59G-7.057 Provider Third-Party Liability Audits.

(1) Providers are subject to audits by the Third Party Liability Office as to compliance with the Medicaid Third Party Liability Act, Chapter 59G-7, F.A.C., relevant state and federal regulations, and the provider agreement with the Florida Medicaid Program.

(2) Hospital providers are audited on a regular schedule, the frequency of which is determined by the volume of Medicaid claims handled by the hospital.

(3) Providers must keep Medicaid related records, medical records, business office records, third-party benefit records and other records as are necessary to fully disclose the extent of the service provided, the existence of third-party benefits, the existence of overpayments resulting from the collection of third-party benefits, the existence of probable third-party benefits, claims filed for third-party benefits, and Medicaid payments relevant or related to recipients and third parties.

(4) All records, including documents of original entry, must be made available for examination and audit within the State of Florida at the provider’s place of business, or an alternate site acceptable to the Third Party Liability Office, within 20 days of the request. Providers having a home office outside the State of Florida must maintain a set of records, including documents of original entry, at a location within the boundaries of the State for the purpose of examination and audit by the Third Party Liability Office.

(5) Minimum documents in a claims file reviewed by an auditor include admission records; the UB-92 Uniform Billing Claim Form; the recipient accounts receivable ledger; and all documents which show or screen for such items as health insurance, liability coverage claims, no-fault coverage claims, Medicare coverage, accidents, automobile accidents, tort claims or actions, workers compensation claims, and requests for records from attorneys and insurers.

(6) Upon completion of an audit, the auditor, during an exit conference, discusses his findings, leaves instructions as to claims files that require additional action by the hospital, and makes recommendations as to the processing of claims for third-party benefits.

(7) Upon completion of a review, the auditor prepares a letter to the provider relating the results of the review. Included is a listing of claims that require additional action by the hospital, and a summary of findings.

(8) An audit report is issued to the provider. The audit report includes a determination of established overpayments resulting from third-party recovery received by the provider but not reimbursed to the Medicaid Program, and probable or potential third-party liability to be pursued by the provider.

(9) The amount of established overpayments resulting from third-party benefits recovered by the provider is required to be reimbursed by the provider to the Medicaid Program within 30 days of the date of the audit report.

(10) Potential third-party liability identified by the auditor must be pursued by the provider, which is required to report the status of recovery efforts within 90 days of the date of the audit report.

(11) Overpayments resulting from recovery by the provider of third-party benefits not repaid to the Medicaid Program due either to mistake of any person, or to the intentional, willful or knowing action of a provider or an agent or employee of the provider, and any other overpayments determined by the Third Party Liability Office, which are not resolved by informal discussions between the provider and the Third Party Liability Office, are referred to the Medicaid Program Office for further action by the Medicaid Program Office under s. 409.913, F.S. and Rules 59G-9.010,F.A.C .
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