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Caveat Emptor: Key Due Diligence  
Considerations for Hospitals 
By Tiffany Hetland, Esq. Husch Blackwell LLP

Hospital acquisitions of physician practices have been on the rise for some time. At the 
same time, the compliance landscape for providers has become more complex, making it 
increasingly important for hospitals to exercise care in choosing the practices they acquire 

and to identify early on any potential issues that need to be addressed by the hospital pre- and 
post-acquisition. By undertaking a robust and proactive due diligence process, a hospital ensures 
it has insight into any potential compliance issues. While the structure of the transaction (e.g. 
a stock purchase vs. an asset acquisition) will dictate the degree to which each area should be 
examined, there are two items that should always be on a hospital’s due diligence list: a billing 
and coding audit and a review of documentation practices.

Billing and Coding 
Audit
The importance of vetting 
a practice’s billing and 
coding compliance cannot 
be overstated. Even if the 
hospital will not assume the 
practice’s existing liabilities, it 
stands to acquire the people 
whose habits gave rise to such 
liabilities. When a hospital 
employs the practice’s 
physicians and administrative 
team, it brings them under its 
provider number and assumes 
the risk that their continued 
billing and coding practices 
could result in damage to 
the hospital in the form of 
claim denials, sanctions for 
violating payor agreement 
terms, or False Claims Act 
liability. A proactive billing 
and coding audit is a simple 
way to gauge the practice’s 
general compliance, and 
can be performed by the 
hospital’s own personnel from 
sample data obtained from 
the practice under a non-
disclosure agreement.  

Among other things, the 
auditing team should look for 
patterns that might suggest 
upcoding (billing under a 
code that corresponds to 

a higher level of service 
than actually provided) or 
unbundling (billing separately 
for services included in a 
global fee). By ferreting out 
these sorts of issues early in 
the transaction process, the 
hospital can timely determine 
whether they can be 
remediated through measures 
such as focused training. 
To the extent they can, the 
hospital has an opportunity 
to make remedial measures a 
part of the discussion, define 
expectations early on, and 
plan for post-acquisition 
implementation. On the 
other hand, if the hospital 
determines the issues are too 
rampant and/or are the result 

of purposeful misconduct—
either with respect to the 
entire practice or a particular 
physician or administrative 
employee, it can—before the 
parties are very far down 
the road--either terminate 
negotiations altogether or 
make it clear that it will not 
employ certain individuals. 

Beyond revealing compliance 
concerns, a secondary benefit 
of analyzing billing and 
coding data is that it gives the 
hospital a fuller picture of the 
practice’s true productivity 
and value. To the extent a 
sample audit reveals red 
flags such as upcoding or 
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If confirmed, the settlement would 
represent one of the largest Stark Act 
settlements in history, albeit well behind 
the $237 million judgment against Tuomey 
Healthcare System last year — which 
unlike Halifax, gambled its case with the 
jury. 

The settlement follows the federal court’s 
November 13, 2013, ruling that Halifax’s 
compensation of physicians violated the 
Stark Law’s prohibition against paying 
for Medicare referrals, even though the 
physicians were employees of the hospital 
and were paid from a pool in proportion 
to their personally-performed services.

The case, United States et al. v. Halifax 
Hospital Medical Center et al., Case No. 

6:09-cv-Orl-31TBS, Fla. Middle Dist., 
arose when a Halifax compliance officer 
turned whistleblower and filed a qui 
tam action alleging that the hospital’s 

compensation of its six employed medical 
oncologists violated the Stark Law. At issue 
was the oncologists’ bonus formula. 

The complaint alleged that Halifax had 
agreed to pay each physician a portion of 
an incentive pool equal to 15 percent of 
the “operating margin” for the hospital’s 
medical oncology program. The pool 
included not only the physicians’ 
billings for the professional services they 
personally performed, but also the fees 
earned by the hospital for the physicians’ 
referrals to the hospital. According to the 
court’s prior ruling, the fatal flaw, from 
a Stark standpoint, was the inclusion of 
technical component revenue derived 
from the oncologists’ own referrals —  

Facing as much as $1.1 billion in damages and civil penalties and having already spent more than $15 million in legal fees, Halifax 
Hospital in Daytona, Florida, averted jury selection in its upcoming trial by reaching an $85 million tentative settlement with the 
Department of Justice, according to the whistleblower’s legal counsel. 

