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MARION NURSING CENTER, INC.

P.O. BOX 1485
MARION, SOUTH CAROLINA 29571

Alyce C. James Telephone 843-423-2601
Administrator Fax 843-423-0609

RECEIVED)
ABR 17 2012

April 13, 2012

Department of Hesith & Hufan Servicss
nzuaomnzqum_zmmnﬁom
Ms. Emma Forkner, Director
SC DHEC Re: Lizzie Brooks
P. 0. Box 8206 MCD # 2345861501/ss#250 36 1963
Columbia,S.C. 29202-8206 DOB- 10 01 1920

FAC. Provider # 0689NF
Dear Ms. Forkner:

Please find enclosed a copy of the paperwork in regard to Lizzie Brooks.
My Program Manager has stated to me verbally, but not in writing that I
will not be able to process claims for ten months on the above mentioned
resident, because of not filing timely. Everythlng was processed timely,
untill the facility did a conversion from medicare to medicaid on Feb. 14,
2010. The original 181 submitted to the eligibility worker, was never
returned to the facility authorizing payment effective Feb. 14, 2010.

As you can see, the resident was a Medicare Cost Sharing (l4im. Please find
enclosed a copy of the Medicaid Approval letter. Also,>you will find the form
945, signed by the eligibility worker. I was not able to obtain the original
form 181 that was sent medicaid office for authorization in Feb. 2010. I was
issued a 181 effective Feb. 14, 2010, signed on Dec. 5, 2011.

The problem was not due to the facility being unaware of the beheficiary's:

eligibility of coverage. The problem was not receiving the authorizing 181
to bill.

At your convenience, if you would take a look at the enclosed for me. I would be
forever greatful. Please advise, if this claim can be processed.

Your consideration in this matter will be deeply appreciated.

incerely,
Cope
Alyce C. James, Adm.
ACJ

Enclosures



South Carolina T

DEPARTMENT OF HEALTH AND HUMAN SERVICES T
Post Office Box 8206 P

. Columbia, South Carolina 29202-8206

) ) i E.mon__am.coﬁ _
) November 24, 2009 , : 1
. AL

MEDICAID BULLETIN © .
TO: All Providers | | .

SUBJECT: Time Limit for Submittitig Claims

Only “clean” claims and related edit correction forms Ammmmv received and
entered into the claims processing system within ona year from the date of 1
 service (or date of discharge for hospital claims) will be considered for payment
“by the South Carolina Department of Health anid Human Services (SCDHHS),
~A “clean” claim is error-free and can be processed. witholt obtaining additional |
-information from the provider or from-another third party. This time limit will not
'be extended on the basis of third-party _mmz__a:.mnc__.m:..m:.ﬁm. .

i

!

v '
H -

1

The one-year time limit does not apply to: a) Medicare. cost sharing claims, Moq to

b) claims invelving retroactive mm"_mmmv_:a\. Specifics regarding these two L
exceptions are listed below. SC HHS will no longer consider claims that exceet

the timely filing limits due to the provider being unaware of a beneficiary's
coverage. el 1@ beneficiary

o
o0
_
_

/] Exce tions to the one-~ ear fime limit; i
a) Medicare Cost Sharing Claims A
Claims and related ECFs for payment of Medicare cost sharing amounts must

be received and entered into the claims procesking system within two ydars h
from the date of service or date of discharge, or up to six months followi g thi
date of Medicare payment, whichever is |ater. m

b) Claims for Retroactive m_aﬁu:E\.
‘Effective December 1,20

: L i
retroactive eligibliity must meet both ‘of the followin i
considered for payment : P

Be received and entered into the clai

mS processing syste ,
within six: months of the beneficiary’s eligibility being added to
the Medicaid eligibility system Lok

N * AND be received within three years from the date of servi
date of discharge A.ao_. hospital claims). Claims for dates of;

service that are more than three years old will not be no=mam_._va &_,
payment. “ m

ce of

Fraud & Abuse Hotline 1-888-364-3224

-



Medicaid Bulletin
Page 2

The provider is responsible for submitting one of the following with:
each claim or ECF, within the abovVe time frames, to document u
retroactive eligibility: . _ SR
1) - DHHS Form 945, which is a statement verifying the retroactive |

. determination furnished by the eligibility ‘worker, or ;

-the beneficiary that Meflicaid benefits have been approved. This/can
be furnished by the beneficiary or the eligibility worker. (This is _
different from the certificate of creditable coverage.)

