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Preface 

All providers new to Community Care Behavioral Health Organization (Community Care) 
should read and become familiar with Community Care’s Fraud, Waste and Abuse (FWA) 
department’s policies and procedures and trainings. This material is located on Community 
Care’s FWA section at the following links: 
 
Policies and Procedure: https://providers.ccbh.com/provider-resources/fwa-compliance 
 
Trainings: https://providers.ccbh.com/training/fwa-trainings 

Fraud Waste and Abuse (Program Integrity) Overview 

As a new provider you are receiving this manual as an introduction to Community Care’s 
FWA department. All our providers undergo FWA audits as a measure to ensure 
documentation and billing compliance with Medical Assistance regulations. This manual will 
serve as a guideline and introduction to FWA principle and practices. 
 
It is the policy of Community Care to have an FWA compliance program which reflect the 
regulations, recommendations, standards, and guidance set forth by the following agencies 
towards the detection, deterrence, and prevention of FWA in Medicaid-funded 
HealthChoices behavioral health care:  

• U.S. Justice Department (DOJ) 
• Office of Inspector General (OIG)  
• Attorney General’s Medicaid Fraud Control Section (MFCS)  

• Medical Assistance/Medicaid program  
• Bureau of Program Integrity (BPI)  

• Office of Mental Health and Substance Abuse Services (OMHSAS) of the Department 
of Human Services (DHS)  

• Centers for Medicare and Medicaid Services (CMS)  
 
The FWA program makes use of tools and references that include but are not limited to the 
following: 

• Code of Federal Regulations 
• Medical Assistance Regulations and Bulletins 
• Pennsylvania Code  

• Licensing regulations  
• DHS HealthChoices Behavioral Health Program Standards and Requirements: 

Appendix F Fraud and Abuse Program Requirements (DHS Appendix F) 
• Fee schedules  

• Billing Manual  
• Provider Alerts  

https://providers.ccbh.com/provider-resources/fwa-compliance
https://providers.ccbh.com/training/fwa-trainings
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• Community Care Performance Standards 

• Community Care Provider Agreement 

• Online training modules 

Purpose of the Fraud, Waste and Abuse Department 

The Centers for Medicare and Medicaid Services (CMS), Pennsylvania Department of Human 
Services (DHS), and the Bureau of Program Integrity (BPI) are oversight agencies that require 
managed care organizations such as Community Care to maintain a Fraud, Waste, and Abuse 
Special Investigations Unit (FWA SIU). The purpose of the SIU within Community Care is the 
protection of Medicaid dollars. The Fraud, Waste & Abuse SIU monitors for potential fraud, 
waste, and abuse in claims billed to Community Care. Our focus is on billing compliance and 
standards. 
 
Various counties and groups of counties within the Commonwealth of Pennsylvania have 
elected to contract with Community Care to manage their members’ behavioral health 
benefits. The FWA SIU conducts audits of providers who deliver behavioral health services to 
members within the contracts. The audit is a comparison of claims, billing practices, and 
medical record documentation with Medical Assistance Billing Rules and Regulations, 
Pennsylvania Code, Program Standards and Requirements, and other applicable rules, 
regulations, laws, and standards. 

Definitions 

Fraud: An intentional deception or misrepresentation made by a person with the knowledge 
that the deception could result in some unauthorized benefit to himself or some other 
person. It includes any act that constitutes fraud under applicable Federal or State law. This 
includes any intentional deception or misrepresentation made by an entity or person in a 
capitated MCO Primary Care Case Management (PCCM) program, or other managed care 
setting with the knowledge that the deception could result in an unauthorized benefit to the 
entity, him/herself or another responsible person in a managed care setting. Knowingly or 
intentionally submitting false claims. 
 
Waste: As defined by CMS, Medicare Part D, “The overutilization of services or other 
practices that result in unnecessary costs. Generally, not considered caused by criminally 
negligent actions but rather misuse of resources”. 
 
Abuse: Provider practices that are inconsistent with sound fiscal, business, or medical 
practices, and result in an unnecessary cost to the Medicaid program, or in reimbursement 
for services that are not medically necessary or that fail to meet professionally recognized 
standards for health care. It also includes recipient practices that result in unnecessary cost to 
the Medicaid program. This includes any practices in a capitated MCO, PCCM program, or 
other managed care setting that are inconsistent with sound fiscal, business, or medical 
practice and which result in unnecessary cost to the MA Program, or in reimbursement for 
services that are not medically necessary or that fail to meet professionally recognized 
standards or contractual obligations (including the terms of the PSR, contracts, and 
requirements of state or federal regulations) for health care in the managed care setting. The 
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abuse can be committed by an MCO, contractor, subcontractor, provider, state employee, 
MA beneficiary or MA managed care enrollee, among others. It also includes beneficiary 
practices in a capitated MCO, PCCM program, or other managed care setting that result in 
unnecessary costs to the MA program or MCO, contractor, subcontractor, or provider. A 
provider can be described as any individual or entity that receives MA funds in exchange for 
providing a service (MCO, contractor, or subcontractor). 

Audit Process: Selection, Preparation, Exceptions, Results, 
Appeal 

This section will provide an overview of the audit process from beginning to end. 

Audit Selection  

The Special Investigations Unit can initiate an audit based on several different standards.  
 
Routine Audit Plan: An audit work plan for each contract is developed in conjunction with the 
contract administrator and the SIU’s own data mining analysis and risk assessment. These 
audits may be generated according to criteria such as:  

• Level of care  
• Providers who have never been audited  
• Length of time between audits (greater than 2 years)  
• Outlying claims submission patterns compared to peers 

• High dollar amount spends per quarter 
• Highest number of claims billed specific to a level of care  

• Data mining 
• Self-report 

• Referral 
• High-risk providers  

 
Internal Referral: Referrals are received from various departments within Community Care 
such as: Care Management, Provider Network Relations, Quality, Claims, Finance, and 
Customer Relations.  
 
External Referral: The Community Care FWA department interacts with many regulatory and 
oversite agencies. Information regarding relevant audit findings is shared among those 
entities. Those entities include, but are not limited to, the following: Bureau of Program 
Integrity (BPI), Office of the Attorney General (OAG), Office of Mental Health and Substance 
Abuse Services (OMHSAS), and Medical Assistance. The FWA department also has an FWA 
Hotline which is monitored daily. 
 
Data Mining: Community Care conducts regular queries of their claims system. These queries 
monitor for unusual claims, coding, and utilization patterns. An investigation may be 
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conducted as a result of a data mining query. 
 
Prior audit findings: An audit with significant findings typically will result in a re-audit. A re-
audit is a follow up to ensure that identified deficiencies have been corrected.  

Process of an Audit 

This section will provide a step by step overview of a routine FWA audit. Other audit types 
may also be conducted. Please refer to the FWA policies and procedures found on the 
Community Care website. At the onset of an audit, the auditor will review the steps of the 
audit process with you. 
 
