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Letter from the Acting State Comptroller

Dear Governor Murphy, Members of the State 
Legislature, and the Residents of New Jersey, 
 
This past fiscal year was a productive one for the Office of the State Comptroller (OSC). It was also one marked 
with unprecedented challenges and exciting new initiatives advancing our mission to identify and eliminate 
fraud, waste and abuse in New Jersey government.

OSC occupies a singular role in state government. Since its founding in 2008, OSC’s independent oversight has 
inspired a long list of positive reforms, uncovering inefficiencies and saving money for residents of our state. 
The work described in this Annual Report shows how wide-reaching our mandate is and, I am proud to share, 
how effective the employees of OSC have been in carrying out our duties during fiscal year 2021.

As Acting State Comptroller, my responsibility, first and foremost, is to advance accountability and transparen-
cy in New Jersey government. Practically, that means detecting and eliminating fraud, waste and abuse wher-
ever we find it. It means making sure that public money is spent in the public’s interest.  It means reporting in 

Since its founding in 2008, 
OSC’s independent oversight 
has inspired a long list of 
positive reforms, uncovering 
inefficiencies and saving money 
for residents of our state. 

clear and objective ways when public entities 
and officials are not following the rules or when 
the people in charge are acting in their own 
self-interest.

But OSC is not doing its job as a government 
watchdog if we are only calling out misman-
agement after it occurs. That is why we take a 
proactive approach to prevent mismanagement 
before it happens by sharing resources and 
best practices. Taken together, OSC’s four divi-
sions – Audit, Investigations, Medicaid Fraud, 
and Procurement– implement a multi-pronged 

“
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strategy for making government in New Jersey run more efficiently and effectively by sharing our exper-
tise and experience before waste, fraud, and abuse occur.  As discussed in this report, we measure our 
work in reports issued, dollars recovered, contracts amended to comply with the law, issues identified, 
and recommendations implemented.   
 
This past year, in view of the billions of federal recovery dollars headed to New Jersey and in order to 
implement an executive order issued by Governor Murphy, I formed OSC’s new COVID-19 Compliance 
and Oversight Project to promote accountability and transparency in our recovery from the pandemic. 
Through trainings, resources, and ongoing oversight of the State’s Accountability Officers and Integrity 
Monitors, the COVID Project is ensuring that recovery funds are spent transparently and in compliance 
with all state and federal laws.  

A central part of our COVID oversight work is mitigating the risks of fraud, waste and abuse by helping 
state agencies and authorities and local governments stay one step ahead of those who may take ad-
vantage of an assistance program or use inside information for their own benefit. We welcome your help 
in this important work.  Our hotline is taking calls about COVID fraud, and we encourage residents and 
public employees alike to reach out to us if they have information to share.

All of these changes are 
part of our effort to create 
an ongoing dialogue with 
members of the public about 
what they’re seeing on the 
ground, where government is 
falling short, and what OSC 
can do about it.

“We are not fulfilling our mandate of making gov-
ernment more transparent if the public does not 
know how to access OSC’s resources and reports. 
That is why this year, we overhauled OSC’s web-
site to include a comprehensive reports database 
allowing users to search our reports going back 
to our very first ones in 2009. We also streamlined 
resources for procurement professionals, Medicaid 
professionals, and local governments using COVID 
recovery funds. And we launched a new blog writ-
ten by OSC employees to help educate the public 
on topics regarding government accountability.

All of these changes are part of our effort to create an ongoing dialogue with members of the public about 
what they’re seeing on the ground, where government is falling short, and what OSC can do about it. Re-
leasing reports is the most prominent work that we do, but by no means should the conversation begin and 
end there. We encourage you to reach out to us on social media, through our website, or by calling our tip 
line with your thoughts and feedback on how we can better hold New Jersey government accountable. 

There is much more work to be done, and, as you will see in this report, the employees of OSC take serious-
ly our mission to search high and low for opportunities to make government run more honestly, efficiently 
and effectively for the people of New Jersey. 

Sincerely,

Kevin D. Walsh, Acting State Comptroller
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Overview

Since its creation in January 2008, the Office of the 
State Comptroller (OSC) has served as an advocate for 
taxpayers and a leader in bringing about government 
reform. OSC reports have focused on bringing greater 
efficiency, transparency and analysis to the operation 
of all levels of government in New Jersey.

OSC consists of four divisions – Audit, Investigations, 
Medicaid Fraud and Procurement.  In FY 2021, OSC 
also established the COVID-19 Compliance and Over-
sight Project, which promotes accountability, trans-
parency, and compliance in the spending of federal 
COVID-19 recovery funds in New Jersey.  Each of OSC’s 
four divisions and its COVID-19 Project made signifi-
cant contributions to OSC’s accomplishments this past 
fiscal year.

Our Audit Division concluded its work on six perfor-
mance audits in FY 2021.  The audits examined select-
ed fiscal and operating practices of two school districts 
and two municipalities and the operating practices and 
internal controls for the management and administra-
tion of the workers’ compensation program.  Division 
auditors also examined compliance with procurement 
and P-card policies and procedures within the state 
Departments of Human Services, Corrections, and 
Environmental Protection.  In addition to these audits, 
the division completed eight follow-up reviews of prior 
audits to determine whether the auditees had imple-
mented OSC’s recommendations.   

Our Investigations Division completed three re-
views in FY 2021. First, the division examined 
the Division of Workers’ Compensation’s (DWC) 
approval of medical monitoring settlement agree-
ments for public employees who received an 
accidental disability pension. This investigation 
determined that DWC’s approval of these agree-
ments encouraged employees to settle claims in a 
way that caused harm to the State’s pension funds 
and provided windfalls to workers’ compensation 
insurance providers.  Second, the division com-
pleted an investigation into the fiscal operations of 
the Borough of Palisades Park.  That investigation 
revealed troubling fiscal problems at the Borough, 
including unlawful sick leave payouts and a failure 
to adopt internal controls to prevent improper reim-
bursements and fuel card usage. Third, the division 
conducted its seventh in a series of OSC reviews 
of the New Jersey State Police (NJSP) and the 
Office of Law Enforcement Professional Standards 
(OLEPS). This year’s review focused on internal 
affairs and disciplinary processes. OSC concluded 
that NJSP was generally compliant with governing 
disciplinary procedures, but that it deviated from 
those procedures in several ways.  OSC also found 
that OLEPS was not using existing data to analyze 
race, gender, or rank and the influence of those fac-
tors, if any, on the imposition of Trooper discipline.

Our Medicaid Fraud Division’s ongoing efforts to 
combat waste, fraud and abuse in the Medicaid 

OverviewOverview



PAGE  6

Program resulted in the recovery of more than $72.6 
million of taxpayer dollars in FY 2021.  Its anti-fraud 
efforts also resulted in the exclusion of 79 ineligible 
providers from the Medicaid program. 

Our Procurement Division reviewed 700 contracts this 
past fiscal year, 140 of which were valued at $12.5 mil-
lion or more.  Division attorneys also reviewed 364 con-
tracts valued between $2.5 million and $12.5 million.

OSC’s newly-formed COVID-19 Compliance and Over-
sight Project provided technical assistance and sup-
port to state and local government units to identify 
and mitigate risks of fraud, waste, and abuse in the 
use of COVID-19 recovery funds. The COVID-19 Proj-
ect worked to ensure that the billions of dollars of 
COVID-19 recovery funding allocated to New Jersey’s 
state and local governments was spent effectively and 
efficiently by providing training, guidance documents, 
and ongoing oversight of the State’s Accountability 
Officers and Integrity Monitors.

The sections of this report that follow briefly explain 
the role of each division as well as OSC’s COVID-19 
Compliance and Oversight Project while setting forth 
highlights of OSC accomplishments from the past fis-
cal year of July 1, 2020 to June 30, 2021.  
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Audits

OSC’s Audit Division conducts audits and reviews the 
performance of New Jersey state government, public 
institutions of higher education, independent state 
authorities, local governments, and school districts.  

The Audit Division is led by Director Yvonne Tierney, 
who brings more than 30 years of experience as an 
auditor and investigator to the position.  The Audit 
Division staff includes individuals who possess certi-
fications or professional designations such as Certi-
fied Public Accountant, Certified Internal Auditor, and 
Certified Fraud Examiner.

Examples of our Audit Division’s work in FY 2021 are 
set forth below. OSC audit reports can be viewed in 
their entirety on our website.

Audits	  
 
Workers’ Compensation Claim 
Management�
 
OSC auditors examined the state Department of the 
Treasury, Division of Risk Management’s operating 
practices and internal controls in the management 
and administration of the workers’ compensation 
program.  The audit found that the Division: (1) 
improperly processed workers’ compensation 
benefits totaling $54,605 contrary to the program 
limitations of the workers’ compensation statutes 

and its own policies and procedures; and (2) did 
not properly ensure that the vendor responsible for 
managing medical services satisfied all contract 
requirements. 
 
Buena Regional School District 
 
In this audit, OSC auditors examined certain fiscal 
and operating practices of the Buena Regional 
School District and found that the District had failed 
to comply with: (1) federal regulations for income 
verification in the school lunch program; (2) state 
regulations for the procurement of insurance brokers; 
(3) the District’s own policies and procedures for 
procuring a broker; and (4) terms in employment 
contracts and collective bargaining agreements 
addressing health benefit opt-out waiver payments. 
 
P-Card Practices 

This audit reviewed certain purchasing card or P-Card 
practices by three state departments.   Our auditors 
found that the state Departments of Human Services 
and Corrections failed to comply with P-Card Pro-
gram regulations concerning: (1) the procurement of 
goods and services; (2) the maintenance of required 
documentation; and (3) the need to ensure adequate 
internal controls and segregation of duties. The audit 
also found that the Department of Environmental 
Protection failed to maintain required documentation 
concerning its P-Card transactions.
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Salem County Special Services and Vo-
Tech School Districts 

In this audit, OSC examined selected fiscal and 
operating practices of the Salem County Special 
Services and Vocational Technical School Dis-
tricts.  The audit identified various weaknesses in 
the Districts’ internal controls including inadequate 
accounting system security controls and a lack of 
appropriate segregation of duties. 

Borough of Roselle

This audit examined, among other things, the ade-
quacy of Roselle’s internal controls over selected 
fiscal and operating practices and its compliance 
with applicable laws concerning procurements and 
employee benefits.  The audit found that the Bor-
ough: (1) lacked adequate oversight and monitoring 
of its employee health insurance benefits and health 
benefit opt-out waiver payments that resulted in 
almost $800,000 of improper payments; (2) failed 
to promptly investigate and resolve an employee 
disciplinary action that resulted in approximately 
$611,000 of continued salary payments; (3) im-
properly awarded contracts for consulting services 
that did not comply with state laws; and (4) lacked 
adequate oversight, monitoring, and reporting of 
employees’ use of Borough vehicles.

