
73

Audit Programs
All participating providers are required to comply with our audit programs and to cooperate and assist us in 

conducting audits of claims submitted. Audits are intended to determine if claims payments were accurate. If a 

provider fails to follow the procedures for disputing or contesting an audit finding, then we may proceed with 

collection of such amounts as allowed by law, including but not limited to, offsetting against other amounts due to 

provider.

This information is intended to serve only as a general reference resource regarding our provider audit and recovery 

process and is not intended to address all reimbursement situations or all processes that may be utilized.

The Healthcare Provider Audit department is responsible for identification and recovery of overpayments through 

audit activities for all providers. The scope of audit focuses primarily on the identification of claims overpayments 

and subsequent recoveries.

All claim audits are conducted on a claim-by-claim basis. Some audits review many issues concerning the claims, 

but others are targeted reviews related to specific issues. A typical audit may include not only a review of the claim 

itself but also a review of the medical records or other supporting documents to substantiate the claim submitted. 

Audits may be conducted by us, our customers or governmental, accreditation or regulatory agencies. Providers are 

required to participate in audits conducted by all such parties, including any contracted vendors utilized to conduct 

the audits.

Depending on specific claim reimbursement terms, audit reviews may consider, but are not limited to:

• Compliance with contractual conditions and terms

• Appropriateness of coding (e.g., national coding standards; CPT, HCPCS, ICD10-CM, others as applicable)

• Unbundling of services/procedural codes (e.g., Hospital Charge Reimbursement Definitions, Correct Coding  

   Initiative and code editing hardware)

• Billing accuracy

• Duplicate payments

• Member benefits, exclusions and coverage periods

• Claims processing guidelines

• Criteria supporting medical appropriateness of care and/or compliance with MMM Medicare and Much

   More Medical Policies (Medical Coverage Guidelines)

• Accuracy of the authorization and prior approval processes, where indicated or required

• Our payment methodologies

We may request medical records or supporting documentation in connection with an audit. If we request medical 

records, you will provide copies of those free of charge unless otherwise required by law or contract.

All audits will be conducted in accordance with any applicable state or federal laws or requirements along with any 

provisions set forth in a provider's participation agreement with us.

In House Audits

Certain audits do not require us to be onsite at the provider's location. Such audits are less costly and 

administratively burdensome for both us and the provider. Providers are required to provide us with any medical 

records or supporting documentation required to conduct such desk audits. Desk audits include, but are not 

limited to the following:

Check Run Audits:

Based on the weekly check runs, individual claim payments may be audited based on specific payment 

parameters for each type of service (e.g., all outpatient claims over a specific dollar amount).

Claims Payment Review:

Verifies payment accuracy in accordance with the provider’s contract, applicable processing/coding 

guidelines and the member’s benefits/limitations.

Targeted Audits:

Systemic auditing using certain payment codes, specific contract terms, specific contract load issues, or 

procedures that have been identified as a concern for all or specific contracted providers.

Special Request Reviews:

Review of a specific provider as requested by an account or group such as our Medical Operations, 

Marketing, Special Investigations or other areas within the Plan for a specific purpose.

Provider Audit Process

Notification/Confirmation Responsibilities:

• Prior to a provider audit, the plan will send the provider written notice of the upcoming audit 10 working days 

prior to the audit start date. Audit notifications can be sent to the provider by email, mail, or fax.

• The notification will at minimum indicate the following:

• Type of audit

• When applicable, a list of claims to reviewed containing claim number, member name, patient

   account number and date of service

• A request for medical documents or components to support billing

• The plan may request a formal entrance conference with applicable provider designee and our audit staff 

when conducting an Onsite Audit. The formal entrance conference will be held on day one of the onsite visit.

   Note: Certain targeted audits are conducted without prior notification to the provider. In these instances, the 

provider will have the opportunity to respond to the findings.

Provider Audit Responsibilities

MMM Medicare and Much More requires the provider acknowledge receipt of audit notification in writing. Said 

acknowledgement should include at minimum:

• Contact name and telephone number for individual(s) responsible for coordinating the audit and the 

provider designee responsible for finalizing and approving audit findings.

• For onsite audits, confirmation of the date, time and location for the entrance conference and, if applicable, 

medical record review.

• If requested, provide facilities for the entrance and exit conference and ensure attendance by staff 

authorized to approve audit findings.

During the Audit, the Provider Agrees to

• Provide all charts, invoices, itemized bills, financial records and other data requested to support the 

documentation of claims payment accuracy.

• Provide copies of requested documentation, to be given to auditor or mailed to appropriate address as 

directed by the auditor.

Audit Findings

• The provider designee will review/communicate the preliminary audit findings with provider personnel 

authorized to finalize audit findings.

• Provide formal acceptance of each finding in anticipation of the exit process.