2)  The computer-generated: Medicaid. eligibility approval letter notifying _

Claims and related ECFs involving retroactive eligibility that are _,mom?mg
more than three years from the date'of service will be rejected with W% _
code 533, date of mmms_nm_EQm than three years gid and CARC 29, the |
time limit for filing has expired. . m

Thank you for your continued willingness to provide quaiity services to the|
beneficiaries of the South Carolina;Medicaid Program, If'you have any questiohs
about this bulletin, please contact'your program manager. W

1S/

Emma Forkner
Director

)
i
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!
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i
{
¢
i i
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! f
I
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i
|

NOTE: To receive Medicaid bulletins by eniall, please register at http:/ibulietin.scdhhs.qov/.
* To sign up for Electronic funds Transfer of your Medigaid payment, please go to:
http:/lwww.dhhs.state sc.usidbhsriew/hipaalindex.asp and select *Elbetronic funds Transfer (
instructions. : -

Fr” mi.g

0

e L

Fraud & Abuse Hotline 1-888-364-3224




COMMUNITY LONG TERM CARE NOTIFICATION FORM

TC: FROM: ‘
Lizzie Brooks Community Long Term| Cate

516 Eutaw Ext P. 0. Box 2150 :
Marion, 8C 29571 1601 Eleventh Ave. 2nd|Fl

Conway, SC 29528 | '

(843)248-7249 L
Client: Lizzie Brooks SSN#: 250-36-1963 MA#: 2343861501

It has been determined that Lizzie Brooks does not meet criteria for the CLTC program. Becpuse:;
Referred to medicare. % »

Comments: Client entered Marion MKO on 10/23/09 with Medicare as payor source. Case closed mmw

referred to Medicare. Medicaid accepts Medicare Leve! of Care for putposes of co-payment. [Thank you.

b a fair
! a written

APPEALS RIGHTS h :
As a Medicaid nursing home or home and community-based waiver applicant/recipient, you have the right (4
hearing regarding this decision. To initiate the appeal process, you or your representative must submi _
request to the following address no later than thitty (30) days from the receipt of this notification.
Division of Appeals and Fair Hearings
South Carolina Depgriment of Health and Human Services
. Post Office Box 8206 .
‘Columbia, -South Carolina 29202-8206 | ."
You may be eligible to receive continued benefits.pending a hearing decision. If you are interested in S:.i_ ed
benefits you must contact your CLTC representative before the effective date of the action indicated above. %Waﬂm
i

1

hearing decision is not in your favor, you may be required to repay Medicaid benefits received pending the fecision
to the South Carolina Department of Health and Human Services. Please attach a copy of this notification With

Yyour request. You or your representative will be notified of the date, time and place the hearing will tgke .uﬁmnm. I,
Your request for a fair hearing you must state with specificity which issues(s) you wish to appeal. Unless a 1 quest
is made within thirty (30) calendar days of receipt of this notification, this decision will be final and E&.:W. A

‘request for a fair hearing is considered filed if postmarked by the thirtieth (30th) calendar day follow ng regeipt of
this notification, _

@gd & Date; /& ~ 3C Dﬁ\;

COPIES SENT ﬁmw

f\T\OHHoﬂn [ 1 Hospital ~ —0 . M\Vb.@&
/1X] LTC Facility: Marion NC [ ] Physician “&
[X] County D8S: Marion [ 1 other _

[X] Caregiver/Responsible Party: Mary Eaddy

lall -
\M\Nﬁmsﬁwwh AGS 2/

GLTC Signature:

,4‘_’




12/83/2811 96:89

18434231813 b

i PAGE @2/83

wmaﬂéb
DEPARTMENT OF REALTH AND SIUMAN SERVICES  DEC-0 51794

UTBQRIZATION AND CHANGE OF STARUS.FOR LONG
. ; S o ~=I=H{JREH

MARION NURSING CENTR

“Yofor]1 whu -
~5 PATIERT'S RESIDERT ADDRESS — |3, COUNTY OFRESIDENCE

A ; )
(STREET NO,, NAME, Q._ém.b.—%k y4ig}

5le  Euwtni .
Mafion) 5.6, 34677 Makied
7. ...-qn-[..a ME & ADDRES r _,.v'. a‘,.. 9. LAST DATE .‘4-“3,9....94?,-v
CITY & STATE) MEDICAID L.D. NO, (MO, DAY,
maLion M.h.ﬂbﬁ“ﬁ\ Q% M..*\—Enu _ A
ECTION [T= TYPE OF COVERAGE AND STAT KLDATA -~ APFLICABLE TO COMPU! —... G FOR MONTH OF: ;