Borough of Keansburg

In this audit, OSC examined selected fiscal and 
operating practices of the Borough as well as its 
compliance with laws governing employee benefits.  
OSC’s audit found that the Borough: (1) provided 
improper health benefit opt-out waiver payments of 
approximately $22,000 to employees who received 
health insurance through the State Health Benefits 
Program;   (2) failed to oversee the administration 
of employee benefits, which resulted in improper 
payments of approximately $95,000 to the Chief of 
Police and Municipal Clerk for unused vacation and 
sick leave; (3) provided excessive employee bene-
fits, including up to 55 days, or 11 weeks, of vaca-

tion to the Chief of Police;  (4) failed to administer 
the Length of Service Award Program in compliance 
with state law and internal policies and procedures, 
resulting in improper contributions of $7,650; and 
(5) failed to report the taxable fringe benefits of em-
ployees’ personal use of Borough-assigned vehicles 
contrary to federal law.

Each of OSC’s reports contained recommendations 
to address the deficiencies found in the audit. As 
required by law, OSC will conduct follow-up reviews 
of each auditee to determine whether they have 
implemented our recommendations.

Follow-up Reviews 
OSC obtains Corrective Action Plans from the 
auditees to ensure that audit recommendations are 
properly implemented in an appropriate timeframe. 
OSC subsequently conducts follow-up reviews to 
determine whether the steps taken by the auditee 
effectively implements our recommendations.

We issued eight follow-up review reports in FY 2021.

College Fees

Our 2016 audit examined the controls over the 
collection, allocation and use of student fees at the 
College of New Jersey (TCNJ), William Paterson 
University (WPU), and Kean University (Kean). We 
discovered that, other than Board of Trustee bylaws 
and resolutions, none of the schools had written pol-
icies or procedures governing the development and 
management of their mandatory student fee pro-
cess. We also found that two of the three schools 
(TCNJ and Kean) did not maintain separate funds 
for mandatory fees and did not provide documenta-
tion justifying increases to these fees. In addition, 
we noted that all three schools were not fully trans-
parent with regard to their use of student fees.

We found that each of the schools has made prog-
ress in implementing the recommendations set 



PAGE  9

forth in our initial audit report. Of the three audit 
recommendations applicable to WPU, two were im-
plemented and one was partially implemented. Of the 
four audit recommendations applicable to TCNJ, one 
was implemented, one was partially implemented, 
and two were not implemented. Of the seven recom-
mendations applicable to Kean, six were implement-
ed and one was partially implemented.

Prospect Park School District

OSC’s 2019 audit identified weaknesses with certain 
District fiscal and operating practices and identified 
opportunities for potential cost savings. Specifically, 
Prospect Park lacked key internal controls for the 
management and administration of certain infor-
mation technology functions, failed to comply with 
certain policies and state requirements, and lacked 
appropriate and necessary details in a substitute 
teacher staffing contract.

We found that Prospect Park has made progress in 
implementing the recommendations set forth in our 
initial audit report. Of the six audit recommendations, 
one was implemented and five were partially imple-
mented. 

Plainfield Municipal Utilities Authority
 
In our 2017 audit of the PMUA, we identified three 
areas for improvement: monitoring of indirect cost 
allocations, employee separation policies, and com-
pliance with purchasing requirements. 

The PMUA did not submit a formal corrective action 
plan as required by N.J.A.C. 17:44-2.8(a). However, 
the PMUA’s response to the initial report specified 
corrective actions it had taken. We found that the 
PMUA has made progress in implementing the rec-
ommendations set forth in our initial audit report. Of 
the five audit recommendations, one was implement-
ed, two were partially implemented, and two were not 
implemented.

General Assistance Program

Our 2015 audit evaluated controls over the admin-
istration of the Work First New Jersey General As-
sistance Program at three selected county welfare 
agencies: Burlington County Board of Social Services 
(Burlington), Camden County Board of Social Ser-
vices (Camden), and Passaic County Board of Social 
Services (Passaic). We identified control weaknesses 
in the areas of eligibility determination, enrollment 
in work activities, and support for Emergency Assis-
tance payments. 

None of the agencies submitted corrective action 
plans as required by N.J.A.C. 17:44-2.8(a). During our 
review, we inquired about the corrective actions taken 
by the agencies and verified whether those actions 
were implemented. We found that each of the agen-
cies has made significant progress in implementing 
the recommendations set forth in our initial audit 
report. Of the six audit recommendations applicable 
to Burlington, five were implemented and one was not 
implemented. Camden implemented all seven audit 
recommendations. Of the seven audit recommenda-
tions applicable to Passaic, six were implemented 
and one was not implemented.

Selected Fire Districts

Our 2014 audit evaluated fiscal and operating practic-
es at three fire districts: Brick Fire District No. 1 (Brick 
No. 1), Cherry Hill Fire District No. 13 (Cherry Hill No. 
13), and Woodbridge Fire District No. 1 (Woodbridge 
No. 1). The audit found that Cherry Hill No. 13 and 
Woodbridge No. 1 paid firefighters significantly more 
than the state average salary, as well as benefits that 
included longevity and terminal leave payments. We 
also found that Cherry Hill No. 13 failed to recruit 
volunteer firefighters. Given Brick No. 1’s all volunteer 
fire department, we did not find any exceptions with 
regard to Brick No. 1’s fiscal or operational practices 
concerning salaries and benefits. Lastly, we recom-
mended that due to poor voter turnout in mid-Febru-
ary, fire district elections should coincide with general 
elections held in November. 
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Our follow-up engagement found that Cherry Hill 
No. 13 and Woodbridge No. 1 have each made 
progress in implementing the recommendations 
set forth in our initial audit report. Of the three 
recommendations applicable to Cherry Hill No. 
13, two were implemented and one was partially 
implemented. All three recommendations appli-
cable to Woodbridge No. 1 were implemented. 
We also found that although New Jersey enacted 
a law to allow fire districts to move elections to 
November, such a move is at the discretion of the 
fire district. Of the three fire districts, Cherry Hill 
No. 13 moved its elections to November. Brick 
No. 1 and Woodbridge No. 1 still hold elections in 
February.

Improper Temporary Disability Insur-
ance Benefit Payments to Deceased  
Individuals 

The Temporary Disability Insurance (TDI) pro-
gram provides cash benefits to individuals who 
cannot work because of sickness or injury not 
caused by their job. The state Department of 
Labor and Workforce Development (LWD) admin-
isters the TDI program. Our 2014 audit identified 
TDI payments of $168,764 improperly issued by 
LWD to 160 deceased individuals.

Our follow-up review found that LWD did not fully 
implement our audit recommendations. Of the 
two recommendations, LWD did not implement 
one and only partially implemented the other.

West New York School District Pre-
school Program

In our 2015 audit, we identified various deficien-
cies, including internal control weaknesses in-
volving payments to contracted preschool provid-
ers and the District’s failure to ensure compliance 
by the providers with contract terms and state 
regulations.

Our follow-up review found that the District has 
made significant progress in implementing the rec-
ommendations set forth in our initial audit report. 
Of the four audit recommendations, three were 
implemented and one was partially implemented. 
Upon being notified that one of the recommenda-
tions was only partially implemented, the District 
took corrective action to address its compliance 
with that recommendation. The recommendation, 
however, is not considered fully implemented be-
cause the compliance was not timely.

Jersey City Municipal Utilities Author-
ity

In our 2018 audit, we found weaknesses with 
controls over selected fiscal and operating practic-
es and identified opportunities for potential cost 
savings. Specifically, JCMUA lacked key internal 
controls with regard to setting water and sewer 
user rates; monitoring bulk-water consumption 
and billing; procuring goods and services; and 
monitoring employee salary increases and other 
benefits.

We found that JCMUA has made progress imple-
menting the recommendations set forth in the 
initial audit report. Of the ten audit recommenda-
tions, seven were implemented, two were partially 
implemented, and one was not implemented.

Policies and Procedures	  

Our efforts at OSC have included establishing pol-
icies and procedures that guide our audit process.  
The following are descriptions of some of the pol-
icies and procedures we have put into effect and 
have continued to refine over the past fiscal year.

Audit Manual

For professional audit organizations such as ours, 
it is essential that clearly defined policies be pro-
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mulgated to provide audit guidance and to ensure 
the quality and consistency of the audit work per-
formed. To that end, OSC developed an Audit Man-
ual to serve as the authoritative compilation of the 
professional auditing practices, policies, standards, 
and requirements for OSC’s staff. Our Audit Manual 
is a constantly evolving document that is revised as 
standards are amended and other changes in the 
auditing profession occur. 

Audit Process Brochure

Open communication concerning the audit process 
lets the auditee know up front what to expect. With 
that in mind, OSC developed a brochure outlining 
the critical components of the audit process, from 
initiation to completion. This brochure is provided 
to the auditee prior to the start of an audit and is 
also posted on our website.

Risk/Priority Evaluation

OSC’s enabling legislation requires us to “establish 
objective criteria for undertaking performance and 
other reviews authorized by this act.” Accordingly, 
OSC developed a risk/priority evaluation matrix 
that considers a number of risk factors including, 
among others, the entity’s past performance, size 
of budget, the frequency, scope and quality of 
prior audits, and other credible information which 
suggests the necessity of a review. OSC’s staff 
conducts research along these parameters and 
performs a risk assessment as an aid in determin-
ing audit priority.

Quality Control and Peer Review

Government auditing standards require audit or-
ganizations to establish an internal quality control 
system and to participate in an external quality 
control “peer review” program. The internal qual-
ity control system provides the organization with 
ongoing assurance that its policies, procedures and 
standards are adequate and are being followed. 
The external peer review, to be conducted once 

every three years, is a professional benchmark that 
provides independent verification that the internal 
quality control system is in place and operating 
effectively, and that the organization is conducting 
its work in accordance with appropriate standards.  

In June 2020, OSC’s Audit Division successfully 
passed its fourth peer review conducted by the 
National State Auditors Association. Audit organi-
zations can receive a rating of “pass,” “pass with 
deficiencies,” or “fail.” OSC received a peer review 
rating of “pass.”

OSC received “pass” ratings in its prior peer reviews 
conducted in 2011, 2014, and 2017. As in those 
reviews, the 2020 review concluded that OSC’s sys-
tem for quality control has been “suitably designed” 
and complied with government auditing standards.

Audit Coordination

OSC’s enabling legislation requires the State Comp-
troller to establish a system of coordination with 
other state entities responsible for conducting 
audits, investigations and similar reviews. This 
system serves to avoid duplication and fragmenta-
tion of efforts while optimizing the use of resourc-
es, promoting effective working relationships and 
avoiding the unnecessary expenditure of public 
funds. We continue to work closely with both state 
and federal audit organizations and law enforce-
ment officials in this regard.

Training

Audits conducted by OSC’s Audit Division comply 
with Generally Accepted Government Auditing Stan-
dards (GAGAS). Auditors performing work under 
GAGAS are required to maintain their profession-
al competence through Continuing Professional 
Education (CPE). Specifically, every two years each 
auditor must complete at least 80 hours of CPE, 24 
of which must directly relate to government audit-
ing, the government environment, or the specific 
or unique environment in which the audited entity 
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operates. OSC is recognized by the National Asso-
ciation of State Boards of Accountancy as a CPE 
sponsor. Annually, our staff receives formal training 
on topics such as governmental accounting, audit-
ing and accounting, audit sampling, audit evidence, 
and internal controls. All staff members in the Audit 
Division have satisfied the biennial requirement of 
obtaining 80 CPE hours over the reporting period.
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Investigations

OSC’s Investigations Division works to detect and 
uncover fraud, waste, abuse and misconduct involving 
the management of public funds and the performance 
of government officers, employees, and programs.