Audit Notification: An audit notification letter will be sent to the executive director, clinical 
director, and/or program manager to notify a provider of an upcoming audit. The letter will 
identify the program which is to be audited and provide the web address for the FWA 
auditing policies. All the FWA audit policies are applicable to the audit. The audit notification 
letter will also request a copy of the Compliance Plan, Precluded Provider Screening, and 
evidence of screening which is to be submitted with audit chart documentation. The 
Compliance Plan Checklist is an attestation that is completed, signed, and returned with the 
Compliance Plan. 
 
The auditor will contact a representative of the agency by phone to schedule the audit and to 
review the audit process. At this time, it will be determined whether the documentation 
review will be a desk review of the audit documentation or conducted onsite. If a desk review 
is selected, 10 business days are given to submit the requested documentation for review. If 
an onsite review is selected, 5 business days are given to prepare the requested information 
for review. The deadline for the submission of audit material is based on the date the audit 
confirmation letter is sent. 
 
Audit Confirmation Letter: The audit confirmation letter will identify the time frame of the 
medical record review, the list of members, and the due date for the submission of the 
medical records/ date of the onsite review. The auditor will contact a representative of the 
agency to review the content of the confirmation letter. The chart documentation identified in 
the letter is defined to reduce communication errors.  
 
Documents for submission generally include the following core documents as well as others: 

• Treatment/service/other plans/reviews/updates 
• Evaluations, assessments, screenings, intakes 
• All progress notes and related documentation 

• Encounter forms 
• Consents for treatment 

• Behavior plan(s) 
• Plans of care 

• Medication check documentation (evaluation and management visits) 
• Applicable waivers 
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• Demographic sheet 
• Compliance Plan 

• Compliance Plan checklist 
• Precluded provider screening policy and procedure/ evidence of monthly screening 

• Document submission attestation 
• Collaborative agreements for CRNPs and PAs 

 
The letter is sent via mail on a date that will allow for the 5 to 10 business day (depending on 
desk/onsite type) preparation time from the agreed upon date the audit will begin. At this 
time, the auditor will create and grant access to the secure, cloud-based system if the audit 
documentation is to be submitted digitally. Please contact the auditor if there are any 
questions regarding the audit. 
 
*Late or missing documentation is an audit finding that may result in full repayment to 
Community Care for each involved claim. Upon receipt of the documentation, the SIU 
considers the documentation to be a full and complete record of the documentation that 
exists at the commencement of the audit. It is therefore very important for all documentation 
to be reviewed for completeness, accuracy, and a thorough reflection of compliance with 
regulatory requirements prior to submission.  
 
Verification of services: Member verification is a process that is required by the 
Commonwealth of Pennsylvania. During the course of the audit, the auditor will contact a 
sample of the members to verify services were rendered. The auditor will not indicate an 
audit is being conducted of a provider. Auditors are also sensitive to members’ 
confidentiality and treatment concerns. 
 
Exit Interview: A preliminary exit interview (verbal discussion) of audit findings is conducted 
by the auditor immediately following the conclusion of an onsite audit. The provider may 
include various agency representatives (management, clinical, operations, fiscal, and/or 
compliance). The information shared by the auditor includes a general description of 
exceptions/deficiencies, resources and education and subsequent steps in the process, 
including appeal. Financial implications of audit findings are not shared during this 
preliminary discussion. 
 
Formal Telephone Exit Interview: At the conclusion of all audits, the auditor will conduct a 
formal exit interview to review the audit results. Invitations are sent to the provider, the 
contact holder, and Community Care management. The auditor will review, as applicable: 

• Audit exceptions (deficiencies) 
• Required repayment amount to Community Care 
• Mechanism of repayment to Community Care (retraction from current or future claims 

or consideration for direct repayment). 
• Corrective Action Plan requirement 

• Education and resources 
• Potential re-audit, which may include a prospective payment audit 

• The steps in the appeal submission process 
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• Notification that the Provider will be sent an Audit Results Letter within ten (10) 
business days from the date of this exit interview. 

• Notification that the Audit Results Letter will be accompanied by a claims itemization 
(if exceptions were identified through the audit).  

 
Audit Results Letter & Itemization: The final audit results will be sent via mail which will 
include a letter detailing the audit results and an itemization of claims identified in the audit 
that require repayment. Repayment will be made by retractions through the claim system. A 
provider may also make payments by check and may also request a payment plan. The letter 
may contain the request for a Corrective Action Plan to address identified deficiencies (if 
applicable). The primary contract administrator is notified of the audit results. The results 
letter will contain the link to Community Care’s website which contain FWA resources that are 
available. These resources include Community Care’s FWA policies and procedures and 
web-based trainings. 
 
Depending on the circumstances of the audit, there is the potential for reporting the findings 
to the: BPI, Medicaid Fraud Control Unit, Office of Attorney General, Licensing & 
Occupational Affairs, and/or Law Enforcement. 
 
Manage Appeal: Providers have a formal process to dispute the results of an audit. After the 
audit results letter is sent, an appeal period is open for 20 business days. Within 10 business 
days the provider is required to notify Community Care of the intent to appeal the audit 
findings. The provider’s appeal is due within 20 business days of the postmark on the Audit 
Results letter. The appeal must be documented on the Community Care Appeal Template. 
The appeal committee renders a decision which is final. An Appeal Results Letter is sent 
which notifies a provider of the decision that was rendered and any changes to the 
overpayment due. Please reference: Fraud, Waste, and Abuse Audit Appeal policy (# FWA 
011) which is found on Community Care’s website. 
 
*Please reference Fraud, Waste and Abuse Compliance Auditing policy #FWA003 for 
additional information regarding the audit process. 

Compliance Plan  

A compliance plan includes written compliance standards and policies and procedures for 
reporting fraud, waste, and abuse to Community Care when it is discovered with an agency 
or practice. This plan must adhere to the standards outlined in Community Care Provider 
Alert # 9 Fraud, Waste and Abuse (FWA) Compliance and Program Integrity Update from 
2017 and DHS HealthChoices Behavioral Health Program Standards and Requirements: 
Appendix F Fraud and Abuse Program Requirements (DHS Appendix F). A compliance plan 
must include regular scheduled FWA training programs on an annual basis that address 
applicable federal and Commonwealth laws and regulations. The plan must also contain a 
schedule for the delivery of FWA trainings during the upcoming year. Annually, in the first 
calendar quarter, Community Care will submit a request to each provider for both verification 
of FWA training completion for the preceding calendar year (for providers who have been 
under contract with Community Care for the full preceding year) as well as a schedule for 
FWA training for the upcoming year (all enrolled providers). After the close of the first 
calendar quarter, Community Care will submit to each Contract Administrator, a report which 
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summarizes provider FWA training completion and schedules for their respective contract.  
 
A provider is required to submit a copy of their compliance plan to Community Care’s 
Network Provider Relations department at the following intervals: 

• Initial credentialing 
• Re-credentialing  

• With any updates, revisions, or/and modifications 
• During any provider audit or site visit 

• Upon request of the contract administrator 
 
When a copy of the compliance plan is received, Community Care will validate the inclusion 
of annual FWA training. If the compliance plan does not contain annual FWA training and a 
schedule for training for the upcoming year, the provider will be asked to make revisions to 
include these elements and re-submit.  
 
