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To our Healthcare Management and Compliance Colleagues and Partners:

SunHawk Consulting produces this complimentary Report in an effort to promote the value of shared learnings, as well
as to provide focused insights into healthcare related Corporate Integrity Agreements (CIA) settled over the last two
years.

The United States Government may impose a Corporate Integrity Agreement (CIA) upon an entity when settling cases
related to false claims submitted for services paid for by federally funded health care programs, The CIA establishes
terms companies must meet including, in most cases, the engagement of an Independent Review Organization (IRO).

The Summary Reports included here provide focused insights into recently settled healthcare-related CIAs. The
Summary Reports extract key data from published CIAs and US Department of Justice press releases to guide
providers, payers, and life sciences companies in designing and refining their compliance programs. For your
convenience and ease of use, the electronic version of this report includes hyperlinks to the original sources. The Report
is updated regularly and new settlement matters are highlighted in orange to facilitate your review.

We appreciate feedback you believe would make this report more helpful to you or others. Should you wish to
proactively audit or review your organizational activities as a result of these learnings, SunHawk's team of experts are
happy to offer our assistance. Visit us at SunHawkConsulting.com and connect with us on LinkedIn for updates to this
and other Healthcare Audit and Enforcement Risk Analyses.
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[NEW] National Health Care Fraud Takedown Results in 324 Defendants
Charged in Connection with Over $14.6 Billion in Alleged Fraud

Company Name: Moroun Nursing Center of Detroit LLC
D/B/A Ambassador, A Villa Center, and Others
Settlement: Unknown

Issue(s): False Claims Act, Anti-Kickback, Money
Laundering, Health Care Fraud, Durable Medical
Equipment, Prescription Opioids, Telemedicine, Genetic
Testing, Substance Abuse Treatment, Wound Care
CIA Term: Five Years

The US DOJ announced that the Justice Department today announced the results of its 2025 National Health Care
Fraud Takedown, which resulted in criminal charges against 324 defendants, including 96 doctors, nurse practitioners,
pharmacists, and other licensed medical professionals, in 50 federal districts and 12 State Attorneys General's Offices
across the United States, for their alleged participation in various health care fraud schemes involving over $14.6 billion
in intended loss. The Takedown involved federal and state law enforcement agencies across the country and represents
an unprecedented effort to combat health care fraud schemes that exploit patients and taxpayers.

Demonstrating the significant return on investment that results from health care fraud enforcement efforts, the
government seized over $245 million in cash, luxury vehicles, cryptocurrency, and other assets as part of the
coordinated enforcement efforts. As part of the whole-of-government approach to combating health care fraud
announced today, the Centers for Medicare and Medicaid Services (CMS) also announced that it successfully prevented
over $4 billion from being paid in response to false and fraudulent claims and that it suspended or revoked the billing
privileges of 205 providers in the months leading up to the Takedown. Civil charges against 20 defendants for $14.2
million in alleged fraud, as well as civil settlements with 106 defendants totaling $34.3 million, were also announced as
part of the Takedown.

Today's Takedown was led and coordinated by the Health Care Fraud Unit of the Department of Justice Criminal
Division's Fraud Section and its core partners from U.S. Attorneys' Offices, the Department of Health and Human
Services Office of Inspector General (HHS-OIG), the Federal Bureau of Investigation (FBI), and the Drug Enforcement
Administration (DEA). The cases were investigated by agents from HHS-OIG, FBI, DEA, and other federal and state law
enforcement agencies. The cases are being prosecuted by Health Care Fraud Strike Force teams from the Criminal
Division's Fraud Section, 50 U.S. Attorneys' Offices nationwide, and 12 State Attorneys General Offices.

Transnational Criminal Organizations

29 defendants were charged for their roles in transnational criminal organizations alleged to have submitted over $12
billion in fraudulent claims to America's health insurance programs.

For instance, a nationwide investigation known as Operation Gold Rush resulted in the largest loss amount ever charged
in a health care fraud case brought by the Department. These charges were announced in the Eastern District of New
York, the Northern District of Illinois, the Central District of California, the Middle District of Florida, and the District of
New Jersey against 19 defendants. Twelve of these defendants have been arrested, including four defendants who were
apprehended in Estonia as a result of international cooperation with Estonian law enforcement and seven defendants
who were arrested at U.S. airports and the U.S. border with Mexico, cutting off their intended escape routes as they
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attempted to avoid capture.

The organization allegedly used a network of foreign straw owners, including individuals sent into the United States from
abroad, who, acting at the direction of others using encrypted messaging and assumed identities from overseas,
strategically bought dozens of medical supply companies located across the United States. They then rapidly submitted
$10.6 billion in fraudulent health care claims to Medicare for urinary catheters and other durable medical equipment by
exploiting the stolen identities of over one million Americans spanning all 50 states and using their confidential medical
information to submit the fraudulent claims. As alleged, the organization exploited the U.S. financial system by
laundering the fraudulent proceeds and deploying a range of tactics to circumvent anti-money laundering controls to
transfer funds into cryptocurrency and shell companies located abroad. The arrests announced today also include a
banker who facilitated the money laundering of fraud proceeds on behalf of the organization through a U.S.-based bank.

The Health Care Fraud Unit's Data Analytics Team and its partners detected the anomalous billing through proactive
data analytics, and HHS-OIG and CMS successfully prevented the organization from receiving all but approximately $41
million of the approximately $4.45 billion that was scheduled to be paid by Medicare. HHS and CMS intend to seek to
return the $4.41 billion in escrow to the Medicare trust fund for needed medical care. The scheme nonetheless resulted
in payments of approximately $900 million from Medicare supplemental insurers. To date, law enforcement has seized
approximately $27.7 million in fraud proceeds as part of Operation Gold Rush.

In another action involving foreign influence, charges were filed in the Northern District of Illinois against five defendants,
including two owners and executives of Pakistani marketing organizations, in connection with a $703 million scheme in
which Medicare beneficiaries' identification numbers and other confidential health information were allegedly obtained
through theft and deceptive marketing. The defendants allegedly used artificial intelligence to create fake recordings of
Medicare beneficiaries purportedly consenting to receive certain products. According to court documents, the
beneficiaries' confidential information was then illegally sold to laboratories and durable medical equipment companies,
which used this unlawfully obtained and fraudulently generated data to submit false claims to Medicare. Certain
defendants controlled dozens of nominee-owned durable medical equipment companies and laboratories that allegedly
submitted fraudulent claims for products and services the beneficiaries did not request, need, or receive. Certain
defendants also allegedly conspired to conceal and launder the fraud proceeds from bank accounts they controlled in
the United States to bank accounts overseas. In total, the defendants caused approximately $703 million in alleged
fraudulent claims to Medicare and Medicare Advantage plans, which paid approximately $418 million on those claims.
The government seized approximately $44.7 million from various bank accounts related to this case.

Finally, a defendant based in Pakistan and the United Arab Emirates who owned a billing company allegedly
orchestrated a scheme to prey upon vulnerable individuals in need of addiction treatment by conspiring with treatment
center owners to fraudulently bill Arizona Medicaid approximately $650 million for substance abuse treatment services.
According to court documents, some of the services billed were never provided, while other services were provided at a
level that was so substandard that it failed to serve any treatment purpose. As part of the conspiracy, treatment center
owners allegedly paid illegal kickbacks in exchange for the referral of patients recruited from the homeless population
and Native American reservations. The defendant received at least $25 million of ill-gotten Arizona Medicaid funds as a
result of the conspiracy and is charged with a money laundering offense for his alleged use of those funds to purchase a
$2.9 million home located on a golf estate in Dubai.

Fraudulent Wound Care

Charges were filed in the District of Arizona and the District of Nevada against seven defendants, including five medical
professionals, in connection with approximately $1.1 billion in fraudulent claims to Medicare and other health care benefit
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programs for amniotic wound allografts. As alleged, certain defendants targeted vulnerable elderly patients, many of
whom were receiving hospice care, and applied medically unnecessary amniotic allografts to these patients' wounds.
Many of the allografts allegedly were applied without coordination with the patients' treating physicians, without proper
treatment for infection, to superficial wounds that did not need this treatment, and to areas that far exceeded the size of
the wound. Certain defendants allegedly received millions in illegal kickbacks from the fraudulent billing scheme.

Prescription Opioid Trafficking

74 defendants, including 44 licensed medical professionals, were charged across 58 cases in connection with the
alleged illegal diversion of over 15 million pills of prescription opioids and other controlled substances. For example, five
defendants associated with one Texas pharmacy were charged with the unlawful distribution of over 3 million opioid pills.
As alleged, the defendants conspired to distribute massive quantities of oxycodone, hydrocodone, and carisoprodol,
which were subsequently trafficked by street-level drug dealers, generating large profits for the defendants. This
coordinated action is a continuation of the Health Care Fraud Unit's systematic approach to stopping drug trafficking
organizations and their pharmaceutical wholesale suppliers, which together have fueled an epidemic of prescription
opioid abuse for nearly a decade.

DEA also announced today that in the last six months, DEA charged 93 administrative cases seeking the revocation of
pharmacies, medical practitioners, and companies authority to handle and/or prescribe controlled substances.

Telemedicine and Genetic Testing Fraud

In today's Takedown, 49 defendants were charged in connection with the submission of over $1.17 billion in allegedly
fraudulent claims to Medicare resulting from telemedicine and genetic testing fraud schemes. For example, in the
Southern District of Florida, prosecutors charged an owner of telemedicine and durable medical equipment companies
with a $46 million scheme in which Medicare beneficiaries were allegedly targeted through deceptive telemarketing
campaigns and then fraudulent claims were submitted to Medicare for durable medical equipment and genetic tests for
these beneficiaries. The Department continues to focus on eliminating health care fraud schemes that depend on
telemedicine, including schemes involving fraudulent claims for genetic testing, durable medical equipment, and
COVID-19 tests.

Other Health Care Fraud Schemes

The other cases announced today charge an additional 170 defendants with various other health care fraud schemes
involving over $1.84 billion in allegedly false and fraudulent claims to Medicare, Medicaid, and private insurance
companies for diagnostic testing, medical visits, and treatments that were medically unnecessary, provided in
connection with kickbacks and bribes, or never provided at all. For example, in the Western District of Tennessee,
prosecutors charged three defendants, including business owners and a pharmacist, with a $28.7 million scheme to
defraud the Federal Employees' Compensation Fund by allegedly billing for medications for injured United States Postal
Service employees that were never prescribed by a licensed practitioner and largely were not dispensed as claimed.
And in the Western District of Washington and the Northern District of California, prosecutors charged medical providers
with allegedly stealing fentanyl and hydrocodone, respectively, that was meant for the providers' patients, including child
patients in need of anesthesia.

Breaking Down Silos in the Fight Against Health Care Fraud

In connection with the coordinated nationwide law enforcement operation, the Department is announcing that it is
working closely with HHS-OIG, FBI, and other agencies to create a Health Care Fraud Data Fusion Center to bring
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together experts from the Department's Criminal Division, Fraud Section, Health Care Fraud Unit Data Analytics Team;
HHS-OIG; FBI; and other agencies to leverage cloud computing, artificial intelligence, and advanced analytics to identify
emerging health care fraud schemes. The Health Care Fraud Unit's Data Analytics Team was established in 2018 to
enhance the Unit's ability to detect, investigate, and prosecute complex health care fraud schemes. Joining forces with
data analysts from HHS-OIG, FBI, and other partners will increase efficiency, detection, and rapid prosecution of
emerging health care fraud schemes. It will also implement the President's Executive Order Stopping Waste, Fraud, and
Abuse by Eliminating Information Silos (Exec. Order No. 14243, 3 C.F.R. 294 (2025)) by reducing duplicative data
teams, increasing operational efficiency through a whole-of-government approach, and leveraging cloud computing,
artificial intelligence, and other agency resources.

The Fraud Section leads the Criminal Division's efforts to combat health care fraud through the Health Care Fraud Strike
Forces. Prior to the charges announced as part of today's nationwide Takedown and since its inception in March 2007,
the Health Care Fraud Strike Force, which operates in 27 districts, charged more than 5,400 defendants who collectively
billed Medicare, Medicaid, and private health insurers more than $27 billion.