Ravi Ramanathan joined OSC as Director of the Inves-
tigations Division in February 2021.  Prior to joining 
OSC, Mr. Ramanathan worked as an attorney in the 
private sector representing individuals and corpora-
tions in criminal and civil enforcement matters, includ-
ing internal investigations and compliance reviews, 
federal and state investigations, and monitorships of 
major financial institutions. The division consists of a 
staff of investigators and attorneys, including former 
federal and state law enforcement professionals. 
Staff members hold certifications such as Certified 
Financial Crimes Investigator and Certified Fraud 
Examiner. 

OSC’s investigators field and review all tips, referrals, 
and allegations submitted to the office.  Those tips 
come from both the general public and from gov-
ernment employees, and are received through OSC’s 
toll-free Hotline, OSC’s website, via email, or through 
the U.S. mail.  The Hotline is also used as the official 
statewide tipline for any tips regarding the waste, 
fraud or abuse of Superstorm Sandy funds or federal 
COVID-19 recovery funds.

Complaints and Referrals
In FY 2021, the Investigations Division fielded 115 
complaints, 5 of which related to Superstorm Sandy 
funds.  The division referred an additional 10 matters 
to criminal investigators at both the state and federal 
levels.  

The Investigations Division also made 35 external re-
ferrals to other state, county, and federal agencies in 
FY 2021, among them, the state Department of Com-
munity Affairs, the state Department of Children and 
Families, the state Department of Human Services, 
the state Department of Labor and Workforce Devel-
opment, the state Department of the Treasury, and the 
Office of Inspector General for the U.S. Department of 
Housing and Urban Development.

The Investigations Division made other referrals in 
house to OSC’s Audit, Procurement, and Medicaid 
Fraud Divisions, which are expected to result in future 
audits and investigations. The Investigations Division 
serves as a key resource to OSC’s other divisions by 
providing investigative assistance, including helping 
to conduct witness interviews, identifying poten-
tial subjects for audits, and providing public record 
analyses.  Conversely, the Investigations Division also 
conducts inquiries based on incoming referrals from 
other state agencies.  Our joint efforts with these oth-
er agencies continue to build a synergy that has led to 
increasingly robust investigative efforts across state 
government.  
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Public Reports
The Investigations Division produced the following 
public reports in FY 2021:

An Examination into the Use of Medical 
Monitoring Settlements by the Division of 
Workers’ Compensation within the State 
Department of Labor and Workforce 
Development and the Impact on the 
State’s Pension Funds 

This investigation examined the state Department of 
Labor and Workforce Development, Division of Work-
ers’ Compensation’s (DWC) approval of medical mon-
itoring settlement agreements for public employees 
who received an accidental disability pension.  These 
agreements allowed the employee to avoid a manda-
tory pension offset and bypass a two-year limitation 
on the receipt of medical treatment.  

OSC found that DWC’s approval of these agreements 
encouraged employees to settle claims in a way that 
caused harm to the State’s pension funds, provided 
windfalls to workers’ compensation insurance provid-
ers, and permitted employees to receive medical mon-
itoring and coverage without evaluating the necessity 
of those benefits.  

OSC recommended that DWC (1) rescind its policies 
permitting medical monitoring settlement agree-
ments and (2) in coordination with the Department 
of Treasury, Division of Pensions and Benefits, adopt 
regulations aimed at preventing windfalls to workers’ 
compensation insurance providers and protecting the 
State’s pension fund.

An Investigation into the Fiscal Opera-
tions of the Borough of Palisades Park

OSC’s investigation found that the Borough of Pal-
isades Park adopted and maintained policies and 
practices that violated state law.  In particular, the 

investigation revealed that the Borough entered into a 
contract with its Business Administrator that provided 
him with annual sick leave payments that were prohib-
ited by a 2007 law.  The investigation also found that 
the Borough contravened a 2010 state law by provid-
ing annual sick leave payments to employees hired 
after the effective date of that law.  

OSC’s report further revealed that the Borough failed 
to adopt and implement internal controls that ensure 
accountability and prevent waste, fraud, and abuse.  
For instance, the Borough commonly approved and 
paid employee reimbursement requests without 
regard to the nature of the expenditure, the appro-
priateness of the receipts provided, or whether the 
request was supported by adequate documentation 
or required signatures.  OSC also found that the 
Borough failed to monitor the use of fuel cards by its 
employees.  

OSC recommended that the Borough adopt appropri-
ate controls concerning, among other things, em-
ployee benefits, leave policies, and employee reim-
bursements. OSC also referred the findings from this 
investigation to the state Department of Community 
Affairs, Local Finance Board, to determine whether 
certain Borough employees engaged in conduct pro-
hibited by the Local Government Ethics Law.
 
Seventh Periodic Report on Law Enforce-
ment Professional Standards: Review of 
Motor Vehicle Stops and Post-Stop En-
forcement Activities at the Division of 
New Jersey State Police and its monitoring 
by the Office of Law Enforcement Profes-
sional Standards

By statute, OSC is required to periodically review the 
performance of the New Jersey State Police (NJSP) 
with regard to its continuing efforts to prevent ra-
cial and other forms of discrimination in its policies, 
practices, and procedures.  OSC is also tasked with 
reviewing the Office of Law Enforcement Professional 
Standards’ (OLEPS) oversight of those efforts.  
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For FY 2021, OSC completed its seventh periodic 
review of NJSP and OLEPS, and publicly issued its 
findings and recommendations.  The review focused 
on NJSP’s internal affairs and disciplinary process-
es.  OSC’s report concluded that NJSP was generally 
compliant with governing procedures for classifica-
tion and discipline, but that it deviated from those 
procedures in several ways.  For example, the report 
identified a process NJSP used to administratively 
close some racial profiling and disparate treatments 
complaints that ran counter to governing policy.  OSC 
also examined OLEPS’ oversight of NJSP on these 
matters and found that OLEPS was not using exist-
ing data to analyze race, gender, or rank and their 
influence, if any, on the imposition of discipline.  OSC 
made recommendations for improvement to address 
these and other findings set forth in the report.

During this fiscal year, OSC also commenced its 
eighth periodic review.  OSC expects to issue its find-
ings in FY 2022.

Speaking Engagements and  
 

Outreach
In FY 2021, the Investigations Division continued 
outreach efforts to other government units across 
the state, including law enforcement agencies, as 
well as the public at large.  These outreach efforts 
are intended to promote OSC’s mission and encour-
age public employees and New Jersey residents to 
report instances of government fraud, waste, and 
abuse. Members of the division have participated in 
and contributed to a variety of public-facing engage-
ments, including continuing legal education semi-
nars, fraud symposiums, and blog posts on OSC’s 
website.

Government Waste and 
Mismanagement Hotline 
 
Toll Free: 1-855-OSC-TIPS 
	     (1-855-672-8477) 
 
Email: comptrollertips@osc.
nj.gov 

Website: www.nj.gov/comptroller
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Medicaid Fraud

OSC’s Medicaid Fraud Division (MFD) serves as 
the state’s independent watchdog for New Jersey’s 
Medicaid, FamilyCare, and Charity Care programs 
and works to ensure that the state’s Medicaid dollars 
are being spent effectively and efficiently. MFD is 
comprised of trained auditors, investigators, analysts, 
attorneys, and other professionals and para-profes-
sionals.   

Josh Lichtblau joined OSC as Director of the MFD in 
July 2015 after more than two decades serving the 
interests of New Jersey citizens as a Deputy Attorney 
General, Assistant Attorney General and as Director of 
a major state regulatory agency.

Operating under the authority of the Medicaid Pro-
gram Integrity and Protection Act, MFD provides over-
sight concerning the following programs: 

• New Jersey’s Medicaid program which provides 
health insurance to qualifying parents and caretak-
ers and their dependent children, along with preg-
nant women and individuals who are aged, blind or 
disabled. For example, the program pays for hos-
pital services, doctor visits, prescriptions, nursing 
home care, and other health care needs.

• New Jersey FamilyCare which is a Medicaid-type 
program for uninsured children whose family in-
come is too high to qualify for traditional Medicaid 
but not high enough for the family to afford private 
health insurance. Combined, the Medicaid and New 
Jersey FamilyCare programs serve more than 1.7 

million New Jersey residents. 

• The New Jersey Hospital Care Payment Assis-
tance Program, commonly known as Charity Care, 
which provides free or reduced-charge services to 
patients who require care at New Jersey hospitals.

As part of its oversight role, MFD audits and investi-
gates health care providers, managed care organiza-
tions (MCOs), and Medicaid beneficiaries to identify 
and recover improperly expended Medicaid funds; 
recommends MCO Contract changes designed to im-
prove programmatic oversight; refers cases to other 
appropriate civil entities when the underlying conduct 
is outside of MFD’s authority or more appropriately 
handled by such entities; refers cases of suspected; 
criminal fraud to appropriate criminal prosecutors 
and, investigates beneficiaries when there is a basis 
to suspect that they do not meet eligibility require-
ments, which helps ensure that only those who qualify 
are enrolled in Medicaid. In performing these func-
tions, MFD considers the quality of care provided to 
Medicaid recipients and pursues civil and administra-
tive enforcement actions against those who engage 
in fraud, waste, or abuse within the Medicaid program.  
MFD also excludes or terminates ineligible health care 
providers from the Medicaid program where neces-
sary and conducts educational programs for Medicaid 
providers and contractors. Finally, MFD oversees a 
contractor that identifies and collects payments from 
insurance carriers when Medicaid has paid for goods 
or services and there was third-party insurance cover-
age that should have paid for such claims.
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FY 2021 Statistics 
 
In FY 2021, MFD recovered or facilitated in the 
recovery of slightly more than $72.6 million in im-
properly paid Medicaid funds, with $59.6 million of 
that attributable to third party liability (TPL) recov-
eries from third party insurance carriers and the 
remainder, almost $13 million, attributable to MFD’s 
audits and investigations. Those funds were re-
turned to both the state and federal budgets.  MFD 
also excluded 79 ineligible providers from partici-
pating in the Medicaid program this past fiscal year. 

MFD received more than 1,168 complaints, tips 
or other submissions (collectively “complaints”) 
from a variety of outlets, including the MFD Hotline, 
OSC website, referrals from other state and federal 
agencies, and correspondence from the public.  
All of the complaints received by OSC resulted in 
some type of action, up to and including opening an 
investigation.  Pursuant to its internal processes, 
MFD staff members reviewed the substance of the 
complaints to determine whether MFD should ini-
tiate an investigation or take other steps, including 
but not limited to referring a matter to a more ap-
propriate entity for handling.  From the complaints 
above, OSC opened full-scale cases when appro-
priate and referred the majority of the remaining 
complaints to other more appropriate entities for 
handling, including the state Department of Human 
Services, Division of Medical Assistance and Health 
Services (DMAHS); professional licensing boards; 
county welfare agencies; and appropriate state 
vendors responsible for providing services related 
to the Medicaid program at issue. 
 
MFD also received and reviewed a total of 65 high-
risk provider applications.  In addition, the division 
referred 6 cases to the Medicaid Fraud Control 
Unit (MFCU) within the state Office of the Attorney 
General and an additional 14 matters to other civil 
and criminal enforcement entities, including county 
prosecutors’ offices, the state Department of Trea-
sury, Division of Taxation, and the Internal Revenue 
Service. 
 

