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__ (9/27/2007) Patsy Knotts - Log 0142 _ _ Page 1 m

From: Patsy Knotts \‘Ww \ NR mm @Kw%

To: Brenda James; Margarete Keller
Date: 9/27/2007 9:33 AM
Subject: Log 0142

Are you both already aware of the logistical changes on this one? It was due 9/25 and when | pulled it to remind
staff, etc., | was told Rick Hepfer said it should not have been designated an FOIA. Also, | leamned his area prepared
the response, dated 9/20, and it went out over his signature. | have copy of his letter if neither of you do. | can bring
up at lunch if needed.



State of South Carolina
Blepartment of Healtl and oo Serfrices

Mark Sanford

Emma Forkner
Governor

Director

September 20, 2007

Ms. Anne Denbow

WESTAT

9274 Gaither Road, GA48
Gaithersburg, MD 20877-1420

Re:  Attached Request

Dear Ms. Denbow:

The attached request was forwarded to this Office for review. I am sorry that Caring Angels of
Manning was unable to comply with your request, and I regret that we, also, must decline. We
cannot tell from the enclosed that Ms. Griffin or an authorized representative has consented for
the Department to disclose the information requested (if any is available).

Please contact me if we have misunderstood your request or if you have any questions about this
letter. My direct is (803) 898-2791.

Sincerely,
%\x& .

Richard G. Hepfer
Deputy General Counsel

cc: Caring Angels of Manning
Debora Carter, LTC Services

Office of General Counsel
P. 0. Box 8206 Columbia South Carolina 29202-8206
(803) 898-2795 Fax (803) 255-8210



mm\wm\mood Patsy Knotts - Fwd: Log Letter . . Page :

From: Debora Carter

To: Patsy Knotts

Date: 9/25/2007 10:47 AM
Subject: Fwd: Log Letter

Patsy, per the below email, the log letter was passed on to legal for response. I received Rick Hepfer's response to the
letter this week. I think it is out of our hands. Let me know if you need anything else.

Thanks. 3 4 Ooag TN U.G%m ™o .?.éﬂ\)
42 PM >>>

>>> Daryle Doyle 09/17/07 4:
CLTC is passing on to Legal Council Log Number 000142. It will be given to Rick Hepfer. Thanks.

Daryle B. Doyle, Dept. Head Q \ \ »\\ [/ .N

SC Dept. of Health & Human Services

e Leqel dltminad Hia
Fax: (803) 255-8209
ihatd vt Wove Vet o
FOIR amd paid t&m i

Rendle e \(\4&\?@, =
bittme tware 4-a5-07

1 . gg\“
%ss\&gma\%\wﬂ

— Page 1

(6725/2007) Patsy Knotts FOIA - due today

] From: Patsy Knotts w.
To: Debora Carter |
Date: 9/25/2007 10:24 AM ,

Subject: FOIA - due today

W i | hope you Gan
j is? T i folks take due dates on mo._> very serious so
e A B o _ommmmao legal dept and on upstairs. Thanks, Debora

soon pass itto me,, to format, whatever, and gel lo
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From: Bryan Kost

To: Brenda James; Jan Polatty

Date: 9/10/2007 2:59 pm

Subject: FOIA ...Fwd: Incoming Fax Message
CC: Debora Carter

please log, thanks,

Bryan Kost

DHHS Public Information
803.898.2865

cell- 429.3201
kostbr@scdhhs.gov

>>> Debora Carter 9/10/2007 11:18 AM >>>

Bryan, we received this fax request on Friday, and was told by Byron Roberts this morning that this needs to be an FOIA request.
Please forward to appropriate person(s) for FOIA, and we will respond accordingly.

