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Highlights

®  The Department of Medicaid (ODM) would experience higher administrative costs as they
create and maintain electronic-visit verification (EVV) systems and cross-reference them
with claims data. Creation of new systems would require procurements, and similar past
spending indicates costs might be in the tens of millions of dollars annually.

® |n-person reviews and site inspections would significantly increase ODM administrative
action and spending, as would prior authorization of all therapeutic behavioral services.

®  Risk classification systems would require a procurement from ODM for a new risk-matrix
vendor. Similar past projects have incurred costs in the tens of millions of dollars.

" As a result of the bill’s penalty enhancements for the offense of Medicaid fraud, there
may be a marginal annual increase in the size of the prison population that the
Department of Rehabilitation and Correction (DRC) will likely absorb by utilizing existing
staff and resources.

®  The bill establishes the Medicaid Program Integrity Fund within the state treasury and
specifies that the fund consists of all moneys recovered as a result of Medicaid fraud
including restitution, civil settlements, forfeitures, and any other fraud-related
recoveries. The timing and magnitude of revenue to the fund is indeterminate.

®  The bill adds the Inspector General (IGO) and a deputy Inspector General to the definition
of “peace officer” while they are engaged in the scope of the official’s duties and meet
certain training requirements. The IGO does not anticipate additional costs to their office
and indicates that the prevailing impact will be improved efficiency, particularly with the
ability to apply directly to a court for electronic search warrants rather than requesting
assistance from a local law enforcement agency.
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®  The bill allows the Auditor of State (AUD) to issue an award of up to $10,000 for reporting
fraud. The awards would be paid using money available in the newly created Fraud
Reporting Fund.

®  AUD will incur costs for establishing an independent and forensic audit framework for
monitoring “high risk” of fraud providers within the Medicaid Program. The extent of the
additional costs will largely depend on the framework established and number of
providers deemed high risk.

® The bill requires all state employees to report to AUD, rather than the IGO, alleged fraud,
theft in office, or misuse of public money by a state employee.

®  The bill creates a mechanism for the Attorney General (AGO) to file claim to the unclaimed
funds of a Medicaid provider in the amount of any findings for recovery the AGO has made
against that provider. Those amounts would be deposited into the Medicaid Program
Integrity Fund created by the bill.

® A similar mechanism is created for the Medicaid Director, as well as the Job and Family
Services Director, to recoup all or portions of payments made to a Medicaid provider
whose license has been suspended for fraudulent activity.

®  The bill’s requirements to the Department of Insurance to establish and administer an all-
payer claims database would increase costs to the Department by millions of dollars to
establish the database and millions of dollars for ongoing administration of the database.
Any subscription fees charged to certain users of such database may offset some of the
costs. Currently, the Department’s operations are funded by the Department of Insurance
Operating Fund (Fund 5540).

" Publicly funded child care (PFCC) payments may be impacted due to the bill’s provisions
allowing the Department of Children and Youth (DCY) to suspend or terminate a PFCC
provider’s contract under certain conditions and the bill’s requirement that a provider
license or certificate be revoked if a PFCC provider contract is terminated for acting with
intent to commit fraud against the PFCC program.

®  The Ohio Department of Job and Family Services (ODJFS) and county departments of job
and family services would realize administrative costs relating to the Supplemental
Nutrition Assistance Program (SNAP) changes in the bill. These costs would include
updates to the Ohio Benefits system, training staff, and modifying applications and
processes. Additionally, the number of individuals receiving SNAP would be reduced.
SNAP benefits are currently paid for by the federal government.

Detailed Analysis
Department of Medicaid

The bill contains several provisions which will increase required administrative activity by
the Ohio Department of Medicaid (ODM). Among these are provisions which do the following:

®  Requires ODM to create an electronic-visit verification (EVV) system for in-home care
services (personal care services, home health services, services provided under a
Medicaid home- and community-based services (HCBS) waiver, or any other service
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provided to a Medicaid recipient in a residential or community setting). Additionally, ODM
must ensure each claim for service subject to EVV requirements be supported by a valid
EVV record as a condition of payment and to establish standards and procedures for
matching claims to EVV records. The Department must maintain a statewide EVV
performance dashboard, updated not less than quarterly, with specific required metrics
included. Aggregate statewide data must be available on ODM’s website.