As part of its educational outreach program, MFD 
presents training programs to a wide variety of 
providers, including behavioral health, long-term 
care, medical day care, and sole providers/ practi-
tioners. MFD offered a virtual educational training 
session in coordination with the State Department 
of Human Services, Division of Developmental 
Disabilities (DDD), and MFCU titled “Steering Clear 
of Medicaid Fraud, Waste and Abuse” that was 
designed to help DDD providers who participate in 
the New Jersey Medicaid program to identify and 
protect against fraud, waste, and abuse. Speakers 
emphasized the importance of properly document-
ing medical and other records, submitting accurate 
Medicaid claims, disclosing improperly received 
payments, and proactively taking steps to train 
employees in ways to identify, prevent, and properly 
address Medicaid fraud, waste, and abuse. 
 
MFD’s oversight focuses on Medicaid health 
care providers, MCOs and Medicaid recipients, 
while coordinating oversight efforts among all 
state agencies that administer Medicaid program 
services.  As part of these efforts and to fulfill a 
federal mandate, MFD ensures that entities that 
receive or make payments of $5 million or more in 
Medicaid funds assist in the prevention and detec-
tion of fraud, waste and abuse within the program. 
Each year, applicable entities are required to certify 
compliance with Section 6032 of the federal Deficit 
Reduction Act, by attesting that they have in place 
appropriate fraud, waste and abuse policies and 
procedures. Using this information, MFD selects a 
sample of these entities to perform a documenta-
tion review. In calendar year 2021, MFD identified 
180 parent entities (993 individual providers) that 
were required to certify. Of those entities, 85 estab-
lished Corrective Action Plans (CAPs) to address 
deficiencies with 36 entities currently remaining 
under CAPs.

What follows is an overview of the work performed 
by each unit in MFD in FY 2021.  A summary of 
all of MFD’s individual settlements and audits is 
included as an Appendix to this report. 
 



PAGE  18

Fiscal Integrity Unit
The Fiscal Integrity Unit focuses on data mining, 
audits, and liability of third parties for expenses im-
properly paid by the Medicaid program.

Data Mining

MFD’s data mining group monitors Medicaid claims 
and other data used to detect fraud, waste and 
abuse and, in collaboration with relevant Medic-
aid stakeholders, works to ensure that the data is 
sufficiently reliable for MFD to use in its audits and 
investigations.  As such, the data mining group is 
involved in various stages of the process leading to 
the recovery of improperly paid Medicaid dollars.  
The unit employs numerous analytical techniques 
to detect anomalous claims submitted by providers.  
In order to identify patterns of anomalous Medicaid 
reimbursements, MFD’s data miners review Med-
icaid fraud reports and investigations from federal 
and state oversight bodies and analyze a range of 
additional resources to acquire pertinent data.  The 
data mining group also monitors the Surveillance 
and Utilization Review System, a federally mandated 
exception reporting system, for indications of waste, 
fraud and abuse and to detect duplicate, inconsis-
tent or excessive claim payments.  This group also 

selects appropriate samples for audit/investigation 
purposes and, using statistically valid processes, ex-
trapolates audit/investigative findings to determine 
the amount of overpayment (restitution) that should 
be pursued.

In total, MFD’s data mining group referred 37 cases 
of anomalous claims behavior to the Audit/Investi-
gation Units and generated 276 reports for use by 
these units in FY 2021.

Audit

MFD conducts audits to ensure that Medicaid pro-
viders comply with program requirements, to identify 
improper billings submitted by Medicaid providers 
and to deter fraud, waste, and abuse in the Medicaid 
program.

As part of MFD’s fiscal integrity oversight, MFD 
launched audits in a number of areas, including du-
rable medical equipment (DME) providers, hospitals, 
and partial care providers.  MFD completed audits in 
two areas that are particularly noteworthy.
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First, MFD initiated audits of several DME providers.  
In one such audit, Surgical Sock Shop, Inc. (Surgical 
Sock), MFD found that almost 72 percent of Surgi-
cal Sock’s compression stocking claims failed to 
comply with Medicaid program requirements, which 
translates to a 34 percent error rate in terms of the 
Medicaid dollars paid for these items.  Specifically, 
MFD found that Surgical Sock failed to maintain 
documentation from the prescribing practitioner 
(physician) and/or customer invoices to support 
the goods/services provided and/or failed to bill the 
accurate code for the item dispensed. These defi-
ciencies resulted in improper Medicaid payments to 
Surgical Sock.  MFD also found that Surgical Sock 
improperly billed for about 14 percent of its other 
DME claims that MFD tested.  By extrapolating all 
of the deficient claims to the universe of claims/
reimbursed amount, MFD calculated that Surgical 
Sock improperly billed and was paid by the Medic-
aid program a total of $242,873 that it was required 
to repay to the Medicaid program.  

MFD also completed audits of partial care provid-
ers.  These providers offer group and individual 
outpatient therapy services.  In one of these audits, 
Archway Programs, Inc. (Archway), MFD found that 
slightly more than 56 percent of Archway’s sample 
claims failed to comply with relevant regulatory re-
quirements.  The majority of these deficient claims 
were attributable to Archway having billed and re-
ceived Medicaid payments for active programming 
provided during meal time, which is not permitted 
by regulation.  After extrapolating the net dollars in 
error attributable to these deficient claims to the 
universe of claims, MFD calculated that Archway 
received an overpayment of slightly more than $1.3 
million that it had to repay to the Medicaid program.

In both the Surgical Sock and Archway audits, MFD 
not only notified each provider of its Medicaid 
overpayment, but also recommended corrective 
steps each provider was required to implement to 
address the noted deficiencies.

Third Party Liability
 
Under federal law, if a Medicaid recipient has other 
insurance coverage, Medicaid, as the payer of last 
resort, is responsible for paying the medical ben-
efits only in cases where the other coverage has 
been exhausted or does not cover the service at 
issue.  Thus, a significant amount of the State’s 
Medicaid recoveries are the result of the efforts of 
MFD and its contracted vendor to obtain payments 
from third-party insurers responsible for services 
that were inappropriately paid with Medicaid funds.  
MFD’s Third Party Liability (TPL) group, working 
with an outside vendor, seeks to determine wheth-
er Medicaid recipients have other insurance and 
recovers money from private insurers or providers 
in cases where Medicaid has paid claims for which 
the private insurer was responsible.  In addition, 
the TPL group also manages a daily hotline for the 
public and providers to call and update third-party 
commercial insurance information for Medicaid re-
cipients and ensure that Medicaid recipients receive 
their benefits when improperly denied.

MFD’s TPL group, working with other MFD person-
nel, reviews, oversees, and coordinates audit work 
performed by the state’s TPL contractor.  In FY 
2021, the state Medicaid program, through its out-
side TPL vendor, recovered more than $59.6 million 
from third parties.

Investigations Unit
MFD’s Investigations Unit investigates inappropriate 
conduct on the part of Medicaid, FamilyCare, and 
Charity Care providers and recipients.  In FY 2021, 
the Investigations Unit opened 198 cases and made 
referrals to other agencies such as the MFCU, state 
licensing boards, county prosecutors’ offices, and 
various county boards and social services entities.  
MFD investigators receive allegations of fraud, 
waste and abuse from many sources, including 
MFD’s Hotline and Website as well as from other 
state and federal agencies.  In total, MFD received 
1,168 telephone Hotline tips in FY 2021. MFD, 
working in conjunction with the U.S. Social Security 
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Administration, provides resources to staff the Co-
operative Disability Investigation Unit (CDIU).  The 
CDIU investigates allegations of Social Security 
(SSI)/Disability fraud under Titles II and XVI of the 
Social Security Act, which may include Medicaid 
funds because recipients of SSI are automatically 
eligible for Medicaid coverage.  During FY 2021, 
the CDIU realized total monetary recoveries and 
program savings totaling $3,389,602 with $32,228 
of that amount attributable to Medicaid recoveries 
and $777,440 to Medicaid savings.     

To ensure the integrity of Medicaid’s enrollment 
process, the Investigations Unit also conducts 
background checks of high-risk providers applying 
to participate in the program.  In FY 2021, the Inves-
tigations Unit received 65 such applications from 
high-risk providers – DME, prosthetics and orthot-
ics, and home healthcare agencies, for which MFD 
performed 517 individual background checks using 
several verification sources.  The unit also con-
firmed 25 site visits on PECOS, a federal Medicare 
site.  During the site visits, MFD investigators verify 
that the applying entity actually exists at the ad-
dress listed, that it complies with state and federal 
requirements, and that the information supplied on 
the provider application is accurate.

When the Investigations Unit uncovers patterns of 
fraud, waste or abuse, in addition to addressing 
such actions by seeking to recover from the appro-
priate parties, it recommends programmatic fixes 
to improve systemic oversight and thereby prevent 
such activity from reoccurring.  

In FY 2021, the work of the Investigations Unit 
resulted in the recovery of approximately $10.1 
million in misspent Medicaid funds, which includes 
recoveries resulting from MFD investigations of 
providers, provider self-disclosures of their over-
payments, and civil recoveries from Medicaid ben-
eficiaries who MFD determined received benefits 
when they were not eligible for the same.

Recovery & Exclusions Unit
The Recovery and Exclusions Unit (R&E) recovers 
overpayments identified by MFD’s auditors and in-
vestigators and determines when to exclude a Med-
icaid provider from the Medicaid program.  In cases 
of fraud, R&E may also assess additional penalties 
against a provider.

Once MFD identifies overpayments to be recovered, 
R&E sends out appropriate notices, recovers the 
money from providers and recipients on behalf of 
the state, and works with federal authorities to en-
sure that the federal government receives its share 
of any recovery.  In instances where R&E cannot 
resolve an overpayment through a settlement, MFD 
will take administrative action against the provider 
or recipient.

Providers can be excluded from participating in the 
Medicaid program for numerous reasons including 
criminal convictions or exclusions issued by a New 
Jersey licensing board or by the federal govern-
ment. Adverse action taken by MFD against these 
individuals are part of an ongoing OSC effort to 
ensure that only those medical providers who main-
tain the highest integrity participate in the Medicaid 
program.

In FY 2021, MFD excluded 79 providers- including 
physicians, pharmacists, dentists, social workers, 
and home care nurse’s aides – for failing to meet 
the standards for integrity in the Medicaid program.

Regulatory Unit
MFD’s Regulatory Officers are licensed attorneys 
who handle MFD-initiated fraud, waste, and abuse 
cases from initiation of a Notice of Claim through 
the administrative law process, including settle-
ment negotiations, the discovery process, and 
Office of Administrative Law Fair Hearings as State 
Agency Representatives.  The Regulatory Officers 
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also represent the Medicaid program’s interest in 
pursuing overpayments identified by the State’s 
outside vendors, including its TPL contractor. The 
Regulatory Unit provides guidance to the other 
units of the division, including advice regarding 
the legal sufficiency of an audit/investigation, and 
assessments regarding a provider’s legal basis for 
objecting to an overpayment demand.  MFD’s Reg-
ulatory Officers also work with other state depart-
ments to propose new Medicaid program regula-
tions and guidance designed to improve program 
integrity and strengthen the State’s oversight of the 
Medicaid program.