Thanks, Debora

>>> SHHSFC.faxapi."-" 09/07/07 11:27 AM >>>

TSI Received:

Pages Received: 005

Connect Time: 00130

Receive Time:  09/07/07 11:25
DID Received: 8209

Caller ID:

Fax Port: 01

Error Code: 0000 !
Job ID: 6254

Faxcom: 1 at 10.57.2.82



09/07/200711:25 FAX B001/005

OMB #: 0935-0116

E_ma_mnm_1qo<...n_m..ﬁ03voso:n _I I_
MEDICAL EXPENDITURE PANEL SURVEY HOME CARE

Cover Sheet Plus Page(s)

._l\llllll...
PROVIDER §§
v % 4 N
FAXNUMBER ~ J03- 3§ £209 DATE mw\ 74:X4
FROM W&\F‘L 7 \, Fine
PHONE NUMBER: 800-792-3656 L DIRECT LINE EH 236 03
b [ [ 4
ITEMS SENT: Authorization Form(s) WVQ_Q Fax/Mail Return Form
@ Ciient List Brochure
Record File Number: Account File Number:
If faxing material, please fax to: If mailing material, please send to:
1-800-792-3670 Anne Denbow
WESTAT
9274 Gaither Road, GA48

Gaithersburg, MD 20877-1420

Thank you for participating in this important study!
If you do not receive all pages or transmission is unclear, please call 800-792-3656.

\X,I_na.. additional information log on to hitp://www.MEPS.AHRQ.gov. *

OFFICE USE ONLY

Provider Name

Natiee - Public teporting burden lor this collection of information & astirnated th dverage 5 minutes per palient. Any comments regarding this burden estimate or any
other aypect of thiy collection of information, induding suggestions Tor reducing his burden shouid be sent to;: AHRQ/MEPS Reports Clearance Officer, John M.
Eisenberg Building, Room 5036, 540 Gaither Road, Rockville, MD 20950, Attention: PRA Paperwork Reduction Project (0935-0118). (Please do not send patient data lo
this address as it will delay data processing.)

This fax includes confidential information, and may be used only by the person or entity to which it is addressed. If the
receiver of this fax is not the intended recipient or his or her authorized agent, the receiver is hereby notified that
dissemination, distribution or copying of this fax is prohibited. If you have received this fax in error, please notify the
sender by calling 1-800-792-3656 and destroy the contents of this fax immediately. Thank you.

0970772007 11:27AM



09/07/2007°11:25 FAX A002/005

OMB #. 0935-0118

FAX/Mail Return Form
Medical Provider Component

MEDICAL EXPENDITURE PANEL SURVEY HOME CARE

if faxing material, please use this as your cover sheet.

Cover Sheet Plus Page(s)
o
T0 §
/

FAX NUMBER 1-800-792-3670 PHONE NUMBER 1-800-792-3656

A 84 on L.
._ Data Collection Specialist

FROM

DATE

if mailing material, please include this cover sheet in your envelope.

Please send to:
Anne Denbow
WESTAT
9274 Gaither Road, GA48
Gaithershurg, MD 20877-1420

OFFICE USE ONLY . —_—— =

Provider Name

ow | Yo/58%0. L

Connected Case Y N \

This fax includes confidential information, and may be used only by the person or entity to which it is
addressed. If the receiver of this fax is not the intended recipient or his or her authorized agent, the
receiver is hereby notified that dissemination, distribution or copying of this fax is prohibited. If you have
received this fax in error, please notify the sender by calling 1-800-792-3656 and destroy the contents of
this fax immediately. Thank you.

0970772007 11:27AM



) 09/07/72007-11:25 FAX

5 e @ 003/005

372489V

AUTHORIZATION TO OBTAIN INFORMATION FROM MEDICAL AND BILLING RECORDS
MEDICAL EXPENDITURE PANEL SURVEY - US. PUBLIC HEALTH SERVICE

Provider Name: NMB 1./.4/@ \#5@@ ~M [a) .ﬂ \SD.U,)(’ ,,...Sf.nu_
Street Address: |r|.w|\.mv ML Street MNW\\Y
Gty Mann\n 9 st S O Zipt .b.n:b.h.\
Telephone: ﬂw.b.wu Wi\w 5.9 / .Nmb. !

Area Code

B.

