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POLICY AND PROCEDURE 
POLICY NAME:  Claims Management – Reporting and 
Auditing 

POLICY ID:  LA.CLMS.04 

BUSINESS UNIT:  LHCC FUNCTIONAL AREA:  Claims Operations 

EFFECTIVE DATE:  07/15/15 PRODUCT(S):  Medicaid 

REVIEWED/REVISED DATE: 6/16, 10/16, 6/17, 6/18, 6/19, 7/20, 3/22,32/23 

REGULATOR MOST RECENT APPROVAL DATE(S): n/a 

 
POLICY STATEMENT: 
The document outlines the Plan’s guidelines for claims reporting and auditing. 
 
PURPOSE:  
The purpose of this policy is to clearly define the PLAN guidelines for claims payment accuracy reporting and auditing.   
 
SCOPE:   
Louisiana Healthcare Connections (Plan) Claims operations.   
 
DEFINITIONS: 
n/a 
 
POLICY: 
Claims Management- Claims payment accuracy reporting and auditing must be performed in adherence to information 
exchange and data management requirements specified in Section 17 of the current Louisiana Medicaid MCO emergency 
contract and in compliance with all applicable State and Federal laws, rules and regulations. 
 
PROCEDURE: 

1. Post Payment Claim Surveys- Surveys may be performed at any point after a claim has been paid. This 
sampling may be performed by mail, telephonically or in person (e.g., case management on-site visits). 
Concurrent review will be allowed when tied back to a successfully adjudicated claim.  

 
2. Claims Payment Accuracy Report- On a monthly basis, the PLAN shall submit a claims payment accuracy 

percentage report to LDH. The report shall be based on an audit conducted by the PLAN. The audit shall be 
conducted by an entity or staff independent of claims management as specified in the Louisiana Medicaid MCO 
Emergenct Contract, and shall utilize a randomly selected sample of all processed and paid claims upon initial 
submission in each month. A minimum sample consisting of two hundred (200) to two hundred-fifty (250) claims 
per monthyear, based on financial stratification, shall be selected from the entire population of electronic and 
paper claims processed or paid upon initial submission. (2.18.14) 

 
3. Vendor Claim payment accuracy report- If the PLAN sub-contracted for the provision of any covered services, 

and the PLAN’s sub-contractor is responsible for processing claims, then the PLAN shall submit a claims payment 
accuracy percentage report for the claims processed by the sub-contractor.  

 
4. Minimum attributes to be tested for each claim selected shall include:  

 
a. Claim data is correctly entered into the claims processing system;  
b. Claim is associated with the correct provider;  
c. Proper authorization was obtained for the service;  
d. Member eligibility at processing date correctly applied;  
e. Allowed payment amount agrees with contracted rate;  
f. Duplicate payment of the same claim has not occurred;  
g. Denial reason is applied appropriately;  
h. Co-payments are considered and applied, if applicable;  
i. Effect of modifier codes correctly applied; and  
j. Proper coding.  

 
5. Results of testing at a minimum should be documented to include:  

 
a. Results for each attribute tested for each claim selected;  
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b. Amount of overpayment or underpayment for each claim processed or paid in error;  
c. Explanation of the erroneous processing for each claim processed or paid in error;  
d. Determination if the error is the result of a keying error or the result of error in the configuration or table 

maintenance of the claims processing system; and  
e. Claims processed or paid in error have been corrected.  

 
6. Claims Summary Reports- The PLAN must submit monthly, Claims Summary Reports of paid and denied 

claims, to LDH by claim type. Instructions are provided in the Systems Companion Guide. (2.18.16) 
 

7. Claims Audit Requirements- The PLAN shall ensure Systems facilitate the auditing of individual claims. 

Adequate audit trails shall be provided throughout the Systems. LDH may require the PLAN and/or 

Subcontractors, if performing a key internal control, to submit to financial and performance audits from outside 

companies to ensure both the financial viability of the program and the operational viability, including the policies 

and procedures placed into operation.  The PLAN shall be responsible for any additional costs incurred by LDH 

associated with on-site audits or other oversight activities that result when required systems are located outside of 

the State of Louisiana. (2.18.18) 

7.   
 

8. State Audits-The PLAN shall provide to state auditors (including legislative auditors), or their designee, upon 
written request, files for any specified accounting period that a valid Contract exists in a file format or audit defined 
media, magnetic tapes, CD or other media compatible with LDH and/or state auditor’s facilities. The PLAN shall 
provide information necessary to assist the state auditor in processing or utilizing the files.  

 
9. Auditor’s findings- if they point to discrepancies or errors, the PLAN shall provide a written corrective action plan 

to LDH within ten (10) business days of receipt of the audit report.  
 

10. Audit Coordination and Claims Reviews- The PLAN shall coordinate audits with the Department or designee 
and respond within thirty (30) calendar days of a request by the Department regarding the PLAN’s review of a 
specific provider and/or claim(s), and the issue reviewed.  

 
11. Overpayments identified- 17.12.4.2 

In the event the Department or its designee identifies an overpayment, the MCO shall have ten (10) business 
days from the date of notification of overpayments to indicate whether the claims were corrected or adjusted prior 
to the date of the notification from the Department or designee. The MCO shall not correct the claims upon 
notification by the Department or designee, unless directed to do so by the Department. 