If you suspect  
Medicaid waste, 
fraud, or abuse:

Call 1-888-937-2835 
or File a complaint

https://nj.gov/comptroller/divisions/medicaid/complaint.html
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Procurement

OSC’s Procurement Division, staffed by attorneys 
specializing in public contract law, fulfills the office’s 
statutory mandate to review public agency procure-
ments from more than 1,900 public entities. In FY 
2021, the Procurement Division received notice of 700 
contracts, including 140 contracts that were valued at 
more than $12.5 million and pre-screened pursuant to 
OSC’s statutory authority.

Barbara Geary is the Director of the Procurement 
Division.  She has more than 20 years of contracting 
experience in both the public and private sectors.  She 
became Director in June 2015 after joining OSC as an 
attorney in 2011.

In addition to reviewing contracts, the attorneys in the 
Procurement division work with OSC’s audit teams 

and provide guidance concerning the many legal 
issues that arise during the course of an audit.  Divi-
sion attorneys also assist in investigations and other 
projects.

Pursuant to N.J.S.A. 52:15C-10(d), effective July 1, 
2020, OSC’s statutory review thresholds were adjust-
ed. Accordingly, all contracting units now are required 
to submit contracts involving consideration or an 
expenditure of $12.5 million (formerly $10 million) not 
less than 30 days prior to the expected advertisement 
date or issuance of the solicitation.  For contracts val-
ued at more than $2.5 million (formerly $2 million) but 
less than $12.5 million, contracting units must notify 
OSC no later than 20 business days after the contract 
award.
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As prescribed by statute, the Procurement Division 
pre-screens the legality of the proposed vendor 
selection process for all government contracts ex-
ceeding $12.5 million and has post-award oversight 
responsibilities for contracts exceeding $2.5 million.  

OSC’s procurement reviews cover contracts award-
ed by municipalities, school districts, state colleges, 
and state authorities and departments, as well as 
other public boards and commissions with con-
tracting authority. Regulations promulgated by OSC 
assist public entities in determining whether OSC re-
view is required for a particular contract and provide 
guidance as to how OSC reviews are conducted.

Procurements subject to OSC review cover a wide 
range of contracts, including land sales, leases, and 
purchases of goods or services.

For contracts exceeding $12.5 million, the Pro-
curement Division works closely with government 
entities as they formulate specifications, intervening 
when necessary to achieve procurements that com-
ply with all applicable laws, regulations and rules.  
Errors are corrected before the contract advertise-
ment takes place.

The review of contracts valued at more than $12.5 
million begins with judging the appropriateness 
of the vendor selection process proposed by the 
contracting unit. The reviewing attorney assesses, 
for example, whether the procurement requires 
sealed bids or whether other contracting procedures 
are appropriate. The reviewer further determines 
whether the government unit has followed all other 
statutes, rules and regulations applicable to the 
procurement. Additional questions asked include: 
Has the governing body, department or authority 
approved the procurement? Are the specifications 
designed to ensure a competitive process? Is the 
method of advertisement appropriate?

For contracts exceeding $12.5 million, the contract-
ing unit must submit notification to OSC 30 days 
before advertisement or otherwise entering into a 
contract. On occasion, contracting units request 

Did the governing body 
approve and certify funding 
for the contract? Are the 
records submitted sufficient 
to justify the governing body’s 
action? Is there any evidence 
of collusion or bid rigging?

“

flexibility in that time period. Accordingly, OSC has set 
forth a procedure through which government entities 
can seek a waiver of the 30-day time period. OSC 
works closely with contracting units in need of such 
a waiver to ensure that contract solicitations can be 
made in a timely manner.

Contracts exceeding $2.5 million, including contracts 
previously submitted for pre-approval, are examined 
post-award. The focus post-award remains on compli-
ance with laws and regulations. In addition, a determi-
nation is made as to whether the award followed the 
guidelines set forth in the solicitation. For example: Did 
the lowest bidder receive the award in a sealed bid de-
termination that appropriately considered alternates? 
Did the governing body approve and certify funding for 
the contract? Are the records submitted sufficient to 
justify the governing body’s action? Is there any evi-
dence of collusion or bid rigging?

To ensure that OSC’s contract reviews result in a better 
contracting process in both the short and long terms, 
the Procurement Division consults directly with con-

tracting units during and following reviews. Depending 
upon the nature of the review and any deficiency noted, 
the Procurement Division might hold an exit interview, 
prepare a written determination or simply provide oral 
guidance to the contracting unit. In cases involving 
serious deficiencies, OSC may refer contracts for audit 
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review or further civil or administrative action, such 
as actions to recover monies expended. Criminal 
activity is referred to appropriate law enforcement 
authorities.

Among the most frequent errors OSC encountered 
were the misstatement of the timing requirement 
for receipt of Disclosure of Investment Activities in 
Iran (now permitted to be received before contract 
award instead of at the time of proposal submis-
sion) as set forth in N.J.S.A. 52:32-58, vague or 
confusing evaluation criteria and inadequate de-
scriptions of services in the scope of work.

The Procurement Division also has added oversight 
responsibilities pursuant to two gubernatorial execu-
tive orders: Executive Order 166 (Murphy, 2020) con-
cerning the expenditure of COVID-19 related funding 
and Executive Order 125 (Christie, 2013) concerning 
expenditures related to Superstorm Sandy. 

Pursuant to Executive Order 166, the Procure-
ment Division conducts pre-screening reviews of 
state procurements utilizing $150,000 or more 
in COVID-19 related federal funding.  Pursuant to 
Executive Order 125, the division conducts equiva-
lent reviews of all state procurements that involve 
the expenditure of federal reconstruction resources 
connected to Superstorm Sandy. As a result, in FY 
2021, the Procurement Division reviewed a variety 
of purchasing practices that otherwise would have 
been below OSC’s statutory monetary threshold for 
review. 

The division is also responsible for posting the pro-
curements it reviewed pursuant to these executive 
orders on the state’s COVID-19 Transparency web-
site and OSC’s Sandy Transparency website.  

The division reviews proposed procurements sub-
ject to Executive Orders 166 and 125 on an expe-
dited basis, providing guidance and feedback to 
agencies to ensure compliance with public con-
tracting laws without sacrificing expediency in the 
state’s recovery process.  In FY 2021 the division 
pre-screened 156 procurements pursuant to Exec-

utive Order 166 and 40 procurements pursuant to 
Executive Order 125.  

In all, the Procurement Division received notice of 
700 contracts for review in FY 2021. Of those con-
tracts, 140 of them were valued at more than $12.5 
million and were pre-screened pursuant to OSC’s 
regular statutory authority. OSC attorneys took cor-
rective action in 59 percent of those pre-screened 
contracts to ensure the legality of the procurement 
process.  

Some notable contracts reviewed include: a $1.5 
billion contract for New Jersey Transit for the recon-
struction of the Portal North Bridge; two contracts 
for the state Department of Transportation valued at 
$161.4 million and $75.7 million for improvements 
and repairs to two stretches of the Pulaski Skyway; 
and a $107 million contract for Monmouth County 
for the reconstruction of a bridge over the Shrews-
bury River.

The Procurement Division also reviewed 364 con-
tracts valued between $2.5 million and $12.5 mil-
lion. In these contracts, the Procurement Division 
found a 49 percent error rate. In each case, the 
division provided guidance to the contracting entity 
to ensure that the errors are not repeated.

Educational Outreach 

In FY 2021, the division continued its extensive 
outreach to government contracting units across 
the state to review their procurement processes and 
specific compliance issues identified by OSC.  OSC’s 
Procurement Director also participated on various 
government-related panels and webinars discussing 
the procurement requirements for the expenditure 
of federal COVID-19 related funds and other matters 
concerning OSC’s statutory authority to review pub-
lic procurements. 
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COVID-19 Compliance and Oversight Project

The COVID-19 Compliance and Oversight Project 
(COVID Project) is a special project within OSC that 
promotes accountability, transparency, and compli-
ance in the spending of billions of COVID-19 federal 
recovery funds in New Jersey. The COVID Project 
accomplishes this through ongoing monitoring and 
oversight, special projects and targeted reviews, and 
by offering technical assistance and training to state 
and local government units.

As Director of the COVID-19 Compliance and Over-
sight Project, Jillian Holmes draws from nearly a 
decade of experience safeguarding public funding 
as an attorney in OSC’s Procurement, Investigations, 
and Medicaid Fraud Divisions. The COVID Project is 
staffed by a dedicated team with expertise in inves-
tigations, fraud, auditing, accounting, and legal and 
regulatory compliance. The COVID Project also regu-
larly collaborates with OSC’s other divisions to take a 
comprehensive approach to oversight.

The COVID Project was formally created in April of 
2021 and has issued several guidance documents, 
compliance alerts, and other reference materials 
aimed at improving compliance and transparency 
among state and local government units.  These 
resources include: 

•	 A checklist for evaluating internal controls
•	 A template for conducting a risk assessment

•	 Tips for working with integrity monitors and writ-
ing a clear scope of work; and

•	 Best practices for local governments using Local 
Fiscal Recovery Funds

The COVID Project has also partnered with OSC’s 
other divisions to produce webinars and trainings for 
state and local government units. Collectively, these 
trainings have reached over 400 individuals at all 
levels of New Jersey government, to instruct them 
on best practices for procurement, internal controls, 
compliance, and reporting. These resources and 
webinars are available on the newly-created COVID-19 
section of OSC’s website.
 
The COVID Project also regularly communicates with 
state and local government units on matters of over-
sight and compliance. This includes communications 
with the State’s 29 Accountability Officers - senior 
officials within agencies, departments, and authorities 
responsible for the oversight of COVID-19 recovery 
funding disbursement and administration. It also 
involves outreach to officials at the 565 municipalities 
and 21 counties in New Jersey that have received 
COVID-19 recovery funds. Through ongoing monitor-
ing and more targeted reviews, the COVID Project has 
addressed issues involving reporting, proper internal 
controls, policies and procedures, duplication of bene-
fits, the use of self-attestations, fraud risks, documen-
tation requirements, and more.  
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As an additional layer of oversight, OSC is also re-
sponsible for overseeing the work of the state’s 
contracted Integrity Monitors. Integrity Monitors 
are independent monitors deployed throughout the 
state to either proactively assist a state entity with 
grants management or administration, or to oversee 
and monitor the use of COVID-19 recovery funds 
and checking for non-compliance or fraud, waste, or 
abuse. Among other things, the Integrity Monitors 
have completed risk assessments for state entities 
and programs and performed in-depth reviews that 
have identified various issues related to eligibility and 
processing, missing documentation, and incorrect or 
improper payments. As of June 30, 2021, four dif-
ferent Integrity Monitors were hired to oversee and 
assess compliance for 10 departments/agencies for 
44 programs funded with COVID-19 recovery funds. 
Collectively, the programs under review by Integrity 

Monitors account for over $2 billion of New Jersey’s 
COVID-19 recovery funding. The Integrity Monitors 
produced 16 reports, which are available for review 
by the public here. The COVID Project oversees these 
engagements and the quarterly Integrity Monitor 
reports to identify or intervene in any issues requiring 
additional follow-up or corrective action.