The following materials related to today's announcement are available on the Health Care Fraud Unit's website through
these links:

* Graphics and Resources

* Case Descriptions

* Court Documents

An indictment, information, or complaint is merely an allegation. All defendants are presumed innocent until proven guilty
beyond a reasonable doubt in a court of law.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 06/13/2025 Entity Location: Illinois Government Program(s): Medicare, Medicaid

Connecticut Physician and Urgent Care Practice Pay Over $4.2 Million to Settle
False Claims Act Allegations

Company Name: Sidana, M.D., Jasdeep D/B/A DOCS
Medical, and Others
Settlement: $4,267,950

Issue(s): False Claims Act, Allergy Services, COVID-19
Testing, Office Visits
CIA Term: Three Years

The US Attorney for the District of Connecticut announced that Vanessa Roberts Avery, United States Attorney for the
District of Connecticut, and Phillip Coyne, Special Agent in Charge for the U.S. Department of Health and Human
Services, Office of the Inspector General, today announced that JASDEEP SIDANA, M.D. and DOCS MEDICAL
GROUP, INC. (doing business as Docs Medical), DOCS MEDICAL INC., DOCS URGENT CARE LLP, LUNG DOCS OF
CT, P.C., EPIC FAMILY PHYSICIANS, LLP, and CONTINUUM MEDICAL GROUP, LLC (collectively, "DOCS"), have
entered into a civil settlement agreement with the federal and state governments in which they will pay a total of
$4,267,950.21 to resolve allegations that they submitted false claims for payment to Medicare and the Connecticut
Medicaid program for medically unnecessary allergy services, unsupervised allergy services, and services improperly

Multiple Providers

Hospital

Long Term Care

Home Health Service

Medical Equipment
and Supplies

Physical and Other
Therapies

Behavioral Health

Laboratory

Other Providers and
Suppliers

Provider 

4

https://www.justice.gov/criminal/criminal-fraud/2025-national-health-care-fraud-takedown
https://www.justice.gov/criminal/criminal-fraud/health-care-fraud-unit/2025-national-hcf-case-summaries
https://www.justice.gov/criminal/criminal-fraud/health-care-fraud-unit/2025-national-hcf-court-documents
https://www.justice.gov/usao-ct/pr/connecticut-physician-and-urgent-care-practice-pay-over-42-million-settle-false-claims
https://www.justice.gov/usao-ct/pr/connecticut-physician-and-urgent-care-practice-pay-over-42-million-settle-false-claims
https://oig.hhs.gov/fraud/cia/agreements/JaseepSidanaMD.pdf
https://oig.hhs.gov/fraud/cia/agreements/JaseepSidanaMD.pdf


Prepared by SunHawk Consulting LLC
SunHawk™ is a trademark of

SunHawk Consulting LLC
© SunHawk Consulting LLC 2024

Portions of these materials are
protected by registered US copyrights

and other legal protections.

HHS OIG Audit and Enforcement Risk Analysis - Corporate Integrity Agreements (CIAs)

billed as though provided by Sidana. The agreement also resolves allegations that Sidana and DOCS improperly billed
for certain office visits associated with COVID-19 tests.

Sidana is a physician who specializes in pulmonology and is the owner and Chief Executive Officer of DOCS, a medical
practice with more than 20 facilities throughout Connecticut that offers a variety of services to its patients, including
primary and urgent care, allergy testing and treatment, and COVID testing.

Medicare and Connecticut Medicaid pay only for services or items that are medically necessary. Some services also
have supervision requirements, and allergy tests and the preparation of allergy immunotherapy must be directly
supervised by a physician. Direct supervision requires the supervising physician to be present in the same office suite,
and immediately available to render assistance if needed.

In early 2014, DOCS and Sidana started providing allergy testing and treatment services to their patients. The
government alleges that between October 1, 2016, and September 30, 2017, DOCS and Sidana submitted false claims
to Medicare and Medicaid for immunotherapy services that were not medically necessary, and were not directly
supervised by a physician. The allegations also involve claims to Medicare and Medicaid for medically unnecessary
annual re-testing of allergy patients between January 1, 2014, and November 11, 2018.

The government also alleges that between January 1, 2014, and January 1, 2019, DOCS and Sidana submitted claims
for medical services performed by Sidana on dates of service when he was traveling internationally and did not perform
or supervise the services. Instead, the services were actually performed by lower-level providers, who typically receive a
lower reimbursement rate from Medicare and Medicaid for such services.

Finally, the government contends that when administering tests for COVID, DOCS and Sidana improperly billed
Medicare and Connecticut Medicaid for certain evaluation and management ("E&M") services, commonly referred to as
office visits. The government alleges that between April 1, 2020, and December 31, 2020, on the same dates that
patients received COVID-19 tests, DOCS and Sidana submitted claims for moderately complex "level 3" E&M services,
when those level 3 office visits were not in fact provided.

As part of this settlement, DOCS and Sidana have entered into a three-year Integrity Agreement with the Department of
Health and Human Services, Office of the Inspector General that is designed to ensure future compliance with the
requirements of federal healthcare programs.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 12/13/2022 Entity Location: Connecticut Government Program(s): Medicare, Connecticut
Medicaid
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[NEW] Fresno-Based Community Health System Agree to Pay $31.5 Million to
Resolve Allegations of False Claims Act Violations

Company Name: Fresno Community Hospital and
Medical Center D/B/A Community Health System
Settlement: $31,500,000

Issue(s): False Claims Act, Anti-Kickback Statute, Stark
Law, Medical Services
CIA Term: Five Years

The US Attorney for the District of Eastern California announced that Community Health System and its affiliate
Physician Network Advantage Inc. have agreed to pay $31.5 million to the United States to resolve allegations that they
violated the False Claims Act based on financial benefits provided to referring physicians, Acting U.S. Attorney Michele
Beckwith announced today. Community Health System operates in Fresno County and includes hospitals Community
Regional Medical Center and Clovis Community Medical Center.

The civil settlement announced today resolves allegations that Community Health System and Physician Network
Advantage Inc. (PNA) provided several types of extravagant benefits to induce physicians in the Fresno area to refer
their patients to Community facilities for medical services, in violation of the False Claims Act. PNA is a health care
technology business formed and funded by Community to support Fresno-area physicians' adoption of the electronic
health records platform used by Community. The United States contends that PNA also played a key role in securing
business for Community by unlawful means. In a custom-built lounge located on premises at PNA's offices, known as
HQ2, PNA provided expensive wine, liquor, cigars, and meals to referring physicians, with the knowledge and funding of
Community.

The settlement also resolves allegations that Community and PNA provided financial subsidies for electronic health
records technology and equipment used by certain physicians in their private offices in return for the referral of
governmental health care program patients to Community. Further, the settlement resolves allegations that Community
paid bonuses to certain physicians ostensibly for participation in clinical integration activities, when the real purpose of
the bonuses was to reward referrals.

The United States contends that these financial benefits violated the federal Anti-Kickback Statute, resulting in false
claims for the medical services referred by physicians receiving the benefits, that were submitted to governmental health
care programs. The United States also contends that the conduct described above created financial relationships with
referring physicians under the Physician Self-Referral Law (known as the "Stark Law"). The Stark Law seeks to
safeguard the integrity of the Medicare program by prohibiting a hospital from billing for certain services referred by
physicians with whom the hospital has a financial relationship, unless that relationship satisfies one of the law's statutory
or regulatory exceptions, which the United States contends were not met.

In connection with the settlement, Community entered into a five-year Corporate Integrity Agreement with HHS-OIG that
requires, among other conditions, the implementation of a risk assessment and internal review process designed to
identify and address evolving compliance risks. The Corporate Integrity Agreement also requires an independent review
organization to annually assess the policies and systems to track arrangements with some referral sources.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.
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Date: 05/07/2025 Entity Location: California Government Program(s): Medicare

California Hospital to Pay $10.25M to Resolve False Claims Allegations

Company Name: Oroville Hospital
Settlement: $10,250,000

Issue(s): False Claims Act, Anti-Kickback, Stark Law,
Inpatient Admissions
CIA Term: Five Years

The US DOJ announced that Oroville Hospital, located in Oroville, California, has agreed to pay $10,250,000, to the
United States and the State of California to resolve allegations that it knowingly submitted false claims to Medicare and
Medicaid arising from medically unnecessary inpatient hospital admissions, a kickback and physician self-referral
scheme and the use of erroneous diagnosis codes. Oroville Hospital will pay $9,518,954 to the federal government and
$731,046 to the State of California.

The United States alleged that Oroville Hospital admitted patients and billed Medicare and Medicaid for more expensive
inpatient hospital stays when inpatient care was not medically necessary and observation status or outpatient care was
appropriate. The United States also alleged that Oroville Hospital illegally incentivized inpatient admissions by paying
financial bonuses to doctors who worked full time at the hospital and were in a position to influence whether or not
patients were admitted to the hospital. The bonuses paid by Oroville Hospital took into account the volume or value of
admissions by these physicians. Oroville Hospital further allegedly submitted claims to Medicare and Medicaid that
included false diagnosis codes for systemic inflammatory response syndrome (SIRS), resulting in excessive
reimbursement to the Hospital.

In connection with the settlement, Oroville Hospital entered into a five-year Corporate Integrity Agreement (CIA) with the
Department of Health and Human Services Office of Inspector General (HHS-OIG) that requires, among other
conditions, the implementation of a risk assessment and internal review process designed to identify and address
evolving compliance risks. The CIA also requires an independent review organization to annually assess both the
medical necessity and appropriateness of select claims billed to Medicare and policies and systems to track
arrangements with some referral sources.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 11/22/2024 Entity Location: California Government Program(s): Medicare, Medicaid
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Cape Cod Hospital to Pay $24.3 Million to Resolve Allegations That It Failed to
Comply With Medicare Cardiac Procedure Rules

Company Name: Cape Cod Hospital
Settlement: $24,300,000

Issue(s): False Claims Act, Cardiology
CIA Term: Five Years

The US Attorney for the District of Massachusetts announced that Cape Cod Hospital has agreed to pay $24.3 million to
resolve allegations that it knowingly submitted claims to Medicare for transcatheter aortic valve replacement (TAVR)
procedures that failed to comply with Medicare rules specifying the way in which hospitals were required to evaluate
patient suitability for the procedures.

Beginning in 2015, Cape Cod Hospital began offering TAVR procedures for patients suffering from aortic stenosis, a
serious heart condition that restricts blood flow from the heart to the rest of the body. A TAVR procedure involves
replacing a patient's damaged heart valve with an artificial one. Medicare rules at the time required that, prior to
performing a TAVR procedure, hospitals engage specified clinical personnel to conduct an independent examination of
prospective patients to evaluate their suitability for TAVR; document the rationale for their clinical judgment; and make
the rationale available to the medical team performing the TAVR procedure.

The settlement resolves allegations that from November 2015 through December 2022, Cape Cod Hospital knowingly
submitted hundreds of claims to Medicare for TAVR procedures that did not comply with the applicable Medicare
requirements. In some instances, not enough physicians examined a patient's suitability for the procedure, while in other
instances the physicians failed to document and share their clinical judgment with the medical team responsible for the
TAVR procedure.

In connection with the settlement, Cape Cod Hospital has entered into a five-year Corporate Integrity Agreement with the
U.S. Department of Health and Human Services, Office of Inspector General (HHS-OIG), which provides for an annual
review of its paid Medicare claims by an Independent Review Organization.

Cape Cod Hospital received credit under the Department's guidelines for taking disclosure, cooperation, and remediation
into account in False Claims Act cases. Among other actions, Cape Cod Hospital voluntarily produced materials,
identified the relevant medical records, admitted that it failed to adhere to the applicable Medicare requirements and
implemented appropriate remedial measures.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 05/14/2024 Entity Location: Massachusetts Government Program(s): Medicare
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New Jersey Hospital and Investors to Pay the United States $30.6 Million for
Alleged False Claims Related to Excessive Cost Outlier Payments

Company Name: Columbus LTACH, LLC D/B/A Silver
Lake Hospital
Settlement: $18,600,000

Issue(s): False Claims Act, Federal Debt Collection
Procedures Act, Long-Term Care
CIA Term: Five Years

The US DOJ announced that Columbus LTACH, doing business as Silver Lake Hospital (Silver Lake), a long-term care
hospital based in Newark, New Jersey, has agreed to pay over $18.6 million, plus interest, to resolve alleged False
Claims Act violations for claiming excessive cost outlier payments from the Medicare program. In addition, certain Silver
Lake investors have agreed to pay $12 million, plus interest, to resolve alleged Federal Debt Collection Procedures Act
(FDCPA) violations for the fraudulent transfer of money by the hospital to its investors. The settlement amounts will be
paid over a five year period, and the Silver Lake payment was negotiated based on the hospital's lack of ability to pay.

In addition to its standard payment system, Medicare provides supplemental reimbursement to hospitals called "cost
outlier" payments in cases where the cost of care is unusually high. Congress enacted the supplemental outlier payment
system to ensure that hospitals possess the incentive to treat inpatients whose care may be unusually expensive. These
cost outlier payments are made based on a formula set forth in the relevant regulations that attempt to adjust a hospital's
charges to the hospital's costs by multiplying the hospital's current charges by the hospital's cost-to-charge ratios derived
from the hospital's previously submitted cost reports. Because the previously submitted cost reports may not reflect the
hospital's current cost to charge ratios, the Medicare program also provides for a retrospective reconciliation process,
whereby after the hospital's cost-to-charge ratio for the applicable time period is finalized, the hospital may be required to
pay back excessive outlier payments that it received. This settlement resolves allegations that Silver Lake improperly
distorted the cost outlier payment system by rapidly increasing its charges well in excess of any increase in its costs and
far beyond what the hospital had the financial ability to repay once its Medicare cost reports were reconciled to account
for these charge increases.

The settlement also resolves allegations that Silver Lake transferred millions of dollars in the hospital's money to its
investors without receiving equivalent value in return, at a time when the hospital had reason to believe that it would not
be able to repay its debts to the Medicare program. The United States alleged that such conduct violated the FDCPA.

