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TITLE 405 OFFICE OF THE SECRETARY OF
FAMILY AND SOCIAL SERVICES

LSA Document #02-281(E)
DIGEST

Temporarily amends 405 |AC 6-2-3, 405 |AC 6-2-5, 405 1AC 6-2-9, 405 |AC 6-2-12, 405 |AC 6-2-14, 405 |AC 6-2-
18, 405 |AC 6-2-20, 405 |AC 6-2-21, 405 IAC 6-3-2, 405 |AC 6-3-3, 405 IAC 6-4-2, 405 |AC 6-5-1, 405 IAC 6-5-2,
405 IAC 6-5-3, 405 IAC 6-5-4, 405 |IAC 6-5-5, 405 IAC 6-5-6, 405 IAC 6-6-2, 405 |AC 6-6-4, provisions affecting
applicants, enrollees, eligibility and enrollment requirements, benefits, and policy for the Indiana prescription drug
program. Temporarily adds provisionsthat will set forth proceduresfor point of service processing and provider claims,
payments, overpaymentsand appeal sfor thelndianaprescription drug program. Authority: 1C4-22-2-37.1; 1C12-10-16-
5. The origina emergency document, LSA Document #02-195(E), as printed at 25 IR 3780, effective July 1, 2002,
expires September 26, 2002. Effective September 26, 2002.

SECTION 1. “Benefit period” meansa specified timeframeduring which an enrollee accrues or expendsthe
cost of prescription drugs. The benefit periods ar e specified in 405 |AC 6-5-3.

SECTION 2. “Complete application” means an application which includes the following infor mation about
the applicant and applicant’s spouse, if applicable:

(1) Name.

(2) Address of domicile.

(3) Date of hirth.

(4) Social Security number.

(5) Marital status.

(6) Whether the applicant had health insurance with a prescription drug benefit in the past year.

(7) Whether the applicant currently hasinsurance that includes a prescription drug benefit.

(8) Whether the applicant ison Medicaid, including Medicaid with a spend-down.

(9) Whether the applicant hasresided in Indiana for at least ninety (90) daysin the past twelve (12) months.

(20) Proof of income.

(11) Signature.

SECTION 3. “Complete claim” means a claim submitted by a provider for processing that contains the
enrollee sname and for each drug listed all of the following infor mation:

(1) Theday the drug was dispensed.

(2) Corresponding National Drug Code (NDC) number.

(3) Identification of prescribing physician.

(4) Name and dosage of drug.

(5) Provider’sretail price.

(6) Actual priceenrolleepaid for the drug.

SECTION 4. “Domicile” meansthe applicant’strue, fixed, principal, and per manent home.
SECTION 5. “Family” meansthe applicant, spouse, and any child who residein the sameresidence.

SECTION 6. “Health insurance with a prescription drug benefit” means any contract with an insurance
company or organization approved or recognized by the Indiana department of insurance, under which an



individual receives health benefits, including a prescription drug benefit. This term includes Medicaid and
veteran’s benefits. A prescription discount offered by an insurance company, department, manufacturer,
provider, or organization isnot considered to be a prescription drug insurance benefit aslong as the discount
isdeducted prior to the calculation of any enrollee benefit.

SECTION 7. “Income’ means the amount of money or its equivalent received in exchange for or asa result
of labor or services, from the sale of goods or property or as profit from financial investments.

SECTION 8. “Net income” means the earned income minus tax deductions, tax exemptions and other tax
reductions, and unearned income minus Medicare premiums that an applicant and an applicant’s family
receives, calculated on a monthly basis.

SECTION 9. “ Point of service’” meansreceivingtheprogram benefit at thetimeof purchaseof theprescription
drugs.

SECTION 10. “Prescription printout” means an itemized report prepared by a provider for an enrollee
showing prescription datafor theenrolleefor a stated benefit period. Such prescription data must include, but
isnot limited to:

(1) enrollee name and address,

(2) prescription number;

(3) NDC Code;

(4) drug name;

(5) drug strength;

(6) dosage form;

(7) quantity dispensed;

(8) date of dispensg;

(9) the amount of any discount provided; and

(10) the amount paid by the enrollee, or any insurance plan.