®  Requires ODM to establish criteria for classifying high risk providers and a verification
system under which high risk in-home care service providers are required to verify data
regarding the services provided using fingerprint scanning, facial recognition, vocal
recognition, a secure personal identification number, or other approved verification
method as a condition of receiving payment for services provided under the Medicaid
Program. ODM must publish audits, reports of improper payments, and corrective action
plans for risk contractors and subcontractors.

®  Requires ODM to conduct an in-person review of an individual or a site inspection of an
entity before enrolling them in the Medicaid Program as an HCBS provider, and
subsequent in-person reviews or site inspections every three years. ODM must cross-
check applying providers’ location data to ensure no more than two HCBS providers are
located at the same address (or no more than one when the address contains less than
1,000 square feet of area). Also requires the Department to investigate if the number of
claims submitted by a provider in @ month increases by more than 100% without a
corresponding increase in the number of Medicaid enrollees receiving services from the
provider.

®  Requires all moneys recovered from instances of Medicaid fraud be directed to a new
Medicaid Program Integrity Fund.

®  Requires ODM to impose a prior-authorization requirement on all therapeutic behavioral
services provided under the Medicaid Program.

®  Requires the Department to contract with a vendor to establish a risk matrix to connect
individuals with the National Provider Identifier records associated with providers, and
that the matrix includes identity proofing, financial distress among providers, and
information concerning a provider’s ties to a foreign organization.

Fiscal effect

ODM will experience one-time costs to develop, procure, certify, or approve systems for
EVV of nonemergency medical transportation (NEMT) services and in-home personal care
services. Similar past projects have incurred costs in the tens of millions of dollars. ODM will also
incur costs developing and implementing a system that allows for received data to be cross-
referenced with claims submitted by service providers, and developing and using automated
fraud detection tools. The Department will experience ongoing administrative costs maintaining
and running these systems, and submitting annual reports to the General Assembly detailing the
costs and savings realized. Increased required reporting elements may include system
modifications to capture and transmit new data elements, updates to reporting dashboards or
analytics tools, enhancements to data-exchange interfaces, development of new file formats or
submission processes, and ongoing maintenance or support fees associated with implementing
these changes, all of which would create additional costs for ODM and its vendors. Provisions
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related to NEMT may require new investment through procurements, in addition to any costs
incurred at the local level for county-administered NEMT.

Some provisions will affect incoming funds to the Department or require the Department
to engage in new procedures that will increase operating costs. Currently, funds recovered
through the state’s anti-fraud efforts are returned to Health Care/Medicaid Services Support and
Recoveries Fund (Fund 5DL0) within ODM. The bill would create the Medicaid Program Integrity
Fund and direct recovered funds there. Diverting funds from ODM via fraud-conviction awards
or restitutions will decrease dollars that would have otherwise gone back to the Department and
will not otherwise offset other program expenditures. The requirement for ODM to contract with
a vendor to establish a risk matrix is likely to require a procurement process with estimated costs
in the tens of millions of dollars annually, and impose new administrative costs to ODM through
a new vendor contract. Likewise, creation of an automated fraud-detection tool will involve
either amendments to multiple existing vendor contracts or procurement processes.

The required audits for risk contractors and subcontractors may lead to increased state
costs when contract bids are solicited for reprocurement, as bidding contractors will have
knowledge of the maximum acceptable minimum bid.

The bill is expected to reduce ODM'’s future Medicaid expenditures by detecting and
preventing fraudulent claims for NEMT and HCBS care. Anticipated cost savings from the bill’s
provisions section will not be realized immediately and will require significant upfront investment
before any potential savings can be achieved.