$85 Million Settlement With DOJ in Halifax Hospital 
Stark Case By Thomas S. Schroeder and Norman G. Tabler, Jr.

In The News...

HealthValue Group provides Fair Market Value 
consulting, opinions and valuation services exclusively 
in the healthcare space. We have experience in the  
analysis and valuation of:

 » Physician Employment 
  Arrangements

 » Medical Practices 

 » Hospitals 

 » Surgery Centers 

 » Management Contracts 

 » Non-Compete Agreements 

 » Electronic Medical Records 

 » Medical Equipment

Contact us for more information: 
Chris David, CPA/ABV, ASA
303-918-3607 
healthvaluegroup.com

 Don’t Wrestle 
With The O.I.G.

Get an FMV opinion from 
HealthValue Group



3
www.healthvaluegroup.com

HealthValueDigest

Deeply Committed to Healthcare.
Husch Blackwell’s attorneys are deeply immersed in issues facing healthcare 
providers. We constantly monitor reforms, laws and emerging issues to help our 
clients manage risk as well as take advantage of opportunities.

The choice of a lawyer is an important decision and should not be based solely upon advertisements.

Husch Blackwell llp      |      Arizona     |      Colorado     |      Illinois     |      Missouri     |      Nebraska     |      Tennessee     |      Texas     |      Washington, D.C.     |      England    

huschblackwell.com
Diane Carter, Partner 
diane.carter@huschblackwell.com · 512.703.5738

and the flaw was 
not remedied by the 
subsequent division of the 
pool among the physicians 
in proportion to each 
physician’s personal 
share of the group’s total 
professional service 
billings.

In constructing the 
compensation formula, 
Halifax had relied on an 
opinion from outside 
counsel that the bonuses 
“arguably” complied 
with Stark’s employment 
exception. However, the court ruled that 
the compensation of an employee cannot 
be determined in a manner that takes into 
account, directly or indirectly, the volume 
or value of the employee’s Medicare 
referrals to the employer. In this case, the 
court ruled, the physicians’ individual 
bonuses varied on the basis of referrals 
because bonuses were based on operating 
margin of the entire oncology program 
— including fees for hospital services — 
and that margin would be improved by 
the physicians’ referrals in addition to the 
services that they themselves personally 
performed. 

The only proof of “referral” required 
by the court was the physician’s listing 
as “attending,” “operating” or “other” 
physician on UB-92 and/or UB-04 
forms. With more than 75,000 tainted 
claims totaling more than $34 million in 
Medicare referrals, Halifax’s settlement 
— if finalized — could avert the potential 
for a $1 billion adverse verdict after treble 
damages, $11,000 per claim fines and 
whistleblower’s attorney’s fees are added. 

Costly settlements are the Hobson’s choice 
more providers may face as whistleblower 
suits and federal enforcement of the Stark 
Act continue to ramp up.

Florida’s Halifax Health will pay what 
may be a record-breaking $85 million 
settlement and hire two compliance 
officials who will file regular reports with 
HHS as part of an out-of-court agreement 
that allows the hospital to avoid being 
banned from the Medicareprogram.

The Daytona Beach hospital was facing a 
total liability of $343 million for allegedly 

overpaying six medical oncologists and 
three neurosurgeons, according to the 
settlement of a whistle-blower lawsuit filed 
Monday in U.S. district court in Orlando. 

The hospital’s physician services director, 
Elin Baklid-Kunz, said the payments 
violated the Stark law ban on overly 
lucrative payments to Medicare physicians, 
triggering potential triple-damages under 
the False Claims Act.

Halifax officials always have maintained 
that the payments were valid and that the 
contracts were legally vetted by expert 
attorneys. Spokesman John Guthrie said 
the decision to settle on the eve of trial 
after five years of litigation was motivated 
by financial pressures at the tax-supported 
hospital. The trial was scheduled to begin 
March 3.

“We believe we have a 
fiduciary responsibility to 
avoid the risks associated 
with trial and the potential 
for a lengthy appeals 
process,” a statement from 
Guthrie said (PDF). 

The $85 million payment 
is considered the largest 
settlement ever under 
the Stark law, although 
experts say a jury verdict 
last year against Tuomey 
Healthcare System 
in Sumter, S.C., that 
reached $237 million may 

eventually be resolved through a post-trial 
settlement that could eclipse the Halifax 
total.

