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AUDIT OBJECTIVE 
 
Our audit objective was to determine whether 
the Department of Health (Department) 
adequately monitors the local social services 
districts’ (Local Districts) medical assistance 
program (Medicaid) eligibility determination 
process to ensure individuals who are 
ineligible for Medicaid are not receiving 
benefits. 
 

AUDIT RESULTS - SUMMARY 
 
Generally, the Department’s monitoring and 
oversight of the initial eligibility 
determination and recertification processes 
were working as intended. However, 
information provided to the Department and 
Local Districts after initial eligibility 
determination and subsequent recertification 
was not always used to identify ineligible 
recipients and discontinue Medicaid benefits 
when appropriate in a timely manner.  For 
example, Local Districts were not consistently 
using information on the Welfare 
Management System (WMS) and other 
available tools to update Medicaid’s 
eligibility files.  Some examples of the other 
available tools not consistently used included 
matching recipient death information files to 
Medicaid records, using exception reports that 
show incorrect or missing Social Security 
Numbers (SSNs) and matching files of 
recipient’s income and other resources.  As a 
result, some individuals may have received 
benefits erroneously.  
 
We focused our audit testing on basic 
Medicaid eligibility issues where our analysis 
indicated the Department’s controls were 
weak.  Our tests identified the following 
potentially inappropriate Medicaid payments 
for the period April 1, 2003 through February 
3, 2006:  

• $3.6 million was paid for 4,277 
deceased recipients for claims with 
dates of services after the 
recipient’s date of death; 

 

• $4.3 million was paid for claims 
for emergency medical assistance 
without the required physician 
certification needed to continue 
eligibility; and 

 

• $2 million was paid for emergency 
medical claims for services after 
the allowable 90-day period of 
eligibility had expired.  

 
We also identified 175,939 active Medicaid 
recipients who were either lacking a SSN or 
who had given the Local District an invalid 
SSN. We determined 58,402 of the 175,939 
cases had been open for at least a year without 
action being taken to close the case or obtain 
an accurate SSN.  Thus, Local Districts 
cannot perform income and resource matches 
with other governmental agencies which are 
critical for a proper determination of recipient 
eligibility.   
 
Our report contains nine recommendations for 
improving Department oversight and 
monitoring of the Local District’s eligibility 
determination process.  Department officials 
generally agreed with our audit findings and 
have taken steps to implement them. 
 
This report, dated November 15, 2006, is 
available on our website at:  
http://www.osc.state.ny.us. Add or update 
your mailing list address by contacting us at: 
(518) 474-3271 or 
Office of the State Comptroller 
Division of State Services 
State Audit Bureau 
110 State Street, 11th Floor 
Albany, NY 12236 
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BACKGROUND 
 
The Department administers the State’s 
Medicaid program, which provides medical 
assistance to needy individuals.  The 
Department has the responsibility of 
balancing the need for timely access to 
medical care for needy individuals with the 
responsibility of ensuring only eligible 
applicants receive benefits.  Because of the 
complexity of the Medicaid eligibility process 
and the many Local Districts making these 
determinations, Department oversight and 
monitoring are essential in ensuring eligibility 
is correctly determined. 
 
The Department’s Office of Medicaid 
Management provides oversight and 
establishes guidelines for the 58 Local 
Districts regarding Medicaid eligibility and 
informs districts of changes in federal and 
State Medicaid regulations.  Each Local 
District represents a county in all areas of the 
State except in New York City.  In New York 
City, its five boroughs comprise one Local 
District overseen by the New York City 
Human Resources Administration.  The New 
York State Office of Temporary and 
Disability Assistance (OTDA) maintains the 
WMS, the central registry for all public 
assistance and Medicaid recipients in New 
York State.  WMS is designed to assist Local 
Districts in determining recipient eligibility.   
 
To obtain Medicaid benefits, prospective 
recipients must apply for benefits with their 
respective Local District.  A recipient, once 
deemed eligible for Medicaid, must recertify 
eligibility every 12 months or sooner if the 
recipient’s circumstances have changed.  The 
Local Districts are responsible for 
determining whether an individual applying 
for Medicaid meets the eligibility 
requirements, and for reviewing such 
eligibility at least every 12 months or when 
the recipient’s circumstances change. 