SECTION 11. “Proof of income” means documentation of the income of an applicant and an applicant’s
family.

SECTION 12. (a) “Provider” means:

(1) an entity who participatesin the program;

(2) islicensed under 1C 25-26-13;

(3) holds a proper permit under 1C 25-26-13-17; and

(4) who complieswith the same state enr oliment requirementsestablished for theM edicaid program at 4051AC
5-4.

(b) Nothingin thisrule[document] preventsan enrolled provider from dispensing a prescription from an out-
of-state branch location aslong as:

(1) theprovider hasan Indiana presence and isenrolled under the provisions of thisarticle [ document] ; and

(2) Thebranch location wherethe prescription is dispensed islocated within the United States of America.

SECTION 13. “Refund certificate’ means the claim document issued to an enrollee by the office which
authorizesthe enrollee, who has not received a benefit at point of service, to request arefund for prescription
drugs purchased during a benefit period.

SECTION 14. “Reside” meansthe place where an applicant actually lives as distinguished from a domicile.

SECTION 15. For purposes of determining the effective date of availability of the program to an applicant,
the date of application isthe date the complete application isreceived by the office.

SECTION 16. (a) The program is available to an enrollee beginning with the benefit period prior to the one



in which the enrollee applied for enrollment in the program.

(b) After July 1, 2002, program availability will be no sooner than the date complete application isreceived
and approved.

(c) Those enrolleesapplying on or beforethetenth of a month will have point of service benefitsavailable on
the first day of the following month. Those enrollee’s applying after the tenth of a month will have point of
service benefits available no later than thefirst day of the second following month.

(d) Theprogram isnot availablefor prescription drugs purchased prior to the month in which the enrollee
turned sixty-five (65) years of age.

SECTION 17. (a) To be€ligiblefor the program, an applicant’s monthly family net income must not exceed
theincome limit listed below for the applicant’sfamily size:

Family Size Net Monthly Income Limit
1 $997
2 $1,344
3 $1,690

(b) For each additional family member over three (3), thefamily member standard shall beadded to the net
monthly income limit for a family of three (3) in order to calculate the net monthly income limit. A child who
earnsmor ethan thefamily member standard per monthisnot included in thecalculation of monthly net income
or in family size.

(c) Themonthly netincomelimitsaredetermined by multiplyingtheannual feder al poverty guidelineamounts
for each family size by one hundred thirty-five percent (135%), dividing by twelve (12), and then rounding up
to the next whole dollar.

(d) The income standards in subsection (a) shall increase annually in the same percentage amount that is
applied to the federal poverty guideline. The increase shall be effective on the first day of the second month
following the month of publication of the federal poverty guidelinein the Federal Register.

SECTION 18. (a) The program shall issue a partial refund to an enrollee for the purchase of prescription
drugs, as defined under this article, based upon the limitations set forth in thisruleif an enrollee submits a
refund certificate.

(b) Rather than submit a refund certificate, an eligible enrollee may go to any participating provider to
purchase prescription drugs and present hisor her prescription and program identification card at the point
of service to receive immediate program benefits. At the point of service, the provider shall determine the
following:

(1) Whether the enrolleeis€ligible.

(2) Whether theindividual whose name appears on the identification card isthe same astheindividual for

whom the prescription iswritten.

(3) Whether the enrollee has benefits available.

(4) That all prescription discounts are deducted from provider’sretail price prior to calculating program

benefits.

(5) Theamount of the enrollee’ s copayment.

SECTION 19. (a) Therefund or benefit at the time of purchase, which isissued to an enrollee per benefit

period islimited by family monthly net income as follows:
Individual’s

Income Monthly Net Couple'sMonthly

Guideline Income Net Income Annual Benefit



Up to 135% of  Up to $997 per Upto$1,344per  50% benefit, up to
federal poverty month month $500 benefit/year
guideline

Up to 120% of  Up to $886 per Upto$1,194per  50% benefit, up to
federal poverty month month $750 benefit/year
guideline

Under 100% of Up to $739 Up to $995 per 50% benefit, up to
federal poverty per month month $1,000 benefit/year

guideline

(b) An enrollee and spouse who are enrolled in the program will each receive the maximum refund, or
benefit at thetime of purchase, for prescription drug expenses up to the annual benefit in subsection (a) for
which they qualify by family income level.

