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Equity Statement: The San Francisco Department of Public Health, Behavioral Health Services (BHS) is
committed to leading with race and prioritizing Intersectionality, including sex, gender identity, sexual
orientation, age, class, nationality, language, and ability. BHS strives to move forward on the continuum of
becoming an anti-racist institution through dismantling racism, building solidarity among racial groups,
and working towards becoming a Trauma-Informed/Trauma Healing Organization in partnership with
staff, clients, communities, and our contractors. We are committed to ensuring that every policy or
procedure, developed and implemented, leads with an equity and anti-racist lens. Our policies will
provide the highest quality of care for our diverse clients. We are dedicated to ensuring that our providers
are equipped to provide services that are responsive to our clients’ needs and lived experiences.

Purpose:

The purpose of this policy is to communicate the obligations of providers, Mental Health Plans (MHPs) and
Drug Medi-Cal/Organized Delivery System (DMC/ODS) to obtain, report and monitor disclosures as part of
Medicaid’s and Medicare’s provider enrollment and screening program integrity standards.

Scope:
This policy applies to individual providers as well as organizational providers and the individuals responsible
for governance and contracting.

Background:

Federal laws and regulations require that managed care organizations ensure the contracts they create
with providers and organizations are screened and monitored for a range of issues, including potential
areas of conflicts of interest. One concern, for example, is that organizational “decision-makers” (and/or
their immediate family members) could be consciously or unconsciously influenced by self-interests, rather
than organizational obligations.

To comply with these federal laws and regulations, managed care organization must collect information
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from both individual clinical providers (e.g., a licensed psychologist who submits claims for reimbursement)
but also for the administrative individuals who have governance, contracting and finance decision-making
authority for the program/agency—this includes, officers, directors, managing employees, and board
members.

Policy:

As required by DHCS, BHS requires contracted organizational providers to maintain information (and to
submit this information to regulatory and contracting agencies like SFDPH, DHCS, CMS upon request)
regarding the administrative individuals who have governance, contracting and finance decision-making
authority for the program/agency. Additionally, in certain circumstances, BHS is required to communicate
disclosure information to DHCS.

Please see Enclosure 1 for a description of the information that must be maintained by providers.

Procedure:

Organizational providers will maintain (within their administrative binders that is physically stored on site
at the clinic) the information and data described in Enclosure 1. In circumstances where information is
requested by regulatory and contracting agencies, organizational providers submit the disclosure
information within the timeframe specified in Enclosure 1.

If the MHP and DMC/ODS County is obligated to communicate disclosure information to DHCS, then the
MHP and DMC/ODS County submits the information to DHCS via postal mail (mailing address: Audits &
Investigations, P.O. Box 997413, MS 2000, Sacramento, CA, 95899).

As one method to remind and educate organizational providers about disclosure obligations, SFDPH-BHS is
attaching a technical assistance document published by CMS as Enclosure 2 (Medicaid Provider Enrollment
Compendium, MPEC, retrieved from https://www.medicaid.gov/sites/default/files/2021-05/mpec-

3222021.pdf)

Contact Person: BHS Compliance Officer, Office of Compliance & Privacy Affairs.

Attachment(s): Enclosure 1 (SFDPH BHS Organizational Disclosures Standards); Enclosure 2 (Medicaid
Provider Enrollment Compendium, 3/22/2021)

Distribution:
BHS Policies and Procedure are distributed by the BHS Quality Management Office of Regulatory Affairs.

Administrative Manual Holders
BHS Programs

SOC Program Managers

BOCC Program Managers
CDTA Program Managers


https://www.medicaid.gov/sites/default/files/2021-05/mpec-3222021.pdf
https://www.medicaid.gov/sites/default/files/2021-05/mpec-3222021.pdf
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Enclosure 1, Policy 3.07-7:
SFDPH BHS Organizational Disclosures Standards
(Reproduced from FY22-23 MH and SUD Declaration of Contract Compliance)

Federal laws and regulations require managed care organizations ensure the contracts they create with providers and
organizations are screened and monitored for a range of issues, including potential areas of conflicts of interest. One
concern, for example, is that organizational “decision-makers” (and/or their immediate family members) could be
consciously or unconsciously influenced by self-interests, rather than organizational obligations.

