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'(Sowh Cam"na De nt Of Anthony E. Kecks Director
) Hea,th & Hu man Se rvices Nikki R. Haleye Governor

TO:
FROM:

SUBJECT: Cost of Processing FOIA Request #

The South Carolina Department of Health and Human Services has received and
processed your FOIA request. The cost for processing this information is as

follows:

Staff processing time at $10.00 per hour Hours $

Pages copied at $.10 per page Pages $

Pages faxed at $.20 per page Pages $

Shipping and Handling Costs S

Other costs associated with the FOIArequest: _ I
Total Amou;it Due SCDHHS: $__

Please remit the above amount to the following address:

Bureau of Fiscal Affairs
South Carolina Department of Health and Human Services

Post Office Box 8297
Columbia, South Carolina 29202-8297

Please contact should you have any
questions.

Signature Date:

Finance and Administration
P.0O. Box 8206 » Columbia, South Carolina 29202-8206
(803) 898-3202 « Fax (803) 255-8235



Brenda James
r\

From: Linda Boyer

Sent: Monday, January 05, 2015 11-35 AM
To: Brenda James; Lesley King

Cc: Byron Roberts; Constance Holloway
Subject: RE: FOIA Logs #144 & #145
Importance: High

Hi Lesley,

Per Byron, we should not send the letters to DHEC for FOIA #144 & #145.
We will process these requests and send out to the Requestor.

Thanks!
Linda Boyer : ' » i G
Administrative Assistant Healthy COﬂﬂQC’EEOng }6

BOYER@scdhhs.gov

803.898.2669
1801 Main Street Suite 1100
Columbia, SC-29201

www.scdhhs.gov

Healthy Connections and the Healthy Connections logo are trademarks of South Carolina
Department of Health and Human Services and may be used only with permission from the

From: Brenda James

Sent: Monday, January 05, 2015 10:09 AM
To: Linda Boyer; Marie Brown

Cc: Byron Roberts; Constance Holloway
Subject: RE: Logs #144 & #145

Sorry I'm just getting back to you, but the letter itself. Thanks, bj

Brenda James Healthy Connections 9

Administrative Coordinator |

JAMESBR@_scdhhs.gov

803.898.2580



1801 Main Street Suite 1100
Columbia, SC- 29201

www.scdhhs.gov

Healthy Connections and the Healthy Connections logo are trademarks of South Carolina Department of Health and
Human Services and may be used only with permission from the Agency.

From: Linda Boyer

Sent: Monday, December 29, 2014 12:45 pM
To: Brenda James; Marie Brown

Cc: Byron Roberts; Constance Holloway
Subject: RE: Logs #144 & #145

Hi Brenda,
Yes, we have the FOIA’s (#144 & #145).
Are you saying the FOIA request itself needs to go to DHEC or the “Final Response Letters” need to go to

Linda Boyer Healthy Connections )
MECICAID .

Administrative Assistant
BOYER@scdhhs.gov
803.898.2669

1801 Main Street Suite 1100
Columbia, SC- 29201

www.scdhhs.gov

a

Healthy Connections and the Healthy Connections logo are trademarks of South Carolina
Department of Health and Human Services and may be used only with permission from the
Agency.

From: Brenda James

Sent: Tuesday, December 23,2014 11:12 AM
To: Marie Brown

Cc: Byron Roberts; Linda Hillian; Linda Boyer
Subject: Logs #144 & #145

Hi Linda, if you have picked up logs 144 & 145, Lesley King says the letter goes to DEHEC, Let me know so | can close
them out. Thanks, bj



Brenda James Healthy Connections > 54
MEGICAIG

Administrative Coordinator |

JAM ESBR@scdhhs.gov

803.898.2580
1801 Main Street Suite 1100
Columbia, SC-29201

www.scdhhs.gov

Healthy Connections and the Healthy Connections logo are trademarks of South Carolina Department of Health and
Human Services and may be used only with permission from the Agency.
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Nikki Haley -
Christian L. Soura ; - .