Because the intake of complete, accurate and 
timely information are critical to determining 
eligibility, the Department and OTDA have 
various processes and tools to assist Local 
District caseworkers when making eligibility 
decisions.  Reports and file matches are 
generated from WMS by OTDA.  One report 
indicates those applicants whose SSN has 
been determined to be invalid by the federal 
Social Security Administration (SSA).  
OTDA also produces Resource File 
Integration (RFI) matches.  These file 
matches identify wages, SSA benefits, and 
unemployment benefits for individuals 
applying for or recertifying their Medicaid 
benefits.  Caseworkers are required by federal 
regulations to use the matches to determine if 
recipients are eligible for benefits based on 
new income or resources.  The Department 
also provides two other resources to Local 
District caseworkers to aid with 
determinations of Medicaid eligibility: 
 

• The Electronic Eligibility Decision 
Support System (EEDSS), 
introduced in May 2005, is an 
electronic interface between the 
caseworker receiving the 
information given by the applicant 
and the WMS database.  This 
interface increases the timeliness 
and accuracy of the Medicaid 
eligibility determination process.  At 
the time of our audit, only one Local 
District (New York City) was using 
the EEDSS and the Department was 
in the process of implementing the 
EEDSS in 15 other Local Districts.  
EEDSS will be required for 
eligibility determination in all Local 
Districts once implemented.   

 
• The Front-End Detection System 

(FEDS) is designed to identify 
fraudulent or erroneous information 
before applicants are granted public 
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assistance and Medicaid benefits.  
OTDA requires Local Districts to 
use FEDS for applicants requesting 
public assistance.  The Department 
encourages, but does not require, 
FEDS to be used for applicants 
requesting Medicaid. 

 
The number of active Medicaid recipients 
continues to increase due to increases in 
allowable income and resource levels as well 
as increases in the number of medical 
assistance programs available. As of February 
3, 2006, there were about 4.1 million active 
Medicaid recipients receiving benefits 
totaling about $44.5 billion for the State fiscal 
year ended 2004-05, which represents an 
increase of $3.7 billion from the prior fiscal 
year. 
 

AUDIT FINDINGS AND 
RECOMMENDATIONS 

 
Deceased Recipient Updates 

 
When a Medicaid recipient dies, Local 
Districts are responsible for closing the 
deceased recipient’s case on WMS on a 
timely basis.  This action discontinues 
Medicaid benefits as of the date of death and 
updates the Department’s computerized 
Medicaid claims payment system, eMedNY, 
with the recipient’s change in eligibility 
status.  With this change, eMedNY will not 
pay claims for Medicaid services after the 
date of the recipient’s death.  This will help 
prevent payments for inappropriate billings by 
providers.  After receiving notice of a 
recipient’s death, the Local District needs to 
determine if any Medicaid payments were 
made for dates of service after the date of the 
recipient’s death and take action to recover 
any inappropriate payments. 
 

To determine if eMedNY contained accurate 
information related to the dates of death, we 
compared the Medicaid eligibility file as of 
January 2005 with the Department’s Bureau 
of Vital Records’ (Bureau) death records as of 
August 2005.  We identified 5,487 individuals 
eMedNY reported as Medicaid eligible in 
January 2005 but the Bureau reported as 
deceased as of August 2005.  We then 
reviewed the eMedNY claims payment 
information for these 5,487 individuals and 
determined Medicaid paid 16,925 Medicaid 
claims totaling $3.6 million for 4,277 of these 
recipients for services after the individuals’ 
date of death.  We did not identify Medicaid 
claims paid for dates of services occurring 
after the date of death for the remaining 1,210 
individuals.  Nevertheless, the Bureau’s 
records indicated these individuals were 
deceased, yet those people remained eligible 
for Medicaid benefits.  The Department 
should review the Medicaid eligibility files 
for these individuals to ensure the files 
contain accurate eligibility information.  We 
provided all 5,487 cases to the appropriate 
Department and Local District officials for 
their review and follow-up. 
 
Some examples of these inappropriate 
payments for deceased recipients include: 
three cases where Medicaid paid pharmacy 
claims totaling $22,046 for several months 
after the recipients’ date of death; one case 
where a nursing home recertified the recipient 
as Medicaid eligible for two years after the 
recipient’s date of death and received 
Medicaid payments for this recipient totaling 
$14,537 - the Local District has since 
recovered $9,883; and one case that was re-
opened several years after the recipient’s date 
of death and Medicaid paid claims totaling 
$2,818 for this deceased recipient.   
 