To comply with these federal laws and regulations, managed care organization must collect information from both
individual clinical providers (e.g., a licensed psychologist who submits claims for reimbursement) but also for the
administrative individuals who have governance, contracting and finance decision-making authority for the
program/agency—this includes, officers, directors, managing employees, and board members.

As required by DHCS, BHS requires contracted organizational providers to maintain information and/or submit
information upon request regarding the administrative individuals who have governance, contracting and finance
decision-making authority for the program/agency. The specific information and evidence of compliance are
described in the tables below.

Table 1: Compliance Standards for Organizational Provider Disclosures (FY22-23)

COMPLIANCE CITATIONS AND BACKGROUND
STANDARD REQUIRED INFORMATION TO SUBMIT INFORMATION
Category #1: For the following individuals listed here, Citations are CER 42 455.104 and also,

Medicaid Program Integrity Toolkits to Address
Frequent Findings: 42 CFR 455.104,
Disclosures of Ownership and Control

Persons with
an ownership
or control
interest in the
organization

the organizational provider must collect
and maintain information described in #1
and #2 (below) in an electronic spreadsheet
format: Organizational Officers (CEO,
CFO); Directors (i.e., Board of Directors,
Trustees); Unpaid/Volunteer Board of
Directors; Agents; Managing Employees

Typically, organizations can have owners,
officers, partners, and/or managing employees
who are responsible to run the organization.

The (Managing employee means a general

information manager, business manager, administrator, | These types of employees and persons have
described here | director, or other individual who exercises | the authority to direct and control how the

(1) must be operational or managerial control over, or organization will operate. They are responsible

submitted to
BHS
Compliance
Unit and the
CDTA Office
within 24
hours of the
request; (2)
must be
submitted in
the format
specified; (3)
must be
submitted by
the
organization’s
Fiscal Officer

who directly or indirectly conducts, the
day-to-day operation of an institution,
organization, or agency)

#1: Identifying Information to Disclose: in their
roles as officer, director, etc., the groups of
individuals named above should provide:
Name, Address, Date of Birth, Social Security
Number and their relationship status to other
persons with oversight control (spouse, sibling,
child, parent)

#2: Percentage of "Ownership Interest” to
Disclose: if the groups of individuals named
above have “ownership interest” (defined as
“possession of equity in the capital, the stock,
or the profits of the corporation”) then they
should provide the percentage of the
ownership interest in addition to their Name,
Address, Date of Birth, Social Security
Number Relationship to other persons with
oversight control (spouse, sibling, child,
parent)

for the decisions made, for policies and
procedures and for how services will be
provided and billed for.

Since these employees direct the organization,
it's important to know if they also have some
additional separate-secondary and/or
personal-family financial interest in the
organization.

Also, if the organization uses a fiscal agent
(i.e., a contractor that processes or pays
vendor claims on behalf of the agency), then
it's also important to know if the owners,
officers, partners, and/or managing employees
of the Fiscal Agent have any separate-
secondary and/or personal-family financial
interest in the organization.

Enclosure 1



https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-455/subpart-B/section-455.104
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/FraudAbuseforProfs/Downloads/fftoolkit-ownership-control.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/FraudAbuseforProfs/Downloads/fftoolkit-ownership-control.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/FraudAbuseforProfs/Downloads/fftoolkit-ownership-control.pdf
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Enclosure 1, Policy 3.07-7:
SFDPH BHS Organizational Disclosures Standards
(Reproduced from FY22-23 MH and SUD Declaration of Contract Compliance)

COMPLIANCE CITATIONS AND BACKGROUND
STANDARD REQUIRED INFORMATION TO SUBMIT INFORMATION

Category #2: In circumstances where the BHS contractor | Citation is CFR 42 455.105 and also, Medicaid

Business also owns/operates another entity (supplier | Program Integrity Toolkits to Address Frequent

Transactions

The
information
described here
(1) must be
submitted to
BHS
Compliance
Unit and the
CDTA Office,
within 35 days
of request and
(2) should be
submitted by
the
organization’s
Fiscal Officer

or subcontractor), the types of information
required to be disclosed, within 35 days,
upon request of BHS, DHCS and CMS:

o If the business transactions between the
entities exceed a threshold (e.g., $25,000)
in a 12-month period

e Any “significant business transaction”
between the entities (defined as the lesser
of either 5% of the operating expenses or
$25,000) during a 5-year period

Findings: 42 CFR 455.105, Disclosures of
Disclosures of Business Transactions

Although it may be less commonly seen, some
organizations own/operate other supplier
companies, subcontractor companies, etc.