1am voluatarily participating in the Medical Expenditure Panel Survey (MEPS), 2 study of health care use and expenses being conducted by
the U.S. Public Heslth Service. | authorize and request that you provide the U.S. Public Health Servics and its contractors with medical and
financisl information they request about all health services provided to me during the pesiod January'1, 2005 to December 31, 2006. This
authorization form covers any cave I received al your facility during this petiod, including weatment for mental health, alcohol, drug abuse,
§TD, HIV, or AIDS. It also covers care received during this period from any medical provider associated with your facility or whe
provided care to me in your facility. '

1 understand that te Health Insorance Portability and Accounmbility Act of 1996 (HIPAA)Y prohibils you from releasing my information
without my authogization. This form (ot a photocopy of this form) pives you my authorization. I have signed this form voluntarily, with the
understanding that my decision to sign or not o sign the form will have no cffect on my cligibility for weatment, payment, enrollment, or
cligibility for any benefils to which I am entitled. :

1 understand that the Public Health Sexvice and ils contraclors will usé this information to suppleimen the information § have already given
for MEPS research on health care use and expenditures. I also understand that once my information is released to the swdy, it is no Jonger
covered by HIPAA but is covered by the Public Health Service A6l®, which prohibits the release of information that would identify me or
my medical providers cutéide the sponsoring agency and its CONITactofs without my permission or that of my medical providers.

I authorize the study (o use information 1 have given in the survey W help you identify my records- 1 also understand that I can revoke this
authorization at any time by contacting a study representative in writing or by telephone. Otherwise, this anthorization expires 30 months
from the date of signature, . '

1.  Patient Name: mﬂc)pn < Qf,h.ﬂa.s

2. DawofBith O ¢ 1 Gﬂ%t 1) .w.wh\ 3. Other Names Under Which Records May be Filed
Month Day b { . :

3A. Social Security Number™ | _24% __u - _Em\_. L7l 1419}

4. 5. Date Signed
Pavent's Signature - 14 and over sign

eNT I§ 14-17, BOTH PATIENT AND PARENT/GUARDIAN MUST SIGN AND DATE.

7. Date Signed \W\.\\\. Q\Q

9. TReason for Pareat, Guardian, Witness or Proxy s Signaturc:
[ Patient 13 or Younger atient Disabled
[] Patient 14-17 Yeari Old [[] Petient Deceased

meLpuseoNLy:ruD: /1 6 1 TaA mov:__ O 9& ” —. ] HMHO.?:

4)]

@

()]

Health Inguranta Portability and Accomnbliity Act: 42 US.C, 13204-2 and 1320d-4 and the implewenting regutwion, 43 CTR, 164.508. iauire p dewiled aurhorizarlon (e your health
gg<&ksn§.§=ﬂ_9m=qi.=ﬁa=§«§ugﬁ Tor rescaich pwposes, '

Public Health Servics (FHS) Act: Secliane 924(e) and 308(d) 142 US.C 209c-3(¢), and 422 US.C 242m(d)) prodect he nuamnﬂ__._v_a of daa collected under the resaarch muthorities of the
Agency Tor Healthears Ressarch and Chuality end the Rationa] Ceptes for Health Staistics in lhe U.S. Public Health Scrvice. Scetion 543 of the PHS Az (42 US.C. 290dd-2) and
regulacons ot 42 CFR Fart 2, provids adiconl confidentialicy restrictions on records of slechal and subsiancs sbuas paticats, This research projees will be carriad out in complianes with
oM these provigions. : .
<e=_.manw_mn9__._.<=§&ﬂ.ﬁieﬁﬂusE?ESE?E«EE-E i_viwoﬁ%gﬁ_ﬁ&mi%wiﬁs.rwgggi

awthority of Title TX of the Pablic Kealth Serviez: Act Seerion 502(a) (42 USG 299a), Refusal to provide the numiber will kave no .«dﬁ on your rights, ru—“?»\&.maﬁnu under law.
_ SCAN: s [Ne ﬁ Nn NNM
CODE FIID

0970772007 ~11:27AM



08/07/2007°11:26 FAX [A004/005

PROVIDER ID: 40155902 W1 Page 1 of 1 OMB# 0935-0118
PROVIDER NAME: CARING ANGELS OF MANNING

MEDICAL PROVIDER COMPONENT
PATIENT LIST

The patient(s) listed below have given permission to contact you and request information from
their records. Copies of the signed Authorization Forms are attached.

Each patient's name, date of birth, and gender are provided to help you io locate the patient in
your records.

For each patient, we will be asking about health care services received between January 1, 2006
and December 31, 2006. For each date of service we will need information about diagnosis,
services pravided, charges, and paymeants

A data collection coordinator will be calling you shortly atter you have received these materials to
collect the information over the telephone.

