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PLEASANT VIEW ESTATES, INC.,
)


)


Petitioner,
)



)


vs.

)

No. 12-1947 SP




)

DEPARTMENT OF SOCIAL SERVICES,
)

MISSOURI MEDICAID AUDIT AND 
)

COMPLIANCE UNIT,
)




)



Respondent.
)

DECISION


The petitioner, Pleasant View Estates, Inc., is subject to sanctions in the amount of $2,120.81 for failing to produce adequate documentation to substantiate the claims for Medicaid personal care services it billed and for submitting erroneous claims to the respondent, the Department of Social Services, Missouri Medicaid Audit and Compliance Unit (the Department).
Procedure

Pleasant View filed a complaint on October 30, 2012, challenging the Department’s imposition of sanctions.  The Department answered on December 4, 2012, and amended its answer, with leave, on December 17, 2012.

The Department filed a motion for summary decision on January 11, 2013.   Although we gave Pleasant View until January 24, 2013 to respond, it filed nothing.  
We may grant a motion for summary decision if a party establishes facts that entitle any party to a favorable decision and no party genuinely disputes such facts.  1 CSR 15-3.446(6)(A).
  Facts are established by admissible evidence.  1 CSR 15-3.446(6)(B).  Here, the Department established facts by affidavit and authenticated business records.
The Department properly established the following undisputed facts.

Findings of Fact
1. The Department is the single state agency for the State of Missouri charged with administering Missouri’s Title XIX, or Medicaid, program. The Department determines providers’ participation in the Medicaid program and provider reimbursement; audits claims that providers submit and the Department has paid; assesses overpayments; and administers sanctions.
2. Pleasant View is enrolled in the Missouri Medicaid personal care services program.

3. As relevant here, Pleasant View filed claims with the Department for services Pleasant View rendered from April 2011 through April 2012, and was reimbursed.
4. The Department conducted an audit, or post-payment review, of those claims.
5. A Department provider-review analyst randomly selected 26 personal care service recipients from a database of claims; retrieved a record of all claims for payment made by Pleasant View for services provided to these recipients during the review period; and collected supporting documents from Pleasant View’s facility.
6. On review, the Department determined Pleasant View was overpaid and decided to impose the sanction of recoupment, notifying Pleasant View by letter dated October 9, 2012.
7. The Department authorizes personal care services recipients to receive a certain number of personal care services units per week, calculated by determining the number of authorized minutes per week, dividing by 15, then rounding up to the nearest whole number.  
8. The weekly units are converted to a units-per-day figure, by dividing the weekly units figure by seven, then rounding up to the nearest whole number.  
9. The daily units are also converted to a monthly units figure, by multiplying the authorized daily units by the number of days (up to a maximum of 31) in the month.  
Error A:

No documentation of all required elements
of nurse visits to C.K.
10. “Error A” claims pertain to Pleasant View’s reimbursement for five separately authorized nurse visits to participant C.K. in April, May, June, July, and September 2011.

11. The documentation Pleasant View provided to support these claims notes C.K.’s vital signs and other results of the nurse’s assessment of C.K. for a single date in each month in question.  Otherwise, the nurse noted only the dates for all the visits that took place in that month.  
12. This billing error occurred for every claim identified in the Appendix
 as containing an Error A.
Error B:

Billing based on 31-day month,

for months with fewer than 31 days
13. “Error B” claims pertain to Pleasant View’s reimbursement for the maximum monthly amount of reimbursable personal care services—based on a 31-day month—in months containing less than 31 days. 
14. The care plans pertaining to the recipients involved in this review specified the monthly maximum amount of reimbursable personal care services that could be provided in a 31-day month.

15. This billing error occurred for every claim identified in the Appendix as containing an Error B. 

Error D
:

Billing maximum amount for services provided

to a participant for months in which the participant was

not present in the facility for part of that month
16. “Error D” claims pertain to reimbursement for personal care services provided to participants L.F. and R.L.
  In making these claims, Pleasant View sought and received reimbursement for the maximum amount of reimbursable personal care services that could have been provided to a participant in a particular period of time.  