According to the settlement agreement with the United States, the payments made to resolve the United States' FDCPA
allegations will be made by Dr. Richard Lipsky, Silver Lake's principal investor, and Columbus Management South LLC,
an entity through which other Silver Lake investors received cash distributions from the hospital.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 01/12/2024 Entity Location: New Jersey Government Program(s): Medicare
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Indiana Health Network Agrees to Pay $345 Million to Settle Alleged False
Claims Act Violations

Company Name: Community Health Network, Inc.
Settlement: $345,000,000

Issue(s): False Claims Act, Stark Law, Cardiology,
Cardiothoracic Surgery, Vascular Surgery, Neurosurgery,
Breast Surgery
CIA Term: Five Years

The US DOJ announced that Community Health Network Inc. (Community), a health care network headquartered in
Indianapolis, has agreed to pay the United States $345 million to resolve allegations that it violated the False Claims Act
by knowingly submitting claims to Medicare for services that were referred in violation of the Stark Law.

The Stark Law seeks to safeguard the integrity of the Medicare program by prohibiting a hospital from billing for certain
services referred by physicians with whom the hospital has a financial relationship, unless that relationship satisfies one
of the law's statutory or regulatory exceptions. Under the Stark Law, when a hospital employs a physician, the hospital
may not submit claims for certain services referred by that physician unless the physician's compensation is consistent
with fair market value and not based on the value or volume of their referrals to the hospital. In this lawsuit, the United
States alleged that the compensation Community paid to its cardiologists, cardiothoracic surgeons, vascular surgeons,
neurosurgeons and breast surgeons was well above fair market value, that Community awarded bonuses to physicians
that were tied to the number of their referrals, and that Community submitted claims to Medicare for services that
resulted from these unlawful referrals.

The United States' complaint alleged that beginning in 2008 and 2009, senior management at Community embarked on
an illegal scheme to recruit physicians for employment for the purpose of capturing their lucrative "downstream
referrals." Community successfully recruited hundreds of local physicians, including cardiovascular specialists,
neurosurgeons and breast surgeons, by paying them salaries that were significantly higher -- sometimes as much as
double -- what they were receiving in their own private practices. Community was well aware of the Stark Law
requirements that the compensation of employed physicians had to be fair market value and could not take into account
the volume of referrals. Community hired a valuation firm to analyze the compensation it proposed paying to its recruited
specialists. The complaint alleged that Community knowingly provided the firm with false compensation figures so that
the firm would render a favorable opinion. The complaint further alleged that Community ignored repeated warnings from
the valuation firm regarding the legal perils of overcompensating its physicians. In addition to paying specialists
excessive compensation, the complaint alleged that Community awarded incentive compensation to physicians, in the
form of certain financial performance bonuses that were based on the physicians reaching a target of referrals to
Community's network, again in violation of the Stark Law.

Under the settlement, in addition to paying the United States $345 million, Community will enter into a five-year
Corporate Integrity Agreement with HHS-OIG.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 12/18/2023 Entity Location: Indiana Government Program(s): Medicare
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Illinois Hospital Agrees to Pay $12.5 Million to Settle Allegations of Billing Error

Company Name: St. Elizabeth's Hospital of the Hospital
Sisters of the Third Order of St. Francis D/B/A HSHS St.
Elizabeth's Hospital
Settlement: $12,500,000

Issue(s): False Claims Act, Urgent Care
CIA Term: Five Years

The US Attorney for the Central District of Illinois announced that St. Elizabeth's Hospital of the Hospital Sisters Health
System ("St. Elizabeth") in O'Fallon, Illinois, this week agreed to pay $12.5 million to resolve allegations that it committed
billing errors that may have resulted in an overpayment for services. A lawsuit alleged that the hospital submitted claims
for urgent care services billed at a higher level of service. When the errors were brought to the attention of St. Elizabeth,
the hospital fully cooperated with the Department of Justice's investigation.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 01/30/2023 Entity Location: Illinois Government Program(s): Medicare, Medicaid

Three Health Care Providers Agree to Pay $22.5 Million for Alleged False Claims
to California's Medicaid Program

Company Name: Sierra Vista Regional Medical Center,
and Others
Settlement: $7,500,000

Issue(s): False Claims Act, Medicaid
CIA Term: Five Years

The US DOJ announced that Dignity Health (Dignity), a not-for-profit health system that owns and operates three
hospitals and one clinic in Santa Barbara County and San Luis Obispo County, California, and Twin Cities Community
Hospital (Twin Cities) and Sierra Vista Regional Medical Center (Sierra Vista), two acute healthcare facility subsidiaries
of Tenet Healthcare Corporation operating in San Luis Obispo County, California, have agreed to pay a total of $22.5
million pursuant to two separate settlements to resolve allegations that they violated the federal False Claims Act and
the California False Claims Act by causing the submission of false claims to Medi-Cal related to Medicaid Adult
Expansion under the Patient Protection and Affordable Care Act (ACA).

Pursuant to the ACA, beginning in January 2014, Medi-Cal was expanded to cover the previously uninsured "Adult
Expansion" population - adults between the ages of 19 and 64 without dependent children with annual incomes up to
133% of the federal poverty level. The federal government fully funded the expansion coverage for the first three years of
the program. Under contracts with California's Department of Health Care Services (DHCS), if a California county
organized health system (COHS) did not spend at least 85% of the funds it received for the Adult Expansion population
on "allowed medical expenses," the COHS was required to pay back to the state the difference between 85% and what it
actually spent. California, in turn, was required to return that amount to the federal government.

The two settlements resolve allegations that Dignity, Twin Cities and Sierra Vista knowingly caused the submission of
false claims to Medi-Cal for "Enhanced Services" that Dignity purportedly provided to the Adult Expansion patients of a
COHS between Feb. 1, 2015, and June 30, 2016, and that Twin Cities and Sierra Vista purportedly provided to such
patients between Jan. 1, 2014, and April 30, 2015. The United States and California alleged that the payments were not
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"allowed medical expenses" permissible under the contract between DHCS and the COHS; were pre-determined
amounts that did not reflect the fair market value of any Enhanced Services provided; and/or the Enhanced Services
were duplicative of services already required to be rendered. The United States and California further alleged that the
payments were unlawful gifts of public funds in violation of the California Constitution.

As a result of the settlements, Dignity will pay $13.5 million to the United States and $1.5 million to the State of
California, and Twin Cities and Sierra Vista will pay $6.75 million to the United States and $750,000 to the State of
California.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 12/05/2022 Entity Location: California Government Program(s): Medi-Cal, Medicaid Adult
Expansion under the ACA
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[NEW] U.S. Attorney's Office Participates in National Health Care Fraud
Takedown Resulting in $2 Million Civil Settlement

Company Name: Riverpark Operations, LLC, and Others
Settlement: $2,000,000

Issue(s): False Claims Act, Nursing Home Services
CIA Term: Five Years

The US Attorney for the District of Oregon announced that a $2 million civil settlement has been reached to resolve
alleged violations of the False Claims Act. The settlement is a joint agreement between the United States, Riverpark
Operations, LLC (Riverpark), Avamere Group, LLC (Avamere), and the Oregon Department of Justice Medicaid Fraud
Control Unit (Oregon DOJ MFCU) on behalf of the state of Oregon. The Oregon Health Authority (OHA) administers
Oregon's Medicaid program using a combination of state and federal funding. This civil settlement is part of the
Department of Justice's 2025 National Health Care Fraud Takedown.

Riverpark and its parent company Avamere have agreed to pay the United States $2 million and perform corrective
actions to resolve allegations that Riverpark fraudulently billed Medicare and Oregon Medicaid for grossly substandard
nursing home services. Riverpark operates a 119-bed skilled nursing home facility in Eugene, Oregon, under the name
Avamere Riverpark of Eugene. During November and December 2017, and between September 2018 and July 2019,
Riverpark is alleged to have provided grossly substandard services to Medicare and Medicaid beneficiaries who resided
at the facility when staffing levels did not meet minimum staffing requirements. Among other things, the United States
and the Oregon DOJ MFCU allege that, during these timeframes, Riverpark's failure to adequately staff the facility
resulted in residents experiencing increased instances and severity of preventable urinary tract infections, pressure
sores, and falls.

In connection with the settlement, Riverpark and Avamere have entered into a Quality-of-Care Corporate Integrity
Agreement with the U.S. Department of Health and Human Services Office of Inspector General (HHS-OIG), which will
remain in effect for five years to address quality of care and resident safety within the skilled nursing facility.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 06/30/2025 Entity Location: Oregon Government Program(s): Medicare, Oregon Medicaid
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[NEW] Ohio Based Nonprofit and Affiliated Nursing Homes Agree to Pay $3.61M
to Resolve False Claims Act Liability

Company Name: American Health Foundation
Montgomery, Inc. D/B/A Cheltenham Nursing and
Rehabilitation Center, and Others
Settlement: $3,610,000

Issue(s): False Claims Act, Skilled Nursing Services
CIA Term: Five Years

The US DOJ announced that American Health Foundation (AHF), its affiliate AHF Management Corporation, and three
affiliated nursing homes -- Cheltenham Nursing & Rehabilitation Center (Cheltenham), The Sanctuary at Wilmington
Place (Wilmington Place), and Samaritan Care Center and Villa (Samaritan) -- have agreed to pay $3.61 million to
resolve claims related to billing Medicare and Medicaid for grossly substandard skilled nursing services between 2016
and 2018. AHF is a nonprofit corporation that is headquartered in Dublin, Ohio, and owns and controls nursing homes in
Ohio and Pennsylvania. Cheltenham is a 255-bed nursing home located in Philadelphia, Pennsylvania; Wilmington
Place is a 63-bed nursing home located in Dayton, Ohio; and Samaritan is a 56-bed nursing home located in Medina,
Ohio.

The United States' complaint, filed in June 2022, alleged that the aforementioned three AHF nursing homes provided
grossly substandard services that failed to meet required standards of care in various ways. For example, the United
States alleged that each facility failed to follow appropriate infection control protocols and had problems maintaining
adequate staffing levels. The United States also alleged that Cheltenham housed its residents in a dirty, pest-infested
building; gave its residents unnecessary medications, including antibiotic, antipsychotic, antianxiety, and hypnotic drugs;
deprived its residents of their dignity by subjecting them to verbal abuse, leaving them without meaningful activities or
stimulation, and failing to safeguard their possessions, including money, clothing, and other personal items; and failed to
provide needed psychiatric care. The United States similarly alleged that Wilmington Place had repeated failures relating
to resident mediations, including the provision of unnecessary drugs, and persistently failed to create and maintain
crucial resident care plans and assessments. Finally, the United States alleged that Samaritan had repeated failures
related to resident care plans and assessments, and housed residents in a building and on grounds that often were not
safe and sanitary.

Contemporaneously with the settlement announced today, the AHF entities agreed to enter into a chain-wide, quality of
care Corporate Integrity Agreement with the United States Department of Health and Human Services, Office of
Inspector General, which will remain in effect for five years and address quality of care and resident safety within the
AHF entities' skilled nursing facilities.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 06/03/2025 Entity Location: Ohio Government Program(s): Medicare, Medicaid
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The Grand Health Care System and Twelve Affiliated Skilled Nursing Facilities
to Pay $21.3 Million for Allegedly Providing and Billing for Fraudulent
Rehabilitation Therapy Services

Company Name: Strauss Ventures, LLC D/B/A The
Grand Healthcare System, and Others
Settlement: $21,300,000

Issue(s): False Claims Act, Rehabilitation Therapy
CIA Term: Five Years

The US Attorney for the Northern District of New York announced that Strauss Ventures LLC doing business as The
Grand Health Care System and 12 affiliated skilled nursing facilities (collectively, the Grand), have agreed to resolve
allegations that they violated the False Claims Act by knowingly billing federal health care programs for therapy services
that were unreasonable, unnecessary, unskilled, or that simply did not occur as billed. Many of the settling facilities are
located in upstate and central New York, including in Albany, Oneida, Madison, Columbia, and Herkimer counties.

The settlement resolves allegations that from as early as January 1, 2014 to September 30, 2019, the Grand knowingly
submitted false claims for rehabilitation therapy for residents at 12 facilities Strauss Ventures owned and operated.
During this period, Medicare Part A (Medicare's hospital insurance, which also pays for care in a skilled nursing facility in
some circumstances) and TRICARE (the federal health care program for the Department of Defense) paid for such
services at rates that varied based on the number of minutes of skilled rehabilitation therapy provided. The Grand
allegedly submitted bills where the reimbursement claimed was based on providing more therapy than was reasonable
and necessary, or in some cases where the therapists did not provide the amount of therapy reported.

As part of the settlement, the Grand admitted that certain now-former Grand management level employees implemented
quotas that each of the 12 facilities was expected to reach, including quotas relating to beneficiaries' lengths of stay and
to the percentage of beneficiaries billed at the highest reimbursement level. To meet these quotas, facilities often
scheduled patients to receive therapy without consideration of what was reasonable and necessary based on the
individual patients' clinical condition. In addition, the Grand directed that no more than three patients be discharged from
any facility per week and instructed that no Medicare Part A patients should be discharged from rehabilitation therapy
unless it had been discussed with corporate officials. The Grand admitted that this resulted in some Medicare
beneficiaries "staying on therapy longer than was reasonable and medically necessary."