In instances where a BHS Contractor owns
and also has business transactions with that
supplier and/or subcontractor at a specified
threshold (e.g., $25,000 in a 12-month period),
then, upon request, each provider must submit
(within 35 days of request), then you may be
asked to produce full and complete information
about those transactions.

Category #3:
Disclosing
Criminal
Conviction
Information

The
information
described here
(1) must be
submitted to
the BHS
Compliance
Unit and the
CDTA Office
within 30 days
of the event
and (2) should
be submitted
by the
agency’s
Human
Resources
Officer

The phrase “criminal conviction” that is
used here is specifically referencing “if you
have ever been criminally convicted of a
crime related to Medicare, Medicaid or Title
XX Services (e.g., foster care, CPS, APS,
day care, prevention, etc.).”

If any of the groups of individuals identified
below receive a criminal conviction of a
crime related to Medicare, Medicaid or Title
XX Services, then that information must be
communicated to BHS within 30 days of
the event

The types of employees/people who are
subject to this disclosure include:

o Officers

e Directors (i.e., Board of Directors;
Trustees)

e Unpaid/Volunteer Board of Directors

e Agents

e Managing Employees: Managing
employee means a general manager,
business manager, administrator, director,
or other individual who exercises
operational or managerial control over, or
who directly or indirectly conducts, the
day-to-day operation of an institution,
organization, or agency

Citation is (CFR42 455.106 and Federal Social
Security Agency)

Administrative individuals who have
governance, contracting and finance decision-
making authority for the program/agency (this
includes, officers, directors, managing
employees, and board members) may not
have experienced a criminal conviction related
to Medicare, Medicaid or Title XX Services
(e.g., foster care, CPS, APS, day care,
prevention, etc.)

Enclosure 1



https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-455/subpart-B/section-455.105
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/FraudAbuseforProfs/Downloads/fftoolkit-business-transactions.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/FraudAbuseforProfs/Downloads/fftoolkit-business-transactions.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/FraudAbuseforProfs/Downloads/fftoolkit-business-transactions.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/FraudAbuseforProfs/Downloads/fftoolkit-business-transactions.pdf
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-455/subpart-B/section-455.106
https://www.ssa.gov/OP_Home/ssact/title20/2000.htm
https://www.ssa.gov/OP_Home/ssact/title20/2000.htm
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Medicaid Provider Enroliment
Compendium (MPEC)

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR PROGRAM INTEGRITY
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The following represents official guidance issued by the Centers for Medicare and Medicaid
Services’ Center for Program Integrity and the Provider Enrollment and Oversight Group. The
contents of this document do not have the force and effect of law and are not meant to bind
the public in any way, unless specifically incorporated into a contract. This document is
intended only to provide clarity to the public regarding existing requirements under the law.

Last Updated: 3/22/2021
Intended audience: State Medicaid Agencies (SMAs)

Message to providers: If you are a provider seeking to enroll to provide services to Medicaid or
Children’s Health Insurance Program (CHIP) beneficiaries, these programs are administered by
individual states. You'll need to enroll in each state for which you would like to provide services
to that state’s eligible residents. To locate instructions for how to enroll in a specific state’s
Medicaid Program or CHIP, please conduct a web search using the terms “state”+ “Medicaid
provider enrollment” (replace “state” with the name of the state where you seek to enroll). This
will help you to locate information regarding a specific state’s enrollment process.
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1.1 Introduction

A. Purpose for Medicaid Provider Enrollment Compendium

1. Sub Regulatory Guidance

This policy manual contains sub regulatory guidance and clarifications regarding how state
Medicaid agencies are expected to comply with the following federal regulations at 42 CFR §
455:

e Subpart B “Disclosure of Information by Providers and Fiscal Agents,” and
e Subpart E “Provider Screening and Enrollment”

The federal regulations at 42 CFR Part 455 include Subparts A through F; however, the
information herein addresses only Part 455 Subparts B and E.

2. Applicability to Children’s Health Insurance Program (CHIP)

All references to the Medicaid Program in this compendium are inclusive of CHIP.

