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INTRODUCTION 
 
A. Historic Commitment to Compliance 
 

The San Luis Obispo County Health Agency is committed to compliance with the 
wide range of federal and state regulatory requirements.  The Agency has taken and 
continues to pursue specific, identifiable steps to demonstrate that commitment. 
 

 
Elements of a compliance program have historically been in place in the Agency, 
through the Mental Health Department in which a Compliance Program was officially 
started in mid-2000 for all employees and contractors.  The current Health Agency 
Compliance Program is a major initiative of the Agency to prevent submission of 
erroneous claims and to combat fraudulent conduct through the use of internal 
controls to more efficiently monitor adherence to applicable statutes, regulations and 
program requirements.  One of the major objectives of the Health Agency 
Compliance Program is to resolve issues effectively and internally before issues 
become potential sources of legal problems for the Health Agency. 
 
The next Health Agency Compliance effort came in 2002 when an Agency wide 
compliance program was begun in response to Federal Requirements.  That 
program was initiated by the General Hospital but also had outpatient departments, 
including Mental Health, supplying representative members. With the closure of the 
General Hospital and subsequent re organization of the Health Agency, formal 
organization of an Agency-wide Compliance program was postponed, with the 
Mental Health Committee continuing actively to meet that department’s needs and 
obligations, while the Agency reorganization was completed. Once the 
reorganization was completed and a clear picture of the organizational structure 
emerged, the Agency Administration could consider the structure of Agency 
Compliance efforts. This consideration was encouraged by the implementation of 
the Deficit Reduction Act and subsequent requirements mandated to begin on 
1/1/2007.  Within a short period after that DRA implementation date, the Health 
Agency began organizing a Compliance Committee to assist the Agency in meeting 
the DRA and other legal requirements. Utilizing the authority granted to his position 
by the Governing Body, the Health Agency Director appointed a Health Agency 
Compliance Officer and expanded the Health Agency Compliance Committee 
membership to include Public representatives.  
 
The relationship of the Health Agency Compliance Committee to the preexisting 
Mental Health Compliance committee is that the duties and obligations preformed by 
that committee and it’s activities, as required in CFR, Title 42, Section 438.608 and 
by State of California Department of Mental Heath, for the establishment of a 
Compliance Plan structure and operation, will now be absorbed by the Health 
Agency Compliance Committee.   
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B. Overview 
 

The Health Agency concurs with the Office of the Inspector General (OIG) of the 
United States that patient care is, and should be, the first priority.  However, focus 
on patient care can be enhanced by the adoption of a voluntary compliance 
program.  For example, the increased accuracy of documentation that results from a 
compliance program actually enhances patient care. 

 
The Health Agency also agrees that the benefits of a well-designed compliance 
program (as outlined in the October 5, 2000 Federal Register) are as follows: 

 
 1. To speed and optimize proper payment of claims 
 

2. To minimize billing mistakes 
 

3. To reduce the chances that an audit will be conducted by CMS or the OIG, 
and 

 
4. To avoid conflicts with self-referral and anti-kickback statutes. 

 
Voluntary compliance programs, including the program initiated at the Health 
Agency, Mental Health Department, send an important message to all employees 
that while the Agency recognizes that mistakes will occur, employees have an 
affirmative, ethical duty to come forward and report erroneous or fraudulent conduct, 
so that it may be corrected.  
 
The Health Agency administrative leadership, the clinical staff, and the business 
office personnel have respect for each patient/client.  Health agency employees are 
committed to treat each individual served with dignity.  Employees will remain 
current in professional standards of care, and are honest in all dealings with 
patients, patients’ families, insurance companies, and all third party payers.  The 
Agency is further committed to maintaining confidentiality of patient information. 

 
Because of these high standards, the Health Agency is a highly respected provider 
of health services and has earned a reputation of integrity and competence 
throughout the community it serves. 

 
In mid-2000 the Agency, though the Mental Health Department, made a 
commitment to a “play by the rules” business practice model, when that department 
engaged Rising Sun Consulting Associates to monitor and work with the staff and 
Mental Health psychiatrists with all aspects of Medicare compliance, including 
authoring a Compliance Plan document.  Rising Sun Consulting Associates remains 
engaged today in a consulting and auditing role with the Mental Health department.   
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A written Compliance Plan for the Health Agency is really a matter of formalizing 
values and procedures that have been in place for many years.  The Agency is 
committed to accuracy in billing, documentation, and coding.  The staff attends 
regular educational training sessions.  All clinical and business office staff members 
are committed to an on-going program of integrity and compliance. 

 
The Health Agency patient mix involves a wide variety of third-party payers.  
However, Medicare and/or MediCal insure the majority of the patients receiving 
Behavioral health and Physical care through Health Agency programs. 

 
Because a large percentage of patients are covered under State and Federally 
regulated plans, the Agency wants to ensure that all aspects of the billing and 
reimbursement process meet or exceed Federal and State requirements. 
 

C. False Claims Act requirements 
 

Beginning January 1, 2007 the Health Agency complied with Federal and State 
requirements mandating employee and contractor education on the subject of 
preventing false claims, specifically information related to  the False Claims Act.  
The following information is presented as a part of the Health Agency’s effort to 
meet these Federal and State mandates 

  
False Claims Act (FCA) – Federal and State 

 
 The Federal FCA is broken into two main categories: Civil and Criminal.  

Civil – The civil portion of the Federal Claims Act prohibits any individual, group, 
organization from knowingly submitting, or causing to be submitted, a false or 
fraudulent claim for payment to the US government.  The civil penalty for each 
individual claim (i.e. each service billed) is three times the amount of the claim, plus  
$5,000 -  $10,000 each claim. (31 U.S.C. Section 3729 (a)) The government does 
not have to prove intent to defraud for financial gain, only that the claims submitted 
were not valid. A claim can be considered not valid for a variety of reasons including 
lack of documentation such as a missing progress note, documentation that does 
not support what was billed , or lack of documented medical necessity. Additional 
areas of healthcare fraud include billing services individually that were actually a part 
of a bundled program, and failure to report overpayment, duplicate billings, or that 
billed services were outside the scope of practice of the person delivering them. A 
FCA lawsuit may be brought by the U.S. Government or by a private citizen. A 
lawsuit brought by a private citizen is referred to as “Qui Tam” or “Whistleblower”. In 
the case of a Qui Tam or Whistleblower lawsuit, the person who brought the lawsuit 
is eligible to receive a percentage of money recovered, typically 10 to 25 %. 