The Grand acknowledged that there were various instances where supervisory officials, who did not personally evaluate
or treat patients, set or adjusted the number of minutes of therapy that a Medicare patient would receive. The Grand also
acknowledged that there were instances where supervisory personnel falsified the number of therapy minutes in the
Grand's electronic recordkeeping system or instructed subordinates to do so, well after the therapy was allegedly
rendered.

The settlement also resolves federal allegations that the Grand submitted false claims to Medicaid for services rendered
at its Pawling, New York nursing home between January 1, 2016 and June 30, 2021. These claims were allegedly false
because the reimbursement rate was inflated by data inaccurately reflecting the degree of care, including rehabilitation
therapy services, needed by Medicaid patients there.

The Grand has also entered into a five-year Corporate Integrity Agreement with the Department of Health and Human
Services Office of Inspector General (HHS-OIG) that requires an independent review organization to annually assess the
medical necessity and appropriateness of therapy services billed to Medicare.
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The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 07/02/2024 Entity Location: New York Government Program(s): Medicare Part A, TRICARE,
Medicaid

California-Based Nursing Home Chain and Two Executives to Pay $7M to Settle
Alleged False Claims for Nursing Home Residents Who Merely Had Been Near
Other People With COVID-19

Company Name: Renew Health Consulting Services,
LLC, and Others
Settlement: $7,084,000

Issue(s): False Claims Act, Nursing Home Care
CIA Term: Five Years

The US DOJ announced that the United States and the State of California have reached a $7,084,000 civil settlement
with ReNew Health Group LLC, ReNew Health Consulting Services LLC and two corporate executives for knowingly
submitting false Medicare Part A claims for nursing home residents.

During the COVID-19 pandemic, in order to conserve hospital beds, the Centers for Medicare and Medicaid Services
waived the requirement that a person must have had a hospital stay of at least three days (signaling an acute illness or
injury) before reimbursing for skilled care in a nursing home. The United States and the State of California alleged that
the defendants knowingly misused this waiver by routinely submitting claims for nursing home residents when they did
not have COVID-19 or any other acute illness or injury, but merely had been near other people who had COVID-19.
Under the settlement, the defendants will pay $6,841,727 to the United States and $242,273 to the State of California,
plus interest.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 04/11/2024 Entity Location: California Government Program(s): Medicare Part A

California Skilled Nursing Facilities, Owner and Management Company Agree to
$45.6 Million Consent Judgement to Settle Allegations of Kickbacks to
Referring Physicians

Company Name: Paksn, Inc., Aakash, Inc. D/B/A Park
Central Care & Rehabilitation Center, and Others
Settlement: $45,600,000

Issue(s): Anti-Kickback Statute, False Claims Act, Skilled
Nursing Facilities
CIA Term: Five Years

The US DOJ announced that Prema Thekkek, her management company, Paksn Inc., and six skilled nursing facilities
(SNFs) owned by Thekkek and/or operated by Paksn have agreed to enter into a $45.6 million consent judgment to
resolve allegations that they submitted or caused the submission of false claims to Medicare by paying kickbacks to
physicians to induce patient referrals. The six settling SNFs are Kayal Inc. (doing business as Bay Point Healthcare
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Center), Nadhi Inc. (doing business as Gateway Care & Rehabilitation Center), Oakrheem Inc. (doing business as
Hayward Convalescent Hospital), Bayview Care Inc. (doing business as Hilltop Care and Rehabilitation Center), Aakash
Inc. (doing business as Park Central Care & Rehabilitation Center) and Nasaky Inc. (doing business as Yuba Skilled
Nursing Center) (collectively the SNF Defendants).

The Anti-Kickback Statute prohibits offering or paying remuneration to induce the referral of items or services covered by
Medicare, Medicaid and other federally funded health care programs. It is intended to ensure that medical
decision-making is based on the best interests of patients and not compromised by improper financial incentives to
providers.

From 2009 to 2021, the SNF Defendants, under the direction and control of Thekkek and Paksn, systematically entered
into medical directorship agreements with physicians that purported to provide compensation for administrative services,
but in reality were vehicles for the payment of kickbacks to induce the physicians to refer patients to the six SNFs.
Specifically, the defendants hired physicians who promised in advance to refer a large number of patients to the SNFs,
paid physicians in proportion to the number of their expected referrals and terminated physicians who did not refer
enough patients.

On one occasion, a Paksn employee told Thekkek that two physicians were being hired because "they are promising at
least 10 patients for $2000 per month," to which Thekkek responded, "good job. Make sure they give you patients
everyday. [W]e can also expand to other buildings with them, if possible." On another occasion, an employee informed
Thekkek that the defendants previously had paid a certain doctor "$1500 each month and he only send [sic] us 2
patients[,] so we didn't pay him anything from Jan[uary] onwards." On a third occasion, Thekkek rejected a proposed
stipend for a new medical director, explaining that the defendants had paid the previous medical director that amount
because "we were getting admission[s] from him," whereas she did not expect the new medical director to refer many
patients. More generally, Thekkek complained that if her employees did not pay medical directors promptly every month,
"[t]hese doctors will not give us patients."

Under the settlement announced today, in addition to entering into a $45,645,327.25 consent judgment, the defendants
will make scheduled payments to the United States of at least $385,000 over the next five years. That payment schedule
was negotiated based on the defendants' lack of ability to pay.

In addition to resolving their False Claims Act liability, the defendants have entered into a five-year corporate integrity
agreement with the HHS-OIG which requires, among other compliance obligations, an Independent Review
Organization's review of their physician relationships.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 11/09/2023 Entity Location: California Government Program(s): Medicare, Medicaid, other
federally funded health care programs
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Queens Physician Settles Health Care Fraud Claims for $1.3 Million and Enters
into Integrity Agreement to Ensure Future Compliance

Company Name: Arora, M.D., Arun
Settlement: $1,300,000

Issue(s): False Claims Act, Routine Care
CIA Term: Three Years

The US Attorney for the Eastern District of New York announced today a settlement agreement with Queens-based
physician Arun Arora. The settlement agreement addresses allegations that Dr. Arora violated the federal False Claims
Act by billing Medicare for critical care services to residents of nursing homes when, in fact, he provided only routine
care.

Dr. Arora provided care to residents of nursing homes. That care was, for the most part, routine care, such as regular
medical checkups. The Government contends that, rather than billing for his services as routine care, Dr. Arora billed
Medicare for critical care services. Critical care services involve imminent life-threatening deterioration of the patient's
condition. Medicare reimburses health care providers at a higher rate for critical care services than for routine care. By
billing for critical care services when he provided only routine care, as the Government contends, Dr. Arora received
extra payment for care that he did not provide.

Under the terms of the agreement with the United States, Dr. Arora will pay $1.3 million for conduct that took place in the
years 2019 to 2023. In addition to the payment to resolve the government's fraud claims, Dr. Arora has entered into a
separate Integrity Agreement with the U.S. Department of Health and Human Services, Office of Inspector General. The
Integrity Agreement imposes a number of obligations on Dr. Arora, all of which are meant to ensure that he complies
with Medicare rules and regulations going forward.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 09/20/2023 Entity Location: New York Government Program(s): Medicare

California Skilled Nursing Facility and Management Company Agree to Pay
$3.825 Million to Settle Allegations of Kickbacks to Referring Physicians

Company Name: Rockport Healthcare Services, and
Others
Settlement: $3,825,000

Issue(s): False Claims Act, Anti-Kickback Statute, Skilled
Nursing
CIA Term: Five Years

The US DOJ announced that Alta Vista Healthcare & Wellness Centre, LLC (Alta Vista), a skilled nursing facility in
Riverside, California, and its management company, Rockport Healthcare Services (Rockport), have agreed to pay the
United States and California a total of $3.825 million to resolve allegations that they submitted and caused the
submission of false claims to Medicare and Medicaid by paying kickbacks to physicians to induce patient referrals. The
settlement amount was negotiated based on Alta Vista's and Rockport's lack of ability to pay.

The Anti-Kickback Statute prohibits offering or paying remuneration to induce the referral of items or services covered by
Medicare, Medicaid, and other federally funded programs. It is intended to ensure that medical decision-making is not
compromised by improper financial incentives and is instead based on the best interests of the patient.

Multiple Providers

Hospital

Long Term Care

Home Health Service

Medical Equipment
and Supplies

Physical and Other
Therapies

Behavioral Health

Laboratory

Other Providers and
Suppliers

Provider 

18

https://www.justice.gov/usao-edny/pr/queens-physician-settles-health-care-fraud-claims-13-million-and-enters-integrity-0
https://www.justice.gov/usao-edny/pr/queens-physician-settles-health-care-fraud-claims-13-million-and-enters-integrity-0
https://oig.hhs.gov/fraud/cia/agreements/Arun_Arora_MD_09202023.pdf
https://www.justice.gov/opa/pr/california-skilled-nursing-facility-and-management-company-agree-pay-3825-million-settle
https://www.justice.gov/opa/pr/california-skilled-nursing-facility-and-management-company-agree-pay-3825-million-settle
https://oig.hhs.gov/fraud/cia/agreements/Rockport_Healthcare_Services.pdf
https://oig.hhs.gov/fraud/cia/agreements/Rockport_Healthcare_Services.pdf


Prepared by SunHawk Consulting LLC
SunHawk™ is a trademark of

SunHawk Consulting LLC
© SunHawk Consulting LLC 2024

Portions of these materials are
protected by registered US copyrights

and other legal protections.

HHS OIG Audit and Enforcement Risk Analysis - Corporate Integrity Agreements (CIAs)

From 2009 through 2019, Alta Vista, under the direction and control of Rockport, gave certain physicians extravagant
gifts, including expensive dinners for the physicians and their spouses, golf trips, limousine rides, massages, e-reader
tablets, and gift cards worth up to $1,000. Separately, Alta Vista paid these physicians monthly stipends of $2,500 to
$4,000, purportedly for their services as medical directors. At least one purpose of these gifts and payments was to
induce these physicians to refer patients to Alta Vista.

The defendants' conduct allegedly resulted in false claims to Medicare and California's Medicaid programs, the latter of
which is jointly funded by the federal government and California. Under the settlement, they will pay $3,228,300 to the
United States and $596,700 to California.

In addition to resolving their False Claims Act liability, Alta Vista and Rockport have entered into a five-year Corporate
Integrity Agreement with the HHS-OIG which requires, among other compliance obligations, an Independent Review
Organization's review of Alta Vista's and Rockport's physician relationships.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 06/14/2023 Entity Location: California Government Program(s): Medicare, Medicaid
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Carter Healthcare Affiliates and Two Senior Managers to Pay $7.175 Million to
Resolve False Claims Act Allegations for False Florida Home Health Billings

Company Name: CHC-FLA, LLC
Settlement: $6,925,000

Issue(s): False Claims Act, Home Health
CIA Term: Five Years

The US DOJ announced that Carter Healthcare LLC, an Oklahoma-based for-profit home health provider, its affiliates
CHC Holdings and Carter-Florida (collectively Carter Healthcare), and their President Stanley Carter and Chief
Operations Officer Bradley Carter have agreed to pay $7.175 million to resolve allegations that they violated the False
Claims Act by billing the Medicare program for medically unnecessary therapy provided to patients in Florida. Bradley
Carter will pay $175,000, Stanley Carter will pay $75,000, and Carter Healthcare will pay the remaining $6.925 million of
the settlement.

Between 2014 and 2016, Carter Healthcare allegedly billed the Medicare Program knowingly and improperly for home
healthcare to patients in Florida based on therapy provided without regard to medical necessity and overbilled for
therapy by upcoding patients' diagnoses.

Both Stanley Carter and Bradley Carter agreed to be excluded from participation in all Federal health care programs for
a period of five years pursuant to 42 U.S.C. SS 1320a-7(b)(7), the statutory authority to exclude from federal health
programs individuals or entities who engaged in fraud or kickbacks.

Carter Healthcare also agreed to be bound by the terms of a corporate integrity agreement with the Department of
Health and Human Services - Office of Inspector General that requires the company to implement compliance measures
designed to avoid or promptly detect conduct similar to that which gave rise to the settlement.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 09/26/2022 Entity Location: Oklahoma Government Program(s): Medicare

Carter Healthcare Affiliates and Two Senior Managers to Pay $7.175 Million to
Resolve False Claims Act Allegations for False Florida Home Health Billings

Company Name: CHC Holdings, LLC D/B/A Carter
Healthcare
Settlement: $6,925,000

Issue(s): False Claims Act, Home Health
CIA Term: Five Years

The US DOJ announced that Carter Healthcare LLC, an Oklahoma-based for-profit home health provider, its affiliates
CHC Holdings and Carter-Florida (collectively Carter Healthcare), and their President Stanley Carter and Chief
Operations Officer Bradley Carter have agreed to pay $7.175 million to resolve allegations that they violated the False
Claims Act by billing the Medicare program for medically unnecessary therapy provided to patients in Florida. Bradley
Carter will pay $175,000, Stanley Carter will pay $75,000, and Carter Healthcare will pay the remaining $6.925 million of
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the settlement.

