Station
Austin, TX 78711-2548
Utah Wade A. Farraway Tel: 801-281-1258
Director, MFCU Fax: 801-281-1250
Medicaid Fraud Control Unit of Utah E-mail: wfarraway@utah.gov
5272 College Drive, Suite 200
Murray, UT 84123-2611
Vermont Linda Purdy Tel: 802-241-4440
Director, MFCU Fax: 802-241-4447
Medicaid Fraud Control Unit of Vermont E-mail: Ipurdy@atg.state.vt.us
Office of the Attorney General
103 S Main Street
Waterbury, VT 05671-1401
Virginia Randall L. Clouse Tel: 804-692-0171

Director, MFCU

Medicaid Fraud Control Unit of Virginia
Office of the Attorney General

900 E Main Street, 5th Floor

Richmond, VA 23219

Fax: 804-225-3064
E-mail: rclouse@oag.state.va.us
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State Contact and Address

Telephone, Fax, and E-mail Address

Washington David W. Waterbury

Director, MFCU

Medicaid Fraud Control Unit of Washington
Office of the Attorney General

1019 Pacific Avenue, 3rd Floor

Tacoma, WA 98402

Tel: 253-593-2154
Fax:253-593-5135
E-mail: davidw1@atg.wa.gov

Samuel P. Cook

Director, MFCU

Medicaid Fraud Control Unit of West Virginia
WYV Office of Inspector General

Capitol Complex-Bldg. 6, Rm. B-848
Charleston, WV 25305

West Virginia

Tel: 304-558-1858
Fax:304-558-3498
E-mail: samuelcook@wvdhhr.org

Counsel

Nat. Assn. of Medicaid Fraud Control Units
750 First St., N.E.

Suite 1100

Washington, DC 20002

Wisconsin Amy Smith Tel: 608-266-2659
Director Fax: 608-261-7991
Medicaid Fraud Control Unit of Wisconsin E-mail: smithar@doj.state.wi.us
Office of the Attorney General
PO Box 7857
Madison, WI 53707-7857

Wyoming N. Denise Burke Tel: 307-635-3597
Director, MFCU Fax:307-635-6196
Medicaid Fraud Control Unit of Wyoming E-mail: dburke@state.wy.us
Office of the Attorney General
1807 Capitol Avenue, Suite 108
Cheyenne, WY 82001

NAMEFCU Barbara L. Zelner Tel: 202-326-6020

Fax:202-326-0884
E-mail: bzelner@naag.org

Questions and comments regarding this report should be directed to:

John Bettac, Director

Medicaid Oversight Staff

Department of Health and Human Services
Office of Inspector General

Office of Investigations

330 Independence Avenue, SW
Washington, DC 20201

Tel (202) 619-3557

Fax (202) 401-0502
E-mail: jbettac@oig.hhs.gov

44




	Page 1
	Page 2
	Page 3
	Page 4
	1-1

	Page 5
	1-2
	1-3

	Page 6
	1-4
	1-5

	Page 7
	1-6

	Page 8
	1-7
	1-8
	1-9

	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	1-10
	1-11

	Page 17
	1-12
	1-13

	Page 18
	Page 19
	1-14

	Page 20
	Page 21
	Page 22
	Page 23
	1-15

	Page 24
	Page 25
	Page 26
	Page 27
	Page 28
	1-16

	Page 29
	Page 30
	Page 31
	1-17

	Page 32
	Page 33
	1-18

	Page 34
	Page 35
	Page 36
	Page 37
	Page 38