 
Criminal – This portion of the Federal Claims Act differs from the civil in that it 
involves willful misrepresentation, in either documentation or verbal statement, for 
financial gain. Willful misrepresentation can take many forms including deliberately 
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falsifying documentation for payment, deliberately covering up or hiding information 
about a false claim, lying to an investigator, or obstructing an ongoing investigation 
related to false claims action. If an individual is found guilty of these charges, there 
are both financial penalties and possible imprisonment for up to five years.  
 

 
Federal Whistleblower Protections (31 USC Section 3730 (h)) protects 
employees against discharge, demotion, suspension, threats, harassment, or 
discrimination by the employer because of lawful acts done by the employee in 
cooperating with the False Claims Act, including investigation for, initiation of, 
testimony for, or assistance in an action filed (or one in the process of being filed) 
under this section. 

 
California FCA has many similarities to the Federal Civil FCA. There is no 
requirement to prove intent to defraud for financial gain, only that the claim 
submitted is not valid. The determination that a claim is not valid is much the same 
as with the Federal Civil FCA: missing documentation; documentation that does not 
speak to service billed; lack of medical necessity; duplicate billings, outside scope of 
practice; etc. The State FCA carries similar financial penalties including tripling the 
amount of each claim, with up to $10,000 of additional penalty for each claim. Like 
the Federal FCA, there can be a Qui Tam, or Whistleblower, lawsuit, brought by an 
individual, and if money is recovered, the individual who initiated the lawsuit will be 
entitled to a percentage, typically between 15 to 33%. 

 
State Whistleblower Protections - California Statute (Government Code 
Section 12653) provides protection for employees by preventing employers from 
making, adopting, or enforcing any rules, regulations or policies that would 
prevent an employee from disclosing information to a government or law 
enforcement agency related to a false claims action. The statute also states that 
no employer shall discharge, demote, suspend, threaten, harass, deny promotion 
to, or in any other manner discriminate against, an employee … because of 
lawful acts done by the employee, or others, in disclosing information to a 
government or law enforcement agency related to a false claims action. This 
includes participating in an investigation for, initiation of, testimony for, or 
assistance in, an action filed (or in the process of being filed) under the California 
False Claims Act. 

 
D. Code of Conduct and Ethics 
 

The Health Agency is firmly committed to full compliance with all federal and state laws, 
regulations, rules and guidelines that apply to the Health Agency’s operations and services.  
At the core of this commitment are actions of the employees and contractors of the Health 
Agency, and the manner in which they conduct themselves in providing direct or in direct 
service to our clients.  To assure that commitment is shared by its employees and contractors, 
the Health Agency has established the following Code of Conduct and Ethics.  Every Health 
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Agency employee and contractor shall be required to certify his or her acceptance of the 
code before providing Health Agency services.   
 

Health Agency Code of Conduct 
1. All employees and contractors will be responsible for reviewing the most recent 

published version of the Health Agency Policies and Procedures, as relate to 
their duty assignments, and Compliance Plan.  These will be reviewed at least 
annually at the time of the employee’s annual evaluation.   

 
2. In the case of Organizational Providers, employees of organizations will 

document their familiarity with that organization’s policies and procedures 
directing the employees’ provision of services and support to the Health 
Agency’s clients.   Each Organizational Provider employee will sign the Health 
Agency’s Code of Conduct and Ethics on an annual basis.  

 
3. Individual Providers will adhere to the professional and ethical standards of their 

respective licensing agencies and professional organizations and federal income 
tax regulations, as well as their contractual obligations with San Luis Obispo 
County. Individual Providers will sign the Health Agency’s Code of Conduct and 
Ethics when they initiate a contract or purchase agreement and at the time of 
renewal of the contract or purchase order. 

 
4. All employees and contractors of the Health Agency shall treat other employees, 

contractors, clients, and customers fairly and with respect; 
 

5. No employee or contractor shall engage in any activity in violation of any of the 
policies and procedures set forth by the Health Agency, nor shall any employee 
or contractors engage in any other conduct, which violates health service-related 
federal, state or local law in the provision of services for the Health Agency.  
When in doubt about policies or interpretation of regulations, employees and 
contractors shall consult with their supervisors. 

 
6. The Health Agency’s clients and the public at large have a right to expect that 

services provided by the Health Agency will be rendered in a professional 
manner in accordance with legal mandates including Title 42, CFR, Section 
438.100 which states that every beneficiary has the right to be treated with 
respect and with due consideration for his or her dignity and privacy. 

 
A copy of this Code of Conduct and Ethics shall be provided to all employees of the 
Health Agency facilities at the time of initial hiring and at the time of annual 
evaluations.  A copy of this Code of Conduct and Ethics shall also be furnished to 
contractors, including all independently contracted health care providers for 
signature by contracted employees, at the time a contract is entered into or 
renewed. 
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 CONDUCTING INTERNAL MONITORING AND AUDITING 
 
 
 
 
 
 
 
An ongoing evaluation process is important to maintain a successful compliance program 
at the Health Agency.  This ongoing evaluation includes monitoring of billing and 
reimbursement standards to ensure the procedures and documentation are current and 
accurate.  Through this activity, adjustments will be made to assure the effectiveness of the 
compliance program   (i.e., whether individuals are properly carrying out their 
responsibilities and claims are submitted appropriately). 

 
A. Voluntary Initial and Follow-up Compliance Auditing Process 

 
As noted by the OIG in the October 5, 2000 “Federal Register,” a voluntary self-
audit is an excellent method to ascertain what, if any, problem areas exist and to 
focus on the risk areas that are associated with those problems.   