Between 2014 and 2016, Carter Healthcare allegedly billed the Medicare Program knowingly and improperly for home
healthcare to patients in Florida based on therapy provided without regard to medical necessity and overbilled for
therapy by upcoding patients' diagnoses.

Both Stanley Carter and Bradley Carter agreed to be excluded from participation in all Federal health care programs for
a period of five years pursuant to 42 U.S.C. SS 1320a-7(b)(7), the statutory authority to exclude from federal health
programs individuals or entities who engaged in fraud or kickbacks.

Carter Healthcare also agreed to be bound by the terms of a corporate integrity agreement with the Department of
Health and Human Services - Office of Inspector General that requires the company to implement compliance measures
designed to avoid or promptly detect conduct similar to that which gave rise to the settlement.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 09/26/2022 Entity Location: Oklahoma Government Program(s): Medicare
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Lincare Holdings Agrees to Pay $29 Million to Resolve Claims of Overbilling
Medicare for Oxygen Equipment in Largest-Ever Health Care Fraud Settlement
in Eastern Washington

Company Name: Lincare Inc.
Settlement: $29,000,000

Issue(s): False Claims Act, Oxygen Equipment
CIA Term: Five Years

The US Attorney for the District of Eastern Washington announced that Lincare Holdings, Inc., a Florida-based,
wholly-owned subsidiary of German multinational chemical corporation Linde plc, has agreed to pay $29 million and
perform extensive corrective actions to resolve allegations that it fraudulently overbilled Medicare and Medicare
Advantage Plans for oxygen equipment, announced Vanessa R. Waldref, the United States Attorney for the Eastern
District of Washington. The settlement announced today is the largest-ever health care fraud settlement in the Eastern
District of Washington.

Lincare provides oxygen equipment to patients with respiratory ailments such as Chronic Obstructive Pulmonary
Disease (COPD), including leasing oxygen tanks and home and portable oxygen concentrators to assist patients to
breathe while in the home or traveling. Between 2012 and 2023, traditional Medicare (also known as Medicare Part B)
reimbursed providers such as Lincare for the lease payments on oxygen equipment, but after three years of monthly
lease payments, providers such as Lincare were required to continue to provide the oxygen equipment to the patient, but
were not eligible for additional rental payments because Medicare had already reimbursed the provider for the full
purchase price of the equipment. Under Medicare Advantage, also known as Medicare Part C, Medicare Beneficiaries
may elect to receive their Medicare benefits through a private insurance plan offered by an insurance company, known
as a Medicare Advantage Plan or an "MA Plan." MA Plans are required to provide the same coverage and benefits as
traditional Medicare, but they may set their own rules for reimbursement and beneficiary co-pays. Between 2016 and
2023, many Medicare Advantage Plans adopted the same requirement that limited providers like Lincare to three years
of rental payments for oxygen equipment. After 3 years of payments, Lincare and other providers were required to
continue to provide the equipment for the remainder of its useful life, but were not permitted to charge rental payments to
MA Plans, or charge any co-payments to beneficiaries.

In the settlement announced today, Lincare admitted that it improperly billed Medicare, MA Plans, and beneficiaries for
oxygen equipment rental payments and co-payments after it had already received 3 years of payments. Lincare admitted
that it lacked adequate controls to ensure that MA Plans and beneficiaries were not improperly billed after 3 years of
rental payments had already been received. Lincare additionally admitted that for traditional Medicare recipients, it had
controls in place to prevent improper billing, but that those controls were not always effective. Finally, Lincare admitted
that when Lincare employees raised concerns about Lincare's billing practices, Lincare officials in its Regional Billing and
Collections Office located in Spokane Valley, Washington, and at Lincare's corporate headquarters in Clearwater,
Florida, instructed them that Lincare would continue its billing practices. The settlement announced today resolved
claims that Lincare's conduct violated the False Claims Act.

As part of the settlement, Lincare entered into a 5-year Corporate Integrity Agreement with the U.S. Department of
Health and Human Services, Office of Inspector General (HHS-OIG). That Agreement requires, among other things, that
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Lincare implement a robust compliance and reporting program as well as a number of significant billing reforms and
practices. Additionally, the Agreement requires that Lincare retain, at its expense, independent experts to review its
claims and billing practices to ensure they are appropriate.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 08/10/2023 Entity Location: Florida Government Program(s): Medicare, Medicare Advantage
Plans

Vision Quest Industries to Pay $2,250,000 to Resolve False Claims Act
Allegations

Company Name: Vision Quest Industries, Incorporated,
and Others
Settlement: $2,250,000

Issue(s): False Claims Act, Anti-Kickback, Durable
Medical Equipment
CIA Term: Five Years

The US Attorney for the District of Minnesota announced that Vision Quest Industries, Incorporated ("VQ") has agreed to
pay the United States $2,250,000 to resolve False Claims Act allegations that VQ caused Osteo Relief Institutes
("ORIs") to bill Medicare for knee braces that were tainted by illegal kickbacks, the Department of Justice announced
today. VQ also entered into a five-year Corporate Integrity Agreement.

VQ is a manufacturer of durable medical equipment, including knee braces and other products intended to treat
conditions such as osteoarthritis. VQ utilizes independent sales representatives to sell these products, which are
routinely billed to Medicare.

The settlement resolves allegations that between 2011 and 2018, VQ paid Mathias Berry, an independent sales
representative of VQ, and Berry's company, Results Laboratories, LLC, kickbacks in the form of commission payments
that ranged from 20-35 percent of VQ's net revenue on each knee brace ordered by the ORI Clinics. Operating under the
direction of Berry and his companies, the ORI Clinics submitted claims for millions of dollars in Medicare
reimbursements. VQ profited substantially from the arrangement. By paying Berry and his company kickbacks in the
form of sales commissions, VQ was able to establish itself as the exclusive brace supplier for 10-12 ORIs annually
between 2011 and 2018. VQ understood that Berry was in a position to tell the ORIs which braces to order. This
arrangement locked in millions of dollars in annual brace sales for VQ.

The allegations resolved by today's settlement stem from a proactive government investigation based on a critical
analysis of Medicare claims data. This effort also led to other previously announced settlements with Berry, Results,
several former Osteo Relief Institutes and others for their alleged roles in this scheme.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 08/26/2022 Entity Location: California Government Program(s): Medicare
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Philips Subsidiary to Pay Over $24 Million for Alleged False Claims Caused by
Respironics for Respiratory-Related Medical Equipment

Company Name: Philips RS North America LLC, F/K/A
Respironics, Inc.
Settlement: $24,750,000

Issue(s): False Claims Act, Anti-Kickback Statute,
Respiratory Equipment
CIA Term: Five Years

The US DOJ announced that Philips RS North America LLC, formerly known as Respironics Inc., a manufacturer of
durable medical equipment (DME) based in Pittsburgh, Pennsylvania, has agreed to pay over $24 million to resolve
False Claims Act allegations that it misled federal health care programs by paying kickbacks to DME suppliers. The
affected programs were Medicare, Medicaid and TRICARE, which is the health care program for active military and their
families.

The settlement resolves allegations that Respironics caused DME suppliers to submit claims for ventilators, oxygen
concentrators, CPAP and BiPAP machines, and other respiratory-related medical equipment that were false because
Respironics provided illegal inducements to the DME suppliers. Respironics allegedly gave the DME suppliers physician
prescribing data free of charge that could assist their marketing efforts to physicians.

The Anti-Kickback Statute prohibits the knowing and willful payment of any remuneration to induce the referral of
services or items that are paid for by a federal health care program, such as Medicare, Medicaid or TRICARE. Claims
submitted to these programs in violation of the Anti-Kickback Statute give rise to liability under the False Claims Act.

The settlement provides that Respironics will pay $22.62 million to the United States, and in addition, will pay $2.13
million to the various states as a result of the impact of Respironics' conduct on their Medicaid programs, pursuant to the
terms of separate settlement agreements that Respironics has, or will enter into, with those states.

In addition to the civil settlement, Respironics entered into a five-year Corporate Integrity Agreement (CIA) with
HHS-OIG. The CIA requires Respironics to implement and maintain a robust compliance program that includes, among
other things, review of arrangements with referral sources and monitoring of Respironics' sales force. The CIA also
requires Respironics to retain an independent monitor, selected by the OIG, to assess the effectiveness of Respironics'
compliance systems.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 08/25/2022 Entity Location: Pennsylvania Government Program(s): Medicare, Medicaid, TRICARE
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USAO NDWV Secures False Claims Act Settlement Relating to Use of Amniotic
Fluid Injections for Pain Management

Company Name: Pain Center of Virginia, PLLC, and
Others
Settlement: $750,000

Issue(s): False Claims Act, Pain Management
CIA Term: Three Years

The US Attorney for the District of Northern West Virginia announced that The Pain Center of Virginia, PLLC d/b/a the
Pain Center of West Virginia ("The Pain Center of West Virginia"), a clinic located in Martinsburg, West Virginia, has
agreed to pay $750,000 to resolve allegations that it violated the False Claims Act by knowingly submitting or causing
the submission of false claims to Medicare for the use of amniotic fluid injections for pain management.

The Pain Center of West Virginia submitted claims to Medicare for treatment related to various orthopedic conditions and
the pain associated with those conditions. The United States alleged that at the time it submitted these claims, The Pain
Center of West Virginia knew that Medicare did not cover the use of amniotic fluid injections for pain management.

Under the settlement, in addition to paying the United States $750,000, The Pain Center of West Virginia will enter into a
three-year Integrity Agreement with the United States Department of Health and Human Services Office of the Inspector
General.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 07/31/2024 Entity Location: West Virginia Government Program(s): Medicare
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[NEW] NUWAY Alliance Agrees to Pay $18,500,000 Settlement in Medicaid
Kickbacks Scheme, False Claims Act Violations

Company Name: Nuway
Settlement: $18,500,000

Issue(s): False Claims Act, Anti-Kickback Statute,
Substance Use Disorder Treatment
CIA Term: Five Years

The US Attorney for the District of Minnesota announced that NUWAY Alliance, Inc. has agreed to pay the United States
$18,500,000 for submitting fraudulent claims to Medicaid in violation of the False Claim Act.

NUWAY Alliance provided intensive outpatient (IOP) treatment, among other services, for substance use disorder to
thousands of clients suffering from addiction each year in Minnesota. Between January 2019 through February 2025,
NUWAY compensated Medicaid patients for seeking IOP treatment--which is reimbursable by Medicaid--in violation of
federal anti-kickback statute and resulting in false claims. NUWAY also submitted false claims to Medicaid for IOP
services they had not provided as they involved double-billing the same period of time as distinct billable units. In total,
since at least 2018, NUWAY defrauded the federal government and state of Minnesota of millions of dollars.

As part of the settlement, NUWAY Alliance entered into a 5-year Corporate Integrity Agreement with HHS-OIG. The
Corporate Integrity Agreement requires that NUWAY maintain a compliance program designed to foster adherence to
federal health care program requirements and thereby protect the programs. The CIA also requires NUWAY to engage
an independent organization to review claims they submit to Medicaid to ensure they comply with applicable
requirements.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 05/20/2025 Entity Location: Minnesota Government Program(s): Medicaid

Acting U.S. Attorney Announces $5 Million False Claims Act Settlement With
Providers Of Programs For Adults With Developmental Disabilities

Company Name: Community Options, Inc., and Others
Settlement: $5,016,626

Issue(s): False Claims Act, Medicaid Fraud, Day
Habilitation Services
CIA Term: Five Years

The US Attorney for the Southern District of New York announced that the United States has filed and simultaneously
settled a civil fraud lawsuit against COMMUNITY OPTIONS, INC. ("COI") and COMMUNITY OPTIONS NEW YORK,
INC. ("CONY", and together with COI, the "Defendants" or "Community Options").

CONY is a New York not-for-profit corporation that, among other things, operates a network of residential and
non-residential facilities and programs for adults with developmental or intellectual disabilities throughout the State of
New York. As part of its operations, CONY provides Day Habilitation services--which are programs intended to help
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adults with developmental or intellectual disabilities improve their independence and skills in daily activities. COI is a
New Jersey not-for-profit corporation that, among other things, oversees CONY's operations in New York and provides
administrative support, including a centralized billing team that handles CONY's submission of claims for reimbursement
to the New York Medicaid Program. The settlement resolves claims that the Defendants fraudulently billed Medicaid by
submitting claims for Day Habilitation services that did not meet applicable requirements, and improperly avoiding the
return of overpayments received from the Medicaid program for Day Habilitation services that failed to meet those
requirements.

Under the settlement agreement approved today by U.S. District Judge Valerie E. Caproni, the Defendants will pay the
U.S. $2,148,540.37 and have admitted and accepted responsibility for certain conduct alleged in the Complaint as
further described below. The Defendants have also agreed to pay $2,868,085.74 to the State of New York to resolve the
State of New York's claims, for a total recovery of $5,016,626.11.

In connection with the settlement agreement, the Defendants have also entered into a Corporate Integrity Agreement
with HHS-OIG. The Corporate Integrity Agreement requires that the Defendants maintain a compliance program
designed to foster adherence to federal health care program requirements and thereby protect the programs, and that
they engage an independent organization to review claims they submit to Medicaid to ensure they comply with
applicable requirements.