11 INITIAL COVERAGE AND/OR CHANGE IN STATUS (CHECK APPLICABLE BOX e.,_u COMPLETE) R
() (Bl sKILEDCARE [T} INTERMEPIATE CARE [} SNF COINSURANC
(8) CHANGEIN TYPE OF CARE: FROM .
(C) MEDICAID ADMITTANCE DATE:

(MO) (DAY)" (YR)
(D) TRANSFERRED TO ANOTHER FACILITY, g
M@0 DAT) (TR

(E) TRANSFERRED FROM ANOTHER PACILITY .
. (MO) (DAY) (YR)
(F) TRANSFERRED TO HOSPITAL S

ROM HOSF M0).” (DAY) - TR)
(G) READMITTED FROM HOSFITALSTAY . "~ °

™MO) - (DAY] (¥R)"

() NUMBER OF DAYS ARSENT FROM 1>0F_.T.~ X nc<m7m—u DAYS

() TERMINATION DATE

IF DECEASED, SPECIFY L : -
MO} (DAY). (YR .
() DATE ADMITTED MEDICARE FOR THE CURRENT SPELL OF ILLNESS: __ Ao
( 2 ot 2 ¢

(X) COINSURANCE DATES THIS BILL: FROM:; THROU m; Vn :

MO) MaY) R

.ﬂ.\.. Eﬁ.ozewoa:mwnz.
FIN0L4EDS DS »

DATE hﬂw Nm Nmm ’ )

MO) (DA ; X P
© PATIENT*S INITIAL %a...__wgwrm RECURRING INCOME (TOTAL INCOME LESS PERSONAL E.o,%zom.m $ m‘nmm_ op
{71 CHANGE IN PATIENT'S INCOME (TOTAL INCOME LESS PERSONAL ALLOWANCE) EFFECTIVE: "

" HOR
(E) [ NAMECHANGE: FROM ___~ _TO_- 2_9 Q_#v
(/) [ OTHER (SPECIFY) i _
2/, 1 4 [
Y /e L5/
DHHB MEDICAID ELIGIBILIT /¥ oAtg

DHHS FORM {81 (JUL 02)




SUMMARY OF INSTRUCTIONS REGARDING USE OF THE DHHS FORM 181 A_uw_u_.:m% ne._m_,wv
. GENERAL INFORMATION: “ .

The DHHS FORM 181 is utilized by Nursing Facilities (NF's), Intermediate Care Facilities For the Mental Retardation
(ICF/MR's), Swing-Bed Hospitals (SB's), andfor SCDHHS Medicaid Eligibility Workers. The DHHS FORM 181 is
authorization by the Department of Health and Human Services for payment and reimbursement for Z_uq_o_u\_sw. and
SB services rendered to the eligible patient. A separate form must be prepared for each eligible patjent receiving

Provider Services. A DHHS FORM 945 should accompany all retroactive determinations over ong year old for
eligibility or recurring income. ——

Il. DETAILED INSTRUCTIONS: How prepared — Typewritten

A. Section | - Identification of Provider and Patient: m

This section is self-explanatory and will be completed in its entirety by the originating party. Pléase note the “HIB"
suffix (Health Insurance Benefit code) of the Social Security Claim Number under item 6. This mcax_:m::m_. alpha,
numeric or both) relates specifically to Medicare qualifying beneficiaries, indicating benefits under Nedicare, Title
XVHll (Medicare Identification Card). The Provider information must be completed. This |form| will not be
processed without the correct Medicaid ID of the reciplent and the correct provider #. | . !

__
B. Section Il - Type of Coverage and Statistical Data:

I ta
1 H
The Provider of services and/or the SCDHHS Medicaid Eligibility Worker. may initiate this section. .___,Em section is
used to show the patient's level of care, changes in level of care changes in type of care, M &omﬂ_ or Medicare
admission dates, transfers/readmissions from other facilities or hospitals, terminations | and ||for reporting
coinsurance dates. Line ltem M is the area in which the provider specifies the dates of servite E%m processed
H
i

and selects the action to be taken on the specified dates of service. Level of care should _ov reported on all
DHHS Form 181s. !