1 Patient Name: GHACE GRIFFIN Date of Birth: 6/28/1934 Sex: F

0970772007 11:27AM



@ 0057005
08/07/2007- 11:28 FAX
/ OMB #: 0935-0118

_vl HOME CARE

How do | know the information will
be kept confidential?

The confidentiality of data collected for MEPS is
protected by Federal law under Sections 924(c)
and 308(d) of the Public Health Service Act [42
U.5.C. 299¢-3(c) and 242m(d)]. Identifying
information collected for the study cannot be
released without the permission of the individuals
or establishments who provided the information.
Personal identifying information such as names or
addresses are removed before information

from the study is made available to researchers.

. _ Findings are published in statistical summaries and
= Providers of health Insurance. tables and micro-data is released on “public use”

MEPS is the most complete source of data available on data files.
health care use angd expenses in the United States and is used Who is collecting this data?
by government policymakers and private researchers, The U.S. Public Health Service has chosen Westat,

How are providers chosen? a nationa| research comparyy, to administer the
Home care providers were named by respondents in the study. A professionally trained data coflection
household data collection as sources of care during 2006, specialist from Westat will contact each home
The dlients we are asking about signed HIPAA-comptiant care agency.

Medical Provider Component

MEDICAL EXPENDITURE PANEL SURVEY

What is the Medijcal Expenditure
Panel Survey (MEPS)?

MEPS is a nationwide research study conducted to Jearn
more about the health care services people use, the
charges for those services and the sources that pay for
them. MEPS is conducted annually by the U.S. Public
Health Service through the Agency for Healthcare Research
and Quality and the Centers for Disease Control and
Prevention. Major components of MEPS include surveys of;
¥ A nationally representative sample of households;

¥ Home care providers, hospitals, physicians, and

pharmacies reported by the household participants;
and

forms authorizing and requesting you to release the
information sought by the study.

Why should this provider participate?

The services and associated expenditures provided by home
care agendies are critical to MEPS. The information that you
supply will supplement that given by your client and help us
build a more complete picture of health @re expenditures

for respondents in our study. Your clients have asked

spedifically for your help by signing the authorization form.

What information is needead?

For each of the dients on the enclosed list, we need

information about their services, For each month of

service in 2006, we need:

= Visit dates

B Services provided (revenuye code, HPCPS, CPT-4, or
description)

®  Total charge

®  Payment sources and amounts

» Diagnoses/conditions

What questions will the dats
collected answer?

MEPS data provide answers to many important

questions. For example:

® How much of home care costs are covered by

insurance?

How much do people pay out of pocket for their

home care?

8  What conditions are being treated by home care
providers?

= What types of services are peaple receiving from
home care providers?

[~ Any further questions?

Please call toll-free, at
1-800-792-3656.

For direct access to information
about MEPS, go to
::E\\Sii.am_u.m_._ﬁ.mos

0970772007 11:27AM



Bepurtment of Health wnd Fiomen Serfrices

Mark Sanford Robert M. Kerr
Governor Director

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

Other costs associated with the FOIA request:

@ P P &P € &

Total Amount 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. O. Box 8206 Columbia South Carolina 29202-8206
(803) 898-2503 Fax (803) 255-8235
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{ Brenda James ~ FOIA ...Fwd. Incoming Fax Message : _ | Page 1]

From: Bryan Kost

To: Brenda James; Jan Polatty

Date: 9/10/2007 2:59 pm

Subject: FOIA ...Fwd: Incoming Fax Message
CC: Debora Carter

please log, thanks,

Bryan Kost

DHHS Public Information
803.898.2865

cell- 429.3201
kostbr@scdhhs.gov

>>> Debora Carter 9/10/2007 11:18 AM >>>

Bryan, we received this fax request on Friday, and was told by Byron Roberts this morning that this needs to be an FOIA request.
Please forward to appropriate person(s) for FOIA, and we will respond accordingly.