(c) Upon such time as the enrollee exceeds the annual benefit, the enrollee may use the prescription
identification card to access program benefit prescription drug rates as defined by SECTIONS 28 and 29
of thisdocument until the enrollee benefit period expires.

SECTION 20. (a) Therefund certificate program shall consist of four (4) benefit periodsper year, defined
asfollows:

(1) Benefit period one: October 1 through December 31.

(2) Benefit period two: January 1 through March 31.

(3) Benefit period three: April 1through June 30.

(4) Benefit period four: July 1 through September 30.

(b) The point of servicebenefit shall beone (1) year of continuouséligibility up tothat which isproscribed
in SECTION 19 of this document.

SECTION 21. (a) Therefund certificate program is available to an enrollee for a maximum of four (4)
consecutive benefit periods.

(b) The point of service benefit isavailable to an enrollee for one (1) year.

(c) If an enrolleeis utilizing both the refund certificate program and the point of service program, the
maximum benefit duration to an enrolleeisone (1) year of continuous benefits.

(d) Toreenrall in therefund certificate program, or for point of service benefits, a new application must
be submitted to the office in accor dance with this article [ document].

SECTION 22. An enrolleeisineligiblefor a program benefit for prescription drugspurchased during any
benefit period in which the enrollee has health insurance or Medicaid with a prescription drug benefit.

SECTION 23. (a) Upon submission of acompleted refund certificate, or at the point of service, benefitsare
available under thisprogram on afirst come, first served basis.

(b) Benefitswill exist under thisprogram to theextent that appropriationsareavailablefor the program.

(c) The state budget director shall determine if appropriations are available to continue offering and
paying benefitsto enrollees.

SECTION 24. Once the office has deter mined eligibility, the applicant will receive a letter of digibility
notifying the applicant of hisor her statusin the program. An applicant will either be eligibleand enrolled
intheprogram, or ineligibleand not enrolled in the program. New applicantsdeter mined to beeligible after
July 1, 2002, will receive an approved letter of eigibility and a program benefit card.



SECTION 25. (a) If theenrolleeisusing refund certificates, during each refund period, the enrollee must
submit theapplicablerefund certificatewith the prescription printout for the corresponding benefit period
to the officein the manner prescribed by the office.

(b) Therefund period deadlineisthe datewhich correspondsto thelater of thirty-five (35) daysfrom the
date on the letter of eligibility or the last day of the applicable refund period.

(c) An enrollee will be notified by mail if the enrollee submits an incomplete request for refund. An
incomplete request for refund includes:

(1) an unsigned refund certificate;

(2) arefund certificate with no insurance verification;

(3) a prescription printout which failsto state all information in SECTION 10 of this document;

(4) the absence of a refund certificate for the applicable benefit period;

(5) the absence of a prescription printout for the applicable benefit period; or

(6) the absence of any other information that is necessary under this article [document] to process a

refund request.
Theenrolleemust submit theinformation requested in theletter of notification by thedeadlinein theletter
of notification.

(d) Refund certificatesreceived by the office after therefund deadline date will not be processed and no
refund will be issued. Any refund certificate or prescription printout requested in subsection (c) that is
received by the office after the stated deadline date will not be processed and no refund will be issued.

SECTION 26. All provider appealsfrom office action taken under this405 1 AC 6 and thisdocument shall
be governed by the procedures and time limitsfor Medicaid providersset out in 405 1AC 1-1.5.

SECTION 27. Theprovisionsof 4051 AC 1-5 concer ning contents, retention, and disclosur e of recor ds of
Medicaid providersshall apply to providers of covered drugsunder thistitle.

SECTION 28. The rates of reimbursement for the covered prescription drugs provided under thistitle
shall bethe same asthose calculated for Medicaid prescription drugsunder rulesadopted by the secretary
at 405 AC 5-24.

SECTION 29. The Indiana prescription drug dispensing fee maximum under thistitle shall be the same
asthat which isallowable under rules adopted by the secretary at 405 | AC 5-24-6.

