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AUDIENCE:  Provider of Consolidated and Person/Family Directed Support Waiver Services 

(P/FDS), including Supports Coordination Organizations (SCOs), Administrative 
Entities (AEs).   

 
PURPOSE:   This is the first in a series of communications issued by ODP regarding 

requirements for the documentation of service delivery.   This informational 
packet describes the procedures for AEs and providers to use when a claim 
documentation issue is identified through monitoring activities or provider self-
review.   

 
BACKGROUND:    

There are a number of activities conducted by ODP and designees, including AEs, to assess 
whether waiver service claims are appropriately submitted and there is documentation to 
substantiate the claim.  One such activity is the provider monitoring process where claims 
submission and documentation is reviewed for the selected sample for a two week period. 
Claims for waiver services are also reviewed by providers as part of their internal controls and 
the provider monitoring self-assessment and during the provider’s independent audit.  Other 
reviews may also be conducted by the Department, including those undertaken by the Bureau 
of Financial Operations (BFO) or as the result of a complaint. 
 
When issues arise with waiver claims submission or supporting documentation, the following 
actions should be taken.  
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1. Claims must be voided when one or more of the following conditions apply.  Regardless 
of how the condition is identified or by whom it is identified, the provider is expected to 
void claims:  
a) There are no time sheets, attendance records, and/or other documentation that 

substantiates that the individual received the service that was billed.  
 

b) The activity was not eligible for payment.  
 

The following examples are not all inclusive: 
 

1) A residential habilitation provider billed when someone was 
hospitalized 

2)  Two services which may not be provided at the same time were 
delivered or billed simultaneously (such as home and community 
habilitation and companion).  

3) Services were provided more often than the frequency identified in 
the approved ISP. 

4) A day provider bills consistently for the same number of units every 
week even though they were closed for a holiday or inclement 
weather.  

5) A service note is entered by a supports coordinator as “billable” for 
the provision of transportation to a medical appointment.   

 
c) The person providing the service is not qualified to provide the service on the date it 

was rendered.  
 

2. Claims may need to be adjusted if  
 

a) The units documented exceed the units billed and paid.   

 For example, time sheets and documentation indicate that the support worker 
was present for 6 hours (24 units) but 4 hours (16 units) was billed 

b) The units documented are less than the units billed and paid.  

  For example, time sheets and documentation indicate that the support worker 
was present for 4 hours (16 units) but 6 hours (24 units) was billed. 

 
If more than one type of service is billed on different details on the same claim and one of the 
details have to be returned, the provider will need to void the claim and resubmit the services 
supported by documentation.    
 
If issues with claims are discovered by ODP or its designee, the provider shall be notified in 
writing as determined by ODP.  The provider must submit a corrective action plan (CAP) or 
Directed CAP (DCAP) to address instances of non-compliance.  When ODP or an AE issues a CAP 
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or DCAP for claim related documentation issues, the CAP should indicate that the provider must 
void or adjust claims to match the service documentation found during the monitoring or 
provide the AE with missing documentation.  This information should be added directly to the 
CAP form under “Corrective action for specific instance of non-compliance.”  The provider 
should still complete the section “Corrective action to identify and prevent recurrence of non-
compliance.”  In addition to voiding or adjusting claims when any of the above conditions are 
met, the provider shall also develop an improvement plan in accordance with the already 
established ODP procedures.  In the development of this plan, the provider should also conduct 
a review of agency policies, procedures and forms to determine if changes are needed in 
addition to considering other improvement strategies such as staff training.     
 
The provider has 15 days to reply to the written communication by either producing 
documentation to support the claims at issue or confirming that they have taken action to void 
the claims at issue.  
 
The AE shall provide ODP with a copy of the CAP issued to any provider with claim 
documentation issues.  This shall be accompanied by a list of the affected claim internal control 
numbers (ICNs).  Upon submission of the completed CAP or DCAP by the provider, the AE will 
advise the appropriate regional office of ODP, who will verify that the required action was 
taken.  
 
If the reviewer is concerned that findings related to item 1 may be the result of fraud1, they 
should complete the following activities without alerting the provider of the issue/concern: 
 

A. Make/retain copies of material reviewed and/or make notes regarding the failure to 
produce documentation (including items requested and dates), 

 
B. Summarize the results and findings, 

 
C. If the information is obtained by the AE  

 
I. Notify the Regional Program Manager in the appropriate regional office of ODP 

II. Following consultation with the regional office, contact the Bureau of Program 
Integrity at:  1-866-DPW-TIPS (1-866-379-8477)  

 
If an AE determines during provider monitoring that 10% or more of the paid claims for a 
provider are not supported by documentation that services were delivered, the review sample 
will be expanded.  Using the standards outlined below, additional records will be selected for 
review by ODP or/and the Department may initiate an expanded review or audit.  

                                                 
1
 Per 42 CRF Part 455.2, fraud is an intentional deception or misrepresentation made by a person with the 

knowledge that the deception could result in some unauthorized benefit to himself or some other person.   
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 If 10 to 50% of the claims are not supported, an additional sample will be 
selected by ODP and the provider will be re-reviewed prior to the next cycle of 
provider monitoring (within 12 months) to determine if the corrective action has 
been implemented and is effective.  The same sampling methodology used in 
provider monitoring will be employed.  This level of review can be done 
following the provider monitoring methodology by ODP or a designee.  

 If 51% or more of the claims are not supported, ODP regional office will request 
a review be initiated by BFO.  If BFO is unable to initiate a review within four (4) 
months, ODP will request that BFO pull the statistically valid random sample and 
ODP staff will conduct the review.  BFO will assist ODP in extrapolating any 
findings and issuing a formal letter identifying any recoupment from the 
provider. 

 ODP may, at its discretion, request a BFO review at any time. 
 
If there is more than one instance of billing for an activity that is not eligible for payment 
identified through a review of claim data or reports (such as billing for residential habilitation 
during a hospital stay), ODP or its designee will conduct a more thorough review to determine 
the scope of the issue.  This may be done through a review of records obtained from the 
provider or an on-site visit.  The scope and protocol will initially be determined based on the 
situation and data source.   

 
There are other claim documentation and progress note requirements included in Chapter 51, 
(§ 51.16) and Chapter 1101.  At this time, the focus will be on addressing the documentation 
issues noted in item 1 above.  ODP reserves the right to request the provider void claims or to 
recoup payments in other circumstances.  
 
Providers are expected to meet all applicable requirements and the failure to meet other 
requirements will be noted so that remediation occurs and future problems are avoided.  As 
noted in ODP Informational Memo #69-013, “Chapter 51. Office of Developmental Programs 
Home and Community-Based Services Regulation Questions and Answers”, there must be 
substantiation for every claim such as an encounter form or other note.  Progress notes must be 
maintained in addition to claim/encounter substantiation.  
 
Providers are encouraged to review and consider using the Medical Assistance Provider Self-
Audit Protocol to proactively identify and address any claim documentation related problems. 
The protocol can be found at   
http://www.dpw.state.pa.us/learnaboutdpw/fraudandabuse/medicalassistanceproviderselfaud
itprotocol/index.htm.   
 
 
Questions may be directed to your Regional Program Manager.   

http://www.dpw.state.pa.us/learnaboutdpw/fraudandabuse/medicalassistanceproviderselfauditprotocol/index.htm
http://www.dpw.state.pa.us/learnaboutdpw/fraudandabuse/medicalassistanceproviderselfauditprotocol/index.htm