As alleged in the Complaint filed in Manhattan federal court:

In order to receive payment from the New York Medicaid Program for the provision of Day Habilitation services, COI was
required to ensure that such services were delivered and documented in compliance with applicable program
requirements promulgated by the New York State Office for People With Developmental Disabilities (the "OPWDD
Requirements").

However, between January 1, 2017, and September 13, 2024, (the "Relevant Period"), COI failed to maintain adequate
policies concerning the provision and documentation of Day Habilitation services consistent with the OPWDD
Requirements and failed to adequately train their employees on compliance with the OPWDD Requirements. As a result,
COI's employees failed to document CONY's provision of Day Habilitation services in accordance with the OPWDD
requirements.

COI understood that they were prohibited from submitting claims for reimbursement to New York's Medicaid program for
Day Habilitation services if the OPWDD Requirements were not met. Nonetheless, COI frequently submitted claims to
Medicaid for Day Habilitation services that did not meet these requirements.

COI further understood that, as a provider of services under New York's Medicaid Program, they were required to report
and return identified overpayments to the New York Medicaid Program. During the Relevant Period, COI conducted
non-routine reviews that identified their receipt and retention of Medicaid overpayments associated with Day Habilitation
services. Nevertheless, COI failed to report and return those overpayments to the New York Medicaid Program.

As part of the settlement, the Defendants admitted and accepted responsibility for certain conduct alleged by the U.S.,
including the following:

• In order to receive payment from the New York Medicaid Program for the provision of Day Habilitation services, the
Defendants were required to ensure that such services were delivered and documented in compliance with the
OPWDD Requirements.
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• During the Relevant Period, the Defendants failed to maintain adequate policies concerning the provision and
documentation of Day Habilitation services consistent with the OPWDD Requirements and failed to adequately train
their employees on compliance with the OPWDD Requirements. As a result, the Defendants' employees failed to
document CONY's provision of Day Habilitation services in accordance with the OPWDD Requirements.

• Nonetheless, the Defendants submitted claims for, and received, reimbursement from the New York Medicaid
Program for Day Habilitation services that did not meet OPWDD Requirements.

• CONY was required to report and return overpayments associated with Day Habilitation services that did not meet
the OPWDD Requirements to the New York Medicaid Program. Nonetheless, when the Defendants conducted
non-routine reviews that identified their receipt and retention of overpayments associated with Day Habilitation
services, they failed to report and return those overpayments to the New York Medicaid Program.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 03/25/2025 Entity Location: New Jersey Government Program(s): New York Medicaid Program

Lumberton-based Behavioral Health Provider Agrees to Pay over $2.5 Million to
Settle Medicaid Fraud Allegations

Company Name: Southeastern Behavioral Healthcare
Services, LLC
Settlement: $2,505,000

Issue(s): False Claims Act, Behavioral Health
CIA Term: Three Years

The US Attorney for the District of Eastern North Carolina announced that Southeastern Behavioral Healthcare Services,
LLC ("Southeastern"), a behavioral health business in Lumberton and Maxton, and its owners Bertha Hutchinson and
Virgil Hutchinson ("the Hutchinsons"), have agreed to pay $2,505,000.00 to settle civil allegations that they falsely billed
North Carolina Medicaid for services that were not rendered. Southeastern has also agreed to enter an Integrity
Agreement with the Office of Inspector General - United States Department of Health and Human Services as part of the
settlement.

Specifically, the United States and the State of North Carolina allege that Southeastern and the Hutchinsons improperly
submitted claims to North Carolina Medicaid for services that were not in fact rendered, evidenced by recipient
interviews establishing that services were not necessary at all, were systematically not rendered as billed, that services
were billed for patients who were incarcerated or deceased on the billed date of services, and by a pervasive lack of
medical records supporting either the provision of or necessity for the billed services, during the period from March 1,
2016, through July 14, 2020. The Governments allege that Southeastern's and the Hutchinsons' conduct violated the
Federal and North Carolina False Claims Acts.

The Federal and North Carolina False Claims Acts authorize the Governments to recover triple the money falsely
obtained, plus substantial civil penalties for each false claim submitted.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.
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Date: 11/22/2024 Entity Location: North Carolina Government Program(s): North Carolina Medicaid

Behavioral Services Healthcare Provider and its Owner Settle False Claims Act
Allegations

Company Name: Connex Family Services LLC, and
Others
Settlement: $918,000

Issue(s): False Claims Act, Applied Behavioral Analysis
CIA Term: Three Years

The US Attorney for the District of Eastern Virginia announced that Connex Family Services, LLC (Connex), located in
Warrenton, and Bianca Riddle, 33, a resident of Gloucester, have agreed to pay $918,000 to settle a civil fraud case that
claimed Connex and Riddle submitted or caused false claims to be submitted to Medicaid and TRICARE.

The government alleged that Connex and Riddle submitted claims to TRICARE and Medicaid for applied behavioral
analysis services that were not provided during the period from March 1, 2019, through November 13, 2021. Connex's
behavioral analysis services are provided to children who have been diagnosed with Autism Spectrum Disorder and
other related disorders.

Connex and Riddle will pay additional amounts, up to $2,053,387, if the company is sold within five years.

As part of the settlement, Connex entered into a three-year Integrity Agreement with the U.S. Department of Health and
Human Services Office of Inspector General (HHS-OIG). This Integrity Agreement is designed to promote compliance
with the statutes, regulations, program requirements, and written directives of Medicaid and all other federal health care
programs.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 09/15/2023 Entity Location: Virginia Government Program(s): Medicaid, TRICARE
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Physicians Toxicology Laboratory And Its Owners To Pay $4.425 Million To
Settle Allegations Of Unnecessary Drug Testing

Company Name: Physicians Toxicology Laboratory, LLC,
and Others
Settlement: $4,425,000

Issue(s): False Claims Act, Urine Drug Testing
CIA Term: Three Years

The US Attorney for the Western District of Michigan announced that Physicians Toxicology Laboratory, LLC (PTL) of
Tampa, Florida, has agreed to pay $4,425,000 to resolve allegations that it violated the False Claims Act (FCA) by
causing physicians to order medically unnecessary urine drug testing and hormone testing and by submitting claims for
reimbursement to the Medicare Program for those tests. Lund Capital Group, LLC (PTL's grandparent company), PTL's
former president Matthew Ryan Lund, and Thomas C. Lund joined the settlement as jointly and severally liable
co-defendants.

WATCH: U.S. Attorney Mark Totten video concerning the settlement.

The United States alleges that PTL provided laboratory services for several medical practices in Michigan. These
practices ordered urine drug tests (UDTs) for their Medicare patients, and PTL ran these tests and billed Medicare.
These practices routinely ordered two types of UDTs: presumptive and definitive. A presumptive UDT is an initial test to
detect the presence or absence of a substance or class of substances in the body. A definitive UDT is a more advanced
test that can identify individual drugs, distinguish between structural isomers, and report the results of drugs present in
concentrations of nanograms per milliliter.

Under its rules, Medicare requires that claims for UDTs be based on an individualized determination for each patient.
Medicare does not cover "blanket" orders for UDTs.

Despite these rules, the United States alleges that from January 1, 2017, through December 31, 2019, PTL encouraged
these medical practices in Michigan to order UDTs pursuant to blanket orders for all patients without an individualized
determination of medical necessity Specifically, PTL created--and encouraged the practices to use--requisition forms
that included a simultaneous order for both presumptive and definitive UDTs. PTL also employed and placed in-office
urine collectors in the practices, and the collectors typically filled out the blanket orders before submitting them to PTL.
As a result, the practices ordered medically unnecessary and non-covered UDTs from PTL, and PTL knowingly
submitted these claims to Medicare.

Additionally, the United States alleges that PTL billed Medicare for urine tests for hormone levels ordered by one of the
practices with almost every UDT when the laboratory knew that the practice was ordering these tests as a form of
specimen validity testing, which is already included in the reimbursed costs of UDTs.

The United States previously settled allegations of FCA liability for ordering these tests with two of the Michigan
practices for a total of $188,633.18. These practices include Family Health Partners, P.C. (and its owner Michael J.
Septer, D.O.) of Grand Rapids, and Advanced Pain Solutions, PLLC d/b/a Vitruvian Health of Ionia.

In connection with the settlement, PTL, Lund Capital Group, Matthew Ryan Lund, and Thomas C. Lund entered into a
three-year Integrity Agreement (IA) with the Department of Health and Human Services Office of Inspector General
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(HHS-OIG). The Integrity Agreement requires, among other things, that PTL establish and maintain a compliance
program and employ a clinical director responsible for reviewing and approving policies and practices related to clinical
decision-making and reviewing statements made in marketing materials or by sales staff related to medical necessity or
clinical decision-making. The IA also requires PTL to engage an independent review organization to perform a review of
claims to determine whether the items and services furnished were medically necessary and appropriately documented.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 12/30/2024 Entity Location: Florida Government Program(s): Medicare

Ethos Laboratories Agrees to Pay $6.5 Million to Resolve Allegations of
Fraudulent Billing

Company Name: Ethos Holding Corp. D/B/A Ethos
Laboratories
Settlement: $6,500,000

Issue(s): False Claims Act, Urine Drug Testing, Chronic
Pain Testing
CIA Term: Five Years

The US Attorney for the District of Massachusetts announced that a Kentucky-based laboratory, Ethos Laboratories
(Ethos), has agreed to pay $6.5 million to resolve allegations that it submitted false claims for payment to Medicare for
urine drug testing (UDT) and for its proprietary test for chronic pain, known as the Foundation Pain Index (FPI).

According to the settlement agreement, Ethos admits that between Jan. 1, 2017 and July 15, 2024, Ethos submitted
multiple claims for UDT for the same patient, on the same date of service, using the same urine sample. Ethos
performed presumptive UDT via a relatively inexpensive test that could quickly yield qualitative results. It also performed
definitive UDT via a more complex and expensive method that provided a quantitative result. Ethos performed and billed
Medicare for both presumptive and definitive UDT for the same substance regardless of the results of the presumptive
UDT and without determining that definitive UDT was necessary. Further, Ethos at times submitted claims for testing
done pursuant to blanket UDT orders that were the same for all patients from a particular provider's practice, without
obtaining any individualized determination of medical necessity by the ordering provider. In some instances, these
blanket orders included substances with positivity rates below 0.01%.

In addition, per the settlement agreement, Ethos admits that between Nov. 12, 2020, and Oct. 6, 2023, it submitted
claims for FPI testing for patients in a provider's practice without any individualized determination of medical necessity by
the ordering provider, and, in some cases, without the provider's knowledge that Ethos was performing FPI testing.
Ethos also submitted claims for FPI testing at high frequencies, including testing some patients multiple times in the
same month.

On July 18, 2023, based on information provided by the Department of Justice, Medicare suspended Ethos's receipt of
Medicare payments. Pursuant to that payment suspension, Medicare retained more than $6.5 million of billed claims
from Ethos. As part of the settlement agreement, Ethos has agreed to forfeit the $6.5 million to satisfy this settlement.
The settlement was reached after the government's review of Ethos's financial disclosures concerning its financial
condition. In connection with the settlement, Ethos also entered into a five-year corporate integrity agreement with the
Department of Health and Human Services Office of Inspector General.
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The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 11/01/2024 Entity Location: Kentucky Government Program(s): Medicare

Precision Toxicology Agrees to Pay $27M to Resolve Allegations of
Unnecessary Drug Testing and Illegal Remuneration to Physicians

Company Name: Precision Toxicology, LLC D/B/A
Precision Diagnostics
Settlement: $27,000,000

Issue(s): False Claims Act, Anti-Kickback Statute, Urine
Drug Testing
CIA Term: Five Years

The US DOJ announced that Precision Toxicology, doing business as Precision Diagnostics, has agreed to pay $27
million to resolve alleged violations of the False Claims Act and similar state statutes for billing Medicare, Medicaid and
other federal health care programs for medically unnecessary urine drug tests, and for providing free items to physicians
who agreed to refer expensive laboratory testing business to Precision. Precision, headquartered in San Diego, is one of
the nation's largest urine drug testing laboratories.

In the settlement agreement, the United States alleged that Precision systematically billed federal health care programs
for excessive and unnecessary urine drug testing from Jan. 1, 2013, through Dec. 31, 2022. In particular, the United
States contended that Precision caused physicians to order excessive numbers of urine drug tests, in part through the
promotion of "custom profiles," which were, in effect, standing orders that caused physicians to order a large number of
tests without an individualized assessment of each patient's needs. This practice violated federal health care program
rules limiting payment to services that are reasonable and medically necessary for the treatment and diagnosis of an
individual patient's illness or injury.

The United States also alleged that Precision's provision of free point of care urine drug test cups to physicians --
expressly conditioned on the physicians' agreement to return the urine specimens to Precision for additional testing --
violated the Anti-Kickback Statute. The Anti-Kickback Statute generally prohibits laboratories from giving physicians
anything of value in exchange for referrals of tests.

In connection with the False Claims Act settlement, Precision has also entered into a five-year Corporate Integrity
Agreement (CIA) with the Department of Health and Human Services Office of Inspector General (HHS-OIG).