P.0. Box 8206 Columbla, 5C 29202
www.scdhhs.gov

January 5, 2015

VIA EMAIL ONLY: jhutchins@christiananddavis.com

Mr. Matthew W. Christian, Attorney at Law
Christian & Davis, LLC

1007 E. Washington Street

Greenville, South Carolina 29601

Dear Mr. Christian:

This is in response to your request for information from the South Carolina Department of Health
and Human Services (DHHS) pursuant to the South Carolina Freedom of Information Act (FO1A)
dated December 15, 2014 and received by DHHS on December 17, 2014. Enclosed are copies of all
documents regarding ownership, contro] interests and related entities in reference to Amedisys
Home Health.

Thank you for your request. If you have any questions, please feel free to contact me at (803)898-
0062.

Sincerely, p
/"} m—— £ f
~ ~N Jriad Z
protoae | VH 1
Constance Holloway ,5 e
Attorney II / i

General Counse]

Enclosures

South Caroling Department of Health and Human Servicas Betler care. Better vajue. Beiter hegith.



PART 2

L DISCLOSURE GF OWNERSHIP AND CONTROL INTEREST STATEMENT ’

General Instructions

This form is to be completed for all programs established by Title XIx and Title XXI and must be submitted within 35 days of
any changes to provider information. Completion and submission of this form is a condition of approval or renewal of a

contract or agreement between the disclosing entity and SCDHHS. Any substantial delay in completing the form should be reported
to SCDHHS,

[ Disciosure of Social Security Number {SSN): 'Disclosure of a $5N is used for the purpose of determining whether persons
and entities named in i j i

L. Instructions / Definitions: Providers that must have a National Provider Identifier (NPI) must include the NPI,
If currently enrolled in South Carolina Medicaid with multiple NPI numbers, a separate Disclosure of Ownership and
Control Interest Statement (SCDHHS Form 1514) must be completed for each NPI number.

[a] Name of Provider (Pisclosing Entity): ~medisys SC.LL'C '

Doing Business As (trade Or company name): Amedisys Home Health of Beaufort ‘1
Street Address City, State, Zp+4

2121 Boundary Strest, Suite 200 {Eeaufort, SC 29902-8812

County Provider Numbergs Known) NPT Telephone Number
| Beaufort HHA189 1043278542 843-379-2320

20-1968800
[c] Type of Entity (Applies to either For Profit or Non-Profit)

XX Limited Liability Corporation (LLO)

' [b] Federal Employer Identification Number (FEIN):

-LJ Parnership

[ Corporation

] Business Proprietorship or Company
7 sole Proprietor

[} Governmental unit

[J Other (Please specify)

SCDHHS Form 1514 (i2-16-11) Part 2 fer Medicaid Provider Enroliment Page f of 6



IL. Instructions f Definitions:

Providars must disclpge ownership and control information as required by 42 CFR 455,10 - 104,
Owriership interast is defined as the possession of equity In the capital, the stock or the profits of the disclosing

fiscal agent,

Indirect oWnSIship interest means an ownership interest in an entity that has an ownership interest in the
disclos'ng entity, This term includes an ownership interest in any entity that has an indirect Owhership interest in the
disclosing entity. The amount of indirect ownership in the disclosing entity that is held by any other entity is
determined by multiplying the percentage of awnership interest at each level, An indirect ownership interest myst be
reported If it equates to an ownership interest of 5 percent or more in the disclosing entity, Example: if A owns 10
percent of the stock in a corporation that owns 80 percent of the stock of the disclosing entity, A's interest equates tg
an 8 percent indirect ownership and must be reported,

Control interestis defined as the direction or management of a disclosing entity which may be maintained by any or
all of the following devices: the ability or authority, expressed or reserved, to amend or change the Corporate identity
(i.e. joint venture agreement, unincorporated business status) of the disclosing entity; the ability or authority to
nominate or name members of the Board of Directors or Trustees of the disclosing entity: the ability or authority,
exprassed or reserved, to amend or change the by-laws, constitution, or other operating or management direction of
the disclosing entity; the right to control any or all cf the assets or other property of the disclosing entity upon the saje
or dissolution of that entity; the ability or authority, expressed or reserved, to control the sale of any or all of the
indebtedness, to dissoive the entity, or to arrange for the sale or transfer of the disclosing entity to new ownership or
control,

disclosing entity;
(e} Is an officer or director of 3 disclosing entity that is organized as a corporation; or
() Isapartmerin a disclosing entity that is organized as a partnership,