Other provisions may help create cost reductions but the magnitude of any reductions
will be dependent on individual circumstances that are currently unknown. For instance, prior
authorization requirements for therapeutic behavioral health services may reduce spending if
requests are denied, but they may also raise overall spending if deferred medical care during the
authorization review process leads to a worse condition. Any cost reductions will also not be
immediate. Within 30 days of the bill’s effective date ODM must submit to the General Assembly
a cost estimate for implementation. Detailed analysis of any expected increases and decreases
in spending will be presented in this initial report.

The state splits any costs and savings from actions approved by the U.S. Centers for
Medicare & Medicaid Services with the federal government, according to the Medicaid
reimbursement formula. The federal medical assistance percentage (FMAP) for administrative
activities varies based on the type of action. Typical administrative costs are split evenly with the
federal government, but certain specialized oversight activities can qualify for matching rates of
75%, 90%, or 100%, depending on the specific action.

In the event that uncovered fraud results in refunded funds to ODM, any recovered funds
would be shared with the federal government according to the applicable FMAP reimbursement
rate. If new spending qualifies for a lower FMAP than applies to recovered funds, savings would
need to exceed costs in order to break even. For instance, spending a dollar with a 50% FMAP
costs the state 50¢. If that spent dollar recovers a dollar of Medicaid spending that received a
70% FMAP, the state will retain 30¢. Thus, the dollar spent would need to recover $1.67 to pay
for itself.
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General Assembly

The bill requires the House and Senate Medicaid committees to meet jointly annually for
the purpose of reviewing a portion of Medicaid waiver components, with all waiver components
being reviewed once every four years.

Attorney General

The bill enhances the criminal penalties for Medicaid fraud. The following table details

the penalty increases in the bill.

Sentences and Fines for Medicaid Fraud: Current Law

Offense Degree Level AT Term of Incarceration
amounts)

Medicaid fraud (generally) | Misdemeanor 1 degree Up to $1,000 Jail, not more than
180 days

$1,000 or more and less Felony 5" degree Up to $2,500 6,7,8,9,10, 11, or

than $7,500 12 months definite
prison term

$7,500 or more and less Felony 4'" degree Up to $5,000 6,7,8,9,10,11, 12,

than $150,000 13, 14, 15, 16,17, or
18 months definite
prison term

$150,000 or more Felony 3™ degree Up to $10,000 9,12, 18, 24, 30, or
36 months definite
prison term

Sentences and Fines for Medicaid Fraud: Under the Bill

Degree Level

Term of
Incarceration

Fine (up to
amounts)

Less than $1,000

Felony 5" degree

Up to $2,500 6,7,8,9, 10,11, or
12 months definite

prison term

$1,000 or more and less
than $5,000

Felony 4" degree

Up to $5,000 6,7,8,9,10,11, 12,
13, 14, 15, 16, 17, or
18 months definite

prison term

$5,000 or more and less
than $25,000

Felony 3™ degree

Up to $10,000 9,12, 18, 24, 30, or
36 months definite

prison term
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Value Degree Level A e Term of
amounts) Incarceration
$25,000 or more and less | Felony 3™ degree with a Up to $10,000 9,12, 18, 24, 30, or
than $75,000 presumption for a prison 36 months definite
term prison term

(presumption of
prison term)

$75,000 or more and less | Felony 2™ degree with a Up to $15,000 2,3,4,5,6,7,0r8
than $150,000 mandatory prison term years indefinite
prison term
(mandatory prison
term)
$150,000 or more Felony 1% degree with a Up to $20,000 3,4,5,6,7,8,9, 10,
mandatory prison term or 11 years

indefinite prison
term (mandatory
prison term)

The bill also expands the definition of “credible allegation of fraud” for purposes of the
Medicaid Program enforcement to include (1) falsified or fake check-ins, (2) forged paperwork,
(3) double billing for Medicaid services, (4) identity misuse, (5) impossible travel patterns,
(6) hospital-overlap claims, and (7) coordinated billing rings, which could potentially lead to more
violations of the offense.