Of the settlement amount, $18.2 million will be paid to the United States and the remainder will be paid to the impacted
states, including Maryland, Illinois, Minnesota, Virginia, Georgia and Colorado, for the states' share of Medicaid.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 08/22/2024 Entity Location: California Government Program(s): Medicare, Medicaid, other
federal health care programs
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Three Clermont Labs Agree To Pay $2.45 Million To Settle False Claims Act
Liability For Manipulating Diagnosis Codes

Company Name: Vista Clinical Diagnostics, LLC, and
Others
Settlement: $2,450,000

Issue(s): False Claims Act, Clinical Laboratory Services
CIA Term: Five Years

The US Attorney for the Middle District of Florida announced that Vista Clinical Diagnostics, LLC; Access Dermpath,
Inc.; and Advanced Clinical Laboratories, Inc. have agreed to pay the United States, the State of Florida, the State of
North Carolina, and the Commonwealth of Virginia $2,450,000 to resolve allegations that they violated the False Claims
Act by submitting claims to Medicare and Medicaid that contained manipulated diagnosis codes.

According to the settlement agreement, Vista Clinical Diagnostics, along with Access Dermpath and Advanced Clinical
Laboratories, billed Medicare and Medicaid for clinical laboratory services using diagnosis codes that were generated by
a macro and inserted into beneficiaries' reimbursement submissions. This allegedly occurred during the period from
January 1, 2017, through December 31, 2021. According to the allegations, these diagnosis codes were generated by
the Defendants and not provided by the beneficiaries' physicians.

Contemporaneous with the settlement, Vista Clinical Diagnostics, Access Dermpath, and Advanced Clinical Laboratories
have entered into a five-year Corporate Integrity Agreement with HHS-OIG, which requires the labs, among other
obligations, to establish and maintain a compliance program meeting certain requirements and to submit to an
Independent Review Organization's review of the labs' Medicare claims to determine whether such claims were
medically necessary, appropriately documented, and correctly coded.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 07/08/2024 Entity Location: Florida Government Program(s): Medicare, Medicaid

Oncology Practice, Physicians, and Reference Laboratory To Pay Over $4
Million to Settle False Claims Act Allegations

Company Name: Rao, M.D., Jayasree D/B/A Jayasree
Rao, M.D., PA
Settlement: Unknown

Issue(s): False Claims Act, Anti-Kickback Statute,
Oncology, Diagnostic Testing
CIA Term: Three Years

The US Attorney for the Western District of Texas announced that Oncology San Antonio, PA and its affiliated
physicians have agreed to pay $1.3 million, and CorePath Laboratories, PA has agreed to pay $2,746,275.22 plus
accrued interest, in civil settlements with the United States and the State of Texas to resolve alleged violations of the
False Claims Act.

The United States alleged that Oncology San Antonio, a hematology and oncology practice, entered an unlawful
kickback arrangement with CorePath Laboratories, a San Antonio-based diagnostic reference laboratory, in August
2016. CorePath Laboratories provided in-office bone marrow biopsy services at Oncology San Antonio practice locations
and performed subsequent diagnostic testing on the biopsies. According to the United States, CorePath Laboratories
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agreed to pay $115 for each biopsy referred by Oncology San Antonio and its physicians. The payments for each
referred biopsy were paid to the private practice entities of three Oncology San Antonio physicians.

The United States contended that the payments for referrals of biopsies constituted kickbacks within the meaning of the
Anti-Kickback Statute and that the terms of the written agreement between Oncology San Antonio and CorePath
Laboratories failed to meet any statutory safe harbor. The Anti-Kickback Statute prohibits offering, paying, soliciting, or
receiving remuneration to induce referrals of items or services covered by a federal health care program, such as
Medicare, Medicaid, or TRICARE. Claims submitted in violation of the Anti-Kickback Statute may give rise to liability
under the False Claims Act.

The civil settlement with Oncology San Antonio and its physicians also resolves allegations that Dr. Jayasree Rao,
through Oncology San Antonio and her own oncology and hematology practice entity, provided medically unnecessary
tests, services, and treatments to Medicare, TRICARE, and Texas Medicaid beneficiaries in the San Antonio Metro Area,
and billed the federal healthcare programs for the medically unnecessary tests, services and treatments.

Dr. Rao and her practice entity also entered a three-year Integrity Agreement with the U.S. Department of Health and
Human Services Office of Inspector General (HHS-OIG).

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 03/25/2024 Entity Location: Texas Government Program(s): Medicare, Medicaid, TRICARE

BioReference Laboratories and Parent Company Agree to Pay $9.85 Million to
Resolve False Claims Act Allegations of Illegal Payments to Referring
Physicians

Company Name: Opko Health, Inc., and Others
Settlement: $9,850,000

Issue(s): False Claims Act, Stark Law, Anti-Kickback
Statute, Clinical Laboratory Services
CIA Term: Five Years

The US DOJ announced that BioReference Health LLC, formerly known as BioReference Laboratories, Inc.,
(BioReference), and OPKO Health, Inc. (OPKO) have agreed to pay $9.85 million to resolve alleged violations of the
False Claims Act arising from BioReference's payment of above-market rents to physician landlords for office space in
order to induce referrals from those physicians to BioReference. BioReference, a subsidiary of OPKO, is headquartered
in New Jersey and is one of the largest clinical laboratories in the United States.

BioReference and OPKO have agreed to pay $9.85 million to resolve allegations that, between January 2013 and March
2021, BioReference made lease payments to physicians and physician groups for the rental of office space for amounts
that exceeded fair market value, in violation of the Physician Self-Referral Law and the Anti-Kickback Statute. The
Physician Self-Referral Law, commonly known as the Stark Law, prohibits a health care provider from billing for certain
services referred by physicians with whom the provider has a financial relationship, unless that relationship satisfies one
of the law's statutory or regulatory exceptions. The Anti-Kickback Statute prohibits offering or paying remuneration to
induce the referral of items or services covered by Medicare, Medicaid and certain other federally funded programs. Both
the Stark Law and the Anti-Kickback Statute are intended to ensure that medical judgments are not compromised by
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improper financial inducements.

As part of today's settlement, BioReference admitted that it rented the office space from the specified physician practices
for Patient Service Centers (PSCs), where patients could have their blood samples taken. In calculating payments under
certain PSC lease arrangements, BioReference inaccurately measured the amount of space BioReference would use
exclusively and included a disproportionate share of common spaces. BioReference analyzed referrals from nearby
health care providers -- including physician-lessors -- when deciding whether to open, maintain or close PSCs. Following
OPKO's acquisition of BioReference, the companies conducted multiple internal audits that showed that the payments to
the specified physician-lessors exceeded fair market value. BioReference did not report or return any overpayments to
federal health care programs.

In connection with the False Claims Act settlements, BioReference has also entered into a "Corporate Integrity
Agreement" with the Department of Health and Human Services, Office of Inspector General (HHS-OIG).

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 07/14/2022 Entity Location: New Jersey Government Program(s): Medicare, Medicaid, certain
other federally funded programs
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MMM Holdings, LLC Agrees to Pay 15.2 Million Dollars to Resolve Allegations
that it Violated the False Claims Act and Anti-Kickback Statute

Company Name: MMM Holdings, LLC
Settlement: $15,228,340

Issue(s): False Claims Act, Anti-Kickback Statute,
Medicare Advantage
CIA Term: Five Years

The US Attorney for the District of Puerto Rico announced that MMM Holdings, LLC. (MMM) has agreed to pay
$15,228,340 to resolve False Claims Act allegations that it implemented a gift card incentive program in violation of the
Anti-Kickback Statute.

According to the settlement agreement, the United States asserted that MMM submitted or caused to be submitted
claims for payment to the Medicare Program relating to a gift card incentive scheme implemented by MMM during the
period of January 2018 to December 2022, which the United States alleged violated the Anti-Kickback Statute, and
which resulted in violations of the False Claims Act. As a result of the incentive scheme, the United States alleged that
MMM distributed gift cards to administrative assistants of providers to induce the referral, recommendation, or
arrangement for enrollment of thousands of Medicare beneficiaries in an MMM Medicare Advantage plan. Those newly
enrolled Medicare beneficiaries resulted in associated premium payments of $6,091,336. The negotiated settlement with
MMM took into consideration the company's cooperative efforts and implementation of internal controls.

In connection with the settlement, MMM entered into a five-year Corporate Integrity Agreement (CIA) with the
Department of Health and Human Services Office of Inspector General (HHS-OIG) that requires, among other
conditions, that MMM create procedures designed to ensure that any new or existing marketing arrangements do not
violate the Anti-Kickback statute. MMM must also engage an Independent Review Organization to review the systems
that MMM has in place to track such arrangements and to review a sample of the arrangements each year of the CIA.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 12/20/2024 Entity Location: PR Government Program(s): Medicare

Neurosurgeon pays $2M to settle allegations involving false procedures

Company Name: Texas Spine and Neurosurgery Center,
P.A., and Others
Settlement: $2,095,946

Issue(s): False Claims Act, Medical Devices
CIA Term: Three Years

The US Attorney for the Southern District of Texas announced that a 53-year-old Sugar Land man has agreed to pay
$2,095,946 to resolve allegations he submitted false claims for the placement of electro-acupuncture devices,
announced U.S. Attorney Alamdar S. Hamdani.
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Dr. Rajesh Bindal used the entity Texas Spine & Neurosurgery Center P.A. to conduct his medical practice. From March
16, 2021, to April 22, 2022, Bindal billed Medicare and the Federal Employees Health Benefits Program (FEHBP) for the
surgical implantation of neurostimulator electrodes.

These are invasive procedures usually requiring use of an operating room. As a result, Medicare and the FEHBP pay
thousands of dollars per procedure.

However, neither Bindal nor his staff performed these surgical procedures, according to the allegations.

Instead, patients allegedly received devices used for electro-acupuncture, which only involved inserting monofilament
wire a few millimeters into patients' ears and taping the device behind the ear with an adhesive. In some instances, a
device sales representative or a physician assistant allegedly performed these placements, which were then billed as
surgeries. All device placements took place in Bindal's clinic, not a hospital or surgical center, and no incision was made
on a patient. Most patients claimed the adhesive came loose and the device fell off on its own accord within a few days.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 11/01/2024 Entity Location: Texas Government Program(s): Medicare, Federal Employees
Health Benefits Program

Rite Aid Corporation and Affiliates Agree to Settle False Claims Act and
Controlled Substance Act Allegations Related to Opioid Dispensing

Company Name: Rite Aid Corporation, and Others
Settlement: $7,500,000

Issue(s): False Claims Act, Controlled Substances Act,
Opioid Dispensing
CIA Term: Five Years

The US DOJ announced that Rite Aid Corporation (Rite Aid) and 10 subsidiaries and affiliates have agreed to settle the
government's allegations under the False Claims Act (FCA) and Controlled Substances Act (CSA) asserted in United
States ex rel. White et al. v. Rite Aid Corp., et al., No. 1:21-cv-1239 (N.D. Ohio). Under the settlement, the government
will be paid $7.5 million and have an allowed, unsubordinated, general unsecured claim of $401.8 million in Rite Aid's
bankruptcy case that is pending in the District of New Jersey. During the relevant time period, Rite Aid operated one of
the country's largest retail pharmacy chains with over 2,200 retail pharmacies in 17 states.

The government's complaint alleges that, from May 2014 through June 2019, Rite Aid knowingly dispensed at least
hundreds of thousands of unlawful prescriptions for controlled substances that (1) lacked a legitimate medical purpose
and were not issued in the usual course of professional practice and/or (2) were not valid prescriptions, were not for a
medically accepted indication or were medically unnecessary. These unlawful prescriptions included, for example,
prescriptions for the dangerous, highly diverted combination of drugs known as "the trinity," prescriptions for excessive
quantities of opioids, such as highly addictive oxycodone and fentanyl, and prescriptions issued by prescribers who Rite
Aid pharmacists had repeatedly identified internally as suspicious and as writing unlawful, unnecessary prescriptions.
The government further alleges that Rite Aid filled these prescriptions despite clear "red flags," which highly indicated the
prescriptions were unlawful and which pharmacists are trained to recognize. Rite Aid also allegedly ignored substantial
evidence that its stores were dispensing unlawful prescriptions, including specific concerns raised by its pharmacists,
and intentionally deleted internal notes about suspicious prescribers written by Rite Aid pharmacists, such as "writing
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excessive dose[s] for oxycodone," and "DO NOT FILL CONTROLS." By knowingly dispensing unlawful prescriptions for
controlled substances, the government alleges that Rite Aid violated the CSA and, where Rite Aid sought reimbursement
from federal healthcare programs, also violated the FCA.

Along with Rite Aid Corporation, the government's complaint names as defendants the following Rite Aid subsidiaries:
Rite Aid Hdqtrs Corp.; Rite Aid of Connecticut Inc.; Rite Aid of Delaware Inc.; Rite Aid of Maryland; Rite Aid of Michigan;
Rite Aid of New Hampshire; Rite Aid of New Jersey; Rite Aid of Ohio; Rite Aid of Pennsylvania and Rite Aid of Virginia.