SECTION 30. (a) All provider claimsfor payment for point of service benefitsrender ed to enrollees must
beoriginally filed with the office’s contractor within twelve (12) months of the date of the provision of the
service. A provider who is dissatisfied with the amount of his reimbursement may appeal under the
provisions of SECTION 26 of this document. However, prior to filing such an appeal, the provider must
either:

(2) resubmit theclaim if thereason for denial of payment wasduetoincorrect or inaccur atebilling by the

provider;

(2) submit, if appropriate, an adjustment request totheofficecontractor’ sadjustment and r esolution unit;

or

(3) submit awritten request to the office’ scontractor, stating why the provider disagreeswith the denial

or amount of reimbur sement.

(b) All requestsfor payment adjustmentsand/or reconsider ation of a claim that has been denied must be
submitted to the office contractor within sixty (60) days of the date of notification that the claim was paid
or denied. I norder tobeconsider ed for payment, each subsequent claim resubmission or adjustment r equest
must be submitted within sixty (60) days of the most recent notification that the claim was paid or denied.



The date of notification shall be considered to be three (3) days following the date of mailing from the
office’ scontractor. All claimsfiled after twelve (12) monthsof thedate of the provision of theservice, aswell
as claims filed after sixty (60) days of the date of notification that the claim was paid or denied shall be
rejected for payment unlessawaiver hasbeen granted. I n extenuating cir cumstances, awaiver of thefiling
limit may be authorized by the contractor or the office when justification is provided to substantiate why
the claim could not befiled or refiled within the filing limit. Some examples of situations considered to be
extenuating circumstances are:

(1) contractor, or stateerror or action that has delayed payment;

(2) reasonable and continuous attempts on the part of the provider to resolve a claim problem.

(c) All claimsfiled for reimbursement shall bereviewed prior to payment by the office or its contractor,
for completeness, including required documentation, appropriateness of services and char ges, application
of discounts, and other areas of accuracy and appropriateness asindicated.

(d) Theofficeisonly liable for the payment of claimsfiled by providerswho were certified providersat
the time the service wasrendered and for services provided to persons who were enrolled in the I ndiana
prescription drug program aseligible enrolleesat thetime servicewas provided. Theclaim will not be paid
if the services provided are outside the service parameter s as established by the office.

(e) A provider shall collect from an enrollee or from the authorized representative of the enrollee that
portion of hischargefor abenefit asdefined by SECTION 19 of thisdocument which isnot reimbursed by
the Indiana prescription drug program and after all prescription discounts have been calculated as
proscribed by thisarticle [document].

SECTION 31. (a) The office may deny payment, or instruct the contractor to deny payment, to any
provider if, after investigation by theoffice, theoffice’ sdesignee, or other gover nmental authority, theoffice
finds any of the following:

(1) Theservices claimed cannot be documented by the provider in accordance with SECTION 27 of this

document.

(2) The servicesclaimed wer e provided to a person other than a per son in whose namethe claim ismade.

(3) The services claimed were provided to a person who was not eligible for benefits at the time of the

provision of the service.

(4) Theclaim arises out of any of the following actsor practices:

(A) Presenting, or causing to be presented, for payment any false or fraudulent claim.

(B) Submitting, or causing to be submitted, information for the purpose of obtaining greater
compensation than that to which the provider islegally entitled.

(C) Submitting, or causing to be submitted, any false infor mation.

(D) Failure to disclose, or make available to the office, or its authorized agent, records of services
provided to enrollees and records of payments made therefor.

(E) Engaging in a course of conduct or performing an act deemed by the office to be improper or
abusiveof the program or continuing such conduct following notification that the conduct should cease.
(F) Breach of thetermsof the I ndiana prescription drug provider certification agreement or failureto
comply with the terms of the provider certification on the claim form.

(G) Violating any provision of statelaw or any rule or regulation promulgated pursuant to 405 AC 6,
this document, or any provider bulletin published thereto.

(H) Submission of afalse or fraudulent application for provider status.

(I Failureto meet standardsrequired by the state of Indiana for participating in the program.

