
Chair Gross, Vice Chair, Ranking Member, and members of the House Medicaid Committee: 

Thank you for the opportunity to testify regarding Substitute House Bill 795 and the urgent need 
to strengthen Ohio’s Medicaid fraud-prevention system. 

Medicaid exists to protect vulnerable Ohioans. Every dollar stolen through fraud is a dollar taken 
away from an elderly person, a person with a disability, a child, or a family facing a genuine 
medical crisis. Fraud does not merely steal taxpayer dollars. It exploits vulnerable Ohioans and 
destroys public trust in programs that must remain available for people who truly need help. 

I am testifying today because I have spent months investigating allegations involving Ohio’s 
home and community-based services waiver programs. What I witnessed raises serious questions 
about whether Ohio’s system has relied too heavily on paperwork and too little on real-world 
verification, transparency, and common sense. 

In December, whistleblowers came to me with concerns about what they believed was a 
systematic fraud pipeline involving home-health and personal-care services. They stated that 
they had raised their concerns with several legislators and state officials, but their allegations 
were not taken seriously. 

The whistleblowers said they asked whether they could report the alleged fraud anonymously to 
the Attorney General’s Office because they feared retaliation. According to the whistleblowers, 
they were told that their identities could not be protected. 

They told me they feared they would be “stoned to death” by members of their community if 
their identities became known. After they believed their concerns were not being adequately 
addressed, they contacted me. 

They described a structure that they believed rewarded aggressive enrollment, weak medical 
verification, and rubber-stamped paperwork for patients who did not need the services. 

They told me that individuals sometimes arrived seeking home-health services after appearing to 
have been coached by home-health providers. In some cases, another person accompanied the 
applicant and aggressively pushed for the paperwork to be approved. The whistleblowers said 
they conducted examinations, including MRIs and CT scans, and declined to sign approvals 
when they could not substantiate the medical need. 

One whistleblower alleged that a home-health agency suggested it would “make it worth their 
while” if the paperwork were approved. According to the whistleblowers, some patients said 
they would return to previous providers who would approve the paperwork. 

During one incident, after a whistleblower declined to approve the paperwork, the patient called 
the home-health agency on speakerphone. A representative from the agency screamed at the 
patient, asking, “Why did you go there? They will never approve these services. Go to the doctor 
we told you to see.” 



I provided information regarding the alleged fraud to the Ohio Department of Medicaid, the 
Attorney General’s Office, and Ohio Auditor Keith Faber. When concerns were raised about 
targeting a particular community, I made my position clear: investigating credible allegations of 
fraud is not targeting a race. It is protecting taxpayers and vulnerable Ohioans. 

The Attorney General’s Office requested the identities of the whistleblowers. I declined to 
compromise the identities of individuals who feared retaliation. Auditor Faber’s office has been 
working to examine the allegations, but effective oversight requires access to meaningful data. 

In December, I submitted a public-records request seeking information about payments made to 
home-health providers from January 1, 2020, through December 31, 2025. After waiting five 
months for a response, I was told to request the information from the department’s vendor. 

Why does a private company appear to know more about the use of Ohio taxpayer dollars than 
the state agency responsible for overseeing the Medicaid program? Should the Ohio Department 
of Medicaid not maintain custody of these records and exercise direct oversight over the 
payments it authorizes? 

Ohio taxpayers deserve transparency, accountability, and timely access to information showing 
where their money is going. 

These remain allegations. They must be investigated thoroughly and fairly. However, the state 
cannot ignore credible warnings simply because confronting them is politically uncomfortable or 
administratively difficult. 

I visited buildings in Columbus that housed numerous home-health companies. 

I personally observed offices that appeared empty or minimally staffed. At 2700 E. Dublin 
Granville Road, approximately 34 home-health providers are registered in a single building. I 
visited the location four times and saw correspondence sitting under office doors, including 
letters from the Attorney General’s Office. 

In several offices, only one or two people were present. Some individuals could not meaningfully 
explain how the businesses operated and called other people for assistance when I asked basic 
questions. 

During my most recent visit, three men cornered me and accused me of racism for asking 
questions about the home-health providers operating in the building. 

An empty or minimally staffed office does not automatically prove fraud. However, clusters of 
companies operating from the same locations, combined with unusually high billing, weak 
operational footprints, shared addresses, and allegations of services that were never rendered, 
should trigger immediate investigation. 

Ohio should not wait for a reporter, a whistleblower, or a federal oversight committee to identify 
obvious red flags that the state should be detecting in real time. 



When high daily hours are authorized, one elderly recipient can generate approximately $75,000 
to $90,000 each year in personal-care billing. Two parents can push that number toward 
$180,000. Adding other relatives can turn one household into a $250,000-plus annual billing 
stream. 

Family caregivers often perform essential and honorable work. Ohio should not punish 
legitimate caregivers or prevent vulnerable residents from remaining in their homes. However, 
any system that allows substantial payments for services delivered privately inside a residence, 
with limited independent verification, requires strong safeguards. 

Electronic Visit Verification, or EVV, can help establish whether a caregiver was physically 
present at a residence. Biometric tools and secure verification methods can make fraudulent 
billing more difficult. 

However, technology alone cannot solve the problem. GPS does nothing if a recipient never 
medically qualified for the service, if the approved number of hours was inflated, or if a provider 
clocks in but does not perform the service. EVV also fails if manual edits, exemptions, or weak 
internal controls allow suspicious claims to continue without meaningful review. 

The state must strengthen verification at the front end, monitor claims in real time, and audit 
providers already operating within the system. 