OSC and the COVID Project also support the work of 
the COVID-19 Compliance and Oversight Taskforce. 
The Taskforce was established pursuant to Executive 
Order 166 (Murphy, 2020) and is chaired by the Acting 
State Comptroller. The COVID Project assisted the 
Taskforce in fulfilling its responsibilities under Exec-
utive Order 166, by assisting with the development of 
a statewide Compliance Plan and the development of 
the Integrity Monitor Guidelines.
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Appendix - MFD Settlements & Audits

FY 2021 Settlements

• JFK Pharmacy Settlement Agreement – MFD re-
solved an investigation of JFK Pharmacy, located in 
Jersey City, New Jersey, with JFK Pharmacy agreeing 
to repay the Medicaid program $7,000.  Through this 
investigation, MFD determined that JFK Pharmacy’s 
inventory for selected medications was not sufficient 
to account for the quantity of these medications that 
JFK Pharmacy dispensed during the period from 
November 1, 2016 through October 31, 2018.  This 
inventory “shortage” constituted a Medicaid overpay-
ment because the pharmacy could not provide docu-
mentation to support the claims it submitted for these 
medications. 

• Value Plus Pharmacy Settlement Agreement – MFD 
resolved an investigation of Value Plus Pharma-
cy, located in Newark, New Jersey, with Value Plus 
Pharmacy agreeing to repay the Medicaid program 
$843,000.  Through this investigation, MFD deter-
mined that Value Plus Pharmacy’s inventory for 
selected medications was not sufficient to account 
for the quantity of these medications that Value Plus 
Pharmacy dispensed during the period from May 1, 
2012 through March 31, 2017.  This inventory “short-
age” constituted a Medicaid overpayment because 
the pharmacy could not provide documentation to 
support the claims it submitted for these medica-
tions.

• Goethals Pharmacy Settlement Agreement – MFD 
resolved an investigation of Goethals Pharmacy, 
located in Elizabeth, New Jersey, with Goethals 
Pharmacy agreeing to repay the Medicaid program 
$16,563.  Through this investigation, MFD determined 
that Goethals Pharmacy’s inventory for selected med-
ications was not sufficient to account for the quantity 
of these medications that Goethals Pharmacy dis-
pensed during the period from March 5, 2014 through 
December 31, 2018.  This inventory “shortage” consti-
tuted a Medicaid overpayment because the pharma-
cy could not provide documentation to support the 
claims it submitted for these medications.

• Sunrise Care Settlement Agreement – MFD re-
solved an audit of Sunrise Care, located in Newark, 
New Jersey, with Sunrise Care agreeing to repay the 
Medicaid program $182,637.  Through this audit, MFD 
determined that Sunrise Care incorrectly billed the 
Medicaid program and was subsequently paid for a 
greater number of units for partial care services than 
what was authorized during the period from January 
1, 2015 through September 30, 2019.

• Ammon Analytical Laboratories Settlement Agree-
ment – MFD resolved a self-disclosure submitted by 
Ammon Analytical Laboratories, located in Linden, 
New Jersey, with Ammon Analytical Laboratories 
agreeing to repay the Medicaid program $207,837.  
Through this self-disclosure and MFD’s subsequent 
investigation, MFD determined that Ammon Analytical 

https://www.nj.gov/comptroller/news/docs/ultracare_pharmacy_settlement_agreement.pdf
https://www.nj.gov/comptroller/news/docs/trimax_settlement_agreement.pdf
https://www.nj.gov/comptroller/news/docs/cline_settlement_agreement.pdf
https://www.nj.gov/comptroller/news/docs/satown_drugs_settlement_agreement.pdf
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Laboratories incorrectly billed the Medicaid program 
and was subsequently paid for claims that should 
have been submitted to a third-party payer during 
the period from January 1, 2019 through December 
31, 2019.

• Caliber Home Health Care Settlement Agreement 
– MFD resolved an investigation of Caliber Home 
Health Care, located in Rutherford, New Jersey, with 
Caliber Home Health Care agreeing to repay the 
Medicaid program $21,116.  Through this investi-
gation, MFD determined that Caliber Home Health 
Care incorrectly billed the Medicaid program and 
was subsequently paid for claims for personal care 
services that could not be supported by documenta-
tion during the period from January 1, 2015 through 
June 30, 2020. 

• Lakewood Speech and Language Solutions Settle-
ment Agreement – MFD resolved an audit of Lake-
wood Speech and Language Solutions, located in 
Lakewood, New Jersey, with Lakewood Speech and 
Language Solutions agreeing to repay the Medicaid 
program $145,000.  Through this audit, MFD deter-
mined that Lakewood Speech and Language Solu-
tions incorrectly billed the Medicaid program and 
was subsequently paid for claims that were not in 
compliance with the Centers for Medicare & Medic-
aid Services National Correct Coding Initiative Policy 
Manual during the period from January 1, 2014 
through December 31, 2018. 
 
• Tanya Leykin, MD Settlement Agreement  – MFD 
resolved an investigation of Tanya Leykin, MD, a pe-
diatrician located in Cliffside Park, New Jersey, with 
Dr. Leykin agreeing to repay the Medicaid program 
$120,710.  Through this investigation, MFD deter-
mined that, from January 1, 2015 through October 
10, 2019, Tanya Leykin improperly billed for and re-
ceived Medicaid payments for claims for which she 
failed to unbundle preventive maintenance Evalua-
tion and Management services and/or failed to have 
necessary supporting documentation.  

• Total Care Nursing Settlement Agreement – MFD 
resolved an investigation of Total Care Nursing 

Registry, located in Rochelle Park, New Jersey, with 
Total Care agreeing to repay the Medicaid program 
a total of $76,000.  Through its investigation, MFD 
determined that, from January 1, 2014 through Feb-
ruary 13, 2019, Total Care Nursing improperly billed 
for and received Medicaid payments for claims in-
volving various codes that Total Care did not support 
through its clinical documentation.   

• Steven Weissman (Ocean Dermatology) Settle-
ment Agreement  – MFD resolved an investigation 
of Dr. Weissman/Ocean Dermatology, located in 
Jackson, New Jersey, with the provider agreeing 
to repay the Medicaid program a total of $103,586.  
Through this investigation, MFD determined that, 
from January 1, 2015 through July 8, 2019, Ocean 
Dermatology improperly billed for and received 
payments from the Medicaid program for claims in-
volving various codes for which Ocean Dermatology 
failed to have necessary supporting documentation.  

• Curemed Pharmacy Settlement Agreement  – MFD 
resolved an investigation of Curemed Pharmacy, lo-
cated in Clifton, New Jersey, with Curemed agreeing 
to pay $62,563.  Through this investigation, MFD de-
termined that, from May 1, 2015 through December 
1, 2017, Curemed’s inventory for selected medica-
tions was not sufficient to account for the quantity 
of these medications that Curemed dispensed.  This 
inventory “shortage” constituted a Medicaid over-
payment because the pharmacy could not provide 
documentation to support the claims it submitted 
for these medications.

• Adult Family Health Services Settlement Agree-
ment – MFD resolved an investigation of Adult Fam-
ily Health Services, located in Clifton, New Jersey, 
with the provider agreeing to pay $45,828.  Through 
this investigation, MFD determined that, from March 
1, 2015 through December 31, 2019, Adult Family 
Health improperly billed and received payments 
from the Medicaid program for claims in excess of 
the pre-approved number of authorized units associ-
ated with the medical code billed.  

https://www.nj.gov/comptroller/news/docs/star_pediatric_homecare_agency_settlement_agreement.pdf
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• New Essecare Settlement Agreement  – MFD 
resolved an audit of New Essecare of NJ, LLC, 
located in Orange, New Jersey, with New Essecare 
agreeing to pay $1,061,933.  Through its audit, MFD 
determined that, from January 1, 2015 through 
December 31, 2017, New Essecare improperly billed 
and received payments from the Medicaid program 
for which New Essecare failed to have supporting 
documentation. 

• Refua Pharmacy Settlement Agreement  – MFD 
resolved an investigation of Refua Pharmacy, locat-
ed in Lakewood, New Jersey, with Refua agreeing 
to pay $304,380.  Through this investigation, MFD 
determined that, from July 1, 2013 through April 
30, 2018, Refua’s inventory for selected medica-
tions was not sufficient to account for the quantity 
of these medications that Refua dispensed.  This 
inventory “shortage” constituted a Medicaid over-
payment because the pharmacy could not provide 
documentation to support the claims it submitted 
for these medications.

• Goethals Pharmacy Settlement Agreement – MFD 
resolved an investigation of Goethals Pharmacy, lo-
cated in Elizabeth, New Jersey, with Goethals agree-
ing to repay the Medicaid program $6,593.  Through 
this investigation, MFD determined that, from March 
1, 2016 through January 2, 2017, Goethals’ inventory 
for selected medications was not sufficient to ac-
count for the quantity of medications that Goethals 
dispensed.  This inventory “shortage” constituted a 
Medicaid overpayment because the pharmacy could 
not provide documentation to support the claims it 
submitted for these medications. 

• Behavioral Crossroads, LLC Settlement Agree-
ment – MFD resolved an investigation of Behavioral 
Crossroads, LLC, located in Egg Harbor Township, 
New Jersey, with Behavioral Crossroads agreeing to 
repay the Medicaid program $277,612.  Through this 
investigation, MFD determined that, from Septem-
ber 1, 2013 through September 1, 2018, Behavioral 
Crossroads improperly billed and received payments 
from Medicaid for claims for which Behavioral 
Crossroads lacked adequate documentation.   

• RWJ Barnabas Settlement Agreement – MFD 
resolved an audit performed by its recovery audit 
contractor, HMS, of Robert Wood Johnson Barnabas 
Hospitals (collectively referred to as RWJ Barnabas 
Hospitals), with various locations throughout the 
state, with RWJ Barnabas Hospitals agreeing to 
repay the Medicaid program $1,000,000.  Through 
this audit, HMS, on behalf of MFD, found that from 
May 16, 2014 through July 12, 2018, RWJ Hospitals 
failed to possess necessary supporting documen-
tation for inpatient services that HMS determined 
could have been performed in a less expensive, 
outpatient setting.

• John Brooks Recovery Center Settlement Agree-
ment – MFD resolved a self-disclosure received 
from John Brooks Recovery Center, located in Pleas-
antville, New Jersey, with John Brooks agreeing to 
repay the Medicaid program $955,075.  Through 
this self-disclosure and the ensuing MFD review and 
analysis of relevant information, MFD determined 
that, from July 1, 2016 through April 30, 2020, John 
Brooks Recovery Center had inappropriately billed 
and received payments from Medicaid for bundled 
intensive outpatient program and/or opioid treat-
ment services without having provided the required 
individual counseling sessions.  

• Mirian Lugo Settlement Agreement – MFD re-
solved an investigation of Mirian Lugo and L & L 
Pediatrics (collectively referred to as Dr. Lugo), lo-
cated in Clifton, New Jersey, with Dr. Lugo agreeing 
to repay the Medicaid program $287,440, comprised 
of a principle amount of $271,170 and interest of 
$16,270.  Through this investigation, MFD deter-
mined that, from January 1, 2013 through June 
20, 2018, Dr. Lugo submitted claims for the same 
patients and same dates of service that Lugo did not 
support with required documentation.    