Compliance Plan Elements: Each agency and practice is required to maintain a compliance 
plan. The elements of a compliance plan include the following: 

• Identifies specific high-level individuals that hold responsibility  
• No delegation of substantial discretionary authority  
• Effective internal and external communications  

• Established monitoring & auditing designed to detect criminal activity  
• Consistent enforcement through disciplinary mechanisms  

• Issues a response and corrective action that takes all reasonable steps  
• Monitors Compliance Plan overall effectiveness  

• Coordinated training  
 
Agency Tools for Compliance: Compliance plans for agency or practice should include the 
following tools: 

• Policies and procedures at the agency/practice level that provide guidance and a 
reference point for compliance related questions. A compliance plan, which was 
discussed in detail above, provides structure for addressing compliance with FWA 
issues. Screening for precluded providers is a proactive step that reduces exposure to 
individuals and vendors that are prohibited from Medicaid-funded programs. 

• A Code of Conduct informs individuals employed at an agency/ practice of the 
professional expectations to be followed. 

• A Compliance Committee which meets routinely to review identified and potential 
risks to the integrity of a program/ practice. This committee is usually led by a 
Compliance Officer.  

• Internal Audits that are conducted with an agency/practice to ensure adherence to 
policies and procedures.   

• External Audits conducted by outside entities such as Community Care, DHS, 
OMHSAS and licensing offer feedback regarding the compliance to Medicaid 
standards. 
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• Reports that are conducted routinely (typically monthly) provide information for an 
agency/practice to evaluate regarding the level of compliance. 

• Corrective Action Plans (CAPs) are a formal written response to an identified 
compliance violation. The response identifies the action(s) that corrects the issue, 
identifies the person(s) responsible for the change, and the timeframe for 
administering the corrective action. 

 
Please Note: Compliance is not an event but rather a continuous cycle requiring Clinical, 
Operations, and Fiscal collaboration for success. 

Precluded Provider Screening 

Community Care providers are required to screen for employees and contractors (both 
individuals and entities) which are excluded from participation in Medicare, Medicaid, and 
other federally-funded health care programs. This applies to all Medical Assistance Fee-For-
Service and/or MCO Programs. Medical Assistance Bulletin 99-11-05 has established the 
following requirements for the screening of individuals and entities that are precluded from 
participation in federally funded health care programs: 

• Screen exclusion lists at the time of hire and monthly  
• Develop policy and procedures for screening 
• Conduct self-audits and report exclusions to Community Care and the PA BPI 

• Recognize the consequences of failure to prevent payments for services furnished or 
ordered by excluded individuals or entities 

 
Sources for checking the precluded providers: 

• State department’s Medicheck List  
https://www.humanservices.state.pa.us/Medchk/MedchkSearch/Index 

• Federal OIG’s List of Excluded Individuals and Entities (LEIE)  
https://exclusions.oig.hhs.gov/ 

• System for Award Management (SAM) https://www.sam.gov/SAM/ 
 
Individuals (vendors, etc.) that are on a precluded list may not work independently or in a 
facility in any capacity when Medicaid funds are utilized to fund the position. 
 
If any individual/individuals or entities are discovered to be on the excluded list, providers 
are expected to immediately report this to Community Care and the Pennsylvania Bureau of 
Program Integrity. Any Medicaid dollars used in association with a precluded provider must 
be returned to Community Care. The consequences of employing individual(s) or entities that 
are on an excluded list include: 

• Immediate suspension of referrals 
• Notification sent the BPI and contract administrators 
• Members in care transitioned to other providers 

• Termination of provider agreement is evaluated 
 

https://www.humanservices.state.pa.us/Medchk/MedchkSearch/Index
https://exclusions.oig.hhs.gov/
https://www.sam.gov/SAM/
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Your agency’s policy and procedure for precluded provider screening will be requested for 
all audits. Evidence of monthly screening must also be submitted along with the policy and 
procedure. 

Corrective Action Plan 

Corrective Action Plan (CAP) Definition: step-by-step plan of action developed to achieve 
targeted outcomes for resolution of identified problems in an effort to: 

• Ensure that quality, accessible, and timely services are provided. 
• Comply with the Medicaid State and Federal regulations. 
• Improve processes/methods so that outcomes are more effective or efficient. 
• Achieve measurable improvement in the highest priority areas. 

• Eliminate repeated deficient practices. 
 
Providers are responsible to correct identified areas of noncompliance. An effective CAP will 
identify program deficiencies, specify an efficient path toward overall improvement, monitor 
imposed changes (making adjustments as necessary), and improve accurate and expedient 
program delivery. 
 
Corrective Action Plans are requested to correct deficiencies revealed in the audit. The 
request for a Corrective Action Plan occurs for any audit resulting in recoveries.  
 
 
A Corrective Action Plan must include the following: 

• Identification of the deficiency 
• Corrective action steps to prevent further identified errors  

• Person(s) responsible for implementation  
• Target completion date 

• Evidence or measure of completion and the date 
 
A template for a Corrective Action Plan is available on the Community Care website: 
https://providers.ccbh.com/uploads/files/Forms/FWA/FWA-cap-1119.pdf 
 
*If a Corrective Action Plan has been requested a re-audit may be scheduled 6-12 months 
post closure of audit. 
 
For more information on completing a Corrective Action Plan, guidelines are published by 
DHS and can be found at the following web address: https://www.dhs.pa.gov/about/Fraud-
And-Abuse/Pages/CAP-Guidelines.aspx 

Self-Reporting 

The process of conducting routine self-audits is a sign of a healthy program/practice. Self-
audits are a proactive internal measurement to ensure billing, clinical, and regulatory 
compliance. This is a voluntary process where a provider reviews their own records for 

https://providers.ccbh.com/uploads/files/Forms/FWA/FWA-cap-1119.pdf
https://www.dhs.pa.gov/about/Fraud-And-Abuse/Pages/CAP-Guidelines.aspx
https://www.dhs.pa.gov/about/Fraud-And-Abuse/Pages/CAP-Guidelines.aspx
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documentation errors, billing errors, and suspected unethical practices then reports the 
findings to Community Care and the Bureau of Program Integrity. Repayment is made to 
Community Care for the reported claims. This reimbursement is made without additional 
penalty. 
 
Providers can contact an auditor in their contract for direction if issues of non-compliance are 
discovered during an internal self-audit and they are uncertain how to report the findings to 
Community Care. Community Care has guidelines regarding the information to include when 
submitting a self-report, which are located below.  
 