Fiscal effect

Unchanged by the bill, the Medicaid Fraud Control Unit (MFCU), within the Office of the
Attorney General (AGO), has statewide criminal jurisdiction over Medicaid provider fraud
investigations and prosecutions. The Unit empanels a special Grand Jury in Franklin County to
hear the majority of its Medicaid fraud cases. In 2025, the MFCU received 1,494 allegations of
fraud and abuse, posted 153 indictments, 110 criminal convictions, 39 civil settlements, and
recovered $27 million in restitution and penalties. As shown in the penalty table above, fraud
cases under $1,000 are misdemeanors. Under the bill, all types of Medicaid fraud will be
considered felonies, with some (fraud involving amounts between $25,000 and $75,000)
requiring a “presumptive” term in prison and those involving fraud above $75,000 requiring
“mandatory” terms.

As aresult of the bill’s penalty enhancements, DRC’s inmate population may increase over
time as additional offenders may be committed to prison and other offenders receive longer
sentences. Historically, fewer than five offenders are committed annually with Medicaid fraud as
their most serious offense based on recent DRC commitment data. The associated annual
operating cost increase for DRC is expected to be minimal. For context, in 2025, the marginal cost
to house an offender was $13.47 per day. Marginal costs are those that increase or decrease
directly on a per-person basis with changes in prison population. Such costs include medical care,
food service, clothing and bedding (for inmates), and mental health services. Using the 2025 daily
marginal cost, it costs DRC $4,916.55 ($13.47 x 365) to house an additional individual for one
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year. The actual increase in costs for DRC will depend on the number of offenders who ultimately
serve longer sentences under the bill than they otherwise would have under existing law, the
additional length of the term, and the marginal cost per offender in each additional year of that
term.

Medicaid Program Integrity Fund

The bill establishes the Medicaid Program Integrity Fund within the state treasury and
specifies that the fund consists of all moneys recovered as a result of Medicaid fraud including
restitution, civil settlements, forfeitures, and any other fraud-related recoveries. The Attorney
General is authorized to use money from the fund for fraud enforcement, fraud analytics,
whistleblower administration, verification oversight, and program integrity operations. The bill
declares that it is the intent of the General Assembly to create the fund as a mechanism for
providing funding for Medicaid fraud investigation that does not require GRF funds.

The bill also permits a court to require a person who commits Medicaid fraud to pay
restitution in an amount not to exceed 200% of the value of the property, services, or funds
obtained, which must be paid to the Medicaid Program Integrity Fund. The timing and magnitude
of revenue to this new fund is indeterminate. However, as previously mentioned, the Attorney
General’s MFCU reported recoveries totaling $27.0 million in restitution and penalties in 2025.

Inspector General as “peace officer”

The bill is not expected to have a significant fiscal impact on the state or political
subdivisions. It expands the definition of “peace officer” to include the Inspector General (IGO)
and any deputy IGO who holds a certificate issued by the Ohio Peace Officer Training Commission
for satisfactory completion of an approved peace officer basic training program. Completion of
this training is required by the bill for permanent appointment. According to the 1GO, any
additional training needs can be absorbed within existing budgetary resources and a number of
staff have already completed the required peace officer basic training. The bill grants these
officials the same arrest authority as a peace officer while acting within the scope of their duties.
As peace officers, a qualified IGO and deputies may apply directly to a court for electronic search
warrants. This authority is expected to improve efficiency in certain investigations, as such
requests are currently submitted through local law enforcement agencies. These agencies would
experience some administrative cost savings as a result.

Auditor of State

The bill allows the AUD to issue an award of up to $10,000 to an individual for reporting
fraud which is investigated and eventually leads to a public office or public official being found
liable in a civil or criminal case. The awards would be paid from the Fraud Reporting Fund created
by the bill.

The bill also requires all state employees to report to the AUD, rather than the IGO,
alleged fraud, theft in office, or misuse of public money by a state employee. Concurrently, the
bill also allows AUD employees to report the above to the IGO rather than the AUD. Because the
AUD typically assists the IGO in investigating such violations, any additional investigative costs to
the AUD associated with the bill would likely be minimal.

