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PURPOSE

To ensure New Century Health (NCH) and its delegates comply with the Centers for Medicare and
Medicaid Services (CMS), federal, state and applicable regulations and accreditation standards

related to developing effective staff training and education program that incorporates measures to
detect, prevent, report and correct fraud, waste and abuse.

. DEFINITIONS

Abuse: Provider practices that are inconsistent with sound fiscal, business, or medical practices, and
that result in the unnecessary cost to any government healthcare program, or in reimbursement for
services medically unnecessary or that fail to meet professionally recognized standards for health
care. It also includes beneficiary practices that result in unnecessary costs to the healthcare program.

Anti-Kickback Statute: Protects patients and Federal health care programs from fraud and abuse by
prohibiting the payment of anything of value to influence the referral of Federal health care program

business.

FCA (31 U.S.C. 83729-3733): The False Claims Act is a federal law that imposes liability on persons
and companies who defraud governmental programs.

Fraud: An intentional deception or misrepresentation by a person with the knowledge that the
deception could result in some unauthorized benefit to himself/herself or to some other person.

Good Faith: A good faith belief means that an individual has earnestly raised an issue that he or she
believes may be in violation of law or company policy or procedure. Good faith does not mean that a



reported concern must be correct, but it does require the individual to believe he or she is providing
truthful information.

Non-employee: Inclusive term referring to contractors, consultants, temporary staff and/or agency
staff that are contracted by NCH for services but are not employees of NCH.

Qui Tam: Whistleblower provisions under the False Claims Act to encourage individuals to come
forward and report misconduct involving false claims. This provision essentially allows any person
with actual knowledge of false claims activity to file a lawsuit on behalf of the U.S. government. If the
lawsuit is successful, the relator may receive an award ranging from fifteen (15%) to thirty (30%)
percent of the amount recovered by the government.

Safe Harbors: Immunizes certain payment and business practices addressed by the anti-kickback
statute from criminal and civil prosecution under the statute.

Special Investigations Unit (SIU): Group of NCH associates whose primary responsibilities are for
the Program Integrity activities including the identification, detection, and prevention of FWA.

Stark Law: Section 1877 of the Social Security Act (the Act) (42 U.S.C. 1395nn), also known as the
physician self-referral law and commonly referred to as the “Stark Law”:

e Prohibits a physician from making referrals for certain designated health services (DHS)
payable by Medicare to an entity with which he or she (or an immediate family member) has
a financial relationship (ownership, investment, or compensation), unless an exception
applies.

e Prohibits the entity from presenting or causing to be presented claims to Medicare (or billing
another individual, entity, or third-party payer) for those referred services.

o Establishes a number of specific exceptions and grants the Secretary the authority to create
regulatory exceptions for financial relationships that do not pose a risk of program or patient
abuse

Waste: An over-utilization of services or other practices that, directly or indirectly, results in
unnecessary costs to federal and state funded programs. Waste is generally not considered to be
caused by criminally negligent actions but rather misuse of resources.

Whistleblower Protections: Protections granted to employees who bring forward in good faith
possible fraud, waste, or abuse.

1. POLICY

A. NCH is committed to identifying, investigating, and preventing potential fraud and abuse through
the NCH Compliance Program. As part of this Program, and in compliance with federal and state
requirements, NCH provides annual fraud, waste and abuse training for all employees and non-
employees.

B. As a first-tier, downstream or related entity that provides services or benefits in Medicare Part C
and Part D programs, NCH employees and non-employees are responsible for recognizing
behavior that may be considered fraud, waste, or abuse.

C. NCH ensures that no activities are conducted that violate the Anti-Kickback Statute or the Stark
Law. NCH makes determinations, as appropriate, as to whether the activities fit within the
authorized safe harbors.
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D. NCH abides by all applicable statutory and regulatory requirements and state and federal
Medicare Advantage, Medicaid, Family Health Plus and Child Health Plus program requirements,
including State and Federal fraud and abuse laws and regulations. NCH requires all of its
vendors, providers, and other subcontractors to comply with applicable statutes, regulations and
program requirements.

V. PROCEDURE

A. Employee Training Requirements

1. Within 90 days of hire and annually thereafter all employees and non-employees must
complete mandatory Medicare Part C & D Fraud, Waste and Abuse (FWA) Training and
General Compliance Training.

2. The Compliance Department maintains all FWA and Medicare Compliance training records
for a period of no less than ten (10) years and include date/time of assignment and
completion, name, title, and topic. Training modules are hosted in our learning management
system.

3. Upon request, the Compliance Officer or designee will submit an annual Fraud, Waste and
Abuse Training Program Attestation to contracted health plan(s) that require this
documentation for submission and compliance with CMS 42 CFR. 422.503 and 42 CFR
423.504. Refer to Attachment A.