Subconiractor means {a) an Individual, agency, or organization to which a disclosing entity has contracted or
delegated some of its management functions or responsibilities of providing medical care to its patients; or, (b) an
Individual, agency, or organization with which a fiscal agent has entered into a contract, agreemernt, purchase order,
or lease (or leases of rea] property) to obtain space, supplies, equipment, or services provided under the Medicaid
agreement,

SCOHHS Form 1514 {12-16-11) Part 2 for Madicaid Provider Enroliment Page2 of



@. Individuals and Oraamizations with Ownarship or Control Tetarest

--

[a] List names, addresses, date of birth and SSN for individuals, or list names, addresses and the FEIN for
zations, having direct or Indirect ownership or control interest, as defined on Pg- 2, in the entity listed in

Amedisys SC, L.L.C.

5858 South Sherwood Forast Boulsvard
Baton Rouga, LA 706818-8D38

20-1968800

[b] Are any persons / entities with ownership or control interest in the provider also owners of other Medicare /
Medicaid providers? 1f ves, list name of the owner from Section II [a] and the name and
facllity or SSN if an individual provider.

0

IR Yes (] N

NPI and/or FEIN for each

l'b;émggrom'ﬁpmwu{g] ’ ‘Nerne of Other Provider or- |

.+ -+ FEWN

- WRUEEN

See Attachment Ill.(d) |

! | _J

v fe

Not Applicable

as defined on Pg- 2, in which the disciosing

[a] Please Jist any subcontractors of the disclosing entity (provider),
entity has a direct or indirect ownership of 5% or more,

Mo of Subconracer |

[b] List the following information for individuals or organizations having direct or indirect ownership ar a contrgl
interest, as defined on Pg- 2, in any subcontractor in which the disclosing entity (provider) has a direct or indirect

ownership of 5% or more. Attach additional Pages, if needed, for additional names.

. . Name

L

IV. Relationships

Are any of the individuals identified in Sections I, I or II related to each other?
If yes, list the individ

[T Yes X(No
nt, child

uals identified and the relationship to eac other (spouse, sibling, pare t, , etc). }
Person I i : S

Narme of Person 2

t Marme of

Relationship

[

L

SCDHHS Form 1514 (i2-16-11)

=

Part 2 for Medicaid Pravider Enroliment Page3of 6
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| Y. Mazaging Employses. P ) ' s S, B il
[a] List current managing employees as indicated below. “*Managing employee” means general manager, office or
business manager, administrator, director, or other individual who exercises operational or managerial control over
the institution, agency, or organization, or who directly or indirectly conducts the day-to-day operations.
Attach additional pages, if needed, for additional names. ‘

Meme/Tile . Address . SGN ‘Date of Bith
See Attachment 111.(c)

[b] Has ther%een a change In Administrator, Director of Nursing, or Medical Director within the last year?
Yes No
If Yes, give date for change: Date / { . List names, titles, and SSN of the prior Administrator, Director of
Nursing, or Medical Director, _ _
...Name A L Tiile N | . SSN

Vi, Marngement Company .
A management company is defined as any organization that operates and manages a business on behalf of the
-owner of that business, with the owner retaining ultimate legal responsibility for operation of the facility. If the
answer is yes, list the name of the management firm as well as the managing employees of the firm (i.e., CEQ, CFO,
etc). Attach additional pages, if needed, for additional names.
Is the providerfentity/facility operated by a management company?
O Yes No
If Yes, what is the term of the agreement?
BeginningDate /¢ to Ending Date / ] _
Name of Management Co. - Address - FEIN

__Heme(s) of ‘Managing Empleyeefs)” . ‘ 8N- . ¢ Dateowaﬁ'; Y

Vil Instructions / Definitions: Criminal Offenses related to the delivery of services or items under Medicare or
Medicaid programs include convictions relating to patient neglect or abuse in connection with the delivery of a health
care item or service; felony and/or misdemeanor convictions related to health care fraud, theft, embezzlement, breach
of fiduciary responsibility, or other financial misconduct; and felony and/or misdemeanor convictions related to the
unlawful manufacture, distribution, presaription, or dispensing of a controlled substance,

VIL  Criminal Offenses . - .. - Sl s o Sy |
If any of the questions are answeared "Yes”, list names, addresses, and SSNs for individuals and names, addresses,
and FEINs for organizations, or attach documentation or additional pages if needed.
[a] As listed in Sectiens I or IIY, have any individuals and organizations with a direct or indirect ownership of 5%
or more in the disclosing entity (provider), or any subcontractor(s) in which the provider has a direct or indirect
ownership of 5% or more, been convicted of a criminal offense related to the involvement of such persons or
organizations in any of the programs established by Titles XVIIL, XIX, or XXI (Medicare, Medicaid, or SCHIP)?