 
 1. Management Commitment to Ensure Compliance 
 

As an example of this voluntary effort, at the request of San Luis Obispo County 
Mental Health Department, then a department of the Health Agency, an on-site 
assessment of specific reimbursement procedures and compliance issues was 
conducted October 16-17, 2000 by Rising Sun Consulting Associates which works 
exclusively with behavioral health agencies and practitioners. 

 
The purpose of this audit was to determine whether: 

  • Bills are accurately coded and accurately reflect the services provided 
(as documented in the medical records); 

 
  • Documentation is being completed correctly; 
 
  • Services or items provided are reasonable and necessary; and 
 

  • Any incentives for unnecessary services exist. 
 

 Section   
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 2. Areas of Focus in the Voluntary Audit Process 
 

  This audit examined, in detail, the billing and reimbursement process at the Health 
Agency focusing specifically on Medicare and Medi-Cal.  Some of the areas 
examined in this audit included the following:  

 
  • CPT code usage 
  • medical record documentation 
  • Advanced Beneficiary Notices 
  • waiver of coinsurance 
  • provider credentialing 
  • Medicare participation  
  • timely filing requirements 
  • data integrity 
  • compliance initiatives 
  • standards and procedures 
  • Local Medical Review Policies and other directives 
  • medical necessity 
  • self-referrals 
   • voluntary refunds 
  • non-covered services 
  • ineligible providers 
  • education and training 
  • business office staffing 
 
 3. Continuing Efforts to Ensure Compliance 
 
 Since the initial baseline audit report, representatives from Rising Sun Consulting 

have on going consultation contacts with the Mental Health Department and to the 
Health Agency to monitor compliance and conduct education and training programs. 

 
 4. Pre-payment Review of Medicare Part B Claims 
 
                       Mental Health Chart notes for sampled Medicare Part B services are reviewed by 

an independent consulting firm to confirm medical necessity, provider eligibility, and 
that the documentation meets the requirements for the CPT code selected.  The 
Health Agency public Health Department service documentation is reviewed for 
coding and billing integrity at the program supervisor level and at the pre billing 
review level. 
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IMPLEMENTING COMPLIANCE AND PRACTICE STANDARDS 
 
Because the Health Agency is a county agency, a number of documents and 
policy statements exist which address standards and procedures that affect 
compliance and compliance issues.  These policy statements address patient 
care, personnel matters, and standards and procedures on complying with 
federal and State law.  The Compliance Officer and the Compliance Committee 
review these documents on a regular basis. 
 

 
  
A. Specific Areas of Risk 
 

The Health Agency makes every effort to identify the potential risk areas noted by the 
OIG in the October 5, 2000 “Federal Register.”  These risk areas include: 

 
 1. Coding and Billing 
 

Because coding and billing are such integral components of the Compliance 
Program, a full-time Billing and Reimbursement Manager was added to the 
Health Agency staff in mid-2001. 

 
This manager continually monitors all activities related to billing and coding and 
ensures that the following errors do not occur: 

 
  • Billing for items or services not rendered or not provided as claimed 
  • Submitting claims for equipment, medical supplies and services that are 

not reasonable or not necessary 
  • Double billing resulting in duplicate payment 
  • Billing for non-covered services as if covered 
  • Knowing misuse of provider identification numbers, which results in 

improper billing 
  • Unbundling (billing for each component of the service instead of billing or 

using an all-inclusive code) 
  • Failure to properly use coding modifiers 
  • Clustering 
  • Up-coding the level of service provided. 
 
 2. Reasonable and Necessary Services 
 

The Health Agency makes every effort to comply with Medicare’s definition of 
reasonable and necessary services. 

 
Physicians and other clinicians eligible for “provider identification numbers” at 

Section 
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the Health Agency know that Medicare (and many insurance plans) may deny 
payment for a service that is not reasonable and necessary according to the 
Medicare reimbursement rules. 

 
Because the reasonable and necessary service definitions for California Medi-
Cal and California Medicare are very different, providers and billing personnel 
are aware that they may bill Medicare in order to receive a denial for service, but 
only if the denial is needed to obtain reimbursement from the secondary payor. 

 
 3. Documentation 
 

The physicians, other clinicians, and administrative personnel at the Health 
Agency are aware that timely, accurate and complete documentation is 
important to patient care. 

 
Additionally, staff awareness extends to the knowledge that documentation 
serves a second function when a bill is submitted for payment, namely, as 
verification that the bill is accurate as submitted. 

 
In addition to facilitating high quality patient care, the staff at the Health Agency 
is committed to a properly documented medical record that verifies and 
documents precisely what services were actually provided. 

 
Internal documentation guidelines at the Health Agency include: 

 
  A. The medical record must be complete and legible. 
  B. The documentation of each patient encounter includes the reason for the 

encounter; any relevant history; physical examination findings when 
appropriate; prior diagnostic test result; assessment, clinical impression, 
or diagnosis; plan of care; and date and legible identity of the observer. 

  C. If not documented, the rationale for ordering diagnostic and other 
ancillary services can be easily inferred by an independent reviewer or 
third party who has appropriate medical training. 

  D. Documentation and the medical record support • CPT and ICD-9-CM 
codes used for claims submission. 

  E. Appropriate health risk factors are identified.  The patient’s progress, his 
or her response to, and any changes in, treatment, and any revision in 
diagnosis are documented. 

 
 4. Improper Inducements Kickbacks and Self-Referrals 
 
  Business relationships at the Health Agency with hospitals, hospices, nursing 

facilities, home health agencies, durable medical equipment suppliers, 
pharmaceutical manufacturers and vendors are proper and comply with all 
Federal and State anti-kickback statutes. 
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The administrative staff at the Health Agency regularly reviews all relevant OIG 
Special Fraud Alerts and Advisory Opinions that address the application of the 
anti-kickback and physician self-referral laws to ensure that the standards and 
procedures reflect current positions and opinions. 