DHS self-report protocol: https://www.dhs.pa.gov/about/Fraud-And-Abuse/Pages/MA-
Provider-Self-Audit-Protocol.aspx 

Provider Self-Report Guidelines 

• Full name of the staff person(s) involved 
• How and when the agency became aware of the situation 
• Steps of the internal investigation including but not limited to: 

o The entire time frame of the investigation and alleged FWA occurrences 
o Member contacts/ verification 
o Any contacts with other agencies/ entities 
o Communication with the staff and/or members involved 
o Disciplinary actions taken against the staff person(s) involved 

• The number of members on staff person(s) caseload 
• The number of members affected 
• Member information for each occurrence (in Excel format): 

o Member first and last name 
o Members MAID number 
o Date of service billed 
o Type of service 
o Units billed 
o Dollar amount paid to the provider and the amount being returned 

• The date the alleged FWA occurrence was reported to the Bureau of Program 
Integrity (BPI) 

 
When a self-report is received, an auditor is assigned to process the report. That auditor will 
contact the provider and review the contents of the self-report and may request additional 
information. The claims itemization submitted with the self-report will be reconciled with 
Community Care’s claims information. If any discrepancies are discovered between the self-
report claims itemization and the Community Care claims information, the auditor will contact 
the provider to address the issues(s). Sometimes discrepancies can be resolved with an 
explanation and sometimes the provider will be asked to revise the reported information and 
resubmit the report. 
 

https://www.dhs.pa.gov/about/Fraud-And-Abuse/Pages/MA-Provider-Self-Audit-Protocol.aspx
https://www.dhs.pa.gov/about/Fraud-And-Abuse/Pages/MA-Provider-Self-Audit-Protocol.aspx
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After the claims reconciliation has been completed, an exit interview will be conducted with 
the provider. The auditor with review the findings and the total overpayment amount due to 
Community Care. The provider will receive an audit results letter and claims itemization which 
detail the findings of the audit. Overpayments will be retracted through the claims system, or 
the provider may pay by check. Payment plans can also be requested if the overpayment 
amount created financial hardship for the provider to be retracted from billing that is 
submitted. The provider has the ability to appeal the results of the self-report as in any audit. 
Please follow the appeal process discussed in the “audit process “section above.  
 
Community Care will report the findings of the self-report to the Pennsylvania Bureau of 
Program Integrity. Providers should also report their findings to the Pennsylvania Bureau of 
Program Integrity. 
 
Please note: A self-report will be considered an initial audit for a provider that has not been 
audited before. This will impact the application of Policy FWA#015 to subsequent audits which 
is discussed in the next chapter. Additionally, Compliance Plans, the Precluded Provider 
Screening policy and procedure and evidence of screening will be requested during a self-
report. 
 
Please note: While self-reporting is a voluntary process, providers are required to repay 
Community Care whenever an instance of fraud, waste or abuse is discovered. 

Billing Exceptions 

The Audit Exceptions 
 

The table below is taken from policy FWA#015 Audit Exceptions Table of Fraud, Waste and 
Abuse (FWA) Chart Documentation, Audit Exceptions and Corrective Action Plans. 
 

Appendix A: Exceptions Table 

# Audit Exceptions (#1 - 23), Description, Examples 

 ACTION: Repayment and Education. Corrective Action Plan (CAP). 
Possible re-audit. 

1 Missing documentation (other): the required medical record documentation for the 
service is missing (not present in the record) or was not made available as required 
for the audit and is not qualified in another category. Note: Documentation must 
support all claims submitted during the audit time frame. 

1a Missing documentation: treatment, service, other required plan 
Example: The plan is not present or has expired or lapsed. 

1b Missing documentation: assessment, evaluation, intake 

1c Missing documentation: encounter form document 

1d Missing documentation: consent for treatment or services 

1e Missing documentation: progress note 
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1f Missing documentation: member medical record or file/not submitted for audit 

1g Missing documentation: record of service (Drug & Alcohol) 

2 Missing signature: assessment, evaluation, intake 

2a Missing signature or signature exception documentation: encounter form 

2b Missing signature: consent for treatment or services 

2c Missing signature: progress note 

2d Missing multiple signatures: treatment, service, or other required plans 

2e Missing member signature: treatment, service, or other required plans 

2f Missing staff member and/or supervisor signature(s): treatment, service, or other 
required plans 

2g Missing physician signature: treatment, service, or other required plans 

3 Required signature is not dated 

4 Billing for services not rendered 
Example:  Billed for an appointment that the member did not attend. 
Example: Investigation (including Provider self-report) yields that service that was 
documented and billed was not rendered. 

5 Documentation supports fewer units than billed units 
Example:  Billed for 8 units (2 hours) of group therapy but documented one (1) clock 
hour (4 units) of group therapy in the progress note. 

6 Billed the incorrect code or modifier resulting in overpayment 

7 Overlapping services 
Example:  Billed an outpatient therapy session from 1:00 PM - 2:00 PM and billed a 
medication check from 1:15 PM - 1:30 PM for the same member, same day. 

8 Rounding-up of units 
Example: Three, 5-minute phone calls are combined to make one, 15-minute unit 
billed under Targeted Case Management. 

9 Billing for non-billable services: general/other 
Example:  Behavioral Specialist Consultant billed for supervision of staff, completing 
paperwork or administrative duties. 

9a Billing for non-billable services: actual or suspected boundary violation/ unethical 
conduct 

9b Billing for non-billable services: service provided by a practitioner under license 
suspension/revocation or preclusion from participation in the Medical Assistance 
program, or, who is on a payment suspension or is under a credible allegation of 
fraud 

9c Billing for non-billable services: provider is not qualified to render the service 

9d Billing for non-billable services: services were performed by an individual other than 
the permissible contracted/credentialed Provider under whom the service was 
billed 

9e Billing for non-billable services: Outpatient Mental Health (OPMH) clinic services 
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provided after the 30th day following intake when the treatment plan is not signed 
and dated by the psychiatrist 

9f Billing for non-billable services: Drug & Alcohol (D&A) - Outpatient, Intensive 
Outpatient or Partial Hospital Program services provided within or beyond the 15th 
day after intake without the clinic’s physician review and verification of the level of 
care assessment, psychosocial evaluation and initial treatment plan (signed and 
dated) 

9g Billing for non-billable services: services are provided in a non-contracted, 
unlicensed, or unapproved location 

9h Billing for non-billable services:  directly billing member for covered services, 
missed or canceled, appointments, administrative fees, or co-pays 

10 No breaks in time from one venue or member to another 
Example:  Same family-based clinician bills for 2 separate clients with no break in 
appointment stop and start times (no allotment for travel time). 
Example:  Note for 1 continuous block of time mentions being in more than 1 venue, 
implies travel, but lacks detail fully disclosing the nature of the service. 

11 Potential Falsified Claims, Encounters, Documents 
Example:  Provider self-reports fraudulent billing activity of a staff member. 
Example:  Required signature(s) do not appear to be authentic or are 
inappropriately reproduced. 

12 Billing for travel time or rendering services during travel, when prohibited 
Example:  Billed for Case Management/Peer Support services while driving a 
member to an appointment. 

13 Greater than 12 (OPMH) (10 for D&A) or less than 2 members participating in the 
same group therapy session, without a waiver in place 

14 Member record does not identify the number of group therapy participants 

15 Documentation is developed and/or signed after the initiation of the audit 

16 Bundled/unbundled claims submitted when not permissible 
Example:  Submitting bundled and unbundled claims for the same week in which a 
member received methadone services. 