  
12. Claims Review- LDH reserves the right to review any claim paid by the PLAN or designee. The PLAN has the 

right to collect or recoup any overpayments identified by the PLAN from providers of service in accordance with 
applicable Federal and State laws, regulations, rules, policies, and procedure.existing laws or regulations. If an 
overpayment is identified by the State or its designee after a one year period from payment, and the provider fails 
to remit payment to the state, the PLAN will collect and remit the overpayment to LDH. In the event the PLAN 
does not collect mispaymentsmis payments from the provider within thirty (30) calendar days of notification of the 
overpayment, the PLAN shall refund the overpayment to the Department. Failure by the PLAN to collect from the 
provider does not relieve the PLAN from remitting the identified overpayment to LDH. (2.18.18.4) 

12.  

 The PLAN must complete all reviews and/or audits of a provider Claim no later than one (1) year after 
receipt of a Clean Claim, regardless of whether the provider participates in the PLAN’s network. This 
includes an “automated” review, which is one for which an analysis of the paid Claim is sufficient to 
determine the existence of an overpayment, whereas no additional documentation is required to be 
submitted from the provider to determine the existence of an overpayment. 

 

 This limitation does not apply in cases of provider Fraud, Waste, or Abuse that the PLAN did not 
discover within the one (1) year period following receipt of a Claim via “complex” review. (Additional 
information regarding automated and complex reviews may be found in the Fraud, Waste, and Abuse 
Prevention section.) 

 

 This limitation also does not apply when CMS, OIG, HHS, LLA, the Office of the Attorney General, GAO, 
LDH, and/or any of their designees conclude an examination, audit, or inspection of a provider more 
than one (1) year after the PLAN received the Claim. 
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13. Independent Audits of Systems- The MCO shall submit an independent SOC 2 Type II system audit. The audit 

should review system security, system availability, system confidentiality and processing integrity for the 

Louisiana Medicaid line of business. The audit period shall be 12 consecutive months, aligning with the MCO’s 

fiscal year, with no breaks between subsequent audit periods. The MCO shall supply the Department with an 

exact copy of the SOC 2 Type II independent audit no later than six (6) months after the close of the MCO’s fiscal 

year.  The MCO shall deliver to LDH a corrective action plan to address deficiencies identified during the audit 

within 30 business days of the MCO’s receipt of the final audit report. These audit requirements are also 

applicable to any subcontractor or vendors delegated the responsibility of adjudicating claims on behalf of the 

PLAN.  The cost of the audit shall be borne by the PLAN or subcontractor. (2.18.18.3) 

13.  
         

REFERENCES:  
LDH Model Contract sections 2.18.14, 2.18.16, 2.18.18PLAN-2020 Louisiana Medicaid PLAN Emergency Contract – 

Sections, 17.5.3, 17.8, 17.8.1, 17.8.2, 17.8.3, 17.8.4, 17.10, 17.10.1, 17.12, 17.12.1, 17.12.2, 
17.12.3, 17.12.4 

 

ATTACHMENTS:  

 

ROLES & RESPONSIBILITIES:  

  

REGULATORY REPORTING REQUIREMENTS: 
Which regulator(s) require reporting, what should be reported, when to report, and how to report/who to contactHB 434, 

Act 319 applies to material changes to this policy.  

 
REVISION LOG 

REVISION TYPE REVISION SUMMARY DATE APPROVED 
& PUBLISHED 

Annual Review Deleted “DHH PLAN” from 6. Claims Summary Reports 

Added 17.11 to the REFERENCES 

Changed DHH to LDH 

6/16 
 

Ad Hoc Review Deleted 2014 from Claims Management Policy description 

Deleted verbiage in item #7 per Amendment #6 of RFP 
Added and/or Amendment #6 to the REFERENCES 

10/16 

Annual Review No revisions 6/17 

Annual Review No revisions 6/18 

Annual Review No revisions 6/19 

Annual Review Added section 17.12.3 Independent Audit of Systems 
Updated references as per Louisiana Medicaid MCO Emergency 
Contract 
Deleted mispayment verbage and added overpayment language from 
emergency contract 
Added reference to Louisiana Medicaid MCO Emergency Contract 

7/20 

Annual Review Added references to Louisiana Medicaid MCO Emergency Contract 3/22 

Annual Review Reformatted to latest Policy Template 
2023 Contract language update 

203/14/23 

   

   
POLICY AND PROCEDURE APPROVAL 

 
The electronic approval retained in RSA Archer, the Company’s P&P management software, is considered equivalent to a 

signature. 
 
 

©2023 Louisiana Healthcare Connections. All rights reserved.  All materials are exclusively owned by Louisiana Healthcare 

Connections and are protected by United States copyright law and international copyright law.  No part of this publication 

may be reproduced, copied, modified, distributed, displayed, stored in a retrieval system, transmitted in any form or by any 
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means, or otherwise published without the prior written permission of Louisiana Healthcare Connections. You may not alter 

or remove any trademark, copyright, or other notice contained herein. Louisiana Healthcare Connections is a registered 

trademark exclusively owned by Louisiana Healthcare Connections. 

 