 
 5. Other Compliance-Related Activities 
 
  • OIG and MediCal Excluded Individuals Database 
 

As new providers make application for employment, their social security 
number and any previously assigned provider numbers are checked 
against the OIG and MediCal Excluded Individuals Database.  
Contractors are expected to monitor the Excluded List for all employees 
involve in direct services or services supporting direct service to the 
Health Agency’s clients.  All employee and employees of Organizational 
Providers should have these checks done at least annually. 

 
  • Medicare CPT Code Utilization Profile 
 

Periodically, the Health Agency requests each provider’s CPT Code 
(Procedure Code) Utilization Profile.  This information lets administration 
and the providers know how their CPT/Procedure Code usage 
compares with other providers in the region. 

 
B. Health Insurance Portability and Accountability Act (HIPAA) Compliance 
 

San Luis Obispo County Health Agency, as part of the overall Compliance Program, is 
committed to meeting and exceeding all requirements of the Health Insurance 
Portability and Accountability Act.  The Agency has met the key HIPAA dates for 
transaction and code sets compliance and the date for implementation of privacy 
requirements. 

 
 1. Transactions and Code Sets Compliance 
 

The HIPAA compliance issues have been addressed by billing software 
vendors. 
Non-electronic billing conforms to the Transactions and Code Set requirements. 
Where applicable, the Agency departments will meet deadlines established for 
electronic transmission compliance. 

 
 2. Privacy Practices Compliance 
 

The following are Health Agency procedures that contribute to compliance with 
the HIPAA  Privacy standards: 
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A. Provide patients a Notice of Privacy Practices that outlines what will be 

done with clients’ protected health information and document the clients’ 
written acknowledgment that they have received the notice.  

 
  B. Ensure staff and others have access to the minimum necessary 

amount of protected health information about clients that is required 
to do their jobs.  Written policies concerning this access shall be 
maintained and  staff shall be trained accordingly. 

 
  C. Set up reasonable safeguards to prevent incidental exposures, such 

as a client overhearing information about another client  receiving 
services at the Health Agency. 

 
  D. The Privacy Official is the Compliance Officer, who is in charge of 

making certain that the Health Agency is compliant with HIPAA.  The 
Officer will also oversee management of HIPAA-related requests or 
complaints.  The Behavioral Health and Public Health will have 
designate staff as HIPAA Officers to engage in day-to-day HIPAA 
activities.  These designated HIPAA Officers will consult with the Privacy 
Official on technical and operational questions and are members of the 
Compliance Committee.  

 
  E. Get authorization from patients to release protected health information 

for any purpose other than treatment, including payment, or other 
activities including marketing and research. 

 
  F. Set up business associate agreements with vendors who work on 

behalf of the Health Agency who are not employees but who have 
access to medical or payment information about patients.  These 
agreements require the vendor to protect  the privacy of Health Agency 
clients.. 

 
  G. Provide patients with access to their medical records. 
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DESIGNATION OF THE COMPLIANCE OFFICER 

 
The Health Agency Director appointed an Agency-wide  Compliance Officer for 
the San Luis Obispo County Health Agency in June of 2007.  The Compliance 
Officer shall also head the Compliance Committee, with representatives from 
various appropriate Health Agency divisions.  The Health Agency is committed 
to creating a non-retaliatory environment where complaints, problems, and 
errors can be discussed and resolved without fear.  All staff members should 

feel comfortable in addressing ethical concerns, legal issues, and complaints of impropriety. 
 
The Compliance Committee and Compliance Officer shall work to prevent and resolve billing, 
coding, and documentation problems internally before the problems rise to the level of fraud or 
abuse. 
 
The Compliance Officer shall be a key member of the administrative team and shall have the 
requisite authority to influence behavior and organizational practices. 
 
In general, the compliance officer shall be responsible for auditing and monitoring all provider 
numbers, clinical documents, coding records, and billing records. 
 
The following is an expanded list of duties of the Compliance Officer and the Compliance 
Committee: 
  
• Oversee and monitor the Compliance Program. 
• Report on a regular basis to the Health Agency Director and appropriate staff on 

compliance issues. 
• When applicable, review employees’ certifications which state that the employees have 

received, read and understand the standards of conduct. 
• Establish methods, such as periodic audits, to improve the Agency’s efficiency and 

quality of services, and to reduce the Agency’s vulnerability to fraud and abuse. 
• Periodically revise the compliance program to address changes in the needs of the 

Agency or changes in the law and in the standards and procedures of Government and 
private payer health plans. 

• Develop, coordinate and participate in a training program that focuses on the 
components of the compliance program and seeks to ensure that training materials are 
appropriate. 

• Ensure that the HHS-OIG’s List of Excluded Individuals and Entities, and the General 
Services Administration’s (GSA’s) List of Parties Debarred from Federal Programs 
have been checked with respect to all employees, medical staff and independent 
contractors. 

• Investigate any report or allegation concerning possible unethical or improper business 
practices, and monitor subsequent corrective actions and/or compliance. 

 

Section 
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 EDUCATION AND TRAINING PROGRAMS 
 
 
  
 

A. Commitment to Education and Training 
 

The Health Agency is philosophically and financially committed to providing the 
education and training programs needed to ensure compliance with Federal and State 
regulations. 

 
The objectives of the Health Agency compliance training program are: 

 
 • Determine training needs (both in coding and billing and documentation  

compliance). 
 • Determine the type of training that best suits the Agency’s needs (e.g., 

seminars, in-service training, self-study or other programs). 
 • Determine when and how often education is needed and how much each 

employee or provider should receive. 
 
B. Outside Consultants and Specific Topics Covered 
 
 1. Outside Consultants may be retained for On-Going Compliance Education and 

Training in the following areas: 
  • HIPAA Compliance 
  • CPT Coding for Behavioral Health 
  • Medicare and Medi-Cal Billing Code Differences 
  • Claim Development and Submission Process 
  • Signing a Form for a Physician Without Authorization 
  • Treatment Planning 
  • Medical Necessity Requirements 
  • Billing for Non-physician Providers 
  • “Incident to” Billing 
  • Medical Records Documentation 
  • Review of current Medicaid and Medicare Newsletters 
  • Provider Numbers 
  • Insurance Verification Process 
  • Medicare and Medicaid Denials 
  • Standards of Business Conduct 

Section 
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  • Consequences of Violating Federal and State Health Care Laws 
 3. Areas of Focus in Compliance Training 
   
  • CPT and ICDM Coding 

The appropriate CPT and ICDM billing codes for the professional services the 
behavioral health providers at SLOCMHS have been and shall be a major focus 
of educational efforts   These areas shall continue to focus on specific billing 
issues pertaining to each division.  Additionally, the credentialing requirements 
for the clinical professionals and the chart note documentation requirements 
shall be given specific ongoing training.   
 