• Morning Glory Settlement Agreement – MFD 
resolved a desk audit of Morning Glory Behavioral 
Health Partial Care Program, LLC (Morning Glory), 
located in Neptune, New Jersey, with Morning Glory 
agreeing to repay the Medicaid program $77,276.  
Through this desk audit, MFD determined that, from 

https://www.nj.gov/comptroller/news/docs/liss_pharmacy_settlement_agreement.pdf
https://www.nj.gov/comptroller/news/docs/lifeline_rx_llc_settlement_agreement.pdf
https://www.nj.gov/comptroller/news/docs/new_hope_behavioral_center_settlement_agreement.pdf
https://www.state.nj.us/comptroller/news/docs/billstra_pharmacy_settlement_agreement.pdf
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September 1, 2015 through February 29, 2020, Morn-
ing Glory submitted claims for partial care services 
that exceeded prior authorized limits and, thus, were 
not supported by documentation.  

• Steven Dorfman Settlement Agreement – MFD 
resolved an investigation of Steven Dorfman, locat-
ed in Vineland, New Jersey, with Steven Dorfman 
agreeing to repay the Medicaid program $24,937, 
comprised of a principal amount of $8,312 and a 
penalty of double that amount, or $16,625.  Through 
this investigation, MFD determined that, from Octo-
ber 1, 2017 through March 9, 2018, Steven Dorfman 
submitted claims to the Medicaid program while his 
chiropractic license was expired.     

• New Future Dreams Settlement Agreement – MFD 
resolved a desk audit of new Future Dreams, LLC 
(New Future), located in Lakewood, New Jersey, with 
New Future agreeing to repay the Medicaid program 
$134,646.  Through this desk audit, MFD determined 
that, from March 1, 2015 through December 31, 
2019, New Future submitted claims for partial care 
services that exceeded prior authorized limits and, 
thus, were not supported by documentation.

• Aelia Pediatric Center Settlement Agreement – 
MFD resolved a desk audit of Aelia Pediatric Center, 
located in Clifton, New Jersey, with Aelia Pediatric 
Center agreeing to repay the Medicaid program 
$28,529.  Through this desk audit, MFD determined 
that, from January 1, 2015 through September 30, 
2019, Aelia Pediatric Center submitted to and was 
paid by the Medicaid program for claims that Aelia 
Pediatric Center had improperly unbundled. 

• Unity Place, Inc. Settlement Agreement – MFD re-
solved an audit of Unity Place, Inc., located in Cherry 
Hill, New Jersey, with Unity Place agreeing to repay 
the Medicaid program $45,254.  Through this audit, 
MFD determined that Unity Place incorrectly billed 
the Medicaid program and was paid for a greater 
number of units for partial care services than autho-
rized during the period from January 1, 2015 through 
September 30, 2019.  

• Washington Shop Pharmacy Settlement Agree-
ment – MFD resolved an investigation of Washing-

ton Shop Pharmacy, located in East Orange, New 
Jersey, with Washington Shop Pharmacy agreeing 
to repay the Medicaid program $103,296.  Through 
this investigation, MFD determined that from April 
1, 2013 through March 1, 2016, Washington Shop’s 
inventory for selected medications was not sufficient 
to account for the quantity of these medications that 
it dispensed.  This inventory “shortage” constituted a 
Medicaid overpayment because the pharmacy could 
not provide documentation to support the claims it 
submitted for these medications. 

• Mike’s Pharmacy Settlement Agreement – MFD 
resolved an investigation of Mike’s Pharmacy, locat-
ed in East Orange, New Jersey, with Mike’s Pharmacy 
agreeing to repay the Medicaid program $44,400.  
Through this investigation, MFD determined that, 
from February 1, 2018 through May 1, 2019, Mike’s 
Pharmacy’s inventory for selected medications was 
insufficient to account for the quantity of medica-
tions that it dispensed and billed Medicaid.  This 
inventory “shortage” constituted a Medicaid over-
payment because the pharmacy could not provide 
documentation to support the claims it submitted for 
these medications.

• Shumet Inc. d/b/a Keansburg Drugs Settlement 
Agreement – MFD resolved an investigation of 
Keansburg Drugs, located in Keansburg, New Jer-
sey, with Keansburg Drugs, and its owners George 
Grumet and Howard Shulman, agreeing to repay the 
Medicaid program $20,154.  Through this investi-
gation, MFD determined that from February 1, 2014 
through November 30, 2018, Keansburg Drugs’s in-
ventory for selected medications was insufficient to 
account for the quantity of medications that it billed 
Medicaid.  This inventory “shortage” constituted a 
Medicaid overpayment because the pharmacy could 
not provide documentation to support the claims it 
submitted for these medications.

• Autumn Lake Health Care at Oceanview, former-
ly known as Oceanview Center for Rehabilitation 
(“Oceanview”) Settlement Agreement – MFD re-
solved a Recovery Audit Contractor (RAC) long term 
care audit of Oceanview, located in Oceanview, New 
Jersey, with Oceanview and its owners, Aryeh Stern 
and Morris Meisels, agreeing to repay the Medicaid

https://www.state.nj.us/comptroller/news/docs/roses_homecare_services_settlement_agreement.pdf
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program $13,020. Through a RAC audit, MFD deter-
mined that Oceanview failed to repay the Medicaid 
program for payments it had already collected 
during the period from April 1, 2015 through Jan-
uary 31, 2017.Through this investigation, MFD 
determined that from February 1, 2014 through No-
vember 30, 2018, Keansburg Drugs’ inventory for 
selected medications was insufficient to account 
for the quantity of medications that it billed Medic-
aid.  This inventory “shortage” constituted a Med-
icaid overpayment because the pharmacy could 
not provide documentation to support the claims it 
submitted for these medications.

• Secaucus Health Care Center LLC d/b/a Alaris 
Health at the Fountains d/b/a/ The Manor (“The 
Fountains) Settlement Agreement – MFD resolved 
a Recovery Audit Contractor (RAC) long term care 
audit of The Fountains, located in Secaucus, New 
Jersey, with The Fountains and its owner Avery 
Eisenreich agreeing to repay the Medicaid program 
$18,464. Through a RAC audit, MFD determined 
that The Fountain failed to repay the Medicaid pro-
gram for payments it had already collected during 
the period from July 1, 2013 through October 31, 
2015.

• Tri-State Healthcare Management, LLC d/b/a/ 
Lakeview Rehabilitation and Care Center/Vent, 
LLC-  (“Lakeview Rehab”) Settlement Agreement 
– MFD resolved a Recovery Audit Contractor (RAC) 
long term care audit of Lakeview Rehab, located in 
Secaucus, New Jersey, with Lakeview Rehab and 
its owners Joel Leefer and David Oberlender agree-
ing to repay the Medicaid program $1,305. Through 
a RAC audit, MFD determined that Lakeview Rehab 
failed to repay the Medicaid program for payments 
it had already collected during the period from No-
vember 1, 2013 through March 31, 2016. 

• RMC Pharmacy Settlement Agreement -  MFD 
resolved an investigation of RMC Pharmacy, lo-
cated in Newark, New Jersey, with RMC Pharmacy 
agreeing to repay the Medicaid Program $60,000. 
Through this investigation, MFD determined that, 
for the period from October 1, 2013 through May 
1, 2018, RMC Pharmacy’s inventory for selected 

medications was not sufficient to account for the 
quantity of these medications that were dispensed. 
This inventory “shortage” constituted a Medicaid 
overpayment because the pharmacy could not 
provide documentation to support the claims it 
submitted for these medications.  

• Olshins Pharmacy Settlement Agreement – MFD 
resolved an investigation of Olshins Pharmacy, 
located in Newark, New Jersey, with Olshins agree-
ing to repay the Medicaid program $23,383.43. 
Through this investigation, MFD determined that, 
for the period from December 1, 2011 through 
December 1, 2016, Olshins’ inventory for select-
ed medications was not sufficient to account for 
the quantity of these medications that Olshins 
dispensed. This inventory “shortage” constituted 
a Medicaid overpayment because the pharmacy 
could not provide documentation to support the 
claims it submitted for these medications. 

• Nour Pharmacy Settlement Agreement – MFD 
resolved an investigation of Nour Pharmacy, lo-
cated in Clifton, New Jersey, with Nour Pharmacy 
agreeing to repay the Medicaid program $130,279. 
Through this investigation, MFD determined that, 
for the period from March 1, 2012 through March 
1, 2017, Nour’s inventory for selected medications 
was not sufficient to account for the quantity 
of these medications that Nour dispensed. This 
inventory “shortage” constituted a Medicaid over-
payment because the pharmacy could not provide 
documentation to support the claims it submitted 
for these medications.

• Matthew’s Sable Settlement Agreement – MFD 
resolved an audit of Matthew Sable, an intensive 
in-community mental health rehabilitation services 
provider located in Flemington, New Jersey, with 
Sable agreeing to repay the Medicaid program 
$159,592.  Through this audit, MFD determined 
that, for the period from July 1, 2014 through De-
cember 31, 2018, Sable billed for claims that were 
not supported by documentation, including claims 
for services provided to multiple (two) beneficia-
ries provided at the same or overlapping times. 
   

https://www.nj.gov/comptroller/news/docs/rmc_pharmacy_settlement_agreement.pdf
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• Colonia Pharmacy Settlement Agreement – MFD 
resolved an investigation of Colonia Pharmacy, lo-
cated in Colonia, New Jersey, with Colonia Pharma-
cy agreeing to repay the Medicaid program $47,508. 
Through this investigation, MFD determined that, 
from March 1, 2012 through January 1, 2017, Co-
lonia’s inventory for selected medications was 
not sufficient to account for the quantity of these 
medications that Colonia dispensed. This invento-
ry “shortage” constituted a Medicaid overpayment 
because the pharmacy could not provide documen-
tation to support the claims it submitted for these 
medications.

• S&H Speech Therapy Settlement Agreement – 
MFD resolved an audit of S&H Speech Therapy, lo-
cated in Lakewood, New Jersey, with S&H agreeing 
to repay the Medicaid program $56,530.  Through 
this audit, MFD determined that, from January 1, 
2014 through December 31, 2018, S&H improperly 
billed for a combination of speech language pathol-
ogy codes that were not supported by S&H’s docu-
mentation. 

• Broadway Discount Pharmacy Settlement Agree-
ment –MFD resolved an investigation of Broadway 
Discount Pharmacy, located in Camden, New Jer-
sey, with Broadway Discount Pharmacy agreeing to 
repay the Medicaid program $56,210. Through this 
investigation, MFD determined that, from September 
1, 2015 through November 30, 2018, Broadway’s in-
ventory for selected medications was not sufficient 
to account for the quantity of these medications 
that Broadway Discount Pharmacy dispensed. This 
inventory “shortage” constituted a Medicaid over-
payment because the pharmacy could not provide 
documentation to support the claims it submitted 
for these medications.

• Cutrite Settlement Agreement – MFD resolved 
an investigation of Cutrite, located in Edison, New 
Jersey, with Cutrite agreeing to repay the Medicaid 
program $120,000. Through this investigation, MFD 
determined that, from January 1, 2014 through De-
cember 31, 2018, Cutrite billed for claims for which 

Cutrite lacked supporting documentation. 