The AUD will also incur costs for establishing an independent and forensic audit
framework for monitoring “high risk” Medicaid providers that is required under the bill. The bill
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allows the AUD to contract with outside firms or professionals to complete these audits. This
requirement will increase auditing costs to the AUD, depending on the details of this framework
and the volume of “high risk” providers to be monitored under this process. The costs of these
audits would be paid from GRF appropriation line item (ALl) 070404, Fraud/Corruption Audits
and Investigations, and from Fund 1090 ALI 070601, Public Audit Expense — Intrastate.

Department of Commerce — unclaimed funds

The bill creates two mechanisms for the state to recoup improper payments to Medicaid
providers using money under the Unclaimed Funds Program, specifically amounts the
Department of Commerce (COM) would otherwise pay to a Medicaid provider who claims
ownership of those unclaimed funds. The first is a process by which the AGO and AUD, when
acting on a finding for recovery against a provider, requests a search of unclaimed funds
belonging to the provider. Should any such unclaimed funds be identified, the AGO must file a
claim for those funds, with the resulting proceeds to be deposited into the Medicaid Program
Integrity Fund created by the bill. It is uncertain how many claims the AGO would make or how
much could be recovered under this mechanism.

The bill creates a similar mechanism for the Medicaid Director and Job and Family Services
Director to recoup payments to a provider whose provider agreement has suspended or
terminated due to fraudulent activity. This process could also lead to additional unclaimed funds
requests being made. The amount the state would recoup through this process will depend on
the volume of such claims and amounts that are identified and that could be used to pay back
the state. The current balance of the Unclaimed Funds Trust Fund is approximately $4.8 billion.

Department of Insurance

The bill requires the Superintendent of Insurance to establish and administer an all-payer
claims database (APCD) by not later than one year after the bill’s effective date. To the extent
permitted by federal law and except as otherwise provided under the bill, each payer! must
submit its claims to the Superintendent for inclusion in the database. Such claims must be
submitted in the format and according to the schedule prescribed by the Superintendent in rule.
In the case of a payer that is a health plan issuer, the requirement to submit claims would begin
on January 1, 2028.

The bill requires the Superintendent to include in the database each claim the
Superintendent receives. The Superintendent must make claims information included in the
database available to a person or government entity only upon a subscription with the

1 Under the bill, a payer is a health plan issuer, a Medicaid managed care organization, the Medicaid
Program, and the Medicare Program. A health plan issuer means an entity subject to the insurance laws
and rules of this state, or subject to the jurisdiction of the Superintendent of Insurance, that contracts, or
offers to contract to provide, deliver, arrange for, pay for, or reimburse any of the costs of health care
services under a health benefit plan, including a sickness and accident insurance company, a health
insuring corporation, a fraternal benefit society, a self-funded multiple employer welfare arrangement, or
a nonfederal, government health plan. “Health plan issuer” includes a third-party administrator licensed
under Chapter 3959 of the Revised Code to the extent that the benefits that such an entity is contracted
to administer under a health benefit plan are subject to the insurance laws and rules of this state or subject
to the jurisdiction of the Superintendent.
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Department of Insurance, except that the Superintendent must provide access free of charge and
without a subscription to the General Assembly and state agencies listed in R.C. 121.02.

The Superintendent must adopt rules to implement the bill’s requirements, including
rules establishing standards and procedures for the following: (1) submitting claims for inclusion
in the database, including the prescribed format and schedule, (2) maintaining the privacy and
security of personal and health information contained in claims, (3) making available to persons
or government entities claims information from the database through subscriptions, and
(4) imposing penalties when claims are not submitted. The Superintendent may also adopt any
other necessary rules to implement the bill’s requirements.

Fiscal effect

The bill’s requirements are estimated to increase costs to the Department of Insurance
by millions of dollars to establish the database and by millions of dollars for ongoing
administration of the database. Any subscription fees charged to certain users of such database
may offset some of the costs. The bill does not include an appropriation for establishing and
administering the database. Currently, the Department’s operations are primarily funded by fees
that accompany appointments of insurance agents by insurance companies that are deposited
into and appropriated from the Department of Insurance Operating Fund (Fund 5540).