17 Inpatient commitment is incomplete, invalid, or not signed and/or dated, as 
required 

18 Billing for the day of inpatient (or residential, when applicable) discharge 

19 Other – billing exception (i.e. area of regulatory non-compliance or non-compliance 
with Community Care FWA policy and/or related standards) not otherwise specified 
in the Exceptions Table, requires repayment 

20  Noncompliance with prior Corrective Action Plan  

21  Inappropriate referral or financial relationship 

22  Suspected or alleged member physical, sexual, psychological abuse or   
 neglect 

23 Add-on Therapy code (to Evaluation & Management) is not supported by 
documentation in accordance with CPT criteria and/or Pa Code progress note or 
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treatment plan requirements 

# Audit Exceptions (#24 – 29), Description, Examples 

 ACTION: Education on the Provider’s first audit (any level of care, location, etc.). 
Subsequent audit exception of ANY type (#1 through #29) regardless of location, 
level of care, etc. results in Education, CAP and Repayment. Possible re-audit. If 
findings in the below categories are pervasive, overlapping, suggestive of fraud, 
and/or egregious, recovery may be taken on first audit 

24 Identical or nearly identical treatment, service, other required plan 
Example:  Notes appear to be “cut and paste” with little to no individualization. 
While providers may specialize in serving treatment-specific populations, plans and 
notes must be  individualized. 

24a Identical or nearly identical assessment, evaluations, intake 
Example: Evaluations containing only a few sentence changes, or a few words 
changed in the assessment, evaluation, intake. 

24b Identical or nearly identical progress notes 
Example: Majority or words from one note to the next are the same. 

25 Incomplete or insufficient documentation (other): documentation does not support 
the submitted claims: Required medical record documentation for the service is 
insufficient or incomplete and is not otherwise qualified in the Incomplete or 
insufficient documentation categories. 

25a Incomplete or insufficient documentation: treatment, service, other required plan 
Example: Plans are present but may be missing problems, goals, objectives, 
interventions, evaluation of goals or responsible individual to deliver an intervention. 

25b Incomplete or insufficient documentation:  assessment, evaluation, intake Example:  
The assessment/evaluation/intake has blank spaces, incomplete check box sections, 
lack of required comments or qualifying statements, missing items from a form or 
document. 

25c Incomplete or insufficient documentation: encounter form 

25d Incomplete or insufficient documentation: consent for treatment 

25e Incomplete or insufficient documentation: record of service (Drug & Alcohol) 
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25f Incomplete or insufficient documentation: progress note 
Example: Progress note does not contain one or more of the following: 

• date of service 
• clock start and end time 

• specific service, treatment or intervention rendered (e.g. If cognitive 
behavioral therapy was used, indicated by a check box, narrative content of 
the note must reflect the intervention, e.g. “reviewed automatic thoughts 
regarding …”) 

• specific location of service, (e.g. office location, specific community setting 
such as child’s school). “Community” alone is not an acceptable location. 

• legible name and credential of the individual who rendered service 

• progress, change in diagnosis, change in or response to treatment plan 
• relationship of the service to the treatment or other plan (goals, objectives, 

interventions, follow-up plan 
26 Member receiving mental health services, under age 14, signed a document that 

requires a parent/guardian signature (e.g.: consent for treatment, encounter form, 
or treatment, service or other required plan) 

27 Incorrect billing that did not result in overpayment 

28 Improper correction of member record documentation 
Example:  Blacking out, whiting out or scribbling over text in the medical record 
rather than drawing a single line and then fully signing and dating the correction. 
Initialing a correction is not acceptable.) 

29 Other – billing exception (i.e. area of regulatory non-compliance or non- compliance 
with Community Care FWA policy and related standards) not otherwise specified in 
the Exceptions Table 

 
 
Please Note: The Audit Exceptions Table of Fraud, Waste and Abuse (FWA) Chart 
Documentation, Audit Exceptions and Corrective Action Plans (FWA #015) is revised 
annually. Please continuously monitor policy effective dates. 

Common Documentation Errors 

As part of the mission of the SIU, we are invested in providing information and education for 
providers on various FWA topics to foster compliance. This information may serve as an 
additional compliance tool to assist providers in enhancing their Compliance Plans, as they 
plan to conduct internal audits. To this end, the SIU periodically shares a summary of the 
most common exceptions (documentation deficiencies) noted on audit. This is followed by a 
listing of basic documentation “Do's” and “Don'ts.” 
 
Top Exceptions Ranked by Recovery Amount & Prevalence on Audit 

• Treatment/service/other plans not signed, as required 
• Missing dated signature 



 Community Care Behavioral Health Organization                   Page 18 of 28 

• Missing, incomplete, or insufficient encounter form 
• Missing, incomplete, or insufficient progress note 

• Missing, incomplete, or insufficient treatment plans 
• Billing for non-billable services 

• Missing, incomplete, or insufficient consent for treatment 
• Billing for services not rendered 

• Member not seen by physician 
• Potential falsified claims, encounters 

• Identical or nearly identical progress notes 
• Overlapping services 
• Documentation supports fewer units than billed 

• Missing, incomplete, or insufficient documentation (other) 
• No breaks in time from one venue or member to another 

• Services not performed by the billing provider 
• Incorrect code or modifier resulting in reimbursement difference 

• Group therapy session > 12 or < 2 members 
• Bundled/unbundled billing when not permissible 

• Rounding-up of units 
• Billing for travel time when prohibited 

• Identical or nearly identical treatment plans 
 
The following is intended as a review of basic and frequently encountered documentation 
issues. Agency compliance staff, administrators and supervisors are encouraged to 
incorporate this information into their internal record monitoring process to enhance 
documentation compliance. 
 
DO: 

• Identify the member by name on each page 
• Document the service date and assure it matches the date on the note, claim, and 

encounter form 
• Indicate both the service start and stop time in the medical record 
• Include the name(s)/title(s)/role(s) of the individual(s) who rendered the service 
• Assure each signature in the record is dated, including the physician's 
• Identify the specific location where the services were rendered (e.g. name of child's 

school) 
• Identify the specific service rendered (e.g., individual/group/family therapy, 

medication management) 
• Clearly describe the relationship of the service to the goals on the treatment 

planAlert#8 
• Describe the member's progress, change in diagnosis, change in treatment, response 

to treatment, and plan for follow-up 
• State the type of intervention used and how it was used 
• Ensure that all progress notes substantiate the amount of time billed for the service 
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• Write legibly 
• Ensure that the responsible providers sign, legibly, identify any credentials, and date 

the entry in the medical record 
• Review documentation for spelling and grammar accuracy (i.e. review voice-to-text, 

dictation) 
• Draw a single line through any text that requires alteration in the member's medical 

record, sign full name, and date correction made 
• Include a key as part of the medical record if your agency utilizes unique abbreviations 

or codes to identify places, people, or activities, etc. 
• Ensure that consent for treatment has an identified level of care 
• Ensure that all documentation is complete if you are printing from an electronic health 

record, including signature pages 
• Assure that all required elements are included on each encounter form 

 
 
DO NOT: 

• Use the word “community,” alone to describe a service location 
• Only list action words (e.g., “discussed,” “encouraged,” “actively listened”) to describe 

a therapy intervention in a progress note 
• Rely solely on check boxes to describe interventions, member's progress, response to 

treatment and/or plan for follow-up with no other supporting narrative, in progress 
notes 

• Document a progress note consisting only of what the therapist observed/member 
reported 

• Utilize copy and paste or autofill features without carefully reviewing and comparing 
individualization from note to note and plan to plan 

• Scribble over, black out, or white out text in the member's medical record 

• Leave blank spaces or incomplete sentences in the member's medical record 
• Duplicate a clinician, member, or other person's signature (e.g., stamp, copy and 

paste, photocopy) 
 
Please examine your documentation during internal reviews, self-audits, supervision and/or 
consultation for deficiencies. A regular review of your records will reduce errors in your 
documentation and improve compliance.  