• When applicable, refund member copayments and correct the audited accounts to ensure no further 

adjustment activity occurs.

MMM Medicare and Much More Audit Responsibilities

• Perform audit

• Discuss preliminary findings with the provider. Discussion and revision of the audit findings may be 

conducted by telephone, fax, mail or additional onsite meetings.

• Mail a copy of the preliminary audit findings to provider designee. Discussion and revision of the audit 

findings may be conducted by telephone, fax, mail or additional onsite meetings.

Audit Escalation Process

Issues and concerns related to findings resulting from an audit should follow a normal course of resolution, which 

is resolved through:

• Prior to issuing final audit findings, the MMM Medicare and Much More assigned auditor will review any 

issues and refer the matter to the responsible MMM Auditing Manager.

• After the issuance of the final audit findings, if provider followed the required process to dispute or contest 

the plan’s findings, as outlined above, the matter will be referred to the appropriate resource:

• Contractor/Negotiator

• Medical Director

• Legal Affairs Division

• If after following the appropriate processes to contest audit finding the matter remains unresolved, then 

either party may proceed to a formal dispute resolution in accordance with provider's participating provider 

agreement.

Exit Process

Plan Responsibilities in Exit Process:

An exit conference will be conducted with provider designee including an overview of audit findings. Exit 

conferences may be conducted via telephone if in person conference is not required.

• Discussion of overpayment recovery process: Upon completion of the audit, repayment will be requested 

from the provider, to be mailed to the MMM Overpayment Recovery lockbox with audit summary attached 

(refer to Overpayment Recovery) or recoupment may be initiated by offsetting refunds due to us.

• In cases where the provider requests the use of the offset payment methodology, no checks should be 

sent to us. Using the offset process will significantly reduce the potential for duplicate recovery 

processing.

A final exit letter documenting agreed upon audit results, terms of collections for overpayment, and names of 

the designees present at the exit.

Vendor Audits

We may use contracted vendors to supplement audit activities when considered necessary to reduce risk and 

exposure to the company. Contracted vendors must follow all audit procedures when conducting audits for us. 

Vendor activities are centrally coordinated by the Healthcare Provider Audit department to ensure statewide 

consistency. In these audits, the provider will need to send the check to the address contained in the audit 

letter, not directly to MMM Medicare and Much More. The directions indicated in the audit letter need to be 

followed to ensure appropriate adjustments and credits are made to the audited claim.

Primary Care Physician Medicare Record Review

MMM Medicare and Much More monitors providers with medical record-keeping through the QI Department on 

an on-going basis. The purpose of this review is to ensure compliance with medical record-content policies, 

with clinical practice and preventive health guidelines, and specific CMS Star metrics. This review will be 

conducted on a periodic basis through various types of reviews that may include routine medical record review, 

HEDIS review, quality of care review, review of complaints and grievances, and/or investigations of an incident 

report. The provider will be provided results and feedback of these reviews as indicated and interventions may 

be initiated depending on the review findings.

Both MMM Medicare and Much More and you, as healthcare provider, must honor your 
patients' rights as members of a Medicare Advantage plan:

• To be treated with respect, consideration, and dignity.
• To be sure that the privacy of their personal health information is protected.
• To know how their health information has been shared and to request a restriction of their health 

information, as permitted by law.
• To receive information in a way that works for them (in languages other than English, in Braille, in large print, 

or other alternate formats, etc.) 
• To get timely access to their covered services and drugs. 
• To receive information about the plan, its network of providers, their insurance coverage and their covered 

services.
• To select and change providers. 
• To receive complete information about their health evaluation, diagnosis, treatment, and prognosis, and 

participate in decisions about their health care.
• To make complaints and to ask us to reconsider decisions we have made.
• To report discrimination if they believe they are being treated unfairly or their rights are not being respected.
• To give instructions about what is to be done if they are not able to make medical decisions for 

themselves·through establishment of an advance directive or living will.
• To be given the right to make decisions about their care.

They also have some responsibilities as members of a Medicare Advantage plan:

• Getting familiarized with their covered services and the rules they must follow to get these covered services.
• Letting us know if they have any other health insurance coverage or prescription drug coverage in addition 

to our plan.
• Informing their doctor and other healthcare providers that they are enrolled in our plan. 
• Helping their doctors and other providers help them by giving information about their health, all 

medications including over-the-counter, dietary supplements and allergies or sensitivities, asking 
questions, and following through on their care.

• Being considerate and respectful.
• As Medicare Advantage plan members, they are responsible for the payment of any applicable premiums, 

copays, coinsurance, or fees particular to their coverage plan. 
• Letting us know if they move.
• If they suspect or experience fraud, waste, abuse, or any misconduct, they must report It to us.
• Calling Member Services for help If they have questions or concerns.
• Letting us know if they have a living will or medical power of attorney.
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