APPENDIX H                                                                             ADMINISTRATIVE REVIEW      


Appendix H – Medicaid Administrative Reviews Overview

	POLICY STATEMENT
	Medicaid records are subject to review by the Department of Community Health/Division of Medical Assistance/Quality Control, the Georgia Office of Audits and by supervisory and administrative staff of the Georgia Department of Human Resources/Division of Family and Children Services.



	BASIC CONSIDERATIONS

DCH/DMA QC

Department of Audits and Accounts

BASIC CONSIDERATIONS

(cont.)

Administrative Review

Family Medicaid Reading Requirment

ABD Reading Requirement

ABD Reading Requirement (cont.)


	Quality Control Reviews from the DCH/DMA will read randomly selected cases for accuracy.  County Staff will receive a Quality Control Communicator discussing the findings.  County Staff are expected to take appropriate action in a timely manner as specified in the Communicator.

The Georgia Department of Audits and Accounts will conduct yearly reviews on a randomly selected sample of cases.  Auditors reviewing cases are looking for the following:

· Application form

· Form 297A, if applicable

· Verification/Documentation of Citizenship/Alien Status

· Verification/Documentation of Georgia Residency

· Verification/Documentation of Income

· Verification/Documentation of Resources

· Child Support Enforcement forms, in applicable

· Third Party Liability Documentation/Form 285, if applicable

· CCSP and other Communicators, if applicable

· Medical bills for spend-down budgets

· Timely reviews and review forms

Findings from this review are shared with the Division of Family and Children Services and are generally not case specific.

County supervisors, administrative staff and Medicaid Consultants also review Medicaid records.  Each Medicaid supervisor completes first level reviews on staff under their supervision.  County Program Directors (CPD) or Medicaid Consultants in the absence a CPD, will complete second level reviews.

The objectives of the supervisory review are as follows:

· to provide supervisory staff with a formalized tool for evaluation of worker performance

· to provide second level supervisory staff with a formalized tool for evaluation of supervisor performance

· to provide information necessary to identify problem areas and formulate program improvement plans

· to provide county departments with information necessary to request technical assistance from the State Office

· to provide the State Office with information necessary to offer technical assistance to county departments and to develop program improvement plans

There is currently no specific reading requirement for Family Medicaid cases.  It is recommended that supervisors review records completed by eligibility workers to identify error trends or to recognize worker strengths.

For each worker who does both intake and ongoing, the supervisor will review two (2) approvals, one denial, one annual review, and one case pulled at random from the most recent case assignment report.  The supervisor will review the last case action for the case pulled at random, and also review that all work due has been completed.  For workers who only do intake, supervisors will read four (4) approvals and one denial.  For workers who only do ongoing, supervisors will read three (3) reviews, one special and one case pulled at random.  Special reviews include cases that have been terminated.

NOTE: No supervisor shall be required to read in excess of 40 cases per month.  No second level reviewer shall be required to read in excess of 10 cases per month.

The supervisor should complete Form 974, Supervisory Review Summary Sheet, and keep a copy in a central file.  It is not necessary to submit a copy to the State Office.  Report the findings to the State Office with the other programs for the County via the e-mail procedures.

A case is considered correct if the worker correctly determined: 

· Medicaid eligibility 

· the cost share/patient liability budget  

· the Medically Needy spenddown, first day liability, and begin authorization calculations.  

If the worker did not correctly determine all points of eligibility (did not complete a property search, for example), the case should be returned to the worker to correct and re-submit to the supervisor for a final finding.  

A case is considered incorrect if:

· the worker approved an ineligible A/R 

· denied or terminated an eligible A/R.  

A case is considered to have a benefit error if: 

· the cost share/patient liability is incorrect if the A/R is charged $5.00 or more too much or too little 

· the spend-down amount, first day liability or begin authorization date on a medically needy case is incorrect.
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