Encounter Form Requirements 

Medical Assistance Bulletins 99-89-05 and 99-03-21 and Federal Regulation 42 CFR outline 
the requirements for encounter forms.  
 
Completed Encounter Forms are required for all behavioral health services with the 
exception of inpatient hospital, emergency room and telephone crisis services. Missing or 
incomplete Encounter Forms are two of the top findings for Providers on Fraud, Waste and 
Abuse (FWA) audits.  
 
Providers may develop an Encounter Form of their own or may use the form developed by 
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the Department of Human Services (MA 91 8/06) Encounter Form which can be found at:  
https://www.dhs.pa.gov/docs/Documents/MA%20Response%20Forms/Encounter%20Form.
pdf 

• A separate Encounter Form must be used for each member 
• Group therapy and appointment sign-in sheets and signed progress notes do not 

meet the Encounter Form requirement. 
• Services requiring a monthly signature must list the dates of face to face contacts as 

well as signature exempt activities. 

 
Encounter forms may be developed by the provider and must contain the following 
information: 

• A certification statement: "I certify that the information shown on this invoice is true, 
correct, and accurate. I understand that payment and satisfaction of this claim will be 
from federal and state funds, and that any false claims, statements or documents, or 
concealment of material facts, may be prosecuted under applicable federal and state 
laws." 

• Provider Name and MAID Number 
• Recipient Name and ID Number, including the Line Number 

• Recipient's Signature, or the signature of the recipient's agent 
• Date of Service 

• “Signature Exception” – for billable services as applicable 
 
Community Care has also issued provider alerts regarding encounter forms and can be 
located on website: 

• Provider Alert #16 10-11-2016 – “Encounter Form Requirements 
• Provider Alert #10 7-30-2015 – “Encounter Forms for Mobile Services” 

Documentation Requirements 

Medical record documentation is an essential element of delivering services to our members. 
Community Care expects our providers to follow the medical record documentation 
guidelines, requirements, and standards found in PA code and Medical Assistance Bulletins. 
The resources in this section detail the minimum requirements for a progress note and 
treatment plan. 
 
Each progress note should answer the following questions:  

• Where is the service being provided? 
• Why is the member there? 
• What specific intervention or service was provided to the member? 

• What was the member’s response to the interventions?  
• What is the plan for follow-up? 

 
Title 55 of the Pennsylvania code, Chapter 1101.51 (e): 

https://www.dhs.pa.gov/docs/Documents/MA%20Response%20Forms/Encounter%20Form.pdf
https://www.dhs.pa.gov/docs/Documents/MA%20Response%20Forms/Encounter%20Form.pdf
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Records “fully disclose the nature and extent of the services rendered to MA recipients, and 
meet the criteria established in this section and additional requirements established in the 
provider regulations”. These records include entries that are: 

• Legible 
• Signed and dated by the responsible licensed provider 
• Signed and dated when altered 

• Complete for each progress note to include:  
o Progress at each visit 
o Change in diagnosis 
o Change in treatment 
o Response to treatment 
o Relationship of the services to the treatment plan 

 
Medical Assistance Bulletin 29-02-03 “Documentation and Medical Record Keeping 
Requirements” 
The documentation of treatment or progress notes, at a minimum, must include:  

• The specific services rendered 
• The date that the service was provided 
• The name(s) of the individuals(s) who rendered the services 
• The place where the services were rendered  

• The relationship of the services to the treatment plan, specifically any goals, 
objectives, and interventions 

• Progress at each visit, any change in diagnosis, changes in treatment and response to 
treatment  

• The actual time in clock hours that services were rendered. For example: the recipient 
received one hour of psychotherapy. The medical record should reflect that 
psychotherapy was provided from 10:00 A.M. to 11:00 A.M. 

 
Providers must develop a treatment plan which contains a written description of the 
treatment objectives related to the individual's diagnosis and includes the specific medical 
and remedial services, therapies, and activities that will be used to meet the treatment 
objectives. The treatment plan must be included in the patient's record and the treatment 
objectives must state:  

• A projected schedule for service delivery which includes the expected frequency and 
duration of each planned therapeutic session. 

• The name(s) of the individual(s) who will be delivering the services. 
• The schedule for completing a reassessment of the individual's status in relation to the 

individual's diagnosis and treatment goals and objectives. 
• The schedule for updating the treatment plan. 

 
Community Care has issued a provider alert regarding treatment plan requirements for 
providers that are not regulated under any other standard or requirement: Provider Alert #3 
05-05-2015 – Treatment Plan Definitions 
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Other FWA Issues 

Community Care has seen an increase in the following types of FWA related issues. 
 
Identity theft: Medical Assistance members that have their information used by someone 
other than themselves 
 
Member charges: E.g., co-pays; more information in the next section 
 
Credible allegation of fraud: Referrals that have substantiated findings of fraudulent behavior 
 
DHS payment suspension: This occurs when DHS instructs Community Care to suspend all 
payment to a provider until further notice. 
 
Improper relationships: Romantic relationships between clinician and member. Also, dual 
relationships among providers.  
 
Home care industry: Increased focus on community-based services. 
 
Electronic Health Records (EHR): Increased focus on documentation error due to EHR. 
 
Opioids and other drugs: Increased focus on opioid related audits due to the opioid 
epidemic. 

FWA Practices 

Prospective payment claims hold: when indicated by the results on an audit, billed claims will 
be held for payment until the supporting documentation is received and audited. When the 
supporting documentation meets medical assistance standards the claims will be paid. This 
type of audit is typically used under the following circumstances: 

• Notification of a credible allegation of fraud from an oversight agency 
• Referral by the Primary Contract Administrator  
• Provider is on a current or previous FWA corrective action plan (CAP) 

• Loss of license, credential, or other enrollment requirement 
• New admissions hold or restriction on billable services 

• Outcome of a FWA audit(s) that may include but is not limited to the following 
exceptions (deficiencies): 

• Treatment plans are not signed by the member or Provider as required. 
• Missing treatment plans, encounter forms, consent for treatment or other 

documentation  
• Services are not performed by the billing Provider 

• Billing for non-billable services 
• Documentation supported fewer units than billed units 

• Incorrect code/modifier with a reimbursement difference 
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• Billing for services not rendered 
• Rounding up units 

• Inappropriate or unusual billing patterns 
• High dollar inpatient claims  

• Physical or emotional abuse of a member 
• Lack of response to medical record requests for an audit 

• Lack of response to request for a Corrective Action Plan related to audit findings 
 
See: FWA Chart Documentation, Audit Exceptions and Corrective Action Plans Policy 
#FWA015 
 
Prospective payment claims hold may also be utilized at the request of DHS and if a provider 
has an ineffective prior Corrective Action Plan.  
 
