Healthy Families Oregon

Medicaid Administrative Claiming (MAC)

Monitoring

Supervisors and/or program managers are to monitor at least one Medicaid Administration Day for each HFO staff at least once every 180 days.  Monitoring includes, ensuring codes are properly used and verifying supporting documentation for any billable code (A1, B1, C1, D1).  Attach this form to the MOTT printout and Medicaid Time Tracker Log as verification of the review.

Staff Name: ______________________


MAC Date Reviewed: _____________________

Accuracy of code:   
□ Accurate
□ Inaccurate  Comments:___________________________________________________________________________

Supporting Documentation:
□ Satisfactory
 □ Unsatisfactory

Comments: __________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Program Manager/Supervisor Signature_________________________
Date: ____________________
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