[J Yes B{ No

SCDHHS Form 1514 (12-16-11) Part 2 for Medicaid Provider Enraliment Page 4 of 6



Attachment: IIL(c)

Officers/Managers for Amedisys SC, L.L.C.
d/b/a Amedisys Home Health of Georgetown

Will'iam E. Borne s
President Fl
5959 South Sherwood Forest Boulevard seip——
Baton Rouge, LA 70816-6038

Ronald A. LaBorde ; ~ gt
Vice-President

5959 South Sherwood Forest Boulevard =

Baton Rouge, LA 70816-6038

Celeste R. Peiffer = )
Secretary s

5959 South Sherwood Forest Boulevard L

Baton Rouge, LA 70816-6038

Thomas J. Dolan

Treasurer

3959 South Sherwood Forest Boulevard
Baton Rouge, LA 70816-6038

Gusti McGee L
Director, Regulatory T
5959 South Sherwood Forest Boulevard -
Baton Rouge, LA 70816-6038

Robin L. Kinard -
Administrator

2121 Boundary Street, Suite 200
Beaufort, SC  29902-6812



[b] As listed in Sections V or VI, have any directors, officers, agents, or managing employees of the disclosing
entity (provider) ever been convicted of a criminal offense related to their involvement in such program established
by Tiles XVIIL, XIX, or XXI (Medicare, Medicaid, or SCHIP)? [] Yes X No

Name - C o Address : : . SSN/FEIN .

YIIL Instructions / Definitions: Sanctions and other adverse actions include any revocation or suspension of a
license to provide health care by any State licensing authority; any revocation or suspension of accreditation; and/or
any suspension or exclusion from participation in, or any sanction imposed by, a Federal or State health care program,
or any debarment from participation in any Federal Executive Branch procurement or non-procurement program.

Has your organization, under any current or former name or business identity, or any individuals and organizations
listed in Sactions IT, IiZ, ¥, or VI, ever had & final adverse action imposed against it? If yes, report the
individual(s) or organization(s) involved, each final adverse action, when jt occurred, and the Federal or State agency
or the court/administrative body that imposed the action, [] Yes No

Jrdividual/Organimation = Aoverse Achion . Date | Takenpy

VI Senctions and Other Adversa Aclons -~ T - AT

IX. Instructions/ Definitions: Changes in provider status are defined as any change in management control.
Examples of such changes would include: a change in Medical or Nursing Director, a new Administrator, contracting
the operation of the facility to a management corporation, a change in the composition of the ownership, including
changes In any partnership arrangement, or any changes of ownership.

1X. Changes in Provider Status : 3 .

If there has been a change in ownership /partnership within the jast year or if you anticipate a change, indicate the
date in the appropriate space. If there are no owners (i.e., the provider is a sole proprietorship), check Mot
Applicable. -

[2] Hes there been a change in ownership or controlling interest within the last year? If Yes, give date.
Yes - Date: / ¢ % No Not Applicable

X, Chaln Affiliation :
[2]. Is this facility chEiln-afﬁliated? If Yes, list name, address and FEIN of parent Corporation below.
1 Yes No

Name Addr&es A 'FEIN

Amedisys, Inc. Beton e, o Tor T 11-3131700

[0]. I the answer to part [a] of this item was “No”, was the facility ever affiliated with a chain? If Yes, list name,
address and FEIN of parent Corporation.
" Yes [] No

Name = .o . . pddress ' -  FEN
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Certification Statement

You MUST sign and date the certification statement below in order to be enrolled in the Medicaid
Program, In doing so, vou are atlesting to ineating and maintzining the Medicaid requirements stated
below,

i e undersioned, certify to the folloving:

1. 1 have read the contents of this form, and the informatian contained herein is true, correct, and complete, If |
become aware that any information listed on this form is not true, correct, or complete, I agree to notify
Medicaid of this fact within thirty-five (35) days of discovery.