17. For participant L.F., Pleasant View billed for the maximum monthly amount of personal care units that L.F. was eligible to receive in April 2011.  But according to Pleasant View’s records, L.F. was out of the facility on April 24 and 25, 2011.   Pleasant View also billed the maximum monthly amount of personal care units that L.F. was eligible to receive in December 2011.  But according to Pleasant View’s records, L.F. was out of the facility on December 31, 2011, and so could not have received services from Pleasant View on that date.
18. For participant R.L., Pleasant View billed for the maximum monthly amount of personal care units that R.L. was eligible to receive in June 2011.  But according to Pleasant View’s records, R.L. was out of the facility on June 1, 2011, and so could not have received services from Pleasant View on that date.
19. This billing error occurred for every claim identified in the Appendix, as containing an Error D. 
Error E:

Billing maximum amounts based on a 31-day month,

when services were rendered over the period

of less than a calendar month
20. “Error E” claims pertain to reimbursement for claims of providing more than the maximum amount of reimbursable personal care services that could have been provided to a participant in a particular period of time. 
21. The care plans pertaining to the participants involved in this review specified the monthly maximum amount of reimbursable personal care services that can be provided in a 31-day month. Those plans also specified a maximum daily amount of reimbursable services.  Pleasant View’s billing exceeded the maximum amount of reimbursable services possible because it exceeded the product of the daily maximum and the number of days involved. 
22. This billing error occurred for every claim identified in the Appendix, as containing an Error E.

Conclusions of Law


Pleasant View is subject to sanctions in the amount of $2,120.81 for failing to produce adequate documentation to substantiate the claims for Medicaid services it billed to the Department, and for filing erroneous claims.
We have jurisdiction to hear Pleasant View’s appeal.  § 208.156.5, RSMo.
  Pleasant View has the burden of proof.   § 621.055.1, RSMo.
  The Department’s answer provides notice of the basis for imposing sanctions.  Ballew v. Ainsworth, 670 S.W.2d 94, 103 (Mo. App. E.D. 1984).  We have discretion to take any action the Department could have taken, and we need not exercise our discretion in the same way as the Department.  Dep’t of Soc. Svs. v. Mellas, 220 S.W.3d 778 (Mo. App. W.D. 2007).   
Grounds for Imposing Sanctions

The Department states in its amended answer that Pleasant View’s actions and omissions permit the Department to impose sanctions under 13 CSR 70-3.030(3)(A), which provides for sanctions under the following circumstances:
1. Presenting, or causing to be presented, for payment any false or fraudulent claim for services or merchandise in the course of business related to MO HealthNet; 

2. Submitting, or causing to be submitted, false information for the purpose of obtaining greater compensation than that to which the provider is entitled under applicable MO HealthNet program policies or rules, including, but not limited to, the billing or coding of services which results in payments in excess of the fee schedule for the service actually provided or billing or coding of services which results in payments in excess of the provider's charges to the general public for the same services or billing for higher level of service or increased number of units from those actually ordered or performed or both, or altering or falsifying medical records to obtain or verify a greater payment than authorized by a fee schedule or reimbursement plan; 

* * *

4. Failing to make available, and disclosing to the MO HealthNet agency or its authorized agents, all records relating to services provided to MO HealthNet participants or records relating to MO HealthNet payments, whether or not the records are commingled with non-Title XIX (Medicaid) records. All records must be kept a minimum of five (5) years from the date of service unless a more specific provider regulation applies. The minimum five (5)-year retention of records requirement continues to apply in the event of a change of ownership or discontinuing enrollment in MO HealthNet. Services billed to the MO HealthNet agency that are not adequately documented in the patient's medical records or for which there is no record that services were performed shall be considered a violation of this section. Copies of records must be provided upon request of the MO HealthNet agency or its authorized agents, regardless of the media in which they are kept. Failure to make these records available on a timely basis at the same site at which the services were rendered or at the provider's address of record with the MO HealthNet agency, or failure to provide copies as requested, or failure to keep and make available adequate records which adequately document the services and payments shall constitute a violation of this section and shall be a reason for sanction. Failure to send records, which have been requested via mail, within the specified time frame shall constitute a violation of this section and shall be a reason for sanction; 