I support the stronger oversight provisions included in Substitute House Bill 795. I respectfully 
urge the committee to adopt the following additional safeguards or ensure that these principles 
are implemented through the bill, rulemaking, and oversight: 

1. Audit Existing High-Risk Providers, Not Merely New Applicants 

A temporary moratorium on new enrollment is not enough. Fraudulent providers may already be 
operating inside the system. 

Ohio should require a retroactive audit and revalidation of existing home-health and personal-
care providers that meet high-risk criteria, including unusually high billing, suspicious growth, 
shared addresses, related ownership, limited operational footprints, and repeated manual EVV 
adjustments. 

Every home-health provider should also be required to undergo recertification and complete 
stronger mandatory training. 

Ohio should reevaluate whether relatives should be permitted to receive Medicaid payments for 
caring for family members. At a minimum, family caregivers must disclose their relationship to 
the recipient, and high-hour family-care arrangements must receive enhanced review, periodic 
reverification, and random audits. 

The state should compare billing records against employment records, travel records, 
hospitalization records, and other claims data to identify impossible or overlapping billing. 



2. Require Independent Clinical Reverification of Medical Necessity 

The state should maintain an approved list of verified and certified medical professionals 
authorized to approve home-health services or require periodic independent clinical 
reverification for recipients receiving high-dollar or unusually high-hour personal-care services. 

The assessor should be independent from the billing provider and should verify the recipient’s 
functional limitations, the medically necessary hours, and the services required. Any high-hour 
authorization should trigger an alert and immediate second-level review. 

3. Conduct Unannounced Site Inspections 

Ohio should conduct unannounced inspections of providers operating from addresses associated 
with multiple Medicaid-billing entities. 

Inspectors should verify that the office is operational, confirm staffing records, review ownership 
information, examine billing documentation, and determine whether the provider has the 
capacity to deliver the volume of services claimed. 

4. Automatically Flag Shared Addresses, Related Ownership, and Shell-Company Patterns 

Ohio should implement automated analytics to identify: 

 Shared addresses, phone numbers, email addresses, bank accounts, or ownership 
relationships. 

 Duplicate or overlapping business registrations. 
 Abnormal billing spikes. 
 Billing patterns inconsistent with staffing levels. 
 Claims submitted while a provider was traveling, working another job, or otherwise 

unavailable. 
 Claims submitted while a recipient was hospitalized, incarcerated, or receiving 

conflicting services. 
 Implausible daily hours or overlapping shifts. 
 Repeated manual EVV edits or exemptions. 

These patterns should automatically trigger review and, where appropriate, a temporary payment 
hold. 

5. Limit Electronic Visit Verification (EVV) Overrides and Audit Every Override 

Any manual EVV adjustment, exemption, or override should require documentation and should 
be visible on an oversight dashboard. 

Providers with repeated overrides should automatically be classified as high risk. EVV must 
become a fraud-detection tool, not another paperwork exercise. 



6. Protect Whistleblowers 

Ohio must establish a confidential, independent reporting process for whistleblowers and provide 
meaningful anti-retaliation protections. 

Whistleblowers should not feel that they are the ones under investigation. The state must protect 
individuals who report credible concerns, especially when they fear retaliation. 

7. Create a Public Transparency Dashboard 

Ohio taxpayers should be able to see where their money is going. 

The state should publish provider-level data showing ownership, business addresses, annual 
Medicaid payments, sanctions, inactive status, and whether a provider has been suspended or 
terminated. Patient privacy must be protected, but public dollars require public accountability. 

8. Treat Organized Medicaid Fraud as Organized Crime 

Ohio should strengthen criminal penalties for Medicaid fraud. Under current law, Medicaid fraud 
involving less than $1,000 is treated as a misdemeanor, and even fraud involving $150,000 or 
more is capped at a third-degree felony. 

That is not strong enough when taxpayers may be confronting organized schemes involving shell 
companies, coordinated billing, and services that were never delivered. 

I support the provision in Substitute House Bill 795 that would allow the most serious Medicaid-
fraud cases to be prosecuted as first-degree felonies based on the amount stolen. Ohio should 
also impose enhanced penalties for repeat offenders, coordinated fraud rings, kickback schemes, 
and providers who retaliate against or threaten whistleblowers. 

The General Assembly should expressly identify Medicaid fraud as a predicate offense under 
Ohio’s engaging-in-a-pattern-of-corrupt-activity laws. That would allow prosecutors to pursue 
coordinated networks rather than treating each fraudulent claim or provider as an isolated case. 

9. Measure Results and Report Them Publicly 

The Department of Medicaid should be required to report regularly to this committee regarding: 

 The number of high-risk providers identified. 
 The number of unannounced inspections completed. 
 The number of payment holds issued. 
 The number of providers suspended or terminated. 
 The amount of improper payments recovered. 
 The number of referrals made for civil or criminal investigation. 
 The number of whistleblower complaints received and resolved. 



The public deserves to know whether reforms are producing measurable results. 

This is not about targeting a community or punishing legitimate caregivers. It is not about 
denying medically necessary care to vulnerable Ohioans. It is about protecting the integrity of 
the system. 

Ohioans work hard for their money. They deserve to know that their tax dollars are helping 
people in need, not funding fraudulent billing, shell companies, or services that were never 
provided. 

The warning signs have been visible for years, not merely months. 

Fraud is not the cost of doing business. Fraud is the cost of government failure. 

Ohio should audit it, expose it, recover the money, prosecute wrongdoing, and build a system 
that prevents the next scheme before taxpayers are forced to pay for it. 

Thank you for your time and your commitment to protecting Ohio taxpayers and vulnerable 
Ohioans. 

 