In addition to the civil settlement, Rite Aid has entered into agreements with DEA and HHS-OIG to address its
obligations going forward. Rite Aid and DEA entered a memorandum of agreement (MOA) designed to increase
communication between the company, its retailers and DEA. Employees will receive additional training to help them
identify illegitimate prescriptions and minimize the risk of drug diversion. The MOA also requires Rite Aid to create and
keep materials relevant to DEA investigations for a minimum of five years. Rite Aid further commits to implementing and
managing an anonymous hotline for employees, patients and the public to report suspected illegal dispensing of highly
diverted controlled substances as well as suspected violations of the CSA. Rite Aid has also entered into a corporate
integrity agreement (CIA) with HHS-OIG. The CIA includes a prescription claims drug review to have an Independent
Review Organization to determine whether prescription drugs are properly prescribed, dispensed and billed.

The settlement was approved on June 28 by the bankruptcy court as part of Rite Aid's plan of reorganization, which is
expected to become effective later this summer. The amount the government will recover on its unsecured claim under
the settlement will depend on the ultimate amount of assets available to the bankruptcy estate for distribution to
unsecured creditors.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 07/09/2024 Entity Location: Pennsylvania Government Program(s): federal healthcare programs

Chronic Disease Management Provider to Pay $14.9M to Resolve Alleged False
Claims

Company Name: Bluestone Physician Services
Southeast, LLC, and Others
Settlement: $14,902,000

Issue(s): False Claims Act, Evaluation and Management
CIA Term: Five Years

The US DOJ announced that Bluestone Physician Services of Florida LLC, Bluestone Physician Services, P.A. and
Bluestone National LLC, operating in Florida, Minnesota and Wisconsin, respectively, have agreed to pay $14,902,000
to resolve allegations that they knowingly submitted claims for certain Evaluation and Management (E&M) codes for
services related to the management of chronic care patients in assisted living and other care facilities that were not
provided in conformity with applicable Medicare, Medicaid and TRICARE requirements.

The settlement resolves allegations that, during the period from Jan. 1, 2015, through Dec. 31, 2019, Bluestone
knowingly submitted claims for two E&M codes, the domiciliary rest home visit code for established patients (99337) and
the chronic care management code (99490), that did not support the level of service provided. The federal government's
share of the settlement is $13,842,482 and $1,059,518 will be paid to the States of Florida and Minnesota.

Multiple Providers

Hospital

Long Term Care

Home Health Service

Medical Equipment
and Supplies

Physical and Other
Therapies

Behavioral Health

Laboratory

Other Providers and
Suppliers

Provider 

38

https://www.justice.gov/opa/pr/chronic-disease-management-provider-pay-149m-resolve-alleged-false-claims
https://www.justice.gov/opa/pr/chronic-disease-management-provider-pay-149m-resolve-alleged-false-claims
https://oig.hhs.gov/fraud/cia/agreements/Bluestone_Physician_Services_05292024.pdf
https://oig.hhs.gov/fraud/cia/agreements/Bluestone_Physician_Services_05292024.pdf


Prepared by SunHawk Consulting LLC
SunHawk™ is a trademark of

SunHawk Consulting LLC
© SunHawk Consulting LLC 2024

Portions of these materials are
protected by registered US copyrights

and other legal protections.

HHS OIG Audit and Enforcement Risk Analysis - Corporate Integrity Agreements (CIAs)

In connection with the settlement, Bluestone has entered into a five-year Corporate Integrity Agreement (CIA) with
HHS-OIG, which requires Bluestone, among other obligations, to establish and maintain a compliance program meeting
certain requirements and to submit to an Independent Review Organization's review of Bluestone's Medicare claims to
determine whether such claims were medically necessary, appropriately documented, and correctly coded.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 05/29/2024 Entity Location: Minnesota Government Program(s): Medicare, Medicaid, TRICARE

Cardiac imaging company and founder to pay historic $85M settlement

Company Name: Cardiac Imaging, Inc., and Others
Settlement: $85,480,000

Issue(s): False Claims Act, Anti-Kickback Statute, Stark
Law, Cardiac Imaging
CIA Term: Five Years

The US Attorney for the Southern District of Texas announced that Cardiac Imaging Inc. (CII), headquartered in Illinois,
and its founder, owner and CEO Sam Kancherlapalli, a resident of Florida, have agreed to pay a total of $85,480,000, to
resolve False Claims Act allegations that they paid referring cardiologists excessive fees to supervise PET scans in
violation of the Anti-Kickback Statute (AKS) and the Physician Self-Referral Law (Stark Law).

This is the largest single district civil settlement in the history of the Southern District of Texas (SDTX).

CII agreed to pay $75 million plus additional amounts based on future revenues, while Kancherlapalli agreed to pay
$10,480,000. These settlements are based on their ability to pay.

The United States alleged that between March 1, 2014, and May 31, 2023, CII and Kancherlapalli knowingly caused
false or fraudulent claims to federal health care programs arising from violations of the AKS and the Stark Law.
Specifically, with Kancherlapalli's oversight and approval, CII allegedly paid kickbacks to referring cardiologists in the
form of above-fair market value fees of $500 or more per hour, ostensibly for the cardiologists to supervise the PET
scans for the patients they referred to CII. The United States alleged these fees substantially exceeded fair market value
for the cardiologists' services because CII paid the referring cardiologists for each hour CII spent scanning the
cardiologists' patients, including time the cardiologists were away from CII's mobile scanning units providing care for
other patients or were not even on site. CII's fees also purportedly compensated the cardiologists for additional services
beyond supervision that were not actually provided. CII purported to rely on a consultant's fair market value analysis that
the U.S. government contends CII knew was premised on fundamental inaccuracies about the services referring
physicians provided and that the consultant ultimately withdrew.

In connection with the settlement, CII and Kancherlapalli entered into a five-year Corporate Integrity Agreement (CIA)
with DHHS-OIG. The CIA requires, among other compliance provisions, that CII implement measures designed to
ensure that arrangements with referring physicians are compliant with the AKS and the Stark Law. The CIA also requires
that CII implement a centralized annual risk assessment and internal review process to identify and address the AKS
and the Stark Law risks associated with arrangements and retain an Independent Review Organization to perform a
systems and transactions review of arrangements.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.
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Date: 09/29/2023 Entity Location: California Government Program(s): federal health care programs

Cigna Group to Pay $172 Million to Resolve False Claims Act Allegations

Company Name: The Cigna Group
Settlement: $172,294,350

Issue(s): False Claims Act, Medicare Advantage
CIA Term: Five Years

The US DOJ announced that The Cigna Group, headquartered in Connecticut, has agreed to pay $172,294,350 to
resolve allegations that it violated the False Claims Act by submitting and failing to withdraw inaccurate and untruthful
diagnosis codes for its Medicare Advantage Plan enrollees in order to increase its payments from Medicare.

Under the Medicare Advantage (MA) Program, also known as Medicare Part C, Medicare beneficiaries have the option
of obtaining their Medicare-covered benefits through private insurance plans called MA Plans. The Centers for Medicare
and Medicaid Services (CMS) pays the MA Plans a fixed monthly amount for each beneficiary who enrolls. CMS adjusts
these monthly payments to account for various "risk" factors that affect expected health expenditures for the beneficiary,
to ensure that MA Plans are paid more for those beneficiaries expected to incur higher healthcare costs and less for
healthier beneficiaries expected to incur lower costs. To make these adjustments, CMS collects "risk adjustment" data,
including medical diagnosis codes, from the MA Plans.

Cigna owns and operates MA Organizations that offer MA Plans to beneficiaries across the country. The United States
alleged that Cigna submitted inaccurate and untruthful patient diagnosis data to CMS in order to inflate the payments it
received from CMS, failed to withdraw the inaccurate and untruthful diagnosis data and repay CMS, and falsely certified
in writing to CMS that the data was accurate and truthful. The settlement announced today resolves these allegations.

The United States alleged that, for payment years 2014 to 2019, Cigna operated a "chart review" program, pursuant to
which it retrieved medical records (also known as "charts") from healthcare providers documenting services they had
previously rendered to Medicare beneficiaries enrolled in Cigna's plans. Cigna retained diagnosis coders to review those
charts to identify all medical conditions that the charts supported and to assign the beneficiaries diagnosis codes for
those conditions. Cigna relied on the results of those chart reviews to submit additional diagnosis codes to CMS that the
healthcare providers had not reported for the beneficiaries to obtain additional payments from CMS. However, Cigna's
chart reviews also did not substantiate some diagnosis codes that were reported by providers and previously submitted
by Cigna to CMS. Cigna did not delete or withdraw these inaccurate and untruthful diagnosis codes, however, which
would have required Cigna to reimburse CMS. Thus, the United States alleged that Cigna used the results of its chart
reviews to identify instances where Cigna could seek additional payments from CMS, while improperly failing to use
those same results when they provided information about instances where Cigna was overpaid.

The United States further alleged that Cigna reported diagnosis codes to CMS that were based solely on forms
completed by vendors retained and paid by Cigna to conduct in-home assessments of plan members. The healthcare
providers (typically nurse practitioners) who conducted these home visits did not perform or order the diagnostic testing
or imaging that would have been necessary to reliably diagnose the serious, complex conditions reported, and were in
many cases prohibited by Cigna from providing any treatment during the home visits for the medical conditions they
purportedly found. The diagnoses at issue were not supported by the information documented on the forms completed
by the vendors and were not reported to Cigna by any other healthcare provider who saw the patient during the year in
which the home visit occurred. Nevertheless, Cigna submitted these diagnoses to CMS to claim increased payments,

Multiple Providers

Hospital

Long Term Care

Home Health Service

Medical Equipment
and Supplies

Physical and Other
Therapies

Behavioral Health

Laboratory

Other Providers and
Suppliers

Provider 

40

https://www.justice.gov/opa/pr/cigna-group-pay-172-million-resolve-false-claims-act-allegations
https://oig.hhs.gov/fraud/cia/agreements/The_Cigna_Group_09292023.pdf


Prepared by SunHawk Consulting LLC
SunHawk™ is a trademark of

SunHawk Consulting LLC
© SunHawk Consulting LLC 2024

Portions of these materials are
protected by registered US copyrights

and other legal protections.

HHS OIG Audit and Enforcement Risk Analysis - Corporate Integrity Agreements (CIAs)

and falsely certified each year that the diagnosis data it submitted was "accurate, complete, and truthful."

The United States further alleged that, for payment years 2016 to 2021, Cigna knowingly submitted and/or failed to
delete or withdraw inaccurate and untruthful diagnosis codes for morbid obesity to increase the payments it received
from CMS for numerous beneficiaries enrolled in its MA plans. The medical records for individuals diagnosed as
morbidly obese typically include one or more Body Mass Index (BMI) recordings. Individuals with a BMI below 35 cannot
properly be diagnosed as morbidly obese. However, Cigna submitted or failed to delete inaccurate and untruthful
diagnosis codes for morbid obesity for individuals lacking a BMI of 35 or above, and these codes increased the
payments made by CMS.

In connection with the settlement, Cigna entered into a five-year Corporate Integrity Agreement (CIA) with the U.S.
Department of Health and Human Services Office of Inspector General (HHS-OIG). The CIA requires that Cigna
implement numerous accountability and auditing provisions. On an annual basis, top executives and members of the
Board of Directors must make certifications about Cigna's compliance measures, Cigna must conduct annual risk
assessments and other monitoring, and an independent review organization will conduct multi-faceted audits focused on
risk adjustment data.

The claims resolved by the settlement are allegations only, and there has been no determination of liability.

Date: 09/29/2023 Entity Location: Connecticut Government Program(s): Medicare Advantage (MA)
Program, Medicare Part C

Fayetteville Cardiologist Agrees to Pay Over $5 Million to Resolve Allegedly
False Medicare and Medicaid Claims

Company Name: Saini, M.D. , Dr. Hari P., and Others
Settlement: $5,015,554

Issue(s): False Claims Act, Medical Necessity
CIA Term: Three Years

The US Attorney for the District of Eastern North Carolina announced that Fayetteville, North Carolina cardiologist Dr.
Hari Saini and his current practice, Carolina Heart and Leg Center, P.A., agreed to pay $5,015,554 to the United States
and North Carolina to resolve allegedly false Medicare and Medicaid claims.

This settlement arose from whistleblower allegations that Dr. Saini and his cardiology practice performed unnecessary
atherectomy procedures to remove minor plaque blockage in leg arteries in patients. The United States filed a complaint
against Dr. Saini, Carolina Heart and Leg Center, and Carolina Cape Fear Medical Group, alleging that Defendants
"systematically overstated the stenosis percentage" to justify medically unnecessary atherectomies for the maximum
number of procedures for their patients. More specifically, the Government alleged that Dr. Saini--who was one of the
highest billing cardiologists in North Carolina for this type of claim--conducted "risky and invasive atherectomy
procedures to unnecessarily remove plaque blockage that was, at best, only minimally present, all in blatant disregard
for patient safety and Program billing requirements." Based upon billing and medical records, Defendants were paid
millions from Medicare and Medicaid, which the Government alleged was not supported by the retained medical records
for the services provided and billed.

Ultimately, after six years of discovery and litigation, and with trial looming, Dr. Saini and his practice agreed to pay more
than $5 million to resolve the False Claims Act allegations.
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