* * *

7. Breaching of the terms of the MO HealthNet provider agreement of any current written and published policies and procedures of the MO HealthNet program (Such policies and procedures are contained in provider manuals or bulletins which are incorporated by reference and made a part of this rule as published by the Department of Social Services, MO HealthNet Division, 615 Howerton Court, Jefferson City, MO 65109, at its website www.dss.mo.gov/mhd, September 15, 2009. This rule does not incorporate any subsequent amendments or additions.) or failing to comply with the terms of the provider certification on the MO HealthNet claim form; 

* * *

12. Violating any laws, regulations, or code of ethics governing the conduct of occupations or professions or regulated industries. In addition to all other laws which would commonly be understood to govern or regulate the conduct of occupations, professions, or regulated industries, this provision shall include any violations of the civil or criminal laws of the United States, of Missouri, or any other state or territory, where the violation is reasonably related to the provider's qualifications, functions, or duties in any licensed or regulated profession or where an element of the violation is fraud, dishonesty, moral turpitude, or an act of violence; 

13. Failing to meet standards required by state or federal law for participation (for example, licensure); 

* * *

28. Billing for services through an agent, which were upgraded from those actually ordered, performed; or billing or coding services, either directly or through an agent, in a manner that services are paid for as separate procedures when, in fact, the services were performed concurrently or sequentially and should have been billed or coded as integral components of a total service as prescribed in MO HealthNet policy for payment in a total payment less than the aggregate of the improperly separated services; or billing a higher level of service than is documented in the patient/client record; or unbundling procedure codes; 

* * *

31. Failing to take reasonable measures to review claims for payment for accuracy, duplication, or other errors caused or committed by employees when the failure allows material errors in billing to occur. This includes failure to review remittance advice statements provided which results in payments which do not correspond with the actual services rendered; 

32. Submitting improper or false claims to the state or its fiscal agent by an agent or employee of the provider; 

33. For providers other than long-term care facilities, failing to retain in legible form for at least five (5) years from the date of service, worksheets, financial records, appointment books, appointment calendars (for those providers who schedule patient/client appointments), adequate documentation of the service, and other documents and records verifying data transmitted to a billing intermediary, whether the intermediary is owned by the provider or not. For long-term care providers, failing to retain in legible form, for at least seven (7) years from the date of service, worksheets, financial records, adequate documentation for the service(s), and other documents and records verifying data transmitted to a billing intermediary, whether the intermediary is owned by the provider or not The documentation must be maintained so as to protect it from damage or loss by fire, water, computer failure, theft, or any other cause; 

* * *

37. Failure to comply with the provisions of the Missouri Department of Social Services, MO HealthNet Division Title XIX Participation Agreement with the provider relating to health care services; 

38. Failure to maintain documentation which is to be made contemporaneously to the date of service; 

39. Failure to maintain records for services provided and all billing done under his/her provider number regardless to whom the reimbursement is paid and regardless of whom in his/her employ or service produced or submitted the MO HealthNet claim or both; and

40. Failure to submit proper diagnosis codes, procedure codes, billing codes regardless to whom the reimbursement is paid and regardless of whom in his/her employ or service produced or submitted the MO Health-Net claim[.]

We separately address below each of the four categories of error identified by the Department as grounds for imposing sanctions.  
Error A violations
The Department decided that Pleasant View failed to produce adequate documentation showing that the elements of a “nurse’s visit” as set out by 13 CSR 70-91.010(6)(D) were met when nurses provided personal care to participant C.K.  That regulation provides:

(6) Separately Authorized Nurses[] Visits.

* * *

(D) The services of the nurse shall provide increased supervision of the aide, assessment of the client's health and the suitability of the care plan to meet the client's needs. These services also shall include any referral or follow-up action indicated by the nurse's assessment. These services, in addition, must include one (1) or more of the following where appropriate to the needs of the client and authorized by the Department of Health and Senior Services or its designee: 

1. The RN may fill a one (1)-week supply of insulin syringes for diabetics who can self-inject the medication but cannot fill their own syringe. This service would include monitoring the patient's continued ability to self-administer the insulin; 

2. The RN may set up oral medications in divided daily compartments for a client who self-administers prescribed medications but needs assistance and monitoring due to a minimal level of disorientation or confusion; 

3. The RN may monitor a recipient's skin condition when a client is at risk of skin breakdown due to immobility, incontinency, or both; 