(J) Refusal to execute a new provider certification agreement when requested by the office or its
contractor to do so.

(K) Failure to correct deficiencies to provider operations after receiving written notice of these
deficiencies from the office.

(L) Failure to repay within sixty (60) days or make acceptable arrangements for the repayment of



identified over payments or otherwise erroneous payments, except as provided in thisrule.
(M) Presenting claims for which benefits are not available.
(5) Theclaim arises out of any act or practice prohibited by rules and regulations of the office.

(b) Thedecision asto denial of payment for a particular claim or claimsisat the discretion of the office.
Thisdecision shall befinal and:

(1) will bemailed tothe provider by United States mail at the address contained in the officer ecordsand

on the claims or transmitted electronically if the provider has elected to receive electronic remittance

advices,

(2) will be effective upon receipt; and

(3) may be administratively appealed under SECTION 30 of this document.

(c) Thedecision asto claim payment suspension is at the discretion of the office, and may include any
of the following:

(1) The denial of payment for all claims that have been submitted by the provider pending further

investigation by the office, the office’ s designee, or other gover nmental authority.

(2) The suspension or withholding of payment on any or all claims of the provider pending an audit or

further investigation by the office, the office’s designee, or other governmental authority.

(d) The decision of the office under subsection (c) shall:

(2) be served upon the provider by certified mail, return receipt requested,;

(2) contain a brief description of the decision;

(3) becomefinal fifteen (15) days after itsreceipt; and

(4) contain a statement that any appeal from the decision shall betaken in accordancewith | C 4-21.5-3-7
and SECTION 26 of thisdocument.

(e) If an emergency exists, as determined by the office, the office may issue an emergency directive
suspending or withholding payment on any or all claims of the provider pending further investigation by
theoffice, theoffice sdesignee, or other gover nmental authority under 1 C 4-21.5-4. Any order issued under
this subsection shall:

(1) be served upon the provider by certified mail, return receipt requested,;

(2) become effective upon receipt;

(3) include a brief statement of the factsand law that justifiesthe office’ sdecision to issue an emer gency

directive; and

(4) contain a statement that any appeal from the decision of the assistant secretary made under this

subsection shall betaken in accordance with | C 4-21.5-3-7 and SECTION 26 of this document.

SECTION 32. (a) Theofficemay recover payment, or instruct itscontractor torecover payment, from any
provider for servicesrendered toanindividual, or claimedtoberendered toanindividual, if theoffice, after
investigation or audit, findsthat:

(2) the services paid for cannot be documented by the provider as required by SECTION 27 of this

document;

(2) the services wer e provided to a person other than the person in whose name the claim was made and

paid;

(3) the service reimbursed was provided to a per son who was not eligible for benefits at the time of the

provision of the service;

(4) the paid claim arises out of any act or practice prohibited by law or by rules of the office;

(5) overpayment resulted from an inaccur ate description of prescription data;

(6) over payment resulted from duplicate billing;

(7) overpayment to the provider resulted from any other reason not specified in this subsection.

(b) The office may determine the amount of overpayments made to a provider by means of a random



sampleaudit. Therandom sampleaudit shall beconducted in accor dancewith gener ally accepted statistical
methods, and the selection criteria shall be based on atable of random numbersderived from any book of
random sampling gener ally accepted by the statistical profession.

(c) The office or its designee may conduct random sample audits for the purpose of determining
over charges to the Indiana prescription drug program. The following criteria apply to random sample
audits:

(1) Intheevent that the provider wishesto appeal theaccuracy of therandom sample methodology under
IC 4-21.5-3, the provider may present evidenceto show that the sample used by theofficewasinvalid and
ther efor e cannot beused to pr oj ect the over paymentsidentified in thesampletototal billingsfor theaudit
period.
(2) The provider may also conduct an audit, at the provider’s expense, of either a valid random sample
audit, using the same random sampling methodology as used by the office, or an audit of one hundred
per cent (100% ) of medical recor dsof paymentsreceived during theaudit period. Any such audit must be
completed within one hundred eighty (180) days of the date of appeal and must demonstrate that the
provider’srecordsfor the unaudited services provided during the audit period werein compliance with
state and federal law. The provider must submit supporting documentation to demonstrate this
compliance.