Notices/Overpayment Letters

• CareFinders (Notice of Overpayment) – MFD’s 
Audit unit reviewed claims submitted by CareFinders 
Inc. (CareFinders), a mental health and substance 
abuse provider located in Hackensack, New Jersey, 
to determine whether CareFinders appropriately 
billed for services in accordance with applicable 
requirements. MFD determined that, from January 1, 
2015 through May 31, 2019, CareFinders billed and 
received $24,178 in payment for units of services 
in excess of the pre-approved authorized number 
of units, in violation of the applicable regulatory 
requirement. As such, MFD found that CareFinders 
received an overpayment of $24,178 that it had to 
repay to the Medicaid program. CareFinders paid the 
full amount identified in MFD’s review.

• Wiley Christian Behavioral Management Services 
(Overpayment Letter) – MFD’s Audit unit reviewed 
claims submitted by Wiley Christian Behavioral 
Management Services (Wiley Christian), a mental 
health and substance abuse provider located in 
Pennsauken, New Jersey.  MFD found that, from 
September 1, 2015 through February 29, 2020, Wiley 
Christian billed and received payment for units of 
services totaling $44,918 in excess of the pre-ap-
proved authorized number of units. As such, MFD 
found that Wiley Christian received an overpayment 
of $44,918 that it had to repay to the Medicaid pro-
gram. Wiley Christian paid the full amount identified 
in MFD’s review. 

• A Better Home Care, LLC (Audit Letter - Notice of 
Overpayment) – MFD audited A Better Home Care, 
LLC (Better Home) a personnel care service (PCS) 
provider with locations in Egg Harbor Township, 
Brick and Vineland, New Jersey. MFD determined 
that, from August 1, 2014 through July 31, 2019, Bet-
ter Home improperly billed and received payments 
totaling $4,106 for home-based services rendered to 

https://www.nj.gov/comptroller/news/docs/matthew_sable_mafinal_audit_report.pdf
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beneficiaries while these beneficiaries had inpatient 
status in a hospital setting. In addition, MFD found 
that Better Home’s documentation did not support 
the services billed for three other claims totaling 
$144. Better Home paid the Medicaid program the 
full amount identified, $4,250.   

• Care Plus NJ, Inc. (Overpayment Letter) – MFD’s 
Audit unit reviewed claims submitted by Care Plus 
NJ, Inc. (Care Plus), a mental health and substance 
abuse provider located in Paramus, New Jersey, 
to determine whether Care Plus appropriately 
billed for services in accordance with applicable 
requirements. MFD determined that, from Septem-
ber 1, 2015 through February 29, 2020, Care Plus 
billed and received $6,731 in payment for units of 
services in excess of the pre-approved authorized 
number of units, in violation of the applicable regu-
latory requirement. As such, MFD found that Care 
Plus received an overpayment of $6,731 that it had 
to repay to the Medicaid program. Care Plus paid 
the full amount identified in MFD’s review.

• Health Care Commons Inc. (Overpayment Letter) 
– MFD’s Audit unit reviewed claims submitted by 
Health Care Commons Inc. (Health Care Commons) 
a mental health and substance abuse provider 
located in Carney’s Point, New Jersey, to deter-
mine whether Health Care Commons appropriately 
billed for services in accordance with applicable 
requirements. MFD determined that, from Septem-
ber 1, 2015 through February 29, 2020, Health Care 
Commons billed and received $52,397 in payment 
for units of services in excess of the pre-approved 
authorized number of units, in violation of the appli-
cable regulatory requirement. As such, MFD found 
that Health Care Commons received an overpay-
ment of $52,397 that it had to repay to the Medic-
aid program. Health Care Commons paid the full 
amount identified in MFD’s review. 
 
• Advanced Behavioral Care Services (Overpay-
ment Letter) – MFD’s Audit unit reviewed claims 
submitted by Advanced Behavioral Care Services 
(Advanced Behavioral) a mental health and sub-
stance abuse provider located in Lakewood, New 

Jersey, to determine whether Advanced Behavioral 
appropriately billed for services in accordance with 
applicable requirements. MFD determined that, 
from September 1, 2015 through February 29, 2020, 
Advanced Behavioral billed and received $16,489 
in payment for units of services in excess of the 
pre-approved authorized number of units, in viola-
tion of the applicable regulatory requirement. As 
such, MFD found that Advanced Behavioral received 
an overpayment of $16,489 that it had to repay to 
the Medicaid program. Advanced Behavioral paid 
the full amount identified in MFD’s review. 

• Bridgeway Rehabilitation Services Inc. (Overpay-
ment Letter) – MFD’s Audit Unit reviewed claims 
submitted by Bridgeway Rehabilitation Services 
Inc. (Bridgeway), a mental health and substance 
abuse provider located in Elizabeth, New Jersey, 
to determine whether Bridgeway billed for ser-
vices in accordance with applicable requirements. 
MFD determined that, from March 1, 2015 through 
December 31, 2019, Bridgeway billed and received 
$17,400 in payment for units of services in excess 
of the pre-approved authorized number of units, in 
violation of the applicable regulatory requirement. 
As such, MFD found that Bridgeway received an 
overpayment of $17,400 that it had to repay to the 
Medicaid program. Bridgeway paid the full amount 
identified in MFD’s review.

• Bridges Day Treatment Program (Overpayment 
Letter) – MFD’s Audit unit reviewed claims submit-
ted by Bridges Day Treatment Program (Bridges 
Day), a mental health and substance abuse pro-
vider located in Ocean Township, New Jersey, to 
determine whether Bridges Day appropriately billed 
for services in accordance with applicable require-
ments. MFD determined that, from September 1, 
2015 through February 29, 2020, Bridges Day billed 
and received $64,028 in payment for units of ser-
vices in excess of the pre-approved authorized num-
ber of units, in violation of the applicable regulatory 
requirement. As such, MFD found that Bridges Day 
received an overpayment of $64,028 that it had to 
repay to the Medicaid program. Bridges Day paid 
the full amount identified in MFD’s review.As such, 
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MFD found that Taylor received an overpayment of 
$17,265.76 that it had to repay to the Medicaid pro-
gram.  Taylor paid the full amount identified in MFD’s 
review.

• Diabest Inc. (Audit Letter - Notice of Overpayment) 
– MFD audited claims submitted by Diabest Inc., 
(Diabest) an orthopedic shoe and durable medical 
equipment (DME) provider located in Perth Amboy, 
New Jersey, to determine whether Diabest correctly 
billed for DME in accordance with applicable re-
quirements. MFD determined that, from July 1, 2014 
through June 30, 2019, Diabest’s documentation sup-
ported the vast majority of its claims. MFD did find, 
however, that Diabest improperly billed three sample 
claims for which Diabest received Medicaid pay-
ments totaling $528. These three improperly billed 
claims constitute overpayments that Diabest had to 
repay to the Medicaid program. Given MFD’s findings, 
specifically that Diabest’s documentation was gen-
erally compliant with applicable requirements, MFD 
closed out this audit upon receipt of Diabest’s pay-
ment of the identified overpayment amount, $528.

Final Audit Reports

• Bergen New Bridge Medical Center (Final Audit 
Report) – MFD audited Bergen New Bridge Medi-
cal Center (Bergen), located in Paramus, New Jer-
sey, to determine whether Bergen billed for certain 
inpatient services in accordance with applicable 
requirements for the period from January 1, 2013 
through December 31, 2017. MFD found that Bergen 
improperly billed and was paid for 171 of the 564 
claims, totaling $1,126,983. After Bergen agreed with 
the overpayment, it adjusted and resubmitted these 
claims. Through the resubmission process, the state 
voided all of the claims and determined that of the 
$1,126,983 in voided claims, Bergen was entitled to 
receive payment of $813,681, which was then paid 
to Bergen, with the Medicaid program retaining the 
remaining amount, $313,302. 

• Archway Programs, Inc. (Final Audit Report)– MFD 
audited claims submitted by Archway Programs, Inc. 

(Archway), a mental health and substance abuse 
provider located in Atco, New Jersey, to determine 
whether Archway billed for partial care services in ac-
cordance with applicable requirements for the period 
from August 1, 2014 through March 31, 2019. MFD 
found that 108 of the 192 claims it reviewed failed to 
comply with one or more of the applicable require-
ments. After extrapolating this finding to the universe 
of claims from which the sample was drawn, MFD 
calculated that Archway received an overpayment 
totaling $1,311,001 that it had to repay to the Medic-
aid program. 

• ADV Counseling Services, LLC (Final Audit Report) 
– MFD audited ADV Counseling Services, LLC (ADV), 
a mental health rehabilitation and behavioral assis-
tance services provider located in Northfield, New 
Jersey, to determine whether ADV billed for services 
in accordance with applicable requirements. MFD 
found that, from March 1, 2014 through February 15, 
2019, ADV billed 47 of 523 sampled claims in error. 
After extrapolating the sample dollars in error to 
the universe of claims from which the sample was 
drawn, MFD calculated that ADV received an overpay-
ment of $76,663 that it had to repay to the Medicaid 
program. 

• Surgical Sock Shop, Inc. (Final Audit Report) – 
MFD audited Surgical Sock Shop Inc. (Surgical Shop), 
a durable medical equipment (DME) with four loca-
tions: Monsey, New York (headquarters); Brooklyn, 
New York; Monroe, New York; and Lakewood, New 
Jersey, to determine whether Surgical Sock correctly 
billed for compression stockings and other items. 
MFD found that, for the sample of claims selected 
from the period from January 1, 2014 through De-
cember 31, 2018, Surgical Sock failed to bill correctly 
for 52 of the 135 sample claims.  Specifically, MFD 
found that Surgical Sock failed to disclose fully the 
services provided, and/or used inaccurate billing 
codes. After extrapolating the dollars in error to 
the universe of claims from which the sample was 
drawn, MFD calculated that Surgical Sock improperly 
received an overpayment of $242,873 that it had to 
repay to the Medicaid program. 

https://www.nj.gov/comptroller/news/docs/paterson_pharmacy_settlement_agreement.pdf
https://www.nj.gov/comptroller/news/docs/preferred_ultrasound_center_settlement_agreement.pdf
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• Daybreak Treatment Center  (Closing Report) – 
MFD audited Daybreak Treatment Center (Daybreak), 
a mental health and substance abuse provider locat-
ed in Atco, New Jersey, to determine whether Day-
break billed for partial care services in accordance 
with applicable requirements.  MFD determined that, 
from September 1, 2015 through March 15, 2020, 
Daybreak’s documentation supported the vast ma-
jority of its claims. OSC did find, however, that Day-
break improperly billed four units associated with 
four claims for which Daybreak received Medicaid 
payments totaling $64.94 that it had to repay to the 
Medicaid program. Based on its determination that 
it had reasonable assurance that Daybreak’s claims 
comported with relevant requirements, MFD closed 
the audit without any adverse material findings.

If you suspect Medicaid 
waste, fraud, or abuse:

Call 1-888-937-2835 or 
File a complaint

https://www.nj.gov/comptroller/news/docs/city_rxpharmacy_settlement_agreement.pdf
https://nj.gov/comptroller/divisions/medicaid/complaint.html