. Section Ill - Authorization and Change of Status: :

Only the SCDHHS Medicald Eligibility Worker is responsible for the completion o:___
SCDHHS Medicald Eligibllity Approval Authority/Supervisor or authorized representative
date each form for all new admissions, ihcome changes, and discharges home that affect in

. COINSURANCE: .

In the case of filing for Medicare Coinsurance, a SNF Authorizing DHHS FORM 181 must be o_,:v,_,_wﬁma for each
Medicare spell of illness. Coinsurance periods are billed using a copy of the initial signed authorization Colnsurance
dates must be supported by EOMBSs; must not cross a calendar month; and the service dates must bé consecutive.
The coinsurance authorization expires if the spell of illness Is broken or after 80 days of coin Emz__ e, whichever
comes first. Coinsurance claims cannot be added to the 30:5_<E_=:m.zoﬁm"mmoo=<m<<§ammoﬁmmiom

12/01/01, DHHS no longer reimburses nursing facilities, ICFs/MR for Part A SNF coinsurance. S ing * ed Hospitals
are paid coinsurance. Coinsurance claims should never be sent with the'!monthly billing. i

st sign and

ﬁmnzo:. The
me llability.

g

<

DISTRIBUTION PREPARATION AND ROUTNG OF FORM: _
= N AT ARATION AND ROUTNG OF FORM .

The Provider of services will normally initiate these forms. The SCDHHS Medicaid Elfigibility Wor| ler imm”mw them for
% all income changes and certain terminations. The Provider of services must forward the formg to »ﬁm appropriate

SCDHHS Medicaid Eligibility Worker only when signature authorization in Section Ill is required.
—2 7

V. DISTRIBUTION OF FORM: -

A. Original Submitted by Provider for claims processing at MCCS.

Copy Retained and kept on file by the appropriate SCDHHS Medicaid Eligibility Worker. ;
Copy Retained and kept on file by the Provider of services. -

{

B. The Provider of services must attach a copy of this form to the current month's billing for Tmo: W:m:mm in the
status of a patient. Staple all 181 forms together for each patient. __

_<_m=5u address for end of month claims: MEDICAID CLAIMS RECEIPT - NF n_"_.>_ ”m SECTION
POST OFFICE BOX 100122 i
COLUMBIA, SOUTH CAROLINA m&_om-wﬁ_mm

Overnight delivery address for end of month claims: MCCS-NF-AW-220 I
CLAIMS RECEIPT - NF CLAIMS SECTION
8901 FARROW ROAD
COLUMBIA, SC 29203 -8930 i i

DHHS Form 181 (February 2012)

i
'




EROM (SAT)MAR © 2012 4:10/8T. A:08/NOp (OBHrwruwe ~ =

South Carolina Department of Health and Human Services :
Verification of Retroactive Medicaid “

Date: 3/2/2012 P

Re: Lizzie Brooks

Medicaid Number: muammmauo._

(X Retroactive Medicaid coverage was entered into the Department of He _5 maa
Human Services computer systém for the above-named individual on the

i
R
1

following date: ____ 11/4/2008 . m
Retroactive Period Begin Date: ‘_o:\_nooo.
End Date:

NOTE: All date fields in the statement above .::u. be no:.u_o_ea

[0  The individual was determined eligible for limited benefits,

Please be reminded that all bills must be submitted within six (6) months 9. thi
individual's eligibility determination' AND within three <mm_.m 2 the date of Tz_%

!
_

K3, 3F/. ._E%

Telephone z:.%mq __
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICAID PROGRAM
e NOTICE OF ADMISSION, AUTHORIZATION AND CHANGE OF STATUS F Omw FOZO TERM CARE
wmnﬂoz u — IDENTIFICATION-OF PROVIDER >Z_U PATIENT:
1. PATH . . )

T T FATENTS VDA T ]

_ |
/6-0/- /G 20 MI@.&MMKNU 9/

5. COUNTY OF RESIDENCE | 6. SOCIAL SECURITY 0—...>..—Z ZO #Ew wc Ek

AYE 0,339, rw_/hll

9. LAST DATE MEDICARE EXHAUST 10. DATE Om N.maﬂ EST (MO, DAY, aw.v
(MO, DAY, YR). . ) |
. \u -A5.45

" (STREETNO., NAME, CITY, STATE & ZIP)

/ml\h £

OVIDER'S
_smc_ntu 1D.NO.