4. The RN may provide nail care for a diabetic or client with other medically contraindicating conditions, if the recipient is unable to perform this task; 

5. The RN will be authorized to visit all personal care recipients who also receive advanced personal care as described in section (4) of this rule, on a monthly basis, to evaluate the adequacy of the authorized services to meet the needs and conditions of the client, and to assess the advanced personal care aide's ability to carry out the authorized services; 

6. The RN may provide on-the-job training to advanced personal care aides as described in paragraph (3)(E)6 of this rule; 

7. The visits authorized under section (6) except (6)(D)6 may be carried out by an LPN, if under the direction of an RN; or 

8. The RN may be authorized to provide other services in other situations, subject to the conditions set forth in subsection (6)(C).

We agree with the Department that Pleasant View failed to document that the elements of 13 CSR 70-91.010(6)(D) were met. The nurse providing the information filled out only one form for each month in which C.K. was treated.  On each form, the nurse noted only one set of C.K.’s vital signs and other aspects of the nurse’s assessment.  The nurse also noted that he or she had visited C.K. on five dates during that month.  Nothing was documented to show the requirements of 13 CSR 70-91.010(6)(D) were met on the other four dates.  
This failure constitutes a violation of 13 CSR 70-3.030(3)(A)4.

Error B violations

Pleasant View’s personal care service obligation was based on plans completed by the Department under 13 CSR 70-91.010(1)(B)2 and 3, which provide:

2. The personal care plan will be developed in collaboration with and signed by the recipient. The plan will include a list of tasks to be performed, weekly schedule of service delivery, and the maximum number of units of service for which the recipient is eligible per month. 

3.  A new in-home assessment and personal care plan may be completed by the Department of Health and Senior Services or its designee as needed to redetermine need for personal care services or to adjust the monthly amount of authorized units. In collaboration with the service recipient, the service agency may develop a new or revised set of personal care tasks, and weekly schedule of service delivery which shall be forwarded to the Department of Health and Senior Services or its designee. The service provider must always have, and provide services in accordance with, a current service plan. Only the Department of Health and Senior Services or its designee, not the service provider, may increase the maximum number of units for which the individual is eligible per month. Any service plan developed in accordance with paragraphs (1)(B)2. and 3. is a state approved service plan.  [Emphasis added.]

Pleasant View exceeded the amounts allowed under participants’ personal care service plans for certain months, in that Pleasant View submitted claims for the maximum reimbursable amount (based on a 31-day month) for months with less than 31 days.  For instance, Pleasant View submitted a claim for participant R.A. for the maximum amount of reimbursement based on a 31-day month for June 2011, which only had 30 days.  Therefore, we find Pleasant View claimed reimbursement for days when no services were provided.
To the extent these claims seek more than should be allowed, they are erroneous claims, and are violations under 13 CSR 70-3.030(3)(A)1.  
Error D violations
Pleasant View submitted claims to the Department for the maximum amount of personal care units certain participants (L.F. and R.L.) were eligible to receive when, according to Pleasant View’s own records, those participants were not present in the facility for some of the days in a given month for which Pleasant View sought reimbursement.  Specifically, L.F. was out of the facility on April 24 and 25, and December 31, 2011, and R.L. was out of the facility on June 1, 2011.  
To the extent these claims sought more reimbursement than should be allowed, they are erroneous claims and are violations under 13 CSR 70-3.030(3)(A)1.  
Error E violations

Pleasant View claimed more reimbursable units than it could have rendered during certain periods.  Pleasant View’s billing exceeded the maximum amount of reimbursable services possible because it exceeded the product of the daily maximum and the number of days in the periods. 
To the extent these claims seek more than should be allowed, they are erroneous claims and are violations under 13 CSR 70-3.030(3)(A)1.  
Imposition of Sanctions
A provider who commits one or more program violations under 13 CSR 70-3.030(4) can face a variety of sanctions: 

(B) Termination from participation in the MO HealthNet program for a period of not less than sixty (60) days nor more than ten (10) years;
(C) Suspension of participation in the MO HealthNet program for a specified period of time; 

(D) Suspension or withholding of payments to a provider;

(E) Referral to peer review committees including PSROs or utilization review committees; 

(F) Recoupment from future provider payments;

(G) Transfer to a closed-end provider agreement not to exceed twelve (12) months or the shortening of an already existing closed-end provider agreement;

(H) Attendance at provider education sessions;

(I) Prior authorization of services;

(J) One hundred percent (100%) review of the provider's claims prior to payment;

(K) Referral to the state licensing board for investigation;

(L) Referral to appropriate federal or state legal agency for investigation, prosecution, or both, under applicable federal and state laws;

(M) Retroactive denial of payments[.]