Prosecutors in the U.S. attorney’s office 
in Orlando were pleased with their 
settlement figure. Not only does it recoup 
what the government considered its full 
losses, it also “is substantial enough to 
serve both the compensatory and punitive 
aspects of the False Claims Act, and it 
fairly reflects our litigation risk,” said 
a spokesman for U.S. Attorney A. Lee 
Bentley III.

Halifax has 10 days to pay the settlement, 
which experts say is the highest settlement 
ever for a Stark law case. After the money 
is paid, government lawyers will file a 

— continued on page 4
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$85 Million Settlement in Halifax Stark Case — continued from page 3

motion to dismiss the portion of 
the lawsuit that was resolved by 
the settlement. A second trial on 
related but separate allegations 
is slated for July.

The agreement filed Monday 
says hospital officials are not 
admitting to any fraud, but they 
do acknowledge that a federal 
judge decided on summary 
judgment in a pre-trial motion 
last fall that the agreement with 
some medical oncologists broke 
a law against paying doctors to 
refer patients for treatments.

“Patients deserve to know that 
recommendations are based on sound 
medical practice, not illegal financial 
relationships between providers,” HHS’ 
Inspector General Daniel Levinson said in 
a statement.

Levinson’s office will be enforcing a five-
year corporate integrity agreement with 
Halifax that requires the system to hire a 
legal reviewer to monitor all agreements 
with doctors, as well as an additional 
compliance officer. 

Both the reviewer and the new compliance 
officer will file regular reports with HHS. 
The inspector general’s office agreed not 
to pursue actions to exclude the publicly 
supported hospital from Medicare as long 
as the requirements in the corporate-
integrity agreement are honored.

Such agreements are a component in many 
settlements under the False Claims Act, 
said former federal prosecutor Matthew 
Curley, now a partner with Bass, Berry & 
Sims in Nashville. 

“In exchange for not excluding providers 
from participation in Medicare, a CIA 
(corporate integrity agreement) will set 
forth very specific compliance and legal-
related obligations that providers must 
follow, usually for a period of five years 
following the settlement,” he said.

However, Baklid-Kunz’s lead attorney—
Marlan Wilbanks of Wilbanks & Bridges 
in Atlanta—said the inclusion of the 
corporate integrity agreement reflected the 
magnitude of the allegations in the case.

“You don’t pay $85 million when you did 
nothing wrong, and you certainly don’t 
sign an integrity agreement with this 
level of intense scrutiny in it if you did 
nothing wrong,” Wilbanks said. “The fact 
that Halifax will have to be monitored by 
not one, but two independent compliance 
experts is representative of how bad the 
compliance problems are at Halifax.”

Wilbanks has a financial stake in whether 
the public perceives any wrongdoing at 
Halifax, because he and Baklid-Kunz have 
a second trial scheduled for this summer 
against Halifax for similar but separate 
allegations that the financial incentives 
at the heart of the $85 million case drove 
actual overuse of services, among other 

things. Wilbanks said more 
than $300 million in additional 
damages are possible against 
Halifax during the July trial.

Halifax officials rejected Baklid-
Kunz’s allegations that the 
payments at issue in the first 
case had any negative influence 
on the treatments at issue in the 
second case.

“It is vital our community 
understands that all the patient 
services involved in this case 
were medically necessary and 
billed at the appropriate rate,” 

Guthrie said. 

Baklid-Kunz will receive a $20.8 million 
share of the $85 million settlement, though 
an undisclosed percentage of her money 
will pay for the four law firms that have 
worked on her behalf over the past five 
years. 

Baklid-Kunz, a former compliance official 
at Halifax, recently passed her 20-year 
anniversary at the hospital. She remains 
a director of physician services today. “I 
don’t know how long she will be there, but 
I do know that she wants to leave on her 
own terms,” Wilbanks said.

Source: Modern Healthcare
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unbundling, the revenues and productivity 
of the practice may be artificially inflated. 
Consequently, if physician compensation 
is based purely on historical collections 
and apparent productivity, the hospital 
may realize post-acquisition—when the 
physicians are employed and subject to the 
hospital’s billing and coding controls and 
policies—that the amount is too high. If 
there is great enough disparity between the 
physician’s productivity and the amount of 
his/her compensation, the hospital could 
find itself in the undesirable position of 
having to negotiate lower compensation 
fairly early in the relationship in order to 
keep within fair market value range. From 
a pure business perspective, a billing and 
coding audit can shed invaluable light 
on the practice’s actual viability, not only 
giving the hospital additional data points 
for determining whether the acquisition 
makes financial sense, but also providing 
bargaining leverage.