The APCD cost estimates are based on the amounts incurred by Indiana to establish and
administer a similar database in the state. Based on a news article regarding an APCD in Indiana,
the estimated costs to design and maintain the Indiana APCD starting January 1, 2023, and ending
in 2026 was about $8.2 million. In addition, according to Indiana’s APCD 2025 Annual Report
(PDF), “Operational costs amount to approximately $4 million annually, with ongoing efforts to
diversify funding sources.”

Department of Children and Youth

The bill extends the disciplinary authority of the Department of Children and Youth (DCY)
regarding publicly funded child care (PFCC) providers by allowing DCY to also suspend or
terminate the provider’s contract under certain conditions. The bill also permits DCY to take
action against a PFCC provider if evidence demonstrates that the provider acted with intent to
commit fraud against the PFCC program. If a licensed child care center, child day camp, preschool
or school child program, type A or B family child care home, or certified in-home aide had its PFCC
provider contract terminated for acting with intent to commit fraud against the PFCC program,
the bill requires the DCY Director to revoke the license of the program or a county department
of job and family services (CDJFS) to revoke the certificate of a certified in-home aide, as
applicable. In the case of DCY-licensed providers, the bill specifies that they are then forever
ineligible for licensure.

Fiscal effect

Currently, DCY can recoup all improper payments due to misuse of PFCC or terminate the
provider agreement if DCY determines misuse of PFCC or the automated child care system. A
termination currently results in a five-year ban from the program. As a result of the provisions
above, a provider’s contract to provide PFCC could instead be suspended while an investigation
is ongoing. This could result in a decrease in PFCC reimbursements during the investigation.
Future PFCC payments could be reduced, as the bill prevents the provider from becoming
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re-licensed after a PFCC contract is terminated (as opposed to the current five-year ban from
providing PFCC).

There are about 8,100 licensed or certified child care programs in Ohio, of which
approximately 5,500 provide PFCC. Licensing and monitoring activities are conducted by DCY or
CDJFS staff. In FY 2025, DCY and CDJFSs conducted nearly 20,000 inspections of all provider types,
including preschool and school age child care programs.?

Ohio Department of Job and Family Services

Unless required under federal law, the bill: (1) prohibits the gross income limits for an
eligible SNAP household from exceeding the standards established under federal law, and
(2) specifies that a household is not categorically eligible for SNAP if any members of the
household receive or are authorized to receive any noncash, in-kind, or other similar benefit.

Fiscal effect

Currently, a household is SNAP eligible if its gross monthly income is at or below 130% of
the federal poverty level (FPL). However, some households that are categorically eligible may be
allowed up to 200% FPL in countable monthly income. As a result, the bill’s provisions would
result in fewer individuals receiving SNAP benefits. The number of Ohioans impacted and the
amount of benefits is unknown. SNAP benefits are currently paid by the federal government, so
any impact would not be reflected in the state budget. However, beginning in October 2027,
states will begin paying a percentage of SNAP benefits if their payment error rates exceed 6%.
Additionally, there would be administrative and IT costs associated with these changes (e.g.,
updates to the Ohio Benefits system, training staff, revising applications and processes, etc.) —
the Ohio Benefits system could require significant updates. The federal government is currently
responsible for 50% of administrative costs. However, beginning in October 2026, federal
reimbursements for administrative costs will decrease to 25%. States and CDJFSs pay for
remaining costs.

Synopsis of Fiscal Effect Changes

The substitute bill (I_136_3280) significantly increases the state agencies involved in fraud
prevention efforts and multiplies the tasks they will undertake. Most provisions of the bill are
new to this version of the bill.

The substitute bill (I_136_3280) requires ODM to implement in-person reviews and site
inspections that would significantly increase ODM administrative action and spending, as would
prior authorization of all therapeutic behavioral services. The substitute bill additionally requires
the creation of risk classification systems that would require a procurement from ODM for a new
risk-matrix vendor. Similar past projects have incurred costs in the tens of millions of dollars.

The substitute bill (I_136_3280) enhances the criminal penalties for Medicaid fraud and
expands the definition of “credible allegation of fraud” for purposes of the Medicaid Program
enforcement. These changes may result in a marginal annual increase in the size of the prison
population that the Department of Rehabilitation and Correction (DRC) will likely absorb by

2 FY 2025 Early Care and Education Licensing (PDF).
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utilizing existing staff and resources. The As Introduced version of the bill did not make any
changes to the criminal penalties for Medicaid fraud and had no fiscal effect on DRC.