While the imposition of sanctions is discretionary, 13 CSR 70-3.030(5)(A) provides guidance for the exercise of that discretion: 

The following factors shall be considered in determining the sanction(s) to be imposed: 

1.  Seriousness of the offense(s)—The state agency shall consider the seriousness of the offense(s) including, but not limited to, whether or not an overpayment (that is, financial harm) occurred to the program, whether substandard services were rendered to MO HealthNet participants, or circumstances were such that the provider's behavior could have caused or contributed to inadequate or dangerous medical care for any patient(s), or a combination of these.  Violation of pharmacy laws or rules, practices potentially dangerous to patients and fraud are to be considered particularly serious;

2.  Extent of violations—The state MO HealthNet agency shall consider the extent of the violations as measured by, but not limited to, the number of patients involved, the number of MO HealthNet claims involved, the number of dollars identified in any overpayment and the length of time over which the violations occurred[;] 

3.  History of prior violations—The state agency shall consider whether or not the provider has been given notice of prior violations of this rule or other program policies.  If the provider has received notice and has failed to correct the deficiencies or has resumed the deficient performance, a history shall be given substantial weight supporting the agency's decision to invoke sanctions.  If the history includes a prior imposition of sanction, the agency should not apply a lesser sanction in the second case, even if the subsequent violations are of a different nature; 

4.  Prior imposition of sanctions—The MO HealthNet agency shall consider more severe sanctions in cases where a provider has been subject to sanctions by the MO HealthNet program, any other governmental medical program, Medicare, or exclusion by any private medical insurance carriers for misconduct in billing or professional practice.  Restricted or limited participation in compromise after being notified or a more severe sanction should be considered as a prior imposition of a sanction for the purpose of this subsection; 

5.  Prior provision of provider education—In cases where sanctions are being considered for billing deficiencies only, the MO HealthNet agency may mitigate its sanction if it determines that prior provider education was not provided.  In cases where sanctions are being considered for billing deficiencies only and prior provider education has been given, prior provider education followed by a repetition of the same billing deficiencies shall weigh heavily in support of the medical agency’s decision to invoke severe sanctions[.] 

Seriousness of the Offense

In considering the seriousness of the offense, we consider whether financial harm occurred to the program.  It did.  Pleasant View committed numerous errors, resulting in an overpayment of $2,120.81.  

We also consider whether substandard services were rendered to recipients, or whether circumstances were such that the provider’s behavior could have caused or contributed to inadequate or dangerous medical care for any patients.  We find no evidence that any of the services actually rendered were substandard.  

Under 13 CSR 70-3.030(5)(A), the “[v]iolation of pharmacy laws or rules, practices potentially dangerous to patients and fraud are to be considered particularly serious.”  (Emphasis added.)  There is evidence in the record that suggests Pleasant View did not have adequate record-keeping standards  in place to make accurate records, nor billing practices that would catch, before submission, errors that should have been simple enough to catch.  But we cannot conclude on the record before us that Pleasant View’s billing errors rise to the level of fraud.  

The evidence demonstrates financial harm to the program, and we therefore conclude the offense is serious in nature.  Because there is no evidence in the record of violation of pharmacy laws or rules, practices dangerous to patients, or of fraud, we do not conclude the harm is “particularly” serious.
Extent of Violations
We must also consider the extent of the violations as measured by, but not limited to, the number of patients involved, the number of claims involved, the number of dollars identified in any overpayment, and the length of time over which the violations occurred.  
Pleasant View’s errors were not isolated.  Pleasant View submitted more than 130 erroneous claims, over a period of a year, involving some two dozen recipients, and adding up to $2,120.81.  Pleasant View did not self-report the errors.  
The extent of the violations was more than trivial or de minimis.  
History of Prior Violations

There is no evidence in the record of other violations in Pleasant View’s history. 