Documentation Review
From a compliance perspective, 
documentation goes hand in hand with 
billing and coding. Many payors make 
documentation a condition of payment; if 
there is inadequate or no documentation, 
the service cannot be billed. (To the extent 
such a payor is a state or federal program, 
claims for undocumented services can 
give rise to state or federal false claims 
act liability.) Even if documentation is 
not an explicit condition of payment, it 
is essential from a practical perspective; 
without it, it is difficult to prove during 
a post-payment audit or when appealing 
a denied claim that that the service was 
medically necessary and actually provided. 

Like the billing and coding audit, a 
documentation review can be performed 
by hospital personnel. A good first step 
is to obtain the practice’s policies and 
procedures related to documentation. 
This will give the reviewing team a sense 
of the practice’s general understanding 
of documentation requirements; if there 
are glaring holes in the policies and 
procedures, it is likely the same holes 
are present in the medical records and 
documentation. Just as with the billing 
and coding audit, the hospital will have 

the benefit of immediately addressing 
these issues with the practice, setting up 
expectations and, as necessary, arranging 
for post-acquisition training. 

To identify disconnects between the 
practice’s policies and procedures and 
actual documentation practices, the 
review should also include an audit of 
a sampling of records to confirm the 
documentation is sufficiently detailed 
and reflects the medical necessity, clinical 
appropriateness, and actual performance 
of the billed service. (Given the need to 
tie the documentation to a billed service, 
it may be most efficient to perform 
this part of the review in conjunction 
with the billing and coding audit.) In 
addition to assessing the substantive 
adequacy of the documentation, the 
reviewer should also examine whether it 
is technically compliant with all applicable 
requirements. Examples of technical points 
to review include, but are not limited to 
the timing of the documentation relative 
to the performance of the service and 
whether relevant signature requirements 
have been satisfied. 

Operationally, a documentation review is 
also helpful because it highlights any group 
or individual practices that diverge from 
the hospital’s own standards. Addressing 
these early can minimize transition issues 
post-acquisition.

Conclusion
Overall, buyer due diligence has never 
been more important. Savvy hospitals will 
incorporate billing and coding audits and 
documentation reviews into the process. 
By ensuring early on that a practice has 
been billing, coding, and documenting 
services appropriately, the hospital can 
identify and address potential compliance 
issues pre-acquisition and minimize the 
chance they will persist post-acquisition. 
As an added bonus, reviewing billing 
and coding practices provides a clearer 
financial picture of the practice, allowing 
the hospital to sidestep the potential 
fair market value issues that accompany 
overly-high compensation and potentially 
creating a stronger bargaining position.

If you have any questions about this topic, 
please contact Tiffany Hetland, Esq., 
Husch Blackwell, LLP, 816-983-8328.

 Note that, to the extent any reports 
provided by the practice contain payor 
reimbursement rates or other sensitive 
pricing data, there are potential antitrust 
implications in sharing that information 
pre-acquisition. Counsel should be 
consulted to determine the appropriate 
extent of information sharing, as well as any 
necessary processes to mitigate antitrust-
related legal exposure. 

Due Diligence Considerations — continued from page 1
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The California state senator, Democrat 
Ronald Calderon, was indicted on charges 
of taking tens of thousands of dollars 
in bribes from Mr. Drobot to oppose 
legislation that would have hampered 
Mr. Drobot’s plans. His brother, Thomas 
Calderon, was also indicted on money-
laundering charges for allegedly helping 
his brother conceal the bribes.

Calls to Sen. Calderon’s offices and to his 
attorney weren’t immediately returned. 
Attempts to reach Thomas Calderon were 
unsuccessful.

Los Angeles U.S. Attorney Andre Birotte 
Jr. described the scheme perpetrated by 
the 69-year-old Mr. Drobot as a “massive 
health-care fraud,” while the California 
Department of Insurance called it the 
largest insurance-fraud case in its history.

From 1997 until last year, Mr. Drobot 
operated a 184-bed facility, Pacific 
Hospital of Long Beach. In a February 
2012 front-page article, The Wall Street 
Journal identified Pacific Hospital as 

California’s most prolific spine-surgery 
facility.

According to a document called a criminal 
information filed in federal court by the 
U.S. attorney on Friday, the hospital’s 
massive case load was rooted in fraud: Mr. 
Drobot paid doctors $10,000 to $15,000 
for each patient they referred to his 
hospital for spine surgery, the U.S. attorney 
alleged.