1. INITIAL COVERAGE AND/OR CHANGE IN STATUS (CHECK APPLICABILE BOX AND COMPLETE) _
(&) [JSKILLEDCARE  [[] INTERMEDIATE CARE NF COINSURANCE  [] PSYCHIATRIC CARE

(B) CHANGE IN TYPE OF CARE: FROM TO

(C) MEDICAID ADMITTANCE DATE:

(MO)  (DAY) (YR) h
(D) TRANSFERRED TO ANOTHER FACILITY _
‘MQ) (DAY) (YR) . NAME OF OTHER FACILT]
(E) TRANSFERRED FROM ANOTHER FACILITY : .

MDY DAY Y

(MO) (DAY) (YR) NAME OF OTHER FAGILTTY
(F) TRANSFERRED TO HOSPITAL |
(MO) (DAY) (YR) NAME OF HOSPITAL
(G). READMITTED FROM HOSPITAL STAY . - i
(MO) (DAY) (YR) ' B
(H) NUMBER OF DAYS ABSENT FROM FACILITY COVERED DAYS NON-COVERED DAKS _|
M TERMINATIONDATE __ 2 /Y /0 DECEASED, SPECIFY DATE OF DEATH _

0) (DAY) (YR) D R |
(I) DATE ADMITTED szM.,\.\—E mOWMv.:m CURRENT SPELL OF ILLNESS: \. 0 & & ! !

(MO) (DAY) (YR)" -

Y
(X) COINSURANCE DATES THIS BILL: FROM: [0 THROUGH: nm. Nyw Nb \w

(MO) (DAY) (YR) - (MO) (DAY) (YR) NO. OF DAYS _
SPEGIFY REASON FOR éﬁ N OR OTHER CHANGE IN STATUS IE NOT COVERED BY ABOV ITEMY 5 °
: e o /00 A
( i Yz leL /)

NDATION * MEDICAID ELIGIBILITY WORKER (CRECK APFLICABLE BOXES AND COMPLETE)
(A) JA” AUTHORIZATION TOBEGIN: ~ (B) PATIENTNOT QUALIFIED FOR LONG TERM CARE BECAUSE
pATE /() 23 09 P
(MO) (DAY) (VR) | 0o

(©) &I PATIENT'S INITIAL APPLICABLE RECURRING INCOME (TOTAL INCOME LESS PERSONAL a‘ro?»z%v s NNN
(D)’ (] CHANGE IN PATIENT'S INCOME (TOTAL INCOME LESS PERSONAL ALLOWANCE) EFFECTIVE: s
MO) (YR) -

(B) [] NAME CHANGE: FROM TO

(® [ OTHER (SPECIFY)

AN

DHHS MEDICAID ELIGIBILITY APPROVAL AUTHORITY
DHHS FORM 181 (JUL 02)