Prior Imposition of Sanctions

There is no evidence in the record that the Department has previously imposed other sanctions on Pleasant View.  

Prior Provision of Provider Education

The Department may mitigate the sanction if it determines provider education was not given.  13 CSR 70-3.030(5)(A)5.  If it has been, a more severe sanction may be appropriate  if  the same billing  deficiencies were repeated.  Id.  This factor cannot apply here because there is no evidence in the record concerning provider education given to Pleasant View.

Having considered the factors established by regulation, we conclude Pleasant View is subject to sanctions in the amount of $2,120.81.   It sought reimbursement and was paid for services it did not actually render.  It failed to document services for which it obtained reimbursement, and under 13 CSR 70-98.015(6), when documentation is not provided,  service is deemed not to have been performed.  
Financial harm occurred to the program, and we conclude it was serious, but we cannot conclude on this record that the harm was “particularly” serious.  We do conclude that the extent of the violations was more than trivial or de minimis.  

While we do not find Pleasant View committed fraud in its billings, it is troubling to think that these errors were only caught by happenstance:  the Department appears to have randomly selected Pleasant View for review of claims, randomly selected this particular time period for audit, and drew this random sample of service recipients.  Pleasant View did not self-report these errors, and no evidence shows that Pleasant View has in place adequate record-keeping standards to ensure accurate records, nor billing practices that would catch, before submission, simple billing errors.  

We do not have before us, however, any documented history of Pleasant View making such claims apart from the ones at issue here, nor of the imposition of sanctions in the past, nor of the provision of prior provider education and repeated billing deficiencies.  

The dollar amount of the unsupported claims is $2,120.86, and the Department imposed a sanction equal to the amount of overpayment.  On the record before us, we find no reason to impose a different sanction.  Therefore, Pleasant View is liable for sanctions in the amount of $2,120.86.

Summary


The Department’s motion for summary decision is granted.


The hearing scheduled for February 25, 2013 is canceled. 


SO ORDERED on February 20, 2013.