All clinical professionals shall understand that CPT code selection is the 
responsibility of the provider of service and that the code billed should be the 
code that most clearly reflects the service provided and documented in the 
medical record. 

 
  • “Incident to . . .” or Supervision Billing 

“Incident to . . .” billing for Medicare was discontinued at the Health Agency in 
January 2000.  Services provided by clinicians ineligible for a Medicare provider 
number are not billed to Medicare.  If “Incident to . . .” billing is ever re-evaluated 
and started again at the Health Agency, it will meet all CMS requirements. 

 
  • Medical Record Documentation 

Several medical record documentation reviews for the providers of Health 
Agency divisions have been conducted to determine if documentation efforts 
meet Federal and State criteria. 

 
  Standards for Health Agency clinicians require that each chart note must 

contain the following information: 
  • Name of the patient 
  • Date of service 
  • Legible signature of provider with credentials (MD, OD, RN, etc.) 
  • Reason for the encounter (Medical necessity) 
  • Interval history 
  • Examination (Mental status or current complaint) 
  • Relevant health risk status 
  • Reasons for and results of any lab, x-ray and other ancillary services 
  • Patient’s response to treatment 
  • Full present diagnosis.  Any change and relevant partial diagnosis 
  • Plan for care, including all medications, frequency and dosage, 

psychotherapy, patient/family education, interventions and follow up 
  • All referrals and/or consultations and results 
 

Providers are encouraged to chart based on the current Medicare Local Medical 
Review Policies (LMRPs) for medication management and psychotherapy 
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services. 
 
 
RESPONDING TO DETECTED OFFENSES AND DEVELOPING 
CORRECTIVE ACTION INITIATIVES 
 
The highest levels of management at the Health Agency, as well as the San Luis 
Obispo County Board of Supervisors, are committed to responding appropriately 
when a possible compliance violation is detected. 
 
The Health Agency’s governing authority, administrators and providers shall be 

aware that violations of the Agency’s Compliance Program, significant failures to comply with 
applicable Federal or State law, and other types of misconduct threaten the Agency’s status as 
a reliable, honest, and trustworthy provider of health care in San Luis Obispo County. 
 
When compliance violations are discovered  within the Health Agency, immediate, decisive 
steps shall be taken to correct the problem. 
 
In order to minimize compliance violations staff shall continually monitor: 
 
• Significant changes in the number and/or types of claim rejections and/or reductions. 
• Correspondence from the carriers and insurers challenging the medical necessity or 

validity of claims. 
• Illogical patterns or unusual changes in the pattern of CPT-4, HCPCS or ICD-9 code 

utilization. 
• High volumes of unusual charge or payment adjustment transactions. 
 
If compliance violations are found within the Health Agency, the appropriate, corrective action 
shall be taken including employee counseling, appropriate revision of policy, or disclosure to 
an appropriate Government authority or law enforcement agency.  The Health Agency shall 
make prompt refunds of any overpayments (even minimal amounts) to all insurance 
companies The Health Agency shall maintain an internal audit process in place to prevent 
duplicate billing. 
 

Section 

     5 



 
 

17 

DEVELOPING OPEN LINES OF COMMUNICATION 
 
All clinical and administrative personnel at the Health Agency as well as Health 
Agency contractors are encouraged to communicate openly with supervisory 
personnel and each other.   The Health Agency shall maintain an environment 
in which staff members can ask questions and are encouraged to develop a 
mind set focused on preventing problems. 
 
Clinical and administrative staff members shall attend regularly scheduled staff 

meetings and are participate in discussion and decision-making. 
 
Since the Health Agency is publicly funded, there shall be an “open door” policy for physicians, 
staff, and other employees to discuss compliance issues with the Compliance Officer and any 
other member of the upper-level management team.  Written communications marked 
“confidential” may also be sent or e-mailed to the Compliance Officer’s attention. 
 
In addition the Health Agency maintains a confidential Compliance Hotline for reporting 
suspected inappropriate or non-standard practices related to documentation, coding, billing or 
clinical issues.  That number is 805-781-4739.    
 
The Health Agency’s Compliance program shall encourage open communication by: 
 
• Requiring that employees report conduct that a reasonable person would, in good faith, 

believe to be erroneous or fraudulent. 
• Creating a user-friendly process for effectively reporting erroneous or fraudulent 

conduct. 
• Maintaining provisions in the standards and procedures that state that a failure to report 

erroneous or fraudulent conduct is a violation of the compliance program. 
• Utilizing a process that maintains the anonymity of the persons involved in reported 

possible erroneous or fraudulent conduct and the person reporting the concern. 
• maintaining provisions in the standards and procedures that there will be no retribution 

for reporting conduct that a reasonable person acting in good faith would have believed 
to be erroneous or fraudulent. 
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ENFORCING DISCIPLINARY STANDARDS THROUGH WELL-PUBLICIZED 
GUIDELINES 
 
The Health Agency strives to be fully compliant with all of the complex rules and 
regulations governing the health care industry.  Accordingly, the Agency has 
established billing and compliance policies that are designed to ensure accurate 
coding, billing, and claims submission. 
 
Because federal and state laws govern the billing and reimbursement policies at 

the Health Agency, it is of crucial importance that the Agency responds to incidents of 
noncompliance (by clinical and business office staff) fairly, firmly and in proportion to the 
potential risk of harm to the Health Agency. 
 
The Health Agency shall maintain measures to ensure that Agency employees understand the 
consequences of behaving in a non-compliant manner.  Procedures shall be in place for 
enforcing and disciplining individuals who violate the Agency’s compliance standards. 
Organizational Providers are expected to have a systematic formal discipline policy upon 
which to base responses to detected inappropriate compliance related employee behavior or 
practices. 
 