4. As requested, the Compliance Officer or designee will comply with any health plan(s)
requests for additional information and documentation of completion of training to
substantiate the statements made in the attestation.

B. FWA Complaints/Leads come from a variety of sources including but not limited to:
1. Compliance Hotline

a. Atoll-free hotline number has been established to report potential FWA activities. The
hotline is operated by an independent third-party and all referrals are sent directly to the
Compliance Department. All hotline referrals receive a case number within two (2)
business day.

2. State and Federal Notifications may be received during periodic communications and task
force meetings. During these meetings, other Health Plans and state/federal employees may
provide information regarding a provider which will result in the SIU conducting a preliminary
review at the direction of NCH Compliance Officer.

3. Media/Social Networking

a. Notifications often come from the media or from other social networking sites where
individuals or organizations share information regarding suspected FWA.

4. Data Mining/Analytics

a. NCH utilizes Analytics to find potential/suspected FWA using data mining. Data mining
concepts looking for outliers based on claims submitted/paid, charges/codes billed/paid
and specific fraud schemes are routinely run to identify potential fraud.

5. Provider Customer Service Hotline

6. Member Services Hotline

C. Prevention and Detection

1. Monthly, NCH reviews a random sample (10% of claims processed) of claims for accuracy
and appropriateness.

.
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2. Areconciliation of all authorized claims is carried out on a monthly basis as standard
procedure. All facilities and providers are tracked for usage and monitored over time through
the Provider Trend Report. Claims are matched to a referral or authorization and paid
accordingly. Claims are denied for services that require a referral or an authorization with
remark code description “No referral/Authorization on file”.

3. NCH carries out random reviews of provider records for medical quality purposes. In the
course of doing so, NCH will also review provider records for the following improper activities
including but not limited to:

a. Billing for services/ procedures that were not provided, e.g. an authorized service that
was not performed

b. Performing unnecessary procedures (over-utilization)
Up-coding, e.g. providing one procedure and billing for a more complex procedure

Unbundling, e.g. billing for portions of a procedure separately rather than for the whole
procedure

4. NCH SIU staff regularly review federal and industry reports to identify vulnerabilities for
review as potential risks to NCH’s anti-fraud program. In addition, NCH staff maintain
membership with industry agencies to attend training conferences and maintain knowledge of
current fraud, waste, and abuse issues.

5. NCH SIU conducts data mining and trend analysis of relevant database information, claims
submittals, audit results, etc. to identify evidence of potential fraud and abuse and monitor
over/under utilization.

6. NCH SIU will conduct regular claims sampling and data validation audits of contracted and
non-contracted providers to ensure compliance with Federal and State documentation and
billing requirements, as well as to monitor the providers for fraud and abuse. The goal of the
audits is to assure personnel competency and uncover improper claims activity before
potential violations become significant enough to warrant government-imposed penalties.

7. SIU Desk Reviews are conducted at the desks of the SIU staff and include random or
focused claim samples and medical records that the providers fax, scan, or mail to the
auditors.

a. Medical Review — Post-payment review will be performed as appropriate to determine
correct payment of claims and calculate an associated overpayment.

b. Non-clinical review to determine documentation is present, i.e., signed physician orders
for laboratory test or diagnostic testing

c. CPT coding review to determine appropriateness of billed services

8. On-Site Audits are similar in scope to a desk review but may also warrant a visit to the
provider’s premises because of issues/questions identified during the review or deemed
appropriate by NCH.

9. Pre-payment and post-payment claims review:

Ongoing provider monitoring for provider profiling, credentialing, and re-credentialing, and
ongoing provider review process for claims and encounters that shall include providers and
non-participating providers who:

a. Demonstrate a pattern of submitting falsified encounter data or service reports
b. Demonstrate a pattern of overstated reports or up-coded levels of service

c. Alter, falsify, or destroy member record documentation

d. Make false statements related to credentials

e. Misrepresent medical information to justify enrollee referrals
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f.  Fail to render medically necessary covered services they are obligated to provide
according to their provider agreements

g. Charge members for covered services; and

h. Bill for services not rendered

i.  Prior authorization;

j-  Utilization management;

k. Subcontract and provider agreement provisions;

I.  Provisions from the provider and the member handbooks; and
m. Standards for a code of conduct.

10. In order to avoid any conflict with the Anti-Kickback Statute, all contractual arrangements are
first reviewed and approved by NCH legal counsel.

D. FWA Investigations

Comprehensive Audits/Investigations — If fraud is suspected, an investigation is initiated and may
include an interview and a review of relevant documents. During the investigation, the provider or
member must allow access to originals or copies of all pertinent documents and to any data
stored electronically and, in the form, specified by NCH. A full investigation is continued until
sufficient evidence is gathered to determine, by a preponderance of the evidence that the alleged
fraud and abuse has occurred or has not occurred. All cases where fraud is suspected or
detected are referred to NCH Compliance Officer for review. NCH will refer suspected or detected
fraud to DHS, appropriate law enforcement agency or other relevant agency, prior to the initiation
of any actions or recoupment efforts. NCH shall cooperate and provide expert assistance with all
fraud and abuse investigation efforts by federal or state agencies.