_________________________________


Alana M. Barragán-Scott

Commissioner

APPENDIX A

	Participant
	Date service began
	Payment
	Error code
	Overpayment

	R.A.
	4/3/2011
	$233.16
	E
	$8.04

	R.A.
	6/1/2011
	$249.24
	B
	$8.04

	R.A.
	9/1/2011
	$196.80
	E
	$8.20

	R.A.
	11/1/2011
	$184.50
	E
	$4.10

	R.A.
	2/1/2012
	$86.10
	E
	$4.10

	R.A.
	2/12/2012
	$155.80
	E
	$16.40

	R.A.
	4/8/2012
	$192.70
	B
	$8.20

	R.B.
	4/19/2011
	$48.24
	B
	$4.02

	R.B.
	6/5/2011
	$108.54
	B
	$4.02

	R.B.
	9/1/2011
	$127.10
	B
	$4.10

	R.B.
	11/1/2011
	$184.50
	E
	$4.10

	R.B.
	2/1/2012
	$254.20
	B
	$16.40

	R.B.
	4/1/2012
	$254.20
	B
	$8.20

	K.C.
	4/1/2011
	$373.86
	B
	$12.06

	K.C.
	6/1/2011
	$373.86
	B
	$12.06

	K.C.
	9/1/2011
	$381.30
	B
	$12.30

	K.C.
	11/1/2011
	$381.30
	B
	$12.30

	K.C.
	2/1/2012
	$381.30
	B
	$24.60

	K.C.
	4/1/2012
	$381.30
	B
	$12.30

	M.D.
	4/24/2011
	$56.28
	B
	$8.04

	M.D.
	6/1/2011
	$249.24
	B
	$8.04

	M.D.
	9/1/2011
	$254.20
	B
	$8.20

	M.D.
	11/1/2011
	$254.20
	B
	$8.20

	M.D.
	2/1/2012
	$254.20
	B
	$16.40

	M.D.
	4/1/2012
	$151.71
	E
	$4.10

	M.D.
	4/20/2012
	$94.30
	E
	$4.10

	L.D.
	11/1/2011
	$254.20
	B
	$8.20

	L.D.
	2/1/2012
	$176.30
	E
	$12.30

	L.D.
	2/22/2012
	$69.70
	E
	$4.10

	L.D.
	4/1/2012
	$254.20
	B
	$8.20

	L.F.
	4/1/2011
	$249.24
	B, D
	$24.12

	L.F.
	6/1/2011
	$249.24
	B
	$8.04

	L.F.
	9/1/2011
	$254.20
	B
	$8.20

	L.F.
	11/1/2011
	$254.20
	B
	$8.20

	L.F.
	12/1/2011
	$254.20
	D
	$8.20

	L.F.
	2/1/2012
	$147.60
	E
	$8.20

	L.F.
	2/20/2012
	$86.10
	E
	$4.10

	L.F.
	4/1/2012
	$254.20
	B
	$8.20

	W.F.
	6/1/2011
	$124.62
	B
	$4.02

	W.F.
	9/1/2011
	$127.10
	B
	$4.10

	R.H.
	4/1/2011
	$249.24
	B
	$16.08

	R.H.
	6/1/2011
	$249.24
	B
	$8.04

	R.H.
	9/1/2011
	$254.20
	B
	$8.20

	R.H.
	11/1/2011
	$184.50
	E
	$4.10

	R.H.
	12/27/2011
	$41.00
	E
	$8.20

	R.H.
	2/1/2012
	$254.20
	B
	$16.40

	R.H.
	4/1/2012
	$254.20
	B
	$8.20

	H.H.
	4/1/2011
	$249.24
	B
	$8.04

	H.H.
	6/1/2011
	$249.24
	B
	$8.04

	H.H.
	9/1/2011
	$254.20
	B
	$8.20

	H.H.
	11/1/2011
	$254.20
	B
	$8.20

	H.H.
	2/1/2012
	$254.20
	B
	$16.40

	H.H.
	4/1/2012
	$254.20
	B
	$8.20

	S.H.
	2/14/2012
	$561.70
	E
	$69.70

	S.H.
	4/1/2012
	$1,016.80
	B
	$32.80

	J.J.
	4/10/2011
	$88.44
	B
	$4.02

	J.J.
	6/1/2011
	$124.62
	B
	$4.02

	J.J.
	9/1/2011
	$127.10
	B
	$4.10

	J.J.
	11/1/2011
	$127.10
	B
	$4.10

	J.J.
	2/1/2012
	$127.10
	B
	$8.20

	C.K.
	4/1/2011
	$498.48
	B
	$16.08

	C.K.
	4/1/2011
	$152.25
	A
	$152.25

	C.K.
	5/1/2011
	$152.25
	A
	$152.25

	C.K.
	6/1/2011
	$152.25
	A
	$152.25

	C.K.
	6/1/2011
	$498.48
	B
	$16.08

	C.K.
	7/1/2011
	$155.35
	A
	$155.35

	C.K.
	9/1/2011
	$155.35
	A
	$155.35

	C.K.
	9/1/2011
	$508.40
	B
	$16.40

	C.K.
	11/6/2011
	$422.30
	B
	$16.40

	C.K.
	2/23/2012
	$123.00
	B
	$28.70

	C.K.
	4/1/2012
	$508.40
	B
	$16.40

	G.L.
	4/1/2011
	$249.24
	B
	$8.04

	G.L.
	6/1/2011
	$249.24
	B
	$8.04

	G.L.
	9/1/2011
	$254.20
	B
	$8.20

	G.L.
	11/1/2011
	$254.20
	B
	$8.20

	G.L.
	2/1/2012
	$254.20
	B
	$16.40

	G.L.
	4/1/2012
	$254.20
	B
	$8.20

	R.L.
	4/1/2011
	$261.30
	E
	$8.04

	R.L.
	4/25/2011
	$76.38
	E
	$16.08