The substitute bill (I_136_3280) establishes the Medicaid Program Integrity Fund within
the state treasury. It will consist of all moneys recovered as a result of Medicaid fraud including
restitution, civil settlements, forfeitures, and any other fraud-related recoveries. The Attorney
General is authorized to use money from the fund for fraud enforcement, fraud analytics,
whistleblower administration, verification oversight, and program integrity operations.

The substitute bill (I_136_3280) adds the Inspector General and a deputy Inspector
General to the definition of “peace officer” while they are engaged in the scope of the official’s
duties and meet certain training requirements. The prevailing impact of this change is expected
to be improved efficiency and will have minimal, if any, fiscal impact.

The substitute bill (I_136_3280) allows the Auditor of State (AUD) to issue an award up to
$10,000 for reporting fraud under certain conditions from the Fraud Reporting Fund created by
the bill.

The substitute bill (I_136_3280) creates a mechanism by which the Attorney General, in
conjunction with the AUD, can recoup amounts in which findings for recovery were made against
a Medicaid provider, by deducting those amounts owed from any unclaimed funds due to the
provider. Whatever amounts could be collected this way would be deposited into the Medicaid
Program Integrity Fund.

The substitute bill (I_136_3280) creates a similar mechanism for the departments of
Medicaid and Job and Family Services to recoup fraudulent Medicaid provider payments. The
number of situations where this would occur and the amounts that would be recouped through
this mechanism are unknown.

The substitute bill (I_136_3280) requires the AUD to establish an independent and
forensic audit framework for monitoring providers considered to be “high risk” of committing
fraud within the Medicaid Program. The additional costs of these audits would depend on the
details of the framework and the number of providers determined to be “high risk.”

The substitute bill (I_136_3280) includes a new provision that was not in the As
Introduced version of the bill, which requires the Superintendent of Insurance to establish and
administer an all-payer claims database. The requirement would increase costs to the
Department of Insurance by millions of dollars to establish the database and by millions of dollars
for ongoing administration of the database. Any subscription fees charged to certain users of
such database may offset some of the costs. The bill does not include any appropriation for
establishing and administering the database. Currently, the Department’s operations are funded
from the Department of Insurance Operating Fund (Fund 5540).

The substitute bill (I_136_3280) extends the disciplinary authority of DCY regarding PFCC
providers by allowing DCY to also suspend or terminate the provider’s contract under certain
conditions. The substitute bill also permits DCY to take action against a PFCC provider if evidence
demonstrates that the provider acted with intent to commit fraud against the PFCC program. If
a PFCC provider contract is terminated for acting with intent to commit fraud against the PFCC
program, the substitute bill requires the license or certificate to be revoked. In the case of
DCY-licensed providers, the substitute bill specifies that they are then forever ineligible for
licensure. As a result, a provider’s contract to provide PFCC could be suspended while an
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investigation is ongoing. This could result in a decrease in PFCC reimbursements during the
investigation. Future PFCC payments could be reduced, as the bill prevents the provider from
becoming re-licensed after a PFCC contract is terminated (as opposed to the current five-year
ban from providing PFCC). These impacts are new to the substitute bill, as these provisions were
not included in the As Introduced version of the bill.

The substitute bill (I_136_3280) adds provisions that do the following unless required by
federal law: (1) prohibits the gross income limits for an eligible SNAP household from exceeding
the standards established under federal law, and (2) eliminates categorical eligibility for SNAP
benefits if any household members receive or are authorized to receive any noncash, in-kind, or
other similar benefit. These provisions could reduce the number of individuals receiving SNAP.
Additionally, there could be administrative costs associated with these changes to update the
Ohio Benefits system, train staff, revise applications and processes, etc. These impacts are new
to the substitute bill, as these provisions were not included in the As Introduced version of the
bill.

FNHBO795H1-136/Ib
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