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(c) Retroactive payment or repayment will be required when an audit verifies an underpayment or overpayment due
to intentional misrepresentation, billing or payment errors, or misstatement of historical financial or historical
statistical data, or resident assessment data which caused a lower or higher rate than would have been ailowed had
the data been true and accurate. Upon discovery that a provider has received overpayment of a Medicaid claim from
the office, the provider must complete the appropriate Medicaid billing adjustment form and reimburse the office for
the amount of the overpayment, or the office shall make a retroactive payment adjustment, as appropriate.
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