Thanks, Debora

>>> SHHSFC.faxapi."-" 09/07/07 11:27 AM >>>

...... Reception Fax Report—----
TSI Received:
Pages Received: 005
Connect Time: 00130
Receive Time:  09/07/07 11:25
DID Received: 8209

Caller ID:

Fax Port: 01
Error Code: 0000
Job ID: 6254

Faxcom: 1 at 10.57.2.82



09/07/2007 11:25 FAX @o01/005

OMB #: 0935-0118

Zm&nm_m...oin_m-.no-svososn _| I_
MEDICAL EXPENDITURE PANEL surRvEYy | HOME CARE

Cover Sheet Plus _ Page(s)
. 4
TO %I d-l. AV 4 AL AL ‘\ . (2 “_\u k\ .\.\ 2
. ..\ . £ w |
PROVIDER A LA ALY} LA & 4 2
3- ¢ & i J \ \\
FAXNUMBER ~ §O3— X X209 _ DATE 7 7424
FROM %&L 7 w Deyre—r
PHONE NUMBER: 800-792-3656 L DIRECT LINE EH 23603
b - Ld
ITEMS SENT: Authorization Form(s) Wszmﬁ Fax/Mail Return Form
@ Client List Brochure
Record File Number: Account File Number:
If faxing material, please fax to: If mailing material, please send to:
1-800-792-3670 Anne Denbow
WESTAT
9274 Gaither Road, GA48

Gaithersburg, MD 20877-1420

Thank you for participating in this important study!
If you do not receive all pages or transmission is unclear, please call 800-792-3656.

*12. additional information log on to hitp://www.MEPS.AHRQ.gov. *

OFFICE USE ONLY

Provider Name

Natice - Pubdlic reporting burden lor this collection of infarmation & estirnated t6 average 5 minutes per palient. Any comments regarding this burden estimate or any
other aspect of thiu collection of information, intluding suggestions for reducing this burden should be sent to; AHRQ/MEPS Reports Clearance Officer, John M.
Eisenberg Building, Room 5036, 540 Gaither Road, Rockville, MD 20850, Attention: PRA Paperwork Reduction Project (0935-0118). (Please do not send patient data lo
this address as it will delay data processing.)

This fax includes confidential information, and may be used only by the person or entity to which it is addressed. If the
receiver of this fax is not the intended recipient or his or her authorized agent, the receiver is hereby notified that
dissemination, distribution or copying of this fax is prohibited. If you have received this fax in error, please notify the
sender by calling 1-800-792-3656 and destroy the contents of this fax immediately. Thank you.

0970772007 11:27AM



08/07/2007 11:25 FAX A002/005

OMB #: 0935-0118

FAX/Mail Return Form |
Medical Provider Component —I NE CAE l_

MEDICAL EXPENDITURE PANEL SURVEY

if faxing material, please use this as your cover sheet.

Cover Sheet Plus Page(s)
z

HMon .

TO A\ :
._ Data Collection Specialist

FAX NUMBER 1-800-792-3670 PHONE NUMBER 1-800-792-3656

FROM

DATE

If mailing material, please include this cover sheet in your envelope.

Please send to:
Anne Denhow
WESTAT
9274 Gaither Road, GA48
Gaithershurg, MD 20877-1420

OFFICE USE ONLY . — e

Provider Name

10/W .\mv\h.vl@lwmun.ulc Lt

Connected Case Yoo . N h

This fax includes confidential information, and may be used only by the person or entity to which it is
addressed. If the receiver of this fax is not the intended recipient or his or her authorized agent, the
receiver is hereby notified that dissemination, distribution or copying of this fax is prohibited. If you have
received this fax in error, please notify the sender by calling 1-800-792-3656 and destroy the contents of
this fax immediately. Thank you.

0970772007 11:27AM



09/07/2007 11:25 FAX

(5 e @ 0037005

C372489V

, |
OMB #: 0935 - 0104 PANEL 10 . —EEEEEE—EEES—‘EE

AUTHORIZATION TO OBTAIN INFORMATION FROM MEDICAL AND BILLING RECORDS
MEDICAL EXPENDITURE PANEL SURVEY - U.S. PUBLIC HEALTH SERVICE