E. Reporting Mechanisms

1. NCH requires all employees, non-employees, covered members, providers, vendors,
employees or other persons or entities working with or for NCH to notify NCH immediately or
within five working days if any Fraud or Abuse is suspected or detected.

2. Any employee or non-employee with a concern that relates to suspected Fraud, Waste and
Abuse are to follow their normal supervisory chain of command or report directly to the
Compliance Officer, designee or via the toll-free Compliance Hotline 855-387-4427. Report
compliance concerns online at mycompliancereport.com.

3. Allreports of Fraud, Waste and Abuse must be reported to the Compliance Officer or
designee.

4. Allreports are treated confidentially by the Compliance Officer or designee. If employees
wish to remain anonymous, NCH will make every effort to maintain the confidentiality of their
identity, within the limits of applicable law(s).

5. The Compliance Officer or designee thoroughly investigates all received reports no later than
ten working days of receipt and provides a detailed report to the Risk and IT Committee upon
completion.

6. As a first-tier downstream and related entity of our contracted health plans, the Compliance
Officer or designee will promptly notify the health plan(s) involved in any reports of suspected
or detected Fraud, Waste or Abuse.

7. NCH prohibits retaliation, intimidation or discrimination against any employee or non-
employee for reporting in good faith a potential or actual fraudulent activity or for cooperating
in any government or law enforcement agency’s investigation or prosecution under the Health
Insurance Portability and Accountability Act, the federal False Claims Act, Medicare and

.
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Medicaid Fraud Prevention law, or any other applicable law (refer to) COM.018.E Non-
Retaliation Policy.

F. Disciplinary Actions

1. Any employee or non-employee who deliberately makes a false accusation with the intention
of harming or retaliating against another employee or NCH itself will be subject to disciplinary
action up to and including termination of employment.

2. ltis NCH’s policy to terminate any employee or non-employee, who, after investigation, has
been identified as being involved in fraudulent or abusive activities.

3. Talent, in consultation with the Compliance Officer or designee, as appropriate, shall help
ensure that appropriate and consistent disciplinary action is taken against any employee or
non-employee involved in any misconduct or non-compliance, as well as any employee
responsible for the failure to prevent, detect, or report any violation.

4. Disciplinary action will take into consideration, among other things, the nature of any
violation, the impact or potential impact on NCH, whether the violation was knowing or willful,
whether the employee voluntarily reported his or her own violation, whether the employee
attempted to hide or cover-up the violation, and the extent to which the employee or non-
employee cooperated fully in the investigation and correction of the violation.

V. APPROVAL AUTHORITY

A. Review — Compliance Department

B. Final Approval — Compliance Committee

VI. ATTACHMENTS

A. Attachment A: New Century Health FRAUD, WASTE AND ABUSE TRAINING PROGRAM
ATTESTATION

VIl. REFERENCES

A. Centers for Medicare and Medicaid Services Prescription Drug Benefit Manual Chapter 9- Part D
program to Control Fraud, Waste and Abuse, Rev. 2, 04-25-2006,
http://www.cms.gov/Medicare/Prescription-Drug-
Coverage/PrescriptionDrugCovContra/Downloads/PDBManual _Chapter9 FWA.pdf

B. COM.018.E Non-Retaliation Policy
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Attachment A: New Century Health FRAUD, WASTE AND ABUSE TRAINING PROGRAM
ATTESTATION

NEW CENTURY HEALTH

FRAUD, WASTE AND ABUSE TRAINING PROGRAM ATTESTATION

I attest that I am the authorized representative who has signature authority for my organization,
New Century Health. I attest that New Century Health has completed Annual Compliance Training,
which includes Fraud, Waste, and Abuse Training, as mandated by the Centers for Medicare and
Medicaid Services (CMS) for [insert year] and in accordance with 42 CFR. 422.503 and 42 CFR
423.504.

FWA training was provided within 90 days of hire and annually for all New Century Health
personnel and completed on or before December 31, 20XX

I understand that CMS, and/or other health plans/regulatory agencies may request additional

information, documentation of completion of training to substantiate the statements made in this
attestation and agree to provide such information and documentation as requested.

Authorized Representative: XXXXXXXXXX

Representative’s Title: Managing Director, Compliance
Contact Information: 915 W. Imperial Highway, Suite 200
Brea, CA 92821

(Ph) 888.999.7713
XXXX(@newcenturvhealth.com

Signature:

Dated signed:
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