	R.L.
	6/1/2011
	$373.86
	B, D
	$36.18

	R.L.
	9/1/2011
	$381.30
	B
	$12.30

	R.L.
	11/26/2011
	$65.60
	B
	$12.30

	R.L.
	2/1/2012
	$381.30
	B
	$24.60

	R.L.
	4/1/2012
	$381.30
	B
	$12.30

	G.M.
	4/1/2011
	$249.24
	B
	$8.04

	G.M.
	6/1/2011
	$249.24
	B
	$8.04

	G.M.
	9/1/2011
	$254.20
	B
	$8.20

	G.M.
	11/1/2011
	$254.20
	B
	$8.20

	G.M.
	2/1/2012
	$254.20
	B
	$16.40

	G.M.
	4/1/2012
	$254.20
	B
	$8.20

	T.M.
	4/1/2011
	$249.24
	B
	$8.04

	T.M.
	6/1/2011
	$249.24
	B
	$8.04

	T.M.
	9/1/2011
	$254.20
	B
	$8.20

	T.M.
	11/1/2011
	$254.20
	B
	$8.20

	T.M.
	2/1/2012
	$254.20
	B
	$16.40

	T.M.
	4/1/2012
	$254.20
	B
	$8.20

	J.M.
	4/1/2011
	$160.80
	B
	$4.82

	J.M.
	6/1/2011
	$160.80
	B
	$4.82

	J.M.
	9/1/2011
	$164.00
	B
	$4.92

	J.M.
	11/1/2011
	$118.90
	E
	$4.10

	J.M.
	11/16/2011
	$127.10
	E
	$4.10

	J.M.
	2/1/2012
	$114.80
	E
	$8.20

	J.M.
	2/15/2012
	$131.20
	E
	$8.20

	J.M.
	4/3/2012
	$73.80
	E
	$16.40

	J.M.
	4/11/2012
	$164.00
	E
	$8.20

	D.P.
	4/1/2011
	$249.24
	B
	$8.04

	D.P.
	6/1/2011
	$249.24
	B
	$8.04

	D.P.
	9/1/2011
	$254.20
	B
	$8.20

	D.P.
	11/1/2011
	$254.20
	B
	$8.20

	D.P.
	2/1/2012
	$254.20
	B
	$16.40

	D.P.
	4/1/2012
	$254.20
	B
	$8.20

	F.S.
	4/3/2011
	$349.74
	B
	$12.06

	F.S.
	6/1/2011
	$373.86
	B
	$12.06

	F.S.
	9/1/2011
	$291.10
	E
	$8.20

	F.S.
	9/25/2011
	$77.90
	E
	$16.40

	F.S.
	11/1/2011
	$278.80
	E
	$8.20

	F.S.
	2/1/2012
	$131.20
	E
	$8.20

	F.S.
	2/12/2012
	$237.80
	E
	$16.40

	F.S.
	4/8/2012
	$295.20
	B
	$12.30

	T.S.
	4/1/2011
	$373.86
	B
	$12.06

	T.S.
	6/1/2011
	$373.86
	B
	$12.06

	D.S.
	4/1/2011
	$160.80
	B
	$4.82

	D.S.
	6/1/2011
	$160.80
	B
	$4.82

	J.V.
	6/1/2011
	$72.36
	E
	$4.02

	J.V.
	7/5/2011
	$53.30
	E
	$4.10

	J.V.
	9/1/2011
	$98.40
	E
	$4.10

	C.W.
	4/1/2011
	$249.24
	B
	$8.04

	C.W.
	6/1/2011
	$249.24
	B
	$8.04

	C.W.
	9/1/2011
	$254.20
	B
	$8.0.020

	C.W.
	11/1/2011
	$254.20
	B
	$8.20

	C.W.
	2/1/2012
	$254.20
	B
	$16.40

	C.W.
	4/1/2012
	$254.20
	B
	$8.20

	M.Z.
	4/1/2012
	$635.50
	B
	$20.50

	
	
	
	TOTAL
	$2,120.81


� 	All references to “CSR” are to the Missouri Code of State Regulations, as current with amendments included in the Missouri Register through the most recent update.


� 	For the privacy of participants, they are identified by initials only.


�  	After the Department issued its decision letter of October 9, 2012, it withdrew its claim for reimbursement of the errors it identified therein as type “C.”   See Answer, n. 1, and Amended Answer, n. 1.


� 	The Department stated in its amended answer that three participants received such personal care units, but the Department demonstrated in its statement of uncontroverted facts that only two participants did, withdrawing the charge of error with respect to the third person.


�  	References to “RSMo” are to the Revised Statutes of Missouri (2000), unless otherwise specified.


�  	Supp. 2012.


� 	We do not set out the amount of sanctions attributable to each type of error, because some of the billings were subject to more than one error.
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