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Advanced Certificate in Healthcare Fraud Investigation Best Practices

Unit 3: Healthcare Systems and Billing Practices

Advanced Certificate in Healthcare Fraud Investigation Best Practices: A certification program that provides
students with the knowledge and skills necessary to detect, investigate, and prevent healthcare fraud.

Billing practices: The methods and procedures used by healthcare providers to submit claims for
reimbursement from insurance companies or government payers.

Claims review: The process of examining healthcare claims for accuracy and compliance with billing
regulations.

Compliance program: A set of policies, procedures, and practices designed to ensure that an organization is
following all applicable laws and regulations related to healthcare fraud.

Cost reporting: The process of submitting detailed financial information to the Centers for Medicare and
Medicaid Services (CMS) in order to determine the appropriate reimbursement for healthcare services
provided to Medicare beneficiaries.

Fraud: The intentional deception or misrepresentation of facts in order to obtain an unauthorized benefit or
advantage, typically in the form of financial gain.

Fraud schemes: Complex and organized efforts to defraud healthcare systems, insurance companies, or
government payers through the submission of false or inflated claims.

Healthcare Systems: The organizations, institutions, and networks that provide medical and healthcare
services to patients.

HIPAA (Health Insurance Portability and Accountability Act): A federal law that establishes national
standards for the protection of personal health information.

Investigations: The process of examining allegations of healthcare fraud and gathering evidence to support
or refute those allegations.

Medicaid: A joint federal-state program that provides healthcare coverage to low-income individuals and
families.

Medicare: A federal program that provides healthcare coverage to individuals aged 65 and older, as well as
certain younger individuals with disabilities.

OIG (Office of Inspector General): The agency responsible for conducting audits, investigations, and
inspections of healthcare systems and providers to detect and prevent fraud, waste, and abuse.

Physician self-referral (Stark Law): A federal law that prohibits physicians from referring patients for certain
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designated healthcare services to entities in which the physician or an immediate family member has a
financial interest.

Privacy and security: The protection of personal health information from unauthorized access, use, or
disclosure.

Qui tam provisions: A provision of the False Claims Act that allows private citizens to bring lawsuits on
behalf of the government against individuals or organizations that have defrauded the government.

RAC (Recovery Audit Contractors): Private contractors hired by the Centers for Medicare and Medicaid
Services (CMS) to review healthcare claims and identify overpayments.

UPIC (United Providers of Interest Contractors): Private contractors hired by the Office of Inspector General
(OIG) to investigate allegations of healthcare fraud and abuse.

Whistleblower: An individual who reports allegations of wrongdoing or illegal activities within an
organization.

Anti-kickback statute: A federal law that prohibits the exchange of anything of value in return for referrals of
federal healthcare program business.

Churning: The practice of repeatedly admitting and discharging patients from a healthcare facility in order
to maximize reimbursement.

Cloned providers: A fraud scheme in which a healthcare provider uses the identifying information of a
legitimate provider to submit fraudulent claims.

Cost reporting errors: Inaccuracies or mistakes in the financial information submitted to the Centers for
Medicare and Medicaid Services (CMS) for reimbursement purposes.

Criminal healthcare fraud: The intentional deception or misrepresentation of facts in order to obtain an
unauthorized benefit or advantage, typically in the form of financial gain, with the knowledge that such
actions are illegal.

Durable medical equipment (DME): Medical equipment that is used for a medical purpose, is durable, and is
appropriate for use in the home.

False Claims Act: A federal law that imposes civil and criminal penalties for knowingly submitting false or
fraudulent claims to the government.

Fraud hotlines: Telephone numbers or websites established by healthcare organizations or government
agencies for the reporting of suspected fraud.

Healthcare Common Procedure Coding System (HCPCS): A standardized coding system used to bill for
healthcare procedures and services.

Identity theft: The unauthorized use of another person's personal information, such as their name, social
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security number, or credit card information, for financial gain.

Medically unnecessary services: Healthcare services that are not reasonable and necessary for the diagnosis
or treatment of a medical condition.

Misconduct: Any action or behavior that is in violation of professional standards, codes of ethics, or laws
and regulations.

Overpayments: Payments made by healthcare insurance companies or government payers that are in excess
of the amount that should have been paid for a particular healthcare service or procedure.

Phantom billing: The practice of billing for healthcare services or procedures that were not actually
provided.

Place of service (POS) errors: Inaccuracies or mistakes in the coding of the location where a healthcare
service or procedure was provided.

Upcoding: The practice of billing for a more expensive healthcare service or procedure than was actually
provided.

Waste: The overutilization of healthcare services or resources, resulting in unnecessary costs.

Understanding the complex landscape of healthcare systems and billing practices is crucial for detecting,
investigating, and preventing healthcare fraud. This glossary provides a comprehensive overview of key
terms, concepts, and acronyms related to this field. From billing practices and claims review to compliance
programs and cost reporting, this glossary covers a wide range of topics that are essential for anyone
working in healthcare fraud investigation.

One of the most important concepts in this field is fraud, which involves the intentional deception or
misrepresentation of facts in order to obtain an unauthorized benefit or advantage, typically in the form of
financial gain. Healthcare fraud schemes can be complex and organized, involving multiple individuals or
organizations working together to submit false or inflated claims.

Healthcare systems and providers must have robust compliance programs in place to ensure that they are
following all applicable laws and regulations related to healthcare fraud. Compliance programs typically
include policies, procedures, and practices designed to prevent, detect, and respond to fraud.

Billing practices play a critical role in healthcare fraud investigation, as they are often the source of
fraudulent claims. Providers must submit accurate and complete claims in order to receive reimbursement
from insurance companies or government payers. Claims review is the process of examining healthcare
claims for accuracy and compliance with billing regulations.

Cost reporting is another important aspect of healthcare fraud investigation. Providers must submit detailed
financial information to the Centers for Medicare and Medicaid Services (CMS) in order to determine the
appropriate reimbursement for healthcare services provided to Medicare beneficiaries. Cost reporting errors
can result in overpayments or underpayments.
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Privacy and security are also critical components of healthcare fraud investigation. Personal health
information must be protected from unauthorized access, use, or disclosure. The Health Insurance
Portability and Accountability Act (HIPAA) sets national standards for the protection of personal health
information.

Healthcare fraud investigations may involve a variety of different methods and techniques, including data
analysis, interviews, and site visits. Investigators must be skilled in analyzing large volumes of data in order
to identify patterns or anomalies that may indicate fraud.

Investigations may also involve the use of undercover agents or confidential informants. These individuals
can provide valuable information and insight into healthcare fraud schemes, helping investigators to build
cases and gather evidence.

Once an investigation has been completed, investigators may present their findings to prosecutors or
regulatory agencies. These agencies may then take enforcement action, such as imposing fines or penalties,
or pursuing criminal charges.

The Office of Inspector General (OIG) plays a key role in healthcare fraud investigation. The OIG is
responsible for conducting audits, investigations, and inspections of healthcare systems and providers to
detect and prevent fraud, waste, and abuse.

The False Claims Act is a federal law that imposes civil and criminal penalties for knowingly submitting false
or fraudulent claims to the
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