(d) If the office determines that an overcharge has occurred, the office shall notify the provider by
certified mail. The notice shall include a demand that the provider reimburse the office, within sixty (60)
days of the provider’sreceipt of the notification, for any overcharges deter mined by the office. Except as
provided in subsection (f), a provider who receivesa notice and request for repayment may elect to do one
(2) of thefollowing:

(1) Repay the amount of the over payment not later than sixty (60) days after receiving notice from the

office, including interest from the date of over payment.

(2) Request ahearing and r epay theamount of the alleged over payment not later than sixty (60) daysafter

receiving notice from the office.

(3) Request a hearing not later than sixty (60) days after receiving notice from the office and not repay

the alleged over payment, except as provided in subsection (€).

(e) If:
(1) aprovider eectsto proceed under subsection (d)(3); and
(2) the office of the secretary deter mines after the hearing and any subsequent appeal that the provider
owes the money;
theprovider shall pay theamount of the over payment, including inter est from the date of the over payment.

() Theofficemay enter intoan agreement with thepr ovider regardingtherepayment of any over payment
made to the provider. Such agreement shall state that the amount of over payment shall be deducted from
subsequent paymentsto the provider. Such subsequent payment deduction shall not exceed a period of six
(6) months from the date of the agreement. The repayment agreement shall include provisions for the
collection of interest on the amount of the over payment. Such interest shall not exceed the percentagerate
that is determined by the commissioner of the department of state revenue under |C 6-8.1-10-1(c).

(g9) Whenever the office determines, after an investigation or audit, that an overpayment to a provider
should be recovered, the office shall assess an interest charge in addition to the amount of over payment
demanded. Such interest charge shall not exceed the rate that is determined by the commissioner of the
department of staterevenueunder | C 6-8.1-10-1(c). Suchinter est char geshall beapplied tothetotal amount
of the overpayment, less any subsequent repayments. The interest shall accrue from the date of the
over payment totheprovider and shall apply tothenet outstanding over payment duringtheperiodsinwhich
such over payment exists. When an over payment isdeter mined pur suant to theresults of arandom sample
audit, the date the over payment occurred shall be considered to be the last day of the audit period, and



interest will be calculated from the last day of the audit period. Recovering interest:
(1) at a rate that is the percentage rounded to the nearest whole number that equals the average
investment yield on state money for the state” [sic., state's] previousfiscal year, excluding pension fund
investments, aspublished in theauditor of state’ [sic., state’'s| comprehensiveannual financial report; and
(2) accruing from the date of over payment on amountspaid to a provider that arein excessof theamount
subsequently determined to be duethe provider asaresult of an audit, areimbursement cost settlement
or ajudicial or an administrative proceeding.

(h) If the officerecover san over payment to a provider that issubsequently found not to have been owing
to the office, either in whole or in part, then the office will pay to the provider interest on the amount
erroneously recover ed from theprovider. Such inter est will accruefrom thedatethat the over payment was
recover ed by the office until the datethe overpayment isrestored to the provider. Such interest will accrue
at therate of interest set by the commissioner for interest paymentsfrom the department of staterevenue
to ataxpayer. The office will not pay interest to a provider under any other circumstances.

(i) If, after receiving a notice and request for repayment, the provider failsto elect one (1) of the options
listed in subsection (d) within sixty (60) daysand theadministr ator deter minesthat r easonablegroundsexist
to suspect that the provider hasacted in a fraudulent manner, then the office shall immediately certify the
facts of the case to the appropriate county prosecutor.

SECTION 33. (a) The office may require the repayment of any amount deter mined by the office to have
been paid to the provider in error, prior to an evidentiary hearing or summary review, unless an appeal is
pending and the provider haselected not torepay an alleged over payment pur suant to SECTION 32 of this
document. Theofficemay, initsdiscretion, recoup any over payment totheprovider by thefollowing means:

(1) Offset the amount of the over payment against current paymentsto a provider.

(2) Requirethat theprovider satisfy theover payment by refunding theentireamount of the over payment

to the office directly.