A. Provider Name: ﬁb 7.?50. ijﬂ*h |®.ﬁ \SP“SS ,.u)rm,.

SweetAddress: 3 15 oY || S¥reel S7te [

Gty Manhiyn o st S O Zm 2910
Telophone: 80 3) _ 5435 - J[p0O “ _
Area Code

B. 1am voluntarily partieipating iv the Medical Expenditure Panel Survey (MEPS), 2 study of health care use and expenscs being conducted by
the U.S. Public Health Service. 1 authorize and request that you providc the U.5. Public Health Service and its coniractors with medical and
financia) information they request ghout all health services provided to me during the period January'1, 2005 to December 31, 2006. This

authorization fonm covers any care 1 recsived at your facility during this period, including weatment for mental health, alcohol, dng abuse,
STD, HIV, or AIDS. Lk also covess care | received during this period from any medical provider associated with your facility or who
provided care to me in your facility. : !

] understand that the Health Insurance Partability and Accountability Act of 1996 (IPAA)Y prohibils you from releasing my information
without my authorization. This form (ot 2 photocopy of this form) pives you my authorization. 1 have signed this form voluntarity, with the
understanding that my decision (o sign or not 1o sign the form will have no cffect on my cligibility for weatment, payment, enrollment, 0F
cligibility for any benebils to which I am entitled. :

J understand that the Public Health Service and its contractors will use this information to supplemen; the information I have alrcady given
for MEPS rcsearch on health care use and expenditures. 1 also understand that once my informaticn is reieased to the swdy, it is no longer
covered by HIPAA but is covered by the Public Health Service Aet® which prohibits the release of information that would identify me or
my medical providers outside the sponsoring agency and iis contractors without my pesmission or that of my medical providers.

I authorize the study o use information T have given in the survey 10 help you identify my records. 1 also undecstand that I can revoke this
authorization at any time by contacting & study representative in writing or by velcphone. Otherwise, this authorization expires 30 months

 from the date of signalure. . .
C. 1. Patient Name: ﬂ.}nrnm Qf,h.ﬂ_.s
5  DamofBiuth O &1 A8 )93+ 3. Other Names Under Which Records May be Filed
Month Day Year ’ _
3. Social Security Nombee® | 245710 |- _p_:m\_. LTl L4191
D. 4 B 5. Date Signed :

Pauent's Signawre - 14 and over sign

IFZATJENT I§ 14-17, BOTH PATIENT AND PARENT/GUARDIAN MUST SIGN AND DATE.
7. DmeSigned 10 (7 @\Q

9. TReason for Pareat, Guardian, Witaess Smw_w«.\mi.-aﬁ

[] Patient 13 ox Younges atient Disabled
) Pasient 14-17 Yeari Old ) Petient Deceased
— o0d& . we(plo,R4)

(1) Hecaith Insurante Pormbility and Accountabllity Act: 42 US.C, 13204-2 and 13204-3 and the implementing regutelion, 43 CFR, 164.508. rezulve p Asmailed authorizarion foc yous health

) TPublic Heslth Seevics Am—._.wv Acr: Sectiane 924(c) and 308(d) 142 US.C- 299c-3(e) !E 42 U.S.C- 242m{d)) protecx the gﬁﬁﬂj&.ﬁ! of dara collects undar the rosaarch suthorities of the

[x)} <n=_.man_u_§z§.vﬂ.ﬂin§8n.n=_qt.—ﬁ-ESEBEE«EQ-E!FE«:S%%EE%W%E.EE&EE&
-.a:idan._énuno:__n?r_w—.—ir_.wniﬂk.wﬂaguahanﬁcunngﬂ.ﬁ_liiﬁnﬁue_&liafﬁ.E” o your rights, benefits gfprivileges under law.
SCAN: s [INe PF _NRM
{ODE Fip

09/07/2007 11:27AM



03/07/2007 11:26 FAX i o04/005

PROVIDER ID: 40155902 W1 - Page 1 of 1 OMB# 0935-0118
PROVIDER NAME: GARING ANGELS OF MANNING

MEDICAL PROVIDER COMPONENT
PATIENT LIST

The patient(s) listed below have given permission to contact you and request information from
their records. Copies of the signed Authorization Forms are attached.

mwo_._uwnma.m:mao.amﬂmQE&..m:nmm:nm_.m_.mu3<_nmn_63_m_n<o=8_onmﬁonsmum:m:::
your records. .

