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	[enter date]

	CERTIFIED MAIL – [enter certified mail number] Return Receipt Requested

 FORMCHECKBOX 
 Regular Mail           FORMCHECKBOX 
 Fax


	
	[enter signature authority's name(s)]
[enter legal entity name]
[enter DBA name]
[enter signature authority's mailing address]
[enter city, state and ZIP code]
	

	
	
	

	
	
	

	
	
	

	
	
	


	

	Contract Number: [enter contract number]
Subject: Notification of Contract Staff Findings

	Dear Contractor:

	On [enter date(s) of investigation], Texas Department of Aging and Disability Services (DADS) contract staff conducted an investigation related to the above [enter contract type] contract. The investigation revealed the following: (Check applicable box(es) below.)

	 FORMCHECKBOX 

	All allegations of contract non-compliance were unsubstantiated. No further action required.

	 FORMCHECKBOX 

	Requirement to submit an Immediate Protection Plan subsequent to the need to take immediate action. The plan is due to the contract staff within three business days from the date notified to take the immediate action to protect an individual’s health and safety. The Immediate Protection Plan must include:

· a description of the non-compliance that jeopardized the health and safety of the individual; 

· a description of the immediate protection taken to resolve the health and safety issue and the title of the person who ensured completion of the immediate protection; and 

· a description of the activities that will be performed to prevent the reoccurrence of the health and safety issue and the title of the person responsible for completion of these activities.

	 FORMCHECKBOX 

	One or more allegation(s) of contract non-compliance were substantiated as identified on the attached Report of Investigation, Statement of Findings (Page 2), and the applicable standards reviewed using the Monitoring Workbook. 

	 FORMCHECKBOX 

	Subsequent to the findings of contract non-compliance, a Corrective Action Plan (CAP) must be provided to the contract staff listed below within 10 business days after the receipt of this notice. Should the contract staff not receive the CAP within the required time frame, DADS will, at its sole option and without notice to the contractor, place the contractor on vendor hold, to be released within 10 business days from the date of DADS receipt of the completed CAP. A CAP is a written plan to target and correct the identified contract non-compliance issues identified on the attached Report of Investigation, Statement of Findings (Page 2). 
The CAP must include the following elements:

· describe the non-compliance that DADS identified from the monitoring or investigation resulting in the CAP;

· describe the activities the contractor will perform to correct or prevent the non-compliance from re-occurring; 

· the title of the person responsible for performing the activities; and 
· a schedule for performing the activities.

	 FORMCHECKBOX 

	An amount is due to DADS as identified on the attached [enter the Provider Agency Findings of Fiscal Monitoring Review or the Monitoring Workbook-Demand for Payment Notice]. Subsequent to the finding(s), please be advised, unless an appeal of the recoupment is filed, the following will apply:

	 FORMCHECKBOX 

	Fiscal Errors – Requirement to provide a Texas Medicaid and Healthcare Partnership (TMHP) Remittance and Status (R&S) Report which reflect negative billing has been successfully processed and finalized or Claims Status Inquiry (CSI) which reflects negative billing in a paid “P” status within 60 days. The TMHP documentation must evidence negative billing by the individual to offset the amounts specified in the Demand for Payment Notice(s) or Form 3687, Provider Agency Findings of Fiscal Monitoring Review. Should the contractor not submit negative bills to offset the amounts specified in the Demand for Payment Notice(s) or Form 3687 within the required time frame, DADS will, at its sole option and without notice to the contractor, deduct from the contract(s) the contractor has with the amounts specified in the Demand for Payment Notice(s) or Form 3687. 

	You may appeal this recoupment to DADS. DADS will set the appeal for hearing with the State Office of Administrative Hearings (SOAH). Your appeal request must be in writing, in the form of a petition or letter, and must state the basis of the appeal. You must include a legible copy of this letter received from DADS that specified the proposed adverse action. The request for a hearing is not complete and will not be docketed at SOAH for hearing without a copy of the letter received from DADS that specified the proposed adverse action. Your request for a hearing must be sent to DADS at:   

	Texas Department of Aging and Disability Services
Legal Services
Office of General Counsel
P.O. Box 149030, Mail Code W-615
Austin, Texas  78714
Fax: 512-438-5759
If a request for a hearing is not filed and complete within 15 days of receipt of this notice, unless otherwise provided by statute, you will be deemed to have consented to the DADS action and request for a hearing will be denied.

All submissions will be filed at SOAH by DADS and must be redacted by you to meet SOAH privacy requirements at 1 Texas Administrative Code §155.101. Redaction must include all personal identifiers that are protected by law from disclosure or that are unnecessary for resolution of the case. Any documents received by DADS containing unredacted confidential information will be returned.
A copy of the written appeal request must be provided to contract staff at the address indicated below.

You may choose to provide a written response to the finding(s) of this investigation. Your written response must be submitted to the contract staff listed below within three business days of your receipt of this notice.

Texas Department of Aging and Disability Services
Attn: [enter contract staff person's name and title]
[enter contract staff's department/unit name and  mail code, as applicable]
[enter contract staff's mailing address]
[enter city, state and ZIP code]


	Please feel free to contact [enter manager's designee's name] at [enter area code and telephone number] if you need additional information.

	Sincerely,

[enter name of manager's designee]
[enter department of manager's designee]
[enter title] 

[enter sender's and typist's initials]
Attachments for Investigation Findings:
Form 3614-C, Contract Staff Report of Investigation, Statement of Findings, Page 2
Monitoring Workbook, if applicable
Form 3687, Provider Agency Findings of Fiscal Monitoring Review, if applicable
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