Extrapolation: is a process in which a representative sample of claims is applied across a 
universe of claims for an identified time frame. It is typically utilized if a deficiency is pervasive 
throughout an audit. A representative sample of the impacted claims will be applied to the 
entire population of claims billed for an identified time frame and designated for repayment.   
 
Regulatory collaboration: Collaboration occurs with regulatory and oversight entities such as 
DHS, BPI, OMHSAS, OAG, OIG, and the primary contract holder (county, joinder, state). This 
includes the sharing and reporting of audit results. Our results are also shared with the 
primary contract holder. 
Member Charges 

In each of the following instances, providers need to ensure that the member is not billed for 
a service or any part of a service. 

• Member eligibility: a member’s eligibility must be checked regularly to ensure the 
correct funding source is billed 

• Direct member billing: members that are enrolled in medical assistance may not be 
billed for a covered service or any part of the covered service 

• Co-pays, Co-insurance, Deductibles: HealthChoices has determined that Medicaid 
members will not be charged co-pays, co-insurance, or deductibles 

• Coordination of Benefits: ensure that primary and secondary insurance billing 
procedures are completed correctly 

• MA payer of last resort: Medical Assistance is the payer of last resort. All other funding 
sources should be billed first. 

• Non-credentialed practitioner billing: Community Care members must have services 
delivered by practitioners and agencies contracted with Community Care. 

• Coverage changes mid care: if the member is billed while not covered by Medical 
Assistance and then regains Medical Assistance, any charges billed to the member 
when they are covered by Medical Assistance must be returned to the member and 
then rebilled to Community Care with in timely filing.  
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• Charging for missed appointments: Some commercial insurances allow clinicians and 
agencies to bill a code for scheduled appointments not kept by members. However, 
clinicians are not permitted to bill Community Care for appointments missed by 
members. 

• Pre-approval for out-of-network services: Ensure that prior authorization is obtained 
for any out-of-network service delivered to Community Care members.  

• Variable insurance rules (including co-pays): Be aware of the regulation, billing rules, 
program requirements and standards that apply to your practice or agency across 
MCOs. 

Resources 

The Community Care FWA Department has complied a listing of resources for use as a 
reference and to promote FWA compliance. Listed below are collection of resources from 
Pennsylvania Code, Medical Assistance Bulletins, Center for Medicare & Medicaid Services, 
Department of Human Services, and Community Care. This list is not exhaustive but does 
provide a solid foundation for understanding, monitoring, and complying with FWA 
principles and practices. Please note that each provider is expected to know the regulations, 
billings rules, and program standards and requirements that apply to their level of care, 
program, and practice. It is highly recommended that each agency and/or practice 
designates an individual or group to monitor changes to the regulations, billing rules, 
program standards/ requirements, and Community Care’s requirements that apply to your 
program or practice to increase FWA compliance. 

Regulatory 

Provider must assure compliance with all applicable laws, regulations, codes, standards, and 
requirements. 
 
PA Code: Title 55 Chapter 1101 
http://www.pacodeandbulletin.gov/Display/pacode?file=/secure/pacode/data/055/chapter1
101/chap1101toc.html&d= 

• Record Keeping Requirements:  55 PA Code § 1101.51(e) 
• Physician’s signature required:  55 PA Code § 1101.66(b)(2) 
• Misrepresentation of the Identity of the Prescriber:  55 PA Code § 1101.75 (a)(8) 
• Misrepresentation of the Recipient:  55 PA Code § 1101.75(a)(8) 

• Misrepresentation of the Description of Service:  55 PA Code § 1101.75(a)(8)  
• Misrepresentation of the Date of Service:  55 PA Code § 1101.75(a)(8) 

• Provider Fraud: (1101.74) 
• Provider Prohibited Acts: (1101.75) 

• Recipient Prohibited Acts: (1101.92) 
• Provider Misutilization and Abuse: (1101.73) 

• Fraud and Abuse Sanctions: (1101.77) 

http://www.pacodeandbulletin.gov/Display/pacode?file=/secure/pacode/data/055/chapter1101/chap1101toc.html&d=
http://www.pacodeandbulletin.gov/Display/pacode?file=/secure/pacode/data/055/chapter1101/chap1101toc.html&d=
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Medicaid Bulletins 
Pa. MA Bulletin Search: https://www.dhs.pa.gov/docs/For-Providers/Pages/Bulletin-
Search.aspx 

• 29-02-03 “Documentation and Medical Record Keeping Requirements” 
• 99-89-05 “Signature Requirements and Encounter Forms 

• 99-03-21 “Health Insurance Portability and Accountability Act Transaction   and Code 
Sets Updates” (Encounter Forms) 

• 99-11-05 “Provider Screening of Employees and Contractors for Exclusion from 
Participation in Federal Health Care Programs and the Effects of Exclusion on 
Participation 

 
Department of Human Services 

• DHS HealthChoices Behavioral Health Program Standards and Requirements 
(Including: Appendix F Fraud and Abuse Program Requirements) 

• http://www.healthchoices.pa.gov/cs/groups/webcontent/documents/manual/p_0031
30.pdf 

• http://www.healthchoices.pa.gov/cs/groups/webcontent/documents/communication/
p_004161.pdf 

• http://www.healthchoices.pa.gov/cs/groups/webcontent/documents/manual/p_0031
32.pdf 

• Pa. PROMISe Billing Guide: 
https://www.dhs.pa.gov/providers/PROMISe_Guides/Pages/PROMISe-
Handbooks.aspx 

 
Office of Mental Health and Substance Abuse (OMHSAS) 

• PA Recovery: Provider Handbook for Psychiatric and Partial Hospitalization Services 
https://www.dhs.pa.gov/Services/Mental-Health-In-
PA/Documents/Peer%20Support/Provider%20Handbook%20Pages.pdf 

 
Centers for Medicare & Medicaid Services (CMS) 

• Program Integrity: Documentation Matters Toolkit, Medicaid medical records 
documentation matters! 