The referrals were valuable because 
spine surgeries are among hospitals’ 

most profitable lines. In California, such 
surgeries were until recently even more 
lucrative when performed on workers-
compensation patients, as the state allowed 
hospitals to bill separately for spinal 
implants in such cases, creating room for 
abuse via excessively marked-up implant 
charges.

Along with Pacific Hospital, Mr. Drobot 
owned a spinal-implant distributorship. 
Doctors who brought their surgeries to 
Pacific Hospital agreed to use the implants 
supplied by Mr. Drobot’s distributorship. 
Pacific Hospital passed on Mr. Drobot’s 
distributorship’s excessive implant charges 
to insurers, according to the U.S. attorney.

The U.S. attorney’s office alleged that 
Pacific Hospital submitted more than 
$500 million in fraudulent bills over the 
past five years, much of which was paid by 
California’s workers-compensation system.

Mr. Drobot pleaded guilty to two felony 
counts that could send him to prison for 
up to 10 years. No doctors were charged 
for receiving kickbacks from him, but 
the U.S. attorney alleged that “dozens” 
participated in the scheme and said its 
investigation was continuing.

Mr. Drobot agreed to be arraigned in U.S. 
District Court in Santa Ana on March 31.

Sen. Calderon was charged with taking 
bribes from Mr. Drobot to defeat 
legislation that would have eliminated the 
separate charge hospitals could submit 
to workers-compensation insurers for 
implants.

Mr. Drobot bribed Sen. Calderon by 
hiring Sen. Calderon’s son to work as a file 
clerk at Pacific Hospital and paying him 
$30,000 over the course of three summers, 
according to the indictment against Sen. 
Calderon.

Source: WSJ

Michael Drobot, a hospital executive who built a Southern California business empire centered on workers-compensation 
patients, pleaded guilty to paying tens of millions of dollars in kickbacks to doctors so they would steer business to his hospital, 
and agreed to testify against a state senator and his brother.

Hospital Executive Pleads Guilty in Bribes Case
In The News...

State Sen. Ronald Calderon  
Associated Press
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“Mischarging the government for office 
visits wastes valuable government resources 
that could be used to care for other patient 
needs,” said Assistant Attorney General 
for the Justice Department’s Civil Division 
Stuart F. Delery. “At a time of increasing 
concern about the cost of medical care,  
it is especially important to ensure that 
health care providers are not overbilling  
the government by improperly inflating 
their claims.”

Following guidance adopted by the 
Centers for Medicare and Medicaid 
Services, health clinics such as American 
Family Care bill Medicare for their 
services by selecting a corresponding 
Evaluation and Management code. The 
codes are divided into five different levels - 
from basic (level 1) to most complex (level 
5). Higher level codes result in higher 
reimbursement from Medicare than lower 
level codes. The government alleged that 
American Family Care knowingly selected 
Evaluation and Management codes for 
a level of services that exceeded those 
actually provided in order to artificially 
increase the amount of reimbursement it 
received for those visits.

“The False Claims Act is a critical tool 
for weeding out fraud and protecting 
the taxpayers,” said U.S. Attorney for the 
Northern District of Alabama Joyce White 
Vance. “My office will continue to return 
funds, like the $1.2 million in this case, to 
the taxpayers by proceeding against those 
who abuse our public health programs.”

“Billing the government for services not 
provided as claimed cheats both taxpayers 
and patients,” said Derrick L. Jackson, 
Special Agent in Charge of the Office 
of Inspector General, U.S. Department 
of Health and Human Services region 
including Alabama. “We will pursue 

aggressively providers like American 
Family Care alleged to have improperly 
maximized reimbursements.”

The civil settlement resolves a lawsuit filed 
by Anita C. Salters, a former employee 
of American Family Care, under the 
whistleblower provision of the False 
Claims Act, which permits private parties 
to file suit on behalf of the government for 
false claims and to obtain a portion of the 
government’s recovery. Salters’ share has 
not yet been determined. 

This settlement illustrates the 
government’s emphasis on combating 
health care fraud and marks another 
achievement for the Health Care Fraud 
Prevention and Enforcement Action Team 
(HEAT) initiative, which was announced 
in May 2009 by Attorney General Eric 
Holder and Secretary of Health and 
Human Services Kathleen Sebelius. The 
partnership between the two departments 

has focused on efforts to reduce and 
prevent Medicare and Medicaid financial 
fraud through enhanced cooperation. One 
of the most powerful tools in this effort is 
the False Claims Act. Since January 2009, 
the Justice Department has recovered a 
total of more than $19 billion through 
False Claims Act cases, with more than 
$13.4 billion of that amount recovered in 
cases involving fraud against federal health 
care programs.