For each patient, we will be asking about health care services received betwaen January 1, 2006
and December 31, 2006. For each date of service we will need information about diagnosis,
services provided, charges, and payments

A data.collection coordinator will be calling you shortly after you have received these materials to
collect the information over the telephone.

1 Patient Name: GRACE GRIFFIN Date of Birth: 6/28/1934 Sex: F

0970772007 11:27AM



@ 005/005

0370772007 11:26 FAX
OMB #: 0935-0118

Medical Provider Component

MEDICAL EXPENDITURE PANEL SURVEY HOME CARE
What is the Medical Expenditure How do 1 know the information wil
Panel Survey (MEPS)? _ be kept confidential? .

MEPS is a nationwide research study conducted to |earn The confidentiality of data collected for MEPS is
more about the health care services people use, the protected by Federal law under Sections 924(c)

charges for those services and the sources that pay for and 308(d) of the Public Health Service Act 42
them. MEPS is conducted annually by the U.S. Pubjic U.S.C. 299¢-3() and 242m(d)]. Identifying _
Health Service through the Agency for Healthcare Research ~ ; nformation collected for the study cannot be

and Quality and the Centers for Disease Control and released without the permission of the individuals
Prevention. Major components of MEPS include suveys of: or establishments who provided the information.

¥ A :m.:.ODm:«. ﬂmﬁwmmmzﬂmn_{m.mm:._v_m OM. JOCmm_JO_an Personal _.Qm_.._.z?mzm mzﬁoﬂﬂ:mﬂmoz such as names or
™ Home care providers, hospitals, physicians, and - addresses are removed before information

pharmacies reported by the household participants; from the study is made available to researchers.

and . Findings are published in statistical summaries and
™ Providers of health insurance. tables and micro-data is released on "public use”
MEPS is the most complete source of data available on data files. _

health care use and expenses in the United States and is used Who is collecting this data?
by government policymakers and private researchers, The U.S. Public Health Service has chosen Westat

How are providers chosen? : a national research comparty, to administer the
Home care providers were named by respondents in the Study. A professionally trained data collection
household data collection as sources of care during 2006, specialist from Westat will contact each home
The dients we are asking about signed HIPAA-compliant care agency.

forms authorizing and requesting you to release the What questions will the data

information sought by the study. collected answer?

Why should this provider participate? MEPS data provide answers to many important

The services and associated expenditures provided byhome questions. For example:
care agendies are critical to MEPS. The information that you ®  Howmuch of home care costs are covered by

supply will supplement that given by your dient and help us insurance? - _ .
build a more complete picture of health @re expenditures  ®  How much do people pay out of pocket for their
for respondents in our study. Your clients have asked home care?

specifically for your help by Signing the authorization form, = What conditions are being treated by home care
What information is needed? providers?

= What types of services are people receiving from

For each of the dlients on the enclosed fist, we need home care providers?

information about their services, For each month of

service in 2006, we need: - [~ Any further questions?

= Visit dates

W Services provided (revenue code, HPCPS, CPT-4, or Please call toll-free, at
description) 1-800-792-3656,

w  Total charge _

®  Payment sources and amounts . Fordirect access to information

w Diagnoses/conditions about MEPS, goto

_,:.x\\isi..:m_u.m_:.a_.mos
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State of South Qarolina
Bepartment of Health ad Hioman Ferfrices

Mark Sanford Robert M. Kerr
Governor Director

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 s

Pages copied at $.10 per page Pages $

Pages faxed at $.20 per page Pages $_

Shipping and Handling Costs S

Other costs associated with the FOIA request: $__
Total Amount 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. O. Box 8206 Columbia South Carolina 29202-8206
(803) 898-2503 Fax (803) 255-8235
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: Brenda James ¢ rom Letter

From: Daryle Doyle

To: Brenda James

Date: 9/17/2007 4:42 pm
Subject: Log Letter

CcC: Byron Roberts; Rick Hepfer

CLTC is passing on to Legal Council Log Number 000142. It wiill be given to Rick Hepfer. Thanks.

Daryle B. Doyle, Dept. Head

SC Dept. of Health & Human Services
Division of CLTC Waiver Management
Phone: (803) 898-2705

Fax: (803) 255-8209




