
Chair Gross, Vice Chair Barhorst, Ranking Member Baker, and members of the House
Medicaid Committee, thank you for the opportunity to provide interested-party testimony
on House Bill 795 (HB 795) regarding the proposed Medicaid changes. Disability Rights
Ohio (DRO) is the state’s protection and advocacy (P&A) system that advocates for
people with disabilities in Ohio. 

DRO is a nonprofit organization with a mission of empowering people with disabilities to
advance rights, access, and equity. Our vision is voices elevated, people empowered,
equity achieved. In alignment with this vision, we collaborate closely with advocates
across Ohio to uplift their voices and lived experiences.

INTRODUCTION

Protecting program integrity is important, however, when considering changes to systems
of care, the people who use the services must be part of the solution. 

Home and community-based services are essential services for many Ohioans with
disabilities who otherwise would be at risk of institutionalization. It is imperative that
people with disabilities do not lose access to care, services, and their right to live in the
community. And most importantly, in all steps of decision-making, people with disabilities
must be at the table. 

Any changes proposed to Medicaid home and community-based services should be
informed by the people who rely upon these services for assistance with daily activities
such as toileting, bathing, grooming and other hygiene care. These types of supports are
necessary for many Ohioans with disabilities to have employment, integrated community
living, and support for overall health and wellbeing.
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ADVOCATE LED CONCERNS

Abrupt reductions in provider capacity will put older adults and individuals with
disabilities at risk of institutionalization. These institutions are more costly than home and
community-based services. According to Health Policy Institute of Ohio, Ohio Medicaid
spends 22% less per person for in-home care compared to institutional care . Aging and
disabled individuals want to remain in their home and communities, just like all of us do.
Requiring support with daily activities of living such as bathing, toileting, or eating should
not force someone into an institutional setting. This fails to respect the dignity and rights
of older adults and people with disabilities.

1

Continuity of care must be the underlying theme of any proposed changes. People with
disabilities have significant difficulties finding providers, maintaining care, and accessing
their approved hours due to provider issues. Any changes Ohio wants to make to
Medicaid and home- and community-based services must center the voices of those most
impacted.

DRO works closely with advocates with disabilities across Ohio to center their voices,
uplift their concerns, and support them in advocacy efforts. Due to the speed this bill is
moving, many advocates cannot provide in-person testimony today with such short
notice. We have listened to their concerns and recommendations and want to highlight
the following suggestions:

Expand Ohio Long-term Care Ombudsman program to include HCBS
This program typically operates in long-term care facilities, but could expand to
in-home care if safeguards are implemented to ensure folks are not abused,
retaliated against, or lose care. 
This would provide an important and effective method for reporting fraud by
those who are getting services.

Target high-risk claims and not entire populations. This could include:
Billing impossible hours (e.g., more than 24 hours in one day)
Multiple providers billing the same time period with significant overlap, excluding
human errors and couple minute overlap based on technology, etc.

2
[1] 2026, 29 May. “Graphic of the Week: Home care costs Ohio Medicaid 22% less per person than institutional care.”
Health Policy Institute of Ohio. Available at https://www.healthpolicyohio.org/health-policy-
news/2026/05/29/graphic-of-the-week-home-care-costs-ohio-medicaid-22-less-per-person-than-institutional-care

https://www.healthpolicyohio.org/health-policy-news/2026/05/29/graphic-of-the-week-home-care-costs-ohio-medicaid-22-less-per-person-than-institutional-care
https://www.healthpolicyohio.org/health-policy-news/2026/05/29/graphic-of-the-week-home-care-costs-ohio-medicaid-22-less-per-person-than-institutional-care
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ODM can use data analytics and other investigative measures to review claims for
fraud but should do so without interrupting the consumer’s care pending final
review and due process

Services billed while hospitalized should not be flagged as high risk
Must have the ability to allow a provider to assist the person in the hospital where
otherwise allowable under Medicaid, such as when the consumer needs the
service but a physician or hospital staff is unable to provide the service. 

Family caregivers
Ohio has a provider shortage and this is exacerbated in rural areas and for
individuals with more complex needs. Family members often are the best person
to provide care but doing so comes with an economic cost including giving up
other paid employment.