Section 6401(b) of the Affordable Care Act amended section 1902 of the Act to require State
Medicaid Programs to comply with the procedures established by the Secretary for screening
providers and suppliers. Section 6401(c) of the Affordable Care Act amended section 2107(e) of
the Act to make the provider and supplier screening requirements under section 1902
applicable to the Children’s Health Insurance Program (CHIP).

Via a final rule published in the Federal Register on February 2, 2011, CMS established and
implemented Medicaid provider screening requirements at 42 CFR Part 455, Subpart E. Per 42
CFR § 457.990, these regulations are applicable to CHIP and became effective on March 25,
2011.

3. Applicability to FFS Providers

Via a final rule published in the Federal Register on February 2, 2011, CMS established and
implemented Medicaid provider screening requirements at 42 CFR Part 455, Subpart E. At that
time, we did not finalize a proposed change to § 438.6 that would have required State managed
care contracts to require network level providers enroll with the Medicaid agency as
participating providers. This “exemption” was expressly limited to risk-based managed care.
The “exemption” for risk-based managed care meant that the requirement at 455.410(b) for
the state Medicaid agency to “require all ordering or referring physicians or other professionals
providing services under the State plan or under a waiver of the plan to be enrolled as
participating providers” applied to non-risk-based managed care providers such as physicians or
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other professionals participating in primary case management programs under a waiver.
Therefore, effective March 25, 2011, the regulations at Subpart E were applied to any provider
under a fee for service model or a non-risk based managed care model.

In addition, Section 5005(b)(1) of the 215t Century Cures Act amended Section 1902(a) of the
Act by adding a new subparagraph (78) requiring that a State plan for medical assistance must
“provide that, not later than January 1, 2017, in the case of a State that pursuant to its State
plan or waiver of the plan for medical assistance pays for medical assistance on a fee-for-
service basis, the State shall require each provider furnishing items or services to, or ordering,
prescribing, referring, or certifying eligibility for, services for individuals eligible to receive
medical assistance under such plan to enroll with the State agency and provide to the State
agency the provider’s identifying information, including the name, specialty, date of birth,
Social Security number, national provider identifier (if applicable), Federal taxpayer
identification number, and the State license or certification number of the provider (if
applicable).”

4. Applicability to Network Providers

Via a final rule published in the Federal Register on February 2, 2011, CMS established and
implemented Medicaid provider screening requirements at 42 CFR Part 455, Subpart E (see
1.1.A.3. “Applicability to FFS Providers” above). Via a final rule published in the Federal
Register on May 6, 2016, CMS finalized the federal regulation at 42 CFR 438.602(b) to apply
these requirements to the remainder of providers furnishing, ordering, or referring items or
services under the State Medicaid plan. As discussed in the May 6, 2016 rule “the requirements
at 42 CFR part 455, subparts B and E are applicable to all provider types eligible to enroll as
participating providers in the state’s Medicaid program as it is integral to the integrity of the
Medicaid program that all providers that order, refer or furnish services to Medicaid
beneficiaries are appropriately screened and enrolled.” (81 FR 27602)

In addition, Section 5005(b)(2) of the 215t Century Cures Act amended Section 1932(d) of the
Act by adding a new subparagraph (6) to provide that, “not later than January 1, 2018, a State
shall require that, in order to participate as a provider in the network of a managed care entity
that provides services to, or orders, prescribes, or certifies eligibility for services for, individuals
who are eligible for medical assistance under the State plan under this title (or under a waiver
of the plan) and who are enrolled with the entity, the provider is enrolled consistent with
section 1902(kk) with the State agency administering the State plan under this title. Such
enrollment shall include providing to the State agency the provider’s identifying information,
including the name, specialty, date of birth, Social Security number, national provider identifier,
Federal taxpayer identification number, and the State license or certification number of the
provider.”

Although the final rule published in the federal register on May 6, 2016 established the federal
regulation at 42 CFR 438.602(b) requiring the enrollment of network providers in the state’s
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Medicaid program, and the original deadline for this requirement was with contract rating
periods beginning on or after July 1, 2018, Section 5005(b)(2) of the 215t Century Cures Act
supersedes the May 6, 2016 rulemaking with respect to this deadline. In summary, effective
January 1, 2018, providers under all service delivery models may furnish services to Medicaid
beneficiaries, including as ORPs, only where the state has executed a provider agreement with
the provider and performed all applicable screening, unless an exception applies as described
herein.