When we visited the Local Districts to 
determine why recipient death information 
was not updated to recipients’ WMS case 
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files, we found the Local Districts did not 
always obtain timely notice of a recipient’s 
death.  Local Districts usually relied on 
families and local health care providers for 
notification of a recipient’s death.  As a result, 
and as we noted earlier, cases remained active 
on eMedNY and Medicaid claims were paid 
to providers for dates of services occurring 
after the recipient’s death.  We also found that 
Local Districts did not always close cases 
correctly on WMS.  We learned the 
Department did not have standard procedures 
for identifying recipients who died or for 
discontinuing Medicaid eligibility on WMS. 
In addition, the Department did not routinely 
match recipients against the Bureau’s death 
records.   
 
The Department should provide the Local 
Districts with procedures and information 
necessary to identify recipients who have 
died; and verify that the Local Districts are 
posting the correct date of death and closing 
the Medicaid case in a timely manner. 

 
Recommendations 

 
1. Department and Local District officials 

should investigate the 16,925 Medicaid 
claims totaling $3.6 million paid for 4,277 
deceased recipients for dates of services 
occurring after the recipients’ date of 
death and recover any inappropriate 
payments.  Department and Local District 
officials should review the Medicaid 
eligibility files for the remaining 1,210 
cases to ensure the files contain accurate 
eligibility information. 

 
2. The Department should perform routine 

matches with its Bureau of Vital Records 
to identify deceased Medicaid recipients 
and provide the Local Districts with this 
information. 

 

3. The Department should provide the Local 
Districts with procedures for identifying 
recipients who have died and for 
discontinuing Medicaid eligibility on 
WMS.  

 
4. The Department should monitor Local 

District practices and verify the Local 
Districts are posting the correct date of 
death for the recipient on WMS and 
closing the Medicaid case in a timely 
manner. 

 
Emergency Medical Assistance 

 
Federal regulations require states to provide 
treatment for emergency medical conditions 
through the Medicaid program to illegal or 
undocumented immigrants and to individuals 
who have been granted temporary non-
immigrant status (e.g. tourists).  An 
emergency medical condition is a condition 
accompanied by severe symptoms that, 
without immediate medical attention, would 
place the person’s health in serious jeopardy, 
or would result in serious impairment to 
bodily functions, or serious dysfunction of 
any body organ or part.  Long-term care and 
organ transplants are not included in 
emergency care.  In addition, the income and 
resources of these individuals must be within 
the established allowable levels for the 
Medicaid program.  If one of these 
individuals requires treatment for an 
emergency medical condition, a physician 
must certify the individual has an emergency 
medical condition. This certification is valid 
for no more than 90 days.  To continue an 
individual’s emergency medical assistance 
beyond the 90-day limit, the Department 
requires the Local Districts to obtain a new 
emergency certification from the physician. 
 
During the period April 1, 2003 through 
December 19, 2005, Medicaid paid $917.3 
million for emergency services provided to 
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illegal or undocumented immigrants and to 
individuals who had been granted temporary 
non-immigrant status.  We identified 77,780 
recipients on eMedNY who received this 
benefit.   
 
To test whether the recipients fully met the 
eligibility requirements for receiving 
emergency medical assistance, we 
judgmentally selected a total of 108 cases 
from the six Local Districts we visited.  We 
selected these cases based on an analysis of 
the amount, frequency and duration of the 
claims paid for the 108 recipients.  We 
targeted large dollar-value claims and claims 
with lengthy service periods.  Of the 108 
cases, 27 cases were processed according to 
Department policies; 7 files could not be 
found; 1 case was incorrectly processed as an 
emergency medical assistance case; and the 
remaining 73 cases did not comply with 
Department policies as follows:  
 

• Forty-four cases were missing one or 
more of the required emergency 
certification forms from a physician. 
Medicaid claims totaling $4.3 million 
were paid for these individuals. 

 

• Twenty-five cases were missing the 
required physician certification form to 
justify continuing benefits beyond the 
90-day limit. Some of these recipients 
received emergency medical assistance 
for several years without having the 
necessary authorization for the 
emergency coverage.  Medicaid claims 
totaling $2 million were paid for these 
individuals.   