Remove current language prohibiting family caregivers to become paid providers. In
our environment of provider shortages and the economic cost to families that provide
care (paid and unpaid), Ohio must keep the ability for families to become paid
providers

Before imposing penalties or requiring a family caregiver to move to an agency,
ODM should notify the provider of errors and work with the family caregiver to
allow correction of paperwork. Harsh penalties should be reserved for intentional
misconduct, not mistakes. Include provision that ODM can only require a family
caregiver to sign with an agency instead of independent provider when all other
mitigation efforts have been exhausted.

Remove the proposed provisions on prior authorizations for care services introduced
in the latest version.

Services already require a prior authorization, additional restrictions are
unnecessary
The administrative burden put onto case managers to adhere to a 90-day
reauthorization process is not feasible

Reporting fraud
Include a mechanism to allow for safe, anonymous reporting of fraud from
consumers
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Consumers of Medicaid often are the first to notice fraud, implement a reporting
mechanism that allows them to notify ODM of concerns without the potential of
retaliation or loss of care

Credible allegation of fraud
Must include strict tests that ensure the allegation is not based on clerical errors
and based on proven intent

Audits
Include a provision that requires the department to increase audits of large
companies (e.g. MCOs, PBMs, manufacturers, and large healthcare companies)
for fraud without disruption to individual services

Fix EVV before imposing the additional EVV requirements
ODM needs to work with current vendor or seek new vendor that has up to date
technology
Any EVV system or set of requirements has to provide flexibility to account for
human error in missed signatures, incorrect timesheets, technology errors, and
incomplete records
Need to allow for 5-minute overlap to still get paid without being flagged as
high-risk
Providers should always have the ability to make manual corrections without
penalties or being flagged as high-risk
If a provider has to continually retro correct timesheets, instead of flagging as a
high-risk provider, include provisions that ODM works with the provider on
mitigation efforts
This is the area where loss of continuity of care can be the greatest. We cannot
impose regulations that increase costs and drive caregivers out of the field

Target impossible driving times, visits that never occurred, and duplicate
billing

Include a safe correction period for providers, family caregivers

Improve provider enrollment screening
Payments to providers:

Streamline billing codes to reduce delayed payments
The system still does not allow for timely payments to providers and any proposed
changes that further delay or interrupt payments, will disrupt care and cause
providers to leave. Individuals are unable to work without pay.
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ODM must create a more streamlined and faster payment process
Implement additional custom care hubs with trained staff

Personal care services are necessary: 
Personal care services have to remain intact and allowable services for Medicaid
payment without linking to provider type. Folks who receive waivers, need hands-
on care and personal care services are part of that process. 
Instead of proposing a standardized maximum time allowance for common
personal care tasks services, allow for individualized documented needs
allowances. Could use averages, but the assessment tool must allow for
individualized flexibility to allow for increased time for tasks based on need.

Include reserving part of the “fraud recovery” to enhance HCBS services

Additional recommendations:

Keep
Background checks
EVV requirements already required by law
Random audits of large companies
Data analytics
Investigations of credible complaints

Avoid
Arbitrary income caps
Hour caps unrelated to need
Blanket assumptions that family caregivers are high-risk
Excessive documentation requirements
Policies that make providers leave the system

Require ODM to create guidance documents in plain language to ensure
oversight, reporting, and care is understood from the agency providers down to
the independent providers

There is a bill in the House currently, House Bill 530 – Long-term Care
Workforce Study Commission, that many Medicaid reform changes can be
tasked through. As we know, quick changes can cause significant disruptions
to care and utilizing this Commission could steer Ohio in a positive direction
with Medicaid. 
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Fax: 614-644-1888
Questions? 
Call Disability Rights Ohio at 1-800-282-9181.

Disability Rights Ohio
200 Civic Center Drive, Suite 300
Columbus, OH, 43215

CONCLUSION

It is important to remember that people with disabilities are a part of three systems in
Ohio: Departments of Medicaid, Aging, and Developmental Disabilities. Any proposed
“carve outs” or exemptions hurt all individuals and do not provide for system equity,
continuity, and movement across systems based on an individuals needs. 

The legislature needs to ensure people with disabilities can stay and age in their
communities of choice with a full continuum of services available. Changes in the Ohio
Medicaid system could undermine the advances the state has made to expand the system
capacity for people to live independently in their communities. 

DRO appreciates your time and consideration of this testimony for Sub HB 795. If you
have any questions or wish to discuss these issues further, do not hesitate to reach out to
Brittanie Maddox, Policy Director at bmaddox@disabilityrightsohio.org or 614-466-7264.
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