B. Description of Content

This manual includes selected definitions, a description of the statutory basis and background
for the requirements at Subparts B and E, and guidance for states specific to topics related to
compliance with the regulations at Subparts B and E.

1. Superseded Guidance

This manual includes, abolishes, or supersedes guidance that was previously published in the
CMCS Informational Bulletin dated December 23, 2011 “Subject: Medicaid/CHIP Provider
Screening and Enrollment”

C. Procedures for Updates to this Compendium

This document will be updated and expanded. Please refer to the “Last Updated” information
to see the date this document was most recently updated. When the document is updated,
changes and edits will appear in red font for one update cycle.

1.1.1 Background

State Medicaid Plans pay providers for furnishing covered services to eligible beneficiaries,
including either on a fee-for-service basis or through risk-based managed care arrangements. If
state Medicaid agencies pay fraudulent providers, either directly or through managed care
plans, for services that the providers did not furnish or for services they did furnish to
beneficiaries they knew had no need for the services: (1) Medicaid funds are diverted from
their intended purpose, (2) beneficiaries who need services may not receive them, and (3)
beneficiaries who do not need services may be harmed by unnecessary care. ldentifying
overpayments due to fraud--- and recovering those overpayments from providers that engaged
in the fraud---is resource-intensive and can take years. In contrast, keeping ineligible entities
and individuals from enrolling in State Medicaid Plans as providers in the first place allows the
program to avoid paying claims to such parties and then attempting to identify and recover
those overpayments. Provider screening enables states to identify such parties before they are
able to enroll and start billing.
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1.1.2 Selected Definitions

A. Regulatory Definitions under §§ 455.2, 455.101, and 400.203

Agent means any person who has been delegated the authority to obligate or act on behalf of a
provider.

Conviction or Convicted means that a judgment of conviction has been entered by a federal,
state, or local court, regardless of whether an appeal from that judgment is pending.

Disclosing entity means a Medicaid provider (other than an individual practitioner or group of
practitioners), or a fiscal agent.

Fiscal agent means a contractor that processes or pays vendor claims on behalf of the SMA.

Group of practitioners means two or more health care practitioners who practice their
profession at a common location (whether or not they share common facilities, common
supporting staff, or common equipment).

Indirect ownership interest means an ownership interest in an entity that has an ownership
interest in the disclosing entity. This term includes an ownership interest in any entity that has
an indirect ownership interest in the disclosing entity.

Managed care entity (MCE) means managed care organizations (MCOs), pre-paid inpatient
health plans (PIHPs), pre-paid ambulatory health plans (PAHPs), primary case care management
(PCCMs), and health improvement organizations (HIOs).

Managing employee means a general manager, business manager, administrator, director, or
other individual who exercises operational or managerial control over, or who directly or
indirectly conducts, the day-to-day operation of an institution, organization, or agency.

Other disclosing entity means any other Medicaid disclosing entity and any entity that does not
participate in Medicaid, but is required to disclose certain ownership and control information
because of participation in any of the programs established under title V, XVIII, or XX of the Act.
This includes:

(a) Any hospital, skilled nursing facility, home health agency, independent clinical
laboratory, renal disease facility, rural health clinic, or health maintenance organization

(meaning all MCOs) that participates in Medicare (title XVIII);

(b) Any Medicare intermediary or carrier; and
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(c) Any entity (other than an individual practitioner or group of practitioners) that furnishes,
or arranges for the furnishing of, health-related services for which it claims payment under
any plan or program established under title V or title XX of the Act.

Ownership interest means the possession of equity in the capital, the stock, or the profits of
the disclosing entity.

Person with an ownership or control interest means a person or corporation that—
(a) Has an ownership interest totaling 5 percent or more in a disclosing entity;
(b) Has an indirect ownership interest equal to 5 percent or more in a disclosing entity;

(c) Has a combination of direct and indirect ownership interests equal to 5 percent or more
in a disclosing entity;

(d) Owns an interest of 5 percent or more in any mortgage, deed of trust, note, or other
obligation secured by the disclosing entity if that interest equals at least 5 percent of the
value of the property or assets of the disclosing entity;

(e) Is an officer or director of a disclosing entity that is organized as a corporation; or

(f) Is a partner in a disclosing entity that is organized as a partnership.

Practitioner means a physician or other individual licensed under state law to practice his or
her profession.

Provider means either of the following:

(1) For the fee-for-service program, any individual