7 £ _@m

DATE -




PAYMENT DATE

REMITTANCE ADVICE

& 1D. 000011777
[t + DEPT OF HEALTH AND HUMAN SERVICES
JBONF | NURS ING CARE SERVICES
e e + SOUTH CAROLINA MEDICAID PROGRAM '
e S o e s o o e o o om e - — e e o e o o o e s e o o e e e v o 0 e o e e o e o s o e 0 e e 2 e e pmmm——
CLAIN SERVICE RENDERED | AMNT . ITITLE 19]S|RECIPIENT |RECIPIENT NAME PATIENTIBG END| INSTN| PATNT
REFERENCE PERIOD | CODE| OF | PAYMENT|T ID. F M|MED EXP|SERVCE| DAILY| DAILY
NUMBER ) MMDDYY-MMDD{L DYS|BILL IMEDICAIDIS| NUMBER [LAST NAME | 1l&INCOME[DATES | RATE | RATE
----- POt S AU DU S SRR EEE RIS St bR E R S ettt At
- I
1004600216 1353006 31 2533.94[P | 1780071438 | SMALLS EM
01 010110-0131]2 31 2533 .94 P 907.00] 1 31j111.00] 81.7&
1004600217 1353006 31 2360.96P| 1780579773 | MORRIS NM
_ o1 010110-0131]2 31 2360.96|P 1080.00] 1 31]111.00] 76.16
1004600218 1353006 31 2488.06 P 178068363 1| CAMPBELL R '
01 010110-0131{2 31 2488.06]P 953.00] 1 31/111.00] 80.26
10056002191353006 31 2752 .88|P|1780700811|RICHARDSON EM
Y 010110-0131]1 31 2742.88|P 698.00] 1 31[111.00| 88.48
1004600220 1353006 .0 0.00[R|1780849001] VAUGHT SG :
01 010110-0131j1 31 0.00{R 1033.00] 1 31[111.00| 77.68
. EDITS: LOO 976 .
1004600221135300G 31 3441.00|P | 1780864446 | COLEMAN A
01 010110-0131|1 31 3441.00(P , 1 31|111.00[111.00
1004600222 1353006 . 31 2532.08|P]| 1780918558 | SCHNE IDER CG
01 010110-0131[2 31 2532.08P S 909.00] 1 31/111.00| 81.68
1004600223 1353006 31 2273.54]P| 1781054659 | VRABEL M
01 010110-0131[2 31 2273.54P 1167.58] 1 31[111.00| 73.3%
1004600224 1353006 - 0 0.00{R|2179356802|SCOTT B
01 010110-0131|2 31 0.00|R 1088.50] 1 31]/111.00[ 75.89
_ EDITS: LOO 976
1004600225 1353006 ’ 31 2616.09|P[2260976201|STACEY L
01 010110-0131{2 .31 2616.09|P 824.9%] 1 31{111.00] 84.39
1004600226 1353006 | | a4 2779.15[P| 2344901101 [WHITE JR B
ot . 010110-0131{2 31 \\\\\\ 2775.151P 662.00] 1 31[111.00] B9.65
1004600227 1353006, 13 1140.62 | P | 234586150 1| BROOKS L
01 010610-011812 13 >11uo.52 P . 721.00] 6 18]111.00| 87.7%
Frmmm e fommm e — ==t == R al s dlalalet EE LT frmmmmm— e ———————— ettt O i tata el pumm———— *
. ] $24,908.32 |
S - s A +  STATUS CODES: PROVIDER NAME AND ADDRESS
____FOR AN EXPLANATION OF THE MEDICAID PG TOT e Tt +
ERRO! \ A . MARION NURSING CENTER INC
“FORM REFER-TO: “MEDICAID | | P = PAYMENT MADE [ . _
. PROVIDER MANUAL™. . #mmmmm e + R = REJEGTED PO. BOX 1485
—————4ma;pcA+n;xoxAt=u;"sng_1aL££ns£§§._”_,uAninuﬂi;:ﬁ:Lnbgt,”§g”225]1___H"_.__
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Brenda James \

From: Teeshla Curtis

Sent: Thursday, May 31, 2012 1:21 PM

To: Brenda James

Cc: Nicole Mitchell Threatt; George Howk
Subject: Response Log 399

Brenda,

The program area responded via phone to the Log 399. Below is a summary explaining the delay and the resulting
payment:

Nursing home claims can be paid even if the claim is more than a year old if SCDHHS Medicaid Eligibility finds that a
recipient was eligible for Medicaid coverage retroactively. The nursing home provider received a retroactive
authorization to support the payment of Medicaid claims that were more than a year old. The letter sent by the nursing
home provider was in response to the nursing home claims being denied because they were more than a year old from
the date of service. This happens for all claims more than a year old. The Nursing Facility Program area produced a gross
adjustment to pay the provider for nursing home care covered by the retroactive coverage, rather than delay the
payment process further by requesting that MCCS research, recreate and process payment. The provider already made
that attempt with no success.

Payment was made to provider on check date 5/11/12 in the amount of $25, 109.28

Please let me know if you will need additional information.

Administrative Coordinator

Office of Information Management

South Carolina Department of Health and Human Services
1801 Main Street

Columbia, South Carolina 29202

(803) 898-2502
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Brenda James - Log 399 (

From: Teeshla Curtis <CURTIST@scdhhs.gov>
To: Brenda James <JAMESBR@scdhhs.gov>
Date: 4/27/2012 12:46 PM

Subject: Log 399

Brenda,

Log 399 is due today, but Nicole has been out sick a few days. We will have this to you early next week.

Teeshla Gurtis

Administrative Coordinator

Office of Long Term Care and Behavioral Health

South Carolina Department of Health and Human Services
1801 Main Street

Columbia, South Carolina 29202

(803) 898-2502
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