(3) Enter into an agreement with the provider in accordance with SECTION 32 of this document.

(b) Interest from the dateof the over payment will beassessed even if theprovider repaystheover payment
to the office within thirty (30) days after receipt of the notice of the overpayment. This subsection applies
to any of the methods of recoupment set out in this SECTION.

SECTION 34. (a) If, after investigation by theoffice, the office’ sdesignee, or other gover nmental authority,
the office determines that a provider has violated any provision of IC 12-10-16, or has violated any rule
established under one (1) of those sections, the office may impose one (1) or mor e of thefollowing sanctions:

(1) Deny payment to the provider for servicesrendered during a specified period of time.

(2) Reject a prospective provider’s application for participation in the program.

(3) Remove a provider’scertification for participation in the program (decertify the provider).

(4) Assess a fine against the provider in an amount not to exceed three (3) timesthe amounts paid to the

provider in excess of the amountsthat werelegally due.

(5) Assessan interest charge, at aratenot to exceed therate established within thisarticle [ document] on

theamountspaid totheprovider in excess of theamountsthat werelegally due. Theinterest charge shall

accrue from the date of the over payment to the provider.

(b) Specifically, the office may impose the sanctionsin subsection (a) if, after investigation by the office,
the office’ sdesignee, or other gover nmental authority, the office determinesthat the provider:

(2) submitted, or caused to besubmitted, claimsfor serviceswhich cannot bedocumented by theprovider;

(2) submitted, or caused to be submitted, claimsfor services provided to a person other than apersonin

whose name the claim is made;

(3) submitted, or caused to be submitted, any false or fraudulent claimsfor services;

(4) submitted, or caused to be submitted, infor mation with theintent of obtaining greater compensation



than that which the provider islegally entitled;

(5) engaged in a cour se of conduct or performed an act deemed by the officeto be abusive of the program
or continuing such conduct following notification that the conduct should cease;

(6) breached, or caused to be breached, the terms of the provider certification agreement;

(7) failed to comply with the terms of the provider certification on the claim form;

(8) overutilized, or caused to be over utilized, the program;

(9) submitted, or caused to be submitted, a false or fraudulent provider certification agreement;

(10) submitted, or caused to be submitted, any claims for services arising out of any act or practice
prohibited by the criminal provisions of the Indiana Code or by the rules of the office;

(11) failed to disclose or make available to the office, the office’s designee, or other governmental
authority, after reasonable request and notice to do so, documentation of services provided to enrollees
and officerecor ds of payments madetherefor;

(12) failed to meet standardsrequired by the state of Indiana law for participation;

(13) charged an enr ollee copayment for cover ed servicesover and abovethat allowableunder thisarticle
[document];

(14) refused to execute a new provider certification agreement when requested to do so;

(15) failed to correct deficienciesto provider operationsafter receivingwritten notice of thesedeficiencies
from the office;

(16) failed to repay or make arrangements for the repayment of identified overpayments or otherwise
erroneous payments, unless an appeal is pending and the provider has elected not to repay an alleged
over payment.

(c) Theoffice may enter a directiveimposing a sanction under 1C 4-21.5-3-6. Any directiveissued under
this subsection shall:

(1) be served upon the provider by certified mail, return receipt requested;

(2) contain a brief description of the order;

(3) becomefinal fifteen (15) days after itsreceipt; and

(4) contain a statement that any appeal from the decision of the office made under this section shall be

taken in accordance with 1C 4-21.5-3-7 and SECTION 26 of this document.

(d) If an emergency exists, as determined by the office,
the office may issue an emer gency directiveimposing a sanction under | C 4-21.5-4. Any order issued under
this subsection shall:
(1) be served upon the provider by certified mail, return receipt requested;
(2) become effective upon receipt;
(3) include a brief statement of the factsand law that justifiesthe office’ sdecision to issue an emer gency
directive; and
(4) contain a statement that any appeal from the decision made under this section shall be taken in
accordance with 1C 4-21.5-3-7 and SECTION 26 of this document.

(e) The decision to impose a sanction shall be made at the discretion of the office.
SECTION 35. SECTIONS 1 through 34 of this document expire December 25, 2002.
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