This settlement with American Family 
Care was the result of a coordinated 
effort among the U.S. Attorney’s Office 
for the Northern District of Alabama; the 
Department of Justice’s Civil Division, 
Commercial Litigation Branch; the 
Office of Inspector General of the U.S. 
Department of Health and Human 
Services and the Federal Bureau of 
Investigation. 

Source: Noodls.com

American Family Care Inc. has agreed to pay the government $1.2 million to resolve allegations under the False Claims Act that 
it knowingly submitted claims to Medicare for outpatient office visits that were billed at a higher rate than was appropriate, 
the Justice Department recently announced. American Family Care is a network of walk-in medical clinics headquartered in 

Birmingham, Ala., with offices in Alabama, Tennessee and Georgia.

American Family Care Inc. to Pay $1.2 Million to Settle 
Allegations of Inflated Medicare Claims

In The News...
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“Improper financial relationships between 
health care providers and their referral 
sources can undermine physicians’ 
judgment about patients’ true health care 
needs and drive up health care costs for 
everyone,” said Assistant Attorney General 
for the Justice Department’s Civil Division 
Stuart F. Delery. “The Justice Department 
is firmly committed to recovering 
the taxpayer dollars lost due to these 
arrangements and making sure that all 
health care providers follow the rules.” 

 The Anti-Kickback Statute and the Stark 
Statute restrict the financial relationships 
that hospitals may have with doctors who 
refer patients to them. The settlement 
involved allegations that financial 
relationships that Memorial had with 
two physicians - a joint venture between 
Memorial and a pain management 
physician and an arrangement under 
which an ophthalmologist purchased 
intraocular lenses and then resold them 
to Memorial at inflated prices - violated 
statutory requirements. These issues were 
disclosed to the government by Memorial.

 “Physician referrals should be made 
exclusively based on what’s best for the 
patient, not on financial relationships,” said 
U.S. Attorney for the Northern District of 
Ohio Steven M. Dettelbach. “We hope that 
this settlement will once again help drive 
that message home.”

 The improper referrals at issue in this 
matter included Medicaid patients. 
Medicaid is funded jointly by the states 
and the federal government. The State of 
Ohio, which paid for some of the Medicaid 
claims at issue, will receive $600,383 of the 
settlement amount.

 “The price of such arrangements can 
be very costly to the nation’s health 
care system, taxpayers and provider 

organizations,” said Inspector General of 
the U.S. Department of Health and Human 
Services Daniel R. Levinson. “So, we are 
pleased that Memorial stepped forward 
to disclose these improper financial 
relationships and is working to avoid 
future occurrences.”

 This settlement illustrates the 
government’s emphasis on combating 
health care fraud and marks another 
achievement for the Health Care Fraud 
Prevention and Enforcement Action Team 
(HEAT) initiative, which was announced 

in May 2009 by Attorney General Eric 
Holder and Secretary of Health and 
Human Services Kathleen Sebelius. The 
partnership between the two departments 
has focused efforts to reduce and prevent 
Medicare and Medicaid financial fraud 
through enhanced cooperation. One of 
the most powerful tools in this effort is the 
False Claims Act. Since January 2009, the 
Justice Department has recovered a total 
of $19 billion through False Claims Act 
cases, with more than $13.4 billion of that 
amount recovered in cases involving fraud 
against federal health care programs.

 This case was handled by the Justice 
Department’s Civil Division, the U.S. 
Attorney’s Office for the Northern District 
of Ohio and the Department of Health 
and Human Services Office of Inspector 
General. The claims settled by this 
agreement are allegations only, and there 
has been no determination of liability.

Source: Noodls.com

Memorial Hospital (Memorial), an Ohio nonprofit corporation that operates an acute care hospital in Fremont, Ohio, has agreed 
to pay $8.5 million to settle claims that it violated the False Claims Act, the Anti-Kickback Statute and the Stark Statute by 
engaging in improper financial relationships with referring physicians, the Justice Department announced in early March.

Memorial Hospital in Ohio Pays Government  
$8.5 Million to Settle False Claims Act Allegations

In The News...