 

• In one case, the individual used a 
stolen SSN and received coverage for 
nearly five years.  Although the Local 
District has since terminated this 
individual’s emergency medical 

assistance, Medicaid claims totaling 
$629,100 were paid for this individual.  

 

• In one case, the individual potentially 
underreported income and resources. 
Although the Local District has since 
terminated this individual’s emergency 
medical assistance, Medicaid claims 
totaling $125,400 were paid for this 
individual. 

 

• Two cases were incorrectly processed 
as illegal immigrants when in fact the 
individuals were legal immigrants 
entitled to full Medicaid benefits. 
 

During our visits to the Local Districts, we 
noted that district officials differed on their 
understanding of Department directives 
regarding emergency medical assistance.  
Some districts maintained a strict 
interpretation of Department directives, while 
other districts extended emergency coverage 
beyond the 90-day limit when recipients 
required continuous care because this 
extension reduced the workload of the district 
caseworkers.  One district official justified the 
district’s actions by stating that untreated 
long-term illnesses could turn into an 
emergency medical condition.  
 
Many of the individuals in our sample were 
receiving emergency medical benefits for 
periods of over one year.  Several of the 
recipients required long-term care for 
conditions such as AIDS, cancer, or chronic 
renal failure.  Recipients with these conditions 
will require medical treatment for the 
remainder of their lives, contrary to the 
definition of emergency medical assistance 
established by federal regulations and 
Department policy.  As a result, and as we 
noted, Medicaid claims are paid for recipients 
who may not necessarily qualify for 
emergency medical assistance. 
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The State and Local Districts can be held 
liable for disallowance of the federal share of 
Medicaid for failing to document and follow 
established thresholds.  A federal review of 
the State’s emergency medical assistance 
claims between January 2001 and September 
2004 found many services provided did not 
qualify as emergencies.  As a result, the State 
lost $32.5 million in federal reimbursements 
for emergency medical assistance provided to 
these individuals. 
 
The Department should improve its 
monitoring of the Local Districts to ensure 
existing policies and procedures for 
emergency medical assistance are consistently 
followed.  
 

Recommendations 
 
5. The Department should verify Local 

Districts are providing emergency medical 
assistance to illegal or undocumented 
immigrants and temporary non-
immigrants according to federal and State 
regulations.  

 
6. The Department should work with the 

Local Districts to establish procedures to 
evaluate a recipient’s continued eligibility 
for emergency medical assistance. 

 
We have referred two of the cases discussed 
on page 6 of this report, the case involving the 
stolen SSN and the case involving possible 
underreporting of income, to the Medicaid 
Fraud Control Unit of the State Attorney’s 
General Office for further investigation. 
 

Verifying SSNs, Income and Resources 
 
Individuals applying for Medicaid may 
submit an application either through 
caseworkers at Local Districts, facilitated 
enrollers or deputized workers.  Facilitated 
enrollers are placed in various locations 

within the community, such as hospitals, 
billing offices, prenatal care units, family 
planning benefit programs, and community 
mental health offices. Facilitated enrollers 
assist individuals in applying for enrollment 
into managed care programs.  Facilitated 
enrollers gather all the necessary information 
and documentation from the applicant and 
send it to the Local District caseworkers for 
eligibility determination and processing.  
Deputized workers in New York City are 
volunteers from community based 
organizations.  Similar to facilitated enrollers, 
they gather the information necessary to 
process Medicaid eligibility applications and 
send them to the Local Districts.  There is a 
risk that inaccurate or incorrect information 
could be submitted because facilitated 
enrollers and deputized workers do not 
receive the same level of training as Local 
District caseworkers.  In some instances the 
facilitated enrollers and deputized workers 
may work for the managed care company 
enrolling the individual.  Therefore, 
caseworkers at the Local Districts need to 
review such applications further. 
 