Disciplinary actions of enforcement for county employees will follow the San Luis Obispo 
Personal Guidelines for progressive discipline.  In this context, the following is a list of 
disciplinary actions available to the Agency: 
 
1. Provide informal counseling (no written documentation). 
 
2. If appropriate, refer employee to Employee Assistance Program or medical exam for 

suspected substance abuse, medical problems, or situations occurring outside the 
workplace that may be affecting job performance. 

 
3. Present written job standards and discuss with employee. 
 
4. Repeat discussion as necessary.  Write a record of the discussion including the 

employee’s comments and the applicable standard underlined. 
 
6. If improvement is still needed, write a rough draft of a Work Performance Memo 

(WPM).  Include: What the standards are, how employee fails to meet them, how the 
employee may improve, what help will be provided, what disciplinary action might be 
taken. 

 
7. It is anticipated that all instances of repeated billing policy non-compliance (including 

simple errors) shall be documented with a Letter of Counseling to the staff member.  
Such a letter may be no more than a written notice to the employee that a billing charge 
could not be made or had to be refunded, as well as documentation that the staff 
member has been educated as to the applicable rules to prevent future incorrect billing. 

Section 
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8. Discuss the draft WPM with supervisor and department head; make needed revisions. 
 
9. Discuss draft WPM with employee.  Make Positive Discipline section of SLO County’s 

Supervisory Practices Guide available. 
 
10. Give final WPM to employee as soon as possible. 
 
11. Follow through on improvement schedule and training. 
 
12. Conduct follow-up discussions after WPM is issued every two or three weeks to 

discuss overall progress.  Write up the discussions from the meetings. 
 
13. The supervisor, in consultation with the Compliance Officer, shall decide what should 

be done and give employee a memo explaining the decision, including any of the 
following actions: 

 
 • Improvement satisfactory (no further action). 
 • Improvement marginal (extend WPM period). 
 • Failure to improve (detail names, dates, places). 
 • Disciplinary action recommended (work with department management, 

Personnel, County Counsel). 
 • Reprimand. 
 • Suspension in days. 
 • Demotion. 
 • Termination. 
  
Although not necessarily disciplinary in nature, the Agency’s staff members whose billing 
practices fail to meet appropriate standards may be required to attend educational seminars, 
be assigned to report on those educational seminars or educate fellow staff members on billing 
compliance issues.  Further, should the non-compliant staff member hold an administrative 
position, depending on the severity of the offense, the staff member may be removed from the 
administrative position, with concomitant loss of the salary attributed to that administrative 
position. 
 
Failure to adequately comply with the Agency’s billing and compliance policies shall also  be 
considered in a staff member’s annual performance evaluation and each clinician’s peer 
review evaluation. 
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Appendix A 
Civil Monetary Penalties (CMP’s) for Medicare Fraud and Abuse – Supplemental 
Detail of types of questionable Activities which are basis for DRA Enforcement 

 
(Copied from CMS website at the following URL: 
http://cms.hhs.gov/provider/fraud/cmp2.asp) 
 

DESCRIPTION OF CIVIL MONEY PENALTIES (CMPs)  
In 1981, Congress added section 1128A (42 U.S.C. 1320a-7a) to the Social Security Act (section 2105 of 
Public Law 97-35) to authorize the Secretary of Health and Human Services to impose civil money 
penalties (CMPs). Since the enactment of the first CMP in 1981, Congress has dramatically increased 
both the number and types of circumstances under which CMPs may be imposed. Most of the specific 
statutory provisions authorizing CMPs also permit the Secretary to impose an assessment in addition to 
the CMP. An assessment is an additional money payment in lieu of damages sustained by the 
government because of the claim. Also, for many statutory violations, the Secretary may exclude the 
individual or entity violating the statute from participating in the Medicare program for certain specific 
periods of time.  

In October 1994, the Secretary realigned the responsibility for enforcing these CMPs between the Health 
Care Financing Administration (HCFA) and the Office of Inspector General (OIG). HCFA was delegated 
the responsibility for implementing CMPs that involve program compliance; OIG was delegated the 
responsibility for implementing CMPs that involve threats to the integrity of the Medicare program, i.e., 
those that involve fraud or false representations. On August 21, 1996, the Health Insurance Portability and 
Accountability Act of 1996 (Public Law 104-191) was enacted. This law provides for higher maximum 
CMPs ($10,000 per item or service in noncompliance instead of $2,000 per item or service), and higher 
assessments (three times the amount claimed instead of twice the amount) for some of the violations.  

Although compliance can be compelled where necessary, it is primarily dependent on voluntary adherence 
by health care practitioners, suppliers, and the public. HCFA's effort to achieve compliance is directed 
toward promoting a clear awareness and understanding of the program. When efforts for achieving 
voluntary compliance fail, formal enforcement action (civil money penalties, assessments and exclusion 
from the program) will be undertaken.  

The following is a synopsis of those authorities under which HCFA's Program Integrity Group may impose 
civil money penalties, assessments, and/or exclusions for program noncompliance:  

(1) Section 1806(b)(2)(B) -- Any person or entity that fails to provide an itemized statement describing 
each item or service requested by a Medicare beneficiary. (This violation is subject to a CMP)  

(2) Section 1833(h)(5)(D)--Any person that bills for a clinical diagnostic laboratory test, other than on an 
assignment-related basis. This provision includes tests performed in a physician's office but excludes tests 
performed in a rural health clinic. (This violation is subject to a CMP, assessment, and exclusion.)  

(3) Section 1833(i)(6)--Any person that bills for an intraocular lens inserted during or after cataract surgery 
for which payment may be made for services in an ambulatory surgical center. (This violation is subject to 
a CMP.)  

