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January 8, 2016

Dear Provider,

Health Net Life Insurance Company is conductihg an inquiry with regard to
services you have provided to our insureds and the proper determination of
benefits payable for those services. It is important that we receive timely and
accurate responses from your facility as part of this inquiry. Therefore, we ask
your prompt cooperation in confirming that services and claims for insureds on
the attached spreadsheet have been handled consistently with the enrollee’s
insurance policy and applicabie federal and State laws and regulations. While this
inquiry continues we are in the process of reviewing your claims.

~Qur inquiry relates to a number of potential concerns. First, eligibility under the
applicable individual PPO policies is limited to individuals who continually reside
in our defined California service area. Second, a variety of services covered under
our individual PPO policies explicitly require the insured to pay for deductibles,
copayments or coinsurance, including for out-of-network providers. Waiver of
the deductible, copayment or coinsurance by the provider, or payment of such
amounts on hehalf of the patient by the provider, could raise questions as regards
determination of benefits under the policy or as regards false and/or fraudulent
claims. Third, in many cases thase policies tie benefit determinations to “charges
billed.” Therefore, billings that would not be imposed on the insured in the
absence of insurance or that exceed the provider’s actual charges may also not be
covered or could be a misrepresentation, so we need to confirm that the biiled



rates for our insureds do not differ from those for other, non-Health Net patients,
Fourth, payment may not be appropriate if improper payments or other
consideration has been made to patients or to others to induce procurement of
services from your facility. Fifth, we need to verify that all services provided and
tests ordered were medically necessary.

We therefore request that the followmg information and documents be provided
to us within fifteen (15) days of your receipt of this letter for each of the services

' ("gagywces") rendered o pataents ("Patmnts") listed on the attached spreadsheet

wd 1%‘*
1. Alkdecuments reflecting the residence of the Patient before and after the

Patient’s receipt of the Services.

2, All documents -reflecting the name, address and phone number for any other
person listed as a contact by the Patient.

3. All documents, including but not limited to any cash receipts, checks, or credit
card receipts, reflecting the application of deductibles and coinsurance, and the
collection of applicable copayments from the Patients for the Services.

4, All documents reflecting billing sent to the Patients for the Services.

5. All documents referring or relating in any way to payments made to or on
behalf of the Patients for any reason.

6. All documents referring or relating in any way to any payments made to, or
received from, any third party (including but not limited to any broker, testing lab,
physician or other healthcare pm\nder) in connectmn wtth or related to the
Patients or Services. '

7. All records documenting that the Services were medically necessary.

tn addition, please return with the documents an executed copy of the attached
attestation confirming that the records provnded are true and correct EDPIES as
well as attestmg to certam facts o ‘

Finally, you are hereby advised to preserve all documents;including but not - -
limited to all hardcopy and electronic information, data and emails, concerning -



the insureds and services listed on the attached spreadsheet. Heaith Net hereby

. reserves all legal rights in connection with this matter, including the right to
institute legal proceedings to recover any amounts paid to your facility that it was
not entitled to receive by reason of one or more of the potential violations of law
listed in this letter, and will seek appropriate sanctions from the court for any
destruction of evidence from the date of this letter forward.

All responses must:-be submitted to Health Net:s-Specialdnvestigation Unit,-P.Q .-

Box 2048, Rancho Cordova, CA 95741-2048..In.the meantime,.please contact the .. -

undersigned with any questmns you have. Thank you for your prom pt attentmn
to this matter. ) :

Matthew Ciganek
Director of Special Investigations
Phone (818) 676-8654



ATTESTATION AND VERIFICATION
1, ' , hereby attest and \ferify as follows:

1. tamthe [TITLE] of [PROVIDER] and have
personal knowledge of the facts in this document.. _.

2. Attached-are true:and correct copies of documents'maintaiiied in the =
ordinary course of husiness by . [PROVfDER] that are responsive to Health--
Net's |letter dated-January... -, 2016 (“Letter”):-

3. in connection with the Services listed on the spreadsheet attached to
the Letter (with any exceptions noted below}: -

a. [PROVIDER] has applied all deduciibles and
coinsurance,.and_has collected all_applicable copayments; from-the Patients—in- —._ .
connection with the-Services; —

b. [PROVIDER] has not reimbursed any Patients for -
such deductibles, coinsurance and copayments, not has it paid any such amounts
on behalf of any Patients;

c. [PROVIDER] has submitted charges to Health Net that
are the same as those billed to and collected from Patients;

d. [PROVIDER] has not made any payments to or on
behalf of Patients,

e. [PROVIDER] has not made any payments to, or
received any payments from, any third party with the intent to induce the referral
of Patients for Services.

A.  Anyexceptions to the attestation and verification in paragraph 3
ahove are noted in Attachment A.- —

Attested and verified as true and correct.-

Executed this day of , 2016 at __. , California.