Verifying SSNs 
 
Federal regulations generally require 
applicants provide a SSN when applying for 
Medicaid benefits.  The Local Districts use 
the SSN to help verify the applicants are who 
they say they are, meet the demographic 
requirements for Medicaid, have incomes 
which fall below the eligibility criteria, and 
reported resources are below established 
limits.  Exceptions to the SSN requirements 
are pregnant women and individuals who 
qualify for emergency medical assistance.  
Federal regulations also state Local Districts 
cannot deny or delay services to an otherwise 
eligible applicant pending issuance or 
verification of the individual’s SSN by the 
federal SSA.  Applicants who do not or 
cannot provide SSNs when they apply for 
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benefits must provide the SSNs before or at 
the annual eligibility recertification.  State and 
federal regulations require recertification of a 
recipient’s Medicaid eligibility at least once 
every 12 months.  Thus, in most cases, an 
individual enrolled without a valid SSN 
should not remain on the Medicaid system 
longer than one year. 
 
To verify the validity of an applicant’s SSN, 
the Department routinely matches recipient 
information on WMS with the SSA’s SSN 
data base.  The Local Districts receive a 
report of exceptions resulting from these 
matches. According to Department 
procedures, the Local Districts are expected to 
research and resolve the exceptions on this 
report.  The missing and invalid SSNs remain 
on the report until resolved by the Local 
Districts.  
 
We reviewed the file of 4.1 million recipients 
eMedNY reported as Medicaid eligible as of 
February 3, 2006.  We identified 175,939 
cases (4.3 percent) with missing or invalid 
SSNs.  Since it is possible to qualify for 
Medicaid without a SSN, we analyzed the 
175,939 cases and eliminated 117,537 cases 
because the recipients either met an exception 
to the SSN requirement (pregnant women and 
individuals who qualify for emergency 
medical assistance) or were eligible less than 
a year (an otherwise eligible recipient could 
be waiting issuance or verification of a SSN). 
It is expected that some recipients might not 
have SSNs for a short period of time but not 
longer than 12 months. We focused our 
review on the remaining 58,402 cases with 
missing or invalid SSNs.  These cases 
represented individuals who were either 
eligible for Medicaid for more than 12 months 
or did not receive prenatal care or emergency 
medical assistance.   
 
During our Local District visits, we selected 
the case files for 123 of these 58,402 cases to 

find out why the SSNs were missing or 
invalid.  We judgmentally selected these cases 
within the six districts based upon our 
analysis of expenditures paid for those cases 
with a missing or invalid SSN.  For five of the 
cases, Local District officials were unable to 
locate the files; we could not review these 
cases.  For the remaining 118 cases, we were 
able to resolve the missing or invalid SSN for 
78 cases, but identified problems with the 40 
remaining cases as follows: 
 

• In 27 cases, we found evidence of SSN 
documents in the case file, but the SSN 
information was either missing or 
incorrect on WMS. Some of these 
errors occurred during the data entry 
process when the Local District 
incorrectly entered SSNs on WMS.  
Some of the Local Districts we visited 
did not post the SSN on WMS if the 
recipient was an adopted or foster care 
child in order to protect the children’s 
identities.  However, Department 
officials confirmed Local Districts are 
required to record the child’s SSN in 
the system in these cases. 

 

• In five cases, the caseworkers used a 
Local District identification number in 
place of a SSN. 

 

• In five cases, the SSN was not valid 
due to inconsistencies with the SSA 
database.  Specifically, SSA reported 
the SSNs as invalid for various 
matching reasons (gender, date of 
birth, etc.), but we noted supporting 
documentation (e.g. birth certificates 
and marriage licenses) matched the 
data on WMS. 

 

• In three cases, the recipient’s SSN 
number failed validation. We could not 
find evidence of SSN documentation or 
follow-up by caseworkers in the 
recipients’ case files, yet the cases 
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remained open for over one year.  For 
example, one case failed validation 
because a client provided an invalid 
SSN on the application.  Local District 
officials could not explain why there 
was no follow-up to obtain the correct 
SSN.  For the five-year period ended 
January 10, 2006, Medicaid paid 727 
claims totaling $250,745 for this 
recipient.   

 
The Department is aware of these issues and 
has taken action to address active Medicaid 
recipients with invalid or missing SSNs.  In 
September 2005, Department officials 
provided Local Districts with a list of active 
recipients lacking a SSN on WMS as of July 
1, 2005.  The Department requested the Local 
Districts to take action and report results 
within 60 days.  The Department plans to 
repeat this process with the Local Districts on 
an annual basis.   
 