(4) Sections 1834(a)(11)(A) and 1842(j)(2)--Any supplier of durable medical equipment that charges for 
covered items (furnished on a rental basis) after the rental payments may no longer be made (except 
maintenance and servicing) as provided in section 1834(a)(7)(A). (This violation is subject to a CMP, 
assessment, and exclusion.)  
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(5) Section 1833(q)(2)(B)--When seeking payment on an unassigned basis, any entity that fails to provide 
information about a referring physician, including the referring physician's name and unique physician 
identification number. (This violation is subject to a CMP and exclusion.)  

(6) Sections 1834(a)(18)(B) and 1842(j)(2)--Any durable medical equipment supplier that fails to make a 
refund to Medicare beneficiaries for a covered item for which payment is precluded due to an unsolicited 
telephone contact from the supplier. (This violation is subject to a CMP, assessment, and exclusion.)  

(7) Sections 1834(b)(5)(C) and 1842(j)(2)--Any nonparticipating physician or supplier that charges a 
Medicare beneficiary more than the limiting charge as specified in section 1834(b)(5)(B) for radiologist 
services. (This violation is subject to a CMP, assessment, and exclusion.)  

(8) Section 1834(a)(17)(C)--Any supplier of durable medical equipment that makes unsolicited telephone 
contacts with Medicare beneficiaries regarding the furnishing of covered services. (This violation is subject 
to anexclusion.)  

(9) Sections 1834(c)(4)(C) and 1842(j)(2)--Any nonparticipating physician or supplier that charges a 
Medicare beneficiary more than the limiting charge for mammography screening, as specified in section 
1834(c)(3). (This violation is subject to a CMP, assessment, and exclusion.)  

(10) Sections 1834(h)(3) and 1842(j)(2)--Any supplier of durable medical equipment, prosthetics, orthotics, 
and supplies that charges for a covered prosthetic device, orthotic, or prosthetic (furnished on a rental 
basis) after the rental payment may no longer be made (except maintaining and servicing). (This violation 
is subject to a CMP, assessment and exclusion.)  

(11) Section 1834(h)(3)-- Any supplier of durable medical equipment, prosthetics, and orthotics that makes 
unsolicited telephone contacts with Medicare beneficiaries regarding the furnishing of prosthetic devices, 
orthotics, or prosthetics. (This violation is subject to an exclusion.)  

(12) Sections 1834(j)(4) and 1842(j)(2)--Any supplier of durable medical equipment, prosthetics, orthotics, 
and supplies that fails to make refunds in a timely manner to Medicare beneficiaries (for items or services 
billed on a non-assigned basis) if the supplier does not possess a Medicare supplier number, if the item or 
service is denied in advance, or if the item or service is determined not to be medically necessary or 
reasonable. (This violation is subject to a CMP, assessment, and exclusion.)  

(13) Section 1834(j)(2)(A)(iii)--Any durable medical equipment supplier that completes the medical 
necessity section on the certificate of medical necessity or fails to provide the fee schedule amount and 
the supplier's charge for the medical equipment or supply prior to distributing the certificate to the 
physician. (This violation is subject to a CMP.)  

(14) Section 1834(k)(6) and 1842(j)(2) -- Any practitioner or other person that bills or collects for outpatient 
therapy services or comprehensive outpatient rehabilitation services on a non-assigned basis. (This 
violation is subject to a CMP, assessment, and exclusion)  

(15) Section 1842(b)(18)(B)--For practitioners specified in section 1842(b)(18)(C) (physician assistants, 
nurse practitioners, clinical nurse specialists, certified registered nurse anesthetists, certified nurse-
midwives, clinical social workers, and clinical psychologists), any practitioner that bills or collects for any 
services on a non-assigned basis. (This violation is subject to a CMP, assessment, and exclusion.)  

(16) Section 1842(k)--Any physician that presents a claim or bill for an assistant at cataract surgery 
performed on or after March 1, 1987. (This violation is subject to a CMP, assessment, and exclusion.)  

(17) Section 1842(l)(3)--Any nonparticipating physician that does not accept payment on an assigned 
basis and that fails to refund beneficiaries for services that are not reasonable or medically necessary or 
are of poor quality. (This violation is subject to a CMP, assessment, and exclusion.)  
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(18) Section 1842(m)(3)--Any nonparticipating physician that bills for an elective surgical procedure on a 
non-assigned basis, charges at least $500, fails to disclose charge and coinsurance amounts to the 
Medicare beneficiary prior to rendering the service, and fails to refund any amount collected for the 
procedure in excess of the charges recognized and approved by the Medicare program. (This violation is 
subject to a CMP, assessment, and exclusion.)  

(19) Section 1842(n)(3)--Any physician that bills diagnostic tests in excess of the scheduled fee amount. 
(This violation is subject to a CMP, assessment, and exclusion.)  

(20) Section 1842(p)(3)(A)--Any physician that fails to promptly provide the appropriate diagnosis code or 
codes upon request by HCFA or a carrier on any request for payment or bill submitted on a non-assigned 
basis. (This violation is subject to a CMP.)  

(21) Section 1842(p)(3)(B)--Any physician that fails to provide the diagnosis code or codes after 
repeatedly being notified by HCFA of the obligations on any request for payment or bill submitted on a 
non-assigned basis. (This violation is only subject to an exclusion.)  

(22) Section 1848(g)(1)(B)-- Any nonparticipating physician, supplier, or other person that furnishes 
physicians' services and bills on a non-assigned basis or collects in excess of the limiting charge or fails to 
make an adjustment or refund to the Medicare beneficiary. (This violation is subject to a CMP, 
assessment, and exclusion.)  

(23) Section 1848(g)(4)--Any physician, supplier, or other person (except one excluded from the Medicare 
program) that fails to submit a claim for a beneficiary within one year of providing the service or imposes a 
charge for completing and submitting the standard claims form. (This violation is subject to a CMP and 
exclusion.)  

(24) Section 1848(g)(3)--Any person that bills for physicians' services on a non-assigned basis for a 
Medicare beneficiary that is also eligible for Medicaid (these individuals include qualified Medicare 
beneficiaries). This provision applies to services furnished on or after April 1, 1990. (This violation is 
subject to a CMP, assessment, and exclusion.)  