3, I understand that any deliberate omission, misrepresentation, or falsification of any information contained on
this form or contained in any communication supplying information to Medicaid, or any deliberate alteration
of any text on this form, may be punished by criminal, civil, or administrative penalties including, but not
limited to, the denial or revocation of Medicaid billing privileges, and/for the imposition of fines, civil damages,

and/or imprisonment.

4. I agree to abide by the Medicaid laws, regulations and program instructions that apply to me or to the
organization. The Medicaid laws, regulations, and program instructions are available through SCDHHS, I
understand that payment of a claim by Medicaid is conditioned upon the daim and the underlying transaction
complying with such laws, regulations, and program instructions, and on the provider's compliance with all
applicable conditions of participation in Medicaid,

5. Neither 1, nor any managing employee listed on this form, is currently sanctioned, suspended, debarred, or
excluded by the Medicare or State Heaith Care Program, e.g., Medicaid program, or any other Federa| program,
or is otherwise prohibited from providing services to Medicaid or other Federal program beneficiaries,

6. I agree that any existing or future overpayment made to me or to the organization(s) listed on this form, by the
Medicaid program, may be recouped by Medicaid through the withholding of future payments.

7. I uncerstand that the Medicaid identification number issued to me can only be used by me or by a provider to
whom I have reassigned my benefits under current Medicaid regulations, when biiking for services rendered by
me,

8. I will not knowingly present or cause to be presented a false or fraudulent claim for payment by Medicaid,
and will not submit daims with deliberate ignorance or reckless disregard of their truth or falsity.

Name of Authorized Representative (Printed or Typed): Title:
Gusti McGese Director, Regulatory

Signature: /: nﬁ% /(%2_' Date: ?! /(2 //.-_;L
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INSTRUCTIONS TO APPLICANTS FOR MEDICAID PROVIDER ENROLLMENT
REGARDING REQUIRED DISCLOSURES
Part1

1. If you are an individual practitioner or in a group of practitioners that is not organized as a business Proprietorship,
limited liability corporation, partnership, or corporation, whether it be for profit or not for profit, you are not required
to complete Part 2 of the Disclosure of Ownership and Controf Interest Statement (SCDHHS Form 1514). Please
indicate if you are enrolling only as an individual practitioner and are exempt from these disclosure requirements,

[]Yes Ko

By answering "Yes", you are enrolling as an individua/ only and therefore exempt from disclosyre requirements as
required by Part 2 of the Disclosure of Ownership and Controf Interest Statement (SCDHHMS Form 1514). Please
complete alf of Part 1, If 'No" is checked, proceed to Part 2.

2. Provide the following information about yourself (individua) practitioner only),
PLEASE NOTE: If you are not required to have a National Provider Identifier (NPI), please indicate "NA" in the NP1 Figld beiow.

*Full Name:
First ‘ M.I, Last Suffix Title (MD, etr.)
*SSN; *Date of Birth {mm/dd/ccyy): / / *Gender:
Provider Number: *NPI: Email address:
{tf Krown)
*Primary Practice Location Name and Address: *Telephone Number:
Name Slreet Address City State Zip+14

Figlde marked with an * must iz compiaied,

3. Have you ever been convicted of a criminal offense in relation to Medicaid, Medicare, or the State Children’s Health
Insurance Program (SCHIP)? [JYes No

IF "Yes", list the charge(s), where convicted, the date, and disposition status of the conviction.
(Attach additional page(s) if necessary.)

Charge(s) City/State of Conviction Conviction Date Disposition Status
/I

[ N

WHOEVER KNOWINGLY AND WILLFULLY MAKES OR CAUSES TO BE MADE A FALSE ST, ATEMENT OR REPRESENTATION OF THIS
STATEMENT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS, IN ADDITION, KNOWINGLY AND
WILLFULLY FAILING TO FULLY AND ACCURATELY DISCLOSE THE INFORMATION REQUESTED MAY RESULT IN DENIAL OF A
REQUEST TO PARTICIPATE IN MEDICAID, OR, WHERE THE ENTITY ALREADY PARTICIPATES, A TERMINATION OF THE
AGREEMENT OR CONTRACT WITH the SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES (SCDHHS), i

*Print or Type Fuyll Name:

*Signature: *Date:

izald
anroilment must completa and submit only Part 2 of the Disclosura of Owrership and Contre! Interest
Statement {SCDHHS Form 1514).
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