Verifying Income and Resources 
 

Federal regulations require the Department to 
have a computer match process in place to 
compare wage and resource information 
provided by applicants and recipients to files 
maintained by various State and federal 
agencies. Federal guidelines recommend 
federal 1099 matches to detect unreported 
income and resources. The value of the 1099 
match is that it includes income outside of 
employment that would not be included on 
the match of wage data with the Department 
of Taxation and Finance.  We found the 
federal 1099 matches have not been 
performed by OTDA since the fall of 2000 
due to confidentiality constraints.  Federal 
officials had concerns about protecting 
confidential data provided to the State 
entities.  Even though Department, OTDA, 
and Local District officials stated the federal 
1099 match was extremely useful in making 
eligibility decisions, they decided to pursue 

other ways of identifying unreported income 
and resources rather than incur the cost of 
protecting the confidential 1099 data.  OTDA 
officials told us they will resume the 1099 
match in the near future to determine 
eligibility for public assistance cases, but not 
for Medicaid cases.  At the time of our audit, 
the Department had not considered resuming 
the 1099 matches for Medicaid cases.   
 
In place of the 1099 match, the Department 
and OTDA used the RFI matches described 
earlier to identify unreported income and 
resources.  This process compares information 
provided by the recipient to information 
reported from other sources (for example, 
employers) to State and federal agencies.  If a 
recipient is found to have any resources from 
these matches, it is the responsibility of the 
Local District caseworker to review the 
income or resources, update WMS with the 
additional information, and document on 
WMS that the resource or income information 
was considered in determining the 
individual’s eligibility.  According to federal 
regulations, follow-up on all matches is to be 
completed within 45 days of the agency's 
receipt of matched reports. 
 
We selected a sample of 105 RFI matches and 
compared the information from the match to 
information contained in the recipients’ case 
files at the Local Districts.  We judgmentally 
selected these matches for the six Local 
Districts we visited based upon the dollar 
value of the match results.  Local District 
officials were unable to provide us with four 
files. Of the remaining 101 cases, we found 
the Local Districts did not take appropriate 
action in 42 cases, as follows: 
 

• In 14 cases, the caseworkers did not 
use the information from the RFI 
match to reassess recipient eligibility. 
At our request, the Local Districts 
agreed to reassess these cases using the  
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• RFI information.  As a result, one 

Local District discontinued eligibility 
in five cases.  We calculated $11,114 
in Medicaid claims were paid for these 
cases before eligibility was 
discontinued.  Other Local Districts 
were still in process of reviewing the 
remaining nine cases when our audit 
work ended.   

 

• In 28 cases, the caseworkers took 
longer than 45 days to resolve the RFI 
match results.  Some Local District 
officials indicated since they do not use 
the RFI reports, the match results 
would be missed by caseworkers until 
the case is due for recertification, 
unless the caseworker took some other 
action in WMS. Although recipients 
are supposed to immediately report 
changes in income to their 
caseworkers, Local District officials 
informed us recipients frequently wait 
until recertification to do so.  If RFI 
match results are not resolved in a 
timely manner, it is possible for a 
recipient to receive Medicaid benefits 
they are not entitled to.  

 
When we discussed these RFI issues with 
Department officials, they stated the RFI 
information is not timely and at times is 
inaccurate.  However, the Department 
continues to rely on OTDA to perform the 
RFI income and resource matches rather than 
develop its own process and procedures with 
federal and State agencies, such as resuming 
the Federal 1099 matches.  For the cases we 
reviewed, we found the RFI information to be 
accurate.  The RFI data would be an effective 
tool in determining an individual’s eligibility 
when used by the Local Districts as intended.   

                                        
Recommendations 

 
7. The Department should monitor and 

follow up with Local Districts on a regular 
basis to verify: 

 
• all active recipients who are required 

  to provide a SSN have provided a  
  SSN;  and 
 

• Local Districts used the exception  
  reports from the routine WMS -  
  f e d e r a l  S S A  matches to identify 
  SSNs and verify the validity of SSNs 
  provided.  
 
8. The Department should consider resuming 

the federal 1099 matches for Medicaid 
recipients on the WMS database. 

 
9. The Department should reinforce federal 

regulations requiring the Local Districts to 
follow-up on all RFI matches within 45 
days and use the information from the 
matches to reassess recipient eligibility.  