(25) Section 1862(b)(5)(C)--Any employer that (before October 1, 1998) fails to provide an employee's 
group health insurance coverage information to the Medicare contractor. (This violation is subject to a 
CMP.)  

(26) Section 1862(b)(6)(B)--Any entity that fails to complete a claim form relating to the availability of other 
health benefit plans or provides inaccurate information relating to the availability of other health benefit 
plans on the claim form. (This violation is subject to a CMP.)  

(27) Section 1877(g)(5)--Any person that fails to report information concerning ownership, investment, and 
compensation arrangements. (This violation is subject to a CMP, assessment, and exclusion.)  

(28) Section 1879(h)--Any durable medical equipment supplier (including a supplier of durable medical 
equipment, prosthetic devices, prosthetics, orthotics, and supplies) that fails to make refunds to Medicare 
beneficiaries for items or services billed on an assigned basis if the supplier did not possess a Medicare 
supplier number, if the item or service is denied in advance, or the item or service is determined to be not 
medically necessary or reasonable. (This violation is subject to a CMP, assessment, and exclusion.)  

(29) Section 1882(a)(2)--Any person that issues a Medicare supplemental policy that has not been 
approved by the State regulatory program or does not meet Federal standards. (This violation is subject to 
a CMP, assessment, and exclusion.)  

(30) Section 1882(p)(8)--Any person that sells or issues nonstandard Medicare supplemental policies. 
(This violation is subject to a CMP, assessment, and exclusion.)  
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(31) Section 1882(p)(9)(C)--Any person that sells a Medicare supplemental policy and fails to make 
available the core group of basic benefits as part of its product line or fails to provide the individual (before 
the sale of the policy) with an outline of coverage describing the benefits provided by the policy. (This 
violation is subject to a CMP, assessment, and exclusion.)  

(32) Section 1882(q)(5)(C)--Any person that fails to suspend a Medicare supplemental policy at the 
policyholder's request (if the policyholder applies for and is determined eligible for Medicaid) or 
automatically reinstates the policy as of the date the policyholder loses medical assistance eligibility (and 
the policy holder provides timely notice of losing his or her Medicaid eligibility). (This violation is subject to 
a CMP, assessment, and exclusion.)  

(33) Section 1882(r)(6)(A)--Any person that fails to refund or credit as required by the supplemental 
insurance policy loss ratio requirements. (This violation is subject to a CMP, assessment, and exclusion.)  

(34) Section 1882(s)(4)--Any issuer of a Medicare supplemental policy that does not waive any time 
periods applicable to preexisting conditions, waiting periods, elimination periods, or probationary periods if 
the time periods were already satisfied under a preceding Medicare policy or that denies a policy, 
conditions the issuance or effectiveness of the policy, or discriminates in the pricing of the policy based on 
health status or other criteria. (This violation is subject to a CMP, assessment, and exclusion.)  

(35) Section 1882(t)(2) -- Any issuer of a Medicare supplementary policy that fails to provide medically 
necessary services to enrollees through the issuer's network of entities, imposes premiums on enrollees in 
excess of the premiums approved by the State, acts to expel an enrollee for reasons other than 
nonpayment of premiums, does not provide each enrollee at the time of enrollment with specific 
information regarding policy restrictions, or fails to obtain a written acknowledgment from the enrollee of 
receipt of the information. (This violation is subject to a CMP, assessment, and exclusion.)  

Medicare beneficiaries that believe a violation(s) described above has been committed against them or the 
Medicare program, should report the noncompliance to their local Medicare carrier or Fiscal Intermediary. 
The beneficiary should also be prepared to submit any documentation supporting their claim of 
noncompliance to the carrier or Fiscal Intermediary.  
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Health Agency STAFF 
SIGNATURE OF CERTIFICATION 

 
 

 
I have received a copy of the San Luis Obispo County Health Agency’s 
Compliance Plan (Revision 04/30/2009). 

I am familiar with the Health Agency and Departmental policies related 
to my job duties and assignments.  

I am aware of the False Claims Act provisions and penalties for 
inappropriate coding, documentation and billing of services. (pg. 4 & 5) 

I am aware of the Whistle Blower Protection offered to all persons 
having knowledge of potentially illegal service provision, documentation 
or billing practices. (pg. 4 & 5) 

I am aware of the Compliance Reporting Hot Line at 805-781-4739. 

 
I agree to abide by the Code of Ethics set forth in this Plan beginning on 
Page 5 of the Plan. 

 
 

__________________________________ 

Print Your Name 

 
__________________________________               _______________________________ 

Signature                                                                      Date 

 


	Revision of 04/30/2009
	Civil – The civil portion of the Federal Claims Act prohibits any individual, group, organization from knowingly submitting, or causing to be submitted, a false or fraudulent claim for payment to the US government.  The civil penalty for each individual claim (i.e. each service billed) is three times the amount of the claim, plus  $5,000 -  $10,000 each claim. (31 U.S.C. Section 3729 (a)) The government does not have to prove intent to defraud for financial gain, only that the claims submitted were not valid. A claim can be considered not valid for a variety of reasons including lack of documentation such as a missing progress note, documentation that does not support what was billed , or lack of documented medical necessity. Additional areas of healthcare fraud include billing services individually that were actually a part of a bundled program, and failure to report overpayment, duplicate billings, or that billed services were outside the scope of practice of the person delivering them. A FCA lawsuit may be brought by the U.S. Government or by a private citizen. A lawsuit brought by a private citizen is referred to as “Qui Tam” or “Whistleblower”. In the case of a Qui Tam or Whistleblower lawsuit, the person who brought the lawsuit is eligible to receive a percentage of money recovered, typically 10 to 25 %.
	Criminal – This portion of the Federal Claims Act differs from the civil in that it involves willful misrepresentation, in either documentation or verbal statement, for financial gain. Willful misrepresentation can take many forms including deliberately falsifying documentation for payment, deliberately covering up or hiding information about a false claim, lying to an investigator, or obstructing an ongoing investigation related to false claims action. If an individual is found guilty of these charges, there are both financial penalties and possible imprisonment for up to five years. 
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