• Your Medical Record Documentation Matters (presentation and handout) 
• Medicaid Documentation for Behavioral Health Practitioners  

• Program Integrity: Self Audit Toolkit: https://www.cms.gov/Medicare-Medicaid-
Coordination/Fraud-Prevention/Medicaid-Integrity-Education/documentation-
matters.html 

• CMS.gov Program Integrity eBulletins (includes Self-Audit Snapshot eBulletin) 
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-
Integrity-Education/ebulletins.html 

 

https://www.dhs.pa.gov/docs/For-Providers/Pages/Bulletin-Search.aspx
https://www.dhs.pa.gov/docs/For-Providers/Pages/Bulletin-Search.aspx
http://www.healthchoices.pa.gov/cs/groups/webcontent/documents/manual/p_003130.pdf
http://www.healthchoices.pa.gov/cs/groups/webcontent/documents/manual/p_003130.pdf
http://www.healthchoices.pa.gov/cs/groups/webcontent/documents/communication/p_004161.pdf
http://www.healthchoices.pa.gov/cs/groups/webcontent/documents/communication/p_004161.pdf
http://www.healthchoices.pa.gov/cs/groups/webcontent/documents/manual/p_003132.pdf
http://www.healthchoices.pa.gov/cs/groups/webcontent/documents/manual/p_003132.pdf
https://www.dhs.pa.gov/providers/PROMISe_Guides/Pages/PROMISe-Handbooks.aspx
https://www.dhs.pa.gov/providers/PROMISe_Guides/Pages/PROMISe-Handbooks.aspx
https://www.dhs.pa.gov/Services/Mental-Health-In-PA/Documents/Peer%20Support/Provider%20Handbook%20Pages.pdf
https://www.dhs.pa.gov/Services/Mental-Health-In-PA/Documents/Peer%20Support/Provider%20Handbook%20Pages.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-Integrity-Education/documentation-matters.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-Integrity-Education/documentation-matters.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-Integrity-Education/documentation-matters.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-Integrity-Education/ebulletins.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-Integrity-Education/ebulletins.html
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Community Care Resources 

https://www.ccbh.com/ 

• FWA Policies 
• Provider Alerts: (which include the following examples) 
• “Fraud, Waste & Abuse (FWA) Compliance & Program Integrity 2019 Policy Updates” 

• “Fraud, Waste & Abuse (FWA) Compliance & Program Integrity 2018 Policy Updates” 
• “Fraud, Waste & Abuse (FWA) Compliance & Program Integrity Update” 

• “Encounter Forms Requirements” 
• “Treatment Plan Definitions” 

• “Certified Peer Specialist Performance Standards” 
• FAQ - “Fraud, Waste & Abuse (FWA) Program Integrity & Compliance Activities” 
• Provider Agreement 

• Provider Manual 
• Trainings  

• Site-based that coordinated by the primary contract 
• WebEx training modules 

• Email and Phone Hotline 
• Program Standards and Requirements  

• Fee Schedule 
• Resources- FWA Acronyms and Glossary 

Reporting Fraud, Waste, and Abuse 

FWA Hotlines 
Report suspected fraud, waste and abuse committed by any entity/individual providing or 
receiving Medical Assistance Services.  

• FWA Telephone Hotline: 1-866-445-5190 
• Reporters may leave a voicemail message including their name and telephone 

number where they can be reached along with details surrounding the concern or 
may email their concerns. 

• Reports can be made anonymously.  
• Email Reporting: CommunityCareFWAHotline@ccbh.com 

Community Care Fraud, Waste and Abuse Policies 

To be successful in an FWA audit each provider and/or agency must read, understand, apply 
the policies to their practice or agency.    

• Fraud, Waste and Abuse (FWA) Compliance Program (# FWA 001) 

https://www.ccbh.com/
mailto:CommunityCareFWAHotline@ccbh.com
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• Fraud, Waste and Abuse (FWA) Compliance Auditing (# FWA 003) 
• Fraud, Waste and Abuse (FWA) False Claims Act (# FWA 010) 

• Fraud, Waste and Abuse (FWA) Audit Appeal (# FWA 011) 
• Fraud, Waste and Abuse (FWA) Chart Documentation, Audit Exceptions and 

Corrective Action Plans (# FWA 015)  
• Fraud, Waste and Abuse (FWA) Prepayment Claims Hold Audit (#FWA 018) 

 
Please note: Community Care’s FWA Policies and Procedures are revised annually 

Community Care Training 

Community Care has a 3 module training series in a WebEx format on our website 
(https://providers.ccbh.com/training/fwa-trainings). This series can be utilized to satisfy the 
FWA annual staff training requirement for a provider’s compliance plan. The training modules 
are titled: 

• Module - 1 FWA Detection, Deterrence and Prevention:  "FWA 101” 
• Module - 2 FWA Detection, Deterrence and Prevention:  "Community Care FWA Audit 

Process” 
• Module - 3 FWA Detection, Deterrence and Prevention:  "Building Compliance” 

Fraud, Waste and Abuse Contact Information 

Pittsburgh: 
• Ellie Medved, Director of Fraud, Waste & Abuse 

412-454-0435 | medvede@upmc.edu 
• Kevin Daugherty, Senior Clinical Fraud, Waste & Abuse Auditor Analyst 

412-454-0438 | daughertykw@ccbh.com 
• Brenna Bogey, Clinical Fraud, Waste & Abuse Auditor 

412-454-4919 | bogeybk@ccbh.com 
• Darla Becker, Clinical, Waste & Abuse Auditor 

412-454-0410 | beckerdj2@ccbh.com 
• Elyse Milliron, Clinical Fraud, Waste & Abuse Auditor 

hallea3@ccbh.com  
• Shelley Piekarski, Clinical Fraud, Waste & Abuse Auditor  

412-454-8569 | piekarskisa2@ccbh.com   
 

Camp Hill: 
• Christine Griffin, Clinical Fraud, Waste & Abuse Auditor 

717-731-3608 |  griffincl2@ccbh.com 
 

https://providers.ccbh.com/training/fwa-trainings
mailto:medvede@upmc.edu
mailto:daughertykw@ccbh.com
mailto:bogeybk@ccbh.com
mailto:beckerdj2@ccbh.com
mailto:hallea3@ccbh.com
mailto:piekarskisa2@ccbh.com
mailto:griffincl2@ccbh.com
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Erie: 
• Todd Jukes, Manager Fraud, Waste & Abuse 

814-480-6154 | jukestd@ccbh.com 
• Valerie Mininger, Clinical Fraud, Waste & Abuse Auditor 

814-480-6152 | miningervg@ccbh.com 
• Tracey Taylor, Clinical Fraud, Waste & Abuse Auditor 

814-480-6153 | taylort6@ccbh.com 
 
Exton: 

• Cristina Juisti, Clinical Fraud, Waste & Abuse Auditor 
610-594-2851 | juistic@ccbh.com 

• Mary Timothy, Clinical Fraud, Waste & Abuse Auditor 
610-594-2835 | timothym@ccbh.com 

• Lauren Bongiorni; Clinical Fraud, Waste & Abuse Auditor  
610-594-2849 | bongiornil@ccbh.com 

 
Moosic: 

• Michael Arnold, Coordinator, Clinical Audits and Investigations 
570-496-1366 | arnoldm@ccbh.com 

• Kristin Levandoski, Clinical Fraud, Waste & Abuse Auditor 
570-469-1374 | levandoskik@ccbh.com 

 
State College: 

• Camille Luzier, Clinical Fraud, Waste & Abuse Auditor 
814-278-8133 | luziercd@ccbh.com 

• Erin Carpenter, Clinical Fraud, Waste & Abuse Auditor 
814-278-8129 | carpentere2@ccbh.com 

mailto:jukestd@ccbh.com
mailto:miningervg@ccbh.com
mailto:taylort6@ccbh.com
mailto:juistic@ccbh.com
mailto:timothym@ccbh.com
mailto:bongiornil@ccbh.com
mailto:arnoldm@ccbh.com
mailto:levandoskik@ccbh.com
mailto:luziercd@ccbh.com
mailto:carpentere2@ccbh.com
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