 
AUDIT SCOPE AND METHODOLOGY 

 
We did our audit according to generally 
accepted government auditing standards.  We 
audited the effectiveness of the Department’s 
oversight of recipient eligibility for Medicaid 
for the period April 1, 2003 through February 
3, 2006.  We examined applicable sections of 
federal and State laws, rules and regulations, 
as well as Department policies and 
procedures; interviewed officials at the 
Department, six Local Districts (Monroe 
County, Nassau County, New York City, St. 
Lawrence County, Suffolk County and 
Westchester County) and OTDA; and 
analyzed information on claims paid on 
behalf of Medicaid recipients.  
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We developed computer programs to identify 
Medicaid claims paid for deceased recipients 
after their date of death and for individuals 
seeking emergency medical assistance; and to 
identify active Medicaid recipients who were 
either missing a SSN or had an invalid SSN 
for over one year.  We reviewed matches of 
RFI income and resource data provided by 
OTDA and compared this information with 
the documentation the Local Districts used to 
determine an individual’s Medicaid 
eligibility.  We reviewed information from 
eMedNY, including WMS data, which is 
regularly updated to eMedNY.   
 
In addition to being the State Auditor, the 
Comptroller performs certain other duties as 
the chief fiscal officer of New York State that 
have been mandated by statute and the State 
Constitution.  The Division of State Services 
is responsible for several of these, including 
operation of the State’s accounting system; 
preparation of the State’s financial statements; 
and approval of State contracts, refunds, and 
other payments.  In addition, the Comptroller 
appoints members, some of whom have 
minority voting rights, to certain boards, 
commissions, and public authorities. These 
duties may be considered management 
functions for purposes of evaluating 
organizational independence under generally 
accepted government auditing standards.  In 
our opinion, they do not affect our ability to 
conduct independent audits of program 
performance. 
 

AUTHORITY 
 
The audit was performed according to the 
State Comptroller’s authority under Article V, 
Section 1, of the State Constitution; and 
Article II, Section 8, of the State Finance 
Law. 

REPORTING REQUIREMENTS 
 

We provided a draft copy of this report to 
Department officials for their review and 
comment. Department officials generally 
agreed with our recommendations and 
indicated actions planned and taken to 
implement them.  Certain matters presented in 
the draft report were changed based on the 
Department’s response. A complete copy of 
the Department’s response is included as 
Appendix A.  Appendix B contains State 
Comptroller’s Comments which address 
matters of disagreement contained in the 
Department’s response and changes to the 
final report based on the Department’s 
response.   
 
Within 90 days of the final release of this 
report, as required by Section 170 of the 
Executive Law, the Commissioner of the 
Department of Health shall report to the 
Governor, the State Comptroller, and the 
leaders of the Legislature and fiscal 
committees, advising what steps were taken to 
implement the recommendations contained 
herein and where recommendations were not 
implemented, the reasons therefor.   

 
CONTRIBUTORS TO THE REPORT 

 
Major contributors to this report include 
David R. Hancox, Sheila Emminger, Edward 
Durocher, Mary Roylance, Brianna Redmond, 
Tracy Samuel, Daniel Towle, Nicole Van 
Hoesen, and Susan DiFiore. 
 



 
 

 
APPENDIX A - AUDITEE RESPONSE 
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APPENDIX B - STATE COMPTROLLER COMMENTS 
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1. We provided preliminary copies of the 
matters contained in this report to Department 
and Local District officials for their review 
and comment.  The information provided by 
the Local Districts was examined and 
appropriate adjustments were made.  The 
Department’s response does not offer specific 
examples that would allow us to evaluate the 
extent to which our analysis should be 
adjusted for any material error. 
 
2. Certain matters contained in the draft report 
were changed based on the Department’s 
response. 

3. As stated in our report and the 
Department’s response, the Local Districts are 
responsible for determining Medicaid 
eligibility.  Because the facilitated enrollers 
receive more streamlined training than Local 
District caseworkers, Local Districts need to 
exercise care when reviewing information 
submitted through the facilitated enrollment 
process to make certain the applicants meet 
the eligibility requirements for Medicaid. 
 
4.  Contrary to the Department’s comments, 
our analysis did not include any recipients 
who died after January 2005. The Medicaid 
claims totaling $3.6 million paid for 4,277 
recipients were for individuals who died prior 
to January 2005 and had claims paid for 
services after their date of death. 




